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AGENCY FOR INTERNATIONAL DEVELOPMENT
WASHINGTON, D.C. 20523

8/14/86

THIRD AMENDMENT

70 PROJECT AUTHORIZATION

Entities: Africa Regional
Sahel Regional

Project Names: Africa Child survival Initiative -
Combatting Childhood Communicable Diseases

Project Numbers: 698-0421
625-~-0967

1. Pursuant to Section 104 of the Foreign Assistance Act of
1961, as amended, the Combatting Childhood Communicable
Diseases Project for Africa was authorized on September 28,
1981 and was amended on August 2, 1982 and July 16, 1984, 1
hereby further amend the project authorization as follows:

a. The name of the project is changed to "Africa Child
Survival Initiative - Combatting Childhood Communicable
Diseases."

b. Paragraph 1 is amended by deleting "Sections 104 and
121" and substituting "Sections 104, 104(c)(2)B and 121°
and by substituting "$89,000,000" for "$47,000,000" both
times the latter appears. Funding authorized under the
project will be charged to the cited appropriation accounts
as follows:

Section 104: $74,473,000
Section 121: $ 527,000
Section 104(c)(2)B: $14,000,000

2. The authorization cited above remains in force except as
hereby amended.

Date: nk? 07, {,[l %kr C-waw ,&f\‘b\

Administrator

Clearances: As shown on the action memorandum

175780



AGENCY FOR INTERNATIONAL DEVELOPMENT
WASHINGTON. D.C. 20523

v
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ASSISTANE (, te 1 &40V
ADMINISTRATOR

AG 4 198¢
ACTION MEMORANDUM. FOR\'THE ADMINISTRAT .
THRU: A-AA/PPC; Mariin Y. Dagail/% ‘ ‘7‘ 4
FROM: A-AA/AFR, Al ve -

SUBJECT: Africa Child Survival Initiative - Combatting
Childhood Communicable Diseases (CCCD) project (698-0421)
Project Authorization Amendment

Problem:

You are requesfed to authorize an amendment to the CCCD Child
Survival project to:

(A) increase the funding level from 47 million dollars to
89 million dollars for a net increase of 42 million dollars, of
which 28 million dollars will be provided from the FAA Section
104 health account and 14 million dollars from the child
survival account, and

(B) extend the PACD of the project by 2 years from
September 30, 1989 to September 30, 1991 for a total term of 12
years, 5 months. An extension of the term beyond ten years
requires the Administrator's approval.

Background:

The planning phase of the project was initiated on May 3,

1979. On Sept. 28, 1981, you approved the Combatting Childhood
Communicable Diseases Child Survival project with a life of
project funding of $47,000,000. The project authorization has
been amended twice since that time. The first amendment was on
Dec. 19, 1983 in order to extend by one year the mandatory
evaluation clause contained in paragraph 7 of the project
authorization. The second amendment was on July 16, 1984 for
the purpose of authorizing the use of Sahel Development Program
funds by the CCCD project.

The CCCD Child Survival project is entirely a child survival
activity. Implementation has been highly successful during the
first 56 months of the project. After some initial delays in
reaching agreement with WHO/AFRO, regional components of the
project are now underway. Country specific activities are
operational in 12 African countries. The country-specific
activities have resulted in an average annual increase in
immunization coverage of 247 while ORT use in clinics has risen
from less than 207 of clinics utilizing ORT to more than 607 in
those countries covered by the CCCD Child Survival project.

Use of ORT for casés of acute dehydration has increased to

approximately 357%.
L1940
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Discussion:

This amendment will provide an additional $42,000,000 to extend
the project from FY 1989 to FY 1991 and expand to $89,000,000 -
the U.S. support to a multi-donor effort to improve child
survival activities in sub-Saharan Africa. The multi-donor
Child Survival program in Africa now has coverage in virtually
all countries, however in some it does not have both
immunization and ORT services.

Besides the U.S., major donors are UNICEF, WHO and Italy; the
U.K., France, Canada and Germany also provide less assistance.
The centerpiece of U.S. support is A.I.D.'s Combatting
Childhood Communicable Diseases (CCCD) Child Survival project
currently active in twelve countries, with planned expansion to
two more. The CCCD Child Survival effort focuses on
immunization, ORT and malaria treatment along with lesser
emphasis on child spacing and nutrition. This project, taken
together with other AID bilateral and central activities,
assists child survival to some degree in 23 countries. UNICEF
is working in 43 sub-Saharan African countries.

The multi-donor child survival effort has a target population
ultimately encompassing all of sub-Saharan Africa. The
specific target groups are pregnant women, infants and children
under the age of five years.

The purpose of the CCCD Child Survival Project is to increase
the ability of African governmeats to:

- control measles, polio, tuberculocis, diptheria,
pertussis and tetanus (through enhancing their capacities
to develop and administer immunization programs)

- provide simple and effective treatment for the control of
diarrheal disease and

- provide simple and effective treatment of fevers for
malaria and antimalarial chemoprophylaxis for pregnant
women.

The CCCD Child Survival will:

A) increase immunization coverage to 80% in the 14
countries which receive AID support under the project and,
through the regional support component of the project together
with the assistance of other bilateral and multilateral donors,
assist other African countries achieve comparable levels of
immunization coverage;
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B) increase to 607 the coverage of treatment of acute
diarrheal disease and treatment of fevers for malaria in the 14
countries which receive AID support under this project;

C) through the regional support component of the
project, increase to comparable levels ORT coverage in &4 other
countries receiving A.I.D. bilateral support and one country
receiving ORT support from British ODA.

At the current time the average immunization coverage level in
Africa is about 357 of children having received measles
immunization by age 2, and the average utilization of ORT is
about 20%. These rates are up considerably from the 5-10%
level experienced at the beginning of the project. By the end
of the project, it is expected that average infant mortality
rates will decrease to 90/1000 live births from the current
average levels of 120/1000 live births.

The Africa Bureau rationale for extending through FY 91 and
providing $42 million in additiomal funds to the CCCD Child
Survival project are:

A) successful implementation experience during the first 56
months of the project which provides confidence the expanded
objectives can be inet;

B) Congressional guidance to the Agency regarding plans for
assisting governments receiving devalopment assistance to
attain 807 immunization coverage by December 31, 1990 and the
Agency's Child Survival Strategy which accords high priority to
programs which promote immunizations and ORT on a nationwide
scale; and

C) favorable evaluations, audits and reviews that indicate the
project is on track and performing well. Project evaluations in
1985 and 1986 recommended extension and expansion of the '
proiect.

The CCCD Child Survival project is structured to mandate
participating countries to assume increasing responsibility for
nroject costs throughout the life of the project. Given the
present African economic situation, participating countries
have not been able to assume all the financial obligations
required by the project:. However, studies indicate that
program costs can be recovered and sustained by participating
African governments. Project-initiated activities will be
monitored after the project completion date to evaluate success
and sustainability.



This amendment will provide:

$11.6 million
$13.3 million
$ 1.8 million

$14.3 million
$ 1.0 million

TOTAL: $42 million

to carry project activities to
September 30, 1989 in 12 countries

to extend LOP two years for 12
countries

to strengthen health education and
nutricion-related ORT activities

to add s 13th country (Nigeria)

to support to WHO/AFRO for African
Immunization Year

Illustrative Financial Summary:

Health information systemns

Regional Support Activities LOP Funding
Project design .7
Technical assistance and supervision 22.9
Training 7.8

1.9
1.0

Operations research

Cduntry Specific Activities

Technical assistance 26.6
Commodities and Local Costs 25.3
Evaluation 1.3
Subtotal 87.5
Contingency 1.2
Total 89.0
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The increased funding for the project is proposed to come from
the Health ($28,000,000) and the Child Survival Fund ;
($14,000,000) accounts. The Africa Bureau has budgeted funds
in sufficient amounts in its FY 86 CP and FY 88 ABS )
submission. Funding required for the CCCD Child Survival
project can be sustained given projected Africa Bureau budget
reductions of 127 in FY 87 and 207 in FY 88. This level of
funding is not expected to seriously impact on the availability
of health funding for bilateral health projects, but it does
focus the regional health project portfolio of the African
Bureau rather exclusively on child survival issues through -
FY 90 according to the current budget projections and

expected Africa Bureau allocations between regional and
bilateral portfolios.

The participation of Gray amendment organizations in activities
under this amendment will be encouraged to the maximum extent
possible. To this end and where appropriate, the standard
language pertaining to the solicitation documents in the RFP
and the CBD will be applied as noted in Attachment C.

Findings

On the basis of the analysis contained in the Project Paper
Amendment, the Director of AFR/TR has concluded that the
project is technically, socio-economically and financially
sound. The intent and requirements of section 611(a) of the
FAA have been met.

The African Bureau Environmental officer concurs with the

findings of the Director AFR/TR that this Project continues to
meet the criteria for Categorical Exclusion from environmental
review in accordance with Section 216.2(c) (2) (VIII) of the FAA.

This is a regional activity, and as such, human rights issues
are ccnsidered at the time bilateral agreements are made with
individual countries.

Congressional Notification

Congress was apprised of AID's intent to extend two years and
provide $42,000,000 additional funding for the CCCD project on
June 13, 1986. The CN expired without objection.



Recommendation:

e

That you (1) sign below to extend the project

completion date to September 30, 1991, and (2) sign the
attached authorization amendment to increase life-of-project -
funding from $47,000,000 to $89,000,000 (an increase of

$42,000,000).

Attachments.

Attachment A
Attachment B
Attachment C

1

S -
Approved -/ W 't e s

Disapproved

Date T

Project amendment
IIE and Project Checklist
Gray Amendment Guidance

AFR/TR/HPN:DEckerson:cwo:07/31/86:X78105:N22030

Clearances:

« GC:HFry

AFR/TR:KSherper
AFR/PD/CCWAP :HHelman
AFR/DP:JGovan
AFR/CONT:TRattan
AFR/TR/HPN:GVanderVlugt
AFR/TR/PRO:JWood

: Date

Drait Date 7/30/85
Dratrt Date 7729786
Draft Date 7/30/86
Draft Date 8/10/%6
Draft Date 7730786
Draft Date




AFRICA CHILD SURVIVAL INITIATIVE

COMBATTING CHILDHOOD COMMUNICABLE DISEASES PROJECT
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EXECUTIVE SUMMARY

The Combatting Childhood Communicable Disease project amendment is’
proposed in view of the following:

-The project has been successful to date -~- it is generally on

track and there is good evidence that it can accomplish the relatively
ambitious goals and objectives established,

~The Congressional directive for the development of a plan to
achieve 80 percent immunization coverage in those countries to which AID
provides development assistance and the provisions of additional funds
for child survival programs in FY 85 and 86.

-The Administrator's child survival strateqy which directs the
development of child survival programs targeting both ORT and
immunizations, programs of national scope, programs which concentrate on
issues of recurrent costs, national sustainability and private sector
involvement and which specifies eight countries in Africa to which
support is to be provided.

-The recommendation of the Third and Fourth Year CCCD
evaluations that the project should expand in terms of length of project
and countries covered. The original recommendation was to expand to 16
countries, but with the selection of Nigeria, project management does not
feel that further expansion beyond 14 countries would be prudent.

In terms of progress to date, the CCCD project has produced the following
results:

Immunization coverage in CCCD project country operational areas
is increasing an average 14 percent annually.

Utilization of ORT in hospitals for cases of acute dehydration

in project operational areas has increased by approximately 37 percent,
(six countvries).

This amendment will provide an additional $42,000,000 to extend the
project for two years to FY 1991 and expand to $89,000,000 the U.S.
support to a multi-donor effort to improve child survival activities in
sub-Saharan Africa. The purpose of the CCCD project is to increase the
ability of African governments to:

- control measles, polio, tuberculosis, diphtheria, pertussis and
tetanus (through enhancing their capacities to develop and
administer immunization programs)

- provide simple and effective treatment for the control of
diarrheal disease and

- - provide simple and effective treatment of fevers for malaria and
antimalarial chemoprophylaxis for pregnant women,



The multi-donor effort has a target area of ultimately all of sub-Saharan
Africa. The target population is pregnant women, infants and children
less than the age of five years. With this amendment to the CCCD
program, project activities will extend to Nigeria and one other country,
increasing the project's coverage to 14 sub-saharan countries. By project
end, the under five population in CCCD countries will total more than 42
mllllon children,

The goal of the CCCD project is to:

A) increase immunization coverage to 80% in the 14 countries
which receive AID support under the CCCD project,

B) increase to 60% the coverage of treatment of acute diarrheal
disease and treatment of fevers for malaria in facilities of the
14 countries which receive AID support under the CCCD project.

As a result of the CCCD project effort to control immunizable diseases,

diarrhea and malaria, it is expected that in CCCD-assisted countries
major outputs will be:

l. A 50% reduction in disease specific mortality rates for
measles, neonatal tetanuys, pertussis, diarrhea disease and
nalaria in the age group 0-5

2. A reduction by 50% of disability from peclio

3. An overall reduction in infant and child nortality by 25%
which would decrease average mortality rates to 90/1000 live
births from the current average levels of 120/1000 live births
in CCCD-assisted countries.

Financial Summary:

OBLIGATIONS
Regional Support Activities FYB1-85 LOP
Project design o7 o7
Technical assistance and supervision 6.4 22.9
Training 1.6 7.8
Health infcrmation systems .7 1.9
Operations research .3 1.0
Country Specific Activities
Technical assistance 7.0 26.6
Commodities and Local Costs 13.0 25.3
Evaluation «3 1.3
Subtotal o 30.0 87.5
Contingency. 1.5

Total 30.0 89.0



The increased funding for the project is proposed to come from the Health
($28,000,000) and the Child Survival Fund ($14,000,000) accounts. The
African Bureau has budgeted funds in sufficient amounts in its FY86 CP
and FY87 ABS submission. This level of funding for the CCCD project is
not expected to seriously impact on the availability of health funding
for bilateral health projects but it does focus the regional health
project portfolio ¢f the African Bureau rather exclusively on child
survival issues through FY90 according to the current budget projections
and expected Africa Bureau allocations between regional and bilateral
portfolios,

II. REVISED PROJECT DESCRIPTION

A. Revised Objectives for the CCCD Project Extensior

The objectives of the project revision are more specific than was
possible to state at the beginning of “he project in 198l. They are

described in narrative form here and in tabular form in the revised
logical framework matrix.

The goal of the project is to reduce mortality caused by vaccine
preventable diseases, diarrheal disease and malaria by 50% in those
countries served by the CCCD project with a subsequent reduction of 25%
in age 0-5 mortality in those countries. This represents a reduction in
the infant mortality rate from an average level of 120 tc an average
level of 90.

The project purpose remains to strengthen the African's ability to
control, manage and reduce mortality from vaccine preventable diseases,
acute dehydrating diarrhea and malaria. The targets are i) that 803 of
the target population in AID supported countries will be immunized by
December 31, 1990, ii) that 60% of cases of acute Ievers in infants and
children will be treated with appropriate antimalarials within 48 hours
of onset of symptoms, and iii) that 60 of cases of dehydration
associated with diarrhea which present for treatment at health facilities
and 40% of cases which receive care at home will be adequately treated
within 48 hours of onset of symptoms.

The revision of objectives and targets in this project involves
significant increases above the objectives stated in the project paper.
The rationale for the increase in the case of immunizations is directly
responsive to the congressional directive to plan for 80% immunization
coverage levels in those countries receiving development assistance and,
in the case of ORT and malaria treatment, the result of confidence gained
from successful implementation experience to date.

The number of infants and children to be covered by the revision is also
considerably in excess of the numbers covered under the original project
paper. (300%). This is due to the analysis of those countries receiving
assistance from other CDA donors and the resultant identification of
those countries which will not receive sufticient amounts of other donor
assistance to achieve A.I.D.s-child survival goals. Nigeria was

identified as the highest priority for additional A.I.D. Child Survival
support in Africa.



Output and input levels also increase commensurately as are specxfled in
the logical framework matrix.

B. Project Scope and Implementation e

The change incorporated in this Amendment is a substantive increase in
the magnitude of outputs and a two year extension of the project
assistance completion date. The Amendment is made as a result of: a)
the successful implementation experierice of the first 56 months of the
CCCD project, b) the finding of the Third and Fourth Year Evaluations
that if certain administrative modifications are made, current staff
would be abl~ to manage a project with a scope of 16 countries rather
than the 12 country project which can be undertaken with the present LOP
budget (see implementation arrangements), c¢) the greater than expected
congressional and A.I.D. interest in supporting child survival act1v1t1es
in African countries as documented in amendments to the FAA, A.I.D.

Child Ssurvival Strategy, A.I.D.'s Immunization Strategy, A.I.D.'s draft
strategy on ORT., A.I.D.'s draft strategy on nutrition, and d4) a
reevaluation of expected CDA donor support to African countries and
A.I.D.'s guidance on donor coordination. The two year extension is
required to.carry to completion a new country-specific activity expected
to begin in FY86 in Nigeria and to extend support in some 4-6 countries
already underway through December 30, 1990.

