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EXECUTIVE SUMMARY

Togo Health Sector Support for Child Survival Project (693~0228)

This is a four year, $4,500,000 project which will provide
insititutional support to the Ministry of Public Health, Social Affairs,
and Women's Condition. With this support, the MOH will be able to plan,

manage, and coordinate delivery of Child Survival services in a rational,
cost~effective way.

The project consists of three components. The first, the Planning
and Coordination Component, will build a Togolese capacity to plan,
budget, manage, and coordinate Child Survival-related activities.

Through a Planning and Coordination Unit reporting to the Minister of
Health, this component's funding will train MOH officials in planning and
budgeting and assist in drafting a Child Survival policy and strategy

statement, a training plan and budget, and a Child Survival activities
inventory and needs assessment.

The second component, the Health Centers Support Component, focuses
on Public Health staff working at Health Centers, instructing them in
effective interpersonal approaches and adult health education techniques
for use with their clients, and in the substance, efficacy, and promotion
of Child Survival measures, This component follows a training—of-
trainers approach, and funds the training (by long— and short-term
technical assistants and by cooperating agency personnel) and logistic
support of 42 members of Prefecture Health Education Teams created by the
National Health Education Service by drawing from the ranks of Public
Health Personnel. These Team personnel, as “trained trainers,” in turn
will instruct Public Health staff in every Togolese prefecture using
project~funded Information-Education-Communications (IEC) materials.

The third component, the Outreach Network Component, in addition to
the second component's instruction of Public Health personnel, undertakes
village outreach activities in the Plateaux and Savanne regions where
organizational linkages and villager commitment to community development
tend to be more advanced and productive than in other regions, due
largely to the head start given these areas by participation in the
A.I.D.~financed Rural Water Supply and Sanitation Project activities.
This component will fund the training and logistic support of 120
Community Agents (Social Affairs and Sanitation fileld workers). Training
of this group will be in advanced community mobilization techaniques and
in Child Survival topics and be provided by long~ and short—temrm
technical assistants and by cooperating agency personnel. The component

also will fund Child Survival Field Days to instruct groups of villagers
from several communities in Child Survival topics.

The second and third components support the first by fostering the
conditions which a comprehensive, cohesive, well-planned, and prudently
budgeted Child Survival Program requires for successful implementationm.

-

L



Expatriate long—term technical assistance personnel consists of a
Senior Advisor/Health Planner, an Information—-Education-Communications
(IEC) Specialist (both under contract with a U.S. firm having 8A status),
and an Agents' Coordinator (under a Personel Services Contract). Key
Togolese project—-financed personnel involved in project implementation
will be the Child Survival Unit Director (a GOT official with training
and experience in planning and management) and the Teams' Coordinator (a
Togolese experienced in health outreach administration under a Personal
Services Contract). Other key Togolese personnel involved in
implementation will be two senior MOH officlals seconded to the Planning
and Coordinatiom Unit to serve as Unit Coordinators, and the 42
Prefecture Health Education Team members and 120 Community Agents
discussed above. These personnel will be supplemented by resources
provided pursuant to Collaborative Protocols with GOT entities, donors,
PVOs, and religious organizations having training skills, technical

expertise, and appropriate IEC materials to contribute to project
actilvities.

Significant project financing other than for technical assistance
includes that for IEC materials, motorcycles for Teams and Agents,
vehicles, petrol, oil, lubricants, Unit operating expenses, local

training costs, limited U.S. degree training, limited, modest
construction, two evaluations, and an audit.

Successful project implementation will result in the following:

==an MOH planning and budgeting exercise pertaining to Child
Survial activities will be undertaken annually, led by the Unit;

-—the Unit's serving as a multipurpose clearinghouse for Child
Survival activities, the planning and budgeting process, and outreach
network efforts will maximize the beneficial impact of the resources
available for Child Survival;

—MOH priorities, rather than donor preferences, will determine
investments in Child Survival;

=~Public Health staff's communications and technical skills will be
upgraded;

——villagers nation-wide will be informed and will avail themselves
of Child Survival services at Health Centers, and undertake appropriate
Child Survival measures at home;

==villagers in isolated areas of Plateaux and Savanne will be
informed about Child Survival, able to perform home—administerable
techniques, and aware of options for obtaining more sophisticated
services; and,

-—a four-element health outreach network in Plateaux and Savanne
will operate to provide and continually improve health education and
service delivery, the four elements being Prefecture Health Education

Teams, Health Center-based Public Health personnel, Community Agents, and
Village Development Committees.
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J.IST OF ACRONYMS

ATBEF Association Togolaise pour le Bien-Etre Familial

CBD Community Based Pelivery
o{6))] Comhatting Childhood Communicable Diseases
cDC Center for Disease Control
CHR Regional Hospital (:nter
CHU University Hospitual Center
CIDA Canadian International Development Agency
CRS Catholic Relief Services
cs Child Survival
CSP Primary Hcalth Care Center
cuso Canadian PVO
G Director General
EPI Expanded Program for Immunization
FED European Developmenrt Fund
FHI-II Family Health Initiative
FHRIC Family Health Training Center
FPIA Family Planaing Iuternational Assistance
G2P Gross Domestic Produ~nt
GU/p Growth Monitory/Promotion
GNP Gross National Product
GOT Government of Togou
- HCC . Host Country Contact
HIS Health Informstion System
IBRD Internatioral Bank for Reconstruction aud Development
IEC Information, Educacion and Coumunication
KAP - Knowledga, Attitudes and Praccices
MCH Mother and ¢Child H~alth
MCH Ministry of Heaulth
MOP Ministry of Plan
NAPRO Hational Appiication Program
NGO Non-Government Organization
ORT Oral Rehydration Therapy
PH Public Health
PHC Primary Health Cure
DNRRF Programme National peur le Bien-Etre Familizl
PSC Personal Servicces Contractor
FVO Private Voluntary Organization
RAPID Resources for the Awsieness of Populatlion Impacts on Development
RPT Rasgemblement du Pzuple Togolals
RWSS Rural Water Supply and Sanitation Project
SA Social Affairs
SNES National Health Education Service
SPSS Swall Program Strategy Statement
TOT Training of Trainers
Ucl Universal Childhood Immunization
VDC Village Development Committee
WB World Bank
WHO World Health Organlzation -



SUMMARY
A, FUNDING, GRANTEE, IMPLEMENTING AGENCY, TERM OF PROJECT

This project, Togo Health Sector Support for Child Survival,
693~0228, has a proposed four year life, with funding of $4.5 million
granted to the Government of Togo (GOT) pursuant to the Child Survival
Fund of the Population and Health Program established under Section 104
of the Foreign Assistance Act of 1961, as amended. The GOT's Ministry of
Public Health, Social Affairs, and Women's Condition (MOH) (Ministrere de
la Sante Publique, Affaires Sociales, et de la Condition Feminine) is the
Implementing Agency, and is expected to be signatory of the Project
Agreement on behalf of the Grantee. The entity of the Implementing
Agency charged with detailed monitoring and facilitating of project

implementation is the Child Survival Coordination Unit to be created
pursuant to this project.

B, AUTHORIZED GEQOGRAPHIC CODE

Goods and services (both technical and commodity-related, such
as shipping and insurance) financed by A.I.D. under this project shall
have their source and origin in the Cooperating Country (Togo) and in

countries included in A,I.D. Geographic Code 941, except as A.I.D. may
otherwise agree in writing.

C. WAIVERS REQUIRED

A source-origin waiver from A.I.D. Geographic Code 000 to Code
935 to permit the procurement of two heavy duty sedans and one light duty
sedan, one station wagon, and one utility vehicle and spare parts for

each has been approved by the Assistant Administrator for Africa, and is
included at Annex F.

D. PROJECT PURPOSE

The purpose of this project is: to assist the GOT to planm,

manage, and coordinate the delivery of Child Survival services in a
rational, cost-effective way.

E, SUMMARY BACKGROUND

In Togo the infant mortality rate is 107 and the crude death rate
is 17 (as opposed to 10.5 and 9 respectively in the United States), and
these figures are substantially worse im rural areas. The infant
mortality rate gives the greatest cause for alarm, having increased
between 1970 and 1986 from 90,2 to over 107 in rural areas. Reducing
infant and child mortality and morbidity will improve these statistics
and Togo's general health profile dramatically. Medical technologies to
effect this improvement exist today, as do a Togolese appreciation of
their efficacy and fragmented donor efforts to provide their benefits.
What does not exist is a MOH planning, budgeting, and management capacity
to channel the scarce resocurces available for health in general and for
Child Survival in particular for optimal beneficial impact. There are
two additional important gaps for improving infant and child health



status: Togolese public health personnel based at clinics are not
skilled in health education and not sufficiently vigorous in promoting
Child Survival interventions; and, Togolese villagers, especlally those
in remote areas, are unaware of Child Survival measures. Until Togo
develops a health sector planning and coordinationm capacity, a Public
Health staff skilled in health education and Child Survival promotion and
service delivery, and an effective, operational outreach network system,
MOH and donor resources are going to be under-used, misused, and,
perhaps, malused. Accordingly, this project foregoes the more orthodox,
prototypical Child Survival interventions of providing service delivery
and support commodities, and of undertaking extensive,
technically-sophisticated training, in part because other entities
already are active in these areas, Instead, this project addresses

building the preconditions for optimizing the benefits ylelded by these
othodox interventioms.

F. SUMMARY PROJECT DESCRIPTION

The project consists of three components. The first, the Planning
and Coordination Component, will build a Togolese capacity to plan,
budget, manage, and coordinate Child Survival-related activities.

Through a Planning and Coordination Unit reporting to the Minister of
Health, this component's funding will train MOH officials in planning and
budgeting and assist in drafting a Child Survival policy and strategy

statement, a training plan and budget, and a Child Survival activities
inventory and needs assessment.

The second component, the Health Centers Support Component, focuses
on Public Health staff working at Health Centers, instructing them in
effective interpersonal approaches and adult health education techniques
for use with their clients, and in the substance, efficacy, and promotion
of Child Survival measures. This component follows a training-of-
trainers approach, and funds the training (by long- and short-term
technical assistants and by cooperating agency personnel) and logistic
support of 42 members of Prefecture Health Education Teams created by the
National Health Education Service by drawing from the ranks of Public
Health Personnel. These Team personnel, as “"trained trainers,” im turn
will instruct Public Health staff in every Togolese prefecture using
project=funded Information-Education—-Communications (IEC) materials.

The third component, the Outreach Network Component, in additiom to
the second component's instruction of Public Health personnel, undertakes
village outreach activities in the Plateaux and Savanne reglons where
organizational linkages and villager commitment to community development
tend to be more advanced and productive than in other regions, due
largely to the head start given these areas by participation in the
A.I.D,~financed Rural Water Supply and Sanitation Project activities.
This component will fund the training and logistic support of 120
Community Agents (Social Affairs and Sanitation field workers). Training
of this group will be in advanced community mobilization techniques and
in Child Survival topics and be provided by long~ and short-term
technical assistants and by cooperating agency personnel. The component
also will fund Child Survival Field Days to instruct groups of villagers
from several communities in Child Survival topics.



The second and third components support the first by fostering the
conditions which a comprehensive, cohesive, well-planned, and prudently
budgeted Child Survival Program requires for successful implementation.

Expatriate long-term technical assistance personnel consists of a
Senior Advisor/Health Planner, an Information-Education-Communications
(IEC) Specialist (both under contract with a U.S. firm having 8A status),
and an Agents' Coordinator (under a Personel Services Contract). Key
Togolese project—financed personnel involved in project implementation
will be the Child Survival Unit Director (a GOT official with training
and experience in planning and management) and the Teams' Coordinator (a
Togolese experienced in health outreach administration under a Personal
Services Contract). Other key Togolese personnel involved in
implementation will be two senior MOH officials seconded to the Planning
and Coordination Unit to serve as Unit Coordinators, and the 42
Prefecture Health Education Team members and 120 Community Agents
discussed above. These personnel will be supplemented by resources
provided pursuant to Collaborative Protocols with GOT entities, donors,
PVOs, and religious organizations having training skills, technical

expertise, and appropriate IEC materials to contribute to project
activities.

This summary description is intentionally skeletal. Readers are
referred to the Detailed Project Description and to the Implementation

Plan for a comprehensive discussion of the project and how it is expected
to proceed.

G. SUMMARY FINANCIAL PLAN (,000)

EXPENSE_CATEGORY A.I.D, GoT TOTAL
Technical Assistance $2,150 $ $2,150
Commodities 391 381
Vehicles 84 84
Training 495 495
Construction 100 100

Local Op Exp/Local Project
Personnel 1,040 50 1,090
Evaluation 175 175
Audit 30 30
MOH Personnel 2,000 2,000
MOH Facilities 150 150
Contingency 35 35
TOTAL $4,500 $2,200 $6,700

More detaled financial information is set forth in the Financial
Plan and the Financial Analysis.

H. SUMMARY CONDITIONS PRECEDENT AND CONVENANTS

A limited number of conditions precedent will be included in the
Project Agreement to assure that preparatory arrangements which are
functional prerequisites to reasoned project implementationm in fact are
completed satisfactorily before the activities they support are allowed



to go forward, and to assure that a high level of GOT commitment to the
project, without which purpose achievement and benefit sustainability
cannot be realized, has been demonstrated. The most significant of these
conditions for initial disbursement refer to: retention of accounting
personnel and of the accounting system of the Rural Water Supply and
Sanitation Project, establishment of a Child Survival Planning and
Coordination Unit, and, GOT agsignment of a Unit Director to head this
Unit. A condition precedent to disbursements after the twenty fourth
project month requires that an in—-depth extermal evaluation have
concluded that the GOT had manifested a high degree of commitment to the
project during the first twenty one project months. A condition
precedent to disbursement for comstruction mandates submission to A.I.D.
of building plans, and materials and cost estimates.

The Project Agreement will include several covenants to formalize
GOT accord to undertake specified essential actioms to further project
implementation. These covenants relate to: assignment of two senior MOH
officials to the Unit; transfer of Rural Water Supply and Sanitation
Project assets to this project; availability of that project's Community
Agents and their motorcycles for this project; and, GOT payment of

overhead and personnel costs of motorcycle repair facilities in Plateaux
and Savanne regions.

An expanded version of these Conditions Precedent and Covenants are

set forth in the "Conditions, Covenants, and Negotiating Status” sections
herein.

I, SUMMARY FINDINGS

This project is ready for implementation and is considered

financially, economically, socially, and environmentally sound, and
technically feasible.

J. STATUTORY CHECKLISTS AND A.I.D. REPRESENTATIVE'S DETERMINATION

1. This project meets all applicable statutory criteria.
Appropriate checklists are included in Annex C.

2, The A.I.D. Representative's determination authorizing local
cost financing is included in Annex B.

K. PROJECT ISSUES

1. GOT Commitment to Project

The major issue emerging from the February 13, 1987 Executive
Committee Project Review (ECPR) for this project's Project Identification
Document (PID) was the need for demonstration of GOT commitment to this
project. This issue is being resolved by including three conditions
precedent in the Project Agreement. The first, a condition precedent to
initial disbursement, requires GOT appointment of a qualified Child
Survival Unit Director qualified in planning and management to serve full
time for the 1ife of the project, and USAID/Togo's concurrence in the
appointment. The second, also a condition precedent to initial
disbursement, requires establishment of the Child Survival Coordinating
Unit, and a formal assurance it will exist for the life of the project.
The third, a condition precedent to disbursement after the



twenty—-fourth project month, mandates an in—~depth external evaluation in
the twenty~first project month, a major purpose of which will be to
assess GOT commitment to the project and A.I.D. strategy in supporting
the Planning and Coordination Unit, especially in relation to other
donors' initiatives. Among the indicia of GOT commitment which will be
sought are the satisfactory performance of the Unit Director and the two
MOH Unit Coordinators seconded to the Unit; the formatiom, full
operation, and effectiveness of the Unit and the Advisory Board; and the
degree and promptness of cooperation forthcoming from MOH entities (such
as the Divisions of Epidemiology and Material and Child Health, the
National Health Education Service, and participating Social Affairs
agencies) which have expertise and resources needed for optimally
successful project implementation; and, the GOT's having obtained
satisfactory, appropriate facilities for the Unit. This evaluation also
will lock for a concrete GOT plan for assuming the costs of petrol, oil,
lubricants, and repairs for the motorcycles used by the Teams and

Community Agents so that these groups retain their mobility after this
project ends.

2, Nutritional Surveillance

The only other ECPR issue warranting discussion at this stage
is the question of how nutritional surveillance will be incorporated into
the project. The project will not fund nutritional surveillance as a
discrete activity. To do so would duplicate the extensive efforts of
Catholic Relief Services in this area. However, the project will assure
that training sessions which introduce the integrated concept of Child
Survival to Prefecture Health Teams and Community Agents include
nutritional surveillance as one of the major topies. Also, the Child
Survival Coordination Commission will assure that organizations and MOH

entities active in nutritional surveillance contribute their expertise
and resources to those in greatest need.

L. CONSIDERATION OF SMALL, DISADVANTAGED, AND WOMEN~OWNED FIRMS

Two long-term technical assistance personnel (a Health Planner
and an IEC Specialist) will be needed for project implementation. The

Mission has committed itself to a "set aside” for small, disadvantaged,
and women-owned firms,

M. PROJECT TEAM MEMBERS

¥

The project paper design efforts were carried out during
April~August, 1987 by the following individuals:

Mark Wentling A.1.D. Representative, USAID/Togo~Benin

Myron Golden Former A.I.D. Representative, USAID/Togo~Benin

Ernest Popp General Development Officer, USAID/Togo~Benin

Belen Baas Economic Analyst, USAID/Togo-Benin

Vincent Brown Health Planner )

Joanne Revson Health Trainer

Ronald Waldman CDC/Atlanta Technical Officer

M. Tschirhart West African Accounting Center, REDSO/WCA

Louls O'Brien Technical Assistant, Togo Rural Water Supply
and Sanitation Project

Julie Defler Project Development Officer, REDSO/WCA

A 1list of persons contacted is included at Annex K.
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I BACKGROUND

A, COUNTRY SETTING

Present—day Togo incorporates the former French—administered
United Nations trust territory which became independent in 1960. It is a
long, marrow country of 21,833 wquare miles about the size of West
Virginia, stretching 370 miles north to south and averaging 56 miles in
width., It is bounded on the west by Ghana, on the east by Benin, on the
north by Burkina-Fasso, and on the south by the Gulf of Bemnin on the
Atlantic Ocean. The country has an inter-tropical climate, with two
rainy seasons in the south and one in the north. There are five
administrative regions, from north to south: Savanne, Kara, Centrale,
Plateaux, and Maritime. BRegions in turn are composed of “prefectures”,
which are composed of cantons. Thereafter follows a series of
increasingly smaller local communities. A north—south, all season road
connects major population centers.

B. HEALTH PROFILE

Over the last decade Togo's health status indicators have

changed little. According to the Population Reference Bureau, 1987
indicators (with United States data to facilitate comparison) are:

Indicator

Togo bsa

Crude Birth Rate (annual number of

births per 1000 population) 47 16
Crude Death Rate (annual number of

deaths per 1000 population) 15 9
Infant Mortality Rate (annual number of

deaths of children under age 1 yr. per

1000 live~births) 117 10.5
Life Expectancy at Birth 53 75 1/

The indicator giving the greatest cause for alarm is the infant
mortality rate which has increased from 90.2 in 1970 and to well over 107

in rural areas. The leading causes of infant and child mortality and
morbidity are:

- malaria;

~ diarrheal~intestinal and parasitic disorders, e.g., onchocercosis
(river blindness), dracunculosis (Guinea worm), schistosomiasis,
trypanosomliasis (sleeping sickness);

= broncho~pulmonary diseases;

= malnutritional; and,

1/ For purposes of this paper, "infant” shall mean a person aged 0-1 year
and “child"” shall mean a person aged 0~3 years.



- measles and other infectious diseases, such as polio, pertussis
{whopping cough), tetanus, diptheria, and tuberculosis.

Another major health problem in Togo is maternal mortality.
Although poorly documented, data from regional hospital centers indicates
it is relatively high due to insufficiently spaced births, low marriage
age, and the consequently high number of births per woman.

C. DEMOGRAPHIC PROFILE
The mid-1986 population estimate for Togo was 3 milliom, 72.5

percent of which was rural. Other salient demographic figures (with
those from the United States for comparison) are:

Indicator Togo U,S.
Rate of Natural Increase (RNI,

annual population growth) 3.1%/yrx. 0.7
Population Doubling Time (at

current RNI) 22 years 9%
Total Fertility Rate (average number

of children per woman) 6.2 1.8
Percent of Population under age 15/over

age 65 (“dependent ages” or economic

burden carried by population of working

age) 45/3% 22/12%
Percent of population under 5 years 20% Not available

Percent of population who are women of

childbearing age 20% Not available

In 1983 the overall illiteracy rate of 67.7 percent, while that for
females was 80.7 percent.

D. IMPACT OF THE FINANCIAL SITUATION ON THE HEALTH SECTOR

The major economic and financial problem currently facing Togo is a
large foreign debt. In the mid-1970's, high prices for commodities

exported by Togo brought in substantial foreign exchange. The government
increased its own investment, often in enterprises requiring it to pay
large recurrent costs ag well as debt service. When commodity prices
fell, the government's revenues and foreign exchange intake also fell,



but its spending did not, resulting in a large fiscal imbalance and
balance of payments problem., Years of negative economic growth preceded
the 1982 IMF structural readjustment, which involved investment cuts and
a personnel freeze. Servicing the debt has used a high percentage of the
Togolese annual budget: 46 percent in 1984, 58 percent in 1983, and 59
percent in 1986. This burden will remain: only in 1989 does the debt
service begin to decrease, and even then it is higher than it was in
1983, Also, in 1986 the debt to export ratio was 49 percent. These

figures indicate that resources that can be devoted to development are
very limited.

The natural tendency is to allocate these scarce resources for
income—generating or cost reduction activities (such as cash crops),
rather than for undertaking what seem to be income~draining activities,
such as health service delivery., This tendency has manifested itself,
and the health share of shrinking public sector resources is decreasing.
The health budget has declined 40 percent in real terms between 1978 an
1983, The health budget as a percent of the total GOT budget declined
progressively from 7.55 percent in 1984 to 6.04 percent in 1985 to 5.77
percent in 1986, A consequence of these figures is that the ratio
between materials and personnel costs has decreased from .40 in 1984 to
.216 in 1986, Currently, 80 percent of the health budget is allocated to
personnel, but the budget squeeze means those prsonnel have less material
resources available to them to do their jobs. For instance, itinerant
health agents may be short of petrol or may not have broken bicycles

repaired or replaced. Drug stocks are incomplete and low, and health
facilities are minimally equipped.

A major casualty of health budget restrictions has been training,
which has decreased and in some cases stopped since the 1982 personnel
freeze, Paramedical schools have closed and all paramedical training has
been discontinued. An institute which has the capacity to train 30
nurses a year in midwifery now only offers refresher courses for
already-trained staff., The medical school has reduced admissions from 40
to 15 a year and only two graduates were employed in 1986 by the MOH.

Not only are staff less well trained, but they are fewér in number as a
consequence of the personnel freeze, attrition, and budget restrictions.
For example, the already overburdened Maternal and Child Health Agents
who each were responsible for 1,289 children an women of childbrearing
age in 1984 became responsible for 1,508 persons in 1985.

Generally, the austerity measures imposed by the GOT (some mandated
by the IMF) have prevented the expansion of health facilities and service
delivery and sometimes have eroded earlier achievements. The potential
for charging user fees for services to offset the scarcity of public
funds devoted to health is limited in light of the per capita 1983 GNP of
$280. In this context, judicious use of scarce resources for optimal
beneficial impact in the health sctor must be a high GOT priority.
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E. HEALTH SECTOR INSTITUTIONS AND STAFF

1. Administrative

a. National Level

The Ministry of Public Health, Social Affairs, and Women's
Condition (MOH) is responsible for Togo's public sector health programs.
It has three "Directorates” as its name implies, of which Public Health

usually is the dominant. A series of MOH organizational charts 1is
included at Annex M.

(1) Directorate of Public Health

The Directorate of Public Health has eight divisions.
Those which have an important role to play in this project include:

~~The Epidemiology Division, which conducts vaccination
campaligng, combats malaria, tuberculosis, and other endemic diseases, and
manages the Health Information System.

==The Division of Mother and Child Health, includes

some 350 MCH Centers which are active in ORT, growth monitoring, weaning
foods, and voluntary birth spacing.

—-The Division of Public Hygiene and Health Promotion,
which is active in hygiene, sanitation, health education, mass media
“information—education—communication” (IEC) campaigns, non-—academic
training of health persomnnel, and the recently critical fight against
AIDS, The National Health Education Service, which is of central
importance to this project, is placed within this division.

=~0ther Divisions of the Public Health Directorate
Health Services (overseeing hospitals, health centers, dispensaries
and paramedical personnel; Pharmaceuticals; Administrative and Financial
Service; Laboratories; and Professional Training (for academic training).

are?s

(2) The Directorate of Social Affairs and the
Directorate of Women's Condition

The Directorate of Socials Affairs has five substantive
divisions at the national level, the most significant for this project
being the Division of Community Development which has community
mobilization responsibilities. The Directorate for Women's Condntion has

four Divisions, with the Social Education division being the most
important for this project.

b. Regional Level

Only the Directorates of Social Affairs and Women's
Condition have regiomal headquarters. The absence of regional
organization (as opposed to regional hospitals, which do exist) for
Public Health has long been seen as one of this directorate's serious
shortcomings, resulting in diffused lines of communication and difficulty

L



in collaborating with other GOT agencies in the field. The MOH plans to
establish regional headquarters for Public Health with the help of a
World Bank—-funded organizational strengthening effort. See the proposed
MOH organization at Annex M. Regarding the current structure of the
Public Health Directorate, it should be noted that two sub-divisions of
the Division of Public Hygiene and Health Promotion, the National Health
Education Service and the Sanitation Service, have regional-level

organizations, although that for Health Education remains to be fully
developed.

¢, Local Levels

Regions are divided into subdivisions (the health sector
unit corresponding to the prefecture), which ultimately are composed of
villages., At local levels, the activities of Public Health Agents
(functionally, Health Workers) and Social Affairs Agents (functionally,
Social Workers) often overlap, with Health taking the lead in such areas
as vaccination and malaria treatment and Social Affairs (often ,
collaborating with Public Health's Sanitation Agents) taking the lead in
community mobilization, and general development. There is a good deal of
shared territory, especially in medically less technical areas such as
health education, nutritional surveillance, and some ORT efforts. This
overlap is a natural consequence of a small total number of local level
agents from both Directorates being responsible for information
transmittal and some service delivery to village clientele: any given
agent must be familiar with a broad range of ministry services.

2, Health Service Delivery Facilities

The Health Services Division of the Directorate of Public
Health classifies its facilities as follows:

== the National University Hospital Center or CHU (Centre
Hospitalier Universitaire) in Lome, a full service hospital;

~— Regional Hospital Centers or CHRg (Centre Hogpitalier
Regional) of which there are four. The prototype delivers four basic
services: general medicine, surgery, obstetrics, and pediatrics. Two
additional services also are provided —— stomatology and basic radiology.

=~ Subdivision Hospitals at the prefecture or subdivision level
in prefectures not served by the CHU or a CHR, There are 16 of these
hospitals typically offering medical consultations, minor surgery,
hospitalization in general medicine, obstetrics, and surgery, and
laboratory services. The Chief Doctor at each is responsible for
preventive health care programs, such as vaccination, and for the

administration of all health service delivery units in his subdivision.
These local units include:

—— Primary Health Centers or CSPs (Centre de Sante
Primaire), which can provide almost as many services as a Subdivision

Hogpital, but usually are more limited. They number about 34 and operate
at the subdivision level;

5



— Dispensaries, or Secondary Health Centers with an
attached Maternal and Child Health (MCH) Center. These number about 286
and focus on preventive medicine and health education. They are
supervised by a state nurse; and,

~=— MCH Centers not associated with dispensaries of which
there are 56, managed by midwives instead of state nurses.

3. Personnel Involved in Health Service Delivery

Among the categories of personnel employed by the Directorate
of Public Health are:

- Chief Medical Officers: always physicians, with
administrative and supervisory as well as service delivery
responsibilities;

-- Medical Assistants: qualified nurses with three additiomal
vears of training who stand in for Chief Medical Officers when necessary;

~— State Nurses: variously categorized by training level, who
are in charge of dispensaries;

~— Auxilliary Nurses: assistants to State Nurses. They are

- being phased out by attrition with the closing of paramedical training
facilities (an economy measure);

-- Hyglene Assistants: variously categorized by training
level, who focus on preventive measures, environmental sanitation, and
other public health activities (such as vaccination). They also are

being phased out by attrition with the suspension of paramedical
activities;

==~ Midwives:

with three years' training, who work in rural MCH
Clinics; and,

== Birth Attendants: trained by apprenticeship to assist
midwives,

~- Itinerant Health Workers, trained by Chief Medical Officers
to serve as nurses aides, who work out of dispensaries performing mainly
educational and promotional activities. At present they are itineraant in
varying degrees depending on the availability f petrol. They usually are

provided with bicycles which are insufficient for going long distances
over rough terrain.

The above categories of Public Health personnel number about
2,200. A 1982 IMF~imposed personnel freeze on recruitment, closing of
health paramedical training facilities in 1983, and a 1985 forced early
retirement scheme, have reduced substantially the number and quality of
personnel available for health service delivery. Moreover, the
ineffective deployment of persomnnel that remain has been reported to be a
more serious problem than dwindling numbers. One major concern is that

about 63 percent of the MOH's Public Health employees are based in Lome,
leaving rural areas understaffed.



4, Personnel Involved in Community Action and Development

Health service delivery at the local level is greatly
facilitated by Social Affairs Agents who mobilize communities, teach
rudimentary fiscal and commodity management to Village Development
Committees (VDCs), and participate in health campaigns and activities
such as ORT and nutritional surveillance. They number about 500, of whom

about 415 are engaged in Intensive field work. They are classified as
follows:

Social Assistants, trained in France, Senegal, and the Ivory
Coast;

Specialized Educators, trained in France;
Socio~Medical ASsistants, trained in the Ivory Coast;
Development Technicians, trained in the Cameroon;

Social Promotion Agents (numbering about 400), trained in
Lome; and,

Social Motivators trained on-the-~job.

