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Introduction 

The present African Child Survival Initiative/ Combatting Communicable Childhood 
Diseases project (ACSI-CCCD-I/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 1).
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 synthesis 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,
Afrit anization and involvement of non-goverrn.ntal 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 increasing
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. 
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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 future 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 Smuckler and Berg wrote : "Africa generally is in crisis. For two 
decades, population growth has outstripped agricultural prodLctivity. 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 movestand by and watch African 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. 



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" - areimmunization and ORT, is not proscriptive of other activities that 
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-I. In this second phase greater emphasis will be given to the 
country's own 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 attention 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 project will also recognize that for the sake of 
sustainability, the premature withdrawal of technical assistance is often 
contraindicated. 
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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 o^ equitable quality, access and 
appropriate health care as defined by the disease and socio-geographic environment. 
MOHs should not necessarily, or be expected to, assume the role of sole provider.
In ACSI-Il, 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 fragile
 
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 

3
 



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 for ACSI/CCCD had as its goal to improve the health of 
the pediatric population. The goal for ACSI-Il 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 births, 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.
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Regional targets for specific interventions will be achieved and/or maintained.
 

Examples are:
 

Neoiatal 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 I will be maintained at 80%;
 

90% of admissions to health facilities for diarrhea and mnlaria 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 gradually 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. 
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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, v as relegated to an inactive component. 

The project was intended as a multidonor program sponsored by a seven-ration
 
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 Afric.n 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. 
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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 consuling 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
health 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 reco-nition 
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 achievemt nt 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
Repr.rt 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 identify

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 information 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 byanother 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 comprehensive 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 to 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 technical 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) Nleasles 

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 !he 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!'gical 
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 preventing 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-I1 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 infection 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 sanitation. 

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 chernoprophylaxis 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 governmnt's ability to provide basic services including health and 
jeopardizes 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 growth also exert negative effects on child 
survival. 
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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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n programs directed at mothersmutual reinforcement in health educati 

including the development of effective 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 

resources and long-term U.S. involvement, country programs must 
To justify major 

or show that provision is otherwise covered of ESS/HIS/MIS and the 
either include 
four primary technical interventions discussed above. Country projects could 

one or more of the interventions discussed below insofar as such 
selectively include 
inclusion still preserved project focus and concentration. 

(a) Acute Respiratory Infection (ARI) 

between 25 and 35% of mortality amongcauseAcute respiratory infections (ARI) 
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 
The health burden imposed by ARI 

focused efforts on reducing the toll of ARI. 

extends beyond mortality; these infections are also responsible for the majority of 

a large portion of antimicrobial use.
outpatient medical examinations and 

ARI has been ignored not because it was unrecognized. Confusion regarding the 
practical

definition of ARI, uncertainty of the etiology of ARI, and the lack of a 


approach to ARI hindered progress and delayed efforts to reduce the burden of ARI.
 

as any infectious process involving the respiratory tract from 
ARI is now defined as

the lung alveolus. Upper respiratory tract infection is defined
the middle ear to as 
infection occurring above the epiglottis, and lower respiratory tract infection 


researchers to
 
infection below the epiglottis. These definitions have allowed 

as the major
focus on lower respiratory tract infections, predominantly pneumonia, 

cause of death due to ARI. 

Studies show that I) bacteria are the leading cause of pneumonia in children and 2)
 

is now considered virtually

a respiratory rate of greater than 50 per minute 

or severe respiratory tract infection and indicates the 
pathognomonic of moderate 

Current control programs are based on these 2 
need for antimicrobial therapy. 

findings.
 

Two years ago there was great enthusiasm for the development of aggressive programs 
major killer of children. The 

to treat ARI which, with malaria, continues to be a 
was to be adopted much 

use of case management techniques for training health workers 
used. However, careful evaluation of 

as the case management technique for ORT was 
to a certain extent the global

experiences and of training materials has depended 
inthe oneall-out attack on ARI's. Selected field studies such as

enthusiasm for an 
necessary in many different ecological situations, and the ACSI-II

Lesotho are 
program should be in the forefront of these through the Regional Support element of 

as of country projects. The mechanism for stimulating and 
the program as well 

that has been developed in Nigeria may be 
supporting local operational research 

in other countries. If local investigators conduct problem-solving
useful as a model 

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-ll. 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. 

14 



Existing delivery mechanisms also allow for the selective addition of nutritional 
injections of iodized oil can beinterventions where warranted. In goitrous areas, 


incorporated into EPI programs. As field studies on the efficacy of Vitamin A
 
an additive delivered through theproduce definitive restilts, this might also be 

EP. 

(d) Acquired Immunodeficlency Syndrome (AIDS) 

reported to WHO
The tragedy of AIDS hangs over Africa as the number of cases 

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 )ccurrence of AIDS; 

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

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

the training of personnel must emphasize precautions to be taken in handling 

injection and surgical supplies; 

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

any health education programs, including social marketing, should be evaluated 

to determine if AIDS education is an appropriate addition; 

to diarrheal disease control including logisticalthe decentralized approach 
efforts offer usefularrangements, educational activities and public awareness 

Maximum use should be made offor similar efforts with AIDS and vice versa. 
such possible collaboration. 

obviously the availability of supply and distribution of contraceptives as 
both the childwell as related promotional and educational efforts serves 

as well as preventing thespacing component of the Child Survival Program 
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 comp(,nents 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 wotkers, 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; 
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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 resource3 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 analys-s. 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 exchanpe 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 !ower-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 tor 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-I1 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-I1 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 equipment, 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-i must develop assistance to countries in this area. 

20 



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

morbidity surveillance; 

mortality surveillance; 

health service monitoring; 

dissemination of information. 
These have been implemented toalong with computerization 

a large extent in the countries where it is activean overall at the central level, standardizationassessment of the national HIS. of reporting, andThis approachACSI-II along with efforts to 
should be continued in 

improve the quality and quantity of morbidity reporting; 

further develop sentinel surveillance;
 
adopt of the Brass-McRae 
 technique as a routine mortality surveillance systemand major tool for monitoring success; 
simplify KAP protocols and extend them to health facilities and healthworkers, as well as mothers. 

9. Operational Research
 
The Commission on 
Health Research for Development, headed by Dr. John Evans and
composed of leading authorities on development from both donor and developing
countries, convened to comment on this subject.concludes that operational research (which 

The Commission, in a draft report,should be a it calls Essential National Research)prominent part of all national health sector development efforts and 
that international support is needed for:
programs; b) overcoming a) promotion and facilitation of national
resource constraints; c) information exchange and sharingexperiences; d) strengthening ofresearch capacity; e) tackling "transnational"problems; f) strengthening regional networks.precepts and much of the 

ACSI/CCCD has been following thesesuccess of the project hasoperations research conducted been as a result of thein Africa in conjunction with African investigators.
The continuation of a strong operational research component is essential
continuing 


to thesuccess of the proje-t, but two aspects of this component shouldemphasized: be 

expand the use of African institutions as collaborators in operationalresearch.
 

separation of operational research of purely local interest from that of more
general applicability and finance the former throughregional support focussing on the country program withOperational research broader issues of intercountry priority.has rightly been responsive to individual country issues. Inthe future ACSI-11 should have a more structured ten year approach to operations 
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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,
oliciting proposals and formal review is 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 (NGO'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 a conduit foras 
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 next decade. On the 
The role of African Ministries of Health must change over 

one hand, they must play an expanded role. In the early stages of ACSI/CCCD, the MOH 

passive partner in the development of child survival programs, both 
was frequently a 
those financed by the U.S. and by other donors including the interuational 

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

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 

leaders and orchestrators of country-wide efforts 
of services, but rather as 	 are the appropriate 
involving many institutions and individuals. Government MOH's 

the only entity involved in 
foci for leadership, but they are by no means 

or sustainability. They should be responsible for assuring their 
problem-solving 	 as defined by the

and appropriate health care 
citizens of equitable quality, access, 	

not assume the role of soleMOH's should 
disease and socio-geographic environment. 

provider. It must develop its capacity to maintain surveillance, not just of the
 

that it may take action when needed
 
disease, but also of the services provided so 


not being provided. In point of fact, the bulk of the delivery of
 
interventions are 	 - the 
child survival services are often by non-central government organizations 


private sector of NGO's, private practitioners, missionary groups, or district and
 

The MOH must have the capacity to analyze incentives and
 
local government units. 

in child survival and act appropriately
 
impediments to other service organizations 

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

Finally, the MOH must vigorously participate in discussion of non-health issues
 
health
 

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


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

can be crystallized in the national 
This multi-faceted leadership role of the MOH 

child survival plan which brings all sectors together to 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 

AID's resources and management 
in one than another. Still, limitations on 

capabilities must necessarily limit its long-term involvement to a certain number of 
on factors in
 

countries. Furthermore, selection of this countries will be based 


addition to need and country willingness and commitment to help itself. Several
 

elements in approaching the country selection process are suggested by the
 

foregoing:
 
a number of countries for 

there is a continuing rationale for selecting 

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 

abandoned prematurely will have been 
important criteria; past investmentan 

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 countries; 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 engagin- 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 attended 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. 

at the Mission Levela. Management 

The implications of the country focus on Child Survival over the next ten years 

a difficult managerial dilemma: institutionalization and 
confront AID with inputs be almost 
sustainability require that program management of AID-financed 

cadre of Health Officers do not have 
totally at the country level, yet AID's 

necessary for the management required at the country level. 
resources 

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, 
a sense of "ownership" of the projects 

Healthcom, etc.) is that Missions do not have 

because so much of the initiative and decision-making is taken by the contractors 

one can imagine that when virtually all 
On the other hand,ion Washington. 

managerial responsibility for implementation is assigned to the country Mission (as 

is being proposed in this paper) Missions will rightly argue that personnel
 

are not adequate for the task.
 resources 


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

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

or 
school of public health, CDC or other public health agency

could be a U.S. 
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. 

use of TACS (Technical Assistance for Child Survival) authority
experimental Public Health Service are authorized to fill 
under which personnel of the U.S. 

basis as AID officers. Such 
USAID posts in the health field on the same 

management of a complex
officers must have the capability not only to oversee 

assistance program but be able to carry out policy dialogue on behalf of the 

U.S. Government in the area of Child Survival. 

at the Africa Bureau Regional Levelb. Management 

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 

such projects.and periodically evaluate 

or contract an array 
It would also have responsibility for a) providing through PASA 

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 

or start-up basis in countries where the 
on an occasionaland which could be used 
a bilateral Child Survival project; b) supporting

Mission opts not to have 
related to improving methodology

operational research, studies, evaluations, etc. 

and technical quality of the program; c) supporting intercountry and regional
 
in developing health
 

training and development efforts where warranted (e.g. 

education materials, intercountry training programs, conferences, etc.); and d) 

or subregional centers of specialization in 
supporting the development of regional 

and Francophone School of 
Africa, e.g. institutional development of an Anglophone 


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 supl:)rt of WHO policies and

guidelines (as well as the active scieitific 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.
 

c. 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 of their ownhave a momentum 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 Corrs 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. 

iii. 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 AID,

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 forChild Survival in country. U.S. Schools of Public Health,authorities, and other private health 
state and local healthcontractors offer a wealth of resourceswhich Missions uponcan 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 sul ervision of a single Project Manager. 

e. Technical Review and Quality Control 
Technical review and quality control is considered separately from evaluation. It isthe process by which technical quality of interventions is kept under constantreview. Child Survival as a global concept is too general for meaningful continuoustechnical 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 thatevaluations be joint AID,WHO, and UNICEF. The WHO findings and recommendationsnow regularly communicated areto 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, isbecoming as burdensome 
activity. 

as signing separate contracts for each implementationA large part of the rationale for the administration of a regional PASAor 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 thoroughlyevaluated (perhaps to incorporate some of the advantages of the IQC mechanism) totry to preserve its theoretical virtues of simplicity and convenience.Greater management of country programs at the country level suggests as stated aboveexploring the imaginative use by AID of Public Health Service personnel to performsome of the project and program management functions now reserved to AID officers
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 financerand implementer of specific projects and programs and as a major institution on theworld 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 oftechnical credibility. It must continue to play an active role in the coordinationof Child Survival efforts in Africa. 

a. Country Level Coordination 

The principal operational unit for ASCI-I will be the country project, and it ishere that principal coordination must take place. Effective coordination will befacilitated to the extent that a comprehensive national child survival strategyexists. This should be 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 aid 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. 

c. Coordination by Intervention 

In many respects, there is good informal coordination among international agency
specialists in specific technical areas: immunization, diarrheal disease, 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 regional 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 aspecific 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. Coordination on a Global ScaleUnder ACSI/CCCD, 
 AID and CDC have done
informally with WHO, UNICEF a good job of coordination
difficult experience with the CDA 

both formally andand other principal donors. This is in spite of theinstitutional relationships mechanism. 
more upon which There is a good foundation ofto build over t ie next tenis also increasing interest in Child Survival 

years, including 
prominent role likely for the World Bank anC increasing activity by UNDP. 

a 
There 

Bank and UNFPA 
issues from the African Developmentas well. 

hopefully on 
As stated above, it is essential to coordinate first of all at the country level, 

the basis of an national strategy which guides all major donor programslevel can 
in this field. Coordination and resolution of institutional friction at the agencyshould be given to 


usually best be effected at the regionaldi,,',vror level. Consideration
the establishmenttogether WHO, UNICEF 
 USAID, 
at the regional level of a mechanism
are global level consultations 

and IBRD on to bring 
Survival, there needs to be 

the issues of Child Survival. While thereamong these agencies through the Task Force for Childa linkage mechanism at the regional level. Such aindividual countries 

mechanism would identify strengths and weaknesses of practical collaboration inas well as Program-wide issues for resolution. 
16. Next Steps
Following review of the parameters set forth in this paper, the next step would be 
the preparation of a
proceeding directly 

PID for the Africa Regional Child Survival Programto aindividual country Project Papers, in detail the African 
or PossiblyProject Paper which would describe in a general senseto the Program (including regional Regional Support the
 

contracts intercountry components, 
component
 

administration), and
and the general Support to be expected from the S&T programIII. FACTORS AFFECTING PROJECT SELECTION AND FURTHER DEVELOPMENT 
A. Social Considerations
 
The socio-cultural 
context of sub-Saharan Africa has been discussed and defined in 
many documents, books and projects. For the purpose of ACSI-Ipertinent changing contexts will be briefly described. 

some of the
 
Many projects in 
 the area have been targeted to the rural areas. 
the many health problems associated with it, will have become 

Urbanization andhealth systems of the area. 
 a major factor for the
Since major capital investments have been made in urban 
areas and qualified health personnelthat preventive programs tend to remain in the cities, it is assumedwill "happen" and program design has favored the rural 
area. 
 Because of the paucity of all government services in rural areas, 

health programs have been onetraditionally underserved population. 
 concern 


method of demonstrating governmental rural 
Future efforts will have to focus 

for thisassuring that preventive activities actually take place in the cities, and in 
more onparticular the periurban slums that develop. 

improve the status of 

The project as described above will strengthen other development activities that
women.mother-education. The health education effortsPreserving are Primarilyto be a more the health of children in its self allows the mother 

total part of the community, since she is not tied to sick children. 
The child spacing efforts not only will result in healthier children,mothers. but healthier 
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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 succesr:ful 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 II 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 
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passive partner in the development of 
frequently a

ACSI/CCCD, the MOH was 
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 
but as a 

leadership role for the MOH, not only with the donor organizations, 

force to marshal effotts of existing and rotential 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 

are by no means the only entity
foci for leadership, but they

appropriate 
involved in problem-solving or sustainability. They should be responsible for 

assuring their citizens of equitable quality, access, and appropriate health 
MOH's should 

care as defined by the disease and socio-geographic environment. 

the role of sole provider. It must develop its capacity to maintain 
not assume 

not just of the disease, but also of the services provided so 
surveillance, are not being provided. In 
that it may take action when needed interventions 

are often 
point of fact, the bulk of the delivery of child survival services 

-
by non-central government organizations the private sector of NGO's, private 

or district and local government units. 
practitioners, missionary groups, 

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

The MOH also cannot relinquish its responsibility for monitoring the quality 
sector. Finally, the 

of services (and drugs) provided in the non-governmental 
issues 

MOH must vigorously participate in discussion of non-health 
to water supply,

(agricultural policy, food subsidies, public works related 

health educatioa 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 
to play a role in 

training and information services, and UNICEF will continue 

procurement. 

E. AID Support Requirements Capability 

To quote from II E 

Mission Level 

on Child Survival over the next ten 
The implications of the country focus 

a difficult managerial dilemma: institutionalization 
years confront AID with inputs be 
and sustainability require that program management of AID-financed 

cadre of Health Officers do 
almost totally at the country level, yet AID's 

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

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, 

a sense of "ownership" of the 
Healthcom, etc.) is that Missions do not have 

much of the initiative and decision-making is taken by the 
projects because so imagine that when

On the other hand, one can 
contractors in Washington. is assigned to the 
virtually all managerial responsibility for implementation 

country Mission (as is being proposed in this paper) Missions will rightly 

argue that personnel resources are not adequate for the task. 
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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. T'iis "lead 
agency" could be a U.S. school of public 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 
policy 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 regional 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 a.,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 proje, ts. The PASA should spell out that there should be 
semianh~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: 

"1. 	 The review process was evolutionary, in that the information which proved to be 
useful was not entirely obvious to the reviewers at the outset, and the sources 
from which to seek that information were not always civarly 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. 

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

CDD: 
1. Were targets established? 
2. Were baselines established? 
3. Were targets achieved? 
4. Were ORT demonstration 	units established? 
5. Is ORS produced locally? 
6. Do more than 50% of the 	(surveyed) population use ORS and/or SSS correctly? 
7. Is 	 there a national CDD/ORT policy? 
8. General conclusions/obstacles to progre. 

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: 
1.Was a needs assessment conducted? 
2. Was a mass media campaign carried out? 
3. What CCCD programs did campaign(s) address? 
4. Was health education follow-up reported? 
5. Are CCCD health education materials institutionalized? 
6. Did the MOH have a Health Education Unit? 
7. What were outstanding successes or major obstacles? 

HIS: 
1.Were targets established? 
2. Is 	the HIS computerized? 
3. Is 	the HIS decentralized? 
4. Is 	there a morbidity/mortality data base? 
5. Is 	information disseminated? 
6. 	General comments, outstanding results, major obstacles.
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Operational Research: 
1. Were targets established? 
2. How many OR studies have been completed during LOP? 
3. Have OR results impacted policy/practices? 
4. Which CCCD programs have been studied? 
5. Are there guidelines for conducting OR? 
6. Was an OR review board established? 
7. General comments, outstanding results, major obstacles 

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 the 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. 1 

IDetailed 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 follows 2: 

BCG 9/12 
DPTI 7/12 (used as a surrogate marker for access)
DPT3 6/12 (used as a surrogate marker for effectiveness)
Polio 1 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 DPTI which is a 
surrogate for accessibility, and the comparison of DPTI 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 of ORSuse 
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 I) 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 documented. 

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 b,. 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 NIOH 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 program 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

EPI. 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 uni','ersally
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 coordination 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 and 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, aad 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: 

I. 	 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 

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

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

QUESTIONS FOR SYNTHESIS: 

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

CDD: 
I. Were targets established? 
2. Were baselines established? 
3. Were targets achieved? 
4. Were ORT demonstration units established? 
5. Is ORS produced locally? 
6. 	Do more than 50% of the (surveyed) population use ORS 

and/or SSS correctly? 
7. Is there a national CDD/ORT policy?
8. General conclusions/obstacles to progress 

Malaria: 
I. 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: 
1. Was a needs assessment conducted? 
2. Was a mass media campaign carried out? 
3. What CCCD programs did campaign(s) address? 
4. Was health education follow-up reported? 
5. Are CCCD health ed. materials institutionalized? 
6. Did the MOH have a Health Education Unit? 
7. What were outstanding successes or major obstacles? 



HIS: 
I. Were targets established? 
2. Is the HIS computerized? 
3. Is 	the HIS decentralized? 
4. Is there a morbidity/mortality data base? 
5. Is information disseminated? 
6. General comments, outstanding results, major obstacles 

Operational Research: 
1. Were targets established? 
2. How many OR studies have been completed during LOP? 
3. Have OR results impacted policy/practices? 
4. Which CCCD programs have been studied? 
5. Are there guidelines for conducting OR? 
6. Was an OR review board established? 
7. General comments, outstanding results, major obstacles 

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 

OBSERVATIONS 

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

2. 	 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. 

3. 	 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. 

4. 	 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. 

5. 	 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 ABBREVIATIONS 

ADB: Africa Development Bank
 
CAR: Central African Republic
 
CDC: Centers for Disease Control
 
CDD: Control of Diarrheal Diseases
 
CHW: Community Health Worker
 
CQ: Chloroquine
 
EPI: Expanded Program for Immunization
 
FONAMES:Fondo National Medico Sanitario*
 
F/SMOH: Federal/State Ministry of Health
 
HEU: Health Education Unit
 
HIS: Health Information System
 
HSA: Health Service Area
 
KAP: Knowledge, Attitudes and Practices
 
LGA: Local Government Area
 
LOP: Life of Project
 
MCH: Maternal and Child Health
 
MCZ: Medecin Chef du Zone
 
MIS: Management Information System
 
MLM: Mid-Level Management/Manager
 
MOH: Ministry of Health
 
MOHSA: Ministry of Health and Social Affairs
 
MSPAS: of it.
 
MSH: Management Sciences for Health
 
MUHS: Morbidity and Utilization of Health Services survey 
N/SID: National/State Immunization Day 
OR: Operational Research 
ORS: Oral Rehydration Solution 
ORT: Oral Rehydration Therapy 
PACD: Project Agreement Completion Date 
PCVr: Peace Corps Volunteer 
PEV: French for "EPI" 
PHC: Primary Health Care 
PHW: Peripheral Health Worker 
RHM: Rural Health Motivator 
SSS: Sugar-Salt Solution 
TA: Technical Assistance/Assistant 
TBA: Traditional Birth Attendant 
TO: Technical Officer 
TOT: Training of Trainers 
USAID: U.S. Agency for International Development 
VHW: Village Health Worker 

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

Ca-teories EPI 
 CDD
 

I II 

Plans to Were targets established? 

Needs assessment, I
 
goals, and I coverage: 12/13 countries 

obiectives plannedi 

inputs, expn:ted I morbidity/mortality: 10/13 countries 

outcomes I 


IoWere baselines established? 

I 

I at project start: 9 had baseline data from start 

I ever established: 3 had baseline data during LOP 


ioWere targets revised?
 

1 4/13 countries reported revising targets
 

RTCONE5 


(actual v.planned)l 

(1)Outputs toWere targets achieved? 

What was provided,I
 
accomph shd? I overage: BCG DPTI DPT3 Poliol Polio3 


9113 7/13 6/13 8/13 6/13 

(2)Quality I 

How wil ate new I Measles TT2 
systems/skills 1 5/13 5/13 
used? 

I morbidity/mortality: Pertussis 4/13 

(3)EffectF I Measles 6/13 

Access & coverage I Polio 3/13 

What are etfects II
 
on KAP of pop.? toWas a national policy established? 


(4)Impact I YES: 10/13 countries 

What isimpact on I NO: 3/13 countries 

morbidity and/or I 

mortality to Mass vaccination campaigns: 


I held in9/13 countries 


CONCLUSIONS toGeneral comments: 

(1)lnstitutionali-I EPI isoverall the strongest program inmost 

zation: To what t countries 

degree doej MOH t 


toWere targets established?
 

I coverage: 11/13 countries; 2cannot be determined
 
I from available information
 
I
 
I morbidity/mortality: 9/13 countries; 2 cannot be
 

determined from available
 
Iinformation
 
I
 
toWere baselinem established?
 

I at project start: 5 had some baseline at start
 

I ever established: 7 had some baseline during LOP
 

II
 

I
 
toWere targets achieved?
 

I coverage: YES:7/13; NO:2/13) 4 cannot be determinedl 
I 1 
I morbidity/mortality: YES:l/13; NO:4/13; 8 cannot bel 

determined
 
1
 

toWas a national policy established?
 
1 
I YES: 5/13 countries
 
1 NO: 8/13 countries
 

toAre ORS packets locally produced?
 

I YES: 5/13 countries
 
I
 
toIsORS/SSS correctly used by surveyed population?
 
t (by )50% ofpopulation; based primarily on XAPs)
 

I ORS: 4/13=YES; 2/13:10; 7/13 cannot be determined
 

I SSS: 1/13:YZS; 5/134N0; 7/13 cannot be determined
 

toGeneral comments:
 
I Although specific targets were not set, a number of)
 
I countries made significant achievements inexpan-

I sion and improvement of the COD program.
 

support sys:em? t Many countries already had immunization activities I
 
I inprogress at the start of CCCD toObstacles to progress:
 

(2t)P~gras
 
strengths EPI was generally highly supported by governments t lack of standardiration regarding SSS protocol
 

(3)Probletr/Con- toObstacles to progress:

I
straints:Wiat 


factors lirit tar-t lack of funding (including salaries) 

get achievement? I poor logistical support 


I understutfing 

(4)Lessons I
 

I (This may be related to lack oi national policy
 
t in some countries)
 

I supervision cited as a problem inhealth facilities)
 
I re: use and administration ofORS by health
 
t workers and overall case management.
 

learned: I Mass vaccination campaigns had a tendency to freezel
 
What workl? I other CCCD activities - all energy and resources I
 
What did not work?l were qenerally aevoted to caspaigns. Question of I
 

I sustainability ofcoverage alter campaigns. I
 
Recommendations? I I
 

I to vaccination administration protocoi: considered I 
I to be a supervisionitraining issue. 

I Tendency to be overly optimistic with regard to I 

I coverage targets, pirticularly in early programs. I 

lo Uutsta,ding proiectslresult:
 

I Swaziland: EFI was completeiy Integrated into PHC 
I sy3tPm; supported Lv a strong helIth ed. plogram. I 
I (Onvycountry to achieve or exceed alltargets. 

I Liberia: Ssrcssod m,)rtalitv ieducticn targets for 
I pertur.us b reasips; -bpi to wvu ciaanizea mass 

Immanization caspaians.
 

http:pertur.us


I 

EVALUATION CONTENT FOR ACSI-CCCD: SYNTHESIS
 

Categories 


Plans IoWere targets established? 

Needs assesswent, I
 
goals, and 111/12 countries had established some 'argets

objectives,planned 

inputs, expected 
outcomes 

IoWere baselines established? 
1 
I at prolect start: 3 had some baseline at start 

ever established: 5 had some baseline during LOP 

OUTCOMES I
 
(actual v.planned)l

(1)Outputs IoWere targets achieved? 

What was provided, II
 
accomplished? 1 3/12 countries reported achieving one or more 


I of the following targets:(2)Quality 

How well aie new I -access to treatment and prophylaxis 


TRALARIA
AINING
 

IoWere targets established?
 

1 9/13 cou tries established specific targets (i.e., I
 
I numberb and categories)
 

4/13 countries established general targets

I
 
IoWas a needs assessment conducted?
 
I
 
1 3/13 countries conducted training needs assessmentsl
 
I (Liberia, Nigeria and Togo)
 

IoWere targets achieved?
 

I 3/13 countries fully met objectives

I 7113 nearly met all ob]ectives
I 3/13 cannot be determined ith available
 
I information
 

systems/skills I -presciption of chemoprophyla)is to pregnant womel
 
used? I -health centers using correct treatment protocol I NOTE: Most countries reported training greater


I -malaria treatment coverage

(3)Effects I 

Access & coverage 1 6/12 countries could not be determined 

What are effects II
 
on KAP of pop.? IoWas a national policy established? 


(4)Impact I YES: 11/12 countries 

What is impa~.t I
on 

morbidity and/or IoDid CCCD document chloroguine resistance? 

mortality I 3/12 countries documented cq resistance 


I 

IoConducted training intesting and/or monitoring:

I 11/12 countries reported training health workers; 

I I did not report malaria training

II
 
IoMore OP studies were devoted to malaria than any
 
I other topic.
 

CONCLUSIONS IoObstacles to progress:

(lInstitutionall-I

zation: To what I chioroqiine resistance isan increasing threat in I Ingeneral, councries need to conduct more
 
degree doe: MOH I most countries; 
support sys'em? From 198',-1988, cq resistance spread from Malawi 

I to Guinea, although resistance inparts of West 
12)Program I Africa isnot as widespread as inthe East. 

strengths I 
I problem with clinicIans using prescibed dosages, 

(3)Probless/Con- I appropriate protoccl. 

straints:What II
 
factors Imit tar-) Nigeria: investioation found that 60% of chloro-

get achievement? I quine sold was either fake or adulterated. 


I 

(4)Lessons 'oNote: Lesotho did not have a malaria program: 

learned: I no indigenous malaria inLesotho 
What worked? I 

What did not work?l 


I ~II 
Fe:oz:end~tlons? 


I numbers of personnel than targeted, but type

I of personnel trained not always matched with
 
I target.
 

IoWere training activities/participants followed-up? I
 

1 2/13 countries reported follow-up to training:

I performance indicators reported included percentagel

I of target population using sterile technique, pre- I
 
I scribing ORS, correctly mixing SSS/ORS, correctly I
 

prescribing chloroquine, etc.
 
I
 
I
 

IoGeneral comments:
 
I
 

I management training at all levels 
I 
InObstacles to progress:
I 
I Transportation and personnel shortages were 
I repeatedly cited as threats to progress inthe 

I 
I 

I area of training 

IoOutstanding projects/results:
I 
I Lesotho: cited as having implemented an effective 
I continuing ed./in-service-training program 
I 
IoCAR: training methodology handbook developed by
I T.O. proved to be excellent reference source 

lo Note: Although occasionrllv rppnrtad in snr-
I countries, Training of Trainers (TOT) was not oftenl
 

specifically mentioned inevaluations or annual 
I reports as distinct from other training activities;l 
I Nigeria reported an active TOT program. 

I 

I 



EVALUATION CONTENT FOR ACSI-CCCD: SYNTHESIS
 

Categories 	 HEALTH EDUCATION 


Plans 	 1oWas a needs a'sessment conducted? 

Needs assessment, 	I
 
goals, and 	 1 3/13 countries conduct~d a needs assessment to 

objectivesplannedl determine health ed. needs 

inputs, expected I
 
outcomes 1o No targets established for health education 


OUTCOMES 	 I
 
lactual v.planned)I
 
(1)Outputs 	 1oWas a mass media campaign carried out? 

What was ptovided,I 

accomplished? I 8/13 reported conducting at least one mass media 


I campaign 

(2)Ouality 	 I 

How well ate new toWhat CCCD programs did campaign(s) address? 

systems/skills I 

used? I EPI 6/8 


I CDD 1/8
 
(3)Effects I Malaria 2/8 

Access i coverage I 

What are effects IoWas health ed. follow-up reported? 

on KAP of pop.? 


I 7/13 countries 	reported doing some form of follow 

(4)Impact I up study to assess health ed. impact 

What is impact on 1 

morbidity and/or I 

mortality 


CONCLUSIONS loAre CCCD health ed. materials institutionalized? 

I)llnstitutional-I 

zation: To what I 5/13 countries had institutionalized health ed. 


HIS
 

1oWere targets established?
 

I All countries expressed general objectives toward
 
I developing andlor improving HIS capabilities
 

I
 

IoIsthe HIS computerized?
 
I
 
I 10/13 countries have computeriz!d HT!;
 
I 2 countries cannot be determined from available
 
I information
 
I
 
IoIsHIS decentralized?
 
1 (sentinel sites used as indicator)
 

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

I
 

to Is there a morbidity/mortality data base?
 
I
 
I 5/13 countries have established a morbidity/
 
I mortality data base
 
I
 
Io Is information disseminated?
 

1 5/13 countries are routinely disseminating
 
I information; newsletters and bulletIns most fre-

I quently cited vehicles
 

loGeneral comments:
 
I
 
I Only one country reported having a national HIS
 

degree does MON I materials, implying they were used inhealth ctrs.,( policy.
 
support system? 	 I school curriculas, or universities 


i 

(2)Program 	 to Did MON have a Health Education Unit? 


strengths 

I YES: 8/13 countries 


(3)Problemi/Con- I
 
straints:What I 

factors limit tar-bo Obstacles to progress: 

get achievement? I
 

I chronic understaffing is an apparent constraint to 

(4)Lessons I progress 


learned: I 

What worked? I prohlPm of reaching illiterate population cited as 

What did not work?l a concern insome countries 


Recommendationr? 	 I Ivory Coast: radio soots are done inonly 3 of 

1 60-70 locai lanquaoes 


I Outstanding projects/results: 


I Liberia: 3 health information and promotion radio 

I campaigns cunducted - all assessed as highly 

l successful; no specific indicators mentioned 


I
 
to Obstacles to progress:
 
I
 
I Staff need further training particularly in the
 
I areas of data analysis and statistics.
 

I A lack of standardized reporting forms was cited
 
I as an issue in several countries
 

I Ivory Coast: dissemination of information is a
 
problem despite 901 health centers rcoorting
 

I mortality data
 
I
 
to Oustanding projects/results:
 

Lesotho: cited as having particularly ood hIS
 
providing useful data in a timely fashiun
 

I Niaeria: noted as having strono traininc,
 
I computerization, and decentralization featur4.c
 
I
 
I Zaire: considered to have one of the best com-

I puterized ayitems inthe region
 



EVALUATION CONTENT FOR ACSI-CCCD: SYNTHESIS
 

Categories 	 OR CROSS CUTTING COMMENTS (hUPERVISIONSUSTAINABILITI)
 

I 	 II 

Plans toWere targets established? Io Is there a supervision strategy?
 
Needs assessment, I
 
goals, and IHost countries had gener;l targets stating the 1 8/13 countries use supervisory checklists
 
objectivesplannedl intent to strengthen capacity & carry out research I
 
inputs, expected I in a variety of CCCD program areas; some countries 1 7/13 countries report conducting regular
 
outcomes 	 I stated a desire to answer a certain number of 


I 'research questions.'
 

OUTCOMES 

(actual v.planned)l

(1)Outputs IoHo many OR studies have been completed

What was provided, I during the LOP?
 
accomplished? 1 


I1-5 studies 6 countries 

(2)Quality 6-10 studies 2 countries
 
How well are new I11-15 studies 2 countries
 
systems/skills 1 16# studies 3 countries
 
used? I
 

aoHave OR results impacted policy/practices?
 
(3)Effects I
 
Access & coverage I 5/13 countries shoved policy/practices impact

What are effects I 8/13 countries did not document impact 

on KAP of pop.? I
 

:oWhich CCCD programs have been studied?
 
(41Impact I
 
What isimpact on I EPI : 8/13 countries conducted studies
 
morbidity and/or I CDD 5/13 countries conducted studies
 
mortality malaria : 9/13 countries conducted studies 


I financial mgmt./cost recovery = 4/13 countries 

I conducted studies
 

to Are there guid'elines for conducting OR'
 

I 6/13 countries have established OR guidelines 


CONCLUSIONS IoWas an OR review board establisied? 

Il)lnstitutionali-I 

zatlon: To what 1 5/13 countries cited having national or belonging 

degree does MOH I to regional review boards 

support system? 


loGeneral comments: 

(2)Program I 


I supervisory visits
 

I
 
I
 
to Isthere a cost-recovery mechanism inplace?
 

1 9/13 countries reported having some form
 
I of a cost-recovery system inplace
 

I
 
I
 

I
 
I
 

I
 

IoHas the host government kept up with its
 
I contributions.
 
I
 
1 4/13 countries have kept up with contributions
 
1 6/13 did not keep up with contributions
 
1 3/13 cannot be determined from available
 
I information
 

strengths I nearly every country has cited the need to increasel
 
I the capacity to conduct OR 


f3)Problems/Con- I 

straints:What I most OR studies are not discussed in-vdluation 

factors limit tar-I or planning documents 

get achievement? I 


I publication of OR results israrely reported in 

(4)Lessons I evaluation documents or country reports 


learned: I 

What worked? IoObstacles to progress: 

What did not vork?l 


I the dependence of governments on donor 

Recommendations? I support :akes zuztarnatib±
ty q'.istionable 


(o Outstanding projects/results: 


I Incountries where OR isstrong, the focus ison 


I Congo: CCCD project curtailed due to lack of
 
I government financial participation.
 
I
 
to Obstacles to progress:
 
I
 
I Tendency for governments to fall snort of initial
 
I contribution targets.
 

IoOutstanding projects/results:
 
I
 
I Ivory Coast: 1987 contribution to CCCD project far I
 
I exceeded 251 requested.
 

I Nigeria: Country has been financing 50-701 of
 
I vaccine costs; 301 equipment costs through
 
I fee-for-service and revolving drug fund.
 

I problem-solving research rather than basic researchl
 
I Zaire: Government has not kept up with contribu-


I Most countries reporting larae numbers of OR I tions, but cost recovery Lechanisms at local level I
 
I studies naa a resident epidemiologist on staff. I have kept programs going.
 

I 



EVALUATION CONTENT FOR ACSI-CCCD: SYNTHESIS
 

Categories PROGRAM MANAGEMENT
 

Plans IoWere CCCD workplans developed?
 
Needs assessment, I
 
goals, and I national : 4113 developed national workplans
 
objectives,p annedl
 
inputs, expeted 

outcomes 


OUTCOMES 


zation: To what 

degree does MOH 

support system? 


