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AGENCY FOR INTERNATIONAL DEVELOPMENT 
WASHINGTON. D.C. 20523 

8/14/86 

Entities: 

Project Names: 

Project Numbers: 

THIRD AMENDMENT 

TO PROJECT AUTHORIZATION 

Africa Regional 
Sahel Regional 

Africa Child Survival Initiative -
Combatting Childhood Communicable Diseases 

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. I 
hereby further amend the project authorization as follows: 

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

b. Paragraph 1 is amended by deleting II Sections 104 and 
l2l w and substituting "Sections 104, l04(c) (2)8 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: 
Section 121: 

Section 104(c)(2)B: 

$74,473,000 
$ 527,000 

$14,000,000 

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

Date: f>~ (\ L1 ~~ 
Administrator 

Clearances: As shown on the action memorandum 

1757H 



AGENCY FOR INTERNATIONAL DEVELOPMENT 
WASHINGTON O.C. 20523 
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ASSISTANh'Jl, ,~ 

ADMINISTRATOR 

l\UG 

ACTION ~m9.~iJM.·FOR\:THE ADMINISTRA7jt, . ~
THRU: A-AA/PPCi Ma;Qr]" Da;;Ji1L ,t1.4 

4198t 

FROM: A-AA/ AFR, Al7!:ar! :ve-

SUBJECT: Africa Ch~ld Survival In:ltiative - Combatting 
Childhood Communicable Diseases (CeCD) project (698-0421) 
Project Authorization Amendment 

Problem: 

You are requested 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 nrovided from the FAA Section 
104 health account and 14 mi11ion~do11ars 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 \oTith 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 t.he 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 24% while ORT use in clinics has risen 
from less than 20% of clinics utilizing ORT to more than 60% in 
those countries covered by the cceD Child Sur¥ival project. 
Use of ORT for cas~s~of acute dehydration has increased to 
approximately 35%. 

qr ffJ,:':O r.' .... "\. v_ 
L.J 1 
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Discussion: 

This amendment will provide an additional $42,000,000 to exten~ 
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 provid~ 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 ,,,ith 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 
ultimately encompassing all of ~ub-Saharan Africa. 
specific target groups a~e pregnant women, infants 
under the age of five years. 

population 
The 

and children 

The purpose of the CCCD Child Survival Project is to increase 
the ability of African gm' ernmellts to: 

control measles, polio, tuberculoeis, diptheria, 
pertussis and tetanus (through enhancing their capacities 
to develop and administer imounization programs) 

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

pro""ide 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 60% 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 35% 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 li.ve 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 additional funds to the CCeD Child 
Survival project are: 

A) successful implementation experience during the first 56 
months of the project \vhich provides confidence the expanded 
objectives can be met; 

B) Congres~ional guidance to the Agency regarding plans for 
assisting 30vernments receiving development assistance to 
attain 80% i~unization coverage by December 31, 1990 and the 
Agency's Child Survival Strategy which accords high priority to 
programs ".Thich promote immunizations and ORT on a nationwide 
scale; and 

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

The CCeD Child Survival project is structured to mandate 
participating countries to assume increasing :.esponsibility for 
project 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 sustninability. 

/, 
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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 1n 12 countries 

to extend LOP two years for 12 
countries 

to strengthen health education and 
nutrition-related ORT activities 

to add & 13th country (Nigeria) 

to support to WHO/AFRO for African 
Immunization Year 

Illustrative Financial Summary: 

; 

Regional Support Activities 

Project design 

LOP Funding 

Technical assistance and supervision 
Training 
Health information systems 
Operations research 

Country Specific Activities 

Technical assistance 
Commodities and Local Costs 

Evaluation 

Subtotal 

Contingency 

Total 

. 7 
22.9 
7.8 
1.9 
1.0 

26.6 
25.3 

1.3 

87.5 

1.:: 

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 ha~ budgeted funds 
in sufficient amounts in its FY 86 CP and F~ 88 ABS . 
submission. Funding required for the cceD Child Survival 
project can be sustained given projected Africa Bureau budget 
r.eductions of 12% in FY 87 and 20% in FY 88. This level of 
funding is not expected to seriously impact 011 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 't'lhere appropriate, the standard 
language pertaining to the solicitation documents in the RFP 
and the CBD ~·rill be applied as noted in Attachment c. 

Findings 

On the basis of the analysis contained in the Project Paper 
Am~ndment, the Director of AFR/TR has concluded that the 
project is tec~nically, socio-economically and financially 
sound. The intent and requ1rements of section 6ll(a) of the 
F~~ have been met. ' 

The African Bureau Environmental officer concurs 't'lith 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 2l6.2(c)(2) (VIII) of the FAA. 

TIlis is a regional activity, and as such, human rights issues 
are considered 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 ceCD project on 
June 13, 1986. The eN expired without objection. 
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Recommendation~ That you (1) sign below to extend the project 
completion date to September 30, 1991, and (2) sign the 
attached authorization amendment to increase 1ife-of-project ~ 
funding from $47,000,000 to' $89,000,000 (an :i.ncreas!s of 
$42,000,000). 

Attachments~ 

Attachment A 
Attachment B 
Attachment C 

.' 
" I 

. , ~ 'f' . , 

Approved .:..: :.'/'.-:.,', ',_' _'_ ........ 

Disapproved 
• I .' Date 

Project amendment 
lIE and Project Checklist 
Gray Amendment Guidance 

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

f Clearances: 
I,.,...· II)' GC: HFry 
~ AFR/TR:KSherper 

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

Draft 
Draft 
Draft 
Draft 
Draft 
Draft 

Date 
Date 7730785 
Date 7/29/86 
Date 7/30/8""6 
Date 8/10/80 
Da te -'7730n;o 
Date 7/30/86 
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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. 

-Th~ 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 strategy 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 Ye~r CCCD 
evaluations that the project should expand in terms of length of project 
and cou~triei 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 ~ould 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 countt'ies). 

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 sim~le and effective treatment for the control of 
diarrheal disease and 

provide simple and effective treatment of fevers for malaria and 
antimalar ial ch~m9prophy.laxis for .pregnan.t women. 
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The multi-donor effort has a target aI:ea of ultimately all of sub-Saharan 
Africa. The target population is pre9nant 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 
million 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 imm~nizable diseases, 
diarrh~a and malaria, it is expected that in CCCD-assisted countries 
major outputs will be: 

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

2. A reduction by 50% of disability from polio 

3. An overall reduction in infant and child fuo:tality by 25% 
~hich would decrease average mortality rates to 90/1000 llve 
births from the current average levels 0f 120/1000 live births 
in CCCD-assisted countries. 

Financial Summary: 

Regional Support Activities 

Project design 
Technical assistance and supervision 
Training 
Health information systems 
Operations research 

country Specific Activities 

Technical assistance 
Commodities and Local Costs 

Evaluation 

~subtotal 

Contingency. 

Total 

OBLIGATIONS 
FYBl-85 LOP 

• 7 
6.4 
1.6 

· 7 
.3 

7.0 
13.0 

• 3 

30.0 

30.0 

.7 
22.9 

7.B 
1.9 
1.0 

26.6 
25.3 

1. 3 

87.5 

1.5 

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 ($14,000,000) accounts. The 
African Bureau has budgeted funds in sufficient amounts in its FY86 CP 
and FY87 ABS submission. This level of funding for the cceD project is 
not expected to seriou$ly impact on the availability of health funding 
for bilateral health projects but it does focus the regional health 
project portfolio cf the African Bureau rather exclusively on child 
survival issues thr0ugh FY90 according to the current budget projections 
and expected Africa Bureau allocations between regional and bilateral 
portfolios. 

II. REVISED PROJECT DESCRIPTION 

A. Revised Obj~ctives for the CCCD project Extensior 

The objectives of the project reV1Slon are more specific than was 
possible to state ac the beginning of ~he project in 1981. 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 subsequ~nt reduction of 25% 
in age 0-5 mortality in those countries. This represents a reduction in 
the infant mortality rate from an average level 0: 120 to an average 
level of 90. 

The project purpose remains to strengthen the Af[ican's ability to 
control, manage and reduce mortality from vaccir,e preventable diseases, 
acute dehydrating diarrhea and malaria. The targets are i) tha~ 80% of 
~he target populat~on in AID supported countries will be immunized by 
December 31, 1990, ii) that 60% of cases of acute ~evers 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 ~esult 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 sufficient amounts of other donor 
assistance t.o achieve A.I.D.s·child survival goals. Nigeria was 

/ . 
identified as the highest priority for additional A.I.D. Chiid Survival 
support in Africa. 
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Output and input levels also fncrease commensurately as are specified in 
the logical framework matrix. 

B. ~roject Scope and Implementation 
) 

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 experience of the first 56 months of the 
ceCD 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 projeet 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 gre~ter than expected 
Congressional and A.I.D. interest in supporting child survival activities 
in African countries as documented in amendments to the FAA, A.I.D.'S 
Child Survival Strategy, A.I.D.'s Immunization Strategy, A.I.D.'s draft 
strategy on ORT., A.I.D.'S draft strategy on nutrition, and d) 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 months of the prcje~t 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) th~ 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 to meet project 
objectives. Almost invariably, this is accomplished by relatively minor 
modifications to existing training institu~ional capacity and does not 
require sizeable developmental efforts, 3) the development of a national 
institutional capacity sufficient to design and manage large scale 
integrated health and ORT-related ~utrition education efforts. This is 
frequently the most difficult and reso~rce intensive institutional 
development component of the CCCD project. It requires basic 
reorientation of existing national institutions, equipment, supplies and 
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large quantities of technical assistance, 4) the development of a health 
information system capable of providing timely information on national 
immunization, ORT and Malaria treatment activities of a quality 
sufficient for informed program management. It is a d1fficult 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 normally more than adequate for the 
pur.poses of implementing CCCD health information system components,S) 
commodities-vehicles, cold chain eqUipment, vaccination equipment, 
vaccines, ORS, antimalarials, health education equipment and health 
informatio[, systems eqUipment, and 6) local costs 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 level. They a~e 
selected on the basis of activities which can be undertaken more 
efficiently on a multi-country basis than country by country, 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 resistunt ~alaria. Ocher 
activities funded on d regional basis are regional ORT Demonstrati.on 
Centers, the publication of a quarterly child survival information 
bulletin and operations research. Since ~he 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 dnd by far the smalles~ component of the CCCD project ~as for 
the provision of relatively small amounts of commodity assistance to 
non-CCCD bilaterally supported countries. It was management's in~ention 
to minimize to the extent possible this component of the project and that 
has been accomplished. rhe only activity carried out under chis 
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, CGCD will work closely with African governments and 
interested agencies to strengthen the integration of child sp3cing 
counseling and services in broader maternal and child health services and 
child survival programs, (The proposed CCCD project in Nigeria has been 
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 
o~iginally established for the end of FY 85. Project activities in 
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immunizations and in oral rehydration therapy are currently underway in 
nine of the countries, and malaria treatment in six countries. For 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 CCCO 
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%. In 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 
aRT has also markedly expanded from 25% of hospitals and clinics to 
currently 83% of hospitals and 60% .J( clinics utilize ORT. 

In the two countries where activity has been underway for more than two 
years, Liberia and Togo, the number .of imm~nizations provided has ~ore 
than doubled in two years. In 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 OPT vaccine. tn 
Togo, in the approximately 45% of the country covered by the CCCO 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 lo\v 
initial levels. In Togo use of aRT in hospitals and clinics has 
increased from less than 10% of such facilities utilizing ORT in 1983 to 
90% of facilities currently utilizing ORT. In 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 aRT 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, Congo, 
LeRotho, 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 
aRT in hospitals an ~verage of 37% in eight CCCD countr~es~ The 
diffusion of ORT technology has been extremely rapid in r1alawi with CCCD 
project assistance and in Swaziland with support in part by CCCD project 

1 
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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 Diarcheal 
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 falci~arum 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~ available through December 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 
coverage will be more difficult to achieve than w~s progress to date. 
The use of ORT in most clinics and hospital facilities has markedly 
increased above the previously very low 1eve1~ 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 countrie~ 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/AFRO only t\yO 
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 i.mplementation. 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 differences 
of opinion between AID and WHO/AFRO regarding pr00ect management issues. 

The current agreement does concent~ate 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 
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training and technical assistance may bring about an amelioration of some 
of the management problems. In 1985, courses were carried out for 
training EPI and caD program managers, refrigerator repair technicians, 
epidemiologists and a regional ORT training center was established in 
Kinshasa. A total of 9 inter-country training cour.ses 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 activities 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 cours~~ in February 1985. 
A contractor was engaged 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-l985 a 
graphic artist was hired to develop camera-ready graphic materials. 

Other major Atlanta-based activlties included: 

supported national Mid-Level Manager training cou~ses in Swaziland, 
Llb~ria, Congo.and Rwanda through the provision of training materials, 
supplies, facilitators and consultants. 

