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B. Recommendations 

Direct Grant $1,21e,009 

Waiver from Code 000 to Code 941 plus the co­
operating country for procurement of construction 
services. 

Approval of local currency authorization in the 
amount of $10,000. 
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C. Summary Description of the Project 

This is an international joint effort between 
the United States Agenc~· 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 fi~e in rural areas of Togo, 
there can be little doubt about the need for improving 
maternal and child health services. 

1
-- 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 

l family health, i.e. maternal child health, nutrition 
education and family planning. The project does not address 
all phases of the Togolese heal th service:s, but is l__imi t~ 
to _p_r_o_vid~ ___ pej:_ter training, understanding of anci reo.rrenta-
tion towards fa.lniiy healthm all health personnel. 

The project will be implemented under the aegis 
f of the MOH. An AID-financed technician and his Togolese 
\ counterpart, the Director of the Family Heal th 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 donors. 

'"' This is a six ye~r project. However, AID funds 
will be disbursed over the first three years of the project. 
The direct AID contribution will consist of financing for (i) the 
design and construction of the Center, (ii) furniture and 
equipment for the Center, (iii) the services of a public 
health advisor and a bilingual secretary. · 

§ii] (using Title X funds directly from PHA/POP) 
w i ~ 1 f ~§ID.~e _tha en ti~ e;_ t.r_ainiJl9 ~ Sl~J?~q_x:i~~!2-!: .. -9 f the pro j ec t . 
This will include: (1) approximately 29 person months (PM) 
of short-term technical assistance; (ii) approximately 102 
PM of short-term participant 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) . 

l 
I 
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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; 

~~v) Approximately 120 senior level and 120 mid­
level traineeG 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 i__amily__J:ieciJth including_ methods __ qf 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 enable 
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: 

( i) A Family He!alth Center wil 1 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 do·ctors; (b) 85 percent of midwives; (c) 95 percent of 
auxiliary midwives; (d) 100 percent medical assistants and 
nurses workina/ 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 moder~. 
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 
count.ries, have unfortunately attempted to fol 1.ow 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 
8ll.phasis on public health and ;'rs1entive medicine. However, 
ti1~ ci'~veloping countriE-s - including Togo - cannot for years, 
i~ 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 atn:iliary 
health personnel who have very lL~ited 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 ~han it is to persuade people to 
use simple measures that will prevent them from getting ill. 
Certain aspects of family health - especially family planning -
also require the learning of new technology. In 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 fo~ 
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 $2.620 ~Jillian. The recurrent cost to the GOT 

are reasonable and well within the capacity of the ~!OH 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 of 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 we:re raised as the October 
1975 EC~R review of the previous project paper. 

l. The previous PP did not provide for systematic 
change whc7eby 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 is prepared to reorient its policy on the health syste~ 
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 this PP. 

3. The FY 1975 DAP for Togo, Dahomey 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 a.nd provides the fra."Ilework upon which 
this PP is based. 

4. State 151857 requested that the P? thorough­
ly delineate the roles of the various participants in :·,ICH/ 
FP training in Togo and show how respective donor con­
tributions are coordinated and mutually supporting. The 
major concern is that the t~aining strategy proposed by ::<?T~ 
and the recently approved UlTFPA project ~ay not be com­
plementary :!.n e·1ery respect. The FPIA training component 
as well as the relationship between these two projects are 
explained in the Technical Analysis. 
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Pi'\RT II - PROJECT BACKGROUi'rD AND DETAILED DESCRIPTION 

A. Background 

. 1. History of Development Problem to ~·I'nich Project 
is Addressed. 

After independence was attained in 1960, Togo­
lese health services cont:nued to be modeled on the in­
herited French health delivery system. Gen~rally, this 
system err1phasized 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 popu­
lation with basic curative and preventive health services. 
Governmental attitudes towards fa:nily planning were strong­
ly negative. There was limited concern for the negative 
impact of rapid population grm<Jth on the country's econo:nic 
development, and l~~ __ _g._t_t_en.tJQr1. ~'.l2:~ f2_C~§§_~g __ 9l1 the pro­
~~ern of too narrow spacing between child births on the 
h~~lth of mothers and children. Th~~e attitudes began 
ch~n~ing, however, in the early 1970's. 

The demographic irr.pact of rap id r: opula-c ::.on on 
. . d l .... . l ' ,.,.., , ".CO' • 1 soc10-econom1c eve_opmen~ is no~ c_ear ~o iogo..:..ese o!~ic~a-s, 

even if acceptable solutions are less evident. Si~~larly, 
there is general agree~e~t ax~~g health ;:anners 0~ the need 
for integrating fa~ily planni~g wi~h ~aternal and child 
health services for the purpose of better spacing o~ child 
births. 

As described in the re~ised Togo ~ea~t~ Sec~~r 
Assessment of the DA? (attached as Annex I ), in the :ast 
~ew years there have been ~~o ~~~ort~~t develop~e~ts ~~ the 
G."m's -o..,i·/"'\;~s ;?"*\ ""'n'e ....,~aiJ..'_., ./:'~_,,...... _,.:Y',...t -.:""",.,,,..... -,-- 7 ·11 

--....... ....... 
,.J ..1. !-' l. '- -. \.;..- .......... "' """ .1. l. ! -:::: - ...., .L J. ..!.. ..L-::::: J. '...., • : .._ ~ ;:::: , ~ - J. • "'- ~ - -;: ; - ..., ...... e 

roorn 'nas en' "" .... - 0 d -:•- e""'-"~s-:'" .:-.,..c~· rio~~_, ......... ., . ..,._!:lC-;::>d ...,c,.-;;c ... ' 
'-1 .L "'-••o~ .1..v;:) ··•!'••C::. ... --=> J.. '" •• .::>:'..:..vO....:.. ..,._._._ ·"-""- :;;:._:_ 

c,_?:r-e; r.iainly oriented t.c·.·iar-:is the urban population, to a 
m6re broadly based policy of taking bas:.c curative and 
preventive hea!th services to its rural po~ulat:.~n. The 
strategy is to replicate in othe~ parts of the cour.try 

(\the ~-fr-IO suppor1~ed pilot project :.n. the ~/ogan ar-ea. des­
:, cribed in ?art I! of this -::acer. In t:-~e Thi.rj ?i·ie Yea.r 

.,..., . d c:: , , D .., . - . - , r i .~ '76 , ~ 0" \ .... , ~ t.conom1r. an ..,oc~aJ.. e~1e .... oprr.en-c =--l..an \-'-:7' - ... ';}l-v 1 , ... n:...s 
policy is expressed as follows: 

'!Heal th and education are ar:iong the h i.gh­
est priorities ~f the plan. The healtn 
philosophy is to reach th~ largest possi­
ble nu~ber of the pofulation. 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 Economic 
and Social Development Plan, but receiving increasing 
emphasis during the past three ye~:s is the area of family 
health. Evidence of this incerest includes the recent 
introduction of sex education in school curricula: the 
success of the 1976 illiFFA sponsored progra~ 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. They vie·,v 
family pla!1.ning for spacing of child ~irths as an important 
component of improved maternal and infant health. 

The revised Eealth Sector Assessment submitted 
in May 1977 discusses the health budget in the light cf 
the goals stated above. In spite of the emphasis on 
mobile rather than stationary health workers and on p~e­
ventive medicine, about 70 percent of ~he budget was ear­
marked for ioprovement and expans~on of stationary health 
facil-'-t;i_es. Howe•rer 1 of the money allocated 'f'or b.2alth 
fac ·_it{ s, only 20 percent ·::as going for i:r:prove.ment c:' 
the CHU n Loma, the rest was being spent on facilities 
to s the rural areas. While budget allocations d8 not 
meet stated goals, consideration should be given tc two 
addi~ional considerations. Any national health delivery 
system has to include provision of tertiary care, which 
in Togo includes the types of surgical and medical se~­
vices provided only in the CHU in Lor.:e. The rural health 
facilities being constructed or impro'red included dis­
pensaries, primary health centers, regional and distr~ct 
hospita~s. Sven preventive and primary care ha3 tc 
operate from a base, and likew~se have ~ location to re­
fer patients to for secondary c~re. 
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The second largest item in the budget for the 
Five Year Plan was for paramedical education, followed by 
control of conununicable diseases. Sanitation improvements 
and me,ternal and child heal th projects and pharmacy support 
received the largest share of the remainder. Minimal support 
·was provided for health education and nutrition. 

Reference is made to the revized Health Sector 
Assessment pp.2-5 for a comprehensive statement of Togo's 
major health problems and their impact on the country's 
development. Briefly, the most fre~1e~t childhood dis­
eases are: 

1 Acute broncho-pulmonary disease. 
2 Diarrheas and dysenterias. 
3 Malaria (all forms). 
4 Impetigo and other skin diseases. 
5 Worms and other intestinal parasites. 
6 Measles. 

~ r-- These diseases account for about 80 percent of 
~· ~childhood morbidity in Togo. Most of the diseases are pre­

ventable through simple means such as better housing a~d 
clothing of small children exposed to cold and drafts during 
the rainy season; better sanitation and water supplies; 
distribution of anti-malaria drugs; ~ore use of soap and 
water to keep skin clean; use of latrines to avoid infections 
with intestinal parasites; and immunization against ~easles. 

In Togo mo1 e than 50 ~ercent of t:·v=~ ·.oJomen ez­
amined at prenatal clinics suffer from anemia, most likely 
due to poor nutrition, iron and vitamin deficiencies. 
Intestinal parasites and mala:i:ia are a::iong the :-:'.Ost co:T~':",on 
findings in ;regnant women.· The lack of sanitary water 
suoolies may account for so~e of these diseases. In 197~ 
(l~~t available health statistics) there were 43 ~aternal 
deaths out of 43,815 rteliveries attended by the governxe~t 
health services. About 1,500 pregnancies ended in spon­
ta~eous abortions and about 143 pregnancies were terminated 
through induced abortions. There were 42,106 live births 
and 1,603 still-births and a total of 826 newborn children 
died in the maternity wards. 

Maternal and infant mortality and pregnancy 
wastage rates are thus high in Togo as in other West 
African ~ountries indicating need for expanded and Ln­
proved ~aternal and child care services including nutri­
tion and child-spaci~g. 
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In the past, other important development 
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 sur'ficient 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. 

2. History and Development ?roposal 

The history of this project pro~osal goes back 
to the spring of 1971 when the then GOT Director of Maternal -
and Child Hygiene (~11CH) first raised with Peace Corps offi­
cials the possibility of constructing a demonstraticn 
family health planning clinic in Togo. To introduce this 
new concept of "Family Health", that is family planning 
as an integral part of MCH for the improve~e~t of the 
health of mothers and children through the better spacing 
of children, the MCH felt the need fer extensive training 
or retraining of its medical and para~edical personnel 
in the different clinical and theoretical as~ects of 
family health. Since ~~ facility existed in Togo which 
could combine clinical c:.~1ci. classrcor.i ~rainir:.g needed for 
this purpose, a request ~as made to U~AID for assistan~e 
in cons~ruction of a Fa~ily Eealth Train~ng Center ~n 
1,0ne_.__ In Ju...""le J 1973 AID/Washington a;; ro·;ed in pr ir:c i;; 2. e 
t 'ne Ini·nanc~~a ~or ~~e con~+r•uc~~on O~ ~u~~ ~ 0 n .... or '~"er-• • .-.~. :::::> .:.. v. ~ • ~ v • v .l. .:. ~ "".;. ~ \... ~ • '"''- - \ ...... ~ • c:. 
3963 dated J~ne 21, 1973, and State 12~914 dated June 26, 
1973). 

In December 1973 a contract was made ·d:. th an 
A:nerican Public Heal th As soc ia t ion ( AFF..A) consultant to 
assist the GOT Interministerial Council to develoc a com­
prehensive fa:nily health plan (?LAN de Sante ?a:niiiale) 
which included the training of ~edical, paramedical and 
social personnel in family health in the frcposed center; 
and training of ~ri~ary and secondary school teachers 
in 11 sex education" for the yurpose of introducing this 
subject in all schools. On the basis of this plan a 
Project Pa~er (PP) was drafted and received in AID/ 
Washington on July 28, 1975. However, many questions 
were raised in AID/Washington regarding inconsistency 
between the DAP Health Sector Assessment conducted in 
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1974 and the purpose of the proposed project. The DAP 
stated that the Togo health sector was oriented tm'lards 
curative medicine bene~iting the urban population. Con­
cern ·was also expressed about the need for another train­
ing institution in Lome; how such Center would benefit 
the rural population; and about the GOT 1 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 Officer, 
the Director and Deputy Director of the regional ristrength­
ening of Health Delivery Systems 11 (SHDS)·project and ADO/ 
Niamey in Togo in July 1976 to conduct a preli~inary 
study of Togo 1 s health sector and the feasib~lity of the 
proposed Fa~ily Heal~h Training Center. Basicaliy, the 
team found that since 1974 the GCT health policy had 
evolved. In contrast to past policy, the GOT was now 
putting strong e~phasis on reaching the rural pc;;1laticn 
with basic curative and nreventive health services. In 
the new policy setti~g, lhe teara concluded that the pro­
posed Family iiealth Training Center in Lome would be 
complementary rather than cor.1petiti'1e to the ot!:er :health 
training institutions in Togo and could serve as a ~odel 
for introd:.icing modern family hea2..th concepts in '!'050 an:::. 
possibly in other F~ancophone countries !n ~est Africa. 
In addition, the GOT had chosen another ~lot ~n :he 3e 
distric~ of Lo~e for ccnstructicn c~ the Center. The ~e~ 
plot appeared to be satisfactory a~d is t~e site chose~ 
for the present ;rojec~. T~1is site ~as a~so deter~~~ed 
to be suitable for the purpose ~Y a ?~~S0 co~tract e~ ~~2Hr. 

Con;s equen t ly the te:a:n reco:r:.-.ended that t::.e Eea l th Sec:::::.-
Ass 8s sment be ""J.pdated a:1d that a 7.ea::1 be des·!.g!"!.a:.ed ::o 
·.·1r4t~ tn' e ProJe'"'~ 0 ~re.,.. ~o~~~7 ~·n~ ~1-r,~~ J..~a- 1 s ~ ~~'~---..., _ ... ...; •wv ,..;;,!"' - i~ v, ... 0 v1""'. ::;;:..:..., ... .1. vr.; •.i .:. ·'-"-•~o..:;• 

An APHA tea:n ar ri vect in Lc~m on March 19, 
1977, and spent three weeks in Togo. Their findi~~s 
generally sup~crted the concept o~ establishing a "cente.!' 

.;:' ,... l 1 .:::>Y'll">0
1 ' f'o'<" t a.:n1'n ~ m;:::..;.: ai a'"'a· _,.,.,.. .. ..,....;-.ct~ ~i o. ex ..... e --··--- - - r 1.. .g o_ ... _-..._c _ !! !'a.-c::. ... _ .:..c .... ~ 

, . ,.. . 1 ' - t• ,,..,. .i:'. - ' • • t . 
;ersonne~ :~ rami y nea1 n. ...ne ilna~ cec1s:on o proceea 
with the project develofment wan ~ade Afril 12, 1977 in a 

t • t..i.. ' ' b .._' ~ . ' - . q-....., ............ .4 11 T""' mee ing a ~enaea y ... ne A~cassacor, ~~oassy, .~~~v a~~ ~~~ 

officials. A_p~opo~al wa~ submitted ~o t~e GOT o~tlini~g 
areaa of fossio~e A~~ assistance and :~rtner requira=en~s 
for develo;~ent of the Project ?aper. The revised Health 
Sector Assess~ent was subnitted to AID/W on May 13, 1977 to 
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serve as further reference and background for the Project 
Paper. A surr ... '11.ary of studies done in the context of this 
project proposal is attached as Annex J 

3. Difference Between Previous and ?resent 
Project Proposals. 

As described in the revised Health Sector 
Assessment (Section II 2.B) the GOT has taken many steps 
to promote the concepts of family health or family well­
being (rrbien-etre familial") including the training 
abroad in family health care of a cadre of doctors 3 mid­
wives and nurses. Moreover, the MOH is planning to give 
short-term courses in family health for its paramedical 
personnel and auxiliary midwives. Sex education has 
already been introduced in all pri~ary schools and ~ill 
soon be introduced in all secondary schools. These de­
velopments are reflected in the present Project Proposal 
(PP) . The ep1phas is of __ !be r~<J.-~.o?-~~!!-ed _ _p!.'o_j~-~~ ;1 ill be on 
clinical and classroom in-denth training of medical and 
ffar-aiiie·arca,r personnel and- on - t{l_~ extens:_on of the out­
reacn 6:;:" far.iily health services to all health districts 
and through them to the rural po~ulation. The ~echnical 
assistance to the ~inistry of Education cropo~~d in the 
first pi:- J~---t paper is not envisioned. UIUechriiCC:I~-"-
ass1.. s.._~ ,..,-,""' ·or-.,-osed i'n t.,.,P D"'e-e"'"- P~ '·'l.,l be~1i·....,;.,_ 0 d ) Lia.1 .. 1_.:-".,, .... ~)µ J..0.- - .::> .;..1.1...,, - .... ,, _.:... : \..~ _.,1~~-- . ~ 

to one oub:'_ic health advi.so~/ad:ninistrator to a:-ss.Isf ·in 
--&-~---"?~ .. -·--- --·-
the nanageci~rit bf the Center, development and revision 
O-.._.,.. .. _.c····u----r·r··i··c· 1ulu..., rnd """r::iin.;nO' o-~ ~.;- -.,--u,..,+e.,.""'::>l"''- a.l"'lr -·,~r;,.., 00 S ..!. - ·•• C. • .1.. V -.-.-• ~ ... 0 ~ ..... .-~ l,;v ... .:.v -~--Li 4.J. ..... 1...,,_ :::,....._.,,.,_._ 

at the Center. Since the sut~ission o~ the 1975 ??J?, 
cos-ts ·have increased considerab::r. Th~s t:r:.e Ce!!ter · .. 1~2-l 
absorb the ~ajar part of AI~ fina~c~a: su;;or~ ~o t~e 
project. 

In order to i~sure ~ha~ all partie inv~lvej 
are in agree::-.ent ',ll"i th the above c{:c.nges, t.::-.e ?.Z:JS2 :-.~2.l t.h 
tearn drafted a project proposal includi~g a lcgica2 fra~e­
work matrix, budget estimates and a floo~ plan of the 
Center. This oroposal was officially sujmitted to t~e 
Ministry of ~e~lth on ~ay 3 and approved en ~ay 18, 1977 
( ~ 1 ~...., '' ) rr d . 1- ... ' ,., ,..,T . -4- _.. • t' . Lome -~~4 • .o emons~rave ~ne uv inveresv :n nis 
nrooosal the :.finister of Heal th trans~i tted to A2:D/=..cr;:e a letter (:.fay 31, 1977) endorsing this °';TOpOSed project. 
This letter is attac~ed as Annex K and constitutes t~e 
GOT's (Grantee's) application for assistance. It shcu!d 
. t . t• t ...,p ... ' . . d . ._. . . oe no ea :ia ;: 1-.h ::..s now a ma.] or onor in vne proJ ect. 
•1fhich '..:as net envisioned :.:1 the GCT' s a:9p l ica t ion for 
assistance. 
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B. Detailed Descriotion 

1. Togo's Rural Health Delivery System 

The Togo health delivery system is based on the 
WHO health support system introduced in the pilot zone of 
Vogan in 1965. However, it was not until 1974 that the 
Gar put substantial effort into replicating this syste~ 
in other parts of the country. '!;he system has. __ ~ ... J~.Jl:r?:rr4.~.!s .. a~--., 
mode],_,. Regional and sub-regional hospitals are at the top; 
circonscriotion or district health centers are at the next 
level; and- rural dispensaries, staffed by nurses and 
auxiliary midwives, are at the next le·rel. Finally, at 
the base of the system, there are the itinerant health 
personnel (agents itinerants) who provide the basic link 
between the rural population and the governnent health 
services. The i.t.ine.r..an.~rg9nnel ... J1.isi t all ... J'.t9)J.$.e.holds 
~ the cl__~_::f(~r.e.nt villages_ in th~Jr- . .::_re~_s once a :non th 
and provide preventive and non-catastroohic curative 
~~_aith service·s to the villagers. The 8:u~fil:!.ary mid-
~ives and itinerant health personnel ~lay cr~.cial roles 
in health surveillance and referrals of ~atients to the 
nearest regional or sub-regional health facility. In 
Togo, such facilities are rarely more than six ~iles away. 

The auxiliary midw:!.ves (:::atrones) a::1d it:..nerant 
health personnel are young wc:-:i.en and :r:.en with at leas:: s:.:-: 
years of p::ri:rlary school. ?hey a.re cho.3en on a co:-:i...;:etit.:.·:e 
basis, preferably from the village or district in which 
they will serve. The auxil ~idwi~es receive s:.~ 

months of ::iid·:rif'ery train:!.ng :'..:i L.orr.e fo2.lowed by s i:..: 
to twelve months cf practical training ~n the Vogan d~s­
trict under supervision of senior mid~ives ~Ji~lo~e d 1 ~ w). 
The int inerant heal th _;;ersonnel rece i ~te t~1r9e ::.onths o:, 
theoretical ~raining in basic aspects o~ ~ygiene a~d 
sanitation, recognition o~ ~ajor ccr..::;unicable diseases, 
nu~r~t~on ~i..,...Q~ aid an•1 t'n° ~ ..... Q~~-0 "~ o~ cer~ai" ~o~-on 

\J - ,J,,, '.i..---t..--...... \,,.4 ,.t.C \,., ... ._c;:.l.,.,u.-•..,\J ..., W -•i .._ \1~•• .. 

diseases, e.g. malaria and leprosy. 

There is an obvious need for continu:..ng 
short-ter::i training and re~resher courses for these t~o 
Ca .. egcri'es o""" ...... ea1 .... h oe..,... ... cnne.. m1 ... ~-- ""'robl.::o,.... 's e--::ir-ar·o,,,~eri 

\..r ... J.. 1. _..v • _.:;),,,, ..:.... J. •• _v !,..i --••• J... ~\. ....... -- ... r::;.;......,...,..., 

by the re:ative scarci~y of supervisory personnel to support 
ther:i. The supervisory chain of cor._'Tiand extends from r:-.edi­
cal person~el !n regional and sub-regional hospitals and 
primary district health ce~ters down to para~edical 
personnel (nurses and midwives) who staff the secondary 
health centers and rural diGpensaries. The parareedicals 
in turn are responsible for supervising the auxiliary 
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midwives and itinerant health personnel. In practice, 
adequate supervision of auxiliary midwives and itinerant 
health personnel is clearly difficult to maintain with 
obvious consequences for the efficiency and effective­
ness of· medical care at the base of the health delivery 
system. 

2. The Goal 

The goal of the project is to 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 is specifically vulnerable to the vicious cycle of 
malnutrition, high incidence of parasitic and communicable 
diseases leading to exceedingly high perinatal and child 
mortality rates. These factors are inducive to high 
fertility rates because of the desire of ~he fa~ilies 
to replace the loss of their children. S~nce this often 
res u 1 ts in ~c ~E.€L .. E-~:t_!1.?.§.r.!. _ C._h.:i1.?.e_~E t !.!-.~-'-· and 
ccnsec_uent dangers to the heal. th of !7'Lothers -ar:c children; 
it further contributes to the vicious cycle. 

In tn, 0 con ... e---'- of' .L.h-1 - nro.:ec... n..,ar~.: ,., 
- .;.1V ,.\.\, - V" .. ..1..~ :;'• J 'vJ .!.. .u..!...J...~ 

h lthll ti~ • 1 11 • • II • d ,... • ,4 t' t ea or rami y we _-oeing is e~ine~ as ne concep s 
of int·egrating preventive a..rid curative :ilaternal. a:;-Ld child 
health services with n~trition education and fa::lily 
planning for the purpose of better spacing be~ween child-
b i r~"s ~""- ~n ~~ite 0 ... na~0 ... r......,.:1y ~~~l+h a'co- ro-'--- VLJ. • _ .... .._.;::,, - ~.::'- -'- .......... , .l.C::..i•-- L·-- ...,.. _::;, .. .., 
d iro,-.-rly Sr=>l''/ 0 all ....,emhers 0.., .... ._.,n _ .... ~......,.:·., "ou ... i's ""'.,...;~!'.l.,....:1,, ----\.I - ·._ -- ll~u .. .._, .... J.. VJ.•- .L.c..;....i...:..-..; ~ ~-..:...~ ... - .... ...:..-"' 

1-im;+ed +o ,,,c,.,... 0 n .:n +·n~ "r'~~rodu,....-'-i· .. -0 a-,::::1 .-,...au~ o.:- ..,~ .. J. _...._, -'-' v ""L- ..!.. • ..., - --::'- _._, oj.._ :.::,- 0-' :;;' ,_ _ _,,--~ 

years and children 0-5 years of age. 

By concentrating ~ts ef~c~ts on i~pro~ed 
( family health throughout the country the >:'JP. ex;:ects to: 

1
1
1

• ~l) decrease the high perinatal and child ~ortality rates; 
2) decrease the incidence of parasitic infections and 

j\ preventable com.rnunicable dj.seases; ( 3) imi:ro·:e t?'le .rmt.ri-
tional status of nothers and children; and (U) attain 
better spacing between childbirths. ~owever, experience 
has shown that substantial i~prover;-.ents in these areas 
are long range goals which will hardly be ~eas~rab:e on 
a countr~:ide basis within the short life span o~ thi3 
pro.j ect. Therefore, special stud iP.s a~1d sample sur:eys 
of socio-demographic and epide~io:ogi~al data will be 
needed as a neans of veri~ication of progress toward 
attainment of the goal. During the life 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 project can demonstrate 
its desired countrywtde impact. However, in no way should 
this be co~strued to mea~ that the project's goal is 
limited to improv~.ng the health of the population of the 
Be district in Lome. Through the outreach effect of the 
project, the goal is nationwide improvement of the health· 
of mothers and children. The ·1imi ted surveys in the Be 
district will be supplemented during years three ancl. four 
of the project with socio-demographic and ep ideraiologica.L 
sample surveys in rural areas in the different regions of 
Togo, particularly in areas where trained pe~sonnel have 
returned. 

The important assumptions for achieving t::e 
goal are: (1) the GOT, part~cularly the Ministries of 
Health, Education, Finance and Plan will continue to give 
support to the policy and strategy of extending fa~ily 
health services to Togolese families throughout the 
country; (2) the GOT will continue giving support to im­
proving its rural health delivery system including activ~­
ties in the nutrition field; de~ographic data collect~on, 
storage and use; improved access to safe ·.·Tater; the 
epidemiological surveillance syste~; and streng~heni~g 
middle level health pe~sonnel in management of health 
facilities on regional and sub-regional levels; and (3) 
other factors such as drought, famine, w~ll not upset 
the expected benefit of i:-:rproved :"a.:":",ily health, ec'..ucatic:-'. 
and services. 