(2)Program 

strengths 


(3)Probless/Con-

straints:What 


I EPI : 8/13 developed EPI workplans
 
I
 
I CDD 10/13 developed CDD workplans
 

I malaria : 10/13 developed malaria morkplans I
 

I health ed. : 7/13 developed health ed. vorkplans I
 

I training : 7/13 developed training vorkplans I
 

I
 
(actual v.planned)l
 
(l)Outputs IoDo CCCD coordinators exist for all programs? I
 
What was provided,I (NOTE: as stated inreports: coordinators may in I
 
accomplished? 


(2)Quality 

How well are new 

systems/skills 

used? 


(3)Effects 

Access & coverage

What are effects 

on KAP of pop.? 


(4)Impact

What isimpact on 

morbidity and/or 

mortality 


CONCLUSIONS 


I reality exist for certain CCCD project programs) I
 

I EPI : CCCD coordinators act as EPIcoordinators
 
I 
I CDD : 8 CDD coordinators exist
 
I
 
I malaria : 3 malaria coordinators exist
 
I
 
I health ed. :2 health ed. coordinators exist I
 
I
 
I training : I training coordinator exists
 

I national : 3 national coordinators exist
 
I
 
IsHave committees been formed?
 
I
 
1 7/13 countries have formed one or more CCCD-relatedl
 
I committees
 

IsHas the CCCD project been integrated into the PHC I
 
(l)Institutionali-I system?


I
 
1 3 countries reported integrating all CCCD programs I
 
Into PHC system; 10 could not be determined from I
 

I the reports

I
 
4 countries reported intcgrating EPI into PHC I
 
system; 9 could not be determined from the reports I
 

I
 
1 3 countries reported integrating COD into PHC I
 

factors livit tar-I system; 10could not be determined from the reportsl
 
get achievement? I
 

to Has CCCD project established/improved the
 
4)Lessons I procurement or distribution system?
 

learned: I
 
What worked? I 8/13 countries report that the CCCD proiect
 
What did not ,orkl establishei/improved procurement or distribution
 

I system
 
Fecomsendations? I
 

IoGenerai comments:
 

I Donor coordination isgenerally functional: some 

I countries note that coordination could be more
 
I effective.
 

I Documents suaaest that governments are generally
 
I committed to the CCCD project.
 

loObstacles to progress:
 

I Common threats to prooress are transportation,
 
I understaffing, and under!unding.
 

IoOther Comments:
 

I 9/13 countries have extended CCCD projects
 
I (Nigeria had 1991 as original PACD)
 

I 



';US":: EVALUATICN CONTENT FCR AZ :-C:.
 

?roject Start: Auqust 1985 LOP Fundinc: S1,184,000 

.atecories EPi CDD 

;ians totargets: 751 vaccination coverage by '90 
hetds assessment, i 50%annual coveraqe increase 
loals 6 obiectives, 1001 access rv0-23 mo.pOoulation 
Planned inputs, I 601 reouction inmorbidity i mortality
expected outcomes i due to EPIdiseases 

totargets: reduce by 251 mortality due to diarrhea 
I 
!c1986 CCD olan aporoved 
I 
Iobaseline 1983: 

10goal: provide regular uninterrupted supples to alli national pharmacy produces and distributes ORS
 
I health facilities, eval. coverage every 2 yrsl
 
o 1986 EPI plan approved. 1oObjectives and outcomes revised in4th Amendment 
1obaseline 1985: EPI program active in 11/16 health I 
I sectors prior to CCCD (1981-1985)1 
I 70% ofpop. has access to services 

EPI integrated into health services
 
toObjectives and outcomes revised in4th Amendment I
 
(11
 

OUTCOMES lonational coverage suivey conducted 1986 (I)

(actual v.planned)lo allcenters have cold chain equipment and are Ioconstruction underway ('881on diarrheal training

(1)Outputs I provided with vaccination supplies (1987) I unit at regional hospital inGitega.

What was provddIo daily vaccination with all antigens occur 1oCDD coordinator named in198B.
 
accomplished? I everywhere; where necessary, an Outreach Iolocal production of O8S bgan 10/88 with funding


I Vaccination Stratey developed (1987) I from UNICEF
 
(2)Quality (ovaccines are available throughout the country(llI7)lo training of Directors of Health Centers inCCD
 
How well are new 1o accelerated plan for eradication of NNT inBurundi I completed in'88
 
systems/skills I by 1995 inprocess of development 119881 :odiarrhea training/treatment unit at Prince Regent

used? Iocompleted rural health center staff training in EPII Hospital In Bujumbura
 

loEPIcoverage isnation wide (1988) IoOT practiced at all health facilities
 
(31Effects 1(2) 1
 
Access & coverage.lo Evaluation of training peformance shows: 1(21

What are effects I 97%vaccinators administrating vaccines correctly lo83% staff prescribe ORS, 631 save packet for home
 
on KAP of target I 771 use sterile syringe for each injection I treatment, 171 rehydrated child at facility
population? 1 94%review vaccination caros IoORS used alone or incombination with IVand other 

I 521 facilities maintained correct temp for vaccinesl antidiarrheal drugs, on average, in90% of cases 
4 Impact I 9%provided information on reactions I in3hospitals

What isimpact on 1(3) 

morbidity and/or 1oEstimated ( I Coverage rates for 1987: DPTl-821, 1(31

mortality? I BCC OPTI DPT3 OPVl OPV3 Msls TTI(pw)TT2ipw) o 301 of under S's who had diarrhea in2 week period
 

: 84% 82% t14 82% 701 54% 841 531 I received ORT at home
 
I 771(14-45 yrs1: 51% (pvpregnant women) I
 
1(4) 1(4)

o Reported incidences for influenza and chickenpox 1oNo change incase fatality rate shown in1984- 86
 
1 remained stable from 1985-1987. 1 retrospective survey of8 hospitals - 3%. 
Io Incidence per 100,000 1985 v.1987 (Idecrease): I 
I Polio: .55to .2 (63%) Measles: .81 to .45 (441) 1oIncidence for cases per 100,000 rose 1941 between 
I Tetanus: 2.7 to 2.3 (151) Pertussis: 100 to 40(70%)l 1985 and 1987: epidemic of shigella dysentery
1o1988 increase inmeasles incidence to .60 due to I partially accounts for high incidence 
1 epidemics inseveral sectors; still 501 decrease I 
I inincidence since 1982 
(o 1988 First report on neonatal tetanus incidence ­
1 3/100,000
 

CONCLUSIONS :(I)
 
I. Institution- 1osuccess of EPIbased on following factors:
 

alization: I 1.G01isfirmly committed to EPIgoalslobjectives I 
To what degree 1 2.GRB provides significant and growing fin. supporl
does OH support 3.Stable and strong National team 
systems? 4.Other donor support

5.Very talented TO, 	strong US-based support and I
 
2.Program I USAID efforts. 

strengths I1121 	 113)
 
3.Problems/ IoStrongest component 'fproject; one of strongest tono method was inuse to measure reduction of
 
Constraints I EPI programs inAfrica inefficacy and impact I mo~t;lity

What factors I 1oprimary role of ORT inthe control of diarrheal
 
limited achieve- 1(3) 	 1 disease in( S's isnot understood; continuing

ment of targets? ioShortages are relatively frequent due to:poor I use of antibiotics and prescribing ORS to adults
 

I estimation of needs; too freouent, small deliverieslo OPT Unit at Prince Regent Hospital isnot an
 
4. Lessons I and ore wasteage than anticipated due to large I effective treatment/training center
 

learned: i vial sizes ordered
 
What vorked? toHigh dosage vials inefficient with oicy of
 
What did not work?[ immunizing children regardless ofnumber to be
 

t immunized at one time
 
Fecomsendatc- ? o 	EPIactivities hindered initiallv by lack of
 

orientation and experience inprogram planning
 
and impiementatiot
 

1141
 
1o Need uniform policy forIuireach Vaccination
 
I trategy at the national htvel
 

http:coverage.lo


5UKUN~i: EVALUATION CONTENT FOR AC' -

Cateoories MALARIA TRAINING
 

Plans :otargets: reduce by 251 mortality due to 
Needs assessment, I malaria inchildren ' 5 and reduce fetal wastage 
goals & objectivesl and low birth weight infants by a I to be 
olanned inputs, I determined 
expected outcomes I 

loOational Malaria plan developed in7/87

I 

loMalaria treatment schedule adopted in 1987 


loObjectives and outcomes revised in 4th Amendment 


OUTCOMES I() 

(actual v.planned)lo 1988 Training of microscopist, 22 lab technicians, 

1) Outputs I integrating malaria, stool and sputim microscopy 

What was provided,Io Assistant Director of EPI program nominated as 

accomplished? I Malaria Coordinator in 1988 


loNational Malaria Plan established 1987 

(2)Quality I 

How vell are new 1(2) 


l
 
lotarget: 300 health personnel to be given technical I
 
I training; training materials be d'v±:f'd and
 
I adapted for use nationally
 
1
 
loObjectives & outcomes reviied in Fourth Amendment
 
II 

loneeds assessment performed in 1988
 

I
 

I(I)
 
lo four microscope technicians trained in Ivory Coast I
 
I in cq resistance (1986)
 
lofive technicians trained in cold chain maintenance
 
I in Togo (1986)
 
lo361 peripheral level workers trained by 1988
 
lototal mid-level managers trained: 94
 
to4 regional training teams trained
 

systems/skills lo711 of health personnel administered anti-malarial lo 198B: MON undertook extensive review of nursing andl
 
used? I drugs, only 491 gave correct dosage based on new I paramedical schools curriculum; Job Aids developed I
 

I malaria treatment schedule I by CCCD used in this training 
'2 Effects lo in 3 hospitals, cq used alone 44.91 of time (on lo training schedule for 1986-188 based on evaluationt 
Access 6 coverage.) average) and prescribed 64.51 of time (on average) I evaluation of prevlous training 
What are effects I 

on KAP of target 1)4) 

population? o Malaria incidence rising: 1980: 3000/100,000 cases; 


I 1987:6000/100,000 (general population) 
14) Impact lo 1984-86 retrospective survey shows no change in I 
What is impact on I of deaths to cases - 0.2 1 consistently 
morbidity and/or I 
mortality? I 

CONCLUSIONS
 
Institution­
alization: 1(2)
 

To wnat degree loCCCD program benefitted from early experience in
 
does MOH support I zonal malaria control
 
systems? loMalaria drugs in abundant supply at periphery 


1 

2. Prooram 113) 


lo by 1988, all Regional and Provincial Medical 
I Oficers had been trained at MLM training course I 
o CCCD training completed for Heads of Rural Health I 
I Centers in 1988 
lo based on a needs assessment and field testing, 
I several sets of training materials and technical 
I guides were prepared for health worker use
 
lotraining needs assessment of peripheral workers
 
I performed
 
lototal of 18 training courses conducted 1985-1988 1
 
loNational evaluation of past training conducted '88 1
 

1(2)
 
1oEvaluation of training in one region shows:
 
1 971 vaccinators administered vaccines correctly;
 
1 771 use a sterile syringe for each injection;
 

941 review the vaccination cards; 311 provide I
 
I information to the mother on what vaccines are
 

being given: 521 of health facilities maintain
 
I correct temperature of vaccines; 91 provide
 
I information on reactions
 

1(2)
 
IOtraining of health workers and supervisors has been
 
I a major accomplishment of project
 

strengths 10halarla not yet sufficiently inteqrated into other I
 
I health activities (3) 

3. Problems/ 
Constraints 

lolack of traininq in diagnosis and treatment 
lo insufficient diagnostic equipment 

loparamedical training schools need to be 
I strengthened in CCCD component activities 

What factors Iowide variations in actual treatment schedule,dosage o some essential practices in EPI, CDD and malaria
 
limited achieve- 1o inappropriate use of second-line drugs I found lacking in 1987 Evaluation observations: ORI
 
sent of targets? lo Malaria Coordinator post vacant until 1988; absencel practices, cold chain maintenance, sterilization
 

of appointed Coord. (long-term training) has slowed) procedures, and use of malaria drugs
 
4. Lessons coordination 6 progress of malaria activities
 

learned: o Considerable variation in malaria treatment
 
What worked? I practices in the health centers 

What did not vorklo Ho method in place to measure reduction of 


I mortality 

Recommendations? I 


'(4)
 
0o Lack of rational MH structure constrains CCCD 

I actiuities in Malaria. A separate Malaria Unit 

I located in Dept. of Health Services, has
 
I responsibility for research and anti-vector 

1(41
 
loCentral coordination needed for decentralized
 
I training teams - '87 Evaluation.
 
lotraining efforts should focus on weaker components
 
I of project (e.g. malaria, supervision)
 

I
 
I
 

I campaigns. Separate units inhibits communication
 
I and weakens efforts to coordinate. Malaria Unit I
 
I should be transfered to Dept. of Hygience and
 
I Prevention to be interated into EPI/CCCD.
 



Categories HEALTH EDUCATION 	 HIS
 

tans Ioobjectives: improve collection, tabulation, and
 
heeds assessment, 1o target: use of mass media, printed materials, I analysis of operational and surveillance data for I
 
goals & objectives l and community specific activities I the purpose ofstrengthening the HIS system
 
planned inputs, I I
 
expected outcomes toObjectives to promote appropriate utilization of IoObjectives & outcomes revised inFourth Amendment I
 

i support provided by CCCV, promote behavior changes I 
I in the hose and com'unity which will reduce malarialo Assessment of ROH HIS in relation to CCCD needs I 
I and diarrhea morbid ty/mortality I conducted 

lo Detailed Health Education Plan of Activities Iobaseline 1985: Monthly Epidemiologic Bulletin I
 
I forapproval by KOH in4/86 Report initiated in1980
 

1o Objectives &outcomes revised inFourth Amsendsent 

OUTCOMES I(11 I0)
 
(actual v.plannedllo designed and tested patient ed. materials to loHIS established in 1986.
 
(1)Outputs I improve home case management of diarrhea lo Chief of Statistics and an epidemiologist attended I
 
What vas provided, 1o designed and tested poster to promote immunization I a two-month basic computer course in1987 1
 
accomplished? lodeveloped radio messages to promote immunizations 1o program for data entry of vaccination information I
 

I during Immunization Week I prepared for EPIprogram in'88which will allow 1 
12)Quality lodesigned brochure to promote imsunizations/use of I cumulative monthly reporting of vaccination resultsl 
How well are new I ORT I and calculation of progress in individual medical I 
systems/skills IoUNICEF hired full-time communication specialist I sectors inmeeting their goals 
used? I toassist with Information, Education and 1o by 12/88 monthly morbidity/ortality data entered 

I Communication (IE&C) activities (1988) I on computer through 10/88
'3) Effects i 10by 1988, over 901 of 250 health centers report to 
Access 6 coverage.io Health education training included inall CCCD- I the health sectors each month 
What are effects I sponsored peripheral level training courses o effective HIS for vaccinations and reporting for 28' 
on KAP of targpt I I diseases developed; provides interim HIS service I 
popuiation I for the MOH I 

lo3 personal computers purchased; computer codes I
 
(4)Impact I assigned to each health sector and health facility;) 
What is impact on I new fores prepared 
morbidity and/or I 
ortal:ty? 	 1(2) 

1oEPI/CCCD reports have signiflcantly improved since I 
I initiation ofCCCD project: over 90% of health I 
I facilities report to health sector 

CONCLUSIONS 1(1) 
I. Institution- has an established Health Education UnittoMOB 

alization: I
 
To what deqree 1(2)
 
does MOB support 1o health education seen as a priority activity by
 
systems? health workers; make time for it in daily routine
 

2.Program 13) 	 13)
 
strengths 	 1o weakest of the support strategies o constraint to development of National HIS isfuturel
 

1o Health Edunit needs money, training to be i reorganization of health structure I
 
3.Problems/ I effective; MON agrees only to material support o 7 reportinq systems make up the Burundi HIS. 3 I
 
Constraints I from donors I pertain to CCCD target diseases and are managed by I
 
What factors loHealth ed activities inhibited by absence of I the EPI/CCCD Office: Monthly Epidemiologic Bulletin
 
limited achieve- I approved plan of activities ('87) i Report, honthly Vaccination Report, and Monthly I
 
ment of targets? Io lack ofcoordination among technical personnel in I Sentinel Disease Surveillance Sites Report. Large I
 

I other government & donor aoencies I number of separate and distinct reports presents i 
4. Lessons lo lack of knowledge about effectiveness of health 	 I difficulties for creating single, integrated HIS. I 

learned: I messages 1o Monthly Sentinel Disease Surveillance Sites Reportsl 
What worked? tolimited baseline data available on KAPs - hard to I not functional (1987 Eval.) due to insufficient I 
What did not vork?l measure impact I training, motivation and supervision of personnel I 

Recommendations? 	 1(4)
 
tofeedback to health facilities needed to maintain
 
I informed, motivated staff
 
Ioflexibility needs to be built into HIS torespond
 
I to changing needs
 

http:coverage.io


CROSS CUTTING COMMENTS (SUPERVISIONSUSTAIIIBILITY)
Cateoories 	 OR 


tIans IObjectives and outcomes revised inFourth Amendment I 
heeds assessment, I 
goals & objectivesI 
planned inputs, I 
expected outcomes 	I 

OUTCOMES 1o2projects under duign, 1 completed and under 
(actual v.planned)) publication 
(1)Outputs tocommittee to review OR proposals formed, never 
What was provided, I reconvened 
accomplished? toplanned seminar on proposal writing cancelled 

(2)Quality 
How well are new 
systems/skills 
used? 


(3)Effects 

Access & coverage.) 

What are effects i 

on KAP of target 

population? 


(4)Impact
 
What is impact on
 
morbidity and/or I
 
mortality?
 

CONCLUSIONS 1 

Institution- I 

alization: I 


To what degree I 
does MO support l(4) 
systems. 	 1oRON needs to take active role indefining OR 


I priorities. Committee should review project 

Program I activities, establish research priorities, put out I health center activities 

1o redesign supervisory forms to integrate all programistrengths I RFPs for research. 

toORproposals focus on disease specific issues. TA I activities; systematic reporting to national otZice) 

3,Problems/ I needed to demonstrate variety of topics that have I and consistant fallov-up on problems 

I bearing on the problem areas inprogram: health 1o supervision isa central factor inovercoming
Constraints 

I education messages, supervision tores and methods, I other problems & assuring institutionalization;
What factors 


limited achieve-	 I effects ofdaily vs.twice weekly vaccination, etc.I training must be reinforced with strong sur­

ment of targets? I 

4.Lessons 
learned: 

What worked? I 
What did not work?) 


Recommendations? I 


ISUPEIVISION 
Iopersonnel at regional and sectoral levels have 
I training in EPI supervisory practices 
Insupervision system inplace which isrelatively 
I effective in providing some level of supervision 
I inhealth centers; national level supervision
 
I is especially strong
 
I
 
I
 
I
 
ISUSTAINABILITY
 
to in 1987 G6B providing wore than anticipated costs
 
I and assuming increasing proportion of project costal
 
IoGRB made good faith ef torts to find alternative
 
I financing mechanisms
 
IoWorld Bank assisting instudy of feasibility of 
I implementing cost-recovery system for all services 1 

ISUPEIVISIOM
 
1(3)
 
(o visits of Medecins Chefs du Secteur incomplete. curl
 
I cursory; practices not observed on-the-job training
 
I to correct practices not provided
 
1(4)
 
toprovide on-the-job training to health workers
 
(o train MCS'and medical students inevaluation of 

I vision: correcting practices, motivation through
 
I on-the-job training
 
toconsider reorganizing supervisory system: change
 
I from responsiblility of MCS - too time consuming
 
1osupervisor should be designated for each
 
I medical region and each medical sector
 
1ocompetition for vehicles a limitation
 
ISUSTMINABILITY
 
III)
 
IoCCCD fully integrated inNON administrative
 

builds on earlier EPIadwin structure
I structure ­
1(2)
 
1omany conditions for sustainability present: high
 
I national commitment; project goalslob~ectives are
 
I GRB priorities; project not perceived as imposed on)
 
I gov. by USAID: also, increasing absorbtion of costsl
 
1o perception that projec*. iseffective
 
1oteam isstrong, highly motivated, competent
 
1(3)
 

-10 vulnerability isdependence on donor support 


I especially vaccines from UNICEF
 
1olack ofclear NON organizational structure
 



:ONCuNTENTURX E-VAL.'AT POPACS:C:,: 

Categories 	 PROGRAM MANAGEMENT
 

Plans o Project Agreement extended June, 1988 - Sept. 19911 
Needs assessment, I 
goais & objectivesio country assessment done 1983 
planned inputs, I 
expected outcomes 

OUTCOMES
 
(actual v.planned)l
 
(4)Outputs 10new TO arrived end of 1988 
What was provided,Io MOH planning major Health and Pop project with 
accomplished? I World Bank which will coordinate donor program 

(2)Quality
 
How well are new
 
systems/skillsI
 
used?
 

(31Effects
 
Access & coverage.] 
What are effects i 
on KAP of target 
popuiation: 

(4 Impact
 
What is impact on
 
morbidity and/or
 
mortailty?
 

CONCLUSIONS 1Il)
 
I Institutior- loGOB committed to coals & objectives of project,
 

alization: provides sionificant qrowinq financial support,
 
7c wnat degree I has established stable,'strong national team to 
does MOM support manage pro)ect 
systems? o CCCO mel 1integrated into MON structure 

;(2)
 
Prooram 10Dynamic leadership cfTO,strong support from
 

strenqts AID'W and CZ.
 
toExcelient support from AID/W, CDC/A
 

2.Problems, 143,
 
Constraints loMON and GOB inderwent msatr changes in1988: new
 
What factors Minister ofHealth appointed 1016; tribal tensionsl
 
.imited achieve- in8/88 hindered travel and availaniiity of
 
ent of targets' Ministry personne. forseveral months
 

lo 	 MONimiementinq extensive decentralization 
4.Lessons 	 desioned with assistance ofWHO in'6b. Aspects
 

learned: have been initiated out major re-org hadn't
 
What worved? occurred in1;97: process nascreated problems in
 
What did no:work?, 	 the impiementation of some CCCD activities-HIS
 

and epidemioioicai evaluation
 
Recommendations' loinitial misunderstanding with USAID/burundi re:
 

I 	responsibilities for supportint project 

lo	Capacity ofMONtomanage allthe health projects 
undertaKen simutaneously isa maor concern. HIS 
must bestrengtnenec and common services must be 
inteorated across functionai programs inMO., 

o MON projects must be coordinated to prevent 
duplication ofeffort, and key people always in 

i training. Director General to coordinate vorKplans.I 
'oEffective use made cf long and snort-term TA 
lodonors inconstant communication 
10other donors, particularly UNICEF, provide major 
I technical, financiai, logistical support 



.:iect .£tartLate: Man '944 -,pincin.,: c-1
 

Cot'
tec¢rieo 	 EP: 


r ~ar ,oObwectives set in 1984:revised in !;85 toObjectives set in 1984; revised in 1988 
Iheeds assessment, 10 target: decrease mortality cue to: 


goats a obiectivesi measles: 401 10target: decrease mortality due to diarrheal diseasel
 

plannec inputs. NNIT: 35% 
 by 301
 

expected c.tccmes Dertuss;s: 51 
 increase proportion ot Population with
 

increase national coverage to: 
 access to OWlTto at least 5t by 1988
 
BCG DPT/OPV measles 7 increase proportion of mothers of (S's who I
 

55% 401 45% 45% use ORT to 401 by 1988
 
1 iobaseline 1984:
 
to baseline 1984: I before CCCD, no formal plan for a CDD program 

EPI activities onaoing since 1980;integrated into I ORS recently available to MCH project. ORT included' 
I ORT included in MNC health education at centers programs and services at all levels 


coordination, logistical & cold chain support at 
I ORT practice generally ineffective; no instruction 

I central level I no baseline data on cases or practices
 

I EPIintegrated into MCH services at periph. level I
 

OUTCOMES 1(I) I()
 
(actual v.plannedllo 27 new fixed centers added 1987-1988 toKAP study conducted in 1985
 

('.Outputs 1o 2 mass measles campaigns in rural areas in 1986 to 1985 ORI unit opened at central hoapital inBangui I
 
inORT ir:1985
What was provided,L 	 and 1987 increased national measles coverage to 31%1o 1 member of national team trained 


1oORT treatment units installed in 4 prefectoral
accomplshed? 1othree series of National Vaccination Days in 1988 

lobegan instituting kerosene management system (1988)i hospitals and 3 outpatient facilities (1986)
 

12)Quallt. tonational policy of sterilization adopted; steam lodeveloped NationaI rogram forCDD (1986)
 

how well ate new i sterilizers, needles, syringes distributed to all o baseline levels of diarrheal inpatient mortality
 

systems/skills vaccination centers; practices evaluated I first measured in 1987 
used? o national Plan forCommunity Mobilization developed toOFT units established in 3 prefectaral hospitals 

in 198 I (19B8) 
2' Effects to Implemented national in-service training prwras: 1o 10 ORT demonstration units established by 1988: 

Access & coverage 1 323agents trained in correct EPI practices I staff assigned to units trained inappropriate 

What are effects toservices extended via outreach to most heavily 
 1 case management 

cf.AP :' tarcet populated areas: 15 mobile teams in 198e lodetailed training plan developed 1988; implemen­

population lohealth worker' practices evaluated in 551 of fixedl tation postponed until 1989 
posts in '88to introduce observation of practices totrained 76 health workers in ORT, case management 

'4)!mact Iinto suprvisorY routine I to staff existing ORT units 

Watt is impact on to hospital surveil'ance system in proes of impue- 1oOR study of mother's use of cereal based iolutions 

mortidIty,' mentation tready in I II in home completed (1988'
 

mortality i(3. 
 1o patient education materials produced (1988)
 

!o 1988 national coveraoe levels: tocase management data from ORT units entered into i
 

8CG DPTIIOPV! DP'3/OPV3 measles T 712 i HIS (19881 
841 681/71 42 551 57% 40% -o pre-test of CDD health facility survey instrument 

t"Tinwomen giving birth over past 12 months) I in 1988 
114) 1omajor reassignment of health personnel in 1988 

'o NNT incidence: 0.9/10.O00 cases in 1988 I 

198:rate: >.; flux ietweer .3and 2.6 I96427 '
 
io Measles incioence: II/100,000 cases in 1988; o
data on case management limited; evaluation of 3
 

I between 1980 and 1987. incidence ranged from hig. : out ol 4 units in regional hospitals showed that
 

I of 247 in 19b4 to low cf 54 in 1985 70-901 of children were being troited with adequate'
 
amounts of ORS; 53-781 gained tdeou.te weight; and I

'o Polio incidence: 0.5/100,"00 cases I8; 

3 year cycle: 6.4 in 'S1followed by 2 yr decine ' 61-941 were leaving unit rehydrated
 
6.A in '84 followed by2y deci'ne 1(41
 

Io Pertussis incidence: 22100,000 in 1988; 
 10 3 regional hospitals with functioning ORT units 

451100,000 in 1981.high of 85/100.000 :1 1985 t reported case fatality rate of 3.71 in 1987: same
 

steady decline in incIcence since 1985 1 hospitals report 5.71 rate in 1988
 

1odonor conference on AIDS and WHO-sponsored seminar
 C0N:LUSIONS 

Instltuticn" I on health policy inCAR immediately following
 

t National Vaccination Days engaged COD resources
 
auizatuon: 

,3 what decree 
 o ambitious 1989 workplan
 

aces MOH supoct 1(31

I0 196 imolementation of woreplan and trainingsvstemq? " 


schedule slow due to redirection of resources for
 

Proram training and supervision of heaith personnel an National lmmunization Campaign
 
,oshortage of health personnel impeding opening of
 

o EPI activities in '88provide models for in-service 


strenctns forcommunity nea,th education 

in out-patient facilities
c in-depth review cf cola chain in.1988 revealed 20 01T rooms 

Of Kerosene neets and lack of o lack of adequately trained health personnel seriousl
 Prblems underestimation 

aeauate storage caDacitv have peenaddressed constraint to impliementinq NatIonaI CDD; inapprop-

Consitaint? 

.in4monitored rate therapy using variety of antibiotics widely
,'a* .. ta r 	 reolvement n-Is inr ro!ri-rat5 

1 practiced accordinq to 198B survey

-,sited achieve-

io personnel in OR units last trained in 1986,
 
sent cf targets' 1'3 


on disease mortality rates and reduction supervision limited to resupplying units with
 .c trend data 

4 Lessons not available 
 I materials since 196b
 

,eatnel: 
 losnortaqes ot supply in l18b and 198 due to fundingll4 
mass media and social marketing strategies
problems between UNICEF & Italian Government ;o	use of 


should be considered for implementation of CDD at

.at crKe. 
.i't1-cr:* vork 'o poor donor coordination caused siqnficant 


delays in delivery ot health services __tiY level ifrom 1986 evaluation)
 

I
 
UNICEF and USAIE, faiiel to adequateiy o trainino, 	health education, supervison folloing
*;ommeJau:ro c 	 Ministry. 


*ooralnate oanning of EP; activities to ensure 
 EPI model developed in 1988 needed
 
o hig priority should te given to training of all 

comoiementarit, 
 personnel so that demonstration 6
 
.o technical training of health personnel in EPI regional ievei 	

fortraining units may be opened in each region
* potpned in 1986 	and 1987 

http:tdeou.te


CEN:'.AL. AFi! AS L EvALUAT:vN CONTES7A:>;'-


Categories MALARIA 	 TRAINING
 

Pians 0otarget: increase proportion of population witt io target: 1000 people involved with project t :.
 
Needs assessment, I access to cq treatment/prophylaxis to 551 I marily MSPAS staff) to receive technica: 
goals & objectives' by 1988 I training at different levels 
planned inputs, increase proportion of (5's in target areasl strengthening health delivery system is 
expected outcomes I 	 utilizing presumptive cq treatment to 40% 


by 1968 

increase proportion of preanant women in 
target areas utilizing cq for prophylaxis 
to 40 by 1988 

Iobaseline 1984: 
1 no formal malaria control strategy 
I malaria cases treated through MClHsystem and
 
t curative medical care
 

OUTCOMES I() 

(actual v.planned)io national program adopted in July 1986 

(1)Outputs locq distributed to all health facilities (19861 

What was provided,In new malaria policy announced (1986! 

accompliZd? loMON isdocumenting resistant strains through 


i 	in-vivo studies (19881 


I primary goal: training materials to be 
developed, adapted as needed 

i
 
ioin-service training plan developed in 1988
 

I(1)
 
lotraining of trainers, training design transferred
 
I to health education unit in 1987
 
lonational training strategy and plan for EPI
 
I developed in 1988: will be replicated for CDD and
 
I 	Malaria
 

(2)Quality o appropriate treatment recommendations and national In held workshop on conducting KAP surveys for EPI, 
Now well are new I policies based on studies were prepared and I CDD and Malaria for regional health trainers 
systes/skills I distributed to health workers (1988! I and supervisors 
used' to5 health workers attended 2-month malaria training 1o held workshop on health care financing attended by 

I course in Zaire (1988! I Socretary General and Dir. General of Health (19801
 
13)Effects to In-vivo cq sensitivity studies completed in 2 dif- locomputer training in [inshasa for staff of Preven-

Access i coverage I ferent health regions; results snow level of resis-! tive Medicine 4 Planning & Statistics, SPAS (1986
 
What are effects i tance to current recommended dosage isweak (1986)o EPI Managers's workshop attended by representatives'
 
on KAP of target toretrospective study ofhospitalized cases & deaths I from Preventive Medicine, KH and CCCD Technical
 
popuiation among children under 15attending pediatric ward of! Officer inMali
 

I Nat'l University Hospital in bangui completed(1988!(o implementing national in-service training program 
(4! Impact (o preliminary training materials developed for use in! in which 323 agents from all 5 health regions are 
What is impact on 1 1989 in-service training proram for case mgmt( '88)1 trained incorrect EPIpractices (current) 
morbidity lopre-tested fever/malaria hea lth facility survey (o developing in-service training manual (EPI) in 
mortality? i instrument for ascertaining health worker practices collaboration with regional traineri/supervisors 

I 	inmalaria case management in two regions I (inprogress as of 198; finished 19B9)
 
(o baseline levels of inatient mortality from malarialo in process of training trainers in effective
 
I 	first measured in198 througrh record review I delivery of training (EPI) tongoing)
 
I 	 lotraining health workers in fixed posts invaccine
 
1(2) 	 I and Kerosene management (ongoing!
 
io 1985 KAP surveys showed incorrect dosages, history (o preliminary training materials developed to be used,
 
I taking, and physical examination: Nivaguine alone I in 1989 in-service training program for case
 
I prescibed S6 of time; quinimax alone 47 of time; I managment (1988!
 
i treatment provided only after thick smear confir- o 1988 Training Summary: 318 peripheral health staff I
 
I mation in50 of cases I trained (39% of LOP target): 167 mid-level managers
 
(o 1988 11-facility survey snows little improvement; I trained (86 of LOP target); i1Senior Leve:
 
I 	cq routinely prescribed as first-line drug,but onlyl


I1/11 I
used correct dosage; injectable quinine used 

in501 hospitals;20% foliowed monitoring guidelines!
 
only 2 centers used alternative treatment guide­
lines; most facilities used proper prophylaxis for
 
pregnant womer, but hair prescribe prophylactic
 
doses for (5's; correct management of cq tablets I
 

i was Infreguent; health education :tnvelinQ found i
 
I be routine in 801 of facilities (Note:survey relied'
 
I 	primarily on health wor~er reporting!
 

Io 1987 case fatality rate for 5
S's from 3 regional
 
I hospitals l.CI; le96rate 2.71
 

CONCLUSIONS
 
(1)Insttution- I
 

alization: 

To what degree 

does MON suppor 

systems' 


(2)Proram 

strengths 


(3'Problems; 't3. 

Constra'nts ,odelays in 'evel-Dina National Strateav - approved 

What fi tor: if, 
iimited achieve- to unplannec, uncoordinated Vaccination Campalns b 
ment of targets' importance placed on EPi program have diverted 

human resources from Malaria program since 19BE 


Officials trained (1831 LOP targeti
 

1(2)
 
1o training plan comprehensive: includes needs
 
I assessment, trainin? materials development,
 
I training of regiona, trainers, evaluation
 
o regional staff participated and collaborated in 
I developing EPI trainino materials; created owner-
I ship & constituency for updating, revising materiall 
lodata from health tacility survey conducted as part 1 
I of training strategy was used effectively with 
I Minister: demonstratps how rapidly health informsa-
I tion can influence pro)ect manigement oecisions 
1 
1(3;
 
(o training plans for intervention activities very
 

(4)Lessons to Malaria Program without a Director for all of 1987 I late incoming (1988) 
learned: to iac of adequately trained health personnel serious!
 

What worked? I constraint to implementing Nationa Malaria policy ((4)
 
What did not workIo great variety in dosage regimes (o need trainino course invehicle maintenance/repair I
 

kecomiendations:
 

http:CEN:'.AL


Categories HEALTH EDUCATION 	 HIS
 

,starget: 	neaitn education and promotion activities totarget: HIS will be strenothened to improve the
Plans 
Needs assessment, I vili include use of mass media, printed I collection, tabulation and analysis ofoperl 
goals 4 ob)ectivesI materials, & community specific activities I operational and surveillance data; 
planned inputs, 	 I 

expected outcomes 	torevised for 1990: assist the MSPAS indeveloping 

I strategies to assist families 6 healthcare 
I providers to adopt beharioral practices 

I that would contribute to the reduction of 


target diseases
I 

Iobaseline 1984: 

I considerable capacity and level of activity in 

I PAS health education unit at project start 

OUTCOMES (10) 
(actual v.planned)lo LAP survey formed bisis of integrated health ed 
1IlOutputs I stratey
What gas provided,o health ed unit at 251 strength in 1986; lacking 
accomplIshe? I resources to ;roduce radio/tv programs, training 

I materials and transport 

(2)Quality toshort-term TA needed; scope of work, recruiting 

Ho well are hew I done in1987 

systems/skills [ohealth educators assigned to CCCD project in1987 

used? 	 lo Peace Corp provided TA inhealth ed and training 

lohealth education services decentralized in'08 by: 
(3)Effects I)designatinq members of regional health offices 

Access 6 coverage I as planners/trainers/supervisors of health ed. 

What are effects I intheir areas; 21establishing 16prefectural-

on KAP oftarget 	 I based health ed. teams responsible for conducting 


emphuis on: 1)early tracing of cases of
 
I 	 targeted diseases; 2)rapid intervention it
 

ifnecessary by the services involved in
 
I 	 the project; &3)use of surveillance data 

for planning and evaluation of the program I 

tobaseline 1984:
 
1 before CCCD: system of routine diseases (701 and
 
I health activity reporting exists
 
I
 

(1)
 
ioNational Juster survey to get baseline EPI 
I coverage information conducted in1985 
to in-depth review of HIS conducted in1986 
lobegan rationalizing of data collection by simpli-
I fying reporting 	forms and improving reporting
 
I system (1986)

ioIBN/AT PC purchased for analysis of project data
 
Iono populition based surveys had been performed to
 
I develop morbidity/mortality info of CCCD diseases
 
locentral level coputer system inplace in1987
 
Iotwo computer programs for EPI developed in19F; 
I one for data entry and analysis ofvaccination 
I statistics by health center and region; other 
I tracks EPI materials inall health centers inCAR 

population? formative research incommunities, training/super- locomprehensive review of existing HIS coaleted in 
vising locally identified health educators, and 

(4 Impact I evaluating effectiveness of health e. efforts; 
What isimpact on 1 3) establishing health ed committees at commune 
morbidity/ I level to choose, organize and supervise local 
mortality? health educators 

:ohealth worKer practices inhealth ed for EPI were 

I evaluated and a health ed. module was developed 

I and used intraining 323 health workers during 

I national in-service training program (19BB) 

toHealth Ed. Unit developed National Community 


Mobilization Plan for EPI in1988 


CONCLUSIONS 	 H:' 


I 1988; 2 Year plan of action developed 
o data management system developed for analyzing data
 
I from health facility survey (1988)
 
tovaccination coverage survey designed inI98?
 
