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I. INTRODUCTION
A. Background

Since the severe drought of the early 1970's which
attracted international attention and brodght massive
relief assistance to the Sahel region of West Africa, an
unusual effort at multilateral planning and coordination
of international assistance has been undertaﬁen by the
donor community and the Sahelian countries. The mechanism
created for this effort is the Club du Sahel, an informal
forum which brings together major donor countries and
international organizations active in the Sahel, and the
eight member countries of the CILSS.*

Thair goal is to avoid a return to the precarious
living conditions of pre-drought times, and has been
expressed as two-fold: long-term, comprehensive socio-eco-
nomic development for the reqion; and in particular, the
achievement of regional food gself-sufficiency by the year
2000.

In the process of developing a global development
strategy for the Sahel, the Club called for sector strate-
gies which would focus on gpecific areas of economic
production and infrastructure. At the same time it was
recognized that a special area of major need was usually
neglected and yet should be uppermost in the minds of
development planners: human health and the related problems

of water and nutrition. Because of this concern a separate

+—French acronym for the Permanent Interstate Committee

for Drought Control in the Sahel, whose members are
the Cape Verde Islands, Chad, the Gambia, Mali,
Mauritania, Niger, Senegal and Upper Volta.
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strategy was developed which addressed "“health/ water/nutri-
tion in the context of harmonious socio—-economic development
in the Sahel.”

The purpose of this FHC report is to outline the
progress made in promoting and implementing the CILSS/Club
strategy for health since its adoption in early 1977, and to
analyse possible future directions for the CILSS, the Club
and AID in the health/water/nutrition sector.

A rather major increase in interest and activity has
been taking place in the area of primary health care as
ﬁitnessed by the large number of new health projects
currently underway or under discussion in the Sahel. More
importantly, the last several years have seen the beginning
of a shift in health policy on the part of most Sahelian
governments and donor organizations, tovard greater emphasis
on primary care. The September, 1978 primary health care
conference sponsored by WHO and UNICEF at Alma Ata in the
Soviet Union, is a significant example of the current
world-wide interest on the subject. It came as the result
of several years of public thought and dialogue on health
and its relation to development, and involved high level
policy and planning officials from participating nations.
Some of the Sahel countries have also undergone the WHO
country health programming exercise in the last two years
(Cape Verde, Gambia, Upper Volta), and all have participated
in several regional conferences dealing with primary health
care (Niger, January 1977 for the Sahel, and Brazzaville.

March 1977, among o“hers), as preparation for Alma Ata.
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The role of the CILSS/Club in the health sector will
be outlined in Section II of this report. Section III
will trace briefly the activities of AID in relation to
the CILSS/Club and to other health activities in the
Sahel. Section IV will address the likely future develop-
ments and their implications for AID programming.
B. Recommendations

The CILSS Public Health Advisor and supporting donor
organizations such as AID can take advantage of the
present increased interest in the problems of health, and
play a crucial role in coordinating and promdting efforts
in this sector. Three areas of activity are discussed in
Section IV of the report, highlighted here:

1. First Generation Projects

o Increased Aiscussinsns among donors, aimed at
stimulating greater interest in multilateral
participation in priority health projects.

() Technical assistance to the CILSS member countries

in health sector analyses and in project design
activities.

o Technical assistance to the CILSS member countries
in the form of regional conferences on specific
technical subjects.

2, Long-Term Planning

o Realistic, step-by-step planning for the implemen-

tation of the CILSS/CLUB health strategy
- Reference to the basic themes of the strategy

- Reference to the special needs and different
stage of development of each country.

o Information exchange, "mobile seminars"”



o Complementary planning areas: health manpower,
evaluation of village based health programs,
etc.

3. Coordination with Other Development Sectors

o Completion and utilization of the CIL8S/Health/Eco-
loqy health impact guidelines.

o Active communication with and participation in
project design activities in other sectors.

In addition, demographic research activities- are
starting up at the Sahel Institute and should develop
in complementary ways to the needs of the CILSS health
unit.



II. A BRIEF REVIEW OF CILSS/CLUB HEALTH SECTOR ACTIVITIES

A. Development of a Health/Water/Nutrition Strategy

At its first meeting in Dakar in March, 1976 the Club
du Sahel charged a Working Group with preparing a long-term
strategy aimed at achieving food self-sufficiency for the
Sahelian countries by the year 2000. To address the human
element within the overall development program, a Human
Resources Team was established as part of this group.

As the tzam began its work, it became evident that
improvement of the health status of the people of the
Sahel was one of the major problems to be addressed.
Further, it was agreed to target health as an integral
part of the development strategy, because the improvement
of the guality of life would presumably contribute to an
increased capacity for production, and this was another
means to facilitate progress toward the ultimate goal of
food self-sufficiency.

A subgroup of the Human Resources Team, the Health
Commission, was then organized and assumed the responsibi-
lity of defining a broad strategy for health/water/nutri-
tion within the framework of socio-economic development in
the Sahel. This strategy was prepared during the spring
of 1977 through a collaborative process involving consul-
tation with technical people from the Sahel and from the
international community (Appendix 1l: Summary Health
Strategy).

In developing the strategy the Health Commission took

cognizance of the fact that health and other social service
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investments tend to be much smaller than investments in
other sectors. They also tend to reinforce the existing,
urban and hospital-based systems of health care which,
based largely on Western models, serve only a small
segment of the population. The rural masses, which
constitute 80% of the Sahelian population, have little or
no access to services of any kind.

The strategy therefore focusses on the most basic
needs of the rural populations and attempts to make
maximum use of the limited financial and personnel resour-
ces found in the Sahel. 1It is a strategy which links
health directly to socio-economic development, both in
terms of increasing the availability and accessibility of
basic health services per se, and of monitoring the
potential negative impact on health of the various develop-
ment programs being mounted through the Club du Sahel. It
also seeks to enhance the positive effects on health by
promoting the integration of health/water/nutrition
components into development projects.

The health-water-nutrition strategy calls for a
complete reorientation of current health policies whereby
a centrally organized and managed structure would become
more decentralized and more dependent upon the active
participation of the populations. The government health
infrastructure would be strengthened, primarily to provide
technical support, supervision and referral capability to

the most peripheral services.
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Five major program components are put forward in the

strategy:

(o]

development of basic health services at the
village level, provided by village health workers
and consisting of a range of health promotive,
disease preventive and simple curative functions;

endemic disease control, enhanced by the fact that
village health workers are in place and can
participate in expanded programs of immunization
and in other special campaigns;

environmental sanitation and water, involving
simple environmental improvements and organization
of the community to assist in the acquisition and
maintenance of a safe water supply as part of the
health promotive functions of the village health
worker.

nutrition: An improvement in the nutritional
status of the Sahelian population, especially of
mothers and children, is dependent upon the local
availability of a sufficient quantity of food.
Better exploitation of existing foods and better
methods of preserving and transporting food are
also important. The village health worker can be
trained in very basic nutritional surveillance and
nutrition education.

demographic and health planning: Development of
adequate information systems, so essential to
planning health and other sector development, can
begin with the use of village health workers in
the development and collection of health and vital
statistics.

In summary, the health-water-nutrition strategy calls

for basic health services to extend to the village, with

the community taking a primary role in the delivery of

these services. It also suggests broad guidelines for the

reorientation of present policies and programs.

The CILSS/Club strategy for health stresses the need

to integrate planning in the health sector with planning

for socio-economic development in other sectors. This
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means identifying ways to enhance health benefits as well

as ways to prevent or minimize any possibly negative

impacts on health of activities in non-health sectors.

B. The Role of CILSS and the Club in the Implementation
T weoTth/warer NutriEion Stratesy

1. First Generation Program

Meeting in May, 1977 in Ottawa, the Council of
Ministers of the Club du Sahel officially adopted the
health strategy, along with the global strategy for
development of the Sahel.

In additicn, the Club reviewed and adopted some 600
sector projects proposed by the CILSS member countries as
priority activities for funding. These projects became
known as the First Generation Program. The Club recommend-
ed the "highest priority should be given to the completion
of work of first generation projects..." and charged the
CILSS and Club Secretariat with facilitating the funding
and implementation of this program.:

In order to further the first generation projects in
health-water-nutrition, to provide longer-term planning
for the implementation of the strategy, and to carry out
the task of coordinating the work of the health sector
with the other sectors, it was decided to create a health
planning unit at the CILSS. Support for a Public Health
Advisor to work within the CILSS Division of Projects and
Programs, as well as technical assistance for the develop-
ment of a sector workplan, were requested from AID. The

Public Eealth Advisor was identified and a workplan
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prepared in the fall of 1977. 1In order to accelerate the
execution of the sector workplan, an Interim Advisor was
also requested and assigned to the Secretariat in early
1978.

The Human Resources Team met in Niamey in March, 1978
to update the human resources portfolios; at this time the
health sector workplan was approved. The Interim Health
Advisor then began organizing country visits, and during
the spring and summer technical teams traveled to each of
the CILSS member countries to work with Sahelian officials
in the refinement and completion of the first generation
project portfolios. (Appendix 2: First Generation Project
Visits, and Appendix 3: Pirst Generation Health projects)

In addition to preparing the documents for projects
needing funding, the teams were charged with taking an
inventory of all national and regional health/water/nutri-
tion projects supported by external assistance. (Appendix
4: Status Report on Donor Activity). They also gathered
data for the updating of summary health profiles, and as
much information as was available for preparation of the
complete country portfolios, and for a beginning reference
library for CILSS (Appendix 5: Bibliography). Throughout
the missions these technical teams stressed the CILSS/Club
health strategy as the principal criterion by which the
first generation projects were to be reviewed by the
donor community, and initiated a dialogue wherever possible
on the implications of that strategy. They encouraged the

Sahelian officials to rethink the projects wherever they

"
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were not found to be in keeping with the basic thrust of
the strategy or falling under one of its major themes.

These country visits were the first formal contact
since early 1977 between a CILSS representative and member
country health officials, and often the first ever between
CILSS and local donor agency representatives. The contacts
revecaled a general lack of awareness and understanding of
the role and activities of the CILSS/Club and of its
strategy for development. They also revealed a certain
impatience toward the jack of concrete evidence that CILSS
could effectively and quickly acquire funding for first
generation projects; CILSS had yet to establish its
credibility in the health sector. The establishment of
working relationships between the CILSS Health Commission
and the member states, as well as between CILSS and other
organizations acting in the Sahel was therefore one of the
principal tasks of the Interim Health Advisor and the
other members of the technical teams.