Provided a health education consultant for the Libaria Mia-Level 
Ma.lager training course which resulted in che development of a module on 
C0mmunity 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 Nut:ition 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 Curps for review of 
training materials being developed for volunteers involved in 
CeCD-related assignments. 

iii) Health Education - In contrast to the progress made in the eCCD 
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 
~ationwide 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 eeeD project to date. Exclusively due to poor adVice, 
faculty decision making and inabilities to work through what should be 

J (j \/ 
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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 Lo 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 witn Peace Corps has provided CCCD countries additional support 
in the areas of health education/promotion, training and supervision, as 
well as formulation of health education strategies at the national 
level. It is quite evident by program review reports that Peace Corps 
V~lunteers have been a success in strengthening service delivery. 
Evaluation to confirm this success is currently being performed. The 
number of Peace Corps Volanteers assigned to the project are as fo!lows: 

Peace Corps Volunteers assigned to CCCD Programs 
by country as of April 1986 

Ce~tral African Republic 
LE.sotho 
Liberia 
Malawi 
Togo 
Zaire 

In the field 

1 
5 
j 

4 
43 

Requested for '85-'87 

1 

6 
1 
6 

20 

ii) Health Information Systems (HIS) covers a wide variety of data on 
health status, disease occurrence and health program activities. In 
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, execution 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 stat~s and program performance and the creation of 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 program indicators of child survival 
activities in the CCCD bilateral countries. This should be available 
on-line in FY 87. 

(0) 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 disse~ination of data through periodi~ feedback bulletins 
to health staff. A particular focus of CCCD/HIS consultations has been 
on the utilization of microcomputer technology 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 vTas 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. In 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 ~orkers 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 Zaire. 
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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 Liberi~, Togo and Zaire. Estimates 01 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 Wre-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 MUBS surveys. These re-interview surveys were completed in 1985 
and showed considerably higher estimated mortality rates. Experience 
with the MUBS surveys indicates that mortality su~veys 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 improving health information 
available has been to collaborate with WHO/AFRO. Because of delays in 
the.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 begin the publication of an 
epidemiologic bulletin in FY 1987. This bulletin will be modeled on the 
CDC MMWR and the WHO ~eekly Epidemiologic ~eport. It will initially be 
published quarterly and will provide countries and program managers with 
up-co-date information on the occurence of disease and develop~ent of 
programs. It should be an extremely imporcant stimulus co 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 health 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 mariagement. The fourth y.ear 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 L0>Z 
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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 hav~ 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 particip~ting 
countries. The val~e of such an exchange of experience among peers has 
led to much more rapid progress in many countries than would have 
otherwise been possible. 

d) Changed Emphasis of Support provided Through the CCCD project: 

In addition to the ex~ension of life of project completion date and 
additional resources, the amended project will incorporate some cnanges 
in training, health education, operations research, health infor.nation 
and technical assistance provided, as well as some changes in project 
auchority 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, health 
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 initl~~ives as the results of current research become 
available. At that time AFR/TR will reexamine the feasibility of CCCD 
support to these areas. In 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} ?roject Implementation Arrangements 

The CCCD project is implemented by several agents and attempts to 
coordinate with other multilateral and bilateral agencies providing 
assistance to Afric~n governments in immunization ORT and malaria 
treatment. Implementation arrangements are complex and sometimes 
difficult to p~rform. At the time of original project approval, 
consultants were contracted to devise a management ?lan and a management 
information system. A copy of the revised management information system 
is a~tached to this paper as Annex I - the 1985 CCCD Annual Report. 
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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; 21 
management of Peace Corps/PASA; 3)management Ot 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 manage~ent 0: 
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 
management and administrative support requirements 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 exclusively 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 f.inancing). Total AID 
funding is 40 million and scope is worldwide. 

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

c) primary Health C~re Operation Research, (PRICOR) 1980-1990. This 
project is worldwide in scope and has funded to date 11 projects in 
Africa. 

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

e) Dietary Management 6f Diarrhea 1985-1988 - 2 million 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, Uganda, and in 
Cameroon in 1986-87 address ORT and immunization activities some with 
assistance from PRITECH and CCCD projects. 

Coordination is expected to take place in two discrete ways between the 
CCCD project and other AID funded projects. With respect to PRICOR, ~he 
Diarrheal Disease Research Projecbs, 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 prvject. AFR/TR, USAID staff and field staff of 
CCCD projects are expected to identify ways in which PRICOR and Diarrheal 
Disease Research projects can complement CCCD initiatives or in which 
CCCD field staff can promote activities by these two projects. 

With respect to USAID bilaterally su~ported 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 simultan~ous stren~thening 
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 on which countries and activities should be supported by the 
projects. At this time the governing principal of such decision is that 

/} '7~~ 
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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 CCC~ 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 elec~ed to establish such committees. 

3) At the international level CCCD coordination is achieved thr.ough 
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 perfor~s 
this role in a poor to fair fashion. More effective international 
coordination of donor support to child survival programs in Africa is 
sorely needed but ~ppears 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 survi~al 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 w~ich will accrue t~ 
a nation in continuing child survival initiatives. Problems of recurrent 
costs and what the CCCD projecc is doing about them ~ill 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. year. 

With the current eight year project projected to cost 58 million dollars 
approximately 24.7 million years of child cO~Tered by cnild survival 
services will be provided at an AID cost of approximately $2.35 per child 
year coverage. This is already a very low figure in comparison to other 
health projects the Agency supports in Africa or other regions. With the 
proposed extension 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 ProgresD 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 nationa~ governments implement a program whereby they 
assume an increasing financial responsibility £or recurrent costs. Th~ 
second ~lement of the CCCD strategy f~cu~ed on engaging national 
governments in policy dialogue 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 resou~ces to ensure 
continuation of their projects. The second ele:.ent aims at assisting 
governments in studies leading to programs of cost recovery and 
auto-financing. 

The CCCD experience to date and findi~gs from mtiltiple project 
evaluations indicate that national governments of GeCD bilateral project 
countries have begun to address both elements of the CCCD strategy. 
W~ile tl:e strict requirements of a phase-in of 25% in year 2, 50% in year 
3, and 75~ in year 4, has generally not been met during these times of 
fiscal restraint and shrinking national resources, national governments 
have rroposed approaches which provide optimism regarding their capacity 
to meet recurrent cost requirements. 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 implem~ntation period. Extensions of LOP in other 
bilaterals will provide a more realistic phase-in schedules. While so~e 
projects will extend the phase in period of recurrent costs, it is 
conceivable that others may accelerate their assumption should government 
reso~rces become more readily available. 

The CCCD experience to date alld findings from mllltiple project 
evaluations indicate that host governQents have made remaikable progress 
in addressing issues of health economics. Cost studies ha'le been 
underta~en in six bilateral projects: Congo, Mala~i, Rwanda, Swaziland; 
Togo, and Zaire. These have served to 0gen the dialogue betHeen AID, 
CCCD and national personnel. Country specific health economic data are 
available upon which countries can for~ulate cost recovery schemes. 
Findings in the Tcgo study sho~ed that a modest user fee of approximately 
75 CFA francs should cover recurrent costs associated with the deliv~ry 
of CCCD interventions. Governments are benefiting from an unprecedented 
volume of data upon which to plan and implement modest but viable cost 
recovery schemes. Zaire and Liberia have Dade substantial progress in 
instituting fee-far-service systems. Zaire has a successful scheme to 
recover ORS and chloroquine costs. The earlier obstacles to progress 
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, nationcl 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. 

) Q \,./ 
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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 
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 projec~ experience to date, (the proj2ct 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 strate3Y 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, national 
sustainability and private sector involvement and which specifiea 
eight countries in Africa to which support is to be provided. T~e 
CCCD project assists two of those countries, Zaire and Malawi, 3nd 
proposes assistance to Nigeria in this amendment, and 

C) the congress~onal directive for the development of a plan to 
achieve maximum immunization coverage in those countries to which AID 
provides develo9ment assistance and the provisions of additional 
funds for child survival programs in FY 8~ and 86, 

D) 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 for the 13th country 
project management does not feel that further expansion beyond a 14th 
country is prudent. 

In relation to donor community assistance in Africa to the three areas 0: 
the CCCD program focus, the rationale for an expansion of AID support to 
the CCCD project is different for each of the three health care 
technologies comprising the CCCD project. They are t~erefore 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 
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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 rlanned i.n 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 listed above. 

B) ORT - The past, current and proposed donor assistance Eor ORT in 
Africa is significantly less than for immunizations. The multilateral 
donors of UNICEF and WHO are equally committed to ORT as to imnunizations 
but basic program planning and implementation infrastructures are not yet 
in place in the mcjority 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 assistartce in the Gambi~. AID provides assistance in 12 
countries through the CCCD project. USAID's provi~e support in Uganda 
and (assisted by PRITECH) 4 Sahel ian countries and 2 new bilateral 
projects will begin in FY 86-87. The following countries receive little 
if a~y bilateral donor support for ORT Programs: Cape Verde, Mali, 
Sudan, Somalia, Burkina Fasso, Guinea-Bissau, Kenya, Tanzania, Djibouti, 
SiE;rra Leone, Ghana, 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 of 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 CCCD 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. In 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. In 
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 prDgram performance in the 
annual reports. The CCCD Project is emphasizing institutionalization of 
the HIS improvements through provision of appr0priate micro-computer 
hardware and software and training of nationals in CCCD bilateral 
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 "feedbackR 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 Rfeedback R of program perform~nce data on child 
survival activities in Africa. 

o Each of the CCCD interventions (immunizations, treat~ent of diarrhea, 
treatment of malaria) is a high program priority for WHO, UNICEF and 
oth~r major int2cnational health agents. WHO , UNICEF and other agencies 
wi~.l continue to carry out program monitoring and periodic evaluations of 
these activities (particularly immunizations and diarrheal -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/~UHS 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. 
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A) General Overview Of 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 has 
created problems in planning in most co~ntries. 

There are also some general positive findings as well. The nost 
important of these is the generally excellent quality and high level nF 
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 malarfa policy. 

The CCCD project does not propose to signtficantly alter its evaluation 
schedule which at the current time requires 14 reviews or evalua~ions 
annually. The information and insights obtained are i~va1uable in making 
management adjustments. 

B} Specific Evaluation and Audit Recommendations and project Management 
Plans in Responce 

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

The principal recommendations were: 

i) Extend CCCD project by three years through 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 interventi~ns 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 lang~age 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 prioritr 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 PRITECHin the United States and in those co~ntries 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 SiT 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 OR~-related nutrition education 
by providing approximately 1.3 million dollars to mobilize the resources 
of the SiT funded HEALTHCOM project to assist in 6 CCCD countries. ?irst 
obligation will be made in FY 86. 

vi) Encourage tne development of an agreement between 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 jate 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 b~low. 
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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 <:ontent and procedures 
for information sharing between donors. Item c 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 promoti~g 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 role in promoting donor coordination at 
bilateral levels specifying activities they should perform or support and 
establishing the content and interval of reports regarding the donor 
coordination mechanism and specific donor supported activi~ies in their 
country. Cable will be drafted in October 1986 during the formal review 
period of the a~dit report. 

iii) Recommend that the ~~/Africa 3ureau in conjunction with the ~enters 
For Disease Control develop a plan to measure the i~pact of the project 
in reducing the mortality and rnorbldity 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 utiliz€d 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 
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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 implementation 
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 dllring the 
visit of the project manager at approximately 4 monthly intervals. 
AFR/TR accepts the audit recommendation and has incorporated the chcnge 
in reporting requirements in the grant agreement amendment curre~tly 
under negotiation with WHO/AFRO. 

vi) The Africa Bureau in conj~nction with the other Cooperation For 
Development in Africa countries, multilateral donors and the African 
governments develop a coordinated plan for meeting the project r~current 
costs in each country. T~e plan should also provide i~plement;tion 
options based on reducing funding le~els of host governments. 

AFR/TR response - The auditors have identified a very critical problem 
and have made a very constructive recommendation. The diEEicultie3 
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 ~hat 
recurrent costs are a major factor in institutionalizing national child 
survival services. Many just wish the problem wasn't there and some dAny 
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. In this 
situation the auditor's recommendation carries considerably more weight 
than did AFR/TR exhortation. AFR/TR proposds that the AA/AFR autho~ize a 
cable dire~ting that a coordinated plan fer 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. 



27 

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 cohtribution was subsequently reduced to $527,000, leaving the 
final D.A. amO!lnt at $46,473,000. At the time of the second amendment to 
the CCCD project authorizi~g SDP account funding, it was understood that 
financial com~itments were being made that exceeded the authorized LOP 
funding level of $47,000,000 and that a subsequent increase in authorized 
LOP funding would be required. 

The total of additional funding which would be required to carry the 
project at a level of 13 emphasis 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. In 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 14th subproject. At present, CDC personnel are fielded after 
concurrence by the respective AID Missions. The CDC field technicians 
repoit 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 ar.e detailed to AFR/TR/HPN to help provide overall coordination 
and technical support. 
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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 
coordin~tor in Nigeria, in collabora~ion 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 the administrative tasks associated with this 
supervisory responsibility, the CDC project coordinator should be 
authorized to hire a program assistant and administrative assistant 
(local hire). The project coordinator should also be authorized to 
maintain a 'special operating account in country to take care of 
emergencies. 

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

-A special effort, involving a three-month consultancy of a CDC 
epide~iologist, will be required to organize a pr0posed Youth 
Epidemiology Service (YES). 

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

-It is projected t~at 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 require 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 



29 

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 07erseas 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 Overseas Costs Paid at Post component is comprised of the same object 
class categories mentioned above, but the costs are incurred at post. 
such items primarily support the CDC overseas assignee (in-country 
travel, house rental, utility costs, drivers and guards, official vehicle 
support, household and office furniture a~d appliances)". On occasion, 
items are also funded under this budget category which are "oth2r than 
assignee support costs." Examples include travel of country ~.3~ionals to 
attend inter-country training courGes, post-awarded personal 3~rvices 
contracts for temporary employees to participate in special su:~eys, 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. In this category, 
CDC's administrative role is primarily a bookkeeping one. 