C. Project Components And Progress To Date

The project will continue all components incorporated in the original

project paper. The components have become more discretely defined during
the first 56 montns of the prcject and are briefly described here,

1) Project Components

The CCCD Project is comprised of an interrelated set of activities which
are designed to achieve Africa-wide and country-specific child survival
objectives of reduced mortality and disability from vaccine preventable
diseases, acute dehydrating diarrhea and malaria. The discrete
activities included at the country-specific level are: 1) general
technical assistance provided by resident and TDY advisors as required,
2) the development of a national institutional capacity to undertake
ongoing training required to sustain child survival activities of an
acceptable quality and in the quantity required tc meet project
objectives. Almost invariably, tnis is accomplished by relatively minor
modifications to existing training institutional capacity and does not
require sizeable developmental etforts, 3) the development of a national
institutional capacity sufficient to design and manage large scale
integrated health and ORT-related nutriticon education efforts. This is
frequently the most difficult and rescource intensive institutional
development component of the CCCD Project. It requires basic
reorientation of existing national institutions, equipment, supplies and



large quantities of technical assistance, 4) the development of a health
information system capable of providing timely information on national
immunization, ORT and Malaria treatmeni activities of a quality
sufficient for informed program management. It is a difficult task to
design and reach agreement with all parties on the content of a national
health information system. The difficulty of that task does not imply
the need for major assistance or expenses of the type ordinarily thought
of as necessary for development of national institutions. Existing
health information institutions are norwmally more than adequate for the
purposes of implementing CCCD health information system components, 5)
commodities-vehicles, cold chain equipment, vaccination equipment,
vaccines, ORS, antiwmalarials, health education equipment and health
information systems equipment, and 6) local cousts in relatively small
amounts for training, fuel and other transportation. '

In addition to country specific activities, the project also undertakes
certain support activities at a multi-country regional ievel. They are
selected on the basis of activities which can be undertaken more
efficiently on a multi-country basis than country by countryv. The
principal regional activities are training of certain personnel
categories including epidemiologists; senior level program managers, cold
chain repair technicians, national health education managers and
technicians for identification of chloroquine resistant malaria. Other
activities funded on a regional basis are regional ORT Demonstration
Centers, the publication of a quarterly child survival information
bulletin and operations research. Since the major portion of regional
activities are implemented under the auspices of WHO/AFRO no large scale
institutional development is contemplaced on a regional basis,

The third and by far the smallest component of the CCCD project was for
the provision of relatively small amounts of commodity assistance to
non-CCCD bilaterally supported countries. It was management's incention
to minimize to the extent possible this component of the project and that
has been accomplished. The only activity carried out under cthis
component has been the distribution of approximately three million doses
of measles vaccine to non-CCCD bilateral countries at a cost of
approximately 300,000 U.S. dollars.

While population activities are not included specifically among its
project components, CCCD will work closely with African governments and
interested agencies to strengthen the integration of chilé spacing
counseling and services in broader maternal and child health services and
child survival programs, (The proposed CCCD project in Nigeria has bpeen
designed specifically to compliment and work synergistically with
AID-supported population projects).

2) Progress To Date

A summary of accomplishments to date, management and project and
recurrent costs is presented below.

a) General Progress

Project agreements have been signed with 12 countries, the target
originally established for the end of FY 85. Project activities in



immunizations and in oral rehydration therapy are currently underway in
nine of the countries, and malaria treatment in six countries. #or each
country provided assistance by the CCCD-project the major components of
assistance, beyond general technical assistance, are for training of
personnel, health education, health information systems and operations
research, Training activities have begun in seven countries and have
already gone through several cycles in Zaire and Togo., Expanded health
education activities are underway in six of the countries.

The 1985 annual report is attached as Annex 1. The following information
has been extracted from this report and CCCD country specific documents.

b) Progress In Achieving Objectives

Zaire is the only country to have completed three years of CCCD
assistance by December 31, 1985. During that period the project has
supported the increase in the portion of the country with access to child
survival services from 21% to 60%. 1In that same time, measles
immunization coverage has increased from 23% to 40% and children
receiving the first dose of DPT vaccine from 36% to 62%. This represents
an average annual increase of 24% above prior year levels. The use of
ORT has also markedly expanded from 25% of hospitals and clinics to
currently 83% of hospitals and 60% 3¢ clinics utilize ORT,

In the two countries where activity has been underway for more than two
years, Liberia and Togo, the number of immunizations provided has more
than doubled in two years. 1In Liberia, this is reflected in an increase
in measles vaccine covecage in children less than age one from 7% in 1982
to 40% in 1985 and from 17% to 30% for receipt of first DPT vaccine. 1In
Togo, in the appreximately 45% of the country covered by the CCCD project
immunization coverage has gone from 3% for measles vaccine to
approximately 25% with similar findings for DPT immunization, This
represents more than a 100% increase annually in immunization coverage in
these two countries which must be judged against the extremely low
initial levels. 1In Togo use of ORT in hospitals and clinics has
increased from less than 10% of such facilities utilizing ORT in 1983 to
90% of facilities currently utilizing ORT. 1In Togo, the CCCD project has
been the critical factor in establishment of a national malaria treatment
policy which was promptly implemented on a nationwide basis and resulted
in a marked expansion of chemoprophylaxis of pregnant women and improved
treatment regimens at lower cost for infants and children.

No significant progress in ORT or malaria treatment has been made in
Liberia.

Six countries had more than one year but less than two years experience
with the CCCD project by December 31, 1985. They were CAR, Congdo,
Lesotho, Swaziland, Malawi and Rwanda. The results of national level
CCCD activities in these countries were not uniform. Tables 1 through 6

illustrate these countries' progress in the three interventions as well
as in Zaire, Liberia and Togo.

Immunization coverage has increased annually an average of 14% and use of
ORT in hospitals an average of 37% in eight CCCD countries. The
diffusion of ORT technology has been extremely rapid in Malawi with CCCD
project assistance and in Swaziland with support in part by CCCD project
funding but under the leadership of the Mass Media and Health Practices
Project. Virtually all facilities now use ORT in a technically




appropriate fashion. An even more impressive result of the increased use
of ORT had occurred in Lesotho where very high case-fatality rates from
diarrheal disease have been reduced by a carefully designed Diarrheal
Disease Control program, '

In malaria, the CCCD project has provided continent wide leadership in
the area of development of malaria treatment policies and plans in the
face of increasing resistance of Plasmodium falciparum to chloroquine.
It is not an overstatement to claim that the CCCD project is responsible
for the first positive action by a bilateral or multilateral donor to
systematically improve the treatment of malaria -- possibly the largest
killer of children in Africa.

For the eight countries where reports ar'e available through Decemkber 31,
1985, measles vaccination coverage rates have increased above beginning
project levels by 42%. If these rates of increases can be maintained,
these eight countries will achieve an average rate of measles
immunization above the 80% level by December 31, 1990. It must be
pointed out that progress beyond the current level of about 40% average
coverade wWill be more difficult to achieve than was progress Lo date.

The use of ORT in most clinics and hospital facilities has markedly
increased above the previously very low levels and there is also early
data which indicates upwards of 30% of cases of acute diarrhea now
receive home or facility based ORT, (Table 4). It is reasonable to
predict that by the completion of the CCCD project that the use of ORT in
cases of dehydration due to diarrhea will reach a level between 60 and
80% and that virtually all health facilities will have initiated its use,.

c) Progress In Implementing Program Components

The CCCD project concentrates on four standard support components in
addition to general technical assistance. They are training, health
education, health information systems and operations research.

i} Training - Several types of inter-country training were proposed to
be carried out under the CCCD project. The types of training which were
to be done on an inter-country basis were in specialized areas where the
training requirements of individual countries were not large enough to
justify training in each country.

In January 1985, a Grant Agreement was signed with WHO/AFRO which
supports inter-country training in the several areas over 4 years. Prior
to the establishment of the Grant Agreement with WHO/AFRC only two
inter-country training activities had been undertaken, one course in
Liberia and one course in Lesotho. Both courses were middle level
management training for CCCD project implementation. The implementation
of those two courses served both to improve the training materials and to
demonstrate that the assistance of WHO/AFRO was absolutely essential in
order to carry out inter-country training in the amounts thought
necessary. The current Grant Agreement with WHO/AFRO was initiated about

2 1/2 years later than originally expected due to intractable dlfferences_

of opinion pbetween AID and WHO/AFRO regarding proJject management issues.

The current agreement does concentrate more on management related

training then was originally anticipated due to the increasing

recognition of the extent of problems imposed by weak management
infrastructure and increasing confidence that appropriately targeted



training and technical assistance may bring about an amelioration of some
of the management problems. 1In 1985, courses were carried out for
training EPI and CPD program managers, refrigerator repair technicians,
epidemiologists and a regional ORT training center was established in
Kinshasa, A total of 9 inter-country training courses have been -
completed training approximately 200 individuals,

Training activities were broadened considerably throughout the project
during CY 1985, (Table 7). Coordination of training activities and
development of generic training materials were provided by the staff of
the Training and Development Branch, International Health Program Office,

CDC, Atlanta. A wide range of national training act1V1t1es were
implemented in prOJect countries,

Atlanta-based training activities continued to focus on the development
of generic Mid-Level Manager training materials. Fi«.ld testing of the
English version was completed at the Swaziland course in February 1985,
A contractor was engaded during the spring to produce draft French
materials which were field-tested in the Congo .and Rwanda with the
assistance of two experienced training consultants, In mid-1985 a
graphic artist was nired to develop camera-ready graphic materials,

Other major Atlanta-based activities included:

- Supported national Mid-Level Manager training courses in Swazilang,
Liberia, Congo and Rwanda through the provision of training materials,
supplies, facilitators and consultants,

- Provided a health education consultant for the Likeria Mid-Level
Maaager training course which resulted in the development of a module on
community Health Education.

- Provided a training consultant to Malawi who adapted modules on
Immunization and Treatment of Diarrhoea as well as developing a new
module on Nutrition and Growth Monitoring,

- Field-tested a methodology for the evaluation of Mid-Level Manager
training courses in Malawi.

-— Planned and assisted with the implementation of the Second
Consultative Meeting held in conjunction with an AID-sponsored African
Regional Conference on Oral Rehydration Therapy.

- Provided technical assistance to the Peace Corps for review of
training materials being developed for volunteers involved in
CCCD-related assignments.,

1ii) Health Education - In contrast to the progress made in the CCCD
bilateral projects (Table 8), the regional health education component has
languished. This activity is for in-service training of senior level
health educators to provide them the requisite skills to manage
nationwide integrated public information/health education programs
focussed on child survival initiatives in African countries. The
‘regional health education component is the only unequivocal management
failure of the CCCD project to date. Exclusively due to poor advice,
faculty decision making and inabilities to work through what should be

17 s
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routine administrative procedures, the regional health education
component has not yet begun, but is expected to do so in the near future
with a grant agreement to the University of Ibadan managed by CDC.

The difficulties in implementing the regional health education component
led to increased emphasis being placed on health education at the country
level in the CCCD bilateral projects. The 1983 external evaluation
recommended de-emphasizing this regional component and concentrating on
country specific activities. The experience to date shows that combining
traditional face-to-face health education and mass media health
communications is the most effective way of creating and maintaining
public demand for health services., The experience in Swaziland, where
this combination is being used, has led to increased collaboration with
the S&T Bureau project HEALTHCOM,

The PASA with Peace Corps has provided CCCD countries additional support
in the areas of health education/promotion, training and supervision, as
well as formulation of healtnh education strategies at the national
level. It is quite evident by program review reports that Peace Corps
Volunteers nave been a success in strengthening service delivery.
Evaluation to confirm this success is currently being performed. The
number of Peace Corps Volunteers assigned to the project are as follows:

Peace Corps Volunteeis assigned to CCCD Programs
by countrv as of April 1986

In the field Requested for '85-'87
Cer.tral African Republic 1
Le.sotho ' 1
Liperia 5 6
Malawi 3 1
Togo 4 6
Zaire 43 20

ii) Health Information Systems (HIS) covers a wide variety of data on
health status, disease occurrence and health program activities. 1In
general, the status of HIS in Africa both in individual countries and at
a regional level (WHO/AFRO) is less well developed than in any other
continent in the world. Health information that is vital to the
planning, exécution and monitoring of priority child survival activities
is generally either not available or extremely flawed by long delays,
incomplete data and inaccuracies. The CCCD project is supporting a
multi-pronged program of HIS improvement both in CCCD bilateral countries
and in collaboration with WHO/AFRO. The purpose of these interventions
is to assure improved timeliness, completeness and accuracy of health
information essential for the management of health programs., This will
be accomplished by adaptation of existing disease surveillance and
program monitoring procedures and institutionalized through the creation
of improved data management capabilities by use of microcomputer
technology and training of appropriate Ministry of Health staff in their
use. The results will be the availability of more reliable baseline data
on health status and program performance and the creaktion cf a system to

routinely collect such data and monitor the progress of priority child
survival programs.
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The specific HIS activities in bilateral countries include:
(a) Management Information System (MIS)

Starting with CY 1985, each bilateral CCCD country is producing an’ annual
report which focuses on the most pertinent indicators of program
development and is based on the utilization of microcomputer -graphic
capabilities to display data in a easy to understand format. The new MIS
format of annual reports compares the most recent values of selected
program indicators with previous years since 1980. The annual reports
are developed by CCCD program staff in-country and will provide clear
documentation of the progress in program implementation. During CY 1986
IHPO/CDC is developing computer software that will facilitate the entry
of data for tables and the automatic generation of graphs. The data from
the individual country MIS calendar year reports will be pooled to create
a database with high priority prcgram indicators of child survival
activities in the CCCD bilateral countries. This should be available
on-line in FY 87.

(b) HIS Improvements

Through use of CDC Atlanta staff, CCCD Field Epidemiologists and
consultants (particularly from the U.S. Bureau of the Census), the CCCD
program is reviewing HIS procedures in countries with bilateral CCCD
projects. These reviews focus on the procedures for data analysis,
utilization and dissemination of data through periodic feedback bulletins
to health staff. A particular focus of CCCD/HIS consultations has been
on the utilization of microcomputer technoloqgy to reduce the amount of
time required for data entry and analysis (one of the major sources of
delays in data availability) and appropriate training of health staff in
HIS procedures. In each bilateral CCCD country a plan for HIS
improvement has been developed.

It is vitally important to measure the use of CCCD recommended
interventions (childhood immunizations, appropriate treatment of diarrhea
and malaria) in the community. The CCCD project is developing a
standardized health practices survey based on the WHO EPI vaccination
coverage survey. The first health practices survey was carried out in
Guinea in June 1986. The U.S. Bureau of the Census is collaborating to
develop training materials and survey manuals so that this survey can be
carried out in additional countries. 1In collaboration with the Bureau of
the Census, a simplified "user-friendly" software program for data entry
of the results oof the household-based health practices survey is being
developed.

(c) Health Facility Surveys

Practices of health workers in health facilities are important in the
implementation of the CCCD program. The CCCD project is developing
procedures which can be used during routine supervisory visits to assess
health worker practices in relation to immunizations, treatment of
diarrhea and treatment of malaria. The objective is to obtain simple
indicators of the compliance with recommendations for CCCD/child survival
practices. These health facility .surveys have been field tested in

Guinea and Zzaire.
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The CCCD project has been carrying out field tests of methods to evaluate
changes in mortality in relationship with the use of CCCD services
(vaccination, oral rehydration therapy, and malaria treatment). The
Mortality and Use of Health Services (MUHS) surveys were carried out in
1984 in subnational areas of Liberia, Togo and Zaire. Estimates of child
mortality rates (deaths per year per 1000 children 0-4 years old) varied
considerably: Liberia 96.8, Togo 19.4, Zaire 27.1. Based on review of
these initial MUHS surveys by outside experts in demography, health
education and epidemiology follow-up "re-interview® surveys were carried
out in all three countries., These re-interview surveys involved
re-contacting and re-interviewing 20% of the women interviewed in the
original MUHS surveys. These re-interview surveys were completed in 1985
and showed considerably higher estimated mortality rates., Experience
with the MUHS surveys indicates that mortality surveys cannot be
routinely carried out or institutionalized in developing countries in
Africa. The CCCD project will carry out additional follow-up surveys in

the original MUHS areas when program implementation indicators reach a
high enough level,

On a regional basis, the CCCD strategy for impreving health information
available has been to collaborate with WHO/AFRO. Because of delays in
£he establishment of the WHO/AFRO CCCD grant agreement until its signing
in January 1985, the development of HIS activities with WHO/AFRO has not
developed as rapidly as desired. The specific activities are:

(1) Epidemiologic bulletin - The CDC and the CCCD WHO/AFRO grant
agreement will collaborate to help WHO/AFRO tegin the publication of an
epidemiologic bulletin in FY 1987. This bulletin will be modeled on the
CDC MMWR and the WHO Weekly Epidemiologic Report. It will initially be
published quarterly and will provide countries and program managers with
up-to-date information on the occurence of disease and development of
programs. It should be an extremely important stimulus to improved
reporting to WHO/AFRO and program development.

(2) HIS improvement - To date, WHO/AFRO has not submitted specific
proposals for HIS activities under the CCCD/AFRO grant agreement. It is
hoped that the types of development of HIS in bilateral CCCD programs can
be more widely implemented through the WHO/AFRO CCCD grant agreement.
This will provide strengthened, institutionalized national systems to
monitor healtn program performance on an on-going basis, including annual
sample surveys (simplified, 30 cluster WHO model) to validate
surveillance and service delivery statistics.

iv) Operations Research - The operations research component of the CCCD
project began promptly and is approximately on schedule. To date 33
projects have been funded and 9 have been completed, (Table 9). The
third year CCCD project evaluation acknowledged the excellent performance
of the CCCD project's operations research component and suggested two
modifications to current activities. The first is to focus operational
research on the needs of CCCD bilateral projects for problem resolution
and the second is the need to lower the investment of field staff time in
operations research project management. The fourth year evaluation
further specified that operations research should be performed almost
exclusively at the .country specific level with perhaps a small regional

operational research portfolio managed by WHO/AFRO.

There have been some unexpected achievements. Two of the most important

ones are in the area of policy dialogue. The first of these is that when /_

I
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the project began there was a desire, with little expectation of results,
to encourage governments to consider alternative financing systems to the
current free provision of public health services. Surprisingly, project
personnel have been able to convince governments of most of the project
countries to seriously consider fee-for-service systems. They havé been
established in Zaire and Liberia and are currently under active
consideration in most other countries. The second area is that of impact
on health sector management. Both the second year and third year
evaluations underscored the importance of provision of assistance to this
ubiquitous problem area. Project management was able to include this
area as a major emphasis in the Grant Agreement with WHO/AFRO and in the
summer of 1985 began to make more consultant assistance available to
country-specific activities . The third area is in the measurement of
mortality trends. With rather modest amounts of project resources it has
been possible to document infant and childhood mortality levels in three
of the CCCD countries by means of a survey questionnaire submitted to an
approximately 5,000 family cluster sample. Project management has some
confidence that the survey questionnaire developed can successfully
document the 25% decrease in infant and childhood mortality rates
projected to result from CCCD project implementation. The fourth area is
the remarkable success of the annual consultative meetings in producing
an exchange of technical and managerial information between participating
countries, The value of such an exchange of experience among peers has

led to much more rapid progress in many countries than would have
otherwise peen possible.

d) Changed Emphasis of Support Provided Through the CCCD Project:

In addition to the extension of life of project completion date anrd
additional resources, the amended project will incorporate some cnanges
in training, health education, operations research, nealth infor.ation
and technical assistance provided, as well as some changes in project
aucthority leading to more efficient management procedures.