3. The FurDose 

The purpose is to strengthe~ t~e G2T's inst~­

tutional capacity to provide ir.ipro'red f'a:ni.ly health .ser':ices 
to its oooulace, oarticularly ~re~0-nant and lactatin~ ~ethers ... .... .. - ~ 

and children 0-5 years of age in rural areas, through in-
depth training of medical, paramedical and 3ocial ~erscnne: 
. . -'- ~ ... . , , 1-'-' ( . "" . . , " 'II "'I .... in various aspec~s or ~aCTi~y nea ~n ,~a~ernaL cni~c nea~~n, 

nutrition education a~d family planning). Acco~plish~ent 
Of the '"'UI"PO'"'e ... ;11 r;:;au;ro consis+-p,,-- "'~"' 1 ~c . .,•~c'"' c-.., !-' .::. d--- - _ ..,._ ._ .._ V- ... V ~-:'!'..;...- c;,.,vJ.. ,,. ~ 

irr.proved standards and procedures for delivery o:"' care 
and inforoation, as well as a better ~low of infor~at~on 
from medical, para~edi~al, and social personnel to the 
general public concerning the concepts and practices o~ 
family health. I:-:iproved informa,t:.on :.s required to ::.ot:!..va.~e 
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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, para~edical 
and social personnel as a means of accomplishing the project 
purpose. Training is required to increase the undetsta::lding 
among sucn personnel regaiding~the various elements of 
family health and their relationships. ,,Train,~netJ.;.,s .. J!.J.~", 
important to motivate such personnel to deliver high quality 
care"~'ana-·;.information pertaining to preventive family health. 
The ~Vfinistry has already trained abroad a nucleus of physi­
cians, and midwives, social agents/animateurs and health 
educators . This-~ gr Ol;!.2..2'.~JJ_ ... ~q,() 9.§ .. !-A!:-~~.§ .. ,J he .,.SS~£.~L~2.L~~E~.;£l.~r § 

:(g,r"_~e~~~Il § i9fi_ ... o.f J~.m~1.~'L~P.~.a:L ~;n .. ~. r:.~.*.oJ.ng ... to its rned i cal, r;, ar a -
medical and auxiliary health personnel and sccial agents; 
animateurs. It has already begun to ~ntroduce th:s kind 
of trainirg to ita personnel, largely in the form of short 
courses designed primarily to motivate, but also to provide 
limited a~ounts of information concerning the concepts 
and practices of integrated, preventive health care for 
the family. One exa~ple of such traini~g is the short 
course which was offered to auxiliary ~idwives dur~ng 
late 1975 and early 1976 sponsored by the Pathfinder Fund. 
A th 1 ,j..• • .... • • h .... . ' ...... -

no er examp_e are i..ne many snor..., ccurses '.•;n::.c._ vr.e L111,;rt 

will offer in conjunction with the Un~ted Nations ?u~d !or 
Population ~ss~st~nce.(U~FPA) c!er a p~~icd. of one and a 
half years oeg:.nn::.ng in July l9 r 7. ~·fhi..:..e tne se ;: rog1·a:::s 
will perforr:i. i~por::ant educational, O!'ierr:a t ion func:, icn3, 
they are not ~ikely ta be sufficient by the~selves for t~e 
task o~ accorr.plishing ~he project ~ur?ose ~i~ce this ~ra~n­
ing takes place in conditicns which do ~ct ~ermit ~~c 

necessary ccr.lbinati·::m. of theor.y 2::::. ~ r::.ct.:'..ce, ::er cc t:-:.ey 
fro,ride sufficient tir:te for tr3.:..~ .. ees to abs0rt t!1e ~ .. -='f; 

inforffiation and techniques. 

Additional training lS ~eq~ir~d in a se~ting 

wnicn cor:ibi.nes cl.:.nical a:-1d classroor:-L facilities and ·,.;hich 
provides courses of s~fficient length :or students to 
master the new concects and oractices ~rhich are oresented. 
The MOH therefore, ~~opose~ttat a Center of Fa~i~z-
H 1... . r:;:b - 4. + ~ "" .. .. .... . .\" ·-n--7""!S"_,,-~- . 
... ea i.:n~ cor:.s "rue ve~ vQ._Q.l.~J;-v~a.:..n_ng an~~,,.. - '!:L_?:!.:fi.J.,:J,g 
of pers9n.r..el _and serte as a model for. the delivery of 
qti~Iity family health services. The G)T ha~ ~tated that 
because of the sensit~vity o~ the subject, family 

1 • l ' 1 d • • • ""• . . 1 mh ,., 
p an...'11ng worK snou"'- oegin in .... r.e cap:."Ga . J... era~ore, 

the Center will be established ~n the Ee distr~ct of 
Lome, a densely pcpulated semi-urban low inca"iiie·'-area. 
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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 types of 
personnel who will benefit from training in family health 
(see revised Health Sector Assessment pp.12 and 13 ) and 
the limited capacity of the Center (discussed in the 
Technical Analysis of this PP), it is obvious that it 
w-ill not be possible to give in-depth training to all 
personnel who might benefit from it. Therefore, the 
emphasis will be on selecting small core groups .-"' nior 
~e!"_so0rie1_-r..,-rt_f1:--'S11p-E-:r·vi·s-c5ry res-pons-ibTITfY-J'~Qm ~:a.en- rie?-1 th 
aTst.rict for traini.ng. These cadres 1.·Till in tu_ ~e.ss 

their·-c.raTning expe:Cience on to the personnel they super­
visa. By giving priority to "training the trainers :r the 
project will have a better multiplier effect and a gre:a't­
er opportunity for reaching a major part of the rural 
population. 

~·fnile the different classes of trn.inees will 
have different needs in accordance with the rol~ they ~ill 
play in the heal th team, there is also need for err~pl;.as :..zing 
the team approach. Thus, the grouping of the dif~erent 
types of traine 0 s •.·:ill be i:nportant. To the degree poss i­
'ole "'art c.::- .... n, 0 "-'ra-in;ng T"\rorrra"' ··1.;11 i"'(' 1 ud 0 ,...,.;'("'~ ,....,"",..~"",.. 

}J J.. \J - L, _ _ .......... , !:' 0 .. ~. I -- -··-- - ~-·-··- ...... \,,.._i...1.,,..o...::>U_.:J 

with doctors, ::i.idwives, nur3es, soc~al worker3, in order 
that each type of t-rair..ee ·,.fi 11 bette !' u~de rs ta::.d a:-id le ar!'1 
his particular role in the team. There~ore, the c~rricu:u::i. 

of the training progra~ will have to be flexib:~. ~8 a 
certain de6ree the ~a~i~y ~ealth Tra:~i~g C~~te~ re;~e3e~ts 
a new and experi~er..ta~ a~prca~h to recrienti~g healt~ s~r­
vices towards family health w~th e~9hasi3 on p~ov~~l~g basic 
preventive health ser~!ces to the largest possible ;a~t o~ 
the pop~lation. There is no set of ~Lxed ru:es to o~ta~.n 
this result. Progress wi:l best be attained through the 
practical ex~erience learned from trials and errors. 

Tne Center will be ccmple:-::entary rather t'.:1c..n 
competitive to already existing health tra:.n::..ng faci2.it'5..es 
in Togo. In addition to its f~nctions of trai:-ii~g and re-
tral'n-tnO' .;."' 0 a"-i-"'• .. e'ro.,..,+ "-y""'eS O""' corso·,....r.o· a·ro!:)~y e,.... ..... ~O"F>Q . 

.- 0 V•~- --.!.. ,.._ • .L\J Lt·!-' . J..., .__ .i..J.1.,._..;.,. - _.._~ u • .:_...-.- J-

' t \... vo u ..... . c +- • 1 1 . . ~ . . 1 .... . . oy 11e ~ n, ~ne enwer ~:- proviae a c~1nica_ ~ra:ning 
ground for ~edical interns at the Togo ~niversity Ecs;!tal 
Center, ~ursing and ~idwi~ery s~uients and social agents/ 
an-tmatours ~rc:n t~e m00'0 1 es• .,...ara~"'r;~~ 1 ~~n·oo~~ ~'nJ~ 

• ..J...J.l - ~ •• 14. .L 0 -- . ._ !;./ ··1-\..4.-·-C:..- v '- .. -l.~. .:.. ..... v 
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underlines an important function of the Center. After 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. HO'wever, in order for senior personnel to guide 
their students and provide the type of training and super­
vision in family health that will contribute to the attain­
ment of the project purpose, there 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 
the Family Health Center. 

In view of the Center's role to serve as a 
model and to set high sta~dards for delivery of care and 
information within the context of realistic, appropriate 
technology, the broad objectives of the training programs 
will be to encourage and train the medical, paramedical, 
and social personnel to use the techniques necessary to 
provide care and information which will attain desired 
standards. The objectives must be defined in accordance 
with the role each particular type of trainee will play 
in the health team and their particular background. In 
each case the objectives should be job specific. Th!s is . 
particularly true in Togo where paramedical personnel often 
are working in rural areas with only remote supervision 
from :nedical perscn.."'1e 1. They have to ta~e re spor.s ibili ty 
for and carry out tasks that under ~o~e favor~ble circu~­
stances would be performed by ~ore skilled ;erson~el. 
This again underlines the need for ~lex!bili~y i~ the 
training progra=. Sta~f and trai~ees at the Fa~ily Eealth 
Center ;·rill ha're to work toget.her to review standards and 
practices and to impro·1e ther:l wherever ap~ros:;riate and 

'\'possible. Systems for ~eeping medical and social service 

\ 

records will also be reviewed and revised as necessary 
by the Center staff to ensure they provide the infor:nation 

, required to verify desired pract:.ces are being followed. 
The staff and trainees at the Center ~·rill ctlso collaborate 
to produce and ~efine 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 fa~ily health and particularly child spacing. 

Although s~all in f inanc:.al terms the a~ount 
requested to support the Center's applied researcn. act:. vi ties 
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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 imolementa­
tion of research/evaluation studies. Some examples are studies 
on traditional contraceptive devices and practices. Small 
socio-demographic studies on knowledge, attitudes to and 
practice of family planning (KAP studies) will £1.lso 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 to 
base the evaluation of the training program. These studies 
may lead to proposals for more extensive research to be 
financed from AID/Washington or REDSO/WA research :unds. 
Thus, the research funds granted to the project cculd be 
considered 11 seed money!! which might lead to important 
research indications. 

Besides the above fu...."1ctio!1s the Center ~·ri.1_1 
educate and motivate the public to understand, accept and 

.L. • +' • 1 h 1 t' 171h . ' . ~ ... . ,... t praCvlC8 ~aml y .ea_ n. 1 US, ~ne experience o: vne ven er 
will be utilized to design and improve educational a:ld 
motivational materials for public use. The Center will 
also cooperate with the Ministry of Education fer the de­
velopment of 11 sex educationrr :naterials :'or use :.n ;iri~.:.::.ry 
and secondary schools. When not being '..lsed fer training 
h ci altn' ce rson,1.=i, and soc i· al a-::.,.., ........ la)'"\~ ""at::.·, .,.,s ... " 0 a·u,..;' +- ""r' ,.,.,., - _ __. --1.. .. - ::S-•.-.'...I~/ •• ..t...... -"'""- l.t.a..- ..._.._""v ... ~voi..1 .. 

at the Center can be used for conferences, worksho9s Q~d 
seminars attended by pri:nary and secondary schoo: te~che~s, 
0-'-hor ,...,...q1ern- 0 n ... a 1 o.&"-""~c~!l 1 - --r..:,. .. a ... e c.!..;....:...,e....,s ,...,,,_~!-.,... v ·~ 'i;)..J -~"''-'" v ""- i.:..~ ~-...i...;;::,J ~~-.:..I \,, ..!.v-.:.0 .i C. ••. _., '-'• 

organ~zations ~nterested in fa~~:y hea:tn. 

(1) A Family Health C2nter will have been 
constructed and equipped; fully staffed with qualified 
Togolese persor1nel; provide in-depth t.raining in the various 

..... ,... .t:' • ~ • , t' ..... . . 1 1 • ~ - • 1 aspecvs or ~ami~y nea~ n vO meaica_, ~arame~ica1 ana soc:a_ 
l""'e"r'<"'O>'"'ne, as Trell as ouali'+.y 'no_,,._;.., so•r,•icos to ...... .,.,e ~ori•l,,, .~ ..- u .1..a.• -L ,' -.- _ - ~ -c-V.1..- -- '/..- ~.... Vl..e ::· .:"u---

tiOn in the Be distr~ct of Lo~e. 

(2) Introduction o~ ~arnily heal~h services 
including family planning by well tra~ned health personnel 
in at least one MCH or health center in each o! the 21 
health districts of the country. 
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(3) The following percentages of MOH 
:eersonnel will have been trained and/or .cetrained: (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/a...~imateurs. 

(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 
a modern contraceptive method within five yers of full 
operation of the Center (i.e., FY 1985). 

The major assumptions for attain~ent of the 
purpose are: (1) the MOH will provide qualified staff and 

other resom·ces necessary to carry out all functions of the 
Center at the appropriate time; (2~ trainees will effect­
ively utilize their new skills; (3; trainees will be re­
turned by the MO'S to rural health posts in the field; and 
(4) family health concepts ~111 be accepted and utilized 
by the Togolese fopulace. 

4. Outputs 

The ~ajor outputs of the project are the de­
sign and construction of the Center, the participa~ts 
who receive U.S. and third ccuntry training, and th~ 
trainees who return to their health post in the field 
to practice their new skills. It is esti~ated that a;9roxi­
cately 120 senior level trainees with supervisory res­
ponsibilities will be trained and/or retrained per year 
starting early FY 1980. Approximately 120 mid-le7el 
trainees are e:~ected to be trained per year and lc~er 
level trai~ees will be trained on an as needed basis. 
~·ihile it is expected that the majority of MOH :r:ersonncl 
will be trained within the six-year life of the project, 
there will be a continuous flow of students from the 
Togo University Hospital Center and the Togolese para­
medical schools beyond the life of the project. Trainees 
are discussed in more detail in the T2cr ... ~ical Analysis. 

Another output of the project will be the 
production of educational materials on family health 
training for the use of trainees; sex education ~ate~ials 
for use in pr~~ary and secondary schools; and educational 
materials such as illustrated par.-.~h2.ets, filrr.s, fil?":".­
strips, to be used for education and notivation of the 
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public to accept and practice family health. 

The actual production of sex education and 
family health educational materials will not take place 
at the Center but at the Division of Health Education, 
Ministry of Health. The head of this Division has been 
one of the leaders in introducing the concepts of family 
health to the public especially through mass media, radio, 
TV, etc. The Division has basic photographic, film and 
reproduction equipment for the purpose. However, its 
pro~uctivity has been limited by lack of staff and 
materials. Peace Corps has assigned one volunteer to 
assist this Division in designing family health educa­
tional materials and ?FIA ~ill finance the costs of the 
needed materials, ~ilms, ~afer, printing, etc. The 
family health educational materia:s produced by the 
Division will be tested at the Family iiealth Training 
Center and inproveC. as needed before they . ..,ill be :t: ro­
du~ed in large nambers for country-T.·;ide districutioi .. 

~Tnile the heaJ..th services prcvided to the 
population of Be district may be considered additional 
benefits of the project rather tha:i pr.:.::r .. a.ry outputs) 
the numbers and types of hea.l th services p.rov lded b;'/ 
the Center will nevertheless be factors in the eval~a­
t ion of the project's acccm;J..ish:nents. 

However, the o~~reach of the Ce~~er to 
the Be district and its ind~rec~ li~~ tc the rural ;c;ula­
tion is the single ~ost i~;crtant part of the ;ro~ect. 
J:'his i:s discussed in the Teshr1i~a:.. er-.i Sec: ia2. ;..:-.a:~r:::e s. 

The imcor~ant a3su~cticns fc: achiev~~G o~t­
nuts are: (1) suffi~ie~t ~u~bers. of t~e dif~eren~ ~~~es 
of hea:th cerscnnel will ~e availa~le a~d re~eased fro~ 
their current duties for the duration of their training 
or retraining courses; a~d (2) trainees will be carefu:ly 
selected in accordance with priorities and criteria 
established by t~e :·.IOE. 

5. Inouts 

Tc secure th~ out~uts desrribed i~ the fore-
gol. ,.,:::r SU"O '"°C•~o.,.., ~~e p.,..,O~:;lr'"'t .,~, ... ricr-ena· 0.,., ·~-o,·p• .!:lY""rl ••o _._, __ '""'- '"' i..,,. ~ .. ..:-- •'-~.J.. • ..,,_.:., •• .. ._, __ ,.._..o...,/ _,,.~, 

well ccordinated inputs ~re~ al~ donors (i.e. AI~, ??!A, 
GOT and possibly U~??A. The inputs by donor are as 
follm·Is: 
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(a) AID 

AID d~r~~~ 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 3 6 person months (PM) who 
will serve as counterpart to the Togolese Center Director 
C,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 recei~ed 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 progra~s 
to be offered by the Center ($180,000); (ii) approximately 
102 PM of short-term (3 months) participant training of 
selected MOH person..11el who will either staff the Center 
or assume top supervisory res:~onsibili ty for the family 
health pro~ram in their region, circonscription, or 
district ($69,500); (iii) commodities, health and sex 
education materials and su~plies ($210,000); (iv) some 
local cost (i.e. secretary and research funds ($70,0CO); 
and (v) a portion.of operating cost (i.e. vehicle main­
tenance and FOL ($15,000). 

( c) GOT 

The GOT contribution totals $837,200 
over the six year life of the project. The categories 
a.re as follows: (i) la.11d for the Center site ($25,000); 
(~i) per diem and transportation costs for trainees 
($110,100); (iii) 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 vehicles for the C2nter 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 purpose. 
This figure also includes financi.ng of mobylettes and 
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bicycles for itinerant health personnel to help strengthen 
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 allocat~on. 



. TABLE .I - INPUTS BY TYPE .l\ND YEJ\R OF J\LLOC.ATION - us :tooo 

I. AID (dir.ectl FY 77 FY r{8 FY 79 F'Y Bo FY n1 FY 82 FY 83 TOTAL 

A. Design/Construction 
of Center 839 839 

B. Public Heal th 
Advisor/Administrator 270 270 

c. Furniture and Eauip. lh9.3 1119. 3 
for Center 

D. Bilingual Secret~ry 20 20 

I 
TOTAL AID (direct) 1278.3 1278.3 

Lr\ 
(\J II. FPIA FY 77 FY '78 FY r(9 FY 80 FY 81 FY 8~ FY 83 TOTAL 

I 

A. Short-rrerm Tech-
nicaJ Assistance 

Research/Evaluation 6 12 12 6 36 

FamlJy Health/Curriculum 
Development 12 lB 12 1~2 

Education Mot. Develop-
ment 12 12 6 30 

OB-GYN 6 12 6 ~h 

Nurce Midwife 12 18 L~ h2 

Honorarium (Guest 
Lecturer) 2 2 2 6 

B. Participant Training 16 .1~ 27.2 16 .11 9.5 69.5 



FY 77 FY r{[3 FY 79 FY no F'Y 81 FY 8?. FY B3 TOT/\L 

c. Commodities 

(1) MCH-FP Equlp. ~?5 ?.5 
for 8 exam. 
rooms & audio 
visual equip. 

(2) Health & Sex 
Education 
Materials and 
Supplies r11-

r_ ".) ;:w 
-~ 50 

(3) Contraceptive 
Supplies 10 15 20 1-i5 

I (h) Family Planning \D 
C\I Kits 20 30 110 90 I 

. D. Local'Cost -

(1) Research Funds ;20 20 10 50 

(2) Bilingual Secretary 10 10 20 

(3) Vehicle Maint. & POL L-
J 5 5 15 

TOTAL FPIA 16.h 125.2 180.lJ 139.5 B3 51~ 1~ • 5 



I 
~ 

·(\J 
I 

GOT I FY 77 FY 78 FY 79 FY 80 FY Bl FY 82 FY 83 'fOTAL 

Land: Center Site 

Training: Per diem 
& transport of 
trainees 

C. Personnel 

D. Operational Cost: 
Medicines, supplies, 
pharm., maint. of 
Center and vehicles 

TOTAL GOT 

UNFPA: Vehicles, 
mobylettes, bicycles 

25 

23, li 26.7 

22.6 7h.li 109.1 

5 47.5 59.5 

25 27.6 1h5.3 195-3 

50 

50 

30 30 

120 133 

63.5 67.5 

213.5 230.5 

25 

110.1 

459.1 

243 

837.2 

50 

50 TOTAL UNFPA 

GRAND TOTAL 1303 .3 16.4 202.8 325.7 334.8 296.5 230.5 2110·.o 

The assumption for achieving the inputs are: (a) timely agreements between all 
donors; (b) technically competent, French speaking technicians are secured; and 
(c) timely delivery of services and commodities agreed upon by all donors. 
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PART III. FROJ"-ECT ANALYSES 

A. Tech..nical Analysis Inc2.uding Environmental 
Assessmeni:. 

1. Tech..11ical Fe as tbili ty 

In anticipation that the proposed Center would 
be built two 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-GYN specialist, a 

pediatrician and a general medical 
practitioner 

- l evaluator/researcher 
- 4 midwives 
- 3 nurses 
- 2 social agents/aninateu~s 
- 2 health educators (agent technique) 
- 1 laboratory technicia~ and 

1 assistant 
- 1 pharmacy technician and 

1 assistant 
- 1 librarian 

support staff (secretar~es, record 
clerk, janitors, etc.) 

£PIA will provide approxi~ately 29 ;~rson ~c~ths of shcr~­
ter~ tech.nica2. assistance over the f2..rst five yea.rs o: ... t:-..'= 
~PQJ"pn..i. ~~O s~oc•~1~.;es O~•r.;~i-~nd ~ro• a'• ~a~•ly, h~~~~~/ ;:-- -~v. --.1.·~ .:-- _,_..__,,_ ~·• _....,_u,._ --~· , ~ •"-- •·'---'"'~i1 

Cur i"-icu.,1um c.",::nre1-- ... ,..,,.::>,.., ..... 'o' ·'\;::{ ,..,.r.·. c) ... ,u .... -e .... •,l·r• .:- 0 ry· _., 
·- J.. .Ll _, -'-'.t-"~1.L-·.L'"'' j ...;__,- 1J ...... t, ~:. ... .;; - .. ~.:.. ...... ,-..: ......... _ : --4/ 

ed''Ca .... 1on m~ .... eri"als d 0 11eloc-on?• ana· o\ ~esea .... "h'e·1~ 1 • 1 ~ .... ·~n 
...L ""'..... ~. (,,,;,,""" - """" - - ~j. - ... v ' ~... - J J. .............. ; (...;. -- \.4.:,... "" - .J • 

Prior to opening of Center, ??IA consultants 
will desig!1 an in-service refresher course for the core staff. 
The GOT will provide a temporary tra:ning facility for this 
in-service training. In additic~ ??IA will f:nance a;~roxi­
~ately 102 FM of short-term participant train~ng 9ri!1cipal-
ly in Africa and .:.n the U.S. The Center Jirector and t:ie 
eva '1ua .... or 1r 0 sear'"'her '•1 41 ~ roco•,1:::1 a"" .... .,,.O.<l'""'a .... e.,y .... ~11·:=.e ::·r 

..o- V / ...,. .._ "- ,. t .- .- ..:... - - .;.. -- .!"" ;! - ~ uL V - V 4 - • •·• 

Gf U ~ train~na in clin~cal -an~ao~a~~ ~~~ ras~nr~~/ 
• ...... • -· ....... :::> - - -· • - - ........... o;:,-"·-~·.... ~.I.A - --- -·"· 

evaluation respectively. Other part~cipants ~ill include 
selected top 8upervisory and middle-level personnel, 
members of' the core stafi' and 20 mid\·:ives for specialized 
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training and upgrading of professional skills. 

In collaboration with the MOH, FPIA con­
sultants will also identify Togolese resident experts and 
professors in the fields of preventive medicine, community 
health, maternal and child health care, nutrition demo­
graphy 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 sa~e personnel will 
also develop other curriculum and educational materials to 
be used during the different training cycles. 

Since all personnel who will attend train-
ing courses at the Center already have some background in 
health sciences in accordance with their particular 
categories, the training will mainly be practically orient­
ed. It is important in this context that all students re­
ceive a basic course in the concepts of family health and 
their relationships. Besides the health aspects o: this 
interrelationship, the course will emphasize the basic socio­
demographic aspects of population growth. In addit~on to 
the practical and classroom aspects of family health (pre­
natal care, post-natal care, ~n~ant care, ch:ld spacing, 
nutrition, control of co:nr.iunicable diseases, sanitaticn, 
personal hygiene), the training programs will emphas~ze 
techniques of heal th education. That is, how to :noti·...-a"':.e 
people, hm·: to bring about co;.-.;;-,unity ;an:ici;ati~n for 

• J- ""'I , l+. . .J.. 1 • , .., ~ • ... ' 

improve~en~ or nea wn in ~ne vi~~age, a~c now to eva~ua~e 
DrogrOSS ~nd ''r"·Qio,..,.~ Tn 0-hor 'IQY',-iS .-.·_,o t' ra'..,-ifl-r .,, '~ - ~ c..:. ::' v - - i., ~ ~ • ...- i..,, - •'· - l-4 ' v ~ • - .... c; ..._ .. • - .. :::, ,1, -- ...:.. L 

be aimed at ~aking the stujents ~or8 pub:ic ~ea:~h orie~~­
ed, helping the~ to better understand ~he health ~eeds a: 
the rural population, and how to meet these !'leeds "oy m.'J.tua: 
trust and U."'lderstandir.g by wor:-<:ing together. 3'J e:r.phasiz ing 
these principles, the training programs to be offered oy 
the Center will have a substantial i~pact on the students' 
orientation towards public health and preve!'ltive me~121ne 
and thus influence the health services to change their 
emphases in this d~rection. 

,,,. ?"' • , •• , t' c . . , 1 . ., d 1 . • .ne ram11y ~eaL n enter wi~~ lnc1u e c_~n:c 
facilities for: a) pre-and post-natal examinations and 
consultations; b) child spacing co~sultations and t~eat­
ment; c) examinations and treatment of problems 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 
audio-visual equipment for conferences, lectures, semin~rs 

and workshops, a lounge for students, a library and offices. 
~~1ile the clinical facilities will be designed for easy 
and efficient flow of up to 200 patients a day, efforts 
will be made to limit the numbers to allo•11 time for 
quality examinations and treatments. For further ~etails 
on the physical facilities of the Center see Annex C2. 

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 classroom and clinical 

. training. The maximum size of class which can be accor.1.T.odat-. 
ed at one time is restricted by the clinical facilities. 
With eight exa~ining rooms, twenty persons in one group 
seems reasonable. Separation of different categories of 
personnel is usually desirable fer the classroom portion, 
but the team approach to clinical care gives everyone 
a better awareness of the roles and functions performed 
by each mem.ber. Less demanding training for mid-level 
personnel and students at the ~edical or paramedica~ 
schools could be scheduled in alternate ~onths. 

The following table provides an esti~ate o~ 
the nu~ber and different categories of ~ersonnel to be 
trained at the Center. It should be noted that f8r s~udent 
traini!'lg, the number of students, ty::;;es o:~ trai::i..::g, 2.e:-:g··~h 

of courses and curric~lum wi~l be ~orked cut bet~cen FF!A 
MOH and the ad~inistrators o~ t~e i~divid~a~ schools. 
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TABLE II - Estimate of rrurr.bers and Categories 
of Trainees and Dura~ion of Courses 

Senior Level 1 Month Trairliri--·•-4•!::!.i - Clas:sroom and Clinical 

Category 

Physicians 
Midwives 
Nurses and Medical Assts. 

Total 

Mid-level 

Auxiliary Midwives 
Social Agents 

Lower Level 

:'j'l=-c;.,r,--:""ai ·'':]"on+-,.. .i. ...... ... .-..... -\..... - no._ "";.::> 

Auxiliary Nurses 
rrr!:lve1; nO' :-ir 1u.,.ses i .. ~ =- 0 !"1t.<:: 
- <.;;;. - - 0 l' - \ •• ::::> - •• " -

School Health Instructors 

Catego:-y 

~-i!ed ical Students 
and Interns 

~·1:. d:·1:. ve s 
~·1edic al .;ss ista::ts 
( • ~ rl . 1.nC..;..Uv. :..ng "'Urse ... ' •• - .::i J 

Aux:.1:..ary ~·1L:.w:. ve;:; 
Social ~-on .... -J"A.5 ......... ~~ 

1980 1981 ig82 -·- 1983 

5 10 10 10 
40 40 50 50 
35 50 60 60 

80 100 120 120 

1-2 Week fi'y.ainine"' .... _ - --.l. 0 - Classroor:l a.nd. So:r;e Clin'!.c'a 

80 80 80 80 
40 40 40 L:.o 

Variable Length - Classroor:t C:lly 

As Needed 
, .. i. i::::.r .;..s'') .... 1.._n_. a:!"l i... 

1960 1cc.1 ; -:iR::i .. -"'"'""' -_,,-....; _ - _,. __,,, __ .:... ';J ':) :; 

10 --.r-:::.v 20 2C 
~('I 
..I"" 3C 30 -;c 
70 70 70 "70 

llO 1, '"' , , '"' L!.C W.\j '-V 

?f"'\ _..., 20 20 20 
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Physician training is scheduled for five 
persons the first year of operations and ten thereafter. 
Since there are only about forty physicians working for 
the MOH who are not either attached to the University 
Hosp:ttal (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 be the 
roles and functions of the physician supervising para­
medical personnel rendering family health care. The in­
clusion of a physician in every one month course T,110uld 
strengthen the program. Classroom work for physicians 
could consist at least in part of self-instructional 
materials-articles, films and slides. 

Midwives could attend the course in g~oups 
of six. This size seems appropriate for good cl~nical 
exposure, yet large enough that ap~roxi:nately 85 cercent 
of the midwives employed by the ~ 1!CH · .. .rill have been train­
ed within four years of Center operations. 

At the moment there are on:y about fifty 
medical assistants erc~~loyerl by the ~·!O~, so it shoi1::..d te 

. b, .j., ..... d t . . t . . . t' . ..... .... . . poss1 ~e ~a ex~en raining o ~ne~ w: n~n ~ne ~1rs~ 

three years of Center operatior.s. ~iurses givi!"1.g pri:-::ary 
care in rural areas can be inc:uded as identi~ied to a 
:na:,i:nu:n of sixty during the :fifth. year of' the project. 
It is not 1c1oi,.rn :tc·t1 ::1any of ti1e over 500 state cer::.:~::.e·i . . . nurses are giving primary care. 