Suballocation is the term for the funds sent to field personnel at post 
for in-country operating expenses. Prior to 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 Contiol. 

Because CDC operates ona 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 Jemaining funds in the suballocation are 
rescinded. New fiscal data is provided each October. 

31x 
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TABLE 1 

I~IZATIOW COVERAGE (AG3 12-23 MO~!HS) 
III CCct) CotJll'TltI!S 'dInt ~ 1 nAfi ExpE1tI~rCE 

198:3/84 
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LIB !:!.I ! 4*'" 16** 
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SWAZI tAm> 1,.1* 40* 

't'OGO 5** 32S1lfl 

ZAID 20*l2 40'ih'tl 
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TABLE 2 

.--

Itv1MUNIZATION CO\v'EF~AGE (AGE 12-23 MO) 
IN ecco COUNT~I!:3 WI"" > iMAN 1 ytA~ EX Pl • 
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BO 1 
70 l 
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... 

AO 

.30 

20 

10 

O~~I~~~~~~~I~~~~~~~~~~~~~~~~~~'~ 
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TABLE, 3 

COUNTRY 

32 

F-e:RCENT OF HOS!='!TALS USING ORT 
IN AREAS COVERED SY CCCD 

C=CCD COUNTRIES WITH ) 1 YEAR EXPE~IENCZ) -
F'RE-CCCO 

CRT DEMONSTRATION! 
19a~ TRAINING CENTER 

--~~-~-~--~-~--~~----~--~--~---~-~~-.. ~~~~~~~~~-~-~-~-~ 
CAR NA NA 
CONGO 10 is X 
LESOTHO 9,) 100 X 
LISERIA NA NA 
MALAWI 1~ 9~ X 
RWANDA NA NA 
SWAZILAND ~2 e;~ 

TOGO 10 :'90 
::AIRE :0 93 X 

I 

/ 
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Percent of diarrheal episodes treated at home with ORT 
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°1 
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TABLE 5 

'. I· , '. . . , 
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Percent of cases of fever treated at home with 
antimalarials 
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Percent of fever episodes treated by antimalarials 
on day 1 
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Table 7 

TRAINING ACTIVITIES SUr-1MARY 
BY TYPE Of TRAINING , BY ~fRY, 

IN PERSON-DAYS, CY 1965 

CCCD Senior- Mid- peripheral HIS/ Peace Malaria EPI Cold 
Countries Level Level Level survey ORT Corp3 In-vivo Tefl' campaign Chain 

CAR 0 llO 0 100 0 NA 150 0 NA NA 

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 1m 3397 0 NR NA NA 400 INA NR 
~ 
CV) Liberia 28 126 96 121 0 45 0 0 1898 NR 

Malawi' 0 5262 2043 819 219 135 55 0 NA 0 -- - -
Rwanda NR 42 220 400 ' NH N-l\ 120 a NA NR 

SWaziland NR 330 800 0 NR N}\ ~::;. NR NA NR -'..I - -
Togo NR NR NR NR NR NR NR NR NR 105 

zaire 1507 1970 2683 NR NR 1376 900 NR NA NR 

*Training Activities Not Initiated Until C¥ 1906 
NR - Not Reported 
NA - Not Applicable 
**TOT (Training of Trainers) 

~ I 
~ 

J 



TABLE d 
SfML'US OF HEAL'US EDUCATION/PROMOTION 

CCCD BIIL.ATEIlAL PROJa"1'S, JANUARY 19U6 

Activity lBulo..ondi CAR Congo GLqimea Ivory Coast LesothQ U.iberia Midawi Rwanda SWaz ~ 'Ibgo Zaire 

fIlIlPre-prograuning llil 0 +t ·H· ++ H H· tt tt tt H- ft tt 

HE Coordinator "l ti- tt 0 0 tt C tt ·H· '1 -tt it 
designated 

Baseline formative 0 .f- t 0 0 t t t 
data collected 

ftBE assessment! 
work plan developed 0 t 0 t t t i· t 
as part of EPI, COD, 
and/or Malaria plans , I 

IPCV descriptions N/A t N/A N/A N/A ++ ti- tt N/A 0 ++ tt 
r-- prepared IPVC ms 
M r~uested 

Educational 0 t t 0 0 t t 0 t 
n~te[ials developed 

nneaHh worker 0 0 0. 0 i .& 0 t 
training w/public eel!. 
materi.als diffusion 

Multi-media 0 t + 0 t t I 0 i- t 
message diffusion 

Heportinq/moni- 0 0 0 0 0 0 0 0 0 t n ? 
toring of coverage 

Program redesign 

Final Evaluation N/A ----------~---- .. ------------------------.--------.-----------_._--------------------------

t' KEY: 
~ 

·H - f'~ lly completed + - Partially completed/underway ?-Slatus uncertain o-No 

><: 
I 

t· 
0 

I 
. 6 . , 
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CCCD AFRICAN APPROVED AND COMPLETED 

Operations Research Projects 

Ju 
Dec 
83 

?2f Approved 

by 6 month period 

1983 1985 

Dec 
84 

Jun 
85 

Dec 
85 

""1Ql Completed 

C?j t:: 
r/ 

~~: 

1 ~ '/ 
,f" / 
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Table 10 

General 

Current flOP 

Proposl=d extension 

PABA with CDC for TA 

RSSA \IIi th CDC for mgmt 

PABA 'oI1i th Peace Corps 

Management information 
systeJn operational 

Grant algreement 
wi th 'WHO/AFRO 

country specific 

zaire pw:-oject 
agreement 

'1\>90 project 
agreement 

Liberia project 
a'9reement 

,; 
t-. 

Combatting Childhood Communicable Diseases 
690-0421 

Implementation Plan Swnmary 

1981 1982 198) 1984 19ti5 1986 1987 lYb9 1990 1991 

t-----------------------------------------------------------+ 
t--------t 

+-------------------------------------------------------------------------+ 
+-----------------------------------------------------------------------t 

+------------------------------------------------t 

+------------------------------------+ 

+----------------------------------------+ 

+-----------------------------------------------------------------------+ 
t---------------------------------------------------+ 

+-----------------.-----------------------_. ---+ 
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Tab] ':.c Iv con' to 

., 

Congo project 
agreement 

CAR project 
agreement 

Lesotho project 
agreement 

SWaziland project 
agreement 

Malawi project 
agreement 

Rwanda project 
agreement 

Guinea project 
agreement 

Ivory Coast project 
project 

Burundi project 
agreement 

BUrkina Faso project 
agreement 

Nigeria project 
agreement 

Regional staff placement 

Bpidemiologists 
Kinshasa 
Lilongue 
Abidjan 

1981 1982 191B 1984 1985 19H6 1981 1988 1989 199U 1991 

+-------------------------------+ 
+-------------------------------+ 

+----------------------------+ 

+-----------------------------+ 
+----------_._-- .- .--- - - - --- ----------------------------+ 

+--------------------------+ 

+------------------------+ 

+----------------------------t 

+--------------------------+ 

+++++++++++++++t+-H++t+++++++++ 

+++++++t~+++++++++++++++++++++++++++++ 

+---------------------------------------------------------+ 
+--------------------------------------------------------+ +--------------------------------------------------+ 

Bobo Dioulasso 
Regional Liaison officer Brazzaville 

+----------------+ 
+------------------------+ 
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Table 11 
EXPENDITURES BY PROJECT YEAR 

($ 000) 
FY86 FY87 FY88 FY89 FY90 FY91 TOTAL 

Bilateral projects 

commo.dities 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 {J,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 2,110 1,890 1,420 710 10,342 
and support staff 

Measles vaccine 532 400 350 JOO 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 

Enhanc8d helilth 150 500 500 sao 150 1,800 
education TA 

RSSA 224 235 247 170 178 187 1,241 

Peace Corps 100 50 50 200 

Cont ingenc ies 100 1.')0 2.'>0 200 150 100 950 
._---

Total 12,339 t L,) 691 12,793 11,320 7,508 3,662 62,713 

Pre FY 86 Expenditures 26,287 
~FY 86-91 Expenditures 62,713 
... 

TOTAL 89,000 
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Table 12 

BUDGET 'fABLES 
OBLIGATIONS BY l"ISCAL 'lFAR 

($ 000) 

F'l86 FY87 FY88 FY8':J FY90 FY9l TOTAL 

CDC PASA 6 44') , 1,881 .'),688 6,100 3,372 1,700 30,990 

CDC RSSA L'-U~ 2.3'1 '1.47 liO 178 80 1,134 

Peace Groups PASA 40 48 

Task Orders PRITECH 200 250 250 700 

Task Orders Health Com 150 500 500 500 150 1,700 

IQC Task Orders 395 415 400 J50 L50 250 1~960 

Meas les Vaccine Contract 532 000 360 310 200 100 1,592 

Nigeria and UNICEF Grant Agreement 2,000 2,OQO 2,000 2,000 1,478 9,478 

Za ire Grant Agreement 2,000 2,000 

Malawi Grant Agreement 450 450 900 

Other bilateral grant agreements 1,39.5 1,395 

WHO/AFRO 2,:.n3 516 1,000 750 500 250 5,129 

Miscellaneous 154 190 1~5 ibO 120 60 751j 

Contingency ltO 2:l0 220 120 70 740 
,. 

Total 15,750 12,547 tl,310 10,000 6,438 2,500 58,545 
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Table 13 

FUNDING BY PROGRAMMATIC ACCOUNT 

all FY86 FYB7 FY88 FY89 FY90 FY91 TOTAL 
prior years 

HEA 29,825 11,750 10,547 9,31.0 8~000 4,438 600 74,473 

CSF 4,000 2,000 2,000 2,000 2,000 2,000 14,000 

SlOP 527 527 

"-

tOTAL 30,455 15,750 12,547 11,310 10,000 0,438 2,600 89,000 
Tt'I.b Ie 8 

, . 
• 1 \' 
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AVAILABLE SOURCES OF MANAGEMENT ASSISTANCE TO NIGERIA (PERSON MONTHS)l 

SOURCES OF MGT. ASSIST. CY86 eY87 CY88 CY89 CY90 CY9l 
PROJECT PHASE Design START-UP HID-PROJECT PHASE-OUT OR EXTEND 

I . REDSO/W . ' 
LEGAL 2 3 2 X X X X 
FISCAL 2 X X X X X 
CONTRACTING 2 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 BUR4 3 3 X X X X 

III. CDC 

U.S. PROFESS 
-IONAL PSC 6 24 20 24 20 24 

IV. CONTRACT SERVICES) 6 24 24 24 24 24 

v. OTHER DONORS 

UNFPA 3 TO BE DETERMINED. POTENTIALLY SUBSTANTlAL~ 
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 D 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-yee'c additive to AAO 
or REDSO/W staff. 

Numerous'short term TA visits bv S&T contr8ctors may Al~n rnn~rthll~~ ~-
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PROJECT DESIGN SUM0ARY 
UX>ICAL FRAMEWORK 

project Title £. NUmber: Combatting Olildhood conununicable Diseases 698-0421 

~TIVE SUMMARY 

program or Sector Goal: The 
broader objective to whicll 
this project contributes: 

1'D improve the health status of 
the pediatric population of 
sub-Sahara Africa. 

project Purpose: Strengthen the 
Afr~cans' ability to control: 
o Six childhood communicable 

diseases (measles, polio, 
tuberculosis, diphtheria, 
pertussis (whooping 
cough) and tetanus» 
through Expanded Program 
for Immunization (EPI). 

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

o Treatment of fevers for 
malaria. 

OBJECTIVELY VERIFI.~LE 
INDICA'IDRS 

50$ reduction in disease 
specific mortality rat~s 
for diseases preventible 
by immunizations, 
diarrhea disease and 
IMlaria in the age 
groups 0-5, reduction by 
50% of disability from 
polio and an overall 
reduction in infant and 
childhood mor.tality by 2:;"L 

Conditions that will indicate 
purpose has been achieved: 
End of project status. 

BO~ of target population 
in AID sup~~rted countries 
fully immunized against the 
six EPI diseanes. 

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

!-lEANS OF 
VERIFICATION 

seridl mortality 
studies in a 
sample of countries 
dnd Jameness 
surveys. 

inulU.miul.tion 
coverage surveys, 
diarrhea and malaria 
treatment practices. 
surveys and facility 
case treat:rnent 
repJrts. 

Life of Project: 
From FY 79 to FY 91 
Total U.S. Fundi~g 
Date Prepared: 

$89,000,000 
June 10, 1986 

IMPORTANT ASSUMPTIONS 

Asswnptions for achieving goal 
targets: Adequate baseline . 
data ',Jill be available or will 
be collected by special surveys. 

Participating governments will 
support the development and 
maintenance of data collection 
systems. 

Assumptions for achieving 
purpose: Participating countries 
will continue to place a high 
pr ior i ty 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 Ilealt:h care programs. 
Participating countries will 
actively seek ~rticipation in 
CCCD programs. 



l 
OUtputs: 

1 

2 
3 
4 
5. 

No. of countries with CCCD 
projects 
Trained Personnel 
Health Education Programs 
Health Infornation Systems 
Operations Research projects 

Inputs: 

1. Technical ASsistance 
2. Training Courses 
3. oata Systems Courses neveloped 

tor Disease Surveillance, 
program Managem~nt 

4. Health Education and Prou'Dtion 
5. Operations Research 
6. Coll1lOC>dities 

1. 30 countries with eDA 
supported CCCD projects 14 
\-lith AID support 
2. 15,000 upper, mid and 
peripheral hedlth personnel 
trained 
3. health education c~npaigns 
completed in 14 countries 
4. CCCD health information 
system operational in 14 
countries 
5. operational reseacch 
projects completed in 15 
countries. 