Activities during the period 1986-1991 focus less attention on operations
research due to the feasibility of obtaining assistance from other AID
funded projects for that purpose. The major remaining operations
research activity during the remainder of the project will study the
efficacy of routine antimalarial chemoprophylaxis in pregnant women under
conditions of increasing resistance of Plasmodium falciparum to
Chloroquine. Increased emphasis will be placed on health and ORT-related
nutrition education assisted by the HEALTHCOM project, healtn
information systems with particular concentration on mortality
measurements, on cost and financing considerations and on management
training and technical assistance. All these changes are already being
implemented within current project authority and result in slight changes
in proportional budgets for these areas.

The number of overseas staff will also increase by one individual from 17
to 18 in FY 87.

One other minor modification to management practices is that authority is
sought to waive the requirement for French tests for native French
speakers and AID orientation for individuals who have left AID employment
within the previous 5 years, This authority is requested in the
interests of avoiding waste in government.
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During the life of the CCCD project, consideration has been given to the
addition of other child survival interventions. The parameters of a
decision to add other interventions are very clear. The major trade-off
is between a potentially more efficient project in terms of lives saved
per dollar spent if other effective technologies could be added at‘low
marginal cost versus the likelihood that the whole endeavor would become
too diffuse and complex., No other technologies are proposed for addition
at this time. It is reasonable to anticipate that AID may add vitamin A
supplementation or acute lower respiratory illnesses to its child
survival initiatives as the results of current research become
available. At that time AFR/TR will reexamine the feasibility of CCCD
suppert to these areas. 1In the meantime focus will be maintained on the
three existing technologies with minimal support to growth monitoring or

child spacing activities as deemed appropriate and feasible on a country
by country basis.

e) Project Implementation Arrangements

The CCCD project is implemented by several agents and attempts to
coordinate with other multilateral and bilateral agencies providing
assistance to African governments in immunization ORT and malaria
treatment. Implementation arrangements are complex and sometimes
difficult to perform. At the time of original project approval,
consultants were contracted to devise a management »lan and a manadgement
information system. A copy of the revised management information system
is attached to this paper as Annex I - the 1985 CCCD Annual Repcrt,
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The specific responsibilities of the various parties are listed below.

i) AFR/TR is responsible for the overall implementation and coordination
of the CCCD project in Africa. AFR/TR has a staff of 2 1/4 individuals
responsible for the following tasks: 1) management of CDC/PASA; 2)
management of Peace Corps/PASA; 3)management of the WHO/AFRO Grant
Agreement; 4) all program authorization, budgeting, planning-and program
evaluations; 5) management of centralized procurement; 6) coordination of
all CDC and Peace Corps activities with USAID's and other components of
AID; and 7) coordination with other donors.

ii) The Centers for Disease Control is delegated authority to provide
and coordinate all technical assistance to field bilateral programs and
to implement inter-country project components of epidemiological support,
operational research and health education., AID funds are provided for
this purpose through a PASA. To date approximately 16 million dollars
have been expended by CDC in performance of the technical assistance role
in Africa. CDC carries out these responsibilities by means of a 10
person professional staff (and eight support staff) in Atlanta and 17
field officer's . CDC field staff are not assigned any management
responsibility for field CCCD projects, with the exception of operations
research. They are expected to devote all their effort to provision of
and coordination of technical assistance required by field programs.

iii) USAID's - USAID's are delegated all project management
responsibilities for bilateral projects with some important exceptions
which ease their management burden extensively. Exceptions are
mobilization and management of technical assistance (done by CDC),
project development (done by CDC), project approval, development of
ProAgs and project evaluation (done by AFR/TR) and management oF
procurement services agent (done by AFR/TR). The USAID Director
exercises oversight in the areas where responsibilities are exercised by
AFR/TR and CDC but does not have to utilize his staff for performance of
these tasks. The USAID's are solely responsible for all other executive
managenent and administrative support reyuirements of the bilateral
projects.

iv) Peace Corps - Peace Corps is responsible for placement of health
education generalist and specialist volunteers for provision of technical
assistance to bilateral CCCD projects. Their volunteers coordinate with
USAID and CDC field staff but are not supervised by them. The PASA is
managed by AFR/TR.

v) WHO/AFRO - WHO/AFRO is exXclusively responsible for carrying out
inter-country training and health information systems components of the
CCCD project. The Grant Agreement is directly managed by AFR/TR with the
assistance of a CDC Liaison Officer stationed in Brazzaville whose duties
are to identify and communicate ways in which the bilateral CCCD projects
can utilize services provided by the WHO/AFRO - CCCD Grant Agreement.

f) Coordination

Coordination within the CCCD project is also multi-tiered and complex due
to the scale of the project, the particular needs for coordination at- the

country level in Africa and the number of donors involved in child
survival programs.
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i) Coordination with other AID projects. AID supports several other

projects which potentially impact on child survival programs in Africa.
They are:

a) Primary Health Care Technologies, (PRITECH) and Resources for
Child Survival, (REACH), 1983-88 implemented by two contractors, one of
which concentrates on oral rehydration therapy and one of which
concentrates on immunizations, (as well as health financing). Total AID
funding is 40 million and scope is worldwide.

b) Diarrheal Disease Research, 1985 - 1990 implemented on a
worldriide basis with total AID funding of 18 million.

c) Primary Health Care Operation Research, (PRICOR) 1980-1990. This
project is worldwide in scope and has funded to date 1l projects in
Africa,

d) Communication for Child Survival (HEALTHCOM) 1985-89 - 13 million
dollars AID funding. Support will be provided for up to sixX mass media
health and nutrition education activities in Africa, five of which will
strengthen CCCD activities.

e) Distary Management of Diarrhea 1985-1988 - 2 miliion dollars AID
funding. This worldwide project with one site in Nigeria will develop
appropriate dietary regimens for nutritional rehabilitation during and
after episodes of diarrhea.

f) Bilateral projects in Mauritania, Chad, Niger, Jganda, and in
Cameroon in 1986-87 address ORT and immunization activities some with
assistance from PRITECH and CCCD pcojects.

Coordination is expected to take place in two discrete ways between tne
CCCD project and other AID funded projects. With respect to PRICOR, %the
Diarrheal Disease Research Projects, and the Dietary Management of
Diarrhea Project - activities funded by these projects complement and do
not duplicate to any significant degree any support which could be
provided by the CCCD pruject. AFR/TR, USAID staff and field staff of
CCCD projects are expected to identify ways in which PRICOR and Diarrheal
Disease Research projects can complament CCCD initiatives or in which
CCCD field staff can promote activities by these two projects.

With respect to USAID bilaterally supgported child survival projects, CCCD
can and has provided modest amounts of technical assistance when
requested to do so by the bilateral mission with the concurrence of
AFR/TR. This type of assistance can be expected to increase but
coordination roles remain clear. USAIDs determine if assistance is
required and the CCCD project attempts to be generally responsive within
personnel constraints at that time, The coordination between the

. centrally funded projects Primary Health Care Technologies (PRITECH) and
Resources for Child Health (REACH) is more problematic. The scope of
CCCD and the S&T projects is quite similar. The principal differences
are that PRITECH and REACH tend to focus on implementation of a single
health care technology while CCCD promotes the simultanéous strengthening
of three technologies. Coordination between PRITECH, REACH and CCCD
occurs at the AID/W level where agreement is reached between S&T/HEA and
AFR/TR con which countries and activities should be supported by the
projects. At this time the governing principal of such decision is that

'/7 (7\1
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PRITECH and REACH provide technical assistance in support of projects
managed and funded by USAID's and in some instances by CCCD.

2) At the country level, each government where there is a CCCD project
is encouraged to establish a coordination committee which includes’
relevant governmental, private, voluntary, and international
organizations. At the present time the majority of CCCD supported
countries have elected to establish such committees.

3) At the international level CCCD coordination is achieved through
Cooperation for Development in Africa (CDA) Health Technical Advisory
Committee which is constituted of the representatives of the seven CDA
countries, UNICEF, WHO and 3 African delegates., The committee performs
this role in a poor to fair fashion. M4ore effective international
coordination of donor support to child survival programs in Africa is
sorely needed but appears not to rank very high on the political agendas
of any of the governments providing such support.

3 CCCD Program Costs

The most useful indicators to use for judging the efficiency of AID
supported child survival programs is the AID cost per child covered per
year. It must be noted that this figure does not in any way get at the
extremely important concern of total recurrent costs which will accrus to
a nation in continuing child survival initiatives. Problems of recurrent
costs and what the CCCD project is doing about them will be addressed
later in this document. The specification of AID cost per child covered
per year allows the Agency to determine where a fixed amount of AID
resources can reach the most childran. The CCCD project is the Agency,s
largest child survival initiative but is also one of its more efficient
measured in terms of AID cost per child covered per vyear.

With the current eight year project projected to cost 58 million dollars
approximately 24.7 million vears of child covered by child survival
services will be provided at an AID cost of aporoximately $2.35 per child
year coverage. This is already a very low figure in comparison to o:ther
health projects the Agency supports in Africa or other regions. With the
proposed exixtension of the CCCD project by two years, extending assistance
in Zaire and Malawi and the addition of Nigeria, the AID total cost will
be approximately 89 million dollars providing approximately 70 million
years of child coverage by AID supported child survival efforts at a cost
of about $1.30 per child year coverage. This is due in major part to
much smaller unit costs in working in larger countries which spreads over
more children the very high costs of technical assistance and supervision.

4 CCCD Progress in Recurrent Costs and Prospects for Sustainability
Beyond PACD

In recognizing the need to address the issue of recurrent costs and
project sustainability beyond PACD, the CCCD project emphasizes two
elements of its strategy in its bilateral project agreements. The first
requires that national governments implement a program whereby they '
assume an increasing financial responsibility for recurrent costs. The
second element of the CCCD strategy focused on engaging national

governments in policy dialoque regarding alternative financing systems,

fees for service, community financing of some costs, inscription fees
etc., The first element of this strategy was adopted after consideration
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that few AID or other donor assisted health projects have been successful
in getting national governments to shift public resources to ensure
continuation of their projects. The second elel.ent aims at assisting
governments in studies leading to programs of cost recovery and
auto-financing. . g

The CCCD experience to date and findirgs from multiple project
evaluations indicate that national governments of CCCD bilateral project
countries have begun to address both elements of the CCCD strategy.

While tle strict requirements of a phase-in of 25% in year 2, 50% in vear
3, and 753 in year 4, has generally not been met during these times of
fiscal restraint and shrinking national resources, national governments
have proposed approaches which provide optimism regarding their capacity
to meet recurrent cost requlrements. specifically in Zaire, project
expansion was scaled down and the LOP was extended to fit the
government's schedule for assuming recurrent costs. The burden of
recurrent costs was thereby reduced to a manageable level and stretched
over a longer implementation period. Extensions of LOP in other
bilaterals will provide a more realistic phase-in schedules. While some
projects will extend the phase in period of recurrent costs, it is
conceivable that others may accelerate their assumpticn should government
resoilrces become more readily available

The CCCD experience to date and findings from multiple project
evaluations indicate that host governments have made remarkable progress
in addressing issues of health economics. Cost studies have been )
undertaren in six bilateral projects: Congo, Malawi, Rwanda, Swaziland,
Togo, and Zaire. These have served to open the dialogue between AID,
CCCD and national personnel. Country specific health economic data are
available upon which countries can formulate cost recovery schemes,
Findings in the Tcgo study showed that a modest usar fee of approximately
75 CFA francs should cover recurrent costs associated with the delivery
of CCCD interventions. Governments are benefiting from an unprecedented
volume of data upon wnich to plan and implement modest but viable cost
recovery schemes, Zaire and Liberia have made substantial progress in
instituting fee-for-service systems. Zaire has a successful scheme to
recover ORS and chloroquine costs. The earlier obstacles to prcgress
appear to be resolving themselves as national governments, USAID missions
and CCCD project personnel become more conversant in health economics.
With start-up costs leveling off, with improved health information
systems and with recent country studies completed, nationeél governments
are in a particularly favorable position to assume the burden of
recurrent costs,

II. RATIONALE FOR PROJECT AMENDMENT

The CCCD project is the major child survival initiative of the Africa

Bureau. To date, project results have been impressive, (see attached 1985
Annual Report - Annex 1)

The CCCD project is designed to .ransfer program costs to participating
countries in a phased manner, and is beginning to show results. The cost
per child vaccinated by the CCCD project is presently $2.30, a cost that
is remarkable given the constraints inherent to the Africa development.

\J
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With this amendment the CCCD project will extend operations to two new
sites in Africa. At present, these sites have been identified to be
Nigeria and possibly one country in the Sahel.

Taken together, these two project sites represent an additional g
beneficiary target group more than double the present program. By
expanding in this way, project immunization delivery costs are projected
to be substantially reduced.

Specifically, this project amendment for extension and increased funding
is based on;

A) successful project experience to date, (the project is generally
on track and there is good evidence that it can accomplish the
relatively ambitious goals and objectives established)

B) The administrator's child survival strategy which directs the
development of child survival programs targeting both immunizations
and ORT, programs that emphasize focused nutrition interventions such
as dietary management of diarrhea, programs of national scope,
programs which concentrate on issues of recurrent costs, naticnal
sustainability and private sector invclvement and which specifies
eight countries in Africa to which support is to be provided, The
CCCD project assists two of those countries, Zaire and Malawi, and
proposes assistance to Nigeria in this amendment, and

C) the congressional directive for the development of a plan to
achieve maximum immunization coverage in those countries to which AID
provides develonment assistance and the provisions of additional
funds for chila survival programs in FY 85 and 86,

D) The recommendation of the Third and Fourth Yzar CCCD EZvaluations
that the project should expand in terms of length of project and
countries covered. The original recommendation was to expand o 16
countries, but with the selection of Nigeria for the 13th country
project management does not feel that further expansion beyond a 1l4th
country is prudent.

In relation to donor community assistance in Africa to the three areas of
the CCCD program focus, the rationale for an expansion of AID support to
the CCCD project is different for =ach of the three health care
technologies comprising the CCCD project. They are therz2fore analyzed
separately. '

A) Immunizations - Immunizations have traditionally comprised an area of
greater donor assistance than ORT or malaria. That continues to be the
case., Several donors are quite active in Africa., UNICEF provides
substantial amounts of commodities to virtually all African countries.
WHO has been successful in the establishment of agreements on
immunization policies and program principals in all African countries as
well as providing modest amounts of technical assistance and

commodities. Training is the major WHO contribution. Up until this time
DANIDA has provided adequate amounts of donor assistance to Kenya and
Tanzania although their projects have. about reached established

completion dates. The U.K. provides assistance in Gambia. Recently
Italy announced the establishment of a contribution to UNICEF of 100



21

million dollars to support immunization programs in 26 African
countries., AID through CCCD and bilateral projects support immunization
programs in 14 African countries and new bilateral projects providing
support to immunizations are planned in three countries during FY86-87.

The list of AID and Italian supported countries overlaps somewhat and
some countries where AID provides development assistance are -not included
in either list. Specifically Italy proposes to provide some assistance
to six countries where CCCD currently provides assistance and to all five
with USAID bilaterally funded or proposed funding in support of
immunization programs. The countries where no assistance is currently
provided by AID or other donors nor proposed to be provided by Italy, are
Nigeria, Sao Tome and Principle, Botswana, Madagascar, Zambia, Zimbabwe,
Seychelles, Mauritius and Gabon. AID must consider how it is to meet the
congressional immunization goals for immunizations in at least the first
four countries iisted above.

B) ORT - The past, current and proposed donor assistance for ORT in
Africa is significantly less than for immunizations. The multilateral
donors of UNICEF and WHO are equally committed to ORT as to imnmunizations
but basic program planning and implementation infrastructures are not yet
in place in the majority of African countries to a degree sufficient to
absorb significant amounts of UNICEF and WHO resources, Bilateral donors
other than AID provide almost no assistance to ORT programs in Africa.
U.K. provides assistance in the Gambia. AID provides assistance in 12
countries through the CCCD project. USAID's provide support in Uganda
and (assisted by PRITECH) 4 Sahelian countries and 2 new bilateral
projects will begin in FY 86-87. The following countries receive little
if any bilateral donor support for ORT Programs: Cape Verde, Mali,
Sudan, Somalia, Burkina Fasso, Guinea-Bissau, Kenya, Tanzania, Djibouti,
Sie¢rra Leone, Gnhana, Benin, Nigeria, Equatorial-Guinea, Sao Tome and
Principle, Gabon, Angola, Mozambique, Zambia, Zimbabwe, Botswana,
Madagascar, Seychelles and Mauritius.

C) Malaria - The situation with respect to expansion of malaria
treatment assistance in African countries is simplest of all.

Substantial assistance is only currently being provided in six African
countries all by the CCCD project. All countries except Botswana, and
Lesotho urgently need such assistance and technical assistance supply
constraints are such that the CCCD project can only expand into new
countries at a rate cof about two countries per year. Between now and the
proposed revised LOP data of September 1991, assistance will be expanded
a total of 12 countries.