During August and September of 1978 the project
portfolios were prepared at the CILSS Secretariat and
transmitted to the Club in Paris for distribution to the
donor community. At the end of September the CILSS/Club
Human Resources Team met with representatives from the
CILSS member states and from the donor community to review
the projects and to determine donor interest in supporting
them.

Although the consultation with the donors brought

about some useful dialogue on the first generation projects,

Y%
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which were strongly defended by the CILSS country repre-
sentatives, the attendance of bilateral donor represen-
tatives was somewhat disappointing (Appendix 6, list of
participants at Niamey). Organization of the meeting had
not allowed enough time for proper review of the project
portfolios ahead of time by all donors; consequently some
of them refused to come. One a more positive note, some
non-governmental organizations, which are responsible for
extensive work in the area of health-water-nutrition
throughout the Sahel, were represented for the first time
at these donor consultations. Also the enthusiastic
presence of CILSS country representatives should lead to
their greater participation in the future in CILSS activi-
ties.

2. 'Coordination with other Sectors

During the same period, beginning in the late spring
of 1977, a collaborative effort was begun with the CILSS
Ecology Unit to develop health impact guidelines for other
sector projects and programs. The quidelines will enable
project designers in agriculture, livestock, fisheries,
forestry, etc. to make early identification of possible
negative impacts of development efforts, and to make
informed decisions concerning which project design options
could reduce the harmful effects on human health. The
guidelines will also show how nonhealth projects can be
designed to have a maximum beneficial effect on the health
of the populations they will serve.

The guidelines were discussed in their most prelimi-

nary stages with officials from WHO (Geneva and Ouagadou-

VY
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gou), the Onchocerciasis Control Program, and the World
Bank. The first drafts were also reviewed in detail

with the technicians at CILSS (October 1978), and are
currently undergoing revisions and refinement. Appendix 7
provides an outline of the guidelines in their most recent
revised form.

3. The Sahel Institute

The Sahel Institute, which was created by the CILSS
to stimulate research and training for long-term develon-
ment in the region, has established a program of activities
with implications for the implementation of the health
strategy.

At a donor meeting held in Ouagadougou in October
1977, a committee charged with reviewing the start-up
activities of the Institute approved smended terms of
reference for the establishment of a demographic research
program within the Socio-Fconomic Unit. This program is
in direct response to one of the five major themes of the
health strategy calling for "the study of the impact of
demographic phenomena and, in particular, the migratory
movement3 and the growth of populations.”

The committee recommended that a program coordinator
be recruited to prepare an outline of an overall demogra-
phic program for review by a meeting of Sahelian demogra-
phers and planners. A coordinator was subsequently
identified and began work on May 2, 1977. Following
initial assessment missions to the CILSS member countries

he convened a meeting in Bamako October 12-14 to discuss

\X
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his findings, to recommend program outlines and to solicit

the interest of various donors.

For a more detailed chronology of activities in the

CILSS/Sahel Institute health sector see Appendix 8.



III. THE ROLE OF AID IN THE IMPLEMENTATION OF THE CILSS/
CLUB HEALTH STRATEGY

AID's involvement in the implementation of the Sahel
health strategy can be categorized in two general ways:
assistaiice to the CILSS/Club and to‘the Sahel Institute in
an effort to strengthen t@eir ;esearch,‘planning and
management capabilities, and activities which fall under
the rubric of bilateral or regional programming.

A. Support to the CILSS/Club and to the Sahel Institute

1. Health/Water/Nutrition Sector Activities

Since the Human Resources Team of the CILSS/Club
Working Group decided to develop a health-water-nutrition-
strategy for the Sahel in late 1976, AID has provided
active leadership and support in this sector. Strengthened
status for health within the Club Working Group coincided
with priorities already defined by AID. 1In the late Fall
of 1976, a Health/Nutrition/Population Sector had been
_ established within the Sahel Develcpment Program (SDP)
reflecting the prioritg accorded to these areas. SDP
played an influential c¢ole in the development of the
health strategy by submitting to the CILSS/Club Health
Comnission a background paper entitled "A Strategy for
Health as a Component of the Sahel Development Program®.*
This document was then synthesized with a paper prepared
by a WHO staff member to constitute the CILSS health

gtrategy.

*Scheyer, S.C. and S.C. Joseph, Family Bealth Care,
Inc., under contract to AID, May 1977.

1
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After the adoption of the strategy by the Club du
Sahel in May of 1977, AID continued to support the -promo-
tion of the strategy through the CILSS/Club mechanism. In
the late summer of 1977 CILSS requested AID to identify
and support a Public Health Advisor at the Secretariat in
Ouagadougou. A physician was jdentified and recruited to
begin work in mid-1978. 1In order to move forward with
activities in the sector, AID sponsored the development
of a sector workplan, prepared in November 1977 by CILSS
with the assistance of a team of cbnsultants. AID then
provided the Interim Public Health Advisor in February
1978 to begin implementing the workplan.

The support of the SDP to the CILSS for policy and
planning activities in health/water/nutrition has clearly
generated interest in this sector which was not evident in
the early days of the Club Working Group. AID's sustained
commitment over the past 2 years to the preparation and
promotion of a comprehensive health strategy has made
possible an increased dialogue among Sahelian countries
and among the donor community. The dialogue ha2s revealed
a new awarencss of health as a key part of integrated
development. It has increased awareness that where health
interventions are made in the context of overall develop-
ment plans, they can enhance other social and economic
investments. Discussion has also revealed some significant
changes in attitude toward what long-term health policies

should be. There seems to be a greater concern for, and



III - 3

allocation of resources to, the rural populations. 1In
spite of the highly centralized structure of most of these
governments, there is evidence of some of the administra-
tive reforms and shift toward decentralization required to
provide services at the village levels.
2. Ecology Guidelines

Through the same contract for technical assistance to
the CILSS, AID/SDP provided support for the preparation of
the health impact gquidelines which are currently at the
final draft stage. This effort complements other AID
activities relating to environmental and public health
impact assessments in development planning for the major
Sahel river basins: the Organization for the Development
of the Senegal River Basin (OMVS), the Gambia River Basin
and the Lake Chad Basin Commission.

3. Demography and Development Planning

The idea of including the "study of demographic
phenomena®™ in the program strategy for the health sector
was first introduced by AID at the health subgroup meeting
held in Ouagadougcu in December 1976. Following this
meeting, AID was requested to propose a program designed
to assist the Sahelian countries to incorporate demographic
considerations into their development planning.

The proposal prepared by AID with the assistance of a
contractor included support for the establishment of
a demographic unit within the Sahel Institute as well as
technical assistance to tke Unit and CILSS member countries

in the areas of demographic data collection, analysis, and

9
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use. The program was endorsed by the health subgroup at
its second meeting ih Dakar in March 1977, and was incor-
porated into the Club health strategy. In addition, the
program was included in the CILSS document on the Sahel
Institute, prepared in May 1577 for the Council of Minis-
ters' meeting of the Club du Sahel. The CILSS document
identified as a short- to medium-term objective a program
to encourage the use of demographic data in the design and
implementation of development programs.

Since that time AID has continued to support the
establishment of the demographic program which has evolved
as part of the larger Socio-Economic Unit at the Sahel
Institute. Start-up funding for the program, including
support for the regional meetina of demographers and
planners held in October 1978, was recently made available
through the sahel Regional Aid and Coordination Project
(625-0911). In addition, at least a year of technical
assistance is being provided by AID to the Institute
through a contractor. The contractor will assist the
socio-economic/demographic unit coordinator with an
inventory of the current status of demographic data and
collection capability in the CILSS member countries, and
the development of an operational strategy for the promo-
tion and implementation of an appropriate program.

These will serve as the basis for a 3-year project of
assistance by AID. Assistance is also available from the
contractor to USAID Missions for the incorporation of a

demographic component into AID projects.
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The AID position on population planning is clearly in
favor of promoting an understanding and acceptance of the
relationship between socioeconomic development and popula-
tion dynamics. It is hoped that the regional demographic
activity will further sensitize Sahelian planners and
donors alike to the importance of planning rational
population growth and the need to formulate population
policies based on reliable data.

B. Bilateral and Regional Programming

In addition to such direct institutional support to
CILSS and the Sahel Institute, AID has provided funding
for other regional health/water/nutrition activities.
These investments are compatible with the regional CILSS/
Club strateqy and are themselves having a significant
impact in focussing attention on the health sector and the
changes taking place within it.

The primary thrust of AID assistance in the health
sector is towards the establishment of village-based
health systems. In Senegal, Mali and Niger important
AID-financed projects are underway which aim at the
extension of services to the rural poor through the

mechanism of the village health team. Pilot projects are

planned for Chad, Mauritania and Cape Verde, and a village~

based health project is under discussion in Upper Volta.
AID projets are also promoting the integration of the

other key components of the strategy into the health

gservices structure: endemic disease control, water supply

and environmental sanitation, nutrition, and capabilities

N
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in demographic and health planning.

In addition, AID has encotraged the development of

these program components in specific national and regional

projects:

o endemic disease control:

AID/WHO Strengthening Health Delivery Systems
(SHDS) project - regional project involving the
training of health personnel, provision of
vaccines, upgrading of epidemiologic surveil-
lance capability:

Onchocerciasis Control Program (OCP) - regional
project of disease/vector control in the Volta
River basin

o environmental sanitation/water:

Chad (FY 78)
Upper Volta (FPY 79)
OECD rural water supply survey (FPY 78)

o nutrition:

The development of a strategy for a regional
nutrition policy, early 1977, with valuable
references on Sahelian food and nutrition
systems; and a subsequent multisectoral nutri-
tion planning workshop.

Nutrition Survey: An ongoing nutritional
survey funded by the SDP in Mali (through the
OECD Development Center) seeks to increase
understanding of caloric and protein require-
ments and food intake on age and sex- specific
bases. A review session was held on this survey
in Paris in mid-September, 1978.

Nutrition research project in Upper Volta - the
development and diffusion of weaning food
recipes for rural womea.

o demography and health planning:

- The SDP regional Demographic Data Collection

and Analysis Project (625-09) will provide $3.5
million beginning in FY '79 for suppcrt to the
demographic research program which is being
developed and coordinated by the Sahel Insti-
tute.,

4%
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Other demographic activities on regional and national
levels:

- 1Institute for Demographic Research and Training
in Yaounde - AID-funded study focussing on
infant mortality and its relationship to
fertility in Ouagadougou and N'Djamena;

-~ Institute of Development and Economic Planning
(IDEP) in Dakar - AID-sponsored study of the
relationship between population trends and
staple food production in the Sahel.