IJnplem~ntation Target 
('T'ype and Q..iantity) 
224 Person years 
220 courses given 
5 Data Systems develo~d 
60 or activities 
Neasles Vaccine (16,OOO,uLlO 
doses) 
Cold Chain Equipment 
Veh i cles (200-4/\vhee 1 dri ve 
500 bicycles) 
lrnnunization Suppl ies and 
Equipment 
Oral Rehydration packets 
(20 million). 

1. CeCD lTlanage~nt 
information system 

2. evaluation~ 

1. CCCD management 
inforffi::ition systems 
2. evaluations 
3. quart~rly 

ill;plementation 

Par ticipating countr ies will ma\.e 
adequate and appropriate personnel 
available for participant training 
health education and health 
information systems. 

ASsumptions for providing inputs: 
~iOHs develop ways and means of 
distributing and utilizing: 

a. Oral rehydration salts; 
b. CCCD health prorr~tion 
materials. 

Participating country has the 
ability to proviJe personnel, 
buildiny s(XIce and other support. 
T/A personnei can be recruited 
and aSSigr.0d to pruject as needed. 



INITIAL HNIROKHE!lrTAL EXA"UNATION 

NIEND~lENT 

Project Country: Africa Regional 

Project Titles: Combatting Childhood Communicable Diseases 
Project No. 698-0421 

Funcing: FY 1981 - 1990 $89,000,000 

lEE Pr~?ared by: AFR/TR/HPN, W. Ching 

EnvironMental Ac+:ion Recommended: Categorical Exclusion 

This amendment continues to meet the criteria for eategorical Exclusion under 
the terms of the original project pa.piU"; this amendment increases the amount 
of ~unding by $42 million(LvP increases from $47 Gillion) and the Project 
Assistance Completion Date (PACD); this amendment provides $14 million to fund 
an activity in Nigeria for five years(1986-1990). Implementation components will 
include: Health Information Systems development 

Training (Hanagement, Technical, "Financial) 
Health Communication, and 
Logistical Support 

') "J 
:;[-~2 ;J r.. /, (Lite 

Bureau E~vironmen::al Of'. cer) fop ROVED x Concurre:1ce: ( 

8Qssie L. Boyd, AFR.jTRjPRO 
DISAPPROVED 

DATE AUG 8 1980 

CLEARANCE: Gcl AFR ---'~f7".~-' 
DATE __ C( __ ~_) v-+.:l~/--,f-/~8~_G-

-57 
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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.I. applies to all projects funded 
with Development Assistance loans, and 
B.3. applies to projects funded from 
ESF. 

CROSS REFERENCES: IS COONTRY CHECKLIST 
UP TO DATE? HAS 
STANDARD ITEM 
CHECKLIST BEEN 
REVIEWED FOR THIS 
PROJECT? 

A. GENERAL CRITERIA FOR PROJECT 

1. fY 1986 Continuing Resolution 
Sec. 524; FAA Sec. 634Ao 

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

~ • FAA Sec. 6 11 ( a ) ( 1 ). P rio r t 0 

obligation in exc~ss of 
$500,000, will there be (a) 
engine~ring, financial or 
other plans necessary to 
carry out the assistance and 
(b) a reasonably firm estimte 
of the cost to the U.S. of 
the assistance? 

3. FAA Sec. 611(a) (2). If 
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·purpo~e of 
the assistance? 

) 

A Cocgressional ~otification was 
'T'l r''' sent on June 13. l.986. ... l.e ,,,' 

expired without objeceion. 

a) Yes 

b) Yes 

NA 
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4. FAA Sec. 611(b); FI 1986 
Continuing Resolution Sec~ 
501. If for water or 
Water-related land resource 
construction, has project met 
the principles, standards, 
and procedures established 
pursuant to the Water 
Resources Planning Act (42 
u.s.c. 1962, et seq.)? (See 
AID Handbook 3 for new 
guidelines.) 

£. FAA Sec. 6ll(e). "If project 
is capital assistance (e.g., 
construction), and all 0.5. 
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? 

6. FAA Sec. 209. Is project 
susceptible to execution as 
part of regional or 
multilateral project? :f so, 
why is project not so 
executed? Information and 
conclusion whether assistance 
will encourage regional 
development progrLms. 

7. FAA Sec. GOl(a). Information 
and conclusions whether 
projects will encourage 
efforts of the country to: 
(a) increase the flQw of 
international trade; (b) 
foster private initiative and 
competition; and (c) 
encourage development and use 
of cooperatives, and credit 
unions, and savings and loan 
associations; (d) discourage 
monopolistic practicesj (e) 
improve technical. efficiency 
of industry, agriculture and 
commerce; and (f) strengthen 
free labor unions. 

/ 

NA 

CCCD is regio~al ?rojact 

a) :-:0 

b) No 

c) No 

d) No 

e) No 

f) No 
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8. FAA Sec. 60l(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 
(includillg use of private 
trade channels and the 
services of o.s. private 
enterprise). 

_9 • FAA Sec:. 6 12 ( b ), 6 3 6 ( h ); F Y 
1986 Continuina Resolution 
Sec. 507. Describe steps 
taken to assure that, to the 
maxi~um extent possible, the 
country is contributing local 
currencies to meet the cost 
of ~ontractual and other 
services, and foreign 
currencies owned by the u.S. 
are utilized in lieu of 
dollars. 

10. FAA Sec. 612(d). Does the 
U.S. own excess foreign 
c~rrency of the country and, 
if so, what arrangements have 
been made for its releas~? 

11. FAA Sec. 601(e). Will the 
project utilize competitive 
selection procedures for the 
awarding of contracts, except 
where applicable procurement 
rules allow otherwise? 

12. FY 1986 Continuina Resolution 
Sec. 522. If 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. 
pro~ucers of the same, 
similar or competing 
commodity? 

The project will provide technical 
assistance from a number of source 
some of which will he obtained in 
the U.S. 

Approximately two-thitds of the 
costs ~3sociated with the project 
in country specific programs will 
be paid in local currencies; the 
regional programs will be supporte 
primarily by foreign exchange. 

~o 

Yes 

NA 

tt) V 
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-
13. FAA 11Sec) 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? 

14. FAA l2l(d). If a Sahel 
._project, has a determination 

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

15. FY 19S6 continuinq Resolution 
Sec. 533. Is dis6ursernent of 
the assistance conditioned 
solely on the basis ·of the 
policies of any multilateral 
institution? 

160 ISDCA of 1985 Sec. 310. For 
development assistance 
projects, how much of the 
funds will be available only 
for activities of 
economically and socially 
disadvantaged enterprises, 
historically black colleges 
and universities, and private 
and voluntary·organizations 
which are controlled by 
indi~iduals who are black 
Americans, Hispanic 
Americans, or Native 
Americans, or who are 
economically or socially 
disadvantaged (including 
women)? 

Categorical Exclusion applies 

NA 

10% of the activity that is over 
and above the amount to CDC etc 
may be available for activities 
under the Gray amendme~t. 
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B. FUNDING CRITERIA FOR PROJECT 

1. Development Assistance 
Project Criteria 

a. FAA Sec. l02(a), lll~ 
113, 281(a). Extent to 
which activity will (a) 
effectively involve the 
poor in development, by 
extending access to 
economy at local level, 
increasing 
labor-intensfve 
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 o.s. 
institutions; (bl help 
develop coopera~ives, 
especially by t~chnical 
assistance, to ~ssist 
rural and urba~ ?oor 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) Immunizat~ons and improved 
health care will benifit the poor 

b) '\1\ 

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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b. FAA Sec. 103, 103A, 1~ 
105, 106. Does the 
project fit the criteria 
for the type of funds 
(functional account) 
being used? 

c • FAA Sec. 1 07 . Is 
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)? 

d • F AJ.. Sec. 11 0 ( a ). W i 11 
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 (or is the 
latter cost-sharing 
requirement being waived 
for a Wrelatively least 
developed country)? 

e. 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 

/L 
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f • FAA Sec. 128 ( b ) • 1ft h e 
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 
beneficiarie~ are the 
poor majority? 

g. 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; anc supports 
civil education and 
training in skills 
required for effective 
participation in 
governmental processes 
esst:ntial to 
self-government. 

Yes 

Th~ 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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2. Development Assistance Project 
Criteria (Loans Only) 

a. 

b. 

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

FAA Sec. 6 2 0 ( d ) • I f 
assistance is for any 
p~oductive enterprise which 

.rwrr.t:"- compe-t-e-wi th U. s .. - . 
enterprises, is ~here an 
agreement by the recipient 
country to prevent export to 
the U.S. of more than 20% of 
the enterprise's annual 
production during the life 
of the loan? 

3. Economic Support Fund Projec~ 
Criteria 

a. 

b. 

FAA Sec. 531(a). Will this 
assistance promote econom:c 
and political stability? :c 
t~e maximum extent feasible, 
i~ this assistance 
co.:sistent with the policy 
directions, purposes, and 
programs of part I of ~he 
FA],,? 

FAA Sec. 531(c). Will 
assistan~L under this 
chapter be sed for 
military, or paramilitary 
activities? 

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? If so, 
has the President certified 

NA ; 

~1A 

NA 
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that such country is a 
party to the Treaty on the 
Non-Proliferation of Nuclear 
Weapons or the Treaty 
for the Prohibition of 
Nuclear Weapons in Latin 
America (the -Treaty of 
Tlatelolco W

), cooperates 
fully with the IAEA, and 
pursues nonproliferation 
policies consistent with 
those of the United States? 

J ~ FAA Sec. 609. If 
commodities are to be 
granted so that sale 
proceeds will accrue to the 
recipient country, have 
Speci al .h.ccoun t 
(counterpart) a:rangements 
been made? 

NA 
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sc ( 3) - STANDARD ITEM CHECKLIS~~ 

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 th~ 
agreement by imposing limits on 
certain uses of funds. 

:'These i tem-s' are arranged under the 
~ene=r--al ~h-eadings of (A) Procurement, 
- (-B-)- ~on-st-r-uc·t-ion, -and (C) 'Other 
Restric-t-ions • 
. ~. ...:.:: : ;. ----~ _ .. 
A. Procurement 

1 • FAA Sec. 6 a '2 • Are the r e 
arrangements to permit O.S. 
small business to 
participate equitably in the 

--furnishing of commodities 
and services financed? 

2 • FAA Sec. 6 04 ( a ) • Wi 11 a 11 
procurement be from the u.s. 
except as otherwise 
determined by the President 
or under delegation from 
him?? 

3. 

4. 

FAA Sec. 6 0 H d ) • ~ f the 
cooperating country 
discriminates against marine 
insurance companies 
authorized to do business in 
the U.S., will commodities 
be insured in the Uniteci 
States against marine risk 
with such a company? 

FAA Sec. 604(e); ISDCA of 
1980 Sec. 705(a). If -
offshore procurement of 
agricultural commodity or 
product is to be financed, 
is there provision against 
such procurement when the 
domestic price 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 

1:'1 
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FAA Sec. 604(g}. Will 
construction or engineering 
services be procured from 
tirms 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 Stutes firms 
to compete for construction 
or engineering Bervices 
financed from assistance 
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 

) 

Yes 

Yes 
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8. International Air 

9. 

. Transportation Fair 
Competitive Practices Act, 
1974. If 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 Continuinq 
Resolution Sec. 504. If the 
u.s. Governmen~ _~s 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 anc professional 
services be used? 

2. FAA Sec. 611{c). If 

Yes 

Yes 

contracts for construction NA 
are to be financed, will 
they be let on a co~petitive 
basis to maximum extent 
practicable? 

3. FAA Sec. 620(k). If for 
construction of productive ~A 
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)? 

/ . 

/ /} 
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c. Other Restrictions 

1. 

2. 

FAA Sac. 12 2 ( b ) . I f 
development loan, is 
interest rate at least 2% 
per annum during grace 
period and at least 3% per 
annum thereafter? 

FAA Sec. 3 01 ( d ) . Iff un dis 
established solely by 0.5. 
contributions and 
administered by an 
,international organization, 
does Comptroller General 
have audit rights? 

3 • FAA Sec. 620 ( h ) • Do 
arrangements exist to insure 
that United States foreign 
aid is not used in a manner 
which, contrary to the best 
interests of the United 
States, promotes or assists 
the foreign ai~ p:ojects or 
activities of the 
Communist-bloc countries? 

4 . Will arrangements preclude 
use of financing: 

a. ~AA Sec. 104(f); FY 1986 
Continuing Resolution 

NA 

Yes 

Sec. 526. (Ii To pay Yes 
for performance of 
abortions as a method of 
family planning or to 
motivate or coerce 
persons to prac~ice 
abortions; (2) to pay 
for performance of 
involuntary Yes 
sterilization as method 
of family planning, or 
to coerce or provide 
financial incentive to 
any person to undergo 
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sterilization; (3) to 
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 
for abortion? 

b. FAA Se~. 488. To 
reimburse persons, i,n 
the form of cash 
payments, whose illicit 
drug crops are 
eradicated? 

c. FAA Sec. 620(g). To 
compensate owners for 
expropriated 
nationalized property? 

d. FAA Sec~ 660. To 
provide training or 
advice or provide a~y 
financial support :~r 
police, prisons, 0: 
other law enforce~ent 
forces, except fer 
narcotics programs? 

e. FAA Sec. 662. For CIA 
activities'?-

f. FAAS~c. 636(i). Fo!: 
purcha.se, sale, 
long~·term lease, 
exchange or guaranty of 
the sale of motor 
vehicles manufactured 
outside U.S., unless a 
waiver is obtained? 