IoNational Vaccination Coverage Survey conducted
 
1 (1989
 
toComputer training inKinshasa for staff of
 
I Preventive Medicine & Planning & Statistics, NSPAS 
Iomajor hospital surveillance system designed to be 
I instituted in16 sentinel hospItals in1989; data 
1 management program for analyzing these data 

1(2)

1986 Evaluation noted willingness of personnel to
(I1Institution-	 toConsistant, thort-ters TA provided thru Peace Corp, o 


alization: 	 t and CDC -strengthened unit in 1988. I collect and report information
 
To what degree o Peace Corp volunteer assigned to Unit and other 1oproblems with CD case management system resolved
 

does MON support volunteers to ea:h of the five regions and several I in1988
 
o computer 	operations strengthened in198B.hardware,
systems? 	 I prefectures in1989 


tosuccess of project depends on abilily to utilize I support materials, training ofpersonnel provided 

(2'Prooram I existing health ed unit - unable to until 19B8 1() 
strengths ,cinabity to find working space impeded VorK lo1986 Evaluation findings: 

- space acquired I a)or constraint at health center level was consis-

I siqnificantly inhealth education 


I tent lack of printed forms and/or naper
(3) Problems/ 	 I in 196i 


i unnecessary duplication ofreporting directly from
Constraints 

I regions 	to national [irectorates
What factors 

I
iiimt-d achieve-


sent of targets? 
 1(4)
 
1ofrom 1986 evaluation: 
I epidemic response capabilities need strengthening
14)Lessons 

I supervisory visIts should verify HIS datalearned: 

icentral 	level should consider publishing an
What worked? 


epidemiological bulletin
What did not ork? 
i training inall regions needed to acquaint health
 
I personnel with new HIS system
Recommendation!' 

lodue to relatively small number offacilities and
 
I apparent willingness of staff to collect data,
 
1 96 Evaluation teas recosmends comprehensive HIS
 
I rather than sentinel surveillance system
 



I 

Categories OR CROSS CUTTING CONENTS (SUPERVISION,SUSTAINABILITY)
 

i 


Plans Iono targets set until 1988 

Negas asesment, I 

goals 6 objectavesi

planned inputs, Iotarget for 1988-1990: (1)Train CAR researchers 
expected outcoes I in epidemiologic techniques for problem identifi-

I cation, investigation, resolution;a&id 

(2)perform specific OR studies inEPI, ORT,and 

Nalaria 

OUTCOMES 1o no OR protocols from CAR researchers have been 


I
 

1
 
togoal for future of project isthe linking of the 
I rray of support strategies, needs ausssments,

supervision, training, social mobilitation and 
I health education into a comprehensive system that 
I has been institutionalized into Directorate of 
I Preventive Medicine 

ISUPERVISION
 
(actual v.planned)l submitted to fran:ophone CCCD Research Board (1985)lo 1988 supervisory workphin developed with check-listl
 
(1)Outputs 1oOR focus in1988 oo cereal-based home solutions 

What was provided, l for preventing dehyo:ation 
accomplished? toresistance studies for the documentation of cq 

I resistance inthe CAR planned for 1989 
(2)Quality 

How well are new 

systems/skills I 

used? 


(3)Effects
 
Access & coverage

What are effects I 

on KAP of target I 

population? 


(4)Impact 

What isimpact on I 

morbidity/

mortality I 


CONCLUSIONS 

(I Institution-

alization: 13) 

To what degree lofunds for OR underutilized 

does MOH support

systems? 1'4, 


lovider use should be made of OR funds 


losupervisory skills included to a limited degree inI
 
I training
 
tosupervison to be emphasized insecond phase of
 
1 project
 
o evaluating health workers' practices in551 of all
 
I fixed posts nationwide in1988 (for EPI)
 
o regional superviscrs being encouraged to visit
 
w
workers regularly to reinforce new skills (EPI)
 

ISUSTAINABILITY 
toauto-financing study in 1986 examined possibilities' 
I for self-sustaining activities in health sector -
I political implications 
1o GOCAR has contributed 721 of its cumulative budget 1 
I obligations despite stringent International none­

tary Fund financial controls
 
tohealth expenditure study performed in1987 show 7511
 
I of respondents willing to pay for care at public
 
I centers; 751 willin to pay for drugs at governmentI

I centers ifavailability assured: proximity cited
 
I as reason for use of public centers
 
toMinister of Health requested AID help indevelop-
I ment and implementation of a cost recovery program 
tolegislation drafted in1988 mandating payment of 
I fees for health services inCAR 
loworkshop on Health Care Financing attended by


offi cer to Embassy inBanqui
 

ISUPERVISION
 
tolack of transport, gasoline and per diem for super-I

I visory visits limits supervision and training 
I in the health facilities 
i 
ISUSTAINABILITY
 
10)


2 Program loprovide assistance inpreparinq research protocols IsGOCAR contributions far exceed performance of othert
 
strengths I African countries
 

1(21

(3)Problems/ toindicators for sustainability:


Constraints 1 1.G.AR meets PROAG contributions despite fiscal 
What factors I cr.ss 
limited achieve- I 2. progress inpolicy reform and program develop­
ment of targets? I ment inhealth care financing shows commitment I 

I to cost recovery and sustainability

(41Lessons toproject extension funds will be used to replace i
 

learned: I essential vehicles and increase capital stock for 1
 
What worked? I ORS and cq in a revolving fund to be set up

What did not work?l 141
 

to 1989 recommendation that TO and Directorate of I 
Recommendations I Preventative Medicine develop a sustainability

I strategy with corresponding project indicators I 
to document effects of GOC I policy change and TA 

I from REACH activities on CCCD interventions and 
I 
I 

I support strategies. 



CONTENT: NT AL AFRICAN REPUBLIC: EVALUATION ASI-CC[ 

Categories PROGRAM MANAGEMENT
 

Plans Cobaseline information:
 
Needs asse iaent, I basic health care implemented inCAR prior to CCCD I
 
goals & objectivesl through NCR Pro)ect and EPI
 
planned inputs, I NCH integrated into PHC service
 
expected outcomes I number of fixed PHC centers increasing nationwide
 

I n 1983, 63 NCR centers, wh resouces to expand to I
 
1 75 by 1985; in1982, approx. 351 of pregnant wosen I
 
I and children 0-11 months inentire country were
 
I registered at NCH centers, received at :east 1 I
 
1 service
 
loAmplified Project Description includes methods of I
 
I measurement, verifiable indicators for each target I
 
locountry assessment done 1983
 

OUTCOMES l)
 
(actual v.planned)lo GOCAR: decentralization of day to day mgmt
 
(1)Outputs i o1 CCCU program; integration of CCCD activities I 
What was provided, 1 into NCH/FP structure 

Access & coverage I
 

accomplished? 

(2)Quality 
Row well are new 
systems/skills 
used? 

Coducing first 2 years of project, 5 months of TA 
I provided; full-time TO assigned 1/86 
loall 11of the '87 evaluation recommendations have 
I been followed by NSPAS 
loPACD date of project extended to 9/1991 with 
I funding of 70,000 

(3)Effects 

What are effects 

on KAP of target 

population?
 

(4)Impact
 
What isimpact on
 
morbidity/ 

mortality? 


CONCLUSIONS 

(I)Institution-

alization:
To what deree 

does NON support 

systems? 


12)Program

strengths 


'3)Problems, 

Constraints 


Wrat factors 

imited acrieve-

sent of targets? 


14)Lessons 

learned:
 

What worked? 


I
 
I
 

1(1) 
CoCCCD integrated into GOPCAR PHC activities
 

I(2) 
loquality of national level program leadership and 
I executive management noted repeatedly 

13)
 
lo delay inassigning full time T.O. (1/86)
 
Cotecnical col aboration and logistical support


provided by AID Liaison Officer (ALO) inBangui andl
 
PN Officer inCameroon contributed to effective I
 

I program management -must besustained; prior to C
 
I ALO procurement very slow, communication poor I
 
Counfinished reorganization of the NOR according to I
 
I WHO recommendations, and the planning of a national)
 
I PHC program under WHO auspices will affect CCCD I
 
lodue to delays inimplementation, too many
 
I activities programmed for 1989 and 1990
 
loshortage of professional personnel, especially
 
I nurses observed in1986 Evaluation
 
loinformation between national/regional levels does
 
I not flow smoothly
 
lolack of formal guidance and directives from centrall
 
I offices allows wide variation of priorities,
 
I practices at regional level: need defined set of I
 
I standards to judge performance
 
loNSPAS,UNICEF, USAIDfailed to adequately coordinate
 

planning EPI activities to ensure complementarity: I
 
quarterly meetings began 11/87, improvement in
 

t early 1988
 
I implementation of National Campaign days, an un-

I planned activity in EPI strategy, caused tension
 

I improved coordination renewed 11/88
 
lotrade off between OR, HIS may be inevitable (1989) 1
 

1(4)

locoltinuity of high quality TO critical to project
 
10NSPAS wants CCCD to concentrate on training, HIS;
 
I UNICEF to support EPIand other aspects ofproject
 
io1986 Evaluation: neel closer cooperation in
 
I planning and supervision offield operations
 
; etween NCH,'FP Directorate and Freventive Medicine/i
 
I Enucpic Disep3es Directorate
 

I
 

I 
What did not yorkI
 

Pecommendations
 

I 



I 

CONGO: EVALUATION 	CONTENT FOR ACSI-CCCD
 

Project Start: May 	1984 Funding: 8824,000
 

Categories EPI 	 CDD
 

i 	 I 

Plans Iotarget: decrease morbidity and mortality due to 4o target: decrease mortality due to diarrheal diseasel 
Seeds assessment, I NNT, measles, and polio by 801 by 501 
goals, and increase coverage of all vaccines to 801 I increase access to OPT to 801 
on)ectives,plannedl I 
inputs, expected (obaseline 1983: (obaselin 1983: 
outcomes I coverage:BCG DPT/OPV1 2 3 meisles full regulr distribution of ORS not yet begun 

1 801 80% 801 75% 541 471 focus of program has been on training and health I 
I approximately 601 of population has access I education in 4 cities 
I cold chain assessed as high quality 
I GOPRC apparently committe to development of I 
I EPI activities 

OUTCOMEStactual v.plau~ed)l() 	 I(0)
 

(1)Outputs o conducted 6 vaccination coverage surveys (Inat'l, loestablished 26 OPT centers nationwide (1985)
 

What was provided,) 5 district) (19854 Ioestablished national SSS recipe adapted for local
 

accomplished? 	 toconducted 2 measles epidemiology evaluations (1985H1 conditions (1985)
 
0 developed national Epolicy (1985) oconducted morbidity and mortality survey in Pointe
o 


(2)Quality 	 10 prticipated in na tonal vaccination campaign with I Noire (1985)
How well are new 	 I , as of 1985, ORS sachets were being imported by 

systems/skills 	 todeveloped national EPIprotocol; not yet dissemi- I CCCD using UNICEF funds 
Ionoted a significant increase inI of sachets impor-1
used? 	 I nated as of 1986 


loconducted special 'mini-campaigns' for measles I ted from 1984 to 1925
 
(3)Effects I based on expectation of epidemic peak: expected 4o developed training program fro extension of OPT 

Access & coverage I peak did not occur (1986) I activities into the regions (1986) 
4o trained health workers innew EPI techniques (1986)o continued routine supervision and data collection
What are effects 


on KAP of pop.? 'ointroduced new EPI calender (1986) I (1986)
 
(oCODchief attended WHO CDD manager's meeting in
:(2) 


14)Impact 	 4o asof 1985, proportion of children (12mos. I Burundi (1986)
 
o prepared health education haterials for new OPT
What is impact on I immunized was increasing from previous years 

morbidity and/or lo1985 assessment found low percentage of incorrectly! centers (19861 
mortality vaccinated children loKOH officially endorsed ORT as the preferred
 

43) 
 I treatment for diarrhea inchildren (1986)
 
# of OPS sachets imported decreased dramatially
10most recent coverage surveys indicate that overall lo 


I coverage isnot increasing significantly I in 1986
 
414) 4o as of 1986, there were 30 ORT centers in existence I 

lo1986 evaluation found evidence that incidence of 1(2) 
(o1985 KAP survey showed that 901 of children seen I


1 measles, polio and pertussis appear to be 

I at health centers for diarrhea recevpd anti­decreasing slowly; no significant decrease 


I detected inmeasles CFR 
 I diarrheal medication
 
(o 1985 KAP survey showed that inmost areas, 1/3 of
 

I children with diarrhea wer- being taken to health
 
I facilities; 75% inBrazzaville, but most not
 
I treated with ORS
 
1(3)
 
Ioas of 1986, 401 of 0-5's had access to ORT
 
loin 1985. 251 of NCH centers, 101 of hospitals were
 

I using ORT
 
4o as of 1986, ORT use in hospitals was at 551, but
 

I at (101 inoutpatient facilities
 

CONCLUSIONS
 
4llInstitutionali-11) (1)
 

EPI o GOPRC 	states commitment to CDD program, but does
zation: To what 	 toGOPRC is highly committed to promotion of 

I not reflect this in funding
degree does MOH I 


support system? I
 

1(2)t24Prooram 	 '(31 

4oclinic staff demonstrate high level of knowledgeof vaccinations isnot optimal inmany 


I areas 

strengths 40 timi,.g 

i and enthusiasm for CDD
 
4o rapid acceptance of OPT by mothers
{3)Problems/Con- Ic most centers do not vaccinate daily 


straints:What , sterile technique is not always adhered to
 
factors limit tar-Is 1986 evaluation assessed cold chain as ins'fficientl43)
 

4o ORT activities 	temporarily stopped in1985 due I
 
qet achievement? 	 I 
 4 to supply failure
I 


10 uRT activities 	in 1986 severely nampered by
4i	Lessons i,4i 

learned: 40 it appears that the measles 'mini-campaigns' may I financial difficulties
 

What worked? 	 I have played a role inthe lack of expected epidemiclo poor monitoring and treatment of d arreal disease
 

Ohat did not vorkl peak in 1986; however, it is difficult to assess I cases at hospital and clinic level
 

I impact related to other, undetermined factors I
 
1(4)
Recommendations? 	 1 

4o need national OPT training center
 
to need to improve supervision

I 

I 



CONGO: EVALUATION CONTENT FOR ACSI-CCCD
 

TRAINING
Categories MALARIA 


totarget: decrease eortality die to malaria by 50% totarget: train approximately 500 health personnel
Plans 

increase access to malaria treatment to 8011 inCCCD techniques
Needs assessment, I 


I
goals, and I 

tobaseline 1983:
objectives,plannedlo baseline 1983: 


inDuts, expected I prrram focus has been on chemoprophylaxis of I estimated 2000 Jedical and paramedical personnel I 
inhealth workforce
outcomes I 0-6 yr-olds and pregnant women 

OUTCOMES
 
(1T
(actual v.planned)l(1) 
 o conducted first mid-level management course for
(1)Outputs lotrained National Malaria Team inZaire to monitor 

1 23 mid-level managers (MLMs) from 6 regions (1985) 1
 

What was provided,: resistance levels (1985) 

toconducted simplified in-vivo cq resistance studies loconducted MLM facilitator's course prior to MLM
accomplished? 

I at 5 sites (1985) 


t2)Quality lopropoed national malaria policy (1985) 

How well are new toby 1985, 'l of pregnant women were ,ving regular 

systems/skills I prophylaxis 


todeveloped, printed and distributed MOH-approved
used? 

I national malaria protocol (1986) 


(3)Effects 1ocontinued routine supervision and monitoring in 

Access & coverage I Brazzaville centers (1986) 

What are effects 

on KAP uf pop.' 


(41Impact 

What isimpact on 

morbid;ty and/or 

mortality 


10performed in-vivo comparative study of cq and amo-

diaquine; confirmed growing cq resistance (1986) 


loby 1986, 1001 of hospitals and health centers 

; sampled were using malaria treatment and prophy-

I laxs protocol 

(2) 

;osmall survey in1985 reported that 9-201 of malarial focused on vaccination campaign
 

loconducted 2-phase TOT for vaccination campaign:
1 cases inchidren were being treated correctly 
ioYAP survey In1985 showed that 651-901 of febrile 
I children received cq, but approximateiy 201 were 
1 unaerdosed 

H)4) 

1ocases and deaths continue to increase 


CONCLUSIONS
tl)institutionah '10) 


zation: To what ioGOPRC states commitment to malaria program, but 


degree aces M2 funding does not refle:t this 

support system? I 

.1Prograa 1(3) 

strengths io1986 evaluation assessed malaria program as still 


; very weak 

13)Probiems/Con- Ioobservations revealed that a wide range of treat-


' ments are being used: there isno agreed-upon
straints:What 

factors limit tar-I 
 'best method' 


loprogram suffers from financial difficulties
et acnievement 
 1 •1(4) 

(4)Lessons I 
learred:
 

What worked?
 
What did not work?)l
 

I
Recommendations? 


I course (1985)
 
toconducted PEV refresher course in2 areas (1985)
 
toconducted INOJET demontstraton/training course with I
 
I the Institut Merieux (1985)
 
totrained National Malaria Team inZaire to monitor
 
1 resistance levels (1985)
 
toin 1985, trained: 25 MLMs, 11course facilitators,
 
1 2 senior officials, 31survey interviewers, 365
 
I ORT workers, 9 cq resintance researchers, and 90
 
I PEV vaccinators
 
todeveloped in-country training stratey (1985)
 
!oCDD chief participated in10-week WHO senior-level I
 
I manager's course inBurundi (1986)
 
loconducted variety of training activities in1986
 

I these trainers trained approximately 400 peripherall 
I level health workers invaccination centers 11986) I 

loconducted 2 'mini training programs' inORT for 
I introduction of ORT to health centers 11986) i 

trained health workers innew EPI techniques (1986))
o 

todeveloped training program for extension of OR7
 
I activities into regions (1986)
 
i0held short training session to introduce new
 I
 
l malaria policy and monitoring methods at Ihealth 

I center (1986) 
tonegotiated with National Adminstrative School to
 

develop training materials and conduct TOT course;
 
I no follow-up reported (1986)
 
todeveloped job description for training coordinator i
 11 (1986) 

Itl
 

toGOPRC indicated desire for training; no training
 
I coordinator appointed
 

1(2)
 
1o hioh level of competence at senior level of
 
I management
 
I
 
13)
 
tono full-time training coordinator
 
Iotraining program hampered by financial difficulties
 
I
 

toneed t'integrate training and lealth education
 



HIS
Categories 	 HEALTH EDUCATION 


1o annual workplan and budget developed lotarget: improve collection, tabulation and analysisl
Plans 
 of operational and 3urveillance data
Needs assessment, I 
goals, and I 

lobaseline 1983:
objectives,planrt .~ 
nouts, expected 1 	current system inadequate
 
approximately 201 reporting rate; data isdelayed)
outcomst 

and incomplete


I no standard reporting form exists
 

OUTCOMESI
 

(actual v.planned)l) 

(I)Outputs 10developed health education and planning strategy 

What was provided,I (19B5) 

accomplished? todrafted guide for conducting health education and 


I planning sessions inMCH clinics (1985) 

(2)Quality 	 lopretested SSS drawings (1985) 


Icappointed health education coordinator (1985)
How well are new 


1(0)

loas of 1985, 5 sentinel posts exist inBrazzaville; I
 
I 15 posts exist in6 of 9 administrative regions:
 
I these monitor EPI diseases
 
Io assessed 1984 reporting as complete
 
loestablished sentinel surveillance system to monitorl
 
I cq resistance (1986)
 

io1986 activities focused on social mobilization and 1oextended sentinel surveillance system 
for CDD(19B6)1


systess/skills 

1o requested consultant to study, aid HIS; no responsel


used? 	 I education for immunization campaign 

Iodeveloped EPI television and radio messages (1986) received as of end of 1986
 

(3)Effects lodeveloped and distributed EPI banners, posters, I
 

Access & coverage I fliers and T-shirts (1986)
 
What are effects loconducted informal evaluation of mothers to deter- I
 

on KAP of pop.? I mine how they heard about immunization campaign:
 
i radio and word of mouth cited asprimary sources
 

(4)Impact 	 I ofinformation (1986)
 
What isimpact on iodeveloped draft COD educational materials (1986)
 
morbidity and/or 1oworked with CARE on nutrition ed. pro)ect (1986)1
 
mortality 0oproduced documentary film on diarrheal disease; I
 

I CCCD staff appared on talk show when film was
 
I first aired (1986)
 
o formed Health Education Consultative Committee with)
 
I members of KOH, donors, CCCD; held I meeting (1986)1
 

CONCLUSIONS
 
tI)lnstitutionali- l)
 
zation: To what toKOH encourages health education activities 
degree does MOH I 
support system? 	 :
 

0o1986 evaluation assessed health ed. activities as
(2)Proaras 

strengths I sustainable ifallowed to proceed as planned 


lopopulation generally seeks health care at high 

3)Probless/Con- rate 


straints:What
 
factors limit tar-i') 


tofundino was primary constiaint cited
get achievement? 

,olack ofpianiinq and management was cited as a 


;;;Lessons I secondary constraint
 
Iohealth ed. coordinator has responsibilities in
learned: 


addition to health ed. coordination; cannot Jedi-
What worked' 

,.work', cate full t;me to the pro)ect
What did ..


Recommendations? 	 114)
 
1o need to utilize Consultative Committee to much
 
i greater degree
 

lo1986 anual report assessed HIS system as
 
, 'deplorable'
 
1o overall reporting to central level incomplete;
 
I about 20% reporting rate
 

114)

1o recommend short term consultant to develop the
 
I HIS inCongo
 



CONGO: EVALUATION CONTENT FOR ACSI-CCCD
 

Categories OR CROSS CUTTING COMMENTS (SUPERVISION,SUSTAINABILITY)
 

Plans I o target: GOPRC will increase its funding by 251 per I
 
Needs assessment, iono targets specified for OR year; AID will phase out its funding by
 
goals, and I 2S% per year
 
oi)ectives,plannedt
 
inputs, expected Iobaseline 1983:
 
outcomes I fees established for vaccination cards and
 

I chloroquine
 

OUTCOMES
 
(actual v.planned)l(1) ISUPERVISION
 
(i)Outputs ioconducted 10YAP surveys re diarrheal disease and I(l)
 
What was provided, I malaria health practices in a variety of potential loas of 1986, supervision and monitoring were noted
 
accomplished? careoivers (1985) 


loconducted 3 surveys cn availability of ESS 

(2)Quality ingredients 1985, 

How well are new 'oconducted lab analysis of1:cally available salts, 

systems/skilis sugars 19 S' 

used? iopretested SSS recipe and drawings (1985) 


ioconducted cost analysis evaluation ofvaccination 

(1 Effects I strategies and ORT services (1985)
 
Access &coverage ioconducted 3 surveys on public participation in 3
 
What are effects I vaccination coverage surveys (1985)
 
on KAP of pop.? loconducted in-vitro cq and amodlaquine resistance
 

I studies (1985)
(4)Impact (oconducted simplfied in-vivo cq resistance studies 

What isimpact on i in 5 sites (1985)
 
morbidity and/or loconducted vaccination coverage and KAP survey
 
mortality I (1985)
 

loconducted diarrhea morbidity and mortaity survey

(19B5)
 

o performed in-vivo comparative study ofcq and amo­
diaquine; confirmed growing cq resistance (1986)
 

!oconducted seroiogic study on optimai age for
 
I measies vaccination '1986)
 

IC3
 

1o OR confirmed increasina cq resi.;tance and ccntinuedl
 
i efficacy of amodlaquine as secorid-ine drug 

CONCLUSIONS 

l)lInstitutionali-1(1) 


ration: To what 'oMOH encourages operations research 

degree does MOH
 
support system?
 

,2)Program loresults :!OP can De found inavailable 

strenqths documentation 


?)Probiemsl~hn­

strairnts:Wna' 

:oc:t:s ilmit tar-

uet achievement' 


'4lLessons 

learned: 


Wnat worted? 

What did not work?! 


Recommendations? I
 

1 as routine program components
 
o EPI cost analysis pe forsed in1985
 
f 
ISUSTAINABILITY
 
!(I)
 
loUSAID funds frozen inJanuary 1986 due to lack
 
I of GOPRC contribution
 

I
 

ISUPERVISION
 
I(l)
 
1o need to increase supervisory activities
 

iSUSTAINABILITY
 
1)
 
ioGOPRC has not made funds available for project
 

1(3)
 
ioAID lagged inexpenditures due to slow start up
 
i of program activities 
(o primary constraint inall program components was
 
I lack of financing
I
 
1(4)

lorecommend that government develop auto-financing
 
i system immediately
 



CONGO: EVALUATION CONTENT FOR ACSI-CCCD
 

Zategories PROGRAM MANAGEMENT
 

Plans lobaseline 1983:
 
Needs assessment, I PHC system resides in MOH and with P-0 (EPI);
 
goals, and I considered to be 'inits infancy'

obJectives,plannedi assessment, 1983)
 
inputs, expected PPC system has no budget
 
outcomes n transportation for supervision hus been
 

available
 
I currently exist approximately 500 health facili- I
 
I ties nationwide
 

locountry assessment done 1983
 

OUTCOME5
 
(actual v.planned)1(1)
 
(1)Outputs loestablished cooperation and coordinat:n policy

Wnat was provided, I with all major PHC and CCCD-related health programsI
 
accomplished? 1 (1985)
 

lonew Director for Preventive Health/Na:;.nal
 
12)Quality ! Coordinator appointed (1985)

How well are new lonew CDD and Malaria chiefs appointed (:9853

systems/skills lodeveloped 1986 activity plan for CCCD :9851
 
used? loregularly collaborated with donors in vaccination
 

I campaion activities, health ed. activi:tes, and
 
3) Effects I other program activities (ongoing'

Access & coverage lodeveloped PHC Coordinating Committee 3;86) 
What are effects i 
on KAP of pop.? I 

14)Impact loproject ended in 1987 due to lack of c.vperation

What is impact on and financial input from Government; remaining AID I
 
morbidity and/or I funds were transferred to UNICEF for ccntinued
 
msotality Child Survival activities
 

:ONCLUSIONS (It
 
:I)Institutionalh-lo GOPRC did not fulfill financial commitments to 
zation: To what I project 
degree does MOH (3; 
support system? lolack ofGOPRC financial input primarv :onstrairt 

to progress of project
 
2)Program 'olack of attention from executive ieee. :f govt.


strengthl lola:K of motivation of personnel to v::K outside
 
I office durino regular worK time with:.: per diem
 

illProblems/Ccn- lo inadequate coordination within government

3!ra;rts:What lo mnablihty of centrai-ievei to axsign produc-
Ftdif 


:actors Ili:, tar-I t:ve staff or remove unproductive stanf
 
qet achievement? 'o ack ofclear MOH objectives and poii:es


loPHC poorly integrated into overa.l MC systems
 
;,Lessons I
 
learf.p I
: 


What worked? 1(4)
 
What did not work?1o 1984 reorganization of Ministry cause! delay in
 

I startup of CCCD activitles 
Recommendations? lo lack of formalized policies for interventions have I 

I contributed to slow progess of proie::
!oneed to incorporate ORS & cq into EF distribution 
I system 
:oneed better bookkeeping system
 



COTE D'IVOIRE: EVALUATION CONTENT FOR ACSI-CCCD
 

Pro)ect Start: June 1985 LOP Funding: $1,691,000
 

Categories EPI 


Plans 10targets: ((5s by end year 4)

Needs assessment, I measles cases and deaths 

goals & objectivesi pertussis cases and deaths 

planned inputs, I neonatal tetanus deaths 

expected outcomes.I 


501 decrease 

401 decrease 

401 decrease 


Incoverage targets: (by end of 1989)

I rural areas 501 increase 

I urban areas 601 increase 

I 

Iobaseline incidence (1983): 


COD
 

lotarget: increase facility-based use of ORT to 751
 
I increase hose-based use of OUT to 501
 
I decrease diarrhea mortality by 40%
 
Inbaseline information:
 
I facility-based use of ORS (1986): 501 
I diarrhea mortality (hospitalized children, 1984):
 
1 	 50 deaths
 
I
 
logoals:
 
1 establish OUT demonstration center at UHC
 

I measles: 420/100,000 (400 reporting units)) Treichville
 
pertussis: 110/100,000 design mass media campaigns
 
NT: 3.5/100,000 ' OUT training for CHWs and community members
 

iobaseline full coverage: 351 12-23 mos. elaborate a national ORT strategy
 

OUTCOMES I(l) I(Il)
 
(actual v.planned)lo 415 of 800 health centers have capacity to immunizelo construction of ORT demonstration center at
 

1o >501 health facilities routinely vaccinate children) hygiene components
 
(3)Effects I (1986) 101985 Ivory Coast launches CDD campaign; 16seminars)
 
Access & coverage I I held, 1100 people trained, ORS packets made
 
What are effects 1(3) I available to all health centers
 
on KAP of target locoverage rates ()987 children 12-23 mos): I
 
population? I (state inI of children having had the following 1(2)
 

Sgroups of vaccines): 	 loas of 1987, health facility use of ORT/ORS up to
 
14)Impact IPT3;Polio3;measles;yellow fever:59% 	 I 981
 
What isimpact on I BCG;DPT3;Polo3;measles:381 	 I
 
morbidity/ I BCG;DPT3;Polio3:measles;yellow fever(i.e.,full):5711(3)
 
mortality? ITT1:821 Tr2:631 (pregnant women) Inaccording to practices survey, only 16of (5's 

I surveyed with diarrhea received ORT; of 25 mothers 1 
1(4) I using ORS packets, only 1 in25 mixed solution 
1odecrease inmorbidity/mortality due to accelerated I correctly 

(1)Outputs 601 of the population (1986)

What was prov0ded,Io EPI/Ivory Coast functional inall rural health 

accomplshed? I sectors (1986)


Iocomputerization of vaccination reports begun at 

(2)Quality I Hygiene Institute (1986) 

How well are new I 

systems/skills I 

used? 1(2) 


1 Treichville underway; 4 units established at 
I regional hospital 
Innational CDD plan and policies exist; ideas from 
I WHO, P ITECH, HEALTHCOl evaluations incorporated
 
:o3 Ivoiruans received training at Kinshasa ORT
 
I center
 
IoCDD coordinator appointed by Minster of Health
 
1omama media blitz designed with ORT, feeding &
 

I immunization campaign started in1987 (6aths) 

loas of 1988 only 0-2 measles cases/month reported 

loreported cases (1986): 

I measles: 325/100,000 (650 reporting units)


ertussis: 70/100,000 1650 reporting units) 

NT: 5.5/100,000 (650 reporting units) 


CONCLUSIONS 111) 

(1)Institution- 1oEPI vaccination schedule revised inaccordance 


alization: I with WHO recommendations (1986) 

To what degree 1 

does MOH support 112) 

systems? 1oCCCD EPI program considered great success 


1 

(2)Prooram 113) 


strengths o 40% ofpooulation remain un-covered by services; 

I require outreach and mobile services 


(3)Problems/ 

Constraints 1(4) 

Wnat factors o immunization catoa;ons c.n3ume too much time and 

iomtea achieve- resources :o'if :3ntinuaticr 

tetnt toneed to build immunization capacity inremaining
c!tar;ets' 


385 health centers 

(4)Lessons joCCCD EPI activities should be better integrated 


learned: ! with UNICEF 
What worked, 0eneed to imorove equipment and training inrural 
What did not work?' areas 

loneed to exoand ana maintain sentinel surveillance 


(0MPHP & UNICEF conducted a COD evaluation/needs
 
I assessment in>200 health centers in1988
 
I (no results available)
 
I
 
1(41
 
Inno overall morbidity or mortality data available
I since 1986
 

InMinistry has devised a COD plan & policy
 
Inthe CH centers have integrated OT into regular
 
I activities inAbid)an
 
1(2)
 
Inhealth facilities are instituting OUT as the
 
I treatment for diarrhea
 
1(3)
 
lodespite ambitious training efforts, little follow- I
 
I up on those trained inseminars
 
1o though an ORT center was established at Port-

I Bouet (1986), it was closed after 10months due
 
1 to lack of government commitment
 
loalthough the proportion of health centers using ORTI
 
I has ircreased to 981, only 351 of facilites are 
I resupplied regularly
I0confusion exists about home-based SSS 
Io CDD program still too dependent on imported ORS 
I packets
(4) 
toneed to provide follow-up to health worders
 
I trained in01 use
 

Recommendations? system ano monitor imoact 	 1oneed to improve logistical support for delivery
 
I of ORS packets
 
(ndemonstration unit at Treichville needs improvement,
 
1o need to offer more hands on training to mothers andl 

community members inthe prep. and application of 
i ORS 
Inneed to consider local production of ORS packets 
lonational policy of home-based SSS needed 
1omorbidity and mortality reporting system needs
 
I development
 

II 

i 



COTE D'IVOIRE: EVALUATION CONTERT FOR ACSI-CCCD
 

Categories MALARIA 	 TRAINING 

course for 26 physicians-I- I 
Nreds assusment, I by 301 I charge of medical sectors,26 medical sectorl 
gcals 6 objectivesl decrease malaria-specific spontaneous I CCCD coordinators, 30 PNI hymicians, 18 1 

Plans 	 Iotarget: decrease malaria-specific mortality (0-4 yrlo target: CCCD MLN 

planned inputs, I abortion and prematurity I central level staff froe IIP 
expected outcomes. increase knowledge of proper malaria chemotl 

I chemotherapy among parents to 751 1 CCCD/PRC field seminars for 650 nui&&s, I 
increase appropriate use of therapy to 501 1 midwives, I health development agents from I 
increase use of chemotherapy inpregnant I 500 rural health facilities 
women by 501 

for 2 VHVa I1 PHCworksbops from each of the 
1 8,000 villages
 

technical training of approximately 750 1 
Ministry health workers 

OUTCOMES 1(1) 1(1)
 
(actual v.planned)Io malaria treatment policy determined at 25mg/kg Inas of 1987 111 of target peripheral health staff I
 
(1)Outputs 	 I over 3 days I trained; 1001 of the id-level egr. and none of I 
What mu provided, Cointernational sminar on drug sensitivity testing I the senior level officials 
accomplished? I of P.falciparu to chloroquine held (treatment Io4 trainers from lISP have bee selected and trainedl 

I policy resulted) 	 I at TOT course inTogo in1986
 
(2)Quality 	 I lotraining materials are available at all levels 
How well are new 1(2) C including 'job aids' for peripheral health workers I 
ystems/skills Io1986 survey shows that 421 facilities inAbid jan Co3IM courses held in1986 
used? I and 681 outside routinely prescribe malaria chemo- Co2 peripheral level courses held in1987 

I therapy to pregnant women 	 Covaccination program training and planning course 
(3)Effects 	 I I given to medical directors of 25 rural health C
 
Access 6 coverage 1(3) C sectors and 2 of their staff (1987)
 
What are effects lopractices survey of mothers inAbidjan shows Corural health sector held CDD course for 17 people C
 
on KAP of target I that 281 of children <5 had fever within last C (1987) 
population? 1 2 weeks (1988) IoEPI training provided inpreparation of national C 

loPHC workers trained to give anti-malaria cheeo- I vaccination days; 46 persou trained (1987) C 
(4)Impact 	 I therapy for all febrile episodes I 
What is impact on I I 
morbidity/ 1(4) 1 
mortality? Cono morbidity or mortality data available after 19861 

CONCLUSIOS (l) 	 1) 
(1)Institution-	 lou of 1988 national malaria policy signed by loa inistry training coordinator has been usignnd C 

alization: I Minister of Health and plans underway to implement I to help schedule and conduct training activities C 
To what degree I policy 
does MOB Codraft of national treatment strategy prepared by Csupport 

systes? 	 I doctors from all areas of Ministry ((3) 

Ioappointment of national malaria coordinator made Ioseveral courses were cancelled due to vaccination C 
I campaign and never rescheduled(2)Program I 

strengths 1(3) 1 
Ic survey of 54 doctors concerning malaria treatment 1(4) 	 l 

(3)Problems/ I practices shows few using 25mg/kg regimen; need lo need more training for peripheral level health 
Constraints I for clinical treatment guidelines I workers and senior level staff 
What factors 	 lothough majority of pregnant women prescribed properlo MLM training inthe areas of data analysis and I 

I supervision isneededlimited achieve-	 I malaria treatment, compliance unknown 

ment of targets? 	 Conational malaria policy still not promulgated Co peripheral health workers mead more training inCOD) 

II interventions 
(4)Lessons 1(4) lotraining should be sore decentralized 

learned: Iomalaria technical advisory committee needed to i 
What worked? 	 I work with malaria coordinator
 
What did not work?lo need to improve malaria tracking and reporting I 

I system 
Recommendations? 	 Intraining materials needed for training of I 

I peripheral health workers inTX protocol C 



Categories HEALTH 	 HISEDUCATION 

Plans Iotargets: 	 Iotarget: eatablishm t of HIS to provide officials al
 
NeedsAssessment, Io target: preparation of health education material. I at every level ith coherent icoasolidatedl 
goals Aobjectivesi for NCHcenter staff for patient education I information 
planned inputs, I I use of reliable data for health planning 6 I
expected outcomes.1 developeert of lmass media campaign nclu- I prograimg; develop a feedback syste. I 

I ding radic spots for CDDeducation, malarial to provide current information to health I 
treatment, and T vaccination 	 I officers at all level. I 

I provide HIS training to health workers rep I 
I responsible for monthly rporting of bealtl -
I center statistics 
I establish 30 surveillance mites I 

establish baseline morbidity and mortality I 
I data for CCCDtarget diseases 

ODTCOES 1(1) I1l)

(actual v.planned)lo health education specialist visited in1988 to Incollection of morbidity data froe health centers I
 
(1)Outputs I elaborate health ed. component of CCCD project in I continue to improve
What yas provided, I collaboration with National Health Education lodata concerning trends invaccine preventable I 
accomplished? I Services I diseases is computerized by the Directorate of 

o in1987 mass media plans were developed calling form planning 	 c 
(2) ulit I 8 media campaigns between 1987-89 covering all 1o mortality reports from goverment healt ceter I 
How well are new I CCCD program areas 	 I subeitted by over 901 of centers (1988)

systems/skills lo in 1987 focus group techniques were taught to 2 have co ed duing CCCDIc 2 murveys been project
used? I persons from National Public Health Institute lo a facility survey wu conducted in1986, and a I 

:oradio messages were developed and broadcast for I practices survey was conducted in1988 (bidjan) 1 
(3)Effects 1 1987 national vaccination campaign Inthe US Bureau ofCensus assisted intraining and I 
Access Acoverage lo in 1988 radio spots for measles vaccine aired I design of practice surveys
What are effects I successfully though impact uneven 
on [AP of target I 
population? I 

1(2) 
(4)Impact lo health promotion of target population now I 
What isimpact on I receiving more attention 
morbidity/ I 
mortality? I 

CONCLUSIONS 1(l) 	 1Q)1

(1)Institution- locoordinator for health ed. component identified 1nthe isplamentation of a HIS has helped with the I 

alization: I at National Public Health Institute I collection of morbidity and mortality information I 
To what dmgree 103) 10 government enccurages linustry to continue HIS I 
does MON support lo only 3 of 60-70 local languages used for radio I iprovements
systems? I spot message impact should be monitored i 

Ioexternal consultants are needed in the areas of 1(3)
(2) Program I communications Aevaluation 	 1o no system in place to routinely collect hospital I 

strengthas 	 IImorbidity and mortality data1 
;(4) lo though monthly statistical reports are coming in 1 

(3) Problems/ lo despite successful airing of messages prior to Ifrom health centers, distribution of summaries hus I 
Constraints !national vaccination campaign, follow-up survey I been delayed for adminustrative A financial reasonel 
What factors Ishows that while 451 of population listens to radiolo to date, only a fraction of the information I 
limited achieve- I only 281 heard the vaccination campaign radio I collected has been analysed and used for decision I 
ment of targets? I messages I akin 

Ia0a new HIS or better sentinel system is needed toI 
(4)Lessons II monitor diarrhea mortality, severe malaria, mual 

learned: I and diarrhea morbidity
What worked?'
 