The two categories o~ person~e: ~ha ~ay re­
quire classrccm training ~ith a s~al: a~ou~t of s~~er~::.sed 

clinical ex;er~e~ce are the auxi:iary ~~d~~~es a~d ~he 

S 0 C ~ a l.' a (";" 0 ,..., ..:.. ~ ;' r n ~ ~ p .... "' u r - ".:) r ""'·~ "' ·...., , - . ~ (") r-. ""- - __ , +-. ·,.,· 0 '.,·, p "O ·-~~ .:.. 
0 

... ,;i....::i c. •• _,. __ .1,,,_ _ .::i. ._ _ v'-v.'-'-J ~ __ __ _ _ __ 

training ~e.ricd 'dOt:.ld be suf:""':.,:::e:::. r:r.ere ar-:: c't~~ ~C~ 
auxiliary ~idw~ves e~p:oyed by ~te :~~, and the:.r shcr~­
term in-servica training ~ay be ~ore ap~rc;riate:y 
carried by the U:TJ? fu::ded p :rogra:-:".s g: ·;en :'...n reg:.c:--,al 
cent.::rs. 

Classroom train:.ng c~ 7ar:.able :eng~hs ca!'"l 
be carried out with the lower level hea:th ~ersonne: 
ut:.lizing either one clas3room, the a~d::.tor~~~ ~r bo:h. 
This ~ill not interfere with san~or leve: st~dent3 re-
c .:..: ·ri n:r ~,,.. se·,..·r'ce trAi"~ncr ·.:,....,·1e"e.,.. +-'n::'lri::> .... u~ .... """ 

- J.. ' -• b ~. J. - • ' -'- ..- - u -• "=> • •• ...., • I - ' v ·-. - .•• .:; v v -

coord:.nation in the use of the teaching ~acili~ies ty 
lower level hea:th perso~ne~ receiving in-ser~ice t~ain­
ing and stude!'"lt.3 attending so;ne se.:.~c'ted top .i.cs G.l!d 

training at the Fa~ily Health Canter. Use of the 
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auditoriu~ in the evening may be particularly appropriate 
fer groups such as school teachers being exposed to 
techniques of teaching sex education. 

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

Generally there will be approximately six 
in-depth training cycles per year. The phrase rrin-depth 
training ii is used in a relative sense. The short courses 
for auxiliary mid•.vi ves and para:medical personnel sp on.sored 
by the Pathfinder Fund and the u3??A are usually in the 
form of 2-3 day seminars or workshops which are basical~y 
orientation and educational in nature. In comparison, 
the four week courses to be offered by the Fa~ily Health 
Training Center will be relatively long and more intensive. 

By allowing one month in between training 
cycles, there will be adequate ti~e to alter the training 
curriculum e.::d for staff members to provide c r'.lc :al fo 2..low­
up, supervision and technical a~sis~ance to graduates 
working in the field. Follow-up is especially important 
within two months of a trainee's graduation fro~ the 
Center. It provides instant feedback on whether graduates 
are utilizing their newly acquired skills; and it allo~s 
follow-up by staff to provide techni:a: assistance where 
required as well as offering an opportunity ta reinforce 
everything taught in training. 

T rain e e s .. ,.., :.. 2..1 b e s e le c t e .j C :l the > ~ ·~ ;: : .... r' o :71 

rural health posts throughcu~ ~ego. Criteria for their 
select ion, to be deve lo~ ec by -:::~e :.;: H, ·,.,:. 2.1 ce su':>j ec-: 
to cha~ge based on t!"'.e ;yg_ct-:..cal e:-:~2~·:.ence of tf'!.e 3-:a:'"': 
and students. The nu~ber of students to be trainei a~~:· 
or retrained at the Center wil: be ccns~rained by the 
capacity of the Center and its staff to prov1ce the 
necessary supervised clinical ex;erie~ces needed for 
quality train~ng. :n addition, there is a li~:t to the 
numbers of scarce heal th ~ersonne2. · .. 1ho ~an leave t:-t'2ir 
hea , .... h "o~~~ in ..... ne ~{e~d ~or 1 oraer -~r.:o~s o~ ·~~·n:n~ 

..l..v .!:-'""'" -· '- .1. .. ..L.:. - -••o- !:-'~- ... u - ""-u·-•·····6 
·1.:•hou .... -"F'='O""arrii'..,.;""I...,.. .._,n~ °""~~ 1 t°"" ~".lY'o i" t.,., 0 1'yo d~,.. ... r.:f' .... ~ 
'I J.. \J "' LI ·J - ;! ....., '-' - • .. 5 L, 1 - ~ .i. - - - .. ~ .._ ~ - - - _.. 1 ., • 1 - • - ..::: \.I ... !. ._ '..J .;:, • 

The selection of trainees ~il: te inf:uenced by these 
two factors a.nd by the ob.ject:.·re of providing types o:~ 

training bes~ su~ted to ~eet the particular needs of 
individuals. 

The question of ~hether the personnel ~ill 
return to their rural health post poses no real proble~. 
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They are employees of the MOH, selected from their rural 
posts and have no choice but to return when so directed. 

The entire training component is hinged 
on timely co~pletion 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 oooulation will it be oossible to achieve the . - -
overall purpose of bringing better family health ser-
vices to the largest possible number of t:t;.e rural poor. 
In practical terms this means that the t~ainees at the 
Family Health Training Center will effectively prac~~ce 
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 
has no direct influence. There are, however, certain 
conditions necessary to reach tne ulti::nate beneficiaries 
which t~is project can and will support. ~hese conditions 
may be su::unarized as follows: 

(i) The first condition is the careful 
selection of the trainees. 3y giving priori~y to train­
ing core groups of supervisory personnel fro~ each cf ~he 
21 different health districts, the project wi::..i deve~o; 
linkages to reach the rural po~ulation. 

(ii) Secondly, :!-1.e t,~~~nir1g ~.".is:, ~:e di.r22:ed 
at giving the t~a~nees s~f :~cie~t sel~ rel:an:e i~ crjer 
that they ~eel sec~re in practici~g ~heir n2~ ski::s. 
T!lrough the c Cr:'.b ina-: ion o :' cl :,nic a: c_:-.d c ::..a3 s roe::-. in-
a• e_""' t.. 'n tr,,-_:n_ini!. -7-'r.o. ;:;'a,..,.· 1_:y, t:;::),:1;•...., ~r::i' ...,, ... .:; .....,"r-e.,.. .,,,, -

v ~ _ ...,. _ ... ~.&.- ~·---.....,,1.i. ..1.. ...... _ •• .-1.-:::i vc;.11,,,, - ••--4... 

meet this condit:on. 

(iii) The third condition is availabi::..ity o: 
clinical facilities and equip~ent. Through the ~r?PA 
supported project described in the next sub-sec~i:n, one 
gcH Center in each district w~l: be fuily e~~=-p~ed ~i~h 
family planning material.s thus allo·,.;i::1g i::-.:::edin.te av-'1:..::..­
ability of th~s important aspect of fa~i:y health to ~:: 
21 health districts. ~cwever, as the number cf fu::..ly­
trained personnel increases there · .. ri.:..l be ne2d for ec_ui~­
ping more health centers and dispensaries ~ith basic fa~ily 
planning materials. As stated in t~e revised Health Sector 
Assessnent, improvement and equip::.en~ o:' rural hes.l th sen.te!'S 
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are among the high priorities in the Five Year Plan. 
Furthermore, senior health personnel returning to their 
rural post will be provided with "Family Plan.riing Ki ts 11 

which will, include pharmaceuticals, MCH and family 
planning supplies. 

(iv) The importance of educating the public 
in family health and motivating them to accept the family 
health services ~ffered by the MOH can hardly be over­
stated. With its emphasis on introducing sex education 
in all primary and secondary schools and educating the 
public through mass media, radio and TV, etc., the GOT 
has already taken big steps in this respect. Through 
the production of educational family health materials, 
this project will support and sustain these efforts and 
thereby help prepare the basis needed to reach the rural 
populace. 

(v) Supervision of the trainees after they 
have ret'?.lrned to their posts is another irr,portant cond i­
t ion for obtaining the desired spread effect. To the 
degree possible, members of the teaching sta:'f ·,.,rill visit 
their for~er students between training cycles to observe 
and ensure that they perform their new skills correctly. 

Another important factor in reaching the 
ultimate beneficiaries is that a critical mass of hea~th 
personnel will be trained. If the project can attain the 
reasonable trainee targets given in the log~rame, over 3CO 
senior health personnel with supervi~ory responsibi~ity 
will have been trained within the ~irst three years o~ 
operation of the Center a~d :20 each year t~ereafter. 
At this rate, practically a:l supervisory and ~id1le leve: 
personnel will have been trained with~n the six year :ife 
of the project. The spread effect is disc~ssed fur~her 
in the Social Analysis. 

3. Relation to Other Donor ?rejects 

During the deve lopr:.e:L-': o'f' the ?? , t:--,e ?.E:S20 
team has been in close contact 1.·ri th the Cni ted i·:a tions 
Fund for ?o?ulat:i.cn Activities (UITFF.i'.'t). The C'N??A has 
.:01· na 1 i' "7°d an ~c .. ~ 0 ""e"+ "I~ .. h .. h"" ,..,(''":" +-o o::::u""'""'or+ '""hort-
..!s _ ...!.. u.._ ... d. 0 _ "'""-1·~ 4.l\I , _...., v - U'-1- ...., .... !:.il" "" .o.J ... 

term trai~ing courses in family pla~~ing fo; ~edical and 
paraffied~ca~ personnel in the different regions of Togo. 

This is a two-year project which started July 1, 1977 and is scheduled 
to terminate a few months prior to the ti~e t~e AID-financed Family 
Health Center becomes operational. This agreement also provides for 
f a.mily planning equipment and materials for one 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 wa£' recognized in the GOT project application to the mlFPA. 
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 ~IBO-sponsored 
Regional Training Center in Lome (Centre de Formation, O~!S). This 
Center gives 7-10 weeks training in public health ad~inistration for 
doctors, midwives, nurses and health 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 FamiQHealth 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 
senior health personnel in the various aspects of family 
health. The regional WHO-AID supported 9roject, "Strength­
ening of Health Delivery Systems (SHDS) 11 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 W"''rlO students to clinical family 
health services, but also to promote the 1L~derstanding of 
and interest in family health in other Francophone West 
African countries. 

4. Project Costs 

A REDSO engineer has examined the engineering 
and construction components of the project and found the 
cost estimates and conditions of construction for the build­
ing found in Annex C.~to be reasonable a.rid acceptable, ar:d 
considers the requirements of Section 6ll(a)(l) to be satis­
fied. An itemized cost list il"'.cludir.g an ex~la!!ation o: ... 
costs is attached as Annex Cl· 

5. The Initial Environ~ental Examination is attach­
ed as Annex D . 
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B. 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. The present financial participation is 
projected in the following chart~ 

Participant 

GOT 

USAID 

FPIA 

UNFPA 

Total Project Contribution ($000) 

$ 837.2 

l,_2_78.3 

544.5 

50.0 

2,710.0 

The financial narticioation of the GOT a~ounts to 

) 
a total of $837,200 (205,114,ooo CFA) which comprises 31 
percent of the total project costs. The only item which 
would appear for the GOT in 1977 is the expenditure for 
land which is presumably an internal go~rernment tra:1sfer 
pa~ent. The Togolese .Ministry of Health budget as well as 
the general budget from 1972 to 1976 are shmm in the follow­
ing table: 

Health Budget and Nat:i.onal Budget 
TOGO 

(in CFA 1,000,000) 
Health iiealth 

National Health Health as ?ersonne: ~·faterial 
Year Bud~et Budget % of :Nat. Budget Budget 

1972 12,283 798 6.5 625 173 

1973 13,484 880 6.6 685 195 

1974 16,245 943 5.8 738 205 

1975 30 ,515 1,252 4.1 960 292 

lo·-6 _,, ( 50,019 1,584 3.2 1,185 399 

Source: Rannort D'Activities des Services de Sante 
l9b7 - 1976 ?g .. 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 millic 1 tons in 1975, to about 2 million in 1976 and 
is projected to reach 3 million tons in 1977. While 
phosphate prices may not remain at their present high 
level, 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 45 year old plantations. 
With a replacement schedule involving over 8,00Q hectares 
by 1980, it is hoped that production of 20,000 tons of 
coffee and 25,000 tons of ~ocoa can be achieved annually. 
Togo's new oil 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~ 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 ceclining 
share of the National Budget but the present lev~l of 3.2 
percent appears to be as low as political pressures will 
allow it to drop. Therefore, the assu~ption was made 
that the health budget would re~ain at this level of 
funding over the life of the project. 

The portion of the heal~h budget going to 
personnel has remained relatively stable at around rJ 
percent, so this level was used to prepare future pro­
jections. Infl~tion was ignored in the national projections, 
but was built into the staff salarie~ at the Center. This 
would probably result in over-estimating the share that 
the Center salaries represent of the total health budget 
of the MOH. As can be seen from the table, during ~ull 
Center operation, they do not exceed 1.5 percent of 
total Ministry salaries. Furthermore, most of the 
senior staff 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 form 
an insignificant increase to the MOH budget. Several 



Year 

1977 

1978 

1979 

1980 

1981 

1982 

1983 
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components of the operating costs of health centers an1 
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 
Budge-cs 

(in CFA l,000,000) 

Health 
Personnel 

National Health Health as Budget 
Budget Budget % of National (75% of Budget) 

55,,021 1,761 3.2 1,321 

60,523 1,937 3.2 1,453 

66,130 2,130 3.2 1,597 

73,232 2,343 3.2 1,757 

80,555 2,578 3.2 1,933 

88,610 2,836 3.2 2,127 

97,471 3, 190 3.2 2,395 

Staf'f 
Salaries as 
a % of Total 
Health 
Personnel 

o.4 

1.0 

1.4 

1.4 

1.4 
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SUMMARY COST ESTIMATE AND FINANCIAL PLAN 
PROJECT PAPER 

(US$000) 

SOURCE AID TOTAL. HOST COUNTRY FPLP. TOTAL 
FX LC AID 

Design and 
Construction 
of Center 839 

Personnel 

Furniture & 
Equipment 

Training 

Research Funds 

270 

139 

Operating Cost 
(medicines, 
pharm., maint., 
utilities) 

GRANTIJ TOTAL**l248 

20 

10 

839 

200 

149 

30 1188 

FX LC FX LC 

25 

459 174 

260* 

110 

243 

26 

70 

so 

15 

864 

922 

409 

172 

so 

230 

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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COSTING OF PROJECT OUTPUTS/INPUTS 

PROJECT PAPER 

NEW 
~~~~~-~~~ 

REV # 1 
~~~~~--~~ 

PROJECT # 693-0212 TITLE TOGO FA~ITLY HEALTH 
~--~~--~~~~~--~-

PROJECT OUTPUTS 
PROJECT INPUTS 1fo l 1fo2 4fo3 114 ff 5 

Trainees Parts. Constr. Cur.Dev. Ed. Mat. 

AID 

1. Constr. (A&E, 
labor material) 

2o Personnel (T.A. 
& Secretary) 

3. Furn. & Equip. 

GOT 

1. Land (Center site) 

2. Personnel (salaries 
of staff) 

3. Trng. (per diem 
& transport) 

4. Operating Cost 
(utilities, maint., 
medicines, pharm.) 

FPIA 

1. Personnel (short-
term T.A. & Sec.) 

2. Commodities & 
Equip. 

3. Training 

4. Res. & Eval. 

5. Operating costs 

230 

383 

110 

192 

80 

130 

40 

15 

TOT.AL 1180 

839 

60 

149 

25 

50 26 

51 

100 20 

80 30 20 

70 

5 5 

70 1093 296 71 

TOTAL 

839 

290 

149 

25 

459 

110 

243 

200 

260 

70 

50 

15 

2710 
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C. Sum.uary of Social Analysis (complete text attach­
ed as Annex L 

Attitudes Toward Family Planning 

A pilot socio-demographic survey of the predominant­
ly Ewe Maritime Region, 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 of the Maritime Region. 
The following paragraphs recapitulate some of the findings 
of the initial 9ilot survey. 

The results of this survey have sho~m that very 
little or no family planning is practiced in Togo. How­
ever, the majority of women ~nterviewed were clearly aware 
of the adverse effects of too many children at too short 
intervals not only on themselves but on their children. 
They see such effects mainly in terms of health hazards 
to the mother and health and nutritional hazards to the 
children. They also recognize adverse e~onomic effects. 
The study clearly shows that the women are .becoming in­
creasingly aware of the associated economic burdens of a 
large number of children under current condi:icns o~ hig~ 
cost of living. 

The women interviewed may have a large nu~ber of 
children at too short in"tervals. However, their an3~ers 
show that if they had their own way, the bulk o~ them ~ould 
have their children ·.·rell spaced out around 3-year =-~~er.-a:::.3. 
If they do not at prese~t achieve this, it does not ~ean 
they do not l"::'lm·r t:'"!.e implications o: .... ha ?ir.§; '"'.lar:y cn:!...:..dr-e:--. 
too close together but rather -:hat ~hey do not ':<:...""lo·:r E.·~ 7,.; 
or do not have the I·lEAN S to achieve this ·.vi thou-c IT'.uch 
physical, psychological, e~otional a~d matrimon:!..al hard­
ship to themselves. .At present, most of them attempt 
to do this by imposing sexual restrictions on themselves 
by moving away from their husbands. :2ut th:!..s seer:ls to be 
highly unnecessary given the advanced s~ate of contra­
ceptive tecr...no2.ogy today. They should be able to achieve 
the same ends without unnecessary and costly hardshifs. 
The most important factor, hm-rever, is that they are aware 
of the need to space their children. Tr.eir only problem 
is the lack of knowledge of modern methods to regulate 
births. 
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The results of this survey throw doubts on many 
ideas and vievts 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, possibilities, potentials and medical as 
well as health soundness of hazards of family planning 
methods and techniques. The rural ({Oman is willing to 
have access to family planning techniques and may be 
willing to adopt these wholeheartedly provided she is 
approached in the right manner. 

Soread Zffects. The Diffusion of Innovation 

The actual target g!'oups of this project are 
limited to ~omen in the reproductive ages of 15-44 years 
and children 0-5 years of age. With an esti~ated popu~a­
tion in Togo of 2.2 million in mid-year 1977, there are 
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 ~2 percent of the 
population - will be the primary beneficiaries of the 
project. They will receive the bulk of fa~ily health ser­
vices: pre-natal and post-natal care, family planning ser­
vices, nutrition education and control of nutritional status, 
immunizations against communicable diseases and pediatric 
consultations. Indirectly, however, the whole family will 
benefit f ram improved family hea2. trl. 

The school age children will receive sex education 
in the schools. The husband will benefit both socially and 
economically from the child s;acing services ;rovided ~or 
his wife (or for himself, if he chco3es to ~se condc~s). 
It should be no~ed however, that g~nera:ly clinical ser­
vices will not be offered to ~ales at the ?a~ily Eea:th 
Center. They will be treated at exis~ing facilities. 
Better sanitation, control of coo."TI.unica.bie diseases, ·.-.rill 
benefit all ~embers of the f a:ni ly. Thus the nation as a 
whole should ultimately, directly or indirectly, benefit 
from the training programs and health educaJional services 
provided for by this project. 

As described in the ~echnical Analysis, the spread 
effect of the project depends on the actual f erfor~ance of 
the studen~s at the Center when they re~urn to their posts. 
With approximately 120 trainees returning each year after 
having received in-depth training ~n fa~ily health and a 
conservative estimate of each of the returned trainees 
consulting or treating 10-15 patients per working day, 
the combined effects of the pro.ject would mean some 
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400-500,000 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 consultations or 
service? provided gives only a rough idea of the benefits 
expected from the project. The percentage of wome~ and 
children '.'Iha · .. rill ultimately benefit from improved family 
health servic~s is ~ore important. As r.oted in the re­
vised Health Sector Assess~ent, 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 90 ~ercent of the 
mothers interviewed at the survey would seek ~edical care 
for their children when they were sick. These figures are 
strong indicators that the great majority of the target 
groups w~ll benefit directly from improved maternal and 
child health services. 

~fuile the above may indicate the ~cssible s~read 
effect of the project, the question about ,'the diffusion 
of innovation" has not been :ully ans·:1ered. The intro­
duction of family planning as a ~eans o~ child s~acing 
is one of the most important innovations of the projec~. 
There are several factors deter~ining acceptance of 
fa~ily planning services. Fore~ost a~cng these are: 
(1) easy access to services; (2) the quality o: t~2 ~er­
,,i·c0s ~'rovi'a'er1· a""'ri (~\ tr-i::i ...... cti~ra .... .;o...., of' ..... """" '""'O~'t-:::i~;., .... ...... ::' ..., --:-' L•'::: _;,~ ""'•- l•l. .- \J.- .._J. .- \..r1._, ;_.J !:"1...--v-U .• 

to accept :a::aly pJ.a!'lning. 

As stated earlier, fa~i:y p:a~~=-~g ser~ices ~: __ 
be i:r.m.~diatel~r a~1ailable in at lea.st on,~ ~-'.C:I Center :..:: 
each hea:th distri:t. 2c~~ver, as the !'l~~b~r of ~ra:..~ed · 
personnel and of health Cen~ers ;ro?idi~; fa=~:y ;:a~~i~g 
serv~ces incr~ase.s eac:-i year· -c,;-J.2.re s!:.,~uld :e ea.s:t ~'2-::e.::.::J 

to family planning services for about 7C ~ercen~ of ~he 
rural populat~on ~ithin the next six years. T~e ;~a:~ty 
of services is impor~ant be~ause the sa~isfied acce~tor 
of family planning is the best ~otivator of her neighbor. 
The word spteads quickly in rural Tega. A fe~ clu~s~:y 
done IUD insertions or a ~ew unex~ected cc~~lications 
-r'I' ~'•· ·~1:! !:l o~-~ ... , -"'""' ;--: :.r .-~ ~ ... ,, ... .t:" • .., 
~-om ~ne pi __ c_n -~Q~-Y Q~o __ v- ae_aJ a ~a~~~Y 

planning progran ~or years. As ~entic~ed earlie~, t~e 
~otivaticn ~or chilj s~acing is extre~e:y high a~o~s 
.. he rura 1 r•,-. ..... An ~n ""1---- •.. , .... n ,,....,,, --r-an~~ 0 -~ .... ~-s t,,.a. _ ~ ,.,'-'~·•- ..L. v5v. d .. 1.J J. V•C";..J..J. \.) O,..• J..-._-....4, •• 1c.u 

educational progra~s, training auxi:iary miiwivas, 
social agents/ani~ateurs and age~ts itineran~s to f~rther 
educate and motivate ~eof le to a.cce~t E'.'l~;.i~.Y planni.:'.1g, -cr'-2 
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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 population 
takes time. Therefore, a reasonable - but still rather 
ambitious - target 1.lfould be that ten percent of married 
couples - or approximately 40-50,000 women or- couples 
will utilize a modern contraceotive method within the 
next five years of full operation of the Center (i.e., 

.. FY 1985). 

D. Economic Analysis 

Togo is faced with many problems characteristic 
of developing countries. Atter:ipts 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 social wel­
fare of a major segment of the population, but due to the 
interlocking relationships between various aspects of the 
development process it could affect other structural 
characteristics. 

The demographic characteristics 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 grm·rth rate is 2. 6. Over the past decade_, the 
birth rate has been reasonably stable, while the death rate 
has been declining slightly. This has resulted in a slight 
increase in the life expectancy, currently about ~O years. 

After five years of full operation, the fa~ily 
health r;rcgram ~·li.11 affect primarily t~·iQ population grcups 
and changes in the de~ograph~c characteristics of these 
groups can be expected to al~er certain economic variables. 
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 lil-19); 
and c) an increasing birth interval between children. Fer 
babies and infants, the following changes may occur: a) 
a light redu~tion in the crude birth rate; and b) increas­
ing survival rates in the 0-1 age group and 1-h, result­
ing in a slight narrowing of the base of the population 
pyramid. All of these changes, even if minor, have 
economic implications, The knowledge and ability necess­
ary to defer the timing of the first birth ~ay enable more 
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secondary school pupils to complete their education and 
become more economically productive members of the corrununity. 
Increased survival of infants may reduce foodstuff con­
sumption and assure better nutritional and mental growth 
for in~ants in smaller families. 

The inclusion of some demographic studies in the 
research funding will enable some specification of popula­
tion variation and change •. The inclusion or linking of 
social and economic variables to population studies will 
give some data on which future funding of this type of 
center can be evaluated. Insufficient information is 
available to evaluate the expected impact of Lnproved 
maternal and infant he th upon dern.ographic variab s, 
and through these to economic variables. 

All sectors of Togo's govern~ent can be regarded 
as competing for scarce resources. It would be ir:;possib:..e 
to evaluate the benefits accruing from this specifi~ project 
contrasted or compared with a si;:iilar expenditure on, for 
instance, an agricultural project. :lowever, it ·would appear 
that in the long run if the project ever resulted in 
stabilization of the growth rate, a positive ir.1pact on 

. ..:.. . ld 1 . ~ , . 1 1 ' i~ h . .... per capi~a incomes wou resu-~. A~mos~ a_ nea L.. in~er-

ventions in the MCH area result in reduced death rates 
and without :.:::i.proved child-sfaci:1g tec!"..niq~1es, g.rowth 
rates have to rise. This stresses the already di~~:.cult 
balance between pofulation growth and econom:.c develop~ent 
indices. 

A m11.a.ior conc 0 r~ ,_·.n. ~·n= 0 ~t~·a1~~h-0nt or ~·n° ~~~o 
:.,; .. -··· \.Ji - '..-- .._..,, -...i...~ ... 1..~-· ..... v ·- ..:..vo 

Fa~iiy Hea!th Cen~er is whether it constitutes the best 
utilization o~ the health dollar. The health budget as 
a percent of the general o~erat!cn and investment b~dget 
was about 3 percent in 1976. :io~·1i::ve!·, it should be recc-

• • ... , +- '""h. . . 1 . .. • ~ .... • 1 .. 
gnizea '"'na.., ..... is is an lnccmp._et.:::; .... aou..LaL.1.0n, exc ua::...:--~g 

all the exnenses associated with the medical school in 
Lome, and ~lso omitting the private health sector. The MOS 
health budget on a per capita basis a~ounted to about $2.90 
~·.-. lr;7t:.. 
-.s.~ ;;. v. 

The health sector in Togo is oriented towards cura­
tive medicine, perhaps as much as 75 percent of the budget 
being curatively oriented. 7his project represents a 
preventive approach. It is ge~erally agreed that the only 
way in which people can i~prove their environment and 
health habits is through a preventive ~edi~al approach. 
The Fa:nily :iea 1th Center will at ter:ipt to reorient the 
work o:' the parar.iedical personnel of the country to·wards 
a preventive approach. This is generally a lower cost 
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m~thod 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. 

~t 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 po~tion 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 oersonnel and students re­
ceiving primarily classroom instruction will benefit from 
watching clinical care demonstrations even if their parti­
cipation i3 limited. 

Health personnel now in the rural areas h~).ve re­
ceived their training in schools and in hospitals oriented 
towards curative care. This progran will ensure retrain­
ing of the majority of rural health workers in preventive 
medicine at a low cost. Since Togo is a small country, 
travel expenses from even the most northern parts are not 
high. Per diem rates given by the MOH are very moderate 
but evidently sufficient to cover expenses. 

Retrained workers receive their regular salary 
when they return to their rural health post. For a ~odest 
outlay a high percentage of Togo's rural health workers 
will have improved old skills and learned new ones. The 
MOH can thus increase both the efficiency and effective­
ness of rural based heal~h personnel in renderir.g both 
curative and preventive ser7ices to existing ~OH ;ersonnel, 
and becoming part of the existing curricu:a of the training 
schools for medical personne~. 

Part r1. Imolementing Planning 

A. Administrative Arrangements 

1. GOT 

With the excep~ions of distribution of educa­
tional materials and the administration of procurement for 
the design and construction of the Center, GOT administra­
tion of this project will be entirely within the Ministry 
of Health, Social Affairs and the Advancement of Women {~OH). 

The en~ity charged with direct responsibility is the 



-49-

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 Health. 
The Ministry of Education is ~esponsible for the distribution 
of sex education materials for use in pri:nary and secondary 
schools. Public Works (Ministry of Eq_uipment) will be 
charged with the procurement of design and construction 
services for the Center. 

