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Introduction

The present African Child Survival Initiative/ Combatting Communicable Childhood
Diseases project (ACSI-CCCD-1/CCCD) was initiated in 1984 and is scheduled to
terminate in 1991. In preparation for the approaching termination, AID contracted

in January, 1989 with Management Sciences for Health (MSH) of Boston, Massachusetts

to develop a "concept paper" outlining suggested parameters and modalities of a
follow-on effort. A team composed of the following was selected for development of
the paper:

Dr. David Sencer, formerly Director of the Centers for Disease Control (CDC) and
Commissioner of Health for the City of New York; presently consultant with MSH;

Mr. Glenn Patterson, formerly Deputy Assistant Administ.ator for Africa and AID
Mission Director, now a private consultant;

Mr. Martin Mogwanja, a national of Kenya, presently serving as UNICEF Country

Representative in Lesotho;

Assisting the team as a source of invaluable historical information and insight
was Mr. Andrew Agle, Assistant Director, International Health Program Office,
CDC.

It became clear during early discussions with AID that a general consensus already
existed of the desireability, indeed the necessity, of continuation of a major
U.S.Child Survival Effort in Africa. However, guidance was solicited on the
following: suggested goals and purposes of the new project (or program); program
components including technical interventions proposed and institution-building
activities recommended; discussion of global issues and policy considerations such
as sustainability, privatization, and health care financing; structure and
management of AID project efforts; and issues related to donor coordination.

In carrying out the mandate, the team held discussions with appropriate officials in
AID, CDC, major other donors, AID contractors involved in related activities, and a
panel of outside experts. Field visits were made to Nigeria, Ivory Coast, and Zaire
along with visits to WHO headquarters in Geneva and the Africa Regional Office in
Brazzaville (WHO/AFRO). (A full list of individuals consulted is listed at Annex I).
Work was carried out between February and April, 1989.

Subsequently, the contract was amended to include an evaluation synthesis working
from existing documentation. This report is attached as a supplement with a
description of the methodology used to develop the information. The country reviews
of documents for the synthesiz was conducted by Judy Seltzer-Stewart and Michelle
Volpe of MSH and Rita Milkki of CDC.

The patient and persistent support of Dr. James Shepard, Ms. Myra Tucker and Ms,
Peggy Meites of AID was crucial to the completion of this report.



Executive Summary

This (Concept Paper presents a proposed Project Identification for the continuation
of AiD’s program of Child Survival in Africa. The technical strategies are those
based on the AID Worldwide Child Survival Strategy and the African Bureau's Child
Survival Strategy. They are also in keeping with those of the World Health
Organization. The policy considerations of country determination, sustainability,
Africanization and invoivement of non-governmental sectors are all in accordance
with current AID policy.

The Project is designed to combat 1) the high levels of infant and child mortality,
2) inadequate concern for maternal health and child spacing as they influence child
survival, and to improve the countries’ abilities manage their own activities.

The Project has as a goal a 25% reduction in child mortality and proposes that each
country participating in the Project develop quantifiable targets for the variety of
interventions that can be undertaken.

The country programs are to be built upon a basis of epidemiologic surveillance,
which is the key discipline for country managers to use in identifying problems and
evaluating progress. This become the basis for managerial decisions since the
system can also be used for finding the cause of problems that need to be solved.

A series of technical interventions will be available for countries that include not
only the current three interventions, immunization, oral rehydration management and
malaria, but also opens the opportunity for additional interventions as well as
changing emphasis in the current. Child spacing activities directly relate to the
survival of children and the project while not delivering services, should encourage
the development of epidemiologically sound programs for child spacing. As additional
operational research results become available case management of acute respiratory
illness must be given attention. It is one of the leading causes of mortality and

as case management programs for diarrheal disease and malaria are developed the add
on of ARI must be kept in mind.

Institutionalization and sustainability were not mentioned in the original project.

Today these concepts must play an integral role. These goals can be reinforced by

by strengthening the planning, managerial, and implementation capacity at the

country and district levels; changing behavior of both end-users and health care
personnel through education, promotional communication, social marketing, and
training; improving the management and availability of resources through cost
containment, additional public, private and donor financing, and improved management
of facilities, supplies, personnel, and equipment; and finally by increased

operational research to improve program impact, and as importantly, to economically
measure and publicize project impact to sustain demand.

In the past the main interactions have been between AID, CDC and the MOH’s. While
there has been some involvement of other contractors in the future the project will
need to utilize the expertise not only of other contractors, but to an ircreasing

degree the private sector and non-governmental organizations in the countries.

Much closer ties with other donor agencies must be developed to conserve the
resources that are available,.



Changes in management are also proposed to further the opportunities for
sustainability and institutionalization. It is proposed that the Missions take a
stronger role in the management of country projects. It is recognized that the
Missions, particularly in Africa, nre inadequately sta“fed in experience health
officers, and the proposal makes suggestions as to how this can be remedied and keep
greater involvement in the projects.

-
[
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I. PROGRAM FACTORS

The economic and demographic futurc of the countries of sub-Sarahan Africa is so
bleak that they can not afford the burden of a childhood population continually
threatened with death and disability.

In 1988 Smuckier and Berg wrote : "Africa generally is in crisis. For two

decades, population growth has outstripped agricultural prodi ctivity. During this
time, two major famines have swept across the continent. Economic growth rates have
plummeted. We do not exaggerate when we say that the basic building blocks of
societies - education, food, and health - are at risk in large parts of sub-Saharan
Africa.”

"Unless deteriorating conditions are turned around, an increasing number of African
countries will suffer economic stagnation, increasing pove: ty, environmental
degradation, and decay of their already fragile social and political institutions.
Should this occur, not only will a major continent become increasingly marginal to
the international economy and society, but the lives of millions of Africans will be
unbearably bleak. We cannot stand by and watch African move to widespread
disaster. Our sense of humanity will not permit it."

Three decades ago, George Herbert Tinley Kimble wrote in his book Tropical Africa
"It is bad enough that a man should be ignorant for this cuts him off from the
commerce of other men’s minds. It perhaps worst that a man should be poor for this
condemns him to a life of stint and scheming in which there is no time for dreams
and no respite from weariness. But surely worst is that a man should be unwell for
this prevents his doing any thing about either his poverty or his ignorance."

Prevention of illness should be the cornerstone on which to build an education
system and a healthy economy. Fredricksen wrote that until epidemic death was
conquered, child spacing for the sake of healthier children and mothers and for
population planning was not to be expected.

Expenditures on prevention now will not only protect the health of the future
generation and the women who bear and care for them, but can serve as the basis for
the development of a health system that can recognize problems and develop solutions
before the crisis stage. Preventive health services lend themselves to rational
solutions. Success in this area can give governments the courage to approach the
curative system in a rational manner.

A. Conformity with Recipient Country Strategy/Programs

The countries of sub-Saharan Africa have recognized the disastrous effects of
childhood mortality and morbidity upon the social and economic potential of their
areas. In the countries participating in ACSI/CCCD this is evident by the adoption
of National Plans for the control of diseases preventable by immunization; deaths
from diarrheal disease; and malaria morbidity control (in many areas). These have
been incorporated into the National Health Plans.

These countries not only have plans, but are beginning to implement programs that
have national goals and targets relating to the various

control strategies. In many instances these goals have been influenced by external
pressures from WHO (Health for All by 2000) and UNICEF (Universal immunization by
1990), but to an increasing extert they are developing plans that meet country

specific needs and capabilities, rather than accepting a template from without,
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The Ministries of Health of these countries have strategies for Primary Health Care
that incorporate these plans and programs. Not all countries, however, have a
formally stated policy on child spacing, an essential element in promoting child
survival,

The above are evidences that ACSI/CCCD has been in accordance with countries’ health
policies and programs, but does not speak to effectiveness of programs or to their
ability to sustain themselves.

ACSI-II will not only conform, as its predecessor did, to national priorities, but
will continue to provide technical assistance that will lead to better management
skills, technical skills, problem solving and sustainability. These will continue
to be built on the foundation of epidemiologic surveillance and planned action
programs to address the problems that are defined.

B. Conformity with AID Strategies
1. Technical Strategies

The basic AID Worldwide Child Survival Strategy, while emphasizing the “"twin
engines" - immunization and ORT, is not proscriptive of other activities that are
locally important and technically feasible. This same document includes family
planning as a public health measure that has a positive effect on both mothers and
children. AID emphasizes the need for congruity with WHO technical guidelines, which
ACSI-II will continue to do. In addition the proposed program will be in conformity
with the African Bureau’s Child Survival Strategy (AFR/TR Feb. 25, 1987).

2. Policy Strategies

Four basic policy strategies are addressed in the proposed project: country
determination, sustainability, Africanization and involvement of non-governmental
sectors,

As in the past, ACSI-II country plans will be originated by the recipient country,
reviewed, modified if necessary and approved by the AID Mission. However, the AID
Missions will be given greater responsibility for the management of the country
activity, bringing a greater sense of ownership[ to the project than existed in the
beginning of ACSI-1. In this second phase greater emphasis will be given to the
country’s cwn evaluation of problems and solutions than in the original

ACSI-I/CCCD. At that time there was a greater need for demonstrable action by the
countries for confidence building. Now the MOH's have an improving capacity for
their own planning.

The issues of sustainability are already being addressed, but the original design of
ACSI/CCCD emphasized technical interventions to the extent that the solid work of
strengthening country capabilities, experimentation in cost-recovery and search for
multiple sources of support have not been recognized. In the coming project, much
more specific aitention will be paid, among others, to the development of program
managers who have the capability of directing, planning and managing.

Africanization in the proposed project will emphasize the use of African
consultants, African training resources and African Regional resources such as WHO
and UNICEF. However, the projzct will also recognize that for the sake of
sustainability, the premature withdrawal of technical assistance is often
contraindicated.



The realities of the supply of medical services in Africa demand that all sources of
service be utilized, not just Ministries of Health but the private sector, the
non-governmental sector, district and local health services. While the MOH bears
the responsibility for assuring their citizens 0" equitable quality, access and
appropriate health care as defined by the disease and socio-geographic environment.
MOH:s should not necessarily, or be expected to, assume the role of sole provider.
In ACSI-II, greater reliance will be focused on a high level of collaboration and
consultation to the non-MOH sectors, to guarantee the delivery of preventive
services to all.

II. PROJECT DESCRIPTION
A. Perceived Problem

It is usual in a child survival context to perceive the problem as being one of
mortality and morbidity. There is no denying the problems exist in Africa.
Sub-Saharan Africa has the highest infant mortality rate of any region in the

world. Up to 25% of children born never see their 5th birthday. But the more basic
problem is how the excess morbidity and mortality will be abated. The technologies
for major decreases in mortality and morbidity exist. The management systems to
utilize these technologies exist in concept but not in practice.

It is usual to perceive of management deficiencies as a lack of infrastructure.

In most countries of Africa, the problem is not just infrastructure, but a 1ragile
superstructure. The capable manager of child survival activities is probably forced
by default to manage AIDS activities, maternal and child health activities and
primary health care. The manager of child survival activities must cope with the
full gamut of management problems. The manager does not need to be proficient in
all aspects but must have the realization of the importance of these skills.
Supervision, training, financial management and logistics are the wheels upon which
the programs run and all must be given attention.

For the management structure to function effectively, there must e an information
system that is capable of providing both health and management information to allow
the manager to make rational and cost effective decisions that will lead to more
efficient delivery of preventive services.

A good information system for the planner and manager will identify problems that
need to be solved on a local level, both technical and managerial. This requires

the local capability to conduct operational research, a capability that now is

mainly provided by external experts.

A good manager needs to communicate effectively. This communication must be to
other members of the policy making hierarchy; to health providers and to
consumers. Health managers who are for the most part physicians are not skilled
communicators, and their talents must be improved if they are going to generate the
demands for the services from the consumer, and the willingness to provide the
resources from the decision makers in the large frame of government. Not only must
they communicate the problems to the policy makers, but the must direct
communication (education) to both the providers of service and consumers, so that
demand from below is met with understanding from above.

While the perceived problems from a distance may be managerial in nature, at the
local level the policy makers will see the problems in the light of disease,
demography and costs. It is essential that policy makers understand that "quick
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fixes," e.g., mass campaigns are not "permanent fixes." Likewise, the

non-occurrance of disease is not the signal for discontinuation of activity. Policy
makers must understand that markers of improvement are not always measured directly
in decreased morbidity or mortality, but in provision of service. Without

nationwide highly sophisticated vital statistics systems rational changes in

mortality from diarrheal disease, for example, will be unable to be measured.
Surrogate markers, such as percent of diarrhea admissions dying, must be understood
and respected.

B. Project Goal and Purpose

1. The original Project Paper tfor ACSI/CCCD had as its goal to improve the health of
the pediatric population. The goal for ACSI-II is to reduce the childhood mortality
by 25%. This is a country specific goal, not a regional goal, since declines should

not be expected to temporally parallel activities, The period of management
strengthening, development of surveillance and information systems and problem
solving are necessary before the impact of technical interventions are realized.

2. The purpose of the project is assist in improving management capabilities in the
health system to apply the appropriate technologies to reduce the mortality and
morbidity. The development of an appropriate epidemiological surveillance system
and related health information system is a key management element in the long term
sustainability of preventive health services and through these systems countries can
achieve the most cost beneficial outcomes the a limited number of technical
interventions and supporting activities. Intercountry cooperation and international
cooperation will be sought as part of the longer term efforts at Africanization.

C. Expected Achievements/Accomplishments

It is expected that the goal of 25% reduction ir child mortality will be achieved.

The use of child mortality, or the rate of deaths under the age of five per 1000

live binihs, is used rather than Infant Mortality since new and simple techniques

have been developed that allow this to be monitored on a continuing basis whereas
IMR’s are much more difficult to accurately determine. This method was developed by
the Center for Population Studies of the London School of Tropical Medicine and
Hygiene by Brass and McRae and have been extensively validated in the field.

If the IMR in all the sub-Saharan countries were reduced from the current figure to
75, the saving of life in one year would be 970,000. If there was a 25% reduction in
child deaths, the savings would be 1,090,000. Not only is there a 12% increase in
lives saved, but the savings are more easily monitored and thereby the measurement
is more useful for target setting

Country targets will be developed and used in planning, monitoring, and evaluation.
As new knowledge has developed, original targets will be adjusted, up and down, to
meet the criteria of epidemiologic relevance, technical feasibility, and

advisability.



Regional targets for specific interventions will be achieved and/or maintained.
Examples are:

Neoatal tetanus will be eliminated:

Poliomyelitis will be eradicated in countries where this has been adopted as a
national goal. Epidemic control measures will be in place, however, since
wild virus will still be circulating on the continent:

Measles immunization by age | will be maintained at 80%;

90% of admissions to health facilities for diarrhea and malaria will be
treated in accordance with national policies;

A national policy for acute respiratory disease will have been adopted and
implemented;

All national health authorities will be involved in child spacing activities
in accordance with a stated national policy:

Referral systems for high risk mothers will be in place in all urban areas.

Disease interventions will be fully incorporated into the primary health care
system and there will be appropriate decentralized management.

National Health Plans will reflect a national child survival plan.

National Health Plans for prevention will show a phased approach towards
sustainability, recognizing that program sustainability must come before
financial sustainability, and that the needs for external technical assistance
must gragually decline.

The efforts to strengthen the regional international organizations will have
succeeded and external support is no longer needed.

Health profession schools in Africa will have incorporated into their
curricula appropriate training in primary health care technologies.

D. Project Outline and How it Will Work

The proposed project is both a continuation and an extension of the existing
ACSI/CCCD project.

1. Background of Present ACSI/CCCD Activity and Relationship to AFR Child
Survival Effort

The AID Combatting Childhood Communicable Diseases project was authorized by the
Administrator in September, 1981. The objective of the project was to increase the
ability of African governments to:

control measles, polio, tuberculosis, diphtheria, pertussis, and tetanus under
the WHO-sponsored Expanded Program on Immunization;

provide simple and effective treatment for Diarrheal Disease;

control diseases of local importance such as Yaws and Yellow Fever.
5



The treatment of Malaria in children under five and in pregnant women was added
under strong urging from African Ministries of Health and constitutes a major
component of the program. The control of Yaws and Yellow Fever, given distinctly
lower priority by African Ministries, was relegated to an inactive component,.

The project was intended as a multidonor program sponsored by a seven-r.ation
bilateral Cooperation for Development in Africa (CDA) coordinating group and
involving international agencies and private groups. The U.S. input was to support
15-20 country programs through technical assistance in planning and operations,
training of field staffs, disease surveillance and evaluation and commodity support.
The project also provided for four intercountry (regional) activities as support to
the individual Africiu country programs. These included:

intercountry training at the senior and middle management levels;
health information systems

health education

operations research.

After authorization of the project in 1981 AID signed PASA’'s with the Centers for
Disease Control (CDC) and the Peace Corps; a grant was made to the WHO Regional
Office for Africa (AFRO) for intercountry activities, and 13 bilateral country
programs were phased in over four years. Ten bilateral projects continue: Burundi,
Central African Republic, Cote d'Ivoire, Guinea, Lesotho, Liberia, Nigeria,

Swaziland, Togo, and Zaire. Projects in Malawi and Rwanda reached their PACD's and
were not renewed; the Congo project was terminated early for lack of host government
financial participation.

Initial ACSI/CCCD authorization was for eight years and $47 million; a 1986
amendment added three years, increased the funding ceiling to $89 million, and
changed the name to ACSI/CCCD in recognition of ACSI/CCCD as a ful'-scale Child
Survival project. A 1988 amendment increased the ceiling to $123 million, allowing
the 10 bilateral activities to be extended to the 1991 PACD.

In addition to the ACSI/CCCD activity, the Africa Bureau, following AID's Child
Survival Strategy, identified in 1987 eight child survival emphasis countries in
which activities were begun. These were: Kenya, Malawi, Mali, Niger, Nigeria,
Senegal, Sudan, and Zaire. (This represented an additional five countries to those
already participating in the ACSI/CCCD program).

The targets of the Africa Child Survival Strategy (in which the ACSI/CCCD activity
was a major component) were

Reduce the IMR to less than 75/1000 live births per year,
Immunize 80% of children under 5 years of age.

Assure wide access to appropriate and correct case management of diarrheal
disease episodes for children under 5 years of age.

Provide widespread access to voluntary family planning.



Reduce the percentage of children under 80% weight for height to less than
10%.

Provide access to an appropriate anti-malarial treatment for at least 80% of
the children under 5 years of age consul.ing for fever/malaria.

It will be noted that the goal for ACSI-II differs in the key indicator, using
childhood death rate rather than infant mortality rate. This has been discussed
above, and is in keeping with the current UNICEF feeling that the CDR is a more
accurate indicator of the job to be done than the IMR.

2. Evaluation

The ACSI/CCCD has been one of AID's most closely monitored and heavily evaluated
projects, both regionally and bilaterally, with overall findings nearly uniformly
positive. Major accomplishments noted in the evaluations have related to:

its effectiveness in mobilizing widespread support and concentrating efforts
in countries and among donors for immunization, CDD, and malaria activities;

its consistent observation and promotion of WHO policies and strategies (as
well as active dialogue in the design of those strategies);

well-targeted operational research to improve program effectiveness;
innovative improvements in information gathering, both through computerized
bealth information systems and disease surveillance;

and the generally high quality of technical assistance and project management.

While the project has been praised for its valuable contributions to technical and
management training of African health personnel and its serious effort to utilize
and strengthen African institutions which are responsible for implementing Child
Survival activities, even greater effort has been urged in this area if program
sustainability is to be assured. There has also been a consistently expressed
concern regarding the difficulty in accurately measuring impact, but recosnition
that an adequate impact-measurement system will require even more of the program’s
limited resources (in the form of surveys, technical assistance, computers,
training, etc.). There is virtual unanimous agreement that the achievement and
sustainability of the mortality/morbidity targets will require far more time than
the original project foresaw.,

The above comments on evaluation are the result of examination of all external
evaluations of the regional program and of the country programs, as well as selected
internal evaluations. These evaluations are not "evaluations” in the sense that

they measure accomplishments in relation to goals, but rather were designed to
identify management problems that could be addressed rapidly.

Measurement of program accomplishments in terms of meeting targets and goals are
better expressed in the Annual Reports of the Project and in the synthesis of
accomplishments that forms the seperate report attached.

This dichotomy of evaluations and management monitoring could be improved. AID
should discuss with WHO and UNICEF the feasibility of expanding the current EPI and
CDD Program Evaluations to be Child Survival Evaluations. Periodic (every 4-5 year)
intensive evaluation by external donors and country health authorities may offer a
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better measure of program accomplishment. It is possible to utilize the Brass-McRae
methodology on a more frequent basis, perhaps annually, to provide a rough
evaluation of effectiveness, which coupled with a continuing Information System
Repcrt currently used should provide sufficient current information for agercy
needs.

3. Proposed Program Structure

a. Development of Epidemiological Surveillance and Problem-Solving
Capability in Country

The key to sustainability is the development of in-country capacity to identifyy
priority problems, design or revise activities to address those problems, to marshal
resources in the most cost-effective way, to manage implementation of the
interventions efficiently, and to evaluate effectiveness and revise the strategy
accordingly.

Essential to this process and the base upon which it rests is information and
capability (and motivation) to use that information effectively. Information must be
current, representative, easily collected, properly analyzed, and appropriately
available. The organizational and individual desire to take appropriate action on

the basis of informaticn available is also necessary. These elements of an
epidemiologic surveillance and related health and management information systems
(ESS/HIS/MIS) are key parts of any sustainable program. No significant resources
should be put into Child Survival in any country on a long-term basis unless this
element (ESS/HIS/MIS) is a part of the program, either supported by the U.S. or by
another donor or (rarely) already adequately developed and managed in country by
health authorities themselves,

The U.S. has a model of a system which is appropriate for transfer after
modification to specific country situations. Several valuable institutional

resources exist in the U.S. CDC and state and local departments of public health
are experienced in the development of epidemiologic surveillance systems and schools
of public health have appropriate educational resources upon which AID can draw
for the implementation of this essential part of the program. We believe there
continues to be a strong case for a global regional contract to implement

this element of the program in most country projects. Such a relationship is likely
to provide greater continuity, a strong institutional base for follow-on

professional relationship after AID assistance is terminated, facility of greater
intercountry collaboration, and cost savings. Such a regional institutional
relationship will also lead to simplified management,

b. Technical Interventions

No child ever died directly (repeat directly) from a faulty health information
system. To save children also requires technical interventions to prevent or combat
disease. In spite of the emphasis referred to above on the institution-building
aspects of Child Survival, adequate and demonstrable progress must still be made in
reducing disease and death. Otherwise, resource from the Congress and private
agencies will be :educed; the credibility and "entree" of the U.S. in policy

dialogue and to support institution-building will be reduced, and the value of its
health programs will be called into question.

ACSI/CCCD, which predated and helped shape the Congressionally mandated Child
Survival Initiative, chose to concentrate on diseases preventable by immunization
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(EPI), control of diarrheal disease (CDD) through oral rehydration therapy (ORT),
and, at the insistence of African health authorities, malaria treatment and
prophylaxis. Although these initiatives were categorical (and often in the minds of
country authorities, vertical prog-ams), they have invariably been incorporated into
more comprekensive child health programs and the primary health care system as
activities became established and demand for the services became more widely based.

There is a wide degree of consensus that a principal element in the success thus far
of the ACSI/CCCD project has been the limitation of the number of program
interventions and the predominant position given to the priority interventions.
These are still the major killers of children in Africa, and there is a large degree

of agreement that they should continue to form the backbone of future efforts.
(Naturally, approaches have changed and must continue tc change with new knowledge
and changing epidemiological circumstances). In addition to the previous three,
however, Child Spacing must be considered a primary intervention and should be an
identifiable part of the the child survival strategy in National Health Plans. This
does not mean that it must be administered through the same project, but every
opportunity for program reinforcement and complementarity must be considered.

The simplicity of a small number of interventions should be preserved in each
country program, but the increasing diversity among countries require that a greater
degree of variation be supported.

i. Diseases Preventable by Immunization

Universal Childhood Immunization is far from a reality in Africa, and although a
national vaccine delivery system now exists in most countries and relative gains

have been impressive, vaccine preventable diseases remain leading causes of death in
infants and children. Continued emphasis must be given over the next ten years to
increasing coverage. The next 50% will be far harder to reach than the last 50% and
will require new strategies. These strategies will depend upon improved
surveillance, supervision and operational research.

Emphasis in ASCI-II should be made to assure that the national programs reach all
parts of countries and then as country programs mature, emphasis for assistance
should be placed on technicai help in focusing resources on disease reduction.
Early, the emphasis will be on coverage, and the later stage on epidemiologically
identifying segments of the population not being reached and where disease
transmission still occurs.

(a) Measles

Measles immunization should continue to receive the high priority, since such
immunization has been shown to have major impact on decreasing mortality from other
causes. Operational research should be continued to develop new vaccines which would
permit immunization at six months, thereby further shortening the immunization
schedule and thus both increasing coverage and reducing per unit costs.

(b) Poliomyelitis

The Polio Eradication initiative being launched by WHO with support from Rotary
International and the African countries will be part of that initiative. To achieve
eradication, surveillance and outbreak control will become keys to success, just as
they were in the smallpox eradication program. Eradication efforts must be
back-stopped by virus laboratories. Countries should be discouraged from developing
their own, and assistance provided WHO AFRO to develop regional reference
laboratories.
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(c) Tetanus

Neonatal tetanus is the third area of the current EPI program that must be
strengthened in the Africa Region during the next decade sin :e the countries of the
region have voted for an eradication effor.. In contrast to polio where the human
is the host, tetanus spores are present in nature, so a continuing effort to

maintain universal female immunization will be required, until the children of
today's EPI programs reach child bearing age.

(d) Hepatitis B

In Africa, the leading cause of cancer deaths is liver cancer, a direct result of
infection with Hepatitis B virus during early childhood. Current techno'osgical
developments of a recombinant vaccine are rapidly bringing the costs down to the
point where it will soon be feasible and desirable to include this vaccine in the
EPI efforts. The schedule of vaccination is such that the antigen can be added
relatively easily to the current schedule. While mortality from liver cancer does
not occur in childhood, it prevention in childhood is an example of cost-effective
"piggybacking” thus increasing the demand for epidemiologically based programs.

ii. Control of Diarrheal Disease

While considerable progress has been made, it is estimated that up to 25% of all
deaths of children under 5 is still related to diarrheal disease. More than half of
those deaths are attributable to dehydration, for which ORT and the effective use of
ORS and home fluids will continue to be the preferred intervention. Other causes of
death are undernutrition, dysentery, and persistent diarrhea.

ACSI/CCCD has followed the technical recommendations of WHO in establishing training
centers in teaching hospitals where providers can be trained in the appropriate

treatment of dehydration; assisting in the managerial and supervisory training for
providers at the field level; and assisting in the production (or procurement) and
distribution of ORS packets.

There is growing recognition that these actions alone are not enough and that
greater emphasis must be placed on the prevention of diarrhea. Highly targeted and
carefully researched health education must be continued in nutrition, the
continuation of breastfeeding, adequate weaning practices,, personal and domestic
hygiene (especially handwashing) and the proper care of water once retrieved from
the source.

Mother education is the key to those measures that can be taken in and around the
home including the continuation of feeding of the infant and the use of any
appropriate fluid at hand in prevencing dehydration. Mothers must also know how to
get access to ORS and to use it as the signs of dehydration appear. Experience in
Zaire would suggest that self-referral to the nearest health center is more

effective than the use of ORS in the home, but continued operational research in
this and other areas of mother education is needed.

A principal continuing challenge to the program includes incomplete acceptance of
ORT as an adequate technique to manage diarrhea, especially important among health
professionals in general and physicians in particular. Special attention must
continue to be given to the inclusion of ORT training in the preparatory as well as
in-service training of health professionals, and especially physicians. Nutritional
rehabilitation, when needed, is also an essential component of the curative
intervention,
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Improving water supply and community sanitation are, of course, necessary to the
long-term control of diarrheas and water-borne diseases. However, these are
expensive and cross many sectors. The appropriate role for ASCI-II is to help
identify from a health impact point of view the areas of highest prio-ity and to
encourage the allocation of resources accordingly. For example, the high incidence
of guinea worm infecrion is an excellent indicator of bad water, and surveillance of
guinea worm infection is extremely useful in guiding the government in allocating
its scarce resources for water and saniiation.

iii. Malaria

Malaria remains one of the most important causes of death among children in Africa
with estimates of mortality ranging around a million per year, and chloroquine
resistance continues to spread. The continuation of malaria treatment as a major
component of any child survival effort is essential, not only to further reduce

child mortality, but even to maintain present levels of reduced morality/morbidity
already achieved.

Under ACSI/CCCD (and related Child Survival programs) malaria activities were begun
in 14 countries based on chemoprophylaxis of children and where possible pregnant
women; presumptive treatment of fever; drug sensitivity surveillance; and operations
research. In the most successful programs, Malaria Advisory Committees were
established, and a control policy and related procedures were developed. This has
led several countries to adopt a National Malaria Policy or to revise outdated
Malaria Eradication Plans. It has also contributed enormously to the development of
a set of WHO-approved recommendations for use by African countries.

Continued assistance is essential in the development or refinement of National
Malaria Plans,, in training of technical and administrative personnel in malaria
treatment, in quality control of antimalarial drugs, in refinement of
recommendations on dosages based on continuing surveillance and operational
research, and in development of procedures and criteria for evaluation of progress.

iv. Child Spacing

Child Spacing has been recognized as an important factor in child survival. Data
from demographic surveys invariably indicate that children born with brief intervals
following prior births suffer mortality in excess of those children born with longer
intervals. Most survey methods differentiate between less than 24 month interbirth
intervals and more than 24 months interbirth intervals. The association of brief
birth intervals with excess infant mortality is a significant one with differences

in extreme cases in excess of 50/1000 live births and which is independent of the
associated characteristics of poverty and poor education levels in those families in
which short birth intervals are most prevalent.

Child spacing in itself and apart from its impact on infant and child mortality is
an important health, environmental, economic, and social goal, The health of women
is positively affected by avoidance of excessive numbers of pregnancies. When
population rapidly increases and outstrips economic growth, it places enormous
burdens on governni:nt’s ability to provide basic services including health and
jeorardizes food production sufficiency. Overly rapid rates of population growth
also place stress on fragile environments resulting in desertification and

increasing tolls from natural disasters. They hamper progress in extending basic
sanitation services to increasing proportions of the population. Many of these
other effects of overly rapid population gri, wth also exert negative effects on child
survival,



The technologies for child spacing, means for, and problems associated with their
application have been well developed over the past 3 decades. The body of knowledge
and experience is adequate for program policy development, program planning, program
implementation, and progrim evaluation.

Despite clear evidence of the impact of brief birth intervals on infant and

childhood mortality and the availability of reasonably effective technology to
address the problem, little has been accomplished in Africa in terms of reducing the
problem, and very little advocacy and leadership has been evidenced by the group of
partners who so effectively lead and influence all other health-related aspects of
child survival in Africa. There is, to be sure, considerable support provided to
family planning programs most notably by the U.S. Government; the component of
strategy which is lacking is the coalescence of child survival and child spacing
activities into a complementary whole.

The reasons for this failure to exercise leadership and effective advocacy and to
ignore the impact of a significant impediment to child survival are several. This
paper does not propose to address all of them. One of the more important reasons
that donors and child survival advocates do not address the issue is their lack of
confidence in their African colleagues’ abilities and willingness to address

difficult and socially sensitive issues successfully. Experience of the past few

years in the CCCD project does not support that contention. African child survival
technicians and executives have, with only modest encouragement and support, engaged
a series of thorny issues relating to public health policy and management, They
also have developed their skills and knowledge regarding family planning issues and
contraceptive programs through their association with PVO's engaging child spacing
issues independently from but with the knowledge of governments.

The capacity of African national executives, program managers, and technicians to
successfully grapple with policy development and program management issues, their
knowledge and skills gained with regard to family planning and the growing
importance of this aspect of child survival as progress is made in other areas all
imply that the time has arrived that child spacing technologies should become an
integral part of child survival programs in Africa.

At the present time, USAID is vigorously supporting family planning activities in
Africa, and some success is being achieved, but impact on both child survival and
the lowering of fertility rates could be achieved by greater integration into the
Child Survival program. This is not to say that AID activities in family planning
need be or should be administered as part of child survival projects, but Missions
should assure close collaboration and mutual reinforcement at the country level,

Specifically mutual reinforcement of family planning and other child survival
efforts can be increased in the following ways:

policy dialogue with national colleagues: increasing awareness of the negative
effects on child health of short birth intervals as well as other effects of
high population growth (e.g. food sufficiency, pressure on fragile
environments, etc.)

collaborative and coordinated training of program managers and service

delivery personnel (e.g. adding modules on child spacing to training programs
for EPI and CDD training activities);
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mutual reinforcement in health educati.n programs directed at mothers
including the development of ef fective educational materials and
communications messages for encouraging child spacing and emphasizing
breastfeeding;

collaborative gathering and distribution of information through the
epidemiological surveillance system and health information systems;

sharing where appropriate facilities, equipment, supplies, and experience in
logistics management and operational research.

v. Other Disease Interventions

To justify major resources and long-term U.S. involvement, country programs must
either include or show that provision is otherwise covered of ESS/HIS/MIS and the
four primary technical interventions discussed above. Country projects could

selectively include one or more of the interventions discussed below insofar as such

inclusion still preserved project focus and concentration.
(a) Acute Respiratory Infection (ARI)

Acute respiratory infections (ARI) cause between 25 and 35% of mortality among
children less than 5 years old in the developing world. Despite the role of these
infections in childhood mortality, child survival programs have only recently
focused efforts on reducing the toll of ARL The health burden imposed by ARI
extends beyond mortality; these infections are also responsible for the majority of
outpatient medical examinations and a large portion of antimicrobial use.

ARI has been ignored not because it was unrecognized. Confusion regarding the
definition of ARI, uncertainty of the etiology of ARI, and the lack of a practical
approach to ARI hindered progress and delayed efforts to reduce the burden of ARL
ARI is now defined as any infectious process involving the respiratory tract from
the middle ear to the lung alveolus. Upper respiratory tract infection is defined as
infection occurring above the epiglottis, and lower respiratory tract infection as
infection below the epiglottis. These definitions have allowed researchers to

focus on lower respiratory tract infections, predominantly pneumonia, as the major
cause of death due to ARL

Studies show that 1) bacteria are the leading cause of pneumonia in children and 2)
a respiratory rate of greater than 50 per minute is now considered virtually
pathognomonic of moderate or severe respiratory tract infection and indicates the
need for antimicrobial therapy. Current control programs are based on these 2
findings.

Two years ago there was great enthusiasm for the development of aggressive programs
to treat ARI which, with malaria, continues to be a major killer of children. The

use of case management techniques for training health workers was to be adopted much
as the case management technique for ORT was used. However, careful evaluation of
experiences and of training materials has depended to a certain extent the global
enthusiasm for an all-out attack on ARI's. Selected field studies such as the one in
Lesotho are necessary in many different ecological situations, and the ACSI-II
program should be in the forefront of these through the Regional Support element of
the program as well as of country projects. The mechanism for stimulating and
supporting local operational research that has been developed in Nigeria may be
useful as a model in other countries. If local investigators conduct problem-solving

13



research, they become the best promoters of the results as part of successful
programs, This research in ARI's is necessary to provide a firmer scientific
foundation upon which to build a successful training program which in turn will lead
to effective service.

Another impediment to the successful execution of ARI programs will be the
inadequate drug supply system of the country. A successful ARI program requires that
the right drug of the right quality be available at the right time and place. If
countries choose to include an ARI component in their projects, expertise in this

area should be assured.

(b) Maternal Health

Maternal and perinatal mortality and morbidity are severe problems throughout
Africa, and low birth weights, the result of either prematurity, poor intrauterine
growth or a combination of the two, is the best single indicator of unhealthy
mothers. Interventions to improve both maternal and perinatal mortality and
morbidity are known, but are difficult to administer in a developing country
context,

Attention has been focused on the antenatal period with an emphasis on motivating
mothers to come for care early in pregnancy, and attempting to identify women with
risk factors. Providing quality care even after identification has been exceedingly
difficult. Neonatal tetanus coverage is disappointingly low, and there is little
screening and treatment of mothers with syphilis.

Still, immediate opportunities exist for effective action. Resistance to training
programs for TBA's seems to be declining. The introduction of birthweight scales
and reporting systems will help produce epidemiologic surveillance information on
areas where prenatal health is most greatly compromized. Childhood as discussed
above is one of the most important interventions in both maternal and child health
and should receive renewed emphasis under ACSI-II. In short, maternal health is best
addressed through vigorous action in the areas of neonatal tetanus, training of

TBA’s and health care providers, child spacing and operational research incorporated
with a maternal health dimension into the primary technical interventions of the
program.

(c) Nutrition

Malnutrition is widespread throughout Sub-Saharan Africa and is not simply (some
would say not even primarily) a health problem. Rather, it is very greatly affected
by civil unrest, agricultural productivity, environmental degradation, inflation and
lack of purchasing power as well as by health education. Nevertheless, it is a
fundamental cause of susceptibility to infant and child disease and death. The
extent, location, nature, and magnitude of nutritional deficiency should therefore
be analyzed as part of an adequate National Child Survival Strategy, and
interventions considered which are susceptible to application in tandem with the
four primary interventions outlined above.

Measles immunization, promotion of breastfeeding both as a food source and as a
preventive measure in diarrheal disease control, and feeding practices during
rehydration and in the clinical treatment of persistent diarrhea all offer
opportunities for major nutritional impact. Obviously training, educational,
communications, and information system elements in the Child Survival should be
designed to have as beneficial impact as possible on the improvement of nutritional
status of children.
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Existing delivery mechanisms also allow for the selective addition of nutritional
interventions where warranted. In goitrous areas, injections of iodized oil can be
incorporated into EPI programs. As field studies on the efficacy of Vitamin A
produce definitive results, this might also be an additive delivered through the
EP.

(d) Acquired Immunodeficiency Syndrome (AIDS)

The tragedy of AIDS hangs over Africa as the number of cases reported to WHO
continues to increase rapidly. It not only threatens the lives of thousands of
children, but also threatens to overwhelm already weak public health services.

Large sums of external money pour into the well-intentioned fight against AIDS, but
if not properly managed risk diverting scarce resources, human, logistical, and
financial from other equally essential preventive and curative services.

The presence of AIDS impinges on the Child Survival effort in several other ways:

the epidemiological surveillance system and related health information and
management information systems developed through assistance under the Child
Survival Program (and related training and equipment) should also serve the
goal of AID control wherever possible and appropriate;

in particular, sentinel systems of surveillance as they are set up can include
information about the occurrence of AIDS;

vigorously pursuing correct treatment for malaria, e.g., non-injection,
non-transfusion, will help limit the transmission of AIDS;

health information systems should be adaptable so that additional information
can be added without overburdening the system;

the training of personnel must emphasize precautions to be taken in handling
injection and surgical supplies;

add on training modules could be developed to be included in EPI and CDD
training courses;

any health education programs, including social marketing, should be evaluated
to determine if AIDS education is an appropriate addition;

the decentralized approach to diarrheal disease control including logistical
arrangements, educational activities and public awareness efforts offer useful
for similar efforts with AIDS and vice versa, Maximum use should be made of
such possible collaboration.

obviously the availability of supply and distribution of contraceptives as
well as related promotional and educational efforts serves both the child
spacing component of the Child Survival Program as well as preventing the
sexual transmission of AIDS;
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vi. Other Components Related to Institutionalization and
Sustainability

In addition to the technical interventions, the rroject must continue to give
priority to functional components aimed at the following:

improving the policy environment, both nationally and regionally, for Child
Survival;

strengthening the planning, managerial, and implementation capacity at the
country and district levels;

changing behavior of both end-users and health care personnel through
education, promotional communication, social marketing, and training;

improving the management and availability of resources through cost
containment, additional public, private and donor financing, and improved
management of facilities, supplies, personnel, and equipment; and finally

increased operational research to improve program impact, and as importantly,
to economically measure and publicize project impact to sustain demand.

4. Strengthening Country Health Planning in Child Survival

The emphasis placed in the next decade on country-level planning and control of
Child Survival activities and the central function of the Child Survival element of

the national health plan will require greater attention to the planning of health
strategy. Ideally, WHO leadership would be much more visible and effective in this
area, and bilateral donors could provide resources and personnel under WHO auspices
forassisting countries in the planning process. More leadership, skill, and

resources may likely come from the World Bank in this area, but in either event the
U.S. should encourage such involvement and make provision in the ASCI-II program to
support on regional efforts. USAID might wish to consider supporting a short follow
on session to the Regional meeting of the WHO Regional Office which could be devoted
to consideration of child survival strategies. This would have the value of

involving higher level planners than attend the technical meetings at present. In
addition, support to country programs where appropriate should include short-term
and specialized assistance in formulating the policy elements of child survival in
existing health plans and information, as well as help in developing Periodic Plans

of Action for the Country.

5. Changing Behavior

In both developing and industrialized countries alike, it is increasingly clear that
changing imprudent behavior, whether it be smoking in the U.S. or withholding fluids
from children with diarrhea in Zaire, is essential to major improvements in health
status. It is also essential to the continued economic viabiiity of the health

system, since the greatest cost containment measure is increasing the part of the
population that does not require services of the health system in the first place.

This was recognized from the beginning, and the ACSI/CCCD project gave a prominent
place to health education of users and training of health providers.
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6. Health Education and Communications
a. Health Care User
In the context of ACSI/CCCD the purpose of health education was two-fold:

to promote utilization of EPI, CDD, and malaria control services offered at
health facilities by mothers or caretakers of children 0-4 years; and

to promote adoption of specific practices in the home/community relative to
episodes of diarrhea and fever in children 0-4 years,

The point was not to introduce ambitious new efforts but to take countries where
they were with great diversity in experience, personnel, infrastructure, etc. and
gradually strengthen and improve ongoing programs focussing specifically on the
ACSI/CCCD interventions. Health education, unfortunately, was not usually included
in initial country assessments, and this component was often seen as the production
of posters and leaflets with messages often determined by EPI, CDD, and malaria
technicians. Most were intervention specific, geographically limited, limited in

time (e.g. one-time campaigns).

As health education generates demand, supply must be increasingly available in the
form of trained health woikers, facilities, supplies, etc. The stimulation of
community demand before there is recognition and existence of the appropriate
response by the "authority" whether it be a village health worker or physician can
lead unwittingly to sabotage and disillusionment in the community,

The ASCI-II effort should build on the mixed experience of the past in several ways:

written detailed health education plans should be part of the original project
paper and the child survival strategy.

the role of the health worker as health educator (not now perceived by health
workers for the most part) should be a major focus of efforts with
implications for training, supervision, evaluation of personnel, etc. This
would include clinic-based patient education and training and supervision in
health education for (a) regional/district supervisors; (b) health facility
personnel; (c) central MOH staff as appropriate; (3) operational research as
needed in these two areas.

training in health education planning/implementation for central, regional,
district personnel; also, training of trainers in HE;

continued concentration on limited key child survival interventions, but
selective assistance to systems development for formative research, materials
development and distribution, incentives for promotion through collaboration
with private producers; to be effective this assistance must be coupled with
intervention activities so that the demand creation is in synchrony with
program responsiveness;

continued specialized assistance to country programs and relevant operational
research through S&T's Healthcom project or other specialized resource;

specific development of child survival and related materials for incorporation
in the primary and secondary school curricula;

17



continued intercountry training efforts and materials development with help
for local adaptation not only at the country level but also at the district
and local levels.

b. Health Care Providers

Education and training of the health worker is a career-long process and can
usefully be divided into pre-service education or training and continuing education
or in-service training,

i. Pre-service Education and Training

A marked change in curricula is needed in the case of pre-service education and
training of both health professionals and other health care providers. New technical
information needs to be regularly incorporated into the curricula of schools of
health technology and medical schools. As stated above, the role of the health care
provider as health educator needs to be greatly expanded. Related to this is
appreciation of the importance of the physician as role model to others in the
health sector. This may suggest greater attention to the content of medical school
curricula than would otherwise be warranted in the child survival effort. In each
case, the active collaboration of professional groups and associations is essential

for success.

Professional education must concentrate on leadership for health management based on
epidemiologic surveillance since these skills are the basic essentials for planning
and problem-solving which in turn are essential for sustainability. Training should
take place in an African environment, and there is no substitute over time from
building capacity at African Schools of Public Health., The new effort should
consider, either as an integral part of ASCI-II, or perhaps more appropriately as a
separate Africa Regional Project, the long-term institution building of and
Anglophone and Francophone Schools of Public Health, in collaboration with other
donors. Care must be taken that these schools do not attempt to emulate existing
schools in the developed world, for most of these are not appropriate for basic
public health education.

ii. Continuing Education and Training

In service training and continuing education should be comprehensive (available to
all health workers at all levels); based on accurate and timely survey of needs;
continuous (throughout the career of the health worker); coordinated to permit
sharing of resourcez and minimize overlap; include the health worker in the planning
and evaluation process; and, very importantly, be accompanied by an examination of
the incentives (and penalties) related to putting the training into practice. This

can only satisfactorily be accomplished by building the effort into the total child
survival program, and not operated as a separate entity.

In addition, continued intercountry effort in the design of training materials and
the exchange of experience should continue to be supported by the new program in
collaboration with WHO.
7. Managing Resources

a. Health Care Financing

The ACSI/CCCD project identified the issue of financial sustainability from the
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beginning, but the focus was largely limited to government budgetary allocation
and fee-for-services. With the increasing attention to sustainability during the

life of the project and with the advent of the REACH project additional work was
done in almost all countries on cost analysis. What is needed over the next decade
is a more comprehensi'e view of country-specific financial strategy as part of each
major program,

In general, there is the assumption which is corroborated by several research
findings, that preventive and primary health care strategies represent

cost-effective technologies as compared to in-patient hospital care. There is

little reason to believe that this is not indeed the case. On the other hand, even

the expansion of activities which are highly cost-effective is financially difficult

in the policy, and managerial context makes it very difficult to diminish funding of
some health activities in order to more adequately fund others. It is almost
impossible in the deteriorating economic conditions of many African countries in
which ministries have recently experienced decreased funding levels.

This harsh reality has similarly affected the ability of public health facilities to
provide services. Serious shortages of fuel, vehicles, equipment, and supplies
frequently arise as upwards of 80-90% of budgets must be expended for payment of
salaries.

Until recently, it was commonly held that only two sources of funding were
ideologically acceptable to African governments--direct government appropriations
for health services and donor support--while two other sources were tolerated:
in-kind health services provided by charitable agencies and fees for service by
private practitioners. It had been considered that public funding comprised the
great majority of expenditures for health. Within the past decade, two factors have
become clear. The first is that non-governmental expenditures for health comprise a
greater portion of total funds than previously thought and the second, deriving from
the first, is that an astonishing variety of health financing patterns exists

already in African countries.

The elements of a financial strategy would cover the following:

analysis of foreign exchange requirements specifically within the program, how
they can be increasingly met by countries in light of assumed macroeconomic
performance and realistic residual role likely for foreign donors; also review
of foreign exchange saving technologies and adaptation where appropriate;

focus analysis of financial sustainability not just on ASCI-II interventions
but on primary health care delivery system of which they are an integrated
part;

continuing careful analysis of cost and structure of costs and experimentation
with lower-cost alternatives; periodic transfer of experiences among
countries;

fee-for-service is reality in most countries, but study greater

differentiation between percentage of costs paid for ORT and malaria (higher
because of curative element involved) and immunization and child spacing
(lower because of dimension of social benefit); review of price elasticity of
specific services and impact of fees on indigent;

experimentation and review of experience with forms of prepayment and health
insurance schemes;
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encourage greater effort by other donors, especially the World Bank in the
whole area of rational health care financing.

Another major concern influencing child survival projects in Africa is that of
efficiency in the use of resources made available for these purposes. There is
general agreement that preventive and primary health care services are relatively
cost-effective in comparison to other ways that health resources may be expended.
There are wide variations in the efficiency of various alternative program
configurations available for the delivery of such services.

ACSI/CCCD has conducted studies, some with REACH, that documente the wide range in
values which exist between alternative delivery systems and sites within a given
system in the cost to immunize a child, treat a dehydrated child or treat a fever
case. Such studies are simple and inexpensive to perform; and although these
findings take some economic sophistication to understand, the project has
experienced little success in influencing policy or modifying delivery systems on
the basis of "more bang for the buck.” It appears that while African policy makers
can consider alternative revenue sources, they do not yet equally appreciate the
value of structuring the way resources are expended in order to maximize output.
This is perhaps due to their appreciation of the difficulty in accomplishing change
within their management constraints. Further progress is essential if resources are
to be adequate to reach the most impoverished target groups.

A major policy issue that needs to be addressed in ACSI-II is that of foreign

exchange. National governments annually expend foreign exchange for health sector
equipment and supplies far in excess of those required for child survival services.

The major concern with respect to sustainability is that of program managers
competing effectively for a sufficient share of foreign exchange. That task is no
different than any other management task in which managers must compete for budget,
personnel, etc.

As stated above, ACSI-II should continue to address the area of alternative

financing systems and reexamine efforts designed to improve program efficiency,
e.g., consider ways to better turn attention of national colleagues to the relative

costs and effects of alternative program mixes. This will best be accomplished as
program directors gain management skills and experience and confidence in planning,
implementing, and evaluating programs. ACSI-II offers an excellent opportunity to
blend the techniques of epidemiology and health care economics, since both
disciplines are based on quantification.

b. Logistics

The poor management of equipmenty, supplies and facilities adds greatly to the cost

of health programs in Africa. In addition to continuation of important training
programs in this area, operational research and experimentation might usefully be
made of greater use of management contracts, greater emphasis of management and the
maintenance of equipment and supplies in training of health personnel, greater use

of contracting mechanism for the provision of supplies and services to MOH’s, etc.

The demands on the drug supply of malaria treatment programs now and ARI programs in
the future will be major problems. The Bomako Initiative of UNICEF, while described
as a primary health care initiative, is perceived by most as a payment scheme for

drugs, will further intensify the attention given to drug logistics. Malaria and

ARI management is totally dependant upon adequate supplies of quality drugs.