What did not vork?l
 

Recommendations? II
 



COTE D'IVOIRE: EVALUATION CONTENT FOR ACSI-CCCD
 

OR
Categories 

Plan 1otarget: establish research review board 
coduct the followina studies: 2 EPI; 
2 malaria; Ai 1I1; 2 management 

CROSS CUTTING CONII]T (SUPERVISIO,SUSTAIABILIY) 

10targets:
CDD; 

i SUSTAIMILITY: 
I have bot country contribute at lsut 251 of total I 

Needs assessment, I 
goals 6 objectivesl 
planned inpuU, I 
expected outcoes.s 

OUTCOES (1) 
coeAitte was appointed in 1986(actual v.plsued)lo a review 

loin 1986 a draft brochure was prepared with info
(1) OutpuU 
provided, I about procedures for obtaining granU

What was carried out to 
accoeplished? 


(2) Quality 
Ho well are new 
systee/skills 
used? 


(3) Effects 
Access i coverage 
what are effects 
on CAP of target 

population? 


(4) Impact 
What Is impact on 


morbidity/ 

mortality? 


CONCLUSIONS 

(I)Institution-


ali ation: 

To what degree 

does NON support 

systems? 


(2)Progras 

strengths 


(3) Problems/ 
Constraints 
What factors 

limited achieve-

sent of targets? 

14) Lessons 
learned: 


What worked? 


fund 10 or more project with bilateral I projectVIcolts in increasing incremenU over 4 yrs 
funds during first 2 years I 

I develop health worker&' skills in providing
conduct a baseline morbidity, mortality 

and health services utilization survey in I effective child 

survival services through practice,
 

first year of CCCD pro3ect 


1oas of 1987, 7 0 studies bad been 
the following: hoee preparations of SSS;I look at 

I mother's response to fever; maternal measles 
O? useI antibodies; maningococcal meningitis; 

I in Ivory Coast following constructicn of 
I demonstration unit; malaria drug treatent &Ad 

I prevention practices; cq (invivo) efficacy; and 
I risk factors associated with hospitalized masles 
I cases 
I 
I(4 
Iostudies have been used to make several policy 
I decisions, including: 
I -need to clarify SSS coeponents or reconsider 

policy 
-need to prescribe 25mg/kg v. 10mg/kg chloroquineI 

I -need for mothers to learn ORS preparation via 
I practical exercises 

Io a practice survey conducted in Abldjan (1986) 
demonstrated need to increase vaccination coverage 

I of children coming into vaccination age 

i(11 
number of studies have been conductedI0 to date, a 

I with CCCD support 

aproposal review board isinplace 

and fuctioning 1(4) 
0 

Io need to look at different self-financing schemes o results froe studies are being used to modify I (isORS production) 
I or develop policy 1I 

I(2)
 
ISUPERVISION:
10OR coeponenet considered successful 
 1(4)
loproposals for studies are plentiful 
10need isclear for additional supervision at
 I I peripheral level
1(3) loCCCDmd to provide technical assistae to 

1obaseline morbidity 6 mortality study never done 
sector health officers in the oat. of funtional 

financing studines need to be conductedi
lo alternative 

I I level
and supportive supervisory system at peripheral
 
I 44 

lo statistics course needed for chief medical I
 

I officers
 
for local ORS production
lofeasibility study needed 

and oa the job trainimg
I supervision 

ISOSTIIILITY: 
I(1) 
lo GOCI permitting sales of health A vaccination cardal 
I 6 medications 
In CR1s are allowed to keep a percentage of their 
I profit from sale of drugs 

I1 vor Coast coatlbutio to CCCD project in 1987 
well in excess of 259 requestedI was 107,000 -

I 
ISUPUY¥ISIO: 
1()
lo thru HIS indirect supervision of health setors 

I has been ehanced 

I 

I 

I
 
I
 

I 

ISUSTAINABILITY: 
1()
 
1oalternative financing studies are being conducted
 

What did not work?) 

Recoemendations? I 



Categories POGIU NUkGDIrT 

Plans o target: unagn t of CCCD/lvory Coat program condl 
keds usessent, t conducted by comaittee coasistio of a I 
goall 6 objectivesI national project coordinator 6 coordinatorsl 
planned inputs, I of each of the project coeponents 
expected outcoees.I 

Io coordinating coemittee will provide technical I 
I logistical support as well u wmaagement guidance 
I to all health services 
Io CDC technical officer usigned to facilitate 
I managwnt procedures 
lo review schedule: internal (lot i 3rd yrs.) exterall 
I (2nd yr.)final (4th yr.)
I 
locountry assessment done 1984 

OTCWM Ill)
 
(actual v.plassed)lo coordinators identified for all CCCDintervenatio I
 
(1) Outputs I (1986)
 
What wasprovided, to Technical Officer's and field epidemologist's I
 
accoepliased? 


(2) Ouality 
Now well are Dew 
systemm/skills 
used?
 

(3)Effects
 

I offices fully functional (1986)
 
:oprogru specialist hired by MO/VCI to do I
 
I administrative manageemt of ICSI-CCCD project I
 
I (1986)
 
Iocoemodities procurwet coemenced (1986)
 

Access 6 coverage I 
What are effects 

on KAP of target 

population?
 

(4)Impact 
What is impact on 
morbidity/ 
mortality? 

CONCLUSIONS 
(1) Institution-

alization: 

To what degree 

does RO support 

sylte"s? 

(2) Program 
strengths 


(3)Problees/ 

Constraint 

What factors 

limited achieve-

sent of target? 


(4)Lessonas 

learned: 


What worked? 


I
 
I
 

I
 

I1) 
In GOCI coemitment to PHCoutlined indraft 5-yr. I 
I national public bealth plan (1986-1990) 1 
o a of 1988, basic PHC structure in place and 
I functioning with 8 regions, 25 health sectors, 
I of which 501 are equipped with to provide 
I imunization services 
I 
13)
 
1o CCCD component coordinators have multiple 1
 

rponasibilities, eaking it difficult to develop
 
I mpleentation plans
 
Io yaws interventions never imp~eeented due to
 
I inability to find yaws speciaiLst
 
I 
H)411
 
o vaccination campaigns need to be closely studied I 
1 since the one in Ivory Coast .rose other health I 
I activities for 6 onths. 

What did not work?lo drug ordering and distribution system ieeds to b, I 
I reorganized to reflect changes in policy (ieuse I 

Recommendations? I of ORSv. SSS and chloroquine v. injectables) I 
lorecommenced extension of projert to 1 Q°!:approved I 
I by USAID/CDC/GOCdI
 



GUINEA: EVALUATION 	CONTE T FOR ACSI-CCCD
 

Project Start: Juae 1985 Funding: 1885,000 

Categoriu EPI CDD 

I 

Plans Io target: decrease morbidity and mortality due to 
Needs smemmsest, I mesas, T. and polio by 33-51 
goals, and I (proportional to target population)
objecttes,plane d vaccination coverage by 1990: 
inputs, afpected I bCG 201 from 51 in 1982 
Outcomes 	 I DPTIOPV3 201 from 151 in 1982 


I maslt 501 from 441 in 1982 

I TT 201 (in pregnant mome) 

I 

lo baseline Information 1983: 

I immunitation hambeen undermay in Guinea for 

I several years 
I PI is cetered in NCHclinics 
I poor supply system musts 
I vaccine wastage is high 
I reporting is very low, unreliable 
I I0NAis plan to equip more fixed Centers 

(actual v.planed)Il1)

(1) Outputs 1oassisted with 3-week 110 natiomal EPI review 
Wat wm providd, I recoeadstion to revise national cold chum 
accoplished? I and procedures 

todrafted strategy plan for 1986-1990; adopted by I ment (1986) 
(2) Ouality I NOV(1986) 1o assgme 2 epid iloguts to improve cholera treat)
 
Howwell are new Io26 health workers attended first CCCD training I meat ad reporting (1986)
 
systees/skills I seminar; focus was on DI (1986) Io established or Center at University iospital(1986)l
 
used? to4 Gui"eas attended Itudy trip to Bonin to observe In upgraded OUT cuter and Infectiou Dease ward's I
 

I 	 integrated EPI-PHC program (186) I water supply system (1946) 
(3) Effects 1o traied personnel from I health center in EP1(1986)ic completed prelitaiary assesmeet of diarrhal 
Access 6 coverage o conducted donor-MO meetings to discus acclnratadl 
What are effectu I EPIcampaign (1986) 
on KlP of pop.? Io began intensive vaccination caspaign in Conakry 

I 	 (November 1986) 
(4) Impact to trained 300 health personnel in vaccination, cold 
What is impact on I chain maem nt, i the updated NOvaccination 
morbidity and/or I schedule (1986) •o 
mortality Io completed Coary vaccination survey (1986)

i completed first eas vaccination caspaign in 
I :Coakry campaiq assessed as successful (1987)
Io conducted coverage survey at end of campaign (1987)lo trained 5 PCV in O6 (1988) 
lo performed tAP study in Conakry re NIT (1987) 1o prfored study to evaluate CO activities in 
totrained 20 health center personnel in cold chain I [dia (1988) 
I technique 6 vehicle mintenace (1987) s investigation(8)IIo misted in diarrbea outbreak 
Io held coordination meetings with UNICEF, ADB(1987) Io drafted health education plan and calender of acti-I 
Iodistributed equipment to 26centers; initiated I vities for COO(19) I 
I EPI activities in those centers (1987) 1odesigmed ad pretested 01T poster (1988) I 
1o as of 1987, all centers in Conakry me vaccinatinglo trained 33 health ctr. personeel in 0O? (1988) I 
I daily :odeveloped national 067 traiming plan (1988) 
toconducted baseline coverage survey inConakry(1988)lo coeducted health ctr meds ssmoaet, CoUkry('88)1 
1o analye 1987 EPI NISdata (1988) I re ly received and dustributd IS packets I 
1o intenlsfled supervision; revised checklists (1988) I rsiD' 1987 198) I 
Io initiated DEIactivities at 28 centers; all CCCD 0 linister of Health and CCCD Project Coordinator/ I 
I centers no performing vaccinations (1988) 

Ioperformed study of EPI inKindia (1988) 

Io coaducted health center needs assessment at 6 

I faciliies in Conakry (1988) 

1(2)

lavaccine astage still unsatisfactory as of 1988 

to sterile technique not always adhered to as of '88 

1(3)

Icoverage rates eteadily 
11987 levels: BCGOPTI 

increaing: 
2 3 Mmss tull TT 

I 791 921 671 591 79% 521 781 
1(4 )
Io although incidence of meules. pertuais, and poliol 
I appear to be steadily decreasingreports repeatedlyl 
I warn that data isn'tsufficient todetermine impactl
 

CONCLUSIONS 	 I(l) 

(l)lutitutloali-ln GOGsupports ElI, Although limited in ability to 
tati : To what I fund 
degree does MN I 
support system? I 

1(2) 

(2)Progras to close collaboration between dooors, NONand com-

str.ngths 	 I nity leaders in vaccinatioa campaign 
10 supervision has steadily improved; sis to have 

(3)Problei/Con- I improved sterile technique problems 
stratnts:What 13) 
factors limit tar-h) primary contraints ropes edly cited were supply 
getachlevemnt? I di fculties, lack of health oducatio, lack of 

I 	 feedback 

(4)LAoe 	 1orold chain at peripheral level mods iuprovmet 
learned: Ir W" Itill a major problem: CF1 in 1987 was 701 

What worked? to reporting of coverage outside Coca"r only 751 
What did not work?1(4) 

(1986)1o hld utional cofermece omdiarrhmal diase(la )I 
policylo sposmamrd 3 participanm at ICOIT (1986) I 

Io NDNenorsed 01T amappropriate dehydratioo treat- I 

Io target: decreasm dimrrheal disas mortality by 
I 33-SOS (proportional to target population)
I 
to baselinm information 1983: 
1 to specific diarrheal disease control program
1 exists 
1 
I 

OS 
flui 

aly
d 

ot ued in Guinea; am ho I 

1 
I 

primary G0Gefforts is ar of sanitation, 
potable water supply
O program mould be bt adopted if ixtRucd I 
via local PK umta 

(1)
 

disease activities (1946) 
lo pmrformed [AP survey of helth pmrsomel in Coaakry II 	 and Forecariah (1966) 
lo trained 30 helth pmrsoaeml in OR?in 2 areu(1987)l 
In appoited National CDO Director (1987) 1 
lo established 6 units in7 locatIons (1987) 

conductad UP studies is 2 arem (1988) 
Io delivered O1? materIals to all health centers in I 
I [india, Telimle (198) 
tocollected &analysad 1987 CDOdata (1918) 

I National CO 	Director attended ICORt III mg.(1984)
1(2)
 
to1988 study showed that 401 of cas se in health I 
1 facilities surveyed received correct asount of OS 1 
o 1987 study showed that rate of appropriate treat-

I meat in houeholds was only 41 
1(3) 
toas of 1988, 931 of ouatint facilities, 751 of I 
I hospitals were asing 06S 

I 
I 

I(1)
 
Io 	 GOGsloe to implement CO proqrs; uesing of a I 

lational Director demostrated increased coesitmentl 

1(2) 	 I
 

Io diarrheal disease reporting improved significantly I 
I in first two years of program I 
In accopLance of 01t by health professionals ucreasedl 

significantly in first 2 years 

1(3)
 
toprimary constraint cited was lack of matiomal
 
I program 6 director, activities send to move more
 

I quickly after theme were established
 
I
 
1(4)
 
Io despite iaproved disease reporting, reports urn
 

to while ss caspaqi ode great strides in coverage,I that Ilpict on disease iscideece ad CII cannot 
tecomedations? 	 I ustalsiality of those levels is only possible I be determined aocurately

I with coaetiued expatsion of fixd services and a I 
I stroeg social obilinatiom/heolth ed. CAmpg I 
In leadership aendclose Coordimation cited as key I
 
f factors in sucos of mss Campaign
 



GUINEA: EVALUATIONCOiTET FOE ACSI-CCCD 

Categories 	 KALU 1 T1RAJNING 

Plans 1 target: decrease mslaria mortality in <S'm by Io target: train approsmately 00 ealth persomnelSO 
Needs Asseasmet, I 33-501 1

goals, and I decrease fetal utage and low birth reightlo baseline information 1983:
oblectivu,plansedl 
inputs, enpected tsbaselime information 1983: 
outcome I malaria is a leading cause 

mot;ality in Guinea 
of morbidity and 

I 
1 

training ofhealth persoaeel cited asa primry
goal of RON 

I 
malaria control progras have been in esisteace
for moe time; primary strategy has be vector 

i 
I 

control 

I 

constrains have ben lack of trained permonnel,
lack of petrol, electricity, and cq
muchof current treatmat is with injectabls 

I 

I 

OUTCflM 	 I 
(actual v.planned)I(1)

(1) Outputs 	 lo 2 NON 

101I
malaria specialists participated in review ofo bold seminars for sesior, 	 aid-level and peripheral-IWhat wasprovided, I CCCD training moduaelmalaria and instruction of I level health perwouel on EPI, CUD malaria (1986)1accoepised? 	 I M traLring seminar (1986) 10trained approximately 300 health workers for vacci-I

1odrafted national treatment plan (1986) I natione caspaign 	 (1986)(2)Quality 	 Ioprepared comodity listforlab equipe tcq (198611o trained permonel from 1 health Ceter inEP(198611Howwell are new tocompleted malaria in pregnancy study (1986) to2 N0 malaria specialuts prticipated im review oftsystm/skills 	 Io malaria teas of 5 Guineans participated in in-vivo I CCCDmalaria training module aad in instruction of Iused? 	 I testing seminar in kbid an (1986) 1 KIMtrainiag sminr (1986)
Io conducted EAP ltudy in Con iJry re treatswat prac- lo trained health personnel in OT, cold chain amaage-I

(3) Effects 	 I tica in malaria (1987) I ent, vehicle maimtemace (1917) 1Access i coverage to developed monthly cue reporting forws and cq to trained 30 helth personnel in ORT in Conakry and I
What are effects I inventory foras (1987) I [india (1987)
on 1AP of pop.? to conducted health center needs assessment in Conakryio as of 1967, 351 of target 500 health staff 

1 
received, 

I (1988) 
 1 training
(4) Impact 	 1o received and distributed supplies i equipt. (1988) so training consultant worked with 9ONand donor per­what is impact on totrained 20 health personnel on slide identification)l annel to identify current and future training
morbidity and/or I techniques and drug sensitivity testin (1988) 1 needs (1988)
mortality 	 todeveloped health education plan for aalaria (1988) to conducted I-week training course in EPIandOft 

I I with 33 health center doctors and aures (1988)((2) Io developed national OrT training pla (19881to [AP survey (1987) showed that only 161 of cases 1o trained 20 health permomeal on s ide identificationl 
I observed were given correct dosage, although 731 I 	 tecniques and drug sansitivit. testing (1988)
1 were given antimalarial drugI 

1(3) 
lo1987 survey in Kindia and Telimele showed urban I 
I cq use at 671;rural at371 
IM

((41
 

o malaria cases and deaths appear to have decreased I 
I froe 1986 levels (which were much higher than any I 

previous level: accurate reporting maybe problem) I 

II 

CONCLUSIONS I 
11)institutionall 1(1 

zatin:T wht 10COGhas upprted malaria control for a number ofI
degree does ON I years:,tl need to coordinate with health educA- I 
support system? I tion coeponentI 

(2)Proqra 	 :(3) :I2)

strengths 	 to me of 1908, siqn.ficant levels of inappropriate (o os-the-)ob training ha bm emthusauticallf 

I treats t were observed I advocated by 0O8, although rarely implimeated(3)Problem/Con-	 to problems continue wiu supply and distribution I 
straint:at I 1(3)
factors limit tar-l)4) 1o quality of training is highly variable
iet achievement? 	 todifficult to measure imiact due to inadequacy of I 

: reporting I 
(4)Leusons 1(4) 

learme: 	 I I appniAt ational tr simmgcoor Or to dm11lg0What wormed? 	 I I matioeal plan 	 od o ordate Uplaem tatitoe a
What did not work?l 	 I taad, diiatioI 

In m u more masagaemt traisagI 
ecoemmdatiou? 



COITIT FORJCSI-CCCDEVILUTIOIGUINEA: 

HIS
DCATIONHEALTYICategories 

I0 goal: strengthea HIS to improve data collection,MCto I a ainAM& ysofoeuui n f 1983:Plans 1o hagling Informtion 

of Edd tahulatiol aoalywis of OperatOsal an
Ned assabast, I recently crested Director oalti Edcation 	

I 
I 

surveillance data 
I pomition in INgoals,objectivs,plUedIand curretly have 12 trained health o..catora in N0I
 

opu, e spected eaor courtretv to helth d. proqgim have beelo baline Information 1953:
 
of terohelt ap ea health
outcoeaxet 	 lack traind lack of e ent, andl reporting currently froa regioal 


I of ola Of Oofficials to contrallevel unit
latici hnea 
skepticism of helth vorkr I reporting rate U higb in asY armaa lthoul h 

the data is quetionableI usefulness of 
I little analysis on dat doe 
1 HIS is not ooemndared a priority area by GOG 

I (ccoding to coutry aasmat) 

l 
lactual .Plaedll(l) t and inona ur l lan I 

In develoW draft document on health education and 
provided, I trateqy for CCCD 	 2 hnspltulsl (19oo(1WhatOutputsvas counicat.0os toat (1986) 	 I system forot~lyztetanus,s i .. n. a
 

Iinfant mortality In hoapi .(986)
 
am ausarized previous health d study

accomplished? 0 compiled 	 I conducted balth "rIce urv (1906)I rinulU (198.. 	 1986)
CCCDinterven Io cooducted Pl practice surve 

12)Quality I0developed health ad. plans for each 
HIS reporting form (1986)Io modified for dsase servellancal 

messages (198)Hlowfall are new I tion (1988) 	 Io developed reporting format 
systee/atilli I0 developed OV?pO6Le~rand 	

(1986) data 1 
used. 1i 	 ,0 .giool epidemiologist assited in design of 

data verification procedurts.
I collectioo foru, 

data entry &n data aalysis re or­
(3) Effects 	 I computerized 
Access 6 coverage I ting (1987198S)
 
Mhat are effecU I 

on rAP of pop.? I
 

(4) Impact
 
What is impact on
 
morbidity and/or I
 
mortality
 

COIKLUSIOIS i 
(Il 

In RON does not ancouroge health education activities)Institutlonall 1 ()	 I0"ON has not encouraged HIS activities 

Lation: To what 

degree does O I ((3) 
support systee? I I 

13 
to Improvement cited: 

(2IProgras 1(3) 
health education plan 0 constraints

natioalstr ,gtbl o no coerent 	 -lack of technical suprt
us not demontratalo health education unit director 	 analytic capabity

in health education ctivitil -lack of
involvemet)3)Problem/Coo I great 	 aed piphrlof feedback OTat at middle-lack frsunit ischronically understaffed I -lack of reportil

In halth ad.straint:What 	 is a constraintfundinq
factors limit tar-lo lack of 

141
 
get achievement? 	 equipment
stregthenfed -lack of 

Io health education component should be 
alari:I for all interventions, particulary

(4)Laeoe 

Ilearned: 

Ihat crued? 

What did Dot vorkI
 
I
 

-+------­u 



GUINEA: EVALUATION CONTENT FOR ACSI-CCCD
 

CROSS CUTTING COMMENTS (SUPERVISION,SUSTAIIABILITY)
Categories 	 OF 


Klans tobaseline information 1983: 	 totarget: tee-for-service and cost recovery systems 
will be studied and a workable program will[Needs assessment. i OR isnot considerec a priority byGOG I 

goals, and I OR focus should heon program problems, issues I be implemented 
oo)ectivesplannedi 
inouts, I
expected 	 lobaseline information 1983: 

I som*medications are already be ngcharged foroutcomes 


iSUPERV1SION
07TCCEStactuil v.planned''( ) (1)
 

(11 Outputs tospecial studies inNNT andmalaria inpregnancy toNational CCCD Coordinator conducted supervisory andl
 

What wasprovided,I being completed in1966 1 planning visit to Kindia (1987)
 
toreceived monthly report on EPIactivities from
accomplished? toconducted study onORT use (1987) 


toconducted KAF andpractices studies inEPI,CDD 	 I supervisors in3 locations (1987) 
toCCCD supervisors inConakry reviewed health center I

':1ouality I andmalaria in197 
Mth EOR
how veilare new toconducted EPIcoverage surveys in1987 and 1986 1 compliance EPIguidelines (1988) 

toTO spent one week with CCD coordinator supervising!
systemsiseills toregional eoidemiolocist conducted MNT coverage 

survey IntCoracry to determine effective protectioni 	 I health center folloving launching ofEPI/PHC/


used? 

levels incommunity 11987' 	 1 Essential Drugs program (198I 

tosupervisory checKlists being used inEPIsince
I])Elfscts 

1967 torbefore; 1987 isearliest report ofthis)
Access a coveraoe 


W.at areeffects 
C.r VAPof pop.. 

SUSTAIABILITY
 
,41Imact 
 i )
 

I.conducted preliminary cost recovery study (19861
What isimpact on 

toapplieo and tested fee-for-servicelcost re:overv


morbidity and/or

mortaity tsystem 	 durinc vactination campaign 11986
 

toneed to continue torevise and improve supervisory 	I
 
:ilr Tc o GOG nasnot enrouraged 	 t:r.: chat 

I checklists
!ejlee does MOH 	 tosupervision still needs considerable improvement

SUPP'rt system 


iSUSTAINABILITY
 
tvent'5 c Qiver thereiativelv hior proportion of physicians III,


.>'4,m 


jiea. efttrts tostrenothen in-country capa- o COGhighlv committed tocharging 1,rhealthit. 
 recovery

Oi-ty toc operations researce should bemade services, anshown i.Yextensive cost 
2'rrtemscr 
 studies encoutageJ by overnsmnt
 tr;rs¢rat COGhas committed adequate funds to PHC developeentl 

*- .11ts ta! oimit 

recovery systems slOm 

.o ack ' timely reiease of localfunds
 

cCOst to start
4 .os10 


~w .*') vn " 



EVLUITION CONTEXTGUINEA: FORACSI-CCCD 

Categories 	 PROGRAMJNAMIGEET 

Plans Iobueiehe information 1983:
 
Needs ussesent, I GOGsupports a national PHCstrategy ephasizing

goals, and I decentralization
 
objectives,plannedl strong NONcommitment to PHC,but limited funds
 
inputs, expected I preventive medicine and PHCunits centered in
 
outcomes 	 I 0: ICRunit c..tered inlini try ofSocial 

I Atffirs: MR and IOSA often collaborate closely
I 	CCCD mill act entirely from within S0N;no net
 

personnel or facilities can beprovided
 

locountry assument done 1983 

OUTCOM I 
(actual v.planned)1(1)
 
(1)Outputsm Ioacquired TO office space (1985)
What amprovided,lo prared procureent plan (1985) 
accoepliahed? Iodeveloped 1986 corkplan (1985)

Io coordinated formation ofsteering committee; met 
(2)Quality I three time, in1986 
Rowwell are new Inidentified Project Coordinator, technical officer 
systes/skilli I in 1986 
used? Ioperformed invectorg of supplies, services and 

I personnel inhealth facilities 11986

(3) Effects toCo-coordination Committee met throughout 1986
 
Access I coverage Io developed 1987 eorkplan. (1986)

What are effectU IoNational CDD Coordinator naed (1987)
 
onKAP ofpcp.? Iodeveloped 1988 workplan (1987)
 

tomad plans forrecruitment ofadministrative
 
(4)Impact I ausistnt (1987-1988)

What isimpact on In nec technical officer assigned in1987
 
morbidity and/or Iodeveloped 1989 wortpla (1988)

mortality
 

CONCLUSIONS
 
()0Instututionali-
IIl}

zation: To cnat loGOG itatu coesiteent to Child Survival activities 
degree does R0N I 
hupport sstem? I 

2)Progru 	 :(2)
ntrengths IoCCCD activities integrated into GOG PHC plus


In NO is moving 	 toward decentralination of PVC 
(3)Probleu/Con- I muageseet
atraints:ib it 
facto:s liast tar-lIJI
 
gotachievesnt? tolickofmaagesent training at alllevels 

toprocurement delays, vierstffing, and morale 
14tlussoes I problem cited repetedly u progru constraints 

learned: 1olaci-o1 transport, communications and energy supplyt
Whatcorked? I also cited as program limitations 
What did not sork?Io lack of CDD coordinator inhibited progress in 

I first two years of COD program
Recosmendations? I


1(4) 
to recommend ertnding project until 1991, from 
I from original PACD of199: extension approved 

byUSAID/CDC/GOG 



LESOTK3: EVALUATION CONTENT FOR AZSl-CMCC
 

Froject Start: lay 1984 LOP Funding: 5415.602
 

Categories EPI CDD
 

Plans lotaroet: reduce measles morbidity/mortality by 401 1o target: reduce diarrheal disease mortality by 501
 
Needs assessment, lorevised: reduce morbidityimortaity due to NNT, Poll increase OPT use by 501 1
 

goals, and ane measles Dy 301 lorevised:increase access to OR? to 801 of target popl
 
inciease coverage to 801 formeasles, I increase maternal amareness of O! 1
ob]ect .ves,plannedio target: 


lo1987 plans: decrease hospital diarrheal disease CFRI
inputs, expected - 751 for OPT, Polio 

outcomes 
 lorevised: 	increase coverage to 701 formeasies, I to 61 1 

651 for DPT, P1io I finalize national policy on correct OPSI 
I SSS, home fluid uselo1987 target: increase full coverage to 751 


I dec. measles morbidity to3500 cases improve packet production/distribution I 
lo1988 target: increase full coverage to 851 I 
1 dec. measles morbidity to 2500 cases I 
loplan for 100% of fixed ctrs. tohave vaccination lo5-year plan developed in1985 
1 capability 
lo5-yr plan developed in1985
 

l(1)
OUTCOiES I(1) 

(actual v.planned)lo developed protocol for regional EPI/CDD survey 1odeveloped/conducted OPT symposium for physicians
 

(1)Outputs loassisted ?OH indeveloping 5-yr. accelerated EPI Ioestablished ORT tratning i treatment unit at nationl
 
I referral hospital
What wasprovided, I 	 plan 

accomplshe? Iedeveloped procedures to monitor/improve injection lodeveloped protocol for regional EPI/CDD survey 
diarrheal disease symposium with LRA
I practices 	 loconducted a 


12)Quality loconducted a I-day workshop on measles epidemiology,lo ORTUs in16hospitals by 1987 (giving 901of all 

How well are new I vaccination and surveillance I hospitals OR! capabilityl 
:oetablished COD coordinator position (19861
systems/skills 'oincreased supply ofsterile needles 


used? to	supported implementation ofnew vacc. schedule iocompleted 3-week eval of EPI i COD regional programl 
'per WHO recommendations) 1osupported training of >80% of medical staff in 

(3)Effects 1o facilitated 3-mo. immunization campaign I ORT units 
Iodoubled local production ofORS from '86-'87
Access & coverage I 

What are effects I(2) o assisted indevelopment/implemetation ofnationalI 
on KAP ofpop.!lo951 ofimmunizations given with sterile needles, I policy and workplan for COD 

I 701 with sterile syringes as of1986 i 
1(2)
(4) Impact I 
:ohealth center staff knowledge ofORT very high
What isimpact on1(3) 

Iocommunity level of awareness ofSSS at 961, but
morbidity and to1986: coverage increased between 3 & 161forall 


mortality? I antigens;full coverage at65%from 401in '821 proper mixture only at 39%
 
1761 of targetl
 

lo1988: coverage tarqets fOID;,Polho exceeded !(3)
 
measles coverage target nearly metlw/in 211 to community use ofOlS at 741 in1988
 

I full coverage steady att5I
 H(4)
I 

o nospital CFR decreased from 121to31 1453-1981(4) 

iomeasles inciuence decreased from approximately 10total Iofcases seen in6 ORTUs dec. eased by301 

1 52/10,000 to i0/l0,000 (: - 1988 1 from 1987 to 1988; 85%received proper treatment 
Icaverage Iof cases and deaths due to diarrheal
polio decreased siqniticant'y 


diseases decreased dramatically after Inception of
 
I ORTU at GE IIhospital:310 admissions,CFR:7.g9 19841
 
; 170 admissions, CFR-5.51 1986-88
 
* (possibly due to weather, fees orother conditions
 
I not related to decrease inincidence'
 

1111
'ONCLUSIONS 

llnstitutionai'i-o EPIwell integrated into hat' Child Health programt
 

!f2)
cation: Towhat 
toORT activities well organized, coordinated
deoree does 	MOH 1(2) 


support system: 1acold chain weil-aaintained 	 'oincreased community acceptance
 
1osupplies of vaccination materials, equipt. adequatelo ORS distribution widespread, coordinated
 

i2)Program iomothers are hign y motivated toward EP! I
 
strengtrJ o peripheral staff highy committed toEPI H131
 

odonors sell coordinated insupport efforts tounderreporting of diarrheal disease
 
loneed more feedback from ORTU3
(3'Probiems/Ccr-


straints:What 1(3)
 
(actors limit tir-o 	reporting diff:c4;ties nave caused contusion witt, 1,4
 

,onealth ed. messages appear to have been able to
 
get actievemet' 	 respect to Impact o-coveraqe 


i influence community in positive vay
o correct dosages nita,wavs give' 

4Lessors .ea:ned.o need forcontinuing externa, support 1-r
 

c recommenoations:
wrat voneed! 	 supplies. equipment 

-incorporate traditional healers into system


What did not vcrk?'(l4 

-prepare annual workplans with tracking system
, mass campaiond .. 	 a :t,' torea4lar access 

mprovea ccverase 	 -increast staffing
ecommendatcrs" appears tchave 

c recommendations:
 

-en.ist services of ong-term consultant, medical I 
epiaemiokoqist
 
-improve reOcrt nc
 
-provide traitn;nr.ccr:ect dose administration
 
-provide outreach .itrrura, areas via nursesVHWs
 

I -train nurses to identify children's vacc. status I
 

http:CFR-5.51
http:admissions,CFR:7.g9


LESOTHO: CONTENTEVALUATION FORACSI-CCCD 

Categories M1LWIA 


Plans 
- 7 

lo malaria not considered a problem in LesothoHeads aUsment, i 
goala, and I 

objectivu,planndi 

1nputs, SieCted I10 
outcome. 

(actual Y.planoed lI(1
(1) Outputs n I 

What asprovided,pl 
ac-coeplimld? 

(2) Quality I 

Hoe sell are lew I 

systems/skills I 

used? 