The organizational chart of the MOH (attached 
as Annex F ) shows the organization of the MOH at ~he 
central level. The structure is strongly hierarchial 
and administration is highly centralized with a vertical 
line of comr::and. This structure makes coordir.ation bet·..:een 
divisions difficult and inh~bits information-sharing bet·.·1een 
division heads on related prcgra:ns cutside tne ~·lOE. 

Policy decisions and healtn planning are ~ade 
at the ministerial leve: with advtce and consent of the 
Ca'oi·net and.· .L..'ne Por!""1an~:nt t.real"""'n :::i1~n....,~n0"' UY'\~.._ \f.,1·or 

.;. .. ""' .. ...... • ... "' -"' ...... _ l,.,,.1...1. ... _._... ... .... ~.:. 0 .... _ v 4 .. 1<...h~ -

decisions are made by the Director General of ~ealth. 
In the event of his absence, decision ~aking is cft~n 
postponed. 

The Director General is res;:onsible for 
operation of all health services and coordi~ation of all 
foreign donor :!.nputs. All senior positions in the ~-1in.:'..str;;· 

are held by well qualified pecp!e and al: division ch.:'..e~s 

report to the Director General or his De;uty. There are 
eight di vis ions, as fo].lo·..r3: 

The Division of 
is respons~ble f~or al.~ ~·!C:-i 3er"'lice3 ~r-~:l~(J.:_~g :--:~:ri·:,:..o:: 

and family p~a:i.~i.ng. It s""U.:;er~,·i.ses al: >rC~{ 1-:!erite~s, 

provides training in ~C3 and fa~ily p:a~ning o: nea_~~ 
r1erson.ne" a·'"'a' 'na- ""roducea' an e··coll.-·,....._ ~l"us+ra.L...::.r1 ~ J. J. ' .L J,. • J. ..::;; ::! ... ' .. l. ../,., - - - ~ • "' v ..L - o,J - v .._ '""" 

book on Family 2ea:th in Africa for trainers. This 
division will be responsib!e fo~ the p~oposed Family 
Health Training Center in Lo~e. The Center Director 
will be charged with day-to-day ~anage=ent and other 
respons:bilities listed under Section J.'f A2 for the U.S.­
financed health advisor/ad~inistrator. 

The Division o~ Sanitat:on and ~ea:th ~~ucaticn 
is respons~ble for sanitary faci~:~ies, tor se~~ing sanita­
tion standards, control and legislatio~ cor.cerning po~ao~e 
water supplies, refuse disposal, etc. The section of health 
education is responsible for nealth pro~otion, production o~ 
' lt' , t ~ .L. • 1 .... . . ,, ' l"'". l . nea n eauca _on ~a~er~a s, ~ra~ning o~ nea ~n perso~ne_ in 
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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
tegrating family planning with maternal 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 planning. 

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

The Division of Epide~iolo~y is responsible 
for epidemiological surveillance, control of communicable 
diseases, health statistics and tuberculosis control. 
The 11 Grandes EndeL1ies 11 has five mobile U..'1i ts which cover 
the whole country with mass inmunization progra~s: mainly 
smallpox, yellow fever, measles and BCG vaccinations 
against tuberculosis. DPT (diptheria, pertussis and 
tetanus) iT..~unization of children and tetanus toxoid 
im:nunization of pregnant ',•IO:nen are provided in all larger 
maternal and child health (MCH) Centers. Because of lack 
of refrigeration for storage of vaccines, most rural dis­
pensaries do not provide this service, but rel~ on visits 
by the mobile units from the "Grandes :S::idemies·'. T:-.e 
section of healtn statistics relies on the National Co~­
:puter Center ·which ser·:es all governr."..e::.tal needs. 3ecause 
of difficulties vrith the co!T'.-cuter the annual reooY'"'CS or: 
It St ' . t . ,.., . . . II • - , ' 1 d 1 -

a~is iques ~an1~a1res nave cee:i ae_aye ror years. 
Tiie GOT has no-:·r installed a ne;.,r and large!" I3~·f co~pu-:er 

and ~he s~a~is~~cs --~+~en 4 - c~~~~i-- u~ ··i·~h 4 ~" h~c'r,n~ " v i., \,,_ ... ~ ;;:c'-~~ .;...:: co.v-....J. .... !~o !::' .·i v-J. .Lv.J '-JC.. :' • ..:.'-'o• 

The Division of ~edical Assistance a~d 3asic 
Heal~h Serv~~ 0 s 'na~ -he r 0 s~ons~·o- 14 -,, ~or a·~ n· o--~-a - . 

..,,, ~._- ~ 1..,,.... - J:.I J.. .)..._..._....,,/ .!. ...1.- .. ~!""~'._, -~, 

nea~~n cen~ers and dispensaries, and for the traini:ig o~ 
the itinerant auxiliary health personnel in the pilot zone 
of Vogan. 

The Division of ?har~ac~es is responsib:e 
pharmaceutical supflies, inspe~~icn of phar~acies, and 
control of drug addiction. 

The Division of Training is resconsible for 
the training or puolic neal~n personr.el. -

The Division of Laboratories is responsible 
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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 
Di vis ion of (11other and Child Hygiene ( MCH) , a well-qualified 
Togolese physician. The Director has the strong sup9ort 
of the Director General of Health who delegates to the 
Divisional Director all daily decisions 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 equipping, 
staffing and annual allocation for the pharmacy and labora­
tory in the Health Center will probably be time consuming, 
even though a satisfactory outcome can be expected. 

Staffing in a·ll Di visions ·Hi th which the Fa:nily _ 
Health Center has an interface is almost entirely with Togoles~. 
Togolese physicians have all been trained abroad since the 
Medical School has only recently been established. They are 
Hell trained, and sufficient specialists already exist in 
the relevant areas, obstetrics and gy!!ecology, pediatrics 
and general practice to staff the Center and provide back-
up services. Midwives and senior nurses are available 
and trained, some having already additional training in 
family planning in Canada and the United States to forn the 
core staff for the Center. No difficulty is anticipated in 
filling lower level positions since sufficient p e~soc:1e l 
exist in all categories. 

Annex C4 gi ·,;es a complete br-eakdo~ .. m of ::.edica2. 
personnel in the ?·10:1. Rec rui trr,ent fer the s2r.ior staff, 
many of whom are already on the ~·!inist.::y payr-oll is unlif:e2.y 
to be a problem since ~ome is the p.::eferred work location. 

Travaux ?ublics 

Although somewhat outdated, the organizational 
chart attached as Annex G orovides an illustration of the 
organization of Travaux Publics (T?). TP is comprised o:' 
two kinds of U..""li ts: ( 1) the tech..'1ical genera2. services and 
joint technical services divisions which constitute the 
:Jirection; and (2) the implementation units or subdivisions. 
The Director coordinates and controls all the activities of 
The Direction and ~s assisted oy h~s deputy direc~or. 

TP has a staff of two architects and ac~roxl­
mately 25 engineers specialized in various fields including 
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buildings, roads, bridges, hydraulics and energy. They are 
supported by approximately 1500 lower level technicians 
and a general administration staff of app!'oximate.l:r 300 
people. 

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

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

TP will be charged with the procurement of 
design and construction services and supervision of the 
consturction for the Family Health Center. This will 
include preparation of· request for technical proposal) 
synopsis for bid, bidder preq_ualification, issuance of 
bid invitations, selection of bidder and negotiation and 
execution of contracts acceptable to AID. With AID support 
as described following in the sub-section, T? is well 
qualified to carry out these tasks. 

As practically all responsioilities for the 
• .J- • • h · · ..,,, '<o ':.J' .J- h · · · · ..,. .. h · .J-P roJ ec 1.,, are ·wi -c .. in T.11e "'1 ..:1, '-'• e cocraina -c ion O.i. 1.,,,,.e inpu i.-s 

should not pose &ny particular problem. ~owever, to 
assure coordin~tion of all project acti~ities and their 
ti:nely im:;:..l..ementa.tion, a represe!'ltat.:.ve from TF ·.·1il.l. be 
added to the existing Inter-i·Unisterial council, com­
posed of the representatives from the divisions within 
the MOH, the Ministry of Education and Association Pour 
le Bien-etre ?amiliale. They will meet as requested by 
the Center Director. 

2. AID 

REDSO/WA t • .;i 11 also supply an engineer to 
monitor supervision of construction. This engineer will 
visit the site periodically and will work closely with the 
supervisory personnel of Travaux Fublics. 
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CT~ii)':£-~ci p;1lli~~ith~~£i~~~Ta'4!tln{~tr~i} will 
pla·r a key role in implementation of project activities. He will be 
directly responsible for providing on-the-job training to his Togolese 
counterpart, the Center Director. In co:l1bor~cion 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 wil~ 
reflect all technical as well as financial aspects of the project. 

P:_three-zear contrq&!_J~_::lll..Jl.SL~s~_c;LJQJ: .... .t.h§ . ...J>.!..Q.<;,.lJ_~e!ll§nt. .. 9f 
U.S. t:echn:i,cgl __ §}~;:vices of a 19_-g,g __ !=§rnL~sixisor. The first year of 
s·ervices will involvedev'efo.pment, 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 :IOH does not have the facility to recruit 
U.S. te~hnicians. Further, in order to insure timely implementation 
of this project as well as achieve the necessary coordination with the 
FPIA a:ad other donor elements, it is essential that AID have some 
control over the L~plementation of this project beyond the design and 
construction of the Family Health Center. Therefore, this contract 
should be a personal sei:-y_~<:~~---<:?n_~~~ct with AID. -------_ 

~4. 
As directed by U. S, AID/Lome, this technician will i~'1-tiJ.::. 

p9ssipilities and needs for further U.S. support to the Togolese rural 
health delivery syste:n as recommended in the revised Health Sector 
Assessment and eventys;.J.ly ____ gg t;he .preparatory planning_f.or such support. 
----------~-·-------· 

The U.S. technician 1
'3 services will start mid-FY 78. With that :nandate 

the requirements fo~ the position as Public Health Advisor will be: 
a Master of Public Health (}fPH) 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.P.I.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 



-54-

Ethiopian Center was similar to that of this project: to 
bring improved MCH/FP service to the rural population 
through training its medical and paramedical uersonnel 
in "family health'1

• 

According to Mr. L.H. Robinson, the Africa 
Regional Representative for FPIA, the establishment of a 
"Heal th and Family Welfare Center 11 ·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 spec tal :!.sts in OB-GYN, Public Heal th from 
the University. ''This combination of factors proved 
highly successful. Within two years over 165 hea!th 
personnel had been 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 acceptors, primarily ir. rural Ethiopia." 
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B. Implementation Plan 

1. Prior Actions 

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

a) Resp0nsible Party: AID/W 

All waivers and approvals requested in 
Section rv-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 
personnel visit Lome for the purpose of 
explaining thoroughly AID procedures re 
qui~ed 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 rhe 
PP project approval through completion cf 
AID's implementation role in the project 
is attached as Annex A. 

c. 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 procurement on behalf of the MOH will be made 
through the MOH's procurement office. Local purchases will 
be conducted in accordance with good cow.m.ercials practices 
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and as far as practicable on a competitive solicitatton of 
offers. 

Equipment and Cor:unodi ties List 

According to current projections, the itemized 
equipment and commodities list attached as Annex c3will be 
purchased for project use. Project needs may result in 
minor shifts from one commodity to another but are not ex­
pected to alter the overall purchase costs. 

While a maximur:i effort was put forth to de­
termine furniture and equipment needs for the Center, it 
is quite probable that some items may not have been in­
cluded. Therefore to add some flexibility to the purchase 
cf com.~odities and to avoid any delay in implementation 
due to lack of a particular piece of equip~ent, local 
currency authorization is reauested in the amount of 
$10 ,ooo. 

Source and Origin 

Pursuant to Handbook 11, Section 3~la. the 
authorized source and origin for proc~rement of equi?~ent 
and commodities will be limited to the U.S. and Togo. 

Design and Construction of Center 

Host cou..'1.try contracting will be used for pro­
cure~ent of architect and engineering and cons~ruction ser­
vices of the Center. It is anticipated that t~e architect 
and engineering services, which wtl: include the ~reparation 
of the IFS plans and specifications, will ba ~rocured local­
ly, as total esti~ated costs f~r this service is ~sti~ated 
to be less than ~50,000. At least two Togolese architect~ral 
firms have been located to date which are ful!y capable of 
performing the desired services. Local qualified and eligible 
firms will be advised of the request for pro;osals and 
selection will follow procedures outlined in Chapter 1 of 
Handbook 11. The architect and engineering contract will 
be a lump suT. type contract for design, and i~ some su~er­
visi.on of construction is required, paYii:ent '.·r'. .. ll oe made 
on a ti~e-rate basis. 

Construction will also be ;rocured loc~l:y from 
host country or Code 941 countries, as ex;erience in West 
Africa has indicated that no U.S. constructLon fir~ could 
;repare a competitive cost proposal for 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 prequalific~tion 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 co 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 conunodities which are transformed local­
ly from raw materials imported from AID Geographic Code 935 
countries. 

Source and Origin 

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

Waivers 

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

Justification 

As stated above, no U.S. construc"tion fiY:n 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, it 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 (PES). 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 surmnary 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 Lorne. 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 nunber 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 Health Center 
and other MCH and health centers from which trainees are selected 
during the life of the project. In addition, sample socio­
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 
the Family Health Center has been fully operational, i.e. 
FY 1985. 
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E. Conditions, Covenants and Negotiating 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 procure­
ment arrangements for commodities. 

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

3. The GOT will furnish to AID an executed con­
tract for constr~ction 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 ~ill: (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 over~orne 
such problems; and (d) evaluate to the degree feasible 
to overall development impact of the pro.ject. 

Negotiating Status 

The FPIA contribution is subject to FPIA/New 
York and AID/W approval. It is anticioated that fina2. 
AID/W approval will be obtained the latter part of 
September 1977, and that FPIA and the GOT will sign an 
agreement early October, 1977. 

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

Subject to aooroval of this PP, negotiation of 
the Project Agreement will take place during the month of 
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September. :The suggested covenant and conditions precedent 
will be negotiated at that time. The target date for 
signing of ~he Project Agreement is September 29, 1977. 



A.· .. ~ ... o:;g:iff\ :vpo~cT NO. !PROJECT TITLE 

Ofr\1 . ttyj fO. 1 ~ - Or.t. / ;\ 
. . ;..;· 118 
OR 

/oGo F11m 11 ":r._ II <:.a. l-f '1 
q ( 

fll»'r lt ~t-:J /\ P' ~iJ 
';,,t Nov l\1b I~ . Au' 

~ fkt.r .::J?Mt 

.:rn-n /\pt-- :J1,1.{ ~ZJ1. :J"M1 f\f't' :1.L( 

~ ~ ~ r~ ~ ~ A~ 
Dec M:i1r l~ S!°';f ,x. f!A~ J,v1 S1l 

NN 
DtG 

0 

PRIOR 
ACTIONS 

-

2'1. 3G" 

-· I sr. J 
--t-----3!Je.::::..,-1~ ~ - t 

~--- ;,!!J a1 
':) - -

l:.1 

j 

\ 

j~1 

' ANALYSIS SCHEDULE: 
PROGRESS VS FINANCIAL 

EVALUATION. SCHEDULE 

AID 1020-35 (6·76) 

---1--1' 30 3a Bi' llfl -\ 
ll· 3S 146_\_1 --------'---

~n 3q ~ '31/ 

x. 
CRITICAL PERFORMANCE INDICATOR (CPI) NETWORK 

SIS SCHEDU 
:ss VS FtNJI 

l\TION SCHE 

0-35 (6-76) 

• • 



PROJECT NO. PROJECT TITLE OATE tJ ORIGINAL 

D REVISION # -·--

APPROVED 

. I . I . . Jul 1 36 
. r :JOA! Apr • Ji•· POST 

i..I at fJd( td> /'tll[ - l Sc:.. 24 !ACTION• 
Aw ._..,,. Jt., ? I ;~, D«. ,. 12 

3~ ~::\ I 
f!2 

~I 

~ <J 1 

-

:>IS SCHEDULE: 
ESS VS FINANCIAL 

&.TION SCHEDULE x 

0·35 (6-76) 
CRITICAL PERFORMANCE INDICATOR (CPI) NETWORK 



8. 29 Sept. 77 

10. 15 Nov. 77 

13. 14 Jan. 78 

14. 3 Mar. 78 

23. 1 Jul. 78 

24. 6 Jul. 78 

26. 14 Jul. 78 

27. 16 Aug. 78 

28A. 9 Sept. 78 

30. 18 Nov. 78 

32. 18 Dec. 7 8 

35. 15 Jan. 79 

37. 21 Jan. 7':J 

38. 5 ~far. 79 

39. 9 Apr. 79 

43. 29 Sept. 79 

45. 9 Oct. 79 

--- ... 

Pro Ag signed 

RFP approved 

AID approvs.l 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 

ADO/Niamey/GOT 

RED SO 

RErso 

AID/W 

GOT 

RED SO 

GOT 

GOT/Contractor 

AID/W 

GOT 

RED SO 

Equipment ror Center GOT/AAPC 
ordered 

Construction started Contractor 

In-service refresher FPIA/GOT 
course for Center staff 
completed 

U.S. technician on AID/GOT 
site 

Project evaluation 
completed 

Initial curriculum 
and educational 
material developed 

AID/GOT 

FPIA/GOT 



65 
--- - -·-----

46. 15 Oct. 79 Equipment on site GOT/AAPC 

47. 21 Oct. 79 Constructj_on of Contractor 
Center completed 

51. 21 Dec. 79 Center equipped and GOT 
staffed 

54. 15 Feb. 80 Curriculum revised FPIA/GOT 

57. 7 Apr. 80 Socio-demo and epi- GOT/FPIA 
demiological survey 
completed (Be district) 

68. 29 Sept. 80 Project evaluP.cion AID/GOT 
completed 

87. 9 Jun. 81 Final socio-demo FPIA/GOT 
epidemiological survey 
completed (Be district) 

88. 15 Jun. 81 Final revision of FPIA/GOT 
curriculum 

90. 3 Jul. 81 10th training cycle GOT 
starts 

91. 9 Aug. 81 Follow-up on trainees 
completed GOT 

92. 29 Sept. 81 In-depth evaluation REDSO/FPIA 
completed GOT/ AID/W 

- " 
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PROJECT DESIGN SUWAARY 

LOGICAL FRAJAEh"ORK 

ANNEX D 

L lf11 of Pro\~<: I: 
From FY :y 77 to FY FY 84 
Tolol U.S. Funding F, 1~8,300 

Proj.,cl Tille & Mumber: TOGO FAMILY HEALTH (693-0212) 

(INSTllUCTION: llllS IS AH orTIOHAL 
FORM WlllCll CAii IJE USED AS All AID 
TO ORGAtllZlllG OATA fOR TllE rAR 
REl'ORT. IT HEED llOT DE RETAINED 
OR SUOMITHO.) 

Dare Prepared: ~[ (2111 

·- --- ~----------·---- PAGE I 

NARRATIVE suM1.~B.!__--.-L~~jf~·i1vr:_!:Y-VERifiA~[_E !~_DICAT01i_SJ___ MEAt~s OF VERIFICi\TION I IMPORTANT 1.ssuMPTIOMS 

l.\oosuros of Gool Achicv~mnnt: Program <Jt Se~tor Goal: The brooder objctcllvt1 lo 

wliich this project coolribut.,.: 

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

l) Cecrcnsc in prenatal nnd 
child mortality rates. 

2) Occrense in lnci<lcnce of 
prevcnt:ible comrnun lcablc 
disenses. 

1.) Special soci.o-dernogrnphic 
nnd epidemiological studies 
by trainees initlnlly in the 
Bd district and later in rural 
areas where traf.nees have 
returned. 

3) Improved nutriti.onal 12) MOH records and reports. 
status of mothers and childrc1 
0-5 years of age. J) Post facto evaluation by 

AID/W in FY 1985. 
4) Increase in acceptance of 
modern family plnnning 
111ethods for the purpose of 
better spacing of child 
births by FY 1985. 

J\uun1pllon1 for achieving gaol targall: 

1) The GOT, particularly the 
Ministries of Health, Education, 
Finance 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 f.mproving its rural 
health delivery system including 
activities in the nutrition field; 
demographic dllta collection storage 
and use; improved access to safe 
Water; the epidemiological surveil-
lance system; and strengthening 
middle level health personnel in 
management of health facilities on 
regional and sub-regional levels. 

3) Other factorn such as drougl1t and 
famine, etc. will not upset the 
expected benefit of improved family 
health education and services. 
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PROJECT DESIGN SUMMARY 
LOGICAL FRAl.IEWORK 

Life al Project: 
From FY FY 77 10FY FY Bf• 
Total U.S. Fundinv ~ l f 188, 300 
Date Pre, are.I: · I 21 rr= Project Tillo & Numb«: -TOG(L.EAMI I Y l!Fi\I 'QL~(i9J.::.Oll2..J.-_______ _ 

~-=-:----,-----:~':"":O~.,...,.,..=-"'"'=.,--=---,,...-P~AGE2 tlAP.RATIVE SUhlMARY l oi!}~~·1·i:VC:~ Y v[R1f'1"13LE lllDICA.!_Of?S·1 MEANS or VERIFICATIOtl IMPORTMH ASSUl.\PTIOUS --
Prai.,cl Purpose: Conditions tho! will in1licale purpose has been Assumptions fol' ochlGvlng purpose: 

acliiov~J: End ar projl!CI •lotus. 

To strengthen the GOT's institu­
tional capacity to provide improvd<l 
family health scrvic·_s to :I.ts 
populace, particularly pregnant 
and lactating mothers and childrer 
0-5 years of age in rural nreas, 
through in-depth training of 
medical, paramedical and social 
personnel in various aspects of 
family health. 

1) Th<' Frnni.ly Ilea 1th Center 
wil..l have been tonsti:uct:e<l 
and equipped; he fully 
staffed with qunlified 
Togolese personnel; and 
provide qunlity :In-depth 
trnlning in the various 
ns 1.ects oE fnmily he:tlth 
to medicnl, paramedical 
and social personnel as 
well as qual:l.ty health 
services to the population 
in the o~ district of 
Lome?. 

2' Introduction of family 
l,en 1th services including 
family plnnning by wcll­
trnl.ncd health personnel 
in nt lenst one MCll or 
health ~enter in ench of 
the 21 hcnlth districts 
of the country. 

3) The following MOii per­
sonnel will hnve been 
trnined or retrnfne<l: 

a) 88% of doctors; b) 
85% of midwives; c) 95% 
of auxiliary midwives; d) 
100% of medical assistants 
and e) 50% of socinl 
agent~/ nnimntcurs. 

l•) Sex education materials 
pro~ided to all secondary 

1) Annu.11 NOii reports. 

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

3) Family Health Center 
reports. 

l1) Depth evaluation by AID, 
FPIA and GOT in Fr 81 and 
post-facto evaluation by AID 
in FY 85. 

1.) The NOii will provide n qualified 
st~ff nnd other resources necessary 
to cnrry out all functions of the 
Center nt the appropriate time. 

2) Trainees will effectively utilize 
t hP. ir new s k ii 1 s • 

3) Trainees will be returned by the 
MOii to rural henlth posts in the 
field. 

4) Family health concepts will be 
accepted an<l utilized by the Togolese 
populace. 
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Project Tille & Numb~: TOGO FAMll.Y llEALTl.LJ.~_9 )-1212) 

-·ra-
ruo1EcT DESIGN SUW.IARY 

LOGICAL fRMAEWORI( 
life of Ptojocl! 
Fram FY _7,_,_1 __ 84 
T 0101 U.S. Funding 
Dale Pr<1pored: R r 1 7 1 7 7 

NARRATIVE SUMMARY o:.ur:Cilv"EuvERiflAilLE IHD-ICA TOl?S
0 

... ·---
ConJit~s lhol will indicol~ purpo"' hos be~n 
achiovod: End of projecl slolu•. 

MEANS Of VERIFICATION I IMPORTANT ASSUMPTIONS 
Project Put"f'oH: 

" 

schools And additional sex 
educati.on materials to all 
primary schools. 

5) 10% of married couple~ 
using a modern contraceptive 
method within five years of 
full operation of the Center 
i.e. FY 85. 

Assumptions for achieving purpose: 

~ 

~-A 



-7t-
AID IOb:>-n 17•711 
IUPPl.1: .. l!MT I 

p;;DJECT DESIGH SU/.!l.\ARY 
LOGICAL rn,\_q[~;onK 

ProJocl Tille & tlumber: TOGO M!:!li•_Y--1!.&\P:!.L (693-0?.!.D _________ ---
HAl\HATIVE sur.t:..\ARY "foii.il'c.TIVlLY vrn1n~,DLE lllDICAlOHS 

0111vu1s: 
1) Trainees (trained and/or 

retrained) 

A) Sr. Level-I mo Didactic and 
Clinical 

Physic inns 
Midwi.ves 
Nurses and Med. Assistants 

TOTAL 

B) Mid-level 1-2 wks Didactic 
· nnd clinical 

Auxiliary midwives 
Social Agents 

C) Lower level variable didactic 
only 

*D) Student trnini.ng 
Ne<licn 1 students & interns 
Midwives 
f>~edical assts.(1.ncl nurses) 
Auxiliary midwives 
Social agents/Animateurs 

2) Participants Trained 

3) Center Constructed 

4) Curriculum developed 

5) Health & sex education 
materials developed 

lt."onltucle of Outputs: 
1983 1980 1981 1982 

5 
l10 
35 
ITT} 

80 
40 

10 
30 
70 
40 
20 

18 

10 
40 
50 

Tua 

80 
40 

1.0 
50 
60 

TIU 

80 
l10 

as needed 

20 
JO 
70 
1,0 
20 

8 

20 
30 
70 
40 
20 

5 

10 
50 
60 

12TI 

80 
l10 

20 
30 
70 
l10 
20 

3) Center constr. by 1/80 
4) Curricula for 

senior n·iddle nnd lower 
level MOil personnel and 
student traitiinf; fully 
developed by 10/80. 

5) Pamphlets, educational 
materials developed, 
teste~mnss produced and 
distributed by 12/80. 

1<J\c tua 1 number of students, type 
of training and length of course 
to be determined by MOii, FPIA 
and a<lmin. of the schools involvld. 

l.\E!.11S OF VElllf"'ICAllON 

1) Annual T<eports by the Family 
Health Center. 

2) Annual 1-1011 reports. 

3) Inspection by REDSO Engr. 

4) Project Evaluation Summaries 
hy Center Director and U.S. 
Tee hnic i.an. 

5) s~miannttal progress reports 
by Center Director and U.S. 
technician 

Li r. of Proj .. c I: 
From FY 7 7 10 FY Bl• 
T 0101 U.S. Fundino $1 , rmr,:·3,,omu~-
Da1e Propored· 8 I 1Z/ l 1 

PAGE 3 
IMPORT NH ASSUMPT IOllS 

Assumption' ro~ nct.ievin; outputs: 

1) Suffic lent numbers of different 
types of health personnel will be 
available And relensed from their 

·current duties for the duration of 
their training or retraining 
courses. 

?.) Trainees will be carefully 
selected in accordance with 

. priorities and criteria established 
by the MOH. 
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Pf/OJECT DESIGU SJJt.!MARY 
LOGICAL FRA!.\[~'IOHK 

Projoct Tl1le & Numb .... : TOGO FAMILY llE/\LTll (69)-11212) 

NARRATIVE SUMMARY 

ln1n1U: 

l) AID 
/\.. Construction (J\&E htbor and 
materials) 
B. Personnel (TA & Secretary) 
C. Commodities and equipment 

Tota 1 AlD 

2) FPIA 
A. Personnel (short-term TA & 

secretary) 
B. Commodities & Equipment 
C. Participant Training 

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

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

Total GOT 

GRAND TOTAL 

l
. OflJECT IVEt Y VERIFIAOlE IMDICA-TORS 

lmpleml'nlallan Targol (Type ond Ou~lily) 

Total $000 
8J9 by FY 80 

2.90 (3fiPM) hy FY 80) 
]/.9.3 hy fY 80 

l TITTl.1 by F'i 3 0 

271 (29 PM) by FY 83 

2'10 by FY 83 
40.7 (102 PM AFR & US) by 

FY 83 
50 by FY 83 
14.5 

25 
459.1 by FY 811 
110. l by FY 84 
2'13 by FY 8l1 

-sTT."2 by FY 84 

2710 by FY 84 

/.\EANS OF VERIF ICATIOtt 

1) Review of AID project docu­
mentation, ProAg; Ti\ and 
construction contracts, PILS 
etc. 