ACSI-II must develop assistance to countries in this area.
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8. Health Information Systems

Health Information Systems in the ACSI/CCCD area has four major functions that
should be emulated in future child survival projects. They are

morbidity surveillance;
mortality surveillance;

health service monitoring;
dissemination of information,

These have been implemented to a large extent in the countries where it js active
along with computerization at the central level, standardization of reporting, and
an overall assessment of the national HIS, This approach should be continued in
ACSI-II along with efforts to

improve the quality and quantity of morbidity reporting;
further develop sentine] surveillance;

adopt of the Brass-McRae technique as 3 routine mortality surveillance system
and major tool for monitoring success;

simplify KAP protocols and extend them to health facilities and health
workers, as well as mothers,

9. Operational Research

countries, convened to comment on this subject. The Commission, in a draft report,
concludes that operational research (which it calls Essential National Research)
should be a Prominent part of a] national health Sector development efforts and

that internationa| Support is needed for: a) promotion and facilitation of national
programs; b) overcoming resource constraints; c) information exchange and sharing of
experiences; d) Strengthening research capacity; e) tackling "transnational"

problems; f) Strengthening regional networks. ACSl/CCCD has been following these
precepts and much of the Success of the project has been as 3 result of the

operations research conducted in Africa in conjunction with African investigators,

The continuation of a strong operational research component is essential to the
continuing success of the proje~t, but two aspects of this component should be
emphasized:



research. This will entail strengthening key African institutions, not only to
conduct research, but also to manage research, so that there is greater involvement
of non-academic institutions in identifying and solving problems. The model that
has been developed in Nigeria of involving local expertise to identify problems,
soliciting proposals and formal review js a demonstration of how this can be done.
To date most of the operations research has involved the three interventions,
malaria, EPI and CDD. It should be used for the other elements of child survival,
including child spacing, maternal health, and increased emphasis on behavioral and
social sciences as well as systems problems whose solutions can lead to improved
management and sustainability. ACSI/CCCD has begun looking at the cost implications
of individual interventions, and at the piogram as a whole. In addition,
cost-benefit and cost-efficacy data will be important in determining whether or not
new interventions, e.g. hepatitis B vaccination, will be introduced. Further
research in this area must be stimulated and should be heavily supported by donors.

10. Involvement of the Private Sector

After years of difficult economic experience African governments today are more
conscious of the limitations of government capabilities to provide goods and
services for the population, and of the absolute necessity to encourage vibrant
private sector activity. In the area of primary health care generally and child
Survival specifically, this may take the following forms:

expanded role of private voluntary organization (PVO’s) and non-governmental
organizations (NGQ’s). Many of these will be church-related or community
-based already involved in health; others (women’s groups, employee groups,
etc.) may not have health care as their primary function, but are in a

position to influence behavior of members and may serve as a conduit for
education and communications ac:ivities. PVO personnel should be included in
project training activities.

careful exploration of social marketing potential in each project. Much can be
learned from the experience in family planning programs. ORT and immunization
must be seen from a demand-stimulation point of view with market research,
incentives for key participants in the process, and carefully analyzed

promotion and subsidy strategy. As with health education, social marketing

must be done in conjunction with the child survival managers in order to

assure that services are available in the market place; local production of

key inputs, especially ORS when economically feasible and adequate quality
control is available.

taking advantage of private enterprise especially through the encouragement of
health clinics of private companies to offer certain services and through the
dissemination of information and educational activities for employees.

more imaginative involvement of private practitioners through, for example,
incentives for TBA's to be trained and to use the training received, reform of
curriculum for physicians training, fuller involvement of medical

associations, nursing groups, etc.
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11. Ministry of Health Role

The role of African Ministries of Health must change over the next decade. On the

one hand, they must play an expanded role. In the early stages of ACSI/CCCD, the MOH
was frequently a passive partner in the development of child survival programs, both
those financed by the U.S. and by other donors including the interuational

organizations. The next decade must see a greater leadership role for the MOH, not

only with the donor organizations, but as a force to marshal efforts of existing and
potential child survival providers in the country.

This leads to the second change: MOH's not viewing themselves as the only providers
of services, but rather as leaders and orchestrators of country-wide efforts

involving many institutions and individuals. Government MOH's are the appropriate
foci for leadership, but they are by no means the only entity involved in
problem-solving or sustainability. They should be responsible for assuring their
citizens of equitable quality, access, and appropriate health care as defined by the
disease and socio-geographic environment. MOH’s should not assume the role of sole
provider. It must develop its capacity to maintain surveillance, not just of the
disease, but also of the services provided so that it may take action when needed
interventions are not being provided. In point of fact, the bulk of the delivery of
child survival services are often by non-central government organizations - the
private sector of NGO's, private practitioners, missionary groups, or district and
local government units. The MOH must have the capacity to analyze incentives and
impediments to other service organizations in child survival and act appropriately

to change them. The MOH also cannot relinquish its responsibility for monitoring
the quality of services (and drugs) provided in the non-governmental sector.

Finally, the MOH must vigorously participate in discussion of non-health issues
(agricultural policy, food subsidies, public works related to water supply, health
education in schools, etc.) which direct y affect health status of the country.

This multi-faceted jeadership role of the MOH can be crystallized in the national
child survival plan which brings all sectors together 10 delineate responsibilities
and identify resources. The plan must be built around a strong problem-solving

capability and a functioning epidemiologic surveillance system.
12. Country Selection

The need for assistance in Child Survival exists in virtually all sub-Saharan
African countries, and the tragedy of needless infant and child mortality is no less
in one than another. Still, limitations on AID’s resources and management
capabilities must necessarily limit its long-term involvement to a certain number of
countries. Furthermore, selection of this countries will be based on factors in
addition to need and country willingness and commitment to help itself. Several
elements in approaching the country selection process are suggested by the
foregoing:

there is a continuing rationale for selecting a number of countries for
emphasis, but the distinction between so-called CCCD and other Child Survival
programs has lost its usefulness;

in selecting countries for continuation, past historical investment should be

an important criteria; past investment abandoned prematurely will have been
wasted to some extent because sustainability will not have been built in;
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AID in its role of policy dialogue and the U.S. as an influential member of the
international donor organizations should encourage other donor leadership and
coverage of Child Survival efforts in non-emphasis countrics; it should also reserve
some funds from both the Regional Support and S&T activities in the program to
supplement on a short-term basis other donor efforts in some of the non-emphasis
countries; it should also insure to the extent possible that even non-emphasis
countries (even those with which there is no U.S. program) has access to information
and experience generated from AID country and regional efforts.

13. Dialogue in Improving the Policy Environment

As stated above, the U.S. must continue to play an active role in policy dialogue at
both the country, regional, and world levels on Child Survival, and the project must
make provision for drawing on the resources periodically of U.S. schools of Public
Health, government agencies, private contractors, local and state agencies, and PVO
resources for engaging in meaningful discussion of key issues. At the present time
there are biennial meetings of the countries of Africa involved in the ACSI/CCCD
project. It is currently atiended by government agencies, contractors, and the
international organizations. With little extra effort these meetings could serve

both the technical function as now, and to act as a forum for policy dialogues with
a broad range of experts.

14. AID Management and Administration of the Program

As stated above the AID Africa Child Survival Program would be composed of the
following elements;

Country Projects in Child Survival

An Africa Regional Child Survival Support Project which finances both an array
of services available to country projects and other intercountry elements
discussed below, and

S&T Bureau contracted services available to African countries and Missions in
specific areas.

The AID role in the administration of the Child Survival Program includes the
following:

providing Agency and Africa Regional guidelines for the design and development
of country Child Survival projects and reviewing such programs for continuing
conformity to the guidelines;

designing and implementing such projects at the country level in accordance
with an national strategy;

conducting policy dialogue at the country level and with other donors and
international organizations (especially WHO, UNICEF and the World Bank) and
with private foundations and voluntary agencies;

providing continuing dialogue and technical interchange with the U.S. academic
community and others related to technical and institutional issues of Child
Survival and periodically making such information available for use in country
programs;
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carrying out training, information interchange, and operations research of a
regional and intercountry nature,

providing contractual services in key areas for use by country Missions.
evaluating overall program progress.
a. Management at the Mission Level

The implications of the country focus on Child Survival over the next ten years
confront AID with a difficult managerial dilemma: institutionalization and
sustainability require that program management of AID-financed inputs be almost
totally at the country level, yet AID’s cadre of Health Officers do not have
resources necessary for the management required at the country level.

Perhaps the greatest single criticism of the present ACSI/CCCD project and of
related Child Survival activities sponsored by the S&T Bureau (Pritech, REACH,
Healthcom, etc.) is that Missions do not have a sense of "ownership" of the projects
because so much of the initiative and decision-making is taken by the contractors
jon Washington. On the other hand, one can imagine that when virtually all
managerial responsibility for implementation is assigned to the country Mission (as
is being proposed in this paper) Missions will rightly argue that personnel
resources are not adequate for the task.

Partial solutions to this problem may lie in one or a combination of the following:

greater use of a “lead institution" at the country level. This "lead agency"
could be a U.S. school of public health, CGC or other public health agency or
a private contractor. This "lead agency" would be responsible to the Mission
for administering the project on behalf of AID including all buy-ins to
regional and centrally funded contracts.

experimental use of TACS (Technical Assistance for Child Survival) authority
under which personnel of the U.S. Public Health Service are authorized to fill
USAID posts in the health field on the same basis as AID officers. Such
officers must have the capability not only to oversee management of a complex
assistance program but be able to carry out policy dialogue on behalf of the
U.S. Government in the area of Child Survival.

b. Management at the Africa Bureau Regional Level

The AFR Bureau would have responsibility for issuing guidelines to the Missions on
the design, initiation, and termination of Child Survival projects and to monitor
and periodically evaluate such projects.

It would also have responsibility for a) providing through PASA or contract an array
of services (particularly those related to the epidemiological surveillance system
but not limited to that) upon which Missions could draw for support through buy-ins
and which could be used on an cecasional or start-up basis in countries where the
Mission opts not to have a bilateral Child Survival project; b) supporting
operational research, studies, evaluations, etc. related to improving methodology
and technical quality of the program, ¢) supporting intercountry and regional
training and development efforts where warranted (e.g. in developing health
education materials, intercountry training programs, conferences, etc.); and d)
supporting the development of regional or subregional centers of specialization in
Africa, e.g. institutional development of an Anglophone and Francophone School of
Public Health in Africa.
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WHO, both at the Geneva headquarters and at the AFRO Regional level have an
indispensable role to play in the fostering of Child Survival activities within the
context of other primary health care activities in Africa. A commendable attribute
of the ACSI/CCCD project has beer its consistent support of WHO policies and
guidelines (as well as the active scieatific participation in the development of

such guidelines) related to child survival. In spite of its glaring managerial

weakness in the past, WHO/AFRO is likewise in a unique position to foster and
promote intercountry exchange through training programs, intercountry conferences
and the exchange of information. These intercountry elements should continue to be
a prominent part of AID's continuing Child Survival effort, financed and
administered from the Regional Support component of the program. A full-time U.S.
health specialist should be assigned to WHO/AFRO to facilitate program coordination
and implementation of intercountry activities.

A senior project Manager should continue to manage the program under the supervision
of the Director of the Office of Health, Nutrition, and Population in AFR/TR.

¢. Bureau of Science and Technology Programs

The contract activities of the S&T Bureau related to Child Survival have been of
invaluable help in Africa as well as in other regions, and it is certain that

without them Child Survival activities would be at a far more rudimentary stage in

many African countries. In the early years of the effort, there were few initiatives
originating at the country level, and without Washington leadership through the S&T
Bureau (and through the Africa Bureau in the form of ACSI/CCCD), programs would not
have been developed. Furthermore, the S&T-sponsored activities have provided and
continue to provide an extremely useful mechanism to conduct strategic research and

to improve the technical products being delivered.

That having been said, the very success of the S&T and AFR activities has resulted

in ongoing country programs, some under ACSI/CCCD and some independent of ACSI/CCCD.
which now have a momentum of their own that should be fully integrated into their
individual country plans. Still, the similarity of contractual services needed makes

it convenient to continue to provide some of these services through Mission buy-ins

to centrally funded activities. Thus there will still be need for various Child

Survival support projects (e.g in CDD, EPI, Health care financing, Family Planning,

etc.) into which Missions could buy, but the services provided would be almost

totally to carry out country activities within the context of the country child

survival strategy.

S&T, of course, would continue to provide contractual funding through world-wide
projects for intercountry support and for technology development.

d. Participating Institutions and Contractors

i. Peace Corps

In those countries where Peace Corps is involved in Child Survival activities there
has been widespread agreement of the usefulness of the collaboration between the two
agencies.
Trained and dedicated Volunteers working with host country counterparts in several
components of the program (especially health education, communications, training,

and management) can have a major beneficial impact on the project. It is clearly
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advantageous from AID's point of view, and likewise the resources available to the
Volunteers to increase the impact and sustainability of their efforts make it
desirable from the point of view of the Peace Corps. It is strongly urged that the
new program contain an even expanded role for the Peace Corys including the
preparatory training of Volunteers, orientation, periodic attendance at national and
intercountry conferences, etc. In appropriate countries the Peace should be seen as
a full partner with AID in the U.S. effort.

ii. WHO/AFRO

In spite of weak management of WHO/AFRO in the early stages of the ACSI/CCCD effort,
there is a high degree of consensus among African health officials, other donors,

and professionals related to the AID Child Survival effort that WHO"s role will be
increasingly important in Africa, and that there is no realistic alternative to

developing the capacity (and will) of WHO/AFRO to play a more effective leadership

and coordinating role in the years ahead. The U.S. should support that in the

following ways:

encourage AFRO to sponsor overall health planning advice to those countries
needing such advice; such help could be used in the development of national
child survival strategies;

help in expanding its health information function so that regional interchange
of information can be speeded;

continued support in its intercountry training activities.
ili. Centers for Disease Control (CDC)

The success and accomplishments of the ACSI/CCCD project thus far have been due in
large part to the technical quality of services and the competence and dedication of
personnel at the Centers for Disease Control and their close collaboration with AlD,
African health authorities and international agencies. The worldwide reputation of
CDC has been an important "entree" for AID in its Child Survival programs to get the
attention and priority of African governments as well as to allow the U.S. to play a
serious role in policy dialogue related to technical interventions. A large and
mulitdisciplined backstopping staff in Atlanta combined with institutional

continuity over the life of the project have facilitated responds to individual

country priorities. The institution has provided a major resource for cross-country
transfer of information, experience and training. With few exceptions, the quality

of personnel fielded has been evaluated as highly effective. The CDC contribution
has been particularly important in the development of epidemiological capabilities

in country.,

This is not to say that other institutions, given as prominent a role, would or

could not be equally effective, but the institutional capabilities of CDC will

likely be one of the most beneficial U.S. resources that AID can make available in
Africa for Child Survival,

iv. Other Contractors and Participating Institutions
As stated above, the centrally funded contractors (Pritech, Healthcom, Reach, etc.)

have had a major beneficial impact on African Child Survival activities. The
continuation of their role is important, albeit in a way which is more integrated
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into country programs and under the clear leadership of the Project Manager for
Child Survival in country. U.S. Schools of Public Health, state and local health
authorities, and other private health contractors offer a wealth of resources upon
which Missions can and should draw in carrying out their Child Survival activities
over the next ten years. In each country, it is essential that every contractor work
under the clear suj ervision of a single Project Manager.

e. Technical Review and Quality Control

Technical review and quality control is considered separately from evaluation. It is
the process by which technical quality of interventions is kept under constant

technical review. That review is best provided as at present by the Technical

Advisory Groups (TAG) related to the individual technical components (CDD, EPI,

etc.). At the present time there are TAGs for both the AID supported centrally

funded programs and for WHO specific programs. Frequently there is overlap in
membership. AID should take leadership to determine if the WHO TAGs could not
function for ACSI-II. This would be in keeping with the recommendation that

evaluations be joint AID,WHO, and UNICEF. The WHO findings and recommendations are
now regularly communicated to the country programs and the actual meetings rotate
through the Regions.

f. Implications for Contracting and Personnel Procedures

Missions state that the buy-in mechanism, while theoretically of great use, is
becoming as burdensome as signing separate contracts for each implementation
activity. A large part of the rationale for the administration of a regional PASA

or contract (as presently exists with CDC) and for the signing of global contracts

by S&T is the administrative convenience these offer in contrast with each Mission’'s
signing its own separate contracts. The buy-in mechanism should be thoroughly
evaluated (perhaps to incorporate some of the advantages of the IQC mechanism) to
try to preserve its theoretical virtues of simplicity and convenijence.

Greater management of country programs at the country level suggests as stated above
exploring the imaginative use by AID of Public Health Service personnel to perform
some of the project and program management functions now reserved to AID of ficers
and for which AID is short of direct-hire personnel.

15. Program Coordination

As stated above, AID’s role in Child Survival is in two general forms: as a financer
and implementer of specific projects and programs and as a major institution on the
world stage affecting the policy environment and the role and activities of other
institutions, particularly the international agencies like WHO, UNICEF, and the
World Bank in which the U.S. is a member. Its influence in the latter forums is
derived in large part from the wealth of technical talent at U.S. universities, CDC,
and other U.S. institutions which enable AID to speak with a high degree of
technical credibility. It must continue to play an active role in the coordination

of Child Survival efforts in Africa,

a. Country Level Coordination
The principal operational unit for ASCI-II will be the country project, and it is
here that principal coordination must take place. Effective coordination will be
facilitated to the extent that a comprehensive national child survival strategy
cexists. This should Le an identifiable section of the National Health Plan. Such a
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plan should address the goal, targets, and objectives for Child Survival in that
country, and should define the strategies which the country will carry out to reach
those goals. The plan should show how the principal tasks are divided among donors
as well as among principal groups, both public a1d private, within the country,

Periodic review of progress and problems in country and donor activities is greatly
facilitated by the existence of such a plan. Such reviews should ideally be chaired
by the country Ministry of Health or other appropriate official, with assistance
provided as necessary by WHO. In some cases, this is not practical, and donors
themselves will periodically coordinate their efforts under the leadership of a
“lead agency". In fact, a fairly effective mechanism now exists in most countries,
even if informal, and thus there is already a solid foundation upon which to build.

b. Coordination Within AID

A recurring complaint of existing activities relates to the independent action of
some centrally-funded contractors in the Child Survival field financed by AID and
beginning activities within a country outside of the control of the Mission and
uncoordinated with another contractor working in the same country. To illustrate,
it is possible to imagine S&T contractor X designing a training program for a
particular group of health workers at the same time as contractor Y is designing
training for the same audience. Operating independently, there is confusion,
excessive costs, and obstacles to sustainability. Fortunately, Missions and
contractors themselves coordinate now, but the Mission and the Project Manager in
country will have the clear and unequivocal authority and responsibility to direct
and orchestrate all U.S. activities taking place in the country.

The Africa Bureau and S&T should also design a mechanism for periodic coordination
among contractors at the Washington level.

¢. Coordination by Intervention

In many respects, there is good informal coordination among international agency
specialists in specific technical areas: immunization, diarrheal diseas¢, malaria,

child spacing, etc. AID has performed an invaluable service through, for example,

such mechanisms as its ICORT Conferences through which the exchange of information
and experiences around a single technical area could be shared. As African

countries and institutions gain more experience, this aspect of the program will

become more important and more valuable. Provision should be made for continued AID
support.

The existing mechanisms of ACSI/CCCD, including the biennial consultations and
support to the WHO/AFRO rcgional technical consulting groups, should continue with
an even greater emphasis on responding to country-specific needs for relevant
information. This could be done by: including planning and management of child
survival activities as a distinct component of the technical consultations and

reviews process; elaborating with WHO/AFRO a specific timetable for the development
of new or revised guidelines and policies covering specific child survival issues;
developing an active linkage between the "knowledge gaps" identified in technical or
policy reviews and the operations research activities supported in country.

The current WHO/AFRO epidemiological bulletin offers promise, but is too new to
evaluate. Experience may show that it needs to be supplemented by a more practical
newsletter in English and French which can inspire and prod national ACSI-II project
counterparts in developing and sharing relevant information.
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d. Coordinalion on a Globa] Scale

Under ACSI/CCCD, AID and CDC have done a good job of coordination both formally and
informally with WHO, UNICEF, and other principal donors. This is in spite of the

difficult experience with the CDA mechanism, There is 3 80od foundation of

institutiona] relationships upon which to build over tie next ten years, including a

more prominent role likely for the World Bank anc¢ increasing activity by UNDP. There

is also increasing interest in Child Surviva] issues from the African Development

Bank and UNFPA 3 well,

As stated above, it is éssential to coordinate first of all at the country level,
hopefully on the basis of an nationg| Strategy which guides al] major donor programs
in this field. Coordinatjon and resolution of institutional friction at the agency

level can usually best pe effected at the regional diiecior level, Consideration

should be given to the establishment at the regional level of 3 mechanism to bring

Many projects in the area have been targeted to the rural areas, Urbanization and
the many health problems associated with it, will have become 3 major factor for the
health systems of the area, Since major capital investments have been made in urbap
areas and qualified health personnel tend to remain in the cities, it js assumed

that preventive programs wijlj "happen" and program design hag favored the rural

The project as described above wil] strengthen other development activities that
improve the Status of women, The health education efforts are primarily
mother-education, Preserving the health of children in jis self allows the mother
to be a more torg) part of the community, since she is not tieqd to sick children,
The child spacing efforts not only will resylt in healthier children, byt healthier
mothers,
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The delivery of the preventive services proposed in ACSI-II will take advantage of
indigenous practitioners and local distribution channels. For example, recognizing
that the village market is the source of much of the medication, emphasis would be
placed on assuring that that outlet have not only supplies but quality product;
pharmacists wiil be trained in the case management approach to dehydration
management; TBA's will become an important part of the neonatal tetanus eradication
program.

1. Beneficiaries

The total universe of beneficiaries are the 22 million babies born each year in
sub-Sarahan Africa. AID policy and country determination would determine the actual
numbers involved.

2. Participation

A primary aim of the project is to remove barriers to access to preventive
services. A strong EIC component will serve to motivate both recipients and
providers.

3. Socio-Cultural Participation

Since this project is designed to follow on an existing and successful project
involving the same populations, there is no reason to believe that any new barriers
to participation will develop.

B. Economic Considerations

As stated in the first page of this document, health is a necessary prerequisite to
education and productivity. Childhood morbidity influences both the physical and
mental development of the child, and the relatively minor costs of community based
preventive services far outweigh the costs of treatment in hospital of dehydration
or the complications of acute respiratory illness.

As part of the project economic studies will be conducted to lead to more cost
efficient methods of operation. Central to the activities will be information
systems that collect not only health information, but sufficient management
information to do the above analyses.

C. Relevant Experience with Similar Projects

ACSI/CCCD is a similar project and, as stated above, is the basis for the
development of this project. The original project has shown the need for greater
emphasis on developing sustainability, better involvement of Missions and more
rational use of other AID funded projects. The design of this project has taken
these and other considerations into account,

D. Recipient Country Agency
It is anticipated that the Ministry of Health will be the recipient agency in all
countries. This does not mean that the MOH will be the sole participant, but will

function in the manner described in 11 D 5 above.

The role of African Ministries of Health must change over the next decade. On
the one hand, they must play an expanded role. In the early stages of

31



ACSI/CCCD, the MOH was frequently a passive partner in the development of
child survival programs, both those financed by the U.S. and by other donors
including the international organizations. The next decade must see a greater

leadership role for the MOH, not only with the donor organizations, but as a

force to marshal efforts of existing and potential child survival providers in
the country.

This leads to the second change: MOH’s not viewing themselves as the only
providers of services, but rather as leaders and orchestrators of country-wide
efforts involving many institutions and individuals. Government MOH's are the
appropriate foci for leadership, but they are by no means the only entity
involved in problem-solving or sustainability. They should be responsible for
assuring their citizens of equitable quality, access, and appropriate health

care as defined by the disease and socio-geographic environment. MOH’s should
not assume the role of sole provider. It must develop its capacity to maintain
surveillance, not just of the disease, but also of the services provided so

that it may take action when needed interventions are not being provided. In
point of fact, the bulk of the delivery of child survival services are often

by non-central government organizations - the private sector of NGO's, private
practitioners, missionary groups, or district and local government units.

The MOH must have the capacity to analyze incentives and impediments to other
service organizations in child survival and act appropriately to change them.

The MOH also cannot relinquish its responsibility for monitoring the quality

of services (and drugs) provided in the non-governmental sector. Finally, the
MOH must vigorously participate in discussion of non-health issues

(agricultural policy, food subsidies, public works related to water supply,

health education in schools, etc.) which directly affect health status of the
country.

In addition the WHO Regional Office for Africa will be a recipient for regional
training and information services, and UNICEF will continue to play a role in
procurement.

E. AID Support Requirements Capability
To quote from II E

Mission Level

The implications of the country focus on Child Survival over the next ten
years confront AID with a difficult managerial dilemma: institutionalization
and sustainability require that program management of AID-financed inputs be
almost totally at the country level, yet AID’s cadre of Health Officers do

not have resources necessary for the managcment required at the country level.

Perhaps the greatest single criticism of the present ACS1/CCCD project and of
related Child Survival activities sponsored by the S&T Bureau (Pritech, REACH,
Healthcom, etc.) is that Missions do not have a scnse€ of "ownership" of the
projects because so much of the initiative and decision-making is taken by the
contractors in Washington. On the other hand, one can imagine that when
virtually all managerial responsibility for implementation is assigned to the
country Mission (as is being proposed in this paper) Missions will rightly

argue that personnel resources aré not adequate for the task.



Partial solutions to this problem may lie in one or a combination of the
following:

greater use of a "lead institution” at the country level. This "lead

agency" could be a U.S. school of putlic health, CDC or other public
health agency or a private contractor. This "lead agency" would be
responsible to the Mission for administering the project on behalf of AID
including all buy-ins to regional and centrally funded contracts.

experimental use of TACS (Technical Assistance for Child Survival)
authority under which personnel of the U.S. Public Health Service are
authorized to fill USAID posts in the health field on the same basis as
AID officers. Such officers must have the capability not only to oversee
management of a complex assistance program but be able to carry out
nolicy dialogue on behalf of the U.S. Government in the area of Child
Survival,

AID Africa Level

The AFR Bureau would have responsibility for issuing guidelines to the
Missions on the design, initiation, and termination of Child Survival projects
and to monitor and periodically evaluate such projects.

It would also have responsibility for a) providing through PASA or contract an
array of services (particularly those related to the epidemiological

surveillance system but not limited to that) upon which Missions could draw
for support through buy-ins and which could be used on an occasional or
start-up basis in countries where the Mission opts not to have a bilateral

Child Survival project; b) supporting operational research, studies,

evaluations, etc. related to improving methodology and technical quality of
the program; c) supporting intercountry and regional training and development
efforts where warranted (e.g. in developing health education materials,
intercountry training programs, conferences, etc.); and d) supporting the
development of regional or subregional centers of specialization in Africa,

e.g. institutional development of an Anglophone and Francophone School of
Public Health in Africa.

WHO, both at the Geneva headquarters and at the AFRO Regional level have an
indispensable role to play in the fostering of Child Survival activities

within the context of other primary health care activities in Africa. A
commendable attribute of the ACSI/CCCD project has been its consistent support
of WHO policies and guidelines (as well as the active scientific participation

in the development of such guidelines) related to child survival. In spite of

its glaring managerial weakness in the past, WHO/AFRO is likewise in a unique
position to foster and promote intercountry exchange through training

programs, intercountry conferences and the exchange of information. These
intercountry elements should continue to be a prominent part of AID’s
continuing Child Survival effort, financed and administered from the Regional
Support component of the program. A full-time U.S. health specialist should be
assigned to WHO/AFRO to facilitate program coordination and implementation of
intercountry activities.

A senior project Manager should continue to manage the program under the
supervision of the Director of the Office of Health, Nutrition, and Population
in AFR/TR,
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F. Estimated Costs and Methods of Funding

G. Design Strategy

It is important that design and implementation move rapidly. There is already
activity in the field and an orderly process is essential so that the gains so far
achieved will not be lost, and then restarted.

The technical elements of the project are well understood, and the
interventions have been presented to an external group who did not dissent.

AFR must have the support and funding for:
1) training of regional significance;
2) operations research of regionai significance;
3) evaluation of programs;
4) management of the PASA described below;
4) providing technical assistance to the Bureau.
The PASA with CDC has proven its value. The relationships between the two
agencies have matured into a climate of mutual respect for the others
abilities and responsibilities. The PASA should be renegotiated so that
Missions have the ability to use this for:
1) continuing management of existing child survival activities;
2) project design for new child survival projects;

3) start-up and continuing operation of new projects if in keeping with
country plans;

4) specific technical assistance for which CDC has the expertise,
5) identification of other technical assistance.

The PASA should include provisions for the utilization of TACS positions by
Schools of Public Health and/or Departments of Preventive Medicine and State
and Local Health Departments through the provision of the Intergovernmental
Personnel /.ct. This would provide particularly to academic institutions a
stabile sou-ce of support so that they would be able to provide needed
technical as.istance throughout the project period.
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The PASA should state that in countries where the child survival activities

are funded through the PASA, CDC will make maximum utilization of other AID
funded contracts for specialized assistance, i.e., a right of first refusal by

the centrally funded projerts. The PASA should spell out that there should be
semiani,ual meetings of the child survival centrally funded projects with the
CDC to assure the best collaboration possible.

Simultaneously with the renewal of the PASA to guarantee continuity, the design
described in this paper should be translated into policy guidance for the Missions.
The Missions should be circularized to determine what actions they intend to take
with child survival. In addition to participating in the PASA, the Missions would,
of course, have the authority to develop a free standing bilateral proposal to be
competitively bid.

The Missions would also be informed of the availability of TACS officers. These

could be used in conjunction with the PASA or with a bilateral program, and may ease
the administrative burden of the Mission.
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Evaluation Synthesis

This is an attempt to synthesize the results of 136 External and Internal

Evaluations of the CCCD Country Projects. No attempt was made to directly question
the countries for current information, and the synthesis and country evaluations are
strictly on the basis of existing information. Probably no project has developed

more objective evaluation information, but unfortunately the methods of collection
and reporting varied from year to year and country to country.

In addition the past evaluations have been done to identify problems and to lead to
improvement, rather than look at the current state of progress in relation to goals

and targets. The evaluations have been more of a management review. This is not to
say they have not been valuable, and in fact placing such frequent external review

in the project cycle has lead to the early identification of deficiencies and needs

with their subsequent correction. The annual HIS reports of the project are models
of meaningful reporting on progress and problems, and have been of the greatest
help in preparing this report,

The CCCD project differs from many development projects in that there has always
been an attempt to report numerically measurable goals and targets rather than

process oriented outcomes. By doing this there is a danger that cause and effect
relationships may be assumed when the outcomes are influenced by many factors other
than those mediated through the project.

Infant and child mortality reductions are the consequence of social and economic
changes as well as child survival technologies, e.g. improved transportation can
lead to improved access to health services.

Improvement in the reporting and surveillance systems of a country may increase
the numbers of cases reported, in spite of active prevention programs.

Social unrest such as war and famine even of short duration can temporarily
reverse years of progress in health indices.

AID and CDC are to be commended for being brave enough to spell out these numerical
goals and to hold themselves accountable for the efforts made to be even when the
targets have not been achieved or when the goals have been too ambitious.

A few caveats are in order. The reviewers make the following statement:
"l. The review process was evolutionary, in that the information which proved to be
useful was not entirely obvious to the reviewers at the ontset, and the sources

from which to seek that information were not always clearly identifiable.

2. The information contained within the evaluation documents varied considerably,
both across and within countries,

3. Much of the anecdotal/implied/"common" knowledge about country projects was not

explicitly stated in the documents reviewed, therefore was not able to be
included in the summaries or the synthesis.
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4. The questions developed for the final synthesis had to be revised several times
in order to extract specific, useful information which was also detectable in
the country summaries. The process of extracting information for the synthesis
was therefore quite rigid and resulted in a fairly small number of findings, but
those findings were based on as accurate and reliable data as could be found."

The synthesis that follows has been organized in the following manner.

EPIL

. Were targets established?

. Were baselines established?

. Were targets achieved?

. Is there a national EPI policy?

. What were outstanding successes or major obstacles?

VoA W N -

CDD:

. Were targets established?

. Were baselines established?

. Were targets achieved?

. Were ORT demonstration units established?

. Is ORS produced locally?

. Do more than 50% of the (surveyed) population use ORS and/or SSS correctly?
. Is there a national CDD/ORT policy?

. General conclusions/otstacles to progre. .

00NN A WN —

Malaria:
1. Were targets established?
2. Were baselines established?
3. Were targets achieved?
4. Is there a national Malaria policy?
5. What were outstanding successes or major obstacles?

Training:
1. Were targets established?
2. Was a needs assessment conducted?
3. Were targets achieved?
4. Were training activities/participants followed up?
5. What were outstanding successes or major obstacles?

Health Education:

. Was a needs assessment conducted?

. Was a mass media campaign carried out?

. What CCCD programs did campaign(s) address?

. Was health education follow-up reported?

. Are CCCD health education materials institutionalized?
. Did the MOH have a Health Education Unit?

. What were outstanding successes or major obstacles?

SNONL AW —

HIS:

. Were targets established?

. Is the HIS computerized?

. Is the HIS decentralized?

. Is there a morbidity/mortality data base?

. Is information disseminated?

. General comments, outstanding results, major obstacles.
SYN 2
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Operational Research:

. Were targets established?

. How many OR studies have been completed during LOP?
. Have OR results impacted policy/practices?

. Which CCCD programs have been studied?

. Are there guidelines for conducting OR?

. Was an OR review board established?

. General comments, outstanding results, major obstacles

NN B WA -

Cross-Cutting (Supervision & Sustainability):
1. Is there a supervision strategy?
2. Is there a cost-recovery mechanism in place?
3. Has the host government kept up with its contributions?
4. What are outstanding success or major obstacles?

Program Management:
1. Were CCCD workplans developed? For which components?
2. Do CCCD coordinators exist for all programs?
3. Have committees been formed (all types)?
4. Has the CCCD project been integrated into the PHC system?
5. Has the CCCD project established/improved the procurement

or distribution system?

6. General comments, outstanding results, major obstacles

If this approach is considered in the future, it would be more meaningful, both to
the evaluators as well as to the countries, to develop the questions that want
answers and then have the project staff in country provide the answers. This would
lead to uniformity and by providing back to the countries the consolidated data
would serve as a learning exercise.

An intangible accomplishment that does not fit tke matrix is the self confidence
that has been generated in the country coordinators and program directors. This has
been commented upon by several people who cite the ability to make excellent
presentations in international meetings, such as the WHO TAG and SAC meetings as
well as I-CORT. The leadership from CCCD countries are recognizable by their
abilities in these fora.

]Detailed analyses on a country by country basis are found as an
appendix,
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EXPANDED PROGRAM OF IMMUNIZATION
Were targets established?
Coverage targets were established in twelve of the thirteen countries and morbidity
or mortality targets in ten. In the early years of the project, the targets were
overly ambitious and not all countries revised their targets in the light of
realities. (However, it is better to overstate the target than establish a goal
that does not strain the system.)
Were baselines established?
Baselines were established in twelve of the thirteen countries

Were targets achieved?

Targets were achieved as follow52:

BCG 9/12

DPTI 7/12  (used as a surrogate marker for access)

DPT3 6/12  (used as a surrogate marker for effectiveness)

Poliol 8/12  (shows consistency with DPT, an indication that

Polio3 6/12  countries can provide appropriate coverage without
campaigns)

Measles 5/12  (most recent vaccine added to programs)

TT2 5/12

In addition to evaluating on the basis of target achievement, overall coverage is
another indication of effectiveness of the programs. Figures 1, 2, and 3 show by
country the level of protection against measles, the level of DPT! which is a
surrogate for accessibility, and the comparison of DPT! and DPT3 in those countries
where comparable data are available.

Is there a National EPI Policy?

National Policies have been documented in ten of the thirteen original countries
(Figure 4.).

What were the outstanding successes or major obstacles?

The EPI efforts have been the strongest of the interventions, having built on the
measles-small pox programs of the past.

The levels of coverage have undoubtedly lowered the incidence of polio and probably
measles in several countries. This is difficult to prove because of the lack of
surveillance systems. Although overall reporting of the diseases has improved, it

is far from total, and without completeness or special studies this is difficult to
document. Operations research studies such as the case control study of polio that
being conducted in Zaire are necessary to to determine the actual effectiveness of
programs.

EPI is not completely incorporated into the primary health system of all

countries. Until vaccines are developed that are not dependant upon continuous
refrigeration or until there is refrigeration more universal than at present,
immunization programs will be highly dependant upon logistics and transport. This
latter is a major obstacle for the EPI intervention.
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Another major obstacle is the difficulty in immunizing women of childbearing age
against tetanus. Multiple cultural factors involving religion and the role of women
are involved as well as the logistic problems.

National Immunization Campaigns remain a problem. They succeed in focusing national
populace and political interest on immunization, but they detract from the orderly
development of sustainable programs. In several countries there have major

diversions of personnel and resources from other CCCD activities. In Cote d'Ivoire,

for example, high levels of single dose vaccines such as measles or DPTI were

achieved through campaigns, but at great disruption to other CCCD activities. In
countries with well established PHC programs providing EPI services, e.g., Lesthoto,

the National Campaign approach added to already high levels without distracting too
much from on going efforts.
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CONTROL OF DIARRHEAL DISEASE
Were targets established?

Clearly defined targets were established in all countries but one. The targets for
the most part initially concerned reducing mortality. This was in keeping with the
WHO program, yet experience gained during the project showed the difficulty in
measuring this on a national basis. Emphasis in more recent years has been on
targets that relate to appropriate use of ORT/SSS both at home and in facilities.

Were baselines established?

Baseline data was collected in five countries at the start of the project and in

seven more during the course of the project. The baseline information ranged from
sampling surveys to determine incidence of diarrheal disease and estimate mortality
to surveys of pharmacy practices to a review of plans and policies. The changes in
targets and baseline determinations that have taken place during the project are in
keeping with changing international practices.

Were targets achieved?

Seven countries reported decreases in hospital case fatality rates; one no change.

fhe other five made no mention. In nine countries where reported useage rates could
be determined seven achieved or exceeded the targets. Few attempts were made to
determine overall impact on mortality, since identifying cause and effect is

difficult if not impossible to accomplish.

Were ORT demonstration units established?
ORT training Units were established in all countries but Congo.
Is ORS produced locally?

ORT is locally produced in five of the thirteen countries, but in the two most
populous countries, production is either inadequate or disrupted.

Do more than 50% of the surveyed population use ORS and/or SSS correctly?

In the six countries where determination of correct mixing and use of ORS/SSS could
be made surveys showed that in four countries mothers mixed ORT correctly and in
only one mixed SSS correctly.

Is there a national CDD/ORT policy?

In eleven countries a CDD plan or program has been adopted. Specific mention of a
policy on ORT is made in documents for five countries.

General conclusions/obstacles to progress.

A major accomplishment has been the high level of use of ORT in health care
facilities, replacing IV fluid management of diarrhea. (see Fig. 5) The use of ORS
in homes is less well documented, but where it has been documented the usage is low
and the ability to properly mix either ORT or SSS is lacking. Two reasons for this
are 1) the lack of strong health education programs in many of the countries from
the beginning, and 2) increasing leadership confusion over the best way to proceed.
This is not confined to the CCCD countries but is a global issue. The initial
enthusiasm for ORT/SSS is waning and being replaced by increasing emphasis on
feeding and using home based solutions. Education aimed at prevention is still in
its infancy.
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MALARIA
Were targets established?

Twelve of the countries are malarious. All except Rwanda established targets.
Were baselines established?

Five countries have established baselines. To be meaningful, these baselines have
related to provision of correct service rather than morbidity or mortality.

Were targets achieved?

In most of the countries the targets were established in the too recent past to be
evaluated on achievement. In Liberia, however, where targets were established in
1983 they have been exceeded. In many instances the targets included reduction in
mortality from malaria that will be difficult to document except by sampling
techniques.

Is there a National Malaria Policy?
All malrious except Rwanda established National Policies or Plans.
What were the outstanding successes or major obstacles?

The outstanding success in malaria has been the establishment of plans and policies
for malaria with the emphasis on preventing childhood deaths. These plans and
policies have been developed on the basis of information derived from operational
research and surveillance conducted through the CCCD project and concurrent AID
supported research in Africa. Malaria control activities throughout the world have
been lacking in clear focus for several years, and the leadership developed in this
project has stimulated concern for malaria and lead to the redesign of programs
throughout the world.
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TRAINING
Were targets established?

Targets were established in all countries. In nine the targets were quantifiable
and in four were more general.

Was a needs assessment conducted?
In only three countries were formal needs assessments docuinented.

Were targets achieved?
Ten countries met or nearly met all objectives. In the three remaining achievements
could not be determined from the documents available. Since much of the reporting
is in terms of numbers of trainees, it is difficult to match this to needs, since
turn over cannot be determined.

Were training activities/participants followed up?

In only two countries were the results of follow-up documented. Performance of
trainees was the method of follow-up. Supervisory evaluations were not routinely
linked to previous training.

What were outstanding successes or major obstacles?

A major obstacle has been the lack of an overall plan for training. This then is
reflected by a lack of needs assessments, and the conduct of training on a piecemeal
basis. The emphasis has been at the supervisory and basic health worker level and
insufficient attention paid to training of the leadership in overall program
management skills. This disproportion has been appropriate in the start-up phase
where emphasis is on accomplishment but with maturing of projects, the
sustainability will depend on strengthening the managerial skills of the program
directors.

A major success has been in the numbers of individuals trained. In addition to the
in-country training this has required close coordination with the WHO Regional
Office in Brazzaville which is a major supplier of AID supported training.

An obstacle has been assuring that high enough priority is given to training when
training is measured against other demands for resources, particularly transport.
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HEALTH EDUCATION
Was a needs assessment conducted?

In only three countries were needs assessments carried out. This is probably the
reason no targets were established for health education. An obstacle for evaluating
the effectiveness of health education activities is that such do not function for
themselves, but must b2 part of and support to health programs. Health education in
support of combatting childhood diseases is integral to the interventions and needs
of the total program must be addressed.

Was a mass media campaign carried out?

Mass media campaigns were carried out in at least eight countries: six in EPI, one

in CDD and two in malaria. The EPI campaigns were in support of National Campaigns
and integral to their success. Yet in one The paucity of CDD campaigns is in keeping
with the status of the approach to case management. The media will improve
recognition of the problem, but face to face communication is important in gaining
understanding.

What CCCD programs did campaigns address?
See above.
Was health education follow-up reported?

There is documentation of follow-up activities in seven countries. The purpose of
the follow up was to assess the impact that health education had, e.g. in the

Central African Republic such an evaluation led to the development of a new training
module to use in in service education.

Are CCCD health education materials institutionalized?

In five countries mention is made of activities that would indicate
institutionalization of the activities: incorporation into curricula or as part of
basic PHC. This is difficult to measure since it only indicates activity not
outcome.

Did the MOH have a Health Education Unit?
Ten countries reported having Health Education Units.
What were outstanding successes or major obstacles?

Major successes in the media and mobilization area were in countries with successful
National Immunization Day campaigns. This, however, must be weighed against the
disruption to orderly nrogram development that these cause. Another major obstacle
to full utilization of health education in the broadest sense is the multitude of
languages that exist in many countries. Here close collaboration between health
education and training is necessary since diffusion through training of trainers is
essential. In only three countries is mention of made utilizing the talents of
HEALTHCOM, and Peace Corps Volunteers were used in four.

A major obstacle in evaluation is the lack of output indicators.
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HEALTH INFORMATION SYSTEMS
Were targets established?

In all countries except Rwanda and Zaire objectives have been stated, some more
quantifiable than others, ranging from "computerize the HIS," to "establish thirty
surveillance sites,"” "establish regular CCCD Newsletter by 1985," "train 15
statisticians"

Is the HIS computerized?

In at least ten of the countries computerization has taken place with training of
personnel to operate systems.

Is the HIS decentralized?

Decentralization is to a certain extent dependant upon the relative decentralization
of the health system. Effective decentralization of HIS would mean that the
information was being used to make decisions away from the national center.
However, the recognition of the need for decentralization can be measured by the
establishment of comprehensive sentinel surveillance sites which has taken place in
five of the countries. However, in certain countries with a limited number of
facilities, total coverage in contrast to sentinel is being practiced. The most
decentralized of the countries is probably Nigeria, but there the HIS system is
being hindered by the insistence that one all inclusive record be developed which is
likely to overwhelm any system as far as analysis and decision making is concerned.

Is there a morbidity/mortality data base?

Data bases exist in some form in all countries. The question should be how
representative are they of the actual morbidity and mortality situation in the
country. This has never been looked at in a uniform quantitative manner. In none
of the evaluations is there an indication of the extent that the data bases are used
in the decision making process. In one country a measure of success was the
reduction of the number of reportable disease from 90 to 40! In another country
where the HIS has succeeded in reducing the number of reportable conditions to 12,
when program support was withdrawn, the number climbed back to 60.

Is information disseminated?

Routine dissemination of information in the form of newsletters or bulletins occur
in at least five of the countries. An observation made in several instances was

that lack of personnel or funds prevented this from happening. This reflects a lack
of recognition that if the central government expects the periphery to report, they
must share the consolidated information with the providers.

What were outstanding successes or major obstacles?

A major obstacle has been the fact that prior to CCCD most information collected on
morbidity was hospital based and included all service statistics and was not

current. The control of communicable diseases does not need this much information,
but needs information upon which action will take place and needs it in a timely
manner.
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OPERATIONAL RESEARCH
Were targets established?
Five countries established numerical targets for operational research projects.
Three met or exceeded the target and two almost reached the target. Three countries

did not set targets.

How many OR studies have been completed during LOP?

1-5 studies 6 countries
6-10 studies 2 countries
11-15 studies 2 countries
16+ studies 3 countries

Have OR results impacted policy/practices?

OR studies have been the most useful method of changing and/or establishing malaria
plans and policies in five countries. In Nigeria OR studies have been a useful way
of involving the academic sphere with the practical problems of public health.

Which CCCD programs have been studied?
Malaria studies have been conducted in nine countries; EPI studies in eight; CDD in
five and cost recovery studies in four countries. Operational research techniques
have been used to develop KAP instruments and in this way have brought the social
scientists into the health arena.

Are there guidelines for conducting OR?

Six countries have published guidelines for operational research, using these as a
method of stimulating local interest in the problems of CCCD.

Was an OR review board established?
Operational review boards have been established in 6 of the countries and function
not only as reviewer but provide consultation to others to improve their study
design.

What were outstanding successes or major obstacles?
A major obstacle in many countries is the lack of persons trained to conduct the
studies needed. Those who are trained are so overburdened with program direction
that they have little time for research.
PRICOR and REACH have both been involved in the OR research in four countries.
In spite of this the fact that six countries have guidelines and five have a review
panel is a major success. This is in contrast to the WHO experience where they have

had no response from countries to an announcement that funds were available for
problem solving research.
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CROSS-CUTTING ISSUES (SUPERVISION AND SUSTAINABILITY)
Is there a supervision strategy?

Supervisory strategies were documented in eight countries and check lists were used
in seven. In the latter years of the project more attention has been paid to using
supervisory visits as training opportunities rather than auditing. The program
being developed in Nigeria for supervisory training is a good case in point.

Is there a cost recovery strategy?

Surprisingly cost recovery strategies are in place in nine countries. None of these
will fully cover the program costs, particularly cost of vaccines, but it is an
indication that countries are being encouraged to begin thinking in terms of
increasing sustainability.

Has the host government kept up with its contributions?

From the available information four countries have maintained their planned
contributions, while five have made contributions, but not to the level planned in
the original project agreement. One country, Congo, was defunded because of total
lack of effort to make contributions.

What are the outstanding successes or major obstacles?
A major obstacle to sustainability will be the cost of off shore procurement. A
lack of sufficient trained leaders is another major problem. Too frequently the

trained national leader has to devote time to a multitude of programs that were not
anticipated at the onset of the project, AIDS being an important example.
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PROGRAM MANAGEMENT
Were CCCD workplans developed? For which programs?

National CCCD workplans exist in only four of the countries. This is an indication
that the interventions for the most part have been initiated at different times and
there is a lack of internal coordination. On the other hand workplans and/or
policies have been established for the individual interventions (see Fig. 4). Seven
countries have training and health education work plans.

Do CCCD coordinators exist for all programs?

CCCD coordinators exist in all countries. In Nigeria the Federal CCCD coordinator
is also the Director of Primary Health Services, leading to better integration of
services. In all countries the CCCD coordinator also has the responsibility for

EPL. In addition eight CDD coordinators are documented as are three for malaria.
The title and responsibilities for individuals responsible for the functional

aspects vary.

Have committees been formed?
See below.
Has the CCCD project been integrated into the PHC system?

In three countries all aspects of CCCD are reported to the integrated into PHC; four
countries report integrations of EPI and three of CDD.

Has the CCCD project established/improved the procurement or distribution
system?

In eight countries the documents indicate that there are identifiable procurement
and distribution systems for the CCCD project. However, it is universally
documented that there are major problems in this area. Lack of t ansport and
inadequate controls of products are of major concern.

General comments, outstanding results, major obstacles?

Throughout the project a major problem has been the coordiration of country and
donor inputs. While this varies from country to country it should be improved
everywhere. This lack of effective coordination is not limited to country programs,
but to headquarters as well. In the beginning there was talk of coordination
between bilateral donor agencies, but this rapidly deteriorated. Technical
coordination with WHO has been strengthened in recent years, but relations with
UNICEF remain a problem, particularly as it relates to the campaign approach to
primary health care activities.

Countries are committed to the CCCD project, in nine there have been extensions, and

in two of the three countries where the project has been terminated, the Ministries
want the project reinstated.
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INTRODUCTION TO CCCD EVALUATION SUMMARY AND SYNTHESIS
August 1, 1989

Evaluation Team and Session Participants:

USAID: Myra Tucker, Mary Ann Micka, Gary Merritt, Randy Roeser,
Peggy Meites, and Alan Getson

MSH: David Sencer, Judy Seltzer-Stewart*, and Michelle Volpe*

CDC: Rita Malkki*

*=reviewers

DIRECTIVE:

Review CCCD evaluation documents and official project
documentation (i.e., Country Assessments, Project Grant

Agreements, Internal und External Evaluations, Extension Designs,
Annual MIS Reports, and CDC Annual Reports) for the extraction of
pertinent data.