~(es 

Yes 

Yes 

Yes 

Yes 

Yes 

Yeg 

f"'1 I 



g. 

h. 

i. 

j . 

k. 

1. 
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FY 1986 Continuing 
Resolution, Sec. 503. 
1'0 pay pensions, -
annuities, retiremEUlt 
pay, or adjusted service 
compensa.tion for 
military personnel? 

FY 1986 Continuing 
Resolution, Sec. 505. 
To pay U.N. ~ssessmeotsJ 
arrearages or dues? 

FY 1986 Continuing 
Resolution, Sec. 506. 
'1'0 carry out provis;Ions 
of FAA section 209(d) 
(Transfer of FAA funds 
to multilateral 
organizations for 
lending)? 

FY 1986 Continuins 
Resolution, Sec. ~lO. 
To finance tHe exp<rrt 0 f 
nuclear equipment, fuel, 
or technology? 

FY 1986 Continuina 
Resolution, Sec. ~11. 
For the purpose of ~ 
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 pubrrcity 
or propaganda purposes 
within U.S. not 
authorized by Congress? 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

72 
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2. 

I NTROOUCT ION 

CombaWng Olildl'lood ~ie&bIQ 01~ (CCCl») i3 tJ USAID flh~ Child Sui"VM1 Pf'Q j~t or 
tsdmlal COO~UOO to stNngthoo Afrlam ~ilooillUQl:1 t.o docrasso child mwbllty md improw child 

Malth. 1965 Wft'! tOO fourth yVJ6J' or tho 6 y(t£;f" projecL CCCO is irfij)16f1}~ilted by SS'VGf'!l1 diffeNmL 

~es: tM ~oot. H~lth Mlnistriw or \2 Afl';csn MUOftS. tM U. S. C<lfl~ (ew OfS4t~SO 

Control (CDC). ~ World H;mlth ~int.ion Mriom RmjiOOIJi Ofticu (\'IHO/AFRO). md ttlv U.S. ~~S 

Corps. 

;; 

Sewr~1 olM,. !(jOOCiG'S &nd projf}Ct.s &'0 collsbof'aU09 with cceo in SWPOrUnq Child Survival adiV1t.ios 

in Afria: t.hg VJG'3t E~snlNorlh ~icm ~mil3t.Joo c~t.Jon (or Oevelof)mlii'll iff AiriC3 

(CDA) il8s emlor.:..ad cceo ss its major init.lativiIJ in tro mtslth s.GC:t,.Qr; the Fr-eOO1 Ministry of 

Coo~nUon lmd DlMliopmenL thruuqh ils foods cfAidJl.,!tLCo.ooer:Jtkil (F AC). is ! part.ne"f' in the CCCO 

projod in Congo: the British OvGN4MS O-swl~~.)l .A'96OCY (COA) ii510 a CCCO bilal&ral UTOtt1'Mfll wiL~ 

lhG ~f'flmool of The Gambia: lind U'l\l 3isw. c.,ild s~l proj~ts funood by AIO's Science I!1ld 

TechMlogy 3ureoo. Including tha Tec.!'IMloglG'5 rot' Prlmtlry Health CJf'6 mjacl (~ITECrn. t.he 

Rosoorc~ for Child Health PNJject (REACH), and tile Curr.m;nicalioos for Child Sl.lrvival Project 

(HEAL rNCCM). C'.ostJ col1~"liOfl is also mainUlilW~ with WHO ~~\lI, UN1C::F, mld lM r ask Foree fof" 

Child SurvMI. 

Tha rNljor occ.:cmolisllfMflts during 1985 snd tM constraints t.o ad\ievemeflt of CCCD cbject.i~5 arE! 

oolailGd in tho (oiJowing p~. ~,,"I of ~~ flM llf1lf'liOJI&rly ootswOf'lhy {J)Q OOU- ~~i~l rMfltion 

m>r>J. 

a 'l'hi'ea bilawal CCCO project sqrsoments were signsd. bringing to full authorized como/ament 

(12) tha nwnO@f' o( AiD furn:lGd coontry proj~cts. 

a AIO md \>Jt;'O/ AfRO signed liI 9J~t ~Il. .md ~ (1/'1 !J won.plMl ror AFRO's 

1ffi1)lemootnUoo of InlercOt!fllry training and hetllth InfONftsUon systems dwelcpmt1l'lt in Stlpport 

o(ecco. 
a TOO Third Y66.f' CCCO Ewlu!3t.Jon (inleirntli) W!5 eurhid out; NlCOffll"iW1~t.iOflS inc:luOOd 

intf'tl~ing tM roJfl'tber of bilat.er~1 proj6Ct3. lei19t1wmi"9 U'Ia !ife of project. incM~ift9 t.."Ie 

t'tmdlng coiJIng. defarrlng my OOdIUOflfJl dlsellsa Int.ervantJoos. !IDd MVtslng the CCO) 

M~m'lt In(ofiMtion S~l6m (Mis). 

This ~l represents the fir,t mtitJal ~t utilizinq the rEM~uld MIS. CDC/IMP<> would <JlJ~ist.e 

your comments and suggesUtlM r~lif'dln9 the ~t r~rt (S~ addrtr.55 ? 34). 
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3. 

USAID BILATERAL eCCD PROJECTS 

GUINEA 

COUNTi<Y' TOTAl PCPUl.ATICN 
(000) 

ZAIRE 32648 
TOGO 2860 
LIBERIA 1690 
CAR 2526 
LESOTHO 1 519 
I1AI..A'tJ1 O~ 
~ANf)A 5904 
CONGO 1702 
SWAZILAND 631 
6Uf~A 5735 
IVORVCOAST 9513 
6tJRtJN01 4631 

TOTAL( 19t1S) 76542 

NIG£RJA (flfWOSGd) 94431 

TOTAl 170973 

tilPro~ 

BV v£ A~ OF ST ART 

C/a--""""""- S'vI AZ 1L AND 
~.--- LESOTHO 

~ 1geZ 

1 '984 

~ 1%)5 

IlIIJ 19$6 
(piann~d) 

;;::n"."~-m'1 ------~-"'---.;7 _= __ "I"7~ 
START FINISH USAIO BUOOtT LOCAL 8UO€ET 

($000) ($000) 

8/82 1112191 4849 " 167 
4163 4187 1 140 373 
8/83 8187 830 217 
5/64 ~/6B 571 217 
5/84 5/88 578 375 
6/84 :5fi38 1 423 1 ~31 
6/84 5/88 1 072 956 
6154 6/86 067 SOO 
6/84 6/88 703 265 
6J05 12187 005 650 
6/85 4189 1691 5014 
9155 3/86 634 23:5 



S-mATEGY 

THE eCCD PROGRAf4 

R,c·dUCB m<rlidRy Itnd rooruilly of Arric:M chih:lr~n ()-4 ye~) 
thJ~ stRmgthSf'lIf\9 nEltJoooi ~fIllllly to: 

o TNtit dlarffi&~1 oohydfiiUon with 8llPf'oprhJUI caso mtlm,Iqemenl. 
GiI~~z1n9 Orllil Rllhydr~tioo 'TMi"~y (OOT) (seQ pp. 8-9) 

~mollJl wd follow World H,ullLn ON}€nizatJofl (""HO) polici.)S and 
jlMCOOur9S and f}NMCS oroqram support U'tr-ol.:gh the (ollowlI'l9 
intercountry ~nd bilaw1J1 se.f'Vias; 

o Traininq (SG0 1'9. 12-13) 

" liGolthEducalion/PF()molion (~e PI). 14=-15) 

o HQslth InfoFfl'lation S'~tarM (see P!l. 16-19) 

iNOICATCRS AND $€(IF1C TAR(;':ETS IN CCQ) CPERATICNM_ )..P!AS: 

lnd1c~d.QC Brei!llloo L MIs I 9B9 T OCgf l 

Inrool f"1.ortallty 100-200/1000 ~2S;& 

1-4 Mortality ICF-20I1COOIYeM' -25~ 

Noonstsl Tebnus Mortality 5-201 1 OCK) -50~ 

Me8Sl~ Mortality :zo..&)/l COO --SO" 

'1I::.cefnatiofl C(M,"'i'aga 10~ SO" 

NewOOrn T etmrus PnhKtion S~ 50~ 

Health FKillty Use of ~',. 1% 50~ 

Communit.y Use o( CRT 1% 20" 

P~Uve Malm'ia TrQat.lnGnl 20% 70~ 



(CCD 1"1 MEL I NE 

1990 

1981 

1992 

1983 

1984 

MAJOR EVENTS 

PROJECT DESIGN TEAM FIELD VISITS ;. 

I ) 
I ) 

PROJECT DESION 
) 

> 
) 

> 
PROJECT AUTHORIZED/PASA SIGNEe) 

FIRST 81LATERAl PROJECT (ZAIRE) 

COUNTRY ASSESSMENTS 

> 
) 

) 

) 

rll~ST EXTERNAL EYALUATION ) 

MORTALITY &. USE OF HEAL TH SERViCES SURVEY DESIGN) 
FIRST CONSULT AT IVE MEET ING (LOME) ) 

MUHS SURVEYS (TOGO, LI8ERIA, ZAIRE) > 

1985 

THIRD YEAR EVAlUATION (INTERNAL) ) 
SECOND CONSUL T ATIVE MEETING (LlI.ON(3'r/EJ ) 

M'JHS REINTERVIEW SURVEYS} 
MANAGEMENT INFORMATION SYSTEM REDESIGNED ) 

NUMBER Of' B II. A TER Al PROJE CT S 

ACTUAL 0 PROJECTED 

; 

5. 

1990 

1981 

1982 

1993 

1994 

1985 

1986 1996 

FOURTH YEAR EVALUATION (EXTERNAL)) '1b,d3~!_~ __ <>""""",~DDDDDDD 
THIRD CONSUL TAT lYE MEETiNG (SRAZZAVllL£) ) 

19tH 1967 

DOtJDD 

1988 19S5 

FOURTH CONSUL TAT IVE MEET ING > lD=;fi~dm:,,=ril 

1989 1999 

DO 

1990 1990 

/ .. 



6. 

IMMUNIZATION 

ROOIJC& fMf-bidily rnnd fOOi'l!ilily or <:hil®e1Od dl~~ 
~i1tL'-bliJ by Imfi'lLml~sUOil 

At:.'tifii\.~ 60" Ctl'IGfti(j@ with 6CG. 1'l'W8!la~. md 
3 OOiiEia or OPT md polio w:cec:inGS by 12 100flt.ftg 
Il(~ 

Adli€MJ aO:i CfMW~ with 2 dllS&! of loUnmi 
WI'.Qid of at. ri!:ik Pf"~nt. '(IClf'OOn 

~ft:0nt. of PGf'OOtDr~1 irnmw'lizlJliOffl ~1'formQ(j 
\.flIng sltlrile nG~10 lifld sterile syrtnqa 

~ere8ntnq0 of chlldMn 12 - 23 months or age 
WCCiMlod 

Vr>cdM st.or~~ 1nd distribfJlion (GCJld Chain') 

l1suollshGd In sll ceO) cOUfItJ'ias 

Staff tralood In orrllctiw maUled! (If v8C(:IM 
dol Miry 

1.6 million dlildNn pravidGd '(lith ollo6St OM 

wcclfi3 In 19(;5 

SuOO~lim(d c:offtrmmily J)GFticiptJlion snd low 
S«6pU!ncO or immmizaliCfl 

Fl61iJSJos transmission In cJ'Iildrsn too young ror 
m~ul$lEr.i immunization 

Na~l~ trm'lsmissioo in ~NlIi:l hlWing ~ SO~ 

weCMUon ~~Je (soo ~ mid-p. 17) 
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PERCENT 

IMMUNIZATION ACTIVITIES 

TOT Al YACe IN A nON'S CCCD-WIDE, 1 'j8~S 
(SELECTED YACCINES, BY AGE) 

TOTAL 

Mf:ASlES OPT 1 OPT 3 
VACCINE 

NUM8ER OF MEASLES VACCINATIONS, 
ZAIRE, 19.,a-199~ 

1978 1979 1980 1981 1982 1983 1994 1985 

90 

80 

70 

60 

V Ace IN AT ION COVER AGE, SW AZ II.. AND 
1 9€J:1 - 1 98~_ 

(12-23 MONTH AGE GROUP) 

V Ace IN A TEO 50 
BY VAce INE 40 

TVPE 

~ BeG 

IiIlI OPT3 

mil POLIO 3 

o MEASLES 

7. 

30 

20 

10 
o FULLY YACCINATED 

o 
t 981 1982 198:3 1984 1985 



8. 

CbjecUves 

DIARRHEAL DISEASE CONTROL 

Re6~ flWf't&IIt.y ~~ to ~Wftl ~ydr1.lt.ion 
~t.ood!1lf'Y to dlaffi't3s 

Ifflfjf'l1'~ clInical mufl~l'flent of dlm"i"OOlll 
dls~ lilt hstJllh fscilltj(Jg 

11Y!fM~ comfilWlily ffi:09JliUcn Md lriJstfM1lt. 
ofdl~tJ .. 

