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C. Summary Description of the Project

This is an international joint effort between
the United States Agencr for International Development
(AID), Family Planning International Assistance (FPIA),
the international division of Planned Parenthood Federation
of America, Inc., and the Government of Togo (GOT),
particularly the Ministry of Health, Social Affairs and
the Advancement of Women (MOH). The project will assist
the GOT in strengthening its institutional capacity to
provide improved health services to its populace,
particularly pregnant and lactating mothers and children
0-5 years of age. With five out of ten children dying
before they reach the age of fide in rural areas of Togo,
there can be little doubt about the need for improving
maternal and child health services.

in-depth training and/or retraining of medical, paramedical
and social personnel of the MOH in the various aspects of
family health, i.e. maternal child health, nutrition
education and family planning. The project does not address
all phases of the Togolese health services, but is Li§i3§d~
to provide better training, understanding of and reorienta-
tion towards family healtht all health personnel.

y‘ This objective will be accomplished through the

The project will be implemented under the aegis
{of the MOH. An AID-financed technician and his Togolese
lcounterpart, the Director of the Family Health Center,
;will be primarily responsible for day-to-day management
and implementation of the project. They will coordinate
all donor inputs and monitor project prcgress and adherence
to the conditions agreed upon by all dornors.

This is a six yé%r project. However, AID funds
will be disbursed over the first three vears of the groject.
The direct AID contribution will consist of financing for (i) the
design and construction of the Center, (ii) furniture and N
equipment for the Center, (iii) the services of a public
health advisor and a bilingual secretary.

Kigiél(using Title ¥ funds directly from PHA/POP)
will finance the entire training component of the project.
This will include: (i) approximately 29 person months (PM)
of short-term technical assistance; (ii) approximately 102
PM of short-term partcipant training; (iii) commodities and
equipment; (iv! some local cost (research funds and a
bilingual secretary; and (v) a portion of operating
cost (vehicles maintenance and POL).
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The GOT contribution will consist of (i) land for
the center site; (ii) salaries of full and part-time
center staff; (iii) per diem and transportation of trainees;
and (iv) operational cost of the center.

The prudent management of the above inputs will
produce the following outputs:

(i) Construction of the Family Health Center;
(ii) Curriculum developed;

(iii) Health and sex education materials developed;

“iv) Approximately 120 senior level and 120 mid-
level trainees trained and/or retrained per year starting
January 1980.

The Family Health Center will serve as the central
facility to offer training to primarily rural-based health
personnel who will then be able to offer their newly-
acquired skills to the majority of the Togolese population.
Training in family health including methods of child spacing
for senior level health personnel such as physicians,
midwives and nurses requires a combination of clinical and
theoretical teaching. Courses have to be of adequate
length to assure that the students have mastered new concepts
and can carry out new procedures in a competent manner.

With the existance of a sufficient nucleus of Togolese
personnel, the additional training of key senior health
professionals from each of the rural districts will enatle
them to return to their posts with both teaching and
supervisory skills necessary to assure the rapid spread of
their new knowledge.

The following conditions are projected to exist
at the end of this project:

(1) A Family Health Center will have been
constructed and equipped; fully staffed with qualified
Togolese personnel; provide in-depth training in the
various aspects of family health to medical, paramedical
and social personnel as well as quality health services to
the population in the Be district of Lome.

(ii) Introduction of family health services
including family planning by well trained health personnel
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in at least one MCH or health center in each of the 21
health districts of the country.

(iii) The following percentages of MOH personnel
will have been trained and/or retrained: (a) 88 percent
of doctors; (b) 85 percent of midwives; (c) 95 percent of
auxiliary midwives; (d) 100 percent medical assistants and
nurses working in rural areas; and (e) 50 percent of
social agents/animateurs,

(iv) Sex education materials provided to all
secondary schools and additional sex educational materials
to all primary schools.

(v) Ten percent of married couples using a modern.
contraceptive method within five years of full operation of
the Center (i.e., FY 1985).
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D. Summary Findings

Health services in Togo, as in most developing
countries, have unfortunately attempted to follow the models
learned from the industrialized western world. Health
personnel have in most instances been educated to provide
high technology and hospital based medicine with little
enphasis on public health and preventive medicine. However,
tiie doaveloping countries - including Togo - cannot for years,
if ever, rely on highly skilled medical doctors to provide
health services for the mass of rural population. In Togo,
for the near future, most of the health services in rural
areas will have to be provided by paramedical and auxiliary
health personnel who have very limited training. But the
task of reorienting and retraining this personnel in the
different - mainly preventive - aspects of family health
is not an easy one. Prevention is better than cure, but
it is often easier and more gratifying to treat or cure
the patient who is sick than it is to persuade people to
use simple measures that will prevent them from getting ill.
Certain aspects of family health - especially familv planning -
also require the learning of new technology. 1In spite of
its worldwide use for many years, modern contraceptive
technology still at times causes complications. Although
the risk of using the '"pill'" may be many times less in
developing countries than the risk of a pregnancy, the
complications which occur are often highly publicized
and used against the program. Therefore, in-depth training
is needed not only to reorient health personnel towards
meeting the basic needs of the rural population, but also
to avoid complications when using the new technology.
Quality training, retraining or reorientation of health
personnel, therefore, is a first and basic step needed for
improving the health services in Togo.

This project is a low cost preventative approach to

medical care., The total cost of the establishment and

the running of the center over the six-year life of the
project is $2.520 million. The recurrent cost to the GOT
are reasonable and well within the capacity of the MOH to
absorb. With the technical assistance to be provided by AID
and FPIA, the MOH has the capability to implement this
project.

The project is consistent with Section 1.04'0f the
Foreign Assistance Act of 1961 and meets all applicable
statutory criteria.
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In summary, the project has wide implications
for the direction of Togolese health services for years to
come and should contribute significantly to the long-
range goal of improving the health of the Togolese populace.
It is technically, economically and socially feasible to
implement this project as planned.
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E. Project Issues

The following issues were raised as the October
1975 ECPR review of the previous project paper.

1l. The previocus PP did not provide for systematic
change wheTeby the proposed training program would have
direct linkages to the delivery of preventative family
health/family planning services to the rural sector. The
linkages of the proposed training program to the rural
sector are discussed in the Part III.A and C of this PP.

2. The previous PP failed to indicate that the
GOT 1s prepared to reorient its policy on the health system
to build preventative services to complement its present
curative emphasis. The reorientation of the GOT's health
policy is discussed in Part II.A. of thnis PP.

3. The FY 1975 DAP for Togo, Danomey and the
Ivory Coast recommended that there be no large scale AID
activities in the health sector unless the GOT health policy
is modified to increase emphasis on preventative health and
in the provision of health services to the poor majority.
The revised Health Sector Assessment of the DAP was sub-
mitted to AID/Washington May 13, 1977. This document
clarifies the issues raised with regard to the GOT's
health policy and rrovides the framework upon which
this PP is based.

4, State 151857 recuested that the PP thorough-
ly delineate the roles of the wvarious varticipants in MCH/
FP training in Togo and show how respective donor con-
tributions are coordinated and mutually sugcorting. The
major concern is that the training strategy prorcsed by FPIA
and the recently approved UIIFPA project may not be com=
plementary in ewvery respect. The PPIA training cocmponent
as well as the relationship between these two projects are
explained in the Technical Analysis.
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PART II - PROJECT BACKGROUND AND DETAILED DESCRIPTION

A. Background

-

‘ History of Develooment Problem to Which Project
is Addressed.

After independence was attained in 1960, Togo-
lese health services continued to be modeled on the in-
nerited French health delivery system. Generally, this
system emphasized curative hospital-based medicine centered
in the capital city and larger urban areas. Except for
some mass immunization programs carried out with mobile
units, little emphasis was given to reaching the rural gopu-
lation with basic curative and preventive health services.
Governmental attitudes tcowards family clanning were strong-
1y negative. There was limited ccncern for the negative
impact of rapid population growtn on ths country's economic
development, and 7£§§;e,abtentwon_Jau focussed on the gro-
blem of toco narrow s“aﬂlnc between child births on thv
nealth of mothers and children. These attitudes degan
changing, however, in the early 13870's

The demograpnic impact of rapid ropulation cn
soclo-economic develorment iz now clear to Togolese officials,
even 1f acceptavle solutions are less evident. Sinmilariy,
there 1is general agresment amsng nealtn rianners o the nee
for integrating family planning with maternel and cnild
nealtn services for the purpcse ol reiter spacing of child
birtnas.

A3 descrited in tThe revised Tozo Hzaltn Sscinr
Assessment of the DAP (attached as Annex I }, in the last
few years there nave veen two imrortant develormants 1in the
GOT's golicies in the nealtn flsld. First, since 1374 <he
GOT has chun;ed its emphasis from nospital based medical
c&re, mainly orisnted cuuar;s the urban porulation, to a
mo¥e broadly based policy of taking basic curative and

reventive nealth ssrvices to 1its rural gorulation. Tre
strategy is to replicate 1n cotner varts of the countiry
the WHO supgorted pilot troject in tnz Vogan arez des-
crived in FPart II of this tarer. In the Third Five Ysar
Econominc and Social Developmeni Zlan {1576-13320), :his
colicy 1s expressed as follows:

"Health and education are zmong the high-

est criorities ~I the nlan. The healtn

philoscohy is to reach th=s largest vossi-

ble nunmber of the oorulation. To obtain
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this, the emphasis will be:

(1) on mobile rather than stationary
health workers;

(2) on village dispensaries rather than
sub-division hospitals;

(3) on renovation and equipping of exist-
ing health facilities rather than on new
construction; and

(4) on preventive medicine rather than
on currative medicine".

Not discussed in the Third Five Year zZco
and Social Develcpment Plan, but rnce1v1n5 increasing
emphasis during the past three yecars 1is the area of T

health. Ev1dence of this incerest includes the recent
introduction of sex education in school curricula; the
success of the 1976 UNFFA sponsored program on sex education,
and recent programs on sexual behavior on Togo TV. GOT
senior officials in the Ministry of Health stress the im-
portance of family health in their program. Thev view
family planning for spacing of child virths as an impcrtant
component of improved maternal and infant health.

The revised Health Sector Assessment suomitt=ad

in May 1977 discusses the nealth budget in the light of
the zoals stated gbove. In spite of the emghasis on
mobile rathsr than statﬂonarJ nealch workers andé on core-
ventive medicine, about 70 percent of the budget was ear-
marked for improvement and expansion of stationary h=alth
facilities. However, of tnhe money allocated for nzalin
faci ies, only 20 gercent was going for improvement c¢f
the \CHU jn Lome, the rest was being spant on facilities

to serve’ the rural areas., Wnile budget allocations do not
meet stated goals, consideration should be given te two

additional considerations. Any national health delivery
system has to include provision of tertiary care, which
in Togo includes the types of surgical and medical sar-
vices provided only in the CHU in Lome. The rural health
facilities being constructed or improved included dis-
pensaries, grimary health centers, regicnal and district
hospitals., ZXZven preventive and crimary care has to
orerate from a base, and likewise have i location to re-
fer patients to for secondary care.




=10

The second largest item in the budget for the
Five Year Plan was for paramedical education, followed by
control of communicable diseases. Sanitation improvements
and maternal and child health projects and Dharmacy support
received the largest share of the remainder. Minimal support
was provided for healith education and nutrition.

Reference 1s made to the revized Health Sectcr
Assessment pp.2-5 for a comprehensive statement of Togo's
major health problems and their impact on the country'
development. Briefly, the most freguent childhood dis-
eases are:

1 Acute broncho=-pulmonary disease.
2 Diarrheas and dysenterias.
3) Malarie (all forms).
4) Impetigo and other skin diseases.
5 Worms and otner intestinal rarasizes.
6) Measles.
%%.X:j These diseases account for about 80 percent of
childhood morvidity in Togo. Most of the diseases are pre-

ventable through simple means sucnh as better housing and
clothing of small children exposed to cold and crafts during
the rainy season; better sanitation and water s: uprlies;
distrivution of antl-malarla drugS' more use of soap and
water to keep skin clean, use or latrlnos to avoid infections
with intestinal varasites; and immunization against measlsas.

In Togo more than 50 the women 2x-
amined at prenatal clinics sufifer mn anenla most likel:
due to poor nutrition, iron and vitamin defLCLSnCies
Intestinal parasites and malaria are anong the most common
findings in rregnant women.  The lack of sanitary wa:er
supplies may account for scme of these dissases, In 197«
(last available health statistics) there were 438 maternal
deaths out of 43,815 deliveries attended by the government
nealth services. About 1,500 pr=gnancies ended in spon-
taneous abortions and about 143 pregnancies were tsrw-nate
through induced abortions. There were 42,106 live births
and 1,003 still-births and a total of 826 newborn chilidren
died in tne maternity wards,

<

Maternal and infant mortality and pregnancy
wastage rates are thus high in Tcgo as in other Wesv
African countries indicating need for exgpancded and im-
proved matarnzl and child care services including nutri-
tion and child-spacing.
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In the past, other important develovment
priorities such as increased agricultural production,
food/nutrition, livestock, have absorbed the major part
of scarce development funds. It is only in the last few
years that public health has received surficient priority
from the Togolese Government and from external donor
agencies. This fact has raised concern in the past as
to the GOT's commitment to expand health services to
rural areas and contributed to the unusually long and
complicated history of the development of this project
proposal. Therefore, the following sub-chapters will
explain in some detail how this higher priority fer
health has come about.

j—

2. History and Develocvment Prop

O
n

a

The history of this project vroctosal goes back
to the spring of 1971 when tne then GOT Director of Maternal -
and Child Hygiene (MCH) first raised with Peace Corps offi-
clals the possibility of constructing a demcnstraticr
family health planning clinic in Togo. To introduce tais
new concept of "Family Health", that is family tlanning
as an integral part of MCH for the improvement of the
healtnh of mothers and children through the better spacing
o children, the MCH felt the need for extensive training
or retraining of its medical and varamedical personnel
in the different clinical and theoretical ascects of
family healtn. Since »» facility existed in Togo whi
could combine clinical =i classrcom training needed
this purgose, a request was made to USAID for assist
in construction of a Family Eealth Training Center =

Lome. In June, 1972 AID/Washington accroved in princizle
the financing for the construction of such center {iccra
3963 dated June 21, 1973, and State 124314 dated June 20,

1973) .

In December 1973 a contract was made with an
American Public Health Association (APHA) consultant to
assist the GOT Interministerial Council to develor a com-
prehensive family nealth plan (PLAY de Sante Familiale)
which included the training of medical, paramedical and
social rersonnel in family health in the crorosed center;
and training of ctrimary and secondary school teachers
in "sex education" for the vurpose of introducing tnis
subject in all schools. On the basis of this tlan =
Project Pacrer (PP) was drafted and receivad in AID/
Wasnington on July 28, 1975. However, many questiocns
were raised in AID/Washington ragarding inconsistency
tetween the DAP Health Sector Assessment conducted in
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1974 and the purpose of the prooosnd project. The DAP
stated that the To o health sector was criented towards
curative medicine benefltlng the urban population. <Con-
cern was also ewpressed about the need for another train-
ing institution in Lome; how such Center would benefit
the rural population; and about the GOT's true dedication
to and real interest in family health including family
planning. Furthermore, the plot chosen for the Center
was found to be too small and unsuitable for the purpose.

The development of the proposal and re-
solution of issues did not advance until the arrival
of a health team consisting of REDSO Health Officsr,
the Director and Deputy Director of the regional "Strength-
ening of Health Delivery Systems' (SHDS)- project and “DO/
Nlamey in Toeo in July 1976 to conduct a2 ¢

reliminary
study of Togo's health sector and the feasiblility of the
vproposed Family Health Training Center. Basically, the
team found that since 1974 the GCT health policy nhad
evolved. In contrast to past volicy, the GOT was now
putt*ng strong empnasis cn reaching the rural pcsulaticn
with basic curatlve and preventlve nealinh ssrvices. 1In
the new policy setting, the team concluded that the tro-
nosed Family Health T rawnlng Centar in Lome would o2
complementary rather than couueuiu;ve to the other health
training institutions in Togo and could serve as a model
for intrcducing modern family health concepts in Togo and
possibly in other Francopncne ccuntiriess in West afric
In additicn, ths GOT nhad chosen anothner piot iIn the Ze
distric% of Lome for ccnstructicn ol ths Center. The nav
plot azpeared to be satisfactory ard is thna site chcsen
for the present zrcjsct. This site was alsc determined
to te suitabls Tor th2 purcose Dy & XZI3E8C contract englines
Consedquently the team recommendad that the Healtn Sacicr
Assessment be updated and that 2 team Te designaled ©o
write the Project Parer noting the hezlth team's findings
An APHA team arrived in Lcme on Marcn 19,
1977, and stent thres weeks in Tcgo. Their findings
generally sugvorted the concert ol estatlishing a ‘center
of excellance’ for training of me:icav and paramediczal
cersonnel in family healta. The final decision to vroceed
with the project development was made Azril 12, 1377 in a
meeting attended by the Amtaszador, Zmbassy, RZD30 and AID
officials. A crorosal was submitted to the 30T outlining
areas of gtossitle AID assistance and _“r+qer recuiraments
for develozment of the Project Paver. The revised Healwh
Sector Asssssment was submitted to AID/W on May 13, 1277 ¢

£

vy

@]
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serve as furtner reflerence and background for the Project
Paper. A summary of studies done in the context of this
oroject proposal is attached as Annex J .

. 3. Difference Between Previous and Present
Project Provposals.

As described in the revised Health Sector
Assessment (Section II 2.B) the GOT has taken many steps
to promote the concepts of fam11y health or family well-
being (”blen—etre familial") including the training
abroad in family health care of a caare of doctors, mid-
wives and nurses. Moreover, the MOH is planning to give
short-term courses in family health for its oara“ed ca1
personnel and auxiliary midwives. Sex education hes
already been introduced in all primary schools and will
soon be introduced in all secondary schools. Theses de-
velopments are reflected in the present Froject Progosal
(PP). The emphasis of the rcd951~nna project will e on
clinical and ciass*oohd;n depth traini ing of medical and
paramedxca‘ ﬂersopnel and’ on the extension of the out-
rEach o7 family health services to all health districts
and through them to the rural porulaticn. The tachnical
assistance to the Ministry of Education oropoﬁgd“in the
first pr je~t pager is not envisicned. ( AID tec .n?éé*“\\
assistanc2 progposed in tne present Pr will bé\)lw tad
to one pub’ic healih advi ‘sor/administrater to assxsu in
uhe 19n1geneqt of the Center, development and rev;s on
ofé¢lirrficulum and training of his counter
at uhe Center Since the sutnission of <
costs ave 1ncreﬂsnd considerabvry. Thus
absoro the major pgart of AID financial =
project.

S A

(@]

In order to insure tinat all
are in agreemsnt witn the atove cnhan
team drafted a grcject prorosal inc
work matri:x, budget estl ates and a 100 plan
Center. This oropoaaf was officially submitted to
Ministry of Heelth on May 3 and approved cna May 13,
(Lome 1334). mo demonstrate the GOT interest in thi
proposal the liinister of Health transmitted to AID/L
a letter (Hay l, 1977) endorsing this zroposad proj
This letter is attached as Annex an onstitutes
nce. It si
n ti r
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B. Detailed Descriontion

1. Togo's Rural Health Deliwvery System

The Togo health delivery system is based on the
WHO nealth support system introduced in the pilot zone of
Vogan in 1965. However, it was not until 1974 that the
GOT oput substantial effort into replicating this systen
in other parts of the country. The system has a pyramidical
model. Regional and sub-regional hospitals are at the top;
¢irconscription or district health centers are at the next
level; and rural dispensaries, staffed by nurses and
auxiliary midwives, are at the next level. Finally, at
the base of the system, there are the itinerant health
personnel (agents itinerants) who provide the basic 1link
tetween the rural population and the government healtin
services. Thne itinerant personnel.visit all housenolds
in the different villages in their areas once 2 montn
and provide preventive and non-catastroonic curative
health services to the villagers. The auxiliary mid-

-

#ives and itinerant health personnel tlay cruciezl role

N o~

in health surveillance and referrals of patients to th
nearest regional or sub-regional healtn facility. In
Togo, such facilities are rarely mors than six miles away.

a i -

The auxiliary midwives (matrones) and
health personnel are young women and men with at 1
years of primary school. They are cncs3en on a con
tasis, preferavly from the village or disirict in
they will se The auxiliary midwives receive
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Tnere is an cbvious need Tor conti
short-term training and refresher courses for
categcries of nealth perscnnel. This problem is a
by the relative scarcity of supervisory personnel o
them. The supervisory chain of command extencs from
cal personnel in regional and sub-ragional hostitals an
primary district nealth centers down To paramedicael
nersonnel (nurses and midwives) wno staff thes secondar
health centers and rural dispensaries, The raramedicals
in turn are responsible for supervising the auxiliary



——

-15=

midwives and itinerant health personnel. In practice,
adequate supervision of auxiliary midwives and itinerant
health pers sonnel is clearly difficult to maintain with
obvious conseaquences for the efficiency and sffective-
ness of medical care at the base of the health delivery
system.

2. The Goal

The goal of the project is vo improve the
health of the Togolese populace with particular emphasis
on the most vulnerable group: pregnant women, lactating
mothers, and children in the 0-5 years age group. This
group 1s specifically wvulnerable to the vicious cycle of

alnutrition, high incidence of parasitic and communicatle
diseases leading to exceedingly high perinatal and child
mortality rates. These factors are inducive to hign
fertility rates hecause of the desire of tne fanllles
to replace the loss of their children. Since this often
results in oo narrow spacing between childbirtns, and
ccnsecuent dangers to the nhealth of mothers and children;
it further contributes to the vicious cycle.

In the context oP this projecv, famil;
health" or "family well-being" is defined as the concepts
of 1nuegrauin7 vreventive anH curative maternal and child
health services with nutrition education and famil;
planning for the purpose of oeb* r svacing tetween child-
births. Thus, in sgite of name, family nealth dces not
directly serve all members of tne Temily dbut 1is grimarily
limited to women in the reproductive age grouc of 15--4
years and cnildren 0O-5 ysars of ags.

By cencentrating 1ts effcris on improvad
Tamily nesalta throughout tne country tne MCOH exgects o

lg decrease the nignh pesrinatal znd child mortality rates:

2) decrease the incidence of paraesitic infections and
preventable communicable diseases; (3) improve the nutri-
tional status of mcthers and children: and (&) attain
better sracing ovetween bﬂ*WHoirths. HZowever, experience

has shown that substantial improvemants in these areas
are long rangs goals wnich Nl*l hardly be measurao.e on
a ccuntrywide basis within the short 1ife sren ol this
project Therefore, special studies and sample surveys
of socio-demogrannic and epidemiological data will te
nesded as a means of veri cication or progress toward
attainment of the goal. Durlnv the 1life of the project,
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such studies will be carried out in the Be district of Lome
which will be the first beneficiary of the project's clinical
services and thus the first district expected to show im-
provement of vital data before the orOJect can denonstrate
its desired countrywide impact. However, in no way should
this be cconstrued to mean that the Droject's goal is
limited to improv’ng tne health of the poouWat&on of the

Be district in Lome. lhrough the outreach effect of the
project, the goal is natlonwide improvement of the health-
of mothers and children. The limited surveys in the 3Be
district will be supplemented during years three and four
of the project with socio-demographic and epidemiological
sample surveys in rural areas in the different regicns of
Togo, particularly in areas wnere trained personnel have
returned.

The important assumptions for achieving the
goal are: (1) the GOT, particularly the Ministries of
Health, Education, Finance and Plan will continue to give
support to the volicy and strategy of extending family
health services to Togolese families throughcut the
counury, (2) the GOT will continue giving sugzport to im-
proving its rural nﬂa ith delivery system inciudi ng activi-
ties in the nutrition field; demographic data co lvcp on,
storage and use; improved access to szfe water: tne
epidemiological surveillance system; and atrengtrsning
middle level healtn personnel in managvuenu of ne
facilities on raegional and sub-regional levels;
otner factors quch es drougnt, Tamine, wilil '
the expected benefit of improved family n=a
and services.
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The turcose is to strzng I
tutional capacity to provide improved i 1
to its populace, particularly cregnant and lactatl
and children 0-5 years of age in rural areas, thr
depth training of medical, paramedical and social

in various aspects of family health {maternal child n

nutrition education and family slanning). Accomplis
of the purpose will require consistent eppl*cat;on
imprcved standards and procedures for delive J o_

and information, as well as a better flow of
from medical a”amedi"al, and sccial perDOh“e¢ to

general publ 1c concerning the concerts and gractices
Lamlly health. Improved information is regquired to
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the general public to seek the services which the Ministry
intends to expand and improve.

The MOH has for some time recognized the need
for training and reorientation of its medical, paramedical
and social personnel as a means of accomplishing the project
purpose. Training is required to increase the understanding
among sucH personnel regarding the various elements of
family health and their relationships.  Training is also,
important to motivate such personnel to deliver high quality
¢are and “information pertaining to sreventive family health.
The Ministry has already trained abroad a nucleus of onysi-
cians, and midwives, social agents/animateurs and nealth
educators. This group will constitute the core of trainers
for extension of family health training to its medical, tara-
medical and auxiliary nealth verscnnel and sccial agants/
animateurs. It has already begun to introduce this xind
of trainirg to its versonnel, largsly in the form of short
courses designed primarily to motivate, out also to previde
limited amounts of information ccncerning the concepts
and practices of integrated, preventive health care lor
the family. One example of such training i1s the snort
course which was offered to auxiliary midwivas during
late 1975 and early 1976 sponsored by the Patinfinder Fund.

Another example are the many short ccurses wnich the MOH
will offer in conjunction with the United Nations Fund for
Populaticn Assistance (UNFPA) over a rericd of one and a
half years beginning in July 1977. ‘nhiie tnhese grogranms
will perform important educational, crisntaticn functicns,
they are not iikely to te sufficlent oy themselves fcr the
task o accomplishing the croject curpcse since tnlis train-
ing takes rlace in conditicns wnich do act rermit =acz
necessary ccmbination of theory ani tractlce, ncr dc they
crovide sufficient time for traliness =I0o ADSCrT Tne na2v
information and technigues.

Additional training is rascuirad in a setting
wnicn combines clinical and classrcoom facilities and whicn
provides courses of sufficient length for students <o
master the new concep®ts and practices wnich are presented.
The MOH, therefore, zrorosad that a Center of Family
Healthn|be constructe%]t frer-trainiBE and raTsriining
of Dpersonnel and serve as a medel for tne delivary of
quélity family health services. The GOT has stated That

becauze of the sensitivity of the subject, family
planning work should otegin in the capital. Therafore,
“he Center will ve established In the Be district of
Lome, a densely pcoulated semi-urban iow income arszea.
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A large part of the population are migrants from rural
areas and may therefore serve as prototypes to represent
the conditions and problems which trainees will meet when
they return to their health posts.

Given the number of the different tyves of
personnel who will benefit from training in femily health
(see revised Kealth Sector Assessment p.12 and 13 ) and
the limited capacity of the Center (discussed in the
Technical Analysis of this PP), it is obvious that it
will not be possible to give in-deptn training to all
personnel who might benefit from it. Therefore, the
emphasis will bz on selecting small core groups oF
personmel With Supervitory responsibilify from({eacn Mealin
district for training. These cadres will in turmTass
their tF¥aining exverience on to the pversonnel they super-
vise. By giving priority to "training the trainers’ t©
project will have a better multiplier eifect and a grc
er opportunity for reaching a mejor parv of the rura
vopulation.

Wnile the different classes of trainee
nave different needs in accordance with the role t
play in the healtn team, there is also need for
the team approach. Thus, the grouging of the
types of traineess will be important. To the d
ble part cf the aining orogrem will includs mix
with doctors, midwives, nurses, social workers
that each tyve rainee will oettar
nis particular n the team. The
of the training will have t
certein desgr Jealtn Tr
a new and
vices towazl
preventive
the populaticon
this resulit.
practical exserdi

-

P

l_J. l_.J

P et
S

g

M 0
-
~

5 OO O P
&)

o
3w

M
. 0T D
o -

i

~
[§)]
(D]

[ 5]
<

M U 0

[

!

0]

[

0n

cr
3
3

Fe et Oy g oy O Q.
)

’._-l
O M IO D iy
S

NS IER SNoNe)

b b (0 = O

Gy ) O O D D B G ct b

e
W -
PP oo

pot by
.
v

"S
[RY
-
-
£
2!