METHODOLOGY:
Introduction

The CCCD evaluation synthesis was the culmination of several

steps, including: the design of a document review instrument; the
review process, which included the assignment of CCCD countries to
the reviewers to prepare country project summaries; the evaluation
synthesis, which entailed the formulation of questions applied to

the country summaries to uniformly integrate select information

into the evaluation synthesis; and a series of four monitoring

sessions (with representatives from the CDC, AID and MSH) to
evaluate progress at appropriate intervals.

The Document Review Instrument

The document review instrument was designed by committee at
AID/Washington into a matrix format and modified slightly by the
reviewers. The resultant matrix was applied using a series of
questions, categorized as Plans, Outcomes, and Conclusions, to the
various CCCD project components, including EPI, CDD, Malaria,
Training, Health Education, HIS, Operations Research,
Sustainability and Supervision, aiod Program Management. The
document review instrument was used to review and summarize
documents specific to each of the CCCD countries.

The Review Process
Three reviewers were contracted to review the CCCD project

documents for thirteen African countries. All project documents
were reviewed in chronological order, beginning with the Country



Assessment and finishing with the Extension Design or most recent
External Evaluation. An effort was made to maintain strict
objectivity while reviewing the documents and completing the

review instrument; the reviewers adhered closely to the questions
outlined in the matrix and were careful to not extract information
that did not pertain directly to the specified categories, nor to
interpret any information found in the documents. All thirteen
CCCD countries were reviewed and summarized over the course of
five weeks. The initial seven countries reviewed were Zaire,

Togo, Rwanda, Malawi, CAR, Lesotho, and Burundi. Zaire and Togo
were selected as the first countries for review because they had

the oldest CCCD projects; Rwanda and Malawi were chosen for their
highly successful CCCD projects, despite not being extended; and
the remaining countries were chosen as most representative of the
majority of the country projects.

The Evaluation Synthesis

The synthesis process began upon completion of the country
summaries. The initial step in the evaluation synthesis was the
formulation of a series of questions that could be applied to each
of the CCCD countries for the uniform extraction of information
(refer to attached list of questions). The reviewers attempted to
extract primarily quantitative information which was common to
most or all of the country summaries. In addition to key
quantitative information, qualitative information highlighting
obstacles to progress and outstanding CCCD project features or
accomplishments was included. The evaluation synthesis was then
completed by compiling all of the information extracted from the
country summaries using the same matrix format applied to the
individual country reviews (the document review instrument).

The Monitoring Sessions

Four monitoring sessions were conducted during the course of the
review. During the first monitoring session, which occurred after
the initial seven countries had been summarized, reviewers
presented and received feedback on four of the seven countries
from the AID staff and the CCCD Project Coordinator. Written
comments on the remaining three country summaries were later
received from those present at the initial monitoring session. The
summaries were revised according to recommendations from the
session and presented in a session with the AID staff, Dr. Dave
Sencer of MSH, and Myra Tucker. The third monitoring session took
place upon the completion of the CCCD project summaries and
elaboration of the evaluation synthesis. During this session, the
synthesis matrix was presented and discussed by the reviewers and
AID representatives, Recommendations were incorporated into the
final draft of the evaluation synthesis, which was presented at
MSH headquarters in Boston. In general, the monitoring sessions
were highly constructive and facilitated the evaluation procedure
without altering the approach taker by the reviewers.



REVIEW SESSION PARTICIPANTS:

| Myra Tucker, Gary Merritt, Mary Ann Micka, Randy Roeser,
Michelle Volpe and Rita Malkki

II.  Myra Tucker, Dave Sencer, Mary Ann Micka, Michelle Volpe and
Rita Malkki

IIl.  Myra Tucker, Randy Roeser, Alan Getson, Peggy Meites, Judy
Seltzer-Stewart and Rita Malkki

IV. Mpyra Tucker, Dave Sencer, Michelle Volpe, Judy
Seltzer-Stewart
and Rita Malkki

QUESTIONS FOR SYNTHESIS:

EPI:

bW N

CDD:

AL B WN -

00 -

Malaria:

. Were targets established?

. Were baselines established?

. Were targets achieved?

. Is there a national Malaria policy?

. What were outstanding successes or major obstacles?

bW

. Were targets established?

. Were baselines established?

. Were targets achieved?

. Is there a national EPI policy?

. What were outstanding successes or major obstacles?

. Were targets established?

. Were baselines established?

. Were targets achieved?

. Were ORT demonstration units established?

. Is ORS produced locally?

. Do more than 50% of the (surveyed) population use ORS

and/or SSS correctly?

. Is there a national CDD/ORT policy?
. General conclusions/obstacles to progress

Training:

1.
2.
3.
4.
5.

Were targets established?

Was a needs assessment conducted?

Were targets achieved?

Were training activities/participants followed up?
What were outstanding successes or major obstacles?

Health Education:

NV D WA —

. Was a needs assessment conducted?

. Was a mass media campaign carried out?

. What CCCD programs did campaign(s) address?

. Was health education follow-up reported?

. Are CCCD health ed. materials institutionalized?

. Did the MOH have a Health Education Unit?

. What were outstanding successes or major obstacles?



HIS:

. Were targets established?

. Is the HIS computerized?

. Is the HIS decentralized?

. Is there a morbidity/mortality data base?

. Is information disseminated?

. General comments, outstanding results, major obstacles

NV AW -

Operational Research:

1. Were targets established?

. How many OR studies have been completed during LOP?
. Have OR results impacted policy/practices?

. Which CCCD programs have been studied?

. Are there guidelines for conducting OR?

. Was an OR review board established?

. General comments, outstanding results, major obstacles

NNV A WN

Cross-Cutting (Supervision & Sustainability):

1. Is there a supervision strategy?

2. Is there a cost-recovery mechanism in place?

3. Has the host government kept up with its contributions?
4. What are outstanding success or major obstacles?

Program Management:

. Were CCCD workplans developed? For which components?

. Do CCCD coordinators exist for all programs?

. Have committees been formed (all types)?

. Has the CCCD project been integrated into the PHC system?

. Has the CCCD project established/improved the procurement
or distribution system?

6. General comments, outstanding results, major obstacles

WV LW —

OBSERVATIONS

The evaluation questions were very general. More specificity
would facilitate extracting useful quantitative information.

The working definitions of supervision/sustainability and

program management were somewhat vague. These categories were
added/modified by the reviewers early in the process in order

to accommodate information which did not fit in the other
categories. Prior to use of this instrument in the future,

these categories and the information desired in them should be
defined and specified.

Many of the documents used in the country review process
failed to reference data source. This threatens the validity
of the data that is presented in the country reviews.

The external evaluations did not have a uniform approach to
answering/researching project-related questions; not all
addressed or evaluated the original objectives determined by
the CCCD project.

Internal evaluations also lacked standardization and, although
they included useful graphs, these graphs were often not
accompanied by a narrative. The greatest improvement in
reporting was found in the Annual Reports, which became much



LIST OF ABBREVIATION

ADB:
CAR:
CDC:
CDD:
CHW:
CQ:

EPI:

Africa Development Bank

Central African Republic

Centers for Disease Control

Control of Diarrheal Diseases
Community Health Worker
Chloroquine

Expanded Program for Immunization

FONAMES:Fondo National Medico Sanitario*

F/SMOH:
HEU:
HIS:
HSA:
KAP:
LGA:
LOP:
MCH:
MCZ:
MIS:
MLM:
MOH:
MOHSA:
MSPAS:
MSH:
MUHS:
N/SID:
OR:
ORS:
ORT:
PACD:
PCV:
PEV:
PHC:
PHW:
RHM:
SSS:
TA:
TBA:
TO:
TOT:
USAID:
YVHW:

*Zaire:

Federal/State Ministry of Health
Health Education Unit

Health Information System

Health Service Area

Knowledge, Attitudes and Practices
Local Government Area

Life of Project

Maternal and Child Health

Medecin Chef du Zone
Management Information System
Mid-Level Management/Manager
Ministry of Health

Ministry of Health and Social Affairs
Management Sciences for Health
Morbidity and Utilization of Health Services survey
National/State Immunization Day
Operational Research

Oral Rehydration Solution

Oral Rehydration Therapy

Project Agreement Completion Date
Peace Corps Volunteer

French for "EPI"

Primary Health Care

Peripheral Health Worker

Rural Health Motivator

Sugar-Salt Solution

Technical Assistance/Assistant
Traditional Birth Attendant
Technical Officer

Training of Trainers

U.S. Agency for International Development
Village Health Worker

organization for the coordination of national medical
training activities
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EVALUATION CONTENT FOR ACSI-CCCD: SYNTHESIS

Categories 13! Yy
T |
Plans lo Were targets established! lo Were targets eatablished?
Needs assessment, |
goals, and ! coverage: 12/13 countries coverage: 11713 countries; 2 cannot be determined

objectives planned|
1nputs, espnsted |
outcomes |
]

(=]

sorbidity/mortality: 10/13 countries
Were baselines established?

at project start: 9 had baseline data fros start

ever established: 3 had baseline data during LOP o

Vere targets revised?

4/13 countries reported revising targets

from available infcreation
sorbidity/sortality: 9/13 countries; 2 cannot be
determined fros available
inforeation
Vere baselines established?
at project start: 5 had some baseline at start

ever established: 7 had some baseline during LOP

OU{TORES
{actual v.planned)|
(1) Qutputs lo
¥hat wvas provided, |
accoupllsﬁud? |

(2) Quality

How well ate new
systess/skills
uged?

|

|

|

|

|

|
()) Effects |
Access & ccverage |
Vhat are elfects |
on KAP of pop.? :o

(4) lepact |
¥hat 18 1mspact on !
sorbidity and/or |
sortality

Vere targets achieved?

«overage: BCG DPTI DFT) Poliol Poliod
9/13 7713 6/13 8713 6/13

Measles m
5/13 5/13

sorbidity/mortality: Pertussis 4/1]
Heasles  6/1]
Polio I

¥Was a national policy established?

YES: 10/13 countries
NO:  3/1) countries

o

Masg vaccipation caspaigns:

held 1n 9/13 countries

Vere targets achieved?

coverage: YES=7/13; N0:=2/13; 4 cannot be deternned|

sorbidity/mortality: YES=1/13; H0=4/13; 8 cannot bel
detersined

¥as a national policy established?

YES: 5/1) countries
NO:  8/1) countries

Ate ORS packets locally produced?
YES: 5/13 countries

ls ORS/SSS correctly used by surveyed population?
(by >50% of population; based prisarily on KAPs)

ORS: 4/13=YES; 2/13:=NO; 7/13 cannot be determined
§5S: 1/13<YES; $/13:=N0; 7/13 cannot be determined

CONCLUSIONS
(1)Institut:zonali-
zation: To what
degree doe: MOH
support sys:es’

(2iFi qras
strengths

o
|
|
|
|
|
I
|
1
]
lo
|
|
|
|
|
|
|
|
{))Probier-/Con- lo
straints:iat |
factors lie.t tar-|
get achievesent? |
1
{4)Lessons !
learned: !
What workel! |
¥hat did nnt work?!
|
|
]
|
|
t
|
|
I
1o
i
|
|
|
|
|
|
!
!
I
|

Recossendations?

General comments:
EPl 1s overall the strongest progras in sost
countries

|
o
|
i
|
Many countries aiready had ismsunization activities |
1n progress at the srart of (CCD lo

1

|

|

|

|

|

|

|

I

|

EPl vas generally highly supported by governsents
Obstacles to progress:

lack of funding (1ncluding salaries)
poor logistical support
understaffing

Macs vaccination campaigns had a tendency to freete
other CCCU actavities - all energy and resoutces |
were qenerally aevoted to caspalans. Guestion of |
sustalnability of covetage altter campaigns. 1

|
A puerar of megntries cived rorkioss wytr 3dratencel
to vaccination adsinistratjon protocol: considered |
to be a supervision/training 1ssue.

Tendency to be overly cptieistic vith reqard to
coverage tatgets, particulariy 1n eatly prograaes.

Uutstarding projects/resulte:

Swaziland: EF1 was cogpletesy inteqrated into PHC
systee; supported bty a strong heaith ed. progras.
Only country to achieve o exceed ali targets.

Liber1a: Surcassed mortality reduction tatqets for
pertucsls 6 Peasies; “wed Lo weil C1Qanlized kass
1amyn1zation Cakpaians.

General comsents:

Mthough specific targets wvere not set, a nusber of
countries sade significant achievesents 1n expan-
s1on and 1mprovesent of the (DD prograa.

Obstacles to progress:

lack of standardization regarding SSS protocol
(This may be related to lack of national policy

in some countries)

supervision cited as a probles in health facilities

re: use and adeinistration of ORS by health
vorkers and overall case management.

]
]
]
!
|
]
]
|
1
|
|
|
!
|
|
|
|
|
|
|
|
|
|
|
|
!
|
|
|
!
|
!
|
]
|
!
|
I
!
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EVALUATION CONTENT FOR ACS1-CCCD: SYNTHESIS

lateqories RELRRTR TRKIRTRC
] i
Plans lo Were targets established? lo Were targets established?
Needs assesswent, !
goals, and ! 11/12 countries had established sose “argets 9/13 cou tries established specific targets (i.e.,
objectives,planned! nuabers and categories)
1nputs, expected {o Were baselines established?
outcomes ! 4/13 countries established general targets

at project start: 3 had sose baseline at start

ever established: 9 had some haseline during LOP

|
|
|
|
|
lo
i
|
|
!
|
|
|
|
|
|

¥as a needs assessment conducted?

3/13 countries conducted training needs assesssents
(Liberia, Nigeria and Togo)

|
|
!
!
|
|
|
|
|
1
|
|
|
|

(actual v.planned)!
(1} Outputs lo Were targets achieved?
¥hat vas Erovnded,l
acconplished? 1

|
(2) Quality !
How well ate nev i
systeas/skills 1
|
|
|

3/12 countries reported achieving one or more
of the folloving targets:

-access tc treatsent and grophvlaxxs
-presciption of chesoprop
used? -ﬂ
-salaria treatment coverage
(3} Effects
Access & coverage |
What are effects |
on KAP of pop.? 1o ¥as a national policy established?
I
{4) lepact 1
¥hat is 1spact on !
norbadaty and/or lo Did CCCD document chloroguine resiatance?
aortality t 3712 countries docunentej cq resistance
|
lo Conducted training in testing and/or somitoring:
I 11/12 countries reported training health workers;
: 1 did not report malaria training

6/12 countriesa could not be determined

YES: 11/12 countries

lo More OF studies were devoted to malaria than any
I other topic.
|

I
|
lo
|
|
|
|
l

ylaris to pregnant womel
ealth centers using correct treataent protocol |
|

|
i
|
lo
|
|
|
|
|
1
!
|
1
|
|
|

Were targets achieved?

3/13 countries fully wet objectives

7/13 nearly met all objectives

3/13 cannot be determined with available
information

NOTE: Most countries reported training greater
nuabers of Tersonnel than targeted, but type
of personnel trained not always satched with
target.

|

|

|

I

|

{

)

!

|

|

|

|

|

|
Vere training activities/participants folloved-up? |
|

2/13 countries reported follow-up to training: !
performance indicators reported included percentagel
of target Bopulation using sterile technique, pre- |
scribing ORS, correctly mixing SS55/0RS, correctly |
prescribing chloroquine, etc.

I
CONCLUSTONS lo Obstacles to progress:
(1)Inst1tutionali-!
zation: To what |
degree does MOH
support 3ys-es?

chloroquine resistance i1s an increasing threat in
ROSt countries;

From 1385-1988, cq resistance soread from Malawi
to Guinea, although resistance 1n parts of West
(2)Progran Africa 1s not as widespread as 1n the East.
strengths
problea vith clinicians using prescibed dosages,
(3)Problens/Con- appropriate protoccl.
straints:What
factors lamit tar-

Miger1a: 1nvestigation found that 601 of chloro-
get achievesent!

quine sold was either fake or adulterated.

+Note: Lesotho did not have a ma)aria progras:
no indlgenous salaria 1n Lesotho

{4)Lessons
learned:

What vorked?

¥hat did not work?

tacczzendationg!?

|
|
|
|
|
]
|
1
I
l
|
!
!
|
!
1
!
!
|
|
|
)
|
|
|
I
|
|
|
1
|
|
|
!
!
1

——— e ———— =

General cossents:

In general, councries need to conduct more
management training at all levels

Obstacles to progress:

Transportation and personnel shortages vere
repeatedly cited as threats to progress in the
area of training

Outstanding projects/results:

Lesotho: cited as having 1aplemented an effective
continuing ed./1n-service-training program

CAR: training methodology handbook developed by
T.0. proved to be excellent reference source

Note: Although ncragiorally rapnrted 1n soe
countries, Training of Trainers (TOT) was not often
specifically sentioned in evaluations or annual
reports as distinct from other training activities;
Nigeria reported an active TOT prograu.




EVALUATION CONTERT FOR ACSI-CCCD: SYNTHESIS

Categories HEACTR EDUCATION 164
1 i
Plans lo Vas a needs assessment conducted? lo Vere targets established?
Needs assessaent, !
goals, and I 3/13 countries conduct:d a needs assesssent to All countries expressed general objectives toward
objectives,planned! detersine health ed. needs developing and/or 1mproving HIS capabilities

inputs, expected |
outcomes

lo No targets established for health education

OUTCORES
tactval v.planned}!
(1) Outputs
Vhat was provided, |
acconplilﬁed? :

(2) Quality |
How well ate nev |
syatems/skills
used?

|
|
|
{3) Effects |
Access & coverage |
Vhat are effects |
on KAP of pop.?

(4) Impact
¥hat is ispact on
sorbidity and/or

lo ¥as a mass sedia caspaign carried out?

8/13 reported conducting at least one mass sedia
campaign

What CCCD programs did campaign(s) address?
EP] = 6/8

cob = 1/8
Malaria = 2/8
¥Was health ed. follow-up reported?

7/13 countries reported doing sose fora of follov
up study to assess health ed. impact

to

0

|
|
!
|
!
|
|
|
|
|
|
|
lo
|
|
|
|
|
|
!
|
|
!
!

lIa the HIS computerized?

10/13 countries have cosputerized HIS;
2 countries cannot be detersmined from available
inforsation

Is HIS decentralized?
(sentinel sites used as indicator)

10/13 countries have decentralized HIS; 3
countries cannot be determined from available
inforsation

Is there a worbidity/mortality data base?

5/13 countries have established a morbidity/
sortality data base

|
|
|
|
|
sortality |
: o I8 information disseminated?
] 5/13 countries are routinely disseminating
| inforsation; nevsletters and bulletins most fre-
: quently cited vehicles
|
!
|
CONCLUSTONS o Are CCCD health ed. materials institutionalized? General comsents:
(1) Inst1tutional-

tation: To what
degree does MOH
support systea’

(2)Progras
strengths

{3)Probiens/Con-
straints:¥hat

factors liait tar-lo
get achievement?

(4} Lessons
learned:

Vhat worked?

Vhat did not work?

|
|
|
I
|
{
|
|
|
|
|
I
|
|
|
|
|
1
Recoseendations? |
|
i
|
|
|
|
|
|
|
|
|
|
|
!
|
|
|
|
|

5/13 countries had i1nstitutionalized health ed.

materials, 1mplying they vere used 1n health ctrs.,

school curriculas, or universities
Did MOH have a Health Education Unit?

YES: B8/13 countries

Obstacles to progress:

chronic understaffing 18 an apparent constraint to

progress

problen of reaching illiterate population cited as

a concern i1n sose countries

Coast: radio spots are done in only 3 of

lvoré
local lanquages

60-7
Outstanding projects/results:
Liberia: 3 health inforsation and prosotion radie

campaigns conducted - all assessed as highly
successful; no specific indicators sentioned

I
lo
|
|
|
|
lo
|
|
|
|
|
|
|
1
!
I
|
lo
|
1
|
|
!
|
|
|
|
|
1
|
|
|
|
!
|
1
|
|

Only one country reported having a national HIS
policy.

Obstacles to progress:

Staff need further training particularly in the
areas of data analysis and statistics.

A lack of standardized reporting foras vas cited
as an 1ssue 1n several countries

Ivory Coast: dissesination of inforsation is a
probles despite 901 health centers reoorting
sortality data

Oustanding projects/results:

Lesotho: cited as having particularly gaod KIS
providing useful data in a tisely fashien

Nigeria: noted as having strong traininc,
cosputerization, and decentralization featuras

Zaire: considered to have one of the bes* coa-
puterized systeas in the reqion




EVALUATION CONTENT FOR ACSI-CCCD: SYNTHESIS

{ategories ) CROSS CUTTIRG CORBERTS (SUPERYISTON, SUSTATRAEILTTYY
] [

Plans lo Were targets established? lo s there a supervision strategy?

Needs assessaent, |

goals, and | Most countries had gener:l tarzets stating the 8/13 countries use supervisory checklists

objectives,planned| intent to strengthen capacity & carry out research

inputs, expected |
outcoaes

in a variety of CCCD progras areas; some countries
stated a desire to answer a certain nusber of
‘research questions,’

7/13 countries report conducting reqular
supervisory visits

|
]
|
|
!
|
|
|
|
|
!
|
)
|
|
|
|
]
|

S
(actual v.planned}!

(1} Outputs lo

What was provided, |
accosplished? |

(2) Quality

Hov many OR studies have been completed
during the LOP?

1-5 etudies 6 countries
6-10 atudies 2 countries

io Is there a cost-recovery sechanisa in place?

9/13 countries reported having some form
of a cost-recovery systes in place

1
|
|

i !
| |
! | |
] | 1
How well are nev 1 11-15 studies 2 countries | |
sys.ens/skills I 16+ studies 3 countries | |
used? | | 1
lo Have OR results impacted policy/practices? 1 |
(3) Effecta ! | |
Access & coverage | 5/1) countries showed policy/practices impact ! |
¥hat are effects 1 8/13 countries did not docusent 1spact | |
on KAP of pop.? | | |
lo ¥hich CCCD programs have been studied? | ]
(4) lmpact 1 | |
Yhat is 1spact on ! EPl = 8713 countries conducted atudies | |
sorbidity and/or | CDD = 5/13 countries conducted studies | |
sortality | malaria = 9/13 countries conducted studies | 1
! financial egat./cost recovery = 4/13 countries | |
: conducted studies | :
|
:o Are there qu1d¥lines for conducting OR? 1 :
]
: 6/13 countries have established OR quidelines : :
|
I ]
CONCLUSTONS lo ¥as an OR review board establighed? lo Has the host governlent kept up with its
(1) {nstitutionali-| | contributions!
zation: To what | 5/13 countries cited having national or belonging |
degree does MOH | to reqional reviev boards ! 4/13 countries have kept up with contributions
support systea? | I 6/13 did not keep up w1th contributions
lo General comeents: | 3/13 cannot be detersined from available
(2)Progras | |
strengths | nearly every countrs has cited the need to increase!
I the capacity to conduct OR | Congo: CCCD project curtailed due to lack of
{3)Problens/Con- | | governsent financial participation.
straints:¥hat | ®ost OF studies are not discussed in evaluation }
factors limit tar-1 or planning docuaents lo Obstacles to progress:
get achievesent? | : | ]
I publication of OR resuits 1s rarely reported in I Tendency for governsents to fall snhort of initial
(4)%essong : evaluation documents or country reports : contribution targets.
earned:
Yhat worked? lo Obstacles to progress: lo Qutstanding projects/results:
¥hat did not work?! |
| the dependence of goverreents on donor I Ivory Coast: 1987 contribution to CCCD project far
Recossendations? ! support sakes zustainrability quastionable ' exceeded 251 requested,
| |
lo Outstanding projecta/results: | Nigeria: Country has been financing 50-70% of
| | vaccine costs; JO1 equipsent costs through
I In countries vhere OR 13 strong, the focus is on | fee-for-service and revolving drug fund.
i probles-solving research rather than basic research!
! | 2aire: Government has not kept up with contribu-
! 1
|
| |
| ]
| |
| !
| |
| !
] |
! !
| |
1 |
|

Most countries reporting large numbers of OR
studies haa a resident epidesiologist on staff.

tions, but cost recovery echanisas at local level

have kept prograss going.

|
|
|
|
|
|
|
!
)
!
|
1
|
|
|
|
|
|
1
|
|
|
|
|
|
|
|
!
|
|
|
|
!
|
|
|
|
|
|




EVALUATION CCNTENT FOR ACS!-CCCD: SYNTHESIS

Categories

PROCRAH HRRACEHERT

|
Plans lo Were CCCD workplans developed?

Needs assessment, |
goals, and
objectives,p anned|
inputs, expe.ted
outcoues

national := 4/13 developed national workplans

EP! = 8/13 developed EPl workplans

COD = 10/13 developed CDD workplans

malaria = 10/13 developed salaria workplans
health ed. = 7/13 developed health ed. vorkplans

training = 7/13 developed training workplans

|
|
|
!
|
|
!
|
|
|
|
|
|
|
|
|

OUTCONES
(actual v.planned) !
(1) Outputs |
¥hat vas Erovided,l
accoaplished? |

(2) Qualaty

How well are new
gysteas/skills
used?

(3} Effects
Access & coverage
¥hat are effects
on KAP of pop.?

{4} lepact
¥hat i3 1spact on

0

Do CCCD coordinators exist for all programs?
(NOTE: as stated in reports; coordinators say in
reality exist for certain CCCD project prograss}
EP1 = CCCD coordinators act as EPI coordinators

CDD = 8 CDD coordinators exist

salaria - J malaria coordinators exist

health ed. = 2 health ed. coordinators exist

training = 1 training coordinator exists

national = 3 national coordinators exist

sorbidity and/or lo Have cossittees been formed?
mortality
7/13 countries have formed one or more CCCD-related
coasittees
CONCLUSIONS o Has the CCCD project been integrated 1into the PHC
(1) Instatutionali-l aystes?

zation: To what
degree does WOH
support systea?

{2)Program
strengths

{3)Probleas/Con-
straints:What
factors limit tar-

!
1
1
1
|
!
|
|
]
!
I
|
|
|
|
|
|
|
|
i
|
!
1
]
|
|
1
1
i
|
|
!
!
!
|
|
get achievesent? |

o

{4)Lessons I

learned: |
¥hat worked? |
¥hat did not vork?:

Racoesendations? |

lo

(=]

3 countries reported integrating all CCCD prograss
into PHC system; 10 could not be determined from
the reports

4 countries reported 1ntzgrating EPI into PHC

1
|
|
|
|
!
1
|
|
|
|
|
|
|
|
{
|
!
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
{
1
|
i
|
|
|
|
|
|
{
|
|
1
|
!
|
|
|
systee; 9 could not be determined fros the reports |

3 countries reYorted integrating CDD into PHC
systen; 10 could not be determined from the reports

Has CCCD project established/isproved the
procureeent or distribution systea?

|

|

t

|

1

|

|
8713 countries report that the CCCD project |
establishea/inproved procuresent or distribution !
systea l
|

Generai coeeents: i
|

Donor coordination 13 generally functional; some |
countries note that coordination could be more !
effective. :
Docusents suggest that governaents are generally !
comnitted to the CCCD project. !
|

Obstacles to progress: |
|

|

|

|

|

|

|

1

|

Comson threats to progress are transportation,
understaffing, and underfunding.

Other Comments:

9/13 countries have extended CCCD projects
{N1geria had 1991 as original PACD)




TURUNDD EVALUATION CONTENT FCR AJZI-30I0

Project Start: August 1985  LOP Funding: Si,184,000

<ategories EPi cor
i i
rlang 1o targets: 751 vaccination coverage by '90 10 targets: reduce by 251 sortality dve to diarrhea
Needs assessment, | 501 annual coverage increase |
%213 4 objectives' 1003 access by 0-:3 mc. peoulation o 1986 CCD olan aporoved
sianned inputs, i 601 requction in morpicity & mortality |
expected outcomes ! due to EP] diseases lo baseline 1983:

to goal: Erovxde reqular uninterrupted suppl:es to alli national pharmecy produces and distributes ORS
! ealth facilities, eval. coverage every 2 yrsi

lo 1986 EPI plan aEgroved. lo Objectives and outcomes revised in 4th Asendeent
lo baseline 1985: EP1 program active in 11/16 health |

i sectors prior to CCCD (1981-1985)

| 708 of pop. has access to services

1 EPl 1integrated 1nto health services

l
}
|
lo Objectives and outcomes revised in 4th Amendsent |
! |
!

[1$3)

OUTCOMES lo national coverage SUlveK conducted 1986 (1)

tactual v.planned)lo all centers have cold chain equipsent and are lo construction underway ('88) on diarrheal training

t1) Outputs | provided with vaccination supplies (1987} | unmit at regional hospital 1n Citega.

¥hat was Rrovxded,lo da1ly vaccination with all antigens occur lo CDD coordinator nased 1n 1988.

accosplished? | everywhere; where necessary, an Outreach lo local ﬁroductxon of ORS began 10/88 with funding
I Vaccination Stratqu developed (1987) I from UNICEF

(2) Quality lo vaccines are available throughout the country(1987)1c training of Directors of Health Centers in (D

lov vell are nev fo acce.erated plan for eradication of NNT 1n Burundi | cospleted in '88

systems/skills I by 1995 in process of development (1988) to diarrhea training/treatsent unit at Prince Regent
used? lo cospleted rural health center staff training in EPI! Hospital 1n Bujuabura
io EPI coverage 1s nation wide (1988) lo ORT practiced at all health facilities
(3) Effects H2) |
Access & coverage.lo Evaluation of training peforsance shows: 112
¥hat are effects | 971 vaccinators aoministrating vaccines correctly lo 831 staff prescribe ORS, 633 gave packet for hose
on KAP of target 1 771 use sterile syringe for each 1njection | treatsent, 171 renydrated chald at facility
populatiorn? t 941 reviev vaccination cards lo ORS used alone or in coabination with IV ang other
I 523 facilities maintained correct temp for vaccines! antidiarrheal drugs, on average, in 901 of cases
14) lspact ! 9% provided 1nformation on reactions I in 3 hospitals

¥hat 13 1mpact on 1(3) |
worbidity and/or 1o Estimated < | Covera?e rates for 1987: DPT1-82%, 1(3)
sortality? | BCG DPT1 DPT3 oOPV] OPV3 Hsls TTltgl)TTZ(gv) lo 303 of under 5's who had diarrhea in 2 week perio’

| 841 821 £AT 821 703 541 B4 53 I received ORT at home

I TT1(14-45 yra): 518 (pwzpregnant women) |

1(4) 1(4)

lo Reported incidences for influenza and chickenpox lo No change in case fatality rate shovn 1n 1984-86
! resained stable from 1985-1987. I retrospective survey of § hospitals - 31.

lo Incidence per 100,000 1985 v.1987 (% decrease): !

! Polio: .55 1o .2 (631) Measles: .81 to .45 (441) 10 lncidence for cases per 100,000 rose 1941 betveen
I Tetanus: 2.7 to 2.3 (151 Pertussis: 100 to 40(708)! 1985 and 1987: eprdemic of shigella dysentery

fo 1988 1ncrease 1n measles incidence to .60 due to | partially accounts for high incidence

i epidesics 1n several sectors; still 501 decrease

I 1n 1ncidence since 1982

fo 1908 First report on neonatal tetanus incidence -

|
i
1
1 3/100,000 [
! |
i !
CONCLUSIONS 1 I
1. Institution- 1o success of EPI based on following factors: l
alization: I 1. GRB 18 firsly committed to EP? goals/objectives |
To what deqree | 2. GRB Yrovndes significant and grovang fin. suppori
aoes MOH support | J. Stable and strong National team t
systeas’ |4, Other donor suggort |
toS. Ver{ talented 10, strong US-based support and |
2. Progras | USAID efforts. |
strengths | |
2 113)
3. Probleas/ lo Strongest cosponent ~f project; one of strongest to no method was in use to measure reduction of
Constraints i EPI programs 1n Africa in efficacy and 1mpact I mort:laty
¥nat factors | jo primary role of ORT 1n the control of diarrheal
lisited achieve- 1{3) | disease 1n < 5's 18 not understood; contxnuxn?
sent of targets? 1o Shortages are relatively frequent due to: pror I use of antibiotics and prescrxbxn? ORS to adults
I estimation of needs; too frequent, seall deliveriesio OPT Unit at Prince Begent Hospital 1s not an
5. Lessons ! and sore vasteage than anticipated due to large | effective treatmeat/training center
learned: i vial s1zes ordered
What vorked? to High dosage vials 1nefficient wath policy of

¥hat did not work?l 1mmunizing children regardless of nusber to be
! 1esunized at one time
Fecommendatic-) !o EPl activities nindered 1nitiailv by lack of
¢+ orientation and experience in progras planaing
! angd 1spiementatior.
|
4
to Need unifors policy for Ou*reach Vaccination
| Jtrategy at the national liwel

i
|
t
1
!
!
1
|
[
|
i
|
| |
| |
[ |
| |
} |
1 |
! |
1 1
t [
| 1
! |
| [
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sUEUND: EVALUATION CONTENT FOR ACS;-CCCC

{ategories

HALARIA

TRAINING

Plans
Needs assessaent,

i
lo targets: reduce by 251 sortality due to
| wmalaria 1n children < & and reduce fetal wastage

goals & objectives! and low birth weight infants by a I to be

planned 1nputs,
expected outcomes

| determined

[

lo Mational Malaria plan developed 1n 7/87

|

:o Malaria treatsent schedule adopted 1n 1987

lo Objectives and outcomes revised in 4th Asendsent
|

1

[

lo target: 300 health personnel to be given technical
! tralhing; tralning materials be devilzred and

| adapted for use nationally

'
lo Objectives & outcoses reviied in Fourth Asendsent
{

lo needs assesssent perforsed in 19688

|

|

!

OUTCONES

(actual v.planned}io 1988 Training of microsco

(1) Outputs

¥hat was Rrovxded,

ed?

(2) Qualaty

How well are new
systess/skills
used?

accosplis

"1 Effects
Access & coverage.
What are effects
o, KAP of target
population?

(4) [mpact

¥hat 1s 1mpact on
sorbidity and/or
sortaiity?

|
|
|
!
11

1 xntegratxng nalaria, stoof and sputis microscopy
lo Assistant Director of EPI progras nominated as

| Malaria Coordinator 1n 1988

:o National Malaria Plan established 1987

1{2)

1st, 22 lab techmicians, lo four microscope technicians trained in Ivory Coast

|
11

1 1n cq resistance (1986)

1o five technicians trained 1n cold chain saintenance
I 1n Togo (1986)

10 361 peripheral level workers trained by 1988

lo total mid-level managers trained: 94

'o 4 regional training teams trained

lo 711 of health personnel administered anti-malarial lo 1988: MOK undertook extensive reviev of nursing and!

| drugs, only 491 gave correct dosage based on new
| salaria treatment schedule
lo 1n 3 hospitals, cq used alone 44.91 of tise (on

| paramedical schools curriculus; Job Aids developed |
I by CCCD used 1n this traxnxng !
lo training schedule for 1986-1988 based on evaluation!

! average) and prescribed 64.51 of time lon average) | evaluation of previous training

|
1(4)

1o by 1988, all Regional and Provincial Medical
| 0¥i1cers had been trained at MLM training course

lo Malaria incidence rising: 1980: 3000/100,000 cases;io CCCD traxnxngegclpleted for Heads of Rural Health

! 1987: 6000/100,000 (general population}

lo 1984-86 retrospective survey saows no change in 1
| of deaths to cases - 0.2 1 consistently

1

I Centers 1n 1

1o Bated on a needs assesssent and field testing,

| several sets of training materials and technical

| quides were prepared for health worker use

lo training needs assessment of peripheral workers

I perforaed

lo total of 18 training courses conducted 1985-1988
fo National evaluation of past training conducted ‘88

|
1(2)
10 Evaluation of training in one reglon shows:

971 vaccinators adsinistered vaccines correctly;
771 use a sterile syringe for each injection;
941 reviev the vaccinatlon cards; 313 provide
inforsation to the mother on what vaccines are
being given; 523 of health facilities maintain
correct temperature of vaccines; 9% provide
information on reactions

CONCLUSTOKS

. Institution-
alization:

To wnat degree

does MOH support

systeas!

2. Progras
strengths

3. Probleas/
Constraints
¥hat factors
l1sited achieve-
sent of targets?

4. Lessons
iearned:

¥nat worked’

¥nat di1é not work?

kecossendations!

102)

lo CCCD progras benefitted from early experience in
| zonal salaria control

lo Malaria drugs in abundant supply at periphery

|

3

io Malaria not yet sufficiently 1integrated into other ! )
H

| health activities
lo lack of training i1n d1agnosis and treatsent
lo 1nsufficient diagnostic equipsent

142
10 training of health workers and supervisors has been
| a major accomplishment of project

| strengthened 1n CCCD component activities

fo wide variations in actual treatment schedule,dosageio sose essential practices in EPL, CDD and malaria

lo 1nappropriate use of second-line dru?s
lo Malaria Coordinator post vacant unti

I found lacking 1n 1987 Evaluation observations: ORT

1988; absence! practices, cold chain saintenance, sterilization

of appointed Coord. (long-ters training) has slowed! procedures, and use of salaria drugs

i coordination & progress of salaria activities
io Considerable variation in malaria treatment

| ﬁractlces 1n the health centers

lo No wethod 1n place to measure reduction of

I mortality

|

|

1{4)

lo Lack of rational MOK structure constraina CCCD

I activities in Malaria. A separate Malaria Umit
located 1n Dept. of Health Services, has
responsitility for research and anti-vector

campaigns. Separate units 1nh1bits cosmunication
and veakens efforts to coordinate, Malaria Unit

|

!

|

|

! should be transfered to Dept. cf Nﬁ?xence and
| Prevention to be integrated into EP1/CCCD.

|
I
|
i
i

l
|
Hy

lo Central coordination needed for decentralized
ttraining teass - ‘87 Evaluation.

lo training efforts should focus on weaker cosponents

I
|
|
|
!
1
[}
!
!
|
|
I
!
|
l
|
I
!
|
I
1
]
|
1
!
!
|
|
|
|
|
|
|
10 parasedical training schools need to be :
|
|
I
|
|
|
)
|
!
|
| of project (e.g. malaria, supervision} :
|
|
|
|
|
|
!
1
|
|
|
|
i
|

!
!
|
|
|
|
|
|
|
|
|
|
|
|
!




{ategories

HEALTH EDUCATION

HIS

Fians

heeds assesseent, 1o target: use of mass media, printed saterials,

qoals & objectivesi
t
expected outcoses (o Objectives to promote 3

pianned 1nputs,

and community specific activities

and diarrhea sorbid ty/sortality

lo Detailed Health Education Plan of Activities
for approval by MOH 1n 4/86

!
|

lo Objectives & outcoses revised in Fourth Amsendsent
1

ppropriate utilization of
support provided by CCll, promote penavior changes |
1n the hose anc cos-unity vhich will reduce malarialo Assessment of MOH HIS 1n relation to CCCD needs

o objectives: 1mprove collection, tabulation, and
1 analyais of ogeratxonul and surveillance data for
: the purpose of strengthening the HIS systea

lo Objectives & outcoses revised in Fourth Asendsent

| conducted

|

1o baseline 198%: Monthly Epidemiologic Bulletin
| Report initiated in 1980

OUTCOMES
1) Outputs

accomplished?
12) Quality

How vell are new
systess/skills
used?

(3) Effects

Access & coverage.
Wnat are effects
on KAP of target
popuiation’

i4) lmpact
¥hat 1s 1spact on
worpldity and/or

!

"1
tactual v.planned)io designed and tested patient ed. materials to

!
What vas ﬁrovxded,lo desxgned and tested poster to prosote 1maunization
lo developed radio messages to promote 1mmsunizations

!

io gsganed brochure to prosote lssunizations/use of

lo UNICEF hired full-time comsunication specialist

1aprove

home case management of diarrhea

during lemunizatlon Week

to assist vith Inforsation, Education and
Comaunication (IE&C) activities (1988)

o Health education training included 1n all CCCD-
sponsored peripheral level training courses

!
I |
1) |
lo MIS established in 1986. |
o Chief of Statistics and an epxdelnoloszt attended |
| a tvo-month basic cosputer course i1n {98 !
lo program for data entry of vaccination information |
i prepared for EPI progras in '88 which will allov |
I cumulative lonlhll reporting of vaccination results!
| and calculation of progress in individual medical |
| sectors in seeting their goals [
lo by 12/88 monthly sorbidity/eortality data entered |
I on conguter through 10/88

bz 1988, over 901 of 250 health centers report to |
the health sectors each aonth !
rting for 28!
15 service

°
|
lo effective HIS for vaccinations and re
| diseases developed; provides interis
i for the MOH

fo 3 personal computers purchased; conﬂuter codes
: aalxgned to each health sector and health facality
[}

new toras prepared

does MOH support
systeas’

!
1
!
|
!
|
!
sortal:ity? | 142}
! to EPI/CCCD reports have annxtxcantl; 1eproved since
| I 1mitiation of CCCD project: over 901 of health
: I facilities report to health sector
|
1 !
| |
| !
| 1
! |
| 1
| |
! [
| ]
[ |
I ]
CONCLUSIONS 11 !
1. Institution- 1o MOH has an established Health Education Unit i
alization: ! ]
To what deqree 12 !
]
i
H

2. Progras
strengtns

3. Problems/
Constraints

What factors
lisited achieve-
sent of targets!

4. Lessons
learned:

¥hat worked?

¥hat d1d not vork’

kecossendations’

lo health education seen as a priority activity by

)

health workers; make time for it 1n dally routine

|
1
lo weakest of the support strategies

lo lack of coordination asong technical personnel 1in

1o lack of knowledge about effectiveness of health
aessages

10 limited baseline data availabie on KAPs - hard to
Reasure 1mpac’

effectiv
fros don

approved

lo Health Ed unit neeas lone{, training to be

e; WOH agrees only to material support

ors

lo Health ed activities inhibited b¥ absence of

plan of activities ('87

other ?overnlent & donor agencies

|
t 1
H |
lo constraint to developsent of National HIS 1s futurel
I reorganization of health structure
to 7 reporting uxlleas sake up the Burundi HIS. 3 |
| pertain to CCLD target diseases and are managed by |
t the EP1/CCCD Office: Monthly Epidemiologic Bulletinl
! Report, Monthly Vaccination Report, and Monthly |
| Sentinel Disease Surveillance Sites Report. Large
| number of separate and distinct reports presents
i difficulties for creating single, xntegrated HIS.
lo Wonthly Sentinel Disease Surveillance Sites Reports
| not functional (1987 Eval.) due to insufficient
I training, motivation and supervision of personnel

|
i
}
I
I
|
| |
114) |
o feedback to health facilities needed to saintain |
| anforsed, sotivated staff |
1o flexibility needs to be built into HIS to respond |
| to changing needs :
|
|
|
|
t
|
{
|
|

|
|
|
z
|
|
[
'|
|
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Categuries

OR

CROSS CUTTING COMMENTS (SUPERVISION,SUSTAIMBILITY)

rians
Needs assessaent,

:Ob]ec11ves and outcomes revised 1n Fourth Asendaent

goais & objectives!

planned 1nputs,
expected outcoses

OUTCONES

lo 2
(actual v.planned}! pug

(1) Outputs
¥hat vas ﬁrovxded.
accoaplished?

(2) Quality

How well are new
systeas/skills
used?

(1) Effects
Access & coverage.
What are effects
on KAP of target
population?

(4) lepact

¥hat 1s 1epact on
sorbiadity and/or
aortality?

|
!
i
[
[
|
!
|
|
|
|

rojects under design, 1 cospleted and under
lication

lo coasittee to reviev OR proposals forsed, never
| reconvened

:o planned sesinar on proposal writing cancelled

CONCLUSIONS

1. Instatution-
alization:

To what deqree

does MOH support

systess’

2. Progras
sirengths

3. Problems/
Constraints
What factors
linited achieve-
sent of targets?

4. Lessons
learned:

¥hat worked?

¥hat did not work?

Recossendations’?

|
|
t
|
|
|
|
t
|
|
t
1
[
|
|
|
|
|
|
|
|
I
I
|
|
1
|
1
|
|
!
|
i
|

1(4)

1o MOH needs to take active role in defining OR

| priorities. Comsittee should reviev project

| activities, establish research priorities, put out
t REPs for research.

to OR proposals focus on disease specific 1ssues. TA
needed to demonstrate variety of topics that have
bearing on the problem areas in groqral: health
education messages, supervision toras and sethods,
effects of daily vs. tvice weekly vaccination, etc.

|
|
|
|
)
i
|
|
i
|
|

|
[
!
|
|
|
|
|
|
[
I
|
I
[
[
!

|

ISUPERVISION

io personnel at regional and sectoral levels have

1 training 1n EPI supervisory practices

lo supervision systea 1n place which 1a relatively
| effective 1n providing some level of supervision
| in health centera; national level supervision
: 18 especially strong

|

|

ISUSTAIMABILITY

lo 1n 1987 GRB providing sore than anticlpated costs

| and assusing 1ncreau:ni proportion of project costs
lo GRB made good faith ¢fforts to find alternative

| financing sechanisas

lo World Bank assisting 1o atudy of feasibility of

| 1mplementing cost-recovery systea for all services

l
ISUPERVISTON
13 |
10 vis1ts of Medecins Chefs du Secteur incosplete, curi
| cursory; practices not observed on-the-)ob training!
| 4to correct practices not provided !
114) i
lo provide on-the-)job tralnxng to health wvorkers !
1o train ACS' ana sedical students 1n evaluation of

| health center activzities !
lo redesign supervisory forss to integrate all program:
| activities; systematic reporting to national office!
I and consistant tallov-ug on probleas |
lo suﬁervxslon 13 a central factor in overcosing

| other probless & assuring institutionalization;
| training sust be reinforced with strong super-

| vision: correcting practices, sotlvation through
| on-the-job training

lo consider reorqanizing supervisory systes: change
I fros responsiblility of MCS - too time consusing
jo supervisor should be designated for each

| wedical region and each medical sector

lo competition for vehicles a Limitation

l?USTA NABILITY
(138

lo CCCO fully 1nte?
| structure - bul
1(2)

lo many conditions for sustainability present: high
| national cossitment; project goals/objectives are
| GRB priorities; YrOJQCI not perceived as 1sposed on!
| qov. by USAID; also, increasing absorbtion of costs!
o perception that rogect 18 effective |
|03tea| 18 strong, highly sotivated, competent

13

lo vulnerability 1s dependence on donor support -

| especxlll{ vaccines fros UNICEF

i
i
|
|
o lack of clear MOH organizational structure :
1
|
|
|
|

|
|
|
|
|
|
|
|
|
!
|
!
|
|
|
!
|
|
|
l
|
|
I
|
|
|
|
|
|
I
|
|
|
|
|
|
|

rated 1n MOH adeinistrative

!
l
1
i
|
|
|
i
|
|
1
1
|
ds on earlier EPl admin structure 1
1
|




BURUN. D EVALUATION CUNTENT FCR ACSI-COIT

vategaories

PROGRAM MANAGEMENT

Flans
Neeas assesseent,

goais & objectivesio country assessment done 1983

planned inputs,
expected outcoses

i
lo Project Agreement extended June, 1988 - Sept. 1991
1

|

OUTCOMES

tactual v.planned)!

(1} Qutputs

¥hat vas Erovxded.

accosplished?
(2) Qualaty

How well are nev
systess/skills
used!?

(3} Effects
Access & coverage.
¥nat are effects
on KAP of target
popuiation’

47 lepact
¥hat 1s 1epact on
sorbidity and/or

I
i
|
|
|
1
1
i
!
|

io nev T0 arrived end of 1988
1o WOH planning major Health and Pop project with
i World Bank which v1ll coordinate donor progras

sortaiity?

CORCLUSIONS (1

1. Institution- o GOB cossitted to qoals & objectives of gro)ecl.
alization: sypport

Tc what degree
does MOK support
systess’

.. Frogras
strengths

1. Problews’
lonstraints
Wnat factors
.imlteq achieve-
sent of targes’

4. Lessons
iearned:

¥nat worxec’

¥rat d1d not work?

xecossendations’

|
l
|
!
|
!
|
i
i
1
|
'
i
|
|
|
|
|
|
!
I
|
1]
|
1
|
i
|
t
|
i

ﬁrovxdes significant § growving financia

i has established stable, strong national teams to

I sanage grOJect

|o’CCCD weil 1ntegrated into MOH structure

)

i0 D{nlllt eadership cf 10, strong support f{roe
ALD/w ang (DO, ‘

voatxcelient support fros AID/¥, COC/A

T 1

10 MOH and GOE ungerwent macr changes in 19B8: nev !

© mimster of Kealtr appointed 10/BE; tribal tensionst
1t 8/88 hingered travel ana availapiiity of !