2) Review of FPIA c~ocumentation 

life ol Projed: 
From FY 77 to FY. __ 8_4 __ _ 
Total U.S. Fundln9 ~ l., 188. JOO 
Date rrepored: 8 CT! Z !. 1 

PAGE 4 
IMPORTAtH ASSUMPTIONS 

Anumpllons fOf' providing lnpvfa: 
1) Timely agreements between all 
donors. 

Z) Technically competent French 
speaking technicians nre secured. 

3) Timely delivery of services 
and commodities agreed upon. 

• 



PROJECT COSTS - ANNEX C-1 

Sept 77 

FY 77 

I. AID (Direct) 

A. Design l~ 

Construction 

l) Ene;ineering 
( desi8}1 only) 50 

2) Constrµction (approx 
ll1.20 M2 ) 497 

Inflation (203, 
lst yr.) lOO 
(20% 2nd yr) 120 
Contingencies 72 

I 

cil~ Total construe-
I ti on (789) 

(Total design -
& Construction} (839) 

B. Furn. & Equipment 118.4 
lOJ{, inflation ll.8 

7% procurement 
fee 9.1 

Local currency 
contingency 10 

TA Public Health 
advisor 270 

Secretary (bi-
lingual) 20 

TQ'l'AL AID -.1278. 3 

l0/77-78
1 

FY 78 

$000 

10/78-79 10/79-80 

FY 79 FY 80 

io/80/Hl 

JPY 81 FY 82 Total ti 

50 

li97 

100 
120 

72 

789 

839 

118.l+ 

9.1 

10 

270 

:::io 

1278.3 



:l;ooo 

Sept 77 10/77-78 10/78-79 10/79-80 10/80-81 

FY 77 FY 78 FY 79 FY 80 FY 81 1''Y 82 Total * 
II. FPIA 

A. Technical 
Assistance @ $6 PM 

1) Research/ 
evaluation 6 12 12 G 36 

2) Falll. Heal th 
Educ/Currie Dev. 12 18 12 42 

3) Educ.Mat.Develop. 12 12 6 30 

4) OB-GYN 6 12 6 24 

I 5) Nurse-midwife .::t--r:-- Specialist 12 18 12 112 
I 

6) Honorariwn 
(guest lecturers) 2 2 2 6 

Sub-total q8 7lt ____2Q 8 180 

B. Commodities 

1) Contraceptive supplies 10 15 20 45 

2) Family Planning Kits 
@ $1/kit 20 30 ho 90 

3) Health & sex educ. 
material and supplies 25 25 50 

4) Med equip (exam nns. 
& audio-visual) -

Sub-total 



*000 
; 

Sept 77 10/77-78 10/78-79 10/79-BO 10/80-81 

FY 77 FY 78 FY 79 F'Y 80 FY 81 FY 82 1'otal $ 

C. Participant Trng. 

l) 20 midwives (5/yr 
@ $l1/mo for 3 mos 
in Afr. $.7/persons 
for RT int'l trav. 9. 5 (15pm) 9.5 9.5 9.5 38 

2) 3 p:iysicia.ns (1 yr. 
@ $. 4; mo for li mos. 
in Arr & 7 persons 
for R.T. int'l tspt. 2.3 (4pm) 2.3 2.3 6.9 

3) 3 health educators 

I 
(same as above) 2.3 2.3 2.3 6.9 

~~ 4) 3 social agents 
(same as above) 2.3 2.3 2.3 6.9 

5) Center Director ( clLu .. ~al 5.1+ 5.4 
Me;mt 3 mos. in U.S. plus 
$1.5 for int'l trsp.) 

6) Hesearcher/evaluator 5.4 5.h 
(Res/Eval'n same as above) 

Sub-total 16.4 27.2 16.h 9.5 69.3 

D. Local cost 
Research Funds 20 20 10 50 
Sec'y (bilingaal) 10 10 20 
Oper. Cost (vehicle maint.) 5 -2. -2. 15 
Sub-total 35 35 15 85 

TOTAL FPI.I\ 16.4 125.2 -___ J,39. 5 83 51~1~. 5 



J\NNEX C-1 

$000 
I 

Sept T7 l0/77-78 l0/78-79 l0/79-80 10/fJo-81 lo/Bl-8? l0/82-83 •rotal $ 

FY 77 li1Y 78 FY 79 FY 80 Ji'Y Ul FY 82 FY 83 

III. GOT 

A. Land 25 25.0 

B. Personnel: staff 
sa1-aries 22.6 7l1-. IJ 109.l l20.0 ] 33 h59.1 

c. Training (per diem 
& transport) 23.4 26:r 30 30 110.J. 

D. Operating cost 

Utilities {elect. 
water, telephone) 5. 22.5 30 32 31~ 123.5 

'°~ Medicine, phann. 
N- I supplies 20 21 22 23 86 

Vehicle maint. & POL 2.5 2.5 2.5 7.5 

Misc. sterilization 5 G 7 8 26 
(laundry, unifonns, 
oy..ygen 2 etc.~ 

TOTAL GOT 25 27.6 ll1-5J l95.5 2135 ?30._5 a31.2 

IV. UNFPJ\ 

3 vehicles (passenger) 
and spares 11.5 45 

Mobylettes & bicycles 5 5 

TOTAL UNFPA 50 50 

GRAND TOTl\L 1303.3 l6.l1- 202.8 325.7 35.li.13 296.5 2'i0.5 2710 
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ANNEX C-1 

Project Costs. 

Architec.tural design costs are estimated to be approximately 
$50,000. Total construction costs are estimated to be 
$497,000 (1420 m2@ $350./mZ). It is anticipated that 
Center construction will be completed approximately two years 
from the signing of the Project Agreement. Therefore an 
inflation factor of 20% for 2 years~~s added to construction 
costs. A contingency factor of 10% 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 50% CIF). As furniture and equipment 
will not be ordered for at least one year, a 10% inflation 
factor as well as a 7% 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 
person. 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 of 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 15% per year. 
The core staff of the Center will be involved in the selection 
of trainees initial preparation of curriculum, educational 
materials ~tea for approximately three months in FY 79; there­
fore 25% ~f total salaries for FY 79 have been included in che 
budget. The Center is expected to be fully operational 9 m~nths 
of FY 1980 (starting January), therefore 75% of total salaries 
for 19t0 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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LOCAL STAFFING PATTER.J.'1 AND ESTIMATED SALARIES 

TITLE SALARIES IN OOO's CFA 

Medical Facility Avo Salary 
for Grads 

(1977) 

Medical Director 1,860 

1/3 Time OB-GYN/Pediatrician/GP 1,560 

4 Midwives 960 

3 Nurses (unf. d'etat) 960 

2 Social assistants 600 

2 Health educators (agent technique)960 

1 Laboratory technician 

1 Asst. Lab technician 

1 Pharmacy technician 

1 Asst. pharmacy technician 

1 Medical record clerk 

1 Librarian 

1 Evaluator/r2searcher 

Support Staff 

'2J. Secretar ~es 

1 Receptionist 

4 Janitors/cleaners 

2 Nightwatch 

Conversion to $s at 245 CFA=$1.00 

600 

400 

700 

500 

400 

800 

800 

400 

300 

250 

250 

Total 

Total 

Total Annual Salary 
for class of 
personnel (1977) 

CFA 

1,860 

1,560 

3,840 

2,880 

1,200 

1,920 

600 

400 

700 

500 

400 

800 

800 

800 

300 

1,000 

500 

20,060,000 

$81,878 

Rounded out $82,000 



ANNEX C-la 

PROJECTIONS FOR LOCAL STAFFING PATTERNS AND FSTIMATED SALARIES 

Theoretical Theoretical Theoretical Theoretical Theoretical Theoretical 
FY 1978 FY 1979 FY 1980 FY 1981 FY 1982 FY 1983 

Staffing Pattern 82,000 82,000 90,200 99,220 109' ll-f2 120,056 
as attached 

Inflation 10% 8,200 9,020 . 9' 922 10,914 _12,005 

90,200 99,220 109,lli2 120,056 133.061 
25% 22,550 75% 74,415 

I gX 
I 
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ANNEX C-2 

Mr, Richard Dudl~y, Cbiei Engineer DATE: 6 May 19 77 

Robert :·!. Duncan, Civil Engin~e?:' 
Consultant, AID/REDSO/~,;A .~1::_· /'l.1-G-:·~_,.a<'\/ -;_,;: ,,., /.,,," 
Family Health· Center, L9me, Togo. 

(. ' 

Scooe of Wot"k 

To assist in the planning and layout of a si~ple clinic with facilities to include the teaching of Togolese personnel improved ~aternal and child care ser"lices, 
nutrition education, and family planning. 

Specific require~er.ts of the assignz::ent (resulting from 
an oral briefing by ~tr. Van Raalte) were: 

Determinations required: 

1. 

2. 

l \ 
Location and size of the proposed construction 
site. 

Location of nearest city utilities to the site, 
power lines, water lines, and sewe?:' li~es. 

3. The capability of Togolese Architects and E~gi.~eers 
to design the facility. 

4. The ca?ability of Togolese contractors to const~ct 
the facility on a fi::m ti=le schedule. 

5. The availability of construction ~aterials which 
would be required for the facility. 

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

1. Space requirements. 

2. Flow pnttern of patients through the clinic. 

3. r.l lnical .:q•1ipment t:o be used. 

4. N1'<•d for audio-•lisu.al rooms, 

5. 

6 • 

N1•t!d for air conditioning. 
,oA/2i'l(_;NC ..;·p,.,.;c.= ;=-vie: c.-.,./<::; . 

,l-!11 "im~:r-f.low...o.f- pa t.ien ts~-· 

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

Determinations ~ade: 

l. Attached is a partial ~ap of the City of Lome showing 
the location of the pr~posed site. 

2. An official survey of the proposed site showing 
the locaticn of the city water and power lines and 
listing the coordinates of the corners of the 
proposed site is also attached. 

a. Electric power is SU?plied to the City of Lo~~ 
from generation at the Akosombo Da.~ in Ghana. 
The house ser'lice voltage is 220 and 50 cycle. 
The supply from Akosombo is constant but 
occasional outages occur due co failures in · 
the Lome distrib11tion systec:i. 

b •. The city water supply is p1=1peci fro~ wells 
and is treated at the source. To insure 
against possible ~ollu~ion entering che water 
due to breaks in the distribution syste~, the 
drinking water for the clinic should ~e treated. 

c. No sewage collection system exists in Che clinic 
area of Lo~e. A septic tank together with a 
leaching well will need to be const1:"t!ct'ed in 
which to disoose of toilet ~astes from the 
clinic. No percolation tests were =a.de at the 
site but the area is a sand denosit and tests 
should be made to deter::iine he-"~ deep the sand 
extends. At the U.S. E:::bassy co~poe..~d, steel 
rods were driven easily to a C.e?th oi s i:~teen 
feet through cohesionless sacd. A sL~ilar test 
could be ~ade at the clinic site to deter.nine 
the depth of the sand. 

A drawing of the type of septic tank being 
construct:ed in Lome was obtained from Service 
National D 1 Assa inissement, Lor=e'. A co9y is 
at:tac:1ed. 

3. Two Togolese architc.>cts were visited, :·t:. Leech 
and Mr. Alcide du Silva. Seth ~en are Togolese 
and were educntcd in France. After observing 
drnwin~s and calculations, the conclusion was 
reached that each has the technical capability to 
prepare architectural and struct~ral design 
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drawings ar.d specificat;ons fo-:: the Health Center. 

The Tooolese practice is t'1 prepare drawings with 
only the dimensions shoo;·m and no details. The 
details are covered in the written specifications 
and structural design calculation sheets. 

The contractors who wish.to bid :or the constructior. 
work are each given ~set of drawings, specifications 
and the structural design calculation sheets. Each 
contractor is required to present with t~e bid the 
details for ccnstr~ctioh, such as the s~ape, size, 
nUI::ber and position of the steel rein:orcir.g bars. 

T:1is is ·forc ... ng each contractor to repeat the ·..;ork 
already done by the engineer and the cost of this 
T,.1ork is .included in the contractor's bid. I 
suggest that when REDSO negotiates with the architect 
that the agree=ent be =.ade with the a=chitect to 
show all details on the drawings and let the written 
specifications cont:ro 1 the q..:.a li ty of the wor~ 
and materials. 1 

' 

4. The two archit:ec c:s r.er:tioned a::iove in:0r:ned :;:;e t:=-..a t 
Togolese conc-.acco7s have the capabili=7 co 
construct the Health Cent2r on a fL<ed sc::.edule. 
Architect d.1 Silva :::eco:::!!!en<!ed the :01:o~i...-:g 
Togolese co.'.lt=actors: ' 

Clarence OlT:ipio, ::n~-=e?:-e:-.eu-:­
EGTP, ~=. Ajavon 
Travau:< At~antique, A~orin 

:rt:. Loe oh i.s a :>ui lCer as well as an arc~1:.. :ec c. 

5. Tne following local cons:r~c~ion ~aterials are 
available at the prices listed: (~ate: these 
quotations were obc:ained fror.i c::ie t:"..io ar.~'.': itec !:s). 
Mr, tocoh 1 s quotations a?ply to the ?rices ~l!ring 
April 1977. ~tr. da Silva's quo tar~ : .. ns are the 
;irices charged by the Govern.~ent after ~!ay l, 1977. 

Item CFA e~n: ?':\!.Ct 

Unit ~!r. Loc::ih ~tr. Ja S!.1.•;a 

Cement c:gn 12,00C 20,000 Sand i-13 1,JOO Gravel M 6,000 
Reinforci~g St~~l t2n 160,000 250,000 :-<.arble l" chick :-1 8,000 



Ceramic t:ile 
5/16" t:hick 

Interior wood doors 
Exterior wood doors 
Form lumber 

4 

6 000 
iz:ooo 

Corrugated ce~ent-asbestos sheets 
Corrugated galvani=ed steel sheets 
Corru~ated aluminCI:J sheets 

4,000 

14,000 

6. The preparation of the floor plan of the Health 
Center was made possible by the cooperation, acvice, 
and suggestions of Dr. ?oulsen and Dr. Anita ~~ckie. 

Each architect was asked for his estimate of the u.."'tit cost . 
of a building si:r:iilar to the Health Center. 

Mr. Locoh Is est:i.:r.ate of !.100, oo_Q C?A ?e"t" squara ::ieter 
was based on a building ·~·ichout an interio-::." =inish 
~$200 per sqcare =eter). 

• ._.<:O 

' Buildings of t!tls t17e L;r: luC.i>lg the interior finish 
and equip~ent: are being construcced for S330 per square 
meter in the United Sta:es. 

The total floor area of the Health Center as shown on 
the attached sketch is 1,422 sq...:..are ~eters. 

::sti:::lated cost: 

at $330 per sq\!.3.re =eter 
at $400 pe= sq~re =eter 

5469,200 
SS63,300 

The following ?ersons were contacted in ~c::ie duri~g :he 
preparation of t~is report: 

1. Mrs. Sally Shar?, A.~J Representative, I.or::e .. 
2. Hr. Adama, Chef du ~ervice Topographique, Lo::ie. 
3. Mr. Cre?pe, Asst. Ch?f du Service Topogra?hique, Lo~e 
4. Mr. Loc~h, Architect and Builder, Lo~e 
5. Mr. Wool~ine, A~~in~strative Officer, U.S. ~~bassy, 

Lorne. 
6. Mr. Acide da Silva, Architect-C~gineer, Lorn~. 
7. Mr. Amigee, Chef du Service d'Assainisse~ent, Lo~e. 

Two meetin~s were held for discussion regarding the ;irojece 
with th~ IJ.S. Ambassador. Those attending che ~eetings were: 

Amba 11H11dor Pa L"lle r 
Sally Sharp, AID representativa, 
Dr. l'uulsen, RED SO 
Or. Mackie, REDSO 
R. M. Duncan, REDSO Engineer 

'" 11 l.um Young, CDO 
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The following documents are attached: 

1. Map of part of the Cit/ of tom~ showing the location 
of Health Center site. 

2. Official survey of the site. 

3. Fosse Septique A. Sortie Horizontal. 
~ ~, 

4. Cont::at: D 'Architel!te. '' 

5. Plan of Health Center by R. N. Duncan. 

6. Copy of calculations of site area. 

7. Outline of Togo A=chitectu=al Cont=acts. 
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Furniture and Equipment Summary by Room 

Offices: 

l Project Directors 

9 Administrative and Teaching Staff 

2 Secretarial and Off ice Equipment 

Medical: 

Treatment Room 

Recovery Room 

Storage/Cleaning/Supply Rocm 
··A 

Laboratory 

Family Planning Conference Rocm 

Pharmacy 

Examining RooCTs (8) 

Waiting Room 

rtecord Storage Room 

Teaching: 

Auditoriu!il 

Classroo:-is 

Library 

Students Lounge 

Summa.ry: 

Office area $14,ooo + 50% CIF 

Medical items (old catalogue 25% 
adjustment) $24,100 + 50% CIF 

Teaching Area $40,000 + 50% 

$ 

$ 

3,610 

4,500 

5,500 

1,515 

::.,400 

5,070 

510 

3,700 

4,800 

2,800 

700 

9 ,too 

7,500 

8,ooo 

21,000 

36,200 

61,200 

118,400 



Auditorium 

n 
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Furniture -~?d _Equipment List 
Togo Family Health Center 

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

Table for Lecturers + 4 chairs 

Podium with built-in mike plus light 

Large built-in retractible screen 

Large stand-alone green chalkboard 

Three Unit Airconditioners @ $1,000 

Classroom..:3 

$ 10,000 

600 

500 

400 

400 

3,000 

$ 14,900 

20 Desks and Chairs @ $200 4,000 

Lecturer 1 s Table plus 2 Chairs 500 

Large Green Chalkboard - ~oveable 150 

Large Corkboard for !f otic es, e-t-c. 50 

$ ll,700 

Two Classrooms~ $~,700: $g,tco 

Library 
Moveable and adjustable Bookshelf Units 3,000 

Four Round Tables to seat il Persons Each 3,000 

Small Desk plus Chair-Librarian ~oo .) 

Six Easy Chairs for Reading§ ~200. 1,200 

$ 7,500 
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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 4 persons each 

2 Coffee Tables 

Examining Room 

$ 1,500 

1,600 

3,000 

1,500 

400 

$ 8,ooo 

Examining Table 320 

Treatment Cabinet 125 

Operator Stool 35 

Waste Receiver 20 

Examining Lamp 50 

1 Chair 40 

$ 600 

8 Examining Rooms§ $600. = $4,200 

Recovery Room 

Recovery Couch 200 

Chair 40 

$ 240 
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Laboratory (40 1 wall space) 

Counter height steel laboratory 
base units 

2 Double Cupboard@ $150. 

4 4-Drawer Units@ $155. 

2 Sink Units @ $95. 

2 20' Units@ $1,110 

2 Basic Laboratory Monocular 
Microscopes? $500. 

1 Biological Refrigerator - 6 cu.ft. 

Small Equipment - Centrafuges, etc, 

1 Aircondi~ioner 

Medical: 

Phar:lacy 

8 1 of' high cabinets ~ $100/ft 

8 1 of counter high bases @ $75/ft 

1 sink unit 

l desk unit 

Refrigerator with separate freezer door 

SrJall equipment 

1 airconditioner 

Treatment Room 

Refrigerator 

Treatment Table 

Treatment Cabinet 

Storage and Supply Cabinet 

Instrument Cabinet 

$ 300 

620 

190 

1,110 

2,220 

1,000 

350 

500 

1,000 
$5,070 

800 

600 

100 

200 

500 

500 

1,000 

3,700 
500 

200 

125 

350 

200 
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Utility Table 60 

2 Chairs 80 

$ 1,515 

Storage/Cleaning Si.lP::! ly Room 

8 1 of high cabinets @ $100/ft 800 

1 Omniclave Sterilizer 500 

1 Sink Unit 100 

Waiting Room 

Weighing Area 

1 Utility Table for Pediatric scale 

1 Continental Cline Scale - inf ants and 
children 

1 Physician's Scale w/height rod 

50 Chairs, stackable plastic ~ $50 

Record Storage Room 

$ l,llOO 

100 

100 

100 

2,500 

$ ? ~00 - 'v .J 

Shelves or Filing Cabinets for Records 500 

Small Desk plus Chair 200 

$ 700 
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Family Planning Conference Room 

Round Table for Six $ 100 

6 Chairs@ $60. 360 

Small Chalkboard 50 

$ 510 

Offices 

Project Director 

Executive Desk $ 680 

Executive Chair 183 -

l Seminar/Meeting Table 85 

6 Chairs for above Table 1,002 

2 Easy Chairs @ $207 41li 

l Bookcase, 3 shelf 245 

l Airconditioner 1,000 

.... ~,600 ~ __, _, 

Teaching and Administrat!ve Sta~f 

Desk-s~r.gle ?edesta: ~ .~ -
.l..·~? 

3 Chairs @J $35 105 

Bookcase - 2 shelves 4,. 

2 Drawer File - Legal Size 90 

Farge Corkboard 40 

$ 467 

9 Offices @ $500 each: $4,500 
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Sec~etarial Offices 

Secretarial Desk $ 206 

Bookcase - 2 shelves 47 

File - 5-drawer - legal 143 

Chair 46 

2 Offices at $450. each: $900. 

Office Equipment: 

l Manual Typewriter 

1 Electric Typewriter IBM Selectric 

1 Photocopier with capacity for 
transparencies 

Secretaria and Office SquipCTent $5,500. 

$ 442 

500 

1,100 

3,000 

$ il,6co 
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PERSONNEL E~lPLOYED IN MINISTRY OF HEALTH 

Category 

Physicians 

Pharmacists 

Dentists 

Sanitary Engineers 

TOGO, 1976 

Hospital Administrators 

Physicians' assistants 

Laboratory technicians 

Technical agents in health 

Technical agents ir. sanitation 

State nursEs 

Midwives 

Assistant sanitarians 

Laboratory assistants 

Auxilliary nurses 

Au.~illiary midwives 

Travelling nurses 
(Agents itinerants) 

Number 

100 

10 

4 

3 

8 

48 

5 

165 

14 

521 

201 

78 

75 

168 

322 

148 
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Draft Project Description to be Used in the Proj~ct Agreement 

This is an international joint effort between the United 
States Agency for International Development (AID), Family 
Planning International Assistance (F?IA), the international 
division of Planned Par8nthood Federation of America, Inc., 
and the Govern"llent of Togo (GOT), particularly the Ministry 
of Health, Social Affairs and the Advancement of Women (MOH). 
The project will assist the GO'J~ in strengthening its insti­
tuticn&l 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 improving 
maternal and child health services. 

This ob.jecti ve will be acccmp lished through the in­
depth training and/or retraining o~ medica~, param~dical 
and social per~onnel of the MOH in the various aspects of 
family health, i.e. maternal child health, nutrition educa­
tion and family planning. The project does not address all 
phases of the Togolese health services, but is limited to 
provide better training, understanding of and reorientation 
towards family health to all health personnel. 

The project will be implemented under the aegis of ~he 
MOH. An AID-financed technician and his Togolese counterpart, 
the Director of Family Health Center, will be primarily res­
ponsible for day-to-day manageme::.t and 1:::.~~e:':'lenta"':ion. of the 
project. They will coordinate all donor in;uts and ~onitor 
project progress and adherence to the co~ditions agreed ~pan 
by all donors. 

This is a six year project. However, AID funds wi:: te 
disbursed over the first three years of the prcject. ~~e AID 

.... . b t. . , , . .... f ~. . .. ( . ) .... h d . . convrl u ion ·.ru ...... consis.., o .:.1nanc1ng ::or 1. "• e esign anc 
.... t. ~ t' c t (ii) ~ . .... d . .... ~ con ..,rue ion or ne en er, ~urn11..ure an equ:p~en"' :or 

the Center, (iii) the services of a public health adviso~ 
and a bilingual secretary. 

FPIA will finance the entire trainin~ component of the 
project. This will include: (i) approx~mately 29 9erson 
months (PM) of short-term technical assistance; (ii) a;;;:ro:<i­
mately 102 PM of short-t~rm participant training: (iii) 
commodities and equipment: (iv) some lccal cost (research 
funds and a bilingual secretary); and (v) a portion of 
operating cost (7ehicle maintenance and POL). 



The GOT contribution will consist of (i) land fo~ 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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T ,.. '. • e. _11:;: s c~ ion 

6. rrhe qu.2.lti7r of lif·'.3 a3 it rel.!:!.~~s to ;:;he !:eal7'h, 3oi::itl a~:i econ.o::n:i.c 
aspects of fa=ily ~la..-~~i..~6· 

7. l:!a ternal a.".'ld 

8. Orsa.'1.izatio~ of a HCI!/FP clinic. 

1. 

2. 

J ,.. 

b. 

c. £.:.stablizh.:ie:lt of cl.L.11ic !lours 

d. ?-atient refer:::-al s.."'l'i f:.:tllo'.-1-11.? syJten 

e. Logi3tics 

~~pport with p~tien~~ cou.::.sell; :ig - educ~ tl::::rl 

Eedical ex0 n;-:atior.., . - ... 
1:: Cl.) .. ::J.:!......~g' : 

3.. Gar'iio -'r:=..s cula.r 

'b. 3rsast3 

d.. ?nl ,.ric 

e. O"!"f)_,; ~ n -1 r"'\~ 
_J ........ -.....,. ......... ..1-v--

a. 

b. Go:iococcu.s 
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6. Co:rununication and education skills. 

?. 

a. Abilit"r to listen to oeoole J + • 

b. Abilit~r to tea.ch (L"':t.2rvie' .. r, ad~rise, s;uide) 

c. Ability to pr<::para a..'1d 1.ise v-~:-ious r:iedi3. for tee.ch:L11~ .:=t .. '1::1 
learni:lg 

d. "tlritL'lg reports a....~d s.stti-:.g '...rp disc'.l33ion groups 

e. Group work (a.ssi~-n::.ent.3) 

!Jevelopnent cf LJ.fo~:'~tio·':'..11 eC.ucati.0:1 ::ia. ta rials teachi::.g 

a.. Trainees, assisted by le cal resott:'ce people a.'l:l adYisor3 should 
d~rrnlop '\.,hei.r oi..c ::laterial3 bused upon pas-:, ~·!CE/;.r> f:i.el:l ex­
perie~ce a.:1:! k .. "10:,1ledje :;.cq_·J.ir<Jd. ·t1hile i.;.1 tre. ~ :i; '1J. 
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INITIAL ENVIROfillENTAL EXAMINATION 

PROJECT LOCATION: 

PROJECT TITLE: 

FUNDING: 

LIFE OF PROJECT: 

IIE PREPARED LY: 

Lome, Togo 

Togo Family Health 

FY 77 

Six years 

Richard Dudley, Chief Engineer, 
hEDSO/WA 

ENVIRONMENTAL ACTION RECO~~IBNDED: 

CONCURRENCE: 

Negative Determination 

Sally Sharp, AID Affairs Officer, 
Lome 

ASSISTANT AD~ITNISTRATORS/DIRECTORS DECISION: 

I. EXA~ITNATION OF NATURE, SCOPE AND MAGNITUDE OF ENVIRON­
MENTAL I:MPACTS: 

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 ~n 
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 t:he 
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 ai,1 consultations; child ~pacing 
consultations and treatment; examinat1ons and troatment 
for problems of infertility; and pedi,tric 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 accommod~te 20 persons each and an auditorium 
%ith audio-visual equipment for conferences, lectures, 
seminars a~d 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 ENVIRONMENT .. ~.L Irv.PACTS 

A. Environmental Aspects Investigated 

1. Land Use. 

The land to be utilized is in a heavily popul&ted 
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 
contstruction of a septic tank and leaching system. The 
soils in the area are highly per:::neable 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 
pitB, both of which provide a basis for far more contamination 
to possible water sources than the system contemplated for 
the health center. 

C. Atmospheri~. 

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

D. Natural Resourc~~ 

The project does not contemplate an effect whatsoever 
on the natural resources in Togo. 
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E. CuJtural 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 So~ial Analysis rural women are will~ng to have ~ccess 
to family planning techniques provided they .:i:-:e 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 th~ 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 relocate. This 
problem will be addressed during negotiations of the 
Project Agreement. 

F. Health 

The primary benefits of this project will accrue to 
~urnen in the childbearing years and children 0-5 years of 
age who receive family health services. However, indire~tly 
the majority of the population will benefit from the training 
p:0grams 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. No negative environmental 
effects on the health of the Togolese populace are foreseen 
as a result of this project. 

