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ERRATA

The following are corrections for errors appearing on two Fact Sheets:
* page 58 "Republic of Morocco” should read” "Kingdom of Morocco."

* page 59 "Republic of Nepal" should read” Kingdom of Nepal."




Agency for International Development
Washington, D.C. 20523
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Dear Colleague:

I am pleased to enclose a copy of: Child Sucvival: A Sixth
Report to Congress on the USAID Program.

This year's report is of special significance. Last
September, the World Summit for Children was held at the United
Nations in New York City. At this historic summit, President
George Bush and seventy world leaders gathered together to voice
their commitment to the health and well-being of the world's
children. At the summit, President Bush announced that he was
sending A.I.D. Administrator Ronald W. Roskens and Secretary of
Health and Human Services Louis Sullivan to Africa to see what
else the United States could dec to advance child survival in the
developing world. This mission was carried out last January.

The report documents the achievements of the child survival
program over the past five years. The program is one of the most
successful endeavors ever supported by A.I.D.. We are helping to
save the lives of millions of infants and children each year in
the developing world--and improving the health of millions more.
This is being done through immunizations and oral rehydration
therapy and interventions that promote breastfeeding, growth
monitoring, birth spacing and the early detection and treatment
of acute respiratory infection.

These achievements would not have been possible without the
many participants in the global partnership for child survival.
These include the developing nations, cooperating agencies,
private voluntary organizations, international agencies,
universities, research institutes and may other groups working
toward this common goal.

As President Bush noted at the World Summit for Childrer--
and as Secretary Sullivan and Dr. Roskens observed in Africa--we
still have far to go. Fourteen million children still die each
year in the developing world of diseases and conditions that, for
the most part, can be prevented.

While we can all feel great pride in our accomplishments, we
must continue to work together for the survival of the children
of the developing world.
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We look forward to your continued commitment to this
global effort.

Sincerely,

(,{’1.11, " L e/;i'\lf‘ii’-”‘—

-1y 1
Ann Van Dusen, Ph.D M
Acting Agency Director
for Health,
Office of Health

Enclosure: a/s
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THE WHITE HOUSE
WASHINGTON

September 30, 1990

To the World Summit for Children:

No moment in our lifetime has been more opportune for a World Summit for Children. Never has
our capacity to come together appeared so great. We come as leaders of the majority of the
nations of the globe and as representatives of the nearly three billion children of the world.
Let a new chapter begin, a time of unity and hope for a better future for the world's children.

I am proud to reaffirm the commitment of the United states of America to the survival,
protection, and development of the children of the world. And I would urge that we, as
national leaders, continu.. ro work together to build upon the recent unprecedented successes
we have achieved in the areas of child health, nutrition, and education. Through improved
nutrition and safer drinking water, millions more children will be able to lead healthy lives.
Expanding the scope of oral rehydration therapy will avert needless deaths. By vaccinating
against, containing, and eradicating infectious disease, we can rescue thousands a day and
millions over the years.

There is much more to be done, and much that we can do together. The United States is proud
of its leadership around the world on behalf of children.

We must begin with parents. While science and its application can ensure the survival of
children, their nurturing and development depend on the work of parents. We must seek to
empower parents so they can be effective advocates and allies for their children.

Then there is what I have spoken of as a thousand points of light -- the commitment of
countless individuals and social, cultural, and religious organizations to the well-being of
children. I think of the commitment of charitable organizations working around the clock to
ensure child survival and development; international private voluntary organizations willing
to provide whatever quantity of vaccine is necessary to eradicate polio worldwide; and dedicated
individuals and religious groups struggling to care for HIV-infected and drug-exposed babies.
The light from these individuals and organizations brightens the future of all children.

I think also of universities eager to put their research efforts into fighting the problems

of poverty, illiteracy, and disease more effectively; of industries willing to develop products
and dedicate profits to address the problems of people unable to obtain needed medicines or
vaccines for themselves or their children; and of scientists devoted to applying their
ingpiration to the betterment of mankind.

In additicn to ensuring children's survival, we must enable every child tn learn. Education
has always been the key to opening doors of opportunity. The growth of democracy demands
educated populations. As world leaders, we must work to provide every child with the
opportunity for an education. We must act on the valuable work of the World Conference on
Education for all.

As this chapter unfolds, we as world leaders bear the responsibility for leading our nations
to ensure the well-being of those who are least represented, our children. 1In them, we invest
the sum of all our hopes and dreams for the future.

May God bless them all.