I Ministry personne, for several sonths

Ic WOH 1eplesenting extensive decentralization

: gesignea with assistance of WHO in '8b. Aspects

|
|
!
|
|
!
[
|
i
[
|
|
|
|
|
|
|
|
|
|
|
|
|
|
!
|
}
|
|
!
|
I
|
|
{
1
!
!
|
|
|
|
|
|
|
|
|
!
|
!
1
1
!
|
!
!
!
1
|
|
!
|
|

1
1
|
! have peen inltiatec but ma)or re-orq hadn’t !
 occurred in 1987: process has createa probless in |
! the 1mpiesentation of some CCCD activities-H1S |
. and eproesioioqical evaluation |
10 1a1t1al s1sungerstanding with USAID/Burundi re: |
i responsibilities for supporting project !
4
io Capacity of MON to wanage 2.} the health projects !
' undertaxen sisuitaneously 15 a wa)or concern. HIS |
aust be strengthenec and Comson serviced must ve |
| 1nteqrated across functionai prograss in MOH. !
o MOH projects sust be coordinated to prevent i
. duplication of effort, and key peopie always 1n !
t training. Director General to coordinate workplans.
10 Effective use made of iong and snort-ters TA
o donors 1n constant coasunication
lo other donors, particularly UNICEF, provide sa)or
| technical, financiai, loqistical support

!

|

| i
, I
I

!

|




rraiect start Late: Mav 19494 _CP tuncing: §=lelis
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v

Fiars o Obrectives set ir 19B4: revised in 1585
h2eds assesseent, 10 target: decrease sortality due to:
goa1s a objectives! seasles: {01
planne¢ inputs, ! NNT: 358
axpected cutlcees pertuss;s: <51

: increase hationai coverage to:

' BCG DPT/OPV  wseasies 1T

553 401 451 45

]
|
o baseline 1984:

' EPl activities ongoing since 1980; integrated into
| prograss and services at ali levels

| cooraination, logistical & cold chain support at

| central level

I EPI integrated into MCH services at periph. level

]

1o Objectives set 1n 1984; revised 1n 1988 I
! t
lo target: decrease mortality due to diarrheal disease!
! by 301 |
' 1ncrease proportion ot population with !
i access to OKT to at least 55% by 1986 I
‘ 1ncrease proportion of sothers of ¢3’s who !
' use ORT to 401 by 1988 !
1o baseline 1984: !
| before CCCD, no forsal plan for a CDD progras |
I ORS recently available to MCK project, ORT 1ncluded!
I ORT inciuded 1n MCH health education at centers !
| ORT practice generally ineffective; no 1nstruction

| no baseline data on cases or practices

[

1

QUTCOMES H

¥nat was ﬁrovxded,l and 1987 increased national seasies coverage to 313110 1 meaber of national teas trained 1n ORT 1t 198

tactual v.plannediio 27 new fixed centers added 1967-1988

(1) Outputs 10 2 mass seasles campaigns 1n rural areas in 1986

accomplished’? o three series of Mational Vaccination Days in 1988
Io began 1nstituting kerosene management systes (1968)

12y Qualaty 10 nationai poiicy of steriiization adopted; steas

How well are nev | sterilizers, needles, syringes distributed to all

systess/skills vaccination centers; practices evaluated

used’ ic nat)gg;l Fian for Community Mobilization developed

in !
(1 Effects ‘o anlelented natlonal in-service training pregrae:
Access & coverage ' 32J agents trained 1in correct EF! practices

Wnat are effects 'c services extended via outreach to sost heavily
cn FAP of target populated areas: 15 mobile teams in 1985

populaticr. io health worker's practices evaluated in 551 of fixed
' posts in ‘88 to introduce observation of practices

"4 lapact ' 1nto supervisory routine

¥rat 1s 1agact on !0 hospital surveiilance systes in process of impie-

nortidity: | sentation tready 1n 195;'

sortality? 13

o 1988 national coverage levels:

© BCG DPTI/OPVY DPT3/0PY3 seasies TT. m

© B4l 681/70% L) 551 71 40
4:71 10 vosen Glving birtn over past 1z sonths)

i’

‘o NNT incigence: 0.5/100,000 cases in 1988

't 198) rate: ..Y; fiux betweer (.3 and 2.6 19447

10 Measles incidence: 11/100,000 cases in 198%;

it between 1960 and 1987, incidence ranged fros higr

v of 247 1n 1964 to lov cf 54 1n 1965

10 Pol1o 1ncidence: 0.5/100,000 cases 1968
3 year cgcle: 6.4 1n '8 foilowed by I yr deciine
6.8 1n "84 foliowed vy 2 Er deci'ne

10 Pertussis incidence: 52/1 0,000 in 1988;

' 45/100,000 1n 1981, hagh of 85/100,000 in 1985
steady decline ir incicence since 1985

!
1
'
|
1
t
)

1

|

Hn

to KAP study conducted in 198%

1o 1985 ORT unit opened at central hospital in Bangux

lo ORT treataent units installed in 4 prefectoral

| hospitals and 3 culgalzenl facilities (1986)

io developed Mational Progras for CDD (1986)

10 baseline levels of diarrheal 1npatient sortality
| first seasured 1n 1967

o Oiragnxts established 1n 2 prefectoral hospitals
1 (1968}

10 10 ORT demonstration units established by 1968;

i staff assigne¢ to units trained 1n appropriate

! case managesent

lo detalled training plan developed 1968: 1mplemen-
I tation postponed until 1989

10 trained 76 health workers in ORT, case sanagesent

I to staff existing ORT umits

lo OR study of wother's use of cereal based 1olutions !
©1n home cospieted {1988+

10 patient education saterials groduced (1988} |
10 case sanagement data from ORT units entered into |
i KIS (1988}

‘0 pre-test of COD health facility survey 1nstrusent

" 1n 1988 !
10 8a)or reassigneent of health personnei 1n 1988

|
|
1
|
|
|
|
|
t
'
t
!
|
|
1
‘
i
!
!
!

r0 ¢ata on case sanagesent lisited; evaluation of ]
out ¢! 4 units 1n regional nospitals showed that '
i 70-901 of children were bexng treated with adequate!
| amounts of ORS; 53-781 gained /dequate welight; and !
" 51-941 were leaving unit rehydrated |
1(4) ’
lo 3 reqional hospitals with functioning ORT units
{ reported case galalxty rate of 3.71 1n 1987; same
nospitals report 5.71 rate 1n 1988

;
1
o !
t

!
|
!
1
|
i
1
i
1
|
|

LONILUSIONS

L Instituticn-
ailzatior:
T3 what desree
2ces MOH supoert A
svatess! [
o £P] activities in "88 provide sodeis for in-service

. Fbrocras tra1ning and supervision of heaith personnel anad
strengths for comsunitv nea.th educatior
¢ in-depth reviev ¢! col¢ chain in 1988 revealed
Frobless urderestisatior of xerosene neecs and iack of

adequale stO0raqe Capacitv nave dbeen addressed
‘n rePL27ensnt needg Ior relriieratars being annitared

Constrainte
a0 Lattnns
..81led acnieve-
sent cf targets? 113

3 Lessons not availab.e

searned: ‘o shortages of sudply in 146 ana 1987 due to funding!iid

”a wireed! probieas betwveen UNICEF & ltailan Government
what 434 r2* work’'o poor donor coordination caused sigrificant
. gelays 1 geilvery ol heaith services

ministry, UNICEF and USAID fairied to adequatery
coorainate pianning of EPL activities to ensure
cospiesentarity

1o technical training of health personnes 1n EF]

+ postponed 1n 1986 and 1967

AL T IINFISES D

3]

.¢ trend data on d13ease wortaiity rates and reduction! supervision lisited to resupplying units with

o i_comaymty level tfroe 1986 evaluation!

tig !

1o donor conference on AIDS and WHO-sponsored seminar

 on health poiicy 1n CAk 1||edxalelz following

1 National Vaccination Days engaged (DD resources

10 ambitious 1989 workplan

13

10 1966 1epiementation of vorkplan and training

| schedule siow due to redirection of resources for

. National lssunization Campaian

‘0 shortage of health personnel 1apeding opening of
20 0BT rooes 1n out-patient facilities

‘o lack of adequately trained healtn personnel serious
constraint to iepiesenting Mationas COU: inapprop-
r.ate *herapy using variety of antibiotics videly

i practiced accoraing to 1948 survey

10 personnel in ORT units last trained 1n 1986,

' materials since 196b

0 use of mass media and social marketing strategxel
shouid be considered for implesentation of CDD at

o training, healtn education, supervison following
" EP| model developed i1n 1988 needed

'c high priority snould be qiven tc training of all
. reqionai ievei personnel so that desonstration &
' training unlts may be opened in each reqion for
|
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CENTRAL AFRICAN FERUCLID: EVALUATION CONTEMT AZ3L-

Categories

MALARITA

TRAINING

Plans
Needs assessment,

goals & objectives'

planned 1nputs,

expected outcoses |

10 target: increase proportion of population witr
! access to cq treatment/prophylaxis to 551 |
by 1988 |
' increase proportion of <5's 1n target areas!
uti1lizing presusptive cq treatment to 401 |
by 1988 !
increase proportion of pregnant women in |
target areas utilizing cq for prophylaxis lo
to 403 by 1988 I

no forsai malaria control strategy
salaria cases treated through MC

|
i
|
]
i
o baseline 1984:
]
|
t curative sedical care
|
|

|
|
]
systes and |
t
|
i

io tatget: 1000 peggle 1nvolved with project (£1.- !

sar1ly MSPAS staff) to receive techmica: |
training at different levels
strengthening health delivery systes 13
prisary goal; training saterials to be
developed, adapted as needed

1n-service training plan developed in 1988

OUTCOMES

(actual v.planned)io national progras adogted 1n July 196¢

(1) Outputs

What vas Erovxded,

accoaplished?
(2) Quality

Hov well are nev
systeas/skills
used’

() Effects
Access & coverage
What are effects

| !
(K08
o
cq distributed to all health facilities (1986) |
nev salaria policy announced (1986) o
MOH 18 docunentln? resistant strains through !
in-vivo studies (1988) |
lo apYroprlate treatsent recossendations and national lo
I policies based on studies were prepared and |
| distributed to health workers (1988) |
o 5 health workers attended 2-sonth salaria training lo
| course 1n Zaire (1988) !
10 In-vivo cq sensitivity studies cospleted 1n 2 daf- lo
I ferent health regions; results snov level of resis-|
I tance to current recossended dosage 13 weak (1988) Io

o
lo
10
)

11}

training of trainers, training design transferred
to health education unmit 1n 1367

national traxnxna strategy and plan for EPI
developed 1n 1988; w1ll be replicated for CDD and
Malaria

held workshop on conducting KAP surveys for EPI,
CDD and Malaria for reqional health trainers

and supervisors

held workshop on health care financing attended by
Secretary General and Dir. General of Health {1988)
computer traxnxng in Kinsbasa for staff of Preven- !
tive Bedicine & Planning & Statistics, MSPAS (1988):
EPl Managers’'s workshop attended bl representatives’

[

on KAP of target 1o retrospective study of hospitalized cases & deaths | fros Preventive Medicine, MCH and CCCD Techmical
population: ‘ anon? childaren under 15 attending pediatric ward of! Officer in Baly
!t Nat’l University Hospital 1n Banqui cospleted(1988)i0 1eplesenting national 1n-service training progras
(4) lspact to preliminary training saterials developed for use 1n! 1n which 323 agents fros all 5 health reqions are
¥nat 18 1mpact on | 1989 1n-service training ﬁro?ran for case ngat('88)1 trained in correct EP] practices (current)
sorbidity/ 1o pre-tested fever/salaria health facility survey 10 developing 1n-service training sanual (EP1) 1r
aortality? i 1nstrument for ascertaining health vorker practicesi collaboration with regional tralners/supervisors
| 1n salaria case sanagesent in tvo regions i (1n progress as of 1966; finished 1989)
lo baseline levels of 1ngatlent sortality from malariaio in process of tralnxn? tralners in effective |
) first seasured 1n 1987 througn record review I delivery of training (EPl) tongoing}
! o training health vorkers 1n fixed posts 1n vaccine
1(2) | and xerosene sanageaent (onqoxng)
10 1985 KAP surveys showed incorrect dosages, history fo preliminary training saterials developed to be used:
| taking, and gnysxcal exasination; Nivaguine alone | 1n 1989 1n-service training program for case
! prescibed 961 of time; quinimax alone 471 of time; | wmanageent (1988}
| treateent grovxded only after thick ssear confir- 1o 1988 Training Sussary: 118 perxgneral health statf
I mation 1n 501 of cases I trained (391 of LOP target); 167 mid-level sanagersi
to 1988 11-facility survey snovs little 1mprovement; | trained (863 of LOP target); 11 Senmior Levei i
) cq routinely prescribed as first-line drug.but onlyl Officials trained (1833 LOP target:
I 1/11 used correct dosage; injectable quinine used |
! an 501 hospitals;201 folioved sonitoring guidelines! |
| only 2 centers used alternative treatsent quide- i !
I lines; wsost facilities used proper prophylaxis for i !
| pregnant womer, but hail prescribe prophylactic ! |
i doses for <5's; correct managesent of cq tablets ! |
i was 1nfrequent; health education counseiing found i
I be routine 1n B0 of facilities (Note:survey relied! !
I primarily on nealth worxer reporting! : |
! 1
14 | !
o 1987 case fatality rate for < S's fros 3 reqional ! !
t hospitals = 1.C1; 108f rave : 2.71 ! !
' !
CONCLUSIONS ' |
(11 Institution- :
alization: 12) |
To what degree 1o training plan cosprehensive: 1ncludes needs
does MON suppor® | assessaent, traxn1n9 saterials developeent,
systess’ | traxnln? of regiona. trainers, evaluation
10 reqional staff participated and collaborated in !
(2) Progras | developing EP! training materials; created owne:-
strengths i ship & conscituency for updating, revxsxng material
io data from nealth facility surveX conductec as part |
(3 Probless: 3. i of traxnxng strategy was used e tectxvelg wth
Constrants 1o delavs in “evej .p1na National Strateav - approved | Minister: demonstrates hox rapidiy health inforsa-
¥nat fictor: in 195  tion can influence project mansgesent Geclsions

Lim1ted achieve-
sent of targets’

(4) Lessons
learned:
What worked?

What did not work?io great variety 1n dosage regimes

kecoasendations’

———— ———— o ot gt ——

10 unplannec, uncoordinated Vaccination Caspaians & !

1aportance piaced or. EPi progras have diverted
I husan resources fros Malaria progras since 196t
10 Maiaria Progras without a Director for all of 1967 |
10 lack of adequatelX trained health gersonnel serious:
I constraint to lsplesenting Nationa

¢

!
|
|
[ |
|
|

13
o training plans for intervention activities very

Malaria policy 144}
1o need training course in vehicle maintenance/repalr

late 1n coming (1988)
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Cateqories

HEALTH EDUCATION

RIS

Fians

Needs assesseent, !
goals & objectives|

planned 1nputs,

5 target: nealtn education and promotion activities
vill i1nclude use of mass media, printed
| saterials, & community specific activities

expected outcoses 1o revised for 1990: assist the NSPAS 1n developing

strategles to assist families & healthcare
providers to adopt beharioral practices
that would contribute to the reduction of
target diseases

|

|

|

|

o baseline 1984:
| considerable capacity and level of activity in
: BSPAS health education ynit at project start

|
|

T
1o target: HIS will be strengthened to improve tne

operational and surveillance data;
esphasis on: 1) earl¥ tracing of cases of
targeted diseases; 2

1f necessary by the services involved 1n
the project; & 3) use of surveillance data
for planning and evaluation of the progras

before CCCD: systes of routine diseases (70) and

}
|
|
|
i
|
I
lo baseline 1984:
|
: health activity reporting exists
|
|
!

T

collection, tabulation and analysis of oper!

rapid intervention ift

OUTCOMES

|
(193]

(actual v.planned)io EKAP survey formed basis of integrated health ed

(1) Outputs
Vhat vas
accosplished?

(2) Qualaty

How well are nev
systess/skills
used’

(3) Effects
Access & coverage
¥hat are effects
on LAP of target

I strategy

rovided, o health ed unit at 251 strength in 1986; lacking

| resources to produce radio/tv prograss, training
| wsaterials and transport

o short-ters TA needed; scope of work, recruiting

| done 1n 1987

to health educators assxined to CCCD project in 1987
lo Peace Corp provided TA 1n health ed and training
lo health education services decentralized in ‘88 by:
I 1) designating meabers of regional health offices
as planners/trainers/supervisors of health ed.

1n their areas; 2! establishing 16 prefectural-
based health ed. teass responsible for conducting

|

11}

jo National cluster survey to get baseline EPI

| coverage i1nforsation conducted 1n 1985

1o 1n-depth review of H15 conducted 1n 1986

1o began rationalieing of data collection by siaply-
! fying reporting forss and 1eproving reporting

1 systes (1986)

IKH/AT PC purchased for analysis of project data
lo no popuiation based surveys had been perforsed to
| develoY sorbidity/sortality info of CCCD diseases
lo central level cosputer systew 1n place in 1987
lo two computer prograss for EPl developed in 19°7;
| one for data entrY and analysis of vaccination
| statiatics by health center and region; other
| tracks EP! materials in all health centers in CAK

°

|
|
!
population? | formative research in cosmunitles, training/super- |0 cosprenensive review of existing HIS cosleted 1n
I vising locally identified health educators, and ! 1988; 2 Year plan of action developed
(4 lmpact I evaluating effectiveness of health ea. efforts; 10 data managesent systes developed for analyzing data
What 18 1mpact on | J) establishing health ed cosmittees at cossune I trom healtn facility survey (1388
morbidity/ | level to choose, organize and supervise local jo vaccination coverage survey designed in 198¢
sortality? | health educators Jo National Vaccination Coverage Survey conductec
1o health worker practices in health ed for EPL were 1| (198%)
1 evaluated and a health e¢. sodule was developed to Computer training in Kinshasa for staff of
i and used 1n training 323 health workers during I Preventive MNedicine & Planning & Statistics, MSPAS
| national in-service training progras (1988 lo sajor hospital surveillance systes designed to be
10 Health Ed. Unit developed National Comsunity I 1nstituted in 16 sentinel hospitals in 1989; data
 Mobilization Plan for P! 1n 1988 | managesent progras for analyzing these data
| !
i !
i !
| i
I |
t |
! 1
| |
| [
! 1
[ |
1 |
| 1
| |
| |
1 I
i |
! !
| |
! |
t |
CONCLUSIONS 1o 1H2
(1) lpstitution- to Consistant, short-tera TA provided thru Peace Corp,lo 1986 Evaluation noted villingness of personnel to
alization: I and CDC - strengthened unit in 1988. 1 collect and report inforsation

To what degree
does MOH suppor?
systeas’

t2v Proqras
strengthe

13) Probleas/
Constraints
Wnat factors
ileited achieve-
sent ot targets?

t4) Lessons
learned:
Wnat worked’

Vo beace Corp volunteer assigned to Unit and other

! volunteers to each of the five reqions and several
I prefectures in 1989

10 success of project depends on abilily to utilize

| ex1sting health ed unit - unable to until 1988

10 1nability to f1nd working space impeded work

! sxunaéxcanlly 1n healtn education - space acquired
1n 196¢

|
|
1
|
)
1
!
i
!

What did not vork’®

kecomsendations’

lo probless with CDU case sanagesent systes resoived

i 1n 1988

lo computer operations strengthened in 198E. hardware,
| support materials, training of personnel proviged
1

fo 1986 Evaluation findings:

I sajor constraint at healtn center level vas consis-
1 tent lack of printed forss and/or naper

unnecessary duplication of reporting directly fros
regions to national Directorates

4)

o from 1986 evaluation:

| eprdesic response capabilities need strengtbening
| supervisory visits should verify HIS data

| central level should consider publishing an

i epidearological bulletin

| training 1n all regions needed to acquaint heaith
| personnel mith nev KIS systes
[

1

]

|

t

|
|
i
|
|

o due to relatively amali nusper of facilities and
aggarent villingness of staff to collect data,
1986 Evaluation team recossends cosprehensive HIS
rather than sentinel surveillance systes

i
|
|
|
|
|
!
|
|
|
|
|
!
|
|
I
|
i
1
!
|




Categories

OR

CROSS CUTTING COMMENTS (SUPERVISION,SUSTAINABILITY)

Plans
Needs assesseent,

V
:o no targets set until 1986

goals & objectives!

planned 1nputs,
expected outcomes

lo target for 1988-1990: (1) Train CAR researchers

1 1n epidemiologic techniques for probles 1dentifi-

cation, investigation, and resolution;

(2) ﬁertorl specific OR studies 1n EPI, ORT, and
alania

|
|
t
|
!
|
|
!
|
|
!

1
|
lo goal for future of project 1s the linking of the
| array of support strategies, needs assesssents,

| supervision, traiming, social sobilization and

| health education into a comprehensive systes that
| has been 1nstitutionalized into Directorate of

: Preventive Medicine

I
I
|
|
I
|
|
|

OUTCOMES

|
lo no OR protocols from CAR researchers have been

|
ISUPERVISTON

{actual v.planned)! subsitted to francophone CCCD Research Board (1985)10 1988 lupervxlor{ vorkplin developed with check-list)

(1) Outputs
What was
accosplished?

(2) Qualaty

How well are new
systess/skills
used?

(3) Effects
Access & coverage
What are effects
on KAP of target

rovided,

lo OR focus in 1988 o~ cereal-based home solutions
1 for preventing dehyaration

1o resistance studies for the documentation of cq
I resistance 1in the CAR planned for 198%

lo supervisory skills included to a limited degree in !
| training ]
to supervison to be esphasized in second phase of 1
I project |
to evaiuating health vorkers’ practices in 55% of all |
I fixed posts nationwide 1n 1988 (for EPD) !
o regional superviscra bexn? encouraged to visit :
0
i
!
1

: vorkers reqularly to reinforce nev skills (EPD)

]

ISUSTAINABILITY

10 auto-financing study in 1986 exasined possibilities)
| for self-sustaining activities 1n health sector - |

(21 Prograe
strengths

o wider use should be made of OR tunds
lo provide assistance ih preparing research protocols
]

h

o GOCAK contributions far exceed perforsance of other
I African countries

12

|
I
|
]
I
1
!
I
I
population? t i political isplications
i lo GOCAR has contributed 72% of 1ts cusulative budget
(4) lapact | | obligations despite stringent International Mone-
¥nat 1s 1mpact on | | lar¥ Fund financial controls !
sorbidity/ ! lo health expenditure study performed 1n 1987 show 7511
sortality’ ' i of respondents villing to pay for care at public
! I centers; 751 willing to pay lor drugs at governsent!
! | centers if avaxlablgxly assured: proximity cited
1 | as reason for use of public centers
| 1o Min1ster of Health requested AID help in develop-
! | sent and i1mplesentation of a cost recovery program
| 1o legislation drafted 1n 1986 wandating payesent of
| ) fees for health services in CAR
| o workshop on Health Care Financing attended by 1
: i officer to Eabassy in Banqui !
|
| | !
! | t
1 ! !
| | 1
| | |
| | |
[ | !
| ! |
i | |
1 | |
[ i 1
l { |
| 1 |
! | |
' | !
| | ]
| | |
CONCLUSIONS ! ISUPERVISION 1
(1) Institution- | 1o lack of transport, gasoline and per dies for super-!
alization: 1HH | visory visits lisits supervision and training !
To what degree 10 funds for OR uncerutilized I 1n the health facilities i
does MOH support !
systess’ 144» ISUSTAINABILITY :
|
|
]
|
I

(3} Probleas/
Constraints
What factors
limited achieve-
sent of targets?

14) Lessons
learned:
¥nat worked?

¥hat di1d not work?

kecossendations®

'
i
!
|
1
|
!
|
i
[
|

lo indicators for sustainability:

i 1. GOTAR meets PROAG contributions despite fiscal :
| cr 818

| 2. progress in policy refors and progras develop- !
1 sent 1n health care financing shows cossitsent |
! to cost recovery and sustainability !
10 project extension funds vill be used to replace !
| essential vehicles and increase capital stock for |
I ORS and cq 1n a revolving fund to be set up '
1t4)

10 1989 recomsendation that T0 and Directorate of 1
i Preventative Medicine develop a sustainmability

i strategy vith corresponding project indicators !
| to docusent effects of GOCRH policy change and TA !
! fros REACK activities on CCCD interventions and !
| support strategies. :
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Categories

PROGRAM MANAGEMENT

Plans
Needs assecsaent,

goals & ob)ectives|

planned 1nputs,
expected outcoses

[
lo baseline 1nforsation:

| basic health care isplemented in CAR prior to CCCD
through HCH Project and EPI

| MCH integrated into PHC service

nusber of fixed PHC centers increasing nationwide
n 1983, 63 MCH centers, w i h resouces to expand to
75 by 1985; 1n 1982, approx. 351 of pregnant woxen
and children 0-11 aonths 1n entire country were
registered at WCH centers, received at [east |
service
Aeplified Project Description includes methods of
measuresent, verifiable indicators for each target
0 country assesssent done 1983

OUTCOMES

!
|
|
|
|
1
lo
|
|
|
!
|
|

I

actual v.planned)to GOCAR: decentralization of day to day mgst

(1) Qutputs

Vhat was Erovzded,

accoaplished?
(2) Quality

How well are nevw
aystems/skills
used?

(3) Effects
Access & coverage
What are effects
on KAP of target
population?

(4) lmpact
¥hat 18 1mpact on
serbidaty/
sortality?

CONCLUSIONS

(1) Instatution-
alization:

To what degree
does MOH support
systees’

(12) Progras
strengths

'3 Probless’
Constraints
Wrat facters
i1m1ted achieve-
sent of targets?

4} Lessons
learned:
Vhat worked?

¥hat did not work?

fecommendations’

|

1

|

|

|

|

|

|

1

|

|

|

|

|

|

|

|

1

|

|

!

|

i ot CCCL program; inteqration of CCCL activitles |
I 1nto MCH/EP structure |
1o du:xng first 2 years of project, 5 months of TA |
| provided; full-tine TO amsigned 1/86 |
1o all 11 of the 'B7 evaluation recoasendations have |
| been followed by MSPAS |
fo PACD date of |
I

|

|

|

!

|

!

|

|

|

|

|

|

|

!

I

|

|

|

|

|

|

|

gro&ect extended to 9/1991 with
i funding of 8750,

00

|
I
1o CCCD 1ntegrated into GOPCAR PHC activities
|

1(2)
lo quality of national level program leadership and
| executlve sanagement noted repeatedly

|
113)
1o delay 1n assx?nan full tise T.0. (1/86)
lo technical collaboration and logistical susport
| ﬂrovxded by AlD Liaison Officer (ALO) 1in Banqui and
| HPN Officer in Cameroon contributed to effective
| program sanagesent - must be sustained; prior to
| ALD procuresent very slow, comsunication poor
lo unfinished reorganization of the MOH according to |
| ¥HO recommendations, and the planning of a national!
I PHC progral under YHO auspices w1ll affect CCCD |
o due to delays in 1mplesentation, too many |
| activities prograssed for 1989 and 1990 i
to shortage of professional personnel, especially |
| nurses observed in 1986 Evaluation I
to 1nformation betveen national/regional levels does |
I not flow smoothly |
1o lack of formal quidance and directives fros centrall
I offices allows wide variation of priorities, !
| practices at reqional level: need defined set of |
t standards to ju 2e perforsance |
o MSPAS,UNICEF, USAID failed to adequately coordinatel
| plannxn? EP! activities to ensure cosplesentarity: !
| quarter g seetings began 11/87, 1sprovesent 1n |
i early 1988 |
| 1eplementation of National Campaign days, an un- |
! planned activity 1n EPI strategy, caused tension |
| 1sproved coordination reneved ?¥/BB !
lo trade off between OR, HIS may be inevitable (1989) :
|
t(4) |
io continuity of high quality T0 critical to prodect !
1o MSPAS wants CCCD to concentrate on training, HIS; !
I UNICEF to support EPI and other aspects of project !
o 1986 Evaluation: neel closer cooperation in !
! Elannan and sugervtsxon of field operations !
etween NCH/FP Directorate an¢ Freventive Medicine/i
Enacmic Diseazes Directorate

[
| [

l !

| |

| !
| 1
{ i
! [
| |
| !
1 |
1 !
! |




CONGO: EVALUATION CONTENT FOR ACS1-CCCD

Project Start: May 19684 Funding: 9624,000

Categories EP! oD

1 i |
Plans lo target: decrease morbidity and mortality due to lo target: decrease sortality due to diarrheal diseasel
Needs assesseent, | NT, measles, and polio by 801 ] by 503
goals, and | increase coverage of all vaccines to 801 ! 1ncrease access to ORT to 801
op)ectives,planned| |
1nputs, expected lo baseline 1983: lo baselin 1983:
outcomes I seidles full i  requlur distribution of ORS not yet bequn

coverage:BCG DPT/OPVI 2 3
808 80T 80T 751 541 47t

apgroxxlately 603 of pogulatlon hag access

cold chain assessed as ;3h qualxt{

GOPRC apparently committed to developaent of

EPI activities

focus of progras has been on training and health
educatlon 1n 4 cities

}
|
[
|
|
|
|
|
[
!
|
|
I

|
tactual v.plauied) (]}
(1) Outputs lo conducted 6 vaccination coverage surveys (1 nat'l,
What vas ﬁrovxded,l 5 district) (198%)
accoaplished? 1o conducted 2 seasles eexdelxoloq
lo developed national PEV policy (¥985)
(2) Quality
How well are rew

04, other donors (1986)

systeas/skills lo developed national EPl protocol; not yet dissesi-
used? | nated as of 1986

lo conducted special *sini-caspaigns’ for measles
13) Effects I based on expectation of epidesic peak: expected

Access & coverage |
¥hat are effects
on KAP of pop.?

peak did not occur (1986}
Iozlnlroduced nev EP] calender (1986)
1(2)

4] lepact lo as of 1985, proportion of children <12 mos.
What is impact on | 1msunized vas increasing from previous years
sorbidity and/or
sortality i 3vaccmated children

113)

1o m0st recent coverage surveys indicate that overall

| 4coveraqe 18 not increasing significantly

14)

lo 1986 evaluation found evidence that incidence of
seasles, polio and pertussis appear to be
decreasing slovly; no significant decrease
detected 1n leas(es CFR

I
evaluations (198511

lo ﬁatthlﬁated 1n national vaccination caspaign with !
| 1

to trained health workers in new EP1 techniques (1986)

1o 1989 assessment found lov percentage of incorrectlyl

|

H1)

Jo established 26 ORT centers nationwvide (1983}
establighed national SSS recipe adapted for local
conditions (1985}

conducted sorbidity and sortality survey in Pointe
Noire (198%)

o as of 1985, ORS sachets vere being isported by

§  CCCD using UNICEF funds

o

lo

lo noted a significant increase in ¥ of sachets 1mpor-

I ted from 1984 to 1985

fo developed training program fro extension of 0BT

| activities 1nto the regions (1986}

continued routine supervision and data collection
(1986)

1o COD chief attended WHO CDD wanager’s meeting 1n

| Burundi (1986)

fo prepared health education materials for nev ORT
centers (1986)

lo MOH officially endorsed ORT as the preferred

| treataent for diarrhea in children (1986)

1o t of OBS sachets imported decreased dramatially

I 1n 1986

lo as of 1986, there were 30 ORT centers in existence
12)

lo 1985 XAP survey showed that 901 cf children seen
| at health centers for diarrhea received anti-

i diarrheal sedication

1o 1985 KAP survey shoved that in most areas, 1/3 of
! children with diarrhea wera being taken to health
| facilities; 751 1n Brazzaviile, but most not

| treated with ORS

13

lo as of 1986, 408 of 0-5’'s had access to ORT

lo 1n 1985. 253 of MCH centers, 10% of hospitals vere
! using ORT

lo as o? 1986, ORT use 1n hospitals was at 551, but
| at <101 in outpatient facilities

lo
|

[
|
|
!
i
|
|
I
|
!
!
|
|
'
|

|
i
i
!
i
i
t
|
\
|
t

|
I
|
|
!
|
!
1
!
|
i
!
|
i
|

CONCLUSIONS !
(1) Institutionali-i{1)
zation: To what 10 GOPRC 1s highly cosmitted to prosotion of EPI
degree does MOH |
support systes? |
|

"

'o tisl.g of vaccinations 13 not optimal in sany
1 areas

Ic most centers do not vaccinate dale

1y sterile technique 1s not always adhered to

12'Prograe
strengths

{3'Problens/Con-
straints:Vhat

T

f

1

lo GOPRC states cosaiteent to (DD program, but does
| not reflect this 1n funding

|

i

1(2)

to clinic staff demonstrate high level of knowledge
1 and enthusiass for CDD

1o rapid acceptance of ORT by sothers

|

factors limit tar-1) 1986 evaluation assessed cold chain as insufficient!i3)

qet achievesent? !
1

i31Lessons 14
learned: lo 1t appears that the measles 'mini-caspaigns’ say
¥nat worked? | have played a role in the lack of ex

¥nat did not work?! peak in 1986; however, it 18 difficult to assess
! 1epact related to other, undetersined factors
fecossendations? |
|
!
!

1o ORT activities teaporarily stopped in 1985 due
| to supply failure

1o vkT activities in 1386 severely nampered by

| financial difficulties

ted epidemiclo poor sonitoring and treatsent of d arreal disease

| cases at hospital and clinic level
|

1(4)

lo need national ORT training center
o need to l1aprove supervision

|

|

j

!
|
[
|
|
]
|
|
!
1
[
|
|
!
|
'
|
!
!
[
|
|
|
1
1
1




CONGO: EVALUATION CONTENT FOR ACS1-CCCD

Categories MALARIA TRAINING
T i
Plans to -arget: decrease sortality due to malaria by 503 lo target: train approxisately 500 health personnel
Nee?s assgssnent, : \nCrease access to malaria treatment to 8011 1n CCCD techniques
goals, an

objectives,plannedlo baseline 1983:

1nputs, expected
outcomes

!
|
|
1
|
|
|
|
|
I
|
|
[
!
i

pragras focus has been on chemoprophylaxis of
0-6 yr-olds and pregnant women

|

lo baseline 198}:

| estimated 2000 sedical and parasedical personnel
1n health workforce

)
|
1
|
|
|
|
i
|
|
|
|
[
i

OUTTORES

tactual v.planned)i(l)

t1) Qutputs

Yhat was ﬁrovxded,

accosplished’
12) Quality

How wel] are new
systeas/skills
uged?

(3) Effects
Access & coverage
¥hat are effects
on KAP of pop.’

(4) lwpact

¥hat 15 1epact on
sorbidity andsor
sortaiity

o
1
lo
[
o
o
|
to
!
o
]

lo perforaed 1n-vivo comparative study of cq and amo-

i
lo
i
!

2

10 swall survey 1n 1985 reported that 9-20% of malarial focused on vacclnatioh caspaign

i
10
|
)

trained National Malaria Teas 1n Zaire to sonitor
resistance levels (198%)

conducted sxlglexed 1n-vivo €q resistance studies

at 5 s1tes (1985)
gropougd national malaria policy (198%)

y 1985, ©1% of pregnant woaen were using reqular
prophylaxis
developed, Trlnled and distributed MOH-approved
national malaria protocol (1986}
continued routine supervision and mon1toring 1in
Brazzaville centers (1986}

di1aquine; confirsed groving cg resistance (1986)
by 1986, 1001 of hospitals and health centers
saspled were using malaria treatment and prophy-
lax:s protocol

}

cases 1n chiidren were being treated correctly
YAP survey 1n 1985 showed that 651-90% of febrile
children received cg, but approxisateiy 201 vere
underdosed

|
14

lo

|
|
t
1

cases and deaths continue to lncrease

} |
11 |
lo conducted first mid-level management course for !
{23 md-leve]l managers (MLMs) from 6 reqions 11985) |
lo conducted LM facilitator’s course prior to HLM !
i course (198%) |
lo conducted PEV refresher course 1n 2 areas (1985) !
lo conducted IMOJET desonstraton/training course with |
I the Institut Merieux (1985} !
lo trained Nationa) Malaria Teas 1n Zaire to somitor !
| resistance levels (198%)
jo 1n 1985, trained: 25 MLMs, 11 course facilitators, |
i 2 semior officials, 31 survey intervievers, J65 :
| ORT workers, 9 cq resintance researchers, and 90
| PEV vaccinators
lo developed 1n-country training strategy (1985) 1
to CDD chief participated 1n 10-veek WH senior-level |
| manager’s course 1n Burundl (1986)
io conducted variety of training activitlies in 1986 |
!

io conducted 2-phase TOT for vaccination campaigh:
| these trainers trained approxisately 400 peripherall
{ level health workers 1n vaccination centers (1986) |
1o conducted 2 'minl training programss’ 1n ORT for !
I introduction of ORT to health centers (1986) !
lo trained health workers 1n new EP] technigues (198611
1o developed training progras for extension of ORT

I activitles into reglons (1986)

/0 held short tralning session to introduce nev

| malaria Yollcy and monitoring sethods at 1 health

| center (1986)

to negotlated with National Adminstrative School to

¢ develop training saterials and conduct TOT course;
| no {olgon-up reported (1986)

lo devgloped job description for training coordinator
11986)

CONCLUSIONE
(1)Institutionall-
zation: To what
degree dces M2
support system’

i'brograa
strengths

{3)Problems/Con-
straints:¥hat
tactors lisit tar-
jet acnievesent!

t4)Lessons
iearred:

vhat worked?

¥hat did not work?

fecossendations’

1
|
t
t
\
|
|

i

0

}
GOPRC states cossitsent to salaria progras, but
funding does not reflest this

i(]l

(s}

o]

0

|
|
l
|
|
!
1
t
|
|
!
|
!
I

1986 evaluation assessed malaria program as still
very weak

observations revealed that a wide range of treat-
aents are being used; there 18 no agreed-upon
*best method’

progras sufters fros financial difficulties

T T

[ \
Hn )
1o GOPRC 1ndicated desire for training; no training !
! coordinator appointed |

1

!
1) !
lo high level of cospetence at senior level of |
1 managesent |
| |
13 |
1o no full-tise training coordinator |
lo training progras haspered by financial difficultiesi
| ‘
14)

lo need t7 1ntegrate training and lealth education
]

!

|

i
| |
\ I
\ |
| |
| |
| !
| !
| |
| |




T P

ACY 'L.CD

Categories KEALTH EDUCATION RIS

i i 1
Plans lo annual vorkplan and budget developed {o target: 1mprove collection, tabulation and analyssi
Needs assessment, | | of operational and surveillance data
goals, and ! i !
objectives,plannc.. lo baseline 1983:

1nputs, expected
outcome s

current systes inadequate
approxisately 203 reporting rate;
and 1ncomplete

no standard reporting form exists

[
data 13 delayed!
|

|
1
|
|
|
|
!
1
|
|
!
I
|
|
|

tactual v.planned)i(l)

(1} Qutputs

¥hat was Erovxded.

accomplished?
(2) Quality

Hov well are nev
systess/skills
used?

(3) Effects
Access & coverage
Vhat are effects
on KAP of pop.?

(4) lepact

lo de;ggoped health education and planning strategy

I (1985)

lo drafted guide for conducting health education and
i planning sessions 1n MCH clinics (1985)

io pretested SS5S drawings (1985)

e aggoxnted health education coordinator (1985)

io 1986 activities focused on social sobilization and
I education for 1asunization caspaign

lo developed EP] television and radio messages (1986)
10 developed and distributed EFI banners, posters,

I fliers and T-shirts (1986)

to conducted 1nformal evaluation of sothers to deter-
i sine how they heard about 1msunization campalgn:

i radio and word of mouth cited as primary sources

I of information (1986)

T

!
HD ]
lo as of 1985, S sentinel gouts exist in Brazzaville; |
I 15 posts exist in 6 of 9 adsinistrative regions:
| these monitor EPl diseases 1
lo assessed 1984 reporting as complete |
lo established sentinel survelllance system to sonitor!
| cq resistance (1986) !
lo extended sentinel surveillance systes for CDD(1986)!
lo requested consultant to study, aid H1S; no responsel
received as of end of 1986

|
|
|
i
!
|
|
|
|
|
!
|

zation: To what
degree does MOH
support systes:

I
!
{
|
I
|
What 1s 1mpact on io developed draft CDD educational materials (1986) !
sorbadity and/or o vorked with CARE on nutrition ed. project 11986 !
sortality io groduced docusentary f1ilm on diarrheal disease; |
1 CCCD staff apYeared on talk shov when f1lm was !
I first aired {(1986) !
lo formed Health Education Consultative Cosmittee withl !
1 weabers of MOH, donors, CCCD; held 1 meeting (1986)1 :
i i
I | |
I | |
1 { ]
t 1 !
i | i
| | |
1 | !
| { '
! | i
: | !
! t l
) ' i
f | '
i
CONCLUSIOXS !
{1 Institutionali-1tl)
!
H
1

(2)Proaras
strengths

!31Problens/Con-
straints:vhat
factors limt tar-
get achievesent’

1. Lessons
‘earned:

What vorked’

Vhat did not work?

kecomsendations?

0 MOH encourages health education activities

e

1o 1986 evaluation assessed health ed. activities as
! sustainable 1f alloved to proceed as planned

io population generally seeks health care at high

' rate

"y

jo funding was primary const.aint cited

io lack of pianiing and managesent was cited as a

i secondary constraint

io health ed. coordinator has responsibilities 1in
addition to health ed. coordination; cannot jedi-

i cate full time to the project

14)
lo need to utilize Consultative Comsittee to much
| greater degree

'
|
|
|
!

13

lo 1986 anrual report assessed HIS systes as

| ‘*deplorable’

lo overall reporting to central level incomplete;
i about 20% reporting rate

|

1(4)

lo recossend short tera consultant to develop the
i K15 1n Congo

|

1

1

|

1

|

|

|

|

!

1

|

|

|

|

! |
\ |
| !
| |
I |
|
|
|
t
|
|

[
|
!
!
1
|




CONGC: EVALUATION CONTENT FOR ACSI-CCCD

Categories oR CROSS CUTTING COMMENTS (SUPERVISION,SUSTAINABILITY)
| |
Plans | lo target: GOPRC will increase 1ts funding by 253 per
Needs assessment, to no targets specified for OR 1 zear; AID will phase out 1ts funding by
goats, and i | 51 per year
objectives, plannedt 1
1nputs, expected | lo baseline 1983:
outcomes ! 1 fees established for vaccination cards and
: 1 chloroquine
i
! |
! |
| |
1 |
[ !
| !
[ |
1 |
| [
| !
1 {
!
(TTCORES ! T
lactual v.planned) (] ISUPERVISION
{1) Outputs io conducted 10 FAP surveys re diarrheal disease and 1(1)
¥hat was provided,! wsalaria health gractlces 10 a variety of potential lo as of 1986, supervision and monitoring vere noted
accosplished’ ' careqivers (1983) | as routine progras coeponents
to conducted 3 surveys crn availability of ES 1o EPI cost analysis pe:formed 1n 1985
121 Quality  1ngredients (1985}
How well are nev ‘o conducted lab analysis of iscally available salts, ISUSTAINABILITY
systess/skills © sugars {198%: "N
used? 1o pretested SSS rec:fe and dravings (198%) lo USAID funds frozen in January 1986 due to lack
10 conducted cost analysis evaluation of vaccination ! of GOPRC contribution
(1) Effects | strateqies and ORT services (1989)
Access & coverage 'o conducted 3 surveys on public participation in 3
Vhat are effects | vaccination coverage surveys (1985)

!
|
|
on KAP of pop.? o conducted 1n-vitro cq and asodiaquine resistance '
! studies (1985) |
4 lmpact o conducted sisplified 1n-vivo cg resistance studies |
¥hat 1s 1mpact on ! 1n 5 sites (IEBS) !
sorbidity and/or o conducted vaccination coverage and KAP survey !
portality ! (1989 1
lo cogggcted diarrhea sorbidity and mortaiity survey |
[ ) |
o performed 1n-vive comparative study of cq and amo- |
diaquine; confirmed growing cq resistance (1586
conducted seroiogic study on optimai age for
measies vaccination (1986)

|
!
!
13
|
i
1
|
|

o

|
|
[l
i
|
o OR confirmed increasing cq resistance and continued!
efficacy of amodiaquine as second-line drug

|
[
!

T
CONCLUSIONS ' ISUPERV1SION

(1} instatutionali-it}) 11

zation: To what  'o MOH encourages operations research 10 need Lo 1nCrease supervisory activities
degree does MOH !
support systes’

o

!
12)Progras in results zf OF can pe found 1n available ISUSTAINABILITY
strengths . documentation Ly
: 1o GOPRC has not sade funds available for project
‘1Prodiems/icn: 1
straints:Wnat 1(3)
factors llmlt tare 1o AID lagged 1n expenditures due to slow start up
get achievement! ' of programs activities
: fo primary constraint in all program cosponents was
'4)Lessons i | Yack o¥ financing
iearned: ) |
¥hat vorxed’ : 1(4)
¥rit did not work?l! lo recossend that governsent develop auto-financing

! | systes i1msediately
kecoamendations’? : :
! |
1 |
! |
1




CONGO: EVALUATION CONTENT FOR ACSI-CCCD

lategories PROGRAM MANAGEMENT
]
Plang lo baseline 1983:
Needs assessment, |  PHC system resides in MOH and with ¥30 (EPI);
goals, and I considered to be *in 1ts infancy’
ob)ectives,planned! agsessaent, 1983)
1nputs, expected | PPC systes has no budget
outcomes n tiagfportatxon for supervision has been
available

currently exist approximately 500 health facali-
ties natlonvide

0 country assesssent done 1983

|
|
|
[
|
!
|
|
|
|
!
!
|
!
[

OUTCONES i
tactual v.planned) (1)
(1) Outputs fo established cooperation and coordinat:an policy

i
!
|
|
|
|
i
|
|
!
!
|
|
|
|
1
I
|
!
|
|
|
!

!
!

[}
!
|

¥nat was provided, | with all major PHC and CCCD-related health prograss

accoaplished’? 1(1989) i

Vo nev Director for Preventive Health/Naz:onal

12) Quality ' Coordinator appointed (1985) i
How well are nev 1o nev CDD and Ha?grxa chiefs appointed (:985)

systess/skills 1o developed 1986 activity plan for CCCD  :985) !

!

used? o reqularly collaborated with donors i1n vaccination
| campaign activities, health ed. activ.:ies, and
{3) Effects ! other progras activities (ongoing)

Access & coverage 'o developed PHC Coordinating Comsittee :.386)
What are effects |
on KAP of pop.? |

|

(4) lepact lo project ended 1n 1987 due to lack of cooperation
¥hat 1s 1spact on | and financial input from Governsent; relaxnxng AID
sorbidity and/or | funds were transferred to UNICEF for ccntinue
mortality Child Survival activities

|
[
|
|
[
|
|
{
[
|
i
|
|
l
|
!
|
|
|

ZONCLUSIONS 1l
‘Dnstitutionali-1o GOPRC did not fulfill financial cosaizments to
zation: To wnat | project

|
'
degree does MOH  t(3}
support systes] 1o lack of GOPRC financial input primarv :onstraint |
! to proqress of project !
{2)Progras 10 lack of attention from executive leve. cf govt. !
strength: lo lacx of motivation of personnel to wirt outside
I office during reqular work tise vithz.:. per diem !
21Prodiews/Cen- 1o 1nadequate coordination within goverrsernt
stra:nts:¥nat 0 1nab1111¥ of centrai-icvel etaif to azsign produc- |
tacters limt tar-l tive stal! or remove unproductive stafl !
get achievement? ‘o ack of clear MOH objectives and poii:ies |
' to PHC pocrly 1ntegrated into overalg uCY systems
jriessons |
learrned: | !
¥hat vorkad? 14) i
¥hat d1d not work?!o 1984 reorganization of Ministry cause? delay 1n
i startup o? CCCh actavitiec !
Recosmendations? 1o lack of formalized policies for interventions have
i contributed to slov progress of projest |
lo need to 1ncorporate SRS & cq into EXi distribution !
I systes |
+0 need better bookkeeplng systeam :
I




COTE D'1VOIRE: EVALUATION CONTENT FOR ACSI-CCCD

Project Start: June 1985 LOP Funding: 91,691,000

Categories

EP!

cob

Plans
Needs assesssent,

goals & objectivesi

planned 1nputs,

i

lo targets: (<Ss by end year 4)
| seasles cases and deaths
pertussis cases and deaths

| neonatal tetanus deaths

508 decrease
401 decrease
401 decrease

expected outcomes. |

lo coverage targets: (by end of 1989}
| rural areas 501 1increase
: urban areas 601 1increase
lo baseline i1ncidence (1983):

| seasles: 420/100,000 (400 reporting units)!
[ ﬁertussxs: 110/100,000 '
| NNT: 3.5/100,000 '

io baseline full coverage: 353 12-23 mos.
|

=
lo target: 1ncrease facility-based use of ORT to 75%
I increase hose-based use of 0BT to 501

| decrease diarrhea sortality by 403

lo baseline inforsation:

I facility-based use of ORS (1986): 501

t diarrhea mortality (hospitalized children, 1984):

| 50 deaths

|

lo goals:

| establish ORT desonstration center at UHC

Treichville

I design sass sedia caspaigns

0BT training for CHWs and cossunity sembers

elaborate a national ORT strategy

OUTCOMES

(actuai v.planned)io 415 of 800 health centers have capacity to 1maunizelo construction of ORT desonstration center at

(1) Outputs
What was
acconplished?
12) Quality

How wvell are nev

Erovxded.

!
1)

' 601 of the population (1986)

lo EPI/lvory Coast functional in all rural health
I sectors (1986)

lo computerization of vaccination reports begun at
i Hygiene Institute (1986)

[

|
|
|
|
11}

| Treichville undervay; 4 units established at

| regional hospital

1o national COD plan and policies exist; ideas fros
1 ¥HO, PRITECH, HEALTHCOM evaluations incorporated
10 3 Ivoirians received training at Kinshasa ORT

I center

systess/skills | lo CDD coordinator appointed by Minster of Health
used? 12) jo mass sed1a blitz designed with ORT, feeding &
lo >S01 health facilities routinely vaccinate children! h;glene cosponents
(3) Effects I (1986) lo 1985 lvor& oast launches CDD caspaign; 16 seminars
Access & coverage | ! held, 1100 people traineéd, ORS packets made
What are effects 1(3) I available to agl health centers
on KAP of target lo cover:ge rates (1987 children 12-23 sos): |
population? ! (stated 1n I of children having had the following !(2)
| Broups of vaccines): lo as of 1987, health facility use of ORT/ORS up to
(4) Impact | PT3;Polxo3;leasles;¥ellov fever=5931 1 983
What 1s 1mpact on | BCG;DPTI;Poliol;neasles=381 !
sorbidaty/ ! BCG;DPT3;Poliod;measles;yellow feverii.e.,full)=5731(3)
sortality? I TI1=821 1T2:631 (pregnant women) lo according to practices survey, on1¥ 16 of <5's
| | surveyed vith diarrhea received ORT; of 25 sothers
14} ! using ORS packets, only 1 in 25 sixed solution
lo decrease in morbidity/sortality due to accelerated | correctl
! 1mmunization campaign started in 1987 (6 mths! lo MPHP & UNICEF conducted a CDD evaluation/needs
lo as of 1988 only 0-2 seasles cases/month reported | assesssent in >200 health centers in 1988
0 reported cases (1986): | (no results available)
| seasles: 325/100,000 (650 reporting units) |
! pertussis: 70/100,000 (650 reporting units) 4
1 NNT: 5.5/100,000 (650 reporting units) lo no overall morbidity or mortality data available
: : since 1986
t 1
] |
| HT
CONCLUSIONS 1) ‘o Ministry has devised a CDD plan & gollcy
(1) Institution- 1o EPI vaccinaticn scheduie revised in accordance lo the MCH centers have integrated ORI into regular
alization: | with ¥HO recossendations (1986 1 actlvitles 1n Abid)an

To what degree
does MOH support
systems!?

12) Progras
strengths

(1) Probless/

Constraints

dnat factors

Lim1teq acnieve-

tent of targets’

14y Lessons
learned:

¥rat worked’

Wnat did not work’?

Kecosmendations?