~

=13

0n
@]
R
-

N
ct
n

o 0O Dy b b O

O Q i+~

(¥ |~
N p ) (D FTD &

5

b

l_l-
$ 03 b

R
M ct @ U ct O cF

W (D

(M @

RN
3 :3 0370 O vy Lot

- (D Y 4
JORReY

3 v (L

IV O R

Q
v
(¢
ct
O O r

£ §-5 (D

oS

5 (D
[O TR

oy
SO0 oy

i3
w'o Ny MmO

Ll VIR TR S BV R

O ct

\:l

..

cf_ g\) 1< ¢t
o

O N D43
n ct'
o lle

')

ct

)

H- (D
O cF
vh oo |

+
) 0 T
)
1

»
¥

-~ MmO 30

-
-

(o 3R]
o cr

=1
O
IR

n
N AN BECEES W B I o)
r.l.
'O
ct (U bty

.

»
jo
YD O cr XYM
¢k ¢t vy
oy

=
-

[ IS

"y

kb 0 DO

(AR CIE I B B S

W

(D D D ® Qg ct 109

el .
L
O
S 3
€L £ g
6 T B /) B S b
i
O Moy
o0

0 13
jo R

o
iy (D W

@
o]

ot
Wy
N

L]
16}
]
Q
®
3
ct
]
a1
=

e ccmplementary rather
nealtn training fac
Bz
2

ct

l}‘l
Y or

oQ

LRV
Y

1LY e

B D 3
0

m
ERDe BT
Q.

in Togo. In add
training the &ir?

-

<

P

t

ersonne. alresady emnct.o
i clinical treaini

University &
and socia
scnools.

N QO 3
® 0 ctQ ry
<
Pcor'o0
(B O N
-

-
>

Q2
3 @
»

D D =

e

w
3 A
H
[y
g O
0 ct
'_J

D th =T e b g
~ o

Ba=Ne} gt.Q:
0n o
3

w okt~

oSN ORE AR ¢
pe i

b4 vy §
Ono

[
}-

e
dw
o

LD 0

O
}
N ot

(
e’

B

~
—




-19-

underlines an important function of the Center. A4After two
years of theoretical training, nursing and midwifery
students spend one year of practical or clinical train-
ing in the field under supervision of senior nurses and
midwives. However, in order for senior personnel to guide
their students and provide the type of tralnlng and supers-
vision in family health that will contribute to the attain-
ment of the project purpose, thers is special need for in-
depth and quality-controlled training in different aspects
of family health. Since no institution exists in Togo
where such training can be done, the alternative would

be to send senior nurses and midwives abroad. To attain
the project purpose, this alternative would be both im-
practical and more expensive than the establishment of

theé Family Health Center.

In view of the Center's role to
model and to set high standards for de‘1verj o ar
information within the context of reallstlc, a opri
technology, the broad objectives of the training prozgr
will be to encourage and train the medical, “arnmed_ al,
and social personnel to use the technigues necessary to
provide care and informetion which will attain desired
stendards. Th= objnctiVes must be defined in accordance
with the role each particular tyove of traines will tlay
in the healtn team and their particulsar bnc&grc"nd. in
each case the OOJ°Cc1vas should be job specific, This is

rve &8

'(1 i (D
hs 0
[
S AY)
Aok 3 o

g o

"
A
-

s

U‘l 1=

(

k-t

particularly true in Togo wnere paramadical cersonnel often
are working in ru”aW areas with onTJ remcte supervisiocon
trom medical rerscnnel. _dej nave to taxe resgonsibility

for and carry out tasks that under more favorable circum-
stances would Dbe ceriormed CJ more sxilled rersonn

Tnis again underlines the nszed for flexibility in thne
training program. Stalf and trziness at the Family Health
Center will nave to work {together to review standards an
practices and to improve them wherever aprrocriate and
possible. Systems for keeping medical and social service
records will also be reviewed and revised as necessary

by the Center staff to ensure they provide the informaticn
required to verify desired practices are veing follcwed.
The starf and trainees at the Center will also collaborate
to produce and refine instructional materials for use in
the Center and also for the trainees when they return to
the field. The Center will serve as a focal point and
stimulus for research concerning traditional practices

of family health and particularly cnild spacing.
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nancial terms the zazount

Although small in i
's applied researcn activities

recuested to supgort the Center
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may be one of the most important and efficient contributions.
This will enable the Center to conduct small research
studies as opportunities occur without going through time-
consuming red tape. The FPIA financed research and evalua-
tion officer will assist in the identification and implementa-
tion of research/evaluation studies. Some examples are studies
on traditional contraceptive devices and practices. Smell
socio-demographic studies on knowledge, attic uaes to and
practice of family planning (KAP studies) will also be intro-
duced in nearby areas and may need only limited funds for
logistic support. These studies would have the dual pur-
pose of strengthening the analytical capability of the
trainees and providing valuable information on which <o
base the evaluation of the training program. These situdies
may lead to proposals for more extensivs resezarch to be
financed from AID/Iashﬂnoton or REDSO/VWA research funds.
Thus, the researcnh Lunds granted to the orogect ccuid be
considered "seed money” wnﬂch might lead to important -
researcn indications.

Besides the above functiocns the Center will
educate and motivate the public To understand, accept and
pracvice family health. Thus, the exgerience oI the Center

will be utilized to design and imdprove educational and
motivational materials for public use. The Center will
also cooperaue with the Aln'fury of Educaticn for the de-
velopment of "sex education' materials for use in primar:
and secondary schools. Wnen not veing used T training
health personnel and social aganis/an Lmateurs e aucditorium
at the Center can be used for conferences, worxsnons and
seminars atuendea ny primary and seccndary scn teacners,
ouher 5ove”nreﬂ a’ officials, orivate citizens i/or
organizations interested in E
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(2) Introduction of Zami
inciuding family zlanning oy well trai
in at least one MCH or nealth center i
health districts of the ccountry.
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(3) The following percentages of MOH
ersonnel will have been trained and/or retrained: éa;
8 percent of doctors; (b) 85 percent of midwives; (c

95 percent of auxiliary midwives; (d) 100 percent medical
assistants and nurses working in rural areas; and (e) 50
percent of social agents/animateurs.

(4) Sex education materials provided to all
secondary schools and additional sex educational materials
to all primary schools.

(5) Ten percent of married couples using
a2 modern contraceptive method within five yers of full
operation of the Center (i.e., FY 1985).

The major assumpticons for attainment of the
purpose are: (1) the MOH will provide gualified staff and
other resources necessary to carry out all functions of the -
Center at the appropriate time; (2) trainees will effect-
ively utilize their new skills; 35 trainees will be re-

turned by the MHOT to rural nealtn posts in the field; and
(4) family health concepts w1ll be accepted and utilized
by tne Togolese ropulace.
L. Outouts

The major outputs of the project are the de-
sign and construction of the Center, the particicants
who receive U.S. and third ccuntry training, and ths
trainees who return to their nealth post in the [ield
To practice their new skxills., It is estimated that accroxi-
mactely 120 senior ievel trainees witn superviscry r=3s-
cvonsibilities will bte trained and/or resireained per ysar
Starting early FY 1980. Approximately 120 mid-levesl
trainees are expected to be trained ger year and lower
level trainees will be trained on an as needed basi

Winile it is expected that the majority of MOH personnecl
will bpe trained within the six-year life of the project,
there will be a continuous flow of students frcm thne
Togo University Hospital Center and the Togolese tara-
medical scnools beyond the life of tne vroject. Trainees
ars discussed in more detail in the Tzchnical Analysis.

Another output of the prcject will te the
prcéuction of educaticnal materials on family health
training for the use of trainees; sex scducation material
for use in srimary &and secondary schools; and educationa
materials such as illustrated varmchlets, films, film-
strips, to be used for education and motivation of the
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public to accept and practice family health.

Tne actual production of sex education and

family health educatlonal materials will not take place
at the Center out at the Division of Health uducatlon,
Ministry of Healtnh. The head cf this Division has been
one of the leaders in introducing thie concepts of family
health tc the public especially through mass media, radio,
TV, etc. The Division has basic photographic, film and
reprcduction equipment for the purpose. However, its
productivity has been limited by lack of staff and
materials. FPeace Corps has assigned one volunteer to
assist this Divisicn in designing family health educa-
tional materials and FFPIA will finance the costs of the
needed materials, films, rarer, printing, etc. The

-

Tamily healih educat ona¢ materials croduced by the

N

Divisicon will be tested at the Family Healtn Train:nf
Center and improved as needed before they will be fro-
duced in large numbers for country-wide distributiorn.

Wnile the health services prcvided to the
population of Be district may be considered additional
venefits of the zroject rather than vrimery outputs,
the numbers and types of health services odrovided by
the Center will nevertheless be factors in the esvalua-
tion of the vroject's acccmeclishments,

Hcwever, the ocuftreach oI the Centar %o
the Be district and its inairect link tc the rural corula-
tion is the single most imccrtant cart of the trofect.
This i1s discussed in tne Teshnical and Sccizl Analyzes.

The imgortant assumcticns fcr achieving out-
outs ars: (1) sufficizant numtars of the 4iffarent T =253
cf nhealtn terscnnel will De available and relazsed fronm
their current duties for the duraticn of their training
or retraining courses; and (2) trainees will be carefulliy
selected in accordance witn priorities and criteria
established by the LOH.

5. Inputs

Tc secure the outtuts deserited in the fors-
going sub-section, the project will derend on *imely and
well coﬂru$qated inputs frem all deonors (i.s., AID, TZIA,
GOT and possibly UNZFPA. The inputls by donor are as

follows:
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(a) AID

AID direct AID contribution totals $1,278 _
million. This amount will be disbursed over the first
three years of the project. The categories are as
follows: (i) the design and construction of the Center

§839,000 , (ii) furniture and equipment for the Center

149,300); (iii) the services of a public health advisor/
administrator for approximately 36 person months (PM) who
will serve as counterpart to the Togolese Center Director
(270,000) ; and (iv) a bilingual secretary for the Public
Health Advisor ($20,000 for approximately 24 PM).

(b) FPIA _

. The FPIA contribution (using Title X
funding received directly from PHA/POP) totals $544,000
This will include the cost of: (i) approximately 29 FM
of short-term technical assistance in various health
fields to develop curricula and training materials and
ensure desirable high standards of the training programs
to be offered by the Center ($180,000); (ii) aprroximately
102 PM of short-term (3 months) participant training of
selected MOH personnel who will either staff the Center
or assume top supervisory reszonsibility for the family
health program in their region, circonscription, or
district (3$69,500); (iii) commodities, health and sex
education materials and supplies ($210,0C0); (iv) some
local cost (i.e. secretary and research funds (370,00C0);
and (v) a portion of operating cost (i.e. vehicle main-
tenance and POL (315,000).

(e} GOT

The GOT contribution totals 3$337,200
over the six year life of the project. The categories
are as follows: (i) land for the Center site ($25,000);

ii) per diem and transportation costs for trainees
é$llO,1OO 3 (1iii) personnel to manage and operate the
Center ($459,100) and (v) operating cost of the Center
($243,000) .

(d) UNFPA will be asked to consider financ-
ing of three passenger venicles for the Canter staff to
facilitate follow-up and supervision of trainees who have
returned to their rural post. A figure of 50 thousand
dollars has been included in the budget for this nurpose.
This figure also includes financing of mobylettes and
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'brircy::—les for itinerant health personnel to help;st'rehgtheri’
the outreach of this project. Discussions on the UNFPA-
contribution began the week of July 30, 1977 in Rome.

The following table provides A summary of
inputs by year of allocation. :




‘f3ﬁ VﬁTABLE I - INPUTS BY TYPE AND YEAR OF ALLOCATION - US 000

. I. AID (direct) FY 77 FY 78 FY 79 Fy 80 Fy 81 Fy 82 Fy 83  TOTAL
A. Design/Construction
of Center | 839 839
B. Public Health
Advisor/Administrator 270 270
C. Furniture and Eauip. 149.3 119.3
for Center
D. Bilingual Secretsory 20 20
\ TOTAIL AID (direct) 1278.3 1278.3
n
o II. FPIA FY 77 FY 78 FY 79 FY 80 TFY 81 FY 82 Fy 83 TOTAL
A. Short-Term Tech-
nical Assistance
Research/Evaluation 6 12 12 6 36
Family Health/Curriculum
Development 12 18 12 h2
Education Mct. Develop-
ment 12 12 6 30
OB-GYN 6 12 6 2l
Nurse Midwife ' 12 18 12 b2
Honorarium (Guest
Lecturer) 2 2 2 6

B. Participant Training 16.4 27.2 16.4 9.5 69.5
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FY 77 FY 78 FY 79 FYy 80 FY 81 FY 82 FY 83 TOTAL

C. Commodities

(1) MCH-FP Bquip. 25 25
for 8 exam.
rooms & audio
visual equip.

(2) Health & Sex
Education
Materials and

Supplies 25 25 50
(3) Contraceptive

Supplies 10 15 20 Ls
(4) Family Planning

Kits 20 30 10 90

. D. Local ‘Cost

(1) Research Funds ' 20 - 20 10 50
(2) Bilingual Secretary 10 10 . 20
(3) Vehicle Maint. & POL 5 5 5 15

TOTAL FPIA 16.4  125.2  180.h  139.5 83 544.5



QQ'I‘_ | ' FY 77 _FY 78 FY 79 FY 80 Fy 81 FY 82

FY 83 TOTAL

  :mLénd£ Center Site 25 25     
“B. Training: Per diem 23.4 26.7 30 30 110.1
& transport of 7
trainees o .
C. Personnel | 22.6 7h.h 109.1 120 133 459.1
~.D. Operational Cost: 5 k7.5 59.5 63.5 67.5 243

Mediclnes, supplies,
pharm., maint. of
Center and vehicles

TOTAL GOT 25 27.6 115.3 195.3 213.5

230.5 837.2

UNFPA: Vehicles,

mobylettes, bicycles 50 50
TOTAL UNFPA 50 50
GRAND TOTAL 1303.3 16.4 202.8 325.7 334.8 296.5 230.5 2710.0

.. The assumption for achieving the inputs are: (a) timely agreements between all
. donors; (b) technically competent, French speaking technicians are secured; and

f\‘  ‘3(c) timely delivery of services and commodities agreed upon by all donors.
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PART IITI. PROJECT ANALYSES

A. Technical Analysis Including Environmental
Assessment

1. Technical Feasibility

In anticipation that the preposed Center would
be built twc years ago, a cadre of Togolese health personnel
was trained in the U.S. and other third countries to staff
the Center. From this cadre and other trained health
personnel, the following persons will be selected by the
MOH as core staff for the Center:

- full-time director

- part-time OB-GYII soec;a‘lyu, a
pedlatrlclan and a general medical
practitioner

evaluator/researchner

midwives

nurses

social agents/aninma

nealth sducators (a

laboratory technici

assistant

pharmacy technician and

assistant

librarian

voort staff (secr

clor&, Janltovs etc.)
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Prior to ogening of Center, rPIA ccnsuluanuh

will design an in-service refresher course for tne core stafy

The GOT will provide a temporary training facility for this
in-service training. In additicn FPIA '*’1 finance aco
mately 102 PM of short-term carticigant training ori

ly in Africa and in the U.S. The Center u-recbor and
evaluator/researcher will receive apsroxluaue tihree
¢f U.S. training in clinical management and rssearcn/

~
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evaluation respectively. Other tarticipants will includs
selected top supervisory and middle-level perscnnel,
members of the core staff and 20 midwives for specialized
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training and upgrading of professional skills.

In collaboration with the MOH, FFIA cone-
sultants will also identify Togolese resident experts and
professors in the fields of preventive medicine, community
health, maternal and child health care, nutrition demo-
grapny who will be used as guest lecturers to supplement
the core staff.

An illustrative curriculum is attached as
Annex C6 . This curriculum will be modified in collabora-
tion with the core staff by FPIA consultants prior to the
start of the first training cycle. The sane personnel will
also develop other curriculum and educational materials to
be used during the different training cycles.

Since all personnel wno will attend train-
ing courses at the Center already have some tackground in
health sciences in accordance with their particular
categories, the training will mainly be practically crient-
ed. It is important in this context that all students re-
ceive a basic course in the concepts of family nhealth and
their relationships. Besidas the hezalth aspects o this
interrelationship, the course will empnasize tnh= basic socio-
demograpnic aspgects of population growth. In addition to
the practical and classroom aspects of family healta (pre-
natal care, vost-natal cares, infant care, cnild svacing,
nutrition, control of communicable diseazses, sanitaticn,

Pl

personal hygiene), the training prcgrams will emchasize
technigques of hezlth education. That 1is, now tc mctivale
veople, now to orinzg abdbout community carticicaticn for
improvement of nhealth in the village, and ncw To evaiuale
progress and prcblilems. In othar words, Tne tralining will
e aimed at maxing the students moras gutlic hzaltn orient-
ed, helping them to better understand the nRealtn reseds of
the rural populiation, and now to meet tnsse needs oy mutual
trust and understanding oy working togsther. 2y emgnasizing
these principles, the training programs to te oifered oy
the Center will have o substantizl imract on the students'
orientation towards public health and creventive medicine
and thus influence the hezlth services to change their
emchases in this direction.

The Family EHealtn Center will include clinic
facilities for: a) pre-and post-natal examinations and
consultations; b) cnild spacing consultations and treat-

.
2

ment; ¢) examinations and treatment cf provlems of
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infertility; and d) pediatric consultation and well-child
care including immunizations, nutrition control and
nutrition education and laboratory and pharmacy facili-
ties. The educational facilities will include two class-
rooms to accommodate 20 persons each and an auditorium with
audic-visual equipment for conferences, lectures, seminars
and workshovs, a lounge for students, a library and offices.
While the clinical facilities will be designed Zor easy

and efficient flow of up to 200 patients a day, efforts
will be made to limit the numbers to allow time for

quality examinations and treatments. For further details
on the physical facilities of the Center see Annex (2.

The training can be divided into two segments:
retraining and training in additional skills. The in-
service training programs for senior level staff will last
about one month and consist of both classrocm and clinical
training. The maximum size of class which can be accommodat-.
ed at one time is restricted by the clinical facilities.
With eight examining rooms, twenty persons in one group
seems reasonable. Separation of different categories orf
personnel is usually desirable for the classroom gorvion,
but the te=am approach to clinical care glves everyone
a better awareness of the roles and functions performed
by each member. Less demanding training for mid-level
personnel and students at the medical or paramedical
schools could be scheduled in alternate months.

The following table crovides an estimate of
the number and different categories of personnel to ve
trained &t tnhe Center. It should te notad that for siudent
training, ths number of studentvs, tyres of training, leng.a
of courses and curriculum will be workad ocut tetween FPIA
MOH and the administrators of the individual schools.




Senior Level
Category

Physicians
Midwives

Nurses and Medical Assts.

Technical Ags
Auxiliary Nurs B
Traveling lNurses { =~

rv

School Healtn Instru

Categor;

sledicel Students
and Incerns

Midwives

Medical Assistants

(including nurses,

Auxiliary Milwives

Sccial Agantis

imate of Numbers and Categories
of Trainees anc Luratlion of Courses
1 Month Training - Classrcom and Clinical

80 100 120 120
1-2 Week Training - Classrccm and Some Clinica

80 o
Lo Lo

Variable Length - Classrocm Cnly

As Needed
- "
s Itinerants’)
S
Student Training

- R
1380 1881 1382 1333
10 20 20 20
5C 3C 30 ¢
70 7C 70 "C
10 Lo Lo iy
20 2C 20 20
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Physician training is scheduled for five
persons the first year of cperations and ten thereafter.
Since there are only about forty physicians working for
the MOH who are not either attachead to the University
Hospital (CHU) or employed in an administrative capacity,
this would be sufficient to train almost all the physicians.
One important part of the physician training should ote the
roles and functicns of the physiclen supervising para-
medical personnel rendering family health care. The in-
clusion of a physician in every one month course would
strengthen the program. Classroom work for physiciens
could consist at least in part of self-instructional
materials-articles, films and slides.

Midwives could attend the course in groug
of six. This size seems aporovriate for good clinical
exposure, yet large enough that apcroximately 85 percent
of the midwives employed by the MCH will have been train-
ed within four yesars of Center overations.

At the mcment there are only about fifty
medical assistants emplcyed oy the MOH, so it should bLe
possible to extend training to them within the firswv
three years of Center operatiors. Nurses giving grimary
care in rural areas can t2 inciudesd as identified to 2
maximum of sixty during tne :fifth year of the groject.
It is not known nhcow many of tns over 35C0 state certilied
nurses are giving gprimary cars.

The two categories c¢1i zTersonnel wWno may ra-
quire classrccm training with a small amcount of surarvisad
clinical exrerience are tne auxiliszry midwlives and n2
social agents/snimateaurs., Frctably 2 ons o two wesX
training cericd would ve surflicisni. There ar2 cvsr -CC
auxiliary midwives employed by the CH, and thair sncri-
term in-servica training may te more apcrcegriately
carried by the UIDP funded programs given Ln regicnal
centers.

Classroom training of variavle lengins can
be carried out with %the lower level negalih personnel
utilizing either ons classroom, tns zuditorium or voln.
This will not interfere with szanicr leval students ra-
ceiving iLa-service training. ZHcowever, thare musgti te
coordination in the usze of the teacning facilities Tty
lower level healtin personne. resceiving in-service trzin-
ing and students attending some selil2cted tecrics and
training at the Family Health CTzanter. Use of the
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auditorium in the =vening may be varticularly apgropriate
foer groups such as school teachers being exposed to
techniques ¢f teaching sex education.

The numbers given in Table II for student
training represent the maximum size of a class enrolled
or expected during the four years for each type of school.

Generally there will be anoroxlmately s1ix
in-depth tralﬂlng cyc;es gver year. The phrase "in-derth
training” is used in a relative sense The short courses
for auxiliary midwives and oaramedwcaT oersonneW sponsored
oy the Fathfinder Fund and the UNFPA are usually in the
form of 2-3 day seminars or workshovos wnicn are baslically
orientation and educational in nature. In comparison,
the four week courses to be offered by the Family Health
Training Center will be relatively long and more intensive.

By allowing one month in Tetwesen trﬂln-ng
cycles, there will be adequate time to alier the training
curricuium and for staff memobers to provide crucial follow-
up, supervision and technical assisiance vo graduates
working in the field. Follow-up is especially important
within two months of a trainee's graduation from the
Center. It provides instant f=edback on whether graduates
are utilizing their newly acauired skills; and it ailows
follow-up bty staff to nrovide technical assistanc :
reguired as well as offering an oggporiunity to rel
everything taught in tralining

S

Trainees will be selectzd ty the MIH Irom
rural healtn tostis throughcus Tego Criteria Tor <heir
aeleuu_od, to te develored by wns MTH, will cte sudnjecy
to change bassd cn thne gractical exgerience of the stall

and students. The number of studenis to te trained ani/
or retrained at the Center will e ccnstrainsd by the
capacity of the Center and its stafl to provide tne
necessary suoerfls ed clinical experiances needed for
guality training. In addition, there is a 1limit to the
numbers c©i scarce nﬁath rersonnel wno can leave their
health posts in the field for longer ceriods ol tralining
without jeopardizing the nealth cars in their districis.
The selection of trainees will te influsnced ©y these
two factors and by the ocbjsctiive of nroviding types of
training best suited to meet the cariicular needs of
individuals.

The questicn of whether ths personnel will
return to their rural health post coses no real proclam,
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They are employees of the MOH, selectad from their rural
posts and have no choice but to return when so directed.

The entire training component is hinged
on timely completion and equipping of the physical
facility.

2., The Indirect Link Between the Center and
the Rural Population.

Only through the linkages of this project
to the pooulation will it be possible to achieve tne
overall purpose of bringing better family health ser-
vices to the largest possible number of the rural ooo
In practical terms this means that the trainees &t
Family Health Training Center will effectively vractice
their newly-learned skills when they return to their
health posts. As stated earlier, this depends to a
certain degree on circumstances on which this project

ct
D

2

has no direct influence. There are, however, certain
conditions necessary to resach tne ultimate beneficiaries
which tuis Droj=ct can and will support These conditions
may be summarized as follows:

(i) The first condition is thnes careful
selection of the trainees. 3By giving oriority To train-
ing core groups of supervisory personnel {rom gach ¢I ins
21 different health districts, the project will develc:t
linkages to reach the rural pogulation.

(ii) Secondly, the trzining must Te diracled
at giving the trainees sufficisnt s21{ relience in craer
that they Teel secure in cracticing In2ir naw sxills
Througnh the ccmbination ¢f clinical and classrocm In-
depth training the Family Healih Tralining Center will
meet this conditlion

(1ii) The third conditicn is availability of
clinical facilities and equipmant. Througnh the UITPA
suprorted sroject described in the next suv-s2cilcn, one

H Center in each district will bve fully eaulpred witih
family plenning materials thus allowing immediate aval_-
ability of this important asgect of family healtnh o ail
21 health districts. Hcwevar, 23 th2 numoer of fully-
trained personnel increases there will be nezd for eculipg-
ping more health centers and dispensaries with basic fanily
planning mauer&als. As stated in tihe revised Hszzlth Cector
Assessment, improvement anc ecuipment of rural nhezlih centers
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are among the high priorities in the Five Year Plan.
Furthermo“e, senior health pers OﬂHEL returning to thelr
rural post will be provided with "Family Planning Kits"
which willsinclude pnarmaceuticals, MCH and family
planning supolies.

(iv) The importance of educating the public
in family health and mOblvathd them to accept the family
health services offered by the MOH can haraly be over-
stated. With its empha51s on introducing sex education
in all primary and secondary schools and educating the
public through mass medéia, radio and TV, etc., the GOT
has alr cady +dﬁen big stevs in this resoect anough
the production of eaucatlonaT family health rater*ala,
this project will suprort and sustain these efforts and
thereby help prepare the basis needed to reach the rural
populace.

(v) Supervision of the trainees after they
nave returned to their posts is ano thcr important condi-
tion for obtaining the desired spread effect. To the
degree possible, members or tne teaching staff will visit
tneir former students between training cycles to obsearve
and ensure that they perform thelr new skills correctly.

Another important Factor in reaching the
ultimate beneficiaries is that a critical mass of health
personnel will be trained. I the project can attaln the
reasonable trainee targsts given in the logirame, over 3CO
senior nezith perSOWnel with suparvisory responsisility
will nave oveen trained within the Jirst three years of
operation of thes Center and 120 each year thersaiter.,

At this rate, practically all supervisory and middle level
personnsl will have bean trained within the six year Iife
of tre prOJe £, The spread 27fect is discussed Jurther
in the 3Zocial Analysis.

3. Relaticn to Other Donor Projects

U7 A

During the development of the PP, the RELIC
team has been in close contact with the United lations
Tund for Populaticn Activities (UNFFA). The UNFPA has
finalized an ag'eement with the GOT to support short-
cerm uraLﬂ;ng coursaes in family planning for medical and
paramedical cerscnnel in the differsnt ragions of Togo.

This is a two-—year project which started July 1, 1977 and is scheduled
to terminate a few months prior to the time the AID-financed FPamily
Health Center becomes operational. This agreement also provides for
family planning equipment and materials for ome MCH Center in each

of the 21 health districts in the country.
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The UNFPA is presently in the process of designing the curricula
for the training component of their project and has emphasized that
their project will be preparatory and complementary to the in-depth
training proposed (to take place) under the AID project. The
curricula for the UNFPA training program will have been developed
by the time FPIA assistance starts. Therefore, FPIA will have the
full benefit of the completed and tested UNFPA curricula and will
be in a position to avoid any possible duplication of effort.
Jbviously, this will require close coordination and cooperation
between the responsible officials for the two projects and this
fact wae recognized in the GOT project application to the UNFPA.
Based on the positive collaboration between the PP design team

and UNFPA during the development of this PP, coordination of

these two projects should continue on a constructive basis.

WHO Center

The Center will also be complementary to the WHO-sponsored
Regional Training Center in Lome (Centre de Formation, OMS). This
Center gives 7-10 weeks training in public health administration for
doctors, midwives, nurses and heaith inspectors from francophone
West Africa. Each course is attended by some 20 senior
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health personnel selected by the different countries. The
training is theoretical and problem oriented. During the
training the students spend time in the field for observa-
tion and analysis of different health facilities in Togo

and in the pilot health project area in Vogan. These trainees
will visit the Family Health Center where many of the students
will have their first experience with the integrated approach
to maternal and child health, nutrition education, and family
Planning. The Family Health Center will thus have an im-
portant function as a demonstration center for Francophone
West Africa and hopefully will stimulate the interest of
senlor health personnel in the various aspects of family
health. The regional WHO-AID supported project, "Strength-
ening of Health Delivery Systems (SHDS)" is planning, under
Phase II of the project, to give technical assistance to

the WHO Training Center for the development of training
curricula. The SHDS has expressed great interest in co-
operating with the Family Health Center, not only for the -
purpose of exposing the WHO students to clinical family
health services, but also to promote the understanding of

and interest in family health in other Francochone West
African countries.

b, Project Costs

o~

A REDSO engineer has examined the engineering
and construction components of the project and found *he
cost estimates and conditions of construction for the build-
ing found in Annex CQto be reasonable and acceptable, and
considers the requirements of Section 511(a)(l) to be satis-
fled. An itemized cost list including an exclanation of
costs 1is attacned as Annex C1.