(3) Effects I 

Access & coverage I
what are effects I 

01;r!P of pop.? I 


I(4) Impact I
What is impact on 1 

morbidity and I 

mortality? I 


CONCLUSIONS I 
(1alstitutionali-I 
zation: Towhat II 
legree does NRI 
support system? 1 


(2) 	Program
strengths I 

1:3)Proble sCon- 1 
itraints~lhat I 
.actors limit tar-I 

jet achievement? I 

4)Lesions learnedl 

4hat worked? I 
Ihatdid not ork?l 


commendations? II 


TRAIING 

Io target: train approx. 1040 per onnel in CCCD
I 10 district workahoce on planning and

I mnag entbyand of 1987
 
lo 1987 target: train 2800 health workers in CCCD

1988 target: train 2000 helth workers and
Ii~con ity leders in CCCD 

Io annual bI dgtsl/orkplan developed 

Ill 

In conducted 7 regional level inservice trainingI 	 workshope, I 3-day TOTworkshop 
o conducted first regional continuing education
 
I workshop for 38 CCCD/&SA
facilitators (1985)
 
Io conducted 3 continuing od. workshops in 1986
I 	 for l(SAtrainer 
I conducted symposium un diarrheal disease witlh Lesotho
I Medical Association 
0 sponsored national mympoia on OfT for 110 healthI 	 personnel

Io supported training for 41 nurses in ORTat national 
facility


1o co-sponsored 2 cont. ed. workshops for ISA trainers 
:osupported training of )801 of medical staff in ORTUs 
:co supported training of 8 Bhsotho in CCCDaid-levelI anage ent
Io trained )2800 NSA-level staff from '86 	 - '87 
Indeveloped CCCDtraining materials for EPI,CDD 
o developed agreemet a/ UNICEF for VHV training 
Io integrated faily planning training into CCCD
 
lo trained 2800 HS-level staff w/ UNICEF in '87
 

1(l)
 
:otraining gives high priority in NOR
 

I 
(2) 
loVNV's are effective, particularly in CDOlocontinuing education excellent: provides for high

quality training with minimal disruption of work 
I0training isdecentralized, service-level1(3) 
I manageeent training needed 
1oneed system for tracking, evaluating training
1o transportation im most frequently cited constraint 

1(4)

1o recommendations:
I -coordinate and standardize BSA training 
e o-revise &update trainil modules-improve vehicle use policies
I strengthen VHV, TBA training 



HIS
 

utiblish baseline morbidity I mortality I 
rat i for EPI diseases, dlarrbial diseases I 
by and of 1984 
utablish regular CCCD newletter by 1985 I 

In1987 target: establish more timely &responsive HISl 

Ioannual@ plans developed as of 1987 
Ioassmmesnt performed 198S 
II
 
I
 
I
 

community health education materialsio collated and analyzed 1984 815 data 
1)Outputs Indeveloped 9 locally adapted CCCD training modules In produced EI/CDD quarterly report covering '81-'BS I 
iatwasprovided, Isdoveloped plan for mss media improvement Inbegan monthly Lesotho kalth Informatioe Ie letterl 

ictual v.planoed)lo developed CCCD 

-coopli hed? Iodeveloped agreemt with MlON,AID, and Peace Corps Ioestablished sentinal surveillance system uing 
I for PCVassistance I nurse-clinicians in )50 health ceoters 

2)Quality Iosupported the development of 3 Sesotho booklets forlo produced regular and timely [P1quarterly reports I 

SOTHO: EVALUATION CONTENT FOR ACSIoCCCD
 

EDUCATION
.teqorie 	 HEALTH 

low ann I 	 II 

-eds assussmnt, Io1987 target: adopt/tranmit standardized EI, CDD In target: 
als, and I messages 	 I 

Ijectives,plannedl 
puts, expected In annual workplau developed as of 1987 I 

I)utcoee 

)vwell are new, VHVa and other community health workers 

ysteu/skills Inwith new KV, improved HNEU
graphics dept. 
led? o printed Idistributed improved is. schedules 

I and diarrheal disease treatment charts 
3)Effects loadded HEALTSCOM scoeunicatio n project to CCCD 
cces & coverage Indeveloped and printed materials for 0Rils 
nat are effects o distributed projectors & slide to HSA training 

n CAPof pop.? I tes 


Iocompleted evaluation plan for decentralized 
4)Impact I continuing education system 
hat is impact on 1osponsored 2 NOR participants at 1987 AJEEC 
orbidity and Iosupported HEU and HEALTHCOM inconducting social 
ortality? I mrketing seminar 

osdeveloped standardized OR? messages 
oedesigned & printed ORS/SSS pamphlets 
Increated health ed./OT policy i orkplan 
Ioconducted UAPstudy on immunization, ORT practices 
I uasembled [P1,CDD reference library 
I0developed broadcast messages 

ONCLUSIO1S I(1) 

Mlllnstitutionali-lo Health Education Unit sell established inMOH 
zation: To what I 
Jegree does HOH I 
support system? 1(2) 

Inoverall impressive level ofactivity 

2)Program I 


strengths I 

1(3) 


Inmonitored ntinel surveillance system in 56 I 
I hospitals 
Iosupported HIS unit procssing of 1986 EPI/CDD I 
I survey results 
lomaderecmmendations for 1986 HIS external eval. I 
Ioassisted indevelopment i distribution of new I 
I reporting form 
10 co-sponsored 2 NSAimmunization coverage surveys I 
Isfuded printing of let EI Bulletin in 2 yrs 1871 1 
I0assisted healt sats unit in identifying eds 
I and drafting orkplan 
I0 assisted in hiring of new personnl 
1ointensified disease surveillance activities per 
I 1986 recoemesdation 
Inimproved timeliness & accuracy with increued staffI 
lositched from hand tally method to computerized 

reporting system in 1964
 

11
 
loHealth Statistics Unit is inthe 1ONOR 
I
 
I
 
1(2)
 
1oreporting delays improved significantly over time, 1 
I particularly with added staff
 
looverall excellent system
 
1
 

(3)Probleu/Con- Iostaffing shortagea,space cited as major constraintsl(3) 
I 	 lostill need improvements in accuracygtraints:Vhat 


factors limit tar-l(4) lostaffing shortages remain a constraint 
get achievement? IoPCV, HEALTHCOM tremendous assets I 

In switch to computeriution maybave been responsiblel(4)Iessons learned) 

I for reported decrease in vacc. coverage in1984What worked? I 

What did not vork?) 	 I
 
I recommendations:
 

Recommendations? I 	 -provide training inuse of data, planning and
 
Iadministration/procurement


I -develop VMl data collection system 



LESOTHO: EVALUATION CONTENT FOR ACSI-CCCD
 

Project Start: May
 

COMENTS: SUPERVISION, SUSTAINABIL"Y
Categories OR 


Plans i 
Neeos assessment, 1otarlet: answer 5 of 7 research questions enumeratedlo plan to continue decentralization 

inProject Grant Agreement by 1987 Ioplan to initiate some fee-for-service mechanismgoals, and I 

oejectives,plannedl
 
inputs, expected I
 
outcomes
 

T

actual v 1l) 

(actual v.plannedllo conducted diarrheal disease study in(S's
 
(1)Outputs Iodeveloped protocol for regional EPI/CDD survey ISUPERVISION
 
What was provided,lo completed assessment of health & socioeconomic 1(Q)
 
accomplished? I impact on nutrition & diarrheal disease toKOH reorganized, CCCD placed inFamily Health
 

1osupported I Basotho inregional review committee I section
 
iobegan development of supervisory checklist
(2) uality 1Icompleted/assisted in 3 special studies 


How well are new tocollaborated with MOX to review 3 proposals I 
systems/skills toassisted the review and revision of coverage surveyl 
used? i proposal I 

locompleted HSA coverage, family planning and ARI I 
(3)Effects I assessment 
Access & coverage tostudied ORT unit impact on admissions 6 deaths 
What are effects I 
on KAP of pop.? 1o met targetted number of OR activities; however, I 

did not perform KAP studies as planned

I(4)Impact 


What isimpact on I
 
morbidity and I 
mortality?
 

ISUPERVISION
CONCLUSIONS 

(l)Institutionali-I 
 I(4)
 

1o need to complete & implement supervisory checklist
zation: 7o what I 
tosupervision requires strengthening
degree does MOH I 

support system? I 1o management training needed
 
1 

need to generate more interest inperforming ISUSTAINABILITY
H4) 


(2tProgram o 

1(Q)
strengths I operations research 
loproject well integrated into PHC system
 
1(21
(3)Problems/Con- I 
1o reorganization seen ashelpful
straints:What I 

todecentralized planninq considered a strength
factors limittar-! 

I(3)
get achievement? 

toOR funds not used
 
(o government was unable to increase contribution
:41Lessons learnedl 

I as planned
What worked? I 
torecommendations:
wnat did notwork?) 

I -add cost data to HIS
 
I -charge for health re istration card
Recommendations? 

I -commercially market 0%S 
I -charge for well-baby visits 



LESOTHO: EVALUATION FOR ACSI-CCCDCONTENT 

Categories PROGRWI KANGNrEIT 

Plans I 
Needs u Usment, Io plan for anral evaluation, annual eo plans 
goals, and Ioplan to contnue decentralization 
objectivuplannedl 
inputs, expected locountry asseuent done 1983 
outcoee 

OUtCOMII 

(actual v.planned)lo continued to decentralize activities 
(1) Outputs I 

hat was provided,I
 
accoeplisbed?
 

(2)Quality
 
Howwel are new 
system/skills I 
used., 

(3) Effects
 
Access 6 coverale I
 
Mhat are effects
 
on rAP of pop.? 1
 

(41 Impact 
Mat is impact on I 
morbidity and I 
mortality? I
 

CONCLUSIOBS ((1)
 
(1)Institutionli-lo project well integrated, well supported by NON
 
tation: To what I
 
degree does OH 1(2) 
support system? lo roject generally well-managed 

Io OH, project leaders responsive to recoemendations 
(2)Program Iodonors will coordinated, effective
 

strengths I
 
1(3) 

(3)Problee/Con- lostaffing shortages and transportation continue 
straints:Vhat I to be constraints on program progress 
factors limit tar-I 
get achieveeent? I14) 

lorecoemendation: 
(4)Lessons learnedl -continue to improve donor coordination
 
What worked? I -increue staffing in administration and HIS
 
Vhat did not work?l -shift T.O. responsibilities to manageent skills
 

I transfer and field activities
 
Recomendations? I -develop evaluation schedule
 

I -extend project froe original PACD of 1988 to 
1 1991: extension approved by USAID/CDC/GOL 

I 



LIBERIA: EVALUATION CONTENT FOR ACS!-CCC' 

Project Start: July 1983 Funding:6655,000 

Categories 
I 

Plans 
Needs Usemnt, 
goals, and 
objmctivu,planedl 
inputs, expected 
outcoeem 

accomplished? 

(2) Quality
How ell are new 
systee/skills 
used? 


(3)Effects 
Access 6 coverage 
What are effects 
on UP of pop.? 


(4) Impact 
What isimpact on 

morbidity and/or 
mortality 


EPI 

o target: mortality reductions: 
I 
I 

i 

Iobaseline 
1 cold chain inadequate (lack of funding cited Am I 	 ONT is well-etablismaed comeet in Liberia I 

OUTtraini is included in mursiag, physiciu'sI primary reason) M 
I inappropriate age groups receiving vaccine (lack I asistat curricula 

I GOLthus far not very committed to 017 1I of training cited as primary reason) 

I estimated incidences: @m sles 28/1000; 
 1 diarrhel dinss incidence aotuated at 571000 I 
I pertussis 2/1000; tetanus 7/1000 

msules 401 
etussis 301 

k 251 

coverage incrrases: 
antigen 1917 
CG 651 

mules 451 
DPT/0P'; 401 
tetanus 401 

information (1982): 

1983(bueline)
401 ((5's) 
201 (9-24 mos.)

151 (3-12 mos.) 
151 (pregmant women) 

~Ill)I 
(o began study re us & efficiency of home fluids(19841(actual v.pluamed)I(l) 

(1)Outputs (o developed policies, procedures and guidelines for (o began implementation of national diarrheal disease I 
What was provided,( funds accountability, vehicle use/maintenance, coldl control policy (1985) 1 

health II chain maintenance, and vaccine schedules by 1984 (o constructed OMTdemonstration unit at major 
0obegan delivery of immunization service in target I cmter (1966) 

Iobegan trainIg OT unit staff for new unit, trainedlI 	 area clinics (1985) 
1ocompleted outreach schedule planned for National I trainers (19686)
 
i Immunization Week(2i) (1985) to developed, throwgh local contractor, policy, pro- ,


for fee-for-servicirevovingIo implemented new 5-yeaur plan (1985) I ceduru. andform 
Isconducted national vaccination week; activities I drug plans (1986) 

to 	 iplog tedpln to distribute motorcycles for II 	 highly decentralized 11985) 
:0coepleted 15 immunization coverage surveys (1986) 1 purchase (1916) 

withinlo conducted review and evaluation of training
(odefined role and position ofProject Manager 

1 	activities (1966)RON (1986) 
 I
I 
to added 5 counties to EPIproject area (1986) Io iplemented National Diarrheal Disuse Control 
to revised the LOPcommodity requirement plan (1986) policy (1986)
 
Ioheld TOT course, planned and conducted by national s new Director of Diarrheal Dise Control unit I
 
I staff (1986) 1 appointed (1967)
 
(oconducted second NIV (1986) 	 10continued training peripheral health workers at 
1o1987 focus was decentralization of planning and I OFT Deontration i Training unit (19871 
i mplemntation to county level;generally successfullo established Diarrheal Duesse Technical Advisory I 

)oconducted third NIW;majority of activitiu locally) Committee (1987) 
inI funded (1987) 


Iocompleted national vacc. coverage survey (1987) 

(o drafted 	 national immunization policy (19871 
o developed supervisory checklist (1986) 

1(3) 

)ocoverage as ofend of 1987: 

1 BCG DPT/OPV DPT/OPV3 meule full TT 

1 651 701 271 601 221 401 

I (all coverages achieved orexceeded targets except 

1 DPT/OPV3)

I 
1)4) 
o 1986 estimates of reductions inmortality: 

IM: 21.61 r 721 of target 
I pertussai: 32.41 : 1301 oftarget 
1 	 measles: 44.41 : 1111 of target 

CONCLUSIONS Ii-	I ) 

(o GOL iscoaitted to expansiun of EPInationwide; 
( I)Institutional 


nation: To what 
degree does PO I EPIis under preventive services in POH, but is 
support systee? I managed as an independent program 

1)2) 
has succeeded ingenerating much local 

strengths I financiig fornational Imunization weeks 
0oexceptional leadership ofCCCD County Supervisors 

(2)Program Ioprogram 

CV counterparts innational immunization veeklo lackof adequate personnel, heelth education(3)ProblesllCon- and 

straints:Vhat 13) 

factors limit tar-lo luckof sufficient funds isprimary constraint 

get achievesent? 
 Inchain ofcommand isunclear due to independent 

I nature ofthe EPIprogram 
(4)Lsasos o cold cnain still inadequate witn respect to WHO 

learned: I standards 
What worked? 1(4) 
What did not workIo social mobiliuation and exceptional leadership 

i couidered to be most significant factors in 
lecommeedAtiO--? I succss ofnational imMSiatioG ,Mu 

CDD 
I I 

Io target: 	decreue mortality doe to diarrheal dieusel 
by 201 
increua proportio of facilities using OTI 
from 101 (1983) to 701 (1987) 
increase proportio of po. with acce" to I 
OUM from 201 19831 to 0 (1987) 1 

I 	 imcrease proporUo of (5' who have uti- I 
I lized 01 fro 51 (1963) to 25S (19 7)1 
I increase proportion of mothers of (5's who I 
I have moled- of prepratgion a,6 itra-I 

tion of fro 51 (1963) to 351 (1987) 1 

Io busele information (1962): 

lounit director attnded 1-moath training course 
I develo nt of health ed. and promotion activities 
1 forCD (1987) 
toopened second 01T Demontration/Training Unit(1987111
 

(2)
Io in'88, some hospitals still using IVand drugs 
1 
(3)
 

(0 	 1986estimate of target achieveent: 
I ORTus: 15.71 nationwide; target vas 251 
)oasof 1986,approximately 601 of health centers and)
I 	 clinics using 05 

(4) 
0onot possible to usess impact of OT on diarrheal
 
Sdis e mortality
 

I10)
 

In GOL initially not very active in promoting OiT; I 
I appointment of permanent Director has helpe 
I 	 improve and increase activities
1(3)
 
lodelay inimplementing national policy a coutraint I
 
o delayed arrival ofCCCOT.O. a factor inearly I 
t lack of progressI 

materials and methods 
1o1987 evaluation cited failure to meet OUT training I
 
I 	 target due to administrative and persoel probleml 
1(4)
 
1olack of prograe in part related to focus on DI 
I activities 

I
 



CONTENT ACSI-CCCDLIBERIA: EVALUATION 	 FOE 

Categories MALARIA 	 TRAINING 

I 	 II 
Plans lo target: decreuse mortality due to malaria by 201 In baseline information (1982) 
Mods assessment, I increase proportion of pop. with access to I PONdesire& training and health education in 
goals, and I cq treatant prophyluis from 201 (1983) I all armas and at all levels 
objectivuaplanedl to501 (1987) 1 
inputs, expected increase proportion of Sm who have uti- In coeprehw ive training needs uasee-t doem1986 1 
outcomes I 	 lined preoeptve cg treatment for fever
 

from 11(1983) to 401 (1987) 1
 
increase proportion of pregnant "men who I
 
utilize cq for malaria Irophylaziu from I
 
101 (19831 to 301 (1987)
 

lobaseline information (1982)

1 program currently plagued by lack of funds for I
 
I control activities
 
I GOLplans for malaria program to become part of I
 
I PIC system
 
I malaria incidence estimated at 173/1000 1
 

(actual v.planmd)l(ll 	 I(11

(1) Outputs In presented final draft of National Malaria Control In conducted TOT course for mid-level managers (RUs) I 
What wasprovidedI policy to Minister (1986) I for 4 county-level I 5 natioeal-level supervisors I 
accomplished? I0trained 4 national-level staff in methodology of I (19851

I in-vivo monitoring of cq resistance (1987) lodeveloped traiiing materials for clinic-level 1 
(2)Quality lodeveloped plans for monitoring introduction of CEPFIworkers in immusaxutio delivery, 017, and malaria I 
How ell are new I -plans approved by Malaria Technical Coeittee('87)I premptive treataemt (1985) 1 
systees/akills 1odeveloped plan to train more health workers in Intrained clinic level workers for national iufni- I 
used? I in-viva testing (1987) I nation week (ll) (1985) 

Slo 	 as of 12/85, S6 clinic level workers hadreceived 1 
(3) Effects 112) I training in immunization, diarrheal disease and I 
Access i coverage Inas of end of 1986. approximately 801 of health I malaria control; 22 11m had received training in I 
that are effects ffacilities sampled were using correct treatment; I cowuseling of mothers and social mobiliation; I 
on KAPof pop.? about 701 were using correct prophylaxis I and900 clinic and hospital workers were trained I 

I 	 I for theIII campaignl 
(4) Impact 1(3) Ioconducted workshop on decentralization and planning 
What is impact on Io 1988 malaria treatment coverage estimated at 681, 1 and accountability of resources for iaunization I 
morbidity and/or I vs. 301 tArget I activitia":60 managers i supervisors attnded(1985)1 
mortality I I completed training of heals workers to conduct OR1 

1(4) 	 I study for COD (1985) 
10apparent decrease in death-to-case ratio: increase lotrained O T ult staff, trained trainers for OT I 
I innumber ofcases overall (1986) I unit (1985) 

1o by 1986, had trained 972 EPI,48 CDD/alaria peri- I 
p Ieral Ihealth staff; 9 NLJs; I senior offic'al; 

I 3NCV.; and 11 interviewers 
10completed comprehensive training eeds assessment 1
I (1986) 
1o revised LOPtraining plan (19861 1 
I1 trained national county and supervisory staff in I 
I fee-for-service system (1986) 
loOrT unit director attended 1-mo. traing course 
I indeveloping health d.I promotion activities 
I for COD)(1987) 
Intrained 4 national-level staff in methodology of 
I in-vivo monitoring of cq resistance (1987) 
loheld 10-day TOTcourse for natioal-level inservicel 
I education staff (1987) 
!oproduced job aids on mixing 05 and using sterile 
I injection eqipment; distributed to all clinics 
I and bospitals (1987) 
lo as of '88, approx. 2000 health personnel trained I 

CONCLUSIOS(D)]astitutionali-I10)I ) 
nation: To what IoGOL state coesitment to malaria control, but has loGOL supports training goals, but has difficulty 
degree dome PON I not been very active in funding or policy develop- I with financing training activities 
support system? I ment 

1(2)
(2)Program

strengths Insupplies of chloroquine are adequate 

(3)Probleu/Con- 1(3)
 
strainls:Vhat Inlack of inservice training intreatment and prophy-)
 
factors limit tar-Ilaxis
 
get achievement? I
 

1(4)

(4Lesons lolack of natiow.l policy caused program to move I 

learned: I slowly 
that worked? I
 
that did not work?)
 

Recommendations? 



LIBERIA: EVALUATION CONTENT FOE ACSI-CCCD
 

Categories HEALTHLJCATIOI HIS 
t 

-71Plan10 	 baseline information (1982)
Needs assessment, 	 0 9(0al: to have a fully operational HIS by the End II 	 M duir health education and training in I of the Projectgoals. and I areu .. levelsall ,dat all 	 Iobjectivuplannedil
Inputs, expected I	 l baseline information (1982)outcos II 	 health statistics currently compiled by Division Iof Health ad Vital Statstics I 

I monthly reports sent to county medical directors'l
I 	 office, then to we 

methods ad quality of reporting vary greatlyI approximately 401 reprting rateI lack of transportation, conemecatiom, training II of reporters, and supervision a problem II reporting methods do mot accurately Asses 
I 	morbidity sad mortality 

Ou'CORIZ I
(actual v.planedl(l)(1) Outputs Io formed 	 ;Q1) 
What was 

Health Education Subcommittee; hold 3 loCCCD subcomaitte formed to evaluate the HIS (1984)rovided,1 meetings in1984 loconducted mortality and useaccoeplis ed? IoM aH 	 of health services Iarroved proposed reorganization of the I (NlS) survey; determined baselime mortality data II Nealt Eduation unit (1984)(2)Quality lodeveloped IMitraining module (1985) 1 (1984)

l completed initial HIS review (1986)How well are new Io developed

systems/skills I 	 gation week 
mss media messages for national imuni- 10 developed first phase plas for HIS (1986)(1985)

used? 10developed posters, training aids for NI (1985) 
lodov%2r~nd draft sentinel surveillance system;

1 	 selected 30clinics to start (1987)to conducted 3 balth information aid promotion(3) Effects 	 lorevised morbidity surveillance form (1987)i radio campaiqns;assessed a highly succassful(19851lo produced training materials ad HIS manual; field IAccess £ coverage Ioplanned national radio caspaigo on diarrheal I tested in10clinics (1987)What 	 are effects I disease; produced and field-tested messages (1987) o produced and distributed meoletteron lAP ofpop.? lo 	 reorganized the Information, Education and Conuni-I Feedback to couties (1917) 
providing
 

cation ([EC) Division in the linait 
 to include loassigned full-time epidmologist(4)Impact I 	 both health education and training (Ot. 1987) to refine and 1 
What is impact 	 I iplament strong IS (1987)on Inproduced training materials and HIS manual; field Inrelesd N results in larch 1987morbidity and/or I testd in 10clinics (1987)

mortality
 

COICLUSIOIIS I( I titutionali-MI(1) 
 IQ
 
ution: To what In Health Education unit nowestablished aspart of loGOLnot active is promoting HIS; very weakdegree does ON I 	 Ministry I component overall
 
support system? I 	 I 
(2)Proram IM 	 14
I1although reorganization caused slow progress in ((3)st:wngths I health ad. activities, ultimately this action Io significant lack of trained staff, rwourceswm consideredv a positive factor in later health I
(3)Problne/Con- I 	Ad.achievementsstraints hmt I 	 I(41

loneed to train and increase number of staff
factors limit tar-I 
get achievement? I 

(4Mmesons I 
learned: I 

What worked? I 
What did not work?l
 

Recomsendat one?
 



LIBERIA: EVALUATION CONTENT FOR ACSI-CCCv
 

CUTTING COMENTS (SUPEVISIi,SSIAI ILITT)
OR 	 CROSSCategories 


aeolvngto have cost recoverygtm and 1
Plans tobaseline information (1982) 	 40goal: 

funds implemitted at all 3 helth serviceNeeds assessment, operations researci inLiberia is directed tocardl 
t levels: health poet, helth ceeter,& hospitall

goals, and I solving programmatic problems 
objectives,plancedi GOL will increae funding coetributioe
inputs, expected I 	 from 

I 80 inyear Ito 157,000 iny 4 
outcomes 


Io baseline inforation (1982)
 
I Liberian economy
struggingMO b det isr very
I 	 limite,; no e" pern el ca be d eor CC 

Project hopes eventually to involve uMo h 
Liberian health facilitles to allow for institu-

I 	 tiolization
 

OTCO 
 IUERISO
(SUPERVISION
tactual v.planned)t(l) 

411Outputs to began work on ORT operational research pro3ect; hadlM2)
 

to asof 1988, programs wereusing supervisory
Nhat was provided,4 to stop due to political unrest, to restart at 

1 checklists
accomplished? I a later date 11985) 
toperformed 2 measles outbreak investigations (1987) 1 

(21 Quality 1o an chloroquine resistance study 41987) ISUSTAINABILITY 
e)

Howwellare new 1 
to successfully lobbied forDevelopment Budget funds
 systeeslsKills I 
1 (1986)
used? 	 40 trained national county and supervisory staff in 

I fee-for-service system (19661
43) Effects tobegan imple entation of local health care financingi
 
Access 6 coverage I I activities (1986-87)
 
What are effects permanent Pro3ect Ranager (1987)
Io appointed new, 
on KAP of pop.? I 

4o tested fee-for-service and revolving 
drug fund
 

I systems in counties (1987)

(4) Impact 

wnat is impact on I
 
morbidity andlor ItI)
 

to as of 1986, reqistration feestcost recovery
 
mortality 
 mechanisms isplemented in9 of 13counties
 

ISUPERVISION 
CONCLUSIONS 
4 nstitutional '4 ) togenerally excellent EPlsupervision, particularly 

toOR activities are not promoted by 60 

zation: To what in 19B5vaccination campaign
degree does 60H I 

toCCCD supervision very active and effective 
support system? to increase invehicles has enhanced supervision to 

2reraw I a great degreetoon-the-lob supervision/training is ewteasively
 
strengths 


I 
I3)Probiess/Con- I 1(3)

straints:What 1 tomain constraint to improved supervision is tram­1 
factors lsmt tar- I portation 
get achievement? I 


I BL),4'Lessons I itI
 
to GOL highly committed to development of auto­jearned: 

Uhat worked? I I financing anddecentralitation
 
What did not ork?
l 


is Inch
Recommendations? 113	 40otoanconstraint to Auto-fiUscilg 

system 
Lto pay u the Li u 

I of local peoples' ability 
thatt mothers will "I


I emcomy worons; fear sit 
I 

I- -taking children to belt-5lciiity becas of fees 



LIBERIA: EVALUATION COMU? FOR ACSI-CCCD
 

Categories 

Plans 
Needs assessUnt, 
goals, and 
oblectives,plannedl 
inputs, expected 
outcome$ 


OCONES
 

P0GMW RIAAGEIENT 

I0 country usesmet done 1982 
I 
lo baseline information (1982) 

GOLhas embraced concept ofPHC 
I foundation of PHC system considered to be VHVs I 
I andTIAm, supported by Pis, idwives, health I 
I ins tore 
I CCCD system goals foundand PHC to be compatible 

(actual v.planned)MI()
 
(1)Outputs loyear 1 (1984) wasdevotee primarily to building a I 
What va provided,I central infrastructure ior CCCD activities I 
accomplished? 

(2)Quality 

How well are new 

systes/skills 

used? 


(3)Effects 
Access i coverage 
What are effects 
on KAP of pop.? 

(4)Impact
 
What isimpact on
 
morbidity and/or
 
ortality
 

CONCLUSIONS
 
(1lnstitutionali-
zation: To what 

degree does RON 
support system? 


(2)Prqraa 
strengths 


(3)Problel/Con-
straints:Vhat 


lo formed Technical Advisory Committee composed of I
 
I 20 individuals fromCCCD, NO and other donors; 1
 
I set 11 times inpant 14months (1984)
 
lodeveloped draft CCCD workplan (1984)
 
lo implemented motorcycle distribution plan (1987)
 
loobtained comsitment from GOLDevelopment Budget I
 
I for operating funds (1986)
 
loheld workshop on planning forcounty level medical I
 

directors and CCCD supervisors (1987)
 
I 
I 

(1) 
loGOL/fOH coeitteed to PHC and CCCD 
1(2) 
o GOL/ROR focus turning to preventive medicine 
Iooverall mechanimu for planning and coordination 
I appear wll-developed 
lothorough, detailed orkplau developed for eachIl3rogras, each yearI 

1(3 c
 
lo1905-6 vu fraught with difficulty due to politi­

factors limit tar-1 cal unrest, ecocomic uphaval, health worker strikel 
get achieveeent? loT.O. spent iearly 1001 of time inoperations vs. 

I in advisory, management capacity 
4)Lusaou lolack of transportation regularly cited as m)or 

learned: I constraint to Progress (particularly supervisory) 
What worked? lolack of funding, personnel cited an constraintsI 
What did not ,ork?1o lack of foreign eucn"a for purcsm 

lopoor maintenance of ald inadequate equipment 
Rcomeeedatiou? lodeficiencies in health eduation, training madHIS 

I cited as constraints to progres
1(4)
 

loPr md to be rerittem to reflect curret 
I rr1l,tius 



NALAWI: EVALUATION CONTENT FOR ACSI-CCCD
 

Project Start: June 1984 LOP Funding: $1,038,448
 

CDD
Categories 	 EPI 

II 


target: 40% coverage for all antj;ens by 1990 lotarget: increase ORT use by 60% inhealth
Plans o 

and homes
 

goals, and I pertussis: 401/30 , polio: 601 (morbidity) I conduct 2-3 diarrheal disease studies
Needs assessment, 	I educe morbidity/mortality by: nfacilities 


objectives,plannedl leasles:40%/30% 

inputs, expected I 

outcomes Io5-year EPI plan developed 1985 


1oannual plans developed as of 1986
 

OUTCOMES
 
(actual v.planned)1(1) 


I
 
105-year CDD plan developed in1985
 
Ioannual plans developed as of 1986
 

I)
 
(I Outputs o helped establish 'model' clinic inmajor hospital 1oestablished ORTUs inma)ority of health facilities I 
What was provided,) for EPI/ORT training Ioconducted KAP survey and used results to design 

1oprovlded supplies, equipment, and training incold I appropriate community-level and health ctr.
accomplished? 

I chain, aterile technique to majority of health I educational materials
 

(2)Quality I facilities 	 Iodeveloped national guidelines for COD
 
How well are new o developed improved recording system 	 Iosponsored reional ORT seminars
 

(0 helped estabish 'model' clinic inmajor hospital
systems/skills o improved quaity of coverage surveys 

used? 	 loaided MOH indevelopment/implementatlon of nationall for EPI/ORT training
 

I policy on immunization loprocured OR! equipment and supplies for most healthl
 

(3)Effects 1ocoordinated v/ ROH,donors inall as ts of 	 I facilities
 
Access & coverage I improving coverage, access, and quality of EPI 	 to distributed 30,000 ORS containers to community,
 

I imprinted with instructions and health messages
What are effects 	 ((2) 

on KAP of pop.? 	 $ocold chain, sterile technique assessed as 10asslsted inorienting community leaders in0(7 

I maintained at high quality in1987 I technique 
Iohelped develop E.Africa Regional OPT Training
(4)Impact 	 1(3) 


What isimpact on o increased & maintained vaccination coverage levels 	I Center
 
Io751 of target population had access to immunizationlo facilitated interministerial collaboration for
morbidity and 


mortality? 	 l by 1987 

(o coverage estimates in1988 nearly met or exceeded 

I LOP targets: 

I BCG DPT3 OPV3 measles TT2 
I 991 701 561 66% 451 
1(4) 
losteady decrease indropout rates: 

1 351 to 24% for DPT, 1984-1987 

1 381 to 21% for TOPV, 1984-1987 

1 

1odecreases inmortality from 1982 to 1988: 

I measles: 2/100,000 to 1/100,000 


Volio: 3.5/100,000 to 1/100,000 

T: 6100,000 to 2/100,000 


pertus.: 380/100,000 to 210/100,000
 
all tetanus: 8/100,000 to 2.2/100,000
 

CONCLUSIONS 1(I) 

(1)Institutionali-Io high government commitment 

zation: To what tocold chain already established at start of project 
degree does MOH I 
support system? 	 1(2) 

1oEPI program in Malawi strong prior to CCCD 
(2)Program I 

strengths ((3) 
0odifficulties inachieving/maintaining 


(3)Problems/Con- I desired coverage levels (for some antigens) and 
straints:What I daily immunization 
factors limit tar-lo inadequate supplies, staffing, space 

I ORT community interventions
 
I
 
1(2)
 
toI.V. treatment dacreased 7-fold from 1983 to 1988
 
I
 
1(3)
 
(oall health facilities were using ORS by 1986
 
1
 
1(4)
 
to50% decrease inpediatric diarrheal disease
 
I admissions
 
1ocases, deaths in<5's: 401 decrease inmortality
 

-decrease from 6,300 to 4,400 cases I
 
from 1983 to 1987
 

III)

logovernment actively promotes CDD activities
 
toall CDD activities institutionalized inKOH by 19881
 
I
 
1(2)
 
o high level of awareness inpublic, KOH 
I
 
113)
 
locommunity involvement still low as of 1987
 
I
 
1(4)
 
loas of 1987, improved supervision
 

get achievement? 1o polio supplies exceptionally difficult to maintain 	I greatly improved OPT results 

(4)Lessons 1(4) 
learned: Ioexceptionally difficult to measure 

What worked? I impact due to CCCD vs. any other conditions; 
What did not workl perhaps neid different indicators 

Recommendations? 	 i 



4ALAWi: EVALUATION CONTENT FOR ACSI-CC:-


TRAININGMALARIA
Categories 
 II
I 


lotarget: 301 increase inchloroquine utilization lotarget: train 260 PHW's, 180 TBA's', 1800 Village

Plans 
 Health Committee members inCCCD
 
Needs assersment, I inchildren; 45% increase inpregnant womeni 


goals, and I. unduct 2-3 research activities I
 
lo LOP training plin developed in 1987
 

objectivesplannedi 

inputs, expected lo5-year Malaria plan developed in1985
 
outcomes loannual plans developed as of 1986
 

(1S
(actual v.planned)l(1) Imanuals for COD, malaria 

(1)Outputs Iodeveloped and distributed treatment guide; all lo adapted WHO and CCCD 

Inassisted other donors inCDD, malaria training
What was provided,I health farities using guide 

lo developed growth monitoring manual
accomplished? Inconducted numerous iasearch projcts, clinical 

lo supported regional workshops in planning and
 

I studies 

lorevised national malaria treatment and prophylaxis I implementation of CCCD activities
 

(2)Quality I
10 assisted intraining/trained )3300 personnel in 

How well are new I policy I
CDD, malaria control;mid-level management; work 

systems/skills Ioassisted in development of Mangochi study (see OR) I 

planning; statistics; audio-visual equipment; I
 
loassisted in developing management structure for
used? 

I 
malaria case management and survey techniques; 1
I
I control activities I 

0 iupplied technical support for community I surveillance operatiou; and cold chain review 

(3)Effects Ilo conducted introductory computer course 

Access & coverage I interventions and otherl10supported participation of KV's, nourses, 

What are effects 

on KAP of pop.? 


(4) Impact 

What is impact on 

morbidity and 

mortality? 


CONCLUSIONS
 

I 

I health personnel in conferences, workshops I
 

1(3) 

10promoted availability of second-level drugs to all lo oriented senior-level managers, medical officers inl
 

I CCCD initiatives and strategies

I hospitals 


ioprovided training materials to district-level I
 
I 

I supervisors, health workers
1(4) 

1o decrease in malaria cases, deaths in <5's from 198610 conducted evaluation of Priority 

Disease Training
 

! to 1987, but overall morbidity and mortality con-


I tinue to rise 


(I)InstitutionaliI(1)

lo MOH states malaria control as a high priority
zation: To what 


degree does MOH I 


support system? 1(2) 

toregular, effective coordination among donors, MOB 


(2)Program I 

strengths ((31 


tochloroquine resistance increasing 


(3)Problems/Con- I 

straints:What 
 i 


factors libit tar-I 

get achievement? I 


t4) Lessons l 
learned: 

What worked? I 
What did not work?) 

I
Recommendations? 


I impact on service delivery
 
10 trained 3730 PHW's & 39 TBA's; no follow-up on
 

I training of Village Health Committee members
 

1(2)
 
lo management training evaluated as useful, desirable I
 

1(4)
 

I
 
to Impact: significant improvement in

HIS operations 


significant improvement in vacc. practices I
 

significant improvement indiarrhea cae 
I
 

management
 
improvement inmalaria case management
 

lo MOH states training as high priority
 
o promoted integration of OT and malaria training
 

into health professional curricula
 
lo slow institutionalization at MOH level
 

I
 
1(2)
 
loshift in focus from general to problem-solving
 

lo wide variety of training materials, methods 
I
 
1(3)
 
;o personnel shortages decreases training
 

effectiveness
 



mALAWI: EVALUATION CONTENT FOR ACSI-CCCD
 

Categories HEALTH EDUCATION 	 HIS
 

Plans
 
Needs assessment, 	toLOP health education plan developed in1987 Iotarget: train 15 health statisticians, 27 district I
 

I inspectors
goals, aid I 
objecti%.s,plannedl I establish baselin? morbidity & mortality 
inputs, expected I data 
outcomes
 

OUTCOM1 	 I
 
(actual v.planned)l(1) 	 l(1)
 

toestablished and monitored 12 sentinel surveillance I
(1)Outputs 	 Iodeveloped malaria posters, radio messages re 

What vas provided,I treatment and prophylaxis 	 I sites
 

I
accompis ed? 	 Iodeveloped educational materials for ORT toestablished list of indicators for monitoring 

iocoordinated well with HEALTHCOM, oriented H.Com TO I CCCD interventions
 

(2)Ouality toprocured health education equipment toestablished baselines for <5 morbidity &mortality I 
How well are new toreprinted and distributed posters I from 1978 - 1984 for meules, polio, diarrheal I 
systems/skills mocompleted formative research on CDO &used results I disease, and malaria 
used? 	 I indeveloping messages 1odeveloped curriculum for 10-month epidemiology I 

toconducted malaria intervention study I training course 
(3)Effects 	 tocollaborated with HEALTHCON inmass media study andlo procured and installed computer system for HSU I 
Access & coverage I production 
What are effects I 
on KAP of pop.? I 
(4)Impact 


What is impact on 
morbidity and I 
mortality? 