112}
10 CCCD EPI progras considered great success
[

13

i0 401 of pooulation remain un-coveted by services;

| require outreach and mgbile services

114)

0 1B8UNLZATINN CaED3.QNs con3use 00 much tiae and
resources 0 j.2t1ly Iontanuaticn

1o need to build 1esunization capacity in resaining

+ 385 health centers

10 CCCD EPl activities should be better integrated

©with UNICEF

1o need to 1mprove equipsent and training in rural

I areas

10 need to expand ana maintain sentinel surveillance

| systes anoc msonitor impact

!
!
1

1
|
!
|

1(2)

lo health facilities are instituting ORT as the

| 3treauent for diarrhea

1)

fo despite asbitious training efforts, little follov-
! up on those trained 1n seminars .

lo tgouqh an ORT center vas established at tort-

i Bouet (1986), 1t vas closed after 10 months due

! to lack of governsent cossitsent |
lo althougn the proportion of health centers using ORT!
| has 1nzreased to 982, only 351 of facilites are
| resupplied reqularly

lo confusion exists about hose-based 555

fo CDD prograes still too dependent on 1mported ORS
1 packets

H4

o need to provide follov-up tc health worders

I trained 1n ORT use 1
to need to xlErove logistical support for delivery

I of ORS packets |
o demonstration unit at Treichville needs improvesent:
lo need to offer more hands on training to sothers andi
! cg;nunxty seabers in the prep. and application of !
0

1o need to consider local production of OBS packets
Yo national policy of home-based SSS needed

lo sorbidity and mortality reporting systea needs

| developsent

|

|
!
|
I
|
|
|
|
|
!
|
|
|
|
f
|
|
!
!
!
|
|
|
!
|
!
|
!
|
|
I
!
|
|
|
i
|
|
!
!
1
|
|
i
|
l
!
1
|
!
[
|
1
|
|
!
1
i
!
|



COTE D'IVOIRE: EVALUATION CONTENT FOR ACSI-CCCD

Categories MALARIA TRAINING

Y T o
Plans lo target: decrease salaria-specific sortality (0-4 yrio tarqget: CCCD ML course for 26 physicians-in- |
Nceds assesgment, | | charge of sedical sectors,26 sedical sector!
gcals & objectives! decrease salaria-specific spontaneous 1 CCCD coordinators, 30 PHI h;llcianl. 18
planned inputs, | abortion and Yreuaturlty ] central level staff fros |
expected outcoses. | increase knovledge of proper salaria chesot!

chesotherapy among parents to 751

increase appropriate use of therapy to 503
increase use of chesotherapy in pregnant
vosen by 501

! CCCD/PRC field seminars for 650 awices,
aidvives, & health developeent ageats froe
500 rural health facilities

PHC workshopa for 2 ViWs fros each of the
8,000 villages

technical training of approxisately 750

OUTCONES 11
(actual v.planned)io salaria treatsent policy detersined at 25mg/kg
(1) Outputs ! over 3 days
What was provided,io international sesinar on drug sensitivity testing
accosplished? | of P. falciparus to chloroquine held (treatment
| policy resulted)
(2) Quality !
How well are nev 1(2)
systess/skills  lo 1986 survey shows that 421 facilities in Ahidg:n
used? | and 681 outaide routinely prescribe malaria cheso-
| therapy to pregnant wosen
(1) Effects I
Access & coverage 1(3)
Vhat are effects lo practices lurvey of mothers in Abidjan shows
on KAP of target | that 281 of children <5 had fever within last

(9Y]
o as of 1987 111 of tarqet Yori heral health staff
d-leve

trained; 1001 of the ai agrs. and noge of

|

|

1

|

|

:

: Ninistry health workers
|

!

|

|

| the senior level officials

lo 4 trainers fros IRSP have been selected and trained
| at T0T course in Togo in 1986

lo training saterials are available at all levels

| including *job aida® for goripheral health vorkers
lo 3 HLM courses held in 198 )

lo 2 peripheral level courses held in 1987

lo vaccination proTral training and plannieg course

| given to medical directors of 25 rural bealth

| sectors and 2 of their staff (1387)

lo rural bealth sector held CDD course for 17 people

1
|
|
I
|
|
|
|
|
|
|
|
[
[
|
|
|
i
|
|
!
1
|
|
|
|
|
I (1987) =
|
|
!
|
|
|
|
|
|
|
|
]
|
!
|
|
|
t
1
!
|
!
|

population? 12 weeks (1988) fo EPI training provided in preparation of natiomal
fo PHC workers trained to give anti-salaria chemo- | vaccination days; 46 persons trained (1987)
(4) Tepact | therapy for all febrile episodes !
Vhat is 1mpact on | 1
norbidity/ 1(4) !
sortality? 10 no sorbidity or sortality data available after 1986:
| |
| |
| [
| |
| |
| |
| |
| |
| t
| |
| ]
! |
| 1
CONCLUSIORS 1" H . )
(1) Institution- io as of 1988 national malaria policy signed by lo a Ministry training coordinator has been assigned
alization: | Minister of Health and plans underway to 1aplesent | to belp schedule and conduct training activities
To vhat degree | policy 1
does MOB support lo draft of national treatsent strategy prepared by |
systess? i doctors fros all areas of Ministry 1(3)

io appointaent of national salaria coordinator sade
!

(2) Prograa | campaign and never rescheduled
strengths 1) !
lo survey of 54 doctors concerning salaria treataent 1(4) v
(3) Probleas/ ! gractxcel shovs fev using 2589/kg regisen; need |0 need more training for ripheral level health
Constraints ! for clinical treateent guidelines | workers and senior level staff
What factors fo though majorsty of pregnant wosen prescribed properio LN training in the areas of data analysis and
lisited achieve- | malaria treatsent, cospliance unknown | supervision 13 needed

sent of targets! lo national malaria policy still not prosulgated
I

(4) Lessons 14

learned: lo malaria technical advisory coasittee needed to
¥hat worked? | work with salaria coordinator
Vhat did not work?lo need to isprove malaria tracking and reporting

| systea
Recossendations? lo training materials needed for training of
) peripheral health workers in X protocol

lo several courses were cancelled due to vaccisation

lo peripheral health workers seed sore training in COD
| interventions .

lo training should be more decentralized

|

|
1
|
!
|
|
!
[
|
!
|
[
|
|
!
|
|
|
|
|
|
|
|
|
|
|
|
1
|
|

]
|
|
l
|
|
l
|
|
|
|
|
|
1
|
|

T A



Cateqories

HEALTH EDUCATION

KIS

Plans

Needs assesament, lo target: preparation of health education materials

goals & objectives! for MK center staff for patient education :

planned inputs,

expected outcoses. |

!
lo targets:

treateent, and TT vaccimation

developaert of mass media caspaign nclu-
ding radic spots for CDD education, salarial

i |
lo target: establisheent of HIS to provide officials al
! at every level with coberent & coasolidatad|
inforsation ) ]
use of reliable data for health planning & |
| prograssing; develop a feedback systes |
to provide current inforsation to health !
officers at all levels |
provide HIS trainiag to bealth workers respl
responsible for moothly reporting of bealthl -
center statistics )
establish 30 surveillance sites |
establish baseline sorbidity and sortality
data for CCCD target diseases

00TCONES

(actual v.planned)lo health education specialist visited in 1988 to
| elaborate health ed. componeat of CCCD project in
| collaboration with Mational Health Education

(1) Qutputs

¥hat vas provided,

accoaplished?

(2) Quality

Hov well are nev
systeas/skills
used?

(3) Effects
Access & coverage
¥hat are effects
on KAP of target

Hn

| Services

lo in 1987 sass sedia plans were developed calling forl planning
| 8 sedia canpaigns between 1987-89 covering all

| CCCD progras areas
lo in 195701

I 1987 national vaccination caspaign

lo in 1988 radio spota for measlea vaccine aired

: successfully though 1spact uneven

ocus group techniques were taught to 2
| persons fros National Public Kealth Institute
lo radio sessages vere developed and broadcast for

1

lo collection of morbidity data fros health centers
| continues to 1eprove

lo data concerning trends in vaccine prevestable

| diseases is cosputerized by the Directorate of

io sortality reports from goverameat health centers

| subaitted by over 903 of ceaters (1988) _

lo 2 lurvell bave been conducted durin? CCCD project
lo a facility eurvey was conducted in 1986, and a

i practices survey was conducted in 1988 (Abidjan)

lo the US Bureau of Census assisted in trairing and

| design of practice surveys

!
|
population? ! |
1) !
(4) Impact lo health promotion of target population nov !
¥hat 13 1epact on | receiving more attention |
sorbidity/ |
sortality? | |
| |
| |
| |
| |
] |
| |
! |
| I
| |
| |
| |
| |
! |
] |
CONCLUSIONS Hn 1) )
(1) lTstitut1on- lo coordinator for health ed. component identified lo the isplesentation of a HIS has helped vith the
alization:

To what degree
does MOH support
systeas’

(2) Progras
strengths

(3) Probless/
Constraints

What factors
l1s1ted achieve-
sent of targets?

(4) Lessons
learned:
What worked’

Vhat did not work?

Recossendations?

:(Jat National Public Health Institute
}

lo only 3 of 60-70 local languages used for radio

| spota; eessage 1epact should be sonitored

lo external consultants are needed 1n the areas of

| comsunications & evaluation
|
1(4)

! natlonal vaccination campaign, fol

Bessages

lo despite successful airing of IOIICYCI prior to

o¥-up survey ; :
shovs that while 453 of population listens to radiolo to date, only a fraction of the iaforsation
only 281 heard the vaccination caspaign radio

1 collection of norbxdit‘ and mortality 1nforeation
lo ?ovcrnlent enccurages Ninmistry to continue HIS
| improvaments

|

1(3)

lo no |{|t|| in place to routimely collect hospital
| morbidity and sortality data o
1o though sonthly statistical reports are cosing in
| from health centers, distribution of sussaries has |
| been delayed for administrative & financial reasons!

|
|
|
!
l
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
!
|
|
|
|
|
|
|
!
|
|
|
|
|
|
|
1
!
|
!
|
|
]
]
|
|

| collected has been analysed and used for decision :

| eakin

loa neuquS or better ssntinel systes is needed to |
sonitor diarrhea mortality, severe salaria, seasles!

and diarrhea morbidity

|
|
| |
] i
| |
| |
| |
{ |
[ |
| |
1 |
| |
' |
‘ |
'. |




COTE 0'IVOIRE: EVALUATION CONTENT FOR ACSI-CCCD

Categories ] CROSS CUTTING COMNENTS (SUPERVISION,SUSTAIBABILITY)
T I I
Plans lo target: establish research reviey board lo targets: |
Needs assessaent, | conduct the following studies: 2 EPI;S CDD; |
goals & objectives! 2 malaria; 1 ARL; 1 1n; 2 managesent SOSTAIMABILITY: !
planned inputs, | have host country cootribute at least 253 of total |
expected outcomes. fund 10 or sore proiocu with bilateral project costs in incredsing locresents over 4y |
funds during first 2 years !
SUPERVISION: )
conduct a baseline morbidity, sortality develop bealth workera’ skills in providing

|
|
|
1
| and health services utilization survey 1n
lI tirst year of CCCD project

|

|

|

|

1

affective child survival services through practice,
supervision and on the job traising

OUTCOMES

1)

(actual v.planned)io a reviev cosaittes was appointed in 1986

(1) Outputs
Vhat vas
accoaplished?

(2) Quality

How well are new
systeas/skills
used?

(3) Effects

rovided,
?

Jo in 1986 a draft brochure was prepared with info
| about qrocoduru for obtaining grants
as of 1987, 7 0f studies had carried out to

o
| look at the folloving: hose preparations of S5SS;
| wother’s response to fever; maternal measles

| antibodies; umniococal seaingitis; ORT use

1 in Ivory Coast following consiructicl of

| desonstration unit; malaria drug treataent asd

| prevention practices; cq (in vivo) officacy; and
{ risk factors associated with bospitalized seasles
|

|

|

I

}
1
|
|
|
|
|
|
|
{
|
!
|
|
1
|
1

lo

!
lo

grojoct in 1967
lI was $107,000 - well in axcess of 250 requested
ISUPERVISION:
(138]

jo thru HIS indirect supervision of health sestors

1
lo GOCI

?U?ﬂlmluﬂ:

parnittiog sales of bealth & vaccination cards
& sedications )

CHVs are allowed to keep a percentage of their
grotiu fros sale of drugs

vory Coast contribution to CCCD

Access & coverage | cases | has been
What are effects |
on KAP of target 1(4) 1
population? o studles have been used to make several policy |
| decisions, mcludmgé |
(4) Impact | -need to clarify 555 cosponents or reconsider |
What 18 1spact on |  policy 1
sorbidity/ | -need to prescribe 258q/kg v. 1089/kg chloroquine |
sortality? | -need for mothers to learn ORS preparation via |
| practical exercises 1
lo a practice survey conducted in Abidjan (1988) |
| desonstrated need to increase vaccination coverage |
: of children coaing 1nto vaccination age :
| |
| !
| |
i |
| !
| |
| |
| [
i !
CONCLUSIORS iy ISUSTAINABILITY:
{1) Institution- lo to date, a nusber of studies bave been conducted I(1) ) i
alization: | with CCCD support jo alternative financing studies are being conducted
To what dagree lo a proposal reviev board is in place and fuctioning |(4)

does WOH support
systeas?

(2) Progras
strengtha

(3) Problems/
Constraints
What factors
lisited achieve-
sent of targets?

(4) Lassons
learped:
What worked?

lo results from studies are being used to
) or develop policy

I

102)

lo OR cosponenet considered successful
:o proposals for studies are plentiful

13
1o baseline sorbidity & mortality study never done
lo alternative financing studines need to be
|

H4)

lo statistics course needed for chief medical

| officers

{o feasibility study needed for local ORS production

sodify

What did not vorl?:

Recossendations?

|
!
|
|
|
|
[
!
!
!
|
|
|

lo need to look at different self-fimancing

|

lls:tgmlsxou:

lo need is clear for additional supervision at
: Enphonl level

(]

conducted :

}
|
|
|
|
1
!
|
|
|
|
|
!
|
|
|
!
|
|

scheaes
(ie ORS production)

D needs to provide technical assistasce to
in the est. of fuactional
systes at paripheral

sector health officers
and supportive supervisory
level




Categorias PROGRAN NABAGEMENT :
i i
Plans fo target: managesent of CCCD/Ivory Coast progras condi
Boeds assassment, ! conducted by cosaittee coasisting of 2
goals & objectives! national project coordisator & coordinatorsi

planned ipputs,

expected outcoses.!

! of each of the project cosponents

lo coordinating cossittee will provide technical &

1 logistical support as well as sanagesent quidance

I to all health services

lo CDC technical officer assigned to facilitate

| sanagesent procedures

{o revies schedule: 1nternal (lat & 3rd yrs.) external
: (2nd yr.) final (4th yr.)

jo country assssssent done 1984

|

OUTCONES
{actual v.planned)lo coordinators identified for all CCCD interveations

(1) Outputs

¥hat vas mzxdod,

accoaplis

(2) Quality

How vell are pev
systess/skills
used?

(3) Effects
Accass & coversge
¥hat are effects
on FKAP of target
population?

(4) [apact
¥hat 19 impact on
sorbidity/
sortality?

|
1)

1 (1986)

lo Techaical Officer’'s and field epidesiologist's
| oftices fully functiosal (1986)

lo progras specialist hired by REDSO/¥CA to do

| a({;gutnnn nanagesent of ACSI-CCCD project
[ }

lo coasodities procurssent cossenced (1986)

|

CORCLUSIONS

(1) Institution-
alization:

To what degree

does MOH support

systess’

(2) Prograa
strengths

(3) Probless/
Constraints
¥hat factors
limited achieve-
aent of targets?

(4) Lessons
learned:
¥hat voried?

¥hat did not work?lo drug ordering and distribution systes needs to be

Recossendations?

1

lo GOC! cossiteent to PHC outlined in draft 5-yr.
| national Eublic bealth plan (1986-1990)

10 as of 1988, basic PHC structure in place and

1 lunctxonxng with B regions, 25 health sectors,
i of which S01 are equipped with to provide

| 1msunization services

|

1(3)

1o CCCD cosponent coordinators have sultiple

| responsibilities, eaking 1t difficult to develop
| isplesentation plans

lo yavs 1nterventions never isplesented due to

| inability to find yaws speciaiist

|

14

lo vaccination campaigns need to be closely etudied
i since the one 1n lvory Coast .roge other health
! activities for 6 months,

i reorganized to reflect changes in policy (1e use
! of ORS v. 555 and chloroquine v. 1njectables)
lo recomsended extension of project to 1991: approved

1
J
|
|
|
|
|
!
]
|
|
|
|
|
|
|
1
|
1
|
)
|
|
|
[
|
|
1
|
|
|
|
|
|
[
|
|
|
!
|
!
|
|
|
|
|
1
|
|
|
|
|
!
1
!
|
|
1
!
1
|
|
|
!
!
|
]
|
[
|
I by USAID/CDC/GOC] I|
|
|
|
|
!

|
|
i
|
|
|
|
|
!
|




GUINEA: EVALUATION CONTENT FOR ACSI-CCCD

Project Start: June 1985  Funding: 885,000

Categories EPI ¢oD
1
Placs lo target: decrsase sorbidity and lorulits due to o target: decrsase diarrheal disease nomm{ b{ |
Neods assesseeat, | ssasles, T, and polio by 33-501 1 33-50% (proportiosal to target populatioa) !
goals, asd | {proportiosal to target population) | l
objectives,planred) vaccination coverage bl 1990: o baseline 1nforsation 1983: |
1nputs, expected | BCG6 201 fros 53 in 1982 ! 8o specific diarrheal diseasa control progras |
outcosss | OPT/0PVI 208 froe 151 in 1982 I exists ) |
| saasles 501  froe 441 in 1982 I oS runuy 30t used in Guinea; some hos & |
| n 203 (10 pregsast woses) I fluide used |
! | prisary GOG efforts 1s area of sasitatios, |
lo baseline inforsation 1983: ] g‘ublo satar supply |
! issunlgation has been undervay io Guinea for ! Yroqrn would be best sdopted if introdwoed |
| saveral years | via local PHC uats |
[ EP] 1s cesntered in KCH clicics | |
| poor supply systes exists ! |
I vaccine wastage 1s bigh | |
| romrunr 18 very low, unreliable | |
: MO is plans to equip more fixed centers : :
| i |
|

RS

(actual v.planned)
(1) Outputs

Vhat sas mvidod,
accoaplisted?

(2) Quality

Hoe well are nes
systeas/skills
used?

(3) Effects
hccess & coverage
Vhat are effects
on KAP of pop.?

(4) Ispact
¥hat is 1mpact on

1 T T
1 H !
lo assisted with 3-week VRO natiosal EPl revies (1986)io held saticaal coafersace oa diarrheal duuu(l’%):

| recossendation to revise natiosal cold chaia policyio s k| icipants at ICORT (1986)

| and procedures o qlo mu’ﬁ a8 appropriste debydrstion treat- !
lo drafted strategy plan for 1986-1990; adopted by | weat (1986) |
I MOH (1988) lo assigeed 2 opid-ioloaau to 1aprove cholera treat!
lo 26 bealth workers sttendod first CCCD traiming | sedt and reporting (1584) . |
| seainar; focus was on EPI (1986) io satablished ORT ceater at University Hospital(1986)1

lo 4 Gulneans attended etudy trip to Beain to observe |0 upgraded ORT center asd Infectious Dissase ward's |
| integrated EPI-PHC prograa (1386) | water supply systes (1906} ) !
lo traided parsoansl fros 1 health centar in EPI(1986) lo cospleted prelimisary assesssest of diarrheal |
10 conducted donor-MOH meetings to discuss acceleratad! disessa activities (1986) |
| EPI caspaign (1986) lo perforsed EKAP lll"l”z of bealth persoanel 1n Cosakryl
lo began 1ntensive vaccination caspaign in Conakry I and Forecariah (198b) ) !
I (Boveaber 1986) trained 30 bealth parsoasel in ORT in 2 areas(1987)1
lo trained 300 health personnel 1n vaccination, cold lo appoiated Hatiosel CDD Director (1987} I
| chais sanagesent, & the updated WRO vaccisation ‘lo sstablished ORT wnits 1n 7 locations (1987)

Y

|
sorbidity and/or | schedule (1988) o coaductad KAP studies in 2 areas (1968) ) |
sortality lo coapleted Conakry vaccination survey (1986) lo dalivered ORT satarials to all health centers in |
1o cospleted first sass vaccisation campaign in 1 Lindia, Telimele (1988) |
| Conakry; caspaign assessed as successful (1987) 1o collected & analyted 1987 CDD data (1988) [
lo conducted coverage survey at end of cupugn (1987)10 trained 5 PCVs in ORT (1988) ) ) !
lo perforsed KAP study 1n Conakry re NNT (1987) lo gutornd study to evaluate CDD activities in |
10 trained 20 health center personnel in cold chain 1 Kindia (1988) o, |
| technique & vehicle saintenance (1987) lo T0 assisted in diarrbea outbreak investigation!’88)I
lo held coordination seetings vith UNICEF, ADB (1987) fo drafted health education plan and calender of acti-!
lo distributed equipsent to 26 centers; initiated | wities for COD (1988) !
| EPI activities 1n those centers (1987) lo desigmed and pretestsd ORT poster (1988) |
1o as of 1987, all centars 1p Cosakry were vaccinatingio trained 33 health ctr. persoasel in ORT (1988) !
I daily 1o developed sational ORT traiaing plan (1988) , |
lo conducted baseline coverage survey in Conakry(1988} 10 conductsd health ctr oeeds sssesssest, Comakry('88)
lo analyzed 1987 EPI RIS data (1988) lo reqularly received and distributed ORS packets |
1o intensified supervision; revised checklists (1988) | since 1987 (1988} ] !
lo 1nitiated EPI activities at 28 centers; all CCCD  lo Misister of Health and CCCD Proioct Coordinator/ 1
| centers nov perforaing vaccisations (1988) | Hational CDD Director attesded ICORT 111 atg.(1984)!
lo perforsed study of Elg? in Kindia (1988) 142) !
lo consducted health center needs assessment at 6 1o 1988 study showed that 401 of cases seen in health |
| facilities in Conakry (1988} I facilities surveysd received correct asount of ORS !
1) lo 1987 study showed that rate of appropriate treat- |
12 vaccine wastage still unsatisfactory as of 1988 | wmest in housebolds was oaly 41 !
o sterile technique not always adbered to as of ‘88 ((J) ) !
1) lo as of 1988, 938 of outpatient facilities, 753 of |
icovarage rates steadily increasing: | hospitals were wsing !
11987 levels: BCG DPTl 2 1 oeasles {ull TT | |
) 791 921671 591 791 521 788 II |l
14
1o although incidence of seasles, pertussis, asd poliol !
| appear to be steadily decreasing,reports repeatadlyi |
| warn that data 1sn’'t sufficiest to deterasine 1epact! !
!
! T T
CONCLUSIONS 11} Hn !
(1)]nstatutioeali-in GOG supports EPI, although limited 1n ability to 1o GOG slow to 1spleseat CDO proqras; sasing of a |
zation: To what | fund { Hatiooal Director desoastrated increased cosaitsent!
degree doas NOH | : |

support systes?

(2)Progras
strongths

(3)Probless/Con-
strainte:Veat
factors limit tar-
et achlevesent?

(4) Lassons
learmed:

Vhat sorked?

¥hat did sot eork?

Eecosssndations?

1 |
1(2) 1(2) !
lo closs collaboration between dooors, WOH and cossu- lo diarrbeal disease reporting isproved ajguificastly |

| nity leaders 1p vaccination caspaign | in firet teo years of prograa |
lo suparvision has steadily 1eproved; seess to have lo acceptance of OPT by bhealth professiosals incrsased!
| anroud sterile technique probless | siguificantly in first 2 years

(LK}

|') prisary constraints ur- edly cited were supply 1(J) ‘
I difficultias, lack of health education, lack of lo prisary coastraint cited was lack of matiomal
| feedback | program & director; activities seesed to BOVe BOre

lo cold chain at peripharal level seeds iuproveseat | quickly after these were established
I W atill a sajor prodies: CFR 1n 1987 was 70% |
lo reporting of covarage outaide Cosakry oaly 751 14

1(4) lo daspite isproved disease reportisq, Its IR
lo whila sass caspaiqn sade great strides in coverage,| that jmpact on dissase iacidesce and CFR casmot
| oustaisability of those lavela 18 oaly possible | be determined accuratsly

|

with costinved expaasion of fired services and a
| strosg social sobilitation/beslth ed, caspaign
lo leaderabip and close ccordiastios cited as key
1 factors is success of mass caspaign
!

e\



GUINEA: EVALOATION CONTENT FOR ACSI-CCCO

Categories

BALARTA TRAIRING

Plans

Needs assesspent, !

goals, and

objectives,planned:

10puts, expected
outcoses

OTTCORES |
(actual v.planned)i(])

(1) Qutputs
Vhat vas

mndod.l
sccosplished? | HLM traiuing aesinar (1986)

(2) Quality

How well are new
systess/skills
used?

(3) Effects

Access & coverage fo

What are effects
on KAP of pop.?

(4) lmpact

What 1s 1mpact on lo

norbidity and/or
sortality

T T
lo target: ggcmu salaria sortality tn <5's by :o target: train appromisately 500 health persoane)

| decrease fetal wastage and Jow birth weightio baseline 1aforsation 1983:
training of health persoanel cited as a prisary
baseline 1nforsation 1983:

lo ! goal of WOH
| salaria 18 a leading cause of sorbidity and [

8or ality 1o Guinea !

salaris control programs bave bees 1p existesce |

for sose tine; prisary strateqy has been vector |

control |

coastraiots have bess lack of trained persoanel, |

lack of petrol, electricity, aad c? !

njectables :

|

|

|

!

|

I
|
}
|
|
|
|
1
|
|
t
|
|
auch of current treatseat is with :
I
|
|
|
|

{ |
(1) |
lo 2 WOH salaria specialists participated in revies ofio beld sesinars for sestor, aid-level and peripheral-!
CCCD malaria training moduels and 1ostruction of | level bealth persomsel on EPI, COD & salaria (1986)1
lo traiped upprmxuuu 300 bealth workers for vacci-|

lo drafted pational treatsent plan (1986) | natios caspaign (1986) ‘ |
lo prepared coasodity list for lab equipsent,cq (1986) 10 trained personne) fros 1 health ceater is EP1(1586))
lo completed salaria 1n pregnaccy study (1986) 1o 2 WOH salaria specialists participated 1n revies of |
lo malaria tean of 5 Guineans participated 1n 1a-vivo | CCCD malaria training sodule asd 12 1nstruction of |
! testing sesinar 1n Abidjan (1986) | NLA trainisg seminar (1986) !
conducted LAP llud[ 10 Conakry re treatsant prac- lo traioed bealth parsonsel 1o OFT, cold chain madage-|

i tices 1n salaria (1987) | sent, vehicle saintesance (1987) !
developed monthly case reporting foras and cq o trained 30 health parsoane] in OF? 1n Comakry and |

)

I 1nventory forma (1987) [
lo conduct,
1 (1980) |
lo
trained 20 health personnel on slide 1dentificationi
| techmiques and dr:g sensitivity testing (1980

lo developed health education plan for salaria (1988)
|

112)

fo KAP survey (1987} showed that only 163 of cases
| observed vere given correct dosage, although 733
: vere given antisalarial drug

1

lo 1987 luml 10 Kindia and Telisele ahowed urban
I cq use at 67%; rural at 373

i

1{4)

lo malaria cases and deaths appear to bave decreased
| fros 1986 levels (which were much higher than any
previous level: accurate reporting say be probles)

|
|
|
|
!
[
|
I
'
i
I
|
t
I
|
|
!
!
|

received and distributed supplies & equipt. (1988) lo training coasultant worked

Kindia (1987)

traiaing

with WOB and donor per-
sonnel to 1deatify current and future training

| needs (1988)

o conducted -week training courss in EP! and ORY

I with 33 health center doctors and ourses (1988)

lo developed national ORT training fln (1988)

lo trained 20 health parsonsel oo slide 1dentification
techniques and drug seasitivit s testing (1988)

1
!
|
!
|
|
|
!
|
!
t
!
!
[
|
|
I
f
|
|
|
I
|
|
|
|
!

bealth center needs assesssent 1n Conakryio as of 1987, 351 of target 500 bealth staff received!

COMCLUSIONS

(1)Inat1tutionals-

ation: To shat
degree does WOY
support aystes’

(2)Progras
strenqths

(3)Probless/Con-
straints:Wbat

factora lieit tar-

20t achievesent’

(4)Lessons
learsed:
Vhat worked’

!

1)

lo GOG has cug rted malaria control for a nusber of
I years; still need to coordinate with health educa-
| tion cosponent

|

1
lo as of 1988, sign:ficant levels of inappropriate
| treatsent were observed

lo probleas continve with supply and distribution
|

14
lo difficult to seasure 1mpact due to 1nadequacy of

| reporting
i

¥oat did not work?!

Recoanesdations’

12}

o on-the-job trainisq has bees ssthusiastically

| advocated by WOH, althougt rarely i1splesesated

!

1(3)

lo quality of traimang is highly variable

!

|

14)

| appoiat natiosal traiaisg coordisator to develop
| saticeal plans and coordinste lspieseatatios and
| standardization

1o nesd such DOre sassqessat traiaisg

|
|
|
|
|
l

o —————— —— i —— -




GUINEA: EVALOATION CORTENT FOR ACSI-CCCD

Categorias HEALTR EDOCATION BI1S

I i
Plass jo baseline 1nforsation 1983: lo goal: strenqthes UIS to 1sprove data collection,
Neods assassment, |  receatly created Director of Bsalta Education | tabulation and analysis of operatiosal and

qoals, and | position 1n B0 ‘ | surveillance data
objectives,plansed! currently have 12 trained health ea.cators 1in BOH |
1nputs, expected | ma)Or constraints to health ed. progiess hnave beeio baseline informatios 1983:

T
|
|
1
|
1
outcoses t  lack of traiped parsoansl, lack of oqy' peent, and rogormq curreatly goes {ros regional bealth |
¢ skepticise of health vorkers | officials to central-level umt |
' | reportiog rate 1s high 1o sany areas. although !
| | usefulbess of the data is questiossble |
| [ little analysis oa data dose |
| | HIS is not coasidered a priority ares by GG |
: : (according to couatry asseasesat) :
| [ |
| | |
| | |
} | |
! | !
| t |
|
oS | T T
(actual v.plansed}i(l) (13}]
(1) Outputs lo develope’ draft docusant oo health education and o assessed existing HIS and isitiated a surveillance
Vhat vas mvldod,l CORBUDICAL.ONS llﬂl'ﬁ for CCCD (1986) | systes for tetanus, ssanles 10 Conur‘ and for
accosplished? lo cospiled ana sussarized previous health ed. study | infant sortality 1s 2 hospitals (1986
| results (198b) lo conducted bealth services surv (11986)
t2) Quality lo devaloped health ed. plans tor each CCCD interven- io cobducted EPI practices surve 1986}
How vell are nes | tion (1388} io sodified KIS reporting form { 986)
ly:ée,lllllllll lo developed ORT posters and pessages (1988) lo davaloped reporting forsat for disease surveillance
used!? | 1 (1986)
lo reqiosal epidesiclogist assisted 10 desiga of data
{3) Effects collection foras, data verification rocedures,

Access & coverage
Vhat are effects
on KAP of pop.?

|
| computerized data eatry and data apalysie & repor-
! ting (1987-1988)

(4) Ispact
¥hat 18 1spact oo
sorbidity and/or

|
I
[
|
i
|
[
|
1
i |
| |
| )
| 1
| | 1
| | i
| | |
| i |
| i |
sortalaty | } |
i § |
} | 1
| | 1
| | i
| | I
| | |
| | i
1 | |
| | |
] | |
| | 1
| | |
| 1 I
| | |
1 | |
| | |
| | |
] | 1
) 1 [
t } i
i { i
i | |
i | |
| 1 |
| 1 |
! | |
t | !
t | |
I ] I
: 1 |
|
! T
CONCLUSIORS | |
(1) Instatutaonali- 1) Hn

zation: To shat lo MOH does not encoursye health sducation activities lo WOK has ot encouraged HIS activities

degree does WOH | |

support systea? | !
|

|
(2)Progras 13 13
strangths lo no coherent pational health education plan lo constraiots to ieprovessat cited:
1o health education unit director bas not desonstrated! -lack of technical suppart
(3)Problessa/Con- | g:ut involvessnt 1n baalth sducation activities | -lack of amalytic ca ility
straints:vhat jo health ed. unit 18 chronically understaffed | -lack of f ck systes
factors limit tar-io lack of funding 1s a constraint
get achieveeent? e
lo health education cosponent sbould be strengthened
(4)Lassons ! for all interventions, particulary salaria
learsed:
¥hat scried’
¥hat did pot work?

I
|
|
1

Tecvasendations’ :
!
1

1
|
i
|
|
|
1
]
|
1
]
|
-lack of reportirg torss at siddle and peripheral !
levels |
-lack of equipeent Il
|
|
]
|
|
|
|
|
|
[

)
|
1
|
|
|
|
|
|
|
|
|
!



GUINEA: EVALUATION CONTENT FOR ACSI-CCCD

fateqories

OF

CROSS CUTTING COMMENTS (SUPERVISION,SUSTATRABILITY)

Flans

Keeds assessaent, |

qoals, and

T

1o baseiine inforsation 1981:
OR 18 not considerec a priority by GOG
1 OR focus snould be on progras probless, 1ssues

objectives,planned!

19puts, expected
outcoses

|
'
i
{
1
!
|

§
|
|
[
|
[
t

i I
to target: fee-for-service and cost recovery systess !
! will be studied and a vorkable program w1lll
be 1aplesented

o baseline 1nforsation 1983:
sons sedications are already be'ng charqed for

!
|
|
!
|
!
!
|
|
!
t
I
|
|
!
|
[

GUTTTRES : TSUPERVISTOR !
tactual v.plannediit]) 138} [
(1) Gutputs 10 special studies 1 NNT and salaria in pregnancy 1o National CCCD Coordinator conducted supervisory and
What was ﬁrovxded.l being completec in 1966 i planning visit to Kindia (1987) |
accosplished’ 10 conducted study on ORT use (1987 lo received sonthly report on EPl activities from
10 conaucted KAP and graclxces studies 1n EPL, CDD | suypervisors in ! locations (1987)

‘2 Qualaty I and malaria 1n 198 lo CCCD supervisors 1n Conakry revieved health center
how vell are new 10 conducted EP! coverage surveys in 1987 and 1988 I cospliance with MOH EP! guidelines {1968} !
systess/sxills 10 reqional epidemiologist conducted NNT coverage 10 T0 spent one veek with CCCD coordinator supervising
used! syrvey 1n Conrakry tc detersine effective protection! launching of EPI/PHC/

123 Effects
Access a coverage
Vhat are effects
on FAF cf pop.’

'4) Ispact
¥nat 15 1mpact on
80rbidity and/or

 Jevels 1n comsunity (1987

! healtn center follo-1n7
| Essential Drugs proqrae 1988) '
1o supervisory checklists being used in EPI since

i 1957 tor before; 1987 19 earliest report of this!

1

I1SUSTAIRABILITY

H ,
12 conducted preliminary cost recovery study (1986

10 applies an¢ tested fee-for-servicescost reloverv

nrtailty ' system Quring vaczination campaign 11986) !
\
[}
i (]
[}
1
. |
1 [
' '
! , |
. i
' ' |
, ' \
. t 1
\ '
1 t
1
¢ 1
1 ]
: )
i |
. . \
v H |
' |
t
' {
]
TNTLUZIONS ‘SUPERVISICH
T oimstitutaonaiiciflc L4

tatizn: Tcowhat
Zesree does MOM
suppart systes’

2 btagrae
strengt’s

Y brotlens Tor-

' (M5 oLmt et
6% 1thieveser!

4

RIINH
RCTTSAC
vyt e fued
.y

-a-zgeendations’

o GOG mas not encouraged Ch

‘ '

C giver the reiatively higr proportion of physicians
It Suihea. eftcrts to strengther 1n-country capa-
D1.ity tC OC Operations researct should be made

CIESAR LI B

1o need to continue to revise and 1eprove supervisory
I checklists
1o supetvision still needs consideradle 1aprovesent

1SUSTATNABILITY

"y

10 GOG highlv cosmizted to charging fur health
gervices, 45 snown Ly extensive cost recovery
gtudies encoufaged by Governsent

10 (KOG has ccasitted adequate funds to

1
!
'
1
[
i
!
[
1

PHC developaent!

sy
10 ccSt recovery systees siow to statt

10 rack of tiseiy reiease ot local tunds

1
'
'




GUINEA: EVALUATION CONTENT FOR ACSI-CCCD

Cateqories PROGRAN NARAGEMEWT I|
I

Plans lo baseline 1nforsation 1983:

Needs assesssant, | GOG supports a national PEC strategy esphasiting

goals, and | decentralization

objectives,planned!  strong MOH cosaitment to PHC, but lisited funds
1nputs, expected revantive aedicine and PHC uni®s centered in

[
outcoses | : MCH unit cantered 12 Minw try of Social
I Affairs: MOH and MOSA often collaborate closely
I CCCD will act entirely from sithin BOH; no new
| personnel or facilities can be provided
[
:o country assesssent done 1983
i
|
|
|
|
|
|
1
OUTTONES I
(actual v.planned)i(1)
(1) Outputs 1o acquired T0 office space (1985)

What vas Ero:xdod.lo prepared procuresant plan (198%)

accosplis! lo developed 1986 workplan (1985)

lo coordinated formation of steering comsittee; met
(2) Quality | three times 1n 1986
Hov well are nev io 1dentified Project Coordisator, technical officer
ly:;:ullnlu I 15 1986
used?

lo performed mvulog of supplies, sarvices and
| personnel in health facilities (1986}
(3) Effects lo Co-coordination Cosaittee set throughout 1986
Access & coverage lo developed 1987 vorkplana (1986)
¥hat are effects o Mational CDD Coordinator named (1987)
on KAP of pcp.? lo developed 1988 workplan (1987)
lo sade plans for recruitment of adainistrative
{4) lapact | assrstant (1987-1988)
What 13 1spact on lo new technical officer assigned 1n 1987
sorbidity and/or lo developed 1989 workplan (1988)

sortality |
I
|
I
|
I
|
|
!
t
|
|
I
|
t
|
|
|
|
|
l
!
I
|
|
I
|
|
|
!
|
1
1
COMCLUSIONS |
(1) Institutiosali-1(])
zation: To what 10 GOG wtates coasmiteent to Child Survival activities
degree does WOH |
support systes! |
I
{2iProgras 12)
atrengths o CCCO activitims integrated into GOG PHC plaas

lo WOH is soving tovard decentralitation of PHC
(3}Problens/Con- | sanagesent
straints:¥hat ’
factors lumit tar-i1(3)
jet achievesent? !o lack of uugtunl training at all levels
lo procuresent delays, understaffing, and sorale

t4)Lassons I frob}gu cited repsatedly as progras constraints
learned: lo lack of transport, comsusications and energy supply
Vhat worked? /' also cited as progras limitations

hat did not work?lo lack of CDD courdinator inbibited progress in
! firat teo years of COD progras
Recossendations! | “
14
o recossend ertending Frogcct uatal 1991, from
' {ros original PACD of 1989: exteasion approved
by USAID/CDC/GOG



JESOTHD: EVALUATION CONTENT FOR ACSL-CCCL

Froject Start: May 1984  LOP Funding: $415,600

Categories EPi (Wi}

] ; I
Plans lo target: reduce measles lorbxdll{llor!alxly b‘ 401 o target: reduce diarrheal disease mortality by 501 |
Needs assesssent, lo revised: reauce |orb111t§/|orta 1ty due to NAT, Poll increase ORT use by 502 |
goals, and : anc¢ measles by lo revised:increase access to ORT to 801 of target pop!

object .ves,plarnedio target: increase coverage to 801 for seasles,
1nputs, expected 751 for DPT, Polio

| 1ncrease saternal avareness of ORT |
to 1987 plans: decrease hospital diarrheal disease CER!
|

outcoses lo revised: increase covera?e to 701 for measies, to 61
! 651 for DPT, Polio ! finalize national policy on correct ORSI
lo 1987 target: increase full coverage to 751 ! S55, home fluid use
! dec. measles sorpidity to 3500 cases ! 1aprove packet production/distribution |
1o 1988 target: increase fuli coverage to 851 | ]
! dec. seasles sorbidity to 2500 cases | 1
fo plan for 1001 of fixed ctrs. to have vaccination lo 5-year plan developed 1n 1985 !
| capability 1 1
1o S-yr plan developed 1n 1985 | |
|
QOUTTONES 199) 8% T
{actual v.planned)lo developed grotocol for regional EP1/CDD surve lo developed/conducted ORT sysposius for physicians |
(1) Outputs lo assisted "OH 1n developing S-yr. accelerated EPI lo established ORT tratning & treatsent umt at nationl
¥hat vas ﬁrovxded,l plan I referral hospital |
accomplished? lo developed procedures to monitor/isprove injection lo developed protocol for regional EP1/CDD lurve[
| practices lo conducted a diarrheal disease syaposius vith LMA

12} Quality lo conducted a 1-day vorkshop on seasies epidemiology,
How well are nev | vaccination and surveillance

systeas/skills i0 1ncreased supfly of steriie needles

used? ‘o supported 1mplesentation of new vacc. schedule
t tper VHO recoamsendations!

13 Effects lo facilitated 3-m0. 1maunization campaign

Access & coverage |

Vhat are effects 1(2)

on KAP of pop.] 1o §51 of 1mmunizations given vith sterile needles,
! 703 witn sterile syringes as of 1986

(4) lmpact |

What 18 1mpact on 1(3)

sorbidity and 1o 1986: coverage increased between 3 & 161 for all

ORTUs 1n 16 hospitals by 1987 (giving 901 of all
hosgxtals ORT capability)

established (DD coordipator position (1986)

io cospleted 3-veex eval of EP! & CDD reqional progras
lo supported training of >80% of medical staff 1n

I ORT untts

io doubled local production of ORS fros '86-'87

1

!

o [
t |
|

!

|

i

[

lo assisted 1n developlent/llglelentatxon of national !
]

i

i

|

i

!

\

1

i

o

I policy and workplan for CD

[
1H2)
'2 health center staff knowledae of ORT very high
1o community level of avareness of 555 at 961, but

aortality? antigens;full coverage at 651 frow 403 1n 82! proper sixture only at 91
! 1763 of target! 1
lo 1988: coverage targets foi DrI,Polio exceeded 13
' seasles coverage target nearly settw/in 23} +o cossunity use of ORS at 741 1n 1988
| full coverage steady at t51 |
| ey
14} (0 hospitai CFB decreased fros 121 to 31 193)-1968
10 seasles incicence decreased from agproxllately 1o totai ) of cases seen in 6 ORTUs dec:eased by 301
1 %2/10,000 to 10/10,000 (136 - 19B&: i fros 1987 to 1988; 851 received proper treatsent
! polio decreased significantiy Ic average | of cases and deaths due to diarrheal !
| diseases decreased drasatically after 1ncegtxon of
‘ I ORTU at OF 1] hospital:310 adaissions,CFR:=7.91 1964
. 170 aderssions, CFR=5.SI 1986-88
' (possibly due to weather, fees or other conditions !
I not related to decrease in incidence’
ZONCLUSIONS Hp ! !

111 ]nstitytionair-ro EP! wveil integrated 1ntc Nat'i Child Health progras
zation: To what ¢

deqree does MOH 102}

support systes! 1o cold chain well-maintained

lo supplies of vaccination saterials, e%
1o mothers are hx?nlg sotivated tovard LP!
io peripheral staff higniy committec to EPI
io donors well coordinated in support efforts

i2) Progras
strengths

13+Proviess/Cer-
straints:¥hat A%
tactors limit %af-+o reporting difficyities nave caused contusion with
get achievemert’ respect tc 1mpact o coverage
‘0 COTTect dosages RC: d,vays gliven
4, Lessons Leasned.c need for continuing externa. support for
¥rat voreeg’ » supplies, equipeent
Vrat di1d not weril it
.0 @SS CampaiGns & aslitiir te reaular access
appears tc hdve [eproved ccverage
¢ recossendations:
| -en.ist services of .ong-ters consuitant, sedical
€pi1deni0.0q1s?
-180I0ve repcrting
-provide tralning of correct dose adeinistration

kecommendaticrs’

!
| -provide outreach :Atc fufa. dreas via nurses,VH¥s :
!

-train nurses to 1dentify children’'s vacc. status

uipt. adequatelo ORS distribution widespread, coordinated
i

i

R

to ORT activities well organized, coordinated
o 1ncreased cosaunity acceptance

Ik}

10 uncerreportxng
10 need sore fee
1

of diarrheal disease
back from ORTUs

[N ¥

' health ed. messages appear to have been able to

i influence cossunity \h positive #dy

'C recossengations:
-1ncorporate traditional healers into systes
-prepare annual workplans with tracking systes
-increass staffing

v
1
{



http:CFR-5.51
http:admissions,CFR:7.g9

LESOTHO: EVALUATION CONTENT FOR ACSI-CCCD

Categories NALARIA TRAIRING
| I T
Plins lo malaria not considered a probles in Lasotho lo target: train approx. 1040 persoanel in CCCD |
Needs assesseent, i | 0 district wor on planning and !
goals, and ] i sanagesent by end of 1987 |
ob)ectives,planned| lo 1987 target: train 2800 health workers in CCCD |
1nputs, expected | lo 1988 target: train 2000 health workers and |
outcones li 'I cossunity leaders in CCCD Il
: llo annual budgets/workplans developed 'I
| | |
! | |
! | |
| | |
ll 1 |
I 143 T
(actual v.planned)| lo conducted 7 rogioul level inservice training |
(1) Outputs [ [ vorkahops, 1 3-day 10T workshop |
¥hat was provided, | lo conducted first rozioul continuing education |
accoaplished? | | workshop for 38 CCCD/HSA facilitators (1985) ]
) | lo conducted 3 continuing od. workahops in 1986 |
(2) Quality ! | for HSA trainers i
How well are nev | lo conducted syaposius un diarrheal disease with Lesotho ]
systeas/skills | I Medical Assoclation [
used? ! lo sponsored natiosal sysposia on ORT for 110 health !
I | parsoanel !
(3) Eftects ] lo aupported training for 41 nurses in ORT at national !
Access & coverage | I facility |
Yhat are effects | lo co-sponsored 2 cont. ed. workshops for HSA trainers !
ou AP of »0p.? | lo supported training of >80% of sedical staff in ORTUs |
| lo supported training of 8 Basotho in CCCD mid-level |
(4) Impact | M0 t {
What 1s 1mpact on | lo trained >2800 HSA-level staff fros ‘86 - '67 |
morbidity and 1 lo developed CCCD traiming materials for EPI,CDD |
sortality? ! lo developed agreesent w/ URICEF for VHY training |
! lo 1ntegrated family plamning training into CCCD i
: lo trained 2800 HSA-level staff w/ URICEF in ‘87 :
|
| ! |
! | |
| | |
! | |
| ! |
1 | |
| 1 |
i [} |
| { |
! ! ]
l | !
|
| I T
CONCLUSIONS ] Hn
{1)Instatutionali-| to training given high priority in MOM
zation: To what | |
egree does WOH | 1
upport systea? | 1(2)
! lo VHV's are effective, particularly in CDD
(2) Prograa | lo continuing education excellent: provides for high
strengths I | quality training with minimal dilrugtion of work
1 lo training is decentralized, service-level
:3)Probless/Con- | 1)
straints:Vhat ! 1o sanagesent training needed

.actors limit tar-|
et achieveaent? 'I
4)Lessons learned!
dhat worked? |
fhat did not 'ork?ll

‘econsendations?

lo need systes for tncking, evaluating traiming )
IIo transportation is most frequently cited coastraint

14)

lo recossendations:

-coordinate and standardize HSA training
“revige & uﬂdate trainuig sodules
-1sprove vehicle use policies
-strengthen VHV, TBA training




50THO: EVALUATION CONTENT FOR ACSI-CCCD

.tegories HEALTH EDUCATION HIS
1 1 I
ans | ] ) |
«ds assessment, Io 1987 target: adopt/transmit standardized EPI, CDD Ilo target: estiblish bassline sorbidity & mortality |
als, and | nessages I rat o for EP] diseases, diarrhual |
jectives,planned| | by end of 1984 |
puts, expected Ilo annual workplans developed as of 1987 : establish regular CCCD pevsletter by 1985 :
wtcoses
lI fo 1987 target: sstablish sore tisely & respoasive HXS:
!
| lo annuals plans developed as of 1987 i
: :o assesspent performed 1905 :
| ! |
| | |
: | |
TYTORES (48] I !
1ctual v.plansed)lo developed CCCD comsunity bealth educatios materialsio collated and analyzed 1984 HIS data |
1) Outputs 1o developed 9 locally adapted CCCD training wodules lo produced EPI/CDD quu'ttrl{ nrm cov_cruusl-'as ]
ut vas Erovided,lo developed plan for sass sedia improvesent {o begen monthly Lesotho Bealth Iaforsation Messletter|
cconplished? lo davel agreesent with MOH, AIB, and Peace Corps lo established sentinel surveillance systea using |
1 for PCV assistance | nurse-clinicians in >SO haalth centers |
2) Quality lo sy Portad the developeent of 3 Sesotho booklets forlo produced reqular and timely EPI quartarly reports |
ov vell are nev | VAV's and other cosaunity health workers lo sonitored santinel surveillasce systes in 56 |
ysteas/skills  lo with new PCV, improved graphics dept. | hospitals !
sed? lo printed & distributed isproved iss. schedules lo supported H]S unit processing of 1986 EPI/CDD |
| and diarrheal disease treatsent charts | survey results I
3) Effects to added HEALTHCON coemunications project to CCCD lo made recosssndations for 1986 HIS external emal. |
ccess & coverage lo developed and printed materials for ORTUs 1o assisted in developeent & distribution of nes |
nat are effects (o distributed projectors & slides to HSA training | reporting form |
n KAP of pop.? | teas lo co-sponsored 2 HSA imaunization coverage surveys |
lo cospleted evaluation plan for decentralized io funded printizz of st EPI Bulletin in 2 yrs ('67) |
4) lmpact | continuing education systes fo assisted health stats unit in identifying needs |
‘hat is ispact on lo sponsored 2 MOR participants at 1987 ARBEC | and drafting workplan |
orbidity and lo luprortod HEU and HEALTHCOM in conducting social io assisted in hiring of new rrlonul |
-ortality? | sarketing seainar jo intensified discase surveillance activities per |
lo devel standardized ORT sessa | 1986 recossesdation |
lo deaigned & gnnted O0RS/55S pllth::s lo improved tiseliness & accuracy with increased staff!
lo created health ed./ORT policy & vorkplan lo svitched froa hand ullx sethod to computerized |
lo conducted KAP study on issunization, ORY practices | reporting systes in 196 !
lo assesbled EPI, CDD reference library ] f
:o developed broadcast sessages ! |'
|
! | |
] | |
| ! !
| | |
| | !
! | |
! | !
|
1 T ]
ZORCLUSTONS 1 101} o |
(1)Institutionali-lo Health Education Unit vell established in MOH lo Health Statistics Unit is in the MOH |
zation: To what | ] |
jegree does MOH | | !
support syates? 1(2) 1H2) o |
lo overall iapressive level of activity lo reporting delays improved nininuntly over time, |
12) Progran ] | particularly with added staf !
strengths :(3) Ilo overall excellent systea !
(31Probleas/Con- lo staffing shortages,space cited as major constraints!(l} )
straints:What ] jo still need improvesents in accuracy
factors liait tar-1{4) lo staffing shortages resain a constraint
jet achievesent? :o PCY, HEALTHCON tremendous assets IIH)
(4)Lessons 1earnedll lo switch to computerization say have been res ible

What vorked? | for reported decrease in vacc. coverage in 1984
¥hat did not work?! ]

|
I
|
|
|
|
|
|
:
1o recossendations:
Becosnendations? -provide training in use of data, plamning and |
adainistration/procuresent !
-develop VHV data collection systes :
1

|

|

!