5. The Initial EZnvironmental Examination is attach-
ed as Annex .
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Financial Analysis and Plan

The project presently has three major participants,
with some additional resources being provided by the UNFPA.

The latter agency might be interested in an expanded role

in the future.

projected in the following chart:

payment.

ing tab

The present financial participation is

Participant Total Project Contribution ($000)
GOT $ 837.2
USAID 1,278.3
FPIA 54L.5
UNFPA 50.0
2,710.0

The financial participation of the GOT amounts to
a total of $837,2OO (205,11&,000 CFA) which comprises 31
) percent of the total project costs.
would appear for the GOT in 1977 is the expenditure for
land which is presumably an internal government transfer

le:

The only item which

Health Budget and National Budget

TCGO

(in CFA 1,000,000)

The Togolese Ministry of Health budget as well as
the general budget from 1972 to 1976 are shown in the follow-

Health dealth
National Health Heallh as Personne. Materiel

Year Budget Budget of Nat. Budget Budget
1972 12,283 738 6.5 625 173
1973 13,484 880 6.6 685 195
1974 16,245 9Lz 5.8 738 205
1975 30,515 1,252 4.1 S60 292
1976 50,019 1,584 3.2 1,185 399
Source: Rapport D'Activities des Services de Sante

1967 - 1976 Pg.. 4,5
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Future national budget projections are based on
the following assumptions. Togo's foreign exchange rose
from $39.7 million in September 1976 to $58.7 million
in January 1977, while international reserves over the
same time period from $47.9 million to $66.8 million.
Phosphate production, the main export earner, rose from
1.1 millic1 tons in 1975, to about 2 million in 1976 and
is projected to reach 3 million tons in 1977. Wnile
phosphate prices may not remain at their present high
lievel, there is unlikely to be any precipitous decline.
The next highest export earners are coffee an? cocoa.

The World Bank, FAC and Togolese financing are all being
used for replacement of 30 to U5 year o0ld plantations.
With a replacement schedule involving over 8,000 hectares
by 1980, it is hoped that production of 20,000 tons of
coffee and 25,000 tons of tocoa can be achieved annually.
Togo's new 0il refinery to process mainly Nigerian oil
has opened recently with a capacity of 1 million tons

per year. The expansion of cement production should

make Togo self-sufficient in 1977 and produc:z a small
surplus thereafter. This adds up to a steadily monetary
economy, with most of the growth in the industrial sector,
but gradual improvement in agricultural production. Based
on this picture it seems reasonable to assume an annual

10 percent growth in the Togolese National Budget over
the period of the project.

The Togolese health budget has been a declining
share of the National Budget but the present level of 3.2
percent avpprears to be as low as political pressures will
allow it to dror. Therefore, the assumption was made
that the health budget would remain at this level of
funding over the life of the rroject.

The portion of the health vudget going to
personnel has remained relatively stable at around 75
percent, so this level was used to prepare future pro-
jections. 1Inflation was ignored in the national projections,
but was built into the staff salarie. at the Center. This
would probably result in over-estimeting the share that
the Center salaries represent of the total health budget
of the MOH. As can be seen from the table, during Zfull
Center operation, they do not exceed 1.5 percent of
total Ministry salaries. Furthermore, most of the -
senior stafl of the Center are already on the Ministry
of Health payroll and so do not represent a net increase.
The operating costs of the Center likewise would fcrm
an insignificant increase to the MOH budget. Several
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components of the operating costs of health centers ard
hospitals such as electricity, water and telephone service
charges do not appear on the health budget, but are charged
against a general government services item in the Togolese
National Budget. When FPIA phases out its assistance, the
MOH will have to assume some additional costs for such
items as contraceptive supplies. These are not large
enough to pose a problem. In conclusion, recurrent costs
added to the MOH by the construction of the Center seem
low and well within the capacity of the GOT and MOH to
assume upon phase-out of foreign assistance.

Projections of Togolese National and Health
Budgets
(in CFA™1,000,000)

Staff
Health Salaries as
Personnel a % of Total
National Health Health as Budget Health
Year Budget Budget % of National (75% of Budget) Personnel
1977 55,021 1,7€1 3.2 1,321
1978 60,523 1,937 3.2 1,453
1979 66,130 2,130 3.2 1,597 0.4
1980 73,232 2,343 3.2 1,757 1.0
1981 80,555 2,573 3.2 1,933 1.k
1932 88,610 2,836 3.2 2,127 T,i
1983 97,471 3,190 3.2 2,395 1.4
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TABLE III SUMMARY COST ESTIMATE AND FINANCIAL PLAN
PROJECT PAPER
(Us$000)
SOURCE ATID TOTAL . HOST COUNTRY FPLA TOTAL
rX 1.C AID FX ILC FX 1.C
Design and
Construction
of Center 839 -_’ 839 25 864
Personnel 270 20 200 459 174 26 922
Furniture &
Equipment 139 10 149 260%* 409
Training 110 70 172
Research Funds 50 50

Operating Cost

(medicines,

pharm., maint.,

utilities) 243 15 230

GRANP TOTAL*%1248 30 1188 837 434 161 2710
*Includes $50 for anticipated UNFPA input

»%Costs include contingency and inflation. They are itemized
and explained in Annex Cl.
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TABLE 1IV. COSTING OF PROJECT OUTPUTS/INPUTS

PROJECT PAPER

NEW

REV # 1

PROJECT # 693-0212 TITLE TOGO FAMILY HEALTH

PROJECT OUTPUTS
PROJECT INPUTS #1 #2 #3 #4 #5
Trainees Parts. Constr. Cur.Dev. Ed. Mat. TOTAL

AID
1. Constr. (A&E,

labor material) 839 839
2. Personnel (T.A. _
‘ & Secretary) 230 60 290
3. Furn. & Equip. 149 149
GOT
1. Land (Center site) 25 25

2. Personnel (salaries
of staff) 383 50 26 459

3. Trng. (per diem
& transport) 110 110

4., Operating Cost
(utilities, maint.,

medicines, pharm.) 192 51 243

FPIA
1. Personnel (short-

term T.A. & Sec.) 80 100 20 200
2, Commodities &

Equip. 130 80 30 20 260
3. Training : 70 70
4, Res. & Eval. 40 5 5 50
5. Operating costs 15 ‘ 15

TOTAL 1180 70 1093 296 71 2710
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C. Summnary of Social Analysis (complete text attach-
ed as Annex 7, )

Attitudes Toward Family Planning

A pilot socio-demographic survey of the predominant-
ly Ewe Maritime Regilon, the most populous and densely popu-
lated region in Togo, was carried out in 1969 by the De-
partment of Sociology, University of Ghana. A total of
293 females, 15 years and over were interviewed. This
survey was repeated later in all regions of Togo and the
findings were very similar to those cf the Maritime Region.
The following vparagrapns recapitulate some of the findings
of the initial pilot survey.

The results of this survey have snown that very
little or no family planning is practiced in Togo. How-
ever, the majority of women interviewed were clearly aware
of the adverse effects of too many children at toco short
intervals not only on themselves but on their children.
They see such effects mainly in terms of healtn hazards
to the mother and health and nutritional hazards to the
children. They also recognize adverse ecconomic effecis.
The study clearly shows that the women are .beccming in-
creasingly aware of the associated econcmic turdens of a
large number of children under current conditicns of nhign
cost of living.

The women interviewed may have a large number of
children at too short interwvals. GDHowever, their answsrs
show that if they had their cwn way, the tulkx of fhsm would
nave their cnildren well staced out around Z-year intarvals,
If they do not =zt present achieve this, it doz2s not mazn
they do not know the implications of having many cnildren

too close togethar tut rather that thsy <o not xnow HIW
or do not have the MEANS to acnieve this without mucnh
chysical, psycnoiogical, emoticrnel and matrimonial hard-
T
0

ship to themselves. At present, most of them attemot
to do this by imposing sexual restrictions on themselves
by moving away from theilr nusbands. Zut this seems to de
ighly unnecessary given tne advanced state of contra-
ceptive tecnnology todeay. They snould te avle to achieve
the same ends without unnecessary and costly hardshics.
The most important factor, nowever, is that they ars aware
of the need to space their chiidren. Their only prctlenm
is the lack of kxnowledge of modern metnods to regulate
birtns.
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The results of this survey throw doubts on many
ideas and views held about attitudes of the rural women
to family planning. These findings show that rural
women are not as conservative as they are usually
pictured; that the basic problem is lack of knowledge
of the means, DOSSlDllluleS, potentials and medical as
well as health soundness of hazards of Iamlly olannlng
methods and techniques. The rural woman is willing %o
have access to family planning techniques and may be
willing to adopt these wnolenheartedly provided she is
approached in the rignt manner.

Soread Effects. The Diffusion of Innovation

The actual target grouvs of this project are
limited to women in the renroductive ages of lp hi years
and children 0-5 years of age. With an esti ed povula-
tion in Togo of 2.2 million in mid-yezar 1977, there ars
about 525,000 women (21 percent of the population) in that
age group and an equal number cf children under five years
of age. These two groups - representing L2 percent of the
pogpulation - will be the primary oenobﬁﬂlarles of the
project. They will receive the bulk of family health s
vices: pre-natal and post-natal care, family planning s
vices, nutrition education and contrcl of nutritional s
immunizations against communicable diseases and pediatri
consultations. Tndiractly, nhowever, ths whole family wi
benefit from improved family hnealth.

The school age ch_lcren will receive sex =cucation
in tne scncols. The husband will benefit ooth sociz2lly and
economically from Vne cnild scacing services ctrovided Zcr
his wife (or for ni mseLI, i7 n2 chcoses to use condems)

It should be noted however, that gesnerally clinical ser-
vices will no% be offered to males at the Family Heallin
Center. They will te %treated at existing facilitis=s
Better sanitation, control of communicablile diseases, will
benefit all members of the family. Thnus the nation as 2
whole shouM ultimately, directly or indirectly, beneflt

from the training programs and health educa.lonal services
provided Ior by this croject.

As described in thes Technical Analysis, the sgres
effect of the project derends on the actual performance of
the students at thne Center when they raturn to uhe-- DOSLtE
With approximately 120 trainees returning each year after
naving recsived in-depth training In :"ﬂlly nealth and a
conservative estimate of each of the returned trainees
consultlng or treating 10-15 ratients ver working day,
the combined effects of the project would mean some

9}



45

400-500,00C family health consultations or services pro-
vided by first-year trainees. This number will double
the next year and triple the third year.

However, the total number of ccnsultations or
services provided gives only a rough idea of the benefits
expected from the project. The percentage of women and
cnildren who will ultimately venefit from improved family
health services is more important. As noted in the re-
vised Health Sector Assessment, page 25: 70 percent of the
rural population live within a distance of 10 km. (about
6 miles) from the nearest health facility; 75 percent of
the women prefer professional health personnel to assist
at their deliveries; and more than 9Q rercent of the
mothers interviewed at the survey wouid seex medical care
for their cnildren when they were sick. These figures are
strong indicators that the great majority of the target
groups will tenefit directly from improved maternal and
child health services.

While the above may indicate the gcssiole spread
effect of the project, the Guestion atout 'the diffusion
of innovation' has not been fully answsred. The intro-
duction of family planning as a means o child stvacing
is one of tnhe most important inncvations of tne project.
There are several fazctors detsermining accertance of
Tamily planning services. Foremost among thecze are:

(1) easy access to services; (2) the quality of ithz car-
vices provided; and (3) the mctivation of ths pogulation
to accept family vlanning.

As stated earlier, Tamily 2lanning services will
oe immadiately available in at least cocna MNCH Center In
eacn heaitn district., Hcwever, a3 the numter ol Lrzained
cersonnel and of nealtn Centers croviding family Tlznoning
servicas 1lncr=ases 2acnh ysar Thcrs snculd Te easy acceis
to femily vlanning services Ifor actout 7T C=arcent o Tne
rural populaticn within the next six yesars. Thes guaiiily
of services is imporiant because the satvislied accagtor
of family planning is tne otest motivator of ner neignhbcr
The word spreads gquickly in rureal Tcge. A few clumsily
done IUD insertions or a few unexcectisd comgtlications
from "the pill” can =2asily scoil or delay a family
vianning grogram for years, &As manticried earlier, tne
motivaticn for cnild spacing 1s extremely nigh among
the rural wcmen in Tcge. UWlth well organiczced mass
educational vrograms, training aurxillizry miiwivas,
social agents/animateurs and agz=nts itinerants to furiher
educate and mouvivate veople to accazt fanily clanning, The
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basis for an extensive family planning program will exist
in Togo. Nevertheless, experience has shown that acceptance
of family planning by an illiterate, poor rural pooulaumon
takes time. Therefore, a reasonable - but still rather
ambitious - target would be that ten percent of married
couples - or aooroxlmately L0-50,000 women or- couples

will utilize a modern contraceotlve method within the

next five years of full operation orf the Center (i.e.,

“FY 1985).

D. Economic Analysis

Togo is faced with many problems characteristic
of developing countries. Attempts to achieve a rising
level of per capita income are usually accompanied by
changes in the consumption, production, trade and other
aggregates. The development of the Togo Family Health
Center is expected to improve the health and sccial wel-
fare of a major segment of the population, dbut dus to the
interlocking relationships between various aspects of the
development process it could affect other structural
characteristics.

The demographic characterist*cs of Togo are
similar to those of neighboring countries. The present
population is about 2.2 million with a crude birth rate
of about 55 and death rate of 29 per thousand. The annual

population growth rate is 2.5. Over the past decade, the
birth rate has been reasonably stables, wnhile the death ratz
nas veen declining sligntly. This has resulted in =z siight
increase in the l;:e expectancy, currently about %0 years
After five years of full oreration, the family
health pregram will affect orimarily two population grcusns
and changes In the demographic characteristics of these
groups can be exgected to alter certain economic variables.
For women in the cnild-bearing years, the likelinhood exists

that the following changes will occur: a) a decline in
maternal mortality; b) a reduction in the age-specific
virth rates for the youngest age groups (10-14 and 14-19)
and ¢) an increasing birth interval betweesn children. Fc
babies and infants, the follow*ng changes may occur: a)

a light reduction in the crude birth rate; and b) increas-
ing survival rates in the 0-1 age groun and 1l-4, result-
ing in a slight narrowing of the base of the poyulation
pyramid. All of these changes, even if minor, have
economic implications. The knowledge and ability necess-
ary to defer the ti iming of the first birth may enable nmore
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secondary school pupils to complete their education and
become more economically vroductive members of the community.
Increased survival of infants may reduce foodstuff con-
sumption and assure better nutriticnal and mental growth
for inflants in smaller families.

The inclusion of some demograpshic studies in
research funding will enable some specificaticn of Tog
tion variation and change. - The inclusion or linking of
social and economic variables to poculatlon studies will
give some data on which future funding of this type of
center can be evaluated. Insufficient information is
available to evaluate the exvected impact of improved
maternal and infant health upon demographic variables,
and through these to economic variables.

he
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Alil sectors of Togo's govarnment can te regarded
as competing for scarce resources. It would bte impossible
to evaluate the benefits accruing from this specific D”ouect
contrasted or ccompared with a similar eﬁfena¢uure on, ifor
instance, an agricultural project. =HZcwever, it would agpear
that in the long run if the project ever ressulted in
stabilization of the growth rate, a positive imgact on
ver capita incomes would ressult. Almost all health inter-
ventions in the MCH areaza result in reduced death rates
and without improved child-scacing technigues, growih
rates nave to riss. This stresses the already dilliculi
balance between pogulation growtn and economic develoom
indices.

ct
oy

T ot O
[t

ty (L
3D LY o ]

u oo v cto

.
n*p

01
O

ct =
B
[
[@Ne]

[ (]

13
(O I 1 I =
Sk
O
Y Y ¢t
D -4 (D
ct n
0% @ ct

~ ,.4."_3
0 N
ct
o8
L (D
® O Cf
i ¢t oy (W
{0 -
0]
J ¢t
ck {L O

<O -

[{Te]

D O
ct

o
~

ﬁ" [0
-J

\O
O

v

, it snhould
ulaulon, excludis
medical school in
nsa
m

@)

(

O
[

s an anc.p
5 associated
o cmitting tne
health budget on a per Caflu

©moP 10 P

H ;:l [
o’ 1= t (D
r
L

o

lth sector. The MOH
ounted to about $2.90

n {‘J

- ¢t t

wn O .
oy

KDO

ctor in Togo i
as much 2 75 p
nted.

-y -

rt
h. it is rnnoratvy
e
n

) -
(D WD

ale

tive medicine, per

veing curP+;ve_J o)

prexen**vc agprroac
orl
5 T
t

,)m(b

e (O

can improve tneir
nealth habits 1 rough a preventive 1 apprcach.
The Family Healtn Center will attempt orient the
work of the varamedical cersonnel of the country towards
a preventive apnroacn. This is generally a lower cost

?

O]

e

Py

Q

\_.l
'§(D£DO(DO

-
-

DO O JIWM criz

way in which ce

RSy

d.




18-

method of tackling the problems resulting from poor sanitary
practices, lack of nutrition education and infectious dis-
eases than taking a curative approach after people have
become ill.

It can be ascertained that the numbers and types
of personnel receiving training are quite large. The cost
per student receiving either in-service training or cover-
ing a portion of the curriculum in the Center will be quite
low. However, the cost of giving all the senior level MOH
personnel in-service training anywhere else in Francophone
West Africa would obviously be much higher. It should be
noted that even the mid-level personnel and students re-
ceiving primarily classroom instruction will benefit from
watching clinical care demcnstrations even if thelr parti-
cipation is limited.

Health personnel now in the rural arsas hoeve re-
ceived their training in schools and in hospitals oriented
towards curative care. This progranm will ensure retrain-
ing of the majority of rural health workers in preventvive
medicine at a low cost. Since Togo is a smzll country,
travel expenses from even the most northern paris are not
nigh. Per diem rates given by the MOH are very moderate
but evidently sufficient to cover expenses.

Retrained workers rzceive their regular salary
when they return to their rural health post. For a modest

outlay a high percentage of Togo's rural health workers
will have improved old skills and learn=d new ones. The
MOH can thus increase both ths efficiency and effective-
ness of rural btased nealth parsonnel in rendering botna
curative and oreventive services to existing MCH fersonnel,
and becoming part of the existing curricula of the training
schools for medical cersonnel.

Part IV. Imolementing FPlanning

A. Administrative Arrangements

1, GOT

With the exceptions of distrivution of =duca-
tional materials and the administration of oprocurement for
the design and ccnstructicn of the Center, GOT administrz-
tion of this project will bte entirely within the lMinis<try
of Health, Social Affairs and the Advancement of Women (MOE).

-

The entity charzad with direct responsibility is the
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Division of Mother and Child Hygiene (MCH). This division
will coordinate the development and production of sex educa-
tion materials with the Division of Sanitation and Healtn.
The Ministry of Education is responsible for the distribution

of sex education
schools. Public
charged with the
services for the

materials for use in primary and secondary
Works (Ministry of Eguipment) will be
procurement of design and construction
Center.

The organizational chart of the MOH (attached
as Annex F ) shows the organization of the MOH at the
central level. The structure is strongly hierarchial
and administration is highly centralized with a vertical
line of command. Thnis structure makes coordination between
divisions difficult and inhibit _ﬂxo*matﬂon-anarlng tetween
division heads on related prcgrams cuts the MOHE.

de

)
.

)

Policy decisions and nealth
at the ministerial level with advice and
Cabinet and the Permenent Healtn 2lanning
decisions are made by the Director General
In the event of nis zbsence, cecision
nostponed.
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health education, etc. The chief of the section is also
secretary-general of a newly created association of African
health educators, which promotes health education in Africa
through international conferences, etc. The health educa-
tion chief has been one of the leading promoters of in-
tegratlng family vlanning witn maternaT child health ser-
vices. He presented this concept at a conference in Atakpame,
February 1977, attended by some 25 health educators from
Francophone West Africa. The Health Education Division has
also sponsored several radio and TV broadcasts on family
health and sex education, including family plamning.

The Division of Administration is resoponsible
for budget/financing, transportation and personnel,

The Division of Evidemlology is respcnsible
for epidemiological surveillance, control of communicable
diseases, heaWun SbatlSuLCS and tuberculosis control. -
The "Grandes Endemies" has five mobile units which cover
the whole country with mass immunization pregrams: mainly
smallpox, yellow fever, measles and BCG vaccinations
against tuberculosis. DPT (diptheria, vertussis and
tetanus) immunization of children and tetanus toxoid
immunization of pregnant women are provided in all larger
maternal and child health (WCH) Centers. Because of lack
of refrigeration for storage of vaccines, most rural dis-
vensaries do not provide this service,; out re y on Visits
by the mobile units from the 'Grandes Zndemies’. The
section of healtn statistics relies on the National Com-

an

puter Center which serves all governmenua‘ nesds. 3Zacause
of difficulties with the co"“u er the annual resports on
"Statisticues Sanitaires'" nave bteen delayed for years.

The GOT has now installed a nsw and larger I1=M computer
and the statistics secticn iz catcnhing up witn its backliog.

The Division of ”ed;caT Assistance and Zasic
Health Services nas tne rasponsi O;thy I0r a1i no3cit -s,

nealth centers and dispensaries, and for the training of
the itinerant auxiliary health personnel in the pilot zone
Vogan.

The Division of FPharmacies is resgponsinle for
pharmaceuticai suprliies, insgecti I pharmacies, and
control of drug addiction.

The Division of Training is resvconsible for
the training or pupliic nealtn parsonnel.

The Division of Lavoratoriss is resvonsibls
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for the National Institute of Hygiene and for regional
and sub-division public health laboratories.

. The responsibility for the major decisions for
the Family Health Center will rest with the Director of the
Division of Mother and Child Hygiene (MCH), a well-qualified
Togolese physician. The Director has the strong suprort
of the Director General of Health who delegates to the
Divisional Director all daily decisicns affecting maternal
and infant care. Lateral links with other Divisions in the
Ministry are less well developed, and decisions affecting
two or more Divisions involve more cumbersome paper work
and lengthy meetings. Thus decisions on the equippring,
staffing and annual allocation for the pharmacy and labora-
tory in the Health Center will provbably be time consuming,
even though a satisfactory outcome can be expected.

Staffing in all Divisions with which the ¥Fan
Health Center has an interface is almost entiresly witi
Togolese physicians have all been trained abroad sincs
Medical School has only recently been estavlisned. They
well trained, and sufficient srecialists already exist
the relevant arsas, obstetrics snd gynecology, pedialr
and gesneral practice to staff the Center and provide ba
up services. Midwives and senior nurses are available
and trained, some having already additicnal training in
Tamily planning in Canada and the United States to Zform th
core staff for the Center. UNo difficuliy is anticipated i
£filling lower 1 1 positions since suificient e
exist in all categori

Annex CU gives a complete brealdown of medical
versonnel in the MOH. Recruitment fcor the ssanior starf,
many of whom are already on the MNinistry payroll 1s unliikesly
to be a problem since Zome 1s the preferred work locatlion.

' Travaux Publics

Although somewhat outdated, the organizational
chart attached as Annex G provides an illustration of ths
organization of Travaux Publics (TP). TP 1s comprisecd of

L
two kinds of units: (1) the technical general services and
joint technical services divisions whicn constitute the
Direction; and (2) the implementation units or subdivisions.
The Director coordinates and controls all the activities of
The Direction and is assisted oy nis deputy director.

TP has a staff of two arcnitects 2
hi
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buildings, roads, bridges, hydraulics and energy. They are
supported by approximately 1500 lower level technicilans
and a general administration starff of approximately 300
people.

Thre are four technical divisions within the
Direction headed by a Division Chief of TP. The divisions
are: (1) Roads, Bridges and Airports; (2) Hydraulics and
Energy: (3) Buildings; and (4) Architecture and Urbanism.
They are responsible for planning and implementation of
orojects as well as the administration of projects which
are contracted out to private firms.

Over the last five years TP has desil
supervised construction of several complex buildi
including the Sokode Hospital, Hotel de la Plage and the
luxurious Hotel de la Paix. These tasks called for con-
siderably more expertise than reguired for the modest
health facility to be constructed in this project.

(=
n

ed and
S

n
=
S

TP will be charged with the procurement of
design and censtruction services and surervision of the
consturction for the Family Health Center. This will
include preparation of regquest for technical proposal,
synopsis for bid, bidder pregqualification, issuance of
bid invitations, selection of bidder and negotiation and
execution of contracts accertable to AID. With AID supp
as described following in the sub-secticn, TP is well
gualified to carry out these tasks.

As practically all resgonsibiliti
project are within the MOH, the coc ti
should not Dose any varticular prob .
assure coordination of all project activities and
timely imgliementation, a representative from TP will De
added to the existing Inter-ilinisterial council, com-
vosed of the representatives from the divisioans within
the MOE, the Ministry of Education and Association Fcur
le Bien-etre Familiale. They will meet as requested by
the Center Director.

2. AID

REDSC/WA will also supcly an enginser to
monitor supervision of censtruction. This engineer will
visit the site periodically and will work closely with tne
supervisory personnel of Travaux Fublics.
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The AID -financed Dubllc ‘health advisor/administrator |will
play a key role in implementatlon of project activities. He will be
directly responsible for providing on-the~job training to his Togolese
counterpart, the Center Director. In colliboraiion with the Center
Director, he will assist with the coordination of major inputs, i.e.
goods and services and the monitoring of day-to-day activities. More
specifically, he will assist the Center Director in the many management
or administrative and logistic aspects of the training programs conducted
at the Center and the follow-up of trainees who have returned to post.
While the FPIA consultants to the project will be fully responsible
for curricula development and other technical aspects of the training
program, this U.S. project technician will assist in developing and
revising curricula and coordinate other efforts with FPIA consultants.
He will submit semi-annual progress:reports to AID/Lome which will
reflect all technical as well as fimancial aspects of the project.

A three-year contract will be used for the procurement of
U.S. technical services of a long térm advisor. The first year of
services will involve ¢ development, in collaboration with FPIA and
the GOT, activities of the Center including management and curriculum
design. Although ideally such a contract would be a host country
contract with the MOH, the MOH does not have the facility to recruit
U.S. technicians. Further, in order to insure timely implementation
of this project as well as achieve the necessary coordination with the
FPIA and other donor elements, it is essential that AID have some
control over the implementation of this project beyond the design and
construction of the Family Health Center. Therefore, this contract
should be a personal services contract with AID.

per SOSTLSEER NSNS R e \\\‘\\\\‘\\ -
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As directed by U.S. AID/Lome, this technician will identif:
possibilities and needs for further U.S. support to the Togolese rural
health delivery system as recommended in the revised Health Sector
Assessment and_eventually do the preparatory planning for such support.
The U.S. technician's services will start mid-FY 78. With that mandate
the requirements for the position as Public Health Advisor will be:
a Master of Public Health (MPH) degree or equivalent, with major in
public health administration and/or health education; experience in
LDCs, preferably in Africa, in clinical and out-patient management
or management of health training institutions; and fluency in French.

3. F.PQI‘A.

FPIA is well known to AID. It will be responsible for the
entire training component of the project. The experience that FPIA
brings to this project is likely to be a very promising factor in its
successful implementation. This organization in collaboration with
the Ethiopian Family Planning Association established a '"Health and
Welfare Center'" three years ago in Ethiopia. The purpose of the
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Ethiopian Center was similar to that of this project: {o
bring improved MCH/FP service to the rural population
through training its medicel and paramedical personnel
in "family health'.

According to Mr. L.H. Robinson, the Africa
Regional Rerresentative for FPIA, the establishment of a
"Health and Family Welfare Center" was a key to the
project's credibility and acceptance. As in Togo, a core
group of medical and paramedical personnel had already
been trained abroad and were employed in MCH/FP and were
supported by specilalists in 0B-GYN, Public Health from
the University. "This combination of factors proved
highly successful. Within %two years over 165 hesalth
personnal had besn trained in MCH/FP: service delivery
points increased from 26 in 1975 to 179 by the end of
1976. Likewise, there was a tenfold increase in family
planning accectors, primarily in rural Ethiopia.”
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B. Implementation Plan

l. Prior Actions

In order to assure a relatively smooth flow
to the implementation of this project, the following actions
should be taken before the Project Agreement is signead:

a) Responsible Party: AID/W

All waivers and approvals requested in
Section IV-C need to be obtained:

b) Responsible Party: REDSO/AID AFFAIRS OFFICER/GOT.