III. 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 L~plementation, 
therefore a Negative Determination is appropriate. 
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IMPACT IDENTIFICATION AND EVALUATION 
FORM 

Impact Areas and Sub-areas 1/ 

Impact 
Identification 
and Evaluation 2/ 

A. LAND USE 

1. Changing the character of the land through: 

a. Increasing the population--------------

b. 

c. 

Extracting ~atural resources----------­

Land clearing--------------------------

d. Changing soil character------~---------

N 

N 

2. Altering natural defenses------------------ N 

3. Foreclosing important uses----------------- N 

4. Jeopardizing man or his works--------------

5. Other facto~s 

B. WATER QUALITY 

1. Physical state of water-------------------- '\~ ;.•I 

2. Chemical and biological states------------- L 

3. Ecological balance------------------------- N 

4. Other factors 

1/ See Exnlanatorv Notes for this form. 

2/ Use of the following symbols: N - No environmental L~oact 
L - Lfttle environmentai L~oact 
M - Moderate er..vironrnent:al impact 
H - High environmental impact 
U - Unknown environmental L~pact 

1 
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IMPACT IDENTIFICATION AND EVALUATION FOR.!.~ 

C. ATMOSPHERIC 

1. Air additives---------------------------

2. Air pollution---------------------------

3; Noise pollution-------------------------

4. Other factors---------------------------

D. NATURAL RESOURCES 

1. Diversion, altered use of water---------

2. Irreversible, inefficient ccmmitments---

3. Other factors 

E. CULTURAL 

1. Altering physical symbols---------------

2. Dilution of cultural traditions---------

3. Other factors 

F. SOCIOECONO~ITC 

1. Changes in econornic/employn;ent patterns 

2. Changes in population-------------------

3. Changes in cultural patterns------------

4. Other factors 

Resettlement 

2 

N 

N 

N 

N 

N 

N 

L 

L 

L 
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IMPACT IDENTIFICATION AND EVALUATION FORM 

G. HEALTH 

1. Changing a natural environment------------

2. Eliminating an ecosystem element----------

3. Other factc~s 

H. GENERAL 

1. International irr.pacts---------------------

2. Controversial impacts---------------------

3. Larger program impacts--------------------

4. Other factors 

I. OTHER POSSIBLE I~~ACTS (not listed above) 

M+ 

N 

N 

N 

N 
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SC (1 ) • C_OU!-ITRY CHE C:<LI ST 

Listed below are. first, statutory :riter1a app11cab1e gener111y to FAA funds, ~nd then criteria 
applicable to imbvidua1 fund sources: Development Assistance.and Securi~y Supporting Assistance 
funds. 

A. GeNERAL CRITERIA FOR COUNTRY 

1. FAA Sec. 116. Can it be demonstrated 
that contemplated assistance will directly 
benefit the needy? tf not, has the 
Department of State detennined that this 
government has engaged in consistent 
pattern of gross violations of inter­
national ty recognized human rights? 

2. FAA Sec. 481. Has it been detennir.ed trat 
tne government of recipient country has 
fail01 to take adeauate steps to prevent 
narcotics drugs and other controlled 
substances (as defined by the Compre­
hensive Drug Abuse Prevention and Contro1 
Act of 1970) produced or ~recessed, in 
whole or in part, in such country, or 
transported through such country, from 
being sold illegally within the juris­
diction of such country to U.S. C'iaverr.rnent 
personnel or their dependents, or frcm 
e!1tering the U.S. unlawfully? 

3. F . .l.J\ Sec. 620(a). Does recfoient country 
'furnish ass1stance to Cuba or fail to 
take appropriate steps to prevent ships 
or aircnft under its flag from carrying 
cargoes to or frcm Cuba? · 

Fil.A Sec. 6'20(1;)). If assistance is to a 
government, n;;- the Secretary of State 
det~rl1'1ined tha~ it is not controlled by 
tha international ColT!rnunist ~OV'=ment:? 

Yes. Project will strengthe::. delivery 
of preventative family health care 
services and infon:::ation throughout 
Togo. 

iTo, such a deter:ti~a.tion has cot 
been ma.de. 

5. R~ Sec. c20(c). If assistance is to ::o. 
g0·1ermr.ent, is the qovernment liable as 
dcb~or or unconditional guarantor on any 
de~t to a U.S. citizen for goods or 
services furnished or ordered where (a) 
su~h citizen has exhausted available 
le~al remedies and (b) debt is not denied 
or-contested by such govern~ent? 

6. FA:.. Sec. 620(e) (lL tf assistance is to ~To. 
a government. nas it (including goverr.~ent 
agencies or subdivisions) taken any action 
which has the e~fect of nationalizing, 
exorooriating, or otherwise seizing 
O'linershi p or control of property of U.S. 
citizens or entities beneficially owned 
by them without taking steps to discharge 
its obligations toward such citizens or 
entities? · 
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A 
7. -FAA Sec. 620(f}; Ar.o. Se.;. 108. Is No. 

recipient country a Co:r.munist country? 
Will assistance be provided to the · 
Oerr.ocrat1c Republic of Vietnam (North 
Vietnam), South Vietnam, Cambodia or Laos? 

. . 
8. FAA Sec. 620(;). Is recipient ~ountry in 

any way involved in (a) subversion of, or 
military aggression against, the United 
States or any country receiving U.S. 
assistan~- or (b) the planning of such 
subversfo .. or aggression? 

9. FAA Sec. 620(j). Has the country per­
mitted, or failed to take adequate 
mensures ta prevent, the damage or 
d~struction, by mab action, of U.S. 
property? 

10. FAA Sec. 620(1). If the ~ountry has 
failed to institute the investment 
guaranty program for the specific risks 
of expropriation, in~onvertibility or 
confiscation, has the AID Administrator 
wi~hin the past year considered cenying 
assistance to such government for this 
reason? 

11. FAA Sec. 620 o); Fishermen's Protective 
Act, ec. If country nas se1zed, or 
imposed any penalty or sanction against, 
any U.S. fishing activities in inter­
national waters, 

a. has any deduction required by Fisher-
111en's Protective Act been rrade? 

b. has complete denial of as5istance 
been considere~ by AID A~ministrator? 

12. F.C..A S.:c. 628(0); .-'ao. Sec. 504. (a) Is 
tne government of :ne recipient country 
in default on interest or orincical of 
any Aro 1oan to the country? (b) Is 
co~ntry in default exceeding one year on 
interest or principal on U.S. loan under 
prcgram for which App. Act appropriates 
funds, unless debt •11as earlier disputed, 
or appropriate steps taken to cure default? 

13. FAA Sec. 620(s). ~/hat percentage of 
co~ntry budget is for military expendi­
tures? How much of foreign exchange 
re~ources spent on military eouiprnent? 
Ho\'1 much spent for the purchase of 
~ophisticated weapons systems? (Considera­
tion of these points is to be coordinated 
with the Bureau for Program and Policy 
Coordination, Reaional Coordinators and 
Military Assistance Staff (?PC/RC).) 

iiTo •. 

No. 

Togo has not failed to institute 
t:ie investment guaranty :progra.n. 

Togo has re.at seized r..or i '"":;;osed a..>J.y 
~enalty or sanctio~ a~ai~st U.S. 
fisr.ing 2.ctivities. 

No 

:ro 

:·io 

~!ili ta::-y ex;e~di tu::-es accour.t ~o::- 2. 3% 
O _ ... co,,,...- .... , ·~u--'::r.,.,.. ~--.,..,r-x.; ... ~-ei '/ 

J. :-.......,\,,1.,...J ..J ~-.J• ··::'~ v -v -

$14.0 ::.ill.io~ i~ ~o~eig~ axc~a~~e ~as 
been s!)e!1t on ::ili-:ar:r eqai:;::mer:t si:1ce 
1975. :fo so:phistic3.ted -,.,ea:;::cn s:,rs-::e=s 
Ca.ire beer.. ~u~c::ased.. 
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A 
14. FAA Se<:. 620( t). Has the country severed No 

diploll'.atic rela~ions ·;1ith the United · 
States? If so, have they ~een r~sumed 
and have nsw bilateral assistance agree· 
ments been negotiated and entere~ into 
since such resumption? 

&n·it.::Tt\ISCATE i"AGC MO.-_ 

Hovember 1 O. 1976 EC(l)-3 

FAA Sec. 620(u). ~hat is the ;::ayr.:ent 
so;at:.is of tne country's U.N. obligatiJns? 
If the countr/ is in arrears, were such 
arrearages taken into account by the AID 
Administrator in determining the current 

Togo is Cli'"f't~Q,..,~ 
-- - -·- 'oJ 

r,.;i ti GT obliga.'tic::s. 

3. 

AID Operational Year Budget? 

16. F..tA Sec. 620A. Has the country granted .:fo 
sanctuary fram prosecution to any indivi-
dual or grcup ·..ihich has cor.mitted an act 
cf interna::ional terrorism? 

17. FAA Se~. 655. Coes the country object, 
on basis of race, religion, national 
origin or s~x, ~o the presence of any 
office:r or employee of the U.S. there · 
to carry out econc:nic develo;::ii.ent prO<Jram 
under FAA? 

18. FAA Sec. 669. Has the country c!elivcr.ed 
or received nuclear reprocessing or 
enricl"::lent e~ui:~ent, ~aterials or 
technology, wi ti'cut specified arrange. 
ments on safeguards, etc.? 

19. FAA Sec. 901. Has the country denied its 
•itizens ~~e rignt er op~ortunity :o 
emic;ra te? 

FU::ornG C~!E~L\ FO.~ CCU:'lnY 

1. 

a. FAA Sec. 102(c), Id). Ha·1e criter~a 
be~n escaol1sned, ana ca~en in:o ac:oun:, 
to assess c:rr.:ii~~enc ana ~r:s~ess of 
country in effectively involving c~e 
poor in develc~menc, on sue~ indexes as: 
(1) small-farm la~or intensive agri-
C'..: 1 ture, ( 2) reduced infant morta 1 i ty, 
(3) population gro·Hth, (4) equality of 
income distribution, and (5) une~pioy~ent. 

b. F.lA Sec. 201f'.))(5l, (7) & t3); Sec. 
2C3; '2i1(aj\.l), \i!. Cescrioe ~cent co 
wn1cn country is: 

(1) Making appropriate effor:s ~o increase 
focd orcduc~~on and i~orove ~eans for 
food stora9e and dis:ribution. 

(2) Creating a favorable c1irnate for 
foreign and domestic private enter­
prise and invest;::ent. 

~re 

.'To 

.... .,...._ ~ I 1 .....,, ~ ~ .-. l 

:---------w~-· 

C,.,.,,O. .-.~-....... _ --- _,...,..._ .... ~ --
~- ..._ __ ..... .;::. . 

_-._ ...... ~ 

-'""''"""'-

.: __ .,::l __ 

--- -·-"" 
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(3) Increasing the public's role in the 
develoi:mental process. 

(4) (a) Allocating available budgetary 
resources to development. 

(b) Diverting such resources for 
unnecessary military expenditure and 
intervention ~n affairs of other free 
and independent natinns. 

(5) Making economic, social, and political 
reforms such as tax cullection improve~ 
ments and changes in land tenure 
arrangements, and making progress 
toward respect for the rule of law. 
freedom of expression and of tha press, 
and recognizing the importance of 
individual freedom, initiative, and 
private enterprise. 

(6) Otherwise responding to the vital 
economic, political, and social con­
cerns of its people, and de!T1Qn~trating 
a clear deter~ination to take effective 
self-help measures. 

c. FM Sec. 201 (b), 211 ( ~). Is the 
country among cne 20 countries in which 
development assis~ance loans rray be ~ade 
in this fiscal year, or ar.-0ng the 40 in 
which development assistance grants 
(other than for self-help projects) ~ay 
be made? 

d. FAA Sec. 115. Will country be 
furnished, in saree fiscal year, either 
security suppor~ing assista~ce, or 
Middle East pe3ce funds? If so, is 
assistance for population programs, 
humanitarian aid t~rough international 
organizations, or re~ional programs? 

2. Securitv Suooortina ~ssistance Country 
Criteria 

GOT plans to exploit development 
potentials of northern Togo to bring 
the populace into the ~ainstrea.I::J. of 

.development process. 

Goal of third 5-year development plan. 

Negative, because development resources 
are f;nanced by other donors. 

GOT is a.Qa..ressing these concerns in its 
third 5-~·ea.r deYelop::nent plan. 

Major gca.ls of tni=ci 5-Yea:r- Pla."l c.~o:ist-:ra-:es 
s~p~ort to these concerns. --

.; 

P.':"'ong the 40 in -,;hic:"l C.evelo'2r:.e:::. 
~ . . . 
assis~an~e gl"an~s N~ll be ~aC.e. 

a~ FA~ Sec. 5023. Has the country :io 
engased in a consistent pattern of gross 
violations of ~nternationa~ly recognized 
human riqhts? Is pr:::graM in accordan.::e 
with policy of this Section? 

b. F:H._ Sec. 53i. Is the .:l.ssis~ance to NIA 
be furnisi1e<i to a friendly country, 
organization, or bcdy eligible to 
receive assistance? 

I 'T l ~ c. FAA Sec. 609. f corrmcdities are to .; ...... 
be grantea so cnat sale proceeds will accrue 
to the recipient country, have Special 
Account (counterpart) arrangements been 
made? 
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6C(2) - PROJECT CHEC)l.!Si-

Listed below are, first, statutory criteria applicable generally to projects with 'FAA funds, and 
then project criteria ai;pl icable to individual fund sources: Development Assistance (with a !i'lb­
category for criteria applicable only to loansh and Security Supporting Assist:rnce funds. 

CROSS REFERENCES: rs COWITRY CHECKLIST UP TO DATE? rornTIFi'. HAS STA.'ID..\RO ITEH CHECKLIST BEEN 
REVIEWED.. FOR "'."HIS PROJECT? 

1. GENERAL CRITERIA FOR PROJECT. 

1. J\oc. Unnumbered; FAA Sec. 653(b) 

(a) Describe ho·"' Co;;rnittees on Appropria­
tions of Senate and House have been or 
will be notified concerning tne project; 
(b) is assistance within (Operational 
Year Budget) country or international 
organization allocation reporte<l to 
Congress (or not ~ore than !l million 
over that figure plus 10%)? 

2. FPA Sec. 611(a)(l). Prior to obligation 
in excess of SlG0,000, will there be (3.) 
engineering, financial, and other plans 
necessary to carry out the assistance and 
(b) a reasonably fir~ estimate of the 
cost to the U.S. of the assistance? 

Xotification has ceen give!l. in ?'! 1977 
su'bm.issicn -to the Cc::g:-ess A:'rica 
~ogra.::.s, on pe.g~ F295. r:.~e ~roject is 
also listed i~ the ?I 1973 S~t=issio~ 
on :;;e.ge 233. 

e. • 
b. 

Yes 
Yes 

3. FM Se~. 6ll(a)(2). If further 1eois- .:'.:.r-::~er legisla-':.i·;e s.c.-:::.o:: is :-.o:, :-2c: 1.:.:.:!:"ed.. 
lative action is required within r~cipient 
country, what is basis for reasonable 
expectation that such action will be 
completed in ti~e to ~ermit orderly 
accomplishment of ~urpose of the assis-
tance? 

4. Fil.A Sec. 6ll(b); Ao:J. Sec. l!Jl .• r ror 
'"'ater or ·;1atar-relat:e·J land resource 
construction, has projec: ~et the stan­
dards and criteria as per Memorandum of 
the President dated Sept. 5, 1973 
(replaces Memorandum of May 15, 1962; 
see Fed. RegiS"Cer, '/ol 38, No. 174, Part 
III, Sept. 10, 1973)~ 

--; ' .. ·;I ~l. 

5. FAA Sec. 611 e). If ~roject is capital .?-rir:.ci~al .~:J C:':'icer - ,... :'::igo '.:as so 
ass1Stance e.g., construction), and all certi:'ied.. 
U.S. assistance for it will exceed 
Sl million, has Mission Director certified 
the country's caoability effectively to 
~aintain and utilize the project? 
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A. 

6. FAA Sec. ?"'1, 619. Is project suscept"" 1 "" 

of execution aspart of regional o~-:.mul t1-
1atera 1 project? !f so why is project not 
so exe'"· ".<:d?' Infcrmation and conclusion 
whether assistancs will encourage 
regionai ~evelopment programs.· tf 
assistance is for newly independent 
country, is it furnished through multi­
lateral ·organizations or plars to.the 
w~ximum extent appropriate? 

7. FAA.Sec. 601 a); (ai:d Sec. 201 f) for 
eve opment cans • ntorrnat1on an 

conclusions whether project will encourage 
efforts of the country to: (a) ihcrease 
the flow of international trade; (b) fos­
ter private initiative and compet1ti6n; 
(c) encourage development and use of 
cooperatives, credit unions, and savings 
and loan associations; (d) discourage 
monopolistic practh.es; (e) improve 
technical 2fficiency of industry, agri­
culture and cornr.erce; and (f) strengthen 
free lacer unions. 

? . FAA Sec. 601 (b). Information and con-

9. 

c1 us1on on now project will encourage 
U.S. private trade and investment abroad 
and encourage private U.S. participation 
in foreign assistance programs (including 
use of private trade channels and the 
services of U.S. private enterprise). 

FAA Sec. 612(b); Se-:. 636(h). Describe 
~teps ta~en to assure that, to the 
~~x1~um extent possib1e, the country is 
car.tributing local currencies to ffieet 
the cost of contrac:uai and other 
services, and foreign c~rrencies cwned 
by the U.S. a.~ utilized to rr:eet the cos: 
of contractu2 1 'nd other sen ices. 

10. FAA Sec. 612(c Sees :r.e U.S. own excess 
foreign currency a~d. if so, what arranae­
ments have been ~~de for its reiease? · 

8. ru:rnrnG CRIERIA FOR PROJECT 

1. Develoc~ent Assistance Project Criteria 

a. FAA Sec. 102(c); Sec. 111; Sec. 231a. 
Extent to · ... n1cn act~·1ity ·11ill (a; effec­
tively involve the poor in develop~ent, 
by extendin9 access ~o economy at local 
level, increasing labor-intensive pro­
duction, spreading investment out from 
cities to small towns and rural areas; 
and (b) help develoo cooperatives, 
especially by technical assistance, to 
assist rural and urban poor to help 
themselves toward better life, and other­
wise encourage ciemocratic pr.;vate and 
1oca1 governmental institutions? 

AID HAN[!&QCI( 3, J,pp. 6C 

Project will be fu.r..ded a"ld implemented· 
t::u.~\.l multilateral organizations. Center 
;·rill se:.::. "/e as dez:c.cnstration center for' 
West African count::ies and trainees. from 
tiese cou::.tries. 

a. $130,200 of comr::odities ·..rill be 
procured. 
b. Const:ruction contrs.ct i:·rill be lei. 
on 
c. 
d. 
e. 

co:r::r::ietiti·ie basis. 
~r/'A 
rr/A 
"L· '/u I • • 

N/A 

Ccr::r::odi ties :~re:: ~S total $13:), 2CO 
:'ech..."'1ical assi.s-:c..::..ce :!:o::. :JS to~als $120, ·~CC 

,-,....rn . .. • g: ir:t ~-..., 
o.J-...1 .• ~ro"frJ..:::..i.::g _i_. -t"'J ....,_ 

cost. CS .. ,.ri:l :.;.3e c..~~,. 

a.·,.a.ilable. 

'T .. c. 

~ea.1th ser-rices a .. rai.la.ble -:o 
::c""Jula tio=: : -• .,.. ... ._~. ~ ""'0!> .... -· -- -- --- --.:;) . 
-'"' '•/ .l i...- • _4 4. 

,_...," ..,...""r'Q~ ("''' 
'- -·"-"' - --- -.• / 

:cgclese 
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b. FAA Sec. 103, 103A, 104, 105, 106, 
107. Is assistance being made available: 
[lriclude only applicable paragraph -­
!.:S.·1a, b, etc. --which corresponds to 
source of funds used. If more than one 
fund so~rce is used for project, include 
relevant paragraph for each fund source.] 

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

(2) [104] for population planning or 
health; if so, extent to which 
activity ex·~ends low-cost, integrated 
delivery systems to provide health 
and family planning services, 
especially to rural areas and poor; 

(3) [105] for education, public admin­
istration, or human resources 
development; if so, extent to which 
activity strengthens nonforr..al 
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; 

(4) [106] for technical assistance, 
energy, research, reconstruction, 
and selected develop~ent proble~s; 
if so, extent activity is: 

(a) technical cooperation and develo~­
ment, especially ~ith U.S. ?rivate 
and voluntary, or regional and inter­
national development, organizations; 

(b) to help alleviate energy problem; 

(c) research into, and evaluation of, 
economic develop~ent processes and 
techniques; 

(d) reconstruc~ion after natural er 
~4nmade d~saster; 

(e) for special develooment probl~~. 
and to enable proper utililation of 
earlier U.S. infras~ructure, etc., 
assistance; 

(f) for programs of urban development, 
espe~ial ly s;;;al 1 labor-intensive 
enterprises, ~arketing systems, and 
financial or other institutions to 
help urban poor participate in 
economic and social develocment. 

3 :11 NovP.mber 10, 1975 6C(Z)·3 

Project is s?ecific~.i.ly ~esi€!J.ed to 
s<:.rengthen tl:.e deli Ye!"y of ?reventi ·re 
fa""i ly 'r..ee.lt':l care ser-.ri.ces a~d 
infor:::;.ation tr...roug~out To50. 

- I. 
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(5) [107] by grants for coordinated 
privat~ effort to develop and 
disseminate intermediate technologies 

. appropriate for developing countries. 

c. FM Sec. 110(a); Sec. 208(e). Is the 
recipient country willing to contribute 
funds to the project, and in what manner 
has or will it provide assurances that it 
will provide at least 25% of the costs of 
the program, project, or activity with 
respect to which the assistance is to be 
furnished (or has the latter cost-sharing 
requirement been waive<l for a "relatively 
least-developed" country}? 

d. FAA Sec. llO(b); Will grant capital 
assistance be d1soursed for project over 
more than 3 year~? If so, has justifi­
cation satisfactory to Cor.gress been ~~de, 
and efforts for other financing? 

e. FAA Sec. 207; Sec. 113. Extent to 
which assistance reiiects appropriate 
emphasis on; (1) encouraging develo~ment 
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 areas of 
economic, political, and social develop·· 
ment, including industry; free labor 
unions, cooperatives, and Voluntary 
Agencies; transportation and co~munica­
tion; planning and ~ublic aeministration; 
urban develocment, and modernization of 
existing laws; or (6) integrating ·..icme!'1 
into the reci~ient country's national 
economy. 

f. FAA Sec. 231 (b). Oesc:-ibe extent to 
whicn rrogram recognizes the particular 
needs, desires, and caoacities of the 
people of the country; utilizes the 
country's intellectual resources to 
encourage institutional development; 
and supports civic education and training 
in skills required for effective cartici­
pation in governmental and ~olitical 
processes essential to self-government. 

AID HANDaOQIC 3, App. 6C 

By provision in Grant Agreement GOT wi2.l 
contribute 30.4% of total project cost 
which includes l~nd, salaries of center 
staff, per diem and transportation cost 
of trainees and other operational cos+-

No 

1) Assistance ":::eir:'5 ::;:i:-o,;id.ed. to ;,:i_:i.is-:r~· 
of 2ealth ar:d Social A~fairs ~c streng-:~er: 

its deli?ery of ure?er:~i?e heal-:h care 
serrices. 
2) N/A 
3) & 4) ?roj ect ~·rill -:re.i!'l 0 ..,... ..,..a_ 

- 4 ~ 

-:re.in I:..ost of ~:--.. e :,:c::' s ::.edical 2-"":d 
parai=ie~ic~l ?eYsc~~~l. 

5) H/A 
6) ~J~os~ ~rai:le:~s ~·,-ill '":e .. _,...,~.,.... 

.'ti....- ........... 

?ro~ect a~-:i=ess~s ::..a..~o~ ::~a:::h ~!'c .. :le::. 
o~ pregna_~~ ~c~~, la~~a:~~g ~c:~ers 

a:J.d thei= c::il.iren i::-5 ye:.r:s of a5e 
( 42% of '90'9lllaticn). Ce:l~er ~d.ll 
be fully staffed by tr~i~ed Togolese. 
~f/A 
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g. FAA Sec. 201{b)(2)-(4) and - 8); Sec. 
201 e ; Sec. 211 a l - 3 and - 8 • Does 

of the activtty give reasonab e promise 
contri bu ting to the deve l opnent: of 
~~anomic resources, or to the increase of 
or·oductive capacities and self-sustaining 
a1:0.1omk growth; or of educational or 
othe!" institutions directed toward .social 
progress? Is it related to and consis­
tent with other developm~nt activities, 
and will it contribute ta realizable 
long-range objectives? And does project 
paper provide information and conclusion 
on an activity's economic and technical 
soundness? 

h. FAA Sec. 20l(b)(6); Sec. 2ll(a)(S). (§]_. 
Information and conclusion on possibTe 
effects of the assistance on U.S. economy, 
with special reference to areas of sub­
stantial labor surplus, and extent to 
which U.S. cor.modities and assistance 
are furnished in a ~~nner consistent with 
improving or safeguarding the U.S. balance. 
of-payments position. 

2. Develocment Assistar.ce Proiect Criteria 
(loans oniy} 

Yes, uroject jrill contribute to 
develo:pmem; of educational and social 
institutions. 
Yes, project related ~o and consistent 
with gctl other development activities 
within the health sector e..."'1.d will 
contribute to realizable long-ra.nge 
objectives. 
Yes. 

Z~f ect~ on GS eco~c:;y ·di.2..l be ~~imal 
c~ no~-e.xista~t. ~ojec~ cc::=..odi~ies 

a:!.d. :r...~. ·,.rt ll be ~!"'CC'J..red. i:i U.S. 

a. FM Sec. 20l(b)(l ). Infor:r.ation :rj.::.. 
and conclusion on availability of financ-
icg from other free-world sources, 
including private sources withir. U.S. 

t. FAA Sec. 20l(b)(2); 20l(d). Infer- :rf-:.. 
~~tion and conclusion on \l) capacity of 
the country to re;:iay the loan, including 
reasonabler.ess of repay~ent ;:irospects, 
and (2) reasonableness and legality 
(under laws of country and U.S.) of 
lendi~g and relending ter~s of the loan. 

( ) '"/' c. FM Sec. 201 e . If lean is not .1 .-. 
made pursuant to a multilateral plan, 
and the amount of the loan exceeds 
Sl00,000, has country sutmittej to AID 
an a~plication for such funds together 
with assurances to indicate that funds 
.,.,;11 be used in an economically and 
technically sound manner? 

d. FAA Sec. 201 (f). Coes proj~ct paper :r/A 
describe how project ·11i 11 promote the 
country's economic develoc~ent U!king 
into account the country's human and 
material resources require~ents and 
relationship bet·ne!!n ultimate objectives 
of the project and overall economic 
development? 
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e. FAASec.202(a). Totalamountof N/A 
money under loan wnich is going directly 
to private enterprise, is going to 
intermediate credit institutions or 
other borrowers for use by private 
enterpris~. is being used to finance 
imports from private sources, or is 
otherwise being used to finance procure-
ments from private sources? 

f. FAA Sec. 620(d). If assistance is N/A 
for Jny productive enterprise which wi 11 
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 enterprise's annual 
production during the life of the loan? 

3. Project Criteria Solely for Securi!Y 
Suooortino Assistance 

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

4. Additional Criteria for Alliance fer 
Prooress 

(~ote: Alliance for Progress projects 
should add the following two items to a 
project checklist.] 

N/A 

··r/:.\ . .. 

a. FAA Sec. 251(b)(l), -(8). Dees ii/A 
assistance taKe into account ~rinciples 
Of the Act of 3cccta and the Charter of 
Punta del Este; and to what extent will 
the activit; contribute to the ecor.o~ic 

or political integration of Latin 
America? 

b. F.~A Sec. 2511b)(3}: 251(h). For 
loans, nas there jeen ta~en into acccunc 
the effort made by reci~ient nation co 
repatriate capital invested in other 
countries by their own citizens? Is 
loan consistent with the findings and 
recommendations of the !nter-A~erican 
Comnittee for the Alliance for Procress 
(now "CEPCIES," the Permanent Executhe 
Comnittee of the OAS) in its annual 
revie>fl of national develo~ment activities? 

.... I '\ .1/ .-. 
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6C (3) - ST.ANDAP.O ITEi·I CHECl<LI ST 

Listed below are statutory items which norma;ly will be covere<:I routinely in those prov1s10ns of an 
assistance agreement dealing with its implementation, or covered in the agreement by exclusion (as 
where certain uses pf funds are permitted, but other uses not). 

