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700 BLAIR AVENUE, PIEDMONT, CALIFORNIA 94611
TELEPHONE {415) 852-2770

May 17, 1982

Mr. Donald F. Miller

Director AFR/RA

Agency for Internaticonal Development
Washington, D.C. 20523

Dear Mr. Miller:

The attached report details the outcomes of a series of ac-
tivities and meetings held in connection with the Combatting
Childhood Communicable Diseases project as well as recommend-
ations for additional steps to be taken by AID and other CDA
members so that the project will achieve its desired objec~
tives.

To very briefly summarize, considerable progress has been
made in refining the project scope and work plan and in pre-
paring for implementation. Initial negotiations with WHO/
ATRO have led to some areas of agreement and have clarified
issues and problems which hopefully can be resolved shortly
so that a collaborative effort can be undertaken in which
all participants benefit, play their desired roles and re-
tain their identity. Although there is general agreement

on the great majority of the technical aspects of the pro-
ject between AID and WEO, there is some difference of opinion
concerning the training component of the project and this
should be resolved promply. More frequent and intensified
contacts between the health staffs of the CDA members is
recommended so as to foster greater cooperation in carry-
ing out all aspects of this project. Finally, every effort
should be made to identify specific African countries in
which AID will supporti bilateral communicable disease con-
trol activities as soon as possible, so that other CDA mem-
bers can make similar decisions and coordinate their plans
with the AID effort.

This report contains: (1) An executive summary; (2) Intro-
duction and background of meetings; (3) Description and out-
come of meetings; (4) Recommendatiocons: and Annexes for
reference.

It has been a pleasure working with you and your staff on
this extremely important undertaking and I would be very
pleased to continue to serve as a consultant to the project.
Yours sincerely,

Pecsf) ki

Paul Zukin, M.D.
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PROTECTING HEALTH

AMERICAN PUBLIC HEALTH ASSOCIATION

[015 Fifteenth Street, N\W., Washington, D.C. 20005 ° (202) 789-5600

MI 1C.-ANDU. .

TO: ) ) DATE:
Director, Office of Development May 19, 1982
Information and Utilization

FROM:
Susi Kessler, M.D.5&"

SUBJECT:

A copy of this report was sent to you on May 6.

Accelerated Delivery Systems Support (ADSS) Project;

Semiannual Report for Period October 1, 1981 - March 30,
1982

Please substitute

the enclosed three pages for pages 5-7 contained in the original
document.

I regret

the inconvenience.

Enclosure
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l. Technical Advisory Services

The Technical Advisory Services Unit arranges short-term
rapidly responding consultant services in the fields of pri-
mary health care, family planning and population, nutrition,
health services delivery, and water supply and sanitation.

Assignments

Contract requirement:

e Provision of 360 person-months of such services to
AID regional programs, governments, and non-
governmental organizations in developing countries
as requested through the Regional Bureaus and
Technical Offices of AID.

During this report period, 69.6 person-months were utilized
in carrying out the 37 technical advisory assignments received
from AID Technical Officers and Regional Bureaus. A total of
60 consultants were involved in these assignments. Table A shows
the breakdown of health and population task assignments and the
consultant utilization for each of the six-month periods of con-
tract operation during the past two years.

As may be noted, the level of utilization during this report
period is similar to that of the previous period. To date,
a total of 456.5 person-months have been used or encumbered
for ongoing assignments; 427.7 funded by the ADSS contract and
28.8 supported by the UNFPA, WASH and the AID Africa Bureau.

A complete listing of assignments carried out during this
period is contained in Appendix A.
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Table A
Number of Task Assignments Made
And Consultants and Person~Months Used

10/1/79 - 3/31/82

HEALTH POPULATION TOTAL
No. of No. of No. of No. of No. of No. of No. of No. of No. of

Period Assign. Consult. Per. Mo. Assign. Consult. Per. Mo. Assign. Consult. Per. Mo.
'10/1/79 - 3/31/80 26 35 34.2 33 54 55.7 59 89 89.9
4/1/80 - 9/30/80 25 43 56.7 32 59 87.1 57 102 143.8
10/1/80 - 3/31/81 21 30 33.5 30 41 48.8 51 71 82.3
4/1/81 - 9/30/81 10 12 19.0 28 46 51.9 38 58 70.9
10/1/81 - 3/31/82 15 26 31.1 22 34 38.5 37 60 69.6
TOTAL 97 146 174.5 145 234 282.0 242 380 456.5
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Consultant services were requested for all regions of the

developing world.

The number of requests received was fairly

uniform among the regions, with the exception of a higher num-
Requests from the African region were almost
four times higher during this reporting period than during the

‘ber in Africa.

previous six-month period.

Table B reflects the regional dis-

tribution of the 37 task assignments undertaken during this

reporting peri

Population Health

Latin America and

the Caribbean 3 3
Asia 5 2
Africa 4 7
Near East 5 2
Inter-regional 5 1

‘Total 22 15

*Does not incl

od.

Table B

Number of Assignments by Region

During Six-Month Period*

ude cancelled assignments

Regional

Totals

11

37
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I. EXECUTIVE SUMMARY

This report describes the outcome of a series of meet-
ings carried out by the Consultant, Dr. Paul Zukin, on behalf
of the Regional Affairs Office of the African Bureau, with
respect to the Combatting Childhood Communicable Diseases
(CCCD) project:

o With technical (health) staff from the development
organizations of other member countries in the Coop-
eration for Development in Africa (CDA);

o As a member of the AID delegation at the CDA Tech-
nical Working Group meeting held in Paris, May 4, 1982.

o As a member of the AID team negotiating with WHO/
African Regional Office (AFRO) in Brazzaville, April
26-28, 1982; and

0 In discussionswith the key staffs of the Expanded
Programme on Immunization (EPI), the Control of Diar-
rheal Diseases (CDD) and the Malaria Programme at
WEO/Geneva on April 29-30, 1982.

The report next makes five recommendations for additional
steps AID should take in order to achieve the objectives of
the CCCD Program.

A. Outcomes of Meetings Held

1. Meetings with CDA Country Health Staff

The Consultant met with the health and adminis-
trative staff of the Canadian International Devel-
opment Agency (CIDA) in Ottawa on April 16, 1282,
and with the health staffs of the French Ministry
of Cooperation in Paris on April 23, 1982 and that
of CIDA and the Overseas Development Administration
(ODA) of Britain in London, on May 6-7, 1982,

The outcome of the meeting with the Canadians
in Ottawa was that they decided to send a member
of the CIDA health staff to the CDA Technical Work-
ing Group meeting in Paris on May 4, 1982. Substan-
tive discussions were begun concerning potential
involvement of Canada in the regional component of
the CCCD project and for cooperative arrangements
for bilateral in-country programs.

In the meeting with the French Ministry of Coop-
eration, it was disclosed that because of an inter-
nal government political matter, the French had not
yet decided whether they would participate in the
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CDA Technical meeting of May 4th. The Consultant
and other AID representatives present pressed the
French to attend the May 4th meeting, even if only
as observers. Fortunately, by May 4th, the French
had decided to attend the CDA meeting as full par-
ticipants.

The meetings with the Canadian and British at
the offices of ODA in London took place after the
May 4th CDA Technical Working Group meeting. This
permitted follow up discussions with the Canadians
and British regarding their potential participation
in the CCCD regional project. Canada likely will
provide an epidemiologist to work with the AID/CDC
staff and Britain is receptive in principle to play-
a substantive role in health education/promotion.
Both Canada and Britian would like to participate
with AID in discussions with African countries con-
cerning bilateral activities. The aim would be to
coordinate separate projects in a country rather
than collaborating in a single project.

2. WHO/AFRO, Brazzaville

In three days of very formal meetings at the
headquarters of WHO/AFRO, in Brazzaville, April 26-
28, 1982, the AID/CDC CCCD Project Description was
discussed, raising many issues and questions. AFRO
is very reticent to allow another organization to
play a substantive role in health services develop-
ment, Africa wide. However, the involvement of donor
nations at the individual country level is encour-
aged since WHO generally does not become involved
in field operations.

Despite some acrimony, reason prevailed and a
second round of discussions lasting four days, May 7,
8 and 10,11, resulted in considerable agreement on
many matters, but leaving several basic problem
areas yet to be resolved. These get at roles, rela-
tionships and responsibilities in managing the CCCD
project generally and several of its component parts.
The Director of AFR/RA will meet with the Regional
Director of AFRO in June, 1982 at which time a
mutually acceptable agreement hopefully can be ach-
ieved.

AID, with support from its CDA parners, intends
to go forward with the CCCD project, with or with-
out AFRO collaboration. However, proceeding without
AFRO would be more costly and would not be a desir-
able state of affairs. Hopefully this eventuality
will not occur.
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3. WHO/Geneva

On April 29, 30, 1982, meetings were held with
key staff of the EPI, CDD and Malaria Programme
divisions of WHO headquarters.

There is broad support for the CCCD project
from the WHO EPI and CDD staff. They feel the
CCCD project will stimulate the development of pri-
mary care and that it is in the interests of AFRO
to find a 'creative arrangement' which will allow
a collaborative program to go forward.

In general, the concepts of CCCD and EPI and
CDD are consistent. Some points of disagreement do
exist, however. These are primarily in the areas
of training and particularly training for diarrheal
disease control. CCCD training proposes to have a
single curriculum for EPI, CDD and malaria. Some
of the methods and materials are yet to be devel-
oped and tested.

In the opinion of the Consultant, efforts
should be undertaken immediately to resolve any
methodological issues with WHO/Geneva or the EPI
or CDD program staff at AFRO. At the operational
level, all programs should be consistent. This
in no way restricts CCCD to develop program im-
provements and to field test these in pilot projects.