The personnel groups of primary importance for this project are
Social Promotion Agents and Socio—~Medical Assistants.

F. POLICY CONTEXT

1. GOT

Child Survival has figured prominently in the two most recent
and influential GOT policy statements on public health. The first is a
policy assessment and program prioritization statement contained in the
GOT's presentation to the October, 1986 Donors' Conference. This

document announced the GOT's adoption of two main strategies for
improving the population's health status:

~= primary health care; and,
== planning and management.

Training of health personnel was set forth as a supporting
strategy needed to accomplish the two primary strategies.

The same document also gave a prioritized ranking of health
programs;

—= the enlarged vaccination program (EPL), and health
information system (HIS) shared first priority;

~— mother and child health (which in Togo includes ORT and
nutritional surveillance) and family health (which is understood to
include birthspacing);

== health-related information, education, and communication
(IEC) on mass, small group, and individual levels;

~= potable water and sanitation (including sanitary waste
disposal);

-=- malaria treatment; and,

-~ rehabilitation of health facilities (as opposed to new
construction).



The second GOT policy statement was prepared for the meeting of
francophone parliamentarians on Child Survival, Population, and
Development held in Abidjan in March, 1987. It stressed the importance
of family planning education and the necessity of integrating family
plamning services into those provided by MCH Centers and general primary
health care facilities, It further emphasized the high priority of
vaccination and ORT in the national primary health care program, and
mentioned breast feeding, good weaning practices, and nutritional
surveillance as other important elements.

Furthermore, a December, 1986 statement at the Togolese
Political Party (RPT) Congress laid the groundwork for progress in two
additional areas of importance for this project. The statement
reaffirmed the policy articulated at the October, 1986 Donors' Conference
and proceeded to assert that health personnel must improve their public

relations and ambiance with clients, and that clients should share in the
cost of health care.

2. ALD.

The Agency has given Child Survival activities highest priority
in the health sector with the promulgation of a Child Survival Strategy
in April, 1986, and of an Action Program for Africa in November, 1986.
The A.I.D, strategy seeks to sharpen the focus of the Agency's health
related programs and to reduce significantly the number of preventable

deaths of children in the developing world by the end of the decade. The
objectives of the Africa Bureau Action Program are:

"l. To reduce morbidity and mortality in the under five
population...;

2, To strengthen the capabilities of African governments
and the private sector institutions to plan, implement, and evaluate
programs to improve child health and survival,”

The Plan's priority interventions mirror those of the GOT: ORT
and immunization are the primary interventions, supported by
birthspacing, a nutrition package emphasizing breast feeding, improved
weaning practices, and growth monitoring, and presumptive treatment of
malarig (use of antimalarial drugs, principally chloroquine, to treat

acute attacks of fever inducing illness). The importance of health
education and social mobilization are recognized.

Management, institution-building, and sustainability are
stressed in the light of the fact that, "an unusually weak human and

institutional base characterizes most African nations.” This Action
Program states:

One of the most crucial aspects of child-survival projects
and programs is management, Without adequate managers, all
of the funds and efforts now being concentrated in this

area will not result in long-term institutionalization of
Child Survival interventions or, hopefully, primary health

care.,



This project, combining planning and management streagthening
with widespread training and €fecilitating of appropriate village-level
Child Survivali ianterventlons i& entirely supportive of tue Agency
stracegy and the Africa Bureau Action Program.

In addition, this project addresses ail four A.I.D.
ruogrammatic components. Institution building and policy dialogue will
e undertaken in the planning, macagement and coordination activities.
Technology transfer will Ye effected by widespread project-spousored
educational activities and by the subsequent project-facilitated Child
Survival interventions. The private sector will ba supported by enhanced
patronage of private distributors by villugers satisiring their health
ne~ds, and by deliberate, systemic incorporation of privote sector
eacerprises into health-care manufacturing, distributica, and service

provision attendant upon improved central-level placnicg and arnagement
nf health service delivery.

3., The Office of the A.1.D. Representativé, Togo

This project's focus on optimizing the sﬁfiuienc; ~ad
2ffectiveness of Togalese Child Survival service deliverv 1. cotirely
consistent with the FY 1986 Update of USAID/Togo's Smai™ T::g:am Strategy

3tatement which gives, as one of the Mission's progran goals: “health

development through...low-cosc rural health delivery syscemg, ard a
coordinated approach to populacion growth”,

The policy statemeuts quoted in this cecticen dzmenstrate that
this project's major participants' policies support project premises aad
activities, and are coasisten*. with and supportive of each other.

G. PKU1IR EXPFRIENCE

l. GOT Programs

The GOT has attempted to conceive and exscute health prograus
consistent with its relatively recent focus on preventive (rather than
curative) health care and with the priorities set forth in its policy
declarations. It now has ongoing programs for the major Child Survival
interventions, but they are ccastrained by lack of rescurces,
inzdequately trained staff, and Insufficient coordination of eutities
delivering h2zith services. An overview follows.

a. The Expanded Program of Immunizavion (EPI)

The EPI effort strives to vaccinate 80 percent of the
infantg aged 0-1 years against six target diseases: diptheria, tetanus,
polio, measles, tuberculosis, and whooping cough. The Division of
Epidemiology is responsible for collection, storage, and distribution of
vaccines, for training collection, storage, and distribution of vaccines,
for training personnel, and for supervising prefecture-level programs.
At this level, the prefecture hospital's chief doctor is responsible for
selecting vaccination sites and programming field visits. Vaccines,
maintenance of the cold chain, and transport are the main expenses, many
of which are met by donors, especilally UNICEF,

A



b. Diarrheal Disease Treatment: Oral Rehydration Therapy
(ORT)

The ORT progran has made significant progress in a short
time. A 1983 ocut~patlent regirter review showed no record of ORT use.
Today it is available widely, but use is hampered by health «3rkers
ua~oavinced as to its effectiveness and by the population's general lack
of kuowledge of the techmology. However, an estimated 300,000 packages
of oral rehydration salts have bezen distributed, and village health
2ducation sessions teach the racipe and administration procedure for the

nomc-made solution. Agalu, donors, have facilitated GOT effourts for this
priority effuct.,

.¢. Malarla Treatment

There has been an antimalarial service in Togo for many
yoars, but due to lack «f resoirces there have beea few control
activities apart from zeraral pilot projects. In 1981 this service
doveloped a aational strategy ro reduce the rate of infant ancd child
norbidity and mortaliry die Lo malaria. The strategy's quantifiable
goals were to pravent malari= iu children aged 0-5 and ia pregnant women
by chemoprophylaxis, but hudgctary limitations necessitated reducing the -
chemoprophylaxis to pregnant womap.

In 1983 the project for Combatting Childhood Communicable
Diveases (CCCD) revived chemopcophylaxis for children aged D-4 and for
=regnant women, and begsn presurptive treatment of febrile cases. The
W0 recommended that the preventive treatment be stopned beczuse of

- growing chloroquine resistance, among other reasoas, and the

recommendarion was followed. The program still advocaies preventive
treatient of pregnant and nursing woman.

Tne current antimalaria program strives to mak2 each
village responsible for its own treatment and for preveative hygiene and
waste disposal measures. To these ends tiere is eyperimentatiia with
village pharmacies -—- providing village committees with a small gtock of

antimalarial and cther basic drugs for village sale and stack
replenighment from sale proceeds,

d. Nutrition’

Nutrition program ariivities focus on educatl.g mothers to
fmprove nutrition ¢f children under five, developing a nutricions weaning
flour from local materials, monitoring growth, and -— thanks to the Togo
branch of the Catholic Rellef Services (CRS) Cathwell program —-
distributing food supplements and administering school lunch canteens.

Activities are conducted at MCH facilities, Social Affairs Centers, and
Cathwell facilities.

. e. Maternal and Child Healﬁh

The Maternal and Child Health Progran is directed by the
Directorate of Public Health's Maternal and Child Health Division, and

services are delivered through the over 300 MCH Centers. Services

|0



offered by these Centers vary, but focus on those related to childbirth.
The Centers also serv: as sites for immunlzation, growth mozitoring, and
CRY information, and ars gatheriag places for health educatioa sessions.

f. Voluntary Farily Planning

Togo's voluntarv family planning program begar in 1976 with
the establishuent of the private organization, Asscciation Togolaise pour
le 3ien~Etre Familial (ATBEF). It began as a comprehensive MCH
iustitution with services limited to pre-~ and post-natal care and
dissemination of information ahout family planning -~ contiaceptive
distribution was prohibired. 1t now has official perzission to
distribute contraceptives and is the leading private agency in the
provision of voluntary family planning counseling and services. It
ojorates its programs out of MCH Centers (administered by PNBEF,
«escribed below). It receives substantial support .froua tne Interrational
?lanned Parenthood Federation (IPPF) and will be a recipieat of
additional funds under an A.l1.D.~financed project.

The GOT volunrary family planning program began in 1977
duan the National Fami,y Welfare Program (Program National du Bien-Etre
¢amilial, or PNBEF) was creatazd with the help of the United Nations Funds
for Population Activities (UNFPA). The Maternal and Child Health
Uivicicn of the Public Health Directorate is in charge of the program.
Program activities so far have centered on aducating the powulation about
+he dangers of closely spaced pregnancies and clandestine avortions
{which are legally prohibited except for life-threatening sftuations).
The program provides voluuntrary family planning services at %CH Centers in
10 of the 21 prefectures, and operates three clirics. Under it, 158

medical persoanuel have bzen trained in zontraceptive mecthods and delivery
of family planning services.

The private ATBF+ and the public PNBEF cooperace; with
ATBEF providing clirical squipment, contraceptive supplies, and staff

training r¢ GOT MCH Centers, and MCH centers providing prezises for ATBEF
service delivery.

Constraints to voluntary famlly planning are a wavering of
public sentiment on family planning, a. continuation by the GOT of the .
practice -— inconsistent with the National Family Welfare Program —— of
providing financial benefits fur the first siz children of a family, a
requirement that women furnish their husbands' conseant before reczeiving
modern contraceptives, and preiequisite laboratory tesrs cr prospective
ccatracepcive pill users: many women cannct afford these tests.
Shortage of trained persoannel, ignorance of famlly planning techniques,
and lack of appreciation 2f the impact of high population growth rates on
individual family welfare also are constraints. However, recent strong
GOT interest in reducing the population growth rate 1s exzpected to result
in a more liberal policy toward family planning.

g. Health Education

At the central level, the National Health Education Service
(SNES), under the Division of Public Hygiene and Health Promotion,



conducts health education caumpaigns needed to support the GOT's health
programs. At the request of personnel implementing a gives program, it
presares and tests precmotional and educatlousl materials for mass media
snd for distribution to health facilities, scuools, Public Health and
t'ocial Affairs workers, and their clients. At other levels, health
e¢ducation messages are transmitted through health and family planning
facilities, Soclal Affaivs Centr<rs and their staff, through

schoolteachers who have had some health training, and through Village
Development Committees.

About 1983, SNES initiated efforts for a deceutralized
national health education preyram which would be fully operatioanal by
1989, The underlying logic ot these efforts was that an sntity such as
SNES charged with disseminatiny assential health information needed by
tnc entire Togolese pcpulatiou should have a "field prescace” which would
ficilitate its messages reaching the remotest regionc. Tae
decentralization program has three core thrusts: 1) establishm:nt of a
GNES office in each of the five Jogolese regions; 2) formaticen and
- training of two-person llealth Ed.cation Teams for each prefecture

zeminated by chief prefecture doctors from among their Publie Health
.t..Ff (each initially to be assisted by a U.3. Peace Corps Volunteer);
sai, basic training in health =ducatior for 1,000 public health field
staff. UNICEF, Peace Corps, and CCCD have been the primary supporters of
. tuls SMES prograwm so far. To date, two regional offices hava been
establlshed, nine teams have uadergone mcst of their basic training and
ace working in the field, seven teams are undergoing their hasic training
and are cxpected to be Ir the field bv the end of 1987, indfviduals for
the remaining five teams have bren identified and will stari traianing
soon, and about 250 Public Health field staff have received the envisaged
basic training. USAID/%ogo preceives this SNES decentraiization program
as a prruwising development for enhancing vhe impact of MOH activities.
The program will receive substactial project support in the areas of
screngthening the Teaws, condurilng wmass media campaigns, ana designing
appropriate graphics for use in rural areas.

h, Health Inforwation System (HIS)

The health data gathering system in Togo has been judged by
gome to be the best in West Africa. In the past, unfortunaiely, data was
sent to the National Statistical Office ip the Ministry of Plan and
rarely was processed in a timely manner, if at all. The lzst annual
Health Report was prepared 3= 1981, Recently, it was agreed that health
data would be first transmitted flost to the MOH Samitation Statistics
Setvice in the Division of Epldemiology for nrocessing to meet immediate
health statistical needs, e.g., tracking of cases of commualcable
diseases. Then it would be forwarded to the National Statiscical Office
in Plan for the national data bank. The Sanitation Statistics Service
has been equipped with data processing equipment in recent moaths.

2. A.,I.D. Projects

A.L.D.'s pravious investments in the health sector have been in
primary health care, community infrastructure, GOT staff training, and
family planning. /;L



a. Rural Water Supply and Sanitation (RWSS) Proiect
1693-0210)

This very successful project began in 1980 with the
objectives of providing potable water, sanitatioun facilitizs and .
craplementary health education £o 245,000 rural poor in the Savanna and
Plateaux regilons. The project emphasizes training Social Affairs Agents
and Sanitation Agents (fr-m Public Health) and organization of Village
Development Committees. It ig due to end in December 1987. It has
exceeded its objectives, haviug provided potable watzr (1,048 wells and
230 rainwater cisterns) and sanitation facilities (459 latrines) t¢ about
630,000 rural inhabitants in about 800 villages, each withk a Village
DPivelopment Committee (VD) organized under and used bv the project.
Ancillary benefits also have been provided, such as imstructisr in home
preparation of an oral :elydration solution and in adulv literacy using
health education materials. About 72 Social Affairs Aceents and about 48
Sanirstion Agents have been trained and have at least three years® -
experience under the project. One of the important lessons Jdemonstrated
by this project's success 13 that the effectiveness oi rural health
service delivery is vastly eahanced by community particinsticc and
aFfective community organization, such as active VDCs. Aezzraingly, this
Ci1ld Survival project will limit its most ambitious -utrecch activities
tc Plateaux and Savanne, focusing on the 800 organized villages. iz order

to capitalize un the VDCs, experienced Agents, and institutional linkages
fergad under the Water Supply project.

b. Togo Combatting Communicabla Thildnood Diseases
(Togo/CCCD) 058-0421.02

This four year project bezan in 1983 and is cxpected o be
exztended until mid-1988. It has three components: 1) vaccination
avninst diptheria, whooping cough, tetanus, mnessles, polio, and
tuberculosis; 2) zontrol of diarrhea through the use of ORT; and, 3)

presumptive treatment of malaira. As such, it supports ths GOT progrems
described above.

¢. Previous Family Health Projects

Family Health activities have consisted of two closely
1utegrated activities: (i) a bilateral grant, Family Health Project
1693-0212), funded at $1.278 million, from 1977 through 1985; and (2) a
centryally-funded project implcmented by the Family Planninz iInternational
Asslstance (FII4) PVO (Togo-02) from 1983 to 1986 at $221,771.

The bilateral fuads financed construction and equipping of
the Togo Family Health Training Center (FHTC) and related technical
assistance. A core curriculum has been prepared, and a team of Togolese
trainers has been trained in pedagogical methods. Theoretical and
practical training courses in famlily planning have been held. The
centrally~funded activity used the training center to train medical
professionals and social workers. The bilateral project also furnished
contraceptives and other commodities for 12 MCH Centers and supported

provision of voluntary family planning services in 11 clinics located in
the eight largest towns in Togo. ‘?5
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d. Togo Sub—proiect of the Family Health Initistives II
(FHI-II) Project, 698-0462.93

The $1.5 million thvee year project, obligatec. in April,
1537, incorporates the voluntary family planning elements wnich
volginally were envisioned to be part of this Child Survival project.
The AID/W review of this Child Survival project's Project Ideatification
Document (PID) recommended that family planning interveuticms be financed
vnder FHI-II, primarily because of funding constraints. FHI-II has two
dostinct but mutually reinforcing sets of project activities: public
sector, to be implemented through the MOH's YNBEF program; and, private
sec*or, to be implemented by the ATBEF. Pullic secior activities will
routinue assistance previously provided to PNBEF under the
above-mentinned Family Health ¥roject. Funds are being provided for
training activitles to pe carried out at the Family Health Training
Center, service delivery, clinical equipment and suppliles, ad
contraceptives. FHI-II also will continue the assistauce t3 policy
development activities currentl, provided under the centrally-funded
RAPID project. Regarding the private ATBEF, FHI~I7 will imp.ove the
capability of ATBEF to support family planning services Lelag nrovided
inrough existing ATBEY and PNBEF facilities and rural ».tl:cs. Fuuds are
belng provided for an expanded Iunformation, Education, and Comaunication
(XIZC) program, an outreach voluntary family planning progrzu uslag
notivators equipped with mobylectes, a rural distrivution program that
7111 operate out of rural dispensaries and thoough wemen's groups, a
small latoratory at the ATBEF (linie, and trairing cf AT3EF staff to
imnrove specific skills and inarease contraceptive danagement capacity.
At the end of the projact it i1s envisioned that reowzily planning services
willl be pruvided at 23 MCH Centers, the fonr CHRs, and ATBAF, that all

will be fullr staffed and equipped, and tha. there will be 36,000 r.mily
piauning acceptors.

H. OTHER DUNORS

A table of other donors' Caild Survival-related .activities in
included at Annex M.

1. UN Agencies

This table shows that UNICEF has been the most vigorcus
supporter of Child Survival. engaging in vaccinatlon campaigns, riiarrheal
disease control through CXY, tutrition, MCH, health education, malaria
trcatment, ana cudomic disease control. UNICEF can ve expected to

nrovide Child Survival programming leadership in the future as well.
UNICEF's announced program objectives are:

-- To increase public awareness regarding the need for
iumunizations and achieve 80 percent coverage by 1990;

-- To train all nurses, midwives, and ltinerant health agents
in the principles and practices of EPI;

-— To establish 150 additional fixed vaccination sites in
existing health facilities for a total of 350 fixed vaccination sites;

—= To promote growth monitoring and the well-baby clinic
concept as part of the MCH program, and to work with Catholic Rellef

Services on its supplementary feeding, nutrition, and child health care
program; and,

W
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-~ To assist in promoting public health educatlen prograns
through prafecture-level health service delivery facilities.

The World Health Organization also has been active in
vaccination, nutritiou, MCH, malaria treatment, and water ard
sanitation. In Lome it maintains a training center for training health
persumnel from Togo and other African natioms,

2., World Bank

The World Bank is scheduled to embark on an ambitious health
sec .or effort in June, 1287, wiich will have major impact throughout the
s.ector, including on Child Survival activities. The 1987 six month
preparatory phase is budaeicd a: §380,000, Xt is envisioned that the
impiementation phase, scheduled to begin in July 19€8, will cost nearly

10 willion., An overview of this project's activitier lnclures:.

-- strengthening of heaith services through:
. rehabilitarion of selected health Izzilitles;
« training;

. strengthening the system of providing essentiul drugs;
and,

. study of recurrent costs.

~= institutional strongihening through:

+ MOH reorganization, notably establishuezi of 1
ministerial-level plaoning znd budget preparation cuit to deal with all
MCH activities, and decentralization of the public nealth function by
creation of s Regional Directorate of Publilc Health in each reglon; and,

. health dzta collection sed analysis, and systematization
o* information feedback.

—— health education and training.

~— National Population Planning Policy development, focusing on
analysis of demographic variables for developamsut planning.

The preparation phase involves the establishment of a Project
Preparation Unlt to manage project design and refinement efforts. It may
b« the precurscr of the envisioned Planning Unit. )

3. FED

The $IEL Las been notably active in the health sector as an

¢3rly leader in providing potable water sources through large scale well
drilling and pump programs. Little effort was made to involve

comnunities in the maintenance of the furnished pumps and the FED program
has suffered from a high percentage of inoperable pumps due to a lack of
a systematic maintenance program.

In 1986, the FED began a pilot project to develop a
three—tiered system of pump repair in the regions of Kara and Centrale.
This system consists of village pump maintenance committees, private
sector itinerant pump repair persons, and GOT technicians to undertake
more complex repairs. The FED is seeking additional funding to extend

this pilot into a long-term national program of pump maintenance and E:'
repairs. . /



The FED is also very interested in incorporating family
planning activitis into its programs.

4, Bilateral Donors

West Germaay has beeu active in supporting Togo's health sector
since 1960. Until recently it nad a guinea worm control prcj.ct in the
North. For some years it has fuuded a surgeon and a gynecologist for the
Chil. They have been active 1n building health facilities such as an
arthopedic center and a maternity clinie, The German Protestant Church,
in cooperation with a Togolese analogue, runs a general hospital. The
West German Embassy has a modest allotment for use in micro-peojects
which are implemented by missiocaries. In 1985-86, the ilest Germans
contributed to a potable water project. They now plac to integrate a
bercic health program lauto their current economic develoraeat efforts.

The French AID and Cooperation (FAC) service has subzidized
equipment for three health centers, built two similar centers.
contributed to potable water prc jects (notably providing nums sets and
financing their installatior for the A.I,D. water supply project), and
Jdacrticipated in the GO1 vacciuation program.

Tnhe Danish (DANIDA) have focused their sfforts on potable water
gsystems for major clties and carried out research on water projects.

The Canadians are engaged in a village potable water and health
gorvicas project similar in concept tu thz A.I.D. water sup;ly project.
Ihis project has begun a nilot pump repair program modeled .1pon the FED

program described above. It is operating in two prefectures of the
Maritime region.

5. PV0s

a, GCatholic Relief Services: Cainwell

The Togo unit ¢f Catholic Relief Services, Cathwell,
manages a PL 480, Title II, program which focuses on infant and child
nutrition and growth monitoring, with accompanying client hzalth
education and staff training. Its five-year Operational Plsa calls for
increased programming in improved weaning practices and developing
wesuning foods. Its school feeding prograc is expected to be used as an
entry point for health educ=tion.

b. Others

The Baptists implement a well drilling, pump ianstallation,
and health education project in the remote northeast section of the
Plateaux region. World Nelghbors is active in family planning in its
health services system in several regions. Meals for Millions is active
in health education in the northern part of the Savanne region.



II. DETAILED PROJECT DESCRIPTION

A, RATIONALE AND CONCEPTUAL FRAMEWORK

1. Problem and Rationale

In Togo, one infant out of ten does not live to see its first
birthday; three children in ten do not live to see their fifth birthday.
Children who survive initial years of fighting debilitative illnesses are
weaker than those nurtured in more favorable conditions, and ultimately
are less productive members of soclety. Another negative consequence of
high infant and child mortality rates is a high birth rate, accruing in
part from attempts to assure an “adequate” number of surviving
offspring. Although tremendous strides have been made in the past
century in conquering or lessening the severity of the diseases which are
responsible for most of these infant and child deaths, Togo's health
statistics reflect little improvement. The problem this project
addresses is Togo's very high infant, child, and maternal mortality
rates, which today are unnecessary because thelr causes are preventable.

Togo's dismal health statistics result from a variety of
factors. For example,

-- only 15 percent of rural births take place in sanitary
conditions;

- in 1984, immunization coverage of infants was unacceptably

low, e.g., polio = 34 percent, diptheria ~ 25 percent, measles — 11
percent, whooping cough ~ 5 percent;

-- in 1983, ORT was rarely used to prevent diarrheal
dehydration, and increased use of the technique has been slow; and,

~= health services, including those for relatively simple,
inexpensive preventive health care, do not reach the great majority of

the rural population, even though 60 percent of the population is within
walking distance of a health service center.

GOT officials responsible for the health sector generally
acknowledge these conditions as the causes of Togo's unfavorable health
profile. To confront the situation, they have adopted policies which
reflect a shift in emphasis to preventive from curative health care.
However, in establishing programs to implement these policies, even the
most vigorous, enthusiastic officials are stymied by diminishing material
and human resources. This paucity of resources is exacerbated by waste
and duplication of effort accruing from absence of systematic planning,
coordination, monitoring, and evaluation of health programs. As a
result, existing service delivery is inadequate.

The rural Togolese population, for its part, is caught in a
double bind of its own unawareness of easy preventive health
interventions it can seek and take on its own behalf, and of the GOT's
lack of resources and expertise needed to provide effective community
health services., Effective services (which include health education) of
themselves will create a village~level awareness of and desire for



preventive health interventions, and their benefits. It is only very
recently that the GOT has begun mass informative educational campaigns to

persuade the rural population that the state of its health is in its own
hands to a much greater extent than it realizes.

To break this bind and to improve rural health service delivery,
the GOT is focusing on high priority Child Survival interventions as a
first step to offering the full panoply of preventive health care
services. Specifically, the high priority interventions center on
vaccination, ORT, and malaria treatment, which are conspicuous for
yielding dramatic improvements in mortality and morbidity rates, while
requiring only a modest monetary investment. These interventions involve
easily applicable techniques of proven effectiveness in rural areas.
Adding to the rationale for adopting this focus is the prolonged and
multi-dimensional nature of the benefits realized: today's infant and
child beneficlaries who survive and are strong also will be tomorrow's
beneficiaries as resilient, productive youths and adults -- a result
which positively affects all aspects of Togolese society and activity.
In light of the humanitarian and economic imperative confronting the GOT
to improve its people's health status, a cluster of Child Survival
interventions of proven effectiveness, requiring relatively modest

monetary outlays, and predictably yielding long-term, wide-range benefits
is a logical place to start.

Critical efforts to launch and sustain a durable Child Survival
program require investment in:

<= Public Health personnel training in communications skills, in
the elements of a comprehensive Child Survival Program and their
coordinated administration, and in Child Survival service delivery;

== instructional materials;

medical commodities for health interventions;

logistic capability to transport personnel and appropriate

medical and educational equipment to rural Health Centers and to village
communities;

== mobilization of communities and Health Center staff for a
more participative, collegial approach to health care; and,

-— an effective system of planning, budgeting, and coordination
to administer the program.

Togo's current fiscal plight makes these investments beyond its
reach. It needs help from the donor community. To the extent that this
help has been forthcoming from A.I.D., CCCD, UNICEF, WHO, CRS and others,
it has been fragmented, and sometimes duplicative.

The GOT has not yet conceived a Child Survival Policy and
Strategy Statement which would guide allocation of resources for Child
Survival activities for optimal beneficlal impact and rank service
delivery on an assessment of need. Such a policy, strategy, and needs
prioritization, and the planning, budgeting, and coordination capacity to
implement them, are indispensable if the GOT and donor resources —— all

of which are scarce ~~ are to be invested for maximum Child Survival
benefit,
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This project is designed to respond to the GOT's need to develop
a Child Survival Program structure and associated planning and managerial
capacity. It also 1s designed to orient Health Center personnel toward
the communities they serve, and to raise villager awareness of Child
Survival measures. As such, the project is designed to provide essential
prerequisites for an effective, cohesive, self-sustaining Child Survival
promotion and service delivery endeavor. At the end of the project, the
MOH will be on a solid footing to continue Child Survival efforts, to
extend the reach of its services to rural areas throughout the nationm, to
expand the range of its services to the full complement of primary health

care, and to make significant headway in reducing the rates of infant and
child mortality and morbidity.

2, Project Goal, Concept, and Purpose

The overall goal to which this project contributes is an
improvement of the health status of the rural Togolese population.

The project purpose is to assist the GOT to plam, manage, and
coordinate the delivery of Child Survival services in a ratiomal,
cost-effective way. This purpose will be achieved after four years of
implementing activities organized into three components. '

The first, the Child Survival Planning and Coordination
component, establishes and supports a Child Survival Planning and
Coordination Unit which will introduce a standardized, nationwide Child
Survival planning and budget exercise designed to optimize the beneficial
impact derived from the scarce resources available for Child Survival
activities. The second component, the Health Centers Support Component,
focuses on Public Health staff working at Health Centers, instructing
them in effective interpersonal approaches and adult health education
techniques for use with their clients, and in the substance, efficacy,
and promotion of Child Survival measures. The third component, the
Outreach Network Component, in addition to the second component's
ingtruction of Public Health personnel, undertakes village outreach
activities in the Plateaux and Savanne regions where organizational
linkages and villager commitment to community development tend to be more
advanced and productive than in other regions, due largely to the head
start given these areas by participation in RWSS Project activities. The
second and third components support the first by fostering the conditions
which a comprehensive, cohesive, well-planned, and prudently~budgeted
Child Survival Program requires for successful implementation.

Expatriate long~term technical assistance personnel will consist
of a Senior -Advisor/Héealth Planner, an Information-Education-
Communications (IEC) Specialist (both under contract with a U.S. fimm),
and an Agents' Coordinator (under a personal Services Contract). Key GOT
personnel involved in project implementation will be the Child Survival
Unit Director, two senior MOH officials seconded to the Planning and
Coordination Unit to serve as Unit Coordinators, 42 Prefecture Health
Education Team members drawn from the ranks of Public Health personnel,
and about 120 Community Agents of which about 72 originally were Social
Affairs field workers and about 48 were Public Health Sanitation Division
field workers. There also will be a Togolese Teams' Coordinator working
under a Personal Services Contract and serving the counterpart to the
Agents' Coordinator. These personnel will be supplemented by resources
provided pursuant to Collaborative Protocols with GOT entities, donors,
and PVOs having training skills and technical expertise to contribute to
project activities. This combination of individuals and resources will

assure component coordination, timely project implementation, and high
technical standards.



3. Project Zome

This project is national in scope. Planning and coordination
activities and support of Health Centers will be undertaken in all 21
prefectures. Outreach efforts, however, are limited at this point to
Plateaux and Savanne because only in these regions do sufficiently strong

organizational linkages currently exist due to the success of activities
under the RWSS Project.

k k k k k k k k k k k k k k¥ k k %

A detailed description of each component's activities, inputs,
and anticipated outputs follows.