LESOTHO: EVALUATION CONTENT FOR ACSI-CCCD

Project Start: May

Categories

OR COMMENTS: SUPERVISION, SUSTAINABIL'TY

|
Plans |

1
|

Needs assessment, lo tarjet: ansver S of 7 research questions enumeratedlo plan to continue decentralization
j |

goais, and
objectives,planned!
1nputs, expected
outcomes

in Project Grant Agreesent by 1987 lo plan to initiate sose fee-for-service sechaniss
t

OUTCORES 1Tl
factual v.plannediio

(1) Outputs lo

What vas ﬁrovxded,lo

accosplished? |
lo

{2) Quality lo

Hov well are new lo
systems/skills  lo
used? i

lo
(3) Effects 1
Access & coverage Io
¥hat are effects !
on KAP of pop.? :o
14) lepact !
¥hat 1s 1spact on |
norbidity and !

!

|

\B |
conducted diarrheal disease stud{ 1 <5's |
developed protocol for regional EPI/CDD survey ISUPERVISION

coapleted assessaent of health & socioeconomic 1

1epact on nutrition & diarrheal disease lo MOH reorganized, CCCD placed 1n Family Health
supported | Basotho 1n regional review cossittee | section

confleted/assxsted 1n 3 special studies io began development of supervisory checklist
collaborated with MOH to reviev 3 proposals !

agsisted the reviev and revision of coverage survey!

proposal 1

coupfeted HSA coverage, family planning and ARI

assessaent
studied ORT unit 1mpact on admissions & deaths

set targetted nusber of OR activities; however,
did not perfora KAP studies as planned

zation: To what
deqree does MOH

lo need to cosplete & 1spleaent supervisory checklist

|
|
i
|
]
|
1
sortality? )
|
|
| 1
i 1
| |
| |
1 1
1 |
| |
} |
| |
| !
I |
| |
1
i T
CONCLUSIONS 1 ISUPERVISION
(1) Institutionali-! 14)
)
|
|

support systea?

114}

factors limt tar-

io supervision reguires strengthening
lo sanagement training needed

lo decentralized planning considered a strength

I
{2) Progras 1o need to generate more 1interest in performing 1SUSTAIRABILITY
strengths | operations research 11

| Jo project well integrated 1nto PHC systes

(31Problens/Con- ! H2

straints:¥hat ! 10 reorqanization seen as helpful
H
|

get achievesent!’

‘41Lessons learned!
¥hat vorked’ [
Wnat did rot work?!

kecosaendations?

1
|
|
1
|
t
|

1
to OR funds not used
lo government vas unable to increase contribution
1 as planned
lo recomsendations:
{ -add cost data to HIS
-charge for health regxstratxon card
-comsercially market ORS
-charge for well-baby visits

B

v,



LESOTHO: EVALUATION CONTEWT FOR ACSI-CCCD

Categories PROGRAN RANAGEMEW?

!
Plans |
Needs assesssent, lo plan for antial evaluation, apnual ol pians
goals, and lo plan to cont.nue decentralization
objectivas,planned|
inputs, expectsd lo country assesssent done 1983
outcoses :

]

|

|

[

I

|

:
OUTCONES I
(actual v.planned)lo coatinued to decentralize activities
(1) Outputs

What was provided, |
accoaplished?

(2) Quality

Hos well are new
systeas/skills
used!’

(3) Effects
Access & coveraje
Vhat are effects
on EAP of pop.?

|
|
|
|
|
|
i
|
|
|
!
|
(4) Ispact l
What is 1apact on |
sorbidity and |
sortality? :
!
|
|
|
|
|
|
|
I
|
|
|
|
|

I
CONCLUSIONS 11
(1) Institutionali-lo project well integrated, well supported by MOH
gation: To what
degres doss WOH  1(2)
support systea? lo gsoject qenorallz vell-sanaged
lo MOH, project leaders responsive to recossendations

(2) Progras lo donors well coordinated, effective

strengths lI -
{3)Probleas/Con- {0 staffing shortages and transportation continue
straints:¥bat | to be constraints on program progress

factors limt tar-|
get achievesent? 1(4)
lo recoasendation:
(4)Lessons learned! -continue to improve donor coordination
¥hat vorked? | -increase staffing in administration and HIS
What did not vork?l  -shift T.0. responsibilities to management skills
! transfer and field activities
-develop evaluation schedule
-extend project fros original PACD of 1988 to
1991 extension approved by USAID/CDC/GOL

Recossendations?




LIBERIA: EVALUATION CONTENT FOR ACS!-CCCD

Project Start: July 1983  Funding:0655,000
Categories EPI €00
T T T
Plans lo target: sortality reductions: lo target: decreass sortality due to diarrheal diseasel
Needs essesseent, | susles | by 208 |
goals, and | rtussis 301 | increase progoruoc of facilities using ORTI
objectives,planned! 25% [ fros 108 (1983) to 708 (1987) |
inputs, expected | ! increase proportion of m with access to |
outcoses 1 coverage inCreases: | ORT fros 203 (1983) to (1987) |
| antigen  19¢7 1983 (bassline) ! increase proportioa of <5's who bave uti- |
! BCG 658 408 (<S'm) [ lized ORT froe S3 (1983) to 253 (1987) |
! ssasles 451 208 (9-24 wcs.) | iscrease proportioa of sothers of <5's who |
| DPT/0PY 401 158 (3-12 »os.) | have kmow of ‘nrnuoa & adarnistra-|
II tetanus 401 153 (pregmant wosen) | tion of 085S fros 51 (1983) to 358 (1987) :
|
lo baseline inforsation (1982): lo baselise inforsation (1982): |
! cold chain 1nadequate (lack of funding cited as |  ORT is well-established coacept in Liberia |
| prisary reasos) | ORT training is included iz aursing, physician’s !
| 10appropriate age groups receiving vaccine (lack |  assistast curriculs |
| of training cited as prisary reason) | GOL thus far not very comsitted to ORT |
| estisated incidecces: ssasles 28/1000; | diarrbeal disease incidesce estisated at 57/1000 |
: pertussis 2/1000; tetanus 7/1000 ! 1

TS I
(actual v,plansed) (1)
(1) Outputs to developed policies, procedurss and guidelines for

That vas provided,! funds accountability, vehicle use/saintenance, cold! controi poli

accoaplished? | chain saintenance, and vaccine schedules by 1984

lo began dohur{ of 1saunizatios services 1n target

(2) Quality 1 area clinics (1985)
How well are nev lo coapleted outreach schedule glunod for Bational
systeas/skills | [Iseunization Veek (RIV) (1985}
used? lo 1splesented nev S-year plas (1985)

lo codducted national vaccination week; activities
(3) Effects | highly decentralized (1985)

Access & coverage [0 completed 15 1smunization coverage surveys (1986)

¥hat are effects lo defined role and position of Project Manager withinlo conducted revies and

on KAP of pop.? | MOH (1986)
lo added S counties to EPI project area (1986)
1o revised the LOP coasodity requiresent plan (1986)

and conducted by national

(4) lspact
¥hat is 1epact oa lo held TOT course, planned
sorbidity andsor | staff (1986)

1148] I
lo began study re use & efficiency of bose fluida{1984}
lo beqan upluuu({;gg)o! pational diarrheal disease :

lo constructed desonstration unit at sajor bealth |
| centar (1986) !
lo began training ORT unit staff for mew unit, unnod:

| trainers (1985}
lo developed, through local contractor, poncx, pro- |
| cedures and foras for fee-for-service/revolving |
| drug plans (1986) )
io 1spiesssted plan to distribute motorcycles for |
| purchase (1986} |
evaluation of trainieg

I activities (1986)

lo uflmntod Mational Diarrheal Dissase Control

I policy (1986)

10 nes Director of Diarrheal Disease Control unit

| appointed (1987)

|
|
|
|
|
|
sortality lo conducted second RIV (1986) 1o continued traising peripheral health workers at |
lo 1987 focus vas decentralization of plasning and | ORT Desonstration & Traiming unit (1987 !
| 1splesentation to county level;generally successfulio established Diarrheal Disease Technical Advisory !
lo conducted third MI¥; sajority of activities locallyl Cosamrttee (1987) !
! funded (1987} lo unit director attended 1-soath training course in |
lo cospleted ational vacc. coverage survey (1987) | doulogun! of health ed. and prosation activities |
lo drafted national 1msunigation policy (1387) 1 for COD (1987} ) !
Iloldovnlopod supervisory checklist (1986} to opened second ORT Desonstration/Training lhm(l987llI
(3) !
1o coverage as of end of 1987: 1(2) !
! BCG DPT/OPV DPT/OPY] eeasles full TT lo in ‘88, sose hospitals still using IV and drugs |
1 6sy 708 m 601 221 408 I I
! (all coverages achieved or exceeded targets except !(3) |
1 DPT/OPVI) io 1988 estisate of target achieveewat: |
! | ORT use: 15.71 nationwide; target was 251 |
1(4) lo as of 1986, aps;gnuuly 601 of health centers and!
1o 1988 estisates of reductions in sortality: I clinics using |
1 NNT: 21,63 = 728 of target | |
| pertussis: 32.4% : 1301 of target 1(4) |
| esasles: 44.41 : 1111 of target fo not possible to assess ispact of ORT oa diarrheal !
: | disease sortality :
1
| l |
|
I 1
CONCLUSIORS |

(1) Inst1tutiosali-1(1)

zation: Yo shat 1o GOL is comsitted to expansiun of EPI nationwide;
degree doss MOH | EP! 18 under preventive services 1n MOH, but 1s
support systes? :(Z?Anaqed a3 an 1ndependent progras

(2)Progras lo progras has succeeded 1n generating much local lo delay in 1mplesentin
strengths ! financing for national 1ssunitation veeks
1o ucegéxonal leadership of CCCD County Supervisors | lack of progress
(3)Probleas/Con- ! and PCY counterparts in national 1smunization weeksto lack of adequate
straints:Vhat 13 | saterials and set

factors limt tar-lo lack of sufficient funds 1s prisary constraint
get achievesent? [0 chain of cossand 13 unclear due to 1ndependent
| npature of the EPl progras

(4)Lessons lo cold cnain still 1nadequate witn respect to WHO
learned: ! standards
¥hat vorked? 114)

What did mot work?lo social mobilization and exceptional leadership
| considered to be most significant factors 18
Recossesdations? success of national 18sunization seeks

I
| |
1) !
o GOL initially not very active in prosoting 0RT; I
| appointsent of persanent Director has helped I
| 1sprove and i1ncrease activities !
1(3)

national policy a coastraint
1o delayed arrival of CLCD T.0. a factor 1n arly

mml, heclth education

lo 1987 evaluation cited failure to seet ORT training
| target due to administrative and persoanel probleas
1(4)

lo lack of progress 1o part related to focus on EPI

|

|

|

|

|

]

{

|

|

|

activities :
|
|
|
|
|
|
|
|




LIBERTA: EVALUATION CONTENT FOR ACSI-CCCD

Access & coverage lo as of end of 1986, approxisately 80% of health

What are effects
on EAP of pop.?

i
i
t
|

facilities sanpled were wsing correct treatsent;
about 701 were using correct prophylaxis

salaria control; 22 TBAs had received training 1in
counseling of sothers and social sobilization;

and 900 clinic and bospital sorkers vere trained

Categories MALARIA TRAIRING
1 I 1
Plans lo target: decrease sortality due to salaria by 208 o baseline 1nforsation (1982} _ |
Reeds assessment, | 1acrease proportion of pop. with access to | MOH desires training and bealth education in |
goals, and | cq treatsent & propbylaxis fros 208 (1983) | all areas and st all levels |
objectives,planned| to S03 (1987) | |
inputs, expected | 1ncrease proportion of <5's who have uti- (o cosprebeas ive training nesds assassse..t dooe 1986 |
outcoses | lized gruul tive c2 treatsent for fever | 1
! fros 15 (1983) to 403 (1987) | !
! increase proportion of pregnant wosen sho | |
! utilize cq for malaria grophyluu fros | |
lI 108 (1983) to 303 (1987 ! :

i
lo baseline information (1982) | 1
| progras currently plagued by lack of funds for | !
| control activitias | |
| GOL plans for salaria progras to becose part of | |
I PEC systes i |
: salaria 1ncidence estisated at 173/1000 | :
|
| ) 1
|

00T | T o
{actual v.planoed) (1) it |
(1) Outputs lo presented final draft of Bational Malaria Costrol lo conducted T0T course for mid-level maagers (HLMs) |
What was provided,| policy to Minister (1986} | for 4 county-level & 5 natiosal-level supervisors !
accosplished? lo traioed 4 natiopal-leve] staff in methodology of | (1985) w |
| in-vivo monitoring of cq rasistance (1987} lo developed training materials for clinic-level !
(2) Quality 1o developed plans for sonitoring introduction of CRPFI workers in 1msumizatios delivery, OT, aad malaria !
How vell are ses | -plans approved by Malaria Technical Cosaittee(‘87)! presusptive treatseat (1985) ) ) |
systess/skills 1o developed plas to train more hsalth sorkers 1n lo trained clinic level workers for natiosal issuni- |
used? | 18-vivo testing (1987) | zation wesk (RIW) (158%) |
! lo as of 12/85, 56 clinic level workers had received |
(3) Effects 12) training 18 imsunization, diarrbeal dissase and 'l
I
|
|
|
|

|
I
|
I for the RIV 1gn
(4) lepact "3 lo conducted nﬁﬂﬁp on deceatralization and planning
¥hat 15 1mpact on lo 1988 salaria treatsent coverage estisated at 583, | and accountability of resources for isaunization
sorbidity and/or | vs. 301 target | activities:60 sanagars & supervisors attended(1983)1
sortality ! lo cospleted trainisg of health workers to conduct OR |
1(4) I study for CDD (1985) |
fo apparent decrease 1n death-to-case ratio; increase (o trained ORT unit staff, tralned traisers for ORT |
| 1n nusber of cases overall (1986) uait (198%) !
! lo by 1986, bad trained 972 EPI,48 CDD/salaria per1- |
! ! g‘onl health staff; 9 KLMs; 1 senlror official; 1
! 1 3 PCVe; and 1) {ntervievers ]
I lo cospleted cosprebensive training peeds assesssent II
! 1 (1986)
| lo revised LOP training plan (1986) I
| lo trained natiosal couaty and supervisory staff 1a |
! | fea-for-service systes (1986) |
! lo 0BT unit director attended 1-so. training course |
! I in developing health ed. & prosotion activities !
' I for COD (1987) !
! lo trained 4 pational-level staff in methodology of !
! i in-vivo sonitoring of cq resistance (1987) I
| 1o hald 10-day TOT course for natiosal-level 1nservice!
! | education staff (1987) ‘ o
1 !o produced job aids oo mixing 0R5 and using sterile !
| I 1njection cfuxpunt; distributed to all climcs |
| ! and hospitals {1987) !
! lo as of ‘88, approx. 2000 health persoansl trained |
!
! T
CONCLUSTONS | (
(1) Instatutionali-1{1) 1)
fation: To what  lo GOL states cossitsent to salaria control, but has lo GOL supports training goals, but has difficulty
degree does MOH | not been very active 1n funding or policy develop- | with financing traiaing activities
support systea! | sent 1
I
(2)Progras 112)
strengths :o supplies of chloroquine are adequate
(3)Probleas/Con- 1(3)
strainta:vhat lo lack of inservice training in treatmsent and prophy
factors lisit tar-! laxis
get achievesent? ;(4)
(4)Lassons lo lack of nmations]l policy caused a8 to sov
learned: i slowly poticy progt sove

¥hat worked? |
¥hat did mot nrk?:

Recoaseadations’?

!
!
|
!
!
!

|
|
!
|
|
-
|
|
|
|
|
|
|
|
|
|
|
!
|
(

T
|
|
|
|
t
|
|
!
|
|
|
|
|
|
|
|
|
|
|
|
1
|
|
|
|




LIBERIA: EVALUATION CONTENT FOR ACSI-CCCD

Cateqories HEALTH ELUCATION Hls

T T T
Plans lo baselise 1nforsation (1982) lo goal: to have a fully operatiozal HIS by the End
Needs agsessment, |  MOH desires bealth education and traioing 1n | of the Project
goals, and ! all areas «nd at all levels
objectives,planned! lo baseline inforsation (1982)

inputs, expected
outcosas

of Health and Vital Statistics

office, than to WOH
sethods and quality of reportisg vary greatly
spproxisately 403 reporting rate

of reporters, and supervision a probles
reporting sethods do aot accurstely assess
sorbidity and sortality

health statistics currently cospiled by Division

sonthly reports seat to county sedical directors’

lack of transportatios, comswaications, trainin

|
|
|
|
|
|
[
|
|
|
|
|
I
l
|
|
!
|
|

!
(actual v.planned)i(])
Oy

(1) Outputs

What was provided,

accospliahed?

(2) Quality

How well are nes
systeas/skills
used’

(3) Effects
Access & coverage
What are effects
on KAP of pop.?

(4) Ispact
Vhat 10 18pact on
sorbadity and/or

lo forsed Bealth Education Subcoasittee; held 3
| seetings 1n 1984

io MOH ngprond proposed roor?lniunon of the
I Health Eduation umit (1984

lo developed NLX training module (1985)

1o developed sass sedia sessages for national 1mauni-

I zation week (1985)
2 developed ters, training aids for NIV (1985)
'o conducted 3 health inforsation aad prosotion

| radio campaigns;assessed as highly successful(1985)

lo planned national radio caspaign on diarrheal

[
Hn

lo CCCD subcomsitte formed to evaluate the HIS (1984)

lo conducted mortality and use of beslth services

! :lllglaIS) survey; detersined baselise sortality data
| 4)

lo cospleted 1nitial HIS revies (1986)

lo developed first phase plany for HIS (1986)

lo developed draft sentine] surveillance systes;

| selected 10 clinics to start (1987)

lo revised eorbidity aurveillance fors (1987}

lo produced training saterials and HIS sanual; field
| tested 10 10 clinics (1987)

! disease; produced and field-tested sassages (1987) lo produced and distributed sewsletter providing
]

fo reorganized the Information, Education and Cossuni-!

! cation (IEC) Division in the Ministry to include
I both health education and traimin (r&ct. 1987)

lo produced training materials and HIS sanual; field
| tested 10 19 clinics (1987}

eedback to counties (1987)

lo assigned full-tiee epidemiclogist to refine and
I isplesent strong RIS (1987)

lo released NUMS results in March 1987

-7

[
!
I
|
!
!
|
|
!
|
!
|
|
[
|
|
1
!
|
|
|
|
[
|
|
|
I
|
!
|
|
|
!
I
|
|
|
!

|

sortality | |

! !

| |

| |

| |

| |

| 1

| |

! |

| |

| 1

| |

| |

l |

| |

| |

! !

[ |

| [

| |

[

| |
CORCLUSIONS ! 1
(1) Instatutionali- (1) (1) o
tation: To what o Health Education unit now established as part of 1o GOL mot active in prosoting BIS: very veak
degree does MOH | Ministry I cosponent overall

support syates?

(2)Progras
L ngths

{3)Probless/Con-
straints:Vhat
factors limit tar-
get achieveeent’

(4)Lessons
learned:

vhat vorked?

vhat did not work?

Recossendat ons?

I

1(4)

lo although reorganization caused slow progress 1in
I health ed. activities, ultimately this action
vas considered a positive factor in later health
od. achievesents

|
!
!
!
!
|
!
!
!
|
!
!
!
|
!
|
|

|

|

13}

lo significant lack of trained staff, resources
|

14
lo need to train and increase nusber of staff

1
[
|
|
|
|
|
[
|
!
i
|
|
|
|
t
!
|
|
|
!
|
|
|
!
|

A



LIBERIA: EVALUATION CONTENT FOR ACSI-CCCO

{ategories OR CROSS CUTTING CONNENTS (SUPERVISION,SUSTAIMABILITY)
1 i

Plans lo baseline 1nforsation (1982) 1o goal: to have cost recovery systeas and revolving

Needs assesswent, | operations researca 1n Liberia 1s directed toward| fusds 1aplesented at all 3 health service

goals, and | solving prograssatic probless | levels: health post, health cemter,é hospital

objectives,plannedi

\nputs, expected | GOL will increase funding coetribution {roe

outcoses

80 in year 1 to #157,000 in year 4

o baseline inforsatioa (1982}
Liberian ecososy struggling; BOH budget 13 ve
linited; no oev parsonnel can be added for (CC
Project bopes eventuaily to iavolve enough
Liberian bealth facilities to allow for institu-
tionalization

e e ———— — ———— ————— — — —

CTTCORES I
tactual v.planoed)((1)

(1) Outputs 10 began vork on ORT operational research project; hadi{2)

¥hat was provided,! to stop due to political unrest, to restart at
accoaplished? I a later date (198%)

o E:;torled 2 measles outbreak 1nvestigations (1987)
121 Quality 10 began chloroquine resistance study (?987)
How well are new !
systeas/skills
used!

(3) Effects
Access & coverage
vhat are effects
on KAP of pop.?

(4) lepact
¥nat 18 18pact on
sorbidity and/or

I
I1SUPERVISION

lo as of 1988, prograss vere using SUpervisory
| checkliats

I
:?USTAIIABILITY

1)
o :?ggztstully lobbied for Developeent Budget funds
|
jo trained national county and supervisory staff 1n
i fee-for-service systes (1986
1o began 1eplesentation of local health care fipancing
I activities (1986-87)
lo appointed nev, persanent Project Manager (1987)
to tested fee-for-service and revolving drug fund
| systess in counties (1987)
|
"

i
|
]
|
|
!
|
]
1
1
1

sortality ! lo as of 1986, reqistration fees/cost recovery
: i sechanises 1aplesented 1n 9 of 13 countles

1

! !
! 1
| 1
| 1
| !
| [
| 1
! ]
| |
| |
| |
' |
| [
| 1
I |
! 1
l |
! |
| 1
| !
[ 1

CONCLUSIONS | 1SUPERVISION

(1) Inst1tutionali- (1)

zation: To what  fo OR activities are not prosoted by WOM
degree does NOH |

support systes?

(Z2:Proqras
strengths

t3)Probless/Con-
straints:vhat
factors limt tar-
get achievesent?

1
l
|
|
1
|
'41Lessons |
learned: !
that vorked? |
¥ynhat did not -ork?:
1

|

|

]

|

i

Fecoasendations?

12}

lo generally excellent EP1 supervision, particularly
| in 1985 vaccination caspaigh

1o CCCD supervision very active and effective

lo 1ncrease 1n vehicles has enhanced supervision to
| a great deqgree

lo on-the;aob supervision/training 1is extensively

| prosot

1
|
1
|
!
\
|
|
)
]
| !
13 . i
lo sain constraint to lsproved supervision is trans- !
| portation l
|
|
|
|
|
|
|
|

)
1SUSTAINABILITY

(188
1o GOL highly committed to developsent of auto-
| finascing and decentralization

|
Ha _
lo sain CoBStraint to auto-fisancieq systes 1ia lack

| of local peoples’ ability to pay as the Liber

| ecoacay vorsens; fear evists that sothers 111l stop!
I

{

“taking children to haalth Tacility becawse of fess :




LIBERIA: EVALUATION CONTEWT FOR ACSI-CCCD

Categories PROGRAN MANAGENENT
1

Plans lo country assesssent done 1982

Reeds assassment, |

goals, and lo basalioe inforsation (1982)

objectives,plannedi  GOL has embraced concept of PHC
1nputs, expected |  foundation of PHC syates considered to be VHVs
outcones and T3As, supported by Pls, aidvives, bealth

inspectors
CCCB.:nd PHC aystes goals found to be cospatible

OUTTORES i
tactual v.planned)i(])
{1} Outputs lo year 1 (1984) vas devotes prisarily to building a
What was provided,| cestral infrastructure cor CCCD activities
accoaplished? o forsed Technical Advisory Cossittes cosposed of

1 20 individuals fros CCCD, MOH and other donors;
(2} Quality | set 1] tises 1n past 14 sonths (1984)
Hov well are nev 1o developed draft CCCD workplan (1984)
systeas/skills lo 1mplesented sotorcycle distributios plan (1987)

used? lo obtained coamitment froa GOL Development Budget

! for operating funds (1986)
(1) Effects lo held vorkshop on Bhnnmq for count; level sedical
Access & coverage | directors and CCCD supervisors (1987)

What are effects |
on KAP of pop.?

(4) Impact

¥hat 13 1epact on
sarbidity and/or
sortality

|
|
!
!
t
t
|
|
|
|
|
|
|
|
|
|
!
!
|
|
|
|
I
!
!
!
{
[
!
|

CONCLUSIORS |
(1) Institutionali-1 (1)
tation: To what 1o GOL/MOR cosmitteed to PRC and CCCD
degree does MOH 1(2)
support aystes? lo GOL/MOR focus turning to preveotive medicine
lo overall sechanisma for plasning and coordination
{2)Prqgras | appear well-develo
strengths lo thorough, detailed vorkplaas developed for each
| groqnl, each year
() Problees/Con- (3
straints:Vhat 10 1985-6 vas fraught with difficulty due to politi-
factors limt tar-i cal unrest, ecosomic upheaval, health worker strike
get achievesent? o 1.0. spent rearly 1003 of time in operations vs,

| in advisory, managesent capacity
(4)Lessons fo lack of transportation reqularly cited as sajor
learned: | constraint to progreas (parucu{uly supervisory)
Vhat worked? lo lack of funding, parsonnel cited as coastraints

Vhat did not work?io lack of foreige ax for purchases
lo poor saintenance of and inadequate o?mpuut
Recossendations? (o deficiencies in health eduatios, training aad HIS
!“ctud a8 coastraints to progress
14
lo Prull nesds to be rewrittea to reflect curreat
lI realities




MALAVI: EVALUATION CONTENT FOR ACSI-CCCD

Project Start: June 1984  LOP Funding: $1,038,448

Categories EPI cod
i i
Plans lo target: 803 coverage for all antijens by 1990 fo target: increase ORT use by 601 in health
Needs assessment, | educe norb1d1t§/|orta111y DB: I facilities and hoses
goals, and | pertussia: 401/303; polio: 603 (worbadity) | conduct 2-3 diarrheal disease studies
objectives,planaed| seasles;:401/308 ]
1nputs, expected | lo S-year CDD plan developed in 1985
outcomes lo S-year EP] plan developed 1985 lo annual plans developed as of 1986

lo annual plans developed as of 1986

i
tactual v.planned)!(1)

1"y

(1) Outputs fo hulped establish "sodel® clinic 1n major hospital lo established ORTUs in li]orl:g of health facilities
What vas Erov1ded.l for EPI/ORT training lo conducted KAP survey and used results to design
accosplished? lo provided aupglles, equipment, and training in cold | appropriate conlunxtK-level and health ctr.

I chain, sterile technique to majority of health I educational saterials
12) Quality i facilities lo developed national 8u1delines for COD
How well are nev lo developed \lgroved recording systes lo sponsored regional ORT seminars
systeas/skills lo 1eproved quality of coverage surveys lo helped establish *model® clinic 1n major hospital
used? io arded MOH 1n developsent/iaplementation of nationall for EPI/ORT training

I policy on 1smunization
(3) Effects lo coordinated w/ MOK,donors 1n all aspects of
Access & coverage | 1mproving coverage, access, and quality of EPI
¥hat are effects 1{2)
on KAP of pop.? 1o cold chain, sterile technique assessed as

! wmaintained at high quality in 1987 | technique
{4) lmpact 13 to helped ﬂevelop E. Africa Regional ORT Training
¥hat 1s 1mpact on lo 1ncreased & maintained vaccination coveraje levels | (enter
sorbidity and lo 75% of target population had access to 1mmunizationio facilitated intermnisterial collaboration for
sortality? 1 by 1987 | ORT community 1nterventions

lo coverage estimates 1n 1988 nearly aet or exceeded |

1 LOP targets: 112}

I BCG PT3 0PV measles T2 1o 1.V, treataent dacreased 7-fold from 1983 to 1988

:( 991 701 563 661 451 !

4) 13)

lo steady decrease in dropout rates:

I 351 to 241 for DPT, 1984-1987

: 383 to 213 for TOPV, 1984-1987

lo decreases in mortality fros 1982 to 1988:
| wmeasles: 2/100,000 to 1/100,000

] l10: 3.5/100,000 to 1/100,000

| NNT: 6/100,000 to 2/100,000

! pertus.: 380/100,000 to 210/100,000

| all tetanus: 8/100,000 to 2.2/100,000

|
|

|
|
|
|
!
|
|
|
| |
| |
| |
| |
| |
| |
! 1
| |
|
|
|
[
|
|
|
|
!
|

lo procured ORT equipment and supplies for most health
t facilities

lo distributed 30,000 ORS containers to cossunity,

| 1sprinted with instructions and health sessages

lo assisted 1n orlenting comsunity leaders in ORT

lo all health facilities were using ORS by 1986

|

1(4)

lo 501 decrease 1n pediatric diarrheal disease

| ade1issions

|0 cases, deaths 1n <5's: 40% decrease 1n mortality

| -decrease from 6,300 to 4,400 cases
fros 1983 to 1987

|
CONCLUSIONS Ny
(1) Institutionali-lo hx?h governaent cossitaent
zation: To what 1o cold chain already established at start of project
deqree does WOH |
support systes? 1(2)
1o EPl progras in Malawi strong prior to CCCD
(2) Progras |
strengths 1t
1o difficulties in achieving/maintaining
(1) Problems/Con- | desired coverage levels (for some antigens) and
straints:¥hat I daily 1mmunization
factors limit tar-io inadequate supplies, staffing, space
get achievesent? o polio supplies exceptionally difficult to maintain
|

(4) Lessons 1(4)
learned: lo exceptionally difficult to seasure
¥hat vorked? | 1spact due to CCCD vs. ans other conditions;
1cators

What did not work?! perhaps need different 1n
|

Recomsendations? !
i

|

L .

io government actively promotes (DD activities

io all CDD activities institutionalized in MOH by 1988
|

12}
fo Wigh level of avareness 1n public, Mo
!

13
lo comsunity involvement still lov as of 1987
|
(4)
o as of 1987, 1improved supervision
greatly 1sproved ORT results

oV
\(«



MALAWi: EVALUATION CONTENT FOR ACSI-CCCL

Categories MALARIA

TRAINING

|

Plans lo target: 30% increase 1n chloroguine utilization
in children; 451 1ncrease 1n pregnant wosenl
.unduct 2-3 research activities ]

Needs asserssent, |
goals, and i
objectives,planned|

1nputs, expected lo S-year Malaria plan developed 1n 1985
outcones to annual plans developed as of 1986

i !
lo target: train 260 PHW's, 180 TBA'se, 1800 Village |
Health Cosmittee meabers in CCCD

lo LOP training p)an developed in 1987

I
tactval v.planned) (1)

(1) Qutputs lo developed and distributed treatsent guide; all

Vhat vas grovzded,l health farilities using guide

accoaplished? fo conducted numerous 1esearch projects, clinical

| studies
(2) Quality lo revised national malaria treatsent and prophylaxis
How well are nev | policy

systess/skills 1o assisted in developsent of Mangochi study (see OR)
used? lo agsisted in developing sanagesent structure for

| control activities

(3) Effects 1o supplied technical support for comsunity

Access & coverage | 1nterventions
What are effects |
on KAP of pop.?  1(3)

{4) lepact [
Vhat 15 1mpact on !
sorbidity and 1{4)

ospitals

wortality? lo decrease in walaria cases, deaths in <5's from 198610 conducted evaluation of Priority Disease Training
to 1987, but overall morbidity and mortality con-

tinve to rise

lo gronoted availability of second-level drugs to all

1{1)

lo adapted WHO and CCCD manuals for CDD, malaria

1o assisted other donors in CDD, salaria training

1o developed growth sonitoring sanual

lo supported regional workshops in planning and

| isplementation of CCCD activities

jo assisted in training/trained >3300 personnel in

| (DD, malaria control;mid-level sanagesent; work

I planning; statistics; audio-visual equipsent;

| salaria case managesent and survey techniques;

| surveillance operations; and cold chain reviev

Jo conducted introductory cosputer course

lo supported participation of PCV's, nurses, and other
| health personnel 1n conferences, workshops

lo oriented senior-level managers, medical officers inl
! CCCD initiatives and strateqies |
lo provided training materials to district-level
| supervisors, health workers

|
|
|
]
l
|
]
1
|
|
]
|
|
|
!
|
|
|
]
|
|
]
!
i
1
|
|

| 1mpact on service deliverx

{0 trained 3730 PHE'a & 39 TBA‘s; no follow-up on
I(ztraxnlnq of Village Health Cosmittee sembers

1)

fo sanagesent training evaluated as useful, desirable

|

1(4)

jo lapact: significant 1mprovesent in HIS operations
significant 1eprovesent in vacc. practices
significant 1sprovesent 1n diarrhea case
sanagesent

1aprovesent in salaria case sanagesent

[
|
1
|
|
|
|
!
|
|
[
!
|
|
|
|
!
|

CONCLUS1ONS |
(1) Institutionala-itl)

zation: To what 1o MOH states salaria control as a high priority

degree does MOH !
support systea? 1(2)

jo reqular, effective coordination among donors, MOH

(2) Progras |
strengths 143}
lo chloroquine resistance increasing
{1) Probless/Con- !
straints:vhat i
factors lismit tar-|
get achievesent?

|

!

(4) Lessons |

learned: !

¥hat worked? |
¥hat did not work!?

i

|

|

Recosmendations?

Hn

fo MOH states training as high priority

io prosoted integration of ORT and salaria training
| 1nto health professional curricula

lo glov inatitutionalization at HOH level

|

12)
1o shift 1n focus from general to problea-solving
lo wide variety of training saterials, sethods

|
113)
lo personnel shortages decreases training

|

|

|

!

|

|

|

|

|

|

|

|

|

|

|

f

'

|

|

|

|

|

|

|

|

|

|

|

|

|

1

f

|

|

| effectiveness :
|
[
|
|
|
|




MALAWI: EVALUATION CONTENT FOR ACSI-CCCD

Categories HEALTH EDUCATION

RIS

|
Plans i
Needs assessment, 1o LOP health education plan developed 1n 1987
goais, ad !
objectivas,planned|
1nputs, expected
outcomes

|
|
|
|
|
|
!
|
|
!

|

|

Jo target: train 15 health statisticians, 27 district
inspectors

gstablish baselin: morbidity & mortality
ata

OUTCOHES ]
{actual v.planned)i(1)

{1) Outputs lo developed malaria posters, radio messages re
What was ﬁrovided,l treataent and prophylaxis
accomplished? lo developed educational materials for ORT
_ lo coordinated well with HEALTHCOM, criented H.Com TO
(2) Quality o procured health education equipaent

How well are nev o reprinted and distributed posters
systess/skills lo completed formative research on CDD & used results
used? I an developxn? messages

lo conducted malaria intervention study

(3) Effects fo collaborated with HEALTHCOM 1n mass media study andlo procured and 1nstalled computer systes for HSU

Access & coverage | production
What are effects |
on KAP of pop.?

{4) lepact

What 1s 1mpact on
sorbidity and
sortality?

|
|
!
1
|
|
|
]
|
!
|
|
|
|
|
|
|
|
|
|
|
1
1

|
|
|
|
|
1
|
|
!
|
|
|
|
|
]

(1)

Io established and sonitored 12 sentinel surveillance
sites

lo established list of indicators for sonitoring

| CCCD interventions

fo established baselines for <5 morbidity & mortality

! from 1978 - 1984 for seasles, polio, diarrheal

| disease, and malaria

lo developed curriculus for 10-month epidemiology

| traiming course

lo assisted Health Statistics Unit 1n computerizing

| 1mmunmization data for 1985 - 1986

lo assisted in training 79 staff in data collection &
| analysis

lo demonstrated usefulness of HIS data

{0 provided access to computers, software and trainingl
| for increased utilization and desand for HIS data |
lo conducted 1mpact study of ORT use on <5 sorbrdaty &l
| mortality using HIS data i
jo conducted sentinel surveillance survey on age dis-

| tribution & vaccination status for measles

lo b{ 1986, had sentinel surveillance established 1n

I all districts

lo encouraged MOH to hire full-tise health

| statistician

|
CONCLUSI1ONS 11)
(1) 1nstitutionali-1o MOH has established health education unit with
zation: To vhat | full-time health educator
degree does NOH |
support systea?  1(2)
jo health ed. unit established in MOK prior to CCCD
(2) Prograe |
strengths lo extensive donor coordination
|

(3) Probless/Con- 13

straints:What lo health ed. remalns weak at cossumity level
factors limt rar-|

get achievesent? |

|

(4) Lessons 1
learned: !
¥hat worked? !
¥hat did not work?

|
}
Recomsendations? |
]

|
|
|
|
|
I
|
|
|
!
|
]
|
|
|
1
1
1 ‘ i
lo MOH states developsent of HIS as high prxorlt‘ |
lo integrated throughout MOH, Health Statistics Umit |
| as focal point :
|
'
[
|
|
|
1
|
|
|
|
!
|
!
|
!

|
102}
fo project began vith monthly reporting fros approx.
1 400 sites

o high 1 reporting

[

114}
lo cosputerization has sade sxgnxtlcant 1sprovements

| 1n tiseliness, usefulness of dita

1
H
!
|
}
!
|
[

\(7

YN



WALAWI: EVALUATION CONTENT FOR ACS1-CCCD

Categories OR

COMMENTS: SUPERVISION, SUSTAINABILITY

|
Plans |
Needs assesssent, | goal: conduct research -ctivities in (DD, salaria
goals, and |
objectives,planned|
1nputs, expected
outcomes

|
|
|
|
|
|
|
|
|
|

[

|
to target: GOM w1l increase contribution throughout
the life of the project

OUTCUNES !
(actual v.planned) (1)

(1) OQutputs 10 29 studies completed or on?o1nq

Vhat vas ﬁrovided,lo began Mangochi study on effects on birthweight of

accoaplished? | chesoprophylaxis in pregnant vosen (an 1sportant
| research activity which will ultimately affect

(2) Quality ! policy)

How well are nev |

systeas/skills 14

used? lo all studies have influenced policies, procedures
| or health sessages

(3) Effects i

Access & coverage |

What are effects

on KAP of pop.?

(4) lspact

¥hat 13 1spact on
aorbidity and
sortalaty?

:?ggEiVlSION

lo established list of indicators for monitoring
I CCCD interventions

lo developed MOH checklist to evaluate quality of
| activities

|
:?QSTAINABILITY
)
io cost recover{ studies bequn
lo developed pilot cossunity intervention sechan1sms
| for cost recovery,
{o revised government financial contributions
| schedule .
1o MOH expressed desire to extend project, villingness
to pay saxisus possible

CONCLUSIONS

(1) lnstitutionali
zation: To what
degree does NOH

|
i
|
|
|
|
|
|
|
|
I
|
|
|
|
|
]
|
[}
I
|
|
|
i
|
{
-1
|
|
support systes? :

(2) Progras 1(4) -
strengths 1o need to achieve national capability to conduct
| research

{3) Probless/Con- !
straints:vhat |
factors limt tar-
get achievesent’

|

|

(4) Lessons 1

learned: i

¥hat werked? !
What did not work?

|

i

i

Recosmendations’

lSH?ERVISION

It

jo need continued supervision and education to ensure
: quality

|
:SUSTAINABILITY

(1
fo GON committed to project and to PHC, but has
| difficulty vath funding

|

"y

lo government unable to increase contribution
| based on current econosic situation

jo little financial accountability

1

|
|
t
1




MALAW: EVALUATION CONTENT FOR ACSI-CCCD

Categories PROGRAN MANAGEMENT
|

Plans lo country assessment done 1983

Needs assesseent, .

goals, and 1o baseline inforsation:

objectives,plannedi no 1n1tial bud?et or workplan

1nputs, expected
outcomses

| detailed LOP plan developed in 1988
1

fo Malawl project vas not extended: no explanation
given in any of the evaluation docusents

|
|
]
!
|
|
|

OUTCONES [
tactual v.planned)!(1)

(1) Outputs

¥hat vas ﬁrovxded,

accoaplished?
(2) Qualaty

How well are nev
systems/skills
used?

(1) Effects
Access & coverage
¥hat are effects
on KAP of pop.?

(4 Impact

¥hat 18 1mpact on
sorbidity and
sortality?

lo achieved good donor coordination through persistant

| efforts

fo compiled bilateral contributions budget for

| resainming funds (1986)

lo coapiled expenditures record for project

! shouxng breakdown of contributions (1986}

fo designed computer budget format to faciiitate

I updating

io oriented nev CDD/malaria sanager

lo T.0. and AID vorked out systea for sa.agement of
| resources, finances, and procuresent

lo developed procuresent and distribution process

1 for vaccines, cold chain supplies, ORT supplies,
| and salaria pharmaceuticals

|

1(4)

lo CCCD has 1eproved overall service delivery
1

CONCLUSIONS

{1)Institutionalr-

zation: To what
degree does MOH
support systea?

(2) Progras
strengths

(3} Probleas/Con- lo PCV’s have successfully integrated into PHC system

straints:¥hat

factors limt tar-

get achievesent?

(4} Lessons
learned:
¥hat worked?

¥hat 41d not work?

Recosmendations?

|
|
]
|
|
|
|
!
|
|
|
i
|
|
|
|
|
!

1{1)

lo CCCD well integrated 1n PHC system

|

12)

1o vell-established MCH system an asset

fo donor coordination generally functional, reqular
(o governsent has changed focus fros curative to

| preventive services

lo gqovernsent comsitted to decentralization

lo prior to CCCD, BOY of population had some access
| to care

|

13)

fo MOH delay in developing budget/vorkplan seen as a
| hindrance to progress

lo AID lack of management capability to backstop
gro;ect

to €DC lack ot T.v. traimng in AID admimistrative

! grogedures, lack of sensitivity to AlD sanagement
i loa

Y
\©



NIGERIA: EVALUATION CONTENT FOR ACS]-CCCD

Froject Start: Decesber 1986  Funding: 96,000,000

Categories EP} CDbb

| [l
blans lo targets: curreat(1985) 1990 In target: increase ORT use 1n health facilities from
Needs assesssent, | 60-120/1000 251 dec. | 13 (1986) to 50% (19%0)
qoals, and | 1-4 MR 10-20/1000 251 dec. ! revised (19688): to 903 by 1990
objectives,plannedi NNT mort. $-20/1000 503 dec. | increase coasunity ORT use froa 11 (1986)
1nputs, expected | Measles sort, 20-80/1000 501 dec. | to 203 (1990)
outcoses ! Vacc. Coverage 101 801 | revigsed (1988): to 751 in 1990

| NNT protection 51 503 | reduce sortality by 501 and sorbidity by

201 in <5's (1989)

| |
:o target: by end '87, all 304 LGAs w1ll have recexved:o goal: S-year plan:

! vehicles, equipaent, supplies
lo vaccination cover;ge 1986 (baseline):
| brr1  OPI3

OPV] OPV3 Neasles TT1 TIZI
! 301 171 29% 171 18% 181 l2il

|
:o as of 11/86,EP] already established in 170/304 LGAsl

establish demonstration units
! develop training prugrass
| coasunity sobilization
1nCrease avareness 1n schools

ORS not produced locally

lo health facility assesssent ronducted in 3 states
| in 1988

|

QUTCORES I

{actual v.planned}i(])

(1) Outputs lo supplies, vehicles & equlgnent being procured

What was Erovxded,l and distributed (since 1986)

accosplished? lo training for all levels 18 ongoln? (on-the-Job and
| wsodules; technical and managesent

(2} Qualaty lo EPl nealth ed. capacity 1s being strengthened at

How well are nev ! all levels

systeas/skills io mechanisas for momitoring & evaluatxna 1pact and
used? ! 1mplesentation are being developed (1386}
fo by 1987, all 304 LGAs had received vehicles,
(3) Effects | supplies and equxE-ent for EPI
Access & coverage lo country-specafic EPl training/health ed. materials

¥hat are effects | developed by 1987

on KAP of pop.? lo began developsent of manager/supervisor training as
| per recossendations & requests (1987)

(4) [apact lo sterilizers were tested ind distributed (1987)

¥hat 15 1mpact on lo conducted national assessaent of low covg. states

sorbadaty and/or | to determine weaknesses: resulted 1n col?aboratxon

|
i1
o assisted Borno State in conducuxn? series of
| 1-week workshops for ORT startup (1987)

lo developed procedures for training personnel in 7

I LGAs in Cross River State (1987)

lo assisted Niger State in formulating strategies to

| 1mprove ORT service quality (1987)

lo developed country-specific training materials

I (1987-1988)

lo trained 50 gh{uxcxans at Massey S5t. hospital 1n

i hands-on ORT (1987)

lo conducted a 2-week ORT course for 70 health workers
| 1n Borno State (1987)

lo local physician recruited aa ORT ops. advasor(1988) |
lo surveys conducted to identif; weaknesses of progras!
| 1n lov-achievesent states (1688) 1
lo supervisory checklist was developed; in process of 1
| field-testing as of March 1988

|
|
I
I
i
]
|
I
|
|
{
|
|
!
|
jo baseline: ORS is already being used in sose areas :
|
|
|
I
I
]
I
|
|
|
|
I
|
I
i
|
i

|
nortality ! with ¥HO to upgrade sgst & technical skills (1988) fo training sodule for ORT managers vas developed and |
lo developed, tested and trained PHC zone personnel onl gretested 1n 1988 |
| EP1 educational materials 12 |
lo perforacd epidesiologic coverage survey in 1988 fo use of 1.Y. therapy has decreased signmificantly !
{o provided data manageaent assessment and logistical io 861 of sothers knew of §5S; 621 knew contents; and |
:(3support for National Iemunization Days :(3351 knew correct recipe in 1989 study :
} )
lo vaccine coverage 1n 1988: lo ORT demonstration units are in all states; ORT |
I BCG DPT1 OPT3 OPVI OPV3 Msls Full TI2 i corners are in sost LGAs (1987)
| 831 811 621 811 613 601 501 45-90% lo by Februars 1989, more than 722 health units were
lo 1 1ncrease in coverage by § doses, 1986-1988: I Erondan RT and demonstrations |
| BCG: 23%; OPV3: 32%; Measles: 381 o by 1987, B4l of cases vere being treated vith ORS |
lo dropout rates from '85-'87: OPT from 49% to 421; fo # of locally produced OBS packets resained steady
| 4OPV froa 521 to 441 | at approximately 900,000 since 1985 :
1{4) 14)
lo from 1986 to 1988, § of measles cases reported lo reported decrease in hospital admissions and deathsl
| decreased fros agprox. 120,000 to 55,000 per Kear | due to diarrheal disease: CFR decreased fros 4.41
10 from 1986 to 1987, measies CFR decreased slightly | to 1.41 at Massey St. hospital |
i after steady increase in past 4-5 years | :
| |
| | '
CONCLUSTONS "Hn 11 |
(1}Instatutionali-1o EP1 extremely well inteqrated into FHC systes, lo ORT has been inatitutionalized in the PHC systes asl
tation: To what | strongly supported by FMOH and SMOHs ) *self-reliant, affordable, available and scienti-
degree does MOH 12} 1 fically sound solution to endemic diarrhoea’ |
support systes? o EPI 13 the sost advanced of the interventioas in Ioz?ll health facilities in Nigeria prosoting ORT use :
1geria 1"
{2)Progran to FGN 1s meeting 701 of capital and recurring costs ic esphasis has soved toward hands-on training 1
strengths I tincluding vaccines) 1o study has shown COD/ORT to be cost-effective |
1o UNICEF/WHO/CCCD/ROTARY external inputs are haghly | (reported in 1989) |
(3)Problems/Con- | coordinated 13 1
straints:vhat o groqral has 1nitiated increased NGO participation io despite improvesents, tranaportation and lack of
factors lLimt tar-1(3 | manpower resain limitations to progress |
get achievesent? 1o although greatly improvad, still experiencing io supervision and managesent still somewhat weak
I difficulty 1n transport, coid chain maintainence lo diarrheal disease reporting system still poor i
i4)Lessens io certain (geographical) areas still inaccessible 1(4) |
1earned: lo managesent/supervision still veak 1o CDD 18 not as strong an intervention as EPI
¥hat vorked? lo weakening economy threatens FGN's ability to lo knovledge and use of SS5 by mothers at hose has
¥hat did not work?! continue funding at current level | been attributed to reduction in cases seen (1389)
1(4) lo need to encourage more operations research in CDD
fecoasendations? f{o N1Ds assessed to have increased coveraie and 1o need to increase education at all levels |
| awareness and decreased dropout rates 1o need defined national training strategy for 0BT |
lo must consider the role of NlDs/S1Ds and CCCD to lo need to increase supervision at service delivery !
| establish whether lamunization Days are beneficial | level for qualxts assurance !
I 1n an overall, long-ters sense lo need to 1mprove ORS packet distribution uzstel 1
lo need to i1ncrease, improve surveillance of 1ssuni- lo need to focus more on prevention of diarrhoea
i zable diseases; gather impact data | rather than solely on treataent !
1o need to 1sprove standardization of procedures 1 :
| I
i ! |
! ! !
] ] !
1 | |
I | !