Once the PP is approved and the appropriate
approvals and waivers are obtained it will
be necessary that the appropriate REDSO
personrniel visit Lome for the purpose of
explaining thoroughly AID procedures re
quired by Handbook 11.

c) Responsible Party: GOT

Upan approval of the PP, the MOH should
contact AAPC with regard to its availability and
fee to act as procurement service agent.

d) AID/W should start recruitment of US technician
ASAP.

A Project Performance Tracking Network pro-
viding a schedule from the submission of the
PP project approval through completion of
AID's implementation role in the project

is attached as Annex A.

cC. Procurement Plan

Responsibility

Procurement of U.S. equipment and commodities
will be undertaken by the MOH through its authorized representative.
The MOH has indicated that the Afro American Purchasing Center
(AAPC) will be designated as its procurement services agent.
AAPC will be queried as to its availability and fee.

Local prccurement on behalf of the MOH will be made
through the MOH's procurement office. Local purchases will
be conducted in accordance with good commercials practices
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and as far as practicable on a competitive solicitation of
offers,

Equipment and Commodities List

According to current projections, the itemized
equipment and commodities list attached as Annex C3will be
purchased for project use. Froject needs may result in
minor shifts from one commodity to another but are not ex~
pected to alter the overall purchase costs.

Wnile a maximum effort was put forth to de-
termine furniture and eauipment needs for the Center, it
is quite probable that some items may not have been in-
cluded. Therefore to add some flexibility to thne purchase
cf commodities and to avoid any delay in implementation

due to lack of a particular piece of equipment, local
currency authorization is reauested in the amount of
$10,000.

Source and Origin

Pursuant to Hzndboox 11, Section 3Zla. the
authorized source and origin for procuarsment of eguipment
and commodities will be limited to the U.S. and Togo

Design and Constructicn of Center

Host country contracting will Tte used for vro-
curement of architect and enginsering and conssruction sar-
vices of the Center. It is anticipated that tha archnitact
and engineering services, wnhich will include ths cregaration
of the IFE plans and specificaticns, will D2 procured local-
1y, as total estimated costs fcr this service is =2stimated
to be less than $50,C00. At lsast two Togolasz arcnitaschural
firms nhave veen located to date which are fully capable of
performing the desired services. ZLocal qualified and eligible

firms will be advised of the reauest for procosals and
selection will follow procedures outlined in Chapter 1 of
Hdandbook 1l. The arcnitect and enginesring contract will
be a lump sum tyre contract for design, and 17 some surger-
vision cf construction is resauired, vayment will be made
on a time-rate basis.

Construction will also ©te ctrocured iocully from
host country or Ccde Q41 countries, as exzerience in Wast
Africa has indicated that no U.S. construction firm coulid
crepare a comgetitive cost croposal Tor a project of this
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magnitude. It is not intended that the project be advertised
in the U.S. through the Commerce Business Daily or the Small
Business Circular. Local or Code 941 firms desiring to
participate in the bidding procedure will be required to
submit prequalification data. Prequalified firms will then
be invited to submit bids. Award will be made to the res-
ponsive prequalified bidder submitting the lowest price
proposal. Payment will be made on a unit price basis for
construction.

All materials to be used in the construction of
the Center can be provided from host country sources, either
on the basis of origin in the host country, authorized shelf
item procurement of commodities which are transformed local-

ly from raw materials imported from AID Geographic Code 935
countries.

Source and Origin

Pursuant to Handbook 11, Sections 1Dla and 2D1la,
the authorized source and origin for architect and engineer-
ing and construction services of the Center is limited to
the United States and Togo.

Walvers

A procurement source wailver of construction sar-
vices from .ID Geographic Code 000 to AID Geographic Code
941 plus the cooperating country is requested.

Justification

As stated above, no U.S. constructicn firm could
prepare a competative cost proposal for a project of this
magnitude as there are no U.S. owned or controlled con-
struction firms in Togo. Therefore, to introduce an added
element of competition, 1t is necessary to permit 941 firms
to compete for construction services.

D. Evaluation Plan

During the life of the project three routine evaluations
and one depth evaluation are planned. One year from the signing

of the Project Agreement, the Center Director will prepare and
submit a Project Evaluation Summary (PE§). At the end of years
two and three project evaluation summaries will be prepared by
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the AID-financed technician in collaboration with the Center
Director. These PESs will include a summary of progress to
date, preliminary prospects of achieving the project purpose
and major problems or changes which have an impact on the
project. The PESs will also be supplemented by semi-annual
progress reports submitted initially by the Center Director
and later in collaboration with the U.S. technician.

Periodic self-evaluation and trainee assessments will also
be carried out during the life of the project. Trainees'
skills and knowledge will be measured before and after each
training cycle by the Center staff, particularly the FPIA
research/evaluator and his Togolese counterpart. Contingent
upon the overall knowledge of a group of trainees, the content
of the courses will be adjusted to allow for additional inputs
and/or deletions. Likewise content can be adjusted at the end
of each training cycle to accommodate changes recommended by
the Center staff and trainees. Trainees will also assess the
training program before graduation, thus providing a valuable ~
source of feedback and resulting in a finely-tuned program.

A depth evaluation will be undertaken at the end of
FY 1981. This evaluation will be carried out by an AID/W
representative, the REDSO/WA Health Officer, an FPIA repre-
sentative and a representative of the MOH.

The logical framework will provide the basis for this
evaluation. The means of verification provided in the logical
framework should provide sufficient information upon which to
base this depth evaluation. Under the supervision of the Center
Director and the FPIA evaluator/researcher, the trainees will
collect project baseline data by carrying out small knowledge
of attitudes to and practice of family planning (KAP) studies
and sample surveys of socio-demographic and epidemiological
data in the Be district of Lome. As stated in the project
description, project benefits will accrue initially to the
population in this area. This depth evaluation will provide
the guidelines for a continuation of AID activities in the
health sector.

Service statistics such as the number of people trained,
where they return to, number of pre- and post-natal examinations
consultations, immunizations, number of family planning acceptors,
etc.,, will be compiled by the staff at the Family Healtn Center
and other MCH and health centers from which trainees are‘selected
during the life of the project. In addit%on, sample‘soc10- .
demographic and epidemiological surveys will be carried out in
selected rural areas chosen by the Center staff. These surveys
will be carried out by trainees supervised by Center staff
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members, the FPIA research/evaluator, and the U.S. technician
and will provide baseline data upon which to evaluate the
spread effect of the project. Ideally, this should be an ex-
post facto evaluation carried out by AID/W five years after
thelgg?ily Health Center has been fully operational, i.e.
FY .
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E. Conditions, Covenants ana Yegotlatlnc Status

Conditions Precedent to Disbursement

The GOT will furnish to AID an executed contract
for architectural design of the Center acceptable to AID
with a firm acceptable to AID.

Additional Disbursements

1. The GOT will furnish to AID suitable prccure-
ment arrangements for commodities.

2. The GOT will furnish to AID plans and specifica-
tions, bid documents, cost estimates and time schedules for
carrying out the Project.

3, The GOT will furnish to AID an exascuted con-
tract for construction of the Center acceptable to AID
with a firm acceptable to AID.

The Project Agreement should contain the follow-
ing covenant.

During the implementation of the project and at
one or more points thereafter, GOT and AID will: (a)
evaluate progress toward the attainment of the objectives
of this project; (b) identify and evaluate problem areas
or constraints which may inhibit such attainment; (c)
assess how such information may be used to help overcome
such problems; and (d) evaluate to the degree feasible
to overall develooment impact of the project.

Negotlating Status

The FPIA contribution is subject to FPIA/New
York and AID/W approval. It is anticipated that final
AID/W approval will be obtained the latter part of
September 1977, and that FPIA and the GOT will sign an
agreenent early October, 1977.

The UNFPA contribution of $50,000 for three
vehicles, mobylettes and bicycles is still under considera-
tion.

Subject to approval of this PP, negotiation of
the Project Agreement will take place during the month of
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September. zThe suggested covenant and conditlons precedent
will be negotiated at that time. The target date for
signing of the Project Agreement is September 29, 1977.
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13.

14.

26.

27.

28A,

30.

32.

35.

37.

38.

39.

43.

45,

29 Sept. 77
15 Nov. 77
14 Jan. 78
3 Mar. 78
1 Jul. 78
6 Jul. 78
14 Jul. 78
16 Aug. 78
9 Sept. 78
18 Nov. 78
18 Dec. 78
15 Jan. 79
21 Jan. 7Y
5 Mar. 79
9 Apr. 79
29 Sept. 79
9 Oct. 79

G4

et

Pro Ag signed
RFP approved

AID approval of
consultant

Procurement agent
approved

FH Center staff
selected

AID approval of
center design and
IFB

1st group of
participants selected

IFB issued

Recruitment for U.S.
technician

Construction contract
awarded

AID approval of award
and contract

Equipment for Center
ordered

Construction started

In-service refresher

course for Center staff

completed

U.S. technician on
site

Project evaluation
completed

Initial curriculum
and educational
material developed

ADO/Niamey/GOT

REDSO

REDPSO

AID/W

GOT

REDSO

GOT

GOT/Contractor

AID/W

GOT

REDSO
GOT/AAPC
Contractor
FPIA/GOT
AID/GOT
AID/GQT

FPIA/GOT
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47.

51.

54.

57.

68.

87.

88.

90.

91.

92.

15 Oct. 79

21 Oct. 79

21 Dec. 79

15 Feb. 80

7 Apr. 80

29 Sept. 80

9 Jun. 81

15 Jun. 81

3 Jul. 81

9 Aug. 81

29 Sept. 81

Equipment on site

Construction of
Center completed

Center equipped and
staffed

Curriculum revised

Socio~demo and epi-
demiological survey
completed (Be district)

Project evaluation
completed

Final socio-demo
epidemiological survey
completed (Be district)

Final revision of
curriculum

10th training cycle
starts

Follow-up on trainees
completed

In~depth evaluation
completed

GOT/AAPC

Contractor
GOT
FPIA/GOT
GOT/FPIA
AID/GOT

FPIA/GOT

FPIA/GOT
GOT

GOT

REDSO/FPIA
GOT/AID/W
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Project Title & Mumber:

£
-

PROJECT DESIGN SUMMAARY

LOGICAL FRAMEWORK
TOGO FAMILY HEAUFH“£§9J-0212)

NARRATIVE SUMMARY

Program o Sector Gool: The broader objective 1o

which this project contributes:

To improve the health of Togolese
populace with particular emphasis
on pregnant women, lactating mothers
and children in the 0-5 age group.

" | OBJECTIVELY VERIFIABLE INDICATORS

{(INSTRUCTION:

FORM WHICH CAM BE LISED AS AN AID
T0 ORGANIZING DATA FOR THE PAR
REPORT. IT NEED NOT BE RETAINED

OR SUBMITTED.)

THIS IS AN OPTIONAL

ANNEX B

Life of Pro‘ecl:
FromEY _FY 7 FY 84

Total U.S. Funding_. $L, ’
Date PPropared: Y AYANAI

7 10 FY

PAGE 1

MEANS OF VERIFICATION

IMPORTANT ASSUMPTIOMS

Measuras of Gool Achieveront:

1) Decrecase in pfeﬁatal and
child mortality rates.

2) Decrease In incldence of
preventable communicable
diseases.

3) Improved nutritional
status of mothers and childre
0-5 years of age.

4) Increase in acceptance of
modern famlly planning
methods for the purpose of
better spacing of child
births by FY 1985.

-

1) Special socio-demographic
and epldemiological studies

by trainees initially in the
Bé district and later in rural
areas where tralnees have
returned.

2) MOH records and reports.

3) Post facto evaluation by
AID/W in FY 1985.

Assumptions for ochleving goal torgats:

1) The GOT, particularly the
Ministries of llealth, Education,
Firance and Plan will continue to
give support to the policy and
strategy of extending family health
services to Togolese families
throughout the country.

2) The GOT will continue giving
support to improving its rural
health delivery system including
activities in the nutrition field;
demographic data collection storage
and use; improved access to safe
water; the epldemiological surveil-
lance system; and strengthenin%
middle level health personnel in
management of health facilities on
regional and sub-regional levels.

3) Other factors such as drought and
famine, etc. will not upset the
expected benefit of improved family
health education and services.
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PROJECT DESIGN SUMMARY
LOGICAL FRAMEWORK

Project Title & Mumbor: __TOGQ_FAMLLY HEALTH. (693-0212)

HARRATIVE SUMMARY

Life of Project:

From FY _FY 77 10FY FY 84

Total U.S. Funding $1 3 188 , 300
ate Pre, ored: BHSBVINNE

PAGE 2

_CBJECVIVELY VLRIFIABLE INDICATORS

MEANS OF VERIFICATION

IMPORTANT ASSUMPTIONS

Project Purpose:

To strengthen the GOT's institu-
tional capacilty to provide improve
family health servic.s to its
populace, particularly pregnant
and lactating mothers and childre:
0-5 years of age in rural areas,
through in-depth training of
medical, paramedical and social
personnel in various aspects of
family health.

Conditions that will indicafe purpose has been

ochioved: End of project stolus.
1) The Family Health Cente:

d will have been tonstructed
and equipped; be fully
staffed with qualificd
Togolese personncl; and
provide quality in-depth
training in the various
aspects of family health’
to medical, paramedical
and soclal personnel as
well as quality health
services to the population
in the Bé district of
Lome.

2 Introduction of family
lealth services including
family planning by well-
trained health personnel
in at least one MCH or
health center in each of
the 21 health districts
of the country,

3) The following MOH per-
somnel will have been
trained or retrained:

a) B87 of doctors; b)
857 of midwives; c¢) 957
of auxiliary midwives; d)
100% of medical assistants
and e) 50% of social
agents/ animateurs.

4) Sex education materials
provided to all secondary

1) Annual MOU reports.

2) Observation and evaluation
of performance of trainees at
Family Health Center and
trainees returned to their
posts by FP Center staff.

3) Family Health Center
reports.

4) Depth evaluation by AID,
FPIA and GOT in Fy 81 and
post-facto evaluation by AID
in FY 85.

Assumptions for ochlieving purpose:

1) The MOR will provide a qualified
stalf and other resources necessary
to carry out all functions of the
Center at the appropriate time.

2) Trainees will effectively utilize
thelir new skilils.

3) Trainees will be returned by the
MOH to rural health posts in the
field.

4) Family health concepts will be
accepted and utilized by the Togolese
populace.
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PROJECT DESIGN SURHARY
LOGICAL FRAMEWORK

HEALTIL (693-1212)

Project Title & Humber:

Life of Projoct:
From FY _27 1eFY____84

Total L.S. Funding 41,188,300

Date Prapared: FYTEVEE:
UL

L3 Jut B8 4

NARRATIVE SUMMARY

PAGE 2 -A

CUIEC(IVELY VERITIADLE INDICATORS.

MEANS OF VERIFICATION

IMPORTANT ASSUMPTIONS

Project Purpose:

Conditiens thot will indicale purpose has been
achieved: End of project stotus.
scheools and additional sex
education materials to all
primary schools,

5) 107% of married couples
using a modern contraceptive
method within five years of
full operation of the Center
i.e. FY 85.

Assumptions for ochieving purpose:




_75_

PROJECT DESIGH SUMMARY Life of Projecs:

ALD 1020-2¢ (7-71) FromFY ___ 17 3o FY 84

BUPPLENENT | LOGI “RAMEY 183
CAL FRAEWORK Total U.S. Funding $1, vJUU
Projoct Title & Humber:_TOGO FAMILY_HEALTIL (693-0212) ) Dote Peopored: G717 77
o o - PAGE 3
HARRAYIVE SUMMARY OBJLCTIVELY VERIVIABLE INDICAT10RS MEANS OF VERIFICATION INPORTANT ASSUMPTIONS
Oviputs: Nagnitude of Qutputs: Assumptions for achisving oulputs:
1) Trainees (tralned and/or 1980 1981 1982 1983 1) Annual Keports by the Family @ ovtpute:
retrained) Health Center 1) Sufficient numbers of different
. types of health personnel will be
A) Sr. Level-1 mo Didactic and 2) Annual MOl reports, available and released from their
Clinical ‘current duties For the duration of
3) Inspection by REDSO Engr. their training or retraining
Physicians 5 10 10 10 courses,
Midwives 40 40 50 50 4) Project Evaluation Summariles
Nurses and Med. Assistants 35 50 60 60 by Center Director and U.S. 2) Trainees will be carefully
TOTAL 80 100 TIZ0 120 Technician. selected in accordance with
.priorities and criteria established
B) Mid-level 1-2 wks Didactic 5) Semliannual progress reports by the MOH.
and clinical by Center Director and U.S.
technician
Auxiliary midwives 80 80 80 80
Social Agents 40 40 40 40
C) Lower level variable didactic
only as needed
*D} Student training
Medical students & interns 10 20 20 20
Midwives 30 30 30 30
Medical assts.(incl nurses) 70 70 70 7
Auxiliary midwives 40 40 40 40
Social agents/Animateurs 20 20 20 20
2) Participants Trained 18 8 5
3) Center Constructed 3) Center constr. by 1/80
: 4) Curricula for
4) Curriculum developed senior middle and lower
level MOIl personnel and
5) Health & sex education student training fully
materials developed developed by 10/80.
5) Pamphlets, educatlional
*Actual number of students, type materials developed,
of training and length of courseg tested, mass produced and
to be determined by MON, FPIA distributed by 12/80.

and admin. of the schools involved.
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PROJECT DESIGH SUMMARY

Life of Projocy:

: 4
AlG tareas ) LOGICAL FRAMGWIORK From FY o FY_2
Total U.5. Fynding 1": ! Eﬁﬂ 3100
Projoct Title & Mumber: _1OGO FAMILY HEALTH  (693-0212) Dote Prapored: __R{T
- PAGE 4

NARRATIVE SUMMARY

ORJECTIVELY VERIFIABLE IMDICATORS

MEANS OF YERIFICATION

IMPORTANT ASSUMPTIONS

Inputs:
1) AID
A. Construction (A&E labor and
materials)
B. Personnel (TA & Secretary)
C. Commodities and equipment

Total ALID
2) FPIA
A. Personnel (shoxt-term TA &
secretary)

B. Commodities & Equipment
C. Participant Training

D. Local Cost (Research, sec'y)
Total FPIA

3) ot
A. Land
B. Personnel (salaries)
C. Tralning (per diem & tspt)
D. Operating Cost
Total GOT

GRAND TOTAL

lmplementation Target (Type and Quentity)

Total $000
839 by FY 80

290 (3?1714\ hy FY 80)
149.3 by FY
1188.3 by FY 80

271 (29 PM) by FY 83

210 by FY 83
40,7 (102 PM AFR & US) by

FY 83
50 by FY 83
| 5445
25

459.1 by FY 84
110.1 by FY 84
243 by FY 84

837.7 by FY 84

2710 vy FY 84

1) Review of AID project docu-
mentaticn, ProAg; TA and
construction contracts,
etc,

PILS

2) Review of FPIA documentation

Assumptions for providing Inputs:
1) Timely agreements between all
donors.

2) Technically competent French
speaking technicians are secured,

3) Timely delivery of services
and commodities agreed upon.
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PROJECT COSTS - ANNEX C-1

$000
Sept 77  10/77-78  10/78-79 10/79-80 10/80/81
FY 77 FY 78 FY 79 FY 80 FY 81 FY 82 Total %
I. AID (Direct)
A. Design &
Construction
1) Engineering .
(design only) 50 50
2) Construction (approx
1420 M2) L97 497
Inflation (20%
1st yr.) 100 100
(20% 2nd yr) 120 120
Contingencies 72 T2
1
%i Total construc~
1 tion 4 (789) 789
(Total design-
& Constiruction) (839) 839
B. Furn. & Equipment 118.4
10% inflation 11.8 118.4
7% procurement
fee 9.1 9.1
Local currency
contingency 10 10
TA Public Health . 270
advisor 270 '
Secretary (oi-
lingual) 20 20

1278.3

TOTAL ALD - -1278.3
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Sept 77

YT

FPIA

Technical
Assistance @ $6 M

1) Research/
evaluation

2) Fem. Health
Educ/Curric Dev.

3) Educ.Mat.Develop.
L) OB-GYN

5) Nurse-midwife
Specialist

6) Honorarium
(guest lecturers)

Sub-total
Commodities
1) Contraceptive supplies

2) Family Planning Kits
@ $1/kit

3) Health & sex educ.
material and supplies

4t} Med equip (exam rms.
& audio-visual)

Sub~total

$000
10/77-786  10/78-79
FY 78 FY 79

12

12
12

u8

10/79-80

FY 80

5

18
12

12

18

10/80-81
Fy 81 Yy 82
12 6
12
6
6
12
2 2
s __ 8
15 20
30 40
_ b5 _60

Total $

36

o

30
2L

Lo
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$000
Sept 77 10/77-78 10/78-79 10/79-80 10/80-81
FY 77 FY 78 FY 79 FY 80 FY 81 FY 82 Total $

C. Participant Trng.

1) 20 midwives (5/yr
@ $i/mo Tor 3 mos
in Afr $.7/persons

for RT int'l trav. 9.5 (15pm) 9.5 9.5 9.5 38
2) 3 paysicians (1 yr.

@ $.4/mo for U4 mos.

in Afr & 7 persons

for R.T. int'l tspt. 2.3 (bpm) 2.3 2.3 6.9
3) 3 health educators

(same as above) 2.3 2.3 2.3 6.9
L)} 3 social agents

(same as above) 2.3 2.3 2.3 6.9
5} Center Director (cliuical 5.4 5.4

Mgmt 3 mos. in U.S. plus

$1.5 for int'l trsp.)
6) Researcher/evaluator 5.4 5.4

(Res/Eval'n same as above)
Sub-total 16.54 27.2 16.1 9.5 09.5

D. Ilocal cost

Research Funds 20 20 10 50
Sec'y (bilingual) 10 10 20
Oper. Cost (vehicle maint.) 5 5 5 15
Sub-total 35 35 15 85

TOTAL FPIA 16.4 125.2 180.4 139.5 83 5hh. 5




ANNEX C-1

$000

4

Sept 77 10/77-78  10/78-79  10/79-80  10/80-81  10/81-82 10/82-83 Total $

FY 77 FY 78 FY 79 Fy 80 FY 8L FY 82 FY 83
III. GOT
A. ILand 25 | ‘ 25.0
B. Personnel: staff .
salaries 22.6 Th.l 109.1 120.0 133 - h59.1
C. Training (per diem
& transport) 23.h 26.7 30 30 110.1.
D. Operating cost
Utilities (elect.
water, telephone) 5. 22.5 30 32 3k 123.5
Medicine, pharm.
supplies 20 21 22 23 86
Vehicle maint. & POL 2.5 2.5 2.5 7.5
Misc. sterilization 5 6 7 8 26
(laundry, uniforms,
oxygen, etc.
TOTAL GOT 25 27.6 1453 195.5 2135 230.5 837.2
Iv. UNFPA
3 vehicles (passenger) :
and spares L5 L5
Mobylettes & bicycles ) 2
TOTAL UNFPA 20 50

GRAND TOTAL 1303.3 16.4 202.8 325.7 354.8 296.5 230.5 2710




ANNEX C-1

Project Costs

Architectural design costs are estimated to be approximately
$50,000. Total construction costs are estimated to be
$497,000 (1420 m2 @ $350./m2). It is anticipated that

Center construction will be completed approximately two years
from the signing of the Project Agreement. Therefore an
inflation factor of 207% for 2 yearswas added to construction
costs., A contingency factor of 107% of construction cost

including inflation was added, raising total construction costs
to $789,000.

AID furniture and equipment costs are estimated to be $118,400.
(This figure includes 507 CIF). As furniture and equipment
will not be ordered for at least one year, a 10% inflation
factor as well as a 77 procurement fee were added to the base
costs. Local currency authorization is requested in the amount

of $10,000 which raises total furniture and equipment costs
to $149,300.

The U.S. technician's services are estimated to be $90,000
per year for 3 years. The bilingual secretary's services are
estimated to be $10,000 per year for 2 years.

FPIA financed short-term consultants services are estimated
at $6,000 per person month.

Participant training in Africa is estimated at $400 per month.
Round-trip international air fare is estimated at $700 per
perscn. Participant training in the U.S. is estimated at

$1300 per month. Round trip international air fare is estimated
at $1500 per person.

Vehicle maintenance and POL are estimated at $.25 per mile.
The cost estimates are based on a total c¢f 10,000 per year
per vehicle.

The GOT staff salaries are based on the average 1977 salary for
a particular category, e.g. physician, midwife, nurse, etc.

As shown in AnnexCla a 10% inflation factor has been added each
year to salaries as inflation in Togo is about 157% per year,
The core staff of the Center will be involved in the selection
of trainees, initial preparation of curriculum,.educational
materials, etc. for approximately three months in FY 79;.there-
fore 25% of total salaries for FY 79 have been included in che
budget. The Center is expected to be fully operational 9 months
of FY 1980 (starting January), therefore 757 of total salaries
for 1950 have been included in the budget.
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ANNEX C-1 (cont'd)

Per diem was computed at the rate of $5.00 per day per
trainee; 30 days for senior level; and 14 days for mid-
level. An average of $15.00 per person was used to compute
round-trip transport costs from rural health posts. Compu-

tations are based on the number of trainees (senior and mid-
level) given in the logframe.
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ANNEX C-la

LOCAL STAFFING PATTERN AND ESTIMATED SALARIES

TITLE SALARIES IN 000's CFA
Medical Facility Av. Salary Total Annual Salary
for Grads for class of
(1977) personnel (1977)

Medical Director 1,860 1,860
1/3 Time 0B-GYN/Pediatrician/GP 1,560 1,560

4 Midwives 960 3,840

3 Murses (unf. d'etat) 960 2,880

2 Social assistants 600 1,200

2 Health educators (agent technique)960 1,920

1 Laboratory technician 600 600

1 Asst. Lab technician 400 400

1 Pharmacy technician 700 700

1 Asst. pharmacy technician 500 500

1 Medical record clerk 400 400

1 Librarian 800 800

1 Evaluator/researcher 800 800
Support Staff

2 Secretar.es 400 800

1 Receptionist 300 300

4 Janitors/cleaners 250 1,000

2 Nightwatch 250 500

Conversion to $s at 245 CFA=$1.00

Total CFA 20,060,000

Total

Rounded out

$81,878
$82,000
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ANNEX C-1la

PROJECTIONS FOR LOCAL STAFFING PATTERNS AND FSTIMATED SALARIES

Theoretical Theoretical Theoretical Theoretical Theoretical Theoretical

FY 1978 FY 1979 FY 1980 FY 1981 FY 1982 'Yy 1983

Staffing Pattern 82,000 82,000 90,200 99,220 109,142 120,056
as attached

Inflation 107 L 8,200 9,020 9,922 10,914 12,005

90,200 99,220 109,142 120,056_ 133.061

257 22,550 75% 74,415
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UNITED STATES GOVERNMENT
TO : Mr, Richard Dudlzy, Chiei Engineer . DATE: & May 1977
FROM Robert M. Duncan, Civil Engin€er

Consultant, AID/REDso/wAﬁ:j/‘,Ll (et

suajEcT:  Family Health. Center, Lomé, Togo .
- [

Scope of Work

To assist in the planning and layout of a simple clinic
with facilities to include the teaching of Togolese
personnel improved maternal and child care services,
nutrition education, and family plamning.

Specific requirements of the assignment (resulting from
an oral briefing by Mr, Van Raaltza) were:

Determinations required:
3 A
1. location and size of the proposed construction
site,

2. Location of nearest city utilities to the site,
power lines, water lines, and sewer lines.
)
3. The capability of Togolese Architacts and Fazineers
. i) [} =2
to design the facility.

4. The capability of To
a z

golase contractors to conscruct
the facility on b

2
irm time schedule,

5. The availability of construction matarials which
would be requized for the faciliry.

To work with REDSO personnel, Dr. Poulsen and Dr. Mackie
to determine:

. 1. Space requirements,
. Flow pattern of patients through the cliniec.

. Clinical equipment to be used.

. Need for air conditioning.
B2 i SPSCE Tl ComidS

2

3

4. Need for audio-visual rocms.

5

6, Maximum-day flow-of- patients...

tey
OV

ni'.l' o

Itsy U.S. Savings Bonds Regularly on the Payroll Suvings Plen

16118
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7. Maximum day flow of patients through the clinic.