B. COMPONENTS

1. Planning and Coordination Component

The economic plight of the MOH makes it essential that the
Ministry husband its increasingly scarce resources for maximum benefit.
Yet there is significant fragmentation, waste, and duplication of effort
aceruing in large part from a lack of planning, budgeting, and
coordinating capacity within the Ministry, and from the absence of MOH
personnel qualified in these specialties. There is need for a central
reference point to clarify priorities and assure an efficient division of
labor for the eight Public Health Divisions, and for a clearinghouse to
bring about cost-effective collaboration among the three directorates and
to prevent thelr duplicating each other's activities. Regarding Child
Survival, there is need for an officially promulgated document
articulating policy, program composition, and strategy, so that MOH

priorities, rather than donor and PVO enthusiasms, determine resource
allocation.

a. Component Activities and Operation

Activities pursuant to this component are designed to help
overcome these shortcomings. A Child Survival Planning and Coordination
Unit (the Unit) will be formed within the MOH and will report directly to
the Minister. It will be headed by a Togolese Director with training and
extensive experience in planning, budgeting, and public administration.
It 1is foreseeable that the Director will be seconded from the Ministry of
Plan for the project’'s duration. The Unit also will be staffed by two
MOH officials (Unit Coordinators), ideally one from the Directorate of
Public Health and one from the Directorate of Social Affairs. These MOH
Coordinators will acquire planning, budgeting, and public administration
skills during the project which they will continue to use after the

project's termination to increase the MOH's effectiveness and service
delivery capacity.
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The Unit will be guided by a Child Survival Advisory Board (the
Board), which will meet at least twice a quarter, composed of the three
MOH Directors General. The Minister will appoint the Board's Chairman.
The Unit also will be assisted by a National Child Survival Commission
(the Commission), a working group composed of operational-level
representatives from all entities and organizations interested in and
participating in Child Survival efforts, e.g., the MOH, GOT Ministries
such as Plan, Rural Development, Hydraulics, and Finance, donors, PV0s,
and religious organizations. The Commission also will meet at least
twice a quarter to orchestrate effective collaboration among
participants, facilitate exchange of information and experiences, prevent
duplication of effort, encourage accord on priorities, solicit new funds
for Child Survival, and assure resource allocation for priority uses.
The Minister will designate the Commission's President. The Unit will

make use of the Commission by soliciting its constituent agencies for
cooperation with project activities.

The Unit's major initial effort will be the conceptualization
and drafting of a ten year National Child Survival Policy and Strategy
Paper to identify priorities and chart action. Simultaneously it will
embark on its most demanding sustained task, the establishment and
institutionalization of a planning and budgeting exercise which will
involve a wide spectrum of MOH personnel, from the Minister and other key
officials at the central level to chief doctors and other staff at the
prefecture level., This exercise, to be performed annually, will produce
five year plans and budgets which cover the first three years in
operational detail and discuss the following two years in terms of
programmatic emphases and budgetary order—of-magnitude estimates. Early
in the project, long-term technical assistance personnel assigned to the
Unit will prepare trailning materlials, reference manuals, procedural
instructions, standardized forms, and cost indices. These personnel and
the Unit Director will conduct a series of training sessions in the
principles and execution of planning and budgeting for all MOH personnel
who will participate in the annual preparation of the plan and budget.
The functioning of this process 1s described in the Technical Analysis.

As the entity charged with coordination of Child Survival
efforts, the Unit will assume primary day-to—day responsibility for
enlisting collaboration and constant interchange among agencies active in
supporting Child Survival. This responsibility will be demanding because
it entails continual monitoring to assure that the various agencies'
interventions are productively integrated for optimal impact. The
responsibility also includes undertaking the preliminary arrangements for
and execution of numerocus Collaborative Protocols pursuant to which MOH
entities and other organizations will contribute their expertise and
coordinate their respective Child Survival efforts with this project's
implementation. These Protocols will be critical for enlisting qualified

asgistance to conduct the pedagogical and technical instruction
envisioned under the other two components.

The Unit, as such, may or may not survive this project. It is
the process of planning, budgeting, and coordination which must be
sustained after the project, and there is good reason to expect that
these functions and processes will continue. They will have demonstrated

their effectiveness for improving MOH operations during the project, and
MOH officials should be interested in continuing to improve

effectiveness. Also, relevant MOH personnel will have been trained in
correct implementation of these functlons and processes, and will be able
to continue their implementation. Post-project planning, budgeting, and
coordination can continue in one of several ways. The functions can be
included in the standard operating procedures of the MOH, and
appropriate, sufficient personnel assigned for implementation, whether or
not they are part of a specialized entity, such as the Unit, Another

possibility is for the project's Unit personnel, especially the two MOH
Coordinators, and the processes used during the project, to be

transferred to the planning entity to be established under the World Bank
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sponsored health sector reorganization - decentralization endeavor.

Arguably, this would be the optimal solution for continuing the

project~initiated planning, budgeting, and coordination processes because

there predictably would be opportunity to amplify the scope and impact of

these processes throughout the health sector under the World Bank program.
b.  Inputs

Project inputs provided to help the Unit, the Board, and the
Commisgion get off to an effective start include financing of the
Togolese Director's salary, long— and short—term technical advisors,
commodities, vehicles, and operational and training support costs.
Regarding long—term technical assistance, a Health Planner who will act



as Senior Advisor to the Unit, and an Information-Education-
Communications (IEC) Specialist each will serve for three years. Both
will have health training backgrounds. The IEC Specialist must have
experience covering mass media campaign conduct, training material
preparation, and instructional and reference material design and
distribution. This Specialist also must be skilled in preparing
promotional and educational materials for illiterate audiences. Limited
short~term technical assistance will be provided on an ad hoc basis.
Financing for up to two U.S. Masters degrees in public health planning
and administration and up to two in-country management seminars given by

personnel from a U.S., university specializing in such seminars has been
budgeted.

Premises with sufficient space for a modest conference room will
be rented for the Unit, and office equipment (including two computers and
appropriate software) and supplies will be procured. The project will
finance a Unit motorpool of two sedans and one four-wheel-drive utility
vehicle, and associated petrol, oil, lubricants, and maintenance.
Project-financed expenses incurred In training MOH officials to execute
the above-mentioned planning and budget exercise include costs of
training aides and take~home reference materials, conference facility
rent, participant transport costs, and per diem for instances in which
overnight absence from one's home base is required.

C. Outguts

Outputs which will accrue from the above-described imputs and
activities include:

== a ten year National Child Survival Policy and Strategy Paper
prepared under Unit auspices;

~~ an implemented model MOH annual planning and budgeting
exercise for at least Child Survival activities;

-~ an Inventory of ongoing and proposed Child Survival
activities in Togo prepared by the Unit, with substantial effort and
information contributed by the Commission =~ the purpose of the Inventory
being to facilitate a "mapping” of Child Survival efforts and an informed
determination of greatest need for subsequent interventions;

-~ an eight year Child Survival Training Plan and Budget

prepared under the Unit's direction with the help of short~temm techmical
assistance;

~ up to two U.S. Masters degrees in public health planning and
administration;

people each
Pittsburgh;

up to two in-country management seminars for up to fifty
by or similar to those conducted by the University of

a study of recurrent costs and sustainability of Child
Survival activities prepared under the Unit's direction;

-~ myriad training and reference materials on planning and
budgeting which, once mastered in the Child Survival context, can be

applied to any MOH enterprise to improve management and maximize resource
use}
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-~ inclusion of Child Survival subjects in curricula of
institutes training medical personnel as a result of Unit and Commission
collaboration with the institutes; and,

—- Project Collaborative Protocols between the Unit and GOT
entities and/or other organizations whose pedagogical and/or technical

gervices will be contributed to and deliberately coordinated with this
project's implementation.

2. Health Centers Support Component

For project-sponsored Child Survival planning and budgeting
activities to be more than an empty and expensive exercise, there must be
systematized liaisons between those supplying Child Survival services and
those in need of -- and, ideally, demanding -- those services. The
primary health service providers in rural Togo are Public Health staff
stationed at Health Centers. These personnel must create an inviting,
confortable ambiance which will make villagers within their purview want
to visit the Centers and avail themselves of health education and other
services. They must be familiar with the constituent parts of the Child
Survival program and their interrelationships, and skilled in
communicating this information to often illiterate audiences.  They also
must be qualified in and equipped for Child Survival service delivery,
and be acquainted with central, regionmal, and prefecture level MOH

entities and other organizations with which they can coordinate to
supplement their own resources and expertise.

The segment of the Togolese population most in need of Child
Survival services is the village family with children up to the age of
five. They must know what the main Child Survival measures and their
benefits are, which measures can be administered in the home, and where
the complete range of services can be obtained. Beyond being informed in
these areas, Togolese village families must be motivated to adopt
behavioral changes, readily and correctly administering those Child
Survival measures which can be used in the home, and availing themselves

of Child Survival services at health facilities within reasonable
proximity of their residences.

At this time none of these conditions exist to a sufficient
extent for a Child Survival program, however well planned on paper, to
have a reasonable chance of success in reality. Contributing evidence
for this assertion is the estimate that, although 60 percent of the rural
population lives within easy walking distance of a health facility which

offers vaccination services, only half of the target beneficiary
population gets vaccinated.

This component responds to the need for establishing a
systematized liaison between Public Health personnel and village
families. Because this project cannot itself attempt to reach all the
rural-based Public Health personnel and villagers in Togo, it adopts a
"training-of-trainers” approach, relying heavily for trainers on the
Prefecture Health Education Teams which are part of the SNES
decentralization program mentioned earlier in the Background Section.
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a. Teams' Origins, Composition, Qualifications, MOH Initial
Basic Training, and Current Activities

Teams are composed of two Public Health personnel (a
“Coordinator” and an "Assistant Coordinator™) nominated by the Chief
Doctor in their respective prefectures and concurred in by SNES, During
their initial years, each team will be aided by a Peace Corps Volunteer
who, after preparatory Peace Corps training, participates in the Team
members' SNES-organized training. The formation of Teams began in 1985
with a group of nine Teams. These teams now are working in their
assigned prefectures. A second group of seven Teams and Peace Corps
Volunteers will begin their SNES training and field work in October,
1987. A third group of five Teams and Volunteers will be in place about

October, 1988. By early 1989 there should be one Team operating under
SNES auspices in every prefecture.

Team members have impressive and appropriate credentials for the
kind of field work they undertake. Fourteen of the eighteen already in
place have high school degrees; the other four have junior high degrees.
Before their selection as Team members, they served as Superior Public
Heglth Technicians, Sanitation Agents, Hygiene Assistants, nurses, and
Medical Assistants (nurses with supplementary training). Their
qualifications and experience equip them well to benefit from technical

training in Child Survival techniques and to be taken seriously by Public
Health personnel with whom they will be assigned to work.

SNES—-sponsored training for the Teams has received assistance
from UNICEF and the Peace Corps. It is designed to prepare Teams for
instructing Health Center—-based Public Health personnel in interpersonal
skills, adult health education techniques, and technical subjects, and
also for village level community mobilization and health education.

There is a special gloss on promoting Child Survival in rural areas
where, for example, mothers need to be prepared for the fact that a child
may be feverish after a vaccination they understood would prevent fever.
Team training emphasizes special approaches for presenting health
information to often ignorant or suspicious villagers. Among the topics
covered in Teams' training are: audio visual aid use; practice surveys;
adult health education techniques; design and implementation of health
activities; coordination of health activities; coordination of health
activities with others' health-related efforts; and, the three core Child
Survival areas of vaccination, ORT, and malaria treatment.

So far Team activities have focused on working with Public
Health personnel in helping these personnel to improve their client and
community relations and to upgrade their adult health education skills.
Teams also have been persuading these personnel of the efficacy of Child
Survival measures which some staff heretofore have regarded with a
mixture of skepticism and cynicism in spite of their medical training.
As a result, Public Health staff who have benefitted from the Team's
instruction are becoming informed, enthusiastic promoters of Child
Survival measures., In addition, the Teams have engaged in village
community mobilization and education. For example, having convinced
villagers of the desirability of vaccination, Teams have guided organized
solicitation for a fund to maintain a kerosene refrigerator so that that
village can participate in the cold chain. Teams also have put on
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educational skits in villages to promote Child Survival measures.
Ultimately it is envisioned that coordinated planning for local level
health activity will become an important Team enterprise so that health
experts, instructors, and service delivery personnel in a given area
contribute to and enhance, rather than duplicate or impede, each other's

efforts. This local coordination role will lead to consistency of health
messages and optimize resource use.

b. Teams' Role in this Project

The Teams will serve as Trainers of Trainers for this project,
and the project—sponsored instruction they undertake will be exclusively
for Public health staff of local Health Centers: village—level Team
efforts will remain the domain of SNES (perhaps with UNICEF, CCCD, and
Peace Corps assistance). As a result of Team instruction, Public Health
personnel will strengthen their skills in educating villager clients
about Child Survival -~ both home measures and services offered by
Centers, Health staff also will learn procedures for routine follow~up
of villagers to assure that villagers are becoming convinced they need
and are using Child Survival services. Accordingly, the systematized
liaison between service providers and service beneficiaries necessary to
a successful Child Survival Program reasonably can be expected to develop.

When this project begins, then—active Team members already will
have been trained in the subjects in which they will receive
reinforcement training under the project, and they already will be active
in the kind of instruction of Public Health persomnel they will undertake
for the project. As such, this project's interventions to assist the
Teams will enhance their skills and effectiveness, and will support SNES®
sensible concept of decentralizing health education administration. The
fact that this component supports an ongoing activity to which the MOH is

committed, as opposed to superimposing a new, unknown enterprise on MOH
programs, bodes well for implementation success.

C. Component Activities and Operation

This component trains Team members to be trainers of Health
Center-based public Health personnel, who in turn will inmstruct village
clients. The IEC Specialist will be the lead instructor for Teams'
training in interpersonal and community relations skills and in basic
adult health education and promotional techniques., The Health Planner
will be the lead traimer in how to plan and implement local health
activities in a coordinated way so as to maximize the beneficial impact
of each participant's endeavor, and so as to synergize the benefits of
their combined efforts. This component's training will focus on these
two areas. They are considered sufficiently needed and important in
themselves to warrant undertaking this component even were there no
additional training contemplated. However, supplementary and
complementary training will be provided through Collaborative Protocols
with MOH entities and other organizations in the rudiments, rationale,
and efficacy of Child Survival practices, and in the technical
fundamentals of vaccination, ORT, presumptive malaria treatment,
nutritional surveillance/growth monitoring, and voluntary family planning
-= with hands—~on, demonstration~cum—practice sessions for those measures
which can be administered in the home. The above-~described training with
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refresher sessions will be an on—going effort given at least six times a

year throughout the project, rather than provided in a concentrated
period early on.

-Team members, using project~financed motorcycles, will visit the
Health Centers in their prefectures at least once a month and instruct
the Public Health personnel in the communications techniques and Child
Survival measures in which they have been taught. Team members will
monitor the progress of their assigned Centers, and will assist Center
personnel in following through on their client villagers. In this way
the correctness of villager understanding and use of Child Survival
techniques can be determined, and remedial measures taken when necessary.

A Togolese Teams' Assistant serving under a Personal Services
Contract will coordinate the administrative operations of this
component. He or she will aid Team members in obtaining the resources
they need to execute their project-related responsibilities, make the
administrative arrangements for Teams' training, and serve as project
liaison among Teams, the A.I.D. Mission, the Unit, SNES headquarters, MOH
entities, and other participating organizationms.

d. Inputs

Project-financed inputs pursuant to the Health Centers Support
Component are:

-~ motorcycles, spare parts, petrol, oil, lubricants, and funds
for motorcycle repair;

— operational costs (transport, per diem, lunch money for Team
members) of training by the Teams' Assistant and the IEC Specialist in
communications skills for enhanced interpersonal and community relatioms,

and in adult health education techniques during at least 15 one-day
sessions per Team during the project;

—— operational costs of training by the Health Planner in local
level coordinated planning and implementation of health activities during
at least 15 one~day sessions per Team during the project;

=- salary and necessary support costs for a Togolese Teams'
Assistant, a private citizen who will organize, monitor, coordinate, and
otherwise facilitate Teams' project—related activities;

lubricants,
activities;

a project motorpool vehicle (and associated petrol, oil,
and repair costs) assigned to facilitate this component's

-~ teaching materials, IEC materials, audio-visual aids, and
demonstration packets;

-— operational costs of training given pursuant to Collaborative

Protocols to the extent these costs are not borne by the collaborating
entity; and,
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~—- construction materials and services for two modest Child
Survival demonstration centers.

Project—-facilitated inputs, such as technical and pedagogical
expertise and resources from MOH entities and other organizations (CCCD,
UNICEF, WHO, PVOs, and religious groups), will be made available pursuant
to detailed, activity-specific Collaborative Protocols with the Unit.
These inputs will be especially important in upgrading the Teams'

technical knowledge and skills related to vaccination, ORT, and malaria
treatment.

e, OutEuts

Significant outputs anticipated from the Health Centers Support
Component include:

== mobility of 21 Teams;

== 2] Prefecture Health Education Teams trained and experienced
in: 1) effective interpersonal approaches; 2) general adult health
education techniques; 3) coordinated planning and implementation of
health activities; 4) promoting and instructing in the substantive
rudiments, underlying rationales, and efficacy of key Child Survival
measures (vaccination, ORT, malaria treatment, nutritional
surveillance/growth monitoring, and voluntary family planning); and, 5)
demonstrating and applying home-administered Child Survival measures
(ORT, presumptive malaria treatment, and Guinea worm prevention);

== about 1,300 Team—instructed Health Center—based Public Health
staff in same subjects (except for activity planning) as Teams' training;

== uniform, correlated instructional curricula, manuals,
audio-visual aids, demonstration packets, and reference materials for
Teams' training by the IEC Specialist and cooperating instructors, and

for Teams' subsequent use in working with and for distribution to Public
Health staff;

== consistent, correlated IEC materials for distribution to
villagers on Child Survival topics; and,

== two modest Child Survival demonstration centers.

3. Outreach Network Component

a. Background

Project—financed activities under this component will supplement
and complement those under the Health Centers Support Component by
reaching beyond Public Health personnel to work with villagers, and, with
the help of various field workers, will forge a network which integrates
villagers with Health Centers. These activities will be undertaken only
in Plateaux and Savanne regions, where prior interventions of the RWSS-
project already have established fully operational village development
committees (VDCs), a trained cadre of village level workers or Community
Agents, and the rudimentary outlines upon which to build an outreach
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network. Prudence dictates that project-sponsored village outreach be
undertaken only where essential preliminary community mobilization has
been satisfactorily completed. It is imperative to move cautiously and
gselect population clusters which have shown themselves to be willing,
quick learners and effective, committed users of new information and
techniques because experience in similar development contexts indicates
that Child Survival village outreach is beset with difficulties of
follow~up and risks of misunderstanding health messages, misapplication
of taught techniques (with perhaps harmful consequences), and waning
enthusiasm of village populations. If village outreach is pursued
haphazardly, it may produce unsuccessful, ridiculous, or harmful results
~= or any combination of the three. In such instances, "Child Survival®
acquires a negative image and communities shun associated interventions.
Accordingly, an overextended, carelessly flamboyant village outreach
effort can do Child Survival propagation more harm than good. However,
if Child Survival village outreach is pursued in predictably fortuitous
circumstances, there is a good chance for its success, and consequent
attractiveness and dissemination to other communities which want Child
Survival benefits for their offspring. Therefore, this project will

focus on two regions with proven village self-help and development track
records.

b. Component Activities and Operation

The means of reaching villagers with community mobilization
strengthening and Child Survival health education will be Community
Agents =~ about 72 Social Affairs and 48 Sanitation field workers with at
least five years' community organization and education experience under
the RWSS Project. These Agents will continue working with the 800 VDCs
representing 650,000 people that comprised the target beneficlaries of
that project. Their project-financed activities will be organized,
monitored, coordinated, and otherwise facilitated by an expatriate
Agents' Assistant serving under a Personal Services Contract. The Agents
will receive refresher training in community mobilization and health
education techniques from the Agents' Assistant and the IEC Specialist.
They also will be trained in Child Survival theoretical primciples and
practical precautions, techniques, and self-help measures suited to rural
home implementation pursuant to Collaborative Protocols between the Unit
and MOH entities and other organizations. Through the efforts of the
Agents' Assistant and selected Team members, the Agents will be
introduced to other local personnel active in Child Survival who will
participate in the outreach network and serve as resources for Agents'
village-based activities. Such personnel include chief prefecture
doctors, prefecture Health Education Teams, Public Health staff based at
Health Centers in the Agents' vicinity, and representatives from donor,
PVO, and religious organizations active in the area.

Agents will visit thelr assigned villages at regular intervals
to motivate VDCs, instruct in Child Survival principles, assist in
identifying and prioritizing Child Survival problems, transmit
appropriate Child Survival techniques, monitor progress, and uncover
constraints. Agents will promote village self-help measures, such as
collection of money to finance maintenance of a kerosene refrigerator and
transport of Public Health workers to the village to give vaccinations —-
or, in the altermative -— public or local taxli transport of villagers to
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health facilities for vaccination and other Child Survival services.
Agents also will organize Child Survival Field Days for groups of
villages at a convenient central location. Detailed instruction and
practice sessions on selected Child Survival topics will be provided
during these Field Days, and other actors in the outreach network will be
called on to participate. In all their Child Survival health education
endeavors, the Agents will employ instructional aids and distribute
take~home materials prepared under the auspices of the IEC Specialist
coordinating with SNES, or produced by other organizations and
contributed pursuant to Collaborative Protocols.

In addition to the facilitating oversight provided by the
Agents' Assistant, this component's activities will be supervised by the
Unit Coordinator from Social Affairs who will have a direct chain of
command through the chief regional Social Affairs officer to the chief
prefecture Social Affairs officer. Implementation responsibility will be
divided between the Coordinator and the Assistant along the lines of the
Coordinator ultimately authorizing a proposed activity or expenditure, or
approving a voucher, and the Assistant orchestrating implementation of
the activity and monitoring voucher preparation. Two Togolese
Accountants, one for each region, will attend to record keeping and
executing financial procedures in accordance with A.I,D. requirements.

C. Inputs
Project—financed inputs for the Outreach Network Component are:

-~ motorcycles, spare parts, petrol, oil, and lubricants, and
funds for motorcycle repair;

financing of a Personal Services Contract for the Agents'

Assistant;

— a project motorpool vehicle (and associated petrol, oil,
lubricants, and repair costs) assigned to facilitate this component's
activities;

operational costs (Agents' transport, per diem, lunch money)
of refresher training in community mobilization and communications by the

Agents' Assistant and the IEC Specialist ~- at least five sessions per
year;

-- operational costs (transport and lunch money) of Child
Survival Field Days;

== teaching materials, IEC materials, audio~visual aids, and
demonstration packets;

~ operational costs of training given pursuant to Collaborative

Protocols to the extent these costs are not borne by the collaborating
entity; and,

~- gsalaries of the Plateaux and Savanne regional accountants.
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Project—facilitated inputs, such as technical and pedagogical
expertise and resources from MOH entities and other organizationms, will
be made available pursuant to detailed, activity-specific Collaborative
Protocols with the Unit. These inputs will be especially important in
providing technical instruction on Child Survival measures to Agents.

d. Outputs

Significant outputs anticipated from the Outreach Network
Component include:

-- mobility of Community Agents;

~= 120 Community Agents upgraded in community mobilization
skills and trained in Child Survival-related village outreach;

~= at least 480 village—level Child Survival Field Days covering
at least Child Survival in general and vaccination, ORT, and malaria in
particular; and,

-~ unifom, correlated instructional curricula, manuals,
audio-visual aids, and demonstration and referenmce materials for use in
Agents' training, and for Agents' distribution to client villages.

h k k Kk k k k Kk * %
Inputs not easily attributable to one component include:
—- Health Planner and IEC Specialist assistance;

—-— the salaries of the national Accountant and Assistant
National Accountant, both to be based at the Unit headquarters;

~- support staff salaries for: 1) a bilingual secretary; 2) a
receptionist; 3) a financial/administrative assistant to manage the
technical assistance contract; 4) chauffeurs; 5) plantons; and, 6) guards;

== funding for locally-available services to perform Knowledge,
Attitudes, and Practice (KAP) Surveys;

—-= funding for mass media and IEC endeavors; and,

-- funding for evaluations and audit.

Outputs not easily attributable to one component include:
== Collaborative Protocols; and,

-- the above indicated KAP Surveys, mass media and IEC
endeavors, evaluations, and audit.

%k * k Kk % %k Kk k %
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Having described what this project is, it is equally necessary
to specify what it is not. First, this project is not a service delivery
project. It will upgrade service delivery by strengthening
communications and Child Survival-related skills of Public Health
personnel, but the project itself fimances no service delivery. Second,
although the project unquestionably is a human resources enhancement
endeavor, it is not a prototypical training project. In general, Team
members and Agents who will be trained and who will serve under this
project are not acquiring new skills which will equip them to earn a
living, nor to earn a better living in monetary terms. Rather they are
acquiring and upgrading skills which will enable them to increase their
professional impact and their contributions to society. In today's Togo,

the latter emphasis is more appropriate and helpful than the former:
indeed, it is critical.
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The payment of per diem and transport costs to GOT personnel
receiving training under this project necessitates a clarifying
explanation in light of A,.I.,D. policy against paying salary supplements
to host government employees. The per diem and transport payments to GOT
personnel under this project have been designated for MOH officials
undergoing planning and budgeting training, and for the 42 Prefecture
Health Team Members and the 120 Community Agents participating in adult
health education and Child Survival training. Without project-financed
per diem and transport payments, these personnel could not participate in
the training because the GOT has indicated it cannot finance these modest
expenses. Without the training, the project purpose could not be
achieved. Accordingly, the project has included funding these costs as
operating expenses of undertaking in—country training. These payments
are not considered to supplement the salaries of the recepients, but
rather to make possible an essential project activity. In order to
assure that recipients are not receiving duplicate per diem and transport
allowances, each will be required to sign a written certification that he

or she has not, and will not, receive a similar payment from the GOT or
from other sources.

For itemized budgetary information concerning project inputs,
see the Financial Plan herein. A vehicle waiver is set forth in Annex F.

Additional information on the relationships among the goal,

purpose, outputs, and inputs of this project 1s provided in the logical
Framework at Annex E,

Information on the practical implementation of this project is
provided in the Implementation Plan.

C. RESULIS

At the end of this project MOH priorities, rather than donor
preferences, will determine investments in Child Survival., The
recommendations forthcoming from the planning and budgeting process will
strengthen the MOH's claim to a larger share of GOT resources, and the
information accruing from this process will be statistically-supported,
well-reasoned ammunition for the the MOH to use in soliciting resources

from the donor, PV0, and religious communities., - The MOH planning and
budgeting process and its enhanced coordination capacity, the

strengthened Health Center staff, and demonstration outreach networks in
two regions will work together to maximize the beneficial impact of the
limited resources available for allocation to Child Survival.

The Teams element of the SNES decentralization program will be
solidly established and health education dissemination will be improved.
As a result, a large proportion of Togolese villagers will have been
introduced to Child Survival, able to administer simple techniques in

-
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their homes, and increasingly willing to expend extra effort and/or money



to obtain some of the more sophisticated services, These combined
results will lay the groundwork for nationwide provision of the full
range of preventive primary health care and "well-baby clinic" services
which will have a dramatic benefiecial impact on the health status of
Togo's rural inhabitants.

See the Logical Framework at Amnnex E for a detailed presentation of
end~of-project status and purpose—achievement indicators, and of
envisioned benchmarks.



III, FINANCIAL PLAN

A. A.LD,

For this project, A.I.D. will provide $4,500,000 {in FAA Section 104
Population and Health Program grant funds for technical assistance,
training, commodities, vehicles, construction, operating expenses, local
personnel support, promotional activities, evaluations, and audits over a
four year period. The A.I.D. grant constitutes about 67 percent of the
total project cost. The funding will be obligated in amounts sufficient
to meet expenditures envisioned in the summary table entitled, "Summary
of Project Costs by Year and Source of Financing,” or to meet any
amendments to this schedule.

B. GOT

The GOT will provide in-kind contributions valued at $2,200,000
over a four-year period to cover personnel, maintenance and depreciation
of facilities, and operating expenses. The host government contribution

constitutes about 33 percent of the total life of project funding and
about 49 percent of the AID life of project funding.

Three summary tables and two detailed illustrative budget tables
are set forth below. The contingency item includes a three percent
inflation rate based on year one figures, compounded annually
thereafter, Long-tem personal costs have been based on a family of
four, These summaries and the Detailed Budget show that the proposed
funding is adequate to accomplish the project purpose in a timely manmner
and, accordingly, that the project is financially viable.

TABLE 1
1. Summary of Project Costs by Year and Source of Financing
($000)
Source Year 1 Year 2 Year 3 Year 4 LoP
A.I.D, 1105 1590 1380 425 4500
GOT 100 700 700 700 2200
TOTAL 1205 2290 2080 1125 6700
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TABLE 2

2. Summary of Project Costs by Expense Category and Source of Financing

($000)

Expense Category A.I.D. GOT LoP
Technical Assistance 2150 2150
Commodities 391 391
Vehicles 84 84
Training 495 495
Construction 100 100

Local Op Exp./Local Project
Personnel 1040 50 1090
Evaluation 175 175
Audit 30 30
MOH Personnel 2000 2000
MOH Facilities 150 150
Contingency 35 35
TOTAL 4500 2200 6700
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TABLE 3

3. Detailed Illustrative Budget

($000)
Category Year 1 Year 2 Year 3 Year 4 Total
Tech. Asst
L/T 530 530 540 —— 1600
S/T 15 75 50 — 200
Expat PSC 90 90 90 ———— 270
Local PSC 20 20 20 —— 60
KAP Surveys —— 10 10 —— 20
SubTotal TA 715 725 710 —— 2150
Commodities |
IEC Materials 15 20 30 10 75
Vehicles 50 34 ——— ——— 84
Office 25 41 —— —— 66
Mectorcycles 10 90 100 — 200
Computers 50 e e —— 50
SubTotal Comms. 150 185 130 10 475
Training
Plan/Budget ———— 20 5 5 30
Teams —— 20 15 10 45
Agents/Outreach 10 20 20 10 60
Per Diem/Lel. Tspt./Field
Days 5 35 25 15 80
Mgt. seminars:in—-country = 60 60 —— 120
US (2MA,$80K ea.) 80 80 e — 160
SubTotal Training 95 235 125 40 495
Construction li — ———— 100 ——— 100
Local Op. Exp.
Unit HQ 15 60 60 60 195
Vehicles PQL 5 25 30 30 90
Motorcycles POL 60 140 135 120 455
Subtotal Local Op. Exp. 80 225 225 210 740
Local Personnel
TA Adw/Fin Asst. 10 20 20 10 60
Unit Persnl Sal. 50 60 60 70 240
Subtotal Loc. Psnl. 60 80 80 80 300
Evaluation msn 100 ———— 75 175
Audit —— 30 —— —e——— 30
Contingency 5 10 10 10 35
TOTAL 1165 1590 1380 425 4500

// About $10,000 of .this

item is planned to finance Architectural and
Engineering Services.