Monitoring of CCCD Project Impact After 1991

The CCCL Project represents a major AID investment in support of child
survival activities in Africa. Monitoring of the longer term impact of
the CCCD Project after the proposed end of project in 1991 to confirm
project success in sustaining reduced levels of mortality will be
important., 1In fact; the probability of the availability of high quality
data to monitor the program impact is quite great. The specific
mecl.anisms for post project monitoring are as follows:

o The foundation for follow-up of the CCCD Program impact would be the
improved Health Information Systems (HIS) being implemented in the
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countries with bilateral programs and with WHO/AFRO. The CCCD support
for improved HIS should create institutionalized improvements of the
capability of individual countries in the WHO Africa Region to identify
high priority information of health and indicators of program
performance, collect the appropriate data efficiently, analyze the’data
and publish/distribute the pertinent findings in a timely fashion. 1In
particular, the CCCD Program is developing annual (calendar year)
national reports that include data on program performance (for example,
immunizations performed by age group, packets of ORS distributed, tablets
of chloroquine distributed), disease surveillance (cases of measles,
cases of diarrhea etc.), and utilization of health services by the
public Using the revised CCCD Management Information System (MIS) the
countries will be able to gather the data needed to generate graphic
presentations of high priority indicators of program performance in the
annual reports. The CCCD Project is emphasizing institutionalization of
the HIS improvements through provision of appropriate micro-computer
hardware and software and training of nationals in CCCD bhilateral
countries in use of micro-computers and the analysis of HIS data. With
WHO/AFRO, the CCCD Project is collaborating in the start up of an
epidemiologic bulletin that will be distributed quarterly to all of the
member nations of the African region of WHO. This publication should
provide the first systematic "feedback" of program performance data and
epidemiologic investigations to the countries in Africa. CCCD staff will
provide technical collaboration to WHO/AFRO in the improvement of the
collection, analysis and "feedback" of program performance data on chila
survival activities in Africa.

o) Each of the CCCD interventions (immunizations, treatment of diarrhez,
treatment of maiaria) is a high program priority for WHO, UNICEF and
other major intzcnational health agents. WHO, UNICEF and other agencies
Wwill continue to carry out program monitoring and pericdic evaluations of
these activities (particularly immunizations and diarrneal disease
control). These results will be readily available to help monitor the
impact of CCCD interventions after 1991.

o Technical collaboration to evaluate the impact of the CCCD Project

could be provided from CDC, School of Public Health, or other AID funded
projects.

o} The evaluation of impact on overall mortality is technically more
complicated than impact on specific diseases in program activities. The
options would include additional follow-up studies on the CCCD/MUHS areas
and targeting of mortality estimation surveys such as the AID funded
Demography and Health Survey (DHS) for CCCD bilateral countries,

III. FINDINGS OF PROJECT EVALUATIONS AND AUDITS:

To date 18 evaluations have been done; three of the overall project, 14
of country-specific activities and one of the WHO/AFRO grant agreement.
Six of the evaluations have been external and 12 were internal. An audit
of the project has also been performed by the Regional Office of the
Inspector General for Audits in Dakar.



23

A) General Overview QOf Findings

The findings of the evaluations have varied according to country, project
component and specific circumstances, however several general problems
seem to be widely shared. They are: ’

i) problems of recurrent cost assumption by national governments;
there are at least two aspects of this problem -- one is the actual
difficulty which national governments have in shifting budgetary
allocations in a time of contracting budgets and the second is the
difficulty in getting all CCCD parties to take the problem
sufficiently ser’ously to take remedial measures,

ii) generic or horizontal national management problems ~- basic
problems regarding how to request budgets, control vehicles,
supervision of employees etc. have been identified as major obstacles
to accomplishment of objectives in all countries, and

iii) lack of coordination among donors and national governments nas
created problems in planning in most countries.

There are also some general positive findings as well. Thne most
important of these is the generally excellent quality and high level of
dedication of national field staff assigned to CCCD activities, A second
finding is the unexpectedly large returns from well planned policy
dialogue in the areas of development of alternative financing systems and
development of national malaria policy.

The CCCD project does not propose to significantly alter its evaluation
schedule which at the current time requires 14 reviews or evaiuations
annually. The information and insights obtained are invaluable in making
management adjustments,

B) Specific Evaluation and Audit Recommendations and Project Managemant
Plans in Responce

The Fourth Annual Evaluation of the CCCD project was performed in March
1986 and the final report submitted in May, 1986.

The principal recommendations were:

i) Extend CCCD project by three years tnrough fiscal year 1991 and
increase LOP funding by 20 million dollars.

AFR/TR response - seeks to extend the project through fiscal year 1991
and increase LOP funding by 42 million dollars. Action is expected to be
completed by early August, 1986.

ii) Assure continuation of the CCCD project interventions after the end
of the project by working with governments on auto-financing systems,
(see also audit recommendation 6)

AFR/TR response - AFR/TR will strongly suggest that all AID and CDC
parties associated with each CCCD field project formally agree -to
implement the language incorporated in CCCD grant agreements regarding

alternative financing systems and phasing of AID and national government
financial contributions and further agree that the continuation of and
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the level of AID support be governed by the level of national financial
contributions to project activities. Cable will be drafted for AA/AFR
authorization by the time of the January 1987 progress report to the
audit report, (discussed below).

iii) Ask that CDC and WHO/AFRO develop on a priority basis a senior
management training program.

AFR/TR response - CDC plans a seminar on this issue June 25, 1986 which
will be followed by proposed implementation plan for AID/W review. The
plan should be submitted by January 1987.

iv) Codify the operating principles to be used by AID, CDC, HEALTHCOM
and PRITECH in the United States and in those countries which have CCCD
bilateral programs.

AFR/TR response - There is no obvious difference of opinion between the
parties involved. It simply needs codification. AFR/TR will write a
memo for S&T and CDC clearance and distribution by August 1986.

v) Accelerate health education activities including mass media to create
a demand for project intervention.

AFR/TR response - While the findings and recommendations are accurate
ones much progress has been made in the past year (see Table 8).

AFR/TR will further strengthen health and ORT-related nutrition education
by providing approximat=2ly 1.3 million dollars to mobilize the resources

of the S&T funded HEALTHCOM project to assist in 6 CCCD countries. First
obligation will be made in FY 86.

vi) Encourage the development of an agreement bhetween USAID and WHO/AFRO
whereby operational research protocols for CCCD will be reviewed in
Brazzaville.

AFR/TR response -~ AFR/TR is not enthusiastic regarding continuation of
the regionally funded operations research component due to difficulty
experienced in maintaining research focused on operational problems of
the CCCD project and the high overhead required to review, assist and
evaluate research funded. Nonetheless, we have advised WHO/AFRO that we
would be willing to consider a proposal to include operational research
management in the WHO/AFRO grant agreement. No target date is specified.

vii) Development of better criteria for the implementation of the Health
Information Systems Component of the AID-WHO/AFRO grant agreement.

AFR/TR response - Since neither AID nor CDC nor WHO/AFRO is able to

enunciate such criteria, AID has determined not to provide funds for the
Health Information Systems component of the AID-WHO/AFRO grant agreement
with the exception of $100,000 for the publication of an epidemiological

bulletin for which there is general agreement regarding feasibility and
utility. :

An audit of the CCCD project by the Regional Inspector General for

Audits, Dakar, was performed during January-May 1986. Their executive
summary has been reviewed in draft. Their draft recommendations and

AFR/TR proposed responses are outlined below. 4544’
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i) Improve CDA donor coordination of child survival activities in
sub-Saharan Africa by: a) determining the status of CDA donor country
and international organization commitments to the Africa-wide program
including results of their activities in those countries; b) periodically
sharing with other donors and international organizations data on program
implementation, successes, and problems and c) periodically reporting
results of donor supported child survival activities in Africa.

AFR/TR response - Items a and b are currently accomplished in major part
by the Health Technical Committee of the Cooperation for Development in
Africa which meets at six monthly intervals. These current efforts are
being strengthened by more precisely defining the content and procedures
for information sharing between donors, Item ¢ will be accomplished by
establishing a six month internal report to USAIDs and other interested
parties of AID/W donor coordination activities in health, The first
report will be forwarded to the field by December, 1986,

ii) Direct the USAIDs to assume a more active role in promoting donor
coordination at the bilateral level and require the USAIDs to
periodically report on the effectiveness of the donor coordination
mechanism and specific donor activities within their respective countries.

AFR/TR response - We propose that the AA/AFR authorize a cable directing
USAIDs to assume a more active rols in promoting donor coordination at
bilateral levsls specifying activities they should perform or support and
establishing the content and interval of reports regarding the donor
coordination mechanism and specific donor supported activities in their
country. Cable will be drafted in October 1986 during the formal review
period of the audit report.

iii}) Recommend that the AA/Africa 3ureau in conjunction with the Centers
For Disease Control davelop a plan to measure the impact of the project
in reducing the mortality and morbidity rates associated with the project
targeted diseases.

AFR/TR response - A plan has been developed over the past two years.
Baseline surveys have already been carried out in Liberia, Togo and Zaire.

iv) Require the USAIDs, in conjunction with the Centers For Disease
Control to: a) develop a CCCD plan for each participating country which
specifies what the host country needs and what AID assistance can provide
to develop host country institutional capability in regard to health
education, training, health information systems and operations research;
b) specify the objectives and time frames in developing the host
country's institutional capability:; c) report periodically on progress
achieved in developing the host country's institutional capability, in
reducing mortality and morbidity rates due to target diseases, and in
expanding immunization coverage and access to malaria and oral
rehydration therapy.

AFR/TR response - This is the only recommendation of the audit report for
which AFR/TR is ambiguous on how to respond. We clearly recognize the
strengths of the planning model implicit in the auditors findings; we
acknowledge that the planning model utilized by the WHO initiated
worldwide Expanded Programme on Immunizations and Control of Diarrheal

Diseases is a different one, that of rolling implementation plans with
horizons of about two years, rigorous evaluations, a built-in ideology of‘jl
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learning from failures and a greater than normal flexibility to rapidly
make corrections and we also know that AID has adopted wholeheartedly the
long term objectives planning model and has very little flexibility in
considering the merit of alternatives. It is also the case that only
modest effort would be required to add to the rolling implementatidn
plans currently utilized an overlay of longer term institutional capacity
objective plans. The audit recommendation is certainly feasible to
accomplish. It will require further consideration for AFR/TR to conclude
whether the recommendation is sufficiently valid that it should be
generally implemented. AFR/TR will work toward a more thorough and
informed response by the January 1987 progress report.

v) Request WHO/AFRO to submit reports at least every six months.

AFR/TR response - Currently WHO/AFRO is required to submit 3 standard
reports annually on forms supplied from the CCCD management information
system, while more thorough informal reports are provided during the
visit of the project manager at approximately 4 monthly intervals.
AFR/TR accepts the audit recommendation and has incorporated the change

in reporting requirements in the grant agreement amendment curreatly
under negotiation with WHO/AFRO.

vi) The Africa Bureau in conjunction with the other Cooperation For
Development in Africa countries, multilateral donors and the African
governments develop a coordinated plan for meeting the project recurrcent
costs 1n each country. The plan should also provide implementition
options based on reducing funding levels of host govarnments.

AFR/TR response - The auditors have identified a very critical problem
and have made a very constructive recommendation. The difficulties
AFR/TR has faced in prior attempts to address this issue are a) a lack of
agreement by all AID and CDC parties particularly at the field level that
recurrent costs are a major factor in institutionalizing national child
survival services. Many Jjust wish the problem wasn't there and soms deny
that it is of relevant concern. b) a relative lack of sophistication in
health economics within AID and CDC resulting in caution and delay in
addressing the problem and c) an ambiguity regarding the appropriateness
of phasing the level of AID support on national resource commitments
particularly during the current period of diminishing budgets. 1In this
situation the auditor's recommendation carries considerably more weight
than did AFR/TR exhortation. AFR/TR proposes that the AA/AFR authorize a
cable directing that a coordinated plan fcr meeting project recurrent
costs in each country be developed providing guidelines and establishing
a timetable and reporting requirements. The cable should be prepared by
December, 1986,

vii) a) specify coordination duties of the regional liaison officer
with the USAIDs and CDC technical officers, b) develop a system to
periodically notify USAIDs of project funded WHO/AFRO training courses
and c¢) establish policies and procedures that ensure candidates from

bilateral countries receive priority selection for project funded
WHO/AFRO training.

AFR/TR response - with respect to items a & b AFR/TR took such remedial

action in March and April of 1986. AFR/TR is not prepared to respond to
item c¢) since we consider to do so would be detrimental to the
Africa-wide scope of the regional support components of the CCCD project.
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The auditors also noted that considerable progress is being made in
achievement of project objectives and informally stated that the CCCD
project was the best of the six regional projects they had reviewed, to
some extent due to the adherence to a rigorous evaluation cycle and the
extensive oversight of AID/W project managers.

IV CCCD PROJECT AMENDMENT FUNDING AND MANAGEMENT

Each of the major CCCD components has its own implementation plan i.e,
each of the 12 countries, the CDC/PASA, The Peace Corps PASA, and the

WHO/AFRO Grant agreement. Table 10 summarizes major action items over
the life of project.

A. Proposed Funding

The original project paper estimated project costs at $47,000,000. The
funding source was entirely from the DA/HEA account. The second
amendment to the CCCD project amended the source of funding to include
$2,000,000 funding auchority from the SDP account, reducing D,A, account
funding to $45,000,000.

The Sahel contribution was subsequently reduced to $527,000, leaving the
final D.A. amount at $46,473,000, At the time of the second amendment to
the CCCD project authorizing SDP account funding, it was understood that
financial commitments were being made that exceeded the authorized LOP
funding level of $47,000,000 and that a subsequent increase in autnorized
LOP funding would pbe required.

The total of additional funding which would be required to carry the
project at a level of 13 empnasis countries to its current PACD of
September 30, 1989 is approximately 11.6 million. The majority of
additional funding requested is required to extend the LOP by two years
(13.3 million), to increase the health education component of projects
(1.8 million), to add a 13th country, Nigeria. (14.3 million) and provide
additional assistance to WHO/AFRO in support of AFRICAN Immunization year
(1.0 million). The new LOP funding total is 89.0 million. See Tables
11, 12, and 13.

B. Management Plan

One of the concerns in extending this project and expanding to two
additional countries is one of management. 1In the twelve ongoing country
projects, CDC technicians are on the ground and no significant management
problems have been reported. It is expected that the current management
system will adequately serve these twelve countries as well as the
proposed l4th subproject. At present, CDC personnel are fielded after
concurrence by the respectlve AID Missions. The CDC field technicians
report to the counterparts in ministries of health with administrative
oversight by the AID health and/or population staff., The CDC staff in
Atlanta provides administrative backstopping as well as technical

support, especially in identifying and providing logistic support for
technical experts who are requested to solve specific problems. Two CDC

officers are detailed to AFR/TR/HPN to help provide overall coordination
and technical support.

S
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A principal management concern in amending this project is that of
management of the proposed activity in Nigeria. The management plan as
proposed by the team which designed this subactivity is as follows:

-For reasons of cost and technical oversight, responsibility for the
recruitment and support of the various types of long~- and short-term
technical assistance should be assumed by UNICEF in Nigeria and to three
AID centrally-funded projects:

-CCCD, through the Centers for Disease Control in Atlanta;

-Technologies for Primary Health Care (PRITECH); and

-Communications for Child Survival (HEALTHCOM).

-To assure coordination of technical inputs, the CDC project
coordinator in Nigeria, in collaboeoration with the Nigerian program
manager, should be assigned supervisory responsibility over the other

long--term specialists (except the UNICEF technical officer) and all
short-term specialists.

-To facilitate tne administrative tasks associated with this
supervisory responsibility, the CDC project coordinator should bea
authorized to hire a program assistant and administrative assistant
(local hire). The project coordinator snould also be authorized to
maintain a special operating account in country to take care of
emergencies.

-A Project Coordinating Committee composed of the AID/A projact
officers for CCCD (who would become the permanent chair), PRITECH, and
HEALTHCOM and a representative of UNICEF/New York, shouid be established
to assure coordination of project management at the level of tne
implementing agencies in the United States.

-A special effort, involving a three-month consultancy of a CDC
epidemiologist, will be required to organize a propos=d Youth
Epidemiology Service (YES).

-In the first year or two, the YES activity should be limited to one
five-state zone.

-It is projected tahat most commodity procurement would be undertaken
by UNICEF. However, for procurement of U.S. source and origin
commodities, AFR/TR/HPN would be responsible.

-USAID/Nigeria would not be involved in day-to-day program
management, but should, in conjunction with the Federal Ministry of
Health, play an active role in policy and program oversight. It is
estimated that project oversight by AAO/Lagos will reguire no more %than
15 to 20 percent of either direct-hire officer's time.

Table 14 illustrates additional management resources that are available
from REDSO/WCA, AFR/TR/HPN, CDC in Atlanta and from cooperating agencies.

Financial Management at CDC

For each fiscal year of the CCCD project, CDC provides to AID an

estimated budget. This budget consists of at least three components;
Headquarters Costs, Overseas Costs Handled by CDC Headquarters, and
Overseas Costs Paid at Post. These budgets are incorporated into PASA

9
Y
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Amendments which authorize CDC's expenditures of funds for subsequent
reimbursement by AID. In some cases, it may be desirable to treat a
budget category separately. In these situations, another budget
component may be added. Examples include the budget covering OCCGE
activities in Burkina paid for with Sahel funds and the Malaria ;
Chemoprophylaxis in Pregnant Women study.

The Headquarters component includes such items as salaries for
backstopping support, domestic and international travel for headquarters
staff and consultants, shipments of supplies/equipment, communications
costs, printing, contractual services, supplies, equipment, and
cooperative agreements.

The QOverseas Costs Handled by CDC Headquarters component contains similar
categories of items, but pertain to overseas assignees. Salary and
benefit costs, change-of station travel entitlements, shipment of
supplies and equipment to post, personal services contracts, and supplies

and equipment procured by CDC/A for overseas assignees are included in
this category.

Both the Headquarters and the Overseas Costs Handled by CDC Headquarters
components include a 20% overhead.