These items are arranged under the general head;rgs of (A) Procurement, (B) Construction, and 
(C) Other Restrictions. 

4 Procurement 

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

2. FAA Sec. 60t.(a). 'riill all corrmodity 
procurement financed be from the U.S. 
except as otherHise determined by the 
President or under delegation from him? 

3. FM Sec. 60'1(d). If the cooperatir.g 
country discriminates against U.S. 
marine insurance companies, •..iill aaree­
rnent require that ~arine ir.surance-be 
placed in the U.S. on co~moditics 
financed? 

4. F/lA Sec. 604(e). If offshore procure­
ment of agricultural cc~~odity or 
p,roduct is to be financed, is there 
provision against such procure~ent when 
the domestic price of such CC;r"!COdit; is 
less than parity? 

5. FM Sec. 608(a). 'tiill U.S. Soverr.~ent 
excess personal ~rooerty ~e utilized 
wherever practicable in lieu cf che 
procurement of new ite~s? 

5. f·~"lA Sec. 901(=>). (aj Cor.:olian:e 'ilith 
requirement tnat at least 50 per centum 
of the gross tcr.nage of co~~odities 
(computed separJtely for dry bulk 
carriers, dry carg~ liners, and tankers) 
financed shall be transported on privately 
owned U.S.-flag co~ercial •1essels to the 
extent that such vessels are available 
at fair and reasonajle rates. 

7. FAA Sec. 621. If technical assistance 
is financed, will such ass:istance ~e fur­
nished to the fullest extent 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, 

Solicitation of US tec~r.icia:i •Nill be 
r::ade thYou.gh S::.a.ll 3usiness Of±':!.ce of 
AID. 

Yes 

Yes 

;1·11~ . .. 

-.:~s, ccr:.:;2.2.2.!lce ·.·r:!..:...2. ·:e !"e·~·.:..:..Ye'i ~.,-:_-:;:: 

res~ec-: "":o a.:'_J~ .. .:...!J : ... :.:;.2-~ce·:i ::c==.od:_-:ies. 

'Ies 

ii/A 
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are they particularly suitable, not 
competitive with private enterprise, 
c;nd rr.ade availabie without un,,:ue inter­
ference with domestic programs? 

8. Internatio~al Air Transport. ~air 
Comoetit1ve Practices Act, 197-4-

-118-
AID HANDBOOK 3, App. 6C 

If air tr.a11sportation of persons or Yes 
property is financed on grant basis, will 
provision be made that U.S.-flag carriers 
will be utilized to the extent such 
service is available? 

B. Co.1struction 

1. ?AA Sec. 601 (d). Tf a capital (e.g., 
1:onstruction) project, are engineering 
.ind professional services of U.S. fir:rs 
and their affiliates to be used to the 
maximum extent consistent with the 
na ti ona 1 interest? 

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

3. Fft.A Sec. ·520(1<). If for construction 
of producti'le enterprise, 1·1ill aggregate 
value of assistance to be furnished by 
the U.S. not exceed SlCO million? 

C. Other Restric~ions 

1. 'FAA Sei:. 201(d). If developr.:ent lean, 
is interest rate at least 2~ per ar.num 
during grace period and at least 3~ per 
annum thereafter? 

2. FM Sec. 301(d). If fund is established 
solely oy U.S. contribut1ons and adminis­
tered by an international ~rsaniz~tion, 

does Comptroller General have audit 
rights? 

3. FAA Sec. 620(h). Co arra!'lgements 
precluoe promoting or assisting the 
foreign aid projects or acti'lities of 
Corr:munist-aloc countries, contrary to 
the best interests of the U.S.? 

4. FAA Sec. 635(i). Is financing not per­
mitted co De used, without waiver, ror 
purchase, lon9-ter.n )ease, or exchange 
of motor vehicle manufactured outside 
the U.S. or guaranty of such transaction? 

Due to size of job, waiver requested 
of Code 000 for Ca1ter arc~itectural 
desigr.. a..~d ccc.s~ruction serYices. 

Yes. 

~T/A 

2T/A 

"/' ~I ... -~ 

Yes 

Yes 
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5. Wi 11 arrangements preclude use of • '· 
financing: 

a. FAA Sec. 114. to pay for performance Yes 
of abortions or to ~otivate or coerce 
p~rsons to practice abortions? 

b. FAA Sec. 620(0). to compensate Yes 
owners ror expropriated nationalized 
property? 

c. FAA Sec. 660. to finance police Yes 
trai~ing or other law enforcement 
assistance, except for narcotics 
programs? 

d. FAA Sec. 662. for CIA activities? Yes 

e. Aoo. Sec. 103. to pay pensions, etc., Yes 
for military personnel? 

f. Aoo. Sec. 106. to pay U.~I. assess- Yes 
mentsr-

g. Aoo. Sec. 107. to carry out provi- Yes 
sions of FAA Sections 209(d) and 25l(h)? 
(transfer to ;r.ultilateral organization 
for lending). 

h. Aoo. Sec. 501. to be used for Yes 
publ1c1ty or propaganda purposes 
within U.S. not authorized by Congress? 

!"l"EC:TIVlt DATE PAOll: NO. 

November 10, 1976 6C(3)-3 
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KEY TO ANNEX H 

Page l 

HEAD!NGS 

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

B) A.T.F. Fixed Technical fl.gent 

C) A.T.S. Technical Supervisor 

D) I.D.E. Nurse with State Dip 10:71.a 

E) A.H. Hygiene Assistant 

F) A.A. Midwife Helper 

G) A. I. >Iobile :Jo; T"'.:>"11 ...... ___ ...., __ 
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A. Administrative Duties 

1. Organize the different services. 

2. Plan all activities. 

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

4. 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 . Te c h.'1 i cal Du t i es 

1. Diagnose and treat curren~ ill~es3es. 

2. 2ospitalize and treat less ser~ous cases. 

3. Surveillance of patients. 

4. Put the patients under t~e 

5. Help nurses to ad~i~ister to the sick. 

C. Educative Duties 

1. Improve the skills of the staff. 

c.oc~or. 

2. Hold workshops on personal and cc:7'.rnuni ty hyg:1.ene. 

3. Help to teach stagiaires. 
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A. Administrative 

1. Organize and plan his rounds. 

2. Control work schedule of the staff. 

J. Help to manage in the centers. 

4. Evaluate these prograr:is regularly. 

5. Evaluate the staff. 

6. Make reports and collect those made by the other 
categories of personr,:l. 

7. Maintain good relations with the staff. 

8. Coordinate activities. 

B. Technical 

l. Works in hospital units; give special medical care; 
makes home visits; ~eeps the work areas clean. 

2. Collect sar:rp 2..e s for labora tor-y anal.ys is . 

3. Make epider:iiolog~cal st~di~s. 

ti Assist the chief doc~or. 

Educative 

l. ~~prove the skills of the staff. 

2. Help to teach trainees. 

•• 1 .'."le ..... p in teaching health educat~on . 
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A. Administrative 

1. Organize and plan the work. 

2. Establish a timetable. 

3. Keep the department stocked with materials and medicine. 

4. Control their use. 

5. Ensure that work sites and materials are kept clean. 

6. Keep registration papers and graphs U? to date. 

7. Assess the activities. 

8. Make reports. 

9. Coordinate activities. 

B. Technical 

1. Make sure to give consultat~ons and re~edies. 

2. Provide first aid. 

3. Evaluate seriaus illnesses. 

4. Give vaccinations. 

5. 
• • -i • ~ 

s~er:....:...:ze'J.. 

6. .. . . ~ ncrne VlSlvS. 

7. Make epidemiological stud~es. 

8. Keep the work areas clean. 

C. Educative 

1. I:nprove the sic~ .. l:..s of auxiliary staf:~. 

2. Teach peysonal anj public health education a~d 
give demonstrations. 

3. Teach stagiaires. 
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A. Administrative 

1. Organize and plan the work. 

2. Establish a timetable. 

3. Keep the departrr.ent stocked wtth materials and 
medicine. 

4. Ensure the cleanliness and upkeep of the work area 
• .L.. • 1 ana maveria .... s. 

5. Keep files, registration papers "clp to date. 

6. Make reports. 

7. Register births and deaths. 

8. Coordinate activities. 

3. Supervise the staff. 

B. Tach.nical 

1. Make pre- and pos~-natal cc:;.::;u2.-;:;at::..c.:..s. 

2. Search out on ti~e ~ dystccies. 

3. Help ~ith c~ild~irth. 

4. Take care of the ne~ born chiliren. 

5. Surveillance of tech...'1iC1.l car-e. 

6. Watch over the mother and child. 

7, Give vaccinations. 

8. Make home visits. 

C. Edu(!ati·1e 

l. Improve the skilJ.~s of au:<il iary personnel. 

2. Teach personal and public hygiene. 

3. Teach the stagiaires. 
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A. Administrative duties 

1. Organize and plan activities. 

2. Collect data. 

3. Establish a timetable. 

4. Make sure the department is supplied with work 
materials. 

5. Keep the inventory up to date. 

6. Make reports. 

7. E."'1.sure coordination with other dep artrr:ents. 

B. Technical 

1. Control quality and quantity of water us~d by 
the population. 

2. Work out simple water supply systems. 

3. Create a simple waste disposal syste~. 

4. Control the quality of 

5. Control the hygiene c~ th~ ar~a. 

6. Control a~d l0ca~ize d~s~ase-carrying ani~~:3 
which threaten the ~ater supply. 

C. Educative 

1. Improve the skills of auxiliary staf~. 

2. Help to teach new personnel. 

3. Practice health education. 
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A. Administrative 

1. Establish a T,'lork 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- and post-natal consultations. 

2. Help with non-complicated childbirths. 

3. Give simple cures. 

il Learn as quickly as possible a:~ the ccm~licaticns 
that can occur i~ childbir~h and also t~e ?roole~s 
to expect with newborn children. 

5. Evacuate cases when advised by the nurse. 

6. Encourage ~others and children to visi~ the 
vaccination centers. 

7. Make home visits. 

C. ~ducative 

l. Practice (give ~esson3 in) personal and public 
health education. 

2. Give cooking demonstrations, also care for ~ethers 
and pregnant women. 
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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. 

4. Register, out of centers, births and deaths. 

5. Report infectious diseases and centers of 
epidemics. 

6. Fill in report cards. 

7. Coordinate activities with the other depart~ents 
as well as with villagers. 

B. Technical 

1. Make home and school visits. 

2. Know the geography of your region. 

3. Search out and evacuate a~l sick people, ~regnant 
women and newborn children. 

4. Treat lepers and malaria cases when 

5, Give vaccinations. 

6. Give first aid in emergencies. 

C. Educative 

1. Practice individual and public health education. 

2. Animate and organize the local population. 



ANNEX J 

July 25, 1977 

Studies Done 

A Socio-demographic survey of the Republic of 1Iogo ~vas 
carried out in 1969 by the Department of Sociology, 
University of Ghana in conjunction with the Department of 
Geography, Insitut de l'Enseignement Superieur du Benin 
(now U~iversite 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 practice of family planning 
(KAP studies); arid attitudes to, and extent of un·.'lanted 
pregnacies and indused abortion. The findings of this 
survey ~rovide the basis for the social analysis (Annex L ) . 

As part of the preparatory efforts for an ed~cational 
reform, the Ministry of National Education in 1969 
com.~issioned the nation's Statistics Department to 
survey educational attitudes of some 10,000 Togolese. 
The sample group included: elementary, secondary and 
university students; elementary and secondary school 
teachers; literate adults 11ho spoke French; and illite!'ate 
adults who did not speak French. 

In resnonse to the question "Do you '.'lant sex education 
taught- in the schooJ.s?" 8, 446 respondents a::s·;1e~er:i :·ye~", 
whi:..e 1,506 said "no". Though the results of this ·,.;ere 
never published, a conferece of high-level Min!s~ry o~ 
Education officials was convened in Jove=ber, 1973 ~o 
discuss the findings of the survey. Partic~pants in th:..s 
meeting concluded that a corr.prehens:..'re unit on I

1 a::i.ily 
health that specifically included sex edu:at~cn shc~ld be 
developed and introduced to all graie levels. 

T .... - t ... t,,., ,-.cm · 1 "'74 ' - ...... ...... n response i...o a reques .1.. rom •. e \.J ·- :..n -'j , an ii...:...;J 

financed consultant under contract to the A~erican ?ublic 
Health Association conducted a four month study of 
maternal child health and education prepared the design 
for the introduction of a national family planning pro­
gram, '!Projet National de San-ce ?a::iiliale ?ou!' .I..e Tega''. 
The study recor ~ended a national family health prcgra~ 
which ~ould incl 1A child spacing and be inter-minis~erial 
in nature so as to :rovide the ceans to ensure the co­
ooeration and coordination of educational and health 
service efforts. Specific recc~:.lendations included (a) 
replacing ineffectual and often unpopular ho~e visits 
by health personnel with the organization and direction 
of village health cor.1m.unities; (b) providing in-ser:ice 



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/ 
FF activities. 
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(C) S•cial S•undness An'lysis 

1) Secie-Cultural F~as~bility 

Wh• Lives Where 

ANNEX L 

Tege dees not find itself everpepulated, but pepulation distribu­
tien is uneven. While th?.re exist uninhabited regiens t~ the west, pepu­
lati•n 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 persens/Km2. ~ut frem a 1965 baseline, T&gs is expected to d~uble her 
p•pulatien by 1985. A high gr3wth rate of 2.7% is currently sffset by _ 
childh~•d IDQrtality in the region of 50%. With impreving health facilities 
and ~cc~mpanying reducti3n in mortality, Teg• will have t~ look seri~usly 
to her Man/Land-Pr~ductivity rati~s. 

The f•ll•wing table gives population density by ecan~mic 
regiens •f Togo: 

Area in Number 0£ 
Regi~n Km2 Inhabit;;i.nts 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 

TIT.AL 56,785 2,175,886 38 

There are many tribes in T:tge. Withi:i large groups such as 
the ceastal Ewe, even clans may signal the!.r boundaries with different 
languages. Thus, a c•mplicated language CTap appears. From out ef this 
prodigality, three languages have became vehicular, •r trade-t~ngues: 
t• wit, Mina, speken in the seuth, Kotok•li in the Central regi~ns, and 
Kabiye in the n$rth. In all, Toge counts 44 languages, and basically 
twelve cultures. Typical cultures will be, going nerth to seuth: at 
the north Moba and related gra.ups such as the Hessi, Konkemba, Dya, 
Gurmanchi. These peeple accupy lands from the northern border south to 
bel•w Mang~. They well depass the barder into Ghana. 

To ~he south and east, in the region of L.akara, the Kabre 
(K.abiye) pe•ple exhibit a segmentary 1 culture, marked by age-classes, 
famous for its w2rri~r values, and generally considered less accessible 
than ether parts ef Teg~ te outside influence. The President, General 
Eyadema, comes from Pya, a village ef this region. Related tribal groups 
are the Lamba, and Naoudemba. 
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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 F~lani cattle people who came from Nigeria in the 19tp century, 
now live in symbiosis with the peasants, whose herds they guard. 

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

In the Maritime region, from Palime to th·e 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 of ten 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 perfor.n 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 :nodern or in tradi::ional settings and activ-.!.ties. The:-e 
is another major split along lines of rural vs. city life, of peasant 
vs. fonctionnaire. At the very fundanental base of all social life, 
are the diverging and cor::plementary roles of man ar..d •,..·oc::an •,.;ith ::hei-:­
differences in status, in jural and ritual rights, in oc~upation, 
possession, participation. 

Nevertheless there are so~e basic the~es. 

Traditional Religion, Values, N'orns 

The family is the central motif, and the family extends in ti=e 
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. 



The unit: Mother/Child is the generating node of Family and 
is seen as scared. A woman 1 s role has bo::en defined as biological ar.d 
nurturing. But control of her fecundity has been an ultimate political 
act. She will bear children, 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. Therefore a soft-Iil2nner, 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 lliystic 
power, and it is well understood that they use it to control the 
behavior of the living family r::e~bers. They v.ay well return, reincarnated 
in some family me~ber still wi~hin a wonb. 

Elders within the family are nearest ceath, i.e., will soon 
accede to ~ystic, supernatural power. As such, they control the fawil:r 
shrines, which serve in some sense as "telephone" cor:rrnunication li:".es. 
Religious observance and ritual are at once ways to placate, and to 
manipulate the ancestors, as well as assorted non-relatec and a::biguous 
spirits which also people the crowced universe. 

Here you see the essential lines of authority. Conpetent old 
age confers in power role. A strong personality, skilled in the po~itics 
of persuasion, manipulation, can lead a :nan to become a facily, then 
lineage, then clan and tribal leader. ~ltimately he will cove across 
to become One-of-the-Ancestors-who Counts, i.e., who is 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 one which must 
balance information with due attention and respect to norms and values. 

Traditi6nal Social Structure: Feminine Role 

It would be incorrect to try to discuss life-styles, and status 
and development of roles in universal tenns 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 descriptio~ 
given by Froelich l/of the position of women in the so~iety could be 
very wideJy appliea. The following are some excerpts irom the trans­
lation done by the design team anthropologist. 

"In the populations studied, the "'or.::en is respected ... she 
is treated with regard, she tends hlore and more today to have a total 
freedom. In married life, the woman is rarely :naltreated; 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 KDenva, the Chieftainess, 
who also directs the collective work of the dances. 

"Kotokoli wor:::en are very volatile, and easily abandon husbancl. 
and children, or demand divorce. Reasons presented are the sexual 
incapacity of the husband, or the absence of chi.!.dren after several :rears 
of cohabitation, because the cause of sterility is always attributed to 
the husband. Enjoying budgetary independence, t=:e ·..;or:!an keeps for 
herself all her earnings, but she must buy the condiments, t~e fi=ewood, 
the salt and the kerosene for the household cooking at her c• ... -u expense. 

''If she has cooked certain luxuries (croquettes made of 
bean-paste) she may sell them to hE~r husband. For the preparation of 
their food, widowers and bachelors will give a pay:!!ent in foodstuf:s 
to the wife of a kinsman, or to a neighbor-woman. 

"The widow of child-bearing age always recarries 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 ~ort Togo, Presses Universitaries 
de France, Paris, 1963. 



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 ~he supernatural intermediary of a Leza (a sort of spirit of 
fecundity)", at least ii her sterility is not due to a curse or spell 
put upon her, which can be revealed by the diviner ... " _]:./ 

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. In the country, 
this is still rare enough to occasion stor{es five years later! 

There exist various authority roles for women in traditional 
society. Among these we oay remark the predominant position of the 
first-wife in a housei.1old, 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 a~ong 
coastal people. There are older woraen, highly placed in Lineage and 
Clan, who hold ritual roles, ar.d can sacrifice at certai~ shrines. 
Equally, young girls may be chosen to be trained as priestesses a~ong 
certain groups, and such women should not be offended. They hold the 
dangerous power to pronounce a ritual curse. Saree wo~en learn to 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-~agic ~ecessary ~o ~are 

for most physical and/or ritual-status ills. 

Each woman in a polygawous household will seek to ha·:e c~ilcren, 
because until she does, her place and her status are insecure. ~ur~~er, 

since every marriage is ultimately supposed co forge a social-support 
link bet•..;een t·..;o extended families, che ':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 social glue. 

If a woman ~arries a second time, or more, it will still be 
necessary for her to produce children to the ne~v union, especially 4 .: 

the new spouse is not her previous husband's lineage. 

_]:./ Ibid 
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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 ~nd physical content of woman­
hood as defined in her society. At th~ 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 societies 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. In others (ex. Lamba) she received her fiance in 
sexual visit quietly, at her parental home, and only joined his house­
hold when her pregnancy was well advanced. 

Maternity and birth practices in Togo are extre~ely varied. 
In some groups, the mother is aided by her aunts, the wane of her own 
family. ln others, it will be older woffien of the husband's fanily who 
attended her. In some villages there are specific wocen who gain 
professional skills and are ab1ays called. Sometir:ies a worr:an 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 nar::e 
and destiny from the events of his b~rth and presentation. Again, he 
may receive no na~e, and no social personality until several =ont~s 
posterior to his birth. Arr.ong some )eoples, a child a~d ~other co~e 
out of the birth house on the 8th diy; among others they ~ay be requirec 
to remain within for 40 days. All that may be said with certainty is 
that variety is the rule, and practices are group-specific. 3u~ bir:~ 

is a social, as well as a physical event, and all planni~g :or social 
change must leave ~argins to acco~odate the social side. 

Attitudes Toward Fanilv Planning 

A pilot socio-demographic survey of the predominantly E~e 
Maritime Region, the most populous and densely populated region in 
Togo, was carried out in 1969 by the Depart~ent of Sociology, Gniversity 
of Ghana. A total of 293 fe~ales, 15 years and over were interviewed. 
This survey was repeated later in all regions of Togo and the f i~cings 
•1ere very similar to those of the :naritime region. The following 
paragraphs give so:ne of the respondents views. 



Who Wants Child Soacing 
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About 90% 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 whethe-c 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 t.1eir 
children; even where they do know these_y.eans, they lack the ~eans to 
achieve this. 

Ideas About Soace Between Children 

A majority of the women did not only wan:: their children spaced 
out but 98% had definite ideas about the approxi~ate nu~ber of years 
they want bet~een their children. Thus 8% would like a space of 1 year 
between their children. 23% prefer 2 year-intervals while 50~~ or 
half the total number prefer 3 years. Another 17% would like to hav~ 
their children at intervals of 4 years or 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 r:i.ore years interval .,,·hile 
another 23% on a 2 year-interval. With only 8% preferring 1 year 
interval between their births it could therefore be c8ncluded that havi~g 
children well spaced out at intervals not less than 3 years is the 
ideal form of child bearing majority of the w0~en interviewed ~ould ~ant. 

How Are These Ideas of Soacing of Children ?ut Into ?ractice? 

In terns of family planning, it is not suff"' cient to ':\.nc·..; whether 
women would space out their children or ~ot. It is equally i~~ortant 
to find out how the;' do or attempt to achieve this: 20~~ or one 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, hive no idea about how to achieve this and therefore 
have to resign themselves to faith or destiny and rationalize the 
situation by s.~ying "a child is a child and must be accepted as such" 
or that "a chi:1.d being a gift of God should not be rejected", or the 
religiously faithful would say ''It is Go~ or destiny who decides 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 le~st 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 enough 
and wants to have no more. 
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However, 62% i.e. more than 3 out of every 5 women in o~r sample 
would either: 

(~) 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 ~dept sex1lal abstinence to achieve 
the desired spacing interval betw<=E:n their children. One form of this, 
"comi.ng to definite terms with huscand" 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 cooperation, 
sym-f)athy and goodwill oi: 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 '.:ircuns tances, such agreen::ents between a husband and a 
wife on sexaal 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 therefo~e is ready to i~pose soce 
sexual discipline on hi~self. However, this is not so and the reason 
is usually to ,e found in the following cor.u:non express:i.on of the 
women interviewed, "the t1en don't have to carry a pregnancy for 
9 months". Thus, although, it is possible to coce to such "entente" 
between husbands and wives (and soce wo~en, especially those who are 
strong, personalities -- wise, economically and psychologically --
do achieve this); another fern of se:<'~al abstinence is for the wonan 
to "simply refuse or avoid husband's se~~al approaches". .1.:-i::.s 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 decision since such an 
action may lead to marital discord. ~ortu~ately, such decisions are 
not taken in isolation but are usually cocbined with sorr.e sort of 
temporary physical separation cf the spouses usually in the for.:i of 
the wife simply moving to her own or the husJand's parents. It is 
to be noted here that sexual abstinence in the combined f oro of 
avoiding a husband's ~exual adva~ces by sinply coving away is in actual 
fact easier than it at first seems. This is because the practice of 
temporal physical separation of spouses is institutionally supported 
in the fact that Ewe wocen 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 addition to 
have specific ideas about the desirad spacing intervals between their 
children, at least 62% 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 9% 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 er (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 movi~1g c.~_,ay to her parents wilJ become alr:-.ost i:r.possible and 
less popular as a ~ethod of achieving desired spacing intervals between 
births because the woman's obligations will no longer be to her husband 
only but also to he~".' employer. Illiterate housewives not in wage labor 
employment are able to utilize this nethod because they don't find 
themselves in the du~l obligation situation as their educated count~r­
parts in wage employ:ient. Thus with increasing fer:.ale education which 
necessarily leads to increasing female participation in the labor fo~ce, 
the proportion of wi·res who resort to physical separation from the 
husbands to achieve desired birth intervals bet·,.;een successive children 
is likely to reduce irastically. This is not due to education per se 
but to the consequer.ces of education. Conditions of enploy·::ient ":vill 
not allow thee t~ 60 away to their parents for unli:::i..ite<l periocs and the 
difficulty of ohtaining housing in the ur~an areas is li~ely to corr.pel 
this categJry of wocen to continue sha=ing the sa=e housing facilities 
with their husbands. Patent contracepcives are likely to appeal =uch 
raore to this category of wo=en than phya±cal separation. T~is =ay 
account not only for the observed higher incidence of patent contra­
ception usage among educated wccen in ~est Africa ~ut also fer t~e 

reluctance of this category of rio~en to condone polyga=ous 7'1.arital 
relations. 

The results of this survey threw doubts on many ideas and views 
held about attitudes of rural women to fa~ily planning. These findings 
show that rural women are not as conservative as they are usually 
pictured; that the basic problem is that of IQ-TOR..-\ ... ~CE of the =eans, 
possibilities, potentials and sedical as well as health soundness of 
hazards of far:rily planning ::iethods and techniques. The rura:1. ·..;oman is 
willing to have access to f aoily planning techniques and ~y be willing 
to adopt these whole-heartedly p=ovided she is approached in the right 
manner. 



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 ~urvey; e7% of those 
interviewed for different reasons clearly recognize 
th~ 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 
goad health~. In actual fact, only 4% did not 
seem to !mm" of any effects or ~vere not certain 

what the effects are. 

Concerning the specific nature of the effects of 
ranid succession of births at too close intervals 
on-mothers, more than 4/5, i.e. 84% saw the ill 
effects in terms of the mother 1 s heal th: 11% sa·1r 

the effects in econo . .:!ic and financial terms with 
emphasis on mother's inability to give adequate 
sup9ort to the children. Another 11% felt that 
such situation often led to psychological and 
emotional unhappiness of the IBother. 

b) Children: 

Such adverse consequences o~ lack of su~table spac­

ing bet·.·1een children are ec_ually seen to a:~fect 

children as well; while only 3% of the wo~en did 
not see~ to know what the effects ~ight be on 
their children, 6% find no effects. A ~ajc~ity 
of them felt the effects were as adverse on mothers 
as on children. To 19% lack of suitable spacing 
between births makes it difficult for parents to 
provide adequ~tely, educationally and financially 

for the children; 72% however saw the effects of 

lack of suitable spacing of children in two but 
highly related factors: 

i. In terms of the health of the child which ~ay 
also lead to the possible death of the first 
child, as well as 

ii. in ter~s of nutritional deficiency leading to 
koshiokor. 
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Although the women fully recognize the ill 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 between 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 cont~aceptives without these self imposed 
hardships. Thus, in such situations as these, tte 
length women are willing to impose such hardships 
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 children 
but also of an indication of the extent to which 
they are willing to put this into practice. 

Minimum Participator Profile 

The minimurn partlcipator is a fe:iale resident of Togo. 
She is illiterate and her eA~eriences 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 environment 
necessarily implies child bearing. Her profession is house­
wife/farmer or possibly housewife/trader. She is greatly 
influenced by traditional religion. This may be explained 
by the high illiteracy ra~e a~ong the population since there 
is a strong correlation between illiteracy and adherence to 
traditional religion in Togo. 

There is also a strong correlation between literacy 
and acceptance of modern fa~ily planning ~e~hods. This is 
true net only in Toge but is supported by experience from 
most developing countries in ~hich fa~ily planning ser~ices 
have been made available and are within reach of the poor, 
illiterate rural population. Nevertheless, experience -
for example from Indonesia - has also shown that the slow 
acceptance of illiterate women of family plar~~ing can be 
overcome, regardless of traditional or religious oe:iefs, 
when motiYation and education of the population are approached 
tactfully and in a way that does not offend the population's 
moral conviction. 

As noted in the revised Health Sector Assessment, a 
large portion of Togo's upper echelon ~edical personnel is 
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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 high return) roles in the society. 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 from. 
Lome. Equally, families present problems - wives rr..ay be 
unwilling to stay in the limited rural situation, and 
schooling for children may be less than adequate to elite 
standards. Thirdly, continued learning and/or research 
possibilities are viewed as difficult, if not impossible 
in a rural post. Some of these problems might be solved 
with a system of more frequent rotations. Development 
of up-country advanced centers ar1d general developr.1ent 
might also assis~. But in the final analysis, only self­
regulation by the discipline and professi.on the:nselves, 
as well as tightly defined administrative require:nents are 
going to address this problem. 