~f"Cent of tt.nJlI\ foclllUes t6lng ~prlats cllnlC.1l1 
m~n~t 

OOT unit..s GSt.£bIish-1ld in patll!!tric fsr.iliU,y;s in l.!\r13. 

Ls§otM, Mt:Ilawl. Ivory CMSl Mel Congo 

\lMO training cantal""S for C!iniul di&"'rli.aa C~ 
maMgGmool develc}ped in lairs af':d Malawi 

~ of O:<T prucUcss conducted in R'ftartds, 
Iwry C05St. md Li"JOlho 

Sltjltincanl d-~tr.§o in dlm-Mgl C:~€Fr81r.aIity rata, 
r1m1a YIifOO HOSl)it<Jl, KiflSMsa, Zaire 

~Io~t of MtiOO!llI liolidl)s.~ointrnm'lt 
of naUonal cOON1lmlWs 

1~l9 (SClfMUmas in~iata) !'tallith educlUon. 
training • 
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1981 

1981 

1984 1985 

D I ARRHE AL DE A THS, S\-/ AZ IL AND 
1981-1995 

1982 1983 1984 

a R S PRODUCT ION, L£SOTHO 

CASE-F AT ALITY RATES AMONG 
~«lSPJT MoIZED DIARRHEA CASES, 

(AGE 0-5 YE ARS) 

MAMA VEMO HOSPI'T All KINSHASA I 

. ZAIRE 

6 5.5~ 

5 

4 

3 2.7~ 

:2 

-, 

1984 1985 
(OR At. REHYDR AT ION iI-iER APY POL ICY 

IMPLEMENTED AUGUST 1984) 

1995 



10. 

MALARIA 

O®Cf'VtlOO mgt.mmJ1 and noonaUlI morbidity mcJ 
mortality CMOO by ff\!llsrla 

t}wol~ nstioMI sU"stsqle! rOf' cHnlcal IYlS'laqemenl 
of ma\l<Ma at. h~lU'j f~IiU~ md 
pr~t.iw lMatfiml in Cllfi'\fOOniUG'3 

Dewlop sooUnel SUf"WIllanc.9 fOf't'MIfif'll1 
~BSit.a drtKJ S9nsitMly 

p~ of countries with senUnel sur(ej\Jaoc~ 
for ~"9 sf1nSiUvily 

Pen:tml of Malth facilities using re<:or.:tr~ 
trgat.rlw1t pt'OCw'QS for msltlrla 

PtW'C~t of f&Viif' CjlS&S in Comff)I1fl!ty treated 
~iataly 

N~t1OMllOOlll1'illl treatmool polIcies If5t.abll~ 
in Maltlwi. Toqo md laiN 

SdnUool s-gnsilivily SI~iIIMlCo \lsl2t)lis~ in 
CAR. Congo, Malawi, Togo snd laiN 