Determinations made:

1. Attached is a partial wap of the City of Lomé showing
the location of the proposed site,

2. An official suzvey of the proposed site showing

the locaticn of the city water and power lines and
listing the cocordinates of the corners of the
proposed site 1is also attached.

a, Electric power is supplied to the City of Lomé
from generation at the Akosombo Dam in Ghana.
The house service voltage is 220 and 50 cycle.
The supply from Akosombo is constant but
occasional outages occur due to failures in -
the Lomé distribution system.

b, . The city water supply is puaped from wells
and is treated at the source. To insure
against possible dpollusion entering the water
due to breaks in the distribution system, the
drinking water for the clinic should be txeated.

¢. No sewage collection system exists in the clinic’
area of Lomé. A septic tank together with a
leaching well will need to be constructed in
which to dispose of tollet wastas from the
cliniec. No percolation tests were made at the
site but the area is a sand deposit and tes:s
should be made to detaermine how deep the sand
extends, At the U.S. Exzmbassy compound, steel
rods were driven easily to a deptnh of sixceen
feet through cohesionless sand. A similar test
could be made at the clinic site to determine
the depth of the sand.

A drawing of the type of septic tank being
constructed in lomé was obtained from Service
National D'Assainissement, Lomé&. A cooy is
attacied.

3. Two Togolese architects were visited, Mr., Locoh
and Mr. Alcide da Silva. B3oth men are Togolese
and were educated {in France. After observing
drawings and calculations, the cenclusion was
reached that each has the technical capability to

repare architectural and structural desizn
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drawings ard specifications for the Health Center.

The Togolese practice is to prepare drawings with
only the dimensions shown 2nd no details. The
details are covered in the written specifications
and structural desizn calculation sheets,

The cohtractors who wish to bid for the construction
work are each given a set of drawings, specifications
and the structural design calculation sh leets, Each
contractor is required to present with thez bid the
details for comstruction, such as the shape, size,
number and position of the stzel rezn-arcing bars,

Tais is -forc.ng each centractor to renﬂag
already done by the eagineer and tre cos
work i5 includad in tha contractor's bxd.

o
- -

suggest that when REDSO negotiates with the architect
that the agreezent be made wl“h the architect to

show all ceCalls on the d*awxnos and let the writt=en

the work
of this

specifications contro1 the quality of the work

and materials, A

The two architects mentioned above informed me that
Togolese contractors have the capabilizy to
construct the Health Centezr on a ficed schedule.
Architect da Silva recommended the following

Togolese coatractors: '

Clarence Olvmpin, Entrepreneur
EGTP, “r. Ajavan
Travaux Atlantique, Amorin

Mr. Locoh 15 a bSuilder as well as an arcastecz.

Tne following local coastruckion matasrials are
available at the prices lisced: (Note: these
quotations were obtained from the two ar.“itects).
Mr. Locoh's quotations app1/ to the prlces ”Lrlﬂg
April 1977. Me. da Silva's quotar-

are the
orices charzed by the Government af:er May 1, 1977,

Item CFA_UNIT PRICE

Unirt Mr. Locoh Mr., Da Silwva

Cement ten 12,000 20,000
Sand M 1,500
Cravel 3 6,000
Reinforciaz Steel

_ 150,000 250,0
Marble 17 Ehick an 8 88
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Ceramic tile 9
5/16" thick M 4,000
Interior wood doors ea 6 000
Exterior wood doors eg 12,000
Form lumber . M . 14,000

Corrugated cement-asbestos sheets
Corrugated galvanized steel sheets
Corrugzated aluminum sheets

6. The preparation of the floor plan of the Health
Center was made possible by the cooperation, acvice,
and suggestions of Dr. Poulsen and Dr. Anita Mackie

ST e

Each architect was asked for his estimate of the unit cost .

of a building similar to the Healch Center.
[ T

Mr. Locoh's estimate 055100,000 C7A per squara aqet

was based on a building wichout an intarior Zini sH

\?3200 per square zetar).

(D

BulldLﬂos of this type intludigg the 1
and equipment are being constructed fo
meter in the United Staces.

The total floor area of the Health Cent
the attached sketch is 1,422 squar "

Estizated cost:

at $330 per square meter $469,200
at $400 per square meter $563,300

The following persons were contactaed in Lemé during the
preparation of this raport

1. Mrs. Sally Shazp, A7D Representative, Lomé.

Mr. Adama, Chef du Service Topog*aonloue, Lome, ;

Mr. Crappe, Asst. Chef du Service Topograpnlcue, Lome

Mr. Locch, Architect and Builder, Lom

Mr. {oo}wine, Administrative Officer, U.S. Zmbassy,
oteé .

Mr. Aclde da Silva, Architect-Zngineer, Lome,

Mr. Amigee, Chef du Service d'Assainissement,

Two meeting were held for discussion regarding the project

with the .5, Ambassador. Those attending the meetings werea:
Ambaquudor Palmer

Sally sSharp, AID represencative,
Dr. P'oulsen, REDSO

Dr. Mackle, REDSO

R. M. Duncan, REDSO Engineer

w ll1lam Young, CDO

2
3
4
5
6.
7.

. ’
Lone,

‘e ABan e o —— . R
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The following documents are attached:

1. Map of part of the City of Lomé showing the location
of Health Center site,

. Official survey of the site.

Fosse Sepsique A. Sortie Horizontal.

. Plan of Health Center by R, M. Duncan.

2

3

4, Contrat D'Architecte.
5

6. Copy of calculations of site area.
7.

. Outline of Togo Architectural Contracts.
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ANNEX C-3

Furniture and Eaquipment Summary by Room

Offices:

1 Project Directors

9 Administrative and Teaching Staff
2 Secretarial and Office Equipment

Medical:

Treatment Room
Recovery Room
Storage/Cleaning/Supply Rocm
¥
Lavoratory
Family Planning Conference Rocm
Pharmeacy
Examining Rooms (8)
Waiting Room

Record Storage Room

Teaching:

Auditorium
Classrccms
Library

Students Lounge

Summary:

Office area $14,000 + 50% CIF

Medical items (o0ld catalogue 25%

adjustment) $24,100 + 50% CIF

Teaching Area $40,000 + 50%

$ 3,610
4,500

5,500

1,515
960
1,400
5,070
510
3,700
4,800
2,800
700

21,000

36,200
61,200

$ 118,400
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Furniture and Eaquipment List
Togo Family Health Center

Auditorium

Seats for 100 persons with writing shelf
(collapsible) @ $100

Table for Lecturers + U4 chairs
Podium with built-in mike plus light
Large built-in retractible screen
Large stand-alone green chalkboard

Three Unit Airconditioners @ $1,0C0

Classrooms
20 Desks and Chairs @ 3200
Lecturer's Table plus 2 Chairs
Large Green Chalkboard - moveable

Large Corkboard for Nctices, evc.

Two Classrocms 2 $4,7C0: 39,LC0

Library
Moveable and adjustable Bookshelf Units

Four Round Tables to seat 4 Persons Each
Small DeskX plus Chair-Librarian

Six Easy Chairs for Reading @ $200.

$ 10,000
600

500

400

400
3,000

$ 14,900

€
~J
O
O
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Students' Lounge

25 Steel Clothing Lockers for
padlocks €@ $60.

8 Easy Chairs @ $200.
2 Sofas @ $1,500
2 Tables to seat U4 persons each

2 Coffee Tables

Examining Room
Examining Table
Treatment Cabinet
Operator Stool
Waste Receiver
Examining Lamp

1 Chair

8 Zxamining Rooms @ $&C0. = $4,E00
Recovery Room
Recovery Couch

Chair

$ 1,500
1,600
3,000
1,500

400

$ 8,000

320
125
35
20
50
Lo

£C0

R

200
Lo
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Laboratory (40! wall space)

Counter height steel latoratory
base units

2 Double Cupboard @ $150. 3 300
4 L-Drawer Units @ $155. 620
2 Sink Units @ $95. 190
1,110
2 20! Units @ $1,110 2,220
2 Basic Laboratory Monocular
Microscoves 2 $500. 1,000
1 Biological Refrigerator - 6 cu.ft. 350
Small Equipment - Centrafuges, etc. 5600
1 Airconditvioner 1,000
Medical: 35,070
Pharmacy
8! of high cabinets @ $100/ft 800
8! of counter high bases @ $75/Tt 600

1 sink unit 100

1 desk uni

ct
n
Q
O

Refrigeratcr with separate Ifreezer dcor 500
Srxall equipment 5C0
1 airconditioner 1,000

Treatment Room

Refrigerator 3’238
Treatment Table 200
Treatment Cabinet 125
Storage and Supply Cabinet 350

Instrument Cabinex 200



&

Utility Table 60
2 Chairs 80

$ 1,515

Storage/Clzsaning Supnly Room

8' of high cabinets @ $100/ft 800
1 Omniclave Sterilizer | 500
1 Sink Unit 100

$ 1,400

Waiting Room

Weighing Area

1 Utility Table for Pediatric scale 100
1 Continental Clinc Sceale - infants and

children 1C0

1 Physicien's Scale w/neight rod 100

50 Chairs, stackabls plastic 2 $50 2,500

$ 2,800

Record Storage ZRoom
Shelves or riling Cabinets for Records 500

Small Desk plus Chair 200

3 7C0
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Family Planning Conference Room

Round Table for Six $ 100
6 Chairs @ $60. 360
Small Chalkboard ‘ 50
$ 510
QOffices

Project Director

Executive Desk $§ 6380
Executive Chair 183 -
1 Seminar/Meeting Table 85
6 Chairs for above Table 1,002
2 Easy Chairs @ $207 L1k
1 Bookcase, 3 shelf 2kg
| 1 Airconditioner 1,000
3 3,809

N
ct
o
by
Yy

Teaching and Administrative

Desk-single Padestal 3§ 185
3 Chairs @ $35 105
Bookcase - 2 shelves ur
2 Drawer File - Legal Size 90
Parge Corkboard Lo
s Le7

9 Offices @ 3500 each: $4,500



Secretarial Offices
Secretarial Desk
Bookcase - 2 shelves
File - 5-drawer - legal

Chair

2 Offices at $4L50. each: 3300.
Office Eaquipment:
1 Manual Typewriter
1 Electric Typewriter IBM Selectric
. 1 Photocopier with capacity for

transparencies

Secretaria and Office Equipment $5,500.

$ 206
L7

143

46

$ L2

SOO_

1,100

3,000

$ 4,600
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ANNEX C-l 2
PERSONNEL EMPLOYED IN MINISTRY OF HEALTH
TOGO, 1976

Category

Physicians

Pharmacists

Dentists

Sanitary Engineers
Hospital Administrators
Physicians' assistants
Laboratory technicians
Technical agents in health
Technical agents irn sanitation
State nurses

Midwives

Assistant sanitarians
Laboratory assistants
Auxilliary nurses
Auxilliary midwives

Travelling nurses
(Agents itinerants)

Number

100
10

=~

48

165
14
521
201
78
75
168
322
148
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ANNEX C-5

Draft Project Description to be Used in the Project Agreement

This is an international Joint effort between the United
States Agency for International Development (AID), Family
Planning International Assistance (FPIA), the international
division of Planned Parenthood Federation of America, Inc.,
and the Government of Togo (GOT), particularly the Ministry
of Health, Social Affairs and the Advancement of Women (MOH).
The project will assist the GOT in strengthening its insti-
tuticnal capacity to provide improved health services to its
populace, particularly pregnant and lactating mothers and
children 0-5 years of age. With five out of ten children
dying before they reach the age of five in rural areas of
Togo, there can be little doubt about the need for improvin
maternal and child health services.

This objective will ve acccmplished through <Tthe in-
depth training and/or retraining of medical, paramedical
and social personnel of the MCH in the wvarious aspects orf
family health, i.e. maternal child health, nutrition educa-
tion and family plenning. The prcject does not address all
phases of the Togolese health services, but is limited to
provide better training, understanding of and reorientaticn
towards famlly health to all health personnel.

The project will be implemented under the aegis ol <he
MOH. An AID-financed technician z2nd his Togolese counterpart,
the Director of Family Health Center, will be crimarily res-
ponsible for day-to-day management and imrlementation of ths
project, They will ccordinats 211 donor inguts and monitor
project progress and acherence to the conditicns agread ucon
by all donors.

This is a six yszar project. However, AID “unds will Ts
disbursed over the first tnree years ol the gtrcject. The AID
contribution will consist of financing for (1) the design and
con .truction of the Center, (ii) furniture and ecuipment Zor
the Center, (iii) the services of a publlc health advisor

and a bilingual secretary.

FPIA will finance the entire *raininz component of the
project. This will include: (i) approximately 49 cerson
months (PM) of snort-term technical ssistanﬂaj 11) apcroxi-

mately 102 PM of short-tsrm vparticipant traﬂnlfg (111)
commodities and equipment: (iv) some lccal cost (research
funds and a bilingual secretary); and (v) a portion of
onerating cost (vehicle maintenance and POL).
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The GOT contribution will consist of (i) land for the
Center site; (ii) salaries of full and part-time Center
staff; (iii) per diem and transportation of trainees; and
(iv) operational cost of the Center.
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ANNEX C-6
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dbility to teach (interview, advise, guids)

Aoility to prapars and use various media for teaching and
learning
Writing reports and setting up discussion groups

Croup work (assiznments)

Trainees, assisted by locel resourcs people and advisors
develop their own materials based upon pas’ MCH/ZP fisld
perience and knowledzs z2czuired while in training.

3imnle tut meaninzfud za2visnt handould

Ul

howd
Aiws
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s  ANNEX D

INITIAL ENVIRONMENTAL EXAMINATION

PROJECT LOCATION: Lome, Togo

PROJECT TITLE: Togo Family Health

FUNDING: FY 77

LIFE OF PROJECT: Six years

ITE PREPARED nLY: Richard Dudley, Chief Engineer,
| REDSO/WA

ENVIRONMENTAL ACTION RECOMMENDED:

Negative Determination

CONCURRENCE: Sally Sharp, AID Affairs Officer,
Lome

ASSISTANT ADMINISTRATORS/DIRECTORS DECISION:

I. EXAMINATION OF NATURE, SCOPE AND MAGNITUDE OF ENVIRON-
VMENTAL IMPACTS:

A. Project Description

This is an international joint effort between the
United States Agency for International Development (AID),
Family Planning International Assistance (FPIA), the inter-
national division of Planned Parenthood Federation of
America, Inc., and the Government of Togo (GOT), particularly
the Ministry of Health. The project will assist the GOT in
strengthening its institutional capacity to provide improved
health services to its populace, particularly pregnant and
lactating mothers and children 0-5 years of age.

This objective will be accomplished through the
in-depth training and/or retraining of medical, paramedical
and social personnel of the MOH in the various aspects of
family health, i.e. maternal child health, nutrition
education and family planning.

The central part of this effort, to be financed by
AID in the establishment of a Family Health Center in the
Be District of Lome, a densely populated semi-urban low
income area. The Center will cover approximately 1400
square meters including limited off-street parking facilities.
The Center will include clinic facilities for: pre- and
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post-natal examinations anl consultations; child spacing
consultations and treatment; examinations and traatment
for problems of infertility; and pediitric consultation
and well-child care including immunizations, nutrition
control and nutrition education and laboratory and pharmacy
facilities. The educational facilities will include two
classrooms to accommodste 20 persons each and an auditorium
with audio-visual equipment for conferences, lectures,
seminars and workshops, a lounge for students, a library
and offices. The clinical facilities will be designed for
easy and efficient flow of patients and will be able to
handle up to 200 patients a day. A detailed floor plan
of the proposed Center is attached as part of Annex

II. IDENTIFICATION AND EVALUATION OF ENVIRONMENTAL IMPACTS

A, Environmental Aspects Investigated

1. Land Use. -

The land to be utilized is in a heavily populated
urban area in the capital city of Togo. No detrimental
effect to the environment will occur through the construction
of a health facility on this site. As the center will cater
primarily to the needs of the poorer people of the city,

no notable generation of vehicular traffic in the area is
anticipated.

2. Water Quality

The project wili not contribute to contamination
to sources of water in any way. No sewers exist in the
area, but the construction of the clinic will include the
contsitruction of a septic tank and leaching system. The
soils in the area are highly permeable sand, with no known
water table within 50 meters of the surface, and no known
wells or other sources of usable sub-terrainian water in
the area. Where sewerage facilities do exist in this section
of Lome, such facilities consist of pit privies or seepage
pits, both of which provide a basis for far more contamination
to possible water sources than the system contemplated for
the health center.

C. Atmospheri.c

No known aspect or result of this project would have
an effect on the atmosphere.

D. Natural Resources

The project does not contemplate an effect whatsoever
on the natural resources in 1980
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E. Cultural and Social

No noticeable impact on cultural patterns of the
Togolese is anticipated as a result of this project although
very little family planning is practiced in Togo, as stated
in the Sozial Analysis rural women are willing to have i:ccess
to family planning techniques provided they are approached
in the right manner.

After five years of full operation, the family
health program will affect primarily two population groups.
For women in the child-bearing years, the likelihood exists
that the following changes will occur: a) a decline in
maternal mortality; b) a reduction in the age-specific
birth rates for the youngest age groups (10-14 and 14-19);
and c¢) an increasing birth interval between children. For
babies and infants, the following changes may occur: a)

a light reduction in the crude birth rate; and b) increasing
survival rates in the 0-1 age group and 1-4, resulting in a
slight narrowing of the base of the population pyramid. ’

There are presently about 20 families living on the
proposed Center site. They are squatters and have been
notified by GOT officials that they will have to move. The
GOT has agreed to assist these families to relccate. This
problem will be addressed during negotiations of the
Project Agreement.

F. Health

The primary benefits of this project will accrue to
women in the childbearing years and children 0-5 years of
age who receive family health services. However, indirectly
the majority of the population will benefit from the training
programs and health educational services provided by this
project. In the long run this project will result in: a)
a decrease in the high perinatal and child mortality rates;
b) a decrease in the incidence of parasitic infections and
preventable communicable diseases; and c¢) improved nutritional
status of mothers and children. WNo negative environmental
effects on the health of the Togolese populace are foreseen
as a result of this project,

IIT. RECOMMENDATION FOR THRESHHOLD DECISION

An investigation of pertinent aspects of the project,
as presented, has indicated that no significant effects on
the environment will occur as a result of its implementation,
therefore a Negative Determination is appropriate.
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IMPACT IDENTIFICATION AND EVALUATION

FORM
Impact
_ Identification
Impact Areas and Sub-areas 1/ and Evaluation 2/

A. TLAND USE

1. Changing the character of the land through:

a. Increasing the population-------------- L
b. Extracting natural resources--=-==------ N
¢, Land clearing----==---=mmeomocccconanon=" N
d. Changing soil character---------=~--=--- N
2. Altering natural defenses----------=~--=---- N
3, Foreclosing important uses---------=-=--===-- N
4 Jeopardizing man or his works-------==-=-=---- N
5. Other factous
3. WATER QUALITY
1. Physical state of water-------==-===--=-----= N
2. Chemical and =iologiczl states----=-=-=-=-~-=-~- L
3. Ecological balance-----=-==-=-=-=-=-=--=----= NI
4, Other factors

1/ See Explanatorv Notes for this form.

- No environmental impact

- Tittle envirommental impact
Moderate environmental impact
- High enviromnmental impact

- Unknown environmental impact

2/ Use of the following symbols:

canmxXr=
!
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IMPACT IDENTIFICATION AND EVALUATION FORM

C.

ATMOSPHERIC

1. Air additives--——=-cmececccacc e e e e
2. Air pollution------c=mcecmmcrene e cnaaas
3. Noise pollution-=--==-mcmemccemecanaaaas
4, Other factorS---=-=-==-=-=m=cccmmcmaaano-
NATURAL RESOURCES

1. Diversion, altered use of water---------
2. Irreversible, inefficient commitments---
3. Other factors

CULTURAL

1. Altering physical symbols=---=-=-===-=--=-
2. Dilution of cultural traditions---------
3. Other factors

SOCICECONOMIC

1. Changes in economic/employment patterns

2. Changes in population----=--=-=r-ceeamu-
3. Changes in cultural patterns--------=---
& Other factors

Resettlement

=

-
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IMPACT IDENTIFICATION AND EVALUATION FORM

G. HEALTH
1. Changing a natural environment------------ M+
2. Eliminating an ecosystem element=~--=-=----- N

3. Other factors

H. GENERAL
1. 1International impactg=====mmmmmm e m e~ N
2. Controversial impacts---=~--e-eemcmcocana-" N
3. Larger program impacts--=--===-===c=-------- N -
4., Other factors

I. OTHER POSSIBLE IMPACTS (not listed above)
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AID HAND3OOK 3, App 6C

TARAME, HEMQ NQ, |

3:11 - - November 10, 1976

| PAGE NQ.

6C(1)-1

EFFECTIVE NATE

6C(1) - COUNTRY CHECKLIST

Listed below ara, first, sﬁatutory criteria applicable generally to FAA funds, and then criteria

applicable to individual fund sources:

funds.

A, GeNERAL CRITERIA FOR COUNTRY

]I

FAA Sec. 116. Can it be demonstrated

that contemplated assistance will directly
banefit the needy? If not, has the
Department of State determined that this
government has engaged in consistent
pattern of gross violations of inter-
nationally recognized human rights?

FAA Sec, 481. Has it been detarmined trat
the government of recipient country nas
failed to take adequata staps to prevent
narcotics drugs and other controlled
substances (as defined by the Compre-
hensive Drug Abuse Prevention and Control
Act of 1970) produced or processed, in
whole or in part, in such country, or
transportad through such country, from
teing sold illegally within the juris-
diction of such country to U.S. Goverrment
personnel or their dependents, or frcm
entering the U.S. unlawfully?

FAA Sec. 620(a). Does rscinient country
Turnisn assistance to Cuba or fail to
take aopropriat= staps to prevant ships
or airecraft under its flag from carrying
cargoes to or frcm Cuba?

FAA Sec. 820(»). If assistance is to a
government, nas the Secretary of Stats
determined that it is not contralled by
tha international Communist movement?

. 820(c). 1f assistance is to
gavernment, is the government liable as
debtor or unconditional guarantor on any
daot to a U.S. citizen for goods or
sarvices furnished or ordered where (a)
such citizen has exhausted available
Jeqal remedies and (b) debt is not denied
or contasted by such government?

FAA Sec. 620(e) (1). IFf assistance is to
a qovernment, nas it (including government
agencies or subdivisions) taken any action
which has the e’fect of nrationalizing,
aexprooriating, or otherwise seizing
ovinership or control of property of U.S.
citizens or entities beneficially awned

by them without taking steps to dfscharge
its obligations toward such c.t1zens or
entities?

Development Assistance.and Security Supporting Assistance

Yes, Project will strengther delivery
of preventative family health care
services and information tarnughout
Togo..

o, such a determination has not

been made.

Yo

The Secretary of Sta

~
3 i PR - 124 -
determinad zowniry 13 2cntrollad by thne
-
ol

PORVES

2 gn = ol 1T~ s i o [
insernalicnal JCoImUnlst IovVeElle

a-

~iC.

Jo.
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AGE NO

6C(1)-2

SEFFECTIVE DATE

November 10, 1976

TRANS, MEND NG,

3N

AlD HANDBOOK

3, App. 6C

7. -FAA Sec. 620(f); Acp. Sec. 108. Is

10.

11.

12,

13.

recipient country a Communist country?
Will assistance be provided to the
Democratic Republiic of Vietnam (North
Vietnam), South Yietnam, Cambodia or Laos?

FAA Sec. 620(i). 1Is recipient country in
any way involved in (a) subversicn of, or
military aggression against, the United
States or any country receiving U.S.
assistanc- or (b) the planning of such
subversiu.. ur aggression? :

FAA Sac. 620(j). Has the country per-
mitted, or failed to take adequate
measures to prevant, the damage or

estruction, by mab action, of U.S.
property?

FAA Sec. 620(1). If the country has
failed to institute the investment
guaranty program for the specific risks
of expropriation, inzonvertibility or
confiscation, has the AID Administrator
within the past year considered denying
assistance to such gavernment for this
reason?

FAA Sec, 620(0); Fishermen's Protective
¢, Sec. 5. If country nas saized, or
imposed any penalty or sanction against,
any U.S. fishing activities in inter-

national waters,

a. has any deduction required by Fishar-
men's Protective Act been made?

b. has complete denial of assistance
been considered by AID Administrator?

FAA Sec. 620(a); Moo, Sec. 304, (a) Is

tne government of =he racipient country

in default on interest or princical of

any AID leoan to the country? (b) ls
country in default exceeding agne yeiar on
interest or principal on U.S. loan under
pregram for which App. Act appropriates
funds, unless debt was earlier disputed,

or appropriate steps taken to cure default?

FAA Sec. 620(s). What percentage of
country budget is for military expendi-
turas? How much of foreign exchange
resources spent on military equipment?

How much spent for the purchase of
sophisticated weapons systams? (Considera-
tion of these points is to be coordinated
with the Bureau for Program and Policy
Coordination, Regional Cocordinators and
Military Assistance Staff (PPC/RC).)

Wo.

Togo has not failsad to instit
the investment guaranty program,

- Togo nas not selzed nor izposed any

penalty or sanction azainst U.S.

PO ke
Tisghing activities.

Military exgenditures aecount 2
o country bdudget. Adproxicata
314.0 million in foreign axchan

"

teen spent on
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A N
14, FAA Sec. 620(t). Has the country savered Ne
diplomatic refations with the United '
Statas? If so, have they bSeen resumed
and have new bilataral assistance agrees.
ments been negotiatad and entered into
since such resumption?

15. FAA Sec. 620(u). Uhat is the'a/ment Togo is current with its UM coligations.
$Tatus or tne country's Ui, obl1ga~t:rs’
I7 the country is in arrears, were such
arrearages takan into account by the AID o,
Administrator in determining the current .
AID Operational Year Budget?

16. FAA Sec. 620A. Has the country grantad o
sanctuary frém prosacution ta an/ indivi-
dual or group which has cammittad an act
¢f international tarrarism?

17, FrA Sec. 655, Coes the country object, Jio
on vasis of race, religion, national .
or1g1n or sa2x, 1o the presance of any . : o
of ficer or amployee of the U.S. there '
to carry out ecancmic devalopment program
under FAA?

18. FAA Sec. £33, Has the country delivered Yo
or rec2ived nuciear reprocessing or .
enriciment ecquicment, matsrials or
technology, witircut Spef1.1_- arrange-
ments an safeguards, etc.?

19. FAA Sec. 901. Has %he country denjed {2s o
€itizans tne ricnt cr opportunity %0
emigrata?

[
b

TR R

: t iyl e
8. FUNDING CRITIAIA FQR CruNT2Y Cirrent agricu_Zural 3T
Y -~

V. Devalocmens Assistance Country Critzria

0 0

a. FAA S2¢. 1 i). Have criraria =

bean estaniisnad, X inty aczouns, .

to assass com niiment and progress of Troject dire

Fectively invoiving the rsal

tment, an such indexes as: N m

(]) small-farm l2bor intansive agri- = e ¥
Tture, (2) raduced infant mortalltj.

(3) population growth, (4) 2qualiiy of

income distribution, and (5) unempioyment.

.- oy
342. Dw-.-...'.-'u .

‘1

b. FAA Sac. 281I9)(3), (7) 3 /3); See.
2C3; 2ii(a;{3), /!, Cescribe 2xzant ta
WN1cn Cauntry 1s:

(1) Making aparcpriata efforss o increass C
focd preduction and imorove means for “rior
food storage and distribuzion,

.o

(2) Creating a favorabla climata for Larestzen
forﬂign and domestic privata entar- cne 2
prise and inves<ment.
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d.

(3) Increasing the public's role in the
davelopmental process.

(4) (a) Allocating available budgetary

resourcaes to davelopment.

(b) Diverting such resources for
unnecessary military expenditure and
intervention in affairs of other free
and independent patinns.
(5) Making economic, social, and polfitical
reforms such as tax collection improve;
ments and changes in land tenure
arrangements, and making progress
toward respect for the rule of law,
freedom of expression and of the press,
and recognizing the importance of
individual freedem, initiative, and
private enterprise,

Otherwise responding to the vital
economic, palitical, and social con-
cerns of its people, and demonatrating
a clear determination to take effective
self-nelp measures.

c. FAA Sec. 201(b), 211(2). Is the
country among tne 20 countries in which
development assistance loans may be made
in this fiscal year, or among the 40 in
which development assistance grants
(other than for self-help projects) may
be made?