The CILSS/Club health strategy acknowledges that some
Sahelian states are agreeable to small-scale family
planning projects. AID continues to advocate family
planning as an integral part of maternal and child health
services, an approach also endorsed by the World Health
Organization and potentially acceptable in the Sahel as a
health promotive measure.

o The Gambia: Maternal and child health project at
Santa Cruz.

o Mali: Family planning demonstration program as
part of the S5-year rural health project.

o Senegal: Bilateral family planning project in the
Dakar/Cap Vert Region.

1%



IV. FUTURE DIRECTIONS FOR THE CILSS/CLUB HEALTH SECTOR

In contrast to a very few years ago, the health and
nutrition needs of the Sahelian populations are beginning
to receive concerted attention in terms of long-range
development planning, both from Saheliqns and from the
international donor community. A movement in the direction
of health delivery systems which favor village-level
services, which ‘are designed to accommodate local resource
restraints, and which still meet the basic health needs of
most of the people, is now evident in all of the countries
of the Sahel.

The preparation of a regional health/water/nutrition
strategy added to the growing interest of both donor and
Sahelian countries in redefining health policies. The
process also resulted in establishing health as a priority
gector within the Sahel Development Program. Numerous and
sometimes sizeable investments in rural health projects,
especially projects of the type recommended in the strategy,
have also encouraged interest in non-traditional kinds of
health care delivery.

Such trends should be built upon and encouraged since
it is most likely to be these innovativ2, decentralized
delivery systems, geared to the local needs and resources,
that will begin to truly impact on the health status of the
Sahelian populations. CILSS and the Club as the unique
regional organizations that they are, can have a key role in

this process.

%



A, The Future Role of the CILSS/Club

Three areas of activity will occupy the CILSS/Club

Health Commission and the Public Health Advisor (PHA) over

the next 1-2 years: the further promotion of the first

generation program, the beginning of long-term planning

activities, and the further refinement of the guidelines

for determining the health impact of other sector projects,

as well as the introduction of these guidelines into the

planning process used in other sectors. In a”dition, the

Coordinator of the Socio-Economic/Demographic Unit at the

Sahel Institute will continue development of a regional

research program.

1. FPirst Generation Projects

The CILSS Public Health Advisor has the task of following

through on the discussion and decisions related to the first

generation program in health/watef/nutrition made at the

recent donor consultation in Niamey. In order to success-

fully mobilize adequate funding for the 29 projects from the

eight CILSS countries, the Public Health Advisor might

consider the following activities:

o

Further in-depth discussions with donors, to be
arranged through the Club Secretariat, concerning
their respective priorities for investments which
will further the implementation of the strategy and
the first generation projects. Several major donors
were absent from the Niamey meeting, and it would
appear that these contacts would be most useful.

Technical assistance to individual CILSS member
states in performing health sector analyses, in
undertaking project design and in fostering coor-
dinated planning and project development among
appropriate naticnal officials and representatives
of the donor agen cies, especially to better elabo-
rate the first generation projects. This technical
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assis-ance would be carried out by the PHA and/or
teams of consultants, in direct collaboration with
the national CILSS committees.

o Technical assistance to the CILSS member countries
organized on a regional basis, for the purpose of
further defining basic strategies for addressing
specific problem areas common to the region as a
whole. An example of this type of activity is the

meeting of senior Ministry of Health technicians and

regional technical organizations (OCCGE, OCEAC) to
be held in early 1979 at the request of the CILSS
member countries to map out in greater detail the
planning and implementation of expanded programs of
immunization (EPI). :

2. Long-Term Development Planning for Health/Water/Nutri-
tion in the Saﬁe?. 1980-2000

The current focus on development and funding for the
first generation program must not divert attention from
the need for comprehensive, long-range planning. The
strateqgy for health adopted at Ottawa is only a framework
for guiding policy and program development aimed at the
improved health of the Sahelian populations. As the
dialogue on the strategy continues, thought must be given
to the means of implementing it through a step-by-step
process to be carefully and realistically programmed over
the next twenty years. This implies decision on priorities
and definition of specific targets for health improvements
within each country and, to the extent possible, in the
region as a whole. It is the responsibility of the Public
Health Advisor to set this process in motion as soon as
possible, especially since it congtitutes a necessary
prerequisite for the preparation of the second generation

program.
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One method of approaching this planning process is to
organize action around the five major themes of the CILSS/
Club strateqy: village-based health systems, endemic
disease control, nutrition, water and sanitation, and
demographic and health planning. The initial objectivg
would be to prepare long-range, regional "sub-plans" in
each of these five areas which would subsequently be inte-

grated to form an overall plan for health/water/nutrition in

the Sahel. Based on this overall plan, regional and national

projects would be identified for development.

At the same time, each CILSS country would be encour-
aged to begin the preparation of a national health plan for
the year 2000, where such a plan does not already exist.
National plans would provide the basis for more effective
use of resources allocated to health, as well as a coherent
local framework for the increasing number of acﬁivities of
coordination, cooperation and assistance going on in the
Sahel region. The Sahelian countries differ considerably
in the extent to which their health policies are consistent
with the CILSS/Club health strategy. In engaging in the
process of stimulating long-term planning, CILSS can also
facilitate the exchange of information between health
officials and planners with long experience in develop-
ing village-based health systems, and those who are just
beginning to formulate their policies for change.

One way to do this is by means of "mobile seminars”,

both within the Sahel region and outside, whereby Sahelian
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policy makers have the opportunity to observe and discuss
the experiences, both positive and negative, of other
health services delivery systems. In any case, there is a
clear need for further exchange of ideas and exploration
of issues. As evidenced by discussions at the meeting in
Niamey, Sahelian officials are more than ever ready to
engage in these kinds of discussions.

In discussing and engaaing in long-term planning
activities, the CILSS Public Health Advisor should also be
able to determine what complementary activities might be of
most benefit to the planning process. For example, the
question of current and future manpower and training needs
in the health sector should be locked at on a regional
level. If requests such as that of the CUSS for Upper
Volta are receiving little response from the donor communi-
ty, constructive alternatives should perhaps be proposed
that address these perceived long-term needs.

Another area of importance (and which has been neglect-
ed to date) is the issue of evaluation of the village-based
health system as it is being developed in the Sahel region.
In a few years there will be a multiplicity of primary
health care models, sometimes within the same region of one
Sahel country (the Sine Saloum in Senegal, for example) and
some will have become an integral part of national plans.
It would be useful to find a methodology for evaluating

these models.

23



IV - 6

Some of these activities might well be undertaken at
the Sahel Institute, were the Socio-Economi c/Demographic
Unit will be concerning itself with research in the areas
of village-based health systems, maternal and child health
and traditional medicine. An advisor in "nutrition,
health and development® has been recently recruited as
part of the Unit's staff. Research activities at the
Institute, and the development of evaluation methodologies,
would be directly complementary to the needs of the technical
units at the CILSS, including the health unit.

3. Coordination With Other Sectors

The development of guidelines which will assist
project designers to integrate health considerations into
development planning in other sectors has been discussed
in Section II. Once the guidelines are in iinal form, the
Public Health Advisor will be responsible, in collaboration
with the Ecology Advisor, for promoting the use of these
guidelines on an jinstitutionalized, systematic basis. The
draft guidelines will require extensive critique and
revisions, and if appropriately and sufficiently utilized,
will be the object of frequent modification and refinement
in order to produce a tool useful to a wide variety of
developrent planners in the Sahel.

In addition to diffusing and gaining acceptance for
the gquidelines, the Public Health Advisor may be called

upon to provide technical input into activities related to
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other sectors and carried out in conformity with the
guidelines, for example, new lands development and the
implications for health status and health services develop-
ment, designing a nutrition education component for an
agricultural project, participating with the livestock
technicians in the design of a village water project to
produce water for both human and animal consumption.

In general, increased communications between the PHA
and other technicians, and increased participation of the
PHA in other sector activities, are to be encouraged.

4. Demographic Research Program at the Sahel Institute

The Coordinator of the Socio-Economic/Demoqraphic
Unit of the Sahel Institute has been charged with follow-up
to the regional demography meeting held in Bamako. One of
his first tasks is to discuss the proposed program with
potential funding sources. Over the next few months he will
also begin recruitment of an interdisciplinary team of
advisors who will provide technical services to the CILSS
countries and who will monitor research activities and
socio-economic/ demographic policies in all the Sahelian
countries.

The Coordinator will direct an inventory of current
demographic capability in the Sahel and the development of
an operational strategy for the promotion and implementa-

tion of an appropriate prograv of research and training.
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B. Implications for AID programming

AID has made an important commitment to participate
actively in the support of long-term development in the
Sahel through the mechanism of the Club du Sahel. Over the
past two years the needs of the region as a whole and each
of its wight countries have been further defined, and a
consensus on an overall strategy for responding to those
needs has been reached through the joint efforts of the
CILSS countries and the major donor agencies. With the
strategy as a framework, concrete action is now underway
throughout the region to implement programs and projects
phased over the next 20-30 years. AID, through the USAID
representatives in each CILSS couatry, is fully engaged in
this process and is structuring its activity at the level
of the missions in a way that is maximally supportive of
the overall development strategy of the Club du Sahel as
it relates to the particular cituation in each Sahelian
country. By working within this collaborative structure
which is the Club/CILSS, the USAID missions are able to
participate with other donors both at the national and
regional levels in the mobilization of vast resources to
impact on the problems of development, and through that
participation, to share information and avoid unnecessary
duplication of effort.

In the health sector, AID support for the develop-

ment of a Club/CILSS health strategy and program and its
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bilateral and regional health proaramming have stimulated
important new dialogues among Sahelian and donor health
technicians. Without AID's efforts, and those of other
donors, it would not now be possible to talk about long-term
improvement in the health status of Sahelian populations,
which has changed very little over the years in spite of
gizeable investments in health services.

A description of AID activity in the sector has been
presented in Section III. Given the develcpment over the
past year of a work program to be carried out uncder the
guidance of the Public Health Advisor, it is appropriate
at this time for AID to assess its current directions in
light of what the CILSS/Club health se-tor has set about
to do. As in Section III, AID assistance can be divided
into two categories: institutional support to the CILSS/Club
and the Sahel Institute, and bilateral and regional program-
ming.