Staff of the Malaria Programme expressed con-
cern at the unrestricted use of anti malarials to
treat fevers in children and pregnant women. They
feel that reasonable efforts should be made to di-
agnose the cause of fevers, both clinically and in
the laboratory— at least at the health post level
and above. At village level they advocate careful
control of anti malarial drugs and supervision of
their use. Whether a single CCCD training program
could adequately prepare country personnel to sat-
isfactorily treat malaria— even presumptive treat-
ment of fevers— was questioned.

4. The CDA Technical Working Group Meeting

Held in the American Embassy in Paris on May 4,
1982, the meeting had participants from all CDA
countries except Belgium, and observers from DANIDA
and WHO/Geneva EPI/CDD.

There was considerable sharing of bilateral
program information among the participants with
agreement to expand this in the future and to work
toward better integration of field projects.
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It was felt that CCCD would provide a mechan-
ism to engage African and CDA countries in streng-
thened communicable disease control through country
assessments, program evaluations and the shared ex-
perience of technical staffs. There was unanimous
agreement that the CDA CCCD technical meetings
should continue on a regular basis, approximately
every six months. Interim contacts between CDA
technical staff on CCCD matters was also advocated.

5. Recommended Steps to Further CCCD Project
Implementation

Five recommendations are made for additional
steps that AID should take in order to achieve the
objectives of this project.

A. Finalize the CCCD-AFRO Relationship

Every effort should be made to achieve a
mutually acceptable accommodation with AFRO for
them to play a significant role in the regional
aspects of the CCCD project. Neither AFRO nor
the CDA countries need lose their identity in
such an arrangement. If an agreement cannot be
reached, AID should be prepared to go forward
in implementing the CCCD project without the
involvement of AFRO. Such an action would have
the backing of the other CDA countries and the
understanding of WHO/Geneva.

B. Resolve Differences Between WHO and Cr T
Concepts and Planned Activities

Although in major respects the conceptuin!
design and planned activities of CCCD and Wi+
are consistent . with respcect to training there

are significant dilfcrences which could prove
detrimental to the smooth and orderly conduct
of CCCIy and WHO progrum=. These differences
should be¢ resolved now.

C. Refinc the March 1, 1982 Project Descripe o
Doculient

-

This document, used as the basis for nego-
tiations with AFRO, had several small but dis-

turbing inconsistencies and other details requir-
ing clarification.

This document should be carefully reviewed and
refined jointly by AFR/RA and CDC in light of the
meetings recently held in Brazzaville, Paris and
Geneva. The document can then be used in further
negotiations with AFRO.

BEST AVAILABLE COFY
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D. Implement Bilateral Programs as Soon as
Possible

To make use of CCCD funds currently author-
ized and to provide other CDA countries with de-
finitive information regarding specific African
countries in which AID will support bilateral
CCCD activities, AID should take decisions and
actions to implement CCCD bilateral programs as
soon as possible.

E. Strengthen CCCD CDA Technical Staff
Relationships

To maintain interest and support of CCCD by
other CDA contries, it is imperative that there
be ongoing contact between AID health staff and
that from other CDA countries.

To nurture and build these relationships, it
is recommended that a CDA Technical Working Group
meeting be held approximately every six months
and that in between these meetings there be one
on one contact between AFR/RA technical staff
and that of the other CDA countries.

Over the past eighteen months the Consultant
has provided the chief linkage on technical mat-
ters between the US and other CDA countries
as well as with WHO/Geneva. To build relation-
ships and confidences already established, he
suggests that he continue to play this role in
the future.
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ITI. INTRODUCTION AND BACKGROUND OF MEETINGS

Under contract AFR-0421-C-00-1023-00, Dr. Paul Zukin of
Health Management Group, Ltd., has provided continuing tech-
nical consultation to AFR/RA in the development and imple-
mentation of the Combatting Childhood Communicable Diseases
(CCCD) Project (Project 698-0421). The scope of work has
called for Dr. Zukin, hereafter called the Consultant, to
work closely with AID and CDC personnel to build on design
work already completed and produce material to:

A. Elicit additional ideas and comments from African
countries which are potential future participants
in the program design.

B. Inform CDA members, UNICEF, WHO and other potential
donors of the status of the AID proposal, in suf-
ficient detail to permit them to form up their own
plans and commitments.

C. Assist AID and other CDA members, in collaboration
with participating African countries, in the devel-
opment of implementation plans.

The scope of work was divided into four phases. The
first three phases covered activities undertaken between
February and June of 1981 and these have been reported on
previously. This report details the fourth phase activites
and events. These were carried out from July 1, 1981
through May 7, 1982.

Because of delays in project development the original
scope of work of phase four required modification. A con-
tract amendment was made in November, 1981, extending the
contract beyond its original completion date of December, 1981.
A second modification was made in March, 1982 to clarify a
minor inconsistency in the contract terms.

The terms of reference for phase four called for the
Consultant to:

o Participate in negotiations meetings with WHO/AFRO to
determine and define their role in the implementation
of the CCCD Project and meet with CDA technical repre-
sentatives to bring them up to date on the status of
the project and obtain their views on the next steps
to be taken.

o Compile a report setting forth a summary of the
outcome and understandings reached, and recommend to
AFR/RA additional steps that should be taken by AID
and other CDA members in order to achieve the objec-
tives of the CCCD Program.
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In fact, in addition to carrying out the terms of refer-
ence as specified, the consultant undertook considerable other
work in this phase of the project. He was intimately involved
in reviewing and revising the draft project paper leading to
its final acceptance in late September, 1981. He critiqued
in detail the first draft of the CDC Work Plan and the AID
Project Management Plan (December, 1981). 1In January, 1982,
he participated with AFR/RA staff in Washington and CDC staff
in Atlanta in discussions which led to significant refine-
ments in the CDC project Work Plan. He also held meetings
with WHO/Geneva staff in May, 1982.

A summary of the CCCD project, as presented to the CDA
Technical Working Group on May 4, 1982, is contained in
Annex I of this report.
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I1II. DESCRIPTION AND OUTCOME OF THE WHO/AFRO, WHO/GENEVA
AND CDA MEETINGS

Between April 16 and May 7, 1982, the Consultant par-
participated in a series of meetings with WHO personnel,
both in the African Regional Office in Brazzaville and the
Headquarters in Geneva and with CDA technical representa-
tives in their own countries and at a CDA Technical Working
Group meeting held at the American Embassy in Paris on
May 4, 1982.

There was considerable intertwining of these meetings
as indicated in the following schedule:

o April 16, 1982, meeting at the headquarters of the
Canadian International Development Agency in Hull,
Quebec.

o April 23, 1982, meeting at the French Ministry of
Cooperation, Paris.

o April 26 -28, 1982, meetings with WHO/AFRO, Braz-
zaville, Republic of Congo.

o April 29-30, 1982, meetings at WHO Headquarters,
Geneva.

0o May 4, 1982, CDA Technical Working Group meeting
in Paris.

0o May 6-7, 1982, meetings with the CDA technical rep-
resentatives of Canada and the United Kingdom, at
the British Overseas Development Administration,
London.

Descriptions and outcomes of the meetings follow:

A. WHO/AFRO Meeting

Between April 26-28, 1982, a meeting on the CCCD
project was held at WHO/AFRO in Brazzaville, Congo.
The purpose of the meeting was to try to negotiate the
role and responsibilities of AFRO in the CCCD project
and the terms of an agreement between AID and AFRO.

Dr. Abou Gareeb, Director of Communicable Disease
Control for AFRO chaired the meeting. The AFRO dele-
gation consisted of 15 staff members including five of
the Region's directors. The Regional Director and
his primary deputy, the Director for Program Management,
did not attend. On the six member AID team were the
CCCD Senior Project Officer for AFR/RA; the AFR/RA Tech-
nical Advisor; the Chief of Health and Nutrition for the
Africa Bureau; the Chief Health Officer for REDSO/W;
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the designated Chief Project Officer for the CCCD Project
from CDC and the Consultant. Annex II contains a ''Note
for Record" of the meeting prepared jointly by the AFRO
and AID teams.

In a word, the meetings were very formal and diffi-
cult. The AFRO team insisted on going through the
Project Description which had been sent them earlier,
paragraph by paragraph. There were several clarifica-
tions made by the AID team, which resolved some issues.
The major concern of AFRO was that it play the dominant
role in decision making with respect to all CCCD regional
activities. This AFRO said was its '"constitutional role"
as mandated by all of the African Nations who are mem-
bers of WHO. The AID team agreed that there should not
be competing organizations attempting to coordinate and
integrate health services in Africa at the regional
level. AID felt, however, that participatory management
and collaboration could result in an accommodation that
would permit CDA resources and personnel to work with
AFRO with some shared responsibilities, to achieve a
common goal.

After three days of negotiations, AFRO requested a
week's hiatus so that it could review the entire CCCD pro-
ject internally, in light of the discussions held. It was
agreed that negotiations would resume in Brazzaville in
approximately seven days and the AID team left the Congo,
to attend to other matters.

Negotiations resumed in Brazzaville on May 6th. It
had previously been decided that the Consultant would con-
centrate on discussions with CDA technical personnel and
he did not return to the Congo for the second round of
negotiations. However, as of this writing, it appears
that considerable progress was made in the negotiations.
which went on for four days, ending on May 11, 1982.
General understandings were reached on many points at
issue. Joint AID/AFRO development of the health educa-
tion component of the CCCD project was suggested. It is
anticipated that other remaining areas of contention
will be resolved when the Director of AFR/RA meets with
the Regional Director of AFRO in Brazzaville in June,
1982.