CONCLUSIONS () 

l1)Institutionali-io MOH has established health education unit with 


zation: To what I full-time health educator 
degree does MOH I 
support system? 	 1(2)
 

tohealth ed. unit established in NOH
prior to CCCD 

(2)Program 	 I 


strengths toextensive donor coordination 

i 


(3)Problems/Con- 1(3)
 
straints:What 1ohealth ed. remains weak at community level 

factors limit tar-I 

get achievemett? I 


(4)Lessons 	 I
 
learned:
 

What worked?
 
What did not work?l
 

Recommendations? 	 I 

to assisted Health Statistics Unit incomputerizing 
I immunization data for 1985 - 1986 
toassisted intraining 79 staff indata collection &1 
I analysism1demonstrated usefulness of HIS data 

to provided access to computers, software and trainingl 
I for increased utilization and demand for HIS data I 
loconducted impact study of ORT use on <5 morbidity &I 
I mortality using HIS data 
to conducted sentinel surveillance survey on age dis- I 

I
I tribution & vaccination status for measles 

o b 1986, had sentinel surveillance established in I
 
a districts
 

to encouraged MOH to hire full-time health
 
statistician
 

I(i
 
toKOH states development of HIS as high priority
 
I0integrated throughout NON, Health Statistics unit
 
I as focal point
 

((2) 
toproject began with monthly reporting from approx. 
1 400 sites 
to high I reporting 

1(4)
 
o computerization has made significant improvements
 
intimeliness, usefulness of data
 

\
 



MALAWI: EVALUATION CONTENT FOR ACSI-CCCD
 

Categories OR 


Plans 
Needs assessment, Ie goal: conduct research "ctivities inCDD, malaria 
goals, and I 
objectives,plannedl 
inputs, expected I 
outcomes
 

OUTCOMES I 

(actual v.planned)l(l) 

(1)Outputs lo 29 studies completed or ongoing 

What was providedlo began Mangochi study on effects on birthweight of 


accomplshed? I chemoprophylaxis inpregnant women (an important 


I research activity which will ultimately affect 

(2)Quality I policy) 

How well are new I 

systems/skills 1(4) 

used? loall studies have influenced policies, procedures 


I or health messages 

(3) Effects i 
Access & coverage I 

What are effects I 
on KAP of pop.? 


(4)Impact I 
What isImpact on I 
morbidity and I 
mortality?
 

CONCLUSIONS
 
(1)Institutionali-I 

zation: To what I 
degree does MON I 

support system? I 


(2)Program 1(4) 
(oneed to achieve national capability to conduct
strengths 

i research 


(3)Problems/Con- I 

straints:What I 

factors limit tar-I 

get achievement? 1 


(4)Lessons I 

learned: 


What vcrked?
 
What dii not vork?I
 

Recommendations? I 

COMMENTS: SUPERVISION, SUSTAINABILITY
 

lo target: GOM will increase contribution throughout
 
I the life of the project
 

IUEVSO
 
SUPERVISIO
 
1(1)

lo established list of indicators for monitoring
 
I CCCD interventions
 
lo developed RON checklist to evaluate quality of
 
I activities
 
I
 
ISUSTAINABILITY
 
I(l)
 
1ocost recovery studies begun
 
1odeveloped pilot community intervention mechanisms 
I for cost recovery, 
Iorevised government financial contributions
 
I schedule
 
IoMON expressed desire to extend project, willingness
 
I to pay maximum possible
 

ISUPERVISION
 
I(4)
 
1o need continued supervision and education to ensure I 
I quality 

iSUSTAINABILITY
 
1(1)
 
lo GON committed to project and to PHC, but has
 
I difficulty with funding
 
I
 
13)
 
1o government unable to increase contribution
 
I based on current economic situation
 
lo little financial accountability
 

.-\ 



MALAWI: EVALUATION CONTENT FOR ACSI-CCCD
 

PROGRAM MANAGEMENT
Categories 


Plans 1ocountry assessment done 1983
 
Needs assessment, ;
 
goals, and lobaseline information:
 
ob)ectives,plannedi no initial budget or vorkplan
 
inputs, expected I detailed LOP plan developed in19B8
 
outcomes I
 

pro]ect was not extended: no explanation
 
I given inany of the evaluation documents
 
1oNalaui 


tactual v~planned)I(l)
 
(1)Outputs 1oachieved good donor coordination through persistanti
 
What was provided,I efforts
 
accompIshed? 	 10compiled bilateral contributions budget for
 

I remaining funds (1986)
 
(2)Quality 	 10compiled expenditures record for project 
How well are new I showing breakdown of contributions (1986)
 
systems/skills (odesigned computer budget format to faciitate
 
used? 	 I updating
 

iooriented new CDD/malaria manager
 
loT.O. and AID worked out system for ma.iagement of I
f3)Effects 


Access & coverage I resources, finances, and procurement
 
What are effects lodeveloped procurement and distribution process
 
on KAP of pop.? I for vaccines, cold chain supplies, OR! supplies,
 

I and malaria pharmaceuticals
 
(41Impact I
 
What IsImpact on 1(4)
 
morbidity and loCCCD has improved overall service delivery
 
mortality?
 

CONCLUSIONS I10)
 
(llnstitutionali-I0 CCCD well integrated inPHC system
 
zation: To what I
 
degree does MOH 1(2)
 
support system? o well-established NCH system an asset
 

;odonor coordination generally functional, regular 1
 

(2)Program logovernment has changed focus from curative to
 

strengths I preventive services
 
iogovernment committed to decentralization I
 

(3)Problems/Con- loPCV's have successfully integrated into PHC system I
 
loprior to CCCD, 	80% of population had some access
straints:What 


factors limit tar-I to care
 
get achievement? I
 

1(3)
 
1oMOH delay indeveloping budget/workplan seen as a i

141 Lessons 
learned: I hindrance to progress
 

What worked? 10AID lack of management capability to backstop
 

What did not workl project
 
loCDC lack ot T.u. training inAID administrative
 

Recommendations? I procedures, lack of sensitivity to AID management
 
I load 



NIGERIA: EVALUATION CONTENT FOR ACSI-CCCD
 

Proiect Start: December 1986 Funding: $6,000,000
 

Categories 


Plans 1otargets: 

heeds assessment, 

goals, and I 

ob)ectives,plannedl 

inputs, expected I 

outcomes I 


I 

1 

EPI 


current(1985) 

I(R 60-120/1000 

1-4 MR 10-20/1000 

KNT sort. 5-2011000 

Measles sort. 20-80/1000 

Iacc. Coverage 101 

NNT protection 51 


(o target: by end '87, all 304 LGAs will have receivedlo goal: 5-year plan:
 
I vehicles, equipment, supplies 	 establish demontration units 

I develop training programs 
Iovaccination coverage 1986 (baseline): I community mobilization 
I OPTI 0 3 OPV1O0PV3 Measles Trl TT21 increase aareeas in schools 
1 301 171 291 171 181 181 121)
1 inbaseline: ORS isalready being used in sote areas 
(o as of 1l/86,EPI already established in170/304 LGAsl ORS not produced locally 
I 	 Iohealth facility assessment ronducted in3 states 

I in 1988 

(actual v.planned)1(l) 	 IIl)
 
(I)Outputs iosupplies, vehicles 6 equipment being procured toassisted Borno State inconducing series of 

What was provided,) and distributed (since 1986) 1I1-week workshops for OUTstartup (1987) 
in 7 1accoplished? 	 (o training for all levels is ongoing (on-the-3ob and todeveloped procedures for training personnel 

1 modules; technical and management) I LGAs inCross River State (1987) 
(2)Quality inEPIhealth ed. capacity Isbeing strengthened at 1oassisted Niger State in formulating strategies to 
Howwell are new I all levels I improve OUT service quality (1967) 

(o developed country-specific training materials
systeu/skills 	 )o mechanisms for monitoring & evaluating impact and 
used? 	 I implementation are being developeo 11986) 1 (1987-1988) 

toby 1987, all 304 LGAahad received vehicles, (o trained SOphysicians at Ramsey St. hospital in 
13)Effects supplies and equipment for EPI I hands-on ORT (1987) 

2-week ORT course for70 health workersl
Access & coverage 	1ocountry-specific EPItraining/healtb ed.materials toconducted a 

I inBorno State (1987) 	 1What are effects I developed by 1987 

on KAP ofpop.? Iobegan development of manager/supervisor training aslo local physician recruited as OR? ops. advisor(1988I1 
I per recommendations & requests (1987) Iosurveys conducted to identif' aknesses of programi 

14)Impact tosterilizers were tested and distributed (1987) I in low-achievetent states (148 
What is impact on Ioconducted national assessment of lowcovg. states tosupervisory checklist was developed: in process of 
morbidity and/or 	 I to determine weaknesses: resulted in collaboration I field-testing asof March 1988 
mortality 	 l with WHOto upgrade @gmt6 technical skills (1986) 1otraining module for ORT managers was developed and 

1odeveloped, tested and traind PHCzone personnel on) pretested In 1988 
I EPI educational materials ((2) 

19BB 1o use of 	 I.V. therapy has decreased significantly
(o performed epidemiologic coverage survey in 

I
toprovided data management assessment and logistical to861 of mothers knew of SSS; 621knew contents; and 
I support for National Immunization Days I 351 knew correct recipe in 1989 study 
1(3) 1(31 
1o vaccine coverage in1988: IoORT demonstration units are in all states; ORT I 
I BCG DPTI OPT3 OPVI OPV3 Msls Full TT2 I corners are inmost LGAs (1987) 
I 831 811 621 81% 611 601 501 45-901 loby February 1989, more than 722 health units were
 

Io I increase incoverage oyIdoses, 1986-1988: I providing ORT and demonstrations
 
I BCG: 231; OPV3: 32%;Measles: 381 10by 1987, 841 ofcases were being treated with ORS I
 

lodropout rates from '85-87: OPTfrom491to 421; 	toIof locally produced OUS packets remained steady I
 

I OPV from 521 to 44% 

1(4) 

tofrom 1986 to 1988, I of measles cases reported 
I decreased from approx. 120,000 to55,000 per year 
10from 1986 to 1987, measles CFR decreased slightly 
I after steady increase inpast 4-5years 

CONCLUSIONS I10) 

il)lnstitutionali-lo EPIextremely well interated intoHCsystem,

zation: To what I strongly supported by FMOH and SMNs 


degree does MOH 1(2) 

support system? 	 10 EPIisthe most advanced of the interventions in 


I Nigeria 

(2)Program 	 1oFGN ismeeting 701 of capital and recurring costs 

strengths 	 i (including vaccines) 

loUNICEF/WHO CCCD/ROTARY external inputs are highly 


(3)Problems/Con- I coordinated 

straints:What 
 o proqram has initiated increased NGO participation 

factors limittar-'13 

get achievement? 
 loalthough greatly improved, still experiencing 


I difficulty intransport, cold chain maintainence 

i4ILessens iocertain (geographical) areas still inaccessible 


iedrned: 1o management/supervision still weak 

What worked? 1oweakening economy threatens FGN's ability to 

What did not workl continue funding at current level 


1(4) 

Recommendations? toNIDs assessed to have increased coveraie and 


I awareness and decreased droxout rates 

1omust consider the role ofNIs/SIOs and CCCD to 

1990 

251 dec. 

251 dec, 

501 dec. 

501 dec. 


801 

501 


CDD
 

totarget: increase ORT use inhealth facilities from
 
I 11 (1986) to 501(1990)
 

revised (1988): to 901 by 1990
 
I increase community OR? use from 1% (1986)
 
I to 201 (1990)
 
1 revised (1988): to 751 in1990
 
1 reduce mortality by 501 and morbidity by 

201 in(5's(1989)
 

1 atapproximately 900,000 since 1985 
1(4) 
toreported decrease inhospital admissions and deathsl
 
I due to diarrheal disease: CFU decreased from 4.41
 
i to1.41 at Hassey St. hospital
 
I
 

I0)
 
1o ORT has been institutionalized in the PHC system ast
 
I 'self-reliant, affordable, available and scienti- I 

1 fically sound solution to endemic diarrhoea' 
1oall health facilities inNigeria promoting ORT use 
112) 
1o emphasis has moved toward hands-on training 
iostudy has shown CDD/ORT to be cost-effective
 
I (reported in 1989)
 
(3)
 
1odespite improvements, transportation and lack of
 
I manpower remain limitations toprogress
 
10supervision and management still somewhat weak
 
1o diarrheal disease reporting system still poor
 
1()
 
IoCOD isnot as strong an intervention as EPI
 
loknowledge and use of SSS by mothers at home has
 
; been attributed to reduction incases seen (19891
 
1oneed to encourage more operations research inCDD
 
toneed to increase education at all levels
 
to need defined national training strategy forOUT
 
1oneed to increase supervision at service delivery
 

I establish whether Immunization Days are beneficial I level forquality assurance
 
boneed to improve ORS packet distribution system
I inan overall, long-term sense 

Inneed to focus more on prevention ofdiarrhoea
 toneed to increase, improve surveillance ofimmuni-
I rather than solely on treatment
I cable diseases; gather impact data 

Inneed to improve standardization of procedures I 



NIGERIA: EVALUATION CONTENT FOR ACSI-CCCD
 

TRAINING
Categories 	 MALARIA 


Plans I target: Increase presumptive malaria treatment fromo general objective: assist intraining andinthe
 
I funding of training
Needs assessment, 1 20 (1986) to70? (1990) 


goals, and I revised (1988): to 80%in1990 1
 
totraining plans 	for CDD developed (1989)
objectivesplannedl 


inputs, expected tobaseline: lack )fgood planning, goals. an(
 
outcomes I basic resources (country assessment, 1985) 

o general workplan established 1967
 

OUTClOME
 
1I0)
(actual v.planned)1(l) 


todeveloped national malaria treatment policy (1987) Inby 1988, had trained approximately 55,000 health
(1)Outputs 

formed National Malaria Committee and convened for I system personnel; over 40,000 were volunteers,
Whtaspovidedl,ifo
What was 
 I vaccinators, mobilizers and helpers with NIDs
 

accomplised? 	 I first time in1987 
Ioassessed tatus of Youth Corps Epidemiological 1 

1oa hospital-based sentinel surveillance system 

I Service proram (YES); determined that good super- I
 

(2)Quality 	 I was ready to launch in1987 

(owwell are new 	 Ioa monitoring and supervisory scheme was adopted inI vision would be critical 

to its success (1985-86) 1 
(o assisted indeveloping/printing 2 sets of inservicel
 

systems/skills 	 1 1988 management training materials (1988) 1 
used? 	 toconducted a 5-week, 26-participant malaria surveil-t 


(o trained 90 senior level professionals by end of 198)
I lance methodology training course (1988) 
o formed National alaria Surveillance Network: (o inprocess of developing everal training plans I
 

(3)Effects 	 I1 and strategies 	during 1989/90 budget cycle
Access 6 coverageI developed workplan and budget (1987-88) 

study to assess F. talciparum sensitivity o developed country-specific EPI andO8 training I 
What are effects 	 toconducted roe, (1988) i materials (1987-88)on KAP of pop.? 	 I to pyrimethamine in pregnant 

toparticipated inseries of technical conferences I 
(4)Impact 	 I re efficacy of malaria therapy (1988) 1(2)

initiatives to todespite large amount of attenticn/resources devotedl What Is Impact on 	10 assisted universities and the FMOH 
i to training, results have been 'sketchy' (1987) 1 

morbidity and/or 	 I assess level of cq resistance in Nieria (1988) 
mortality 	 todraft (updated) policy paper prepared inearly 1989)
 

i expected to be 	approved inFall 1989 


1(2) 

Intreatment of fever byhealth workers, 1988:
 
I pills 8.91;in)ection l0.7?;syrup 35.71; 

I syrup & inj. 39.3%;tabs & in].3.61;no cq1.8?I
 

'(4)
 
to no determination ofimpact on morbidity or
 
I mortality made
 

CONCLUSIONS 

(1)Institutionali-(1) CCCDseems to be functioning

To what to malaria component ofzation: 
degree does 6OH I in concert with FGNmalaria control program 

support system? Ii 
() 

(2)Progras 	 tocomprehensive review in mid-1988 determined that 

Singsmoothly 

tofinancial practices determined sound. funding
(3)Problems/Con" 


straints:Whit I mechanisms satisfactory (19881 

factors limit
tar-lo intensive operation research inmalaria 

qetachievement? 	 I 

113) 

(4)Lessons 1oincreasing cq resistance inhibiting progress in 


learned: 
 I reduction o!morbidity/mortality 

lo601 ofcq sold 	inNigeria determined to be either
What worked? 


What did notvork?) fake or adulterated (19BB 


Recommendations? 	 1(4) 

toneed to make public aware ofproblem with bad cq 
tomust develop regulatory system formonitoring 
1 drugq uality 
tofurther operations research on chemoprophylaxis 
I inpregnant women recommended 

1(3)
 
tohealth worker performance inEPIwas good, less
 

success inCOD and malaria service delivery (1989)
 

1 

(I)

to training isprimarily decentralized; vell-integratet 
I at the LGA level 
0nneed to develop a national training strategy at I 

level
FROH 
1(12) 
on specialized training is conducted at state, zonal 

and LGAlevels$ National Malaria Surveillance Network was tunction'
strengths 
 impressive' level ofhealth professionals
 
i exists at Ministerial, academic and service
 
I delivery levels
 
1t0)
 

:oan 


o weaknesses exist largely at the health facility
 
I level: need supervision
 
todifficulty incoordinating training among all
 

I donors and across all levels
 
tono follow-up on fate ofthe YES
 
tomanagement/supervision training still lacking
 

todelays inimplementation of training may be due to I
 

I reorganization ofthe FROH
 
tostill need to set up continuing education and
 

I routine supervisory training systems (sustainabilitl
 
toneed to develop national training strategy
 

toneed to adapt training materials to address
 

I manaqement/supervision as well as technical 
issues
 

torecommendation to establish a field epidemiology
 

I training course inNigeria
 

,.I
 

IV
 



NIGERIA: EVALUATION CONTENT FOI ACSI-CCCD
 

Categories HEALTH EDUCATION 	 HIS
 
II 

Plans InInitial goals: fund 2 communications experts to Ingoals: strengthen atall levels
 
Needs assessment, I work with F;OH and Hea hco I develop youth corps epidemiology service 
goals, and I test and produce materials acquire computers
 
objectives,plannedl 	 hire field epidemxologist for>/: 2 years
 
inputs, expected toworkplans for S states inplace by 1987 	 Integrate national PI.reporting 
outcomes perform epidemiologi. amessents, plans
 

I collect impact data: at least 4 surveys

I from 1986-1989
 

OUTCOMES I
 
(actual v.planned)l(1) Il)
 offices (1987)
 

What was provided,) -recruited and hired Health Education Unit (HEU) io hired full-time computer specialist (1987)
 
accomplished? I personnel lotrained staff indata entry (19871
 

-acquired and installed equipment, vehicle 1odeveloped software programs to inputand analyze
 

(1)Outputs a Healthcoe reported much activity in'87-'88: loinstalled 4 PCs inCCCD 

(2)Quality I -trained users on equipment 	 I EPIand ORT data (1987)
 
How well are new I -carried out baseline survey loongoing discussions resentinel surveillance,
 
systems/skills I -finalized and distributed EF1materials I assessment atall levels
 
used? -established mass media committee todistributed 2 quarterly reports (1987) 

1 -trained 43 health workers inNiger state in o EPIreports being produced byPHC zone, state, 
(3)Effects EPIhealth education 	 I andLGAby 1988
 
Access & coverage I -assisted with TOT workshop; workshop was assessed lotarget populations updated, encoded (1988)
 
What are effects assuccessful lodeveloped software tomonitor trends (19B8)
 
on KAP ofpop.' o supported a 2-week materials development workshop locoapleted entry/analysis of EPIdata from 1/86-4/881
 

S implemented plans drafted for5 states locontinued to provide hardvare,software and trainongl
 

(4)Impact loANHEC courses held (1987 and 1988) I 
What isimpact on ;oHealthcom directed national and state level l 
morbidity and/or I activities: n;terials development seminars, ethno- I 
mortality medical stud es, health facitysurveys, community 

l practice arsesseents, and on-the-job tra nirlI988)'
 
Inestablished Child Survival units inall 2.of
 
. theState television stations by1989 I 

lo	developed mass media messages forsocial and
 
political mobilization
 

)(1l
CONCLUSIONS 1(0l 

loCCCD has assisted inestablishing .he Primary
(1)Institutionali-lo firm base has been established within the Federal 

I 	Health Care Monitoring and Evalua'.on Unit (PHCHEU)I
zation: To what I Health Education Division (FHED) 

I inFMOH
degree does MOH I 

loPHCMEU has developed into cornerstone of Project
support system? I(21


Inexcellent mass media efforts forsocial and I
 
(2)Prograe I political mobilization 	 1(2)
 

10media and health ed. focus during HIDs/SIDs has lotraining program and computerization havestrengths 

i served to'galvanize and re:nforce po!Itica, and I been exceptional 
: community commitment' and mobilize the population lodecentralized management information system works(3)Problemo/Con-


straints:What 1(3) 
 I very well 
were common complaint 

get achievement? loindecision anout wnetner/now to include family 113)
factors limit tar-lo staffing sortages 

Splanninq inCCCD health educatocn i0delays inplanned consultancies, equipment delivery 
bodes I and training caused HIS to stagnate until 1987 l4)Lessons o FHED graphic artist resiqned in1988: 


lolack ofconsistent strategy to collect data
forinstit'tional:zation
learned: fll 

lolack of epidemiologists to conduct reliable
What worked? (41 


What did notvork?io Healthcom and FHED need to be more involved insub-I surveillance activity
 
10 PHCHE system not totally institutionalized1 contractor activities 

I
Recommendations? loeducational materials appea. to be easily 


I transferrable 	 1(41
 
lonr-ed
to increase technical cooperation among loneed to examine, monitor PHC Monitoring and
 

I Evaluation reporting uysm to ensure usefulness of
I 	 ?onors 
I 	data
 
loneed to hire epideeiologist(s) toconduct
 
I surveillance activity
 

'I 

http:Evalua'.on


1 

(I)Outputs lodeveloped 'Guidelines for CCCD Operations Research DI)
 
What was providedI Activities inNigeria' (1987) lodeveloped supervisory checklist forCDD; still in 
accomplshed? Ioestablished CCCD I field testing as of Narch 1988Operations Research Review 


1 Committee; held first meeting (1987 loefforts to include sore supervisory training in 
(2)Quality o sade promotional visits to schools, universities, I training activities are ongoing 
How well are new I and S&OHs 
jystessiskiils Iototal of 17out of 30 proposals submitted had been ISUSTAINABILITY
 

NIGERIA: EVALUATION CONTENT FOR ACSI-CCCD
 

Categories 	 OR 


I 
Plans gogoal: fund at least 10 proposals per year 

Needs assessment, I 

goals, and I 

objectiveslannedl 

inputs, expected II
 
outcomes 


OUJTCOMES 
(actual v.planned)l(1) 


used? I approved by 1989 

toprovided technical and financial support for 2 

13)Effects I National Research Meetings and forvarious 
Access i coverage I proposal development/usessment activities 
What are effects loconducted training course on OR (19B9) 
on KAP of pop.? i 

:(41 
(4)Impact Ioused findings from malaria OR to design national 
What isimpact on I malaria policy 

morbidity and/or I 

mortality 


CONCLUSIONS 1(I 
(I)lnstitutionalilo ORenthusiastically received by government and 
zation: To what I academia 
degree does NOV I 
support system? I 

(2)Proora. 	 1(2) 

strengths toOR assessed as very successful over all 


tono lack Innumoer of proposals submitted 

13)Problems/Con- 1 
strants:What !(3) 
factors limit tar-to most OR has focused on malaria control 
.;etachievement? I 

H141 
assons ;oneed to encourage wder variety cf research 

learned: topics; need more on EPI,COD 


VW.1 
 Ilo 


Writ d not workl 

"wW' 


Recommendations? 


CONMENTS: SUPERVISION, SUSTI1IABILITY
 

:oFederal Govt. of Nigeria (FGN) will support 421 of I 
I recurrent costs in yr. I;will increase share as 
I project progresses 
lo GN must be contributing atlest 661 by 1990 

logoal: help train nationals in financial management I 
I skills 
I identify and develop counterparts at most 
I levels 
I collaborate with universities, professional
I schools
 

Io orkplan drafted in1987
 

lobaseline: some facilitiu charging for service 
I and/or supplies in1985 

Ogun state had revolving drug fund in
 
1 1985
 

ISUPERVISION
 

i(1)
 
toinstruments for ususing PHC activity costs
 
I developed (1987)
 
locompleted assessment of health care delivery costs
 
I atvarious levels (1988)
 
toconducted financial management needs assessment
 
: fiNiger and Lagos states (1988)
 
lo	collaborated with World Bank to develop activity 

to improve drug stock anagement & quality control I 
of revolving drug funds (begun 1989) 

loFROM policy on supply and distribution ofORS
 
I packets has evolved (1989)
 

ISUPERVI51I
 
I(l)
 
toFGN shows strong support fur training; emphasis on
 
I the need to train Nigerians to replace managers,
 
I technicians and experts ofall kinds
 
1(2) 
loefficacy of EPI & COD programs seems high
 

1(3)
 
toneed forincreased, better supervision repeatedly
 
I cited
 
1(4)
 
loneed to work toward institutionalizing PHC monito- I
 
I ring & evaluation system
 
:SUSTAINABILITY
 
i11
 
1oinstitutional capacity for implementation of
 
I interventions exists
 

most health care costs already borne by state,
 
I local governments
 
lo financial sustainability of EPI appears possible
 
lothere appears to be a strong constituency for
 
Sproject activities
 

lo PO1(0has sense of ownership of project
 
(21 
toFROM & states have been financing 50-702 of
 
I vaccine costs and 301 of equipment costs
 
1(3)
 
1ohigh rate of inflation, lack of foreign exchange
 
I sakes financial sustainability increasingly
 
I difficult
 
1(4)
 
loFNOH sense of ownership due to FOK input into
 

I policy decisions
 
toneed to increase activities in coat recovery
 



%7* A: EVALUATION CONTENT FOP ACSI-CCCD
 

Cateaories 	 PROGRAM MANAGEMENT
 

Plans goplan to externally evaluate in'87, '89 & '91
 
Needs assessment, I
 
goals, and ' baseline (pre-1985):
 
objectivesplannedl -emphasis on curative/tertiary care
 
inputs, expected I -critical shortages inrural areas
 
outcomes 	 i -poor preventive & environmental health services I
 

i high fertility, high popula .ion growth
 
I lack of clear national policy
 

goimplementation plan tobe developed within 6 *onthsl 
(0provide technical usistance indrug supply 
I analyis and planning 
o estalblished annual plan/priorities for1987 

locountry asmsaent done 1985 

OUTrCOMES 	 II
 
(actual v.planned)l(I)
 
(11) 	 loconducted study on developent of a senior
Outputs
What wasprovided, I management training program 
accoplshed? Ioestablished procedures to improve communications 

I between donors, RON (1987)
 
(2)Quality 	 Inestablished offices, hired and trained local staff,t
 
How well are new I purchased and received vehicles, computers, and I 
systems/skills I equipment, and established a management system 
used? 	 I b..hin Ist6 months of project (1987) 

looffice space & transport problems improving (1987)1 
(3)Effects Iowork schedules developed for allcomponents for I
 
Access 6 coverage I the year (1988)
 
What are effects toestablished an International Coordinating
 
on KAP c pop.? I Committee (ICC)(1989?)
 

loprincipal management tasks were identified (1986) 
14)Impact loprivate sector ORS production and public 
What isimpact on I distribution system wasreveiwed (1987) 1 
morbidity and/or I 
mortality 

CONCLUSIONS t1)
 
(1)Institutionali-lo FMO has sense ofownership of project
 
zation: To what loministers support the ICC
 
degree does MON 1(2)
 
support system? o coordination 6 cooperation ofdonors impressive 1
 

:(3)
 
(2)Progras 	 lovehicle saintaicence/transportation and lack of 

strengths I staffing seew to beperpetual problems 
I0PHC system not well coordinated initially


2lProblems/Con- to planning occurred mainly at federal level initiallyl 
1 

factors limit tar-to key to effective program appears to be management, I 
iet achievement? I supervIsion and coordination rather than pure I 

straints:What 	 '14) 


I technical expertise
 
14)Lessons toneed to improve control of consultant flow 

iearnec: toneed to better integrate Pritech and Healthcom 
What worked? loneed another epidemniologist onstaff 
What did notwork?to need toachieve local self-sufficiency inORS 

I production 
Recommendations? 	 loneed to increase social marketing ofORS/SSS
 

loneed to increase staff; locally recruit staff 
I as much u possible 
IoUSAID and MN should focus on policy and program 
I oversight, not day-to-day anfag2eent 
tO CDC program manager (Nigeria)a Nigeria project 
I director should supervise all short- and long-term 
I specialists (except UNICEF T.O.) 



RWANDA: EVALUATION CONTENT FOR ACSI-CCCD
 

Project Start: June 1984 LOP Fundinq: 8400,902
 

Categories EPI 	 CDD
 

III
 

Plans Iovell designed national EPI plan Iowell designed national COD plans
 
heeds assessment, Ioclear project objectives and targets Ioclear project objectives and targets
 
goals & objectivesl
 
planned inputs, Isbaseline 1983:
 
expected outcomes.l BCG DPT3 OPV3 Measles I
 

I 491 361 251 531
 

Ill 

OUTCOMES IoKAP survey onEPI formed baseline data IIl) 
(actual v.plannedlo vaccination coverage surveys conducted in10 lomettarget toincrease utilization ofORT as 

Iprimary therapy for diarrhea; ORT istreatment1Il)Outputs 	 I regions available in1001 ofhealth 
accomplisid? Iobjective to reduce infant a nd c nild mortality by I facilities 

I251; noinexpensive method tomeasure inRwanda loactivities toward meeting objectives to increase 
21 Quality 1o drop out rates rose Slightly 1986-67 forDPT I utilization ofSS5 discontinued 
Now well are new 0odrop out rates for tetanus toxoid among pregnant to2 ORT training centers established; 20ORT units 

What via rovided,Io not possible toevaluate compliance with general I ofChoice; 0RE Isa 


systems/skills women 	 I opened inregions; training assessed aseffectivedeclineo 

ised? 1obaseline data on ORT KAP collected
 

IQ) to0RS supply isadequate, continuous
 
(3)Effects 10 1987 coverage: BCG PT2 C'?V3Measles tostudies underway onsorgnum solutions 
Access 6 coverage 1 901 791 791 7511 
Vhat are effects 	 1o mettarget toimmunize women25% of preornant for 112) 
ontAP oftarget I tetanus toxoid; immunized 321 oftargeted womentotsP showed great variation inpreparation ofSSS; 
population? Isvaccine coverage targets metforOPV, OPT,BCG I potentially dangerous, not therfapuetic: of 65 

lomeasles coverage just below target I mothers whoprepared S, 54 diferent formuls 
(4)Impact I I prepared; ofB17Canalyzed, 761 had unsafe sodium 
What isimpact on 1(4) 1 of H , 8different recipes taughteveIs9; RC 

morbidity/ totarget todecrease morbiditymsortalit,. :ortarget Io741 ofdiarrhea cases treated with ORT
 
mortal Ity? 	 I diseases by40 and 301,respectively, largely met 

lodecrease inmoriidity/morta'.ty fortarget diseasesll3)
I Heasles-541/261; Pertussis-i5l/901: tetanus-b% to950 ofchildren have access to ORT 

decrease inmortality forallagesI
 
1)41 
Ooproject impact unclear: hospital data does not show 
O sdecline in incidence ordeaths from diarrhea 
Woindicators maynot be sensitive enough todetect 
I declines, orincreased & improved training, health I 

CCINCLUSIONS IlI)
 
11 Institution- toEPIcomponent was the trongest of the three, and 112 1
 
alization: i issustaitable at the end ofproject tologistics system works well-no reported stockouts,
 
y what degree o primary health care inrasture well established -or ruptures instock
 
oes ROK support EP activities wellintegrated into it
 
yms !(3)
 

112) 	 tonot allOyT units have demonstration materials
 
(2)Program 0 cold chain works effectively at all levels I available - 0 easureration exlioenerily followed 	iono standardized prepaIfor 0 o
 

streAcths tosterilization procedreS Known, 

10 children vaccinated atcorre:t ages, according to o problem re:access to safe water need for0RS 
Protiesrt I treatment scheduues ioanecdotal information collected suggest that ORS 

Constraints tofactor forsuccess isexisting, strong EPIprogram I not accepted by health professionals as effective 
Wmaatfactors inRwanda since 197 treatment 

4mited achieve operations decena c rE to underutilization ofhospital d uni 
Went oftargets? I iotraining inORT needs to be developed; sAP must 

.13) 
 1 be reinforced
 
4 Lesscrs ioweakness inplacement of EPIactivities within the1obarrier tosetting upOR? Units after training is
 

learned: I MOHSA structure I necessity to find ownspace, supplies
 
I
worked! eeat t I 

What did not vork?1I41 i(4) 
to fixed strategy of immunization effective in to OaTavailable, infrastructure exists: improvements 

Pecoasendations? I increasing coverage in cost-effective way; social I in training, supervision, health education 
I mobilization is a Key factor pn strategy I necessary to acnieve morbidity/mortality impact 

http:moriidity/morta'.ty


FWAK'A: EVALUATION CONTENT FOR ACSI-C::E
 

Cateqor:es 	 MALARIA 

P:ans lonational Malaria strategy and treatment policy 

Needs assessment, I established 

goals & objectiveslo no specific project targets 

planned inputs, I 

expected outcomes.i 


OUTCOMES 1() 

(actual v.plannedllo baseline data on malaria gathered inKAP 

Il)Outputs o study on sensitivity of antimalarials conducted 

What was provided,lo 2 sentinel labs established to monitor chloroquine I trained
 
accomplished? I resistance 


lo18trained inmonitoring chloroquine resistance 
(21Quality I 
He vell are new I 
systems/skills 1(2)
 
used? iocompliance unxnown for cnemoprophalaxis treatment 


I of pregnant women
 
(31Effects loasl health facilities had treatment poster, but 

Access i coverage I policies not being fully implemented; personnel
 
What are effects 
on KAP oftarget 
population? 

(4)Impact 

What isimpact on 

morbidity/ 

mortality? 


CONCLUSIONS 

() Institution-

alization: 

To what deqree 

does MON support 

systems? 


(2)Proqram 

strenots 


Problems/

orstraints 

What factors 

.imited achieve-

ment of targets? 


141Lessons 

learnec: 


nat vorted 


efficacy ofdifferent drugs: not 
I convinced of efficacy of recommended drugsot 
I 

i do not know 

1(4)
 
o 941 increase inmalaria incidence since 1984 
Io261 increase inmortality due to malaria 
l057% increase inhospital admissions 

1(2) 

tono shortages ofchloroguine reported athealth 


TRAINING
 

Iono training needs assessment conducted
 
lonational training plan dev loped, approved
 
loevaluation of performance not included intraining
 
I 	plan
 
o target: train 40 mid-level managers, 400 heads of
 

centers, and 288 health workers inCCCD
 
techniques
 

I(l)
 
lotraining targets nearly met: output: 78 mid-level I 
I managers, 88heads ofcenters, & 600 health vorkersi 

lotraining materials adapted for Rwanda
 
I
 

I 

I
 

1(l)

loCCCD policies and treatment plans not integrated
 
I into medical and pramdical school curriculum 

i facilities; no other anti-maiarials available therel
 
1H21
 
10training decentralized to regional level; central
13) 


tounavailability of Fansidar mates it hard to follow I level personnel train regional level personnel who
 

I standard treatment 

o standard procedure forchescorophalaxis treatment 

I for pregnant women difficult to implement; not as 

I 	 effective as first thouaht; treatment abandoned 
I except for in 4 test regions 
lochloroquine suppiy compicated - difficult to 
I manage 

;14) 

to	pressina need forMOHSA to establish a malaria 


coordinatinc un.t :o promcte malaria plans; 

coordinate surveiliance, research, supervision, 


education activities inmalaria 

1o traininq efforts snouic Qive priority to malaria 


;ecommendations ' treatment, prevention 


Wat d,.not vork1i traininq, healtrh 


lohealth educatior efforts should give priority to 

maIaria treatmert/prevention 


toneed trainino it ottecnnigues 


I in turn train peripheral level personnel

:
 
1(31
 
lotraining of trainer component of MLM course not
 
t adequate.
 