The final pages of this report propose several sugges-
tions related to future AID support of health development in
the Sahel. It is up to AID--specifically AFR/SFWA, SDP and
the new Sahel Mission Directors Council (SMDC)=~-to consider
these ideas and then determine how they might best be
implemented through the field missions, with assistance from
the SDP. Successful action on these'ideas will depend
greatly on the degree to which the Agency can modify its
traditional programming processes to enable the missions to

work more in concert with the CILSS/Club.
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l. Support to CILSS and the Sahel Ingtitute

AID should continue to provide the CILSS Public

Health Advisor with the necessary technical assistance

resources which will enable CILSS to act as a catalyst in

regional health planning efforts. Some of the tasks which

might be undertaken by AID or with AID's assistance:

a. First Generation Projects

increased dialogue with its partnexs in the
Club as a follow-up to the donor consultation
in Niamey, to encourage greater participation
by other donors in health/water/nutrition
activities and to promote the practice of
multidonor planning, especially at the national
levels;

provision of consultants to participate in
multidonor project appraisal/design missions;

preparation of backaround parers for the CILSS
on specific technical issues related to project
design (manpower, for example);

preparation and holding of conferences such as
the EPI meeting projected for the spring of
1979, which will foster national and regional
planning efforts in technical areas related to
the first generation program.

b. Long-Term Health Planning

AID should continue to support through the CILSS/Club

mechanism the kinds of activities which will promote

the development of long-term plans for health:

study and analyis of basic issues relevant to
the formulation of long range plans, i.e.,
health manpower, health expenditures, current
and projected donor activity in the sector,
etc.;

identification of Sahelians and technicians
from donor agencies who are available and able
to work on long-term plans;

- organization of mobile seminars/exchange visits

for host country officials;

13
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- development of a timetable of activities includ-
ing the identification of specific target dates
for completion of tasks;

- organization of special workshops on health
planning principles and methodologies using
national, regional and international resources,
e.g., SHDS project, WHO Institute for Health
Planning in Dakar;

- if the Sahel Institute develops an evaluation
methodology for primary health care programs,
AID should assist as appropriate, incorporating
lessons learned from USAID projects.

Ce. Coordination with Other Sectors

Continuing the same theme of coordination, the support
AID provides to the CILSS can go far in promoting ongoing
communications between health planners and other sector
development planners. Concerning the health impact guide-
lines, AID should make a concerted effort to encourage
their adoption and systematic use, with ingtitutional
backing from the CILSS and Club Secretariats. When a
final draft of the guidelines is completed by the CILSS,
it will be important to plan time on various meeting
agendas to discuss their rationale and use in CILSS/

Club development planning.

AID should continue its efforts to integrate health/
water/nutrition components when appropriate into nonhealth
gsector projects, to be carried out either on a bilateral
basis or in direct collaboration with other donors.

Rather than being perceived as trying to stall design
efforts by undertaking environmental impact assessments,

innovative approaches by AID to incorporating health
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considerations into project design can sensitize other
donors to the need for integrated planning.
da. Demographic Research Program at the Sahel Institute

Through a technical assistance contractor, AID is
currently initiating the design of a three-year program
of support to the Socio-Economic/Demographic Unit of the
Sahel Institute for the development of a regional demogra-=
phic program. It is important for AID to help the Insti-
tute establish its credibility as a coordinator/facilitator
vigs-a-vis the CILSS member countries. The October Bamako
meeting of demographers and planners included presentations
by country representative of current and planned demographic
activities and resources which will be needed to undertake
them. The results of this meeting should be widely diffused
within AID, especially to the USAID Missions. Efforts
should be made to increase the dialogue between the Missions
and the country representatives to this conference in order
that support for their planned activities can be appro-
priately incorporated into the 3-year AID regional project.

In addition, AID should bz working to sensitize its
staff to the importance of integrating demographic consi-
derations into all its development projects. A methodology
for doing this is currently being prepared with the assis-
tance of a contractor.

2. Bilateral and Regional Programming

Most of the activities recommended for AID's continued

support to the CILSS can also be promoted through the

15
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USAID's bilateral and regional programs. The health
officers and those involved in planning and managing AID
rural health projects on a national level should be en-
couraged to evaluate and test those activities in light
of the principles of the Sahel health/water/nutrition
strateqy, and conversely to test the strategy against
local experiences. If the strategy is to have any ongoing
relation to the realities of the Sahel, it will have to be
continually reviewed against village-based health systems
as they actually evolve. It will be important therefore
to provide for the monitoring of these systems beginning
with the design phase, and to assess their impact, initially
on attitudes and practice as they relate to health and
ultimately on the health status of the population. If these
. evaluation efforts are carried out by the USAIDs in coordina-
tion with SDP, they will contribute to the body of knowledge
concerning the concept of village-based health as it applies
to the Sahel.

As a leading donor in this sector (by virtue of the
types of programs it supports rather than the amount of
its assistance) whose several village-level health programs
are either already underway (i.e., in Senegal, Mali, and
Niger) or planned (Chad, Mauritania, Cape Verde, and Upper
Volta), AID has a unique opportunity to design a variety of
program initiatives which attempt to test the basic tenet of
the health strateqgy: integration of services at the village
level. Several efforts of this kind are in the discussion

or planning stages:
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o The Mali rural health project is now exploring ways
to incorporate the use of traditional medicine
into the scope of its activities. A collaborative
effort will be mounted by project staff with the
Institute of Traditional Medicine located in
Bamako. The project will benefit from the Insti-
tute's extensive experience in working with trad-
itional healers, and this could serve as a model for
other village-level health programs.

o AID staff responsible for the Sine Saloum rural
health project in Senegal are currently working
with the Senegalese Bureau of the Census to incor-
porate the gathering of important demographic
data into the evaluation plan of the project.

o The health strategy indicates that control of
endemic diseases is probably more effective when it
is done through services which are already estab-
lished at the village level. 1In response to
numerous requests from the CILSS countries for
assistance to their expanded programs of immuniza-
tion (EPI), AID is considering the merits of
supporting these programs in the context of its
efforts to develop village-based health programs.
Assistance to an EPI in Niger, for example, in the
context of the multi-million dollar rural health
project would constitute a higly interesting experi-
ment and would contribute greatly to the technical
knowledge related to implementation of the health
strategy.

o In Chad the rural health services project will be
desTaned so that village health workers are
working in direct support of activities being
undertaken by the rural water supply project.

Once again, a chance to see if and how integration
occurs at the village level.

Similar programming initiatives by the USAID missions
must continue to increase in number. If these interven-
tions are responsive to the first generation project
requests from the individual countries, are planned and
carried out with explicit reference to the CILSS health
strategy and include the involvement of other donors, the

USAIDs will contribute greatly to strengthening the credi-
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bility of CILSS in each country and to promoting the
practice of multisector and multidonor planning. In the
final analysis the future existence of CILSS and the Club
du Sahel depends on their perceived utility at the national
levels of the member states.

In addition to stimulating evaluation and experimenta-
tion within bilateral health programs, USAIDs with the
coordination of SDP can also play a very helpful role in
facilitating communications between each other and the
various national services with which they work. For example,
health project staff are to be encouraged to organize mobile
seminars and exchange visits for host country colleagues to
enable them to observe experiences in village-level health
services both within and outside the Sahel. During the
summer of 1978 a group of Chadian health officials and
members of the USAID health planning project team visited
Niger to observe its experience in village health services.

The evaluation and information-sharing activities
undertaken by AID through its projects of assistance in
the health sector can perhaps serve as models for similar
efforts to be undertaken by the CILSS and/or by the other
donors. For example, a focus on evaluation within AID
could stimulate interest in developing a methodology for
evaluating all villzge-based health programs in the Sahel,
and activity which could be carried out under the coordina-~

tion of the Sahel Institute.
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It is inevitable that AID will continue to play a
leadership role in promoting the implementation of the
regional health strategqy. Through its many initiatives
AID can provide the CILSS Public Health Advisor with vital
information and support in identifying and understanding
.the various successes and failures of the experimental
health service delivery systems which will be valuable

resources for him in his assistance to the CILSS countries.
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SUMMARY OF CILCS/CLUB _HEALTH-WATER=NUTRITION STRATRGY

Within the context of human resources development in the
Sahel, efforts to improve the health and nutritional status of the
population constitute a very high priority., While the argument is
often made that good health is the result of economic development,
in fact it is an important contributing factor, for an unhealthy
population is unable to participate fully in the production activi=-
ties related to development,

* Unfortunately, however, health and other social services are
usually given less attention in national development strategies, Or,
on the other hend, considerable investments are made, but those inves-
tments only reinforce the traditional systems of health care which,
based for the most part on Western models, serve only a small segment
of the population., The rural masses, which constitute 80% of the
Sahelian population, have little or no access to basic services of
any kind,

In the face of these realities and given the emphasis on
long=térm development in the rural areas of the Sahel, the Health
Commission of the Human Resources Team developed a strategy for
health/water/nutrition which focuses on the moe* basic needs of the
rural populations and which attempts to define the responses to thaqse
needs through the maximum utilization of the limited financial and pere
sonnel resources found in each of the countries of the
Sahel, It is a strategy which linka health dircotly to socio=~economic
development, both in terits of increasing the availability and accessi=-
bility ot basic health services per se and of monitoring the potential
negative impact on health of the variocus development programs being
mounted through the Club du Sahel, It also seeks to enhanc? the posi-
tive effects on heu.th by promoting the integration of health/water/
nutrition compoments into development projects.

The strategy for health/water/mutrition is based on a number of premises
which provide the policy guidelines for future health initiatives in the region

*This summary has been prepared from Eléments de Stratégie ; Sapte-

Eau-Nttrition dans lo cadre d'un développement socio-4gonomique har=
momisux des pays du Sahel , the strategy document adopted by the

Club du Sahel at the May 1977 meeting in Ottawa,

)
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aimed at achieving good health for everyons by tho year 2000.
= There nmeds to be a complete reorientation of current policiss
which currently favor a claossical, highly centralized, pyra-
midal structure and which result in development from the
top down, thus benefitting only a small fraction of a disper-

sed rural population.

- Health development must begin at the village level, with
the full active participation of the population in planning
and implementing the delivery of basic services, These
services must receive the technical support and supervision
of a strengthoned government health infrastructure which
also must be capable of executing an appropriate system of
refernel, boginning with the village up through the national
level of major hospitals,

=« An approach to health care delivery which takes into account
existing socio~oultural values of the Sahelian populations
pust attempt to integrate the practices of traditional medi-
cine and pharmacopea which for thousands of years have helped
people to survive who had no access to other sources of care,

« The current practice of allocating.a disproportionate

(in terms of money spent per population served) amount of
resources to the improvement of health in the larger urban
centers must change. Not only are the recurrent costs unable
to be assumed by the countries for the adequate functioning
of services, but the cost of extending the services to assure
». better coverage of the population cannot be met eithar by
national budgets or with the assistance of foreign donors.