B. WHO/Geneva Meetings

1. Malaria Program

On April 29, 1982, the Consultant met for ninety
minutes with the staff of the Malaria Program. Pre-
sent were the Program's Director, Dr. J. Najera;
its Chief Epidemiologist, Dr. E. Onori; the Chief
of Program and Training, Dr. Ivvora; Program Medical
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Officer, Dr. P. Beals; a Medical Officer from the
Strengthening of Health Services Division, Dr. D.
Smith and a member of the Program and Training
Department, Dr. S. Litsios.

The Consultant detailed the CCCD project con-
cept, its present status and discussed the ra-
tionale for including presumptive treatment of
malaria as a program component.

The Malaria Program staff expressed doubt that
the CCCD training for the immunization and diar-
rheal disease control aspects of the proiect could
be expanded to adequately cover malaria inter-
ventions as the CCCD training is presently con-
ceived. Dr. Onori summarized the Program's cur-
rent thoughts regarding malaria control, as follows:

a. Every effort should be made to diagnose
cases of fever before therapy is institu-
ted. At the health post and health center
the emphasis should be on developing suf-
ficient clinical skills and laboratory
capability. Presumptive treatment for
malaria should be given at this level where
adequate suspicion for the diagnosis exists.

b. At the village level they have concern
that mass use of chloroquine may lead to
increasing resistance. However they have
not developed a policy concerning the pre-
sumptive treatment of fevers, other than to
emphasize review of cases selected for treat-
ment and adequate supervision.

c. There should be continuedefforts at envi-
ronmental control, particularly in urban
areas. This includes the use of insecti-
cides.

d. Routine prophylaxis is not recommended.
They have not reached concensus on whether
or not prophylaxis for pregnant women is
justified.

e. It is important to monitor the impact of
malaria treatment on resistance of the para-
sites and on the development of humoral re-
sistance in humans.

In sum, the Malaria Program staff questioned
whether the CCCD project could adequately train
health workers to undertake rational anti malarial
interventions. They had concerns about the mass
treatment of fevers, without regard to cause,
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because of the threat of the development of resis-
tance to therapy.

2. EPI and CDD

In a two hour meeting on April 30, 1982, the Con-
sultant and the Senior Project Officer, AFR/RA for
the CCCD program, met with the core staff of EPI,
Mr. Robert Hogan, Programme Management Officer for
CDD and Dr. Partow, Chief of Communicable Disease Con-
trol, WHO/Eastern Mediterranean Regional Office (EMRO).
The EPI staff included Dr. Ralph Henderson, Director,
Dr. Jakobus Keja, and Mr. John Copland, Administrative
Officer.

Drs. Henderson and Partow both agreed that the CCCD

project combines disease control elements very well

and should bring together at the country level, EPI,
CDD and simple measures to deal with the most serious
aspects of malaria. They felt that the problems of
bringing AFRO and AID together should be resolvable,
that there should be mechanisms to permit a jointly
administered program without loss of identity; i.e.,
a''creative accommodation'.

In principle, Dr. Partow felt EMRO would like to
be involved in the CCCD project. Main involvement
would be at the country level (Sudan, Djibouti and Som-
alia) and this would be through the WHO country repre-
sentatives. He suggested that EMRO participation in
the Advisory Council would be worthwhile.

Both Dr. Henderson and Mr. Hogan felt that WHO/Geneva,
EPI and CDD should not be on the CCCD Advisory Council
but that they should serve as a resource for the project.

There was considerable discussion concerning train-
ing for CCCD. To integrate the project disease control
programs, staff should train together. However, as Dr.
Henderson noted, the WHO training for EPI takes two
weeks and for CDD, six weeks. How this will be resolved
in the CCCD project was not clear.

The question arose regarding the merging of CCCD pro-
ject concepts with those of WHO. Mr. Hogan thought
there was probably a 90% concurrence, although the CCD
training approach at WHO and that of CDC differ. This
difference must be resolved in order for WHO and AID to
collaborate effectively.

The current '"CCCD Project Description' as elabor-
ated by CDC (March 1, 1982) calls for a training develop-
ment component. Mr. Hogan felt that this was 'probably
wasteful" given existing WHO training material.
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Mr. Hogan also pointed out that the CCCD work plan
talks about a CDD mid-level course, CDD does not
have a mid-level course and he was wondering what CDC
had in mind for the CDD component of the CCCD mid-level
course. It is evident that there are some differences,
probably small, between WEO training and CCCD training
which must be resolved in order for AID and AFRO to
work together comfortably.

With respect to operational research, Mr. Hogan
noted that a Scientific Working Group had been estab-
lished in AFRO to review research proposals. Although
$93,000 had been made available for CDD studies, to
date none of the money had been spent. This pointed
up the need for a more vigorous approach to research
(and probably other) activities.

Dr. Henderson felt that he was speaking for all
those present in stressing the importance of the CCCD
project in integrating communicable disease control
activities and that it was in WHO's and African coun-
tries' interests to see that AID and AFRO worked to-
gether. Mr. Hogan emphasized that WHO/Geneva looked
to CCCD as a major vehicle to operationalize CDD in
Africa and to serve as a model for communicable dis-
ease control programs in less developed countries world
wide.

C. Meetings with CDA Technical Personnel

1. Canadian International Development Agency (CIDA)

The Consultant spent a full day at CIDA in Hull,
Quebec, on April 16, 1982. Participating in the
meeting were the following CIDA personnel: Mr.

Jean Pierre Buldoc, CIDA representative to CDA,

Dr. C. W. L. Jeanes, Director of Health, Dr. Charles
R. Nobbe, Deputy Director of liealth and Ms. Nancy
Gerein, Health Advisor.

Mr. Buldoc was somewhat critical of the "appar-
ent difficulty in getting the CCCD project going."
After a "flashy start" it seemed to die. He won-
dered whether the opposition in the French press
or possibly '"program problems internal to AID"

were to blame. Irrespective, he was pleased that
the project was moving and with '"an abrupt change
in direction, i.e., not to get out of health,”

CIDA was now actively interested in the CCCD pro-
ject. He then went on expressing concern that
after the November, 1980 CADA Technical Session,
there had been no other meeting. This he said,
Canada and other CDA countries (unspecified) took
as an indication of lack of AID commitment to a
multi donor approach. The Consultant noted the
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several visits he had made to various CDA coun-
tries in the interim. Mr. Buldoc agreed that
this was very important but that face to face
meetings were also necessary for effective col-
laberation.

Despite the somewhat negative opinions ex-
pressed above, the CIDA meeting had several very
positive outcomes.

a. It was decided that Ms. Nancy Gerein
would represent Canada at the Paris
Technical Working Group meeting. Prior
to the Consultant's visit, only token
representation by an embassy staff
member had been contemplated.

b. There was serious consideration given to
posting an epidemiologist with the CDC
team to support the regional project
activities.

c. Canada was seeking appropriate bilateral
programs in Africa and would welcome AID
assistance in identifying opportunities.
Preferably these would be integrated into
an overall CDA plan making most effective
use of donor resources.

2. CDA CCCD Technical Working Group Meeting

The meeting, held in the American Embassy in
Paris on May 4, 1982, had participants from all
CDA countries except Belgium. WHO/Geneva, EPI/CDD
and Denmark sent representatives. (See Annex III
for agenda for the meeting and Annex IV for the
list of participants.) As back ground material,
participants were provided with an up-to-date
"Summary of the CDA CCCD Initiative" (see Annex I)
and an '"Overview of AID Supported Health Activi-
ties in Sub-Sahara Africa Related to the Combat-
ting of Childhood Communicable Diseases' which the
Consultant had preciously prepared (see Annex V).

The meeting was chaired by Mr. Norman Schoon-
over, AID Development Coordinator in Paris. In his
opening remarks he stated the meeting objectives
were to inform other CDA countries on the status of
the CCCD project and to begin the process of effect-
ing cooperation in communicable disease control
activities in sub-Sahara Africa. 1Initially, this
was expected to be at the country-specific level.
However, CDA member participation with AID and AFRO
in regional support activities was also solicited.
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Mr. Noel Marsh, CCCD Project Director for AFR/RA
next gave a chronolgy of events since the Novem-
ber, 1980 Technical Session and restated the CCCD
project concepts, and anticipated implementation
schedule. He reported on the outcome of the April
26-28, 1982 meeting with AFRO in Brazzaville.
Discussion of the Initial Advisory Council meet-
ing which had been scheduled tentatively to be
held in early June in Africa was tabled since the
meeting was postponed pending a definitive arrange-
ment between AID and AFRO. Following Mr. Marsh's
presentation the meeting was turned over to the
other country participants to present their coun-
try's current and planned CCCD-related activities.
The following summarizes these presentations:

a. Canada. Ms. Gerein reported that Canada
presently has no bilateral health programs
in Africa. They support activities of
WHO and UNICEF. Canada is anxious to co-
operate with other CDA countries in bi-
lateral programs and in principle, in the
regional support component of CCCD.

b. Denmark. Altho not a CDA member, Denmark,
through DANIDA, has been invited to CDA CCCD
meetings because of their involvement in
EPI in East Africa.

Dr. Schjerbeck of DANIDA noted that
Denmark had allocated $5 Million over
five years for bilateral EPI services in
Kenya and Tanzania. Denmark also contri-
buted $1 Million for cold chain development.
He noted that Denmark considers it impor-
tant to link bilateral aid with multilat-
eral aid hence they are very interested in
cooperating with the CCCD project. With
respect to CDD, Denmark supports the WHO
program but so far has not developed its
own diarrheal disease control effort.

The status of EPI in Kenya and Tanzania is:

0o A management program has been esta-
blished.

o0 The cold chain is under development.

o Maintenance of equipment is being
stressed.

o Logistics (vehicles and supplies)
and training are emphasized.
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Whereas in Kenya EPI is being imple-
mented step wise in the country's 40
districts, in Tanzania the program is
being initiated nation-wide concurrently.