39



Agent/Category
LTTA

STTA

KAP Survey

Local Op. Exp.

Commodities

Local Trng.
SubTotal

AID Direct
PSCs
USTraining
Mgt. Seminars
Local Op. Exp.
Vehicles
Commodities
Construction
Evaluation
Audit
Contingency

4,

Lel.Trng.Op.Exp.

SubTotal

TOTAL

TABLE 4

Summary Budget by Implementation Agent

($000)
Year 1 Year 2 Year 3 Year 4 Total
530 530 540 — 1600
75 75 50 —— 200
—— 10 10 — 20
——— 305 305 290 900
85 151 130 10 376
e 95 65 40 200
690 1166 1100 340 3296
110 110 110 —— 330
80 80 ———— — 160
———— 60 60 —— 120
140 — 140
50 34 — ——— 84
15 ——— 15
— oo 100 ——— 100
— 100 —— 75 175
—— 30 ——— —— 30
5 10 10 10 35
15 — 15
415 424 280 85 1204
1105 1590 1380 425 4500

25



TABLE 5
Illustrative Budget by
Foreign Exchange (FX) and Local Currency (LC)

($000)
Expense Category Year 1 Year 2 Year 3 Year 4 Total
FX LC FX LC FX LC FX LC FX LC
L/T 530 —_— 530 —— 540 —— — —— 1600 —=-——
S/T 75 — 75 = 50 — —_— — 200 ——-
Expat. PSC 90 —— 90 = 90 — —-— — 270 ~———
Local PSC — 20 —— 20 — 20 — — —_— 60
KAP Surveys —_— o= 10 —- 10 —_— —_— —— 20 ———
SubTotal TA 695 20 705 20 690 20 ——— —_— 2090 60
Commodities
Vehicles : 50 —_— 34 - —— — —_— — 84 ———
Computers 50 — —— ——— — —— — — 50 =~
Other _— 50 -~- 151 —_—— 130 — 10 —= 341
SubTotal Comms. 100 50 34 151 - 130 —_— 10 134 341
Training
US MAs 80 —_— 80 —- — — _— -— 160 —-
Mgmt. Seminars (in-
Togo) ———— o 60 ——= 60 ——— —_— — 120 —
Local ——— 15 S 95 — 65 e 40 - 215
SubTotal Trng. 80 15 140 95 60 65 —_— 40 280 215
Construction // -_— — — - 50 50 — — 50 50
Local OE&Psnl — 140 - 305 - 305 — 290 --— 1040
Evaluation — —— 100 —— —_— — 75 ——— 175 ——
DJ Audit —— —_— 30 —- ——— _— — — 30 —
> Contingency 5 —— 10 ——- 10 — 10 — 35 @ m—-
TOTAL 880 225 1019 571 810 570 85 340 2794 1706

// About $10,000 of this item is planned to finance Architectural and Engineering services.




C. TITLE TO PROPERTY

Title to vehicles and commodities purchased with A.I.D. funds under
this Grant shall vest in the project during implementation. Direct and
indirect costs associated with their operation will be covered by this

project. Upon project termination, final disposition of vehicles and
commodities will vest in the MOH,

D. FINANCIAL MANAGEMENT OF LOCAL COSTS

Local costs under this project are substantial, largely because of
extensive in—country training, mobilization of communities for Child
Survival interventions, and support of technical advisors. It is
envisioned that before the arrival of contractor technical assistance
personnel, amounts needed to pay local costs will be advanced
periodically to the GOT in accordance with the requirements of the A.I.D.
Payment Verification Policy. The relevant policy is Policy Number Five
which requires an assessment of a local organization's financial
management procedures and related controls in the event that the
organization will receive local currency and be respounsible for
controlling and reporting on its use.

For this project, the local organization will be the Child Survival
Planning and Coordination Unit which will be created by the project. It
will inherit the national accountant, the assistant national accountant,
and the two regionmal accountants who currently are funded by the RWSS
Project and serving under conmtract to the GOT. The GOT Implementing
Agency for both projects is the MOH, 1In 1984, after promulgation of the
Payment Verification Policy, the fimancial consulting firm of Akintola
Williams performed extensive systems work and training of the above
mentioned personnel to bring the project accounting system and personmnel
into compliance with Policy Number Five. The system has been working
satisfactorily since then. The reader should be informed that contractor

technical assistance personnel will be responsible for local currency
management after their arrival in-country.

Two safeguards to assure continued compliance with Policy Number 5
are being undertaken this project:

1. A Condition Precedent to initial disbursement that the GOT
furnish a statement indicating plans that: (a) the GOT shall enter into
or extend the contracts, as part of the project, of the National
Accountant, the Assistant Accountant, and the two Regional Accountants
currently working under the Rural Water Supply and Sanitation project,
and assign this staff to the Child Survival Planning and Coordination
Unit; and, (b) the GOT shall utilize, except as agreed in advance in
writing by A.I.D., for the Child Survival Planning and Coordination Unit,
the accounting system and procedures in place under the Rural Water
Supply and Sanitation Project for the management of A.I.D. advances.

2. The financing of a local hire accountant, under the technical

assistance contract, to design (with short-term contractor technical
asgistance as required) and manage a financial accounting system to
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properly control local currency advances made directly by the contractor

to the Unit during the period the contractor is responsible for local
currency management and accounting.

E. AUDIT REQUIREMENTS

One audit has been scheduled and budgeted for in month 25 at a cost
of $30,000., This audit will be independent of the long-temrm technical
assistance contract and will judge, inter alia, the systems put into
place by the contractor to control A,I.,D. funds.

F, ESTIMATED ANNUAL RECURRENT COSTS

The annual recurrent costs of maintaining project activities after
project termination are $290,000, allocated as follows:

New motorcycles to replace worn out motorcycles $ 60,000
Vehicle petrol, oil, lubricants, and repairs 30,000
Motorcycle petrol, oil, lubricants, and repairs 140,000
Personnel 30,000

IEC Materlals 10,000
Per diem/transportation for outreach & adult education 20,000

$290, 000
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Iv. IMPLEMENTATION PLAN

Project activities are programmed to occur over a four year period
from the signing of the Project Grant Agreement. The estimated Project
Assistance Completion Date is September 30, 1991. A description of
activities is set forth in the Detailed Project Description. The
scenario for their implementation is presented in the Implementation

Schedule set forth at Annex J. Some of the salient features of this
schedule warrant discussion.

A, IMPLEMENTATION SCHEDULE FEATURES

The expatriate Agents' Assistant and the Togolese Teams' Assistant
are scheduled to begin service in month four. Their presence will
facilitate startup of activities under the Health Centers Support and the

Outreach Network Components before those under the Planning and
Coordination Component.

The schedule indicates that the first planning and budgeting
exercise will be more laborious and take longer than subsequent
undertakings. This difference is the natural result of the initial
exercise requiring considerable in=service guidance which will be time
consuming, partly because of the travel involved.

Project designers have realized that the envisioned project
planning and budgeting scenario may not be compatible with the GOT fiscal
year planning schedule. The schedule set forth in this Project Paper is
illustrative only; implementation of the planning and budgeting exercise
will be adjusted to coincide with the GOT's standard procedure. However,
every attempt will be made to adhere to the training schedule for this
exercise because the Senior Advisor/Health Planner and the IEC Specialist
have other responsibilities scheduled for later project months.
Precautions are being taken against trainees' forgetting how to undertake
planning and budgeting in the event that the interval between training
and implementation of the exercise is significant. Trainees will be
furnished with detailed written instructions on how to prepare their
respective submissions, and they will be able to obtain in-service
assistance at their workplace for the asking.

Scheduling of activities for the Health Centers Support and
Outreach Network Components in greater detail than has been provided
would be premature. The activities are too numerous and diverse, both in
terms of disciplines and in terms of geography, to be amenable to
detailed scheduling at this time. The Detailed Project Description and
the Logical Framework are sufficiently explicit regarding the kinds of
activities and interventions envisioned, and the nature of the beneficial
results anticipated, to give the technical assistance team and the Unit
sufficient direction. These personnel must be able to take advantage of
targets of opportunity in cooperating with other agencies, and must be
resourceful in creating mutually beneficial opportunities through

Collaborative Protocols. This is an implementation—phase challenge which
cannot be scheduled productively at this juncture.
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B. ADMINISTRATIVE PLAN

1. GOT Responsibilities

a. Grantee Implementing Agency and Implementing Unit

The GOT Implementing Agency is the Ministry of Public
Health, Social Affairs, and Women's Condition (MOH), and the

project—sponsored Child Survival Planning and Coordination Unit (the
Unit) is the operational implementing entity. Key supervisory GOT
personnel are the Minister of Health and the Directors General of Public
Health, Social Affairs, and Women's Condition.

b. Participation of Grantee Personnel

The GOT has agreed to make available a senior GOT official
with extensive experience in planning, budgeting, and public
administration to serve full~time as Unit Director. This official may be
" seconded from the Ministry of Plan. The GOT also has agreed to make
available two senior MOH officials to serve as full-time Unit
Coordinators. Ideally one Unit Coordinator will be drawm from the
Directorate of Public Health and the other from the Directorate of Social
Affairs. The MOH has further agreed to make available members of
Prefecture Health Education Teams, up to 120 Community Agents in Plateaux
and Savanne, and Public Health personnel nation-wide serving in Health

Centers for in-depth participation in project activities, and the
premises of Health Centers.

¢. Planning and Coordination Unit Responsibilities

This Unit is responsible for publishing a ten—year National
Child Survival Policy and Strategy Paper and an eight-year Child Survival
Training Plan and Illustrative Budget, compiling an inventory of ongoing
and proposed Child Survival-related activities in Togo, and arranging for
the preparation .of a Recurrent Costs Study and for KAP Surveys. With the
advice of its Advisory Board it will designate the members of the
operational level National Commission for Child Survival. Its most
challenging sustained responsibility is the design and execution of an
annually-undertaken Child Survival planning and budgeting exercise
covering five years each time. Duties related to this exercise include:
preparation of training materials, manuals, standardized fomms,
instructions on form completion, and cost indices; field testing of
materials and forms; training of national, regional, and prefecture level
MOH officials in the skills required for their respective participation;
follow-up assistance; data analyses; Plan and Budget Recommendation

drafting and advocacy; and review assessment for those involved in
submitting input to the process.

Unit personnel also are assigned the task of coordinating
with medical teaching institutions to assure integration of Child
Survival subjects into thelr respective curricula., The Unit is
responsible for co-drafting (with the other signatory party) project
Collaborative Protocols with MOH entitles and other organizations able
and willing to provide technical and communications skills training.
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These Accords will specify in detail schedules, locations, commodity
procurement, activities to be undertaken, division of responsibility
among participating groups, and budgets. The Unit is further charged
with the daily follow-through of all inter—agency Child Survival

coordination initiated by the Commission, and serves as Commission
Secretariat.

The Unit Coordinator from Public Health will focus almost
exclusively on learning, applying, and teaching the planning and
budgeting process. The Unit Coordimator from Social Affairs will spend
about half of his or her time learning, applying, and teaching the
planning and budgeting exercise, and the other half supervising the
Outreach Network Component Activities. This Coordinator will have final

approval authority for initiation of that component's activities and for
disbursements for those activities.

The Unit will inherit the accounting staff from the RWSS
Project. This staff will manage local currency advances using the same
procedure it has used under the RWSS Project until arrival of technical

assistance contractor personnel, at which time management of local
currency advances will be transferred to them.

d. Advisory Board Responsibilities

The Advisory Board, composed of the three MOH Directors
General, will guide definition of and approve the content of the Policy
and Strategy Paper and of the Plan and Budget Recommendatiomns accruing
from the annual planning and budgeting exercise. Its members can be
expected to use their good offices at high levels of the GOT to promote

resource allocations to Child Survival. The Board will meet at least
twice a quarter.

e, National Child Survival Commission Responsibilities

The Commission will meet at least twice a quarter and
function at the operational level to assure that all agencies interested
and active in Child Survival are informed of each other's efforts, to
facilitate coordination, and to avoid duplication and fragmentation of
effort. Its members will use their intermational contacts to solicit
funds for Child Survival activities in Togo. The Unit will work through
the Commission to arrange for project-financed teclnical and pedagogical
training under Collaborative Protocols for Teams and Agents.

f. National Health Education Service (SNES)
Responsibilities

The GOT Natlonal Health Education Service located within
the Public Health Division of Public Hygiene and Health Promotion is the
mobilizer, organizer, and chief training entity for the Prefecture Health
Education Teams. At the central level it will coordinate closely with
the Teams' Assistant in arranging project—-sponsored and ~facilitated
training and other project—sponsored activities for these Teams. Its
regional offices will facilitate and monitor the Teams' instruction of
Public Health personnel envisioned by this project. With project
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financing and technical assistance, SNES will undertrake project-related
IEC activities, including mass media publicity, preparation of

promotional materials, and design and drafting of reference materials for
MOH field workers and their clients.

2. A.,I,D, Responsibilities

a. USAID/Togo

The Office of the A.I.D. Representative in Togo currently
is allocated one USDH, a General Development Officer (GDO), for the
period of the project's implementation. The GDO will devote about 50
percent of his/her time to the project and will be the primary Mission
Officer responsible for implementation., This Officer's implementation
responsibilities will start before the Project Agreement is signed with
preparation and processing of PIO/Ts and PI0/Cs, and with local
advertising for services. As soon as the Project Agreement is signed,
the GDO will order equipment, commodities, and vehicles needed by
technical assistance personnel upon their arrival. During
implementation, the GDO will be responsible for project planning,
budgeting, monitoring, reporting, arranging U.S. training and in—-country
management seminars, and obtaining necessary clearances and timely
decisions from the Mission, REDSO/WCA, and AID/W. The GDO will also
serve as liaison among the Mission, participating GOT entities, the
technical assistance contract team, Teams' and Agents' Assistants, and

the various agencies participating in this project's implementation
through Collaborative Protocols.

b. REDSO/WCA

The West Africa Accounting Center (WAAC) serves as the
USAID/Togo controller. Other regional offices critical to this project's
impelementatin are those for legal services, contracting, commodity
procurement, population and health, and engineering.

c. AID/W

Backstopping by AFR/PD/CCWAP, and appropriate assistance of
health and population personnel, from both the Africa Bureau and the
Bureau of Science and Technology, will be provided.

3. Technical Assistance Contractor Responsibilities

The Senior Advisor/Health Planner and IEC Specialist will be
stationed at the Unit. The Advisor/Planner will be the counterpart to
the Unit Director and serve as head consultant for the planning and
budgeting exercise, and for drafting of the Policy and Strategy Paper,
Training Plan, Child Survival Inventory, and Recurrent Costs study. The
IEC Specialist will work closely with SNES, the Teams' and Agents'
Assistants, and with the Unit Coordinator from Social Affairs, and will
give or supervise a significant amount of the Teams' and Agents'’
training. The contractor will be responsible for its personnel's
housing, commodity procurement (except vehicles) and, after its long—~temm
personnel’'s arrival in-country, for management of and accounting for
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local currency advances. The contractor will engage a local-hire

administrative/financial assistant to facilitate 1ts execution of these
duties.

4., Teams' Assistant and Agents’ Assistant Responsibilities

The Teams' Assistant will organize, monitor, coordinate and
otherwise facilitate project-financed and ~facilitated activities related
to the Teams' mobility and training and Teams' imstruction of Public
Health personnel. The Agents' Assistant will organize, monitor and
otherwise facilitate project~financed and facilitated activities related
to the Agents' mobility and training, and to Agents' Child Survival
village outreach activities and conduct of Child Survival Field Days.
Both Assistants will facilitate conduct of project KAP gurveys. Although
both will be stationed at the Unit, they will spend over 50 percent of

their time in the field, and their combined presence will be the major
continuing project field representation.

The above-identified A.I.D. direct~hire and A.I.D.~funded

resources are deemed sufficient to accomplish project implementation in
an effective and timely manner.

5. Collaborating Agency Responsibilities

The most significant organizations with which Collaborative
Protocols are envisaged are: CCCD, for IEC and technical training;
UNICEF, for health education and teclnical training; Cathwell for
training in nutrition; ATBEF for training in voluntary birth spacing; and

PV0s and religious organizations (such as World Neighbors and the Baptist
Mission) for community outreach.

6. Local Logistics and Administrative Arrangements

Detailed local logistics and administrative arrangements will
be specified in the Project Agreement and in Project Implementation
Letters. The following basic provisions will be included:

~~ all facilities, furnishings, vehicles, motorcycles, and
useable commodities financed by A.I.D, under the Rural Water Supply and
Sanitation Project will be made available to the Unit to support this
project's activities;

-~ all vehicles and motorcycles will be under the general
control and supervision of the Unit Director;

-- all vehicles' and motoreycles' fuel will be tax free and
will be purchased directly by the Unit from the U.S. Embassy and other
sources;

~= commodities financed by and imported for the project will be
allowed to enter the country tax free; and,
-~— the MOH will staff and continue operations of two regional

motorcycle repalr garages established by the RWSS Project for the life of
this project,
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C. PROCUREMENT PLAN

1. Technical Assistance

Long-term assistance will be procured both through a contract
with a U.8. firm and through Personal Services Contracts (PSCs).
Thirty-six months of service of each a Health Planmner and of an
Infomation-Education~Communications Specialist will beprocured
competitively through 8(a) procedures in AID/W, This assistance will be
solicited from fimms specializing in fielding and backstopping health
experts and having a great deal of experience in managing A.I.D. funds
overseas. The contract will ipclude provisions for engaging a local-hire
financial and administrative assistant to manage A.I.D. funds and project
commodity procurement, In addition, seventy-two months of services under
two Personal Services Contracts will be procured by USAID/Togo for
support of overall project monitoring, particularly in the field. The
detailed scheduling of these procurements, and coordination with AID/W
for the technical assistance contract, have been set forth in the
Implementation Schedule, The project will finance a total of 108 person
months, or 9 person years, of long—term, expatriate technical assistance

and 36 person months, or 3 person years, of Togolese technical
assistance, as follows:

Specialist Person Months Project Service Months
Senior Advisor/Health Planner 36 9-44
IEC Specialist 36 9-44
Togolese PSC Teams' Assistant 36 4-39
Expatriate PSC Agents' Assistant 36 4=39
TOTAL 144

Budgeted funds are sufficient to finance 16 person months of
short~term technical advisory services under the contract. Requirements
for these services will be identified after the long-term personnel and
the Unit Director have had sufficient opportunity to detemmine gaps in
the MOH's expertise and to ascertain the optimal mix of specialities
required. The Contractor will finance up to two KAP surveys om an
appropriate project issue. These surveys will be conducted by Togolese
or locally~available U.S. students as part of a graduate study program.

Accordingly the cost of these surveys will be modest, with only actual
expenses and a minimum wage paid.

2, Construction Services

The Minister of Health has requested construction of up to two
very modest Child Survival Demonstration Centers under the project.
Development of the request to A.I.D. will be the responsibility of the
Unit and, if approved, engineering and construction will be undertaken
under a direct AID contract arrangement. USAID/Togo, with REDSO/WCA/ENG
assistance, will approve construction plans, and a REDSO/WCA engineer
will make periodic gite visits until construction has been completed.
Any proposed contracts relating to construction will be reviewed and
concurred in by the regional legal and contracting officers.



3. Commodities

At this juncture it is premature to draft a detailed commodity
list., However, certain commodity needs can be foreseen, such as those
for vehicles, motorcycles, petrol, oil, and lubricants for motorcycles,
two micro~computers, expendable and non~expendable office equipment,
office furnishings, and IEC and teaching materials. Computer purchases

will be under $100,000, and, accordingly, SER/IRM approval is not
required.

a. Responsible Agency

Before the contractor-fielded techical assistance team
arrives in country, USAID/Togo will be responsible for commodity
procurement. Thereafter the contractor will be responsible for commodity
procurement in accordance with A,.I.D. regulationms.

b. Source and Origin, and Shelf ltem Procurement

The authorized source and origin of project commodities is
A.I1.D. Geographic Code 941 plus the host country. In addition, free
world shelf items (those originating in countries included in Code 899
but not code 941) may be procured locally within the limits set forth in
A.I.D., Handbook 1, Supplemental B, Chapter 18, subsequent to USAID/Togo's
certification that prices are reasonable. Prices paid for locally
procured commodities will be no more than the lowest available
competitive prices, and purchases will be in accordance with good
commercial practice. Invoices for locally purchased commodities should
state their source and origin to the extent practicable. The required
A.I.D. Representative's Determination is included at Annex B.

¢. Motor Vehicles

An approved source/origin waiver from A.I.D. Geographic
Code 000 to Code 935, and of the requirement of Section 636(1i) of the
Foreign Assistance Act of 1961, as amended, is included at Annex F. The
waiver permits purchase of two heavy duty sedans, one light duty sedan,
one station wagon, and one four wheel drive utility vehicle and spare
parts for each., The estimated cost of the waived procurement is
$84,000, Vehicles of U.S. manufacture, and spare parts and service
facilities for them, are not available in Togo. The Mission has not
established a vehicle standardization plan, and has no plans for doing
so. Procurement of non-U.S. manufactured motorcycles is authorized under

a blanket source and origin waiver for one wheel drive motorcycles of
125cc displacement or less.

d. Delivery, Receipt and Utilization

All project commodities imported into Togo will be shipped
CIF Lome. Suppliers will provide all-risk marine insurance in the amount
of 120 percent of the CIF cost of the commodities, and similar insurance
on inland freight. A.I.D. marking requirements for overseas shipment
will be observed by suppliers of commodities.



The GOT is responsible for proper receipt and clearance of
incoming project commodities. Inspections of incoming shipments must be
made, and receiving documents must be annotated with comments on evident
damages and/or losses. The GOT will file claims when necessary.

Project goods will be transported immedlately to the site
of their intended use upon customs clearance and put to project use as
soon as possible thereafter. The Mission will regularly inspect use of
project commodities, and the GOT's and technical assistance personnel's
compliance with A.I.D. marking requirements for all project—financed
commodities.

D. TRAINING PLAN

Two of this project's important early implementation activities are
related: compilation of an Inventory of all ongoing and proposed Child
Survival activities in Togo; and, preparation of an eight year Child
Survival Training Plan and Budget. The Senior Advisor/Health Planner and
IEC Specialist will have backgrounds and experience in health training to
complement their respective primary expertise. It 1s probable that some
of the budgeted short-term technical assistance will be allocated to
assisting these two long—term personnel with the Inventory and Training
Plan. The Training Plan's eight-year projections will emphasize using
locally available sources of pedagogical instruction and technical
expertise, such as CCCD, UNICEF, ATBEF, Cathwell, and others. This
project's emphasis is on in~country, in-service training. This
on-the~job guidance will be both intensive and extensive, being provided
at frequent intervals for project personnel at all levels from GOT
officials in the Unit, to regional and prefect-level MOH supervisory
staff, to Team members and Community Agents, and to villagers during
Field Days. An explanation of the projected scenario for the planning
and budgeting training is set forth in the Technical Analysis and
Implementation Schedule. A discussion of the envisaged operation of

Teams' and Agents' training is provided in the Detailed Project
Description.

Because the MOH has no officials on its staff with degree training
in planning or administration, funds for up to two U.S. Masters degrees
in health planning or administration and for up to two in—country
management seminars (of the type given by the University of Pittsburgh)
have been budgeted. USAID/Togo is administratively responsible for
arranging the U.S. Masters training and the management seminars, and the

GOT, with USAID/Togo concurrence, is responsible for identifying the
participants.
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V. MONITORING AND EVALUATION PLAN

A. PROCEDURES AND REPORTING REQUIREMENTS

The Unit Director, the Senior Advisor/Health Planner, and the GDO
will establish project review, appraisal, and reporting procedures for
implementation by the technical assistance contractor and the Teams' and
Agents' Assistants, the project implementation entities -- i.e., the
Unit, the Board, and the Commission, participating GOT entities, agencies
cooperating under Collaborative Protocols, and the Mission. These
procedures will consist of, at a minimum:

-— Monthly surveys by the Unit Director, Planner/Advisor, and the GDO
in order to identify impediments early and thereby minimize their impact;

-~ Quarterly reports by all key project personnel using a brief
format developed for each personnel category to assure that all essential
matters are reported on, that reported information by each personnel
category meshes with and is meaningful to that reported by other
categories, and that unsolicited information, suggestions, and problem
anticipation and identification are invited. Those responsible for
submitting quarterly reports will include, but not be limited to,
Community Agents, Team members, Agents' and Teams' Assistants, Regional
Accountants, the Unit Director and Coordinators, the Chief Natiomal
Accountant, the Advisor/Planner, the IEC Specialist, the contractor's

financial/administrative assistant, the Board President, the Commission
Chairman, and the GDO;

=— Quarterly Project Reviews held shortly after submission of the
above~described Quarterly Reports and based on them. Minutes will be
kept of these Reviews, which will be conducted by a group composed of the

Unit Director, the GDO, the Advisor/Planner, and Teams' and Agents'
Agsistants;

== Egtablishment of a Project Task Force consisting of the Unit
Director, the two MOH Unit Coordinators, the A.l.D. Representative, the
GDO, the Advisor/Planner, the IEC Specialist, the Teams' and Agents'
Advisors, the Chairman of the Board, and the President of the Commission;

-— Project Task Force meetings at least one every six months

immediately before preparation of the Six~Month Project Report discussed
below to address matters covered in the report;

=~ Project Task Force meetings on an ad hoec basis to identify and
analyze serious implementation problems, and to draw high level attention

of the donor community and of the host government to their resolution;
and,

~— Six-month Project Reports to the A.I.D. Representative prepared by
the Unit Director with the assistance of the Advisor/Planner on the basis
of the preceding Task Force Meeting, with contributions from all Unit
members and long—~term technical assistance personnel. These reports, at
a minimum, will describe implementation progress under each component,
problems and delays encountered, and responsive corrective actions taken
and/or requested, and address certain key concerns outlined below. The
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reporting format for this document will be developed by the Unit
Director, the Advisor/Health Planner, and the GDO, and refined thereafter
to meet A,I.D, reporting and Mission monitoring needs.

B. KEY CONCERNS TO BE MONITORED

Special attention will be paid to the following concerns:

1. Recurrent Costs

The Unit, the Project Task Force, and the Mission will be
responsible for monitoring recurrent expenditures on am annual basis. At
the end of each GOT fiscal year, a statement of recurrent expenditures
incurred will be developed by the Unit Director, assisted by the
Advisor/Planner, for review by the Project Task Force. The statement
will be organized by project component and disaggregated to the maximum
extent possible. A continual effort will be made to keep recurrent costs
at minimum levels and to establish a composition of activities and a rate
of expenditure sustainable by the GOT at the end of the project. A
continuing inquiry will be made, and experiments conducted, to assess the
extent to which user fees for health services are an option for at least
partially finmancing service delivery.

2. Effectiveness of Vertical and Horizontal Communication

Effective communication is at the core of both of this project's
components, It is imperative for the success of the planning and budget
exercise, and must flow freely in two directions, from the center to the
prefectures, and back. Regarding the Health Centers and Outreach Network
Components, communication, cooperation, collaboration, and involvement
are watchwords of effective service delivery and network formation.
Special scrutiny will be given to the progress made in the improvement of
bottom-up and horizontal communication within and among organizations
(including governments, donors, and PVOs) at all personnel levels. Also
special attention will be given to the extent to which rural women are
actively involved in project undertakings and availing themselves of
project resources and benefits. Suggestions for ways in which the
project can improve communications will be sought and tested.

3. Women's Concerns

The Division of Social Education within the Directorate of
Women's Condition and the Division of Maternal and Child Health within
the Directorate of Public Health were created to safeguard women's needs
and to assure thelr access to the resources available through, and
benefits of, development activities. This project is fortunate to have
them as project participants. The monitoring process must ensure that
every effort is made to recruit women as Team Members and Community
Agents, that women are project participants and beneficiaries at all
levels, that data collection and management systems, planning procedures,
and network structures are designed to take gender differences into
account, and that field level activities accomodate rural women's
priority Child Survival concerns.



C. EVALUATION

There will be two external evaluations: the mid-term during the 21st
month and the final during the 38th month, just before the departure of
the Teams'® and Agents' Assistants. Each evaluation will require three to
four persons from various disciplines. They will be organized by the
Mission in collaboration with REDSO/WCA and/or AID/W, and with Unit
personnel. The mid-term evaluation has been budgeted for $100,000 and
the final for $75,000. These funds will be retained outside the

technical assistance contract. Contracting for evaluation services will
be by the Mission, assisted by REDSO/WCA.

The mid~term evaluation will assess:

-~Grantee commitment with respect to satisfaction of the conditionm
precedent to further disbursement;

~~ the degree to which inputs have been provided efficiently;

~- the degree to which outputs have been and are likely to be
realized on schedule;

- the degree to which sufficient quality and quantity of information

is being collected, managed, and analyzed to enable assessment of project
progress;

—-overall project management by the Grantee, A.I.D., and the
contractors;

-~ A,I.D. strategy in supporting the Planning and Coordimation Unit,
especially in relation to other domor's activities;

~— the need for making mid—course corrections in GOT and technical
assistance staffing and management arrangements;

~~ the advisability of increasing the life—of-project funding from

the authorized level to the planmed level, and detailed justification for
the recommendations made;

== the continuing validity of the project purpose and related
objectives in terms of realism, appropriateness, feasibility, and
likelihood of sustained beneficlal impact;

== the degree to which women are able to avail themselves of project
benefits and participate in project activities;

~= the degree to which information and ideas are being communicated
as a result of the project, and to what extent formal and informal
linkages among involved entities and individuals have been developed; and,

-— the degree to which recurrent costs are being and can be further
minimized.