Cllnicsl swdy en lreatroQftt of SQVijrs malaria 
curlod 4}tJt in roo ('~bi8 

US0 of sl)j)foprialo drug tMf'SOyincr~tiSinq in 
fM'lit. countria3 

~ of chloroquino l"O"3istMce W"USS Afric3 
fram \last to w95l 

ioxicity or ~cond liftS ~ 



CAMEROON 
GABON 
CONGO 
ZAIRE 

MAILARIA 

COUNTRIES fROM VIHICM STAfF HAVIE BEEN 
TRAinED 1M IN VIVO DRUG RESPOMS[ lEST ING 

THRmJGH teeD 

~:::::;H~~-- Z A ;RE 

R'w' ANDA 

~~--~-----MALAWI 

rrhf--~"k----- S\V AZ lL AND 

CHLOf1.0QU(:FllE-RES 1ST MH 

PI. ~1YJ"7 r.4l C 1P.4/!l'UM 

1985 

~~4----------SUDAN 

+---c A R 

[mmj0~~~~====UGANDA 
KENYA R'tI AND A 

)U;O;<~i4------8URUND I 
~----T ANZANIA 

ANGOLA ______________ ~ 
~P~--~-------MALA'w'1 
~~~I--- MO, AM81QUE ZAMBIA ~ _____ "#~:~~ 

NAMIBIA 
~-~04--- Z IMBAB'tIE 

SW' AlIL AND --------4>~~-ri! MADAGASCAR 

11. 



----,--------------------~-------.-~~,.~.---

12. 

Indlcat.0r5 

Achievements 

TRAINING 

lffi4)NfiQ ski1ls or Af'"iClm naaltll woficaf"S in daliwrill9 
,:tnwntivo md CW'llJUw ~al~ 

Improva CeCD countrlQS' ability to pllID, conduct m'ld 
awlugt,g trtlining 

PFWidst G!&w1§Ulnce in issassil'Kj ceO) tranninq 
(\!~ and loonUfying training resources 

Oawlop training stratsglS'S for ooalth Vlol'brs 61'l9aged In 
control of childhood infecUous dl~1iSas 

a nallonal tl'tllning ploo 

o training cOON1lnat..or 

NiIJ'i'\OOr or h8s1th staff trained 

Ganaf'lc CCCO mlt:Haval mtmaqaM COU"':S dewl~nl comolet.ed 

local ~fJtJ.!Uon of tr1JlnilUJ mat.."f'!als In 7 coont1'les 

Tr1!fnll'tij plans Md stratGgiG9 dweIOflG-d in 5 
coontriG$ 

P'~ns snd matm-isls for P<lripMfal lowl trainili<j r@qui"iJ furtilGr 
dW9IOfjm(lnl soo w!lIuatloo 



tCeD TRAINUIG ACT IVITIES 

PERSON DAYS OF TRAINING BY TYPE OF T~lAINING 

tOOOO 

9000 

8000 

7000 

6000 
PERSON DAYS 

~ooo 
OF TRAINING 

4000 

3000 

2000 

~OOO 

0 

lCJS5 

2345679 9 
TYf>t: OF PERSONNEL TRAINED 

III 1 SENIOR LEVEL 

IDJ 2 MID-LEYEl. 

ImJ :3 PER IPHER AL LEYEL 

o 4 HIS S1 AFF' 

o 5 MALARIA 5T M'F' 

53 6 aRT 5T AFF 

Ill] 7 TRAINING OF TRAINERS 

~ 8 PE ACE CORPS 5T AFF 

~ 9 OTHERS 

13. 



14. 

IndlC!lton 

HEAlTH EDUCA T ION/PROMO,. I ON 

Mmdmtze utJllzaUO:I of EPI. COO and malorla treatment sarvices at 
hnlUt rlCiliUts 

FtciUtata &doP.Uon of specific behavi~ ira the home/cOtN'f"lUnit.y 
dt.r1ng GIli50des of dlMTf'lfs and rever 

Numfler of COOfItrl~ having conr.iuct.ed bGf1.!l.1Viofal and ooucatJonal 
mlC}nOSil (baseline l{oowl~9. AWtJ.JdGs and Practices - OP -
surveys) . 

Number of cClt.fltrl&5 with heolt.'t educaUon acUoo plMS 

I1reenr. of diarrhea snd (awl' 6l)isodes tresLed at hOttlS with 
!Mle (orm of ORr ,gnd antimalarial 

8.asaliM KAP ~'fS conducted in 5 cOtJrllries 

Health education plans in SlJpport of OM 01" moro of Uwl ecen 
intaf"./GflUons PM1li!rid In 0 ccuntries 

EducaUonal materials prCdllCSd !lfld distributed in 1 cOOl'ltr:as 

Mld-level training fi':.ootJlo on OOalth etlucaUon revised 

C~ert1Uva AgFamenl appllcsUon NCetwd fJ'flm University 
o( North C.rolina (Of" intsrccuntry traininq in MBllh adtIcslioo 
planning Sfld mtmaqament. 

I~ta da~ collscUon ror health sduc.sUOfl planning snd 
IlVlluation 

Inadequll.e inltiqration snd dewl~,,;, of Mmlth atlucalion in 
landom wUh lha :5 ecce inlsrwntions 

)j 



ST ATUS OF HEALTH [[)UCAT I ON/PROMOT I ON 

CCCD BILATERAL PROJECTS 

ACTIVITY 

PRE-PROGRAMMING VISIT 8Y 
IHPO HEAL TH EDUCATION SPECIAI..,IST 

NATIONAL H. E. COORDINATOR/ 
LIAISON DESIGNATED 

BASELINE/FORMATIVE DATA 
COLL£CT£D 

H. E. ASSESSMENT/STRATEGY/ 
't(ORKPL AN DEVELOPED 

PE ACE CORPS JOB OEseR IPT IONS 
RE i~OY/PCV'S REQUESTED 

EDUCATIONAL MATERIALS 
DEVELOPED 

HEAL TI-I WORKER TRAINING 'tilTH 
PUBLIC (Due. MATERIAL DIFr~SION 

MESSAGE DIFFUSION VIA PRINT / 
MEDIA/SCHOOLS/ETC. 

REPORTING/MON'~ORING OF H. E. 
ACTIVITY COVf.RAGE ANO CHANCES 
IN PR ACT ICE S 

ex 
~ 

u 

N 

KEY: 

1985 

~ 

en 
< 
0 

oCt U 
0 

~ 
w >-
;;1: ~ :; 0 0 

~ U ,:I 

• FULLY COMPlETED 

mJ PARTIALLY COMPLETED/UNOER'w' AY 

o 5T ATUS UNCERT A IN 

o NO 

rm NOT j'PPLlC ABLE 



16. 

Indicators 

Problems 

HEALTH INFORMATION SYSTEMS 

Slrtnqtbeft «9ling systems of disease 
5U1"'18l1iancl - data c:o/lecUon. aNI!~is aM IJ!.i 

Document morbidity and mortality (rtm 

targel dlsnsas 

M....-. effed.iwnM!l of int.e-rwnUOI'I5 in 
ndudnq morbidity ;VId mort8l1ly 

o mea5UN service I\Isi1abillly st nesllil r8Ci1iU~ 

tJ rlelermine cornmtJ'lity twQlth pradic&S 

o conciuct. morbidily svrveillance 

DewlOPfd ~ ~ment Infllrlnatlon SysL~ 
whidl pt'wides 8 ronnat for coontry raoorts and a 
model rar naUonalllS$ or Meith infcrfMUoo 

C~mput.ertzgd annlJal cceo country r~t.s 

Cawloped SUF~y methods to ootsrmina health 
pnctices at he~lth raciliUes and in cO(i" .... .unily 

Continwa ~ssment aOO stl'Gfi9lMnil'l9 of CeCD 
coontry health InfOMMUon syslst'ns 

CoocJuetsd hausahold Int.srv1ew SUf"t'G'(S to measurs 
mortAlity (f"';UHS sW'Wys - see p~ t 8- '9) 

Delays and IncomplElteness of raQOrUng 

Uncertzlln quality of health InrormatJon 

lack of reeQbucX to colfecw! of health InformaUon 

Poor use of /MIliable health InfOf'fnSUon by ITtMly 

host geNel rwnanls for pt'09f'SIn ~isiOlFf'l\akill9 

/ "" 
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Lo.I 70 
<.:) 
~ 60 ex 
LAI 
::> 50 0 
(.) 

~ 40 z w 
u 30 c:t: w 
Q. 20 

10 

0 

HEALTH INFORr"IATION SYSTEMS 

IMMUNIZATION COVERAGE. LESOTHO. 1982-1985 
(AGE 12-23 MONTHS) 

OPT 3 

10000 

9000 

8000 

7000 

6000 

POLIO 3 MEASLES BeG 

ME ASL£S IN K lNSH AS A J Z A IRE 
REPORTS FROM 1 4 SENT iNEL S liE S 

COMPLETE 

NUMBER OF 
5000 

CASES 
4000 

3000 

2000 

1000 

0 
1980 1981 1932 1983 1994 1995 

PERiUSSIS IN LESOTHO 

120 

100 

80 

NUMBER Of' 60 
CASES 

40 

20 

0 
JUl. -SEP E14 JUL-SEP 85 

I t~82 

I 1994 

I 1985 

17. 



18. 

IJ Sep~. 1983 

O~/. 1984 

a July - Sept.eml'Jer. 
1984 

a J4IOO8f'Y. 1985 

a November. 1985 

MORTALITY 

cceo extMnaI twluaUon Identified ,,"*1 (or 
bet.Ur mcrtaUly data ItIld developlMflL of metJlOdology to 
monitor d'Ianges in mortalily ralls 
In order to c1tmGn!trsll ~ effecti~ 

I'\Ytallly and Use of Health S6fVlc8'5 sUIl"\'ey (MUHS) 
d.siC)Md 

Scr.tey d4m9fi rwiawod by oxtM'Mi comiUllMIls 
In demogr~y and MtnMpolQ()Y 

MUHS Stlf'Ve~ C!f'!"ied ~l in Ubl!rilJ. Togo and 
Zaire 

E>;turrud NView uf f'lJliS SJ.!i"VQy<! Nlcomroofld.sd 
retnul"'View SUf"v'ey of sutJ-sample all 3 c~tri6'5 
and :ndep@nd4nl demOtTl9hic malysis 

ReinlBrview SW"Wys C3N"ied oot.ln Libaf'im. iO<}O 
lind Zaire 

Ree..uU.s ~Ilefj and !lutlmilttl1 rot" IndQ~t. 
analysis 

I .. 

• 



19. 

INF ANT AND UNDER FIVE MORT AllTV 

RESULTS OF CLUSTER SAMPlEMtD RElNTERYIEY SURVEYS 

.. SUBNATIONAl AREAS OF THREE eeeD COUNTRIES 

MORT ALITY RATES PER 1000 LIVE BIRTHS 
S N"IPtE SURVEYS REINTERVIEW SURVEYS 

COUNTRY AREA INF' ANT UNOER FIVE INfANT UNDER FIVE 

TOGO PlATEAUX 31 eo 97 191 

ZAIRE KINGANOU 44 115 78 194 

ZAIRE PAl KONGILA 42 -- -- --
LIBERIA 3 COUNTIES 18<J 301 ,-1...215 365 

HOnTALITY ESTIMATES 08TAInED I" REINTERYI§:'" SURVEYS 

SUBSAMPlES OF SU8NATIONAI. AREAS Of' TOGO, ZAIf.;![ AND LIBERIA 

250 

200 

INF' ANT' 
DEATHS/I 000 

LIVE 81RTHS 

150 

100 

o 

400 

UNO€R f'IVE 300 
DEATHS 
PE~ 1000 

LIVE 
BIRTHS 

200 

100 

o 

INF' ANT MORT ALITY 

215 

LIBERIA 'TOGO ZAIRE 
UNOER rIVE MORT AI. lTV 

365 

LIBERIA TOGO Zp,.IRE 



20. 

IndIcators 

Achlsvemenls 

/ .. 

OPERATIONAl RESEARCH 

Identify end §GMt clMf'ltitWIl problems 
c:onstnfning achl8YIsmenl or ceco ~t.s 
and objec:tiws 

0.,.109 African capability to cooduct 
opentiona! relarth 

N\.mber or prt)tDcol~i sWmlUs-d. SW't"owU, 
completed, putllished 

ImQad of rltS8~ projlltcts Oft prQ9f'1m 
operations 

Protocols .Ap-pr~ 

Pral..ncols Funded 

Projects Completed 

P!Jbllshed 

32 

31 

:5 

o 

Small researd'l projet:ts requlr~ substantial tlroo
IntensM tacMical (:ollaDof'9Uon in the oo·si9ll. 
nald work. and analysis sl&t;as 

ccco neld suff and Rasesrdl Review Committee 
~ ~ ool be-en ablo to provide sufficient 
~t to all reseru"dlen. particularly in 
countries which do rlol hS'A9 bilat.arai cecn 
pr'09f!iiTt! 

/ .. 



NUMBER OF 
PROTOCOLS 

OPERATIONAL RESEARCH ACTIVITIES 

30 

25 

20 

15 

10 

5 

0 

OPERATIONAL RESEARCH PROTOCOLS 
SU8MITTEO ANO APPROVED 8Y (, 

MONTH PER 100S 

I SUBMITTED 

D APPROVED 

2ND /82 1 51/83 2ND /83 1 51 /84 2ND /94 1 51' /9~ 2ND /95 
S IX MONTH PER 100 

COUNTRIES Of ORIGIN OF SUBMITTED PROTOCOLS 

MALI 4 SUDAN 1 

SENEGAL 2 NIGERIA 7 

LIBERIA 1 UGANDA 5 
IVORY COAS1 KENYA 21 

GHANA RWANDA 2 

TOGO BURUNDI 1 

CONGO 1 TANZANIA 3 
ZAIRE :; MALA'WI 13 

ZAMBIA 2 SWAZILAND 4 

ZIMBABWE 9 LESOTHO 2 
MAURITIUS :2 

21. 

) 



22. 

BILATERAl PROJECT SUt'\>U'1ARIES 

o F1nt Year RtMew of PNlj(lct roc~~ laSl~jiifi'lenl or full-lima Ted'tt1lclIl orneSf'; 
~mools cOi'ftl)laWd (or ~Ulil of State !nt>€JrUnool Qfj'\ployGG rOt" tilis position. 

Q Survoyg V1Gffl em'riod out. to U'Suolish b~lioo dal8 r~9gMifl(j morbidily. roortalily. vaccinatico 
COWf' •• sOO Icnowledga/atllWdG'!lproctlC83 NlallXl to IMlaria at'Id dlar'f'ftell 10 assist with 
policy md work pl{;fI d;)wl~. 

o A muiUllle antigoi'\ immuniz:!lUon camp<1liCjn W!iS c&'f'i~ out in !..h3 capital city. Bangui, t.o <lWf't 

rut SftUclpal9d measles e1)idemlC «(ollowlng 2 y~aM or 10\';1 transmission 1100 lillie Immunlza!.Jco); 
C~81¥J of 805: of tJ'wJ lM'q<tl populalioo was ~.hi6Vi3d. 

CONGO 

o In MS!)OOSIl to a fG-commoodatJon mide at the Flr'st Y ~tlr ~av1ew of tn4 project, !i full-time 
ftaUOtIal CCCD coordinaw W!i':l 8f)OOinlc<d to woMt ~ coool£if1)tli'tlo thl} cae T Khnic!1 Officar. 

o Urtltii't 5fld fursl CO$t. sluditr.; WGN condud..Gd to !iUJdy tI'Y.J polstiliSli for sustaiood service deli'f1WY 
at'llw completion of llllatsnllliSSlst.mC3; cost Nt:OVtii"Y roothods. e.g. rete for service, to btJ 
studioo. 

o ~ita fligft@sl EMJf' Iwvls of if'ftfl'\otIni~aUon CCMIf'~ (40~ childNn 12-23 months fully 
IfflfflUIlized MUenally). fi'lajor rt1eSSI6S El1)loomle Y/fiS sxpGrlancad ~ugh most of cOUfltry; 
ceQ) G1Jidamlol09ic inwstigaUoos round U!) to 1 /~ of ca~s in <9 mooth ~ gt'ou;:l Cinsligible ·for 
~I€r.i 1rnrm.mlzaU01I). 

o 0Ia"m38 3fld malarla sctJvlUes strangt.~(jd with establishment of ~i units In 19 Irlan ,e~lth 
f~mti~ &tid instituting c1'IlOMqUiM sensitivity mooiloi"ing. 

(J Chl~ioo ~n5iUvity l1lOfIiwrif'l9 iniUaled. 



2:5. 

BILATERAL PROJECT SUMMARieS (CONT.) 

IVORY COAST 

o The TeeMical Offiesr ('jf'rivild at post In October', following execution of Ula Projoct A9l"woool. -' 

lEsorno 

o cceo fully operational in all 19 Health SSf'Vice Areas (HSA) of l~t.ho. 

o cceo docoolrolizad lrainin<j pl&M OOwlor~ rod ImplfifOOnt..ed in all 19 HSA's; lJfKi.Gr th~ plMlS 
0Wf' 2COO heslth starr will receive ceco training by the end of 1987. 

o Nationsl Immuruzatlon cov~8ge rate (Fully ImmunlztW 12-23 ffi(IfIths age group) Increased from 
40~ (1983) t.o 49~ (1<t84) t.o 65~ (1985). 

LIBERIA 

o Fraught with problems 8 ye8f' ~, the Liooria prfljeci. Implemootad most of tM recOl1'\I'OOfIdaUoos 
Ill8d3 at tM First YeM' Review snd nosily ;..uirl.ed service delivery In Augusl. 

o A cost recowry policy was approved and imolemenLation of a f~ for service system has begun; 
25 cents paid for an irnmunizaUoo CM'd ooUtla's 001001" t.o fuil EPI sarles. 

o CCCD played key role in oxunsiw pllIDflif19 fOf' National immunization Week designed t.o 4Ccal~ilLa 
EPI CowrS~3; originally scheOOled For November, campaign r~chedllied for January because of 
civil unrest fol1owin9 atl.smpled coup. 

o TM Mortality ffld U~ of Health ~cG-S (MUHS) vef'ificaUoo surwy was COI"l1f.lletad 

o USAIO Mission support fOf' t.M ()f'Qjoct GOO &dive ptl,rUcipalioo of lhs Haalth &nd PopulaUon 
ornein' provided a positive Impact 00 CeCD. 

MAlA'vl1 

o Hosted Sticond Annual CCCO Coosultatlw Meeting and Africa R29lonal WorKshop on ()-al 