10peripheral training criticized: too little time to I
 
Ilearn too much material, not enough time to developl
 

toneed to emphasize training role of heads of centersl
 

I skills and knowledge adequately 
o training didn't reach enough heads ofcenters 

1 
1 

I 
1(4) 

i and beef up training oftrainers component
 
o PCVs can beused to do TOT courses 
tohealth workers spend too much time intraining and 
I away from daily service duties; need to integrate 
i training into continuinq education program 
tomust provide training to instructors to update theml 

to 	 Rwanoa inq;ea: need ci externai support to assist i innational policy and treatment plans; provide 

in oeters.nirq cause inincreased incidence, I instructiona materials 
: surveiiiance, emergency funding for treatment, I 
I and prevention 
1o supervision formalaria practices should be gi',en 
t priority 

tomalaria problem beyond the scope of CCCD project
 
lodisseminate results of drug sensitivity studies
 



RWANDA: EVALUATION CONTENT FOR ACSI-CCCD
 

Categories HEALTH EDUCATION 	 HIS
 

Plans 'ono stated taroets !or health education 1o no stated targets for HIS 
Neeas assessment, I 
goals & object vest 
planned inputs, I 
expected outcomes.1 

1(11
OUTCOMES I(l) 

1oachieved target to establish baseline morbidity/
(actual v.planned)lo materials developed 


1ohealth workers trained to utilize health ed inputs I mortality of data relevant to CCCD
(l)Outputs 

What was providedlo outstanding component of project: skilled team lodeveloped HIS to collect coverage and impact data
 

Iodeveloped suprvision information system which

accomplished? I implemented formative studies, developed and 


I provides status data on health center performance
I distributed health ed. materials; conducted an 

(2)Quality I effective mini-campaign for EPI I to regional medical officers
 

1otarget to develop coordinated strategy and vorkplanlo developed pilot HIS tosimplify ,iprove 
collection,t


How well are new 	 I analysis, printing, and distributIon of HIS data
 
systems/skills II for health education was met 

used? 


1(4t
 
(3)Effects todropout rates for pregnant women for tetanus 

Access & coverage vaccine dropped from 671 to 371: linked to health 

What are effects I education efforts
 
on KAP of target I
 
population?
 

(4)Impact

What is impact on
 
morbidity/
 
mortality?
 

CONCLUSIONS 1(l)
 
I)Institution- 1o institutionalization of sound Health Education 


alization: I programming isvery significant achievement of 
Tcwhat degree I project 
does MOK support 10Health Education activities integrated inCCCD 
systems? I plannirg ~1031 
(2)Program t2I 

strengths 	 towork very visible throughout country
 
toextensive TA inputs were well used indeveloping 


. Problems/ I competency inseveral new still areas 


Constraints I 

What factors !(4) 

limited achieve- toshould include training programs to develop 


health workers skills inhealth education
went of targets": 


I
 
I
 

((2)
 
tovery positive feedback from pilot HIS system
 
toHIS relating to EPI program well-developed from
 
I early inproject
 
I
 

tono standardized diarrheal disease reporting form
 

'14)
 
toeach activity needs additional technical assistance
 
i to be integrated fully into a functioning national I
 
I HIS
 
I
 
I
 

toneed to develop malaria messages based on formativel 
f4lLessons I studies 

learned: i 
What worked? 
Wrat did not work?)
 

Recommendations?
 



FuAKA: EVALUATION CONTENT FOR ACSI-CCC:
 

Categories OR 


Plans lotarget: fund 5 OR studies during life ofproject 

heeds dssessment, I 

goals & objectivesi 

pianned inputs, 

expected outcoses. 


CROSS CUTTING COMMENTS (SUPERVISION,SUSTAINABILITY)
 

I
 
Ioproect was designed to be implemented in3 phases,
 

3 pilot regions, expand to include 4 more regions, I 
I and add last three regions; plan worked well, 
I except that final three regions not included soon 
I enough to benefit from training, supervision 

OUTCOMES lonational review board set up to review and approve ISUPERVISION:
 
(actual v.planned)l research protocols 

I) Outputs Is 4 proposals revieved, 2 approved with minor 

What was providedol revisions: funds not improved intime for
 
accomplished? I disbursement during LOP
 

1o failed to meet objective of funding 5 projects 

(2)Quality
 
Howwell are nem
 
systemsskills 
used? 


(3)Effects Io 
-Access i coverage I 
What are effects I 
on KAP of target I 
population? 1 

(4)Impact 

What isimpact on I 

morbidity/ I 

mortality?
 

CONCLUSIONS I 
Il)Institution- 1(2) 
alization: loOR too narrowly defined to focus on medical and 
To what degree I public health issues to the exclusion of 
does MOH support I administrative and implementation issues 
systems? 

!21Program 

strengths 


3. Problems/ 

Constraints 

What factors 

limited ach.eve-

sent of targets? 


(4)Lessons 

'earned: 


What vorked? 

Wnat did not work?: 


Pecomsendaticns? 


loeffective national level supervisor team with I
 
I innovative check-list approach
 

I
 

ISUSTAINABILITY:
 
loproject failed to develop a self-financing approachl


projact ustainable by the following criteria: I 
) R Comited to priorities of project, has 

I ownership of project, doesn't feel it was 
I imposed by AID 
1 2) project activities well integrated into KOH
 
I structure
 
1 3) project perceived as successful in achieving I
 
I inreaching objectIves and targets
 
loGOR slow to commit funds and personnel to project
 

ISUPERVISION:
 
1(2)
 
Ioimpact of CCCD project due inpart to improvements I
 
I in supervision that new system has achieved
 
1(0)
 
lo insufficient time to observe practices, provide
 
I on-the-job training; supervision isn't a substitutel
 
I for continuing education and basic training prograii
 
lo variety of supervisory systems on regional level I
 
I makes in difficult to integrate national regional I
 
I systems; uniform model would help this I
 
1(4)
 
lo strengthening supervision may be the key to I
 
I improving impact of OR7, Malaria activities; systesl
 
I not fully Implemented in all provinces; must be
 
I strengthened at reqIonal level
 
I
 
ISUSTAINABILITY:
 
(I) 
loUNICEF, WHO, World Bank will assume AID's I of 
I contributions; ability of GOR to assume cost of 
i project not critical to mustainability of project 
o what was achieved during the life of the project
 
I will be sustained; project was on the verge of
 
I far exceeding expections- momentum will stop
 

1(3)
 

l0 little additional GOR resources available for Child
 
I Survival activities
1(4)
 

1o self-financing mechanisms must be developed
 
lo iingle donor dependence (UNICEF) shouldn't be
 
I er;rouraqed
 
locurrent proposals for cost-recovery should be actedi
 

I on by Ministry as soon as feasible
 

lo receipts for any increase in medical charges shouldl
 
I stay within community, be used entirely for health I
 
I care
 



sM.UA: EvA'A: ON CONTENT A: -::FOR 

.ategories PROGRAM MANAGEMENT
 

Pians loannual project workplans, monthly calenders
 
Needs assessment, I very effective: acts as a moael for other CCCD
 
ooals & objectives' projects
 
p,anned inputs, !
 
expected outcomes. I
 

OUTCOMES I
 
(actual v.planned)l
 
(1)Outputs I
 
What was provided,I
 
accomplshed 


(2)Quality 

Now well are new 

systems/skills 

used? 


(3)Effects 

Access 6 coverage 
What are effects 
or KAP of target 
population? 

'4)Impact 

What isimpact on 1(31
 
morbidity/ 

mortality? 


CONCLUSIONS 

(1;institution-

alization: 

iowhat degree 

does MON support 

systems? 


2 Program 

strengths 


2.Problems' 

Zonstraints 

What factors 

_,mited achieve-

ment of targets? 

'4) Lessons 

learned: 


What worked' 

Wat did not work?)
 

Recommendations? 


I
 

I
 
1i)
 
loCCCD established good working relationship with
 
I MOHSA: technical assistance from CDC well-receivedl
 
I Ministry vocally supported project
 
(o project very successful inintegrating activities I
 

into Ministry structures atseveral levels 
1(2) 
loTechnical Officer role isto begin project as 
I initiator and shift to supporter once govt. shows I 
I commitment to project: shift effectively done -
I critical to future sustainability ofproject 

loUSAID expenditures didn't reflect declining pattern) 
I of US and increasing GOR contributions: US funded I 
I several crucial components, question as to future I 
I resources forthese components I 
loGOR never established regular accounting system to I 
I routinely account forcontributions; total amount I 
I funds from GOR - $795,461, $461,497 of which is I 
I salaries: ProAg called for $810,402, exclusive I 
I of salaries; only provided 849,209 of expected I 
1 8181,984 for chloroquine, and $0ofS480,000 I 
I expected for vaccines; contribution for vehicle I 
I maintenance, petrol, etc exceeded expectations: I 
1 $189,615 instead of $125,000 
loTO. counterpart first two years was very busy withl 
I no time for project 
loadministrat).ve bottlenecks inhibited cold-chain I 
i repair, and getting spare vehicie Darts I 
loadministrative fragmentation and insufficient 
I institutionalization of coordination mechanisms I 
I have been an obstacle to implementaticn I 
lono effective mechanism forcoordinating overall 
I donor activity; committee on Public Health inactive) 
; for over a year 
lounder PASA administrative and technical functions I
 
I shared inacomplex way between AID, CDC; system I
 
I not understood sufficiently to assure smoot6 
I operation of project, difficulty inmaintaining 
I distinction between admin. and technical roles 
:odecentralization of MOHSA reouires that project 
I implecentation and effectives depends on interests
 

skills and motivatior ofRegional Officers, which I 
I makes coord,nation of activities very difficult I 

'14)

)oEPI, ORT and Malaria interventions should be 
I administered under one adminstrative unit which is 
I integrated into the rest ofMOHSA PHC programs 
loMOHSA must take initiative to develop plan to I


integrate donor participation in health sector 
loT.O. assumed more administrative responsibilities I 
I than should have, inpart due to HPN officer lack: 
I chains ofcommand should be clarified 
lofirst year visit should be scheduled earlier so MOHI 
I knows that T.O. has stronq CDC support I 
loCDC and USAID RuervmsorF should coordinate closelyl 
I and routinely to discuss 7.C.'s performance. 
loboth USAID project manager and T.O. should receive I 
I montly status reports on project budget 

http:administrat).ve


SWAZILAND: EVALUATION CONTENT FORACSI-CCC
 

Project Start: June 1984 Funding: 3703,000
 

Categories 	 EPI 


i 


Plans 1otarget: fully immunize 70% of (I'sby end of 1987 

Needs assessment, I from 281 in1983 

goals, and B Polio3 DPT3 Measles
8CG

ob3ectives,plannedl 853 601 603 5011987 target 


inputs, expected 1 821 341 39% 3911983 levels 

outcomes 


by 1987, reduce morbidity mortality by 

Pertussis 501 303 

Polio 501 


1 Measles 501 503 

10goal: supply all vaccines to 0-24 mo. olds 
I supply cold chain equipment and vaccines 

I to fixed centers
 
Iobaseline inlormation (19831 

I EP1 completely integrated into PHC system 


COD
 

I 
1otarge,: make ORT available to 90% of<S's 
I decrease mortality due to diarrhea by 
I 501in'S's byend of 1987
I uncreue use ofORT bymothers to 501
 
I
 
tobaseline information:
 

CDD completely integrated into PHCsystem
 
OFT recently instituted; 300,000 ORS packets
 

1 distributed in1982
 
I most physicians still use antibiotics and I.V.
 
I 	 traditional chiefs &healers exprumed illing­

ness to participate inCOD proqram 
GOS committed to Coo program 

Ioplan to train a variety of health workers inCDD
 
I program planning, management and administration
 

I 	 EPI in 50 (761)of ixed centers; 16ctrs. remaini
 
I
 

OUTCOMES II
 
(actual v.planned)1(l) I(l)
 
(1)Outputs toperformed vaccination coverage survey (1984); toconducted formative research (1985)
 
What was provided,) found 203 nurse error ratere target ages, vaccineslo developed and aired radio messages (1985)
 
accomplihed? tocold chain assessed as worming well(1985) totrained health service delivery personnel (1985)
 

!operfored 4 studies i used results to improve EPi: 1o produced i distributed educational materials(]9BS) 1 
(2)Quality I ) AP of clinic nurses 2)KAP of mothers, community 1o as of First Year Review, COD evaluated as best of 
How wellare new I 3lcold chain inventory & logistics review 4)vaccinel the three interventions (1985) 
systems/skills I ordering anddistribution system review (1985) :o I of ORS packets imported increased by 503 from 
used? 1oworked with MMHP in EPI initiatives (1984-851 1983 to 1985 

1oformed EPItask force 11985) io local production of 0R steady at 5000 packets/yr
 
(3)Effects o prepared EPIposter (1986) Ioestablished National OFT Demonstration Unit at
 
Access & coverage Iodeveloped andconducted EPIschool-based education I Nbabane Government Ho pital (1986
 
What are effects I program; conducted pre-,post-tests and planned to 5-year workplan indraft form as of 1986
 
on KAP of pop.? I parental interviews (1986r 1oconstructed National ORT Training Center (1987)1
 

1oconducted EPIcampaign days in all 4 regions (1986)1o sponsored 2 instructors from National OFT Training 1 
(4)Impact lodraft of 5-year plan begun (1986) I Center in out-of-country training (1987)
 
What isimpact on toheld mid-level managers course for25-30 nurses in Iotrained 10OFT instructors in-country to conduct
 
morbidity and/or I EPI (1985) I regional-level instruction (1987)
 
mortality 1ocompleted cold chain network 6 vaccine ordering a
;o establist,-d COD task force (1987) 

I anddistribution system (19871 lodeveloped COD 3-year plan (1987) 
Ioimplemented rew sterilization technique(19871 1odeveloped curriculum and training plan for Nationall 
lo developed 3-year EPIpian (19871 I ORT Training Center 11988) 1 
1ocompleted [P1immunization coverage survey (19871 toassigned training staff to new Center (1988) 
toconducted mass measles vacc.of 5-12 yr.olds(1987)lo implemented improved, revised system of ordering, I 
1osupervisory checklists being used as of 1987 1 distribution and monitoring of ORS inventory (1988)1 
1oissued national EPIpolicy statement 119881 Iodeveloped 1989 COO workplan (1988) 1 
torevised ism.schedule to current WHO stds (1988) 1oMO established COO specific budget (1988) 1 
losentinel surveillance system established through- 1(21 
I out Kingdom as of 1988 10MHP project increased knowledge of mothers re ORS I 
loestablisheo outbreak investico/controi mechanisms i use, but 541 still mixing SS incorrectly (1986) 
-odeveloped school vaccination/assessment plan 11988)1(3) 
toestablished EPIspecific budqet inMOH (19881 Io 100%of hospitals using ORS in 1985, vs. 501in '841 
1oconducted national measles study (1988) to nearly 1001of outpatient facilities using ORS .n
 
1131 1 1985, vs. 603 in 1904
 
1ocoversge 1997:BCG OFT: DP13 OPlI OPV3 Measlesl
 
1 91% 891 74% 891 74% 741 1(4)
 
lodropout rates 1986: 23% for DPT; 221 forOPV lo I of diarrheal disease cases steadily decreasing:
 
1)4) 1 vent trom 2000 to 1200 reorted cases 1982-1985 andl
 
io incidence decreases from1982to *987: I continued decreasing through 1986
 
I polio:ll to 4/100,000: pertussis:140 to O0,1 OO001o CFR steadily decreasing: vent from approximately
 
I measles:1000 to 300/100,000; tet.:65 to 30/100,000 1 85 to 40 reported deaths 1982-1985 (exceeded 501
 
I no dintheria cases reported inpast fey years 

1 'pertussis at 42/100,OCO by 1988
 

CONCLUSIONS I 

:l)Institutionali-io EPIcompletely inteorated Into PHC system 

zation: To what lo005states strono commitment to EPI 

degree does NOH 112) 

support system? Inexcellent manual exists on EPI forhealth care 

providers 
?2IProqram o NONresondeo promptlv to most recommendations, 
strengths I and presented iogicai reasons forrejecting any 

1 

IjIProblems/Con- 1(3) 

straints:What lo vaccine wastage ishigh 


I target decrease); decrease continued through 1986
 

,(l) 
1oGOSexpressed commitment to COO project; has 
i integrated COOactivities well 

1 
1(2)
 
o an excellent manual on management of diarrheal
 
I disease episodes exists and isused
 
I
 
113)
 
1oas of end of 1986, found that some physicians still)
 
I prefer 1.3.treatment of diarrhea vs.ORT
 

factors limit tar-lo nat'i EPIc'ordinator leftin '84w/o replacement o i! of 1986, still experiencing difficulties in 
et a~nevement? Iountil mid-I 85, attention focused on 6H8 project, I ORS supply and distributlon 

I leaving EPIwith few resources 1oconsistent lack of uniform data collection 
r4)Lessons 1o lack of supervision routinelv cited as a problem 1oend of the N HP project caused shift in emphasis 

learned: 1o until 1988, had nooutbreaK investigation system I from COO to EPI 
What worked? 1(4) 1(4) 
Cat did not work?So once health ed. , training were focused on EPI, 1o government's vor on safe water supply, pit 

I program seemed to improve rapidly I latrines inaddition to 01 sees to have contri­
iecommendations? 1o recommend screening i immunization of all children I buted to success of COO program 

who present to health facility to decrease missed I 
opportunities o need to develop uniform data collection symtem 



I 

SWAZILAND: EVALUATIOM CONTENT FOR ACSI-CCCD
 

TRAINING
MALARIA
Zategories 


Pa.s lotarget: establish mortality rates that can be 

Needs assessment, i associated with mIaria by1987 


1otarget stated in1985:reduce malaria mortality in
goals, and 

children <5by 501 from 1984(baseline level)
objectives,plannedl 


inputs, expected 1 

outcomes 
 lobaseline information: 


I malaria activities not well integrated into 

I PHC system; exists as vertical pr ram 
I responsibility resides inMalariaControl Unit 

I no cq resistance detected as of1983 

1I 

providers), approximately 400 RAM inSwaziland 
Ioplan to train coordinators, assistants, supervisors) 


and one long-term technical officer I
 
lotraining plan developed in1983
 

((1)(actual v.planned)l(l) 
 1otrained >400 RH~s, traditional healers, and clinic I
 
(II Outputs loconfirmed cq resistance (1985) 

I 	 personnel in OR?tehniques (1985)
What was provided,Io completed Istphase of cq efficacy study; results 

loconducted 3-week CCCD mid-level sagt. course (1985)1

accomplished? I suggest dose change from 10mg/kg to25mg/kg (1985)

10trained 600 RH~s & traditional healers inEPI(1985)I
:odeveloped malaria poster, radio messages (1986) 


(2)Quality lo5-year plan indraft asof 1986 

How well are new lo reestablished DDT, larvicidal spraying of vector 
systems/skills I breeding sites (1987, 
used? loreinstituted active case detection (1967) 7


(oprinted i distributed national malaria poster(198


(31Effects (odeveloped 3-year malaria plan (1987) 


Access i coverage locompleted in-vivo cq resistance study (1987) 


What are effects 

onKAP ofpop.? 


(4)Impact 

What isimpact on 

morbidity and/or 

mortality 


CONCLUSIONS 


lo3-year malaria plan approved byMOH (1988) ) 

0 introduced new 
OHsalaria treatment and 
I prophylaxis policy (198B) 
loreceived approval formalaria budget request to 
I South Africa (1988) 

loconducted extensive spray program inloveld (1968)lo trained 130 health 

personnel at6 separate
 

10asof1988, malaria inciuded insentinel surveil- I sessions inEP1,Malaria, TB, and PHC (1986)
 
(osponsored 2 nurses on a study tour ofLesotho
 

I 	lance reporting system 

lo provided malaria vector control workers with 
I protective clothing & equipment (19B81 
1 

](3) 

(0 asof1988,1001 ofhospitals were using the 
1 malaria treatment policy; 25%ofhospitals were using the prophylaxis policy; 100of other 


I health facilities were using both 


I 

lf4) 

to	impact data from documents isvery inconsistent: 


difficult to determine whether reported decreases 

Incases and/or deaths, when they occur, are real, 

and impossible todetermine whether attributable 

toCCCD 


I(l)
 
OH/GOS expressed strono commitment to the malaria
'l)Institutionali-o 
 not been weil,ation: Towhat i program; however, the program nas 

degree does OH I integrated into the primary health care system 

support system? 

(2!Proaram 
strengqts
 

1 	13
 
10maor problem in malaria control inSvatiland
13)Problees/Con 

I isinflux of Mozambican refugees
straints:What 


fa:tor! limit tar-lo increasinq cq resistance 

-etachievement? lono national policy until 1988 


locq distribution difficulties 

(41Lessons 1(4)
Iearneo: loneed a health education campaign to urge the 


forfever
WOatworked? i population to seeK immediate treatment 

wnit did not vorklo cq distribution problem could be alleviated 
in 

I part bygiving cq to Rural Health Motivators for 


Recommendations? I community distribution
 

i\\
 

have trained: 
1200 Rural Health Motivators (RHMs) 
63 health asmitantJ 
500 traditional healers 
300 mid-level health workers 
10statistical clerks 

(otarget: byend of 1987, 


I inEPI,CDD, Malaria control, HIS, 
I Health Ed.,and Operational ieseatch 
I 
lobaseline information: 

633 nurse-midwives (largest group of health care 

loconducted 103-day [P1workshops fornurses and I
 

I nursing assistants (1985)
 
lotrained 80health workers in2 5-day malaria
 
1 control refresher courses (1985)
 
)Iosponsored approximately 26 Svazis firCCCDInter­

national Workshops (195)1
 

Ioconducted Diarrheal Diseaue Symposium with the I
 
Swaziland Medical Association (1985)
 

loheld mid-level managers course for25-30 nurses inI
 
I EPI(1985)
 

loachieved 96.81 of 1985 training target:
 
1 trained 968 staff; target was1000
 

OT Demonstration Unit
 
lo	as of1986, have trained approximately 1000 RHMs
 

(501 of target of 1000 by end ofproject)
 
(o	provided on-site training to allsentinel sur­

veillance staff (1988)
 
lotrained EPImobile outbreak control teams in
 measles investigation and outbreak control
 

I stratey 11988)
 
Iotralned, on-site, malaria spraymen and case­
' 	 finders (1988) 
loprovided out-of-country training forCOD managers I 

and trainers at the National uRT Center (1988) 1I 
loconducted Child Health workshops inconjunction
 
I with PHCpro ect (1988)
 
ioconducted EPl,CID and malaria MLM course (1988)
 
loas of1988 evaluation, cumulatively trained
 

1 136 mid-level managers, 64 senior health officials,) 
I and 606 peripheral health staff (aswell as others
 

I mentioned above)
 

I(I)
 
o government willing to send staff to training both
 

inand out ofcountry
 
I
 
11(2)
 
ioprogram generally responsive totraining needs
 

((4)
 
ioneed more MLHtraining 
ioneed training of trainers
 
ioneed training on HIS asa management tool
 
Ioneed to add training to MOH budget toassure
 
I continuity oftrain'ng
 
loneed more inservice training
 
I
 
I
 
1
 



SWAZILAND: EVALUATION CONTENT FOR ACSI-CCCD
 

HEALTH EDUCATION
Categories 


Plans Iobaseline information: 

Needs assessment, I GOS recently established a Health Education 
goai, and I Unit (HEU ; considerable capacity and 

ob)ec:ivesplannedl experience exists in-country 

inputs, expected : NOH hopes to incorporate traditional chiefs, 

outcomes healers into health ed. system 


(actual v.planned)l(1) 

(IIOutputs 

What was provided,I 

accomplished? 


(2)Quality 

Ho well are new 

systems/skills 

used? 


(3)Effects 


tocollected information on initiative forvacci-

nation coverage (1985) 


HIS
 

logoals: improve specificity ofthe HIS
 
establish baseline morbidity/mortaLit7 data I
 

I by age groups for iimunizable diseases
 
I Pstablish a regular CCCD newsletter and
 
I mailing system to all health staff
 
I
 
lobaseline information: 
I currently computerized 
I NON has recently iutituted sentinel surveillancel 

high rate f reporting: approximately 801
 
from -00reporting units
 

I HIS currently being 'reduigned' 

(1)
 
toproduced EPIsurvey results (1985)
 
toconducted HIS training for hospital ane clinic
 

tocompleted an assessment ofaudio-visual production I staff (1985)
 
loAssisted inCCCD/EPI training of nurses, nursing
1 capability forSwaziland (1985) 


todeveloped plans for isproving EPIand CDD mass I assistants (1985)
 
i media components (1985)oo transferred health data to new IBMcomputers (1985))
 
tocompleted community and clinic-based survey to 1oasof 1986, had 881 reporting rate I
 

areas forEPIhealth education o national census begun inorder to obtain accurate I
 
I determine priority 
 1
i denominators (1986)
and in-service training (1985) 

0odeveloped numerous health ed. materials forEPI& iohired consultant towork with NOR to develop commonl
 

Access & coverage I CDD (posters, pamphlets, flags, shirts, etc.)(1985)I baseline data (1967)
 

What are effects 

on KAPofpop.? 

(4)Impact 


What isimpact on 

morbidity and/or 

mortality 


CONCLUSIONS 


Iocompleted EPIimmunization coverage survey (1987)
toproduced community radio health program (1985) 

toreprinted 500 health worker manuals (1985) toestablished HIS inNanzini region (1988)
 

88
malaria poster, radio messages (1986) (oestablished sentinel surveillance network in28 )t
to EPIschool-based education I sites to provide prompt outbreak notification)19
10 
developeddeveloped ans conducted 


toconducted 21measles outbreak investigations in'881
I program; conducted pre-, pst-tests and planned 

I parental interviews (198) I
 

printed & distributed national malaria poster(1987)t
o I
 

but .
)l)Institutionali-io Health Education Unit functions well, 


Zation: To what , needs clarification 

iegree does MOH 

support system? 


1(21
 
assessed asmost successful in(2)Program lohealth ed. prouram 

I CDD byend of first year;indicators were general 


o printed and distributed malaria treatment guide 


I forhealth workers (198)
 
todeveloned and aired malaria prevention & treatment
 
I messages
 
o established CCCD/health education link via AID 

; assistant Pro3ect Officer (1986) 

todeveloped plans for use ofhealth education
 
I consultancy (1986
 

Il)
 

strengths 

ivareness bymothers oftheimportance of0Re, the tocomputerization hasbeen successful 

H and clinic personnel enthusiasm forthe pro rasit3lProblees/Con-

straintsWhat I and the succes ultraining of2 NOR staff inCiD 


factors limit tar-' 

get achievement? I 


(4)Lessons 1(4) 

isthat health education component was key
learned: tobelief 


Wh;t worked? 
 I to success of national ORT initiative early on 

What did not work?l 


toneed to clarify role of NEU 

traditional
Recommendations? 1o neid to increase work with t11, 

I sector
 

I
 
I
 

I(l)
 
togovernment expressed commitment to development I
 
i and improvement ofHIS; sentinel surveillance sites
 
I appear to berepresentative
 

1(2) 
Ioreportino iscomplete and timely
 

1(3) 
toreports from Statistical Unit are often delayed
 
1oinitial lackof accurate denominators
 

1(4)
 
o difficu t to determine from evaluations what
 
I contributed to success ofthe Swazi HIS
 
I
 
torecommendation from 1986 to hire full-time medical I 
I epidemiologist to aid the HIS wia not acted upon 



(3)Effects o conducted pilot study ofnew cold chain monitoring I high vaccine wastage (1986) 

SWA::LAND: EVALUATION CONTENT FOP ACSI-CCD
 

Categories 	 OP 


I 

plans 	 10 goal: tohave answered 5 operational research 
Needs assessment, I questions by the eid of 1987 

goals, and I
 
ob~ectivesplannedl

inputs, expected 

outcomes 

OUTCOMES 	 I~~~1 
(actual v.planned)l(l;

(1)Outputs lo completed phase I of cq efficacy study (1985) 
What sax provided,lo conducted study assessing level of cq resistance 
accomplshed? 	 I inlovvell (1985) 


(o hosted Eastern, Central, and Southern Africa OR 

(2)Quality I review meeting (1985) 

How well are new 0osupported Swazi member ofCCCO Regional OR Review 

systems/skills I Committee (1985) 

used? toconducted CCCD activity cost analysis (1985) 


lo completed in-vivo cq resistance study (1987) 

Access & coverage I system (198) 

What are effects o conducted national measles study (1988) 

on KAP of pop.? I 


1 

(4) Impact 	 1(2) 
What isimpact on 1oOR studies have influenced policy or practice 

moroidity and/or
 
mortality 

CONCLUSIONS 

fl:Insti:utmonali-I1) 

zation: lo what InSwaziland still lacking innational capacity to 

degree does NOH I perform operational research 

support system? I 


(2)Program 	 1(2) 

strengths o Swazi nationals involved inreview process 


(3)Froblems/Con- 1(4)
 
straints:What (oneed to increase national capacity todo OR 

factors limit tar-) 

get achievement? I 


(Lessons 	 I 
learned: I 

What worked? I 
What did not work?l 

I 
Recommendations? I
1 


1 

I 


CROSS CUTTING COMENTS (SUPERVISION,SUSTAINABILITY)
 

II 

i target: increase NOR contribution forPHC from
 
1 14.31 in1984/85 to 20.31 in1990/91
 

I GOS contribution should increase from
 
I 811,000 in '84 to $137,000 in'87
 

Inbaseline information: 
I GOS currently funds approximately 801 of 
I recurrent costs inmission health facilities 
I GOS has established fees foroutpatient visits,
 
I health cards, hupitalitation
 
I sustainability isfeasible according to country
 

assessment 

ISUPERVISION
 
(2) 
1osupervisory checklists being used forEPI by1987 

1 

I 
ISUSTAINABILITY
 
((1) 
1ocost-effectiveness study performed in1985
 
tocost study performed which determined that daily
 
1 immunization nf children issupportable even with
 

:0uniform feeschedule has been adopted for govern­
1 went & missions
services for diarrheal disease and
 
I malaria treatment and inpatient treatment asof
 

1986
 

I
 

[SUPERVISION
 
1(2)
 
(o supervisory systems have improved during the
 
I course ofthe project
 
((3)
iosupervisory systems need continued improvement 
to1986 evaluation found that managers spend too much I 
I time inoperations, not enough time inplanning, 
I supervision and monitoring 

ISUSTAINABILITY
 
1(1)
 
(o 	PHC system isvell-established: EPIand COD are
 

completely integrated into system
 
1(2) 	 I 
(o initial problems with funds disbursement solved
 
1(3) 
toeconomic growth inSvatland has notkept pace withl 
I population growth; governnt requires continued 1 
I 	 external support for program activities 1IM4 


10commercial marketing of ORS and cqrecommended I
 
I
 



SWAZILAND: EVALUATION CONTENT FOR ACSI-CCC'
 

Categories PROGRAM MANAGEMENT
 

Plans :obaseline information:
 
Needs assessment, I PHC system vell-established
 
goals, and I GOS hascommitted to decentralized planning
 
objectives,plannedl and management over next 5 years
 
inputs, expected road network isextensive, well maintained
 
outcomes shift from curative to preventive focus has
 

I already begun
 
drug procurement system isinefficient,
 
lacks coordination
 
general quality, staffing and utilization of
 
health facilities isimpressive 

(o country assessment done 1983
 

OUTCOMES
 
tactual v.planned)l(1)
 
(I)Outputs todeveloped annual training plan and budget for CCCD I
 
What wasprovided,1 inservoce training (1985)
 
accompliseed? Ioestablished CCCD Coordinating Committee; met 7
 

i times in1985
 
(2)Ouality lodeveloped agreement with UNICEF forco-funding
 
How well are new I CCCD workahops and cold-chain equipment (1985) 
systems/skills torevised project documents to clarify CCCD role;to I 
used? I avoid duplication ofefforts) (1985 

to00Sconstructed T.O. office space (1986)
 
1) Effects toby1986, Regional Health Management teams set up 
Access 6 coverage I inall 4 regions 
What are effects (o vaccine distribution decentralized; working well 
on KAP ofpop.? I by1986 

loapplied to Rotary International forPolio Plus
 
(4)Impact grant to fund additional EPIactivities (1988)
 
What isimpact on I
 
morbidity and/or
 
mortality
 

CONCLUSIONS
 
(I)lnstitutionali-I(l)
 
zation: To what lo00S expressed commitment to decentralization and
 
degree does MOH I to CCCU
 
support system? (o ACSI-CCCD extension aporoved in1988
 

I2)4rogram 1(2.
 
strengths o standard administrative procedures work very
 

I efficiently overall
 
FJProblems/Con- ;
 
straints:What 1)3)
 
factors limit tar-lo project shared technical officer with Lesotho untill
 
get achievement? I 1988
 

Ioshortages instaffing and occasionally insupplies 
I4)essons I have been consistent constraints 

,earned: I 
What worked? 
What did not vork?114) 

to lack ofTO. cited as primary reason for MOH's 
Recommendations? I limited capacity to utilize resources 

toneed to train Swazis inmonitoring and evaluation
 



1 

TOGO: EVALUATION CONTENT FOR ACSI-CCCD
 

Project Start: April 1983 LOP Funding: $1,140,000
 

EPI
Categories 


Plans totarget: 85-90% coverage of <5 yr oids by end of 
Needs assessment, i pro ect 
goals, and Iogoai: estabish 100 new vaccination centers 
objectives,plannedl nationally 

inputs, expected (obaseline information 1983: 
outcomes I coverage: 

I BCG DPT3 TOPV3 measles
 
I 741 211 15% 81 


Ioworkplans developed 1983 


Ii(1
 

(actual v.planned)lo conducted baseline coverage survey 


(1)outputs

What was 
accomplished? 


12)Quality 

How well are new 


systems/skillsused? 


(3)Effects 


Ioexpanded EPI activities to all districts 

of all potential facilities had vaccination
Ia871 

p by987 
Ioby 1987, 340 vaccination centers inoperation, fromlo draft training plan developed, site chosen for CRI 

I training and demonstration unit
I 147 in1984 

Access & coverage I 951 621 601 74%
 
What are effects to481 of <5's were fully vaccinated by 1988 

on KAP of pop.? Io72% of women receivad full tetanus toxoid regimen
 

I by 1988
 
(4)Impact I
 
What isispact on 1(4)
 
morbidity AND loincidence of target diseases decreased over LOP: 

mortality? 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
 
1 Tetanus: 18/100,000 to 8/100,000
 
1 NNT: 8.5/100,o000 to 2/100,000


(1983-1987)
 

CONCLUSIONS ll 
(l)Institutionalito MOH supports system,but limited by personnel 
ation: To what I and fv:,dshortages 


deqree does MOH I 

support system? 1)21 


towide knowleop of EPI 

(2)Program lodaily vaccination insome facilities 


strengths tocomprehensive educational materials 


(3)Problems/Con- 10) 

straints:What lovaccination campaign disrupted other activities 


factors limit tar-to vaccination target ages (WHO recommendatior, ) 


get achievement' I
I 

not adhered to 


t4)Lessons learned((4)

loincluding intensive vaccination campaigns
What worked? 


What did not work?I inaddition to ongoing access helped achieve 

I target coverage rates; sustainability of results 

Recommendations? I isquestionable 
tosocial mobilization strategies were effective 
losupervision helped solve target age problem 

tocold chain, steriliation equipt. supplied 
loconducted mass campaign in198788 

I 
Io1987 coverage estimates:
 
I BCG DPT3 TOPV3 measles
 

CDD
 

o target: 301 of target pulation covered by ORT 
I services by 1984 
I 101 seduction per year indiarheal ciseaee 
I morbidity and mortality
 

to goal: establish 26 OR units nationally 

Ioworkplan developed 1983
 

Iobaseline incidence 13.31100; CFR 8.21
 

to established ORT use baselines
 
Ia sported ORT training at University Hospital 

OR available inall health facilities by 1985
 
ORT used in891 of hospital diarrhea cases by 1987 1 

I
 
1(4) 

of cases/CFR decreased steadily until 1987, 1 
to number 
I(3)then increased slightly: 1500 cases in1988 

I
 

I
 

Il)

toUniversity Hospital using & teaching ORT
 
I
 
I
 
1(2)
 
to ORS widely available
 
I
 
1(3)

10despite good facilities,ORT use still low
 
I lack of enthusiasm for and ignorance of ORT
 
I by medical staff and general public
 
tosupervision not regular enough
 
1otraining didn't seem to affect home use
 
I of ORT very greatly
 
1olack of supervision, poor reporting practices cause)
 

I difficulty inevaluating effectiveness
 
I
 
1(4)

lorecommendation: replace CDD coordinator
 
I
 



TOGO: EVALUATION CONTENT FOR ACSI-CCCD
 

TRAINING
Categories MALARIA 


Plans Iotargets: 301 expansion of services to target pop. I
 
decrexse malaria morbidity & mo-tality by Iotarget: I graduates/yr added to MO; .

Needs assessment, I 	 I 16physicians, 70 nurses, 35 midwives,
goals, and I 501 ] 51s 

I 28 health assts., 28 lab techs, 30 health
 

objectives,plannedI 
 I aides, 100 'agents itinerants'
inputs, expected o orkplan developed 1983 

I
outcomes 
 loinitial training plan established 1982
 
loneeds assessment performed (1987)
 

1o881 of LOP targets achieved by 1985
(actual v.planned)lo established baseline treatment data 
 loincreased number of physicians & PAs working tn NOHI
 

(1)Outputs 

What was 

accomplished? 


(2)Quality

How well are new 

systems/skills 

used? 


(3)Effects 

Access & coverage 

What are effects 

on KAP of pop.? 