FAA Sec. 115. Will country be
furnished, in same fiscal year, either
security supporting assistance, ar
Middle East peace funds? [f so, is
assistance for poculation nrograms,
humanitarian aid through intarnational
organizations, or regional programs?

Security Suocor*irg Assistance Country
Criteria

a; FAA Sec. G023, Has the country
engaged in a consistent pattern of gross
violations of internationaliy recognized
human rights? Is procgram in accordance
with nolicy of this Section?

b, FAA Sec, 53i. s the Assistance to
be furnisned to a friendly country,
aorganizacion, or bedy 2iigible t3
receive assistance?

[7 commedities are *o

¢. FAA Sec, €609.

be granted so that sale praceeds will accrue

to the recipient country, have Special
Account (countarpzart) arrangements bean
made?

GOT plans to exploit development
protentials of northern Togo to bring
the poyulace into the mainstream of

. development process.

Goal of third 5-year develovment plan.

Negative, Dbecause develovment resources
are financed by other donors.

v

GOT is addressing tanese ccncerns in its
third 5-year develovment rlan.

Major gecals

N/A

,
/A
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6C(2) - PROJECT CHECKLIST

Listed below are, first, statutory critaria applicable generally to projects with FAA funds, and
Development Assistange {with a suh-

then project criteria applicable to individual fund sources:

category for criteria applicable only to loans): and Security Supporting Assistance funds.

IS COUNTRY CHECKLIST UP TO DATE?
REVIEWED FOR THIS PRQJECT?

CROSS REFERENCES:

\. GEMERAL CRITERIA FOR PROJECT.

1. App. Unnumbered: FAA Sec. 633(b)

(a) Describe how Committaes on Appropria-
tions of Senate and House have bean or

IDENTIFY,

Notification has Tesn given
submission to the Cengress

HAS STAMDARD 1TEM CHECKLIST BEEN

in TV 1977
A Syq ea

e o

=1
will be notified concerning the project; Prograns, on paze 295, The troject is
(b) 1s assistance within (Qperational 2lso listed in the 77 1973 Sutzission |
Year Budget) country or intarnational " maas o2 <
organization allocation reported to on vage 233.

Congress (or not more than 31 million
over that figure plus 10%)?

2. FAA Sec. 611(a)(1). Prior to obligation
in excess of 3100,000, will there be (3) 5.
engineering, financial, and other plans :
necessary to carry out the assistance and
(b) a reasonably firm estimata of the
cost to the U.S. of the assistanca?

3. FAA Sec. 611(a)(2). If further legis-
Tative action is required within recipient
country, wnat is basis for reascnable
expectation that such action will be
compieted in time to permit orderly
accomplishment of purpose of the assis-
tance?

- A

4, FAA Sec. 811(5); Aoo. Sec. 101, If for
water or watar-relacad land resource
construction, has project met the stan-

. dards and criteria as per Memorancdum of
the President datad Sept. 5, 1973
(replaces Memarandum of May 15, 1962;
see Fed. Register, Yol 28, MNo. 174, Part
111, Sept. 10, 1873)?

5. FAA Sec. 511(e).

I[f osroject is capital

assistance (e.g., construction), and all certi

U.S. assistance for it will exceed

%1 million, has Mission Director certified
the country's capability effectively to
maintain and utilize the project?

Tl
w2l

-5,
n
H ]
o]
ot
31
[(\
2
tl
4
(]
o5
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6. FAA Sec. 77, 679. Is project suscepti-le Project 'ff"{“l"l,be furded and implemented
of execution as part of regional or-multi- tlira multilateral organizations.
lateral project? If so why is project not will sez ve as dercustration center for
so exer:tad?” Information and conclusion fest African countries and trainses. from
whether assistancs will encourage o : I
regional development programs.. [f TaesSe COoUntILEs.
assistance is for newly independent
country, is it furnished through multi-
laveral-organizations or blars to.the .
maximum extent appropriate?

7. FAA Sec. 601{(a); (aid Sec. 201(f) for &. $130,200 of commodities will be
development loans). Inr:ormatTon and procured.
conclusions wnether project will encourage B Co*lstruc ion contrect will be let

\ efforts of the country to: (2) increase *
the flow of intarnational trade; (b) -fos- cn competitive tasis.
ter private initiative and competition; c. ‘L/A
(c) encourage development and use of 4. A
cooperatives, credit unions, and savings o M/a
and leoan associations; (d) discourage . ; N
monopolistic practices; (e) improve T, /A
technical officiency of industry, agri- -
culture and commerce; and (f) strengthen
free lacor unions.

A, FAA Sec, €01(b). Information and con- Commodities Irem US total 5.31—3'%%\ .
clusion on naow mmjectwiﬂ encmnagn Tacnnical assistance frem US totals $
U.S. private trade and invesiment abroad
and encourage private U.S. participation
in foreign assistance programs (including
use of private trade channels and the
sarvices of U.S. private entarprise).

9. FAA Sec. 612(b): Sez. 636(h). Describe GoT sroviding 81,15 of lecal currency
steps taken to assure that, 1o the cost. US will use any foreiszn curren
maximum extent possibia the country is nerailanla
contributing laocal currencies to meet T EemEe =
the cost of contractual and othner
services, and foreign currencies gwned
by the U.S. 3.2 utilized to meat the cost
of coantractua! -nd other sarvices.

10, FAS Sec. 812(c Coes &he U.S. own excass Jc.
foreign currency ard, if so, what arrange-
ments have been made for its reiease?

B. FUNDING CRITZRIA FOR PROJECT
1. Develocment Assistance Project Criteria a. Project will izprove dreventivs
naa 1l +} ar-r ~ac railamla + “~crlaca

a. FAA Sec. 102(c); Sec. 111; Sec. 23%a "““fn._f“ ’q?f“‘,f’.a“:“:j 0 -Gsc=ess
Extent to wnicn activity will (3) effac- ?cpu;au_on -1 TATE- arees.
tively involve the poor in develorment, 2. ZL/A

by extending accass co ecanomy at local
level, increasing labor-intensive pro-
duction, spreading investment out from
cities to small towns and rural areas;
and (b) nelp develoo cooperatives,
especially by technical assistance, to
assist rural and urban goor to help
themselves woward bettar life, and other-
wise encourage democratic private and
Tocal governmental institutions?
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b. FAA Sec. 103, 103A, 104, 105, 108,
107. Is assistance peing made available:
[nclude only applicable paragraph --
e.9.,3, b, etc. -- which corresponds to
source of funds used. [f more than one
fund scurce is used for project, include
relevant paragrapn for each fund source.]

(1) [103] for agriculture, rural develop-
ment or nutrition; if so, extent to
which activity is specifizally
designed to increase productivity
and income of rural poor; [103A]
if for agricultural research, is
fuil account taken of needs of small
farmers;

(2) [104] for population planning or
health; if so, extent to which

activity extands low-cost, integrated farily

delivery systams to provide health
and family planning services,
especially to rural areas and posor;

(3) [105) for education, public admin-
istration, or human resources
development; if so, extent to which
activity strengthens nonformal
education, makes formal education
more relevant, especially for rural
families and urban poor, or
strengthens management capability
of institutions enabling the poor to
participate in development;

o~
=N
~—

[106] for technical assistanca,
enerqgy, research, reconstruction,
and selectad development problems;
if so, extent activity is:

(a) technical cooperation and davelosn-
ment, especially with U.S. private

and voluntary, or regicnal and inter-
national davelepment, organizations;

(5) to help alleviate energy problem;

(¢) research into, and evaluation of,
aconomic devalopment processes and
techniques;

(d) reconsiruction atter natural or
manmade disaster;

(e) for special development problenm,
and to enable proper utilization of
earlier U.S. infras*ructure, ezc.,
assistancs;

(f) for programs of urban develocment,
ssperially small labor-intensive
enterprises, marketing systems, and
financial or other institutions to
help urban ocor participate in
economic and sccial development,
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(5) [107] by grants for coordinated
private effort to develop and
disseminate intermediate tachnologies

. appropriate for developing countries.

c. FAA Sec. 110(a); Sec. 208(e). Is the
recipient country willing to contributa
funds to the project, and in what manner
has or will it provide assurances that it
will provide at least 25% of the dosts of
the program, project, or activity with
respect to which the assistance is to be
furnished (or has the latter cost-sharing
requirement besn waived for a "relatively
least-developed” country)?

d. FAA Sec. 110(b)% Will grant capital
assistance be disoursed for project over
more than 3 years? If so, has justifi-
cation satisfactory to Congress been made,
and efforts for other financing?

e, FAA Sec. 207; Sec. 113, Extant to
which assistance reriects appropriate
emphasis on; (1) encouraging develorment
of democratic, economic, political, and
social institutions; (2) self-help in
meeting the country's food needs; (3)
improving availability of trained worker-
power in the country; (4) programs
designed to meet the country's health
needs; (5) other important arzas of
economic, political, and social develap-
ment, including industry; free labor
unions, ccoperatives, and Yoluntary
Agencies; transportation and communica-
tion; planning and public administration;
urban develogment, and modernization of
existing laws; or (3) integrating wemen
into the recipient country's national
economy.

f. FAA Sec. 281(h). ODescribe extant to
wnich nrogram racognizas the particular
needs, dasires, and capacities of the
pegple of the country; utilizes the
country's intallectual rescurces to
encourage institutional development;

and supports civic education and training
in skills required for effective partici-
pation in governmental and political
processes essantial to self-government,

By provision in Grant Agreement GOT will
contribute 30.4% of total project cost
which includes land, salariss of center
staff, per diem and transportation cost
of trairees and other operational cost-

No

1) Assistance teinz vrovidad to Ministry
of Health ard Socizal Affairs tc strenginen
its delivrexry of pravrentive nezlsh cars
services,

2) N/a

3) & &) DProject will <rain or re-

train rwost of the MCH's medical and
paramediczl perscn=nzl.

5) /A

5) Most trainees will 2 women,

roject addrassss zajor nealinh Trotlsex

oI pregnant worman, lagtating mcihers

and their cuildren C-3 years of aze

(L2% of porulation). Canter will

oe Tully staifed by trained Togolsse.
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9. FAA Sec. 201(b)(2)

-(4) and -(8); Sec.

201(e); Sec. 211(a)(1)

-{3) and -{8). Does

the activity give reas
contributing to the de

onaple promise of
velopment: of

auonomic resources, or to the increase of

aroductive capacities

gconomic growth; or of

and self-sustaining
educational or

othar institutions directed toward social

progress?
tent with other develo

Is it related to and consis-

pment activities,

and will it contribute tn realizable

Tong-range objectives?

And does project

paper provide information and conclusion
on an activity's economic and technical

soundness?

h. FAA Sec. 201(b)(6); Sec. 211(a)(5), (6).

Information and conclusion on possible

effects of the assista

nce on U.S. econcmy,

with special refarence to areas of sub-

stantial labor surplus
which U.S. commodities
are furnished in a man

improving or safeguarding the U.S. balance.-

of~payments position.

2. Develocment Assistance Projact

, and extent to
and assistance
ner consistent with

Criteria

(Loans oniy)

a. FAA Sec. 201(b)(1).

Information

and conclusion on avai
ing from other free-wo
including private sour

L. FAA Sez. 201(5){2)

lability of financ-
rld scurcas,
ces within U.S.

s 201(d4). infor-

mation and conclusion

the country to repay t
reasonaonleress of repa
and (2) reasonableness

on (1) capacity of

he loan, including

yment prospects,
and legality

(under laws of country ard U.S.) of

lending and relending

c¢. FMA Sec., 201(e).

made pursuant to a mul
and the amount of the
3100,000, has country
an aoplication for suc
with assurances %o ind
will be used in an eco
technically sound mann

d. FAA Sec. 201(f).
describe how project W
country's economic dev

tarms of the loan.

If lcan is not
tilateral plan,
loan exceeds
subkmitted to AID
h funds together
icate that funds
nomically and
er?

foes projact paper
i11 prcmote the
elocment taking

into account the country's human and

material resourcas reg
relationship between u
of the project and ove
development?

uirements and
ltimate objectives
rall economic

Yes, vroject will contribute to )
develorment of educational and social

institutions.

YTes, project related Lo and consistent
with gcal other development activities
within the health sector and will
contribute to realizable long-range
objectives.

a
=
o
-
1

Yes.

Tff2cts on US econcny will be minimal
or noa-exigtant. 2Project ccozmodities
and T8 will be preccursd in U.S. :
AT/ A

/A
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e. FAA Sec. 202(a). Total amount of BL/A
money under loan wnich is going directly

to private enterprise, is going to

intermediate credit institutions or

other barrowers for use by private

enterprise, is being used to finance

jmports from private sources, or 1is

otherwise being used to finance procure-

ments from private sources?

f. FAA Sec. 620(d). If assistance is N/A
for any productive enterprise which will )
compete in the U.S. with U.S. enterprise,

is there an agreement by the recipient

country to prevent export to the U.S. of

more than 20% of the entasrprise’s annual
production during the 1ife of the loan?

. . . . 3
Project Critaria Solely for Securitv lL/A
Supnorting Assistance

FAA Sec. 531. How will this assistance
support promote economic or political
stability?

Additional Criteria for Alliancs for /A
Proaress

[Mote: Alliance for Progress projects
should add the follawing two itams to a
project checklist.]

a. FAA Sec. 251(b)(1), -(8). Does /A
assistance take into account principlas

4F the Act of 3ogota and the Charter of

Punta del Este; and to what extant will

the activity contribute to the econcmic

or political integration of Latin

America?

| ¥

b. FAA Sec. 251(h)(8): 251(h). For
lgans, nas there Se2en t£ikan Intd account
the effort made by recipient naticn to
repatriate capital invested in other
countries by thair own citizens? Is
loan consistent with the findings and
recommendations of the Inter-American
Cormittae for the Alliance for Progress
{now "CEPCIES," the Permanant Executive
Committae of the CAS) in its annual
review of naticnal development activities?

Ny
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6C(3) - STANDAPD IT&{ CHECKLIST

Listed below are statutory items which normally will be covered routinely in those provisions of an
assistance agreement dealing with its implementation, or covered in the agreement by exclusion (as
where certain uses of funds are permitted, but other uses not) .

These items are arranged under the general headirgs of (A) Procurement,

(C) Other Restrictions.

4. Procurement

1.

FAA Sec. 602. Are there arrangements to
permit U.S. small business to participata
equitably in the furnishing of goods and
services financed?

ATD.

a8

FAA Sec. 604{a). Will all commodity
procurement vinancad be from the U.S.
except as otherwise determined by the
President or under delegation from nim?

FAA Sec. 604(d). If the cooperating
country discriminatss against U.S.
marine insurance companies, will aaree-
ment require that marine insurance be
placed in the U.S. on cormoditias
financed?

FAA Sec. €04(e). IF offshere procure-
ment of agricultural ccmmodity or
product is to be financed, is there
provision against such procurement wnen
the domestic price of such cermodity is
less than parity?

FAA Sec. 608{a}., Will U.S. Soverrment
excess n2rsonal prooerty Se utilized
wherever practicable in lieu ¢f the
procurament of new itams?

Comoliance with

WA Sec. 901(%). (aj
requirement tnat at i=2ast 30 per centum
of the gross tcnnage of commodities =
(computed separately for dry bulk

carriers, dry carge liners, and tankers)

financed shall be transported on privately

owned U.S.-flag commercial vessels to the

axtant that such vessels are available

at fair and reasonadle rates.

Tes

/A

FAA Sec. 621, If technical assistance

is tinanced, will such ascistance be fur-
nished to the fullest extant practicable
as goods and professional and other
services from private enterprise on a
contract basis? If *he facilities of
other Federal agencies will be utilized,

Solicitaticn
rade through

of US
Sza

{B) Construction, and

ian will Dbe
s Cffice of
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8. Cons

1.

are they particularly suitable, not
competitive with private enterprise,
znd made availabie without uniue inter-
ference with domestic programs?

Internatioral Air Transport. Frdir
Competitive Practices Act, 19/4

If air transportation of persons or
property is financed on grant basis, will
provision be made that U.S.-flag carriers
will be utilized to the extent such
service 1s available?

truction

*AA Sec. 601(d). If a capital (e.qg.,
sonstruction) project, are engineering
and professional sarvices of U.S. firms
and their affiliates to be used to the
maximum extent consistant with the
national interest?

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

FAA Sec. 620(k). If for construction

of productive enterprise, will aggregate
value of assistance to be furnished by
the U.S. not exceed $1C0 million?

C. Other Restrictions

1.

FAA Sec. 201(d). I develogment lcan,

is interest rate at least 2% per annum

during grace period and at least 3% per
annum thereaftar?

FAA Sec. 301(d). 1If fund is established
solely oy U.S. contributions and adminis-
tered by an intarnational organizzition,
does Comptroller General have audit
rights?

FAA Sec. 620(h). Co arrangements
preciude promoting or assisting the
foreign aid projects or activities of
Communist-8loc countries, contrary to
the best interests of the U.S5.?

FAA Sec. 635(i), Is financing not per-
mittad to oe used, without waiver, for
purchase, long-term lease, or exchange
of motar vehicle manufactured cutside

the U.S. or guaranty of such transaction?

Yes

Due to size of job, waiver reguested
of Coda 0CO for Ceafer architectural
desizn and construction services.

Yes.

/A

a/A

"/\
S A
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5. Will arrangements preclude use of e
financing:
a. FAA Sec. 114. to pay for performance Tes

of anrtiong or to motivate or coerce
persons to practice abortions?

b. FAA Sec. 620(q). to compensate - Les
owners tor expropriatad naticnalized

property? .

c. FAA Sec. 680. to finance police Yes

training or other law enforcement
assistance, except for narcotics

programs?

d. FAA Sec. 6862. for CIA activities? Yes
e. Apo. Sec. 103. to pay pensions, etc., 7as
for military personnel?

f. Apop. Sec. 106. to pay U.N. assess=- Yes
ments?

g. App. Sec. 107. to carry out provi- Yes

sions of FAA Sections 209(d) and 251(h)?
(transfer to mulitilataral organization
for lending).

h. Apo. Sec. 501. to be used for Yes
publicity or propaganda purposes
within U.S. not authorized by Congress?
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ANNEX G

ORGANIGRAMME ‘DU SERVICE DES TRAVAUX
(AU 31-12-1974)
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KEY TO ANNEX H

Page 1
HEADTINGS

A) Description of the duties of each category of
personnel of the S.S.B. (Services de Sante de
Base - Basic Health Services).

B) A.T.

ij]

Fixed Technical Agent
C) A.T.S. Technical Supervisor
D) I.D.E. DNurse with State Diploma

E) A.H. Hygiene Assistant



lo2/

A.T.F.
Page 2
A. Administrative Duties
1. Organize the different services.
2. Plan all activities.

3. Provide medicines and other material for the
different services.

I, Control their use.

5. Keep registers up to date.

6. Make reports.

7. Evaluate the various activities,

8. Supervise the personnel.

9. . Coordinate with other Government Services,

B. Tecnnical Duties

1. Diagnose and treat current illn=sses.

2. Hospitalize and treat less serious cassas.

3. Surveillance of zatiants.

4. Put the patients under the sugervision of the doctor
5. Helz nurses to administer to the sick.

C. Educative Duties
1. Improve the sxills of the staff.
2. Hold workshops on versonal and ccmmunity nygiene.
3

. Help to teach staglaires.
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A,

v -

A.T.S.

Administrative
1. Organize and plan his rounds.
2. Control work schedule of the staff.

3

L.
5.
6.

7.
8.

Help to manage in the centers.
Evaluate these programs regularly.
Evaluate the staff.

Make revorts and colliect thcose made by tne otner
categories of cpersonr.:l.

Maintain good relations with ths staff.

Coordinate activities.

Technical

Wor®s in nospital unite; give sgecial madical care;
makes home visits; Keeprs The work areas clean

2. Collect samples for laborztory analysis,
3. Make evidemiolcgical studies.

L, Assist the cnhief doczter.

mducativa

1. Improve tha skills of tne staff.

2. Help to teacnh trainees,

2. Help in teaching hezlth education.
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Page i

A, Administrative

~Organize and plan the work.

Establish a timetable.

Keep the department stocked with materials and medicine.

FE 0w N M

Control their use.

Ensure that work sites and meterials are kXept clean.

Keep registration vasers and grachs us to date.
" jn P e D - o

-

Assess the activities.

Makxe reports.

Coordinate activities.
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B. Technnicel
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. Keep the equipmant sterilized,

ogical studles.

'yl

5
6
7. Make epidenmio
8. Keep the work areas clean.
C. Educative
1. Improve ths skills of auxiliary staff.

2. Teach personal and public nhealth education and
give demonstrations.

3. Teach stagiaires.
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Page 5

A. Administrative
1. Organize and plan the work.
2. Establish a timetable.

3. Keep the department stoccked with materials and
medicine.

L, Ensure the cleanliness and upkeep of the work area
and materials.

. Keep files, registration papers urz to date.

». Make reports.

£
(o))
D
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ct
0

. Coordinate activiti

<
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n

5
6
7. Register births an
8
)

.  Supervise the staff,
B. Technical
. Make pre- and post-nztal ccnsuliaticons.
. Search out on time the dystccise

1
2
3. %
b

w

Help with childhrirth.
., P2l ey Y P I
., Take care of the new torn cnilcren

5. Surveillance of tecnhnnical care.
6. Watch over the mother and child.
7. Give wvaccinations.

8. Make nome visits.

Educative

3

§--

. Improve the skills of auxiliary rersonnel.

2. Teach personal and public hyzgi

(U]

n

®

2. Teach the stagiaires.
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Page 6.

A. Administrative duties
1. Organize and plan activities.
2. Collect data.
3. Establish a timetable.

4, Make sure the devartment is supoplied with work
materials.

5. Keep the inventory up to date.

6. Make reports.

7. Ensure coordination with other degartmenis.
B. Technical

1. Control aquality and cuantity of water us=d by
the population.

n

Work out simple water suprly systems.
. Create a simple waste disposal systen.

Control the guality of the fcod trcducts.

m = w

Ceontrol the nygiene oI the area. (Eousing
6. Control and loucalize disz2ase-carrying animals
which threaten the water surply.

C. Educative
. Improve the skills of auxiliary sta
Help to tsach new personnel.

. Practice health educaticn.

w N
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A.A.
Page 7
A, Administrative

1. Establish a work program.

2. Keep records up to date.

3. Fill in report cards.

4, Register births and deaths.

5. File work documents.

6. Coordinate activities with the staff of the team.

7. Keep work areas and material clean.

B. Technical

1. Give pre- aﬁd rost-natal consultations,.

2. Help with non-complicated cnildbirths.

3. Give simple cures.

L, ZLearn as quickly as vossible all the ccmplicaticns
that can occur in chilcdbirth and also ths proolems
to expect with newborn children,

5. Evacuate cases when advised by tne nurse.

6. Encourage mothars and childrsn to visit the
vaccination centers.

7. Maxe home visits.

C. XZducative

1. Practice (give lessons in) perscnal and public
health education.

2. Give cooking demonstrations, also care for mcthers

and pregnant women.
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Page 8
A, Administrative
1. Establish a timetable for field trips.
2. Keep maps of the area up to date.
3. List the population of pregnant women and
breast fed children.
L., Register, out of centers, births and deaths.
5. Report infectious diseases and centers of
epidemics.
6. Fill in report cards.
T. Coordinate activities with the other departments
as well as with viilagers.
B. Technical
1. Make home and school visits.
2. Know the geography of your region.
3. Searcn out and evacuate all sick ceocle, tregnant
wemen and newborn chixdren.
L. Treat lepers and malaria cases when szen.
5. Give vaccinations.
6. Give first aid in emergencies.
C. Educative
1. Practice individual and public hsalth education.
2. Animate and organize the local gopulation.
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July 25, 1977

Studies Done

A Socio-demographic survey of the Republic of Togo was
carried out in 1969 by the Department of Sociology,
University of Ghana in conjunction with the Department of
Geography, Insitut de 1l'Enseignement Superieur du Benin
(now Uriversite du Benin) Lome. The survey includes such
health-related subjects as water supplies and refuse
disposal, antenatal, postnatal and maternity practices,
knowledge of, attitudes to and practices of family planning
(KAP studies); and attitudes to, and extent of unwanted
pregnacies and indused abortion. The findings of tnis
survey provide the basis for the social znalysis (Annex L ).

As part of the preparatory efforts for an educational
reform, the Ministry of National Education in 19¢9
commissioned the nation's Statistilcs Department to

survey educational attitudes of some 10,C00 Togolese.

The sample group included: elementary, secondary and
university studente; elementary and seccndary school
teachers; literate adults who spoke French; and illiterate
adults who did not speak French.

In response to the question "Do you want sex education
taught in the schools?" 8,L46 respondents answered ‘yes',
whize 1,506 said "no". Though the results of this were
never published, a conferece of high-level Ministry of
Educaticn officizls was convened in Hovemver, 138732 <o
discuss tne findings of the survey. Participants 1%
meeting concluded that a comprehensive unit on tTamil
nealtn that specifically included sex educaticn shoculd ce
develored and intrcduced to all grade levels,

In response to’a request from the GCT in 1374, an A
financed consultant under contract to the American
Health Association conducted a four month study of
maternal child health and education prepared the design
for the introduction of a naticnal family planning pro-
gram, "'Projet National de Sante Familiale Pour Le Tczo .
The study recor nended a naticnal family health prc
which would incli de child spacing and be inter-min
in nature so as to ~rovide the means to ensure ine
operation and coordination of educaticnal and health
service efforts. Specific reccmmendations included (a)
replacing ineffectual and often unpcpular home visits
by health personnel with the organizatiocn and direction
of village health communities; (b) providing in-service

™
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training for all health personnel involved in teaching or
delivering any aspect of family health; (c¢) introducing
family health instruction as a separate course in the
primary schools; (d) preference to include child spacing
as an integral part of MCH services; and (e) the need

for a medical facility to demonstrate integrated MCH/

FP activities.
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ANNEX L

(C) Secial Seundness Analysié
1) Secie-Cultural Feasibility

Whe Lives Where

Tege dees net find itself everpepulated, but pepulatien distribu-
tien is uneven. While there exist uninhabited regisns tg the west, pepu-
latien is dense in the ceastal areas (124 inhabitants/Km“ and in the
LaKara zene: 58/Km2.) A median density for the ceuntry is given as
38 perssns/sz. But frem a 1965 baseline, Tegs is expectad to deuble her
pepulatien by 1985. A high grewth rate ef 2.7% is currently effset by )
childheed mertality in the regien ef 507%. With impreving health facilities
and accompanying reductisn in mertality, Tege will have te lesk serieusly
te her Man/Land-Praductivity raties.

The fellewing table gives pepulatien density by ecsnemic
reglens ef Tege:

Area in Number of
Regiaen K2 Inhabitants Densities
Maritime 6,395 794,087 124
Plateau 16,975 541,685 32
Central 20,450 322,632 16
Kara 43,625 252,355 58
Sarann 86,005 265,127 31
TOTAL 56,785 2,175,886 38

There are many tribes in Tesge. Within large graups such as
the ceastal Ewe, even clans may signal thelr beundaries with different
languages. Thus, a cemplicated language map appears. From eut of this
predigality, three languages have beceme vehicular, er trade-tengues:
te wit, Mina, speken in the seuth, Ketokeli in the Central regiasns, and
Rabiyve in the nerth. 1In all, Tege ceunts 44 languages, and basically
twelve cultures. Typical cultures will be, geing nerth te ssuth: at
the nerth Meba and related greups such as the Messi, Kenkemba, Dya,
Gurmanchi. These peeple eccupy lands from the nerthern berder seuth te
belew Mange. They well depass the berder inte Ghana.

Te -he seuth and east, in the regien ef Lakara, the Kabre
(Kabiye) pesple exhibit a segmentary'culture, wmarked by age-classes,
fameus fer its warrier values, and generally censidered less accessible
than ether parts ef Tege te eutside influence. The President, General
Eyadema, cemes from Pya, a village of this regien, Related tribal greups
are the Lamba, and Nasudemba.
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Continuing south, radiating from the region of Sokode, live the
Bassari, Kotokoli, and Tchamba peoples. Among them, live diverse groups
of Muslims, immigrating from Niger and the Western Doudan. In this
region Fulani cattle people who came from Nigeria in the 19th century,
now live in symbiosis with the peasants, whose herds they guard.

In the Plateau region extending from Atakpame into Chana, live
the Akebou and Ntibou. Continuing south one comes to Akposso country
with related groups of Fon, Ana, and Nina.

In the Maritime region, from Palime to the coast, predominant
cultures are the Ewe and Nina, with many Fon as one approaches Dahomey.