The QOverseas Costs Paid at Post component is comprised of the same objsct
class categories mentioned above, but the costs are incurred at post.
Such items primarily support the CDC overseas assignee (in-countrty
travel, house rental, utility costs, drivers and guards, official vehicle
support, household and office furniture and appliances). On ozcasion,
items are also funded under this budget category which are "othar than
assignee support costs." Examples include travel of country rz:-ionals to
attend inter-country training courses, post-awarded personal s=rvices
contracts for temporary employees to participate in special surveys, and
professional services arranged through purchase orders at post. Because
these costs are handled at post, and CDC's involvement is not as great,
an overhead rate of 5% is applied to these charges. 1In this category,
CDC's administrative role is primarily a bookkeeping one.

3
!
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Suballocation is the term for the funds sent to field personnel at post
for in-country operating expenses. Prior toc assigning a person at post,
CDC cables the USAID/Embassy to establish a suballocation. This
suballocation provides CDC fiscal data and a dollar ceiling for charges
during the quarter. Within 6 weeks following arrival, the assignee is
required to submit an annual budget to CDC Headquarters. For subsequent
FY quarters, CDC sends quarterly suballocations by cable based on the
field assignee's request. USAID/Embassy is authorized to certify and
disburse funds up to that amount in accordance with post policies and
procedures for AID direct hire employees. The assignee is responsible
for submitting monthly reports to CDC accounting for obligated funds.
USAID/Embassy is responsible for assuring suballocations are not exceeded
and for processing vouchers through the Regional Finance Center in Paris
for submission to the Centers for Disease Control.

- Because CDC operaﬁes on a fiscal year basis, each suballocation must be
closed as of September 30 each year. Necessary funds are projected
through that date; any additional funds required are provided by

suballocation cable or any remaining funds in the suballocation are
rescinded. New fiscal data is provided each October.

LG
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TABLE 1
IMHUMIZATION COVERAGE (AGZ 12-23 MONTHS)
IN CCCD COUNTRIES WITH » 1 YRAR EXPERIENCE

1983/84 1985

COHGO 3w 40%

LESOTHO 38% : 65

LIBEZIA ARR 16%%

MALAWT 3% 33=

RWANDA 23,% a8%

SWAZILAND 27% 40%

TOGO LEL 32w

ZAIRR 20 AQurn

x NATIONAL SURVEY DATA

*x HAJOR URBAN ARFAS
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TABLE 2

IMMUNIZATION COVERAGE (AGE 12—-23 MO)

IN CCED COUNTRIES WITH > THAN 1 YEAR EXP,
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PERCENT OF HOSPITALS USING ORT
IN AREAS CQOVERED BY CCZED

> 1 YEAR EXFERIENCE)
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TABLE 3
(SCCD COUNTRIES WITH
COUNTRY PRE-CCED
CAR NA
CONGO 10
LESOTHOD 80
LIBERIA NA
MALAWI 13
RWANDA NA
SWAZ ILAND 52
TOGO 10
=AIRE =0

NA
i8 X
100 X
NA
K X
NA
93
EAY)
83 X
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Percent of diarrheal episodes treated at home with ORT

TABLE 4
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TABLE 5

Percent of cases of fever treated at home with
antimalarials
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Table 7

TRAINING ACTIVITIES SUMMARY

BY TYPE Or TRAINING, BY COUNIRY,

IN PERSON-DAYS, CY 1985

!

CCCD Senior~  Mid- Peripheral HIS/ Peace Malaria EPI Cold
Countries Level Level Level survey ORT Corps In-vivo TOT Campaign Chain
CAR __ & w6 100 0 NA 150 0 NA A
Congo __36 _300 __NR 93 365 NA 324 0 270 . _NR
Guinea®* _NA _ NA __NA NA NA NA NA NA NA _NA
Ivory Coast®*  NA __nA __NA NA NA NA NA NA NA _Na
Lesotho __NR 8 3397 _ 0 _NR NA NA 400 NA _MR
Liberia 28 _126 96 121 0 45 0 0 1898 _NR
Malawi’ 06 5262 2043 819 219 135 _55 0 NA _ 6
Rwanda _NR 42 _220 400 ' NR NA 120 0 NA _NR
Swaziland __NR 330 800 _ 80 NR _RA 55 NR NA _NR
Togo _NR R _R MR MR R NR MR MR 105
Zaire 1507 1970 2683 NR NR 1378 500 NR NA _MR

*Training Activities Not Initiated Until CY 1986
NR - Not Reported

NA - Not Applicable
**POT (Training of Trainers)




37 .

ALTT

TABLE d
STATUS OF HEALTH EDUCATION/PROMOTION
CCCD BILATERAL PROQIECTS, JANUARY 19u6

Activity - Burundi CAR Congo Guinea Ivory Coast Lesotho Liberia Malawi Rwanda Swazi Togo Zaire
“Pre-programming® o ++ o+ttt " + t ¥ bt o+ 4
HE Coordinator : FARNE & S 0 0. +4 o + +4 ? +4 4
designated - ‘

Baseline formative 0 + + o o ¥ + ? + + + +

data collected

HE assessment/ .

work plan developed o + + 0 + . + + w + + + +
as part of EPI, CDD,

and/or Malaria plans

N/B N/A tN/A ' ¥ ++ ++ N/A o +t +

s

PCV descriptions N/A
prepared PVC's
reguested

Educational o + + o o} + + + o + + +
materials developed

filealth worker 0 o 4] o) 4 4 4+ ? O 4+ + +
training w/public ed.
materials diffusion

Multi-media o + + o + + + ? o + + t
messaqge diffusion

Reporting/moni- 0 0 0 o O o 0 0 o + o ?
toring of coverage

Program redesign . N
Final Bvaluation N/A ——cmcmm e

KbY: 4+ - Fully completed + - Partially completed/underway 2-Status uncertain o-No

{

A
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TABLE 9
CCCD AFRICAN APPROVED AND COMPLETED
Operations Research Projects
by 6 month period
1983 - 1985
35 ~
10 =
(/I-
e
A
s
A
e
b
20 S 7
z
-
v’ 71
15 - |5
g
r/‘/
10 A = %
L~ ';2 ¢ A
L~ 1% ;;2
] [~
~ 1 //A
S - "~ A e
[ g %a ;/
- ., 4 5 R
. Z f;j !C; 4/'x( //&% Lk
0 Ju Jan Uul Jan July Cumulative
Dec Jan Dec Jun Dec
83 84 84 85 85
/7 Approved /57 Completed

/g
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Table 10

General
Current r0P
Proposed extension
PASA with CDC for Ta
RSSA with CDC for mgmt
PASA with Peace Corps

Management information
system operational

Grant agreement
with WHO/AFRO

Country specific

Zaire project
agreemnent

Togo project
agreement

Liberia project
aareement

+

1981

Combatting Childhood Communicable Diseases

698-0421

Implementation Plan Summary

1982

1983 1984 1985 1986 1987 148

1989 1990

%=

-+

1991

g

<+

+

+

+

+*

als

|

%

-+

+

-+

——
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Tab]%lﬂ con't.

A\

1981 1982 1983 1984 1985 1986 1987 1988 1989 1990 1991

Congo project

agreement
CAR project

agreement + ———
Lesotho project

agreement + _—
Swaziland project

agreement O — -4
Malawli project

agreement e e
Rwanda project

agreement + —_— —
Guinea project

agreement +
Ivory Coast project

project + _— +
Burundi project

agreement
Burkina Faso project

agreement bbb
Nigeria project

agreement ' R R R

+
I
|

+

4=

-+

+

+

+

+

+

Regional staff placement

Cpidemioclogists
Kinshasa +
Lilongue
Abidjan
Bobo Dioculasso
Regional Liaison officer Brazzaville +

<+
+* + +

+

-t
+

-
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Table 11
EXPENDITURES BY PROJECT YEAR
($ 000)
FY86 FY87 FY83 FY89 FY90 FY9l TOTAL
Bilateral projects
commodities 2,300 2,300 2,000 2,000 1,200 200 10,000
local costs 1,000 1,000 300 800 400 100 4,100
Resident Field Staff 3,848 4,839 4,366 3,790 2,840 1,420 21,103
Short-term consultants 630 830 830 740 770 ° 590 4,390
CDC/Atlanta supervisory 1,590 2,562 2,170 1,890 1,420 710 10,342
and support staff
Measles vaccine 532 400 350 300 200 100 1,882
- Evaluation 415 425 380 330 250 255 2,055
OPS research 450 400 . 100 100 100 -- 1,150
WHO/AFRO 1,000 1,000 750 500 250 -- 3,500
grant agreement
Enhanced health 150 500 500 500 150 -- 1,800
’ education TA
RSSA 224 235 247 170 178 187 1,241
Peace Corps 100 50 50 ‘ 200
Contingencies 100 150 250 200 150 . 100 950
Total | 12,339 14,691 12,793 11,320 7,508 3,662 62,713
Pre FY 86 Expenditures 26,287
NFY 86-91 Expenditures 62,713

~ TOTAL ‘ 89.000
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Table 12

BUDGET TABLES

OBLIGATIONS BY FISCAL YEAR
($ 000)

FY86 FY37 - FY88 FY8Yy
CDC PASA 6,449 7,881 5,688 6,100
CDC RSSA 224 235 247 170
Peace Groups PASA 48
Task Orders PRITECH 200 250 250
Task Orders Health Com 150 500 500 500
IQC Task Orders 395 415 400 350
Measles Vaccine Contract 532 000 360 310
Nigeria and UNICEF Grant Agr=ement 2,000 2,600 2,000 2,000
Zalre Grant Agreement 2,000
Malawl Grant Agreement 450 450
Other bilateral grant agreements 1,395
WHO/AFRO 2,313 516 1,000 750
Miscellaneous 154 190 185 160
Contingency 110 220 220
Total 15,750 12,547 11,310 10,000

FY99

3,372
178

150

250

200
1,478

500
120
i20

5,438

FY91

1,700
8G

250
100

250

70

2,500

TOTAL

30,990
1,134
48
700
1,700
1,960
1,592
9,478
2,000
900
1,395
5,129
759
740

58,545
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Table 13
FUNDING BY PROGRAMMATIC ACCOUNT
all FY86 FY37 FY88 FY89 FY90 FY91 TOTAL
prior years :

HEA 29,825 11,750 10,547 9,310 8,000 4,438 600 74,473
CSF -- 4,000 2,000 2,000 2,000 2,000 2,000 14,000
SDP 527 -— -- -- -- -- -- 527
TOTAL 30,455 15,750 1Z,547 11,310 10,000 6,438 2,600 39,000
Tabie 8
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: DRAF'T '
AVAILABLE SOURCES OF MANAGEMENT ASSISTANCE TO NIGERIA (PERSON MONTHS)1

SOURCES OF MGT. ASSIST. CY86 CY87 €Y88 CY89 CY90 CY9l

PROJECT PHASE Design START-UP MID-PROJECT PHASE-OUT OR EXTEND
I.  REDSO/W
LEGALZ2 3 2 X X X X
FISCAL 2 X X X X X
CONTRACTING? 3 3 2 2 2 2
PROGRAM 3 X X 3 X 3
EVALUATION X X X 4 X 2
POPULATION 4 3 3 3 3 3
HEALTH 3 3 2 2 2 2
II. AID/W
AFR BUR 6 6 6 6 6 6
S&T BUR% 3 3 X X X X
I11I. CDC )
U.S. PROFESS R
-IONAL PSC 6 24 20 24 20 24
IV.  CONTRACT SERVICES3 6 24 24 24 24 24
V. OTHER DONORS
UNFPA TO BE DETERMINED. POTENTIALLY SUBSTANTIAL,

3
UNICEF 3 IF THESE AGENCIES ASSUME MAJOR
WORLD BANK 3 SUPPORT ROLES

1. Potential resources for management support to health and population
' activities, additive to AAO staff. Includes TDY field support as
required. X = continuing or ad hoc support.

2. May require AID/W supplemental assistance to REDSO/W.

3. Part-time services; not to exceed 9 months per person-yezr additive to AAQ
' or REDSO/W staff. |

4 Numerous 'short term TA visits bv S&T contractors mav alcso contrihmntae +qa
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Project Title & Number:

45

PROJECT DESIGN SUMMARY
LOGICAL FRAMEWORK

Combatting Childhood communicable Diseases 698-0421

Life of Project:

From FY 79 to FY 51
Total U.S. Funding $89,000,000
Date Prepared: June 10, 1986

NARRATIVE SUMMARY

OSJECTIVELY VERIFIABLE
INDICATORS

MEANS OF
VERIFICATION

IMPORTANT ASSUMPTIONS

k3

Program or Sector Goal: The
broader obiective to which
this project contributes:

50$% reduction in disease
specific mortality rates
for diseases preventible
by imnmunizations,

serial mortality
studies in a
sample of countries
and Jameness

Assumptions for achieving goal
targets: Adeguate baseline
data will be available or will
be collected by special surveys.

diarrhea disease and surveys,
To improve the health status of malaria in the age Participating governiments will
the pediatric population of groups 0-5, reduction by support the development and
sub-Sahara Africa. 50% of disability from maintenance of data collection
polio and an overall systems.
reduction in infant and
childhood mortality by 25%.
Project Purpose: Strengthen the conditions that will indicate immunization Assuinptions for achieving

Africans' ability to control:

0  Six childhood communicable
diseases {measles, polio,
tuberculosis, diphtheria,
pertussis (whooping -
cough) and tetanus))
through Expanded Progyram
for Immunization (EPI).

o Diseases of local
importance such as yellow
fever and yaws
Provide simple treatment
for the Control of
Dpiarrhea Diseases (CDD), and

0 Treatment of fevers for
malaria.

purpose has been achieved:
End of project status.

80% of target population

in AID supported countries
fully immunized against the
six EPI diseases.

60% of cases of acute diarrhea
and fevers effectively treated.

coverage surveys,
diarrhea and malaria
treatment practices.
surveys and facility
case treatment
reports.,

purpose: Participating countries
will continue to place a high
priority on CCCD and developing
PHC programs and will provide
adequate resources to support
these activities. WHO and other
regional organizations will
continue to provide support and
training in developing country
-specific health care programs,
Participating countries will
actively seek participation in
CCCD programs,



Outputs: i

1 No. of countries with CCCD
projects
" Trained Personnel
Health Education Programs
Health Information Systems
. Operations Research Projects

Vs Wi

1. 30 countries with CDA i.
supported CCCD projects 14
with AID support

2. 15,000 upper, mid and 2.
peripheral health personnel
trained

3. health education campaigns
completed in 14 countries

4. CCCD health information
system operational in 14

countries

5. operational reseacch

projects completed in 15

CCCD management
information system

evaluations

Participating countries will make
adequate and appropriate personnel
available for participant training
health education and health
information systems.

countries,
Inputs:
1. Technical Assistance Implementation Target 1. CCCbh management  Assumotions for providing inputs:
2. Training Courses (Type and Quantity) information systems  NOHS develop ways and means of
3. Data Systems Courses Developed 224 Person Years 2, evaluations distributing and utilizing:
for Disease Surveillance, 220 courses given 3. quarterly

Program Management
4. Health Education and Promotion
5. Operations Research
6. Commodities

o

5 Data Systems developed
60 or activities

Measles Vaccine (16,000,u00
doses)

Cold Chain Equipment
Vehicles (200-4/wheel drive
500 bicycles)

Imrunization Supplies and
Equipment

Oral Rehydration packets
(20 million).

iiplementation

a. Oral rehydration salts;
b. CCCD health promotion
materials,

Participating country has the
ability to provide personnel,
building space and other support.
T/A personnel can be recruited
and assigned to project as needed.



INITIAL ENVIRONMENTAL EXAMINATION

AMENDMENT

Project Country: Africa Regional

Project Titles: (combatting Childhood Communicable Diseases

) Project No. 698-0421
Funcding: Fy 1981 - 1990  $89,000,000

IEE Prepared by: AFR/TR/HPN, W. Ching

Environmental Action Recommended: Categorical Exclusion

This amendment continues to meet the criteria for €ategorical Exclusion under
the terms of the original project paper; this amendment increases the amount
of funding by $42 million(LuP increases from $47 million) and the Project

Assistance Completion Date (PACD); this amendment provides $l4 million to fund

an activity in Nigeria for five vears(1986-1990). Implementation components will

include: Health Information Systems development

Training (Management, Technical, Financial)

Health Communication, and
Logistical Support

/
-

Concurrence: ( Bureau Environmen:zal Of¥icer) PPROVED

Bessie L. Boyd, AFR/TR/PRC
ssie Boyd, AFR/TR/PRO DISAPPROVED

DATE

CLEARANCE:  GC/AFR 54

DATE (J C/ /'/26
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5C(2) PROJECT CHECKLIST

Listed below are statutory criteria
applicable to projects. This section
is divided into two parts. Part A.
includes criteria applicable to all
projects. Part B. applies to projects
funded from specific sources only:
B.l. applies to all projects funded
with Development Assistance loans, and
B.3. applies to projects funded from
ESF.

CROSS REFERENCES: IS COUNTRY CHECKLIST -

UP TO DATE? HAS
STANDARD ITEM
CHECKLIST BEEN
REVIEWED FOR THIS
PROJECT?

Al GENERAL CRITERIA FOR PROJECT

1. FY 1986 Continuing Resolution
Sec, 524; FAA Sec, 634A,

Describe how authorizing and
appropriations committees of
~ Senate and House have been or
will be notified concerning

the project.

<. FAA Sec, 6l1l(al)(l). Prior to
obligation in excess of
$500,000, will there pbe (a)
engineering, financial or
other plans necessary to
carry out the assistance and
(b) a reascnably firm estimte
of the cost to the U.S. of
the assistance?

3. FAA Sec. 6ll(a)(2). 1If
further legislative action is
required within recipient
country, what is basis for
reasonable expectation that
such action will be completed
in time to permit orderly
accomplishment of- purpose of
the assistance?