RfmydNUon TMra()Y in Msrdl. 

o eCCD is ~3lionill naUoowioo. 

o A ooliorull policy ()fl1M1~f'la trotlln~'ll ¥IllS €lslOOlishGd, b~d on LM fir.dinq:; of rOS81W'cft 

sponsored by CCCO. 

o A naUonal policy was dtwelop3d Oil oral rehydraUon Ulerspy; each or :3 rEtglons has II Leam to 
promtdlJaw policy, dewlop mT C~ in health facilities, train ?and sllP*rvi~ slaff. &nd 
monitor ORr iffif)lefOOillaUOO. 

o In thf:I face or a major d"..er~ In ImmunlzaUon COVVf'29Q In tM ~l aqad child! en (from 55~ 
fully immooized in '1984 t.o 35~ in 1985 - 55 nwasured by SUf'Wy). ecce staff made recom
mendaUon5 on ffiarulgement. planning. and 16~fllcal Issues dlr~l8d at reversing ll'lis decline. 
We8k~ in lh9 Malawi Maltll infOf'fMtioo system m~l<e ooqoing ffiooiwing of Malth dat.1 
dlmcult. 



24. 

BILATERAl. PROJECT Sut'lMARIES (CONT.) 

o cceo Implamtnlatlon 00gM wtU'l Uta ttf'f'lwl of Ilh~ ax: T6'clmlall Officer, U'ta tl'StabllsM"ulftt of 
cmcmI and i coordlmllinq committw. and rsail))l of slm"t~ commodfli€ls. 

o Tnfninq Mill ~san atn~ in mhrhml ~mtifit.. ORT md chl~jn(l soosiUvily monilorinq 
to permllli"ftglernzofltatlon or lOOstJ actMtl6'3. 

o A Mti~ dlMffi~ !IDd I'NJlsrta KAP s~ WtiS coodtJetOO to ooip dowlop MUooal conlNll polici&3 
md pl8nll. 

o Fir'St. Veer RoviQW NCOfflmoodGd essi<,}f\fn'snt of full-lim.9 Tedlnical orneiff'; ~ool]l SJ)f'Vices 
contNct.WmOO8W~in~ 1~6 . 

., CCCD SIJl)pof'teO a M4'3s f~~la ami HealUl PradktlS project to dew!of) and promola the 
national di8fTheal diseSSfJ pt'tl(jrsm. 

o Iw.munizaUon COV\'iM.q1I ss r008sUf'ad by Sl..!i"Vily hIlS :wdined slightl,:, sin,s \ 983; till) (ollowi;:g 
KUOml haw be-en tat en to sddre3S this pt'OOlern: 

~ Appoinlmt.Ml of &n £PI Cmnmilt.rnl to NM~W plaflS and activities; 
- Ral£Pf)OinUne11l of form0f' CoPI Olrector (aflm" oosiUon i'ul,d Oeen v'3<tant (or a1 YQ<lf'i; 
- irainlng m:j healU'l edUCJtlon FMt..erials OOvlJlopOO to !Idcress need; icentir.ed in ::orr.r.'Jr:il'f 

MId clinic KAP WfVQYS. 

1'060 

o The midlEb'l'fI CCCO evalWllUon was conducted btl" m iod~enl in~naUvn!l1 tesm lxItweefl 
~ 4-24. 1ge5. 

o 1~ll3l'OOflt.nt.foo of diarrheal disease Int..sf'wftUon ls l!tJglntJ behind oU~ cceo 3CtivHiS'S. 
~nUy llat::rus.a Q( OftjaniZauoMI prOOl~ in th~ Ministry of Hauilh. 

Q VEalnotion elMlr~ stlf'lAly findlnqg in Mm-itil'OO Region wMr9 ecco sw-tsd in 1 gS4: 
FULL Y IMMUNIZED 

:tE~R f}CG cpn 1~1.Q3 t!ASlES ptIRAL UP.6~ 

1984 

12% 

I) An phy!rid@llHn~ of modical ~Gf'3 ~21) and 100=third of all public: h~alth pm"muJ<iiE:al 
persOMEJI (5 1·9) ~ rl;lcswoo cceo training. 

q7 



BILATERAL PROJECT SUf~1ARIES (CONT.) 

o A full-timo diNClof' of tceo V/SS swolnUtd to f'e"plsco the Pl~v1ous dlrl3ct..or 'YOO durIng 1985 
~:ld ba~1fI 85signiid othor dutios ~OO coold dGvot.e only a small &M!ml of UmQ La ceco. 

o Two Sl)flior lGVQI !lwoinlIMnls WGN rn3da to th9 cceo SUit tJ) .§SSUm~ rQ-<!-4)Vftsibililies for 
dlSl'rheal dlsoss,o cClntNll rod mal&~iI tNl!w..nl c~QMnts of too Pi1)grar.'l. 

o Tli3 midtltrm trvllluaUoo of Cectl/Zaire was c£ffiEld aut In February uy an internatloo{ll team 
led by'.!JHO. 

o Ths G0V6N\fii3nl of ZaiN has not bean able lo prOVldIJ its full sNlro of cceo funding; program 
expansion hs-s blr.m curlailEtd a'S S ~Il. 

o In viGW of delays in expmsioo and too gCCO'l;.~\fing Sl}~ In t.h.tl Umotable for achiGYlng 
oiljttCt.lws. t.'l3 OVl1Iluatloo team N3corntT\e'ndil"d &1'1 extension In the lIfe-M-projed (LOP); 
USAID Zaira and the Ministry of Health hw~ s~~QUGflUy raQoostsd w.:h aft rn<taflsion (to 
1991) In oroor to aecorl11)lIsh orlglnsl oojedlyes or ceQ) wnile p~rmlWng more Ume 'or 
Zaire to S1lsorl) tho roctJrNml CCISts. 

o DiarrMa case falailly ralas in Kinshssa's largust Mspillli. Mam,JJ '{&rno. orcoped 50~ (5.5~ to 
2. 7~) sines ORT wa!) estoolished th~rt1 in Augvsr. 1984. 

o WIth thi heip of a k>cally prOOucsd cr<T manual, SO health sUlff from 35 urban faciliUes were 
lruiMd sfld tN'.iO fociliUas ~N provid; . ..j ORT. 

25. 

o AIl iniM'counlry lraininq COlJNi3 Oft chioroquino SGnsitivity mooitorif',{) was h-~Id for 4S 5~ci8lisls 
from Zaire, C0090, CAR alfid Rwsnda; surveys conduclad as pM'l of the c,)lJrse doC'Jr'.1enLad the 
curr~t chloroquine r~isuilCa :oilualion, showing tNt rllSisl&'lca is wiOOspreoo. 

OTHER COUNmlES 

() Too Third Yee-r ceco EvaluaUoo racQfMlonOOd incraasing U".() Wf'f'qnl cailinq of \ 2 bililLaral 
projects to 16: !) pN)J)O:ssl for this inc.~ease is g<,lrl9 through the AID approvdl process. 

o In anticipation of ap9f'lM!1 for additional (em bilats-nl activilie-s, a country llssessml3flt was 
coMuctad in NI~ria by ecce and Pf<ITECH (AID'~; fecMologies fof' PrirMf'Y Health eM'S [If'ojacU; 
8 project. proposal is being rwiewed by AID. 

o Pltlns for II CeeD projGf.:lln tha Sahel collapsed i~n lM USAIO Mission in &rlina Fs-so deciced 
a.gainst iocr-essing its Malth projoct portfolio; AID Washifl9ton SNJ CDC Mw request..ad 
N?COftSlderaUoo • 



26. 

WHO AFRICAN REGIONAl. OFFICE (AFRO) 

In Jenuary t9es. AID slgnod s GNnt A(}f'~flt with wrIDl AFRO whicl'l jjf'ovioo--s fGf' AFRO's support of 

CCCD ~ inltrt:oootry training snd llaalth imonfl;tJticm sY'llima act.ivitk-!l (Mil' S 4 yasr pm"iod. The 

lr~1nlng elEJf'OOftl offer5 ~tunIUCl! to ~Uel~m'lts in a wrlGty of COOl"SS'S, with effipMsls Oft too 

strengthening of lltd;nical lillct mM5~sl s.1(iJIs. Tlw health information S'y':!Ulm COffiliOlf.r1lt of lM Grant 

Agrooffmnt focysos on ilia p!Jblicstion of 1m AfRO El3idemioJ09i'-8l fWllelin. clua to baqm in 1986. 

AFRO. IJlld6f' the IftS~ip of .'1 MW ~~!0Nl1 ulrec.ltw'. ~ II rrulJOl ~tjf'~lz!ttbl dvring 1985. ElC."l 

of the :3 suO""f'!3gions is being strl3fl9lheood wit.h tOO ~It.ablishmanl of sui:!-reqiooal offices in omlsic.J. 

Bojl..'I'i'\bIlhl, met 1im'~rQ. Thesa vrficas wi11 cSf1"y out msny of lhl3 furo<;tioo;1 ONN;~iy h&neJll}d by l."'tEI 

~iC'fllJlI Cflica in Brazzsville. 

SU3~6!ONS Of TI{£ 'w' H 0 J ~kJCJ\N REGION 
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28. C MAJOR CONSTRAINTS AND .f REMEDIAL ACTIONS (CONT'> 

EVOlUTION OF 

CHLORCCUINE RESISTANT 

?L ASHOD tUM F' Al.e!F' ARUM 

MAlARIA IN AFRICA 

§ 19S2 

[ill 1985 

J tfsVl!loomeJlt of ser.linal Sl..If'Vl3i11ancB f.Jf' msltlria Cn.:g stmSIt.;'II1ly 
" DawloPt"Mn~ of na',;mal mal~ia tret:.tm4jnl policiGS 

2. UTlllZA TICN Of seRVlcrS BY M Cc:t'M-"lITY 

CPT 1 ST & 3Rt:> DOSES IN CH lDRiN 
< 1 2 MONTrtS "S PERCENT AG£ OF L NE 

80 

70 

60 

SO 

30 

20 

o 

BlRifiS 

OPT DOSE 
ia 1ST 
B 3RD 

1 OpGnlinrull n5\flirtn on prohl6ffl idootific3tiOn. 
roo!dution md Gwloolioo 

101 



o MAJOR CONSTRAINTS tt\ND .j RENE.DIAL ACTIONS (CaNT.) 

3. SERVICE DELlV£RY 

o Use of same nsedlo and syringe for multiple Injec~JOflS 

" Survey of currenl prscticas of needle use 
J Provision of equiptMnl. lrainifl9 lind supervision 

o Usa of inadsquate Quantities of OOS in clinical maM9l1ment of diaNMa at health 
facility laval 

J SUlWrvision 
.f Training 

o Use of ineffective or dangerous hams remodles fof' treating 
diarrhea (8.g .• nuid restriction. enemas. 1i11t:~ iOUCS. impro~e~ 
prepa.ration of recommend ad fluids) 

SOD IUN CONCENTRATIONS OF SUGAR-SALT SOLUT IONS 
PREPARED AT HOME, RWANDA, 1985 (N=63) 

~ POTENTIALLY TOXiC I 
I II ADEQUATE I 
~J'vI I 

fREQUENCY 

J Studies of current health practices 
J Education in appropriate treatment. emphasizifl9 

€h1isy~lo~tf)8Ch home-available fluids for prfMlfllion 
of dehydration 

I 

25% 

29. 

; 



30. fJ MAJOR CONSTRAINTS AND 4' REMEDIAL AC.IONS (CONT'> 

DOSE·S OF CHLOROQUINE ADMINISTERED DURING 
FIRST 24 HOURS OF HOrlE TREATMENT 

Z4-~ 

A 22"23 
~ 20-21 
.... la-l~ 
<:) 16-17 

CHIlDRElll 'ti ITH SUSPECTED FEVER 
Pl ATE AUX REG IOf~, TOGO, 19~4 

(Na310) 

liB PROS ASL Y EFFECTIVE \,lIif-OUi 
CAUSING St:R!OU$ TCX:CITY ! 

.; 14-15 !i'§~!ll 
ltd 1 2-13 trtlm1~=-~""";i1fi'""'~~=-~~=-:t~=· .=.~=-_ ~=.-:=--~ 
~ 10-1 t ~'AAJ,i~<~,*<!$;~ 

~F'OSS;eLY iNEFFECTIVE 

Q 8-9 Pffi~~Jj~t)~W_Jl:llB~~~ 
6-7 -;;;;;~-::;;t''%'i'~~~~4'lrlg;·.tt;;tifET~~~S:$Ei£~1~~ 

~:~ ===~iin~~mimM 
0-1 ~t=-=-==~:======~======-'?F====D==~I~====~~a====~ 

(] 5% 10~ 15~ 20% 25% 
FREQUENCY 

a Treatment of malaria with inj&cUili6~. IJfI expensive and IJnsafe 
crac:tice, frsqtlElfltly 5550dated ·rVit..h po~-injp.ct.ion ;J.at'SlyS1s 

ANil""l"IAI.ARlAL CFt'L 
ruE . .lli.lECIICN CHl..OO{~f 

.f Professional educ2Itiol t on ~tsges of oral ml!itiMa Uieraoy in 
tiJrms or safety. emCt'CY !IDO cost 



o MAJOR CONSTRAINTS AND I REMEDIAL ACTIONS (CONT.) 

4. MONITORINS AND EVALUATION 

.{ Introduction of micro ""Computers imd feedback. 

o Inadequat8 undarsl2lnding of cOlntrnlnily he-alth pt'actices 
!rna tJ'l,air pNl4idors 

.{ Development ;md testing of PRACTlCES SURVEY. 
includifl9 foilow~ of sub~10 

5. AFfCl<DA6IUTY AND SUSTAINA13ILITY 

o LacK of funding fur 9ssential drugs 

.{ Raimbufsdble procuf'emoot of chloroquine and ORS (bire) 

o Limited and shrinking budgels for racurrffflL costs 

J Fea for service and other cost recl;)vary plans 

o Poor I.lOOersundtng of cost-eITett!veooss In health planning 
(e.g. relative cost of ORT vs iV in diarrhea marwqement) 

J Cost studies 

:51. 

; 



32. 

ccce STAfF 

AFRICA 

USAID BILATERAL PJ10JECTS 

JEAH~ ROY GUN POST 
FEliX AWMffAOO 

MAl. AWl GEOfFR£V LUNGU RE66IE HA\~lHS CHAru.ES GURNEY 

lESOTHO M. r. 13000THO 

~'V! AlIlAHD Ei. riA TS~BUlA 

CONGO GABRIEl. MADZCU l{ARfN HAWl(INS~£ED FELIX AWANTAH6 
PIErutE E02,'fNOU (rAe) 

KARiN HAWi<INS .. ,RHO K. I100TGOMfI<'f 

GUINEA FASSt.xs HASA 

IVOR.V COAST L. SlA TOM BOO wtlERBACH .JGm SCHNEJOfR 

FIELD EPIDEMIOLOGISTS 

MALAWI DAVID HEYl'tAMN ZAJRlE 

IVORY COAST COW~IE DAVIS SmtlHA F ASO ALAIN ROISIH 

WHO/AFRO 

ceen/AfRO D. BARAKAI1flTIVE 
. E. bUUSOlElt 

LIAISON OfFICER 

L. Aru:VSHA nAN 
D.8UruOT 

. 
fJAVID BAssm 



eCCD STAFF 

UNITED STATES 

SENlo.¥t POO-lECTS OFfiCER. AfRlRJ. 

ceCD POOJlCT Off ICCR 

ASST. PRCkIfCT OffiCER 

COC ItID1sNAIIONAU£ALIH PROGRAM Cf.EJ.cr 

DlnECTOR. IHPO 

ASST. DIRECTOR 

cceo TECH9UCAl COORDI~~ATOO 

EPIDEMiOlOGY CDOO.DI~~A TOR 

TRAlt41N6 COORD INA TOR 

AREA CHIEF. EAST AfRICA 

AREA CHIEF. CE~TRAl AfRIO, 

AREA CHIEF. \<JEST AfRICA 

HEAL Tli EOUCA TlO}.4 SPECiAliST 

DIARRHEAL DISt:AS£ COOSIDINA TO~ 

HEAL TH INforulA Tl0(4 SYSTEflS COOO1)IUA TOR 

mAu~Jt~G OfFiaR 

ADMINISTRATIVE OfF leER 

toe tlALABIA..8B/ llill 

CHiEf 

CCCD MALARIA COORDI~~A TOQ 

~IWASHINGTOO 

DIRECTOR. CCCD/PC 

ASST. DIRECTOR 

JACK SLATTERY 

oJ-Of H. DAVIS 

-8\'!fNOY ROS£SEMV 

BilL V 6,I'!IEHiS 

sr MtLEY fOSTIR 

i} M10f«"\:i A ISLE 

T. STIPHft~ JONES 

JASOfJ WEISFELD 

DENNIS OLSEN 

IJHArurt GO!)FPIV 

oRUSSfLL CHAtn'tl< 

!} KA THY PAJ~ER 

ROi4AUi 'd ALDMAN 

\'lILLIAN TAYlOx 

ANNIE VOIlsr 

CAROL SOEm 

KENT CAMPBELl. 

Joa BREMAtJ 

II COUEHi C:ONnOY 

o BRUCE 6£ISERT 

tl FULL T1NE (een 
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Ptriodtc 
Rsports 

REFERENCE OOCU"'4ENTS 

cceo Projed ~ 
ccO') PRijod ~serlpli(.in 
,ceo V/tlf'kpIM 1~-e3 
ceen WC!f'kf'lm t ~ 
ceQ} "'JoMq'lltm 1964-85 
ceca W6t'~ltlil 1983-86 

<M.mf.,ry ~~ftl Rg~ Q 14 
Bllata,'al PNljed Gfiitlt Agreement!! (ProA(j3) ~ 12 

Monthly rll~..s from eceo fiald su·ff 
Qm~ly rupcMs from nGld !1t,gfT (U\..f'Otl<JI1 1964) 
Aooool r9110rts from ooc'tl bihltM'?J1 P"'jqct" 1985 
CiJartGf'iy Rop,orts (:;lrojGct-wid9 MIS) 
Annual Rfil)Of'ts (project~wid{l 1'"lIS). 19-63. 1984 

8ihrt~MI pr-ojea Ffiviaw Fs-pOJ"ts 
Bi1atarallJrojsd svaiuatioo ftl9(}ru 

First ExUffitlI EvaluiltiCft. SOfjt,embef' 1933. f"tlOWt 

IntJwr~1 EV81U!lll:m. Jtm~1 1~. re~ort 

Coo:ruIt2lnl ~eport::i 
~-t Studies 
f4,ortallty wd Usa of Health S(3rriC!lS (Ml.:h'S) 

r octmic!d Co (}f'difItllGf' • C Co) 
IntlwooUonal HIll{J1Ul Pro9rf'ID'n OITiCIll 

CefltIK'll fof' DiSioruio C{ffiil'oi 
1600 ClIfton Rfisd9 P4 E 
AUgnttl. SA 30333 