The Togolese Health Plan envisages a hierarchical 
structure of responsibility and com.~and. In practice, 
this corn .• ':".and structure operates in a very traditional 
way: i.e., it differentiates a set of 1~equal statuses 
within the health syste~, and designates the personnel 
who are to occupy each niche. It also defi~es ~ore or 
less the entry requirements into each position, and t~e 
type work to be addressed by the i.'1CU.r:1bent. cut the re­
lationship between dominant and inferior 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 inh.erent i~1 societies where status is 
conferred by birth, and there is little mobility. Such 
relations are more defined by the existence of inequality 
than by a dyna.rnic up'.vard and dm.;nward flo·.-1 of goal­
orientated cor:uuunication. 

Constraints 

At the social interface between tradition and 



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 Phe.rmacist or Aide Techni­
cian is aware that, in the employ of these chemicals, the 
right dosages at the right intervals are necessary. They 
are despairing when the veneral disease patient develops 
a resistant strain: a little penicilin, but not enough to 
cure. The child gets his first measles short, but never 
develops i:mmunity because the series were not completed. 

Use of existing health facilities is very uneven, and 
some are grossly U.'1.derused. Various reasons can be adduced: 

Most clinics are visited in the mornings, but in the 
afternoons the clinic person.!1el are often underoccupied, 
and the dispensaries almost empty. This can to some extent 
be accounted to the wo~en 1 s time-use patterns, and to their 
sets of obligations. A rural woman's life is hard: there 
is water to fetch, wood to carry, food to cook, gardening 
to be done, and visiting patterns occupy early morning hours. 

In some instances, the quality of services offered i~ 
the clinics may be low, or the personalities of staff in­
effectual. In general, it :nust be emphasized that staf:' 
seemed accessible and devoted. 

Modern health fe,cilities constitute a narallel sys~e::i, 
seeking to replace old ins~itutions that addressed the 
problems of health and health care. Often !'Ural pec~le 
~eed to be inducted into the use of the new system; they 
must learn what they are, how they ;·:ork, what they can 
offer. This problem is very intelligently approached in 
Togo, when Social Affairs personnel initiate conferences 
at the village level, and seek to bring the villagers to 
discuss and de~relop plans to handle their mm problems, 
envisaged broadly. This initiative is echoed in the efforts 
of the Organisation pour le Bien-Etre Familiale. A funda­
mental approach to this problem is the Health Education 
Prograrn now bei:r.g developed in Togolese schools. 

A last point to consider with regard to use of 
maternities lies in the fact that giving bir~h 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 -- all 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 1 midwife, 
customarily a responsible and devoted woman, who ·do.i.· .... ed "be-
tween life and death" to save the lives of women and their -
babies. It would be useful to see as many as possible in­
corporated into modern training for accoucheuses 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 of plans 
and curatives. Must of their knowledge may still ha.ve real 
v::i 11.1~ today. Research into traditional medicine and atte:npts 
to incorporate traditional healers into modern Health Planning 
could avoid a waste both of }r .... '1owledge a."l.d of people. 

Communication Strategies 

Both television and particularly radio as a ~eanG of ~ass 
communication in Togo offer tr.e potential for assumin6 an in­
creasing role ~n com.~un~cating family planning and other heal~h 
care information. The DA? states about 70% of the heads of 
households listens regularly to radio news. Also, se•.-eral 
radio and T.V. programs en family health, health education, 
sex education, nutrition, etc. have already been br~adcast. 

Family planning ".'!ill 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 f a~ily planning in the 
cultural context of the people liv:.'..ng in the area · .. 1here 
they are working. ;·/hen they identi:'y a woman with a parti­
cular risk who should not become pregnant for some ti~e, 
they will explain the services offered by the i·!CH ce~ters. 
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This also applies 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" is somewhat dichotomous. The health 
or well-being of a family suggests the inclusion of all 
members 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 a.11 estimated population in Togo of 2.5 million 
in mid-year 1977 there are about 525.000 women (21% of the 
population) in that age group, and an equal nuCTber of children 
under five years of age. These two groups - representing 42% 
of the population - will be the primary beneficiary of the 
project. They will receive ~he bulk of family health 
services: prenatal and post-natal care, family planning 
services, nutrition education and control of nutr:.tional 
status, im:nunizatioris ags.inst comr:mnicable diseases, pediatric 
consultations, etc. Indirectly, however, the whole fa~ily 
unit will benefit from i:-iproved fa.'"ilily healt.h. 

The school age children will learn about sex education 
in the schools. The husband will both socially and economical­
ly benefit from the child spacing services provided for his 
wife (or for himself, if he chooses to use condoms); and 
better san.i.tation, control of corr_rnunicable diseases, etc. 
will benefit all members of the ffu~ily. Thus the nation as 
a whole should ultimately directly or indirectly benefit from 
the training programs and health educational services provided 
for by this project. 

As described in the foregoing, the outreach or spread 
effect cf the project depends on the actual performance of the 
students at the Center when they return to their ;osts. With 
about 135 students returning each year a~ter having received 
in-depth training in family health and a conservative estimate 
of each of the returned health personnel consulting or treat­
ing 10-15 patients per ~.vorking day, the combined effects of 
the project ~·rould r:lean some l.l.00-500 ,ooo family health consulta­
tions or services provided by :'irst year students; this number 
will double the next year, triple the third year, etc. 
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However, the total number of consuJ.tations or services 
provided gives only a rough idea of the benefits expected 
from the project. The percentage of women and children who 
will ultimately benefit from improved family health services 
is more ·important. The Heal th Sector Assessment pg. 25: 
Antenatal, postnatal and maternity practices, shows that 
70% of the rural population live within a distance of 10 k."l'l. 
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 fro~ improved 
maternal and child health services. 

While the above may indicate the possible spre~d effect 
of the project the question about ''the 1liffusion of innovation' 
has not been fully ans· .. 1ered. The introduction of farnily planning 
as a means of child spacing 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 ser~ices; (2) the quality of the 
services provided, and (3) the motivation of the population 
to accept fa.~ily planning. 

As stated earlier, fa~ily planning services will be 
inunediately available in at least one l1~CH Center in each 
heal th district. Ho•,.,,ever, as the nu:lber of trained peYSOrL"1el 
and of health centers providing fa~ily plan..~ing services in­
creases each year there should be easy access to family plan.~ins 
services for about 70% of the rural population wi:.hin the next 
five years. The quality of services are i.:lporta.:-1t oecaus"" the 
satisfied accenter of fa..-:1ily pla~"1ing is the best :;:.otivator 
of her neighbors. The word will spread quicklJ in rural Togo, 
and a few clurnsily done IUD insertions, or a fe·,; tL'1expected 
complications from "the pill'' can easily spoil or delay a 
family planning program for years. As mentioned earlier, the 
motivation for child spacing is extremely high among the 
rural women in Togo and with well organized mass educational 
programs; training of auxiliary midwives, social workers, and 
a~ents itinerants to further educate a~d ~otivate people to 
accept family pJ..a...···ming the basis for an extensive far.lily plan­
ning program will exist in Togo. Ne·rertheless, experience has 
shown that acceptance of family plannir.g by an illiterate, 
poor rural population takes time. Therefore, a reasonable -
but still rather a'nbi tious - target ~vou1d be that ten percent 
of married couples - or approximately ~0-50,000 women or 
couples will utilize a modern contraceptive method ~ithin 
the next five years of full operation of the Center (i.e., 
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Th~re 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 
Family Health Plan; providing short courses in fa~ily 
health for health personnel and social workers; and by 
introducing sex education in the schools. Also the 
.Ministry of Informe..tion has shown interest in this endeavor 
and has offered program coverage in its women's program. 
From a somewhat ~ontroversial issue, only a few years ago 
the concepts of family health nm-1 receive full and open 
support on the ministrial levels. This is evidenced by 
the frank discussions on fa..--:iily health in mass media a:id 
seminars attended by high ranking governmental o~ficials. 
Another interesting and possible significant developnent 
is that the MOH now has added nPromotion Feminine" to its 
title. A Secretary of State has been at-cached to the 
Ministry to promote the role of women in the society, 
their participation in all aspects of socio-economic 
development 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 1:heir children in accoY-d­
ance with their desire. The GOT ~s aware of the~ssis-ca~ce 
to change on the part of many of the older and conser~a­
tive leaders in the populaticn and is aiming the rnajc~ 

part of i~s educational effor-cs at the youth. 

The govern.-nental efforts are strongly S' .. r;:ported by 
t·.·ro voluntary agencies: The National Li'e.:nily ?lar..ning 
Association, which recently changed its name to Associa­
tion Togolaise nour le Bien Etre Farniliale, and the 
Togolese Women's Associa-cion ( iRJF·T) • Both assiciations 
have been officially established by govern.~ental decree 
and have, since their inception, played a leadership 
ro2.e in preparing the way for governmental action. The 
Association nour le Bien Etre Familia~e is now in the 
process of es~ao~ishing loca~ chap~ers-in all regions. 
Its aiCT is to assist the MOH in establishing and conduc~­
ing family planning clinics in all districts as rapidly 
as possible. Thus the Association does not ·want to 
compete with govern.'!lental health services but rather to 



supplement governmental efforts in promoting family health 
wherever possible. The Associat)on has expressed its high 
interest in and full support to this project, and officials 
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 a..~ important part of their duties for the 
different social workers, auxiliary midwives and agents 
itinerants to recognize the potential leaders in ~heir 
areas and work closely together ·,..;i th them for the mutual 
goal of improving health and life in the village. 

Due to their mobility the agents itinerants ~ay play 
a special role in ~his respect. '!he i~ineran~ health 
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 sub­
stantially to bridge any existing gaps bet~een the village 
leadership and the governmental leadersh~p and provide the 
link between the village popuJ.ation and the govern.r::ental 
health services. 

Maximuci Infor~ation and Resource Distances 

The mea.-ri distance to tl1e nearest hospital,11

clin~c is 
about 9 k.ms. from a health facility. Asked. about !::cw to 
get there, more than 99% of the women said: by foot, and 
about 60% said it was easy to get there while the re~ain­
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 40% said they visited it rarely; and an additional 
12% said, "only when indisposed." 

Asked about if they were well received at the hospital/ 
clinic, the countr:r11ide 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 clinic. 

The above data shows an almost lll1heard of degree of 
confide~ce in and satisfaction with governmental rural 
health service. The personnel who carried out the survey 
were well warned against the tendency of the respondents 
to be "nice and pos:L ti ve n when asl~ed about governmental 
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, 
nevertheless, only a fe· .. 1 women complained about long 
waiting time, poor treatment by or poor attitudes of 
health personnel. 

Social Consequences 

Social Consequences of this Health Project, · . .;ith the 
extended delivery of generalized better health care to 
mothers and children, should be a measu.:rable decline in 
rates of morbidity and mortality in these target groups. 
One can antic!pate a far more rewarding life for children 
who will not have to carry around the burdens of disease 
which may be eradicated. 

Balanced against this happy vignette, it is prudent to 
consider ecological ratio o~ population to land-support­
potent ial. To the north of Togo, the Sa var..nah p er:.ep la:.ns 
are fragile lands. Even if they can be made to produce ~ore, 
they are easy to exhaust. need for too :iuch firewood stri_;;s 
the land of trees, and the desert encroaches where the trees 
are cut. With a hard crystalline rock sub-strata, water i~ 

not easy to obtain in Togo, and ~he ~ater-tables must be able 
to bear the population load. This is already a land where 
only a SG'l.all loss of expected rainfall mc·tes the balance 
from 11od marginality to famine. And metorological long­
range prediction envisages the current long-range trends 
as increasing and cyclical regional drought. 

The specter of Malthus insists that Togo -- expected 
to double its existing population in the next 26 years -­
must not only plan for health, but plan for quality of l~~e, 
and quality and quantity of life-support system. Thus it 
is hoped that the project's emphasis on child spacing be­
sides its obvious social benefits also will help to slow 
down the high population growth rate ~hich threatens the 
equilibrium o~ fa.r.iily life. 
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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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ANNEX M 

Assistanc 
THE INTERNATIONAL DIVISION OF PLANNED PARENTHOOD FEDERATION OF AMERICA, I: 

LEONARD H. R081NSON, JR. 

REGIONAL REPREdENTATIVE 

July 1 3' 1977. 

AFRICA 
Mrso Sally Sharp 
AID Affairs Officer 
American Embassy 
Lome, Togoo 

Dear Sally: 

Apologies for the late arrival of this letter, but as I'm 
sure you can imagine the situation has been rather hectic 
here! 

Pursuant to our discussions last ·.-1eek with Dr. Poulson, 
Sid Chambers, Jay John.son and Dr. Placca, FPIA Africa 
will proceed to draft a project I,;roposal for financial 
and material assistance to the Ministry of Health and 
Social Affairs -- for the training of ~edical/health 
r1erson..,el ;n Nrcu;~arni· 1 ·r ...._lann·L·n"' se""~ri· "" 0 a.· 0 1;-1°-r-y ,ql",..:i 1:' J..o...i... -· .1. .L. • .l. -1..J }I . .-..:.. . !..-o ~ t __ ---..' _ ... ___ ... .:..~ 

IEC activities. Total projected costs for project 
Ye Q .... .: ..,., ..... 0 • .... ·"' 1 4 ,- n 00 - .... QT• .,.. 1 ; - .i..' 0 ''"'\ ' _:; ~ Q .... ar one ~Sv.!....i.av~O. a.._ ·:W .7,u • .Ln .-.~.·1:> ... ..:<.:~n 0 L.:1.~ ... \...\.... 0 ~L., 

this figure ~ay be adjusted up or down. 

Although I feel comfortable a.:;.d assu:-ed W2.-Cn Dr • .?:'..acca, 
as ·,.;ell as the va:rious AID Togo:;, ).bid~ar. and Nia::ey 
inputs/support, it should be '..1-"1.de:rstood t:-.at ?PI.~ ::r'J::0ses 
to provide assista..'l'lce to the abo~re d.elir:ea.ted ~:-ojec-:o 

Final appro ~ral :::J.US t be o btai.r.ed. th:-ough no r::.al p::-o c ed.1..._:- '2 s 
·;hi ch e,.,--a;1~ t:<''D-.L' 'Tor· vo .... 1-< a,.,~ .lTT',/T·i·as·"~,.,---o,., 1 "'10""'"' .,. _ ~- .1..:. " ..... ::i _ _ ""- l• _ .~ _ _ __ __"" __ ..... """' • __ J.. .... 0 L, __ o _ __ =' ~ 

to have the draft oreoa.:-ed o:rior to :n'T deDa.:-tw:e fc::- i:r5".·r ... ... ... " .. 
York; copies will be sent via the pouch. 

Thanks for the warm hospitality last week. I shall ~iss 
the close :pro:d:m.i ty, but look fo: .. tia::d to r:umerous -seriod.ic 
visits from "safari" country, 

Best regards to Max! 

P.OBDTSON , JR. 
Africa Regior:al Representative 

POST OFFICE aox M. 387, ACCRA GHANA 

Telephone Number: 27118 CABLE: FAMLIPLAN/ACCAA, GHANA 
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' . 
L.EONAAC H. Ros:NSON, JR. 

REG!ONAL. R!;PR;seNTATJVE 
AFRICA 

Mrs. Sally Sharpe 
AID Officer 
USAID Mission to Togo 
America.~ Embassy 
Lome, Togo 

Dear Sally, 

REDSO/WA ~ 
J 

) 

I have revie·..;ed the d:-a:t docu..":1ent outlining s :::.ruct~re and propos~d 
activites u.."1d.er the 111ruz~ F<.J.:r1ily Hc~lth Pr·oje:ct. 11

• Dt;sically, I--u.:a 
in complete agree~ent with action-oriented objectivds pPojscted Sor 
the National Fa::lily Heal t!: Center, in p.:irticul:1r, t!'ainir.g of n~sc:::s·, 
,...id '·'i·· 0 s .:r ,.,.a+-e,..,..,~, /c'"~ 1 ri l-ioal ;..i,., .,,.,..,..:l .-. .. ,...,; J ., -1 .. .,,,..,;.,..,~ -.:;::,.,..-.,1· "'"" c:.'==-li """" -n ,_ -·•--"' t. ·~-~- .. •..:...-"""- ................. 1..1.1;.l. c...,,.,.:.t.... J.G.1;,,1.•.l.. J i.J c:::.. ... - ............. 5 :,),_..., ~- ..... --
••e ... •• (t<c·..r;;:;i-o) ar·d .. ~~o1a' e,,.:;'~"'::ito,..S/"'"t.;"""tO'"'" ;,... ~-'C~/:;iP inro.,..,--t--'o,..../ ¥ .... .J ... .... J. .... ' .... J.. ..... - ..... - ...,,,.__ • .. .... ,_, .,i.. "C"'. .... ;::;:> - ... J. ;. .. ..... ..I., .. ..... - .... t..1.11<.l. ""'.J,..,. •• 

education tech..liques. 

The Togo· situation i~ te::-=s of political/social sensitiv~ty to fa~!­
ly plan .... '1.ing pe!." se, .is rcughly analagot:s to w'::at pr:-evailed in 
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EMBASSY OF THE 

UNITED STATES OF AMERICA 

Agency for International Development 

J .. ome, Togo 

TOGO FA1v1ILY HEALTH 

(611 (e) Certification) 

I, Jay P. JOHNSON, Acting/Area Developmen~ 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 an.i htunan resources capability to effectively maintain 
and utilize the inputs provided in the Togo Family Health Project. 

Concurrence: G.>· .. ~~ tJ) ~ 
Ron d D. Palmer-­
Ambassador 

/1 .~/J/l 
C~;:\r/-~_,' 

Jay .p. J 91fuson 
A/AOO/Niamy 



EMBASSY OF THE 

UNITED STATES OF AMERICA 

Agency for International Development 

Lome, Togo 

TOGO F MITLY 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 hrnnan resources 
capability to effectively maintain and utilize the inputs pro­
vided in the Togo Family Health Project. 

Concurrence:~ &.>?~ 
onald D. Palmer 

.<\mbassador 

it~'ili~i_~rJ 
AID A.ff airs Officer 
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TO 

FROM 

SUBJECT: 

IC:io 
Ol"i'IOl'P.&. l'OftM NO. ui 
M,\Y 1111 comON ~ 
QSA l'l'Ml'I ('I Cl"l'I) iot•il.I 

. UNITED STATES GOVERNMENT 

Memorandum 
AFR/DR/SFWA, Jim Kelly 

tr t11!A.-­
PHA/POP /AFR, Ray Martfn 

DATE:August 26, 1977 

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 family planning is only one of several 
objectives 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 population 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:FEgi 
PFi..A/PROG: MHayden 
AFR/DP:GCauvin 
AFR/DR/HN:ECross 

Buy U.S. Savin1,.r Bonds Regularly on the Payroll Savings Plan 



ACTION MEMORANDUM FOR THE ASSISTANT ADMINISTRATOR FOR AFRICA 

FROM AFR/DR, John L. Withers· 

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

Problem: To approve project funds in the fot"lll 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 :i.1.proved 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, para.medical and social personnel in the various 
aspects of family health (i.e. maternal/child health, nutrition 
education and family planning). The project is responsive 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 (~ay 1977) Health Sector Assessment of the Togo 
Development Assistance Program (DAP) which explicitly recommends 
an intervention of this nature (see Re·11ised Health Sector Assessment, 
pp. 30-34 of DAP). 

This project has been developed on a collaborative basis 
Government of Togo and the Family Planning International 
(FPIA). The project consists of the following elements: 
of funding) 

with the 
Assistance 

(Source 

a. Design and construction 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 heal th advisor I administrator. (AID) 

e. Selected short-tenn ~ecialists in family health/ 
curricula development, nurse-midwifery, OB-GYN, 
educational materials development and research/ 
evaluation. (FPIA) 
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f. Participant training. (FPIA) 

g. Operating costs, local salaries and land. (GOT) 

The prudent t. anagement of these elements is expected to achieve the 
end of project status which will include: a) a functioning Family 
Health C~nter 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 e..~perience on to the 
personnel they supervise. The ~ltimate beneficiaries will be 
women in the reproductive ages of 15-4L~ years and child.ren 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 ~nd 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 
consic;ts 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 be 
$1,822,500 (52%) from population fi.mds and 48% from hea 1.th fun.is. 
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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 Cent~r 
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 1.tinerant 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 endors~d 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 developm~nt 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 tull period of AID's fund­
ing commitment to the project. ECPR endorsed this solution but 
left to the discretion of the AID Af f~irs 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 
approve the entire proposed grant 
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attached Project Authorization you 
project valued at $1,ZJ.8,000. 

c~ . I "' ~r . . . , 11 ~ 
::::~.P...-fa_ .. _"_._ .. / __ rz_>:i_ ..... _n_,.._·;v-1. -~.f-~ 11

-(1 )rf1y1ri~!\ 

DATE jl-z-t(? } 

b. Approve FY 77 tunding of $400,000 ($200,000 from PHA/PPP and 
$200,000 from AFR/PH allotments). /( 

/ / 

/,:;_ / "-., I 
APPRO \.:::..L- dn<-~" c. )-;;-

'-='" = I I ,I 

c. Approve a waiver to permit source and origin 
services to be Code 941 plus host country. 

Clearances: 

~/PHA: SLevin \ I {_,,...-~ ' c-<': 
\ SAAA/ AFR: DWachliolz v __ _ 

AFR/DR: SKlein 
AFR/DR: JKelly ----r:-/9-../Z'"T". --

,..., ; 

DATE ~~---_.,,'lr~·~-7~·~t-~-~-·-------~ 
~/ 

AFR/GC:EDragon 
AFR /DP : CW ar d r:.:iJ.-1..) (_fu.. f/n f:,_.J.1~ t ~,..) 
AFR/DP: GCauvin -----'--AFR/ S FW A: D She a r __ _,....._ 
AFR/ SFWA: GMacAr thur (j-H 
PHA/POP:Ri.~artin . ~ 

PHA/POP: DMcMak.in 'I l W,'"'v-­
SER/ENGR: PStearns -' . ----PHA/POP:RTR.avenholt (draft) 

AFR/DR:ECross ------

AFR/DR/SFY'J~:JGraham:9/15/77 



Ii:. :,.;,J 
App 9A, Ch 9. H8 3 

... c ,..., c: y FO" INT [AN 4 TION A\,. Ot \'£1..0P .... £NT 
I TRANSACT!~" COOE PAF 

AUTHORIZATION AHO REQUEST .. ; 400 --PROJECT 

FOR AL LOTMENT OF FUNDS [J c: ~ c: ....... ~£ 2. OOCUMENT coot 
PART I OaOE.LETI. s -

ITY 4. OOCUMENT REVISION NUMBER D amey) Togo 
l. COUNTRY/E"T 

(ADO-Ni 
- --

S. PROJEC-Y NU"'9 E'l(id,Q•I•) l. 9URE AU/OFFICE 7. PROJECT Ta TL E (Ata•1mum 40 ch•r•Cl•t•) 

J 
.. _ ~' ..... 00\... 

12 AFR [693-02 I acc~o;J Go go Family Health J 
!. PROJECT ACT•ON TAt<EN 9. EH. PERIOO OF IMPLEMENTATION 

APPROV.41.. 

Q .. ' A.PPROVEO 

Wj LJ 0 . 015APP,..CVEO 

OE ; OCAVT,..OAIZEO YRS. OT,.$. 

OE.CtSICN 

10. APPROVEO BUOGET AIO APPROPRIATEO FUNDS 1~000) 

I B. PRl"IARY PRIMARY TECH. CODE E. lST FY]___] H. 2NO FY__]_ 8 I(. )A 0 FY __ 

A, AP PRO· 
PURPOS

0

E -
PRIATION 

CODE C ~--A, NT I~. C. CA.ANT 0. \..OAN "- C. L0.6.N I. CR ANT J. \...OAN CR ANT M. l.OAN 

111 pH 512 SlO 200 678 I 
12 lfitle x 532 I 510 200 I 2 o·o 
13) I I I 
14) I 

TOTALS Le.VU 0/0 I -- 11 PROJECT F'UNOINC ... D. 
N. 4TH FY __ 0. 5TH FY __ LIFE OF P'IOJECT •U T110R1 Z EO CR ANT \..OA.N 

A. APPl'IO· 
PR14TION 

I ENT ( 5:t 1i.P?j;i,QPRIA.TE 

COOE1SU 
o. ('.JI A.NT P. \..0 &N "- CA ANT S. LOAN T CR ANT U. LOAN 

I : 1.,.1FE OF PROJECT 

II) PH 878 2 : 1,.,.C R(..,.£N T Al..., 2 
\...1F£ OF PR0.JEC:T 

121 Tirl e x 400 
131 1 ?7R I c. 

FY 

141 I I P"10JCCT -,U~01,..,G LiliJ I __ _J_ "'Ul,...OA1ZE:l T.-tRU 

TOTAl.S 

l 2. !NITl•L PROJECT FUNDING ALLOTMENT REQUESTED 1sooo1 

B. A\...LOiM!:NT "EOUEST MO. I IJ_ FUNDS R::s::i:ive:o FOR ALLOT"'ENT ----
A. APPROPRIATION -----, 

c CM .&.NT 0 I. 0 A.Pl l""T.;pc. -o·;. ~ ;:;-~ ,z.h--;r.·-~;:1111--.\i':f Cu· 
------ --- ---

II) PH ___ I - 200 --- ---···---· ···-·---- ______ _l_e9:__!J. ~·!cColl 
'" 

121 Title X I 200 I _:_:_: -~ ---=-~ ·~t_-:_-=-=_-_-,-..----_-_-_--__ -_-_-__ -_~i 
O> 'T'E 

_____ r_o_r_A1.S j 4 00 ____ ---'-I ___ _ 
14. SOURCE/ORIGIN OF c;ocos ANO SERVICES GJ 000 ~ '" 0 l.OCAL 0 OTHER 

I~. FOP AME>;CMENTS. >4ATURE OF CHANGE ?RQPOSEO 

ACTION REFERENCE OAT[ 



Project Authorization and Request for Allotment of Funds 

Part II 

Country: Togo 

Project: Family Health 

Project Number: 693-0212 

Pursuant to Part I, Chapter l, Section 104 of the Foreign 
Assistance Act of 1961, as amended, I hereby authorize a 
Grant to the Government of Togo ( 11 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 five 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 
administration, logistics and coordination of project 
activities, commodities and technical assistance in ~ra~ning 
and/or retraining of medical, paramedical and social person­
nel of the Ministry of Health in various aspects of fanily 
health, including maternal-chil6 health, nutrition educat~on 
and family planr:.ing, ar.d certain other corr..modities including 

sex education materials for primary and secondary schools in 
the Cooperating Country (hereinafter referred to as the 
"Projecttt). 

I approve AID appropriated funding planned 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 a~ount authorized above 
and an additional increment of grant funding 6f $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; it is anticipated that additional 
AID funding will be authorized for a grant to a private 
volu.ntary 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 to 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 fi~anced 
by AID shall have their source and origin in the United 
States or the Coopercting Country, except as AID may other­
wise agree in writing. Oc.::;an shippii.g 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 with respect thereto, 
the Cooperating Country shall provide to AID, in form and 
substance satisfactory to AID, an executed contract for 
engineering and arch~tectural services, for the design of ~he 
Center in Lome, with a firm acceptable to AID. 

B. Prior to any disburse~ent of funds under the Gran: 
for the prccurement of commodit s or construction services, 
or· to the issuance of commitment documents with respect thereto, 
the Cooperating Country shall provide to AID the following in 
form and substance satisfactory to AID: 

1. Evidence of the arrangements made for the procurement 
of furnishings and equipment 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 eonstruction 
of the Center at Lome with a firm acceptable to AID. 
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c. Covenants. 

The Grant Agreement shall contain covenants providing 
in 5ubstance as follows: 

1. During the implementation of the Project and at 
one or more points the~eafter, the Cooperati~g Country and 
AID will (a) evaluate progress toward the attainment of the 
objectives of t~is 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 Cooperating Country agrees that the primary 
purpose 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 is used 
in a manner that reflects such primary purpose. 

d. Waiver. 

Notwithstanding paragraph a. above and based upon the 
justification set forth in Part IV. C. of the Project ?aper, 
I hereby approve a procurement source waiver from A::D 
Geographic Code 000 (U.S. only) and the Cooperating Country 
to AID Geographic Code 941 and the Cooperating Country for 
the procurement of construction services and find that such 
a waiver will best serve the interests of the United States. 
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