= Planning of health and social services, as well as other
esctoral planning, requires reliable data concerning popu=-
lation growth and distribution, combined with an accurate
assessment of health and disecase patterns,

= Inappropriate planning and implementation of development pro=
Jjects outside the health sector particularly in agriculture,
housing and water resources, can have a negative impact on the
health of the population.

o



3.

In summary, improving health services and the health status
of the Sahelian population must take place interdependently with
improvement of the quality of life in general and with overall socio=
economic growuth.

From these program premises, five themes have been put forward
in a strategy which is to guide the Club du Sahel in the dovolopoent
of 'hozlth care.ssr¥ices -, - in the region. These themes can be
summarized briefly as follows :

1. Development of basic health services at the village level

Services would be provided by village health workers who are
residents of the village, selected by a village council (or other
traditional authority structure) in collaboration with health officials,
trained in or near tue village and who are able to provide a wide
ramnge of health gromotini disecse greventivo and sigglo curative
functions. These workers refer more complicated disease problems
to the next appropriate treatment levels. Normal deliveries occur in
the village under the supervision of one of the workers who is gene=-
rally a traditional midwife who has received supplementary training.
The duties of the village health worker are performed in accordance
with standard practiees worked out on a national basis ; a basic
formulary of five or six necessary drugs and dosages is available at
the village level, In addition the village worker is responsible for
the collection of basic demographic and disease data in the village.
The worker may be illiterate or functionally illiterate ; he/she can
nevertheless be trained to carry out the above activities competently
and efficiently, Remuneration of the workers i8 decided by the
village,

The village health workers will constitute the first level
of the delivery system, The other levels of care as they are naw
organized in most of the Sahelian countries will support the efforts
undertaken at the village level :
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- arrondissement g"intermediate"z level health activities ¢

this level will play a critical role in extending health
services out to peripheral village communities. The roie
of the government health personnel at this level requires
that a large proportion of their time is to be spent in
liaison with the village health workers, visiting them in
their villages, providing administrative and logistic sup-
port, supervision, consultation, and continuing education.
it is Bere that initial training of village health workers
occurs,

= cercle (“secongggz"z level health activities : At this level

there is moat often a large dispensary or health center
usually with 10 to 30 beds. The cercle is a major point of
reference, support, and more advanced training and recycling
for health yorkers from the arrnndissements, Most patients
referred for hospitalization from the willage and the arron-
dissement con be accommodated here, including those with come-
plicated problems of delivery, The cercle level, in coordina=
tion with the regional level, should alsc be responsible for
the logistics and operstion of mobile health activities.
Cercle personnel will alsoc participate in village worker
training in the arrondissement and the village.

- regional ("tertiary'") level health activities : A hospital

having the capacity to carry ocut a wide range of medical and
surgical activities is usually found at this level ; it alao
houses services for endemic disease activities. As described
for the other levels, the additional function emphasizing
support and supervision of more peripheral health services
needs to be strengthened or, in some cases, added, Since

the functional li.aison for health care between the regional
and national levels often has a restricted capacity, the most
central responsibility for the delivery of health services
and the support of village~based services must rest with the
regional level, Here too, the varidus government organize~
tions concerned with other development sectors can work
together with the regional health director to assure appro-
priate coordination.

K
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The region is where overall coordination of the development,
implementation, and evaluation of more peripheral health
programs take place, and where the budgetary allocations

* peceived from the central government are distributed to more
peripheral levels, To the greatest extent possible, there
should be budgetary flexibility granted to the regions so that
the actual utilization of the bulget at village, arrondissement
and cercle levels is as relevant as possible to the specific

local setting,

- national ("central") level health activities : The national
or central level, where the Ministry of Health is located in
the capital city, is the locus at which basic health policy
and planning, and national management and administration of
the health care system should take place, The basic policy and
planning reforms which must occur if a village-based strategy
is to be put in place are the concern of the central Ministry.
Similarly, a reorientation of national health mampower policy,
curriculum development for health t}aining institutions, and
overall supervision and evaluation of the regional programs
should take place at this central level, It is also at this
level that interministerial policy and planning for integrated
rural development is based,

2. Control of Endemic Diseases

In general, disease control efforts are enhanced by having
in place a village-based health structure. Indeed, village level
workers and government health workers at the most peripheral level
have key roles to play in actions which are new being or will be ander-
taken in the following areas ¢

a. Expanded programme of immunization (EPI) of children
against :
diphtheria
whooping cough
tetanus (also for pregnant women)
polio
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measles
tuberculoais
yellow fover
smallpox

b. Control of treponemotoses
¢. Control of trypanosomiasis

.. Control of schistosomiasis with direct linkage to specific
economic development projacts

e. Malaria control, which has been shown in other parts of
the warld to be mure effective when carried out with
adequate local surveillance and maintenance

f. Onchocerciasis control now underway in the Volta River
basin should be examined closely before wide-scale appli-
cation throughout the Sahel, and expansion should be deter=
mined on the basis of direct relationship to economic deve-

lopment,

3. Environmental Sanitation/Water

Simple environmental improvements and organisation of the
community to assist in the acquisition and maintenance of a safé water
supply are among the health promotive functions of the village health
worker, working in collaboration with the village council and the
residents of the village who will benefit from such efforts.

The first priority is to make sufficient water available in
gvery wuillage, then to teach -the villagers the importance of safe
water and simple means of preventing water wastage and contamination,

To improve general sanitation in the village, there is a great
need for simple and effective technologies for the provision of water
which the villagers and the village health workers can exploit through
the use of available resources,
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4. Nubrition

An iwmprovement in the nutritional status of the Sahelian
population, especially of mothers and children, is dependent upon the
achievement of "nutritional self-sufficiency", i.e., local availa-
bility of a sufficient quantity of food, This in turn means better
exploitation of existing foods - milk, fish, livestock - as well as
better methods of preserving and transporting food. changes in infant
feeding practicvos can best be brought about through the village-based
health system by the efforts of the village health worker who can be
trained in very basic nutritional surveillance., Rescurcss for the
rehabilitation of Dalnourished children should be more widely avai-
lable with emphasis on education of the mothers,

Se Demoggaghz and Health Planning

Accurate demographic and health statistics are absolutely
essential for planning health as well as non~health sector development
programs and projects, Development of information systems in the frane=-

work of a national program of village-based health can begin with
the use of village health workers in the development and collection of
health and vital statistics,

As regards fomily planaing, each government must decide its
own policy. Some countries already have small programs, but generally
speaking, birth-spacing efforts await the concrete results of maternal
and child health programs in terms of increased child survival,

COLICLUSIO

To achiove minimum adequate coverage of the dispersed rural popula~
tions of the Sahel, it is essential that basic heslth services such as thoee
outlined above begin at the village level, with ths commmnity itself teking
a primary role in the delivery of theae gservices. The health-water-
mtrition strategy adopted by the Club du Sahel suggests broad guidelines
for the recrientation of present policies and programs. It is reacognized
that further studies and more detailed planning are required to define the
means by which these guidelines can be adapted to regional, national
and local realities.

Ouagadougou August 31, 1978
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CILSS FIRST GENERATION PROJECT VISITS:
SCHEDULE AND TEAM COMPOSITION-

April 30 - May 4, 1978

May 2 - 6

May 15 - 19

May 24 - June 3

June 5 - 14

June 15 - 23

June 15 - 25

July 31 - August 1l
August 3 - 8

August 14 - 16

Cape Verde

The Gambia

Upper Volta

Mauritania

Mali

Senegal

Chad

Upper Volta
The Gambia

Niger

Marshall McBean, M.D.
Julia Terry

Marshall McBean, M.D.
Kathleen Parker, M.P.H.

Michael Wwhite, M.D., M.P.H.
Kathleen Parker, M.P.H.
Julia Terry

John Lucas, M.D., M.P.H.
Julia Terry

Pierre Leger, D.S.E.
Julia Terry

Pierre Leger, D.S.E.
Julia Terry

Bernard Guyer, M.D.
Kathleen Parker, M.P.H.

Julia Terry
Kathlee: Parker, M.P.H.

Julia Terry
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Chad

Gambia

Mali

Cv.Cl

Cv.C2
TCH.C1

TCH.C2

TCH.C3

TCH.C4

TCH.C5

TCH.C6

GA. cl

GA.C2

GA.C3

GA.C4

GA.C5

MALI Cl

MALI C2

MALI C3

MALI C4

CILSS FIRST GEWERATION HEALTH PROJECTS

Total Dollars

Length
Proiect Title of Project
Project for Construction and 5 years
Equipment of Health Facilities, 2
Staff Training Centers and a
Regional Depot for Medicines
Expanded Programme of Immunization 5 years
Expanded Programme of Immunization 5 years
Creation of a National Maternal and
Child -Health Service 4 years
Reinforcement of Primary Health
Services
Health Infrastructure Renovations
Reinforcement of Endemic Disease
Control Service
Personnel Training
Strengthening of Rural Health
Services 18 months
Establishment of a Health Planning
Unit in the Ministry of Health 2 years
Rural Water Supply 3 years
Creation of an Endemic Disease
Control Unit in the Ministry of 4 years
Health 4 years
Tuberculosis Control 2 & 4 years
Development of Primary Health
Care Services 5 years

Equipment and Development of the
National Institute for Research in
Pharmacopeia and Traditional Medicine 5 years

Expanded Programme of Immunization 10 years
Assistance Project for the Protection

of Water and Sanitation in Rural
Areas in the Republic of Mali 5 years

$ 4,447,840

225,746
1,414,246

490,530

1,653,333

1,128,889

1,220,319

342,000

2,859,000

828,570

830,000

15,656,666

1,637,778
3,629,600

2,000,000



(Mali)
Mauri-

tania

Niger

Senegal

Upper
Volta

MALI C5

'MAU.C1

MAU.C2
NIGER Cl

NIGER C2

NIGER C3

NIGER C4
SEN.C1
SEN.C2
HV.Cl

Hv.cz

HV.C3

Project to Improve the Conditions
of Life in Rural Areas

Strengthening of Basic Health
Services

Expanded Programme of Immunization
Primary Health Care Services

Primary Health Care Services
(Alternative)

Basic Environmental Sanitation

Refresher Training and Supervision
of Personnel

Integrated Development of Food and
Nutritfon in Rural Areas

Strengthening of Basic Dental
Health Services in Senegal

Creacion of the University Center
of Health Sciences in Ouagadougou

Primary Health Care Services

Expanded Programme of Immunization

Family Health Care, Inc. 11/78

unknown

5 years
5 years

13 years

12 years

5 years

5 years

4 years

5 years

3 years
10 years

10 years

unknown

842,418
593,677
48,705,955

33,345,733

1,206,751
1,525,333
4,600,000
4,747,400

7,333,000
65,387,240
5,694,128

5%
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STATUS REFORT ON DOROR AOTIVITY IN EEALTH/VATER/WOTRITION: CAPR VRIS