The final evaluation will focus on the realization of end—of-project
status indicators., It will analyze the sustainability and value of the
annual planning and budgeting exercise. It will report on the benefits
and cost effectiveness of the Teams' and Agents' activities. It will
assess the impact of community outreach operations on the quality of

health service delivery and on the rural population's ease of access to
Child Survival services., It will attempt to project the extent to which
improvements in infant and child mortality and morbidity statistics can

be expected -— by when —— or, alternatively, specify the process by which L/ﬁ
the extent of improvement will be projected, and, ultimately, measurad.



and indicate when this process can be initlated. It will analyze the
effectiveness and replicability of this project's Outreach Network
activities with special scrutiny and ascertain donor interest in
sponsoring dissemination of such activities. The final evaluation will
analyze the need, if any, for continuing A.I.D. or other donor support to
Child Survival in Togo, and the form such support should take. Finally,
it will assess the advisability of any continued A.I,D. role in Togo's
health sector, taking into consideration other donors' ongoing and
planned interventions and any seminal changes wrought by the significant
World Bank—sponsored health sector reform and support program, from which
returns should be coming in by the time of this evaluation.



VII, SUMMARY OF PROJECT ANALYSES

A, INSTITUTIONAL SOUNDNESS AND ADMINISTRATIVE FEASIBILITY

Several factors contribute to this project's institutional
soundness and administrative feasibility. First, for maximum
effectiveness, the major host country implementing entity, the Planning
and Coordination Unit, is placed directly under the Minister of Health,
secondly, this Unit will be staffed by an optimal combinatiom of GOT
personnel with this project implementation capacity under the guidance of
a highly trained and specially selected Togolese health planner who will
serve as the Unit Director. U.S. technical advisors will assist this
project management in the areas of health planning and IEC. A number of
training and in~service guidance programs will also be funded under the
project to assure that an effective MOH planning, budgeting and

coordination capacity exists and will continue to function effectively at
the completion of the project.

Health Center Support and Outreach Network Components employ
initiatives and administrative systems which the MOH is using and seeking
to strengthen. These components' conceptual framework was carefully
selected from among alternative approaches of improving and expanding
Child Survival services as those likely to have maximum beneficial impact.

B. TECHNICAL

The training content and methodologies, and the techniques and
technologies envisioned for project use are approprite to the Togolese
context and will be predictably effective in contributing to achievement
of the project purpose. Planning, budgeting, and managerial coordination
skills already have been successfully taught in Togo with sustained
successful results., Interventions focus on developing an appreciation
of, and on increasing the use of technologies of proven effectiveness in
rural areas in developing countries and on instructing villagers in
home~administered Child Survival measures of proven effectiveness.

C. ECONOMIC

An improved capability to plan, budget and coordinate Child Survival
activities will result in a better allocation of scarce resources.
Trained staff will be able to identify needs, determine costs of
resources needed, and present reasonable budgets which are more likely to
obtain budget allocations. A demonstrated capability to effectively
manage resources will lead to lessening of reliance by donors on
expatriate technical assistance to ensure effective project
implementation thereby allowing more funds to be available for service
delivery. The MOH's declining share, in real terms, of the national
budget 1is believed to be due to a lack in confidence in its ability to

manage well these resources. A demonstrated capacity to better manage
national resources should therefore result in increased budget
allocations for health activities.
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Rural health facilities and their staff are underutilized because
the rural population is poorly informed about what health care treatment
is available and is discouraged by the unresponsive health delivery
system. The provision of health care services provided in a professional
manner to an informed population will increase the numbers who avail
themselves of such services, resulting in a more effective use of
facilities and staff. Where such services are not readily available, a
more informed population will be able to practice a limited number of
home-prepared techniques and be better informed as to where to seek more
sophisticated services. These improvements in management efficiency and
health standards imply very large economic benefits,

The Health Centers Support and Outreach Network Components rely om
exlsting health promotion systems with relatively small amounts of
project funding used to enhance these activities. On the other hand,
achieving the mobility necessary to reach a large, dispersed rural
population requires an investment in motorcycles and associated costs.
The planning and budgeting under this project should facilitate MOH

financing of these costs. The recurrent costs engendered by this project
are therefore minimized.

D, FINANCIAL

The financial implications of the Planning and Coordination Uait and
the Community Outreach components are quite different. The former 1is
largely financed from the project as no such central function exists in
the MOH, 1In the case of the latter, financing of project activities is
predominately from MOH resources and other donors. In both components,
however, disbursement mechanisms for AID funds have been chosen to reduce
USAID's direct administrative workload on its small staff while retaining
adequate financial controls. Such mechanisms include direct Contractor
disbursement of local costs and maximum use of the Unit for obtaining
locally available goods, services and facilities for in-country
training. Prior to the arrival of the techmical assistance contractor,
USAID will account for local cost disbursements, using a financial system
transfered from a terminating project which has demonstrated a
satisfactory capacity to account for AID funds.

E. SOCIAL SOUNDNESS

The project's social soundness is based on its broad beneficiary
base, on the potential for spread effect of its activities, and in its
high socio—cultural feasibility. Obtaining maximum spread effect has
been built into project activities. Planning and management skills can
be expected to be applied throughout the primary health care system after
having proven their usefulness as applied to Child Survival. The rural
outreach systems are expected to be widened and replicated. Beneficiary
participation has been and will be one of the key elements of this
project's feasibility. By nature, Child Survival activities involve
participation of women and necessitate access of women to project
benefits., Also this project will help equalize the accessibility and
quality of health care throughout Togo. The national scope of project
activities will therefore help lessen regional inequities in the delivery
of health services. Project benefits will be available to all groups and
have been designed to assist the Togolese to help themselves.
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F. ENVIRONMENTAL SOUNDNESS

The institution building, training, Child Survival interventions and
constructon activities meet criteria for a Categorical Exclusion because
they will neither directly affect the environment nor have significant
adverse impact on the environment.
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VII. CONDITIONS, COVENANTS, AND NEGOTIATING STATUS

A, CONDITIONS PRECEDENT TO INITIAL DISBURSEMENT

Except as A.IL.,D. may otherwise agree in writing, prior to any
disbursement under this project, or to the issuance by A.I.D, of
documentation pursuant to which disbursement will be made, the Grantee
shall furnish or have furnished to A.I.D., in form and substance
satisfactory to A,I.,D, within ninety (90 days) after the signing of the
Project Agreement:

1. A statement setting forth the name and title of person holding
or acting in the Office of the Grantee specified in Section 8.2 of the
Project Agreement, and of any additional representatives, together with a
specimen signature of each such person, certified as to its authority.

2, Documentary evidence that the Child Survival Planning and

Coordination Unit has been established and will exist at least through
the life of the project.

3. Evidence, through the issuance of appropriate documentation,
that the Grantee has assigned for full time, life of project service to
the Child Survival Planning and Coordination Unit, a National Child
Survival Unit Director, with extensive training and experience in
planning and management, who is acceptable to A.I,D.

4, A statement indicating plans that: (a) the Grantee shall enter
into or extend the contracts, as part of the project, of the National
Accountant, the Assistant Accountant, and the two Regional Accountants
currently working under the Rural Water Supply and Sanitatiom Project,
and assign this staff to the Child Survival Flanning and Coordination
Unit; and, (b) the Grantee shall utilize, except as agreed in advance in
writing by A.I.D., for the Child Survival Planning and Coordination Unit,
the accounting system and procedures in place under the Rural Water
Supply and Sanitation Project for the management of A.I.D. advances.

B. CONDITION PRECEDENT BEYOND THE TWENTY-FOURTH PROJECT MONTH

Except as A.L.D. may otherwise agree in writing, prior to any
disbursement or the issuance of any commitment documents under this
Agreement beyond the twenty—-fourth project month, an in-depth evaluation
conducted during the twenty-first project month specifically must have
concluded that there had been evidence of sufficient GOT commitment to
the project during the first twenty-one months to warrant a
recommendation for project continuation. At a minimum this evidence must
consist of: satisfactory application of effective procedures developed
for implementing the project; satisfactory performance of the Unit
Director; satisfactory performance of each senior MOH official seconded
to the Unit for service as Unit Coordinator; full operation and
satisfactory effectiveness of the Unit and the Advisory Board;
satisfactory quality, quantity, and promptness of cooperation forthcoming

:S:‘



from MOH entities (including, but not limited to, the National Health
Education Service, thz Division of Epidemiology, the Division of Maternal
~al Child Health, and racticipating ageacies >f the Directorate of Soclal
Affairs), which have expertise and resourcec needed for project
implementation; satisfactory, appropriate facilities having bezen obtalnid
by the Grantee for the Child Suvvrival Planning and Coordination Unit;
and, a detailed GOT Plan, in vhich A.I.D. has concurrced, for “he GOT's
assuning the costs of petrol, oil, lubricants, and rapairs for the
mutorcycles used by Teams and Community Agents so that these groups
retain their full mbility alter the project ends.

c. CONDITION PRECEDEWT Z0 DISBURSEMENT FOR CONSTRUCTION

Except as A.I.D. may otherwise agree in writing, prior to any
dizbursenent for cons*ruction of facilities the Grantee sha'l furnish to
a.L.D. completed building plans, material estimatcs, cus* c¢stimates and

s>ther related documents necessary to determine the cost of construction
and ics speciflcations.

D. COVENANTS . A

The Granteze shall covenan®s

1. That appropriate capital assets anquired under the Togo Rural
Water Supply and Sanitation Project, including but not limiced to office
furnishivgs and equipment, mctnrcycles and other vehicles, and equipment
a2rd tuols for the repair of motorcyelas, snall be transferrad to the

Project at a time and in 2 manner satisfactory to the Minictry of Health
and to A.IL.D.

2. That the coxmunity based health ‘telivery system of the hural
Water Supply and Sanitation Frolzet, including but not limited to its
Agzents and thelr motorcycles, =nall be available to support che Project,
and that the Granter shall pay the overhead and personnel costs

assoclated with the motorcycle repair facilities located in the Plateaux
and Savanne regilons.

3. That one Senior Public Health 0fficer and one Senior Social
Affairs Officer shall be asrigned full-time to the Child Svsvival *

Planning and Coordination Unit as Unit Cocordinators for the life of the
praject, :

E. NEGOTIATING STATUS

The above Conditions Precedent and Covenants have beea discussed with
and agreed to by the Minister of Health and his Cabinet Dirzctor. During
Project Agreement negotiations, the A.I1.D. Representative, Togo, will

incorporate into the Agrecuent appropriate language to cover these terms
and counditions.
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ANNEX B

LOCAL COST FINANCING DETERMINATION

In accordance with A.I.D. fandbook 1B, Chapter 18, the A.I.D.
Pepresentacive/Lome hereby zuthorizes local cost financing for certain
goods and services to be procured under the Health Sector Jupport for

Child Survival Project (655--0011). The extent of this prccurement is
described in the project fineneial plan.

This determination is hased upon a reasonable znalysis of the supply and
prices of indigenous and shelf item goods and services eapected to be

vequired, taking futc account comparable delivery items and prices fpom
eligible sources aad the implementation schedule of the

Mark G. Weptling
A.I.D. Repiesentative
USAID/Loms

ABIDJAN 18855 dtd August 26, 1987
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5C(l) - COUNTRY CHECKLIST

Listed below are statutory criteria applicable
{a) FAA funds generally:

(BY(1) Developnment

Assistance funds only: or (B;(2) the Economic
Supoort Fund obly. )

A.

SENERAL CRITERIA FOR COUNMTRY

-ELIGIBILITY

*3

FY 1987 Continuing Reggiution Sec. 526.
Has the President certified to the
Congress that the government of the
recipient country is failing to take
adequate measures to prevent narcotic
drugs or other contrelled substances
which ar=2 cultivated, produced or
processed illicitly., in whole or in part,
in such country «r transported through
suckh cosuntry. from being sold illecally
within the jurisdiction of such country
to United States Government personnel OC
their cdependents or from eatering the
United states unlawfully?

FAA fec. 481(h). (This provision applies
to assistance of any kind provided by
grant, s2le, loan, lzase, credic,
guaraaty, or insurance, except assiitance
from the Child Survival Fund or relating
to international mnarcotics control,
disaster and refugee gfelief, or the
provision of food or medicine.) 1If the
recipicnt is a "major illicit drug
producing country" (defined as a country
wroducing during a fiscal year at leact
five meisln tons of opium or 500 metric
tons of coca or marijuana) or a *major
drug-transit country" (defined as a
country that is a significant direct
source of illicit drugs significantly
affecting the United States, through
which such drugs are transported, or
through which significant sums of
drug-related profits are laundered with
the knowledge or complicity of the
government), has the President in the
March 1 International Narcotics Control
Strategy Report (INSCR) determined and
certified to the Congress (without

No

Activity is financed
from Child Survival
fund.

N/a



‘-2!’

ffongressional enactment, within 30 days
of continvous session, of a reseolution
disapproving such a certification), or
has the President determined anad
certified to the Congress on any other
date (with enactment by Congress of a
resolution approving such certification),
that (a) during the previous year the
country has cooperated fully with the
United States or taken sdequate steps on
its own to prevent ililicit drugs produced
or processed in c¢r transported through
such country from b2ing transported into
the United Staces, an¢ to prevent and
punish drug profit laundezring in the
country, or that (b) the vital national -
interests of the United States require
the provision of such assistance?

Drug Act Sec. 2013. ({(This section
applies to the same categories of
assistance subject t¢ the restrictions in N/a
FAA Sec. 481(h), above.) 1f recicient
country is a *major illicit drug
procduciag country" or “rajor drug-transic
country" (as defined for the purposa of
FAA Sec 481(h)). has the President
submi~ted a report tc Congress listing
such country as cne (a) whici, ¢s a
matter of government policy., encourages
or facilitates the preduction or
distributicd of illicic drugs: (d) in
which anv senior official of the
government engages in, encourages, 4¢
facilitates the production or
distribution of illegal drugs: (c) in
which any member of » V.S. Governnent
agency has suffered or been thrzsatened
with vivlence inflicted by or with the
complicity of any government officer:

»nr (d) which fails to provide reasonaile
cooperavicn to lawful activities of U.S5.
drug enforcement agents, unless the
President has provided the required
certification to Congress pertaining to
U.S. national interests and the drug

control and criminal prosecution efforts
of that country? '




FAA Sec. 620{(c). If assistance is to a
government, ir the government liable as
debtor or uncondiiional guarantor on any
debt to a U.S. citizen for goods or
services furrished oz crdered where (2)
such citizen has exhausted available
Yegal remedies and (b) the debt is not
denied or contested by such goverament?

FAA Sec. 620(e)(1). 1f assistance is to
a government, has it (including any
government agenciss or subdivisions)
taken any action whirh has the effect of
nationalizing. expropriating, or
otherwise seizing ownership or control 3£
property of U.S. citizens or entities
beneficially owned by tnem without taking

steps to discharge its obligations toward
such citizens or ertities?

FAL Secs. €20(a), e2n(f), 620D: FY 19487
Continuing Reso.uticn 3Secs. 512, 560,
fecipient country a ornmunist country?
1f so, has the President determined that
assistance to the cowntry is important to
the national interescts of *~he United
Statzs? Will asristance be provided to
Angola, Cambodla, fudba, lrag, Syria,
Vietnam, Libya, oc Scuth Yemcn? Will
azcistance be provided to Afglanistan
without a certification?

Is

F2A Sec. €20(j). Has the country
permictted, or failed v> take adequate
measures to prevent, damage ot
destruction by mob action of U.S. //
property?

FAA Sec. 620(1). Hac the country failed
to enter into an invegtment guaranty
agreement with OFidr

FAA Sec. 620{0); Fishermen's Preotactive
Act of 1967 (as _amserded) Sec. 5. (a) Has
the country seized, or imposed any
penalty or sanction against, any U.S.
fishing vessel because of fishing
activities in international waters?

(b) 1f so, has any deduction required by
the Fishermen's Protective Act been made?

No

o

No

N/A

No

No

No

N/A
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FAA Sec. £20(q): FY 1987 Continuing
Resolution Sec. 518. (a) Has the
government of the recipient country been
in default for more thau six months on
interest or principal of any loan to the
country under the FAA? (b) Has the

country been in:defarlt for more than one

year on interest or principal on any
U.S. luvar under a program for which the
FY 1987 Contipuing Resolution
appropriates funds?

FAA Sec. 620(s). 1if -ontemplated
assistance is devejsopment loan or fronm
Economic Suppert Fund, has the
2dministrator taken i=2to account the
percent of the country's budget and
amount of thercouniry's foreign exchange
or other resourcus &peat on military

equipment? ‘(Reierence may be made to the

annual "Taking. lnto Concideration® memo:
"Yeg, taken iato account by the
Administrator at time of approval of
Agency OYB.* Thie aporoval by the
23uninistrator of the Operational Year
Budget can he the basis for am
affirmotive auswer during the fiscal year
unless oignificant changes in
circumstances occur.)

FAA Sec. 620(tr). Has the country severed
diplomatic relations with the United
sStates? 1. so, have relations been
resumed and have new bilateral assistance
agreements been negotiated and entered
into since such resumption? ‘

FAA Sec. 620(v). What is the paynment
status ¢f the country's U.N.
obligations? 7TYf the country is in
arrears, were such 2rrearages taken into
account by the A.I.D. Administrator in
determining the current A.I.D. Operating
Year Budget? {(Reference Ray be made to
the Taking into Consideration memo.)

FAA Sec. 620A. Has the'Pgesidenc
determined that the reciplent country
grants sanctuary from prosecution to any
individual or group which has committed
an act of international terrorism oz
otherwise supports international
terrorism? '

No

No

N/A

No

N/A

Togo's status was

taken i=tn accounc
in the Taking into
Consideration Memo.

No

(s B



15.

16,

18.

19.

i

ISDCA of 1985 Sec. 552(b). Has the
Secretary of State determined that the
country is a higlh terrorist threat
country after the Secrecary of
Transportation has determined, pursuant
o section 1115(e)(2) of the Federal
Aviation Act orf 1958, that an airport in

the couutry does no. maintain and
Adpinister effectiyve sacurity measuren?

FAA Sec. 666(b). Does the country
object, on the basic of race, religion,
national origin or sex, to the presence
of any officer or emnloyee of the U.S,.
who is preszni in such country to carry
out economic.idevelopuent programs under
the FAA?

FAR Secs. 6E9. £70,

Has the country,
after August 3, 1977, delivered to any
other country or received nuclear
enrichment or reprucessiny equipment,
materials, or cechnology, without
specified arrsngemencs or safeguards, and
withnut special certification by the
President? Has it transferred a nuclear
explosive device to a non-nuclear weapon
state, or f such .a s"ate, either
received or detonated a nuclear explosive
device? (FAA Sec. 620E pprmits a special
waive:z of <oc. 669 for Pakistan.)

FAA Sec. 670. 1t the country is a
non-nuclear weapon state, has it, on or
after August B, 1985, exported (or
attempted to export) iliegally from the
United States any materizl, equipment, or
technology which would contribute
significantly to the ability of a country
to manufacture a nuclear explosive device?

ISDCA of 1981 Sec. 720. Was the connfry
represented at the Meeting of Ministers
of Foreign Affairs and Heads of
Delegations of the Non-Aligned Countries
to the 36th General Assembly of the U.N.
on Sept. 25 and 28, 1981, and failed to
disassociate itself from the communique
issued? 1If so, has the President taken
it into account? (Reference may be made
to the Taking into Consideration memo.)

- O

No

No

No

No

Togo's voting
was taken into
account in Taking
into Consideration

Memo
' 6
s




20.

21.

FY 1987 Continuing Regolution Sec. 528.
Has the recipient country been d<tlermined
by the President to have engaged in a
consistent pattern of opposition to the
foreign policy of the United States?

FY 1987 Continuing Rezolution Ssz¢. 513.
Has the duly elected Y2ad of Government

of the country been depused by military
coup or decree?

. e e 2lahabFe

TUNDING SOURCE CRITERIA P(i4 COUNTRY

ELIGIBILITY

1. Development Assistanve Country Criteria
FAA Scc. 116. Has the Department of
State determined that this government has
engaged in a consisten' pattern of ¢ross
violations of internationally recognized
human rights? 1If so, can it be
dermsnstrated that contemplated assistance
will directly benafit the needy?

2.

Econoni. Support Fund Country Criteria

FAA Sec. 502B. Has it been determined
that the country has engaged in a

consistent pattern of gress violaticnz of

internationally recognized human rights?
If 80, has the President found that the
countsy made such sigrnificant improvement
in its heman rights record that

furnishing such assistance is in the U.S.
national interest?

No

Mo

No

N/A

N/A
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SC(2) - PROJECT CHECKLIST

Listed below are statutory critaria applicable
to proiacts. This section is divided into two
parts, Part A includes criteria applicable to
all projects. Part B applies to projects fundad
from specific sources only: B8(i) applies to all
projects funded with Development Assistancze;
B(2) zapplies to projects funded from Devalopmert

Asgisteunce loans; and B(3) applies to projects
fnnf‘e,."_‘_gyx.a.".l ESF, -~ -

CROSS RYFERENCES: IS COUNTRY CHECKLIST UP TO
DATE? HAS SVANDARD ITEM
CHECKLI3T BEEN REVIEWED FOR
TH1S PKROJECT?

A. GENEILAL CRITERIA FOR PROJECT

1

1. FY 1987 Continuing Reseclution Sec, 3233

- 2 ) Refer d i i
FAn Cec. 634A. DescrLi.oe how ferenced in Africa

= = . . Bureau FY 1988 CPp
authorization and appreopriations
conmittees of Senare and House have

~ been or will be notlfled concerning
the project.

2. FAA Sec. 611i2)(1). Prior to obligatiuvn
in excess of $500,000, will there be
i) enqgineeczing, financial'or other plans. Yes
necessary to carry out the assistance, -
and (b) a reascnably firm estimate of the
cost to the U.S. of the assistance?

3. TAA Sec. ©11ta)(2). 1If legislative
action is required within racipient
country., what is Lasis for reasonable
cxpectation that such action will be
completed in time to permit orderly
accomplishment of purpose of the R/A
assistance?

4. TFAA Sec. 611(b): FY 1987 Continuin
Resolution Sec. 501. If project is for
water or water-related land resource
construction, have benefits and costs
been computed to the extent practicable
in accordance with the principles,
standards, and procedures established
pursuant to the Water Resources Planning
Act (42 U.S5.C. 1962, et 5£49.)? (See

A.1.D., Handbook 3 for guidelines.) N/A

il ¥ e -




5. FAA Sec. 611(e). If prLoject is capital
assistance (e.g.. ccustruction), and
total U.S. assistance for it will exceed
$1 million, has Missinn Director
certified and Regional Assistant
Adninistrator taken inte consideration
the country's capability effectively to
maintain and vtilize the project?

N/A
6. FAA Sec. 209. fs project sgusceptible to
executicn as pvart of regional or
multilateral proieccz _If..so, why.is No -
- . Projece-udt v -execurs1? Information and
" conclusion whether aseistance will
a encourage regicaal rdevelopment progranms.
7. FAA Soc. 601{(a). Information and
conclusions on wheth:r projects will
encourage elfourts of wle country to:
(a) increase the %jow ¢i international (a) N/A
trade; (b) foste: piivate initiative and (b) N/A
competition; (<) encourage developrent (c) N/A
and use of cospsratives, credit unions, (d) N/A
and savings aad loan associations; {2) Improves Health
(d) discourage mounnpolistic practices; delivery services
(e) improve techaical e¢fficiency of (£) N/A
industry, agriculture and conmmerce; and

(f) strengthen free labor unions.

B. FAA Sec., 601(b}. Information and
conclusions on how project will encourage
V.£. private trade and investment abroad

F-oject will require

. ne < U.S. technical assistance |
and encourage private U.S)\ participaticn contractors ana ~ommod—
in foreign assistance programs (including ities.
use of private trade channels and the
services of U.S. private enterprise).
9. FABR Secs. 612(b), 636{h). Describe steps
taken to assure that, to ilL:. maximum Host country participation
extent possible, the country is 1s stated in the preject
ccatributing local currencies to meet the paper. U.S. does not
cost of contractual and cther services, own excess CFA.
and foreign currencies owned by the U.S.
are utilized in lieu of dollars.
LR = o » ]
s TE»d iRa3ac, 612(d). Does the U.S. own U.S. does not own excess
excess foreign currency of the country CFA.
and, if so, what arrangements have been
made for its release?

{



1.,

FY 1987 Continuing Rescliution Sec. 521.
If assistance is for the production of
any commodity for expoze, is the
commodity likely to be iwn surplus on
world markets at the time the resulting
productive capacity beccmes operative,
and is such assistance likely to cause
substantial icjury *o U.S. producers of
the same, similar or comnreting commodity?

O S XTI e T Y
;

-y

13.

33t v oA S Fing  Reg8iUcion Sec. 558
(as interpreted by conference report).
I1f assistance is for agricultural
development activities (specifically, any
testing or breeding feas:bility study,
vaciety improvement or introduction,
consultancy. purclicetion, conference, or
training). are such activities (a)
specifically and principally decigned to
increase agricultural exports by the host
country to a country otner than the
United States, where the export would
lead to direct competition ip that third
country with exports of a similar
commodity grown or p:induced in the United
States, and can the Lctivities reasonably
be expected to cause substantial injury
to U.S. exporters of a similaz
agricultural conmodirty: or (b) in support
of research that is intendid primarily to
benefit U.S. producers? :

FY 1987 Continuing Resolution Sec. 559.
Will the assistance (except for programs
in Caribbean Basin Iniriative countries
under U.S. Tariff Schedule %“Section B07,"
viiieh allows reduced tariffs on articles
assembled abroad from 7,.S.-made
couiponents) be used directly to procure
feasibility studies, pref=asibility
studies, or project profiles of potential
investment in, or to assist the
establishment of facilities specifically
designed for. the manufadvure for ‘export
to the United States or to third country
markets in direct competition with U.S.
exports, of textiles, apparel, footwear,
handbags, f£lat goods (such as wallets or
coin purses worn on the person), work
gloves or leather wearing appa:el?

N/A

o -

N/A

e fl i IMEEDE ST TRANI T - a0

No




FAA Sec. 118(c). Does fhe assistrance 4

comply with the environmental procedures Yes,categorical
set forth in A.Y.D. Begyulation 16? Does exclusion approved.
the assistance place a high priority on

No

ccnservation and sustainable management (a) N/A

of tropical forests? Svecifically, does (6) N/A

the assistance, te the fullest extent (c) N/A

feasible: (a) stress tie importance of (d) N/A

conserving and sustainably managing (e) N/A

forest resources; (b) support activities (£) N/A

which offer employment <nd income , ~e(g) N/A
——s"Zarnatizizico those who othewwwse | (h) N/A

would cause dentruction and loss of . ' (i) N/A

forests, and lLieip countries identify (k) N/A

and implement alternativas to colonizing

. forested areas; (c) cupport training

programs, educational zfforts, and the The Project is health

establishment or stIengthening of Sector Project with-

institutions to improve forest out significant

management; (d) helyr end destructive environmental impact.

slazh-and-burn agriculture by supporting ’

£table and productive farming practices;
(e) help conserve forests which have not
yet peen degraded, by nelping to increase
pzoduction on lands already cleared or
degraded: (f) conserve forested
watersheds and rehaititate those which
have been deforested; (g) support
training, research, and other actions
which lead to sustainaz®le and more
envirzonmentally sound practices for
timber harvesting, remaval, and
processing; <{(h) support research to
expand knowledge of tropical forests

and identify alternatives which will
prevent forest destruction, loss, or
degradation; (i) concexve biological
diversity in forest aroas by suprorting
2fforts to identify, wstablish, and
maintain a representitive network of
protected tropical forec: ecosystems

on a worldwide basis. oy making the
establishment of protected areas a
condition of support for activities
involving £e¢z:-t clearance o0& o T T orTEE T
degradation, and by helping to identify
tropical forest ecosystems and species
in need of protection and establish and
maintain appropriate protected areas:
{j) seek to increase the awareness of

[N
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U.S. government agencies and other donors
of the immediate and loag-term value of
tropical forests:; and (k) utilize the
resources and abilities of all relevant
U.S. government agenciee?

15. FAA Seec. 119(qg)(4)-(6). Will the
ascistance (&) supvort training and
education efforts which improve the

- . . (a) o
capacity of recipient countries to (b) No
prevent loss of biolcgical diversity: () No

— T oyve provided unger a long-tern T (Jieqy,

d**tuy
agreement in which the recipient country This is a Health Sector
agrees to protect ecogy:items or other Sunport Project.
wildiife habitats; (¢, support efforts
to identify and survey ecosystems in
recipient courntries worthy of
protection; or (d) by any direct or
indirect means gignificantly degrade
nactional parks or similar procected areas
or introduce exotic pliants or animals
into such areas?

26. TAA 121(d). 1f a Sahel rroject, has a
deternination buen made that the host N/A
government has an scdeguate sysem for
accounting for and controllincg receipt
and expenditure of project funds (eizher

dollars or lecal curr+nCy generated
therefrom)?

17. FPY 1987 Continuing Resd{;tion Sec. 532,
Is disburcement of the assistance
conditioned solely c¢n the basis of the
policies of 2ny multilateral institution? No

B. FUNDING CRITERIA FOR TRCIJECT

1. Development Assistance Project Critaria

a. FAA Secs. 10z(b 111, 113, 281(a).
Describe extent to which activity
will (a) effectvely involve tixsmitdrevyed wdroinsinisdinected to
in development by extending access to provide rural poor with
economy at local level, increasing

benefits of development
labor-intensive production and the through access to child
use of appropriate technology, - survival services, largely
dispersing investment from cities promoting better health .
to small towns and rural areas, and status for women and child-
\ ' ren.

o
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ii:3uring wide participation of the poor
in the bencfits of development on a
sustained basis, using avpropriatz U.S.
institutions; (b) help develop
cooperatives, espaecially by technical
Jssistance, to assist rural and urban
pcor to help themselves toward better
life, and otherwise encourage democratic
private and local governmental
institutions:; (c) support the self-help
~fforts of developing countries; {(4)

cagromote the particicaddoon oSaiamaissa-the

- . vﬂ:lfww:-xﬁf
naticnal economies n{ developing

‘gountries and thc¢ iuwprovement of women's

status; and (e) utilize and encourage
regional cooperation by developing
countries.

FAA Secs., 103, 1023, 104, 105, 106,
120-2). Does the project f£it the
criteria for the source vf funds
(functional account) bLecing used?

FAA Sec. 107. 'Is emphasis placed nn use
of Aapprepriate technolngy (relativsl
smaller, cost-saving, labor-using
technologies that are generally most
approgriate for the small farms, small

businesves, and snall incomes of the
poor)? '

FAA Secsg. 110, 124(d). Will the
recipicent country providg at least
25 percent of the costs of the progren,

project, or activity with respect to whech

the assistance is to be furnished (or is
the latter cost-sharing requirement being

waived for a ¥Yrelatively least developed®
country;?