14)Impact 

What isimpact on 

morbidity AND 

mortality?
 

CONCLUSIONS 


loestablished national treatment policy 

locompleted in-vivo chloroquine sensitivity testing Ioimplemented mid-level management training
 

Iodocumented cq resistance for 1st time inTo 1987 lotrained HIS staff incomputer use
 

10MOH adopted new dosage policy(25 mg/kq vs 10 mg/kg)Io trained medical officers inneeds assessment and
 
I workplan developeent
loreinforced sentinel surveillance & monitoring 


lodeveloped questionnaire for pharmacy practices 

I 

I(2) 

1o 90% of children diagnosed were being treated 

I properly by 1986 

I 


lo
3)
82% of preg. women were using malaria prophylaxis 


I by 1987
 

1(4)
 
Ionumber of cases and deaths continued to increase
 
I due to chloroquine resistance
 

I 
(111institutionali-I
zation: To what ; 
deoree does MOH I 
support system? 

1(3)1(3
 
!2)Program lochloroquine resistance isincreasing malaria 


strengths incidence I 


(3)Problebs/Con- I
 
straints*What 1 

factors limit tar-II 
get achievement? 
 I
 

l1ILessons learnedl
 
What worked'
 
What did not workl
 

Fecommendations? I 
1 

1odeveloped CDD training plan (1987)
 
10Used PCV's to help rewrite curricula, initiate
 
I TOT workshops
 
lotrained community leaders inEPI education
 
lodeveloped & implemented national training fcr fieldl
 
I staff
 
loall training targets except senior-level management
training were met by 1988
 

11
 
lo	CCCD training materials integrated into medical
 

school curricula
 
113)
 

1otransportation logistics, personnel shortages, and
 
I 	low morale were constraints
I
 

1141
 
loneed senior-level management training inFrench
 

IV
 



TOGD: EVALUATION CONTENT FOR ACSI-CCCD
 

HIS
HEALTH EDUCATION
Categories 


Plans
 lotarget: computerize the HIS
Needs assessment, loneeds assessment performed 1984 

goals, and lobudget and workplan developed 1984
 
objectivesplannedi
 
inputs, expected
 
outcomes
 

lo emtablished and monitored 21 sentinel surveillance I 
(actual v.planned)Io collected baseline data (1985) 
 I sites


Iorewrote health ed. curricula 

(1)Outputs loused PCV's to help develop materials for EPI, CDD loconducted surveys inmalaria and diarrheal disease I
 

loconducted child mortality survey in1 reqion
What was I and malaria programs 


1operiodically reviewed and strengthened HIS
accomplished? lo trained community leaders inEPI education 
to computerized system and trained users by 1987 loestablished full-time health educator position 


lodeveloped extensive EPI materials for mass campaignlo reduced number of reportable diseases on reporting
(2)Quality 
 I 	list from 90 to 40
 
How well are new lointroduced health education materials to school 


systes/skills I teachers 

used? 


(3)Effects 

Access & coverage II
 
What are effects 

on KAP of pop.? 


(4)Impact 

What isimpact on 

morbidity AND 

mortality? II
 

CONCLUSIONS (1)
 

zation: To what I teachers
 
degree does RON I
 
support system? ()2) 


tocoordination among donors and NON occurred 

(2)Program I regularly 


strengths toPeace Corps Volunteers used well 


13!Problems/Con-

straints:What I(4) 

factors limt tar-lo EPI mass education campaign materials 

get achievement? I1 

appeared to contribute to increased coverage 


t4)Lessons learnedl 

What worked? I 

What did not work?t
 

Recommendations?
 

lodrafted new hospital reporting form
 
tosupported training for 2 statisticians
 
Ioimproved annual report data
 
Io conducted and followed up NUNS survey
 

I(2)

lodetermined monthly reports to be accurate
 

I1(3)
 
o by 1987, regularlycollected data from 356 reporting
 
I 	sites, frot 312 efore project inception
 

I(4) 
todemonstrated a decrease inmeasles, polio & diarrhel
 
I disease using HIS data
 

(l)Institutionali-lo EPI health education materials being used by schooll
 

1(2)
 
toMON had already begun HIS development at
 
I project's inception
 
;o regular, consistent supervision
 

I(3) 
tohardware and personnel limitations in
 
I 	processing data
 
i
 
I14
 
to	recommendation: establish record review inall
 

hospitals, for all CCCD target diseases
 

\A
 



EVALUA",ON CONTENT FOR A,1-CCC,
 

COMMENTS: SUPERVISION, SUSTAINABILITY
ategories OR 


I
I
'ians I 

loplans to train many levels of health personnel, I
Needs assessment, I 

I Including supervisors/managers as wel as technicall
Goals, and 

ioplans to establish and/or renovate health
objectives,plariedl


inputs, expected I I facilities
 
lo GOT to increase financial contribution by 251/year I
outcomes 

lo training of 'agents itinerants' cited as best way
 
I to assure continuity at local level
 

OUTCOMES 1(111
 
ISUPERVISION
(actual v.planned)lo conducted 13special studies 


;odeveloped policy 6 guidelines for protocol review I1l)
 
locompleted health financing needs assessment Ioincreased supervisory visits for EPI
(1)Outputs


What was locompleted cost studiesI
 
ISUSTAINABILITY
accomplished? loidentifit-i potential review board members 

10)1 
lo cost recovery mehanisms (user fees, vaccination I

(2)Quality 
 card fees) established by 1986How well are new II 

systems/skills 
used?
 

(3) Effects 
Access 6 coverage I 
What are effects I 
on tAP of pop.? 

(4)Impact

What isimpact on
 
morbidity AND I
 
mortality?
 

I/
CONCLUSIONS IISUPERVISION
 

1(2)
Institutionali- I
('.1 
 strong supervision inHIS
zation: To what Ilo 

degree does MOH
 

I13)
support system? 13) 

o lack ofprotocol submissions IQsupervision inCDD lacking
 

(not known why COD supervision was so poor;
2'Program IQlack ofnational capacity to conduct research 

strengths !3results ofstudies often not followed up inlater Ipossibly political issues related to
 

Ithis position?)
 
'1)Problems/Con-I
 
straints:What 


I evaluation documents, plans 


I
 
ISUSTAINABIL17Y
factors limit tar-' 

10Il)
get achievement? 

I0government was unable to increase its contribution I
 
Ito the target level as of end of1987


t4)Lessons learned' 

What worked? I
 

1(4)
What did not work?) 

lo project extension to 1991 approved by UShID/CDC/GOSI
 

Pecommendations?
 



TOGC: EVALUATION CONTENT FOR ACSI-CCC1
 

Categories PROGRAM MANAGEMENT
 

Plans
 
Needs assissment, Icplans to have 651 CCCD services coverage by 1985
 
goals, and I (this target was not followed up insubsequent
 
objectivesplannedl docume ts)
 
inputs, expected I
 
outcomes
 

OUTCOMES I
 
(actual v.planned(I(1)
 

lotechnical officer posted in1983; no gaps in
 
(1)Outputs
What was 

I T.O. coverage over life of project 
I 

accomplished? I 

(2)Quality 
Hov well are new I 
systems/skills I 
used? 

(3)Effects I 
Access & coverage I 
What are effects I 
on KAP of pop.?
 

(4)Impact

What isimpact on
 
morbidity AND I
 
mortality?
 

CONCLUSIONS 1ll) 
(1)Institutionali-lo donor and MON coordination generally effective 
zation: To what I 
degree does KOH 1(2) 
support system? o well-developed infrastructure 

;oRON committed to, planning for decentralization
 
121Program loprogram management generally satisfactory
 

strengths Iodonors have divided responsibilities (e.g.,
 
I UNICEF suppies materials, CDC/AID
 

(3)Problems/Con- I supplies technical assistance)
 
straints:What I
 
factors limit tar-l(3)
 
get achievement? Iono established PHC system for CCCD to fit into
 

I at proram inception; program not well integrated
 
(4)Lessons learnedl initially
 
What worked? (oKOH country programs not well coordinated
 
What did not work?l
 

1(4)
 
Recommendations? loneed better control over accounting/finances
 

loneed better system for supplies procurement
 



ZAIRE: EVALUATION CONTENT FORACSI-CCCD
 

Project Start: August 1982 LOP Funding: S4,071,O00
 

Categories EPI 	 CDD
 

III 

Plans lotargets revised 1986:mortality redOiction 

Needs asseasment, I measure abandoned 

goals 6 objectiveslo revised targets: increase national immunization 

pianned inputs, I coverage to at least 801for 8CG, 751 for measles, 

expete outcomes 701 forOPTand OPV bythe end of 1990 


lobaseline 1982: 

I BCG UPT3 OPV3 measles T72 

1 	551 39% 381 411 271 

OUTCOMES i) 

[actual v.planned)lo cold chain working at alllevels in200 zones 
(I)Outputs lo increase in zones participating inPEYto 206/306; 
What vas provided,l # zones participating at start of project unknown 
accomplshed? lo vacclnation survey 

I clusters from 1984 
conducted in'88 inthe 30 
UHS survey 

(2)Quality 
How well are new 

I 
1(2) 
l0sterilization procedures understood: needles
systems/skills

used? I changed butnot syringes due toshortages 
lo staff understanding of vaccinal calender uneven 

131Effects loover 801 DPT vaccine given to correct age group 
Access 6 coverage I 1988 
What are effects 

on KAP of target 

population? 


(4)Impact 

What isimpact on 

morbidity and 

mortality? 


CONCLUSIONS 

(1)Institution-

alization: 

To what degree 

does MOH support 

systems? 


t1)	Proqram 

strengths 


43)Problems/' 

Constraints 

What factors 

limited achieve-

ment oftarqe-' 


'4)Leesr.s 
rarr't 


4"a' w :-ed? 

1 

(31) 
10coverage 1988: 

1 BCG DPT3 OPV3 measles 72 
I 801 701 701 751 51 
lo1988:174zones covered, 601 population has access I monthly vaccination reports first time available ini 
I to vaccines estimated 421 cases treated with ORT in'85 1
I 	1985: 


o 1985 supervisory questionnaires on 48rural zones I
I 
I show 831 ofhospitals regularly using ORS; 601of I
1(41 


lodecrease incase incidence - between 1981 and 1987:1 health centers regularly using ORS;increase over I
 
I measles: 301 decrease; polio: 751 decrease, Tetanusl '84:471 and 251 respectively
 
1 	 471 decrease 

1(2) 


In1986 rev'sed targets from mortality reducton 
I meaure 
lorevised targets: (1)increase the national I of 

fixed facilities using OT asfirst line treatment I 
1 for diarrhea and rehydratoon from less than S in 
1 1982 to atleast 651 by1990 (2)increase I of the I 

population with access to appropriate treatment forl 
diarrhea from less than 201 in1982 to more than 

1 801 inproject zones by1990 (3)increase I of 
I acute cases tOat are treated correctly with OUT 
I from less than 201 in1992 to greater than 801 in 
I 	 project zones by 1990 

10)
 
loMaeo Yemo ORS center is focus oftreatment, 
I training in OUTtreatment 
loappropriate SSS recipe developed 
o frequent ruptures instock at antenna & zonal
 
I leels in 1988 
loOS production at LAPAKI 310,000 units in1983: 1 
1 602,880 in1987; Iproduction attemperature stand-
I still in1988 due to GOZ overdue balance I 
:osuply of ORS distributed in 1988 decreased 
o 198 4 additional OUT units established inurban 1 
I areas 
Iotraining inCDD treatment since '86:Mamo IYemo-

I 14courses, Bukavu 6 Lubumbashi-6 courses since '871 
loOR project evaluated effective case management at I 
I MamoYemoin1987 
1(2)
 
lodata on diarrhea cases seen/treated with 05 from I
 

quantity and stock ofvaccines adequate locost recovery for Oi part ofnational strategylo1984: 
 1
1(31 

loEPI objectives overly ambitious in relation to GOZ1(21 
4 resources 
;0Vaccine coverage static since '85 
lomeasles vaccine disrupted at central level in1984 

ioproblem with vaccine distribution at peripheral 

I levels 

10two of most important constraints toEPI 

activities: nor-payment ofsalaries and lack of 
supervision oue to insu(fhcient operating funds ­

(1988 evaluation 
lo no systematic foio.-L metnod for children who 

have had;ncomp.ete va:cine domes 
(4, 

c staqration Detweer '3-64corresponds to chan e in I staff due to GOZ's inability to paysalaries 

.oti:st two years of >l e lnvlevel comprehension ofthe causes of
',ac:natior.scneduit 
I from three years i 	 diarrhea andthe use ofOe 

varcination coverage; 

ie caendations decrease after switching from motile to fixed 


center vaccination strategy 
iorapid increase infirst years ofproram reflect 
I new immunizations as ellasdata collection on 
I infants already being immunized; more accessible 
I 	 zones have been all brought into orbit of PEV, 

leaving more difficult areas where coverage rates 
are likely to belover (1988 evaluation) 


lo1985 Cold Chain recommendations: need maintenance 

data sheet at central level: freeze indicators are 


lo731 ofambulatory cases treated with ORS in1988
 
113)
 
to701 reported cases treated with 097:target is801 1
 

1(4) 9 
1o1988 v.1984 hasp. cases/deaths: 1650/31 v. I 
I 8939/357 (43 hospitals reporting in'88.40 in'84)1 
l0in1988 reported deaths frog diarrheai disease I 
I decreased from 141 to21 of hospital intake in 
I Kinshasa 

1(1)
 

loMao Uemo is internationally recognized ORT 
1 training center - health workers from 12countries 
I trained there 
loproject aided inestablishing in-country 09S 
I production 
I 
1(3) 
o health personnel notfollowing ORT instructions; 

interruption instrck possible due to this proilem I 
success inproaotion of home SSsolution
o 'low 


o acceptance ofORT slower than expected
 
,oprogram impeded bylowlevels ofmotivation by
 

Whit did notvork?'o 1985:welldeveloped zones show high rates of 4o971 messaQes on OS communicated face-to-face: 
newer zones snow slight ' dfficult'to reach population target and obtain 

behavioral changes
 
1oantenna revolving funds forpurchase of OS were
 
I decapitahzed topaysalaries .n 1988 
Iono information on I increase fixed facilities usingl
 
i 	 09T:target isto improve from 51to 651 in'90 
10follow-up oftraining participants show major
 
1 impediment to implementation of training ofhead 
I nurses and the establishment of Oi corners in 
I hospitals isthe laceofmaterials (goblets, powls,I 

spoons) - 1988 

not often used, not mellunderstood; training in
 
14)
I 	use important 

10training, supervison, health education inputsiovAccine supplies should come from GOZ budget, as 


I 	 well asrecurrent costs to ensure sustainability I needed 
lo slow use of0S by '85 attributed to inadequate/10 implementation should De sioved to be compatible 
I 	 delayed health ed campaigns and reluctance of users) 

, with the GOZ'a ability to pay 


1 



ZAIRE: EVALUATION CONTENT FOR ACSI :CCD
 

Categories MALARIA TRAINING
 

Plans 1orevised targets: (1)Increase I of pop. with accessio no targets specified
 
Needs assessment, I toappropriate treatment foracute malaria from i
 
goals &objectivest ( 201 in1982 to) 801inproject zones by 1990 I
 
planned inputs, 1 (2)increase I ofpregnant women with access to I
 
expected outcomes I malaria chemoprophylaxis, from (201 in1982 to >8011
 

Inproject zones by1990 (3)increase the I of I
 
children receiving appropriate treatment foracute I
 

I malaria from ( 201 in '82 to ) 701 inproject zonesl
 
by 1990 (4)increase I of pregnant women using I
 
Malaria cheioprophylaxis from (51in'82to ) 651 1
 
inproject zones in1990
 

1oNational Policy and 5yrplan developed in1985 1
 

2(1)
 

OUTCOMES lonumber of clinics/hosp using national policy for 1(l)
 
(actual v.planned)l treatment of cases and use ofprophylaxis of o by 1986 100 senior level officers trained;
 
(1)Outputs I forpriority individuals has fallen -1987 I 174MCZ's trained; 1206 peripheral personnel
 
What was provided,lo began producing chloroquine locally in1985 lomore rerent information not available 
accomplished? Iovariability inpresumptive therapy toosing ofcqI o I of :sd nurses traii.td from 201inHaut:zn;_ 


lo1957surveillance data on cq resistance collected I Zaire to 601 inBas Zaire
 
(2)Quality I from 3 sites: results: continued rise inresistancel
 
How wellare new o 2 in-vivo cq sensitivity courses held in'86 I
 
system/skills 1oantimalarial druLsensitivity monitoring network I
 
used? I expanded
 

lotrained 30lab techs incq sensitivity testing('85)I
 
!3)Effects lo1985training oncq sensitivity monitoring held forl
 
Access i coverage I 45specialists from 4 countries
 
What are effects o labstaff from 8 zones trained intechniques of
 
on KAP oftarget I in-vivo testing forcqresistance in1986
 
Population? loDecision tree forMalaria treatment distributed inI
 

1988inresponse to 19e7 evaluation that Knowledge I
 
14)Impact I of national pohlcy ontreatment notstandardized atl
 
What is impact on I perupheral leve;
 
morbidity and 1o3Malaria druc sensitivity surveillance sites
 
mortality' I equipped inl187:4 more sites pianned
 

1(2)
 
;o1985survey of19,000 kids show 51 cases receive
 
I appropriate treatment
 
1odata on maiaria cases seen/treated with cq
 
i collected from 1985;bl caes treated with c^
 

113)
 
Io701 ofhospitals/outpatient facilities providing
 
I treatment in1987
 
lo391hosoitals/491 outpatient facilities providing
 
I malaria prophylanis in198?
 

1(4)
 
loMalaria cases, deaths in1988 dropped from elevatedl
 
I 1987 rates but data based on 751 reporting rate 
I from sentinel hospitals: (5cases/deaths: 

1988:7448/398; 1997:9,C74/535: 1984:9,682/203 

CONCLUSIONS 1(l) 

:) Institution- locost recovery ofc; part ofnational strategy 

alhzation: I 

To what degree 113, 

ides 0 suppcrt :oCCCD strategy notwidely accepted bydoctors ­
systems 1985evalat;on recomaencs research on topic 


lomalaria strategy delayed init-ally 

Proam !oaccess goals cnschedule by'85butnotincidence 

strengths redutio 


toprophylaxis forpreqnant women not widesoread 

;1 Problemss !owidespread reluctance to soend money on preventive 

rnstraints m late pre-natal consultations
medicine: 

Wrat factors Iosignificant increase inpediatric cases, deaths 

limited a:hev t since 1984,
despite decrease incases in1986 
ment oftargets' I and deaths in1988 

1o a study of ialaria prophylaxis inpregnancy dud not;subregional levels
 
'4)Lessons show an increase inborthweiht fcrchildren of 


learned i women taKIng maaria prophylaxis 
itat worked' 
w'at did notwork?114) 

o presumptive treatment must bestandardized, 

ecomendations I prophylactic treatment forpregnant women must 


I beencouraged until results conclusive (1987 
I evaluation, 

lodifficult to assess implementation - curative 

I treatment predates project; different sourcos of 

I chlorodqune available; variety ofanti-malaruals 

I used 


12)
 
1ofield staff atalllevels receiving good quality
 
I training, but too little of it
 
o training modules developed for MCZ course effective,
 
I high level of knowledge inthe field demonstrated
 
o technical training quality high; cold chain well
 

I maintained, vaccines well kept, instructions for 
1 sterilization, inoculations largely followed 
1(3) 
tosatellite training weak: decentralized system,
 
I zonal chiefs responsible- hampered byfinancing/
 
I lodging
 
1oproblem with distribution oftraining materials:
 

unavailable atmost health centers
 
lotraining capability islacking at regional/
 

toconfusion among PEV staff re:role intraining
 
I since '86 when FONAMES b-eh.overall coordinating I
 
I agency; training has been limited to ORT,
 
I cheeosensituvuty
 
loPEV has not adopted decentralized training in
 
I regions except inOPT
 
o data collection intraining not used for decision- I
 
I making
 
ioantenna chiefs anO regional coordinators have not
 
I received training astrainers orsupervisors
 
I
 
1(4)
 
lotraining plans should include clinical training
 
lomust conduct in-depth training needs analysis
 
loneed to strengthen training component
 
locoordination W/FONAMES critical
 
1oneed TOT forzone medical officers and nurse
 
I supervisors
 

http:traii.td


ZAIRE: EVALUATION CONTENT FOR ACSI-CCCD
 

Categories HEALTH EDUCATION 	 HIS
 

Plans tono wurkplans forMalaria/EPI programs I 
Needs assessment, loplans forCDD health Education made it '84 1ono targets stated for HIS 
goais & cbjectivesio conoucting n eas assessment to define health 
plann d inputs, I education ojectives; developing training and work 
expected outcomes I plans forvarious levels: 1988 

ill)
 

OUTCOME (1 Iosurveillance data on chloroquine ruistance
 
tactual v.planned)lo little progress towards targets I collected from 3 mites
 
(1)Outputs o lack ofplanning, structure, strategy at all 1opublish excellent epidemiology bulletin regularly; I 
What wasprovided,I levels loanti-malarial drug sensitivity study conducted in 
accomplshed? 


(2)QuaIhty 

How wellare new 

systems/skills 

used? 


(3)Effects 

Access 6 coverage 

What are effects 

on KAP oftarget 

pcpulation? 


(4 "spact 
What is impact on 
morbidity and 
Portality 

CONCLUSIONS 

11)Institution-

alization: 

Towhat degree 

does MOH support 

systems? 


P70F~ral 
s-ren.s 

V' oteee. 

csstral.nt 

WV1!f ctc:: 

s;me anieve-

ert , ar'nt 


.ejrr-: 

4-4t 


IoHealthCom representative inZaire works with PEY I 1986
 
1 

1(41 

1oimpact ofhealth ed efforts very low:not 

I less than 1/3 zones nave Village Health Agent; 

I few have memory ofmessages 


I 


I 

1(2)
 
iomaterials are ofhigh quality 


I(31o 

c .ffcul. tcreach rural parents die to Illiteracy 

andvariety ofdialects 


o tecnnical side ofPEV isfu:y operational, yet 

demand to,se.rvces Lytarget population remain% 

1ow,communication side isbarely functional 


, health education compnent iimited to display cf 

materials atheith fun-tions, revision of
 
tecnrical xateria~s
 

tocznstra:r.t: *e'ay :nreieuze ofCPF; departure *f !(3f 
1 weystaff menDer: tse set irn,-serv:ce tain:-.9 -vies outcome indicators Imorb/mort) forEP' 

bycl:ef; .a:, v musqe:ia. urt tecnnlca; ' ut not ORS, malariasupport 

toHIS does not monitor isplementationtqualitylimpact:l
 
i 	MUHS very costly- can be done under different
' 


D adltiona: 1Lnq-term or repeat snort-term TAcalled contract 
vOrxed:
forin19ES Evsuaticr. 


Wat didnotwor?1o CP:.rnea~tn ei snould tea pric:it 
:obudget oust be increaseo; current nudget reflects 

-evsmmerlatcns 1 lowpriority of Health Education component: goals 
ir.ether project areas willnotbeattainable 

iunless more resources putinto health education 

lomonitoring network expanded; 121reporting units inl 
I 1988 up from 90 reporting units in 1982 
locountry data are collected and analyzed in 
I standard way 
Ioinsupport ofnational campaign to eradicate polio,1
 
I 	standard case definition developed fordiffusion
 
I 	to reporting sites
 
1onew HIS software to be installed in1989
 
o system gives indication of progress, deficiencies
 
inimmunization coverage and to a lesser degree
 

I for ORT/CQ
 

t'2' 
toHIS allows for study of epidemsiolgy ofdiseases 

quality ofEPI info Isexcellent, OT/Chlorcquine 
data isnot as ood 

!cHIS generating large amounts of valuable program 
data
 

o 'ISrelating to EPI is well developed; information
 
flows from health center - zones - antenna -PEVeK
 

'oleader inuse ofmicros inHIS ofC:CD countries
 

'o	interventIon strategies based on HIS data, bit
 
can't be impiemented due to funding constraints
 

I
 
1(4)
 
to	personnel better trained at antennae level in
 

analysis of data than zone and health center level
 
personnel
 

http:csstral.nt


I 

(actual v.planned)lo study ofmalaria prophylaxis inpregnancy coa- I
 
(I)Outputs I pleted (198B) insupervision isone of PEV's major deficiencies; 
What wasprovidedlo completed series ofstudiev of severe malaria(1988)1 lnke to lack ofoperating funds;mupervision
 
accomplished? a performed in-vitro studies ofcq sensitivity with iskey to monitoring the qualitative aspects of
 

I University ofKinshasa physician (1988) t activities
 
(2)Quality Indeveloped instrument for KAP of malaria incollabo-lo transport: troubled by cost ofpetrol, distributiuni
 

:A: : EVALUATION CONTENT FOR ACSI-CCC?
 

Categories OR 


i 


Plans I 

Needs assessment, Iono targets set forOR 

goals & objectivesI
 
planned iatputs,I
 
expected outcomes I
 

OUTCOMES 1() 


How well are new I ration with PRICOR (1988) 
systems/skills Iodistributed PEV guide to OR (1988) 
used? (obegan case-control study ofpolio (1988) 

(3)Effects I 
Access & coverage I 
What are effects I 
on KAP oftarget I 
population? II 

(4)Impact 

What isimpact on 
morbidity and I 
mortality? 

CONCLUSIONS 

(I Institution- 1(2) 
alization: 'oO component well-thought out;properly focused on 
To what degree I on areas of maximum CCCD concern 
does MO support toobjectives (solution to problems inPEV's field 
systems' I interventions: traininq Zairian scientists to 

1 conduct scientific studies inORS) are valid; 
(21 Program progress being made 

strengths I 
s141 


,31Prohlems/ 'oshould establish formal relationship with PRICOR 

Constraints iotraining needed inestablishing research protocols
 
Wiat factors 

limited achieve-

went of targets? 


14)Lessons 

learned 


What worKed? 

What did not work?) 


Recommendations 


CROSS CUTTING COMMENTS (SUPERVISION,SUSTAINABILITY)
 

lo5 year plan developed in198 not realistic
 
I regarding funding
 

tSUPERVISION
 

1 of spare parts. 
Inpoor tratsportzpoor supervision/training 
Ioinsufficient per diem affects supervision 
I supervision carried out by central office
 
(oregional supervision variable
 
losupervision ofzones improved thru use of standard I
 
I supervisory forms andparticipation ofzonal 
I medical officers with PEV/CCCD teams 

ISUSTAINABILITY
 
I
 
l costs recovered through the sale of ORS and
 
I chloroqune
 
:omost health centers using cost-recovery schemes
 

ISUPERVISION
 
1(3)
 
tocondition ofvehicle fleet, lackof funds/
 
1 decapitalization ofrevolving funds resulted in
 
I very little peripheral level supervision in*88
 
1(4)
 
toreplace vehicles w/high running costs with bikes
 
I and motorcycles
 

need to incrase I of trained supervisors
 
Ioregional teams need well trained RD perteam to
 
I complete training/supervison duties
 

ISUSTAINABILITY
 
I)
 
Inintegration of CCCD activities good atzonal levelsi
 
I and below: less interation atcentral level 
 1 
I (responsibility ofFONARES) 
1(2) 
to1985 evaluation shoved that PEVactivities
 
I recovered some costs in9/13 zones visited
 
1(3)
 

Iopro~ect unlikely to be self-sufficient before 2000 1
1(41
 

IoUSAID should continue support to PEV but not
 
I substitute self forGOZ;noexpansion or nev
 
I recurrent costs should be assumed
 
(oneed OR into true cost ofORS production, and price) 
I sensitivity 
(o zones may have to pay for central PEV servicem as
 
I they become more self-sufficient
 
toneed to help zones with cost-recovery strategies
 
I(use of sales proceeds from ORS/ChlorDquine to pay
 

salaries sabatoges self-financing
 

I 



C 

ZAIRE: EVALUATION CONTENT FOR ACSI'CCCD
 

Categories 	 PROGRAM MANAGEMENT
 

Plans tono program management targets established
 
Needs assessment, I 
goals &objectivesi 
planned inputs, I 
expected outcomes I 

OUTCOMES IIl)
 
tactual v.planned)lo Division ofAdminstration and Finance reo:qanized.1
 
Il)Outputs : staff added, Linanc;a; system revised in1988 in
 
What was providedI accord with '9H8audit
 
accesphshed' toWHO provided software to aid computerization of
 

Slogiatics operations; UNICEF staff helping to
 
'ua:ity I adapt software
 

How well arenew IoSteering Committee weets twice yearly to review
 
systems/skills I past year'. operat ons and to plan coming year;
 
used' I broad issues Isctjsed, no formal subcnmmittee
 

I structure: no otner formal Donor Coordination
 
!3)Effects i mechanism
 
Access 6 coverage lomoratorium imposed on addition ofzones (above 206H
 
What are effects 

on KAPoftarget 

popuiat:on7
 

(4)impact 
What isimpact on
 
morbidity and
 
mortality.
 

,'c!ON5 

'],lnsittut:on-

3lizat~cn: 

To what deoree
 

systeso: 


'ZI 	 Proaram 

strenqtts 


'31 Problems/ 

Constraints 

What f;ctors 

limited achieve-

ent :ftaroets? 


,essons 

jearnes 


What worked? 


until 1989 un essGOZ meets financial oblications
 
(asper 1988 Evaluationi
 

,(2)
 

'6 project iswell-won:tored insubstance byAID/CDC; I 
room fo improvement :nstyle 

'o PEV understaffed due tolong-term training of staff
 
Io khc AID project backstops areCDC empioyees on
 

loan;impression that AD deters toCDC/A over
 
USAID missions inmatters ofproect management;
 
lackofclarity ofauthornt ofUSAID over CDC 

I employees 
Iocommunication between different agencies Ishectic 

andleads to misunderstandings 
loepudemtioloosts spend too much time on program 
I administration 
touse of PCV's unsatisfactory when functioninq as
 
I managers/trainers atregional level
 
toshortfalls inG0Z contributions undermines morale
 
I offield personnel thru nonpayment and/or delays in) 

Wtat did notwork?) salary payment, transportation and supervision, 
I training and health education efforts, regular 

Fecommendations I shipment of vital vaccinelort supplies from capitall 
I tofield: net effect isstagnation invaccination 
I tallies 
'odelay in computer order stalling computerization 
i ofcommodity inventory, nersonnel A payroll systemsI 
10procurement, stock management ofvaccines, Oi, CO 
i is not satisfactory
 

1(41 
10 ifGOZ doesn't make CCCD priority and increase 
; CCCD services should becontinued on as a relief 

prolect instead ofdeveiopment project
 
0o)EV staff should be trained inDudqetrg 
Ioneed formal evaluation ofPCVcontribution 
Iodiscuss need forpermanent US staff v.specialized I 
I short-term assmistance given maturity of project 
toAID/CDC/PEV-GOZ should meet together regularly 

I 



USAID 
Ray Love, Counsellor 

African Bureau 
Larry Saiers, Deputy Administrator 
Keith Sherpers, Director, Technical Resources 
William Trayfors, Assistant Director for Human Resources 

HPN/AFR 
Dr. Gary Merritt, Director 
James Shepard, Deputy Director 
Mr. Alan Getson, Program Development Officer 
Minnie Sebsibe-Wright, Office Development Planning 
Adrienne Allison, PVO Office 
Dr. Mary Anne Micka, Child Survival Specialist 
Ms. Myra Tucker, CCCD Project Manager 
Ms. Peggy Meites, Technical Assistant in Child Survival 

S&T 
Lloyd Feinberg, H/CDD 
Robert Clay, H/HEALTHCOM 
Stephen Lennox, H/Malaria 
Dr. Pamela Johnson, H/CS 
Ms. Norbe Jerome, N 
Ms. Ann Tinker, H/PHC 
Dr. Jeffery Harris, H/AIDS 
Marcia Townsend, S&T,P 
Carl Hemmer, S&T/P Commodity 
Annette Binnendijk, S&T PPC/CDIE/PPE 

Contractors 
Dr. Bert Hirschorn, REACH 
Dr. Jerry Rosenberg, REACH 
Logan Brenzel, REACH 
Andrew Arata, Vector Biology and Control 
Mark Rasmussen, HEALTHCOM 

UNICEF 
Dr. V. Ramalingwswami, Science Advisor to Director General 
Ms. Kathy Caretta, CDD Program Director 

WHO 
Dr. Michael Merson, Director of CDD and ARI Programme 
Dr. Ralph Henderson, Director of EPI 
Dr. Stuart Kinrma, Direcotr of Coordination 

World Bank 
Jean Louis Lamberay, Africa Section 



External Review Group 
Dr. Joe Davis, Director International Health Program Office, CDC 
Dr. William Foege, Executive Director, Carter Center 
Dr. Thomas Georges, Professor of Community Medicine, Howard University 
Robert Hogan, WHO 
Dr. Donald Hopkins, Global 2000, Carter Center 
Dr. Maitudilla, World Bank 
Dr. Keyes McManus, BIFAM 
Haven North 
Dr. Henry Mosely, Professor, Johns Hopkins School of Hygiene 
Dr. Samuel Ofuso, Primary Health Care Director, UNICEF 
Dr. Morris Schaeffer, University of North Carolina 

Carnegie Foundation 

Dr. A. Lucas 

CDC 

Dr. James 0. Mason, Director 
Mr. Billy Griggs, Associate Director for International Health 
Dr. Joe Davis, Director of International Health Program Office 
Mr. Andrew Agle, Direcator of CCCD Project, CDC 
Dr. Alan Hinman, Director of Immunization Program 
Dr. Stephen Thacker, Director of Epidemiology Program Office 
Dr. Ronald Waldman, Director, Technical Support Division, IHPO 
Dr. William Taylor, former, CCCD Epidemiologist 
Dr. Howard Ory, Director Information Resources 
Dr. J. Lyle Conrad, Director of Domestic Field Services 
Dr. Stanley Foster, Director, International Field Services 
Mr. Kathy Parker, Director, Health Education, CCCD 
Ms. Annie Taylor, Director, Training, CCCD 
Dr. Dennis Klaucke, former, International Epidemiology Field Training 
Mr. George Stroh, Statistician, Field Services 
Dr. Robert Kaiser, Director Division of Parasitic Diseases 
Dr. Carol Hogue, Director, Division of Reproductive Health 

Emory University 

Dr. J. Michael Lane, International Health Program, Div. Public Health 

Cote de Ivoire 

Charles DeBose, Regional Health Officer, USAID RETSO 

Nigeria 

US Government
 
Dr. Princeton Lyman, Ambassador
 
Mr. David Blakemore, Deputy Chief of Mission
 
Mr. Hank Merrill, AID Affairs Officer
 
Dr. Jerry Cashion, Special Projects Officer
 
Mr. John Lewis, CCCD Technical Officer
 
Dr. Jason Weisfeld, Epidemiologist, CCCD
 
Dr. Richard Sturgis, Family Health Services Project
 



Nigerian Federal Ministry of Health 
Professor 0. Ransome-Kuti, Minister 
Dr. A.O.O. Sorunge, Director, PHC 
Dr. Philomena Odunsi, National EPI/CDD Coordinator 
Mrs. Nancy Smith, CDD Surpervisor 
Dr. Gabi Williams, Director, International Health 
Dr. Funke Dokunmu, PHC Demonstration Centre 
Dr Kyode Oyegbite, PHC Demonstration Centre 
Mrs. Felicia Henshaw, Chief, Health Education 
Dr. Okon Ekenem, Chief, Malaria Unit 

International Oranizations
 
Mr. Revi Tuluhungwa, UNICEF
 
Dr. S.H. Drew-Graves, WHO
 

WHO Regional Office, Brazzaville, Congo 

Dr. M. Toure, Deputy Director 
Dr. D. Barakamfitiye, Programme Manager, Disease Prevention and 

Control
 
Dr. L. Botee, Regional Advisor, Epidemiology Training
 
Dr, L. Arevshatian, Regional Advisor, EPI
 
Dr. B. Dando, Regional Advisor, CDD 
Dr. Mambu Ma Disu, Regional Consultant, CDD 
Dr. D. Baudry, Consultant Tuberculosis 
Dr. F.K. Wurapa. Regional Advisor, Malaria 
Mrs. A. Konde, Regional Advisor, Health Manpower Management 

Kinshasa, Zaire 

US Government
 
Dennis Chandler, Director, USAID
 
Joe Goodwin, Deputy Director, USAID
 
Dr. Glenn Post, Director, HPN
 
Ms. Susan Furste, Project Officer, CCCD
 
Chris McDermott, Health DEvelopment Officer
 
Bill Martin, HPN
 
Beth Stanford, HPN
 
Rhonda Smith, HPN
 
Ms. Karen Wilkens, Technical Officer, CCCD/PEV
 
Dr. Andrew Vernon, Epidemiologist, CCCD/PEV
 
Dr. Robert Ryder, Director, SIDA
 

MOH 
Dr. Miaka-mia-Bilenge, Director, PEV 
Dr. Mutumbo wa Mutumbo. Coordinator, CDD 
Dr. Duale Sambe, SANRU 
Dr. Kalambay Kalula, SANRU 
Dr. Frank Baer, Project Manager, Basic Rural Health Program 
Chirwia Chirhamolekwa, Directeur, PSND 
Jane T. Bertrand, PSND 

School of Public Health 

Dr. William Bertrand
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