. v

, S " iLedath of
Theme of the CILSH/ * '+ Description or Na- - ©  Bstinated lavel - . -Project
Club Bealth Ctrategy Project'Pitle Doaor -ture of Logistence .- ¢ - of Punding () "Status Begins/Mnds
-~ 1, VILLAGE-BASED Integrated Bural ™ bﬂthiﬂlinlthod\u- .-
* ERALTH SERVICES  Developmant: Maio tiod dompinent . [P
Bural Health Services U3ATD , 2,000,000 Uoder  1979-1981
s . * disc.
Bural Health Pilot Proj.  Belg. Persoonel
Sta. Catarina NGO N i -
Construction/Renovation _ Caneda/ Ongoing
of Baaio Health OUnits TNICRY/ 120,000
W0 . + 1" - 300,000
. oy Expandsd of V8o Vaccines
ENDEMIC DISEASES/ Ismonisations Bungary  Vaccines
VACCTMATIONS . . Algeria  Vacoines )
II1.. vArER/ Rural Water Supply TUICEP 1,750,000 1977-1981
ENVIROWENTAL
T BANTTATION. - Isprovament of vHO Technical Assistance .
L e Sanitation . (annltgq engineer)
IV. WUTRITION Food Assistance WP Foodatuffs 16,000,000 1977-1981
Food Becurity PAO Foodatuffs, ailcs, 1,000,000 1977-1981
storage
Mutritional Assesament School of . .
Public !
Hith,Lisbon -
Yood Ald U3, Canada, 9,61k,000 1977
. Belgium,France,
. Chipa, EEC, R
TRG, 0 B

LOEN

A AN



Domographic statistics WiIPA . .Gensral Census 181,790 Ongoing  19TI-1979
WCH and Penily Planningy  SIDA ey S years-i®
(Balda .-« S
Barnenis) +
Hsalth Sciencea W0 2 nurse trainers, © 218,200 ‘Ongoing 19T3-1979
Rducation sapplies, materiala
Scholerships wi0 W " 70,000 - -
Development of Health WHO Mecdical persomnel, ¢ 366,300 Ongoing
8exrvices suppliee, materials, . -
Lab. techknioian - A B
Pharmaceutical Industry  UNOID Control laboratory/ . 122,000, . Ongoing * - -
pharmacesutiocal +3 0. e .t
Pilot faotory for drug 660,000 1977-1981
FPhamecy WHO Techmician Ready to
. o ’ start -
Training/scholarships U8, Portu-
“ll Cuba, *
Algeria,-
Roumania, -
USSR -
Modical personnel U38R, . ) -
: FRG, Cuba
Infrastructure : lother-  Rencvations in the Praia " Nearly
lands Bospital, X-Ray equipment, finished .
Praia & Mindelo, Byuipment
for health posty -
mm:nw to Eouseni Laboratoxy’, muh: paychia~

cal Cnol., tric hospital
of Churches



CAFR ¥IR3E - )

{Ms0ellansous, oont.) MERI00 Teslnicisns, material,
(x00) vehicules
(wa0)

Bed Crose MNMedicaticas, vehieules
Hedisatidhs, satexrials
Gulden- Massriais

]

Medisations, materials,
oquipment

i
{
!

mm,

1
|

Fodisations, equipnent,
materials

Souzoces: WD, Profil éu Pays :
WP, Rapyort Loxmal our 1'Assistanes Rxtorions, 1977
Rianistry of Neaith data '



STATUS REPORT OM DCIIGR ACTIVITY IN M ALTR-UATER-NUTRITION ¢

M—

THE GLA:BIA
Theas of CIL:S Health Title of Project Donor Doscription or Estinated Level Status Prgject
Strotogy flature of hssis- Levol of Funding Bogins/Ends
tance _
Strengthening of WHO 3 experta e e P e

I. VILLLGD-BAAFD HRALTE
SYSTHS

Health Services « Public Health Advisor
- Laboratory Technician

¢ = Nurse Tutor

$ 794,400 Ongolng ° 77-* 81

Tatornal/Child  U3alD S nucae techalcions

Honlth and Family + 1/2 time physician ] 1.000,0(!) Ongoing 3§

Planning project director Satond phase

Training of Commumnity ends 12/78 72 -'78

= __hoalth nurses cossoditics

Treining of UNICEF Katerinls

Traditional Birth

Attondants

ilntornal/Child oy Construction/ $ 476,190  Proposal  '78 -

Hoalth Pilot Renovation boing re-

Frejoct ~ Banjul Equipment studied for .

Kombo 6t. liary Vehiclen possibla

and Vestorn Water Supply revisions

Divisica

¢ 5.UxCS ¢ (1) umop,
@ __,

(3) Project domnu

U.B. ' ’ = D 2.10


http:begins/l.kd

Do e P -~...Pi...2
Thomo Pitle of Projoct Donor

Description or Hature Estimated Level .ot Status Project
of Asaistance __ __ et
II. OEROL GP Short-term ..
. consultanciaes . £
pISRSIB'  (STC) . : - _ L
— a) ICP/MSD OU3 - _ WNDP/  Expert $ 50,000 Completod 8/76 -,
acsist in 1 [+ J R .o
croation of |’
vital o« dualth
e ’ Statistics
TTTT T L) Vactor control- WNDR/ 3 eiparts Complated § . ¥-6/76 amd -
to organize ) small malaria 78-79 (1 yeer)
control programme control pro-
- . — e e o . .. . ! . gras new
! underwsy § funding for
- adeais
Dissase scutrel Eait
heing requestesd i
: through CILSS
¢) 1cP/NDR? 001 -~ uDpP/ Export Completed, a8
asscss problem WHO . ) follow-up at
of gommally - Tttt shis time
transsitted Tt oTTEer s m o vy - - .
diseases - - .
Laprosy Control Nother- Bxpert $ 250,000 ' - Ongoing M-
Leprosy
Roliof 1 .
AssoC.
Comadian Bguipment, $§ 500,000 Ongoing 0478

Leprosy Supplies
Fund




Page 3

Theus Title of Project Donor Description or Estimated Status Project
Hature of assis- Level of . Begina/Ends
. tance Punding
" ‘Biomodical research 480/ Proposed
support to i.odical TOR To be defined %o be dater- for 5 yrs
. Nesearch Council ) ained
, . . i
¥B Control-¥ass UnICEr Vaccines - .
BCO Campaizn Squipment . § 25,000 ‘,‘gﬂi.m 78 -
v L . " T, .
" Strengthoning of o/ ° <Jraining ‘ 2o be Prcgect inputs ’
hoalth delivory USAID Epideaiologio * detcrmined undor discusaion 78 - -

systeas (rogional) Surveillance *




Description or Page tutin:tod

Gereany

Thoso Title of Projoct Donor . Status Project
Naturo of Assis- Levol of Pun- Begina/Ends
tanca
Il ENVIRCILNTAL ‘s
SAPTVATIOIAMTER .
Gai/72/003 UNDP/ v 103,300 Survoy
Study of Soweraiod wiio .o recontly
and drainage vwrobless N completod "% - 78
Bpn jul-Kowbo St. :‘ary EDF v 2,500,000 Impleavnta~
) ADD < 5,000,000 tion to begin
: e aoon ' 78 -
GAN/78/007 WHDP/  Experts, T 318,200 . Ongoing .
Rural Wator orc Equipmont ends N:0 78 ' 26~ 78
Supply (pilot) .o L
UHICEF ‘Supplies, r
Denmark Equipmont, .
DANIDA) Pransport i 611 - - - 8. %26 ¢
qA11/78/002 UNDP/0sT  axperts, T 5.5’“,& Phase 11 '
“ural liator : y Training, :
Supply UNICEF/ Equipmont, )
(.xpansion of Donmark Supplics Funding now
pilot prograrzo Fuderal Hyérogoological being sought
nationwide) Republic  Survey
of Gersmany i -
Rtural Jotor oM Eqnipe:nt, < 195,850 Recontly ¢ 78~ 81
Supply 3 Kerewan, Supplies approvaed for
Bansang, Farcfeni, funding
Lasau
Tanjul ¥Watar Fedoral { 2,350,000 ' 75- 181
Supply Republic of




Theme Title of Project Donor Deseription or Estimated Status Proje ot
............ . . .. .uue-. ..mMaturs .of. ......Lavel of Funding .. ....._.Begins/Ends
Assistance
Ve NUTRITION
'.. . . \ .
Primary 8chool Yorld § 4,503,000 . Ongoing 1970 =
Feeding Prograg . Food .
Programme R X .
e Prédschool * CRS/ Food Stufies & 400,000
FPoeding Program UsSAID Amnunlly Ongoing 1975 -
OXFPAN
Supplemantary ’ énsl $ 150,000 ot
Food Supplier GSAID R

Day Care Centers

.......




Pags 6

Theao Title of Frojoot Donor Doscription or | Estisated Status Projoct
Nature of Level of Tunding Begins/Enda
Asststance
V. DZHOGRAPHY/ )
HEALTH PLANNING @ ...... .... ... . . - .- e e o aee we s -
Family Plonning IPFF Equipment $ 4%00.000 + Ongoing ¢ 724280
« Assidstonco te '
Gambia Family USAID Equipaent, $: 25.000+¢/yr. Ongoing
Planning ssoce vt Building
(G?P.A)
Cosmunication & . UNESCO/ . [Equipsent, $ 54,000 .Ongoing 175-178
Fomily Planning UNFPA Bxpert
*hardware
oxpuerimont®
GAN/72/PO1 (110) unorc/ § 117.372 Ccapleted
Population Consus UNFPA
Tochpical UNFPA Completed
assistance = 11/75
Dovelopsont of - oot - - i AL A

population policy




Page Te

Theme Title of Project Donor Descriptioa or Estimated Stetus Project
. Nature of Level of Funding Beg
Assistance
vi. HI"‘C'W.' oot ot .. o
.+  Hedical Bupplies UNICEF 8 & 47300 Ongoing - 27 81
transport,
equipment . ..
Education Proj-ct IBRD =Expnnsion of ) 128-181
School of Mursing Under
. =Creation of Mm=- T .
rolled Hursing discussion
School at Bamsang -
Hospital
Zupply of Medical Libya 25 =50 toas of 1978
Storss nedinine
Irovision of Donnark
medical oxpert- (DANIBA) -- . e e
anesthetist
Salaries-School UNICEF . § 22,000 Ongoing
of Public Health annwally ’ : :
Support to lledicol oDt unknown Ongoing
Rescarch Council .
.. research ugglv.ﬂiu
N e - e ——————_
Technical sss!/stonce ODN § 555.000 Ongojing 177-280

Hoalth
persoanel (7)
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Page 8, " '°

ot DONOR Deacription Batimated Status Project
Thoae Title of Froje lotnzo of Level of Funding Begins/Eads
- Assistance .