NIGERIA: EVALUATION CONTENT FOR ACSI-CCCD

Categories HALARIA TRAINING

1 1 |
Plans lo target: increase presusptive salaria treatsent frosio general objective: assist 1n traimng and 10 the
Needs assessaent, ! 20T (1986) to 70T (1990} funding of training !
goals, and ! revised (1988): to 803 in 1990 | |
objectives,planned! fo training plans for COD developed (1989}

1nputs, expected 1o baseline: lack »f qood planmng, goals, ani

outcomes | basic resources {country assessaent, 1985)
|

lo general workplan established 1987

OUTCONES I
lactual v.planned)i(l)
(1) Outputs lo developed national salaria treatment policy (1987)
Vhat vas Rrovxded,lo forsed National Malaria Cosmittee and convened for
accosplished? | first tise 1n 1987
lo a hospital-based sentinel surveillance systes
(2} Qualaty | was ready to launch in 1987
How vell are nev lo a monitoring and supervisory schese was adopted in

systeas/sialls | 1988

used? io conducted a 5-week, 26-participant salaria surveil-
| lance sethodology training course (1988)

i3) Effects lo forsed National Malaria Surveillance Network;

Access & coverage
¥hat are effects
on KAP of pop.?

i developed workplan and bud
to conducted study to assess

et (1987-88)

. falciparus sensitivity
| to pyrisethasine 1n pregnant wosen (1988)

lo participated in series of technical conterences

| re efficacy of salaria therapy (1988)

lo assisted universities and the FMOH initiatives to

| assess level of cq resistance 1n Kigeria (1988)

{

(4) lspact
¥hat 1s 1spact on
sorbadaty and/or

l
!
|
|
!
!
!
|
|
|
i
|
|
|
|
1

Hn

lo by 1988, had trained approxisately 55,000 health

| systes personnel; over 40,000 vere volunteers,

{ vaccinators, sobilizers and helpers with NlDs

lo asseased status of Youth Corps Epidesiological

1" Service progran (YES); determined that qood super-
| vision would be critical to 1ts success (1985-86)
lo assisted in developing/pranting 2 sets of inservice
| sanagesent traxnxn? paterials (1988)

fo trained 90 senior level professionals by end of 198!
lo 1n process of developing several training plans
| and strategies during 1989/90 budget cycle

lo developed countrlégpQCL{lc EPL and ORT traimng
|

|
|

saterials (1987-

(2)
unt of attenticn/resources devoted

10 despite large amo
1ts have been ‘sketchy® (1987)

| to training, resu

|
|
i
|
|
|
|
|
sortality lo draft (updated) policy paper grepared 1n early 19891 |
I expected to be approved in Fall 1989 13 !
[ {o health worker performance in EPL vas good, less
12} 1 success in CDD and walaria service delivery (19891 |
lo treatsent of fever by health workers, 1988: | 1
¢ pills 8,93;1n)ectron 10.7%;syrup 35.71; | !
I syrup & 1n). 39.3%;tabs & 1ny. 3.63;no cq 1.81 | ‘
| i
14 | !
10 no deteraination of impact on sorbidity or | !
: sortalaty sade } :
| | 1
! | |
! 1 I
| | |
! 1 |
| | |
| 1 |
! [ |
[ 1 |
CONCLUSTONS ! 1) ) )
{1)1nst1tutionala-1tl) 1o traxnxnz 18 primarily decentralized; vell-integrate
zation: To what lo malaria component of CCCD seess to be functioning | at the LGA level
degree does MOH ! 1n concert with FGN malaria control progras fo need to develop a national training strategy at
support systes!? :(2 :(ZEHDH level
)
{2)Progras 10 cosprehensive reviev in 81d-1988 determined that 1o specialized training 1s conducted at state, zomal
strengths y National Malaria Surveillance Network was tunction-| and LGA levels
I 1ng smoothiy 'o an "epressive’ level of health professionals
{1 Probleas/Con- to financial practices detersined sound, funding | exists at Ministerial, academic and service

straints:ihat | secnanises satisfactory (1988)
factors lieit tar-lo intensive operation research in nalaria
get achievement? !
1
{4)Lessons lo 1ncreasing cq resistance 1nhibiting progress in
learned: | reduction of morbidity/mortality
¥hat worked? to 601 of cq sold :n Nigeria determined to be either
Vhat did not vork?! fake or adulterated (1988
1

1)

1o need to make public avare of probles with bad cq
Jo must develop requlatory systes for monitoring

! drug qualaty

lo further operations research on chenoprophylaxis
! 1n pregnant wosen recomsended

Recossendations?

1 delivery levels

"

lo veaknesses exist largely at the health facility
| level; need supervision

lo difficulty 1n coordinating training asong all

| donors ang across all levels

lo no follov-up on fate of the YES

10 managesent/supervision training still lacking
H(4)

lo delays in 1splesentation of training say be due to

| reorganization of the FNOH 1
lo ut\l? need to set up continuing education and |
| routine supervisory training systess tsustainabilitl
need to develop national training strateqy

need to adapt training waterials to address
managesent/suparvision as well as technical issues
recossendation to establish a field epidemiology
training course in Nigeria

|
)
!
!
I
t
]
|
|
|
|
|
|
1
|
]
!
|
|
|

lo
lo |
! |
: |
| |
| |
| |
l l
1 |




NIGERIA: EVALUATION CONTENT FOR ACSI-CCCD

Categories HEALTH EDUCATION H1s
1 | I
Plans lo 1n1tial goals: fund 2 comsunications experts to  lo goals: strengthen at all levels !
Needs assesswent, | vork with FMOH and Healthcos | develop youth corps epidesiology service |
goals, and I test and produce saterials | acquire cosputers !
objectives,planned| | hire f1eld epides1ologist for >/= 2 years
inputs, expected !c workplans for S states in place by 1987 | integrate national Pl. reporting |
outcomes | | perfors epidesiologi. assesssents, plans
I 1 collect 1mpact data: at least 4 surveys |
: : fron 1986-1989 :
| ! [
| | !
| | I
| | |
I | |
| | |
| i |
| | |
1 | |
[ ! |
OUTCORES ! ] I
(actual v.planned)((1) (1) 1
(1) OQutputs io Healthcom reported such activity in ‘87-°'088: i ingtalled 4 PCs in CCCD offices (1987) !
Vhat vas provided,! -recruited and hired Health Education Umit (HEU) 1o hired full-tise computer specialist (1987} !
accomplished? | personnel lo trained staff in data entry (1987 !
1 -acquired and 1nstalled equipsent, vekicle lo developed software pro?rals to input and analyze
(2) Quality 1 -trained users on equipaent ! EPl and ORT data (1987 !
How well are nev ! -carried out baseline survey lo ongoing discussions re sentinel surveillance, !
systeas/skills | -finalized and distributed EF! materials | assesssent at all levels !
uged? | -established mass sedia cosmittee lo distributed 2 quarterly reports (1987) !
| -trained 43 health workers in Niger state in 10 EPI reports being produced by PHC zone, state, !
(3) Effects i EPI health education I and LGgoby 1988 :
Access & coverage | -assisted vith TOT workshop; vorkshop was assessed lo target populations updated, encoded (1988}
¥hat are effects i  as successful 1o developed softvare to monitor trends {1988)
on KAP of pop.? 1o squorted a 2-week materials developsent workshop lo coapleted entry/amalysis of EP] data fros 1/86-4/881
lo 1splemented plans drafted for 5 states lo continued to provide hardvare,softvare and training!
(4} lapact 1o ARHEC courses held (1987 and 1988} i
¥hat 15 1epact on io Healthcom directed national and state level
sorbidaty and/or 1 activities: niterials develanent seslnars, ethno-
aortality ! sedical stud es, health faca '

1ty surveys, ccnnunxt¥
| practice assessments, and on-the-jobd Lra1n1n9(1988 !
lo established Child Survival umits in all 21 o i
' the State television stations by 1989 !
1o developed mass med1a aessages for social and
political wobilization

|
|
|
|
!
|
|
|
)
t
|
|
|
|
!
|

CONCLUSIONS " {1
{1)Institutionali-io £1rm base has been established within the Federal io CCCD has assisted in establishing the Prxnarg
zation: To what 1 Health Education Division (FHED) Health Care Monitoring and Evalua‘.on Unit (PHCHEU)I
degree does HOH | I 1n FMOH !
support systes? (2} jo PHCMEU has developed 1nto cornerstone of Project
lo excellent mass sedia efforts for social and | !
(2)Program | political wobilization 12} !
strengths lo med1a and health ed. focus during NIDs/S1Ds has lo training progras and cosputerization have |
i served to *galvanize anc re:nforce pclitica, and | been exceptional !
{3)Probless/Con- @ cosaunity comaitment® and sobilize the population 1o decentralized management inforaation system works
3traints:vhat 13} I very vell !
factors lisit tar-io staffing shortages vere cosson cosplaint i |
get achievesent! o 1ndecision apout wnether/now to inciude family H3 |
! Flannan 1n C2CD health educaticn to delays 1n planned consultancies, equipment delivery!
{4)Lessons 'o FHED grapnic artist resigned i1n 1988: bodes ! and training caused HIS to stagnate until 1987 |
iearnec: .il for 1nstatutional:zation lo lack of consistent strateqy to collect data !
¥hat worked? 114} lo lack of epidemiologists to conduct reliable !
Vhat di¢ not work?io Healthcos and FHED need to be more involved in sub-l surveillance activity |
! contractor activities lo PHCME system not totally institutionalized !
Kecossendations? o educational materials appear to be easily 1 |
| transferrable 14 |
lo nnred to 1ncrease technical cooperation asong lo need to examine, monitor PHC Momitoring and |
I “anors | Evaluation reporting syss to ensure usefulness of |
! | data
! lo need to hire epidesiologist(s) to conduct |
: | surveillance actavity :
. |
0 l |
i f [l
| | !
t 1 :
! |
! 1 |

-

s
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NIGERIA: EVALUATION CONTENT FOR ACSI-CCCD

Categories OR COMMENTS: SUPERVISION, SUSTAINABILITY

] I
Plans 1o goal: fund at least 10 proposals per year 1o Federal Govt. of Nigeria (FGN) will support 421 of
Needs assessaent, | b recurrent costs 1n yr. 1; will increase share as
goals, and 1 | FIOJ!CI progresses
objectives,ilanned! GN sust be contributing at least 663 by 1990

1nputs, expected
outcoses

|
|
|
|
|
!
|
|
|
|
!
!
|
|
|

lo
|

:o goal: h:l ltra‘m nationals in financial managesent
skills

| 1dentify and develop counterparts at most

| levels

| collaborate with universities, professional

: schools

io workplan drafted in 1987

lo baseline: sose facilities charging for service

and/or supplies in 1989

?agg atate had revolving drug fund in

OUTCONES. |
actual v.planned}i(l)

(1) Outputs
accoaplished?
(2) Qualaty

How well ate new
Jysteas/skiils
used?

{3) Effects

¥hat are effects
on KAP of pop.?

(4} lapact

lo developed *Guidelines for CCCD Operations Research
Vhat vas provided,|

Activities 1n Kigeria' (1987)

:o establighed CCCD Operations Research Reviev
o sade
!
:o total of 17 out of 30 proposals submitted had been

R

hccess & coverage |

Coesittee; held first meeting (1967}
and

approved by 1989

lo conducted training course on OR (1989)

I

14

lo used findings frow malaria OR to design national

¥hat 15 impact on

sorbidity and/of

salaria policy

ﬂrouolxonal v1s1ts to schools, universities,
SHOHs

rovided technical and financial support for 2
ationa) Research Meetings and for various
proposal developsent/assessaent activities

:?gEERVlSION

lo developed supervisory checklist for COD; still 1n
1 field testing as of March 1988

lo efforts to include sore supervisory training in

| training activities are ongoing

1
I1SUSTAIMABILITY
11

lo instrusents for assessing PHC activity costs

! developed (1987)

lo cospleted assessment of health care delivery costs
I at various levels (1988)

lo conducted financial managesent needs assessaent

1 1n Niger and Lagos states (1988)

1o collaborated mith ¥orld Bank to develog activaty

1 to 1mprove drug stock managesent & quality control
1 of revolving drug funds (begun 1989}

1o FMOH policy on supply and distribution of ORS
packets has evolved (1989)

|
sortaiity :

|

|

|

|

i

i

I

|

I

|

|

i

I

[}

1

i

|
CONCLUSIONS 13
{111nstitutionali-lo OR enthusiastically received by governsent and
zation: To what | acadesia
deqree does MOH |
support systes? !
(2)Proaraa 12)

strenqgths to OR assessed as very successful over all

131brobleas/Con-
straints:¥hat

‘0 no lack in number of proposals submitted

(&}

factors lisit tar-io most OR has focused on walaria control

32t achievesent?

§'lescons
1earnec:
vt werkad?

io need to encourage vider variety c{ research

'

!

Wrat 44 not vork!

Recossendations?

!
[
|
|
!
|
!

(4

topics; need mcre on EPI, COD

!
1
|
|
!
|
!
!
|
)
|
i
|
|
!
|
|
|
|
|

1"

1o FGN shows strong support fur training; esphasis on
I the need to train Nigerians to replace sanagers,

| techniclans and experts of all kinds

112}

10 efficacy of EP] & COD programs seess high

3

lo need for 1ncreased, better supervision repeatedly
t cited

1(4)

io need to work toward 1nstitutionalizing PHC momito-
! rln? & evaluation systes

:S?STI NABILITY

Hn

lo 1nstitutional capacity for 1mplementation of

| 1nterventions exists

lo wost health care costs already borne by state,

| local governments

Yo financial sustainability of EPl appears possible

lo there appears to be a strong constituency for

| project activities

o FHO has sense of ownership of project

|

{2)

Jo FMOH & states have been financing 50-70% of

| 3vaccxne costs and 303 of equipment costs

1(3)

lo high rate of inflation, lack of foreign exchange
| wakes financial sustainability increasingly

I( ?1!!1cu1t

1(4

lo FHOH sense of ownership due to FMOH 1nput 1nto
1 policy decisions

o need to 1ncrease activities in cost recovery

1
|
|
|
|
|
|
|
|
1
!
|
|
|
|
|
|
|
|
|
|
|
|
|
!
|
|
|
|
|
|
|
|
|
I
|
|
I
|
|
1
i
{
|
|
|
|
|
|
!
!
|
{
I
|
|
I
|
|
|
|
[
|
!
|
|
1
!
!
|
|
\
|
!
|
|
|
!
|
|
|
!
|
|
!
|
|
|
|
|
|




NIGERI8: EVALUATION CONTENT FOR ACSI-CCCD

(ategories

PROGRAN MANAGEMENT

Plans

Needs assessaent, |

goals, and

]
1o plan to externally evaluate 1n '87, ‘89 & "9l

I¢e baseline (pre-1965):

objectives,planned! -esphasis on curative/tertiary care

inputs, expected
outcoses

| -critical shortages in rural areas

| -Eoor preventive & environsental health services
! -high fertility, high popula .ion growth

: lack of clear national policy

lo isplementation plan to be developed within 6 sonths
lo provide technical assistance 1n drug supply

| analysis and plannin

:o established annual plan/priorities for 1967

:o country assesssent done 1985

QOUTTORES I
tactual v.planned) (]}

(1) Outputs

lo conducted study on developsent of a senior

¥hat was provided,| sanagesent training progras

accoaplished?

12} Qualaty

How well are new
systeas/skills
used?

(3) Effects

lo established procedures to 1mprove cosmunications
betseen donors, MOH (19871

| purchased and received vehicles, cosputers, and
| qmmeaMeumhmMalm?nmtnuu

| w.:hin 1at 6 months of project (1987)

lo office space & transport froblels 1sproving (1987)
1o work schedules developed for all coaponents for

Access & coverage | the year (1988)

¥hat are effects
on KA? of pop.?

{4} lspact

1o established an [nternational Coordinating

I Committee (ICCH(19897)

io principal managesent tasks wvere identified (1986)
lo private sector 085 production and public

What 15 1mpact on | distribution system vas reveiwed (1987)

sorbidity and/or
sortality

|
|
|
{
t
|
1
|
|
|
|
|
|
|
|
|
|
|
|
t
|
|
|
I
|
|
|
|
|
io established offices, hired and trained local |taf£,:
|
|
|
|
|
|
!
|
|
|
| |
|
|
|
|
|
|
|
|
|
]
|
|
|
|
]
|

CONCLUSIONS

|
[198)]

(1) Institutionali-lo FMOR has sense of ownership of project

zation: To what
degree does MOH
Support systea’

(2)Prograe
strengths

11}Probless/Con-
straints:¥hat

|ozlxnxstera support the ICC

112}

lo coordination & cooperation of donors iepressive
i3

10 vehicle saintainence/transportation and lack of

| staffing sees to be perpetual probless

lo PHC system not well coordinated 1n111:11{

to planning occurred sainly at federal level imitially
He

factors limt tar-io key to effective progras appears to be managesent,

jet achievesent’

({)Lessons
learnea:
¥hat vorked’

! supervision and coordination ratner than pure
| technical expertise

lo need to better integrate Pritech and Healthcos
1o need another epidemiologist on staff

¥hat 314 not work?lo need to achieve local self-sufficiency 1n ORS

fecowsendations?

| production

1o need to i1ncrease social marketing of ORS/SSS

to need to increase staff; locally recruit staff

| as such as possible

lo USAID and MOH should focus on policy and progras

| oversight, not day-to-day sanagesent

1o CDC program sanager (Nigeria) & Nigeria project

| director should supervise all short- and long-ters
specialists texcept UNICEF 1.0.)

{

|

|

{

I

|

|

t

|

1

|

|

|

|

]

|

t

1

!

lo need to 1eprove control of consultant flov |
i

|

t

|

[

|

|

)

[

|

|

[ |
| |
| ]
| |
| |

|

| |
!




RYANDA: EVALUATION CONTENT FOR ACSI-CCCD

Project Start: June 1984

LOP Funding: $400,902

Categories

oD

Plans

!

lo vell designed national EP! plan
Needs assessment, lo clear project objectives and targets

goals & objectivesl

planned 1nputs,

lo baseline 1983:

|
lo vell designed national CDD plans
lo clear project objectives and targets

|

I

expected outcomes.! BCG  DPT3  OPVl  Measles 1
: 491 K[} 258 531 :
| |
1 {
| |
| |
[} |
I |
11 |

OUTCONES

11) Outputs

¥hat was provided, lo not possible to evaluate compliance with general
objective to reduce infant and child mortality by
251; no 1nexpensive sethod to measure in Kvanda
lo drop out rates rose slightly 1996-67 for DPT

io drop out rates for tetanus toxoid asong pregnant

acconplished?

121 Quality

How well are nev
systems/skills
ased?

(3) Effects
Access & coverage
dhat are effects
on KAP of target

1o KAP survey on EPI formed baseline data
lactual v.planned)to vaccination coverage surveys conducted tn 10

| regions

i women declinea

5
lo 1987 coverage: B(G

901

Cevs
791
lo met target to 1emunize 251 of pregnant vosen for
tetanus toxoid; imsunized 321 of targeted vomen

1

lo met target to increase utilization of ORT as

| primary theragy for diarrhea; ORT 1s treatment

I of choice; ORS 1s available 1n 1001 of health

I facilities

lo activities toward meeting objectives to increase
I wtilization of 5SS discontinued

lo 2 ORT training centers established: 20 ORT umits
| opened 1n regions; training assessed as effective
lo baseline data on ORT KAP collected

io ORS supply 1s adequate, continuous

o studies undervay on sorghue solutions

i
112)
10 KAP showed great variation in preparation of S55;

population? lo vaccine coverage targets met for 0PV, DPT, BCG | potentially dangerous, not therapuetic: of 65
1o measles coverage just belov target i sothers who prepared 555, 54 dxtrerent forsulas
(4) Ispact | i Trepared; of 17 analyzed, 761 had unsafe sodiua
What 1s 1mpact on [(4} ! levels; of 8 HCW's, 8 different recipes taught
sorbidity/ fo target to decrease sorbiditysmortalit, ior target lo 741 of diarrhea cases treated with Oige
sortality!? | diseases by 40 and 303, respectively, largeiy i
lo decrease 1n worbidity/morta.ity for target diseagest(d)
| Neasles-541/261; Pertussis-851/901; tetanus-63 1o 951 of children have access to ORT
i decrease 1n sortality for all ages !
I 114)
! B} prOfecl 1mpact unclear: hospital data does not shov
| I decline 1n 1ncidence or deaths fros diarrhea
' Io 1ndicators may not be sensitive enough to detect
! i declines, or increased & i1mproved training, health
i !
1 H
i t
CCNCLUSIONS i !
1) Institution- o EP! component was the strongest of the three, and 1(2)

d.lzatlon:

7o what degree
ooes NOH support
systess’?

12) Progras
strengths

5. Problesss
Constraints
Wrat factors
Limited acnieve-
sent of targets’?

‘4 Leesers
learned:
¥rat workec’®

'

io cold chain works effectively at all levels
io sterilization procedures known, generaily folloved
lo children vaccinated at correst ages, according to

io factor for success i1s existing, strong EPl progras
1n Rvanda since 197t
12 operations decentra.ized tC regions

'

o weakness 1n piacesent ¢f EPl activities within the
MOHSA structure

!
|

18 sustalhable at the end o
[} Erlnary nealth care intrasture well established -
Pl activities well integrated 1into 1t

(2)

treatsent scheduies

135

¥nas did not work?1(4)

vecossendations?

to fived strategy of 1ssunization effective 1n
1ncreasing coverage in cost-effective way; social
sobilization is a key factor in strategy

1
|
|
|
|
i
|
|
|
|
|
|
!
|

g

project

1o logistics systes vorks wvell-no reported stockouts,
i or ruptures in stock

i
i
| |
"3 !
10 not all ORT units have demonstration saterials i
| avallable - ORS preparation exglaxned orally !
10 no standardized seasure for OR
io probles re: access to safe water need for ORS !
Io anecdotal inforsation collected suqust that ORS |
i not accepted by health professionals as effective !
< treatsent 1
1o underutiilzation of hospital-based unit 1
10 training 1n ORT needs to be developed; KAP must 1
! be reinforced |
lo barrter to setting up ORT Units after training 1s |
) necessity to find own space, supplies :
1(4) |
io ORT available, 1nfrastructure exists: improvesents !
) 1n training, supervision, health education !
necessary to achleve sorbidity/sortality impact :
|
1
|
|
|
|
|
|
I
|
|
|
|
|

|

|

[

|
|
|
|
!
}
|
i
|
!
1
)
!

\ v
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FWANDA: EVALUATION CONTENT FOR ACSI-

e
el

lateqor:es

MALARLA

TRAINING

Plans
Needs assessaent,

i
lo national Malaria strategy and treatsent policy
| established

goals 6 objectivesio no specific project targets

planned inputs,

expected outcomes.

i
|
|
|
|
|
!
!
!

1

lo no training needs assesssent conducted

lo national training plan dev .loped, approved

lo e{aluatxon of performance not included 1n training
I plan

lo target: train 40 mid-level managers, 400 heads of
! centers, and 288 health workers in CCCD
techniques

OUTCOMES

i
1)

tactual v.planned)fo baseline data on salaria gathered in KAP

{1) Qutputs
¥hat was ﬁ
accosplished?

(2) Quality

Hew well are new
syatess/skills
used?

(31 Effects
Access § coverage
Vhat are effects

rovided,

o study on sensitivity of antimalarials conducted

lo 2 sentinel labs established to monitor chloroquine
| resistance

1o 18 trained in sonitoring chloroquine resistance

|

|

102}

1o compliance unxnown for chesoprophalaxis treatment
I of Treqnant uoaen

o asll health facilities had treatment poster, but

i policies not being fully i1eplesented; personnel

| do not know efficacy of different drugs; not
I convinced of efficacy of recossended

I

n

training targets nearly met:
sanagers, B8 heads of centers,
trained

training saterials adapted for Rvanda

outgut: 78 mid-leve] |
&

]
00 health workersi
]

on KAP of target rugs
population?
|
(4) lapact 14
What 1s 1spact on Io 941 increase 1n salaria incidence since 1984
norbidaty/ lo 261 increase 1n sortality due to malaria
sortality? lo 571 1ncrease 1n hospital admissions
!
i
!
!
|
|
i
i
t
|
|
CONCLUSIORS ! 1)
(1) Instatution- 1(2) lo CCCD policies and treatsent plans not integrated
alization: o no shortages of chloroquine reported at health | 1nto medical and parasedical school curriculus

To what degree
does MOH support
systeas’

(21 Program
srrengtns

i, Probleas/
lorstraints

¥hat factors
iimited achieve-
sent of targets’

141 Lessons
learnec:

what voreed’

¥rat ¢i4 not vork?

fecomsendatiorns’

i
1Y

10 unavallability of Fansidar mazes 1t hard to follov
| standatd treatment

10 standard proceaure for chemcprophalaxis treatsent
I for pregnant women difficult to i1mpiesent; not as
1 effective as first thought; treatment abandoned

I excep: for in 4 test regions

lo chloroquine suppiy compiicated - difficult to

| manage

i

Hig)

1o pressing need for MOHSA to establish a malaria

" coordinating un.t %o promcte salaria plans:

' coordinate sutveillance, research, supervisior,

| training, hea.tr egucation activities in salaria
10 training efforts snouic give priority to salaria
treatsent, preventlion

health education efforts should jive griority to

' ®asar1a treatsert/preventiodn

10 heed training in .al tecnniques

10 Kwahdd 1L Greal neeg Gt exterrai suppoft to assist
i 1h detersining cause 1n increased incidence,
surveliiance, emergency funding for treatment,

and prevention

supervision for salaria practices should be given
priority

o
'
[
o
t
!
|
|
|

10 salaria problem beyond the scope of CCCD project
lo dissesinate results of drug sensitivity studies

¢+ facilities; no otner anti-maiarials available therel
l

|
!
|
!
|
1
|
|
[
[
I
|
|
|
|
t
|
i
|
!
|
|
l
|
|
I
|
|
|
|
|
I
|
|
|
1
!
|
|
!

¥}

lo training decentralized to regional level; central
( level personnel train regional level personnel who
| 1n turn train peripheral level personnel

1(3)

lo training of trainer component of KLM course not
t adequate.

lo peripherai training criticized: too little time to |
i learn too such material, not enough tise to develop
i skills and knovledge adequately 1
lo training didn’t reach enough heads of centers

|
| !
14) 1
1o need to esphasize training role of heads of centers!
| and beef up training of trainers cosponent

1o PCVs can be used to do TOT courses !
o health workers spend too Buch timse 1n training and |
I avay fros daily service duties; need to integrate |
i tralning iato continuing education progras i
10 sust provide training to 1nstructors to update theat
| 1n national policy and treatsent plans; provide |
1nstructionas saterials

!

[

|
!
|
1
1
|
|
|
[
t




RWANDA: EVALUATTON CONTENT FOR ACS1-CCCD

Categories

HEALTH EDUCATION

H1S

Flars
Needas assessmenrt,

10 no stated targets for health education
|

goals & ubject ves!

planned 1nputs,

expected outcoses.

!
|
1
|
|
|
|
1

0 no stated targets for KIS

OUTCONES

v
11

tactual v.planned)io saterials developed

(1) Outputs

What vas provided,

accoaplished?

(2) Quality

How well are new
systeas/skills
uged!

(3) Effects
Access & coverage
¥nat are effects
on KAP of target
population?

(4) lapact
What 1s 1mpact on
sorbidity/
sortality?

lo health vorkers trained to vtilize health ed inputs

lo outstandxng component of project: skilled teas
| 1mpleaented formative studies, developed and

I distributed health ed. materials; conducted an
I effective mini-campaign for EPI

lo target to develop coordinated strategy and workplanio developed pilot HIS to sxlplel,xlprove collection,

I for health education was met

I

14}

lo dropout rates for pregnant wosen for tetanus

1 vaccine dropped fros 671 to 371: linked to health
education efforts

|
|
[
!
t
|
|
[
|
|
|
|
|
[
!
|
|
|

1
[
|
|
!
!
|
|
|
|
|
|
|
1
1

1)

lo achieved target to establish baseline morbidity/

I sortality of data relevant to CCCD

lo developed HIS to collect coverage and 1mpact data

lo developed supervision inforsation systes which

i provides status data on health center perforsance
to reqional sedical officers

[ analysis, printing, and distribution of RIS data
|

|
|
|
|
|
|
|
|
i
|
|
!
!
!
|
|
|
!
|
1
|
|

CONCLUSIONS

(1) Irstitution-
alization:

Tc vhat deqree
aoes MOH support
systess’

t2) Progras
strengths

1. Froblees/
Constraints
¥nat factors
limited achieve-
aent of targets!

141 Lessons
learned:

Vhat worked’

¥rat did not work?

kecossendations’

|

1)

lo 1nstitutionalization of sound Health Education
! prograseing 1s very significant achievesent of
| ﬁro ect

lo Kealth Education activities integrated in CCCD
I plannirg

|

Hig)

10 work very visible throughout country

10 extensive TA 1nputs were vell used in developing
! competency in several nev sxill areas

!

14y

10 should 1nciude training prograss to develop
i health workers skills in health education

10 need to develop malaria messages based on forsative

i studies

!
|
1
i
|
1
|
{
i
t
|
|
|
|
!
|
|
|
|
|

'

1)

10 very positive feedback from pilot HIS systes

to KIS relating to EPI progras well-developed from
I early 1n project

'

T
1
!
|
|
|
|
|
|
|
|
|
|
|
|
|
|
I
|
|
|
|
{
{
|
|
I
I
|
|
|
|
|
|
|
|
!
|
|
|
|
!
|
|
|
[
]
|
i
1
|
|
!
13 |
lo no standardized diarrheal disease reporting form |
i 1
4 |
lo each activity needs additional technical assistancel
i ﬁgsbe integrated fully 1nto a functioning national :
!
)
|

|
[
|
|
!
|
!
|
|
|
|
|
|
|
|
|
|
|
|
|
!
I
|
|
|

|
|
!
!
|
|
!
i
|
|
!
|
|
|
|
|
|
}
|
|
|




FeANUA: EVALUATION CONTENT FOR ACSI-CCCO

Categories OR CROSS CUTTING COMMENTS (SUPERVISION,SUSTAINABILITY)
! I
Plans lo target: fund 5 OR studies during 'ife of project |
heeds ussessment, | lo gro;ect vas designed to be 1mplesented 1n 3 phases,
goals & objectivesi 3 pilot reqions, expand to include 4 more regions,
pianned 1inputs, ! I and add last three reqions; plan worked well,
expected outcomes. | I except that final three reqions not included soon
: : enough to benefit from training, supervision
| |
| |
1 |
| |
] ]
| |
| |
OUTCOMES lo national review board set up to review and approve |SUPERVISION:
lactual v.planned}! research Yrotocols lo effective national level supervisor teas mth
{1) Qutputs fo 4 proposals revieved, 2 approved with alnor | 1nnovative check-list approach
¥hat vas ﬁrovxded.l revisions; funds not improved in tise for
accosplished? | disbursement during LOP 1
lo failed to meet objective of funding 5 projects |
(2} Qualaty |
How vell are nevw
systeas/sk1lls 1
used?
o project failed to develog a self-financing approach
(3) Effects e following criteria:

{Access & coverage
¥hat are effects

lo Yro ect sustainable by t
I 1) GOR coasited to priorities of ?ro ect, has

ounerahxg of Bro;ect, doesn’t feel 1t was
¥

1
!
!
l
!
1
|
| |
on KAP of target | 1 1aposed by Al
population? ! 1 2) project activities well integrated into MOH
1 | structure
4) Ispact ! 1 3) project perceived as successful in achieving
¥hat 1s 1mpact on | | 1n reaching objectives and targets
sorbidity/ ! lo GOR slow to comsit funds and personnel to project
sortality? ! |
! |
| |
| |
! |
| |
| I
| i
| |
| I
|
| |
CONCLUSIONS | ISUPERVISION:
{1) Ingtitution- 1{2) 102)
alization: 10 OR too narrowly defined to focus on medical and lo 1mpact of CCCD project due 1n part to improvesents

To what degree
does NOH support
systeas’

2} Progras
strengths

3. Probleas/
Constraints

What factors
11mited ach:eve-
sent of targets?

t4) Lessons
learned:
What vorked?

¥nat dic not work’

fecossencdaticns’

|
!
!
|
!
|
!
|
i
i
'
|
|
|
'
¢
'
'
t
|

public health 1ssues to the exclusion of
administrative and 1eplesentation 1ssues

| 1n supervision that new system has achieved

"

lo 1nsufficient time to observe practices, provide

| on-the-)ob training; supervision 1sn’t a substitutet

i for continuing education and basic training prograsl

10 variety of supervisory systeas on regional leve !

| wakes 1n difficult to xnte?rate national reqional |

| aysteas; unifors sodel would help this !

1(4) i

10 strengthening supervision may be the key to |

| 1mproving 1mpact of ORT, Malaria activities; syslel:
!
|

T
|
|
|
t
i
|
|
|
|
!
|
|
|
|
|
|
|
|
|
|
|
|
|
{SUSTAINABILITY: :
|
|
|
|
|
|
|
!
|
|
|
|
|
|
|
|
I
!
|
|
]
|
1
|
|
}
1

{ not fully 1splemented 1n all Erov;nces; sust be
| strengthened at regional leve

|
ISUSTAINABILITY:

[
1) |
to UNICEF, WHO, Vorld Bank will assuwe AID's 1 of i
1 contributions; ability of GOR to assuse cost of 1
| project not critical to sustainability of project |
lo what vas achieved during the life of the project |
i will be sustained; project was on the verge of |
I far exceeding expections- sosentus will stop {
|
X&) o
lo i1ttle additional GOR resources available for Child!
! Survival activities |
1{4) :
[
|

lo seli-ixnancxng sechanizas sust be developud

to aingle donor dependence (UNICEF) shouldn’t be

| encouraged

lo curzent proposals for cost-recovery should be acted|
| on by Ministry as soon as feasible |
lo receipts for any increase 1n sedical charqes should!
| stay within cosmunity, be used entirely for health :

I care

.



(CN CONTENT FOR A281-200C

.ategories

PROGRAM MANAGEMENT

Flans
Needs assessaent,

|
lo annual project workplans, monthly calenders
| very effective: acts as a model for other CCCD

qcals & objectives! projects

p.anned 1nputs,

expected outcomes. |

+
!

i

OUTCOMES

tactual v.planned)

(1) Outputs
¥hat was grovxded
accosplished?

(2} Quality

Hov well are nev
systess/skills
used?

(3) Effects
Access & coverage
Wrat are effects
on KAP of target
population?

4) lepact
¥hat 1s 1epact on
sorbidity/
sortallty?

CONCLUSIONS

t1; Institution-
alization:

To what deqree
dces MOH support
systeas’

‘21 Proagras
strengths

1. Probless/
lonstraints
¥nat factors
limited achieve-
sent of targets’?

4) Lessons
learned:
¥hat worked®

¥hat did not work?

fecosmencations’

|
|
I
!
|
|
[
|
|
!

|
|
i
!
]
|
t
I
!
)
|
|
|
|
|
|
|
|
|
|
|
!
l |
| |
1 )
1o CCCD established good working relationship with !
I MOHSA: technical assistance 3ron COC well-received,!
| Mipistry vocally supported project !
lo project very successful in 1ntegrating activities |
! 2tnto Ministry structures at several levels :
H
lo Technical Officer role 1s to begin project as |
I 1mtiator and shift to supporter once govt. shows |
| coamitsent to project: shift ettec!xve?y done - !
! 3cr1t1cal to future sustainability of project
Ik} !
I
I
[}
[
[
|
|
1
!
|
|
|
i
|
1
!
[
l
|
1
|
|
|
|
|
I
!
1
!
!
[
|
!
!
1
1
!
|
|
|

Io USAID expenditures didn’'t reflect declining pattern
of US and increasing GOR contributions: US funded

I several crucial cosponents, question as to future

i\ resources for these components

o GOR never established reqular accounting systes to

! routinely account for contributions; total amount

| funds from GOR - $795,461, 9461,497 of which 1s

| salaries: ProA? called for 38l0,102. exclusive

I of salaries; only provided $49,209 of expected

| 8181,984 for chloroquine, and 50 of 9480,000

| expected for vaccines; contribution for vehicle

| ®saintenance, petrol, etc exceeded expectations:

I $4189,615 1nstead of $125,000

lo 7.0. counterpart first tvo years was very busy vith

I no time for project

to adeinistrative bottlenecks inhibited cold-chain

| repair, and getting spare vehicie parts

10 administrative ‘rageentation and insufficient

I 1nstitutionalization of coordination mechanlsss

I have been an obstacle to isplesentaticn

lo no effective wechanisa for coordinating overail !

I donor activity; coamittee on Public Health inactive

i for over a year

lo under PASA administrative and technical functions

! shared 1n a coapiex way between AID, CDC; sza!el

! not understood sufficiently to assure smoot

i operation of project, difficulty 1n maintaining

| distinction between admin. and technical roles

lo decentralization of MWOHSA requires that project

! 1mplesentation and effectives depends on interests,

t skills and sotivatior of Reqxona?eottxcers. vhich

| makes coord.nation of activities very difficult

i

4

to EPI, ORT and Malaria 1nterventions should be

I administered under one adminstrative unit which 1s

I 1ntegrated 1nto the rest of MOHSA PHC programs

1o nousz sust take 1nitiative to develog plan to

! 1ntegrate doncr participaticn in health sector

to T7.0. assumed eore adeinistrative responsibilities

U than should have, 1n part due to HPN officer lack:

! chains of comsand should be clarified

fo first year visit should be scheduled earlier so HOHI
I knovs that T.0. has strong CDC support

to CDC and USAID aupervisors qhould coordinate closely|
I and routinely to discuss T.C.'s pertorlance

lo both USAID project manager and 7.0. should receive !
| wontly status reports on project budget :
| |
i |

W


http:administrat).ve

SWAZILAND: EVALUATION CONTENT FOR ACS!-CCCT

Project Start: June 1984

Funding: $703,000

Cateqories £P cop

i Rl
Plans lo target: fully 1msunize 703 of <1's by end of 1987 o targe.: sake ORT available to 903 of <5's
Needs assesasent, | fros 281 1n 1983 | decrease sortality due to diarrhea by
goals, and ! BCG Poliod DPT Measles 503 1n <5's by end of 1987
objectives,planned! 851 601 603 501 1987 target increase use of ORT by aothers to 501

inputs, expected

1 821 41 91 351 1983 levels

[
|
|
| |
| |
| |
outcoaes | lo baseline information: |
| by 1987, reduce worbidity wortality by | CDD completely integrated 1nto PHC aystes |
| Pertussis 301 30 | ORT recently instatuted; 300,000 ORS packets !
[ Pohio 501 | distributed in 1982 |
| Beaslea 501 501 | sost physicians st1ll use antibiotice and 1.V.
! | traditional chiefs & healers expressed willing-
lo goal: supply all vaccines to 0-24 wo. olds I ness to participate in CDD progras |
1 supply cold chain equipsent and vaccines | GOS committed to CDD progras l
| to fixed centers | !
lo baseline information (1963} lo plan to train a variety of health workers in CDD
| EP! completel 1nte7rated 1nte PHC systes | program planning, managesent and administration
| EPI 1n 50 (761) of fixed centers; 16 ctrs. remain! !
i
| i 1
tactual v.planned)!(1) (193]
(1) Outputs lo perforsed vaccination coverage survey (1984); lo conducted formative research (1985

What was ﬁrovxded,
acconplished?

| found 201 nurse error rate re tar?et ages, vaccinesio developed and aired radio messages (1985)

lo cold chain ansessed as working vell (1985} lo trained health service delivery personnel (1985)
lo gertorned 4 studies & used results to improve EPI: lo produced & distributed educational materials(1985)
[ ¥

{2) Quality KAP of clinic nurses 2)KAP of sothers, comsunity lo as of First Year Reviev, (DD evaluated as best of
How well are new | 3lcold chain inventory & logistics review 4ivaccinel the three interventions (1985
systess/skills | ordering and distribution systes reviev (1985) lo ¢ of ORS packets 1mported increased by 501 from
used? io worked with MMHP 1n EP! 1nitiatives (19684-85) t 1983 to Y985

lo formed EP] task force (198%) io local production of ORS steady at 5000 ﬁackets/yr
13} Effects 'o prepare¢ EPI poster (1986} lo established Mational ORT Demonstration Unit at

Access & coverage lo developed and conducted EP! school-based education
¥hat are effects | progras; conducted pre-,gost-lests and planned
on XAP of pop.? | parental intervievs (198

| Mbabane Governsent Hospital (1966
1o S-year vorkplan in draft fora as of 1986
lo constructed National ORT Training Center (1987}

0
lo conducted EPI calYaan days 1n all 4 regions (1986)10 sponsored 2 1nstructors from National ORT Training
I

(4) Tmpact to draft of S-year plan bequn (1986!
¥hat 1s 1mpact on lo held mid-level managers course for 25-30 nurses in
norbidity and/or | EPI (1985)
sortality 'o completed cold chain network & vaccine ordering
| and distribution systea (1987)
lo 1mplemented rev sterilization techniquet1987)
o developed 3-¥ear EP1 pian (19871
lo cospleted EP] 1mmunization coverage survey (1987)

lo supervisory checkiists being used as of 1987

Center 1n out-of-country training (1987}
lo trained 10 ORT instructors 1in-country to conduct
| regional-level instruction (1987)
lo established a CDD task force (1987)

o

|

lo developed curriculus and training plan for National
I ORT Training Center (1966)

10 assigned training staff to new Center (1986)

| distribution and sonitoring of ORS inventory (1388)

to conducted mass measles vacc. of 5-12 yr. olds(1987) 1o 1splesented 1mproved, revised sg;tel of orderin
88

10 18sued national EP] policy statesent (1988

1o revised 1am. schedule to current WHO stds (1966)
lo sentinel surveillance system established through-
I out Kingdoa as of 1988

to establishes outbreax investig./control sechanisms

10 developed schooi vaccination/assesssent plan (19881113}

1o established EPI specific budget 1n MOH (1988}
IoJconducted national seasies study (1988}
"

lo coverage 1997: BCG DFTT DPTI OPV1 OPVI Measles!

[ 91 891 741 891 4% 741
lo dropout rates 1986: 233 for DPT; 221 for OPV
14}

lo developed 1989 CDD workplan (1986}

IOZHOH established CDD specific budget (1988)
112}
lo MMHP project increased knowledge of mothers re ORS
i use, Eut 541 st1ll mixing 5S> 1ncorrectly (1986)

fo 1001 of hospitals using ORS 1n 1985, vs. 503 in "84
1o nearly 1003 of outpatient facilities using ORS :n
I 1985, vs. 603 1n 1984

H(4)
1o ¥ of diarrheal disease cases steadily decreasing:
+ went tros 2000 to 1200 reported cases 1982-1985 and

10 1ncidence decreases fros 1982 to 1987: [

I poliosll to 4/100,000; pertussis:140 to 100/,150,000t0
seasles:1000 to 300/100,000; tet.:65 to 30/100,000 |
no diptheria cases reperted 1n past fev years

continued decreasing through 1986

CFR steadily decreasing: vent fros approximately
85 to 40 reported deaths 1982-1965 (exceeded 501
target decrease); decrease continued through 1986

I
1
|
|
|
1
|
1
|
|
!
I
|
§
1
|
1
§
developed CDD 3-year plan (1987 ;
I
[
|
I
1
!
)
I
]
|
|
}
|
|
!
|
!
|
|

'
i t

|
!
| epertussis at 42/100,000 by 198¢
|
l

CONCLUS10KS Y]

i1 Institutionali-1o EPl completely intearated into PHC systes
zation: To what 1o GOS states strong cossitsent to EP!

deqree does MOH  1(2}

support systes? (o exceilent sanual exists on EPl for health care

| Rrovxders
*21brogran 1o HOH respondeg prosptly to most recosmendations,
strengths I and presented .ogicai reasons for rejecting any
i

13)Probless/Con- 113}

straints:¥hat o vaccine wastage 1s high

factors iimt tar-lo nat'i EP! c~ordinator left in ‘84 w/o replacesent

et a.nievesent? lo until e1d-1 85, attention focused on MMHP project,
t leaving EPl with few resources

141Lessons lo lack of supervision routinely cited as a probles
iearned: lo unt1l 1988, had no outbreax investigation aystes
¥hat worked? 1(4)

Vrat di1d not work?io once health ed., training vere focused on EPI,
| progras seesed to ieprove rapidly

Fecoasendations’? 1o recosaend |creen1n? & 1msunization of all children | buted to success of CDD progras

' who present to hea
opportunities

th facility to decrease sissed

T

X89!
10 GOS expressed commiteent to COD project; has
| 1ntegrated CDD activities well

|

142)

{0 an excellent wanual on managesent of diarrheal

| di1sease epirsodes exists and 15 used

|

13

1o as of end of 1986, found that some physicians still
I prefer 1.V. treatsent of diarrhea vs. ORT

o 29 of 1986, still experiencing difficulties 1n

| ORS supply and distribution

lo consiatent lack of unifors data collection

lo end of the NMHP project caused shift 1n esphasis
| fros CDD to EP]

144}

o qovernment's wor on safe water supply, pit

| ?atrxnes 1n addition to ORT seen to have contri-

|
o need to develop unifore data collection systes

N



2VAZILAND: EVALUATION CORTENT FOR ACS]-CCCD

lategories MALARIA TRAINING
;
Plans lo target: establish |ortalxt{ rates that can be o target: by end of 1987, have trained:
Needs assesssent, | assoclated with salaria by 1987 (200 Rural Hezlth Motivators (RHNs)

qoals, and lo tar?et stated in 1985: reduce salaria sortality 1n
objectives,planned! children <5 by 501 from 1984 (baseline level)
1nputs, expected
outcomes lo baseline inforaation:
salaria activities not vell integrated into
PHC systes; exists as vertical progras
responsibility resides in Malaria Control Unit
no cq resistance detected as of 1983

and one long-ters technical officer

|

I

|

|

|

:o plan to train coordinators, assistants, supervisorsi
|

t

|

!

i

1

63 health assistants

500 traditional bealers

300 sid-level health workers

10 statistical clerks

in EPI, €DD, Malaria control, HIS,
Health Ed., and Operational Reseaich

lo baseline inforsation:
| 633 nurae-aidvives (lar?elt grgﬂﬁlof health care
providers), approximately 40 in Swaziland

:o training plan developed in 1983

OUTCORES !

(actyal v.planned) (1)

(1) Outputs io confirwed cq resistance (1985}

Vhat vas Erov;ded,lo coapleted 1st Enase of cq efficacy study; results

accosplished? I suggest dose change from 10mg/kg to 25e9/k (1985}
developed salaria poster, radio aessages (?986)

(2) Qualaty lo 5-year plan 1n draft as of 1986

How well are nev lo reestablished DDT, larvicidal spraying of vecter

o

systeas/skills | breeding sites (1987}
used? 10 reinstituted active case detection (1967
(3} Effects (o developed 3-year malaria plan (1987}

I

tn

lo trained >400 RHMs, traditional healers, and clinic
| personnel in ORT technigues (1985)

jo conducted 3-week CCCD m1d-level mqat. course (1985)
lo trained 600 RHMs & traditional healers 1n EP1(1985)

o

conducted 10 3-day EP1 workshops for nurses and
| nursing assistants (1985)

trained 80 health workers in 2 5-day malania

! control refresher courses (1985

o

lo printed & distributed national malaria poster(1987)io sponsored ap| roxxlatel‘ 26 Swazas for CCCD Inter-
|

Access & coverage o cospleted 1n-vivo cq resistance study (1987)
What are effects (o 3-year malaria plan approved by NOH (1988}
on KAF of pop.? 10 1ntroduced new HOH |a§ar1a treataent and
1 prophylaxis policy (1988)
(4) lspact 1o received approval for salaria budget request to
What 15 iapact on | South Africa (1988)
sorbidity and/or lo conducted extensive spray progras in lowveld (1968)
sortality lo as of 1988, malaria inciuded 1n sentinel surveil-
| lance reporting systes
lo provided malaria vector control vorkers vith
1| protective clothing & equipsent (19681

!

1{3}

1o as of 1988, 1003 of hospitals vere using the

| salaria treataent policy; 251 of hospitals vere
' using the prophylaxis policy; 1008 of other

: health facilities were using both

1

i4)

10 1apact data froe documents 13 very inconsistent;

| difficult to determine whether reported decreases
1n cases and/or deaths, when thel occur, are real,

and 1|Bossxble to determine whether attributable
to €CC

national Workshops (1985)

lo conducted Diarrheal Disease Syeposium with the

| Swaziland Medical Association (1985)

1o held m1d-level managers course for 25-30 nurses 1n

I EPI (198%)

jo achieved 96.8% of 1985 tninlnti target:

| trained 968 staff; target was

10 trained 130 health personnel at & separate

| sessions in EPI, Malaria, B, and PHC (1986)

0 sgonsored 2 nurses on a atudy tour of Lesotho
0RT Demonstration Unit

lo as of 1986, have trained approxisately 1000 RHMs

| (508 of target of 1000 by end of project)

lo provided on-site training to all sentinel sur-

t veillance staff (1988)

1o trained EP] sobile outbreak control teiss 1n

i weasles 1nvestigation and outbreak control

| strategy (1968)

lo trained, on-site, malaria spraysen and case-

1 finders (1986}

lo provided out-of-country traxnxn% for CDD managers

\ and trainers at the National uRl Center (1988)

to conducted Child Healtn workshops in conjunction

I with PHC project (1988)

1o conducted EPY, CDD and salaria HLA course {1986)

o0 as of 1988 evaluation, cuuulatxvell trained
136 mid-level sanagers, 64 senior ealth officials,
and 606 peripheral health staff (as vell as others
sentioned above)

CONCLUSIONS 1)

‘1)1 1nstitutiorali-lo MOH/GOS expressed strong cosmitsent to the malaria
sation: To vhat | progras; hovever, the progras nas not been weli
degree does MOH ! integrated 1nto the primary health care systes
support systes! |
1
|

(2'Prograe
strengths 1
HH
i31Probless/Con- 1o major Troblel 1n salaria control 1n Swaziland
straints:¥hat i 18 influx of Mozasbican refugees
fa=tore l1s1t tar-lo 1ncreasing cq resistance
et achievesent? lo no national policy until 1988
lo ¢g distribution difficulties
i§iLessons i4)

.earnea: io need a health education campaige to urge the
¥nat vorked? | population to seex immediate treatment for fever
¥n1e did not vork?io cq distribution probles could be alleviated 1n

i part by givang cg to Rural Health Motivators for
Recossendations? | cossunity distribution
1
|
i

!