A Corngressional Notification was
- ('l\Y
sent on June 13, 1986. The CN

expired without objection.

a) Yes

b) Yes

NA
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FAA Sec. 61ll(b); FY 1986
Continuing Resolution Sec¢.
501. If for water or

water~-related land resource E
construction, has project met NA

the principles, standards,
and procedures established
pursuant to the Water
Resources Planning Act (42
U.S5.C. 1962, et seqg.)? (See
AID Handbook 3 for new
guidelines.)

FAA Sec. 6ll(e). "If project
is capital assistance (e.g., NA
construction), and all U.S.
assistance for it will exceed
$1 million, has Mission
Director certified and
Regional Assistant
Administrator taken into
consideration the country's
capability effectively to
maintain and utilize the
project?

FAA Sec. 208. 1Is project
susceptible to execution as
part of regional or
multilateral project? If so,
why is project not so
executed? Information and
conclusion whether assistance
will encourage regional
development progrcms.

CCCD 1is regiornal nroject

FAA Sec. 60l(a). Information
and conclusions whether
projects will encourage
efforts of the country to:

(a) increase the flow of a) Yo
international trade; (b)

foster private initiative and b) No
competition; and (c¢)

encourage development and use c) No

of cooperatives, and credit

unions, and savings and loan
associations; (d4) discourage d) No
monopolistic practices; (e)

improve technical, efficiency

of industry, agriculture and e) No
commerce; and (f) strengthen

free labor unions. .E)No



10.

11l.

12.

-]~

FAA Sec. 601(b). Information

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

FAA Sec. 612(b), 636(h,; FV

1986 Continuing Resolution

Sec, 50/. Describe steps

taken to assure that, to the
maxinmum extent possible, the
country 1s contributing liocal
currencies to meet the cost
of contractual and other
services, and foreign
currencies owned by the U.S.
are utilized in lieu of
dollars.

FAA Sec. 612(d). Does tnhe

U.S. own excess foreign
carrency of the country and,
if so, what arrangements have
been made for its release?

FAA Sec. 601(e). Will the

project utilize competitive
selection procedures for the
awarding of contracts, except
where applicable procurement
rules allow otherwise?

FY 1986 Continuing Resolution

Sec., 522, 1If assistance is

for the production of any

commodity for export, is the
commodity likely to be in
surplus on world markets at
the time the resulting
productive capacity becomes
operative, and is such
assistance likely to cause
substantial injury to U.S.
producers of the same,
similar or competing
commodity?

The project will provide technical
assistance from a number of source
some of which will be obtained in

the U.S.

Approximately two-thiids of the
costs as3sociated with the project
in country specific programs will
be paid in local currencies; the
regional programs will be supporte
primarily by foreign exchange.

No

NA

Y/
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14.

15.

16.

-12-~

FAA 118(c) and (d). Does the

project comply with the
environomental procedures set
forth in AID Regulation 16.
Does the project or program
take into consideration the
problem of the destruction of
tropical forests?

FAA 121(d). If a Sahel

.project, has a determination

been made that the host
government has an adequate
sysem for accounting for and
controlling receipt and
expenditure of project funds
(dollars or local currency
generated therefrom)?

FY 1986 Continuing Resolution

Sec. 533, 1Is disbursement of

the assistance conditioned
solely on the basis ¢of the
policies of any multilateral
institution?

ISDCA of 1985 Sec. 31i0. For
development assistance
projects, how nuch of the
funds will be available only
for activities of
economically and socially
disadvantaged enterprises,
historically black colleges
and universities, ané private
and voluntary organizations
which are controlled by
individuals who are black
Americans, Hispanic
Americans, or Native
Americans, or who are
economically or socially
disadvantaged (including
women)?

Categorical Exclusion applies

NA

NA

107 of the activity that is over
and above the amount to CDC etc
may be available for activicties
under the Gray amendmernt.
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FUNDING CRITERIA FOR PROJECT

l. Development Assistance
Project Criteria

a. FAA Sec. 102(a), 111,
113, 28l(a). Extent to
which activity will (a)
effectively involve the
poor in development, by
extending access to
economy at local level,
increasing
labor-intensive
production and the use of
appropriate technology,
spreading investment out
from cities to small
towns and rural areas,
and insuring wide
participation of the poor
in the benefits of
development on a
sustained basis, using
the appropriate U.S.
institutions; (t) help
develop cooperatives,
especially by ta=chnical
assistance, to assist
rural and urba:r poor to
help themselves toward
better life, and
otherwise encourage
democratic private and
local governmental
institutions; (c) support
the self-help efforts of
developing countries; (d)
promote the participation
of women in the national
economies of developing
countries and the
improvement of women's
status, (e) utilize and
encourage regional
cooperation by developing
countries?

a) Immunizations and improved
health care will benéfit the poor.

b)NA

c)Project will respond to country
requests for improved health care.

d)Women play an important role in
the implementation of the project

e) The major part of the project
is a regional effort.
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FAA Sec. 103, 103A, 104,

105, 106. Does the

project fit the criteria
for the type of funds
(functional account)
being used?

FAA Sec. 107. 1Is

emphasis on use of
appropriate technology
(relatively smaller,
cost=saving, labor-using
technologies that are
generally most
appropriate for the small
farms, small businesses,
and small incomes of the
poor)?

FAA Sec. 1l0(a). Will

the recipient country
provide at least 25% of
the costs of the program,
project, or activity with
respect to whch the
assistance is to be
furnished f(or is the
latter cost-sharing
requirement baing waived
for a "relatively least
developed country)?

FAA Sec. 122(b). Does

the activity give
reasonable promise of
contributing to the
development of economic
resources, or to the
increase of productive
capacities and
self-sustaining economic
growth?

Yes, project emphasizes low-cost

health delivery system.

NA

Yes

Yes
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FAA Sec. 128(b). 1If the

activity attempts to in-
crease the institutional
capabilities of private
organizations or the
government of the
country, or if it
attempts to stimulate
scientific and
technological research,
has it been designed and
will it be monitored to
ensure that the ultimate
beneficiaries are the
poor majority?

FAA Sec. 28l(b),

Describe extent to which
program recognizes the
particular needs,
desires, and capacities
of the people of the
country; utilizes the
country's intellectual
resources to encourage
institutional
development; ané supports
civil education and
training in skills
required for effective
participation irn
governmental processes
essential to
self-government,

Yes

The project recognizes and takes i
to account the particular health
needs and desires of the people
and concentrates its efforts in
child survival as a major contrib.
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Development Assistance Project

Criteria (Loans Only)

a. FAA Sec. 122(b).
Information an conclusion on
capacity of the country to
repay the loan, at a
reasonable rate of interest.

b. FAA Sec., 620(d). If
assistance is for any
productive enterprise which
Wil compete with U.§. - - -
enterprises, is there an
agreement by the recipient
country to prevent export to
the U.S. of more than 20% of
the enterprise's annual
production during the life
of the loan?

Economic Support Fund Project

Criteria

a. FAA Sec. 531(a). Will this
assistance promote zconomic
and political stability? Tc
the maximum extent feasible,
is this assistance
coisistent with the policy
directions, purposes, and
progrems of part I of the
FARL?

b. FAA Sec. 531(c¢c). Will
assistance under this
chapter be 'sed for
military, or paramilitary
activities?

c., ISDCA of 1985 Sec. 207.
Will ESF funds be used to
finance the construction of,
or the operation or
maintenance of, or the
supplying of fuel for, a
nuclear facility? 1If so,
has the President certified

NA

NA

NA

NA

NA

J
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that such country is a
party to the Treaty on the
Non-Proliferaticon of Nuclear
Weapons or the Treaty

for the Prohibition of
Nuclear Weapons in Latin
America (the "Treaty of
Tlatelolco"), cooperates
fully with the IAEA, and
pursues nonproliferation
policies consistent with

those of the United States?. -

FAA Sec. 609, If

commodities are to be
granted so that sale
proceeds will accrue to the
recipient country, have
Special Account
(counterpart) arrangements
been made?

NA

YT
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- STANDARD ITEM CHECKLIST

Listed below are the statutory items
which normally will be covered
routinely in those provisions of an
assistance agreement dealing with its
implementation, or covered in the
agreement by imposing limits on
certain uses of funds.

“These items are arranged under the
“‘general ‘headings of (A) Procurement,
- (B)-<Comstruction,-and (C) Other
Restrictions.

A. Procurement

l.

FAA Sec. 602, Are there

arrangements to permit U.S.
small business to

participate equitably in the

"furnishing of commodities

and services financed?

FAA Sec. 604(a). Will all

procurement be from the U.,S.
except as othervise
determined by the President

or under delegation from
him?2?

FAA Sec. 601(d). If the

cooperating country
discriminates against marine
insurance companies
authorized to do business in
the U.S., will commodities
pe insured in the United
States against marine risk
with such a company?

FAA Sec. 604(e); ISDCA of

1980 Sec. /05(a). 1I1f

offshore procurement of
agricultural commodity or
product is to be financed,
is there provision against
such procurement when the
domestic prlce of such
commodity is less than
parity? (Exception where
commodity financed could not
reasonably be procured in
U.S.)

Action memerandum reference to

the Gray amendment refers.

Yes

NA

NA

7 9
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 FAA Sec. 604(g). Will

construction or engineering
services be procured from
firms of countries which
receive direct economic¢
assistance under the FAA and
which are otherwise eligible
under Code 941, but which
have attained a competitive
capability in international
markets in one of these
areas? Do these countries

permit United States firms

to compete for construction
Oor engineering services

financed from assistance 4
programs of these countries?

FAA Sec, 603. Is the

shipping excluded from
compliance with requirement
in section 901(b) of the
Merchant Marine Act of 1936,
as amended, that at least 50
per centum of the gross
tonnage of commodities
(computed separately for dry
bulk carriers, dry cargo
liners, and tankers)
financed shall be
transported on privately
owned U.S. flag commercial
vessels to the extent such
vessels are available at
fair and reasonable rates?

FAA Sec., 621. If technical

assistance is financed, will
such assistance be furnished
by private enterprise on a
contract basis to the
fullest extent practicable?
If the facilities of other
Federal agencies will be
utilized, are they
particularly suitable, not
competitive with private
enterprise, and made
available without undue
interference with domestic
programs?

NA

NA

Yes

fes
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International Air

-Transportation Fair

Competitive Practices Act,
1674, Lf air transportation
of persons or property is
financed on grant basis,
will U.S. carriers be used
to the extent such service
is available?

FY 1986 Continuing
Resolution Sec. 504. If the
U.S. Government i1s a party
to a contract for
procurement, does the
contract contain a provision
authorizing termination of
such contract for the
convenience of the United
States?

B. Construction

1.

FAA Sec. 501(d). If capital
(e.g., construction)
project, will U,S.
engineering and professional
services be used?

FAA Sec. 6ll(c). 1If
contracts for construction
are to be financed, will
they be let on a competitive
basis to maximum extent
practicable?

FAAL Sec. 620(k). If for
construction of productive
enterprise, will aggregate
value of assistance to be
furnished by the U.S. not
exceed $100 million (except
for productive enterprises
in Egypt that were described
in the CP)?

Yes

NA

JA
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Other Restrictions

l.

FAA Sec. 122(b). 1If

development loan, is
interest rate at least 2%
per annum during grace
period and at least 3% per
annum thereafter?

FAA Sec. 301(d). If fund is

established solely by U.S.
contributions and
administered by an

-international organization,

does Comptroller General
have audit rights?

FAA Sec. 620(h). UDo

arrangements exist to insure
that United States foreign
aid is not used in a manner
which, contrary to the best
interests of the Uni:zed
States, promotes Or assists
the foreign aié procjects or
activities of the
Communist-bloc countries?

Will arrangements preclude
use of financing:

a. TAA Sec, 1l04(f); FY 1986

Continuing Resolution
Sec., 226. (1) To pay
for performance of
abortions as a method of
family planning or to
motivate or coerce
persons to practice
abortions; (2) to pay
for performance of
involuntary
sterilization as method
of family planning, or
to coerce or provide
financial incentive to
any person to undergo

NA

NA

Yes

-,

S
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sterilization; (3) to Yes
pay for any biomedical

research which relates,

in whole or part, to

methods or the

performance of abortions

or involuntary

sterilizations as a

means of family

planning; (4) to lobby Yes
for abortion?

FAA Sec, 488. To

reimburse persons, in Yes
the form of cash .

payments, whose illicit

drug crops are

eradicated?

FAA Sec. 620(g). To

compensate owners for Yes
expropriated 4
nationalized property?

FAA Sec. 660, To

provide training or Yes
advice or provide any

financial support Zor
police, prisons, cr
other law enforcement
forces, except fcr
narcotics programs?

th fu

FAA Sec, 662. For CIA

Yes
activities?

FAA S:c. 636(i). For

purchase, sale, Yesg
long=term lease,

exchange or guaranty of

the sale of motor

vehicles manufactured

outside U.S5.,; unless a

waiver is obtained?
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FY 1986 Continuing
Resolution, Sec. 503.

To pay pensions,
annuities, retirement
pay, or adjusted service
compensation for
military personnel?

FY 1986 Continuing
Resolution, Sec. 505.
To pay U.N. assessments,

arrearages or dues?

FY 1986 Countinuing
Resolution, Sec. 506.
To carry out provisions
of FAA section 209(d)
(Transfer of FAA funds
to multilateral
organizations for
lending)?

FY 1986 Continuing
Resolution, Sec. 510.

To finance the export of
nuclear equipment, fuel,
or technology?

FY 1986 Continuing
Resolution, Sec. >1ll.
For the purpose oz
aiding the efforts of
the government of such
country to repress the
legitimate rights of the
population of such
country contrary to the
Universal Declaration of
Human Rights?

FY 1986 Continuing
Resolution, Sec. 516.

To be used for publicity
or propaganda purposes
within U.S. not
authorized by Congress?

Yes

Yes

Yes

Yes

Yes

Yes

99
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SUJIECT: FURTNERING THE SMALL 2uUuSTHESS ACT ANU GRAY

ANMEMDMENT QOBJECTIVES .

1. WE ARE PASSTING ALONG TEXT OF MEMC FROM FRANK MONCACA
(SER/7CM), THAT YOU SHQULD EBE AWARE OF wHEM BREPARING 289
NOTICES OM JONTRACTING ACTIONS

2. THIS CANCELS AND SUPEPRSEZLES CYB 8%-16, ENTITLEDS
FURTHERING GRAY AMENDMENT GQJECTIVES

- THE FOLLIOWING OIRECTIVE IS APPLICABLE T2 ALL AID- %W ABMD
PTESION CONTRACTS TO BE AVARDED UNDER THE SULL AND STt
CCMPETTITION PROCESURES E3TASLISHED IN PART 5. ( COF THE
FEDERAL ACQAUISITION REGULATION 'FaR) . - THIS LIRECTIVE IS
NOQOT APPLICASLE TU CONTRACTS SET tSIDE UNDER THE 8 (A) 2R
SMALL BUSINESS PROGRAMS. -

~ IN FURTHERANCE QOF THE SMALL BUSINE=G ACT ML THE
AGENCY' S5 GRAY AMENGCMENT QOBJECTIVIS., THE CERPUTY
ADMIMISTRATCOR HAS QTRECTED T=F INCLUSTION OF THE
FOLLOWING LANGUAGE 1IN EACH COMMERCE 2USINESS Call:
NCTICE REQUIRED 2Y TaAR PART I. AND IN THE INZTRUCTIONS
TO OFFERCRS OR BIDORRS (SECTION L) QOF THE RELATED

SOLICITATION OGCUMENT. . n
. [} -

- BEGIN QUQTE. . CONTRACTING WITH SMai.w. BUSINESS COMCERNS,

SMALL DISADVANTAGED BUSINESS CONCERNS, AND WOMEN-QWMED

SMALL BUSINESS CONCERNS.

- AT2 ENCOURAGES THE PARTICIPATION TQ THE MAXIMUM SXTENT
PCSSIBLE OF SMALL BUSINESS COMCERNSE, SMALL OISACVANTAGED
BUSINESRS CONCERNS, AND WOMEN=OWNED SMALL &USINESS
CONCERNS IM TiHIS ACTIVITY A5 SRIME CONVIAZTCRS CAR
SUBCONTRACTORS IN ACCORDANCE WITH PART 19 QF THE FEDERAL
ACQUISITIOM REGULATION. IN THIS PESPECT, 1T IS
ANTICIRPATED THAT AILR FYI. THIS wa8§ PREVIQOUILY 2JUOTE
PRIME CONTRACTOR UNQUOTE - ZMDO FYI) WILL Marveg EVERY
REASONABLE EFFORY TGO IQENTIFY AMND MAKE MAXIMUM
PRACTICABLE USE GOF SUTH CONCERNS. ALL SELECTIOM
EVALUATION CR:TEAQIA BEIMG FCUND EQUAL, THE RPARTICIPATION
OF SUCH CONCERNS MAY 2ECIOME A DETERMIMING FACTOR FOR
SELECTION. ENC QUOTE. SHULTZ

UNCLASSIFIED

VR
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INTRODUCTI10M

2

Combatiing Childheod Communicsble Disgaasa (CCCD) ia 8 USAID fundsd Child Survival preject of

techaical cooperation to strengthsn Africen espebilitios Lo dscrasas child mortslity end improve child .
haalth, 1983 wes tha fourth yeer of tho 8 yoer project. CCCD is implementad by several different

sgeneies: the Gevernmant Haoslth Ministries of 12 Afriesn nations, tha U. S. Conters for Disesse

Cantrol (COC), the VWerld Haalth Orgenization Africzn Regional Office (WHO/AFRQ), end tha U.S. Peecs

Corps. .