X ~ray units at oD $ 110.600 Under

Royal Victoria completion 2178

Hospital & Bansang

Pachnical assistance People's L T

12 physicans at Sepublic

Bansang of China

Hospital (P%C)

Construction of PRC

a 50 - bed $ 2.000,000

hospital at XKaur

Conatruction of . .. -

3 Health Centers 3

Farafeni

Xunang

Karantaba

Blood Transfusion Red Cross

Unit at RGH : -opH

Construction of .oDM

Children's :

V¥ing - Banoeng

Roapital




STATOS REPORT ON DONOR ACTIVITY IS BRALYHALATIR/WOMITION

M
Length of
Thems of the OI188/ Desoription or Me- Estimated Level ° ‘Project
Club Health Stintegy Title of Projeot Donor tare of Aseistance of hmding (8) Status Degina/Bnda
I. VILLAGE-BASED Development of Rural Health W Support to rursl health 3,050,000 - begine  1978-1981
BRALYH SYSTRMS  Health Bervices system - Yelemani, Koro 7/
Oerp-
Primary Health Care Bvitser~ Support to rural heslth h#n- 1978-1981
land systen -~ dikaseo Region i /
II. CONTROL OF Onchocerviasis Control NP/ 0/ Regional projeot (7 oo.) 12,605,000 Onging 197~
IIEC TIRD/PA0 (1978)
DISRASES/
VACCINATIONS Assistanoe to Lapers Racul
Health WHO/UBAID Regionel technical assis- Onging
Delivery Syatems tance in health plamning, 1
spidaniology, vaccines oo -
T3I. VATER/ Development of Eealth L] Banitary engineer, activities
BIVIROIMENTAL Sexvioces and studies related to
SANTTATION sanitation;
Well ocomstruction in CARE
Tural areas
PLANBAR WB0/GMIP/ Rural Sanitation Project Design Nnding 10 years
wIcar sought
Vater systea oo Bguipsent, materials
IV. MNUIRITION
V. DERMOGRAPHY/ Family Health Prograsme o/ MOH and family planning 1,000,000 Ongoing 3 years
HEALTH PLAMNING WIFrA

asctivities, training,
svalugtion




L2

Development of Health o

MALL ~ 2
. :'--l‘

Persomnel, Bguipsent 000

BServices Supplien ’ 2("1"913) Gwing :

Deveivpaent of Health WEO Persoonel, Bguipment, 180,000 .. - :

Persoine] (Health Soiences Scholarships - (1978) .. “ L
. ml) : i . ’

Health couponent - produo~ USAID Operation Baute Vsllee Under discuseion

tion projects .

Health Oentar FED, ‘ )
Gonstruotion R. Foller- . i S

oan
Urtan dispensaries Saudi -
; Arsbia

MOH Garage wiIcer VYehicles, equipasnt

Institute for Traditional OUA T ) i;ouo'

Medicine (IREPNY) Y 1977)

OConstruction, Bemako
suburbe

2,000,000 Ongoing




STATUS REPORT O DONOR ACTIVITY IN HEALTH/WATER/NUTRITION

. MAUEIPANI)
: : Length of
Theas of CIISS/ Desoription or Ne- . -Betimatdd Level Projsot
Clud Boalth Strategy Title of Project Donor ture of Asaistance £ Puding () Status
I. VILLAGE-BASED Rural nedical assistance: ‘IBAID Village-based sorvicess: 570,000 design  1979-198)
- HRALTH SYSTEMB Region VI personnel, logistical . phase
- support, training __ i
Health assistance oNICRY Village heslth worker L46,000 Ongoing 1977-1978
- - training, materials,
Maternal + Child Health  USAID/  Personnel, logistical Ongoing
Peace suppoxt
Cozpe
II. OOWTROL OF . Endenic disease ocontrol wiIcsy Partioipation in ocontrol Ongoing 1977-1978
BEDEMIC DISERAGES/ programs for T8, Schistoso-
VACCTMATIONE miagis, Malaria
Strengthening Health Sexr- WHO/USAID Hsalth plaming, ospidemio- t
vioces - logy, vaocines
Vaccinas VWorld Lo- e
theran Fdn.
= Special fund 000GE Material, equipment, medica-
! tions, - 7B survey
UI. varse/ Vater and Sanitation - FAD Vater ;Ipply. sanitation, '
IVIROWMENTAL Bouakohott sevage treatmeat station
SANTTATION
. Water supply and drsivoge FAO
systea - Rosso Ongoing
Vater resources orc [m . ) 290,000 . Opgoing
Undex ;round wator ,orc/mae ¢ e 15,000 Ongoing




b7

Meergenay Water Projects 84,000 Ongoing
Water supply projscts UNICEr Well oconstzuotion, 150,000 ) 1977-1981
isprovement
Studies UBAID Oasis developaent, -
reclamation
Rquipoent for borsholes  UNBO/ATB 3,500,000 B
IV, WIRITION 8chool feeding programme  WFP Ongoing
Food aid WFP,FRG,CER, -
France, US4,
Belgimm, UK,
Austrulis,
Netherlands
Butrition study . ORANA Boutiliait Cireonscription
Matritional Rehadilitation 'as Ve Arrondiseessnt
Centers .
Jood distxibution « Bed Ongoing
Assiatance Crescent N
Technical Assistance WHO Butritionist 1978-
¥. DEMOGRAPHY/ Population census, mrea 260,000 1978
ERALT:] PLAWIIN ; needa assesmant
vI. MISCELLANEOUS Basic hselth servises wWHO Technical assistance 1968-present
dovelomment
MAical personnel, tschni- PRO, Poriomol. equipment, zaterial, *
cal assistarca to bealth USSR, infrastructure, logictical
sexvices Auatris support
FAC,
Spain




Infrastruoture b ¢ ] Natiomal hospital.+ polyclinis,
oconstruction and extensioa
National School for Nur- ADB Rxtension of school
ses and midvives
8Scholarships, fellowships WHO - 197719719
National School for Murses Persornsl, training programs 1977-1919
and Midwives 0
Construction and rensva- TC NCH Center -~ Houskohott,
tion of buildings Begional Hospitals
Logistical support Ozder
aof
Halta
Prain!r:, of health ADB/AI® 15 years
persconel .
Natiomal Institute for PROC
Ryglens
TB Eospital fheik Construction 1976-1979
Nazser
Ruxal health infrastruo- Kuwait Regional bospitals, rural 1,000,000 Ongoing
ture dispensaxies

1

Tomce: WD, B gmmsw 1576
oNDP, !% mi}. 197

Ministry o ts and interviews



a-otu-cn-l
lulthltutq

. . | TR s -.m R al 3 T v * e .
Y TR 7 PO SR
T 1 T )
S SO Y] or o~ Batimated Lavel
Pitle of Pyojeod .. .. . - tuze- of . Assistance

o't

e n'”:'i- .

"l Length of

Bugine/Meds

I. vn.nm-mn

. BRALTY SERVIOES-~ Delivery - - - atieq . T
N - . » oL Ve L b, .
’ Prisery Health Care Pesce \ b / 29,080 . 192
oty mesitgh '-::)m- ' i
Training of Secouristss, Oxfem Praining costs’’ 30,000 1976
- Matrones T e ’ . om i
mm;u; Bural Bealth 08LID Personnsl, tunun. sosts, xa.mﬁﬁmo 1978-1982
. Comem ot o qdpnt.m n o
| PR mu. J0 ~. ,:-.’ ,
- Fediocal assistance - Oxfem Persomiel .for tral Gt » b
Tohintobayradsn Bl e nm . uine J-_' ! . ,GD : "
- Assistance to NOW - " Nather~  Perschmel Oo.mo. 1975-1977
Niaoey Departaent langs | e 2T . .
Icrrovensnt of Health Fianoe - Mm:l. ’:q'u'p-t. ~.m.p " 19713199
;  Bural Fadth Oare - ch't-' :l’o.al-cm-l. axdieations 3,087,h2% 1976-1982

e ‘\
huahlﬂalavuu

T—

+ -~ of- Fanbing ($)
2,000,000

Cagoing

I9M-1979

S

mo

Persomnel, lcziciics,
mlpnt. matsriel

7,500,000

1963-1970

-';.. : ..'m/m/ Bogicoal project to eliminate 6,000,000 -
caohoosrcissis (Riger omly) -

1971979

of Beslth -
lhnnqﬂyltﬂs fi .