H

1o governsent w1liing to send staff to training both
| 1n and out of country

i

HD

lo progras generally responsive to training needs

HY

io need more HLM training

o need training of trainers

1o need training on HIS as a managesent tool

lo need to add training to MOH budget to assure
| continuity of train‘ng

o need more inservice training

|

|
|
!
i
!
|
!
|
!
1
!
|
1
|
|
|
|
|
|
I
|
|
|
|




SWAZILAND: EVALUATION CONTENT FOR ACSi-CCCD

Categories HEALTH EDUCATION HIS

1
Plans 10 baseline 1nforsation: o goals: 1mprove specificity of the HIS
Needs assesssent, |  GOS recently established a Health Education establish baseline morbidity/sortaiite data
goait, and t  Umat (HEU ; considerable capacity and by age groups for msunizable diseases
object1ves,planned establish a regular CCCD nevaletter and

1nputs, expected
outcoaes

1
|
|
|
exﬂerxence ex18ts 1n-country 1
#oR hopes to 1ncorporate traditional chiets, 1 sailing systes to all health staff
healers 1nto healtn ed. systea |
lo baseline information:
| currently cosputerized
| NOH hag recently instituted sentinel surveillance
| high cate of reporting: approxisately 808
! fros 200 regorting units
: HIS currently being ‘redesigned’
|
|
|
[

|
|
§
|
[
l
|
|
|
!
!
|
|
|
!

(1) Outputs

Yhat vas ﬁrovxded,

accoaplished?
(2) Qualaty

How well are new
systess/skills
used?

(3) Effects
Access & coverage
¥hat are effects
on KAP of pop.?

OUTCONES ' T ]
(actual v.planned}i(l} 1 !
10 collected inforsation on initiative for vacci- 1o produced EP1 survey results (1985) |
| nation coverage (1985) lo conducted HIS training for hospital anc elimic |
10 cospleted an assessaent of audio-visual production | staff (1985) |
i capability for Swaziland (1985) lo Assisted i1n CCCD/EP1 training of nurses, pursing
to developed plans for x-grovan EPl and CDD mass | agsistants (1985) |
| sedia cosponents (1985 lo transferred health data to nev IBM computers (19851
fo completed coasunity and clinic-based survey to 1o as of 1986, had 88% reporting rate !
i detersine priority areas for EPI health education (o national census bequn 1n order to obtain accurate |
 and 1n-service training (1985) | denosinators (1986) |
lo developed nuserous health ed. materials for EPI & o hired consultant to work with NOH to develop cossoni
| CDD {posters, pasphlets, flags, snirts, etc.)(198511 baseline data (1987} !
o produced c0||un1t¥ radio health progras (1985) lo completed EPl 1maunization coverage survey (1987)
1o reprinted 500 health worker sanuals {1985) 1o established HIS in Manzimi region (1968)
io developed malaria poster, radio sessages (1986) lo established sentinel surveillance network in 28

(4) lwpact
¥hat ia 1epact on
sorbidity and/or

10 developed and conducted EP! school-based education | sites to provide §roopt outbreak notification(1988)1
| progras; conducted pre-,gost-tests and planned {o conducted 21 measles outbreak investigations in ‘88i
) parental interviews (1986)

|

sortality lo printed & distributed national malaria poster(1987)) 1
lo Frxnted and distributed malaria treatsent gquide | {
| for health vorkers (1968) [
lo developed and aired malaria prevention & treatment ! |
| nessages I |
lo estab?xshed CCCD/health education link via AID i l
i assistant Project Officer (1986) ! |
to developed plans for use of health education | |
i corsultancy (1986} 1 :
| |
! f |
' | |
' ] |
! ! |
i | !
' | t
[ | '
1 i |
i | |
1 | |
| t |
| i !
| | !
| | |
| | 1

CONCLUSTONS (8} }

{1)Institutionaii-lo Health Education Unit functions vell, but . e 138!

sation: To what + needs clarification to governsent expressed cossitaent to developaent

deqree does MOH ¢ i and 1mprovesent of HIS; sentinel surveillance sites

support systes! ' ) | appear to be representative
"y i

(2)Progras
strengths

13'Probless/Con-
straints:What

factors Limt tar-

get achievesent?

(4)Lessons
iearned:
¥hit vorked?

What did not work?!

Recossendations?

|
i
l
|
|
|
|
1o health ed. program assessed as most successful 1n 102} |
i CDD by end of first year: indicators were general lo reporting 1is conﬁlete and tieely 1
¢ 1vareness by mothers of the 1aportance of 8RT. the lo computerization has been successful |
i Wyl and clinic gersonnel enthusiass for the program! !
| and the successful training of 2 MOH staff in COD 1(3) 1
! fo reports fros Statistical Unit are often delayed
! jo 1n1t1al lack of accurate denominators }
[ |
1(4) 1(4) :
|
|
|
|
|
!
|

lo belief 15 that health education ccaponent was key lo difficu t to determine from evaluations what
| to success of national ORT initiative early on | contributed to success of the Swaza HIS
|
{0 need to clarify role of HEV lo recoasendation from 1986 to hire full-tiee eedical

lo necd to increase work vith the traditional I epidesiologist to aid the HIS wae oot acted upon
| sector |
| |

|

1




SWAZILAND: EVALUATION CONTENT FOR ACSI-CCCD

Categories

OR

CROSS CUTTING COMNENTS (SUPERVISION,SUSTAIMABILITY)

1

?lans 1o goal: to have ansvered 5 operational research

Needs assessaent, |
goals, and t
objectives,planned!
1nputs, expected |
outcoses

questions by the eid of 1987

5 target: increase NON contribution for PHC fros
14.3% 1n 1984/85 to 20.3% 1n 1990/91

G0S contribution should increase fros
811,000 1n ‘84 to $137,000 in '87

o baseline inforsation:
G0S currently funds approximately 801 of
recurrent costs in sission health facilities
GOS has established fees for outpatient visits,
health cards, hospitalization
sustainability is feasible according to country
assesseent

OUYCTRES I

(actual v.planned:i(l;
(1} Outputs 1o completed phase | of cq efficacy study (1985)
¥hat was provided, lo conducted ltudg assessing level of cq resistance
in lowveld (19

lo hosta4 Zastern, Central, and Southern Africa OR
reviev seeting (1985)
How well are nev !0 supported Swazi member of CCCD Regional OR Review

accoaplished? |

(2) Quality [

systess/sk1lls | Cossittee (1985}
uged? lo conducted CCCD activity cost analysis (1983)
lo coapleted 1n-vivo cg resistance study (1987)
(3) Effects lo conducted pilot study of new cold chain monitoring

Access & coverage !

on KAP of pop.? |
|

(4) lepact 1(2)
¥hat 13 1epact on 1o OR studies have influenced policy or practice

sorpadaty and/or !

5

systes (1986)
¥hat are effects o conducted national seasles study (1988)

!
:?g?ElVISIOI
:o supervisory checkliats being used for EPI by 1987

|

:?g?TAIIABILITY

lo cost-effectiveness study perforsed in 1985

lo cost study performed vhich determned that daily

i 1ssunigation nf children 1s supportable even with
i high vaccine wastage (1986)

to unifors fee achedule has been adopted for govern-

! ment & missions services for diarrheal disease and
T;ézrxa treataent and 1npatient treatment as of

1
|
|
[
i
sortality I !
! |
) |
! !
! |
| I
1 |
| |
| |
| |
| |
! !
[} |
| |
| {
I |
| I
| |
| ]
1 ]
! [
| |
| |
| |
i |
i
i T
CONCLUSTONS ! ISUPERVISION
11 Iastaizutionala- (D) 1(2)

zation: To what 1o Swazilang stiil lacking in national capacity to
perfors operational research

degree does MOH !
support systeas? :

(2)Progras 12!
strengths io Swazi nationals involved 1n review process

i
(3)1Frodleas/Con- 1t4)
straints:¥hat lo need to increase national capacity to do OR

factors lLimit tar-l
get achievesent? !

{4)Lessons
learned:

¥hat vorked?

¥hat did not work?

Recossendations?

1o supervisory systeas have improved during the
I(3course of the project

"y

lo supervisory systeas need continued lsprovesent

o 1956 evaluation found that sanagers spend too such
| tise 1n operatlons, not enough tise in planning,

| supervision and eonitoring

|

lS?STAlNABlLITY

H1)

fo PHC systes 1s vell-established; EPI and CDD are
! Z?O|pletely 1ntegrated into systea

I

lo 1nitial problems with funds disbursesent solved
(1))

lo economic qrovth in Swaz:iland has rot kept pace with
| population growth; governsent requires continued

| external support for progras activities

104}

|
|
1
|
|
|
!
}
|
|
|
lo comsercial marketing of ORS and cq recomsended :
!




SYAZILAND: EVALUATION CONTENT FOR ACS1-CCCT

Cateqories PROGRAM MANAGEMENT

1
Plans io baseline 1nformation:
Neeas assesseent, |  PHC systes well-established
goals, and | GOS has ccasmitted to decentralized planning
objectives,plannedl  and managesent over next 5 years
1nputs, expected | road network 1s extensive, well saintained
outcoses shift fros curative to preventive focus has
already begun
drug procureaent systes 18 inefficient,
lacks coordination
general quality, staffing and utilization of
health facilities 1s ispressive

|
1
|
|
I
1
|
:o country assesssent done 1983
|
|
I
|

!
|
|
I
!
|
|
|
|
1
|
|
|
|
|
1
1
I
|
I
|
|
OUTCONES I 1
factual v.planned)i(l) |
(1) Outputs lo developed annual tralnln? plan and budget for CCCD !
¥hat eas provided,! 1nservice training (1985 I
accosplished? lo established CCCD Coordinating Comsittee; met 7 |
I times 1n 1985 1
(2) Quality 1o developed agreement with UNICEF for co-tundxn? 1
Hov well are nev 1 CCCD workshops and cold-chain equipsent (1985 |
systess/skills  to revised project docusents to clar1t¥ CCCD role; to |
used? t avord duplication of efforts) (198% |
1o GOS constructed T.0. office space (1986)
1) Effects lo by 1986, Regional Health Management Teams set up
Access & coverage | 1n all 4 reqions |
¥hat are effects o vaccine distribution decentralized; vorking vell !
on KAP of pop.? ! by 1986 !
applied to Rotary International for Polio Plus 1
grant to fund additional EPI activities {1988) i
|
|
|
|
1
|
!
|
!
|
|
|
|
|
|
|
|
|
]
|
|
i
!
|
!
|
|
|
|
|
|

o

(4) Japact

¥hat 1s 1mpact on
sorbidity and/or
sortality

CONCLUSIONS 1

{1 Institutionala- (1)

zation: To what 1o GOS exeressed cossitaent to decentralization and
degree does NOK 1 to CCCy

support systes’ :o ACSI-CCCD extension approved 1n 1988

|
|
I
!
(21Program 12, \
strengths io standard adaimstrative procedures work very !

| efficiently overall
‘3)Probless/Con- i \
straints:¥hat H \
factors limit tar-io progecl shared tecnnical officer with Lesotho untill
get achievesent? | 198 ) 1
lo shortages in staffing and occasionally in supplies |
(4).essons | have been consistent constraints |
.earned: ! 1
What vorked’ ! !
What did not work?i(4) |
1o lack of 7.0, cited as primary reason for MOH's 1
Recossendations? | limited capacity to utilize resources !

|

|
|

1o need to train Swazls in sonitoring and evaluation
|




70G0: EVALUATION CONTENT FOR ACS!-CCCD

Froject Start: Aprail 1983 LOP Funding: $1,140,000

Categories EPI cbd

1 |
Plans lo target: B85-90% coverage of <5 yr olds by end of  lo target: 30X of target gopulatlon covered by ORT
Needs assessaent, | proiect | services by 1984
goals, and lo goai: establish 100 new vaccination centers | 103 1eduction per year in diarrheal c1sease
objectaves,planned! nationally | sorbidity and mortality
1nputs, expected lo baseline inforsation 1983: |
outcomes | coverage: lo goal: establish 26 ORT units nationally

I BCG DPT3 TOPY3 seasles |

I 141 21 151 81 lo workplan developed 1983

!

l
{o vorkplans developed 1983

:o baseline incidence 13.3/100; CFR 8.21

-
{actual v.planned)lo conducted baseline coverage survey
1o expanded EPI activities to all districts

(1) OQutputs lo 871 of all gotentxal facilities had vaccination
Vhat vas 1 caplbilxt! y 1987
accoaplished? 1987, 34

lo b
| ¥47 in 1984
{2) Quality lo cold chain, sterilization equigt. supplied
How vell are nev lo conducted mass camspaign in 1987-88
syatsna/skzlls :(

used? k)

1o 1987 coverage estimates:
(3) Effects I BCG OPT3  TOPV)  measles
Access & coverage | 951 621 601 741

lo 481 of <5's
1o 721 of women received full tetanus toxoid regimen
!

What are effects
on KAP of pop.?

vere fully vaccinated by 1988

0 vaccination centers in operation, froslo draft trainxng plan developed, site chosen for ORT
e

1{1)

lo established ORT use baselines

io supported ORT training at University Hospital

lo ORS available in all health facilities by 1985

lo ORT used in 893 of hospital diarrhea cases by 1987
| training and demonstration unit

|

1(4)

lo nuaber of cases/CFR decreased steadily untal 1967,
then increased slightly: 1500 casea 1n 1988

|
|
|
|
l
|
by 198 i
(4) Iepact | |
Vhat is 1|Ract on I(4) |
morbidity AND 1o 1ncidence of target diseases decreased over LOP: |
sortality? i Pertussis: 150/100,000 to 35/100,000 |
| Polio: 6/100,000 to 0.6/100,000 1
| Measles: 2/100 to 0.5/100 |
| Tetanus: 18/100,000 to 8/100,000
! NNT: 8.5/100,000 to 2/100,000 |
i {1983-1987) )
| I
| |
| |
| |
I |
! |
CONCLUSIONS Y} 1

(1)1nstitutionali-1o MOH supports systea,but limited by personnel
zation: To vhat | and fvid shortages

degree does MOH |

support systes? 1(2)

1o w1ide knowlege of EP]

fo daily vaccination in some facilities

{2) Program
1o comprehensive educational materials
!

strengths

(3) Probless/Con- !(3)
straints:What 1o vaccinatlon campalign dxsruated other activities
factors limit tar-lo vaccination target ages (WHO recossendatior.c)
get achievesent” | not adhered to

|

(4)Lessons learned!(4)
What worked’ lo 1ncluding 1ntensive vaccination campaigns
¥hat did not work?! 1n addition to ongoing access helped achieve
| target covera?e rates; sustainability of results
Recosmendations? | 1S questionable
1o social sobllization strateqies were effective
lo supervision helped solve target age probles
|

|
|

1o University Hospital using & teaching 08T
|

|
1(2)
io ORS widely available

i
143} , |
lo despite good facilities,ORT use still lov !
! XacE of enthusiasa for and ignorance of ORT 1
1 by medical staff and general Eubllc |
lo supervision not reqular enoug
fo training didn't seea to affect home use !
| of ORT very greatly !
io lack of Supervision, poor Teporting practices causel
1 dafficulty in evaluating effectiveness :
|
|
|
!
!
|
I
|

1(4)
lo recossendation: replace CND coordinator
|

\
1




76G0: EVALUATION CONTENT FOR ACSI-CCCD

Categories MALARIA TRAINING

i l T
Plans lo targets: 30% expansion of services to target pop.
Needs assessment, | decrezse malaria morbidity & mo-tality by lo target: ¢ graduates/yr added to MG stall.
goals, and | 508 11 ¢5's | 16 physicians, 70 nurses, 35 midvives,
objectives,planned! 20 health assts., 28 lab techs, 30 health
1nputs, expected Io workplan developed 1983 aides, 100 *agenta itinerants®
outcomes

|
!
]
fo init1al training plan established 1982
lo needs assessaent perforsed (1987

|
|
|
|
|
|

!
{actual v.planned)lo established baseline treatsent data
lo established national treatsent policy

(1) Outputs lo cospleted 1n-vivo chloroquine sensitivity testlng lo implesented mid-level management training
¥hat vas lo docusented cq resistance for 1st tise 1n Togo 1967 lo trained HIS staff in computer use
accoaplished? lo MOH adopted new dosage policy(25 sg/kg vs 10 mg/kglio trained medical officers 1n needs assesssent and

lo reinforced sentinel surveillance & monitoring
(2) Quality lo developed questionnaire for pharsacy practices
Hov well are nev |
systens/skills 12)
used? lo 90% of children diagnosed were being treated

| properly by 1986
(1) Effects |
Access & coverage 1(3)
What are effects o 821 of preg. women vere using salaria prophylaxis
on XAP of pop.? 1 by 1987

I

(4) lepact 114)

¥hat 15 1mpact on !0 number of cases and deaths continued to 1ncrease
sorbidity AND | due to chloroquine resistance

sortality?

Hh
lo 88% of LOP targets achieved by 1985
lo increased number of ghyalcxans & PAs working :n MOH

| wvorkplan develupmen:

lo devego CDD training plan (1987)

lo Used PCV's to help rewrite curricula, 1nitiate

| TOT workshops

lo traaned comsunity leaders in EP! education

lo develgged & 1eplemented national training fer field
| ata

fo all training targets except senior-level management!
i training vere met by 1988 1

|
|
|
|
1
!
|
|
|
|
!
}
!
|
|
!
|
|
|
I
!
!
|
|
|
!
!

CONCLUSIONS !
(1rinstitutionali-!
zation: 7o what i
degree does MOH |
support systes? '

1y
12} Progras lo chloroquine resistance 13 1ncreasing malaria
strengths 1 1ncidence

|
(3) Problens/Con- !}
straints:vhat 1
factors lamt tar-}
qet achievesent? :

{4)Lessons learned!
Vhat varked?
What did not vork?!

)
Fecomsendations? !
]
i

|
!
|
|
i
|
|
!
|
|
1
|
|
|
!
|
!

i
1 CCCD training materials integrated 1nto sedical
' school curricula

l
13

lo transportation logistics, personnel shortages, and
i lnv sorale were constraints

1

!
i
|
!
]
| !
114) !
io need senior-level sanagement training 1n french :

|

!

!

1
1
|
|
i
'
|
!
|
|
i




T0GY: IVALUATION CONTEWT FOR ACSI-CCCD

Categories HEALTH EDUCATION H1S
) T |

Plans ! i |

Needs assessaent, lo needs assessment perforsed 1984 lo target: cosputerize the HIS 1

goals, and lo budget and workplan developed 1984 ! |

objectives,planned| |
1nputs, expected | | !
outcomes 1 | |
| i |
! | |
! | |
] | |
] | 1
| | |
! | ]
| | |

OUTCOMES 199] 1 |

(actual v.planned)io collected baseline data (1985) 1o established and sonitored 21 sentinel surveillance !
lo rewrote health ed. curricula | sites !

(1) Outputs lo used PCV's to help develop materials for EP1, (DD !o conducted surveys in malaria and diarrheal disease |

Vhat was | and malaria programs lo conducted child mortality survey in 1 region |

accosplished? lo trained comsunity leaders in EPIl education lo perlodicallg revieved and strengthened HIS
lo established full-time health educator position jo cosputerized systes and trained users by 1987 |

(2) Quality lo developed extensive EP] materials for mass caIYaiqnlo reduced nuaber of reportable diseases on reporting

How well are nev 1o introduced health education saterials to schoo I list from 90 to 40

systews/skills | teachers fo drafted new hospital reporting fora !

used? ' lo supported training for 2 statisticians |
' lo improved annual report data |

(3) Effects ! lo conducted and folloved up WUHS survey |

h:cess & coverage | ] |

¥nat are effects | 1(2) |
on KAP of pop.? : :o detersined monthly reports to be accurate :

(4) lmpact I 1(3) 1

¥hat 1s xlgact on | lo by l987.reqularlgecollected data froa 356 reportingl

aorbadity AND | | sites, from 312 before project inception |
sortality? | | |
] 1(4) ]
| {o desonstrated a decrease 1n measles, polio & diarrhel
: : disease using HIS data :
| | 1
| ! |
! | |
| | !
| | 1
| ! I
[ | |

CONCLUSIONS 1) | 1

i1)Institutionali-to EPI health education saterials being used by school! !

zation: To what | teachers | 1

degree does MOH | ! !

support systea? 1(2) 1{2) !
lo coordination among donors and MOH occurred 1o MOH had already begun HIS developsent at !

(2) Progras i reqularly | project’s inception

strengths :o Peace Corps Volunteers used well lo reqular, consistent supervision :
|

{3} Probleas/Con- ! 1(3) !

straints:What 114) lo hardware and personnel limitations in !

¢actors lim:t tar-lo EP] mass education campaign materials i processing data |
get achievesent? | appeared to contribute to 1ncreased coverage ;(4) :
|

t4)Lessons learned! lo recossendation: establish record reviev in all |

What worked? | { hospitals, for all CCCD target diseases

What did not work?! : }
!

Recomaendations? : : :
i | |
| ! !
! | !
! 1 |




T131: EVALUATION CONTENT FOR ACSi-CCCD

Zategories

OR

COMMENTS: SUPERVISION, SUSTAINABILITY

Fians

Needs assessaent,
goals, and
objectives,plaried
inputs, expected
sutcomes

1
1
to plans to train many levels of health personnel,

1 1ncluding supervisors/managers as well as technical

lo Flans to establish and/or renovate Yealth
1 facilities

fo GOT to increase financial contribution by 25%/year
lo training of *agents itinerants® cited as best way
to assure continuity at local level

|
|
!
|
|
|
|

OUTCORES )

{actual v.planned)io conducted 13 special studies

lo developed EOlch & guidelines for protocol reviev
e financing needs assesseent

(1) Outputs

= — -
-

io completed

alt

¥hat vas lo cospleted cost studies

accomplished?

(2) Quality

How well are nev
systeas/skills
used?

(3) Effects
Access & coverage
What are effects
on KAP of pop.?

(4) Impact
What 1s xlgact on
sorbidity AND

:o 1dentificd potential reviev board seabers

|
:%g?ElVlSIOI
lo increased supervisory visits for EPI

|
1SUSTATNABILITY
"

lo cost recovery mechanisas (user fees, vaccination
card fees) established by 1986

|
|
!
!
|
|
|
|
|
|
|
|
!
sortality? 1
|
|
|
1
I
|
|
|
!
|
i
I

CONCLUSTONS

(11instatutionali-|
zation: To what |
degree does NOH !

support systes? 1(3)

1o lack of protccol submissions
to lack of national capacity to conduct research
strengths ta results of studies often not followed up 1n later

'2' Frogram

|
"1) Problems/Con- |
straints:What
factors limit tar-
get achieveaent? !
|

141 Lessons learned’
What wvorkec® !
What did not work’i

|

fecomsendations?

|
i
|
|

evaluation documents, plans

|
|
|
|
|
|
!
|
|
!
|
|
|
|
|
|
|
|
|
|
|
|
|
|

ISgPERVlSION
H2)
lo strong supervision in HIS

1

13

19 supervision 1n CDD lacking

' (not known why CDD supervision vas so poor;
| possibly political 1ssues related to

| this position?}
)
|

ISUSTATRABILITY
H

lo governsent was unable to increase its contribution

| to the target level as of end of 1987
[
1(4)

lo project extension to 1991 approved by USAID/CDC/GOS

|
|
!
|
!
|
|
|
|
!
|
|
]
!
!
|
!
|
|
|
|
|
!
|
!
|
|
!
|
|
|
|
|
|
|
|
|
|
!
|
|
|
|
|
!
!
|
|
|
1
1
1
!
!
|

!
|
|
[
|
|
t
|
|
|
!
|
1
|
|




70GC: EVALUATION CONTENT FOR ACS!-CCCL

Categories PROGRAM MANAGEMENT
1
Plans |
Needs ass:sssent, Ic plans to have 653 CCCD services coverage by 1985
goals, and t (this target vas not followed up 1n subsequent

objectives,planned! docuse. ts)
1nputs, expected |
outcomes

OUTCONES !

factual v.planned}!(l)}
lo technical officer posted in 1983; no gaps 1n

(1) Outputs I T.0. coverage over life of project

What vas

accosplished?

(2) Qualaty

Hov vell are new
systess/skills
uged?

(3) Effects
Access & coverage
Vhat are effects
on KAP of pop.?

(4) lmpact

Yhat 1s 1|iact on
sorbadity AND
sortality?

CONCLUSIONS 1)
(1}Institutionali-to donor and MOH coordination generally effective
zation: To what |
degree does MOH  1{2)
support systes? 1o well-developed 1nfrastructure
o BOH cosmitted to, plannxng for decentralization

2} Progras lo prograe managesent generally satisfactory
strengths lo donors have divided resgonaxbilxtxes (e.q.,
| UNICEF supplies saterials, CDC/AID
{3) Problems/Con- 1 supplies technical assistance!

straints:What
factors limt tar-!(3)
get achievement? lo no established PHC systea for CCCD to fit 1nto
| at program lnception; progras not well integrated
(4)Lessons learned! 1mtially
¥hat worked? lo MOH country programs not well coordinated
¥hat did not work?l "
1

Recosmendations? o need better control over accounting/finances
1o need better system for supplies procurement
|

|
!
!

i
|
)
|
)
1
[
1
|
!
!
|
|
|
!
|
!
|
|
|
|

|

!

|

!

|

!

|

|

|
t

|

|
|
|
|
|

|
|
}
|
1
|
!
1

|
|
!
!

|

|

!

1

|

|

|

!

!
}
!
!
1
|
1
!
|
1
I
!
|
|
|
|
|




ZAIRE: EVALUATION CONTENT FOR ACS1-CCCD

Project Start: August 1982

LOP Funding: $4,071,000

Categories

£P!

<o

Plans

!
lo targets revised 1986: mortality reduction

Needs asseasaent, | seasure abandoned
qoals & objectivesio revised targets: 1ncrease national issunization

pianned 1nputs,

t coverage to at least 801 for 8CG, 751 for measles,

expected outcoses : 703 for DPT and OPY by the end of 1990

lo baseline 1962:
BCG DPT3 OPV) wmeasles TT2
551 391 381 411 271

| seasure
lo revised targets: (1) increase the national 1 of
t fixed facilities using ORT as first line treatasent !
for diarrhea and rehygratlon fros less than 5% 1n |
1982 to at least 651 by 1990 (2) 1ncrease 1 of the |
population with access to appropriate treatsent forl
diarrhea from less than 203 in 1982 to sore than |
803 1n project zones by 1990 (3) 1ncrease 1 of
acute cases that are treated correctly with ORT
fros less than 20% in 1982 to greater than 801 1n
project zones by 1990

| I
lo 1986 rev-sed targets fros sortality reduction i
|
!

OUTCONES

1
|
'
|
|
t
|

11}

tactual v.planned}io cold chain working at all levels 1n 200 zones

(1) Outputs

lo increase 1n zones participating in PEV to 206/306;

What vas provided,| § zones participating at start of gro]ect unknown
8

accosplished?

12) Qualaty

How vell are new
systess/skills
used?

13) Effects

lo vaccination survey conducted 1n 1n the 30

| clusters fros 1904 MUHS survey

!

12

io ster1lization procedures understood; needles

| chan?ed but not syrxn?es due to shortages

o staff understanding of vaccinal calender uneven
o over 801 DPT vaccine given to correct age group

Access & coverage | 1988

Vhat are effects
on KAP of target
population?

(4) lepact

i

Hd

10 coverage 1968:

1 BCG DPT3  OPV) wmeasles 732
| 801 701 701 751 S11

W¥hat 13 1epact on 1o 1988: 174 zones covered, £01 popuiation has access

sorbidity and
sortality?

| to vaccines

|
14}

10 decrease 1n case incidence - between 1981 and 1987:
seasles: 301 decrease; polio: 751 decrease, Tetanusl

471 decrease

|
|
!
!
|
l
|
|
|
1
|
|
|
|
|
|
!

|

H

1o Mano Yemo ORS center 18 focus of treatsent,

| trarning 1n ORT treatsent

lo appropriate 555 recipe developed

lo frequent rugturea 1n stock at antenna & zonal

| levels 1n 1968

lo ORS Eroductlon at LAPAKI 310,000 umits 1n 1983;

| 602,880 1n 1987; production at tesperature stand-
| st1ll 1n 1988 due to GOZ overdue balance

lo sy Elx of ORS distributed 1n 1988 decreased

lo 19 additional ORT units established 1n urban

I areas

lo training 1n CDD treatsent since ‘B6: Mawo Yeso-

| 14 courses, Bukavu & Lubusbashi-6 courses since ‘87
1o OR project evaluated effective case managesent at
| 2Hauo Yeso 1n 1987

1(2)

lo data on diarrhea cases seen/treated with ORS fros
I monthly vaccination reports first time available in
| 1985: estimated 423 cases treated with ORT 1n °85
o 1985 su;ervnsory questionnaires on 48 rural zones
| shov B3I of hospitals regularly using ORS; 601 of
| health centers reqularly using ORS; increase over
"84: 471 and 251 respectavely

|o]731 of asbulatory cases treated wita ORG in 1988
163)

fo 701 reported cases treated with ORT: target 1s 801

|

114)

to 1988 v. 1984 hosp. cases/deaths: 4650/319 v.

I 8939/3%7 (4] hospitals reporting in ‘88, 40 1n ‘84
1o 1n 1988 reported deaths fros diarrheal disease

} decreased fros 143 to 21 of hospital intake in
Kinghasa

|
|
|
|
|
|
|

CONCLUSONS

(1) Institution-
alization:

To what degree
does MOH support
systeas?

t2) Progras
strengths

(3) Probless/
Constraints
¥hat facters
limited achieve-
sent of targe’:s’

41 Lesscns
Ledlhel
inat wirked?

1

H2)

I031984: quantity and stock of vaccines adequate

"y

jo EP! objectives overly asbitious 1n relation to GOZ

! resources

10 Vaccine coverage static since ‘85

lo measles vaccine disrupted at central level 1n 19084

1] groblen vith vaccine distribution at perapheral

1 levels

1o tvo of most important constraints to EPI

' activities: nop-payment of salaries and lack of
sugervxsxon aue to insut!icient operating funds -

© (1988 evaluation

i0 no systesatic foilov-up wetnod for chiidren who

have had iRcompiete vaccine coses

o -
o~

stagration tetween ‘23-B¢ corresponds to chan?e in
v3cCination schedule to tirst two years of life
1 from three years

¥nat did not vork?io 1985: well developed zones shov high rates of

#2 casendations

vaccination coverage; newer zones show slight
decrease after switching fros sobile to fixed
{center vaccipation strategy

1o rapid increase 1n first years of progras reflect

i new lmaunizations as wei. as data coliection on

i infants already being 1msunized; sore accessible
| zones have been all brougnt into orbit of PEV,

' leaving sore difficult areas vhere coverage rates
Loare lxgely to be lover (1988 evaluation!

10 198% Cold Chain recoasendations: need maintenance
 data sheet at central ievel; freeze indicators are
i not often used, not weli understood: training in
! use 1sportant

jo vaccines/supplies should cose from GOZ budget, as
I well as recurrent costs to ensure sustainability
to 1eplesentation should be sioved to be cospatible
t with the GOZ's ability to pay

o

]

Hn

lo cost recovery for ORT part of national strategy
!

12}

1o Maso Yeso 15 1nternationally recognized ORT

| training center - health workers fros 12 countries
| trained there

jo project aided 1n establishing 1n-country ORS

| production

!

1

1o health personnel not following ORT instructiors;

' interruption in stsck possible due to this prodles !

"0 low success in proaotion of howe SS solution

‘o acceptance of ORT slower than expected !

io progras 1speded by lov ievels of sotivation by !

i staff due to GOZ's 1nability to pay salaries

"5 ]ov level comnprenension of the causes of |

i diarrhea and the use of ORS

lo 971 messages on ORS communicated face-to-face: |

¢:fficult to reach population target and obtain |
behavioral changes 1

io antenna revolving funds for purchase of ORS were |
i
|
|
!
|
|

|
|
|
!
1
!
|
|
!
!
|
I
i
|
|
|
!
|
|
|
|
!
i
t
t
|
|
|
|
i
i
|
|
|
!
I

|
'
| decapitalized to pay salaries .n 1988

{0 1o 1nforsation on I increase fixed facilities using
{ ORT: target is to isprove fros 51 to 658 1n ‘90

1o follow-up of training participants show wajor

I iapedisent to 1splesentation of training o head

| nurses and the establisheent of ORT corners in

| hospitals 1s the lack of eaterials {goblets, bowls,
' gpoons) - 1988

|

14
lo training, supervison, health education 1nputs

needed
1o slov use of ORS by ‘85 attributed tn 1nadequate/
I delayed health ed caspaigns and reluctance of users
|
| |




ZAIRE: EVALUATICN CONTENT FOR ACSI-.CCD

Categories

NALARIA

TRAINING

Plans

Needs assesssent, ! to lgproprlate treatsent for acute ma
goals & objectives! < 20

planned 1nputs,

expected outcomes

T

io revised targets: (1) Increase I of poY. vith access
aria from

1n 1982 to > 801 1n project zones by 1990

I (2) 1ncrease 1 of pregnant vomen with access to

i salaria chesoprophylaxis, fros <201 1n 1982 to >801

[V YTOJQC! zones by 1990 (3) increase the I of

| children receivin approgrxate treataent for acute

: salaria from < 208 1n '8

|

Nalaria chemoprophylaxis fros < 51 1n ‘82 to > 651
| 1n project zones 1n 1990

to > 701 1n project tones!|
by 1990 (4) increase I of pregnant wosen using

1
lo no targets specified
i
|
|
I
|
|

OUTCONES
(1) OQutputs

¥hat was Erov;ded,lo began producing chloroquine locally 1n 1985 lo sore recent 1nformation not available

accosplished? lo variability 1n presusptive therapy tdosing of cq) 1o 3 of ho3d myrscs tralied tangee fros 201 1n Haut
lo 1987 survelllance data on cq resistance collected ! Zaire to 601 1n Bas Zaire

12) Quality | from J sites: results: continued rise in resistancel

Hov well are nev 'o 2 1n-vivo cq sensitivity courses held in ‘86 !

systeas/skills lo ant1 walarial drug sensitivity sonitoring network |

used? | expanded 1
io trained 30 lab techs 1n cg sensitivity testingl‘B5H

t3) Effects o 1985 training on cq sensitivity aonitoring he?

Access a coverage

¥nas are effects
on KAP of target
population?

(4} lepact

¥hat 1s 18pact on
orniity anc
sortality?

|
140

fo nuaber of clinics/hosp using national polxcl for I{1)
{actual v.planned)! treatment of cases and use of prophylaxis o

I for priority individuals has fallen -1987

d for!
I 45 specialists from 4 countries
10 lab staff from 8 rones trained in technlzues of |
I 1n-vi1vo leslln? for cq resistance in 198
io Decision tree fcr Malaria treatsent distributed 1n |
11988 1n response to 1987 evaluation that knovledge !
i of national policy on treatment not stancardizec at!
| erneral levei
lo 3 Malaria druyg sensitivity survelilance sites
! equipped 1n 1987: 4 wore sites pianned
|

i)

‘0 1985 survey of 19,000 kids show 501 cases receive
t appropriate treatment

lo data on malaria cases seenstreated with ¢g

} collected from 1983; 611 cares treated with cg

|

!

|

i

|

|

|

|

: |

13 !

1o 701 of hospitals/outpatient facilities providing !
I treatsent in 1987

lo 391 hospitals/49% outpatient facilities providing !

| malaria prophylaxis in 1987 !

! |

|

|

§

|

]

14

10 Malaria cases, deaths in 1988 droppecd from elevated
I 1987 rates but data based on 7S reporting rate

| fros sentire. hcsgxtals: <& cases/deaths:

' 1988: 74487398 1587: 9,674/535: 1984: 9,682/203

I

I

lo National Policy and 5 yr plan developed 1n 1985 |
|

|

:o ?; 1986 100 senior level officers trained;
4

NCZ's trained; 1206 peripheral personnel

CONCLUSIONS

(1) lns2itutaon-
alization:

To vhat deqree
does ¥O¥ support
systess:

2 Progran
strensths

‘1 Probiess/
Tanstraints
¥hat factore
limited achieve:
sen? of targets’

'4) Lessons
learned
Vrat worked!

inat did not work?

#ecossendations

Hh 1
1o cost recovery of c3 part of national strategy |
' |
"} t
o CCCD strategy not widely acceoted by doctors - !
© 198Y evaluaticn recosmenzs research on topic

"o malaria serazegy delayed initiaily

!0 access goais cn schedule by ‘€5 but not incidence !
' 1

redustion
to prophylaxis for pregnant women not videspread t
o widespread reluctance to spend soney oh preventive !
1 medicine; late pre-natal consultations
le significant increase 1r pedlatric cases, deaths
t since 1984, despite decrease 1n cases in 1986
I and deaths 1n 1988
10 a study of maiaria prophylaxis 1n pregnancy did noti
¢hov an 1ncrease 1n birthveignt for children of |
| wosen taxing #a.arla prophyiaxis
; I
14) 1
o presulgtxve treatwent must be standardized, |

(2}

o field ataff at all levels receiving good quality
training, but too little of 1t

o training sodules developed for MCZ course effective
high level of xnovledge in the field denonstrated

o technical training quality high; cold chain well

saintalned, vaccines well leg!, 1nstructions for

sterilization, inoculations largely folloved

k)

o satellite training veak: decentralized systes,
tonal chiefs responsible- hampered by financing/
lodging

o probles with distribution of training naterials:
unavallable at sost health centers

o training capability 18 lacking at regional/
subregional levels

o confusion among PEV staff re: role in traimng
since ‘86 vhen FONANES be-'m2 overali coordinating

chesosensitivity
o PEV has not adopted decentralited traiming in

| prophylactic treatment for pregnant wosen aust ! regions except in ORT

! Ee encouraged until results conclusive (1987 1o data collection 1n training not used for decision-

I evaluation) 1 making

lo difficult to assess i1mplesentation - curative lo antenna chiefs and reqional coordinators have not
treatment predates TrOJECi: different sources of | recelved tralning as trainers or supervisors
chloroquine availad

used

|
|
|
i
|
|
1
!
|
!
|
|
|
\

e; variety of anti-salarials |
I

fo training plans should include clinical training

1o aust conduct in-depth training needs analysis

'
|
]
|
|
|
1
)
1
l
i
)
|
|
|
|
|
|
|
1
|
|
|
|
agency; training has been limited to ORT, :
1
|
|
1
|
|
|
t
|
|
lo need to strengthen training component
1o coordination w/FONANES critical |
10 need 10T for zone wedical officers and nurse |
| supervisors :
|
|
|
|
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ZAIRE: EVALUATION CONTENT FOR ACSI-CCCD

Categories HEALTH EOUCATION

HIS

Flans 10 no wurkplans for Malaria/EPI prograes
heeds assessment, !¢ plang for COD health Education wade 1n ‘B4
goais & cbjectivesio conducting n eds assesssent to define health
plann«d 1nputs, | education o)ectives; developing training and work
expected outcomes | plans for various levels: IEBB

i

.

0 no targets stated for RIS

|
|
!
|
|
|
|
|
!
|
|
|
|

|
|
|
|
|
!
|
|

OUTCOMES 11

lactual v.planned)lo little progress towards tarqets

(1) Outputs to lack of planning, structure, strategy at all
What was Erovxded,l levels

accoaplished? :o HealthCom representative 1n Zaire works with PEV

(2) Quality 114}

How well are nes 1o 1mpact of health ed efforts very lov: not
systeas/skills { less than 1/3 zones have Village Health Agent;
used? ! few have semory of messages

1) Effects
Access & coverage
¥rat are effects
on KAP of target
pcpulation?

(5! Ispact

¥hat 1s 1spact on
worbidity and

I
lo surveillance data on chloroquine resistance
{ collected froa ) sites
lo publish excellent epidesiology bulletin reqularly;
:o a;;z-nalarzal drug sensativity study conducted 1n
1
aonitoring netvork expanded; 121 reporting units in
11988 up from 90 reporting units 1n 1982
country data are collected and analyzed 1n
| standard way
o 1n support of national canpax?n to eradicate polio,
standard case definition developed for diffusion
to regortan s1tes
nev HIS software to be installed in 1989
systes gives indication of progress, deficiencies
1n 1amunlzation coverage and to a lesser deqree
for ORT/CQ

!
|
!
)
!
!
t

|
!
: |
! |
t |
! !
! |
! !
! |
! !
' |
sortality? I 1
: !
| 1
| 1
| '
! I
I |
! !
t |
| 1
! |
! |
| t
! !
| 1
! t
! }
‘ 1
!
' |
CONCLUSTORS " 1
1) Institutlon- 1o saterials ate of high quality [
ajization: ' io HIS allows for study of epidealol K of diseases
To vhat degree "3 to quality of EPI info 1s excellent, ORT/Chlorequine
does MOH support ¢ difficult te reach rural parents due ¢ illiteracy . gata 18 not as Qood
systeas!? +and variety of dialects ‘o HIS generating large asounts of valuable progras
o tecnnicai side cf PEV .s fully operational, ye* data
(2t Program " Jemand for services uy target population remains ‘o ¥IS relating to EP1 1s well developed: inforsation
strengils low, cossunication side i barely functionai ' flows from health center - zones - antenna - PEV/K

o

health education ccepenent iisited to dispiay cf
sateriais at hesdith funstione, revision of
techrica. tateria.s

constrairnts: delay in re.eaze of CPF; departure of
rey stalf semoer;

1 Droniees
Tenstraints
Vit {acten:
Limited anhieves )
nert of carjats’

Ly

& oLelsers 1
R {H > additional iing-ters of repeat shcrt-ters TA called:
iy worked! for 1n 19€8 Evaiuaticr

wrat did not work?io CR :n nhea.th ed snould te a prictity

‘5 budge! must be 1ncreaseq; current budget reflects

Jecomserdaticns ¢ low priority of Health Education component: goals
. if cther project areas wil. not be attainadie

I unless sore resources put 1nto heaith education

time Spent in Lacserviie tratning
by ehiefl; Latv ol Banagerial ars technical support

"0 leader 1n use of micros 1n HIS of CCCD countries

13 '

- srevides outcose indicators (sorb/sort) for EP !
ut not ORS, malaria

to H1S does not sonitor 1lplelenta!10n/§ualxty1\lpact:‘

I MUHS very costly- can be done under different

contract

‘0 intervention stritegxes based on HIS data, but
can't be 1spiesented due to funding constraints

|

(ALY

1o personnel better trained at antennae level 1n

I analysis of data than zone and health center level

personnel

]
t
|
|
|
1
1
|
|
1
!
l
|
|
|
|
|
|
|
|
|
|
!

|
|
|
!
|
|
|
|
1
|
!
|
|
|
t
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ZATST: EVALUATION CONTENT FOR AfSI-CC70

sent of targets? 1o 1ntegration of CCCD activities good at zonal levels

| and below: less integration at central level

14) Lessons
learned

¥hat vorked?

¥hat did not work?

} 2(ruponnbimy of FONAMES)
1(2)

lo 1985 evaluation shoved that PEV activities
! recovered some costs in 9/13 tones visited

Categeries OR CROSS CUTTING COMMENTS (SUPERVISION,SUSTAINABILITY)
i ! |
Plans | lo 5 year plan developed in 1988 not realistic
Needs assesseent, |o no targets set for OR | regarding funding !
goals & objectives| ] |
planned 1upute, | | |
expected outcoses ! ) |
! ! |
1 | |
t 1 |
I ! |
| ! |
| | |
| 1 [
: ! |
[ |
OUTCOMES "y 1SUPERVISION !
tactual v.planned)io study of malaria prophylaxis in pregnancy cos- | I
1) Qutputs | pleted (1988) 10 supervision 18 one of PEV's sajor deficiencies;
Vhat was ﬁrovxded,lo cospleted series of stucdiev of severe salaria(198811 linked to lack of operating funds: supervision
accosplished? 1o Gertorned 1n-vitro studies of cq sensitivity with | 13 key to monitoring the qualitative aspects of
| Universaty of Kinshasa physician (1988) | activities !
(2) Qualaty lo developed instrument for KAP of salaria 1n collabo-io transport: troubled by cost of petrol, distributiunl
How well are nev | ration wvath PRICOR (1988) | of spare parts. !
systems/skills lo distributed PEV quide to OR (1988) lo poor transport=poor supervision/training 1
used? lo began case-control study of polio (1988} lo 1naufficient per diea affects supervimon
! lo supervision carried out by central office |
(3) Effects | lo reqional supervision variable !
Access & coverage | 10 supervision of rones 1mproved thru use of standard
¥hat are effects | | supervxsorl foras and rtxcxsatxon of zonal |
on KAP of target I t wedical officers with PEV/CCCD teans
population? : | :
| )
(4) lepact | ISUSTATNABILITY !
What 13 1mpact on | | !
sorbidity and ! to costs recovered through the sale of ORS and
sortality? | 1 chloroquine |
: :o sost health centers using cost-recovery scheses
| [ |
| | !
| I t
! 1 [
| | |
! | |
1 1 I
i i |
| ' :
! 1 !
| i [
| | |
i | !
| 1 |
! ! !
' ' |
! | !
{ | H
CCKCLUSIONS i I SUPERVISION |
{1 Institution- 1(2) " !
alization: 16 OR cosponent well-thought out; properly focused on lo condition of vehicle fleet, lack of funds/ !
To what degree ! on areas of saxisus CCCD cencern i decapitalization of revolvxn? funds resulted 1n
does MOH support to objectives {solution to Eroble-a in PEV's field | very little peripheral level supervision in ‘88
systeas? | interventions; training lairian scientists to 14 !
I conduct scientific studies 1n ORS) are valid; lo replace vehicles v/high running costs with bikes |
(2) Progras | progress deinq sade I and motorcycles
s:rengthe ! o need to incrase ¢ of trained supervisors
ey lo reqional teans need vell trained HD per teas to
13) Probless/ "o should establish formal relationship with PRICOR | complete training/supervison duties !
Constraints io training needed in establishing research protocols ! 1
¥nat factors ISUSTAINABILITY
linited achieve- 1 :
]
|
t
|
|
1

13

Recossendations o grOJect unlikely to be self-sufficient befere 2000
14

i

1

|

i

|

i

|

' i
! ( |

! fo USAID should continue support to PEV but not

' | substitute self for GOZ; no expansion or nevw

! i recurrent costs should be assused i

! lo need OR into true cost of ORS production, and pricel

' I senmtivit i
! 10 zones say Kave to pal for central PEV services as |
! ! they become sore self-sufficient

! 1o need to help zones with cost-recovery strategies

| lo use of sales proceeds fros 0BS/Chloroquine to pay

! salaries sabatoges self-financing

)

' !
! ]
! |
! I
! I




ZAIRE: EVALUATION CONTENT FOR ACSI-CCCD

Categories

PROGRAN MANAGEMENT

Prans
Needs assessment,

10 N0 progras managesent ta:gets establishec
|

goals & ob)ectives!

planned 1nputs,
expected outcoses

OUTCOMES

11

tactual v.plannediio Division of Adein:istration and Finance reo:ganized,

1) OQutputs

What vas ﬁrovxded,

acceaplished?

U Qualty

How well are new
systems/skills
used’

t3) Effects
Access & coverage
¥nat are effects
on KAP of target
populat:on?

(4] impact

¥hat 15 1mpact on
aorbicity and
sortaiity:

i staff added, financiai systes revised in 1986 1n
taccord with 1928 audit

1o WHO provided software to aid cosputerization of
! logiatics operations; UNICEF sta?f helping to

| adapt software

jo Steering Committee weets tvice yearly to review
| past year's operat-ons and t0 plian cosing year;
| broad 1esues Yiscu3sed, no forsal subcomaittee
| structure: no otner formal Donor (oordination
]

lo
i

1

sechanisa

soratorius 1eposed on agdition of zones (above 206}
unt1l 1989 unless GOZ meets financial oblications
{as per 1986 Evaluation!

|
:
1

CONTLUZIONS

"

1" Ingtitution- 'c project 18 well-mon:tored in substance by A1D/CDC; !
1

alization:

To what deatee
does POV 3uziornt
SyStems:

e

Proaras
3trengths

'3 Prodlens/
Constraints

What factors
lisited acnieve-
eent of targets!?

5. Lessons
iearned
¥r30 vorked!?

¥hat di1d not work!

Facommendations

' roos for 1egrovemert :in style

"ty

'o PV understatfed due %o long-ters training of staft

10 key AID project backstops are CDC empioyees on

i loan; 1epression that A?D defers to CDC/A over
USALD m1ssions 1n matters of prodecl sanagesent;

¢ lack of clarity of authority of USAID cver CIX

| esployees

1o communication between different agencies 1s hectic

+ 3nd leads to misunderstandings

10 epidesiologlsts spend tov such tise on progras

| admintstration

1o use of PCV's unsatisfactory vhen functioning as

! managers/trainers at regional ievel

1o shortfalls 1n GOZ contributions undersines sorale

]
'
!
!

!
i
1
i
|
|

I of field personnel thru nonpayesent and/or deiays in!

| salary payment, transportation and supervision,
i training and health education efforts, reqular

|
|

shipsent of vital vaccinesort suppiles from capital!

'

| to field: net effect 18 stagnation in vaccination
t tallies

‘o delay 1n computer order stalling computerization

of coasodity inventory, personnel & payroll systemsi

lo procuresent, stock sanagesent of vaccines, ORS, CQ
! 18 not satisfactory

14)

1o 1f GOZ doesn’t make CCCD priority and increase

i CCCD services should be continued on as a relief
roject insteac of cavejopsent project

o PEV staff should be trained 1n Sudqeting

1o need forsal evaluation of PCY contridbution

1o discuss need for persanent US staff v. specialized

| short-ters assistance given saturity of project

lo AID/CDC/PEV-GOZ should seet together reqularly
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