Savaral ather zgancios end projacts zro collsborating with CCCD in supporting Child Survival activities
in Africa: tha West Europasn/Morth American ewrgenization Cooperation for Devalopment in Africa
(CDA) a3 endor<ed CCCD &3 its major initistive in the hasith sactor; the French Ministry of
Coopsrition and Development, through its Eonds dAids at Caoneraticn (FAC), is 1 pertnsr in the CCCD
projoct in Conga; tha British Ovarsaas Davalepmant Agency (CDA) has a CCCD bilatsral 2grasment with
the Govsrnmaent of The Gambia; end the sister child survival projects funded by AID's Science and
Technolagy Sureau, Including the Technologies for Primsry Health Care Projsct (PRITECH), the
Resources for Child Haaith Project (REACH), snd the Communications for Child Survival Project
(HEALTHCOM). Closa collsbarntion is alse maintained with WHO Ganeve, UNICEF, end the Task Force for
Child Survival.

Tha majer sccomplishments during 1985 and the conatraints Lo achievement of CCCD cbjectives are
dotailed in the foilowing peges. Several of Lhesa perticulerly notaworthy and beer spacial maention
her9.

Theea bilatsral CCCD project sgreamants werse signad, bringing Lo full authorized complament
(12) tha numbser of AiD funded country projects.

0 AID snd WHO/AFRO signed a grant sgresmsnt end sgreed on 8 workplan for AFRO's -
Implementation of intercountry training snd health informatien systams develepment in support
of CCCD.

{0 The Third Yeer CCCO Evaluation (internal) was cerried out; recommsendations includsd
inersssing ths number of bilaleral projects, lengthening tha life of project, increasing the
funding csiling, deferring eny sdditional dissase Interventions, and revising the CCCD
Mansgsment Information Syﬂtsﬁi (HIS).

This report represents Lhe first snnual report utilizing the revised MIS. CDC/IMPO would spprecials
your commsnts and suggestions regerding the present. report (Ses address p. 34).




USAID BILATERAL CCCD PROJECTS

CCCD BIL ATERAL PROJECTS 1982
"~y BY YEAR OF START B 1902

| 1984
7 1985
1955
(pianned)
UL RWANDA
—~ BURUMD!
— MALAWI
SW AZIL AND
LESOTHO
COUNTRY TOTAL PODULATION START  FINISH USAID BUDGET  LOCAL BUDGET
(000) (3000) (3000)
ZAIRE 32 648 8/82  #12/91 4 849 4167
TOGO 2 860 4/83 4/87 1140 373
LIBERIA 1890 8/83 8/87 830 217
CAR 2526 5/84 5/88 571 217
LESOTHO 1519 5/84 S/88 578 375
MALAW 6 963 6/84 3/88 1423 1331
RWANDA 5904 6/84 5/88 1072 956
CONGO 1702 6/84 6/68 667 500
SWAZILAND 631 6/84 6/88 703 285
GUINZA 5735 6/85 12/87 885 850
IVORY COAST 9513 6/85 4/89 1 691 5014
BURLINDI 4631 9/85 3/68 834 233

TOTAL (1983) 76 542

MIGERIA (proposed) 94 431

TOTAL 170 973

2fropossd



CGBJECTIVE

STRATEQY

THE CCCD PROGRAM

Roduce marhidity and mortality of Africen children (0-4 years)
threugh strengthsaing netional capenility to:

o Immunizo Infants end fertilo sge woman (see pp. 6=7)

0 Trect dlarrheal dahydration with eppropriats csse mansgement,
emphsgizing Oral Rehydratioa Tharepy (CAT) (ssa pp. 8<9)

0 Trest fever in children poesumptivoly &3 maleria (sse pp. 10-11)
o Provido maleria chemoprophylaxis Lo pregnant womsn

Premote end follow Warld Haeith Organization (WHO) policiss and
pracedures end provide oragram support through the fallovnng
intercountry end bilatsral servicss.

o Training (ssa pp. 12=13)

0 Haslth Education/Promotion (s2e pp. 14-15)

0 Health Information Systems (sas pp. 16-19)

o Cperational Reseerch (sae pp. 20-21)

o Technical Coopeiralion (sae pp. 22-29)

iINDICATCRS AND SFECIFIC TARGETS IN CCCD COPERATIONAL AREAS:

Indicator

Infent Mortality 100-260/1000 =“Z9R
1=4 Hortality 10-207 1000/ Yagr 233
Noonatsl Tatzmis Mortallty  5-20/1000 -80%
Massles Flortality 20-80/1000 508
Yeecination Covaraga 108 80%
Nawborn Telsnus Prousction 38 S0R%
Health Facility Use of 0K~ 13 308
Comwnunity Use of CRT 13 20%
Prasumplive Malerig Treatment 2038 | 70R%

1 7



1980

1981

1982

1983

1984

MORTALITY & USE OF HE ALTH SERVICES SURVEY DESIGN >

1985

1386

1987

1988

1989

190

CCCD TIMELINE

NUMBER OF BIL ATERAL PROJECTS
] ACTUAL PROJECTED

MAJOR EVENTS

PROJECT DESIGN TEAM FIELD VISITS »

PROJECT DESIGN
I

l »
PROJECT AUTHORIZED /P ASA SIGNED

v VY W W

el

FIRST BILATERAL PROJECT (ZAIRE) »
>

COUNTRY ASSESSMENTS

>

FIRST EXTERNAL EVYALUATION ?

FIRST CONSULT ATIVE MEETING (LOME) >
MUHS SURVEYS (TOGO, LIBERIA, ZAIRE) ?

THIRD YE AR EVALUATION (INTERNAL) >

SECOND CONSULTATIVE MEETING (LILONGWE) > |
MUHS REINTERVIEW SURVYEYS >

MAMAGEMENT INFORMATION SYSTEM REDESIGNED >

FOURTH YEAR EVALUATION (EXTERNAL) » |
THIRD CONSULTATIVE MEETING (BRAZZAVILLE) »

1980

1981

1982

1983

1984

1985

1987

1988

1989

1929

iy O



IMMUNIZATION

Chjactives Redirea mordidily crd mortality of childhned disossas
proveatshble by immunization

Achleva B0A esverage with BCG, massles, end
3 dozas of DPT znd polio veeeinss by 12 months
of =59

Achicva B0% coverege with 2 doges of tatznus
tongid of at rigk pregnent womsn

Indicators Percent of perentaral immunizations performed
wsing starile neadle and starila syrings

Numbse of immunizations psrformad

Percentsge of children 12 = 23 months of age
veceinatsd

Number of casss of tarqot diseasas

Achisvemants Veeeing storega end distribution (*Cald Clain®)
agtsblished In all CCCD countriss

Stsf¥ tralnad Ia effective mathods of veccing
dalivery

1.6 millien ehildren provided wilh ot lasst one
veeeine In 1983

Vegeination coverags increasing in most countries

Prablems Limited eccass end coverage in rurol aress

Suboptimal community perticipation snd low
geeaptanca of immumnization

Measles trensmissien In children too young for
mossles immunization

Floesles trensmission in eress hoving 2 S0R
veceination coversye (see graph mid-pege 17)



IMMUNIZATION ACTIVITIES

TOTAL VACCINATIONS CCCD-VIDE, 1989
(SELECTED YACCINES, BY AGE)

DOSES ADMINISTERED (000)

1800 + )
- TOTAL
1600 -
1400 1
1200 |
1000 +
800
600 -
400 1
200 4
ol .
ME ASLES DPT 1 DPT 3
Y ACCINE
MUMBER OF MEASLES VACCINATIONS,
ZAIRE, 1978-1985
900
« 800+
&
S 7004
=
600 +
)
Q g 500
> & 400 4
w
300 -
2
N 200
100
0 4
1978 1979 1980 1981 1982 1983 1984 1985
YACCINATICN COVERAGE, SW AZIL AND
1981-1985.
90 (12-23 MONTH AGE GROUP)
80 1
70 4 ~
BCG
PERCENT DPT3
VACCINATED
BY VACCINE 4g B poLi03
TYPE
30 Ed meEasLES
20 ) rULLY VACCINATED
10

A

1981 1982 1983 1984 1983

90



Cbjectives

Ingicatsrs

Achigvemants

Broblems

DIARRHEAL DISEASE CONTROL

Reguce mortality dua to 2overa dehydration
sscondery to dierrinag

Imareve clinicsl monegamant of dlerrhoal
digeazo ot hesith facilities

Imprevo eomimunily Fecognition end traotment
of dierrhaa. -

Peircent, of haalth facilitiss wsing sppropriala clinical
menegomant

Percent of casss troatsd egpropriataly al horra
Dierrhoeg doaths

Diarrhoal ~3sa fatality ralss in hossilals

CRT wits s3tablished in padiatric fazilities in Zuire,
l.esotha, Malawi, tvory Cesst end Congo

WHO training cantars for clinical dierrhas csse
menzagement developed in Zsire end Malawi

Reportsd ORT use greatly incressed in all CCCD cumtries

Surveys of ORT precticss conductad in Rwends,
lvery Casst zrd Lesotho

Slgnificent decresso in dizrrhosl case=fatality rats,
Mema Yemo Hoszpilsl, Kinshasa, Zsire

Daveloomant of natienal policies, zppcintment

of natienal ceerdinaters

Appropriate recemmendalions for homg trsatmant
Inedequats hend3-on training of project staft
In-caumtry CRS production

Insdequate (somstimes insppropriats) haslth sducation,
training :



NUMBER OF PACKETS (MiLLIONS)

1.47
1.2
104

O RS DISTRIBUTION IN ZAIRE

CCCD DIARRHEAL DISEASE ACTIVITIES

1981 1982

NUMBER OF DEATHS

O R S PACKETS PRODUCED
(THOUS ANDS)

90
80 1
7C 1
60
S0
40
30 4
20 4
10 1

0 +

10 1

CASE-FATALITY RATES AMONG
MOSPIT ALIZED DIARRHEA CASES,

(AGE 0-S YEARS)
MAMA YEMO HOSPIT AL, KINSHASA,

- 2AIRE

[£Y)

b

L4

@ 67 35%

ot

bt 5 P S

2 _

L5 41

w

0E 31 2.7%
ket

[ 45 Iy «

<§ hd 2 &

| YY)

>

4 14

=

4 (o] - 2
1983 1984 1985 1984 1985

(ORAL REHYDRATION THERAPY POLICY

DIARRHE AL DEATHS, SW AZIL AND IMPLEMENTED AUGUST 1984)

1981-1983

1981 1982 1983 1984
0 R S PRODUCTION, LESOTHO

1981 1982 1983 1984 - 1985

A
n..\?

F\;
<



0.

Chjectives

Indicalors

Achigvemsnts

Problems

MALARIA

Redisen undar five dacths dus ta msleria

Deervazo mstsrnal end neonatal merbidity and
mertality ¢aused by maleria

Devalen natlenat stratagles foe clinical msnagemsnt
of maleria at hgallh fecilities end

presumative treatment in communitics

Dovolop ssnlinel surwnillanca foe malsria

perasits drug sansitivity

Kumbse of countrias with natienal maleris policy

Mumbsr of counlries with sentinel surreillance
fer drug sensitivity

Percant of haalth Macilities using recormmandad
treatment procedurss for malsria

Peresnt of fever ;zsés in commmunity treated
spprepriatsiy

Natlenal malzria treatmsent policias sstablished
in Malawi, Togo end Zaire

Sentinal sansilivity surveillznce establizhad in
C AR, Congo, Malawi, Togo end Zairs

Clinicsl study on treatmant of severs malaria
corried aut ia Tho Gambia

Use of approprista drug therspyincreasing in
most countries

Soreed of chloroguing resistance scross Africa
fram oest Lo west

Tanicity of sscond lina drugs

High cost of sitsrnative drugs



1.
MALARIA

COUMTRIES FROM YHICH STAFF HAVE BEEN
TRAIHED 18 I VIVO DRUG RESPONSE TESTING
THROUGH CCCD ‘

C AR
ZARE
RYW AND A
MAL AY]
SY AZIL AND
CHLOBOOUINE-RESIST ANT
PLASHOD AR FALLEP ARUM
1985
SUD AN
=< CAR
C AMEROON - UG AND A
GABON S KENY A
CONGO L BURGNDT T ANOA
CAIRE TANZANIA
ANGOL A AL A
ZAMBIA MOZ AMBIQUE
NAMIBIA 2IMBABWE
SW AZIL AND MADAG ASC AR

e 2P
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Objectives

Indleators

Achigvernents

Problems

TRAINING

Improva skills of Africen hoalth werkers in dalmﬂfﬁg
preventive end curalive ssrvigss

Imareve CCCD countries’ ebillty to plen, conduct end
cvaluata training

Provide ssaiglznce in sssassing CCCD training
negds and Idenlifying training rescurces

Davalep training stratsglies for health workers sngaged In
control of childhoed infactious disessss
Kumbar of CCCD countries with:

national training pien

training coordinator

0 sppropriats peripheral level trgining materiais

Number of hgalth stafT trainad

Over 3C00 hasith werkers trainsd in 1988

Gansric CCCD mid-level managers course devalopmant comoleted

Local sdaptation of training matsrials in 7 countries

Training plens end stratsgies developed in S
countries

Plzas for sanior mansgement training not yet developed

Pleng end matsrials for paripharal level training require further

devalepment end evalugtion




13.

CCCD TRAINING ACTIVITIES

PERSOM DAYS OF TRAINING BY TYPE OF TRAINING

1963

10000 +
9000 -
8000 -
7000 -
6000 -
3000 ¢
4000 |
3000 1
2000 |
1000

PERSON DAYS
OF TRAINING

-

SENIOR LEVEL
MID-LEVEL
PERIPHERAL LEVEL
HiS STAFF

MAL ARIA STAFF

OR T STAFF

TRAINING OF TRAINERS
PEACE CORPS STAFF
OTHERS

W W N Ol S W N

o
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Objectives

Indlcators

Achiovements

Praoblems

Maximize utilizatlon of EPI, CDD and malaria trestment ssrvices st .

HEALTH EDUCATION/PROMOTION
hesith facilities : 1
1

Facilitats sdoption of specific bshaviers in the home/comminity
during episedss of disrrhes and fever

Numbsr of countries having conducted behgvieral and educational
disgnosis (bassiine Knowledge, Alliludes and Practicss - KAP -
Urveys)

Mumber of countrias with healih education action piens

Vsccination coverage rates

Pereent of diarrhes snd fever episodes Lreatad at hotne with
soms form of ORT and sntimalarial

Basaline KAP surveys conductad in S coumtrias

Haaith education plans in support of one or more of the CCCD
intarventions preparsd in 6 cocuntries

Special promotional campaigns implemantad in 3 ¢ountries
Educational materisis producad snd distrillutad in 7 countriss
Mid-ievel lraining module on haalth educstien revised
Casperstive Agrzement application recehved from University

of Nerth Carolina for intarcountry Lraining in haalth educstion
planning and menagerment

Ingdsgusla data cotlsction for heaith sducation planning znd
evaluation

Inedaquals integration end davelopmenc of health education in
tandam with the 3 CCCD inlsrventions

q 7



STATUS OF HEALTH EDUCATION/PROMOTION

CCCD BILATERAL PROJECTS

1985

ACTIVITY

BURUNDI

PRE-PROGRAMMING VYISIT BY

PO HEALTH EDUCATION SPECIALIST

NATIONAL H. E. COORDINATOR/
LIAISON DESIGNATED

BASEL INE /FORMATIVE DATA
COLLECTED

H. €. ASSESSMENT /STRATEGY/
WORKPL AN DEVELOPED

CAR
CONGO

iNEA
IVORY COAST
LESOTHO
LIBERIA
Mal A/l
RY AND A

SY AZIL AND

TOGC

ZAIRE

PEACE CORPS JOB DESCRIPTIONS
RE 4DY /PCV'S REQUESTED

EDUCATIONAL MATERIALS
DEVELOPED

HEALTH WORKER TRAINING WITH
PUBLIC EDUC. MATERIAL DIFFUSION

MESSAGE DIFFUSION V1A PRINT/
MEDIA/SCHOOLS/ETC.

REPORT ING /MON!T ORING OF H. E.
ACTIWITY COVFRAGE AND CHANGES
IN PRACTICES

FULLY COMPLETED

B PARTIALLY COMPLETED /UNDERY AY
[?]sTATUS UNCERTAIN

0 no

[n] noT APPLICABLE

13.

7z,
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Objectives

Indicators

Achlevements

Problems

HEALTH INFORMATION SYSTEMS

Strengthen engoing systems of diseese
survailience - dals collsction, analysis and uss

Document morbidity znd mertality from
terget disessss

Messure effectiveness of intsrventions in
reducing morbidily and mortality
Number of CCCD countries with systsms lo:
0 monitor supgiies storage 2nd distripution
{1 measurae servics availabilily at health facilities
0 determins comwmunily health praclices
conduct merbidily surveillance
masasure mortslity
Developed a Managsment Inforfalion System
which providas a format for country reports and a
medal for national uss of haalth infermation
Computarized annusi CCCD country raports

Davaleped surmay methods Lo daterming haalth
practices at haslth facilitics and in communily

Continued ssssssmant end strergthsning of CCCD
country haalth infermation systems

Conductsd housshold interview sumays W messurs
mortality (FUHS surveys - ses pages 18-19)
Delays and incomplataness of raporting

Uncertain guality of heaith information

Lsck of fesdhack to collectors of hasith information

Poor use of gvailebla health Infermation by many
host governmaents for program decision=mnaking

linprecise mertality eé.timatas from MUKHS surveys

%9




HEALTH INFORMATION SYSTEMS

IMMUNIZ ATION COVERAGE , LESOTHO, 1982-1985
(AGE 12-23 MONTHS)

S0 1
o0 1982
w 70 1984
<
g 60 1985
3 50
Q
E 40
b
S 30
[ VY)
& 20
10
0 - & ; 33 ] 3844534 . 3 g ASVIASY
OPT 3 POLIO 3 ME ASLES BCG COMPLETE
MEASLES IN KINSHAS A, 2AIRE
REPORTS FROM 14 SENTINEL SITES
10000 1 S
9660 -
8000 -
7009 |
6000
NUMBER OF
CASES 5°°°J
4000
3000 -
2000 |
1000
0 p -

1980 1981 1982 1983 1984 1985

PERTUSSIS IN LESOTHO

120 ¢

NUMBER CF
CASES

JUL-SEP &4 JUL-SEP 85

17.