DANIDA assisted start up of EPI in
1980 with steering committees to gain
country involvement. Many problems
arose as the program got underway, these
being primarily administrative and man-
agerial rather than technical. DANIDA
field personnel are public health ad-
ministrators rather than technical staff.

For the sake of efficiency, DANIDA
works with UNICEF with respect to pur-
chasing vaccines and commodities.

Federal Republic of Germany. Mrs. Neimann-
Jordan, the current head for health in the
Federal Ministry of Economic Cooperation
summarized Germany's CCCD related activi-
ties. Parenthetically, she is the third
person to hold this post in the last eigh-
teen months.

Germany allocates 4-6% of its tech-
nical cooperation funds for health-related
activities. There are no regional prograns.
All resources go into bilateral programs.
Monies are channelled approximately as
follows:

o 40% directly to bilateral projects.

o 40% through non governmental organ-
izations.

o 10% to WHO for specific programs,
e.g., human repro”fuction, tropical
disease research and onchocerciasis.

o 10% to the German Volunteer Service,
similar to the U.S. Peace Corps.

The main pragmatic priorities are pri-
mary care, pharmaceutical research, hospi-
tal development and training. Presently,
Germany is supporting the following:

o Primary care in Upper Volta, Togo, -
Benin, Malawi, Sudan, Gambia and
Cameroon, mainly working in small
areas.
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0 Integrated rural development in Li-
beria and Sierra Leone.

o '"Adaptive hospital technology" in
Kenya.

o Pharmaceutical development in
Tanzania.

There are no specific CCCD activities —
these are undertaken as part of primary
care, specifically where German field per-
sonnel are available for consultation and
supervision.

d. France. Mlle. Dindin indicated that France
negotiates a bilateral agreement with each
country in which it participates in meet-
ing needs as specified by the country.

The main focus is on West Africa's 28
nations. France tries to support and work
through national institutions and particu-
larly OCCGE AND OCEAC.*

Currently France is spending 250 mil-
lion Francs, about %40 million, for health-
related activities, world wide annually. A
list of country projects was read and this
list will be provided to the CDA countries
shortly. There is considerable support
for immunization activities but none so
far for CDD. No free standing training
programs are under way. Rather, French
staff are expected to train country nation-
als as part of their over seas work.

Mlle. Dindin re-confirmed that France
has committed 25 million Francs over a five
year period, specifically to support CCCD.
This came as a welcome reassertion of France's
participation in the project.

e. United Kingdom. Dr. Murray Baker, Principal
Medical Advisor for the Overseas Develop-
ment Administration reported that the UK was
committing L.1.3 million over three vears
for CCCD, L.600 million for East Africa and
L.700 million for West Africa. Specific
project focus has not been decided on and
the UK was hoping to collaborate with other
CDA countries in developing cooperative
projects. Gambia was suggested as a likely
country. In the UK's experience, working
through non governmental organizations with

*QCEAC - Organization for coordination and cooperation in the struggle

against Endemic Diseases (Central Africa).
OCCGE - Similar organization for West Africa.
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regional experience, such as the African
Medical and Research Foundation (AMREF),
was an effective way to provide assist-
ance and he anticipated that Britain
would seek similar organizations through
which to channel funds.

WHO/Geneva. Mr. Hogan noted that in the
view of WHO/EPI/CDD, the CCCD project
was highly supported as a model which
would lead to integrated health services
development.

A statement summarizing the outcome of the
Technical Working Group meeting is being prepared
by AID for submission to participants. The main
conclusions reached in the meeting were:

a.

A regional project can serve a useful
purpose but the primary program engage-
ment is at the bilateral level.

OCCGE and OCEAC and possibly other re-~
gional groups should be represented on the
Advisory Council.

The regional project should should iden-
tify common data elements to be collected
at country level so that the experience
in similar projects could be compared.
This should occur automatically if AFRO
is involved in the CCCD project but will
have to be developed if AFRO elects not
to become involved.

Regional Management training does not
take the place of in country training.
However, where it is not feasible nor
cost effective to train at the country
level, regional training should be util-
ized.

CCCD should provide a mechanism to engage
African and CDA countries in plans to ex-
pand efforts to combat childhood commun-
icable disease through country assessments,
program evaluations and technical work-
ing groups. Further, such meetings would
facilitate coordination of individual
projects at the local level.
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The CCCD Technical Working Group should
continue to meet periodically, probably
not less than every six months, to ex-
change information and to plan for coop-
erative project development. When the
Advisory Council is organized and func-
tioning it is hoped that the Council can
provide the forum for CDA and other coun-
try dialogue. Whether or not this proves
to be the case will require study.
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RECOMMENDED STEPS TO FURTHER CCCD PROJECT IMPLEMENTATION

Combatting Childhood Communicable Diseases is a complex

project with involvement of many countries and organizations.
While great progress has been made in project development,
additional effort is required for the project to achieve

its goal of reducing childhood morbidity and mortality in
sub-Sahara Africa. The following five recommendations are
aimed at furthering project implementation.

A. Finalize the CCCD-WHO/AFRO Relationship

After rather difficult negotiations in Brazzaville,
progress has been made toward effecting a working re-
lationship between AID and WHO/AFRO. Such an arrange-
ment is to everyone's advantage, particularly the popu-
lation to be served. Thus it is likely that agree-
ment can be reached in a meeting between the AFRO Re-
gional Director and the Director of AFR/RA scheduled
or June, 1982.

However, should resolution not be reached, AID
should be prepared to go forward with the project
without AFRO participation. AFRO's involvement in
regional training would be very useful, but not criti-
cal. This component could be undertaken by the U.S.

alone, if necessary.

Health education/promotion and operational re-
search, as presently conceived, are primarily to be
AID responsibilities under CCCD, with AFRO playing a
secondary role. These activities also could be carried
out without AFRO participation.

The single component where AFRO's involvement is
is critical is the health data system. AFRO serves to
unify national data systems and to collect data region-
wide. This is very important to the efficient and
effective functioning of the CCCD project. However,
here again, a suitable data system with common ele-
ments could be developed to serve the needs of CCCD,
without AFRO involvement. This possibility was dis-
cussed in the CDA Technical Working Group meeting where
it was recommended that CCCD proceed, with or without
AFRO involvement.

B. BResolve Differences Between ¥WHO and CCCD Concepts
and Planned Activities

Although CCCD's concepts and planned activities
are probably 90% coterminus with those of WHO, EPI
and CDD, there are differences in training content
and approach. These should be resolved now since
continued differences can only lead to confusion.
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However, this does not mean that under CCCD, inno-
vations in training materials or other programatic
elements, cannot be developed and field tested in
pilot programs. But, for routine disease control
activities WHO and CCCD should be consistent.

C. Refine the CCCD Project Description Document

Over the past eighteen months there have been a
series of documents produced by AID and CDC describ-
ing and developing the CCCD project. Considerable
progress has been achieved in clarifying concepts,
developing a suitable work plan, etc. Unfortunately,
the latest document, the CDC "Project Description”
dated March 1, 1982, still contains certain elements
that require clarification or refinement. These
proved a problem in the discussions with AFRO in
Brazzaville.

Before the next round of talks with AFRO, the

CDC Project Description should be carefully reviewed
and refined in light of the series of meetings just

completed. Such a document could serve as the work-
ing paper for further discussions with AFRO, leading
to a project description jointly prepared by AID and
AFRO. Both AID/RA and CDC should be involved in the
refinement of the March 1, 1982 Project Description.

D. Implement Bilateral Programs as Soon as Possible

In order to make use of CCCD funds currently auth-
orized and to provide other CDA countries with defin-
itive information regarding specific African countries
in which AID will support bilateral CCCD activities,
decisions should be taken and actions instituted to com-
mence implementation of CCCD country programs as Soon
as possible.

E. Strengthen CCCD CDA Technical Staff Relationships

To maintain interest and support of the CDA
countries in CCCD, it is imperative that there be con-
tinued contact between AID technical staff and that
from other CDA countries. It is clear that such pre-
vious meetings held by the Consultant, often accompanied
by the AFR/RA Project Director, have resulted in fin-
ancial and other commitments being made by several
CDA countries who prior to the meetings had not evi-
denced interest in CCCD. To nurture and build these
relationships two recommendations are made:

First, approximately every six months there should
be a CDA Technical Working Group meeting. This was
unanimously advocated at the meeting just held in Paris.
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Whether these meetings should continue after the Advi-
sory Council starts to function would require study.

Second, in the intervening six months, i.e., be-
tween the CDA technical meeting, there should be one
on one contact between AFR/RA technical staff and
CDA country technical staff.

This arrangement would provide technical staff
contact every three months and should lead to the de-
velopment of close working relationships and increas-
ing collaboration.

Having served as the primary linkage between AID
and the technical staff of the other CDA countries
as well as the communicable disease related divisions
of WHO/Geneva over the past eighteen months, the
Consultant hopes that he can continue to fulfill this
role in the future. This would provide continuity
and the opportunity to build on relationships and
confidences already established.



ANNEX I

SUMMARY OF CDA INITIATIVE ON
COMBATTING CHILDHOOD COMMUNICABLE DISEASES

I. Background and Status

The concept of a regional expanded immunization program for
Africa has been under consideration by the U.S. and other CDA
countries for the past 3 years. The concept has now been
expanded to include the control of diarrhealdisease and AID
is now proposing to add the presumptive treatment of malaria
to the national programs it will support under the bilateral
aspects of this program.

There has already been considerable progress made in these
areas by WHO, CDA country bilateral programs and the work being
done by UNICEF, DANIDA and others. The objective of the CCCD
program is to rationalize these efforts and achieve certain
economies of scale by approaching some of the problems on a
regional level and establishing a CDA framework to enable
bilateral activities to be expanded in a more effective and
efficient manner,.