YAA Sec. 128(bj;. If the activity
attempt: ©n increase the institutional
capabilities of private organizations or
the government of the country. or if it
astempts to stimuXare _scientific and

‘technological research, has it been

designed and will it be monitored to
ensure that the ultimate beneficiaries
are the poor majoricy?

tb) N/A

(c) N/A v
(d) by providing chiid
survival services

Y s i, 4% * Ot M.

(e) N/A

Yes. Funding is from
child survival account

Yexz

Recipient country
will provide well ove
25% of the cost of th
project.

Yes,



ge.

I) £l

FMAA Sec. 281(b). Describe extent to
which program rzcognizes the particular
needs, desires, wuad capacities of tne
people of the country:; ucilizes the
country's intellectual cesources to
enccurage institutional development; and
supports civil educativn and training in
5kills required for effective
varticipation in governmental processes
essential to sz2lf-goverrment.

FY 1987 Continuing «esolution Sec. 540.
Atre any of the funds to He used for the
pPeVETTmETTEU T aborL IvavmwsmimrErdd =i
camily planning or to motivate or coerce
any person to practice abortions?

Are any of the funds t¢ be used to pay
for the performance of iavoluntary
sterilization as a method of family
vlanning or to cecerce or provide any
finaancial incentive to any pezson to
undergo sterilizations?

Are any of tihe funds to be used to pay
for any biomedical reszarch which
telates, in whole or in part, to methods
ot, or the performance of, abortions or
inveoluntary sterilizstion as a means of
family planning?

FY 1987 Continuing Ressiution. 1Is the
assistance being made ~vailable to auy
organization or program which has been
determined to support or’participate in
the management of a program of coercive
abortion or involuntzry sterilization?

I1f assistance is fro: the population
functional account. are any of the funds
to be made availabie to voluntary family

. pianning projects uwhich do not offer,

either directly or thrumon referral to or

information about zccess te, a br2:d

range of family planning methods and
services?

B L Y

FAA Sec. 60)(e). W%Will the project
utilize competitive selection procedures
for the awarding of contracts, except

where applicable procurement rules allow
otherwisge?

The project works through
and strengthens existing

institutions.

No

No

No

Yes
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®Y 1937 Couatinuing Resolution. How much
of the fuvuds will be available only for

activities of economically and sacizally

disadvantaged enterprises, historically

black colleges and univ<rsities, and

private and voluntary organizations which

are controlled by individuals who are
black Americans, Hispanic Americans, or

Native Americans, or wno are economically

or socially disadvantaged (inciuding
women)?

FEET e, 118 (c TR S ere—an sy tance
will support a pzcgran or project
significantly afrfectinz <ropical forests.
vincluding projects invoiving the
planting of exotic plar* species), will
the program or pruvject (a) be based upon
careful analysis or the alternatives

available to achieve the best sustainable

use of the land, and (b) take full
account of the enviroamental impacts of

the proposed activitiez on biological
diversity?

FAA Sec, 118(c)(14). Will assistance

be used for (a) the procurement OL usa

of lcgging equipment, unless an
enviroimental ass2ssment indicates that
all timber harvesting operations involved
will be conducted in au environmentally
sound manner and that the/proposed
activity will produce pogitive econonmic
benefits and sustainable forest

management systems; or (b) actions which

significantly degrade national parks or
similar protected arezs which ccontain
tzopical forests, or introduce exotic
plants ez animals into such areas?

FAA Sec. 118B(chr(l531. Will assistance be
used for .fa) activities which would
result in the conversion of forest lands
to the rearing of livestock; (b) the
construction, upgrading, or maintenance

—eegpwrTanwiicluding temporary haul roads

for logging or other extractive
industries) which pass through relatively
undegraded forest lands; (c) the

colonization of forest lands:; or (d) the
construction of dams or other water

3

An 8(a)

s2t aside is one concract-
ing mechanism being
considered.

N/t

N/A

—_— o
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control structures wnich flood relatively
indegcaded forest lands, unless with
respect tov each such activity aa
environmental assessment indicates that
the activity will contribute
significantly and direv:ly to improving
the livelihood of the rural poor and will
be conducted in an environmentally sound

wanner which supports sustainable
development?

Development Assistance Praiect Criteria

FAA Sec., 122(E). Information and
conclusion on capacity i the country te

repay the loan at a reasonable rate of
interest. .

FAA Saec. 620(d). If assistance is for
any productive enterprise which will
compete with U.S. entevtprises, is there
an agreement by the recipient country to
prevant export to the J.8. of more than
20 percent of the enterprise's anaual
production during the life of the loan,
or hac the requirement to enter into such
an agre<ment been waived Ly the Ycesident
because of a national security interest?

FY 31¢87 Continuing Resolution. If for a
iocan to a private sector institution from
funds made avalilable to carry out the
provisions of FAA Sections 103 through
106, will loan be provided, to the
maximum extent practicable, at or near
the prevailing interest rate paid on
Treasury obligatioas of similar maturity
at the time of obligating w<wuch funds?

¥AA Sec. 172(b). Does the activity
give reasonable promise of assisting
long-range plans and pcograms designed
to develop economic resources and
increase productive capdcities?

N/A

u/A

N/A

N/A

. ewmome .
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3. Fgonomic Support Fund Project Criteria

F2A Sec, 531(a:. Will this assistance
promote economic and political

stability? To the maxiimum extent
feasible, is this assictance consistent
with the policy direcctions, purposes, and
programs of Part i of the FAA?

e ITIESTSIAA Sech-'331(e). Will this wswistance “be

used for military or paramilitary
purposes?

ISDCA of 1985 Sec. 207. Will ESF funds
be used to finance the construction,
operation or mainte¢nance of, or the
supplying of fuel fcr, a nuclear
facility? 1If so, has the President
certified that such country is a party to
“ie Treaty on the Non-vroliferation of
Nuclear Weapons or the Treaty for the
Prohibition of Nuclea: Weapons in Latin
America (the “Treaty of Tlatelolco%),
cooperates fully with che IAEA, and
pursues nonproliferition policies

consistent with those of the Ugited
States? ’

FPAA Sec. 609. If cormodities are to be
granted so that sale proceeds will accrue
to the recipicnt country, have Specilal

Account (counterpart) arrangements been
made?

N/A

N/A

N/A

(X3
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$C(3) - STANDARD ITEM CHECKLIST

Listad Lalow are the statutory items which
normally will be covered goutinely in those
provisinns of an assistance agrecment dealing
with its implementation, or voverei in the

agreement by imposing limits on certain uses of
funds.

These items are arranged unda. the general
beadi~gs of (A) Procurement, (B} Construction,
Aaad. (C) Othar Restrictions. '

A. PEOCUREMENT

i. PARA_Sec. 602(a). 'Are there arrangements
«0 permit U.S. snalil business to
participate equitably in the furaishing
of commodities. and services financed?

2. FAA Seg. 604(a). Will all procurement be
from thz U.S. except as otherwise
determined by the President or under
delegation from him?

3. FAA Sec. 604(d). .1f tua cooperaiing
countrs discriminates against marinz
insurance companies authoxrized to do
business in the U,S., will commodities be
insured in the Uunited States against
marine rigsk with such a coxrpany?

4. ZFAA Sec, 604{e); ISDCA of 1980 Sec.
705(a). 1I1f non-U.S. procurement of
agricultural commodity 27 product thereof
is to be financed, is there provision
against such procuremeanr when the
domestic price of suclk cummodity is less
than parity?, (Exception wne.e commodity

financed could not rezsonihiy be pruaovced
in U.S.)

5. FAA Sec. 604(g). Will construction or
engineering services reprulufeu™ Lol
firms of advanced developing countries
which are otherwise eligible under Code
941 and which have attained a competitive
capability in international markets in
one of these areas? (Exception.for those

An 8(a) set-aside is one
contracting mechanism being
considered.,

Yes

N/A

N/A

N/A

L
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countries which receive direct economic
assistance under the FAA and permit
United States firms to conpete for
cons:ruction or engineeriny services
financed from assistance programs of
these countries.)

FAh Sec. 603. 1Is tha shipping excluded
frow compliance with the requirement in
section 901(b) of the #erchant Marine Act
¢f 1936, as amended, that at least

80 percent of the gross tonrage of
commodities (computcd separately for «ry
bul’ carriers, dry cargu liners, and

.tankers) financed_shall_bg transported on

vraivately owned UTS. tlaqg -:omwercrail
vassels to the exten~ sutuch vegsels are
available at fair And reasonable rates?

FAA Sec. 621(a). If technical assisctance

is financed, will such assistance be
turnished by private enterprise on a
asntract basis to the fulles: extent
prevticable? will the facilities and
rezsources of other Federal agencies be
utilized, when they are particularly
suitable, not competitive wiih private
enterprise, and made avaiiable without

undue interference with domestic prograns?

*nternaticnal Alr Transportation Fair
Competitive Practricee Act, 1974. If air
t-ansportation of personsg or property is
riaanced on grant basis, will U.S.
carriers be used to the extent such
service is awvailable?

FY 1987 Continuirng Resolution Sec. $04.
1f the U.S. Government is a party to a
contract for procurement, €o2s the
contract contain a provision authorizing
termination of such contiact for the
convenience of the United States?

FY 1987 Continuing Resolution Sec. 524.
If assistance is for consulting service
through procurement contract pursuant to

- % U.Ss.C. 3109, -are contract expenditures

a matter of public¢ record and available
for public inspection (unless otherwise
provided by law or Executive order)?

No |

Yes

Yes

Yes

Yes

Yes
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B. CONSTRUCTION

1.

FAA Sec. 601(d). 1% capital (e.g..
construction) project, will U.S.

engineering and professicnal services be
used?

FAA Sec. 611(c). If contracts for
construction are to be financed, will
they be let on a competitive basis to
warimum extent practicable?

PAA Sec. 620(k). 1If for construction of

anadpssddisaansnmnyd e, willawmwgregate
value of assistance tc be furnished by

w the U.S. not exceed $i¢0 million (except

£or productive enterprise:s in Egypt that
wwer: described in "tha CP), or does

2srstance have the exprecs approval of
Congress?

C. OTHER RESTRICTIONS

EAR Seec, 122(b). 1If development loan

1I'epayable in Jollars, ls interest rate at

- l.east 2 percent per annum Auring a grace

o

reriod which is not to exceed ten years,
and at least 3 percent per annun

“thereaster?

FfrA Ser, 301(4). Ii fund is established
sclely by U.S. contributions and
administered by an interaational

organization, 3¢.s Comptroller General
have audit righcs?

FAA Sec. 620(h). Do arrangements exist
€0 insure that United States foreign aid
is not used in a manner which, contrary
to the best interests of the United

_States, promotes nr assists the foreign

-~ aid projects or activities of the

Communist-bloc countries?

No, value of construction
{rot to exceed $100,000)
preciludes seeking sources
outside of Togo.

Yes

o ——

N/a

N/A

M/A

<
©
[

g =
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Will arrangements treclude use of

financing: ,
‘4., FAA Sec. 104(f); FY 1987 Continuing

Resclution Secs. 525, %40. (1) To
pay for perforwance of abortions as
a method of family planring or to
motivate or coerce persons to
practice abortions: (2 to pay for
performance of involvntary
sterilization as amethod of family
planning, or to coerce ur provide

— - finangcial_incentive_rn any person to _. .

any biomedical research which
relates, in whole or patt, to methods
or the performance of ahortions or
involuntary sterilizations as a means
of family planning. or (4) to lobby
for abertion?

b. FAA Sec, 483. To make ieimburse-
sursements, in the form of cash
payments, to persons whose illicit
druy crops are eradicated?

¢. FAA Sec. 620(g). To coumpensate
owners for expropriated or
nationalized prouperty. except to
corpensate foreign nationals iu
accordance with a3 laznd reform progranm
certified by the Prev.udent?

d. FAA sec. 660. To provide trairing,
advice, oi any financial support for
police, prisons, or cther law
enforcement forces, eulcept for
narcotics programs?

oI activities?

f. PFAR Sec. 636(i). For puzchase, sale,
long-term lease, ¢xchange or guairautly
of the sale of motor wvehicles
manufactured outside U.S5., unless a
waiver is obtained?

g. FY_1987 Continuing Resolution Sec.
503. To pay pensions, annuitiles,
retirement pay. or adjusted service
compensation for military personnel?

unaergo sterilization: (3) to pay for

Yes

Yes

RS

Yes

Yes

Yu:s

=
19
th

Yes

Yes

Yes

Yes
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h. FY 1987 Continuing Resolution Sec. 50S.
Tc pay U.N. assessments,. arrsarages or
dues?

i.

FY 1987 Céntlnuing Resolution Sec. 506.
To carry out provisions of FAA section
203(d) (transfer of FAA funds to

meltilateral organizations for lending)?

&

j. F7 1987 continuing Resnplution Sec. 510.
To f£inance the export of nuclear
egquipment, fu2l, or technology?

kK. ¥7 1987 Continuing Resolution Sec. 511.
T.oiTiyt the puv

Prrpose Of ¢iding ThHe™Srorts .

‘the government of such courtry to repress
the legitimate righte of tae population
oi @uJch country coiatrary to2 the Universal
Decaration of Human Righte?

1. ¥y 1986 Continuing Resoiuiion Sec. 516,
. Tec be used for publicity or propaganda
purpogses within U.S. uot authorized by
Congress?

Yes

Yes

Yes

Yes

Yes
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vt '~4%?;nsieur le Représcutunt de 1'USAID
L 0 M &

Réf. : V/L N° .SAID/TOGO/87/206
du 12 Juin 1987

Monsieur lc Repuésentant,

Suite & votre lettre citée ea référenne -olotive av

projet "Scutien de la Santé pour la survie des Enfants®,

j'ai l'hcnneur de vous informer gu'aprds avoir pris

connaissance des grandes lignes de ce projet, 1!'élaboration

de son programme par 1'USAID reccontre notre consentement.

3 . . s
Aussi vous saural gré des dispositions que vous vou-

driez bien prendrs pour sa mise au point dans le délai irdie-
q’ﬂ.éo

Vous remerciant pour voitre précieuse collaboration, je
vous prie d'agréer, Monsieur le Représentant, l'expression de

ma considération disténgq%ﬁ?fn\‘
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‘Agency for Internotional Developaeat
Loud, Togo

JUN 12 1387

——————— - -

USALD/Togo/87/206 ‘, i

Sublact:s ‘Haalti Scctorxr Support for Cnild
furvival (693-0228) - Project Faper
.. Refersnce: USAID/Togo/86/339.latter dated October
16, L7386 3

Dear Mr., Minlster:

This letter i3 to conflirxrm that the design for a now
usaID-£financed Child Survival project proposad last Octcber
{5 nearing conpletion .and to officlallvs request Xlia
Governmnant of Togo's concucrrence to proceed with the proisc: '
following tlie general outline belows

1. Improve the Ministry's capacitv to <Zeliver <hilad
Survival services in a rationu;. cost—affactive way. ;
o ,

2. Address maios conatraints to> the- af:e"tiva daolivary
of Child Survival int~:ventioaa.by inproving the capacity of
the MOH's central levsl to plan,. manage,;and coozdinata the, .
implementation of its Child Burvival program. - At) tle hoaleh
facility level, it will inmprove.the sxillg:. oz health workers .
in Child Survival interventions and: :theirsizwsponaiveness - dn-
neeting the needs ot the zu xal comnunitiea'iq sorves, A

ﬁ“".‘-z; S ‘

3.  The projagu #ill have two najox conmponents Plrse,
tha establishment "of a Unit ;will. Et:::;than|'thaa"HOE’:J"b'
capacity to plan, bulget, manage; =ndi: coordinate Chila.
Survival-related actlivitiaes, Second, -va. - Child ‘Survivall. 0.

Community Outreach component. “wilil strengthen the "fural ¥ . v

o, bpdry . publid- health:delivery:: aystmiéby,1=proving“tha«qualitr ‘and ¥
. accesslbillty of .Culld ";gurvival ..servlices; anad+ :increnae .
village-lcvel awarenuss and‘ﬂenand th.theso narvicc
ot el "'-s’“-"'“; A .{}:‘ oy ':r,,.‘,-}.'k.?\.'&»"*b-h"-(w o 2 .Muh\,.qu\. LN
~27The COmmunity: Outreach conponant
rrelated 3ubcoaponanta:¥;
- ‘l
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-~A Prefacturs Hoalth Education 7Teams sabcomponent to

“ focus on dsveloring improvad 1linkages betwesn rucal
conmunities and public healtn tixed facilitiss, in ali

21 prefectures, oy the tralning of neaith workers and
alducating wvillagers 1in <Child Survival =zattera. Tha

target of tiils subcomponent 1is the estimated GO percent

of the rural population within easy walking distante of

a health  facility. Provisions ars iancludad for the
constructinn of up to two small Chiild ‘urvival-related
demonstration facilitles as appropziate. -

'\.% . --A Community Outreach Agents subcomponent: to reach. the
' estimatad 40 percent of the rural population without
ready accass tr a fixad health facility in the regiona

of tho Flateaux and the Savannes, ballding upon the

“ socio-sanitary community-based health delivezf' systen In
place. This suhsunponent will facilitats the delivery

of Child survival sexvices provided by £ixed ceaters,

inforn villagers of hone-administerable Chilid Suvrvival
interventions, 2and reinforce ths other saubcomponont's

community  outroach activities, - It will Thave a
denonstration ‘effgct which will encourage other doncrs

to develop agimilar communitj-oased h3altn delivery
systems in other roglona. .

5. The proje_ct i3 not a health delivary activity as
guch nor does it seck to create naw institutions, It doas,
seek, howevser,  =to. overcoxe % major -‘conatzaints tolis thy
effectiva delivery of Child sSurvival cervices through ~
improvamer‘ts which axze within the capabilities of tha VOR: )

DN L E A Ry
Tha proposed level of USAID assistance to the project over
four years.is $4.5 million, which includes %750,000 An- funds
remaining in'. the Rural Water Supply and "Sanitation’ projact
1093-0210) at thv...y.m:mad tmn;nat*on dute of Dedembar 31,
1987. The. propow*i _Qats for- axccution of the.. Grant
Agreement betwesn tha ‘United. States Covernment: and ' the
. Govornment of 'rogo is a..l_{. 198. R R T E s
USAID/Toga beliavas the above project outlina is. consistenr«
with the Government of Togo's: :development:: ntrategica and &
GOT/USAID 'underatandings - reached:. a?.smeating:’ held . uitlw.-
Ministry stafsf . between April',,_ 23 and Hay 75 1987.. ,;Ii this

. ;. proposal . me_ats-v with - tha; _1Governnent" ;‘Lconauzzence; e"
A "ﬁ?reapectfully_ "'r'equ_as orward# to/fUSAID an'F 642icin
O r¥equest™ £of’ Y ALDS asaistanco" o SN elaboratef,é;theg%;-~ prprscd

4

v program. N Tho} proj'act.<doc.unané§}*wlllaba ‘reviewsd; bf—- theN new,
b Rap:esantative o ME Y MAXKE wanﬁling 1 upony’ Big¥ ‘axrivalr {ni
g ’H'%‘QTo’c}g on ¥ yuney 225 lQB?*‘*AS’.&Yo ﬁ’nsaistancc’ﬂ'
request would vay moot app:eciatad - AN -
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USAID is plcased to have - this opportuanlty -to continue to
of Togo in its Jdevelopnment cfforts ia

agslat the Covarnment
tha health sectov.
Sinceraly, i

Barbara %. loward
Acting AID Represantative

tils Excellency
* Hc. Alssah Agbetra,
Mdininster of Puklic
hfEfalrs and Voaman's ¢
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LOGICAL FRAMEWORK

Togo=~Health Sector Support for Child Survival: (693-0228)

NARRATIVE SUMMARY

OBJECTIVELY VERIFIABLE INDICATORS

Goal: To assist the GOT to
improve the health gtatus of
the rural Togolese population.

Measures of Goal Achievement:

~= reduction of infant mortality

to less than 75/1000

—= reduction of mortality of
children 0-5 years to less than
10/1000

-~ optimal allocation and effective
use of resources available for CS
from oversight and direction of CS
Planning and Coordination Unit and its
Advisory Board, and from CS
Commission's coordination and
'clearing house' efforts.



LOP:
LOP Funding:

FY 1987-FY1992
$4,500,000 (A.I.D.),
and CFA equivalent of
$2,200,000 (GOT)

Date Prepared: August 13, 1987

MEANS OF VERIFICATION

IMPORTANT ASSUMPTIQNS

Health facility service statistics
-- Division of Epidemiology statistics
Social Affairs survey statistics
~- MOH statistics from all Divisions
at all administrative levels

~-— Demographic Health Survey

~-- World Bank Health Sector records
——- Planning and Coordination Unit,
Advisory Board, CS Commission reports
and minutes

-- A.I.D.,, Other Donor, and PVO
reports and documents

- National, regional, and local
level audience research.

Agsumptions for Achieving Goal Targets:

-= the GOT will continue to place a
high priority on Child Survival and
Development

== the GOT will be increasingly able
to support, and committed to support-—
ing, recurremt costs of Child Survival
interventions

~- the GOT will be increasingly able
to solicit donor and private sector
support for Child Survival

= the GOT complies with covenants

~= Health Center personnel promote
Child Survival measures

~- Health Centers and other facilities
become easily accessible to 100% of
the rural Togolese population

~= Soclal Affairs and Sanitation field
workers continue active participation
on behalf of Child Survival

== Rural clients adapt behavior
changes and measures in which they

have been instructed for improving
child survival.



NARRATIVE SUMMARY

OBJECTIVELY VERIFIABLE INDICATORS

Purpose: To assist the GOT to plan,
manage, and coordinate the delivery
of Child Survival services in a
rational, cost effective way.

Conditions which will indicate purpose

has been achieved: End of Project

Status:

~= GOT promulgated Child Survival

Policy and Strategy Paper priorities,
rather than donor preferences,
determine Child Survival investments.
-~ MOH allocates resources available
for Child Survival for
cost-effectiveness and optimal
beneficial impact as a result of
annual multi-year planning and
budgeting exercise.

~= Training for Child Survival
designed to address areas of greatest
need and to maximize use of training
resources pursuant to periodically
updated Training Plan.

-~ MOH able to marshall increasing
share of GOT resources for Child
Survival by advocating reasoned,
statistically~supported
recommendations to the Ministries of
Plan and Finance, and to the Cabinet.
== MOH elicits coordination, unity of
purpose, and confomity of Child
Survival activities with its announced
Child Survival priorities, and avoids
fragmentation and duplication of
effort.

=~ MOH successfully solicits donor and
PVO resources for Child Survival
activities in accordance with its
announced priorities.



NARRATIVE SUMMARY

OBJECTIVELY VERLIFIABLE INDICATORS

-~ MOH central level officers trained
in planning and budgeting implement,
monitor, and evaluate these processes,
and supervise Child Survival
coordination on their own.

== MOH field personnel annually
implement multi-year planning and
budgeting process on their own as
directed by Central level.

— "Inventory” of Child Survival
activities and available commodities
updated every three years.

== MOH coordinates fielding of GOT,
donor, and PVO Child Survival service
delivery and educational efforts to
rural areas according to its announced
priorities and strategy in a rational,
cost-effective way.

~= Uniform Child Survival promotional,
educational, and reference materials
used nation-wide, effecting
consistency and correlation of program
messages.

-~ Sustained mass media effort for
Child Survival.

=~ Teams nation-wide and Community
Agents in Plateaux and Savanne use
upgraded knowledge and skills to
effect increased and effective use of
Child Survival measures.

—= Health Center—-based Public Health
staff's public relations are improved,
Child Survival promotion techniques
are persuasive and educational, and
Child Survival service delivery is

routinely undertaken and technically
correct.
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NARRATIVE SUMMARY

OBJECTIVELY VERIFIABLE INDICATORS

-- 900,000 Togolese (or one—~half of
the 60% of the 3 million population
near a Health Center) aware and
convinced of the benefits of Child
Survival measures, able to undertake
home~administered measures, and visit
Health Centers at least six times each
during project (a minimum of 5,400,000
visits) for Center—-delivered Child
Survival services. About 450,000
visits will be by first-time clients.
== About 650,000 villages in Plateaux
and Savanne represented by 800 VDCs
exercise advanced capability to
undertake a broad range of
home-administered Child Survival
measures and avail themselves of
Health Center services.

-= The about 650,000 organized
villagers, 120 Community Ageats, seven
Teams, and Health Center-based Public
Health staff in Plateaux and Savanne
work collaboratively as an effective
network to improve child survival
statistics; and infant mortality
figures for these communities, 1if
available, are only 75X of those for
communities not part of such a
collaborative outreach network.

—= At least two outreach activities
based on this project's outreach
networks initiated before project end
by GOT, donors, PVOs or others.

£



MEANS OF VERIFICATION

IMPORTANT ASSUMPTIONS

== Minutes and reports of Planning
and Coordination Unit, Advisory
Board, and Commission.

~-- GOT (esp. MOH), A.I,D., CCCD,
UNICEF, World Bank, WHO, Cathwell,
ATBEF and other donor and PVO
statistics, reports, and documents.
— Family Health Initiatives II
project reports and documentation.
=~ Annual Child Survival Plans and
Budgets.

~= Routine reports from health
service delivery Centers.

-= Follow-up verification of
statistical data in the field.
~=Demographic Health Survey
~=Infant and Child Mortality Survey

Assumptions for Achieving Purpose:

== GOT continuing commitment to the
constituent elements of "Child
Survival"

== GOT continues planning, budgeting,
and coordination process set in place
by this project, with appropriate

modifications.

== GOT complies with covenants.

—— CCCD, UNICEF, WHO, FHI-II, Cathwell,
and the general PVO community
collaborate with the project and

with each other effectively and in

a timely manner.

== Instruction, technologies, and
improved practices introduced are
appropriate for and adopted by the
various target audiences.

== No serious socio—cultural,

political, or economic roadblocks to

change/modification.

~=~ USG provides sifficient funding to
support project activities at
indicated levels for project duration.

== Women continue to be able to take

full advantage of project benefits.



NARRATIVE SUMMARY

OBJECTIVELY VERIFIABLE INDICATORS

Outputs:

Planning and Coordination

Component :

—= Ten year National Child Survival
Policy and Strategy Paper
-=Annually executed process of
five~year Child Survival Plan and
Budget

-~ Inventory of ongoing and proposed
Child Survival activities in Togo

-- Eight year Child Survival Training
Plan and Budget

-- Study of recurrent costs and
sustainability of Child Survival
activities

=~ Child Survival Planning and
Coordination Unit

=~ Child Survival Advisory Board

~= Commission for Child Survival

~=~ MOH personnel trained in planning
and budgeting techniques, and their
applicability to Child Survival
program implementation:

*Directors General, Division
Chiefs, other senior central-
level officials

*senior operational central-
level staff

*Regional officials

*Chief Prefecture doctors (21)
plus one assistant, and up to
8 other key prefecture-level
staff

~— Training curricula, field-tested
instructional aides, training manuals,

plan and budget preparation directionms,

standardized budget formats, and
uniform costing indices for planning
and budgeting training

Magnitude of Qutputs

——

One

One process implemented at least

twice

One
Qne

One

One

One
One
about 20
about 20

about 15
about 50

one core set with variants
appropriate

7l



NARRATIVE SUMMARY

OBJECTIVELY VERIFIABLE INDICATORS

-~ Collaborative Protocols with
agencies (such as CCCD, UNICEF,
FHI-II, PV0Os) and MOH entities
(Division of Epidemiology and
Maternal and Child Health, National
Health Education Service, Sanitation
Service, Plateaux and Savanne regional
Social Affairs and Sanitation organiz~
ations) with which coordination is
essential for technically sound
delivery of Child Survival services,
and for a fully operation national
Child Survival effort.

== Inclusion of Child Survival sub-
Jects in curricula of institutions
training medical personnel,

-~ up to 50 over LOP to specify
cooperative arrangements and
assign responsibilities of
participants for activities
funded or facilitated by this
project.

== 5=8 institutions



MEANS OF VERIFICATION

IMPORTANT ASSUMPTIONS

-~ project evaluations
~— Projects audits

-~ Minutes and reports of
Planning and Coordination
Unit, Advisory Board, and
Commission

Performance evaluation reports
of Child Survival Officers

Contractor reports

= Consultant reports

Scheduled reports of project
personnel at all levels

Assumptions for Achieving Outputs:

~~ Child Survival Planning and
Coordination Unit reports to Minister
of Health.

-~ Advisory Board and Commission
convene at least according to schedule
with quorums present.

== GOT seconds sufficient high level,
appropriately qualified officials for
full~time service at the Center, and
for full and part-time service
elsewhere.

~= MOH personnel released from ordinary
official duties for sufficient periods
for effective instruction,

—= Prefecture and regional level
budget materials submitted according
to Unit-prescribed schedule.

== GOT retains Teams' and Agents'
systems during project.

Prefecture Health Education Teams and
Community Agents made available by GOT
for project service. Teams and Agents
are qualified to execute envisaged
project responsibilities
satisfactorily.

-~ CCCD, UNICEF, WHO, FHI-II, the PVO
community, and appropriate MOH
entities cooperate with this project
and with each other to furnish
consistent, correlating instruction
and pedogogical aids, to render Child
Survival interventions technically
sound, and to increase substantially
the quality and quantity of Child
Survival service delivery.
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MEANS OF VERIFICATLION

TMPORTANT ASSUMPTLONS

~= GOT (esp. MOH), CCCD, UNICEF,
FHI-II, World Bank, other donor and
PVQ statistics, reports, and
documents

-~ Site visits, audience research,
and associated reports

—= MOH makes available health service
delivery facilities (Health Centers)
and their staff for project activities.

~= Appropriate technical assistance
personnel identified and provided on
schedule to meet project needs.

~= Required commodities, equipment,
and pedagogical aids available om a
timely basis from eligible sources.
== Instruction, training, and
technologies are appropriate and
sufficient to attain outputs in
project setting.

~= Medical training institutions
integrate Child Survival subjects and
treatment into their curricula.

== Women are able to take full
advantage of project benefits,
including, but not limited to
voluntary birth spacing.