0 September, 1983

0 Dscember, 1983

0 January, 1984

Q July - September,
1984

0 Jenuery, 19835

a June - Seplembar,
1983

0 November, 1983

MORTALITY

s

CCCD enternsl evaluation identified need for

better mortslity dats end develepment of mathedalegy to
monitor chengss in mortslily rates

in order to demonstrats program offectiveness

Mortsiity snd Uss of Health Services survey (FUHS)
designed

Survey dasign reviewed by oxtarnsl consultants
in dsrnogrepiy and snthropolegy

MUHS survavs csrried st in Liberia, Togo and
daire

Extarnal review of FUHS surveys rPecommendsd
reintarview survey of sub-samgle all 3 cauntries
and ‘ndapendant demographic analysis

Reintseview survays carried out in Liberis, Togo
and Zaire

Resulis comeiled and submilted for indepsndent
snalysis

/N



19.
INFANT AND UNDER FIVE MORTALITY

RESULTS OF CLUSTER SAMPLE AMD REINTERVIEY SURVEYS

58 SUBNATIONAL AREAS OF THREE CCCD COUMTRIES

MORTALITY RATES PER 1000 LIVE BIRTHS
SArEﬁ]T§ﬁ§§E7§‘““"1%ﬁﬁ?€§§ﬁﬁ?§ﬁ§§@?§?
COUNTRY AREA INFANT | UNDER FIVE | INFANT | UNDER FIVE
T0GO PLATE AUX 31 80 87 191
ZAIRE KINGANDU 44 115 78 194
2AIRE PAl XONGILA 42 - e —
LIBERIA 3 COUNTIES 189 301 215 365

MORTALITY ESTIMATES OBTAINED IR REIMTERYVIEY SURVEYS

SUBSAMPLES OF SUBNATIONAL AREAS OF TOGO, ZAIRE AND LIBERIA

INF ANT MORTALITY

290 ¢
215
200
INF ANT 150 1
DEATHS /1000

LIVE BIRTHS 100 -

90 -

LIBERIA TOGO ZAIRE
UNDER FIVE MORT ALITY

400 T

3635

UNDER FIVE 300 ¢
DEATHS

PER 1000
L‘VE 200 >
BIRTHS
]m E 3

LIBERIA TOGO CARE



Chjectives

Indicators

Achisvemants

Problams

OPERATIONAL RESEARCH

Identify end solve aperationsl problems
constraining schisvament of CCCD targats
énd objectives

Develop African capability to conduct
operational resesrch

Number of protocols submiltsd, sppraved,
campletad, published

Impsct of resserch projects on progrem

operations

Prolocois Received g9
Protecols Approved 32
Pratocols Funded ' 31
Projects Complatad ' 3
Pubilshed 0

Small research projects require substantial time=
intensive tachniesl collebaration in the design,
Meid work, and snslysis stages

CCCD feid stafT and Resesrch Review Commilles
members have not besn 2ble Lo previde sufficient
supgort to all reseachers, particularly in
counlries which do not have bilatsral CCCOH

programs

q



OPERATIONAL RESEARCH ACTIVITIES

OPERATIONAL RESE ARCH PROTOCOLS
SUBMITTED AND APPROVED 8Y 6
MONTH PERIODS

SUBMITTED

30+

2 4 APPROVED

NUMBER OF
PROTOCOLS

-

w
4
+

—
-
N
&

0 4 .= N S e e
2ND /82 1ST/83 2ND /83 1ST/84 2ND /84 1ST
SIX MONTH PERIOD

COUNTRIES OF ORIGIN OF SUSMITTED PROTOCOLS

MALI 4 SUD AN
SENEG AL 2 NIGERIA
LIBERIA 1 UGAND A
IVORY COASY 4% KENY A
GHANA 1 RW AND A
TOGO 2 BURUND/
CONGO 1 T ANZ ANIA
ZAIRE 3 MAL AW
ZAMBIA 2 SW AZIL AND
ZIMBABWE 9 LESOTHO
MAURITIUS

3 WL £228:

/88 2ND /89

2

1

!
5
]
1
2
1
3
3
4
2
2
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BILATERAL PROJECT SUMMARIES

BURLINDL
o The Projact Agrecmsal wes signad August 30, 198S.
e Techniesl Officer hag beon selectad: persenal serviess contract pending.

o Project commadily ordars hava boon initiatsd by USAID Missien.

CENTRAL AFRICAN REPUBLIC

o First Yesr Review of project recommundsd sssigament of full-tima Technical Cfficse;
arrengsmants complalsd for dotail of State Dapartment smployee for this position.

] Sa.:?véys wera cgf?iﬁd aut to esteblish bessiing dola regerding morbidily, mortalily, vaccination
coversga, snd knowledga/atlitudez/prsctices relatsd to malaris and dlarrhes Lo assist with
policy end werk plen davelopment.

o A muitiple satigen immunization camoaign wes carried cut in tha capital cily, Bangui, lo avert
sn saticipated maasles epidemic (following 2 years of low transmission and little immunizalon);
covarege of 80% of the tzrgat population was schigved.

CONGO

o In response Lo & recommendation made at the First Y :ar Reviaw of tha project, 3 full~time
national CCCD coordinator waog apoointad Lo worit /s countarpart Lo the COC Technicsi Cfficer.

0 Urben snd rural cost studiss were canduclsd to study the potsnlisi for sustsinad servica dalivery

sfizr completion of bilatasral sssisienca, cost recsvery mathoeds, e.¢. lea for service, o bs
studied.

o Dosoils highsst ever laveis of immunization covarsgs (40R children 12-23 months fully
immunized natlenaily), major messles epidemic was sxgerionced Lthrough most of country;
CCCD epidamiologic invastigations found up to 1/3 of casss in <9 month ags group (ineligible for
massles Immunization).

o Dlerrhaa and malaria sctivitles strangthened with establishment of ORT unils in 19 urban neaith
fzzilities end instituting chloreguina sengitivity menitoring.

¢ Chleragquing sansilivily monitoring initiated.

o Ths CCCD Project Agrsemant was signed end the CDC Technical OfTleer assigned in Septamber.

- @ Gulnaen CCCD countarparts ware idsntified snd sssigned.

o Imglementation planning snd commedily procuremnant are under way. -

95
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BILATERAL PROJECT SUMMARIES (CONT.)

IVORY COAST
o The Tachnical OfTicsr arrivad at post in Octobsr, following execution of the Project Agreemaent. -
o lvarien counterpsrts were sssigned.
o Planning and procurement are proceeding.
LESOTHO
o CCCD fully oparational in all 19 Haalth Ssrvice Areas (HSA) of Lesotho.

o CCCD dscentralized Lraining plang devolosed end implemantad in sll 19 HSA's; undar thase plens
over 2000 haalth staff will receive CCCD training by the end of 1987.

o Natlonal immunization coverage rata (fully immunized 12-23 months age group) incraased from
40R (1983) to 498 (1984) to 65% (198S).

LIBERIA

o Fraught with problems a yeer ago, the Liberia praject implementad most of the recommendations
madg sl tha First Yesr Review snd finally wuarled service dellvery in August.

o A cost recovery policy was approved and imolemenlation of a lee for service system has bequn;
25 cents paid for an immunization card sntitles holder to full EPI series.

o CCCD played key role in oxtensive plenning for National immunization Week designed to accelerats

EP1 coverage, originatly scheduled for November, campalgn rescheduted for January because of
civil unrest following attsmoted couw.

o The Mertalily and Uss of Health Services (MUMS) verification survey was completed

o USAID Mission support for the project end active perticipation of ths Haalth end Population
Officer provided g positive impact on CCCD.

HALAWI

0 Hosted Second Annual CCCD Consultative Meeting and Africa Reglenal Workshop on Oral
Rehydration Tharapy in March.

o CCCD is oparational nationwide.

o A national policy en malaria trealmant was estsblishaed, based on the findings of resesrch
spongored by CCCD.

0 A national policy was developsd on oral rehydration therspy; esch of 3 regions has a team Lo
promulgats policy, dsvelop CRT cornaers in haalth fecilities, train end supsrvise staff, snd
monitor ORY implemantation.

o In the fgce of 8 major decreaae In Immunization coverage in the tsrgal aged chila en (from 553
fully immunized in 1984 to 352 in 198S - &s massured by survay), CCCD staff made recom-
mendations on managemsnt, plenning, &nd Lechnical issues directed at reversing this decling.
Wesknsases in the Malawi health information system meke ongoing monitoring of health dats
diffteuit.
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BILATERAL PROJECT SUMMARIES (CONT.)

THANDA

o CCCD Implementation begen with tha errival of tho CDC Techaleal Cificer, the eatsblishment of
efflces and 8 coordinating commitise, and receipt of stert-up commodities.

o Training has bsen conductsd in mid-level mensgemant, ORT end chloroguing sengitivily monitaring
Lo permit Imolomsntation of Lhs3g activitles.

o A astions] disrrisa end msleria KAP survey was conductad 19 help develop naticnal comral policigs
znd plang.

SWAZILAND

6 First Yoer Review racommandad sssignmsnt of full-tims Technical Officar; personal services
contract will ba swerdad in 1928,

0 CCCD supported a Mass Medig and Health Practices project Lo develop and promots the ‘
ngtional digrrheal disesss program.

o Immunization coverags §s measured by survey has declined slightiv since 1983; Lhe following
sctions have been Laken Lo sddreas hig problem:

= Appointmant of zn EPY Cammilles Lo revirw plans and sctivities;

- Rasppeintment of former <Pl Director (after cosition had deen vacant for a yeer);

= Training snd health aducation materials ¢avalopsd Lo sdaress naads identifed in commanity
znd cliniec KAP surveys.

Y080

0 The midlam CCCD svaluation wss conductad by en independent international tesm between
Naovember 4 - 24, 196S.

o lmolemantation of disrrheal disesse intsrvention Is 1sgging behind other CCCD sctivilies,
egperently bacsusa of organizational prodiems in the Ministry of Haalth.

o Veccinatien covaregs survay findlngs in Marilime Region whara CCCD stertad in 1684:

FULLY IFTPRUNIZED
YEAR BCG. 0PT3 POLIOS FEASLES BURAIL____URBAN
1984 338 38 33 3% 0% SR
1685 84% 212 18% 348 128 32%

o All physiciens-in-cherga of modical seciers (21) and ﬂwﬁlhlf'd of all public health peramsdical
personnel (319) hsve recaived CCCD Lraining.
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| BILATERAL PROJECT SUMMARIES (CONT.)

ZAIRE

o A full-time diractor of CCCD was sppointsd to replace the previous director who during 1985
had bson gssigned other duties end could devots caly a small emount of tima to CCCD.

o Two seafer loval zopointmants wera mada to the CCCD stzii 1o assums responsibilities for
digrrhoal disesss centrol znd meler'a Wreatment componsnts of tha program.

o Tha midtsrm evaluation of CCCD/Zaire was carried out In February by an international team
led by WHO.

o Ths Govarnmant of Zaire has not been able to provida its full share of CCCD funding; program
gxpension has been curtailed a3 g result.

o Inview of delays in expension and tha accar penving satheck in the timatable for echiaving
objectives, tha evaluation teem recommendad &n extension In the lifs~of-project (LOP);
USAID Zairs and the Ministry of Health have subsaquently requested such an extansion (Lo
1991) In order to accompiish original objectives of CCCD whils permitling more time for
2sire Lo ebsord the recurrent costs.

o Dizrrnea case fataiily ratss in Kinshasa's lergost hospilal, Mama Yemo, oropped S0% (3.58 to
2.7%) sincs ORT was estadlished there in August 1984,

o With tha haip of a locally producsd CRT menual, 50 haalth staff from 33 urban facilities wers
trainad end thase fecililiss ere provid .y CAT.

o An intarcountry Lrsining course on chiorogquing sensitivily monitoring was held far 43 spacialists
from Zaire, Congo, CAR and RQwanda; surveys conducted as pert of ths course documentad the
currant chloroquing resistanca situation, showing that resistance is widsspread.

OTHER COUNTRIES

o Tha Third Yeer CCCD Evalustion recommandad increasing the current csiling of 12 bilateral
projocts to 16, a propoaal for this incresss Is going through the AlD spproval process.

o In anticipation of approveal for additionsl CCCD bilatsral activities, a country assessment wss
conductad in Nigaria by CCCD end PRITECH (AID's Technologies for Primary Haalth Care projact);

a project propesal is being reviewsd by AlD.

0 Plans for a CCCD project in the Sehel collapsed whan the USAID Mission In Burkina Fsso decided
zqainst incressing its health project portfolio; AID Washington and CDC have requssted
reconsideration.

dC
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WHO AFRICAN REGIONAL OFFICE (AFRO)

In Jenuzry 1983, AID signed s Grant, Agresmsnt with WHO/AFRQ which providss for AFEO’s’suggoft of
CCCD through intsreountry training snd haalth information systema activitizs over 8 4 yesr period. The
trzining elemsnt offers opportmities to perticipants in a verlety of courses, with emphasis on the
strengthening of Lechnical end mensgarial skills. Tha health infermation system componsnt of the Grant
Agresmeont focuses on tha pulicstion of en AFRQ Egidemniolegicsl Builatin, dus'to begin in 1985,

AFRO, under tha lesdsrship of 3 naw Reglonal Jrector, regen a major ~sorgani2aticn during 198S. Each
of the J sub-regions is baing strengthensd with the eatablishraent of sub-regicnal offices in Bamska,
Bujumbury, end Harsrs. Thase offices will carry cul meny of Uva functions previousiy hendled by Lthe

Regional CfMice in Brazzsville.

SUBLEGIONS OF THE w H O /£ TRICAN REGION
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28, MAJOR CONSTRAINTS AND < REMEDIAL ACTIONS

EVOLUTICN OF

CHLORCGUINE RESIST ANT

PLASMODIUM FALCIP ARUM

FALARIA IN AFRICA

f Davalopriant of sactinal surveillancs far malaria drug sensitivity

gistenco of maleria parasite to chleroquing

4 Developmen! of na'. nal malsria trestmant policies

2. UTILIZATION OF SERVICES BY THE COMMLNITY

0 High immunization drop out ratss in soma countries

OPT 18T & 2RD DOSES IN CHILDREN

<12 MONTHS AS PERCENT AGE OF LIVE

80
70

60 ;
S0 4

PERCENT
YACSINATED

T

<

ASYO0D AMOAY i

-BHALOS3T |
C Nz

YaANY M |

]

DPTDOSE
187
3rRD

{ Gpsraticnal resaarch on prohlem identificstion,
roaalutien snd evalustien

(CONT.)



0 MAJOR CONSTRAINTS AND + REMEDIAL ACTIONS (CONT.)

3. SERVICE DELIVERY
01 Use of same nesdle and syringe for multiple injections

J Survey of current practices of needle use
J Provision of equipmant, training and supervision

Usa of inadequate quantities of ORS in clinical management of diarinea at heaith
facility lavel

4 Supsrvision
J Training

0 Use of ineffective or dangerous home remeadies for treating
dlarrhea (e.g., fluid restriction, enemas, anticiotics, improgar
preparation of recommendad fluids)

SODIUM CONCENTRATIONS OF SUGAR-SALT SOLUTIONS
PREPARED AT HOME, RWANDA, 1985 (M=63)

2600
550-539
500-549
450-450 T
400-449
! 350-399 B
300-349
250-299
200-249
150~199
100-149

50-99

0-49 HEEEE vt ) )
O 5% 10% 158 20% 5%

FREQUERCY

1 POTENTIALLY TORIC |
B apeQuaTE l
L0 l

SODIM CONCERNTRAT IOR
(OLES FLITERY

J Studies of current heslth practices

J Education in sppropriate treatment, emphasizing
easy-to-tesch home-svailable fluids for praevention
of dshydration



30. MAJOR CONSTRAINTS AND < REMEDIAL ACTIONS (CONT.) -

0 Uss of less then adequats doas of sntimalzarialg ai community level

DOSES (OF CHLOROOUIME ADRINISTERED DURING
FIRST 24 HOURS OF ROME TREATHMENT

.

230 CHILDRER WITH SUSPECTED FEVER
28-29 PLATEAUX REGION,TOGO, 19u4
26-27 (t=3570)

24-23

22-2%
20-21 53
18-19 ]
16-17 E
14-15 &
12-13 E
10-11

{ -
POSSIBLE SERICUS TOXIC!TY
PROBABLY EFFECTIVE WITHOUT

CAUSING SER!IQUE TCXICITY

FPOSSIBLY INEFFECTIVE

DOSE (MG FKGD

] % 108 15% 0% 25% 0%
FREQUENCY

J Education of arug dispensers

O Treatment of malaria with injectablss, sn expsnsive and unsafe
orsctice, froguently sssociated with post-inisclion paralysis

Togo Cata Before end After Training

ANTI=FALARIAL CRAL
YEAR INECTICN CHLORCCUINE
1983 . 568 448
1985 18% 822

J Professional aducation on advantsges of oral maiaria therapy in
termg of safety, efficecy and cost
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MAJOR CONSTRAINTS AND + REMEDIAL ACTIONS (CONT.)

4. MONITORING AND EVALUATION
0 Inoffective end delayed use of availsble national health data

< Introduction of micro—computers and fesdback

Inadequates understanding of community health practices
and thair predictors

4 Development and testing of PRACTICES SURVEY,
including follow-up of sub~sample

S. AFFORDABILITY AND SUSTAINABILITY

Lack of funding for sssential drugs

< Reimbursable procurement of chloroquine and ORS (Zaire)

Limited and shrinking budgets for recurrent costs

J Fae for sarvice and other cost recnvery plans
0 Poor understanding of cost-afTectivenass in health pianning

(6.9. relative cost of ORT vs 1V in diarrhea management)

J Cost studiss

V£ N\,
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