AID is proposing to fund the regional support project and
is seeking a cooperative arrangement between WHO/AFRO, CDC, and
AID to implement this aspect of the program.

Establishing a CCCD regional support project is seen as an
apportunity to allow CDA members and others to conduct their
bilateral activities in whatever manner they wish but having
the advantages of drawing on the training and other regional
support activities to strengthen their bilateral activities.
The project was authorized September, 1981 with planned life-
of-project funding of $47 million over eight years as the U.S.
contribution to this effort. The first allocation of $2.5
million was obligated in Fiscal Year 1981 to fund the technical
services being provided by CDC. Four million dollars is to be
obligated prior to September 30, 1982 to begin regional acti-
vities in Africa and the first two country specific activities.

II. Purpose: Strengthen the Africans' ability to:

- Control six childhood communicable diseases (measles,
polio, tuberculosis, diphtheria, pertussis (whooping
cough) and tetanus through Expanded Program for
Expanded Program for Immunization (EPI).

- Control DiarrhealDisease (CDD) with simple treatment.

- Control disease of local importance such as yellow
fever and yaws, and

- Provide presumptive treatment of malaria in selected
children and pregnant women.



ITII. Approach

- Establish a regional project in cooperation with
WHO/AFRO to train,provide technical assistance and
support to key elements of the individual country EPI,
CDD and other disease control activities,

-~ Build on what already exists in terms of individual
country activities and integrate these into primary
health care systems whenever feasible.

- Strengthen present bilateral activities to develop
effective planning, operations management, cold chain
and other logistic support systems and health education
programs.

IV. Target Population

EPI: Under one year olds and pregnant women (neonatal
tetenus) .

CDD: Under five year olds. Malaria: under five year
olds and pregnant women.

It is estimated that ten percent of the total EPI target
population is now being immunized. Adding the CCCD program to
the on-going activities supported by WHO, UNICEF and others
should bring the total African-wide coverage up to 50 percent
by the mid to late 1980s and close to 90 percent by the year
2000,

V. CDA's Role

The bulk of AID funding will go to finance the regional
support part of the program designed to strengthen in-country
disease control capability. The balance of AID's funds and the
bulk of the other CDA members' contributions will be used to
support country programs to improve the delivery of these
services to the target population.

AID inputs will consist of CDC personnel (Atlanta and
African based) and a grant to WHO/AFRO to help conduct training,
develop data and evaluation systems and assist in field
operations and epidemiological surveillance, funds to support
country health educations programs, operations research, and
the procurement of vaccines, rehydration salts, cold chain
and other delivery equipment.

May 1982



ANNEX II

ORGANISATION MONDIALE :
DE LA SANTE

WORLD HEALTH
ORGANIZATION

Reglonal Office for Africa Bureau régional de I' Afrique

NOTE FOR RECORD
OF MEETING OF USAID AND WHO/AFRO ON
COMBATING CHILDHOOL COMMUNICABLE DISEASES PROJECT (CCCD)

G2/61/9 Brazzaville, 26-28 April 1982

INTRODUCTION

1. A meeting on Combating Childhood Communicable Diseases Project was held
in Brazzaville from 26 to 28 April 1982 under the Chairmanship of Dr Abou Gareeb,

DDC/AFRO. Present at this meeting were:

USAID delegation

Mr Noel Marsh : Senior Project Officer, Office of Regional
Affalrs, Bureau for Africa, USAID Washington

- Dr James Shepperd : Chief, Health and Nutrition Office, Development
Resources, Bureau for Africa, USAID Washington

- Dr Paul Zukin : AID's Senior Consultant for CCCD

- Dr George Jones : AID/Regional Economic Development Services

Office, West Africa, Abidjan
- Mr Andrew Agle : CDC/Atlanta

- Dr Joe Davis : Technical Adviser, Office of Regional Affairs,
Bureau for Africa, USAID Washington.

AFRO delegation

pbc, Dpp, DSD, DEH, DSP, PHD, CDC, HMA, CDI, CDB, FHE, HED, HMP,
HMN and HSD.

2. The Chairman extended a warm welcome to the USAID delegation on behalf
of the Regional Director. He requested Mr Noel Marsh, head of the USAID
delegation, to introduce the Members of his delegation. The AFRO delegation
was then introduced. 1In his opening remarks, the Chairman said that the
collaborative relationship between USAID and WHO which started a long time
ago was known to everyone. There was, therefore, no need to go into details.

However, it would not be out of place to review the latest events.
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3. Mr Miller, with his colleagues, visited AFRO from 8 to 12 June 1981.

Apart from discussing the existing collaborative relationship between USAID
and WHO/AFRO the team discussed USAID's/CCCD Programme. They left a draft
Project Paper on CCCD for WHO/AFRO comments. The draft paper was studied in
WHO/AFRO and comments were communicated to Mr Miller, vide RD's letter of

23 June 198l1. The main concern of WHO/AFRO was that in the Draft Project
paper of USAID/CCCD, no provision had been made to allow WHO/AFRO and Member
States to have a say in decision-making, management, monitoring and implementa-

tion. The effective role of WHO/AFRO needed further clarification.

4, Mr Miller's letter of 9 October 1981 enclosing a revised version of the
Project Paper on CCCD was studied carefully in AFRO. It was observed that some

important issues raised in RD's letter of 23 June 1981 were not addressed at all.

5. In fact, there was no fundamental difference between this document and the
previous one. The comments to this effect were conveyed in RD's letter of

16 November 1981 to Mr Miller.

6. Dr Stanley Foster and Mr Andrew Agle of CDC/Atlanta visited WHO/AFRO from
12 to 14 October to hold technical discussion with Regional Staff on CCCD. It
was also made clear to them that almost all the points raised in the letters

of RD remain unanswered.

7. Mr Miller made a proposal that USAID delegation should visit WHO/AFRO from
26 to 28 April 1982 to discuss and reach an agreement on the role and responsi-
bilities of the various parties involved. 1In particular, AFRO shared his hope

that the deliberations would be successful,



8. The USAID delegation thanked WHO/AFRO for their hospitality. They pointed
out that the present document was in a draft and had taken into consideration

the questions raised by WHO/AFRO. They believed that it would be more profitable
to have face-to-face discussion in Brazzaville. They hoped that all parties
would come to agreement. They also pointed out that in general, the design of

the project followed the concept of WHO/EPI and WHO/CDD programme.
METHOD OF WORK

9. The meeting agreed that initially the USAID delegation will present the
CCCD project document, followed by questions of clarification., After this
WHO/AFRO would present their comments on the document to be followed by
discussions and conclusions, The Notes for Records will be approved by the

meeting.
PRESENTATION OF DOCUMENT

10. The essence of the general presentation made by USAID delegation on the

document is as follows:

10.1 Dr Mahler, the DG/WHO, visited US in 1977 and requested US contribution

for immunization programme on a world-wide basis. US Government decided to

focus its effort on the African Region, During planning, the US found out that
it was essential to associate other contributors in the framework of CDA.
Presently, the US is the sole donor for the CCCD Regional Project. It is however
the hope of the US that with the flexibility of the present CCCD Project other

donors might join on a bilateral basis.

10.2 USAID hopgg_to enter into agreement with AFRO to enable it carry out

intercountry training and health information system activities.
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10.3 USAID had already completed an agreement with CDC/Atlanta to enable them
to provide technical guidance to the project and to begin to develop the draft

Work Plan.

10.4 USAID will negotiate country specific activities with each country concerned

and would hope that other CDA members would do the same,
10,5 Health Education component has not yet been completed in the document hence

funds have been set aside for experts to prepare a proposal for that component

of the programme.

10.6 Regional Coordinator, who is seen as an essential member of CCCD Project will

coordinate regional and bilateral project activities in:conjunction with AFRO.

10.7 CCCD Advisory Council will be a prestigious body to guide the countries with
membership based on technical expertise rather than on country representation,

In consideration for a manageable size, the Council, nevertheless, will have
balanced representation between African experts and CDA. WHO/AFRO will be

select
assaciated in the identificatioo of the African Experts.

10.8 The members of the CCCD Technical Working Group will act as the Secretariat

dealing with the day-to-day management issues and technical matters.,

11. More detailed presentation on various elements was given by the USATID
delegation as follows: 1Introduction, Goals and Objectives (Paul Zukin); Training
and Training Development/Adaptation (Andrew Agle); Health Education and Promotion
(Noel Marsh); Operations Research (Joe Davis); Health Information System (James
Shepperd); Country Specific Activities; CCCD Management (Noel Marsh); Country

Programme Support (Andrew Agle).



QUESTIONS FOR CLARIFICATION

12, Several AFRO members posed tiic - w.
questions:
Questions Answers
12.1 Should AFRO now abandon EPI, Malaria No. It is not meznt tc replace,
and Diarrhoeal Diseases since the CCCD but rather to ~—:k. int!:rvenii- s,
programme is so comprehensive? particularly in the are~ of PLC,
CCCD should be viewcd 25 compi
mentary to AFRO's effcrts. It is
hoped that AID's contribution
would strengthen AFRO's efforts,
12.2 1Is there any relationship between CCCD The mwmsconception that CCCD would
and SHDS and if so what are these substitute SHDS is not true.
relationships? Rather attempts are made to include
SHDS's geographical area and to
begin to strengthen national
capabilities. No decision has been
made regarding SHDS continuation.
12.3 With regard to paragraph 3.6.2, "AID's AID regretted the erroneous

principal implementing agent ...'", is
there any other implementing Agent?

language in this Section. AID
proposed parallel language changes
for both the WHO and CDC manage-
ment sections stating WHO would

be the principal implementing agent
for intercountry training and
health information systems,
assuming primary responsibility
for these areas; AFRO will work
with CDC to develop and implement
the workplan,

CDC would be the principal imple-
menting agent for operations
research and health educaticn,
assuming primary responsibility
for these areas. CDC will work
with AFRO to develop and implement
the workplan.