== Mapagement of and accounting for
local currency advances during period
before LTTA arrival conforms to A.I.D.
Payment Verification Policy mandates.

i



NARRATIVE SUMMARY

OBJECTIVELY VERIFIABLE INDICATORS

OQutputs:

Health Centers Support Component:
== Mobility of SNES Prefecture
Health Education Teams (Teams)

—— Trained, experienced Teams in:

1) effective interpersonal
approaches;

2) general adult health education
techniques; and,

3) coordinated planning and im-
plementation of health
activities.

=~ Trained, experienced Teams in:

1) the substantive rudiments,
underlying rationales, and
efficacy of key Child Survival
measures (vaccination, ORT,
malaria treatment, nutritional
surveillance/growth monitoring,
and voluntary~family planning);

2) demonstrating and applying home-
administered Child Survival
measures (ORT, presumptive
malaria treatment, Guinea womm
prevention), and,

3) the effective publicizing, pro—
motion and demonstration of —-
and adult health education
techniques for —— Child Surviwval
measures.

This training will be
pursuant to Collaborative
Protocols.
—= Monitoring and supervision of
Teams by Teams' Assistant.

Magnitude of OQutputs:

~= 21 Teams, 42 individuals

== 21 Teams, 42 individuals

~~ 21 Teams, 42 individuals



NARRATIVE SUMMARY

OBJECTIVELY VERIFIABLE INDICATORS

=~ Team-instructed Health Center~-
based Public Health staff in same
subjects (except for activity
planning) as Teams' training.

~~ Uniform, correlated instructional
curricula, manuals, audio-visual aids,
demonstration packets, and reference
materials for Teams' training sessions
by IEC Specialist and cooperating
instructors, and for Teams' subsequent
use in working with Public Health
staff.

=- Consistent, correlated IEC
materials on Child Survival topics
for distribution to villagers.

~— Teams' quarterly reports on their
instruction and follow-up of Health
Center staff, and other project-
financed activities.

-~ Teams' Asgistant's quarterly
reports

== Child Survival Demonstration
Centers

-~ 1,300 Public Health personnel

=~ One set

-= One set

4 per year per in-place Team



NARRATIVE SUMMARY OBJECTIVELY VERIFIABLE INDICATORS

Outputs:

Outreach Network Component:
- Mobility of Community Agents ~~ 120 Agents
(about 72 Social Affairs and

about 48 Sanitation field workers)

in Plateaux and Savanne.

~— Upgraded community mobilization - 120 Agents
skills of Community Agents from

refresher courses in this subject.

~~ Trained, experienced Community -~ 120 Agents
Agents in: 1) the substantive
rudiments, underlying rationale,

and efficacy of key Child Survival
measures (vaccination, ORT, malaria
treatment, nutritional surveillance/
growth monitoring, and voluntary
family planning); 2) the application
of home-administered measures (ORT,
presumptive malaria treatment,

Guinea worm preventiom); 3) the
circumstances indicating Health Center
treatment is necessary; and, 4) the
effective publiclzing, promotion, and
demonstration of -~- and adult health
education techniques for —— Child
Survival measures, with emphasis on
EPI, ORT, and malaria., This training
will be pursuant to Collaborative
Protocols.

=~ Monitoring and supervision of
Community Agents by Agents' Assistant.
== Community Agent-conducted Field
Days on Child Survival topics for

groups of village leaders and VDC
designees.

~= at least 480 during project



NARRATIVE SUMMARY

OBJECTIVELY VERIFIABLE INDICATORS

== Uniform, correlated instructional
curricula, manuals, audio visual
alds, demonstration packets, and
reference materials for Community
Agents' training sessions by

Agents' Assistant, IEC Specialist
and cooperating instructors, and

for Agents' subsequent use in
working with and for distribution

to village clients.

~-— Agents' quarterly reports on their
project-financed activities.

-= Agents' Assistant's quarterly
reports.

All Components
=— upgraded SNES graphics

~= SNES Child Survival mass media
campaigns which support Teams'
and Agents' promotion of Child
Survival measures.

—= IEC activities

-~ KAP surveys

-- recurrent cost/sustainability
study

~~ Collaborative Protocols with GOT
entities, donors, and PV0s

—= Evaluations

—= Audits

== QOne set

~= at least 15 per Agent

~— at least 12

-- TV, poster, pamphlets, and other
materials

=~ 5=10 campaigns
multiple as needed
up to 3

One

== One



NARRATLVE SUMMARY

OBJECTIVELY VERIFIABLE INDICATORS

Inguts:
I. A.I,D.

A. Technical Assistance

1) Long-temm
a) Health Planner

Implementation Target (type and

quality): See Fipancial Plan,

Budget Worksheets, and Implementation
Plan, of the Project Paper

b)
e)
d)

(36 months)

IEC Specialist

(36 months)

Expatriate PSC Agents'
Coordinator (36 months)
Togolese PSC Teams'
Coordinator (36 months)

2) Short~term (up to 16 months)

in appropriate

disciplines as required,
especially in tralning needs
assessment and plan pre-
paration, Child Survival
technical specialties,
instructional materials for
illiterate audiences, re-
current cost analysis and
sustainability enhancement,
evaluation, and audit.

B. Support to Unit Coordinator
C. In-country human resources
upgrading:
Planning and budgeting training.
Adult health education, inter-
personal and community relatioms,
Child Survival substantive over—
view, discrete topic, and
promotional methods instruction.
D, Commodities (expendable and
non~expendable for operations,
and pedagogical aids)



NARRATIVE SUMMARY OBJECTIVELY VERIFIABLE INDICATORS

E. Vehicles

F. Motorcycles

G. Comstruction

H. Operational Costs

II. GOSL

A. Personnel (salaries)

B. Office Space

C. MOH rural Public Health
and Social Affairs facilities

D. Training/conference facilities
in rural areas

E., Operating Costs

F. Expendable supplies



MEANS OF VERIFICATION

IMPORTANT ASSUMPTIONS

-- A.I.D., MOH, and contractor
project records.

~~ CCCD, UNICEF, FHI-II, and
other project participants'
project—related records.

=~ Vouchers.

-~ P10/Ts, PIO/Cs, PIO/Ps, and
local currency advance requests
and liquidation documentation.

Assumptions for Providing Inputs:

== A.I.D. and GOT proposed funding
levels approved by their respective
governments and disbursements made

on a timely basis.

~= GOT meets all conditions

precedent in a timely manner.

—- Appropriate technical assistance
personnel, training and resources from
collaborating entities identified and
provided to meet project needs.

o\



ANNEX F

AGENCY FCOR INTERNATIONAL DEVELOFMENT
‘NaASHINGTON, D.C. 20323

ACTION MEMORANDUM FOR THE ACTING ASSISTANT ADMINI 3STRATOR FOR
AFRICA

FOM: Carol Peasley, AFR/PD QWQ

SUBJECT: Togo - Health Sector Support for Child Survival PrOJect
§93-0228: Vehicle Source/Origin Waiver

Y. PROBLEM

a source/origin wriver from A.I.D. Geographic Code 000 (U.S.
Only) to 2.I.D. “eographic Code 935 (Special Pree World) is
requested to permit th: porchase of the below listed vehicles
and spare parts under ihe planned Togo liealth Sector Support for
Child Survival Project, 623-0228. The project i: scheduled to
he authorized in July 1987,

II. BACKGROWUND

A. COOPERATING COUNTRY: Togo
B, GEOGRAPHIC CODE: ‘ 941 and Host Country

. DESCRIPTION CI COMMODITIES: Two heavy duk:’ suspension
sedans, onc light-duty sedan,
one heavy-duty-suspension
station wagon, une four-wheel
drive off-road vehicle, plus
spare parts.

D. MANUFACTURER: Most probziiy Peugeot,
Toyota, Datsun, or Daibatsu.

E. APPROXIMATE VALUE: $84,000

F. PROBABLE SOURCE/ORIGIN. Togo, France, and/or  Japan

III. DISCUSSION

The Togo Health Sector Support for Child Survival Project
presently being designed, will develop two essential
prerequisites for improving the quality, availability, and
delivery of child survival services in rural Togo. The first

prerequisite is a planning, budgeting, and management capabilit}

-within the Ministry of Public Health, Social Affairs and Women's

Condition (MOH). To establish this capability a child survival
planning and coordination unit will be created within the MOH,
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The requested vehicles will constitute the unit's motor pool for
1se by the unit's staff to travel extensively--throughout Togo
and provide instruction in the preparation of standardized plans
and budgets. The second prerequisite is the establishment of a
"rural network for child survival® which will encompass all MOH
ruzal health faclliities nationwide and remote villages in the

Plateaux ani Savanes regions. The undertaking, monitoring,

and

supervision of these network-related activities will require

frequent travel by unit staff to remote regions nver rough

“errain. Frequent prevenilive maintenance and post-field trip
repairs will be necesgsary for project implementation success.,
Cown~-time due to insutficient repair facilities, lack of spare
pvezcts, or both, cannot 2e afforded -- especially in a project

such as this with a relatively short four year per;od to
implement numercns activities.-

. At present, no U.S. vehicle manufacturer is reprrsented in
-Togo, There is no distribution network of spare parts for
J.8.-made vehicles, nor is there a maintenance ané cepair

capability for them. Local mechanics are totally unfamiliac
with U.S. brands. 1In contrast, the French and Japranese vehicle

manufacturers have ectahblished dealerships, and their spare

varts and distrihution networks reach even the remotest regions
. of Togo. Local mechanics are experienced in maintaining and

repairing vehicles of these manufacturers

IV, JUSTIFICATION

Section 635{i) of the Foreign Assist&nce Act of 1961, as

amended, requires that all motor vehicles, to be eligible fo:x
A.I.D.~filnanced procurement, must be manufactured in the United

States unless special cilrcumstances permit a waiver. In
accordance with A.I.D. Handbook 1 Supplement B, Section

4024 (1) (b), special circumstances exist if thero is a present or

projected lack of adequate service facilities snd supply of
spare parts for U.S. manufactured vehicles. I'al=agation of

Authnrity No. 405 gives the Assistant Administciacors authority

to waive source/origin. requirements in this 1nstauce.

The information presented above establishes that Vehiclés with

spare parts availability and with reliable maintenance and
repair facilities in remote areas of Togo are essentlal to
successful implementation of this project. ‘It further -

establishes that there is no present or projected distribution

network of spare parts for U,S.-made vehicles in Togo.

[0
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¥. RECOMMENDATION
ror the reasons set forth above, it is recommended that you:

(1) Conclude that special circumstances exist which merit a

waiver of Section 636(i) of the Foreign Assistance Act
of 1961, as amended;

(2) Waive the sourre/origin requirements set forth in
A.I.D. Handbock 1, Supplement B, to permit procurement
of the above-identified vehicles. from countries
included in the A.I.D. Geographic Ccde $3%; and

.. (3) Certify that, in accordance with Delegati:n Of
Authority 405, exclusion of procurement of these
vehicles £rom the Pree World countries other than the |
cooperating covntry and countrizs included in A.I.D,
Gecgraphic Code 941 would seriously impede the
attainment of U.S. foreign policy objectives and the
objectives of the Foreign Assistance Prcgranm.

Approved: A/t;ézézzl——«__ -

Disapproved:®

" Datn: j/// [, £ ~
7 ﬂ, ' 7 e

"

CLEARANCES: \

AFR/PD/CCWAP : JHradsky =ML~ Date 29 /0

AFR/CCWA :MMeares (draft) Date &
AFR/DP/PAB:DWilson (dxaft)  Date _6/17/87
 GC/AFR:PJohnson (doait) Date 6/17/87

GL/ i :MRiedy (dcxaft}) 7 Date ;_6&1 37 :

SER/OP/COMS:iRGreen _ qyaft). Date 7
DA:4/AFR:ELSaiers % Date _75:/97'

AFR/CONT:RKing T G, Date L = 2521

DRAFTED: bLeonﬁ?R/PD/CCﬁA# :1647-90623:6,/19/87 1 AFS :3306K
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ANNEY I

PROJECT ANALYSES

1. INSTITUTIONAL SOUNDNESS AND ADMINISIRATIVE FEASIBILITY

The activities and interactions discussed herein alreadyv have receivred
at.cention in the Detalled Projcct Description and the Inplementation
Plan. This analysis will test the capacity of each participating eantity
to perform its intended functions, and the adequacy ol the project's
mardgement resources and processes to combiane participatiug entities’
contributions to realize cthae project purpose within the envirioned time.

One of the lnsufficisucies rthiz project addresses is the widely
ackwuowledged lack of planning, menagement, and budgetiig cavzeity within
tne Implementing Agency, the MCH. This insufficiency 1s being addressed
ty the creation of a Child Survival Planning and Cesidination Unit within
the MOH, indepandent of thz three Directorates but undzr thewrv policy
guidance, reporting directly to the Minister of Health. 3uccoriingly, the
crerent Minister of Health is not being assigned prirery iesponsibility

-

iwv managing project activitias: the Unit has this assignment.

The Unit, with the envisionad instituitonal placsmert ana the
euvisioned staffing, strengthened through lon~-term Lec»nical assisiance
perscuuel, will be capable of wanaging project activiiies and, at the end
of the project, will provide services viewed as indispensible by the MOH,
~¢ndering the MOH, througin it or a similar entity, able to continue
project act’/vities, It is anticipated tha™ the Unit Director will be
seconded from the Ministry of Plau, butl fiuanced by the Project, for the
1:%e of the project. However, the Unit's Coordinators are bcing provided
by the MOH, prefercbly ome frum the Direntorate of Public Health and one
from the Directorate of Social Affairs, so that by the end of the project
there will ke at least two seninr MOH officials with extensive in-service
training and experience in planning, budgeting, and ccordinated
management, Their new competeace will be applied initially to the
conduct of Child Survival activities, but Lt is expectad that eventually
thalr management skills will bz applied to the full range uf their
raspective Dirnctorates' concerns. The Unit's Coordinators will z2quire
skills of a high technical standard under the guidance of the llaalth
Planner and the Unit Director. Thece practical skills will be further
strengthened through the provision of a modest amcunt of off-shore
training and by two in-country management seminars for a better
understanding of the principles of mcdern management and planning.

Sufficient training and reinforcement has been provided to assure the
administrative feasibility of the early planning and budget excercises.
Participating MOH officials will receive intensive initial training, from
which they will take away standardized forms, detailed procedural

instructions, uniform costing indices, and a comprehensive reference
manual. A Unit member or one of the technical advisors will provide
on-site personalized assistance upon request during the first planning
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and budget exercise. The technical advisors will be in-:wuntry during
the 1ext two scteduled exercises to refine implementation Improve
reporting procedures.

The Health Ceuters 3upport Component's activities also ace belng
provided with sufficient, appropriate resources for adminisvrative
sour.dness. The 21 Prefecture Health Education Teams, comprisiag two
heualth officer Coordinators and a Peace Corps Volunteer is a MOH
initiative being undertaken because the MOH itself reallzes the
importance of decentraliziag heaith education. Becawse it is not a
superimposed effort, but one for which the }HOH is seeklug resources and
exrertise, project resources are likely to pe put to high, effective
use. Teams have been and will be provided with intensive trzining to
assure they understand their function and that they are well-versed in
Child Survival. Their creambers are technically qualified to 2xecute the
respunsibilities assizned to then under this projec: beczause they are
éramm from the ranks of public hiezlth workers who were basel at Health
Centers and because they have medical education ani experivnce. The
Teams can be expected to serve beyond this project fuw cwn raasons:
first, because they are part of a MOH initiative; and, srcomd  because
t“e planning and budget exercise will demonstrate theiv cust effective,
protuctive impact on the qualiry and quantity of hzaltu sarvice delivery.

Regarding the Outreach Netwurk Component, the Commuaity A:ents drawm
from the ranks of Social Affzi-s and Sanitati-s Agents, with extensive
experience in mobilization of communities in health related activities,
tepresent an institutional base from which Child Survival activities can
te administered. The existing community-based health dellvery system in
the two target reglons Is expected to ripresent ready access to
communities for the prefecture Teams which 1s not generally availabie in
t... other regions. It should b2 emphasized that Agents are not being
asxed to undertake technically sophisticated health intervencions, only
tc forge stronger linkages between the communities they serve and health
facilities, and to undertake health related activitiles not normally
provided by Health Centers, e.g., instruction in home-administered Child
Survival measures, adult literacy using health-related teaching
materialsz, “"clean village" campaigns, and education campaigns for
cemmunivry action against guinea worm. Under the project the Agents will
centinue to be prnvided motorcyeles and related support to reac: tlelr
slientela, Funds will be provided for community mobilization and
@duzation efforts relstineg co vaccination, ORT, and malaria treatment.
The mobilization/instruccional process to be used nas proved effectivz in
prior health development efforts in Togo. After this project, the
effectiveness of these Agents {demonstrated by the planning and budgeting
process) will act as an incentive to the MOH to retain them under the MOH
budget to continue community health mobilization.

The project's dual focus on planning/budgeting/coordination on the one
hand, and on rural Health Center strengthening and community outreach on
the other, is itself administratively and institutionally sound. The
first focus will establish a MOH management capability which will reander
the MOH a strong institution for the purpose of implementing Child
Survival activities by the end of the project. The second focus is
essential to laying the groundwork for expanded and improved rural

/70



service delivery for which the piunning and coordination efforts are
being undertaken. Making availaole these services w’thoeut infcrming

communities of their availabililty or in an unacceptable manaer will mean
low client us~ and unimproved Yealth status.

2. TECHNICAL

The techniques of planning, Ludgeting, and coordinatlion being taught
wder this project have been taught before to other groups iu Togo, e.g.,
under the AID-financed water and sanitation project where planning and
budgeting 1s practiced v th sustained satisfactory resuits. There is
reason to expect suceess with this project's venture as phased training
is being provided to rodevately sized groups of officials sicilarly
situated in the MOH., Ccastitueats of these groups i'ill have similar
tsterests and similar roles to play in the planning process. They will
be taught by experiencer technical advisors led by the Health Planner and
the Unit Director, alsc a trained planner, who have instructed similar
groups in developing cnuntries ia these techniques before. The teaching
materials, standardi-ed Iorms, and related materials will ne designed in
Togo in consultation with ¥MOH aud MOP personnel and excensively
field-tested to assure r-iev-.c2e to and appropriateness for the Togolese -
coutext. There will be emphuasiz in standardizing the teachiuz curricnla
and the forms to be filled uut 2r< on assuring that procedurzl
iustructions as to vhat information is to be pruvided om the forms are
clear. Only in this wav can comparability of information be assured.

It is foreszen that the planning and budgeting cycle will proceed as
follows. Training «111l begin at the Central level with three day
sessions for about 20 senior level officials (Directorate and Divisicz
Chiefs) aad teo addivional days for uhout 20 senior operaticnal staff who
«will have attended the {irst three days with these chiefs. Then a two
day session will be held in Lome for about 15 regional cfficrals.

Shortly thereafter four day sessions will be held in each of the five
regions for the 21 Chief Doctors in the prefectures and the trafecture
Health Education Team leader (total of 42) plus 2 small number of cther
appropriate personnel depending upon local operations.

Poreseeably, there could be a significant interval betwren this tiered
training and the official directlve to begin the planning aud budgating
exercise., It is reasonable to expect that the exercise will proceed
satisfactorily, however, because trainees will have been zisen
standardized forms to submit to the Unit, and also supplied «iti manuals
and procedural instructions replete with directions on completing the
forms and executing other required activities. It is anticipated that a
substantial number of participants in the process will aeed personal
assistance, especially during the first implementation of the exercise,

and Togolese and expatriate Unit personnel will be on call to travel
where help i required. .

Once adequately completed forms have been submitted to the Unit by the
21 prefectures, technical assistance personnel will guide their

counterparts in organizing and analyzing the information, reconciling
discrepancies between demands and resources, and ranking the demands by
priority. The next stage will be a negotiating dialogue among the
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Ministries of Health, Plan, and Finance, during which Health will set
forth its Child Survival progisnmatic recommendations and atiempt to
secu*e mora resources for Child Survival activities. The resulting
counpronises and accomodations will be used to formulate £incl
recommendations to be passed to higher leveus for decision. \fter the
decision is published, MOH participants in the planning budpeting
exerclse will be convened for on: day of reinforcement training involving
recspltulation of how the process operated, empirical szplanation of
varlous actors contributed to the ultimate decision, and suggections for
improving the next year's performance., There will be two recapitulation
exercises, one for national and ene for regional level personnel, and one
session in each region for prefecture-level persomnzli in that region.

The training, reinforcement assistance, and recapitriatien
instructions, and the guidcd rejetition of the cycle thcee times
throughout the life of ttes projecet will institutionzlize the undertaking
of the exercise for Child Survival activities. Demonciratioa of the
effectiveness of plauning, budgeting, and coordinaticn for -he important
g-oup of health cfficlals will cucourage their application t¢« the full
range of MOH e¢nncerns. By the end of the project <ufficlent numbers of
MOH personnel will have thne requisite training and expevier.e in the
velavant cechniques to effect this broider application.

The strengthening of Health Centers and establishment o Chili
Gurvival outreach networks also is technically fezsible in Togo if
urdertaken as discussed in the Detalled Project Des:rintlon, i.e., using
in-place persovnnel and structrres which have proven atilities and a high
degree of GOT support. Tinder the Health Centers Support Componszat, Teams
will not be trained in esoteric technologies but vzther instructed in how
to assure 3appreclatica ard increased use of technologies of proven
effectivenecs in rural aveas of developing .ountries., As trainers >f
t-ainers they also will be tralued in the deliberate, phased transfer of
taeir instructionzl role to Public Health persrmnel whu have the
tachnical cnmpetence to assume this role. The Qutreach Network Ccaponent
bas had reasvnable success in introducing home-prepared ORT. Similar
success can be expected for the planned vaccinzcion and malaria
activities. Community Agents have successfully undertaken adult literacy
with health related waterials, guinea worm control, and fund raising for
health services programs. Thelr current professional background equips
tnex for infoiming communities about Child Survival benefits und about
wnat can be done to obtain them. Community Agents will explors self-help
measures, similar to already working village collection schemes for pump

repair, which will permi. viliages to organize for availing themselves of
health Center se:vices.

The above discussion establishes that the training content and
methodologles, and the techniques and technologies envisioned for project
use are appropriate to the Togolese context and will be predictably
effective in contributing to achievement of the project purpose.

3. ECONOMIC

This project seeks to asslist the GOT to plan and deliver Child
Survival services in a rational and cost-effective way by: improvement
of the MOH's capacity to plan, finance and coordinate Child Survival
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activities; and inform rural pcpulations of Child Survival techaologies
available from & more responsive public health delivery system. Long
range benefitc of such a project are difficult to measure aud the
e.onomic analysis will study the relative cffectiveness of tle differeat
cowponents, largely in qualitative terms.

‘he analysis views the public health delivery system in the terms of
inadequate supply of services (misallocation of resources, inadequately
ttzined staff in cost-effectivs Child Survival techniques, etc.) and poor
demand for those services that ave available (inadequate information
about health problems and treatwment, perceived unrespcusive public health
sy-tem, etc.). It takes inco account Togo's financial limitations by
YJazing health delivery or strengthening existing stiuctures, with the
exception of the planning/%udg.t unit, and iimiting significan. recurreat
cont inputs to improving the mobiiity of field health agents (motorcycles
and related costs). Cost of coumodities to support d=livery of health
services (vaccines, zhloroquine, ete.) will be provided outside the
project. The analysis of the twu major project components £ullows:

a, Planning and Budgeiinz Compounent

This component sceks to improve the allocation of 10H's resources,
orly for Child Survival activities but public health services iz
ueneral. A total of 105 perscns will be trained Za planning and
tudgeting at an average cost of $250 per person. This iacludes techalcal
advisorv services devoted te tals component bLut not c¢Ef-3hore trzining

wrich is programmed for wider level of understanding of the principals of
olanning and administration.

not

Direct benefits identified undex this ccmponest imclude:

~— MOH personnzl (105) trairved and practicing proper plauning and
budgeting procedures based upon a Child Survival strategy;

== improved resource allocations as trained >fficials will be better
able to identify needs, deternine cost of resources needed, and present
reasonable budgets which are more likely to obtain budget allocations;

- improved supply inventory systems in the fleld so commodity needs
are more accurately estimated., This will lead to fewer shortages in the
£ield and closer lnventory control ar the central level; and

=~ improved é2nor coordination which will lead to increased awareness
of activities of others to ensure resources are allocated for priority
health problems and effeciently administered.

Indirect benefits of this component Include:

—— increased proportion of the national budget allocated to the health
sector due to improved ability of MOH to plan and manage funds. Between

1983 and 1986, the health budget fell by nearly 11 percent in real terms,
while the investment portion of the health budget fell by nearly 41
percent. In the same period, real per capita expenditures fell by nearly
19 percent. Unreallstic budget presentations and perceived poor MOH
administration of resources that are provided are reasons given /;:5



for the decline of ﬁealth's share in the national budget. It is
snticipated improvements in thz credibility of the #FH's annual budget
and planning process will briaz back the nealth share of the planned GOT

budget to Lhe mid-1980 levels =f 7.0 percent as compared to 5.77 percent
in 1986,

-~ lncreased cooperation between donors and MOH, along with better
administration, will result in higher levels of donor assistance directed
tu high priority Child Survival programs.

There are nc¢ reasonabie alternatives readily availatl: ror improving
thie budget and planning can-city of the public health system in a short
nariod of time. For ezarole, MOH personnel could be sent t< the U.S. to
1iarn planning and budzeting, bur it is unrealistic to expsct sufficient
nouhers of required staff would be available for the requircd time and
coat.s would be prohibitlire, A limited number of MOH officials, key to
the budget/planning process will be provided short— to long-tera training
in chese fields, but only in niambers sufficient to provide a core of
trained staff needad to provide professional expertise in *he MOH.

In the short time ~1llgo.atedl to develop a capacity to pplaa and
budget Child Survival activities cn a natlonal scale, the grurect
approach of on—the~job training iz che field, using well prepared
justructional and standard reporting waterials, and similar on-the-job
training, supplemented withn limited, off-shore basic theory e¢ad
arofessional traianing, for the central level will produce the esgerce i

such a system within the existing structure at a minimun cost due to
Jisruption.

b, Health Centers Support Componesat and Qutreach Network Component

Trese compcaents address the problem of weak demanl 2¢-l inadequate
supply in the delivery of Child Survival services.

Each of the 21 prefectures are rerviced by a Prefecture Health
Education Team consisting of a Health Coordinator, an Assistant
Coordinator, and a Yeace Corps Volunteer. The Teaws are expected to
better inform communities of Child Survival-related health problems znd
how they can be addressed, improve relationships betweeu the communities

and Health Centers, and tvain heslth workers in Child Suzvival techniques
and community relatiouns.

In two reglons where community-based health delivary systems are in
place, already trained Agents will be used to extend Chilé Survival
techniques (vaccination, ORT and Malaria control) to villages and
collaborate with the Teams. These Agents will generally promote and
inform village populations of Child Survival technliques available at

Health Centers, and, to a limited extent, instruct in the practice of
home-prepared techniques.

(3) Benefits

~— The population will be informed of Child Survival-related
techniques, will have more confidence in the delivery of these services,
and will avail themselves of such services at a rate of 50 percent higher
than the current rate by the end of the project. //
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-~ The remote arez populution in the two target reglcmns ls3
estimated to number 250,000 povsons. This group will have access to
hone-preparad techniques in ma'sr Child Survival interventiors of ORT and
malaria control, a better krnuwiedge cf why and where to seek wore
supnigticated health care, and better acceas to Health Cente.s.

-- Approximately 30C Healun Centers will be providing Child
Survival-related services in al least the three interventions of

vaceination, ORT, and walaria control in an effective manner responsive
to community needs.

-— Approximately 1,300 health workers trained inm basir IEC,

cemmunity development end Child Sarvival skills, and deliverying such
gatrvices,

(4) Alternatives
There are two auwproaches to an analysis of this comp~nent:

~= one'ls to exten’ the cnireach of the Health Centers into remnte
reglions. Under the EPIL nrogram this was attempted with each rrafecture
provided a mobile vacriratios unlt, but discarded due to expease and
lugistical problems in maintaining suzh a system. The apprcach in use
row is to lacreazse the ~umter of vaccination posts, at Health Centers,
7.1d furnish bicycles to i{ncrease cosmunity outreach capabilities.

tresent system is withia the capabllities of the MOH, but has only
1imited outreach.

The

=— lhe s2cond option is to place the burden on the population to
use the facilities of Mealth Centers. This approach has the advantage of
the comuunity sharing in the cnst of its health care and leszgus the
burden on the government of providing it. However, it assumes the
population is aware of a particular healin prcblem and the need for
trcatment, 2nd a talief that people can be adequately treated at a fixed
1ealth center to offset the cost of reaching the facility. The existing
community-based health delivery system in two reglons has demonstrated
<hat communities are willing to pay for the cost of main*aiaing a porable
water source (generally a pump set) for a source of clean water.
Properly informed, it is bellieved the same villagers wou'd he willing to
pay the cost of treatment of Child Survival-related illnzu.ses. Another
example of community cost sharing for health services are sowe ruccessful
examples of village pharmacies, community construction of healich
facilities and staffing with first-ald personnel, etc. These tend to be
isolated incidences or pilot projects, but indicate cosi-sharing of
health care is an option (consistent with official GOT policy). Costs
for access to fixed centers is relatively modest (about 50 cents for a 20
kilometer trip or about the average distance between a remote village and
a Health Center), and this cost could be lessened by the community
sending a group for vaccinations for example. In this case, the issue is
whether the use of Community Agents is the most cost-effective means
available to achieve better Child Survival services for communities.

s
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(5) Costs

The major cost for the Community Agents system is the wobility
element (motorcycles and related expenses), cud it is a recur-cnt one.
However, any alternative to the existing system of Community Agents would
incur the same costs, as roads are poor and distance loug, making
bicyeles an unrealistic option. Estimates range from 3-5 kilometers as
the maximum range for effective health coverage from a Health Center by
hea’th agents. Other donors, svch as the Volontaire: du Progres, have
chosen to work directly with Health Centers to provide better access to
services, such as village pharmacles, with high investmants in expatriate
assi.tance (two French volunteers per prefecture in two prefectures have
established 40 functioning village pharmacies) due to the sustained
effort needed to mobilize commurities (the French volunteers c¢stimate it
takes 6-12 months untll & village pharmacy is operating effect.ively).