This listing only includes major groups. There are amny other
pockets of minor ethnic groups often totally different in lifestyle
values and social structure from the surrounding peoples. Incessant
in-and-out migration, for historic (war), economic (exhaustion of lands),
or social (tyranny of a particular Chief) reasons have dowered Togo
with a fragmented social scene.

It is difficult for the foregoing reasons to define a religion,
a set of values,a type social-structure for all of Togo.

Togo's populations divide geographically by tribal origin,
stratify into '"Class' structures by differential access to socially
valued goods such as land-rights, rights to perform valued rituals;
stratify into age-groups characterized by differing sets of rights and
obligations. They differ further in outlook and behavior according to
participation in modern or in traditional settings and activities. There
is another major split along lines of rural vs. city life, of peasant
vs. fonctionnaire. At the very fundamental base of all social life,
are the diverging and complementary roles of man and weman with their
differences in status, in jural and ritual rights, in occupaticn,
possession, participation.

Nevertheless there are some basic themes.

Traditional Religion, Values, Norms

The family is the central motif, and the family extends in time
beyond death and before birth. Therefore fertility, which protects the
marginal and precarious life of Man is an ultimate value, not to be
tampered with lightly.
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The unit: Mother/Child is the generating node of Family and
is seen as scared. A woman's role has btzen defined as biological ard
nurturing. But control of her fecundity has been an ultimate political
act. She will bear childrem, but to what group, to which family will
they belong? What family will become strong with members? What lives
will die out? These are such serious questions that all sexual behavior
is stylized, emphasized, controlled. Sex roles are learned and formally
conferred in "puberty schools'" and "rites of passage'. Elaborate
symbolism and philosophy link the life, sexuality, and fecundity of Man
with all that is generative in the universe: water, spirits and
language.

One lives within the extended family, and in a hostile world.
Social life is equal to survival. But if social life is to continue,
there must be ways to minimize or control conflict. Conflict destroys
the social groups which are the essential life-support system in all
traditional societies. Therefors a soft-manner, gentle behavior, are
valued norms in this society. Authority is more often persuasive than
coercive. Most often authority is ritual.

Ancestors are just the part of the family that is across the
dividing line of death. By crossing over, they have gained mystic
power, and it is well understood that they use it to control the
behavior of the living family members. They may well return, reincarmated
in some family member still within a womb.

Elders within the family are nearest death, i.e., will soon
accede to mystic, supernatural pcwer. As such, they centrol the family
shrines, which serve in some sense as ''telephone' communication lines.
Religious observance and ritual are at once wayvs to placate, and to
manipulate the ancestors, as well as assorted non-related and ambiguous
spirits which also peocple the crowced universe.

Here you see the essential lines of authority. Competent old
age confers in power role. A strong personality, skilled in the politics
of persuasion, manipulation, can lead a man to become a family, then
lineage, then clan and tribal leader. Ultimately he will move across
to become One-of-the-Ancestors-who Counts, i.e., who 1s specifically
remembered. Other lesser ancestors meld into a sort of general fund.
In life the powerful Elder controls access to land and economic life-
support systems. Thereby he controls access to marriage-and-children,
and thus to full social participation. After death, his righteous
anger chastens and punishes immoral and asocial behavior. Thus, tle
inchastity adultery of a family wife will cause obstructed birth, or
hemorrhage, or still-birth, or death-in-childbed.
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Gerontocracy, Ancestor Worship are major elements of traditional
social control in Togo, but equal to, and counterbalancing these is the
weight of public opinion. In the face-to-face society, nothing is
hidden. Where the maiden wears no clothes, the matrons will know her
sexual status is altered. When the Elder supersedes the legitimate use
of power, the Family deserts him, the Clan migrates. In togo, developing
and influencing public opinion is a delicate art, and ome which must
balance information with due attention and respect to norms and values.

Traditional Social Structure: Feminine Role

It would be incorrect to try to discuss life-styles, and status
and development of roles in universal terms for all of Togo, since
social structures, and therefore human experience differ considerably
from tribe to tribe and from clan to clan. But the general description
given by Froelich 1/of the position of women in the soriety could be
very widely applied. The following are some excerpts itrom the trans-
lation done by the design team anthropologist.

"In the populations studied, the women is respected ..., she
is treated with regard, she tends wore and more today to have a total
freedom. In married life, the woman is rarely maltreated; one has even
seen them beat their husbands.

"The first wife rules the household, she has superior rank;
conflicts between wives are regulated by the Xpenvya, the Chierftainess,
who also directs the collective work of the dances.

"Kotokoli wowmen are very volatile, and easily abandon husband
and children, or demand divorce. Reasons presented are the sexual
incapacity of the husband, or the absence of children after several vears
of cohabitation, because the cause of sterility is always attributed to
the husband. Enjoying budgetaryv independence, the woman keeps Ior
herself all her earnings, but she must buy the condiments, the firewood,
the salt and the kerosene for the household cooking at her cwn expense.

"If she has cooked certain luxuries (croquettes made of
bean-paste) she may sell them to her husband. For the preparation of
their food, widowers and bachelors will give a payment in foodstuffs
to the wife of a kinsman, or to a neighbor-woman.

"The widow of child-bearing age always remarries after forty
days of mourning, either with a younger brother of her late husband, or
outside the family; but in the latter case, the new husband will
reimburse her dowry to the heirs. Old women are kept by a son or a

Froelich, J.C., et al: Les Populations du Nort Togo, Presses Universitaries

de France, Paris, 1963.
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brother; they try to render themselves useful in small tasks. To have
many children is the honor and the desire of women and of their
husbands.”" ... 'The women without children will try to obtain them
through the supernatural intermediary of a Leza (a sort of spirit of
fecundity)", at least irf her sterility is not due to a curse or spell
put upon her, which can be revealed by the diviner ..." 22/

In general, women have been traditionally controlled by older
patrilineal kinsmen, i.e., father, and father's male kin. This is
particularly true regarding disposition in marriage. A woman's children
(in most Togolese society) belong to her husband's family, at least if
he has paid the bride-price that validates his claim to them. Cases
are not unknown, through, where a girl of spirit has defied her family
choice of mate, to marry the suitor of her own choice. 1In the country,
this is still rare enough to occasion stories five years later!

There exist various authority roles for women in traditional
society. Among these we may remark the oredominant position of the
first-wife in a houseiiold, and that of the father's sister who has
considerable responsibility -- and receives special service and respect --
from the brother's children. This role is predominant especially among
coastal people. There are older women, highly placed in Lineage and
Clan, who hold ritual roles, and can sacrifice at certain shrines.
Equally, young girls may be chosen to be trained as priestesses among
certain groups, and such women should not be offended. They hold the
dangerous power to pronounce a ritual curse. Some women learn tc know
"all the plants' (toutes les feuilles'), and become highly skilled
guerisseuses. They may become midwives in the traditional scene, as
well as knowing the combinations of plant-and-magic necessary to care
for most physical and/or ritual-status ills.

Each woman in a polygamous household will seek to nave children,
because until she does, her place and her status are insecura. Turther,
since every marriage is ultimately supposed to forge a social-support
link between two extended families, the dirth of children to a union
is necessary in order to confirm and maintain that link. The child's
life is the validation of alliance. Woman's fecundity is sccial zlue.

If a woman marries a second time, or more, it will still bde
necessary for her to produce children to the new union, especially if
the new spouse 1s not her previous husband's lineage.

_2/ 1bid
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A young girl learns a woman's occupation (cooking, cleaning,
carrying wood and water, caring for children, gardening, sowing and
harvesting, making beer, buying and selling in the market ...) from
the age of six or seven, when she begins to help her mother. In most
groups in the north of Togo, the pubescent girl "when she begins to have
breasts' will be taken with her agemates tc the "bush-school”. Here,
isolated from normal village life for a period which may range from
several months, she is taught the social =2nd physical content of woman-
hood as defined in her society. At the end of thi: period she is ready
to be betrothed, or if already promised, the bridegroom's family may
prepare to claim her. Marriage may thus take place, depending on the
given society, anywhere from age 15 onward. In some socileties custom
left a young girl sexuality at liberty for several years, and she
proceeded to her fiance's house and conjugal status only when indubicably
found-with~child. 1In others (ex. Lamba) she raceived her fiance in
sexual visit guietly, at her parental home, and only joined his house-
hold when her pregnancy was well advanced.

Maternity and birth practices in Togo are extremely varied.
In some groups, the mother is aided by her aunts, the wome of her own
family. 1n others, it will be older women of the husband's family who
attended her. 1In some villages there are specific women who gain
professional skills and are always called. Sometimes a woman is expected
to give birth on her hands and knees. Elsewhere she sits. Often the
cord is cut with a ritual knife. A baby may, de rigeur receive his name
and destiny from the events of his birth and presentation. Again, he
may receive no name, and no social personality until several zontihs
posterior to his birth. Among some eoples, a child and mother core
out of the birth house on the 8th d:y; among others they may be required
to remain within for 40 days. All that may be said with certainty is
that variety is the rule, and practices are group-specific. 3ut birth
is a social, as well as a physical event, and all plamnning Ior social
change must leave margins to accommodate the social side.

Attitudes Toward Familv Planning

A pilot socic-demographic survey of the predominantly Ewe
Maritime Region, the most populous and demsely populated rsgion in
Togo, was carried out in 1969 by the Department of Sociology, University
of Ghana. A total of 2933 fermales, 15 years and over were interviewed.
This survey was repeated later in all regions of Togo and the findings
were very similar to those of the maritime region. The following
paragraphs give some of the respondents views.
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Who Wants Child Spacing

About 907 of the respondents would like to have their children
spaced out, 8% would like theirs close together and 2% could not say
how they wanted their children spaced out. In terms of family planning
this finding is very significant whether or not the women studied did
in actual fact have their children spaced out. The fact still remains
that the will or the desire not to have children too close together
exists among 9 out of 10 women interviewed. Any observed discrepancy
between what these women say or wish on one hand and what they practice
on the other hand may therefore be explained by the fact that the women
did not know how to achieve the desired birth interval between tueir

children; even where they do know these means, they lack the means to
achieve this.

Ideas About Space Between Children

A majority of the women did not only wan: their children spaced
out but 98% had definite ideas about the approximate number of years
they want between their children. Thus 8% would like a space of 1 year
between their children. 237% prefer 2 year-intervals while 507% or
half the total number prefer 3 yesars. Another 17% would like to have
their children at intervals of 4 years cr more. Thus the desire of
90% of the women to have their children spaced out is further supporte.
by the fact that 67% would insist on 3 or more years interval whlle
another 23% on a 2 year-interval. With only 8% preferring 1 year
interval between their births it could therefore te ccncluded that having
children well spaced out at intervals not less than 3 years is the
ideal form of child bearing majority of the women interviewed would want.

rn

How Are These Ideas of Spvacing of Children Put Into Practics?

In terms of family planning, it is not sufffcient to xncw whether
women would space out their children or not. It is equally important
to find out how they do or attempt to achieve this: 207 or cne out of
5 women interviewed would ''do nothing about', "leave it to God or
destiny” or 'don't really know what to do'. Here, therefore, is a
group of women, at least 1 out of every 5 interviewed, who, although
" would like to spac: out their children at definite birth intervals
around 3 years, b.ive no idea about how to achieve this and therefore
have to resign themselves to faith or destiny and rationalize the
situation by saying "a child is a child and must be accepted as such”
or that "a chi’d being a gift of God should not be rejected", or the
religiously faithful would say "It is Gou or destiny who decicdes on the
interval between births'. We thus have a group, at least 1/5 of our
sample who are likely to be potential adopters of patent contraceptives
(at least for spacing purposes) if they are taught to realize that
although children are gifts of God or destiny, depending upon the
individual's own resources, health and ability to cater for the children,
a woman can decide when to have a child as well as when she has enocugh
and wants to have no more.
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However, 62% i.e. more than 3 out of every 5 women in our sample
would either:

(a) come to definite terms with their husbands, or
(b) avoid their husband's sexual approaches, or
(c) simply sleep elsewhere or move to their parents.

This means that 62% of the women adopt sexual abstinence to achieve

the desired spacing interval between their children. One form of this,
"coming to definite terms with hustand" involves getting the spouse
agreeing to the need and necessity for the wife not to have too many
children at too close intervals. This presupposes full cocperation,
sympathy and goodwill oif the husband. But it is not always so since it
is hardly the case in traditional West African societies that both the
husband and the wife have equal say on matters of sex and children.
Under such circumstances, such agreements between a husband and a

wife on sexual abstinence are usually feasible when it is in the
interest of the husband or where the husband is the one who recognizes
the need to space children and therefore is ready to impose sore

sexual discipline on himself. However, this is not so and ths reasen
is usually to .e found in the following common expression of the

women interviewed, ''the men don't have to carry a pregnancy for

9 months'". Thus, although, it is possible to come to such "entente"
between husbands and wives (and socme women, especially those who are
strong, personalities -- wise, economically and psychologically --
do achieve this); another form of sexual abstinence is for the woman
to "simply refuse or avoid husband's sexual approactes'. This in fact
is a drastic measure for a woman to take and she must be fully
convinced about how she is going to take such a decisicn since such an
action may lead to marital discord. TFortunately, such decisions are
not taken in isolation but are usually combined with some scrt of
temporary physical separation of the spouses usually in the form of

the wife simply moving to her own or the husband's parents. It is

to be noted here that sexual abstinence in the combined form of
avoiding a husband's sexual advaunces by simply moving away is in actual
fact easier than 1t at first seems. This is because the practice of
temporal physical separation of spouses 1s institutionally supported

in the fact that Ewe women are usually encouraged to move away from
their husbands either immediately after the birth of a young child and
do not return till they are ready for another child or when there is

a dispute which the woman considers serious enough to justify temporary
separation pending reconciliation. We thus see that in additionm to
have specific ideas about the desired spacing intervals between their
children, at least 627 of the women interviewed resort to sexual
abstinence of different sorts in order to achieve the desired interval
between their children.
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Another method adopted to achieve the desired spacing between
children which is the choice of 97 of the sample is sexual abstinence
on the part of the women while either allowing or advising or condoning
with the husband to satisfy his sexual desire elsewhere cr (ii) advising
the husband to take another wife, i.e., keeping a temporary sexual
distance away from the husband. This solution, and to some extent the
one discussed just before it, throw some light on traditional Ewe wife's
attitude to polygamy. It is accepted as the lesser of two evils --
keeping a sexual distance from the husband but allowing him to satisfy
himself elsewhere or being the only sexual partner and be exposed to
the risk of unlimited pregnance experiences.

However, with education of women and both husband and wife
participating in wage labor, sexual abstinence on the part of the woman
by her moviag «iray to her parents will become almost impossible and
less popular as a method of achieving desired spacing intervals between
births because the woman's obligations will no longer be to her husband
only but also to her employer. Illiterate housewives not in wage labor
employment are able to utilize this method because they don't find
themselves in the dual obligation situation as their educated countzr-
parts in wage employzent. Thus with increasing female education which
necessarily leads to increasing female participation in the labor force,
the proportion of wives who resort to physical separation from the
husbands to achieve desired birth intervals between successive children
is likely to reduce irastically. This is not due to education per se
but to the consequences of education. Conditions of employment will
not allow them te zo0 away to their parents for unlimited periods and the
difficulty of obtaining housing in the urban areas is likely to compel

this categirry of women to continue sharing the same housing facilities

—isg

with their husbands. Patent contraceptives are likely to appeal wmuch
more to this category of women than phystcal separation. This zay
account not only for the observed higher incidencs of patent contra-

also for the

ception usage among educated wemen in West Africa t
gazous marital

reluctance of this category of women to condone pol
relations.

v
¥

The results of this survey throw doubts on many ideas and views
held about attitudes of rural women to family planning. These findings
show that rural women are not as conservative as they are usually
picturad; that the basic problem is that of IGNORANCE of the zeans,
possibilities, potentials and medical as well as health soundness of
hazards of family planning methods and techniques. The rural woman is
willing to have access to family planning techniques and =ay be willing
to adopt these whole-heartedly provided she is approached in the right
manner.
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Motivation

Effects of Too Many Children at too Short Intervals On:

a)' Mothers:

Whether the women interviewed do space their child-
ren out or have them too close together, one thing
came out clearly in this survey; 7% of those
interviewed for different reasons clearly recognilze
the adverse effects of unlimited births on mothers;
9% {elt there need not be any effect, even here
they usually qualified their statement by saying
"what matters is that the mothers should be in
good health”. In actual fact, only L7 did not
seem to Xxnow of any effects or were not certain
what the effects are.

Concerning the specific nature of the effects of
rapid succession of births at too close intervals
on mothers, more than 4/5, i.e. 8Lcs saw the ill
effects in terms of the mother's health: 11% saw
+he effects in econo.aic and financial terms with
emphasis on mother's inability to give adequate
supvort to the children. Another 11% felt that
such situation often led to psychological and

emotional unhappiness of the motner.

b) Children:

Such adverse consecuences of lack of suitabl
ing between children are ecually seen to allac
children as well; while only 2% of the woman ot
not seem o know what the effects might b2 on
their children, 6% find no effects. A majeriiy

of them felt the effects were as adverse on mcthers
as on children. To 19% lack of suitable spacin
between births makes it difficult for parents to
provide adequately, educationally and financially
for tha children; 72% however saw the effectes of
lack of suitable spacing of children in two tut
hignly related factors:

vac-

(=)
-
F=]

ck W

1 A
ad

b

1. In terms of the health of the child which may
also lead to the possible death of the i
child, as well as

ii. in terms of nutritional deficilency leading to
koshiokor.



140
-3

Although the women fully recognize the 111 effects
of lack of suitable birth intervals between their
children, it is equally clear from the methods of
spacing children described earlier that these women
cannot really succeed in keeping the desired
interval bvetween their children without definite
hardships and inconvenieces in the form of self
imposed sexual abstinence by physical break be-~
tween spouses, whereas the same ends could have
been achieved (perhaps more efficiently) by using
patent contraceptives without these self imposed
hardships. Thus, in such situations as these, the
length women are willing to impose such nardshlps
on themselves can be a reliable indication of not
only their recognition of the need to space their
births, or even to limit the number of childrer

but also of an indication of the extent to which
they are willing to put this into practice. -

Minimum Participator Profile

The minimum participator is a female resident of Togo.
She is illiterate and her experiences are most likely limit-
ed to the strong influences of her rural environment. She
is married and thus exposed to a high risk of becoming
pregnant as marriage in a rural West African envircnment
necessarily implies child bearing. Her crofession is nouse-
wife/farmer or possibly housewife/trader. She is greatly
influenced by traditional religion. This may be explained
by the high illiteracy rate among the population since there
is a strong correlation between illiteracy and adnerence to
traditional religion in Togo.

There is also a streng correlation between literacy
and acceptance of modern Family planning mev noas Thnis 1is
true nct only in Togo but is supported by experience from

most developing countries in whicn family planning services
nave been made available and are within reach of the poor,
illiterate rural population. Nevertheless, experienc= -

for example from Indonesia - has also shown that the slow
acceptance of illiterate women of family planning can be
overcome, regardless of traditional or religious beliefs,

when motivation and education of the population are approached
tactfully and in a way that does not offend the povulation's
moral conviction.

As noted in the revised Health Sector Assessment, a
large pcrtion of Togo's upper echelon medical personnel is



located in the capital city of Lome. The least trained
personnel in the health system are those dispensing most
of the medical care to most a major portion of the rural
population. It is useful to view candidly some of the
factors involved in this very hierarchical distribution.
Professional roles within the modern sector are also high
status (and nhigh return) roles in the soclety. Entry
into them is most accessible to individuals coming from
existing upper-class (socio-economic and/or political)
positions. But for this elite, career development
necessitates presence in Lome. As in so many centralized
states, the capital tends to impoverish the rural areas.
Assignments to a rural post are predicated on a five-year
tour of duty. But five years is a long sojourn away rrom
Lome. Equally, families present problems - wives may be
unwilling to stay in the limited rural situation, and
schooling for children may be less than adequate to eslite
standards. - Thirdly, continued learning and/or research
possibilities are viewed as difficult, if not impossible
in a rural post. Some of these prooblems might be solved
with a system of more frequent rotations. Development

of up-country advanced centers and general development
might also assist. But in the final analysis, only self-
regulation by the discipline and profession themselves,
2s well as tightly defined administrative recuirements ars
going to address this problem.

The Togolese Health Plan envisages a nierarcnical
structure of responsibility and command. In practice,
this command structure operates in a very traditional
way: i.e., it differentiates a set of uneqgual statuses
witnin the health system, and designates the perscnnel

who are to occupy each niche. It alsc defines more or
less the entry reguirements intc each position, and the
type work to be addressed by the incumbent. DBut the re-

lationship between doninant and inferiocr roles is in the
nature of a statement of, and recognition of authority,
rather than supervisory, educative, and corrective. Often
there seems recognition of inequality, but very little
control is exercised. This is a type of social inter-
action pattern inherent in societies where status is
conferrad by birth, and there is little mobility. Such
relations are more defined by the existence of inequality
than by a dynamic upward and downward flow of goal-
orientated communication.

Constraints

At the social interface between tradition and



'S}
..@_

modernity lies a gray area of differences in perception and
usage. An example of this might be the use of penicilin
shorts to manage veneral disease, or immunization shorts
for measles., For the traditional viewpoint, these are
medicines, therefore they are of themselves powerful
(supernatural power). One must use them following the
appropriate ritual and that they will be effective. The
medicine of itself is a seat of power. The modern-sector
Togolese Assistant Medical, or Pharmacist or Aide Techni-
cian is aware that, in the employ of these chemicals, the
right dosages at the right intervals are necessary. They
are despailring when the veneral disease patient develons
a resistant strain: a little penicilin, but not enough to
cure. The child gets his first measles short, but never
develops immunity because the series were not completed.

Use of existing health facilities is very uneven, and
some are grossly underused. Various reasons can be adduced:

Most clinics are visited in the mornings, but in the
afternoons the clinic personnel are often underoccupied,
and the dispensaries almost empty. This can to some extent
be accounted to the women's time-use patterns, and to their
Sets of obligations. A rural woman's life is hard: there

Loy Sape

is water to fetch, wood to carry, food to cook, gardening

ddema

In some instances, the quallity of services offered in
the clinics may e low, or the personalities of staff in-
effectual. In general, it must be emphasized that staff
seemed accessible and devoted.
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Modern nealth facilities constituts a ral
seexing to replace oid 1nat1uuuions tha, addres
problems of health and health care. Often rural pec:
need to be inducted into the use of the new system; uhey
must learn what they are, how they work, what they can
offer. This prcblem 1s very intelligently approached in
Togo, when Social Affairs crersonnel initiate conferences

at the village level, and seek to dbring the villagers to
discuss and develop plans to handle their own probtlems,
envisaged broadly. This initiative is echoed in the efforts
of the Crganisation pour le Bien-Etre Familiale. A funda-
mental approach to this problem 1s the Health Education
Program now being develcoped in Togolese schools.
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A last point to consider with regard to use of
maternities lies Iin the fact that giving birth at a Health
facility, instead of at home, amputates the social side of
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birth, which is, after all, one of the great moments in

Life, the First Passage. Traditional attendants and attendance,
ritual, beliefs -~ 2ll have difficulty attending a dispensary
birth.

A point which must be borne in mind is that there is,
and will remain for the foreseeable future a differential
access among Togolese to all valued goods and services, and
this includes health-care. There are better and worse
facilities, and sometimes no facilities. Some people may
have too far to go to make it feasible.

Ideally, we must also consider those who may be threaten-

ed by the implantation of new institutions, methods, ideas.

In looking at the Togolese projects for family health care,
threatened roles seem to be those of the traditiona? midwife,
customarily a responsible and devoted woman, who wo..ed 'be-
ween life and death" to save the lives of women and their -
bables. It would be useful to see as many as possible in-
corporated into modern training for accoucneuses auxil’iares.

In the world Beofre-the-Coming-of-Modern Medicine,
medicine was what was mostly delivered by the Guerisseur.
These traditional herbalists often know a great lore or plans
and curatives. Must of their knowledge may still have real
values today. Research into traditional medicine and attempts
to incorporate traditional healers into modern Healtn Planning
could avoid a waste both of knowledge and of peopl=s.

Communication Stratecies

Both television and particularly radio as a means of mass
communication in Togo coffer the potential for assuming an in-
creasing role in communicating family planning and other hesaltih
care informatiocn. The DAP? states about 70% of the heads of
households listens regularly to radio news. Also, several
radio and T.V. programs cn family health, health education,

sex education, nutrition, etc. have already been broadcast.

Family planning will also be introduced to mothers by
the Itinerant Agents before they are confronted with the
necessity of making decisions in a clinical setting. These
Itinerant Agents will be able to put family planning in the
cultural context of the people living in the area where
they are working. ‘hen they identily a woman with a parti-
cular risk who should not become pregnant for some time,
they will explain the services offered by the MCH centers,.
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This also agpplies to auxiliary midwives as they play
an important role in the establishment of primary contacts
and care of rural women. Since they usually live and work
in the region or district from which they were originally
chosen for training, they will be in a better position to
integrate new standards and practices with the supportive

cultural mores associated with birth in the particular
ethnic groups. ‘

Spread Effects. The Diffusion of Innovation

As defined by this project the phrase "family health”
or "family well-being' 1is somewhat dichotomous. The health
or well-being of a family suggests the inclusion of all
mempbers of the family regardless of age and sex, but the
actual target groups of this project are limited to women
in reproductive age (15-44) and children in the 0-5 years
age group. With an estimated population in Togo of 2.5 million
in mid-year 1977 there are atout 525.000 women (21% of the
population) in that age group, and an equal number of children
under five years of age. These two groups - representing 429
of the poouliation - will be the primary teneficiary of the
project. They will receive the bulk of family health
services: prenatal and post-natal care, familly planning
services, nutrition education and control of nutritional
status, immunizations against communicable diseases, pediatric
consultations, etc. 1Indirectly, however, the whole family
unit will benefit from improved family health.

The scnool age children will learn about sex education
in the schcels. The husband will both socially and economical-
ly benefit from the child spacing services provided for nis
wife (or for himself, if he chooses to use condoms); and
better sanitation, control of comnunicable diseases, etc.
will benefit all members of the Tamily. Thus the nation as
a whole should ultimately directly or indirectly benefit from
the training programs and nealth educational services rrovided
for by tais project.

As described in the foregoing, the outreach or spread
effect ¢f the project depends on the actual performance o the
students at the Center when they return to their costs. With
about 135 students returning each year after having received
in-depth training in family health and a conservative estimate
of each of the returned health perscnnel consulting or treat-
ing 10-15 patients per working day, the combined effects of
the project would mean some 4C0O-500,0C00 family health consulta-
tions or services provided by first year students; this number
will double the next year, triple the third year, etc.
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However, the total number of consultations or services
provided gives only a rough idea of the beneflts expected
from the project. The percentage of womer and children who
will ultimately benefit from improved family health services
is more -important. The Health Sector Assessment pg. 25:
Antenatal, postnatal and maternity practices, shows that
70% of the rural population live within a distance of 10 km.
from the nearest health facility; that 75% of the women
prefer professional health personnel to assist at their
deliveries and that more than 90% of the mothers interviewed
at the survey would seek medical care for their children when
they were sick. These figures are strong indicators that the
great majority of the target groups will benefit from imoroved
maternal and child health services.

While the above may indicate the possible spread effect
of the project the question about "the d4iffusion of innovation'
has not been fully answered. The introduction of family vlanning
as a means of child svacing is one of the most important in-
novations of the project. There are several factors determin-
ing acceptance of family planning services. Foremost among
these are: (1) easy access to services; (2) the quality of the
services provided, and (3) the motivation of the population
to accept family planning.

As stated earlier, family planning services will be
immediately available in at least one MCH Center in eacn
health district. Eowever, as the number of trained personnel
and of health centers providing family planning services in-
creases each year there should be easy access to family vlanning
services for atout 70% of the rural vogulation within the next
five years. Thne quality of services are important vecause ths
satisfiad accepter of family cvlanning is the best motivator
of her neightors. The word will soread quickly in rural Togo,
and a few clumsily done IUD insertions, or a few unexpected
complications from "the pill" can easily spoil or delay a
Tamily planning program for years. As mentioned earlier, the
motivation for child spacing is extrzmely high among the
rural women in Togo and with well organized mass educaticnal
programs; training of auxiliary midwives, soclal workers, and
agents itinerants to further educate and motivate people ToO
accept ramily odianning the basis for an extensive family plan-
ning program will exist in Togo. UlNevertheless, experience has
shown that acceptance of family planning by an illiterate,
poor rural population takes time. Therefore, a reasonable -
but still rather ambitious - target would be that ten percent
of married couples - or aporoximately L0-50,000 women or
couples will utilize a modern contraceptive method within
the next five years of full operation of the Center (i.e.,




iy

end of FY 1985 ).