BEST AVAILABLE COFY



12.4

With regard to point 3.6.3, "AFRO
will have responsibilities ...":
Where are these responsibilities
concerning policy, implementation
and administration in the text?

AID viewed the responsibilities under 3.6.3
to be substantive and important. A review
followed of all 11 items appearing in this
section,

Boints 4.6.9 and 10 were to be re-written in
line with the revised orientation as outlined
in the answer to question 11.3 above.

A further description of the proposed process
of participatory management of the CCCD
Regional Project was provided, using a Flow
Chart Diagram (see Annex).

12.5

If in fact CCCD document is a
draft, why was a decision already
made to contract out to CDC?

AID has two methods of selecting contractors
viz. tendering and recognition of competence
of a person or an institution.

The predominant capability of CDC in those
areas for which it is the principal implemen-
ting agent is recognized world-wide as is the
predominant capability of WHO for those
activities for which it is chosen to be the
principal implementing Agency.

12.6

With reference to 8.2.2, is the
aim of CCCD to collect data
which already exist?

CCD will focus attention on gathering data
where such data are either inadequate and/or
incomplete.

12,7 With regard to point 10.3.3, has AID seeks to assist AFRO in further
USAID taken account of efforts supporting pharmaceutical self-sufficiency
being made by WHO and UNICEF in in the Region.
pharmaceuticals?

12.8 How does the training of CCCD Provision is made in the CCCD regional
national managers and their programme to train CCCD national managers
counterparts fit in with WHO's only when such training is necessary or
EPI national managers? desirable. There is no intention to

duplicate training.

12,9 Why is there no mention of Central AID's subregions in Africa consist of only

Africa only West Africa and East
Africa?

two: an East African region and a West
African region. Central Africa and Southern
Africa are incorporated in these two.
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12.10 Does AID intend to have a AID indicated that a preparatory
preparatory phase? Specific phase is underway currently;
reference was made to 4.3.1 certain activities have begun
paragraph 5 having to do with including preparations for
training of epidemiologists in training activities scheduled in
Nairobi. the work plan for 1982.

12.11 Could paragraph 5, Item 4.3.1 AID hoped that CCCD will work with
be deleted? AFRO in the training of Epidemio-

logists hence the paragraph was
pertinent and should not be deleted.

12.12 Questions were raised on: AID stated that these questions
(a) compatibility of roles had been taken care of in its
proposed for CDC and AFRO; response to question 12.4.

(b) functions of REDSO vis- -vis
WHO;

(¢) policy and rules as stated
in paragraph 3.6.3.

12.13 As AFRO has country and inter- AID recognized the overlapping of
country projects in each of the three CCCD activities with WHO country
Subregions within the major programmes and intercountry projects. AID
of Comprehensive Health Services, would very much like to follow the
Research and Manpower Development, : geographical division of AFRO
Disease Control whose activities are which it sees as desirable. AID,
included in CCCD, the question was however, looks forward to AFRO for

raised whether this had been considered answers.
while designing CCCD.

WHO PROCEDURE FOR SIGNING OF AGREEMENTS (as presented by AFRO)

13. When an agreement between WHO/AFRO and any organization has been reached for
collaboration, the agreed document is reviewed by the legal section of WHO/AFRO.
Thereafter it is sent to WHO/HQ for their legal advice. If the legal unit of
WHO/HQ has any observation, it is sent back for amendments. After the legal unit
of WHO/HQ has given its agreement that the document is all right from legal point

of view, it is ready for the signatures of the Regional Director and the party.

CONSTITUTIONAL ROLE OF WHO (as presemnted by AFRO)
14. Concerning the question regarding the constitutional role of WHO, it was

pointed out that the WHO Basic Documents and the World Health Assembly resolutions

including the most recent resolution WHA34.24, are very clear on this subject.
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The WHO Basic Documenfs Chapter II, Article 2 (a) states that the

function of the organization shall be to act as the directing and

coordinating authority on international health work. Resolution WHA34.24
stresses the responsibility of WHO to fulfil its constitutional leadership
role as the directing and coordinating authority in international work.

These are binding to WHO as they are binding on the Member States. Therefore,
1f WHO which is an intergovernmental agency, has to take responsibility in
associating itself with any activity in CCCD project, it must ensure that
these activities are fully in line with the policy of the organization as

defined in various resolutions adopted by its governing bodies.

AFRO'S COMMENTS ON CCCD F#¥RP PROJECT DESCRIPTION DOCUMENT,DATED MARCH 1, 1982.
General
15, After careful study of the draft project document, we arrived at the

conclusion that the authors intend to use WHO as an administrative support

structure for activities in which the Organization cannot play its constitutional
role as "a directing and coordinating authority on international health work

and ensuring technical cooperation between WHO and its Member States... making

no distinction between these integral functions carried out at country, regional
and global levels whether financed from WHO regular budget or from other sources".1
WHO is not a support structure, but a specialized technical agency which cannot
commit itself to activities that would not be in line with its Constitution

and policies as defined collectively by the Member States.

16. We have taken note that 12 countries will be selected to participate in
the programme. 1In our view, the selection of these countries should be jointly

made and agreed upon between WHO and USAID.

1 Resolution WHA34.24.
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17. We noted yesterday that you mentioned Kinshasa and Nairobi as assignment
places for field epidemiologist of the project. This could have been discussed
with WHO in the light of existing AFRO intercountry and Regional office
structures.

18. With respect to selection of project staff and structures, WHO should
propose nationals and intercountry structures.

19. Concerning the proposed CCCD information system, we think that it would
be a duplication of effort and a confusing issue for the Member States, WHO
has its information system for all countries of the Region. The need to
strengthen this system, not to build another parallel system for 12 countries,

exists,

20. The project document has no cover showing Agency, i.e. fund and sources
of fund even though it was our understanding that the purpose of this negotiation

was to have WHO as Executing Agency.

21, The second sentence of paragraph 1 of the Introduction states that 'CCCD
is a specific response of CDA (Cooperation for Development in Africa) to the
World Health Organization's request for increased technical cooperation in
support of primary health care programme in Africa'", Can we have the terms

received from WHO spelt out?

22, Normally when we discuss draft project document with partners, the
proposed budget is attached to the draft project document with an indication
of budget components. No such budget document was attached., We would like to

see the budget.

23, Of course, the attached workplan reflects the project description, as it
stands now. There are still many questions unanswered about the project

document. It is therefore premature for WHO to discuss the present workplan,
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Specific

Item 1.5: This does not reflect the
activities being undertaken by WHO

Suggestions

Insert activities being undertaken by
WHO in collaboration with its Member
States.

Item 2.1: The countries and AFRO have
already developed national and regional
strategies and have set goals, objectives
and targets.

To be corrected. Objectives which are
within the scope of the national and
regional strategies have already been
laid down by all the countries in the
Region, For specific countries, see MI:
CCCD programme should help to achieve
those objectives.

Item 2.2.2: The first sentence is

rather vague.

WHO's role must be seen in the framework
of "partnership".

Item 3.1: WHO is not a regional

health organization. Its "importance"

is not reflected in the text. The content
seems to follow the usual vertical pro-
gramme even though AFRO has abandoned

this approach in favour of integrated and

multidisciplinary approach.

Delete '"regional" and "importance'

Item 3.4: The first sentence does not
correspond to the sentence 2, paragraph &
of item 3.1. Also second paragraph does
not correspond to the sentence 2, para-
graph 4 of item 3.1. According to these,
WHO has no role to play.

Item 3.5: Paragraph l: It does not
take into consideration the existing
WHO/AFRO structure for EPI, Diarrhoeal
Diseases Control, Malaria, Health Informa-
tion, Health Education, Research, etc.,
etc., and also WHO/African Region's
intercountry and field staff.

Existing WHO/African Region resources
and facilities to be incorporated in
this paragraph.
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Item 3.5.1: The Regional Coordinator
will "strengthen'" AFRO by bringing the
"external resources together" and
"drawing upon CCCD personnel”, etc.

To be able to accomplish all these,

he will certainly strain the existing
resources of AFRO rather than strengthen
them.

If the principle of partnership is
accepted, CCCD needs to reinforce the
existing structure of AFRO by providing
additional facilities to it so that it
can undertake additional work of CCCD
programme,

Item 3,5.2: We do not think CCCD
Advisory Council as proposed is the
right mechanism for policy-making,
guiding, promoting and coordinating
the activities of the CCCD programme.

A coordination committee of all 12
participating States with AID, WHO,
CDC/Atlanta, UNICEF and concerned CDA
members be set up which will make
policy (decisions), implementing and
a guiding body for the programme.
This will be chaired by nationals,

Item 3.5.3: In its present form,

CCCD Technical Working Group appears

to be the secretariat of CCCD programme.
It will not be possible for it to
function without some permanent mechani-
sms,

These functions can be taken over by
WHO/AFRO strengthened with necessary
facilities as outlined in recommenda-
tions of paragraphs 2 and 3 of

item 3.5.1 above., However, to thrash
out matters, CDC/Atlanta and WHO/AFRO
can form a Technical Committee where
important matters can be discussed
and decision taken.

Item 3.6.3: The role of WHO/AFRO as
presented in this section is not
acceptable., In fact, it is no role at
all, It is only to provide secretarial
assistance and support and act as a post
office.

Point 5 mentions "implement, monitor and
evaluate all regional training words which
are not substantiated in the text'".