WED/DBAID. Bagiopal technieal

s ——rT

Wi

tocknisal assistance 2,477,55
- in hoalth t:‘”‘ opidento- (licu -l’)

H

1973-1520




5. varm/ Isprovement of Water Supply NG lesn fer inguevensnt of 1,000,000 “ =171
;. IVEROMEENEL . wvatew sugply + ssaitation | o b
T BANTRATION fasilitien ~ Dlamey, ) : - .-
Wasedi, Sinder .
Sanitation - Depertment WO : . i TR A Ongoing 1972-1979
of Bismey L . )
¥ell eonsizeotion in CSRTAS, Bvise s T 1,500,718 Ongoing
reral arsas . Ovop., Oxfm, ' . (197 oaly)
CAN?, CIMA, PED,
Senitation projests - s lesn ,000,008
Beszgemay Water Supply - UEIP . 308,900- 1976-1998
- Gabel Regiom . ~ea ]
Payping stations - Suitser~ Negaizs, pecscumel, 197,600 1976-19718
Besac Beparioeat land .
Ml punge CMIMS  Waterial B 50,000 1976
IV, NSTRIPIC Ald ., NOE Osmtess - we Peod ald 1,116,000 Orgoting  1976-1980
rural dispensaries )
Batrition Béssation Peace Health/mutrition (aso adewe) Ongoing
Ouxpe ohwsation |
v, MEOCMFIY/ Population Oemeus W00 1,235,008 1976-1998
BALTE PLANNTEC
n. Health fasilities ) Comstrustion of srromiisse- 3,168,000 i
construstion aent + suinelion: dispensacies L :
. m . . s “
cagping of wells " 39,600,803




<L,

R - 3

Deugs for dispemsaries wiow ugs, suwpplies 24,000 1975-1977
Assistames to Galmi sm Pezrsomnel 305,068
Nospital
Assistanes o Medioal ) Persomnel, commodities 3,999,096 1976-1979
Cantar, Xinder
Assistamce to lLepxosy sm Persommel, equipasat 15,570
Hoepital, Maradi
Assistanoe to Ouescheme s . Persommel, equipment 308,068
Hoepital
A:utnu to Mamay Rosp. UWIER Persssmel, eguipasnt 19751979
Assintanee to Varadi + b ] Pareommel Iy, 000 19716
Hiamey Nospitals :
Heaith Bocienesss Sehool - Al Expasiaion of uildivgs 66,23 1976-1977
Nat. School of Peblic e Paxsoanel, materials, 790,6% 1972-1976
Health ~ Niamey training supplise
Hoapital assistanes -~ P Jood for hespitalised pta. 1,116,800 19763980
Blemey + Kinder
HEealth Sciences Sghool - WD Mduife instrustors 148, 300 1975-1979
Riamey
Soholarshipe - health 0 Soholarships for study 1,955,000 1976-1919
scisnees abroad
Scurceas WD, 1976
e, b /M
Ministxy doocwments



STAYSE RUPCRT OF DONOR AOTIVITY IE NRAIESAGTIR/NSERTTION

B .
Length of
- Sheme of OILES/ Sessription or ne- Betimated Leval Punjest
Club Nealth Strategy Title of Projest Damox uze of Lsoistemes cf Punitag () Status  Dagina/Bads
I. VILIAGB-BASED  Technioal Assistanse- Oamaida Persemmel, equipment, 1,000,008 Ongeing 19771990
Pricary Usalth Caze: Geamas .ouppliss . o ] L
Primary Nealth Onxe am Ferscamel, equipment, 738,000 Ongeing 1976-29D
sugplies - :
Pilet project - Patick Kethep~  Porsommsl, matexiale 608,000 Ougning 1977-1980
Bevelogment of Health wars Primasy cave ssrvisss 3,100,080 Gageing  1976-1988
Sexviess: Sine Snlown
Sovelopment of Nsalth W/ARF Tminiag of twaditiomsd 1971900
Sezvices siduives
Mlgim 1971-1980
in Matem (Fiouve)
31, OOWEMOL OF Tropenamnosis Vil0, WP Pesscumsl, eguignest 58,585 b T a i r 4 s
RESEC MINSES/ Contwol Leb.Sandvs
VaOCIRAYIONS
Assistumos to the In- Pramce Iptdamislogist 197~
demic Biseass Contxol
Sector
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CI=8S/CLUB HUMAN RESOURCES MEETING
NIAMEY, SEPTEMBER 25-27, 1978

CILSS Countries:

Bilateral Donors:
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CILSS Secretariat Staff

PARTICIPANTS
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European Development Fund (FED)

European Economic Community (CCCE)

Food and Agriculture Organisation (FAO)

International Labor Organisation (ILO)
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Organisation for Economic Cooperation
and Development (OECD)
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SAHEL HEALTH IMPACT GUIDELINES
OUTLINE

General Format of the Document:

Volume I: PRODUCTION (includes a review of Agriculture,

Fisheries and Livestock)

Volume II: INFRASTRUCTURE AND ECONOMIC DEVELOPMENT (Includes

a review of Ecology and Fcrestry, Transportation
and Tachnology Transfer)

Volume III: REFERENCE MANUAL {includes a review of major

tropical diseases, a glossary of scientific
terms, an annotated reference list, a case study
reference list and an organization directory)

Structure of Volumes I and II:

I,

II.

III.

Iv.

vI.

Introduction: Background of document formulation;
Sahellan development goals; concepts of total perspective
view of development and of complementarity among sectors;
jdentification of users of the document

Health and Development: Levels of health to be considered
{individual, community, national, regional); attention to
health facilitates development; failure to consider health
can .ompromise results of development projects

Health Problems in the Sahel: Nature of disease organisms;
ecology of disease; general review of the diseases in the
Sahel (location, prevalence, severity, potential to spread)

Davelo nt Programs and Plans in the Sahel and Their

Im cations for Health Problems ector specific discussion):
;;nara: ;n;:oguct;on; goa;s o; 5;0 lecgor; act;v;t;ol of the
sector; types of changes associated with gector activities;

their impact on health; table - positive and negative effects
of the sector; table - approaches to deal with zdverse heal“h

impacts

Methodolo to Review the Potential Impact(s) and Effects
on Health ¥rom Development Projects: Introduction)
chac st; matrix

Flowchart: Recapitulation of the material and concepts
cresented
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CHRONOLOGY OF HZALTH SECTOR ACTIVITIES:
CILSS/CLBU DU SAHEL AND SDP

1976

The Sahel Planning Task Force of AID's Africa Bureau was
established co make initizl recommendations in the long-
term development of the Sahel Region.

March: Club du Sahel holds its first meeting, creates
international Working Group and calls for the
development of a long-term development gstrategy
for the Sahel.

June: The Sahel Development Program Team (SpP) was
established to lead and coordinate AID efforts
in the long-term development of the Sahel.

October: Health/Nutrition/Population Sector Chief was
appointed to lead SDP activities in this newly
created sector.

November:G.E. Tempo assisted in the development of a
proposal for a regional demographic program.
Family Health Care, Inc. (FHC) was engaged to
assist in analyzing the health/nutrition/family
planning needs of Sahelian countries and develop-
ing a long~term strategy to meet those needs.

December: At the Ouagadougou meeting of the Human Resour-
ces Team, AID presented a draft work plan for
the Health/Nutriiion/Water Subgroup, to develop
a sector strategy paper in preparation for the
May-June 1977 meeting of the Club. The work
plan was adopted and it was ac¢reed to secure the
participation of Sahelian representatives at the
next meeting of the Health/Nutrition/Water
Subgroup.

January: Development of the draft strategy for long-term
development of the health/nutrition/population
gsector in the Sahel was undertaken by Dr.
Stanley Scheyer of FHC in collaboration with Dr.
Steven Joseph of Harvard University. Dr.
Martin-Samos, WHO Representative in Upper Volta,
pulled together the WHO country profiles to
produce: "A Profile of Health, Water, Nutrition
in the Sahel."
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March:

May -
June:

July:

August:

October:

November:

November:

Meetings of the Human Resources Team and the
Health/Nutrition/Water Subgroup were held in
Dakar with five Sahel countries represented in
the Subgroup. The FHC Health/Nutrition/Water
draft strategy and the Martin-Samos document
containing count:y profiles were presented. It
was agreed that Martin-Samos would prepare a
synthesis of both documents with Dr. Rasmane
Sawadogo (Upper Volta) for presentation at the
annual Club meeting. A strategy for a program
to assist demographic planning in Sahelian
development efforts was. also presented at the
meeting and endorsed by the Group for further
development.

The synthesized health strategy was adopted in
Ottawa at the technical meeting of 5/25-28/77
and the Council of Ministers meeting (5/30-6/1/
77) with donor representatives including, for
AID, Assistant Administrator for Africa, Goler
T. Butcher and Deputy Administrator, Robert
Nooter.

CILSS requested AID provide continued assistance
to the health sector including the recruitment
and support of a Public Health Advisor to the
Secretariat for a two-year period.

AID agreed to continue development of the
long-term strategy, assistance to CILSS to
implement the strategy, and recruitment, orienta-
tion, and support of the CILSS Health Advisor.

At a meeting of the Sahel Institute held in
Ouagadougou, AID presented terms of reference
and budget for a Demographic Unit and was
requested by the Institute to assist in the
recruitment of a Coordinator and to provide
initial operating costs.

The newly recruited Health Advisor to CILSS, Dr.
Michael White, attended a meeting in Ouagadougou
with the Club/CILSS "Rapporteur,” "Co-Rapporteur, "
and "Animateur® of each sector. The purpose of
the meeting was to define the 1978 working Group
plan of action with particular emphasis on
screening and funding the first generation of
projects proposed by the Sahel countries.

A Family Health Care team assisted CILSS to de-
fine more fully work plans forthe health sector
for 1978. The plans prepared were agreed to
by Rapporteur Sawadogo and CILSS Secretariat
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1978

February:

March:

April:

April -
August:

April -
July:

August-
Sept:

Sept.:

Sept:

Director of Projects and Programs Yaya Idrissa.
Tt was agreed that an Intsrim Health Advisor was
needed to begin the implementation of these
plans as Dr. White would not be available on a
full-time basis until July 1978.

Interim Health Advisor Julia Terry accompanied
by Kathy Parker, both of PHC, arrived in Ouaga-
dougou to plan the visits to all eight countries
to prepare the dossiers for first generation
projects. The review of nonhealth projects for

positive and negative impact on health and planning

for the development of health impact guidelines
for the design of nonhealth projects was also
undertaken.

Interim Public Health Advisor participated in
the Human Resources Team meeting in Niamey. The
Team reviewed and approved the 1978 heaith
sector work plan.

Pursuant to the RFP/competitive bidding process,
Family Health Care/Population Council were
awarded & contract to provide technical assis-
tance to analyze the interrelationship between
population and development in the Sahel Region.

Visits were made to CILSS member countries in
relation to first generation projects.

Work is bequn in collaboration with CILSS
Ecology Unit on development of guidelines for
incorporating health considerations into the
design of nonhealth development projects.

Final Preparations at the CILSS of first qenera-
tion project dossiers for the consultation with
donors. Transmittal of the dossiers to the Club
du Sahel in Paris.

Meeting of CILSS/Club staff, representatives of
member countries, and donor representatives in
Niamey to consider Human Resources first genera-
tion projeat dossiers.

Meetings held in Bamako and in Washington
between PHC/PC, the Sahel Insti..'e Socio-Econo-
mic/Demography Unit Coordinator a d USAID to
establish a workplan for the demography contract.



October:

October:

Pirst draft of health impact guidelines presented
to technicians at CILSS for review.

Paper on health and new lands development
prepared by FHC and presented at Club Conference
on New Lands held in Ouagadougou.



APPENDIX 9

The Use of Minorities and Women in the
Execution of the Contract Activity
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In the execution of this Work Order, two persons
were employed on a full-time basis (Project Coordinator
and Interim Public Health Advisor); both of these were
women. Among the consultants used to carry out the
country missions (5 in all) one was a minority. Of staff
and consultants used at any time during the work order -

14 in all - 6 women and two minorities were used.
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