Leadership/Authority

Thére are several groups in Togo whose leadership will
be crucial for the success of this project. On the govern-
mental level the MOH and the Ministry of Education are the
two most important agencies in regard to promoting the
concepts of family health including family planning and
sex education. The two ministries have already demonstrated
their capacity for leadership by drafting the National
Famlly Health Plan; providing short courses in family
health for health personnel and social workers; and by
introducing sex education in the schools. Also the
Ministry of Informetion has shown interest in this endeavor
and has offered program coverage in its women's program.
F'rom a somewhat controversial issue, only a few years ago
the concepts of family health now receive full and open
support on the ministrial levels. This is evidenced by
the frank discussions on family health in mass media and
seminars attended by high ranking governmental officials.
Another interesting and possible significant develoodmenvy
is that the MOE now has added "Promotion Feminine' to its
title. A Secretary of State nhas oveen attacned to the
Ministry to promote the role of women in the soclety,
thelr particivation in all aspects of socio-econonilc
develorment and in decision making. She feels strongly
that a first step in this direction will be to enable
the women to space the births of “heir children in accord-
ance with their desire. The GJT .s aware of therassistance
to change on the part of many of the older and consarve-
tive leaders in thes populaticn and is aiming the majcr
part of its educational efforts at Ihe youtn.

The governmental efforts are s 1y sucported Ty
two voluntary agencles: The National iiy Planning
Association, which recently changed its name to Assccia-
tion Togolaise pour le Bien Etre Familiale, and tne
Togolese Women's Association {(JNET). 2SBotn assiciations
have been officially establisned by governmental decree
and have, since their inception, played a leadership
role in preparing the way for governmental action. The
Association pour le Bien Etre Familiale is now in the
procass o:f estadlishing local cnapters in all regions.
Its aim is to assist the MOH in establishing and conduct-
ing family vlanning clinics in all districts as rapidly
as possible. Thus the Assoclation does not want to
compete with governmental health services but rather <o
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supplement governmental efforts in promoting family health
wherever possible. The Association has expressed its high
interest in and full support to this project, and officlals
of the Association have participated in meetings with GOT
and AID officials during the development of the project.

The leadership role of governmental and voluntary
agencies is thus well established and assured. However,
the leadersh’p role assumed at the local or village level
will be of 'equal or even more importance for the success-~
ful implementation of the project. Who will be the leaders
may vary from region to region, from district to district,
and even from village to village depending on traditions
and personalities of the different tribes and their leaders.
It will be an important part of their duties for the
different social workers, auxiliary midwives and agents
itinerants to recognize the potential leaders in Their
areas and work closely together with them for the mutual
goal of improving health and life in the village.

Due to their mobility the agents itinerants may play
a special role in this respect. The itinerant nealth
personnel will visit all households in their area once a
month and are used to work closely with the village health
councils where they exist, or with the village chiefs and
other village leaders. Thus they can contribute subd-
stantially to bridge any existing gaps be*ween the village
leadership and the governmental leacership and provide the
link between the village population and the governmental
health services.

Maximum Information and Resource Distances

The mean distance to the nearest hoscvital/clinic is
about 9 kms. from a health facility. Asxed about LDow to
get there, more than G9% of the women said: by foot, and
about 60% said it was easy to get there while the remain-
ing found it somewhat difficult; but only a few percent
said they had never heen there. Forty percent of the women
stated that they visited the hospital/clinic often and an
equal LO% said they visited it rarely; and an additional
12% said, "only when indisposed."

Asked about if they were well received at the hosvital/
clinic, the countrywide response was 82% answering yes.
In the Savanna as many as 95% of the women interrogated
were satisfied with the reception they received in the



hospital or c¢linic.

The above data shows an almost unheard of degree of
confidence in and satisfaction with governmental rural
health service. The personnel who carried out the survey
were well warned agalnst tne tendency of the respondents
to be "nice and positive" when asked about governmenbal
service. They were instructed to win the confidence of
the women and explain to them that they could be frank
in their replies which would be kept anonymous. But,
neverthnless, only a few women complained about long
walting time, poor treatment by or poor attitudes of
health personnel.

Social Consedquences

Social Consequences of this Health Project, with the
extended delivery of generalized better health care (o
mothers and children, should be a measurable decline 1
rates of morbidity and mortality in these target grougs.
One can anticipate a far more rewardlng life for cnildre
who will not have to carry around the burdens of discsase
which may be eradicated.

Balanced agzinst this naooy v_ouetuv, it is prudent to
consider ecological ratio of ropulation to land-support-
potential. To the north of Togo, the Savannan ooneola-ns
are fragile lands. Zven if they can be made to produce more
they are easy to exhaust. 1Need for too much Tirewood strips
the land of tr2es, and the desert encroaches where ths trees
are cut. With a hard crystalline rock sub-strata, water 1T
not easy to obtain in Togo, and the water-tables must bc abla
to bear the popgulation load. This is aliready a land
only a small loss of exgected rainfall mcves the Da
from 170od marginality to famine. And meuoro_oglcal
range prediction envisages the current long-rangs <tr
as increasing and cyclical regional drought.
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The spector of Malthus insists that Togo -- expected
to double its existing poou1auion in the next 26 years ==
nust not only plan for health, dbut plan for gquality of lile,
and quality and auantity of 1* fe- suooort system. Thus 1%
is hoped that the pr01ect’s emphasis on cnild spacing pe-
sides its obvious social benefits also will help to slow
down the high propulation growth rate which threatens the
equiliorium of family 1life.
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Rural Displacement, Migration and Urbanization

There are presently about 20 families living on the
proposed Center site. They are squatters and have been
notified by GOT officials that they will have to move. The
GOT has agreed to assist these families to relocate. This
problem will be addressed during negotiations of the
Project Agreement.
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) Family Planning International Assistanc

THE INTERNATIONAL DIVISION OF PLANNED PARENTHOOD FEDERATION OF AMERICA, I

!

LEONARD H. ROBINSON, JA. July 13, 1977,
REGIONAL REPRESENTATIVE )
AFRICA

Mrs. Sally Sharp
ATID Affairs Officer
American Embassy
Lome, Togo,

Dear Sally:

Apologies for the late arrival of this let
sure you can imagine the situation has b
here!

o
D ci

Pursuant to our discussions last week wi
Sid Chambers, Jay Johnson and Dr. Placca, F
will proceed to draft a project uroposal fo
and material assistance to the Ministry
Social Affairs -~ for the traini

personnel in MCH/family planning servi
IEC activities., Total projected costs
year one estimated at $145,000., In rew
this figure may te adjusted up or down.
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Thanks for the warm hospitality last week
the close »proximity, but look forward ©
visits from "safari'" couwntry,
Best regards to Max!

Sinég;el%{/

LEONARD ROBINSON , JR.
Africa Regional Repressentative

POST OFFICE BOX M. 387, ACCRA GHANA
Teleaphone Number: 27118 CABLE: FAMLIPLAN/ACCRA, GHANA
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LEONARD H. ROSINSON, JA.
REGIONAL REPRESENTATIVE

AFRICA

THE INTERNATIOHAL DIVISION OF PLANNED PARENTHCOD FEDIRATION OF AMZRAIC B"(C.'
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Dear Sally, . .

I have review draft documenf outlining structure

2d the and proposed
activites under the "logo Fumily Health Project”. Basically, I-um
in complete agreement with action-oriented cbjectives projectad for
the Hauiohal Fanily Health Center, in particular, training of nurses,
mid—wiv=s in maternal/chnild health and family ylc“di"g sz2rvice éz2lil-
very (MC: /FP) and field educators/motivators in MCE/FP information/
education technigues, ’
The Togo situatiocn in terzs of political/social sensitivity %o fami-
ly planning per se, is roughly analagous %o what prevailsd in
Etniopia three y2ars ago: interest on iths part of private and sonme
governzment officials for the prevision of MCH/FP servicss, sspeci-
ally in rural areas, dut a rsluctance to initiate activitas Hoffi-
cially" for fear of repurcussiocns, those based uzcn religious,
cultural/tradicicnal belisfs, or those politically motivated, lMone-
the_eas, sterps were laXan and today family planning is wide-spread .2
in Ethicpiz, this despicze the absance of an official policy or ¥ 1
governzent's "public! racognition, 3
If I may, I'd like to draw neavily upon the Ziniopia expsrisnce 4!
assisting cur effcrts in Togzo, :irst ol all, 12t me hastan to .
state that the establishment of a "Health and Family Welfare Centeri:
wharn physicians, health officers and nurses were irained by Ethic-
plan personnal, was zabsolutely Xey to the project's cracibhility and
acceptance, L note froz the dralt proposal thah training will zerve
as the nucleus of activities nducted alt Lhe national centzar,
L d - . = .
‘Prior to the aeve’oomen* of *bc Ethicpia center sn"viﬂis-were TTo-
~7ided manimally, uSLailJ in urban areas; pra Ctlcallj nothing was --
tavailable in ”ural areas, Although there was strong interest in .~
" expanding services to rural inhao’tanus, caution was exercised 43z
-toa lacik of trained personnel. I encouraged the local family -7 -
‘planning association (IPPF affiliated) to consider setting up 1¢¥d °*

o1

Family Planning International Assistance

(.

POST OFFICE BOX M. 387, ACCRA GHANA
Telephnne Numbar: 27118 CABLE: FAMULIPLAN/ACCRA, GHANA
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‘extant feasible,: ’[h;vhly,rcCOMmend that all corgistal .
‘Thls ‘would negauﬂ nossible: charoes ofit bnlng an.: ,Lfa
prog*am aridraccelerate. acceotab*ll oy o? \REW TCOnC v,t
:%in;-amllj health Dractlcn/care.- I also tHink. Ju"oula enhzrice,
“receptivity by the mlnlery of. Healhh.. Lf thp prcj ct la.uotnlly
. funded” by, AT D, a2 U.S.-project man ager‘ab T*otﬂc{ in tho ‘draft may .
;-be mandatory.. If so;-he/she should sit in the-AID of flve, no» t“-
-~ccénter, - If the training segment. Is- funued by .FPIA, we. woul@ -
:;monigor?and provide ’t:‘==c:hn:1.ca'l assistance. on.a per$od;c ‘basis -
' ~hrog°h'thé training-directoriand .from FPIA's. Tegicnal off 1ce.'l;
None L1 our,. proaects h¢ve an. Amerlban "1n Te 1d nco",“-;_-,-“;?’7'

:.,.,‘--, L - ..

éfTréiniﬁz‘Cvcln/StruCtLre

. * . . - - » .. .
L . . . - P . .

- 8ix tra ning Cjcl per year'or;one every other month, are ideal;
By allowing -a hontz*'in tetween cycles,- you can adaﬂﬂately,plan,gg
. alter. the tr raining - pattern/curriculy n and provide crucial Tollow~"

Tup suoe*Vﬂs on and technlcal assistan to graduates working in .
the fie ¢.. Follow-up .is especially meo tant within two months‘f;
‘ZoL -a-trainee g“ac"ﬂtlng from the.center:-it providés. instgany -7
Jfeedback on whether or mot -~ pgraduates aréiublilizing their sEills’
"«througr the provision of MCH/FP 'services; allows follow-up stdff #
to provide technical cssis ance Jhﬂre'requircd,,aﬁd offers an -
“-opportuni SRR *' 2B yening tavphl 2o traspingd o s
. edicin 7 of -time in mc3t developing.
COLDE”’QS, bersf lnﬁonﬂexistant"medical.and'healﬁ .
-personn el_ Jtrem this being thevcdse in Zthiopiay
.2 on ing-cycle. .This . pericld of absesnece
pit ndrhealth pogts was - acceptable.to
0 11ly7°%tc hospital.znd./~ln
i you.can comoe

“: metl B ars
(Indzcaalons,sccn,r'in dications;: ddmplicatis and’
;olTow-uU and re;p*ral s;stemg,.fz TR T e S S "
I "~ : .l "- : . TP :4.’" S :'7'“_ el -‘: . o . ‘ ~ " ] i ~
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:Pelv’*igna~omy and- physmology : OES
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ftl¥,-P€T*0d‘c ‘Self- Evaluation;'Traiheés Asééssménts.“ S

'ZTraine sallls/know1edve should be measured before ‘an ter
gach. traln1n9 cycle. ~Contingent upon-the overall krowledge
:.oP a“given -group of .trainees, content -can ‘be. adaustod to ::r}
.allow-for additional. impkts and/or delwtions. Likew wise, .
‘content can“éaaustOd at the end of cach cycle to accomodate - -

- chang s/alte*a ions recommended by core statf'f and trainees.

L b T T themselvps. The curriculunm shou;o maintadn a degree of o
L ‘f‘ff . flgxlb*llty at all times. - el T S i
C T F :T”djnLC"'%hOU]d annes n Lhw'pxuvrlm bvluxg Lr:dua un~"Thisf[
T <7ig a -valuablé source of feedpack with re spect to content
PN ;_Pd -training- personnel.;rln_Eth;opla,iu;aih‘&s are allbwédﬁ L
S -to-evaluate the prograzm cach week, including Oﬂ"u'fan S
L Lecturers ii: The-result Is a ;Wnelv tuned urov“,ﬂ.. o
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. MCH" sunnlies are’cr ‘tical,“'cthervise’ tne'nroaram 111'09
Fvu;erable to.chz ges.OI.b=ing ;slanted. hEQVll toaqrds
‘planning,” espec*ally" m.tr“.neas.

could" and t e entlre MCH/FP 1ra1n1
.9 years, including. staff ‘salaries, other dlrect costs, vnhlgleﬁ
. maintenance and gas’, etcs: Actual figures can be worked out in
econjunction with Toco Government and AID officials. This has
-become unduly long, but probably necgssary to set items oul
clearlyu

I 1oo;c for ward to puttxnc.uhla i.to a WOTK ab ‘plan-;

~ Bincerygly’ yours,

4
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EMBASSY OF THE
UNITED STATES OF AMERICA

Agency for International Development

Lome, Togo

TOGO FAMILY HEALTH
(611 (e) Certification)

I, Jay P. JOHNSON, Acting/Area Development Officer/Niamey, Agency
for International Development responsible for AID programs in the
Republic of Togo, do certify that in my judgement, based on expe-
rience with donor assistance programs in Togo and the level of
technical assistance being provided in this project, Togo will have
the financial and human resources capability to effectively maintain
and utilize the inputs provided in the Togo Family Health Project.

Jay P. Jolnson
A/AD0/Niamy

Ronald D. Palmer
Ambassador




EMBASSY OF THE
UNITED STATES OF AMERICA

Agency for International Development

Lome, Togo

TOGO FAMILY HEALTH
(611 (e) Certification)

I, Sally R. SHARP, Principal Officer, Agency for International
Development in the Republic of Togo, do certify that in my
judgement, based on experience with donor assistance programs
in Togo and the level of technical assistance being provided in
this project, Togo will have the financial and human resources
capability to effectively maintain and utilize the inputs pro-

vided in the Togo Family Health Project,
cLlbly 5@ /\MD)

Sally R. SHarp
AID Affairs Officer

Concurrence: Q’}\OLK&A &%%.Qw},c/

Roilald D, Palmer
Ambassador




92039/ msPaa 2=

-

3 1 MALI7T

. : L] Y . . o e am et %]
adorm oo Donwdsontzaty 4o 19 O

O R (TC:‘D)

TS “ TV ey B )
tladamay I3 Donwisontinliay

droman 8 ediTa 220z o dats dn g Had 19
0% 0u 1o nlaa do gozgizusddoa du Camizd
alo a3 Lomd,

EVPRSwL [

S¥al Liazonsm 22 poetor 4 wotTo ccunalncanza

77, ccmeoimany
Jatlonal do

Qo o alod

d’ :knﬁmh"~1.‘13 ot o wwn".‘-.‘."‘\-'a N 5‘3:"3 a-'- 70 1Ot aMNIounTaRr l
QII2TTRGLIA LOT UL ALALT W D300 3 AW3 1o QNTITETONS 3
~ S e an v - . <

™ Qo 17272l roolI qu vouI noud 4val Soinlle.

P —~— AN T D - -~ 2 - —ren

vzuldlod orolom, inldonmn la Regxdssnliants, Llocouronza do ma
N Ty e b J S S
12dézadlon dlotinTiede /=




o %]
- OPTIONAL FORM NO. 10
" MAY 1962 EOITION =
-GSA FPMR (41 CR) 101-11.6

"UNITED STATES GOVERNMENT

Memorandum

to . AFR/DR/SFWA, Jim Xelly August 26, 1977

DATE:

T /?A\/\/

FrRoM : PHA/POP/AFR, Ray Martin

SUBJECT: Population/Health funding of Togo Family Health Project

In our PHA discussions of an appropriate funding input
from Title X funds, we felt that a population share of
about 55% of the total U.S. contribution would be justi-
fiable, Since famlly planning is only one of several
ohjectives of the project, a higher Title X share would
be difficult to Justify,

The 55% share would consist of entire Title X funding of
the FPIA project costing $545,000, and 1/3 of the bilateral
portion of the project, or $400,000. We have budgetted
$200,000 to be obligated in FY 77 and will plan to add an
additional $200,000 for the bilateral project in FY 78,

To confirm the above funding arrangement, we request that
the populatilon and health proportions of the funding be
cited in the PP approval memo which would get PHA/POP and
AA/PHA clearance,

cc:PHA/POP:FEgl
PHA/PROG:MHayden
AFR/DP:GCauvin
AFR/DR/HN:ECross

‘Buy U.S. Savings Bonds Rezularly on the Payroll ,Sévihg; Plzm



ACTION MEMORANDUM FOR THE ASSISTANT ADMINISTRATOR FOR AFRICA

FROM i1 AFR/DR, John L. Withers

SUBJECT : Proposed Project - Togo Family Health (693-0212)

Problem: To approve project funds in the form of a $1,278,000 grant.

Discussion: The proposed project is designed to assist the Government of
Togo to strengthen its institutional capacity to provide irproved family
health services to its populace, particularly pregnant and lactating
mothers and children 0-5 years of age in rural areas, through in-depth
training of medical, paramedical and social personnel in the various
aspects of family health (i.e. maternal/child health, nutrition
education and family planning). The project is respomnsive to

Section 104 of the Foreign Assistance Act as it attempts to

a) increase the opportunities and motivation for family planning;

b) reduce the rate of population growth; c) prevent and combat

diseases; and d) help provide health services for the great

majority. The project is based upon the framework provided by

the revised (May 1977) Health Sector Assessment of the Togo

Development Assistance Program (DAP) which explicitly recoumends

an intervention of this nature (see Revised Health Sector Assessment,
pp. 30-34 of DAP).

This project has been developed on a collaborative basis with the
Government of Togo and the Family Planning International Assistance
(FPIA). The project consists of the following elements: (Source
of funding)

a. Design and comstruction of the Family Health Center.
(AID)

b. Provision of equipment and furniture for the Family
Health Center. (AID)

c. Provision of equipment, supplies and educational
materials for the Family Health Center. (FPIA)

d. Technical assistance, including one long-term U.S.
public health advisor/administrator. (AID)

e. Selected short-term ~ecialists in family health/
curricula development, nurse-midwifery, OB-GYN,
educational materials development and research/
evaluation. (FPIA)



- -

f. Participant training. (FPIA)

g. Operating costs, local salaries and land. (GOT)

The prudent tanagement of these elements is expected to achieve the

end of project status which will include: a) a functioning Family
Health Center fully staffed with qualified Togolese personnel providing
in-depth training in the various aspects of family health to medical,
paramedical and social personnel as well as quality health services

to the population of the Be district of Lome; and b) introduction of
family health services including family planning by well-trained

health personnel in one MCH or health center in each of the 21

health districts of the country which are being constructed and
equipped under a separate activity financed by UNFPA.

The direct beneficiaries of the project will be a total 1,610 MCH
personnel of all levels who receive training and/or retraining in
the Family Health Center and participant training in the U.S. and
third countries. Once trained, these people will return to their
rural health posts and pass their training experience on to the
personnel they supervise. The :ltimate beneficiaries will be
women in the reproductive ages of 15-44 years and children 0-5
years of age. These two groups, representing 42 percent of the
population, will receive the family health services to be provided
at the Center in the Be district and other MCH and health centers
throughout the country. Indirectly, however, the entire family
will benefit from improved family health.

The proposed grant will provide a total of $1,278,000 in direct AID
funds to be disbursed over the first three years of the project.
Funding will be drawn from both PHA/POP sources ($400,000) -
$200,000 in FY 1977 and $200,000 in FY 1978 and the AFR/PH allot-
ment ($878,000) - $200,000 in FY 1977 and $678,000 in FY 1978.

The project agreement will contain a Government of Togo contri-
bution of $837,000 (31% of total project costs) which consists
primarily of personnel, their per diem znd transport, and
operational costs.

The FPIA participation, which will be the result of a direct Title X
central grant from PHA/POP to FPIA/New York, totals $544,500. This
consists primarily of short-term consultants, equipment, supplies
and participant training and are critical to the achievement of the
objectives of the project. FPIA is preparing a proposal for sub-
mission to PHA/POP for approval in collaboration with the Africa
Bureau and the field.

The total AID contribution, both bilateral and central, will te
$1,822,500 (52%) from population funds and 487 from hea’th funis.



UNFPA is presently financing a two year project which provides short-
term training courses in family planning for medical and paramedical
personnel and family planning equipment and materials for one MCH
Center in each of the 21 health districts in Togo. This project

is complementary to and will strengthen the outreach of the AID
project. UNFPA intends to contribute $50,000 to the MCH Center

for the purchase of three passenger vehicles for the Center

staff to facilitate follow-up and supervision of trainees who

have returned to their rural posts and mobylettes and bicycles

for itinerant health personnel to help strengthen outreach of

this project.

On September 1, 1977, the Africa Bureau Executive Committee for
Project Review (ECPR) met to consider the subject project. The
general finding was that the project was sound and should be
authorized for funding in FY 1977. In addition, the following
points were critically examined during the ECPR review and
appraisal of the project.

Issues

1. ECPR addressed the issue of whether there is sufficient
assurance that the AID-financed Family Health Training Center

will not be-~ome overburdened by the demand for curative services.
ECPR endorsed the recommendation which was that the Pro Ag contain
a covenant outlining AID's concern and suggested a monitoring
scheme to prevent dominance of curative services.

2. ECPR addressed a second issue of whether the Project Paper
is sufficiently clear on the respective roles of UNFPA in the
area of curriculum development for the training center. Between
the PP Committee Review and ECPR added information was obtained
from UNFPA which was included in the Project Paper and provided
clarification of the relationship between the AID project and
the UNFPA project.

3. ECPR addressed a third issue whether adequate project
management is provided for in Togo Family Health Project to
properly perform the monitoring function. Between the PP
Review Committee and ECPR it was suggested that the project
monitor be a U.S. contractor for the full period of AID's fund-
ing commitment to the project. ECPR endorsed this solution but
left to the discretion of the AID Affairs Officer as to whether
the function of monitoring be accomplished by AID or host
country funded contractor.



Recommendation

a. That by your execution of the attached Project Authorization you
approve the entire proposed grant project valued at $l,218,000.

A-P PRO@ Q(‘ vy 7)2 & ﬁ‘ﬂ@j_ﬁh /{,‘(/’;%/7/-7\

DISAPPROVED |

#+
DATE $fag/s?
/ ;
b. Approve FY 77 itunding of $400,000 ($200,000 from PHA/POP and
$200,000 from AFR/PH allotments). /
' - / \ / //
APPROV'EgD C‘.C Frogade v
‘ /
/' 7
DISAPPROVED E
DATE iz p /77

c. Approve a waiver to permit source and origin of construction

services to be Code 941 plus host country. /’//_
/
N s
seeroveb (L > et
/ /
DISAPPROVED
DATE /5 4/
/,/ :

Clearances:

! /PEA:SLevin | [ ol (o~
\, SAAA/AFR:DWachhiolz
AFR/DR:SKlein - . -
AFR/DR:JKelly '}
AFR/GC:EDragon -~ __
AFR/DP:CHacd 7B (Far/7 budyet ol
AFR/DP:GCauvin
AFR/SFWA:DShear P
AFR/SFWA:GMacArthur (- M

PHA/POP:RMartin LA
PHA/POP:DMcMakin \l;:§“v~
SER/ENGR:PStearns ~

PHA/POP:RTRavenholt (draft)
AFR/DR:ECross Col

AFR/DR/SFWAP :JGraham:9/15/77
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Project Authorization and Request for Allotment of Funds

Part II
Country: Togo
Project: Family Health

Project Number: 693-0212

Pursuant to Part I, Chapter 1, Section 104 of the Foreign
Assistance Act of 1961, as amended, I hereby authorize a
Grant to the Government of Togo ("Cooperating Country")
of not to exceed Four Hundred Thousand United States
Dollars ($400,000) to assist in financing certain foreign
exchange and local currency costs of goods and services
required for the project as described in the following
paragraph:

The project shall consist of assisting the Cooperating
Country to strengthen its capability to provide improved
health services to its people, particularly pregnant and
lactating women and children up to flve years of age, by
providing goods and engineering design and construction
services for the construction and equipping of a Family
Health Center at Lome, advisory services in management
adminiscration, logistics and coordination of oroject
activities, commodities and technical assistance in training
and/or retraining of medical, paramedical and social person-
nel of the Ministry of Health in various aspects of family
health, including maternal-child health, nutrition education
and family vlanning, and certain otner commedities including
sex education materials for primary and secondary schools in
the Cooverating Country (hereinafter referred to as the
"Project").

I approve AID appropriated funding vlanned for the Project
as a direct grant to the Cooperating Country of not to
exceed One Million Two Hundred Seventy-Eight Thousand
United States Dollars, including the amount authorized above
and an additional increment of grant funding of $878,000 in
FY 1978 subject to the availability of funds and in
accordance with AID allotment procedures. Funding approved
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herein shall be used for goods and services required

for constructing and equipping the Center at Lome and
for advisory services; 1t is anticipated that additional
AID funding will be authorized for a grant to a private
voluntary organization for the remainder of the goods
and services required for the Project other than those
contributed by the Cooperating Country.

I hereby authorize the initiation of negotiations and
execution of the Grant Agreement by the officer tc whom
such authority has been delegated in accordance with AID
regulations and Delegations of Authority, subject to the
following terms, together with such other terms and
conditions as AID may deem appropriate:

a. Source and Origin of Goods and Services.

Except for ocean shipping, goods and services financed
by AID shall have their source and origin in the United
States or the Coopersting Country, except as AID may other-
wise agree in writing. Ocean shipping financed under the
Grant shall be procured in any eligible source country except
the Cooperating Country.

b. Conditions Precedent.

A. Prior to the first disbursement of funds under the Grant,
or to the issuance of commitment documents N“tn respect theret
the Cooperating Country shall provide to AID, in form and
substance satisfacteory to AID, an executed contract for
engineering and architectural services, for the design of <he

Center in Lome, with a firm acceptable to AID.

B. Prior to any disbursement of funds under the Grzant

for the prccurement of commodities or construction services,
or to the issuance of commitment documents with respect theret
the Cooperating Country shall provide to AID the following in
form and substance satisfactory to AID:

1. Evidence of the arrangements made foL the procurement
of furnishings and egquipment for the Center

2. Plans and specifications, bid documents, cost
estimates and time schedules required for implementation of
the Project;

3. An executed contract for services for the construction
of the Center at Lome with a firm acceptable to AID.

O,



C. Covenants.

The Grant Agreement shall contain covenants providing
in substance as follows:

1. During the implementation of the Project and at

one or more points thereafter, the Cooperatiang Country and
AID will (a) evaluate progress toward the attainment of the
objectives of this Project; (b) identify and evaluate
problem areas or constraints which may inhibit such attain-
ment; (c¢) assess how such information may be used to help
overcome such problems; and (d) evaluate to the degree
feasible to overall development impact of the Project.

2. The Cocperating Country agrees that the primary
purncse of the Center in Lome is to offer preventive rather
than curative health services and that action satisfactory
to AID shall be undertaken to ensure that the Center 1s used
in a manner that reflects sucnh drimary purpose.

d. Waiver.
Notwithstanding paragrapn 2. above and based upon the
justification set forth in Part IV. C. of the Project Paper,

I hereby approve a procurement source waiver from AID
Geogravhic Code 000 (U.S. only) and the Cooperating Cou:
to AID Geographic Code 941 and the Ccoperating Country
the procurement of construction services and find that
a waiver will best serve the interests of the United St
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