AID should be approached to amend this
document, WHO/AFRO should be a full
fledged partner right from policy-
making to implementation and
evaluation,
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Item 4.3.1: WHO/AFRO is following a policy

of organizing training programmes within the
African Region as recommended by its Regional
Committee. Therefore, it would not be in line
with decisions of Member States to conduct
training programmes outside Africa. Morever,
holding courses outside Africa will not develop
national capabilities and self-reliance.
Training programme being organized by WHO in
Nairobl is not intended to produce epidemiologists
for the CCCD Programme.

WHO has developed Training
Courses for all levels of
personnel for EPI and Diarrhoeal
Diseases including Cold Chain.
It will be waste of time and
money to start afresh. There is
need to collaborate with WHO/AFRO
and join AFRO in partnership.

At present, WHO has built up
sufficient national manpower
which can be utilized in the
spirit of TCDC to undertake all
training programmes in African
Region. This does not mean that
we don't need external help. We
surely need help but this should
be after tapping national
resources.

Item 4.3.5: Annual Consultative Meeting but
participants do not seem to be mentioned in the
text. The relationship of this group to the
other structures of CCCD is questionable. One
wonders if one of the other CCCD structures
cannot handle the functions as set out.
Relationship with "Save the Children" not clear.

The Coordination Committee of
the CCCD Programme (proposed
above) might handle these
functions.

Item 4.4.1: The statement "WHO/AFRO' would
be responsible for the planning, management
and evaluation of intercountry training
activities" is again not correct. Nowhere in
the programme can one identify such role
precisely.

Item 4.4.2: All these responsibilities are
given to the "Regional Coordinator". 1In
item 4.3.4. point 2, responsibility for
EVALUATION rests with '"Regional Coordinator'.

Either WHO/AFRO 4s made partner
with clear statements in the
programmes or it is not
mentioned at all.

Item 4.5.1: We don't have CCCD Programme
Managers as such in the countries. Countries
have EPI Managers, Diarrhoeal Diseases Control
Managers, etc.

It 1s perhaps essential to work
within the scope, or strategies
already developed by the Member
States so as to avoid confusing
them and wasting both money and
energy.

Item 5.0: We are unable to separate this section
from the Training Programme. WHO has already
produced Teaching Modules and other materials

for several courses.

Modify where necessary and use
available Teaching Moduies and
materials. New materials can
be prepared in those areas
where none 1is available yet.
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Item 5.3.1: The whole responsibility

of development of materials for CCCD lies
with Training Coordinator in CDC/Atlanta.
(See also page 29, Item 5.4.6). We do not
believe that he can coordinate activities
being carried out in Africa from Atlanta.
To accelerate the process of self-reliance,
an African-based institution would reach
the standard required in two years with the
same amount of funds.

This activity be carried out in
Africa in the existing institutions
by building up their capabilities.

Item 5.4.1: The role of WHO is once more
seen as that of a Secretarial Assistant.
The complete responsibility lies with
""Regional Coordinator' as laid down in
item 5.4.4.

Item 6.0: No role for AFRO

WHO/AFRO has this speciality and
can be a partner in this activity.

Item 7.0: No role of WHO/AFRO except that
some WHO staff will be on Research Review
Committees in the three countries where
Programme Epidemiologist will be posted.

WHO/AFRO has well developed structure
and mechanism available and this
should be used.

Item 8.4.1: For point one, indicators

had been developed in consultation with
Member States, Regional Committees and
Expert Advisory Panel. These were put up
to WHO Executive Board and were approved
by the Thirty-fourth World Health Assembly
in May 1981. WHO/AFRO has developed the
substantial health information programme
in collaboration with Member States.

The health information programme
already developed by Member States

in collaboration with WHO./AFRO should
be used as basis for this activity and
CCCD programme should come in as a
partner.

Point 4 was not clear.

Item 9.1: WHO/AFRO has a well developed
programme of EPI and diarrhoeal diseases
programme is picking up. Anti-malaria
activities are being planned. This has
not been mentioned at all in the background.

One paragraph about activities going
on in the countries with WHO collabora-
tion should be inserted.

Item 9.4: US Mission/AID channels, REDSOs,
CDC personnel, etc, are used in management
but not WHO/AFRO field staff.

WHO/AFRO field staff in the countries
can collaborate with AID in implementing
bilateral programme. We will be missing
an important resource if we omit this.

In the spirit of partnership, our field
staff can collaborate in the countries'
activities.
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AID'S REACTIONS TO AFRO COMMENTS

24, AID stated that it was clear that we have not been able

to work out details of the CCCD Regional project. AID stated it

was committed to working out a partnership relation with AFRO in
this area. AID questioned how this partnership could be accomplished

and stated they were prepared to begin the necessary work immediately.

25. At the end of the discussion of the above document, AID noted
for the record that the matter of "WHO's Constitutional Role' .and
theRezional Coordinator's role were not reported in the Note for the

Record, although this had been discussed in the meeting.
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ANNEX III

AGENDA FOR CDA TECHNICAL WORKING GROUP
FOR THE CCCD PROGRAM

Paris, May 4, 1982

09:30 - Introduction and Statement of Objectives of Meeting

Chronology of Events since last CDA Technical
Working Group Meeting

Restatement of Program Concepts

Status of Design and Implementation of CCCD Program
Advisory Council - Structure and Timing of First
Meeting

Coffee

Presentation of Current and Planned Activities of
CDA Members

12:30 - Lunch

14:30 - How Best to Use Regional Umbrella to Achieve Greater
Efficiency and Coordination of Bilateral Efforts

Coffee

Agreement on the Statement to be Given to the CDA
Policy Group on the Conclusions and Recommendations
Resulting from the Technical Working Group Meeting.
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FRANCE

Dr.

UNITED

INGELET Bernard

Médecin

Ministére de la Coopération et du Développement
20 rue Monsieur

75700 Paris

Tel: 306-53-85

KINGDOM

Dr.

UNITED

BAKER A. Murray

Principal Medical Advisor

Overseas Development Administration
Eland House, Stag Place

London SWIE SDH '

Tel: 01-213-5959

STATES

Mr.

Mr.

Andrew N. AGLE

Director, Program Services Division,
International Health Program Office
Centers for Disease Control (CDC)
1600 Clifton Road

Atlanta, Georgia 30333

Tel: (404) 329-2562

Joe H. DAVIS

Medical Officer

Agency for International Development
AFR/RA

Rm 6754 New State

Washington D.C. 20523

Tel: (202) 632-1078

MARSH Noel

Snr Project Officer

Agency for International Development
Washington D.C. 20523

Tel: (202) 632-0933
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UNITED

STATES

Dr.

Mr.

DANIDA

Dr.

Mr.

ZUKIN Paul

Senior Technical Consultant USAID
Health Management Group, Ltd

700 Blair Ave, Piedmont, C.A. 94611
Tel: (415) 652-2770

Cable address: HEALTHMGT

SCHOONOVER Norman

Development Coordinator
American Embassy

2 avenue Gabriel

75382 Paris Cedex 08

Tel: 296-12-02 (Ext: 2825)

SCHJERBECK Thomas

Head of Section
DANIDA

Asiatisk Plads 2
DK-1448 Copenhagen K
Tel: 01 92 10 70
Telex: Etrangeres DK

HOGAN Robert

Programme Management Officer
Diarrheal Disease Control Programme
20 Appia Way

1211 Geneva 27, Switzerland

Tel: 91-26-81
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ANNEX 1V

CDA TECHNTCAL MEETING ON
COMBATING CHILDHOOD COMMUNICABLE DISEASE PROGRAM

Paris - May 4, 1982

LIST OF PARTICIPANTS

CANADA
Ms. Nancy M. GEREIN

Health Advisor

C IDA

200 Promenade du Portage
Hull Quebec KIA 0G4

Tel: 997 5563

FEDERAL REPUBLIC OF GERMANY

Mrs NIEMANN-JORDAN Uta

Regierungsdirektor

Federal Ministry of Economic Cooperation
BMZ, ref 225

Karl Marxstr. 4-6

53 Bonn

Tel: (0228) 535 315

Telex: 8869452 a

Dr. KIELMANN Arnfried A.

M.D., Dr. P.M.

GTZ

Eschborn, W. Germany
Tel: 6196-401 450
Telex: 417405

FRANCE
Ms. DINDIN Geneviéve

Chargée de Mission pour les

Relations Extérieures

Ministére de la Coopération et du Développement
20 rue Monsieur

75007 Paris

Tel: 567-55-90



ANNEX V

OVERVIEW OF AID SUPPORTED HEALTH

ACTIVITIES IN SUB-SAHARA AFRICA RELATED

TO THE COMBATTING OF CHILDHOOD

COMMUNICABLE DISEASES (CCCD)

This paper presents in tabular form and brief narrative summaries
an overview of AID supported health projects in sub-Sahara Africa
that involve iumunization and other activities to control diarrhea
and childhood communicable diseases. Also included are primary
care and rural health development projects since in most instances
these are or will incorporate communicable disease control.

The information provided has been extracted from AID files and from
a draft report prepared by the American Public Health Association
under contract to AID entitled "Tracking Report on AID Supported
Primary Health Care Projects, Volume III-Africa," dated December,
1980. These data have been updated from from a series of cable
responses provided by USAID field missions.