The swproach taken by this project 1s to use existing MOH aystems for
mouoilizing distant coumunities, provide appropriate :=2chnical training
ard oversight for mobilization of :ommunitles in specific Child Survival
campaigns, and seek reasonable solutions for meetirng the cost of wobility.

lhe Prefecture Health Education Teams subcompon.euns !'s difficult
tv cunalyze 4s 1t is a relatively new attempt to improve the community's
access to Child Survival servic=s available at Health Centers. The need
for better community access to nealth facilities hao been expressed in
puilic by the President. The health education team approach began in
1985, buc nover really btegan t. function until 1986 when Peace Corps
support began (PCVs at SNES, s:aff training, teschiug materials and other
vupport) in nine prefectures. Current plans are *o have 10 prefectures
participatiirg in the program by September 1987 and ail 21 a year later --
with a BPCY hozoming a full-time mercber of the team on the cfame schedule,
A major obstacle has heen a lack of mobility (only the five Teams
2oilaborating with Community Agents in the five pilot prefectures in the
project's target regions are provided motorcycles at present). The
ennaomic justilication for the provision of motorcycles 1s the same as
that for providing motorcycles to Community Agents. Distaaces are
shorter for the Teams but coverage is extended to more communities cather
than a selected few. In addition, early reports on the effectiveness of
collaboration between the Teams and Agents have been very positive. To
focter the cullaberation of Teams and Agents it is important that both be
similarly supported, including motorcycles and related expenses. To do
otherwise would be to encourage a differentiation betwean the two when
goals are much the same ~und wutually reinforeing. In practice, SNES has
strived to encousage multi-donor support for its programs, e.7., CCCD,
Peace Corps, and UNICEF have been major supporters of extension of health
education into communities. This coliaboration is expected to continue
and the most important element of this project's support is expected to
be technical advisory services in IEC and the cnordination role played by
the Unit in obtaining a broad range of assistance for the program.
Direct project support, beyond institutional strengthening, is more of

financing of immediate needs as opposed to sustalned support for the
program,

This project meets the criteria of cost effectiveness by
supporting institutional mechanisms with, for the very large part,
required resources already in place or within the capability of the MOH

to sustain. . //é?
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4. FINANCIAL

A, Methudc of Implementatitc and Financing

Preoject Element Impiementation Financing Amount

Technical Assistance

Yajor TA Contract AID Direct Contraect Dir. Reim. 3,296
PS% AID Direct Contract Dir. Reim. 330
fraining (US tAs & in~

country Mgmg.Seminars) AID Diract Contract Dir. Reim. 280
Vohioles AID Direct Contract Dir. Relu. 84
Cormodities AID Lirect Contract Dir. Reim. 15
Construction aID Morect Contract Dir. Lein. 100
Local Op. Exps. Host Country Dir. PT/Cash 155

Cenad. Unit Advance
;valuatioﬂ AID Dlrect Contract Dir. Reim. 175
Audit AID pirect Contract Dir. Reim. 30
Contingency To be determined To be 33
detarmined

B, analysies or Financing Mechods

All financing as proposed above for the project utilizes the
preierred methods of financing.

C. Assessment of Contracting and Financial Management Capability

No host country contracting by the Ministry of Hezlch ias

anticipated. Therefore, wo host country contracting assescuent will be
undertaken.

It also has been determined that an adequate system of accounting
2nd contvol, which already satisfiles the requirements of the Payment
Verification Policy, will be used by this project, and that accordingly
an assessment of host country financial management capability will not be
required., This determination is based on the West Africa Accounting
Center's familiarity with the successfully operating accounting system
ecurrently used by the Rural Water Supply and Sanitation Project and on
the fact that the GOT must agree in writing to use this system and the
personnel now operating it as a condition precedent to disbursements to
finance local costs., GOT management of local costs is limited to the
pericd before arrival in Togo for contractor-flelded Long~term technical

assistance personnel. During this time, periodic advances will be made l,:},



to the Unit. In 1984, the public accounting firm of Akintcla Williams
performed extensive systems work and training to briang ilac project's
acciunting system into compliaace with the requirements of the Payment
Verification Polley and to assure that proiect accounting p2rsonnel were
isnlementing the system in accordance with the Policy's guidzlimes. The
system and its persozrel have bean working satisfactorily eince then and
ire Mission has been uncompromicing in assuring continued compliance.

D, Audit Requirements

Provision is made in the bhidget to finance an audit. The audit

will be through a contract fer 3 non-federzl audit unmaer the auspices of
the Inspector Gemeral.

E. Controller Statement

This projzct paper has teer reviewed by personnel of the West
Lfrica Accounting Ceanter. The counsiderations of payment vecsification
bave been adequately addressed and the Controller at REDSO/WAAC approves
the methods of implementation and financing contailucd theress.

5, SOCIAL SOUNDNESS

This project has numerous sociocultural strengths. First, it has
been designed to take into account the need cf the pr.a

.Yy §TOUPS oL
envisinued direct beneflciarier. Second, it has beexz desigred to assure

iutense, continuing benefiziary participation. Tna Unit is one mechanism
for assuring this participation. The two community outreach groups are
another, T2 strengthening of existing inatitutions speciiically
responsible for carrying out the cbjectives of the project is anothar.

This projecr will have a positive impact on 2 growing urban
migration trend because it tends to equalize the accessibility and the
qua.lty of heaith care in rural and urban arear. Its scopez is
nationwide, with regional emphasis regarding rzglons have been kept to a
minimum as the existing health system is being usaed. It has been deemed
preferable to incorporate an existing community outreach system,
functiening in only two of the five regions, on a demonstraticn basis as
ii 13 expected that its success will lead to replication under <cilir
iunor sponsorship in other regions.

In general, the project has been designed to be compatible with the
soclocultural eanvlironment in which it will be implemented. It does not
Japrive some groups to benefit others, nor create new structures which
would fit clumsily with present activities. To the contrary, present
entities and theltr existirg personnel are being ctrengthened.

Contributing to this sociocultural feasibility and to the general
soclial soundness of the project is the fact that benefits and components'
activities are interrelated and build upon each other so they are
cumulative and synergistic. The same principle operates over time:
benefits yield benefits. These phenomena accrue in large part because
the project does not reinforce institutionalized dependencies but assists
the Togolese 1n helping themselves. //%Z
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This analysis has two najor parts:

a. Project Reneficiaries

Project beneflciaries are numerous and widesp:'cad. In the short
run, direct beneficlaries consist of the following groups:

—— the Unit Dircctor and two Unit Coordinators who will receive
lateasive in-service training;

~— MOH officials recesving planning and budgeting trainiag,
totalling about 105;

== up to two MOH offinlais receiving U.S. MA degrees;

== up to one hundred MO:' personnel participating in maunzzement
seminars;

~—- the SNES Prefecturs Hzuiith Education Teaw meabers who will

receive training in placuing aud budgeting and in specialized Child
Survival areas, numbering 42;

-= 120 Community Agent's and ansther 15 supervisory staff and

ceglonal soclal affairs directors, trained and supported in varying
degrees; and,

-= 1,300 rural-based staff of the Directorate of Puol‘c Health and
400 Reglonal Social Affalrs personnel participating in prefecture-leve..
project activities, numbering about 1,700,

These shcri-run, direct seneficilaries total about 2,435,

In the short-run, indirect beneficiaries include:

-= about 1,250,000 rural Togolese receiving improved Child Survival
service delivery from Health Centers;

== the conservatively estimac.d 250,000 contacted throuzh outreach
netwotk activities, of whom at least one-third are estimated to put into

. practice some of the Child Survival and community self-help rocbniques
they have learned;

-- students in medical training institutions who have a modern

facility, with up-to-date equipument, to learn and practice Child Survival
techniques;

-— colleagues of the 105 MOH officials receilving plamning and
budgeting training who will become familiar with the process by
participating in and observing it; and,

-— the total population of about 3,000,000 who receive Child

Survival~related messages via mass media pursuant to project-sponsored
IEC activities, / C?



In the long-run, indirect beneficiaries include:

-~ the total rural Togolese population numbering about 2,175,000
vilch benefits from better access to improved delivery and quality Child
Survival services accruirg from regional planning and coordination; and,

== the 40 percent of the rural population in the Lhree regions not
participating in the Community Agents subcomponent which in turn will be
contacted by similar activities modeled on this project's activities
under the sponsorship of other donors, estimated at 4CC,000.

b. Spread Effect

This project's spread effect accrues from a gcosbinaticn of
tactors. The most obvious is the IEC effort that wil. be urdertaken,
including mass mediz, printed maztorials, and field worker-trarsmitted
messages. Planning, budgeting, ind =~ especially ~- coordination, will
maximize diffusion of Child Suivival information and sarvices throughout
oo, and will promote disscmination to areas of post uigent need.

3. cause the management skills acquired during thic project for
zpplication to Child Survival ara 2ffective and interchangeable, their
application can be expected to wyread to all endeavors witasun the MOH
domain. As a consequence, service quality and delivery wil” improve
rhroughout the health sector. Regarding outreach activities, the
Community Agznts model has been shown tu te replicable and its expansion

aud duplication willi be eucouraged by project—sponsored cocvdination
efforts.

6. ENVIRONMENTAL

The institution building, ¢raining, Child Survival and family
planning activities meet the criteria for Categcrical Exclusion in
accordance with all or portions cf Sections 22 CFR 216.2 (e)(2)(i), (¥},
{(viii), and (xiv), 4nd have been excludad (Aanex G) from further review
because they will neither directly affect the environment aor have a
significant adverse impact on the environment.
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ANNEX J

IMPLEMENTATION SCHEDULE

The following scenario sets targets and assigns responsibility for
completion of implementation actions which will have to be met to achieve the

project purpose within the envigioned 1life of project. Numbers in parentheses

specify project months within a quarter when estimates of this level of detail
might be helpful.

PERIOD ACTION

RESPONSIBILITY
PRE~IMPLEMENTATION:
PIO/T for US—procured Technical Assis. Mission
PIO/T for US PSC for Agents' Assistant. Mission
PIO/T for Togolese Teams' Assistant. Mission
Nomination of Unit Director and of 2 MOH
Unit Coordinators, GOT

FIRST QUARTER, MONTHS 1-3:

Project Agreement Signed (1). GOT-Mission

Unit Organized—-Unit Director & 2 MOH Unit
Coordinators seconded (1). GOT

Unit premises procured/equipped (1). GOT & Mission

Advisory Board organized, Chairman
degignated (1).

GOT(MOH)
RWSSP Accountants & Support Staff engaged for
Health Sector Child Survival Project (1). GOT Contract
Procurement process of long-term tech.asst.
services from an 8A firm initiated. AID/W

Agents' Assistant PSC signed (2). Missiou-REDSO/WCA

Teams' Assistant PSC signed (2). Mission-REDSO/WCA

Child Survival Commission organized, &
President designated (3). Unit/Board Mission/both
: Assistants

SECOND QUARTER, MONTHS 4-6:

RWSSP capital assets transferred (4), GOT
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Teams' and Agents' Assistants begin services

Advisory Board meets twice, to continue

meeting at least twice a quarter throughout
this project.

Commission meets twice to continue meeting at
least twice a quarter throughout the project.

Agents' first refresher courses in community
mobilization, to total about 15 during the
project.

Four Child Survival Field Days held to total
about 45 during the project.

THIRD QUARTER, MONTHS 7-9:

Long~term tech. assist. contract signed (about
7).

ETA Health Planner (9--to stay thru 44).

ETA IEC Specialist (9-~to stay thru 44).
Teams' training in communications skills for
enhanced interpersonal & community relations

beings, to total about 15 l1-day sessions per
Team during the project.

Teams' training in coordinated planning & imple-

mentation of health activities begins, to

total about 15 1-day sessions per Team during
the project.

FOURTH QUARTER, MONTHS 10-12:

Ten Year Policyé&Strategy Paper drafting begins.

Planning/Budget materials & standardized forms
preparation.

Planning/Budget materials & standardized forms
field testing begins.

Format for Collaborative Protocols drafted.

FIFTH QUARTER, MONTHS 13-15:

Ten Year Child Survival Policy & Strategy
Paper promulgated.

Both Assistants

Board

Conmission

Agents' Assistant

Agents' Assistant

AID/W

TA Contractor

TA Contractor

Teams' Assis. & IEC
Specialist

Teams' Assis. & Health
Planner

Unit,Senior/Advisor/Planner
Unit,Senior Advisor/Planner

Unit,Senior Advisor/Planner

Unit,Senior Advisor/Planner

MOH/MOP/President
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Planning/Budget Training begins with the
following Indicative Scenario & suggested
locations:

Nat'l.~Level Directorate & Division Chiefs,
3 days (early 13): Lome.

Nat'l.-level Operational Staff 3 above days
plus 2 more days (early 13): Lome.

Regional officials, 2 days (mid 13): Lome.

Prefect—~level
4 days (late

Prefect-level
4 days (week

Prefect—-level
4 days (week

Prefect-level

personnel, lst region,
13): regional capital.
personnel, 2nd region,

1, 14): regiomal capital.
personnel, 3rd regionm,

2, 14): regional capital.
personel, 4th region,

4 days (week 3, 14): regional capital.
Prefect-level personnel, 5th regionm,

4 days (week 4, 14): regional capital.

Child Survival Inventory finished.

Participants leave for US Masters trng.

Teams' and Agents' Child Survival trng. pur-
suant to Collaborative Protocols begins, to
continue throughtout the project on an “as
avallable basis”.

SIXTH QUARTER, MONTHS 16~18:

Directive to initiate Planning/Budget GOT
exercise (early 16).

Reinforcement Assistance to preparers: Up to 2,
5~day trips to each region if needed.

Plan/Budget materials submitted to Unit
(end 18),

Child Survival 8 Year Trng. Plan finished.

SEVENTH QUARTER, MONTHS 19-21:

Analysis of planning/budget

materials,
submitted.

forms

Unit,Senior Advisor/Plamner
IEC Specialist, Collabora-
tive Agencies, Short-term
Tech. Asst.

Unit, PSC, Commission Coll-
aborating Agencies/Short-
term Technical Assistance

Mission, Unit, MOH
Unit, MOH entities, other
organs. such as CCCD,

UNICEF, Donors, PVOs,
religious organizationms.

GOT

Unit, Long~term tech. asst.

Nat'l., Reg'l., & Prefec-
ture MOH Personnel

Unit, PSC, Collaborating
Agencies, Short—-temm tech.
asst.

Unit,Senior Advisor/Planner
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GOT negotiations for funds allotment to MOH. MOH, assisted by Unit

Director and Senior
Advisor/Planner

Recurrent cost/sustainability study. Unit,Senior Advisor/Planner
Short-temm tech. asst.
Mid~-term evaluation Short-term Tech. Asst.,
REDSO/WCA, Unit, Mission,
Long~term tech. asst.,
PSCs, collaborating

Agencies
EIGHTH QUARTER, MONTHS 22-24:
Announcement of funds allotment——to MOH inter—
alia. GOT

Follow=-up planning & budgeting recapitulation
sessions~~l-day ea. nat'l. reg'l. (both in

Lome), & 5 Prefectures (in respective reg'l.
capitals. Unit, Long~term tech. asst.

NINTH QUARTER, MONTHS 25-27:

Solicitation of A&E Services for construction of

2 Child Survival Demo. Centers. Mission

Mid-term audit (25). Financial Management IQC

TENTH QUARTER, MONTHS 28-30:

Construction completed of 2 Child Survival
Demonstration Centers. Construction firm, ASE firm
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PROJECTIONS OF SUBSEQUENT ACTIONS UNDER PLANNING AND COORDINATION COMPONENT

ACTION ESTIMATED TIME RESPONSIBILITY
2nd Directive to initiate Plan/ month 28, 10th Q

Budget exercise. GOT
Plan/Budget materials/forms month 30, 10th Q

submitted to Unit., Nat'l, Reg'l, Prefecture

MOH personnel

Unit analysis, recommendation month 31, 11lth Q

drafting. Unit, Senior Advisor/Plamner
GOT funds allocation announce-= month 33, 1lth Q

ment. GOT

Recapitulation session (1 day 12th Q

each Nat'l, Reg'l, 5 for

prefectures).

Unit, Senior Advisor/Planner
3rd Directive to initiate Plan/ wmonth 40, l4th Q

Budget exercise. GOT
Plan/Budget materials/forms wmonth 42, 1l4th Q Nat'l, Reg'l,
submitted to Unit. month 43, 15th Q. Prefecture MOH
personnel

Unit analysis/recommendations moanth 43, 15th Q.

drafting. Unit, Senior Advisor/Plamner
GOT funds allocation amnounce- month 45, 15th Q. GOT

ment.
Recapitulation session (1 day 16th Q

each Nat'l, Reg'l, 5 for

Prefectures). Unit
ETD Senior Advisor/Planmer. end month 44 Long-term tech.

asst. contractor

ETD IEC Specialist. end month 44 Long~term tech.

asst. contractor
FINAL EVALUATION AND AUDIT SCHEDULE

Final evaluation. month 38, 13th Q Short-temm tech.asst.,

i.e., preceding end REDSO/WCA, Unit, Mission,
of service of both Long-term tech. asst.,
Asgistants Collaborating agencies.
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PERSONS CONTACTED

Sharon Capeling
Deputy Director of CUSO

reter Delahaye
Representative UNICEF

Nancy Michelsen
Rza2presentative CRS Togo

cthlyn Lloyd
~rogram Director CRS

“rs Hamel
Dicector
fo.nunteers of Proyress (French)

vrmanuel Mbi
lesident Representative
nworld Bank

el Williams
#2alth Education Trainer
¥HC Regional Training Center

Amcassador Korn
‘JS Ambassador to Togo

Marc Baas
NTM American Embassy

“yron Golden
A I.D. Representative

Barbara D. Howard
A.1.D. Program Officer

Robert Nicolas
Teace Corps Director

Mra Bva-Maria Wiese
UNFPA Representative -

Dr. Eben Moussi
Representative WHO



srof., Aissah Agbetra
“inister of Public Health,
Social Affairs and
wosen's Concdition

3ini Kilim
Director Of Cabinet
¥inistry of Health

¥rs Aminata Traore
Attache de Cabinet
Seccial Affairs and

Women's Conditions

fcna Tchao
attaché de Cabinet
Public Health

br. T. Houenassou-Houangbe

Director General of Public Health
Ministry of Public Health

Jr. H.A. Gayibor
Zrief of Nationgl Malaria Service

Mrs A. Aithnard
Director General of
Women's Condition

3r. Tchasseu Karua
Cirector »f Epideniology
vdational (wordinator CCCD Projectk

" Dv. Komla Mensah Siamevi

Chief of National Health
Eiucation Service

Dr. Barandao Bakele
Assistant Dir. Gen. Public Health

Mrs Takouda Nignigaba
nssistant Director General
women's Condition -

Mrs. Laban ayawovo
Director of Division

Family and Child Protection
Social Affairs. :
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tudews B, Flsima —
(wief Division Wom,en‘s Education
v.omen's Condition-

Joe Naimoli

Peace Corps Volunteer

National Health Education Service

sl:atombe Ouro-Bawinay

:t ional Coordinator

a0 Rural Water Suppiy and
>anitation Project

bt

Elan Malina
wzchnical Advisor RWSS
rcakpame

Rotert Deutsch
T=chnical Advisor RWSS
Dapaong

Louis O'Brien

Technical Advisor

T<gC Rural Water Suprliy uic
Sanitation Project

Mz. Mensah

Director

Tagolese Asscuolation for
Family Welfacre (A'TBEF)

Mr. Agbo

CONGAT

virginia Yee
International Hutrition Unit
LTS Corporation

Xate Kokou
Cirector General
Social Affairs

“r. Nenonene
Chief - National Sanitation Szfvice

Prof. A, D'Almeida
Studies Coordinator
w430 Regiogal Trg Center

Prof. Kossi Assimadi
Dept. of Pediatrics, CHU



e
Agba-Tadjali Akoleum

nircector Division of Commurnity Dev,
S:cial affairs

Mz, Kolani T. Beithien
Ccnmunity Development

Dr. K. Houngues
Ministry of Plan and Mines

Mr .Edorh

Regional Director of Sanitation
Plateaux Region

M:. Kassime .
Regional Supervisor RWSS
Ssvanes Region




ftakpame:
¥“r. Sokode

Regional Director
social affairs

Mi. Madijome
Regional Supervisor of RWSS
and Social Affairs

“r, Adodo
~egional Supervisor for
Literacy/Social Affairs )

“rs Akogo .
social Promotion Agent
sucial Affairs

“r. Hessou
Social Promotion Agent
social Affairs

e. Ketoglo
~srmer Regional Director
sacial Affairs

Notse:

- -

ir. Deglo
Mmedical Assistant
Notse Hospital

Mr. Kessi
Chief Sector
Social Affairs

Mr. Gbloknor
Social Promotion Agent
Social affairs

Mr. Tata-Deki
Sanitation Assistant

Mr. Kpeliti .
Ssci1al Promotion Agent
Sorial Affairs

Mr. Yata
Prefect of Notse Prefecture



ANNEX L -

SCOPE-OF-HCKK

Prefecture Health Education Teams

Supervision .3 ‘Ch'ef Medical Officer c¢f the Prefecture

Technical Support: MNational Service for Health Educaiion {SNES)

1. Area of PeBpOnaibiliL"‘ Community Mobilization for Child Survival (50
percent) - In ecollatoration with village leadership and Village Development

Committees, the Health Education Coordinator, the Asslstant Coordinator and a
Peace Corps Volunteer will:

A.- Plan and ifuplement surveys of mothers' practizes upon the onset of
childhood fever aad diarriea, and in preventing infectious diseases.

B. Plan and impiement a serles of "focus group™ luterviews with mothers
to discover the raassons for the practices inventoried in "A”" above (i.e.,
knowledge, attirudes, b~rliefs, prior experiences, etc...

C. Utilize chr da%a collected in "A" and "B" atove to design, implewnent
and evaluate g mi~iuun of two and maximum 3£ three health educatioan
“campaigns” basei upor the following interventions: ~accination, oral
rehydration therapy and presemntive rreatmeant of feves: rith Chloroquine.

camapigns will e conducted in two “focus” villages over a two~-year
perlod with difiusilon to surrounding villages. Each “focua” village will be
located withia a three kilomter radius of a "fixed site” service delivery
post. A "flxed site” is a rural health post with & regular supply of cold
storage vacclpes, oral rehydration salts and chloroiuaine.

2, Area of Pesponsibility: In-service Trsining in Patient Health Educatiocu
for Child Survival in froutline health persomael (40 ::rcent):

In collaboration with the Chief Medical Officer ¢f the prefecture aund
staff of the National Service for Health Education, teams will:

A. Co-facilitate reglonal workshops of the national in~-service training

program in health education for all categorles of health gervice delivery .
. persounel.

B. Organize, lmplement 3od evaluate prefecturas worksheps in patient

health education for child survival for all categorien of frontline healih
personnel., :

C. Visit a sample of persoanel trained during these regional and
prefectural workshops on a regular basls at their work sites to assure the
application of training in the fleld with the target population.

D. Pretest all educational materials and visual aids developed at the
National Service for Health Education.

E. Participate in any and all evaluations of the in-service training
program at reglonal and prefecture levels,

-
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3, Area of Responsibility: Team Projects in Priméry Health Care {106
percent) m— .

All Prefecture Health Educatlion Teams are encouraged to develop new or
strengthen exlsting health education components witiin on-going primary hzalth
care programgs in the fields that address areas of patticular coancern to the
prefecture. Examples of such areas include: growtu monitoriag,

breastfeeding, birth spacing, guinex worm control, village pharmacies, echool
health, etec.
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"PROGRAM ZISCRIPTION

CHU, Lox=z
© Surgery i>r CHO
! project rs2asutfe R
- /£0lle- up =

CHU. Sub Total

L]

vaccinaz:on
Vaccinazidns .
EpPI - :
Endemic iseases

Immunizzzion Sub Total
" Anti-diz:zcheal (ORT)

" Mother i hild Health
Mother ‘& thild (PMIX)
Infant ¥:octality
School Frarmacies
School (ridwives

& Med. isst.)

PHI Su:z Total

Health Isio. & Ed.
dealth I:.:cation

Nat. Sch::l Med. Asst.

Health e:.cation
‘Hlealth e:.cation (SNES)

DONOR DURATION
BAD/NTF
Germany
Germany
OMS
PNUD/USAID 1986—1987
UNICEF 1985-1988
UNICEP
UNICEF 1995-1988
oMS
UNICEF 1985-1988
UNICEF 1985-1988
UNICEF 1985-1988
UNICEF
ous
Peace Corps 14680~
RFA Vol. 1975-1984
UNICEF
UNICEFP 1985~1988

% Healtr Zducation Sub Total

QKL

TOTAL

6,500,060

6,500,000

re

249,000
176,000
350,000

769,000
4.4,000

90,000
238,000
106,0¢0

81,000

5,000

515,000.

143,000

93,0n0

236,020

14984

715,000
715,000

89,000

57,000

116,000

49,000

45,000

106,000
112,400
26,000
2,000

240,000

1085

5,030,106
6&77,000

6,697,000

45,000

73,000

118,000

28,000

20,000
43,000
20,000
19,00¢

102,600

50,000
57,009

23,000

130,000

¢ TURE

160,000
170,000
277,000

607,000

326.000

50,000
155,000

86,000 -

62,000

393,900

43,000

70,000

113,000

DONCR
JLOaN

L
D

(&) gooo

DuUuvo

o

NETAILS

736,006 dosis of vaccine
Vaccines, mat. & equip.
Vaccines

0iS pacjuess, crowth charts,etc

~

Equipment "for PMI centers
Studies on rural infant mortality

Medical equipment

1: trainirs, equi%. in *84;
S TTs in °85

2 therapists (tcaining)

Audio-visual Equipment

audio-visual mat., vchicle
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PROGRAM DESCRIPTION

Hicro :ealiquions
Ald for the Gen. Dir.
Pub.- Health

. Bealth .

Nat. Health Develop.
Organize Health Systenm
Research Promotion
Health Sit. Analysis
Health : ’
Public Health Garage -
Regiodal Hospitals

DONOR NGR; " ION TOLAL
FAC
FAC

Japan June 1984
OMS : $33,000
oMs . ~.260,000
ous 35,000
oMs 60,000

© PAM 1982-1986 8,960,000
RFA Vol. 1$80-1985 -
RFA Vol.  1979-1984

Public Health_Garage UNICEF
dealth Infrastructure Sub Total 9,848,000
}'quical Hission. China
- Technical Assjstance FAC
Eealth (Savannah,
Kara, Sokode) French vol.
fiealth Pecsonnel OHS 400,000
Medical Sub Total 40¢, 900
#alaria oMS 98,000
_ Kalaria UNICEF 1985-1983 ° ° 113,000
‘ Malaria Sub Total . 211,095

tiutrition (schools)
Infant Huccition
tutrition in Biankuri
rutrition,

ttatrition

yutrition

slutritica Sub Total

Lel

Cathwell 1184
Cathwell/AXID 1582
Cathwell/CAN 1984

oMs 30,000

UNICEF
UNICEF 1985-1988 229,000
25%,000

1984

- 25,000

23,900 .

1,050
250,009
100,099

20,000
30,000
43,000
13,000
13,000
23,000

£41,050

523,000

55,000
200,000

778,690

49,0CC

40,050

39,600
170,000
5,000
2¢,000
31,000

265,u60

. 20,0
17,00

1985
-£,000
22,000
125,000
50,000
10,000

15,000
96,000

334,000

450,000

66,000
100,000

. 616,000

oo
c

37,009

10,000

Az, han

FUTURE

283,000
120,000
15,000
30,000

448,000

180,000
180,000
53,000
96,000
154.000
371,000
10,000
14,000

i, tall

DONOF
/LOAN

L 7]

DUYDUUvOUOODUUO

POOCOOO

DETAILS

- Health Ceaters/bDispensaries

direct interventions

~ 12 ambulancés and health mat.

Food distr. for disp. & latrine cons.
1 mecanic :

1 therapist

Materizls

™N
Doctors (Xara & Lome)
16 Py techs./Drs in 1984; 13 in *'8S

5 volunteers in 1984; 6 in 1985

chleguine and training

Admin., tech. & train. Supp.
Training Mat.

Avicole matecgial
aquipment.



PROGRAM DESCRIPTION

Water for Lome +

potable Water e

Potable Water

Research

City water (Dapaong)

Forage (health center,
Amou Odlo)

Water Forage .

Water anéd Sewage

Nat.  Activ. Potable
water cecade*

Socio=-Sanitary project Peace CoLps

Water ané Sanitation
Assanisezent
Latrines

DONOR

BIRD/IDA
BOAD
DANIDA
DANIDA
FAC.

A

FAC
_Germary
oMS

DURATION

1ie4
1933
1985~
19858
1984-

1984

PNUD/OVS 1983-1986

UsAip

PC Partner.
PC Partnere.

Water & Sanitation Sub Total

Intestinal Parasitosis
' Leprosy :
rian

Dracunculosis

Guinee Wc:zm

{(Water 3 Hygiene)

Leprosy,

Tuberculcsis

CCLD

Other Stz Total

TOTAL EX2ZNDITURE

CERDI
RFA Vol.
UNICEF
UNICEF

CERDI
UNICEF
UNICEF
USAID

1981~
1530-1987

1985-1986
1967-

1985-1988

. 1985-1989

1583-1987

TCTAi

12,400,720
3,448,000
9,437,000

42,000
532,000

,500,000
180,000

963,000

11,739,000

40,891,000

17,000

87,310

58,000

1,140,000

1,302,000

61,355,000

1984

120,008

70,000 -
1,250,000
40,000
92,000
102Z,000

2,292,000
5,000

3,971,000

10,000
8,00"

10,029
18,070

46,009

5,787,050 12,189,400 12,680,000

1985
402,000
458,000

42,000

21,000

16,000

1,200,000
20,000

21,000
1,608,000
1,006

400

3,937,400
6,000
X

22,800

28,620

FUTURE

8,979,000

512,000

131,000

175,096

9,797,000

11,000

65,000

$8.00C

134,000

DONOR
/LOAMN DETAILS
L

L
D Potable water for major cities
p sStudy for water project
D Dbrilling, studies, eguipment

p Financial help

D 1 coordinator

T 10 animation vols. in 'B4; 8 in '85
v Drilling, education

Db Cistern & disp. cons., pumps

D
™~
D . ]
D 8 nurses in ‘84, 5 volunteers in *'8%
p* Drugs
D Local prod. water filters, training
n
D mcuUgs

D Matecial/equipment

* The to:z:) project figure is regional, howcver the 1984 and the future figures are Togo specific.
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