The tracking report is expected to be updated periodically and the
full report or more complete information on a particular program
can be made available upon request by contacting the Office of
Regional Affairs, Bureau of Africa, Room 3325, Agency for Inter-
national Development, Department of State, Washington, D.C. 20523.
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COUNTRY

Botswana

Burundi

-1-

Congo
Central

African
Republic

Ghana

USAID ACTIVITES IN COMBATTING CHILDHOOD COMMUNICABLE DISEASES
AND ASSTSTANCE IN RURAL HEALTH SERVICES AND
PRIMARY HEALTH CARE DEVELOPMENT

PROJECT NAME

AND NUMBER1

Health Serices
Developmesit
No. 633-0078

Expanded pro-
gram on Immu-~
nization (EPI)

EPI

Ouham Province
Rural Health
Project

No. 676-0002

Management of
Rural Health
Services

No. 590-068

PROJECT DATES

FY 1978-1981
with probable
extension to
1983

3/81-3/83

3/81-3/83

9/7

1/75-10/79

IN SUB-SAHARA AFRICA

FUNDING LEVEL
AND SQURCE

US $5.5 Million
HGZ $1.7 Million
Other donors

us $0.5 Milldion

US  $0.5 Million

us $2.0 Million

us $1.3 Million

LOCATION

Nation Wide

Nation Wide

Nation Wide

Ouham
Province

Nation Wide

REMARKS

Basically a project to develop
primary health care through
training of various category of
health workers. No CCCD acti-
vities identified.

Full program support including
EPI expert to establish and/or
improve various aspects of the
program including cold chain
logistics, vaccine procurement,
distribution and control, immun-
ization scheduling, equipment
maintenance and repair, data and
evaluation. Vehicles, commodi-
ties and cold chain equipment
are provided.

Full program support as in Burundi

Project was designed to strengthen
management capability and to -
extend basic health services to

a rural area. Project had only
limited success. No CCCD activi-
ties identified.

Project established a national
health planning unit and developed
a primary care strategy for the
country. A follow on project to
deliver rural health services
including CCCD activities is con-
templated.
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COUNTRY

Ghana

Guinea

Kenya

Lesotho

Liberia

Mali

PROJECT NAME
AND NUMBER

Yaws and yellow
fever control
No. 698-0410.25

Maternal and
Child Health

Kitui Primary
Care Project
No. 615-0185

Kibwezi Rural
Health Scheme
No. 615-0179

Rural Health
Development
Project

No. 690-0058

EP1

Rural Health
Services

Development
No. 688-0208

PROJECT DATES

1/81-12/82

1/81-12/82

FY 1979-81

FY 1979-81

1978-1983

FY 1979-83

us

us
HG

us

us
HG

us

us
HG

FUNDING LEVEL
AND SOURCE

$0.50 Million

$0.46 Million

$0.413 Million
$0.275 Million

$0.816 Million

$3.254 Million
$0.454 Million

$0.500 Million

$3.890 Milldion
$0.870 Million

LOCATION

Nation Wide

Nation Wide

Kitui
District

Makindu
District at
Kibwezi

Nation Wide

Nation Wide

Mopti and
Kayes Regions

REMARKS

Technical aid and commodities
are provided. This project
very likely will develop into
a national EPI project.

Project includes EPI activities
on a limited basis in the con-
text of an MCH project. Con-
sultations on EPI and commod-
ities are provided.

Project comprised of four
mobile health units serving
remote areas with antenatal
care, immunization and simple
curative care.

An experimental primary care
project emphasizing training
of village health workers.

Major funding of EPI in Kenya
is being provided by Denmark

A two phased project, first to
improve MOH planning and health
manpower development, second to
deliver health services. No
specific CCCD activities are
identif ied.

Full program support as in
Burundi.

Pilot projects to develop
model of rural health care for
Mali, No specific CCCD activi-
ties identified.
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COUNTRY

Mauritania

Niger

Rwanda

Senegal

PROJECT NAME

AND NUMBER

Rural Medical
Assistance
No. 682-0202

EPI

Public Health
Services
No. 683-0214

Rural Health
Improvement
No. 683-0208

EPI

Rural Health
Services
Development
No. 685-0210

PROJECT DATES

FY 1979-83

3/80-3/82

6/78-3/81

1/78-12/82
extension to

12/84 expected)

8/80-8/82

7/77-12/83

us
HG

us

us

us

us
HG

FUNDING LEVEL
AND SOURCE

$1.93 Million
$0.224 Million

$0.4

$1.47 Million

$14.029 Million

$0.5 Million
$3.3 Million
$1.6 Million

Million

LOCATION

Tarza Region

Nation Wide

Diffa
Department

Nation Wide

Nation wide

Sine Saloum

REMARKS

Project will develop and test
a model of rural bealth out-
reach by community health
workers.

Full program support as in
Burundi.

Project trains health workers,
establishes vehicle and medical
equipment repair, provides ser-
vices of sanitary engineers and
other health care specialists.

Provides general support for
training all categories of rural
health workers, building of
rural health facilities, provi-
sion of commodities including
vaccines and cold chain equip-
ment. Incorporation of CCCD
activities is anticipated.

Full program support as in
Burundi.

Project serves 225,000 rural
inhabitants. Recently redesign-
ed, project will focus on in-
fants, children and pregnant
women and will emphasize CCCD
activities including immuniza-
tion and diarrhea control.
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COUNTRY

Somalia

Sudan

Tanzania

PROJECT NAME
AND NUMBER

PROJECT DATES

EPI 8/79-8/81

Northern Sudan FY 1979-82
Primary Health
Care Project

No. 650-0011

Southern Pri- FY 1979-83
mary Health
Care Project

No. 650-0019

Hanang Ujamaa FY 1977-1979
Village Public
Health Program

No. 621-0138

Tanzania School FY 1980-83
Health Program
No. 621-0150

FUNDING LEVEL

AND SQURCE
Us $0.2 Million
Us $5.8 Million

Af. Dev. Bank
$8.0 Million
HG $0.89 Million

Million
Million

Us $3.2
HG $1.3

US $0.499 Million

Us $5.7 Million

LOCATION

Nation Wide

Four provin-
ces 1n north-
ern Sudan.

Southern
Region

Hanang
District

Dodoma and
Singida
States

REMARKS

Provides commodity support,
vehicles, etc.

Project aims to implement the
national primary care programs
in four of Sudan's poorest
provinces. Specific CCCD acti-

vitites have not been indentified.

This 1s related to the above
project and extends coverage

to the Southern Region. The

US 1s also contemplating a

third project, Health Sector
Support, for which $32.0 million
has been requested over five
years (1980-85) to augment the
Government of Sudan's health
programs.

This model primary health care
project focuses on village or-
ganization to support first aid
boxes, village leaders (health
educators) and village health
workers. Communicable disease
prevention at the village level
is stressed,

In eighty schools, a standard-
ized program of health instruc-
tion, health services and nutri-
tion and envirommental improve-
ments are being implemented.
Health records, including immun-
ization are emphasized.
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COUNTRY

Zaire

20 Central
and West
African
Countries

PROJECT NAME PROJECT DATES
AND NUMBER
Health Systems 1978-1980
Development
No. 660-1980
Strengthening Phase I 9/77
of Health Phase II 1/78-
Delivery Systems 12/82

in Central and
West Africa
(SHDS)

FUNDING LEVEL LOCATION
AND SOURCE
US $0.675 Million Kinshasa,
HG $0.44 Million Kongolo and
Maluku

US $20.00 Million
WHO

REMARKS

This project, designed to improve
Zaire's capability to plan and
implement health programs, had
only limited success. However,
AID has an endemic disease con-
trol project underway which in-
cludes an EPI component. Use of
oral rehydration salts in diar-
rheal disease control will be
stressed in two projects which
are scheduled to be implemented .
over four or five years. These
are the Basic Family Health Ser-
vices project (No. 660-0067) to
begin in 1981 and the Area Nutri-
tion Improvement project (No.
660-0079) to begin in 1982.

The broad goal of this project 1is
to increase the capability of 20
countries in this region to plan
and manage their health delivery
systems emphasizing a primary
health care strategy.

The 20 countries participating
are Benin, Camerocon, Central
African Republic, Chad, Congo,
Guinea, Guinea Bissua, Gabon,
Gambia, Ghana, Ivory Coast,

' Liberia, Mali, Mauritania,

Niger, Senegal, Sierra Leone,
Togo and Upper Volta.

A major objective of the pro-
gram is to improve regional

and national disease surveillance
and health information systems.
Demonstrations and training with
respect to EPI are carried out
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COUNTRY PROJECT NAME
AND NUMBER
20 Central
and West
African
Countries

PROJECT DATES

FUNDING LEVEL
AND SOURCE

LOCATION

REMARKS

in three countriles: Cameroon,
the Gambia and Ivory Coast. The
US, through Center for disease
Control, is providing EPI man-
agement training. In 1981, the
US will provide approximately
1.3 million doses of measles
vaccine, divided among 14 coun-
tries: Benin, Cameroon, Central
African Republic, Congo, Gambia,
Ghana, Guinea, Ivory Coast,
Mali, Niger, Senegal, Sierra
Leone, Togo and Upper Volta. 1In
1982, measles vaccine will con-
tinue to be supplied these
countries and Congo will commence
receiving aid to start an EPI
program.

1. Refers to USAID Project Name and Number.

2. HG refers to Host Government.



COUNTRY

Swaziland

Swaziland

Liberia

Ghana

PROJECT NAME
AND NUMBER

Rural Water Borne
Disease Control
645-0087

Health Manpower
Training
645-0062

Primary Health
Care

Primarv Health
Care Support

PROJECT DATES

FY 79-84

FY 77-82

FY 81-85

FY 82-85

FUNDING LEVEL
AND SOURCE

U.S. $3.2 million

U.S. $4.3 million

U.S. $10.0 million
{planned)

U.S. $15.6 million

LOCATION

Nation-wide

Nation-wide

Nation=-wide

Nation-wide

REMARKS

Emphasis on bilharzia and
other water borne disease.
Snail control and mass treat-
ment campaigns, health educa-
tion.

Institutionalizing nursing anc
other paramedical programs.
Establishing locallv=staffed
health services support systen

Natiomal Primarv Health Care
project now under design.

To be designed.
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