Sincerely,




FOREWORD ., - .-
) ‘LE‘TT,ER FROM THE ADNLINISTRATOR

of the status of the world’s children and to set a cours for fulfilling their vision of child survival. Leader after leader linked the

health and well-being of children with the well-being of nations. Out of this unprecedented gathering came global commitment “to
give high priority to the rights of children, to their survival and to their protection and development.” As President Bush stated when
he addressed the assembled leaders, “let us affirm, in this historic summit, that these children can be saved. They can be saved when
we live up to our responsibilities, not just as an assembly of governments, but as a world community of adults, of parents.”

I n September 1990, the leaders of 70 countries gathered at the World Summit for Children, held at the United Nations, to take stock

This report documents what the world cormunity has achieved in the past five years on behalf of the world's children and the part
USAID has played in those efforts. We can be proud of what we have accomplished. Infant mortality rates in USAID-assisted countries
have decreased overall by 10 percent over the past five years and by as much as 15 to 52 percent in countries with especially strong
programs. Forty-two USAID-assisted countries have attained 80 percent immunization coverage for the third dose of diphtheria,
pertussis and tetanus vaccine, including Egypt, Pakistan, the Philippines, and Swaziland. Simple, low-cost, oral rehydration therapy,
still largely unknown in 1985 as a means of preventing deaths from diarrheal diseases, is now used in over 45 percent of all diarrheal
cases in Kenya, Honduras, Egypt, and Lesotho. Family planning services, now more available worldwide, are enabling couples to have
smaller, healthier families and to space the birth of their children to the benefit of mother and infant.

We have seen the results of some of these efforts. At the request of President Bush at the Summit, Secretary Sullivan and I visited
seven African nations, where we observed firsthand the impact of these focused efforts. In country after country, the ravages of
measles and diarrhea are being tamed, and basic health care services are being extended to communities and families that have
never before received them. Clearly, child survival as a strategy is working, and all of the many organizations, countries and
individuals who have played a part can be proud.

We can be proud, but we must not be complacent. In Africa, we observed what can happen if attention flags, if immunization coverage
lags and measles and other preventable diseases reestablish a foothold in communities. [ also saw the impact of the challenges of AIDS
and malaria, which threaten to undermine past successes.

We have entered a new decade with a renewed commitment to the children of the world. Along with our many partners in many
countries - private voluntary organizations, universities, international organizations - USAID is committed to continue this important
program. For children are the very
essence of our development mission.
Free, productive countries cannot be
built when their citizens cannot ensure
the survival of their own children.
Ensuring the health and well-being of
children and their families is an integral
part of USAID’s strategy for assisting
countries to achieve the benefits of
economic development over the

long term.

Sincerely,

{ll t A

Ronald W. Roskens
May 1991

» DR
Vice President of Uganda Samson Kisekka (right) greets Administrator Roskens (left) and Secretary
of Health and Human Services Sull'van at the dedication of Medipharm, a new private facility in Uganda
that will produce oral rehydration salts.



tional Development (USAID) launched

a major child survival initiative and com-
mitted itself to a course of action to bring
about a significant reduction in the number
of preventable child deaths in the devel-
oping world. Specifically, USAID under-
took to reduce the infant mortality rate in
USAID-assisted countries from the 1985
average of 96 to 75 per 1,000 live births,
in large part by

I n 1985, the U.S. Agency for Interna-

B collaborating in an international effort
to extend immunization coverage against
the major vaccine-preveniable diseases

to 80 percent of children i the developing
world and

B ensuring use of oral rehydration thera-

py in 45 percent of diarrheal episodes and
making oral rehydration salts available to
virtually every child in need of them.

Since 1985, USAID has committed over
$1 billion to its Child Survival program
(see Figures 1 and 2) and developed
detailed strategies to guide the efforts
of field missions working with over 60
host governments to plan and implement
child survival activities. It has also mobi-
lized U.S. universities, private voluntary
organizations, and scores of other public
and private agencies to take part in this
historic undertaking. This report detaiis
the progress made in increasing child
survival between 1985 and 1990 and pre-
sents both global accomplishments and
USAID’s role in bringing those accom-
plishments about.

' EXECUTIVE SUMMARY .~ -
A V) . /f

In the five years since USAID’s Child
Survival program was officially launched,
significant gains have been made in
enhancing the survival and health status
of infants and children in the developing
world. Foremost among the gains in
USAID-assisted countries have been

the following:

® Infant mortality rates declined by 10
percent. In six countries with particularly
strong prograins, the percentage decline
ranged from 15 to 52 percent.

B Vaccination coverage for the full DFT
series (three shots for diphtlieria, pertus-
sis, and tetanus) rose from 40 to 72 per-
cent and continues to increase. Forty-two
countries achieved coverage levels of 80
percent or better and another 10 countries
had coveragre rates that were between 70
and 80 percent.

B Vaccination coverage for measles
increased from 24 to 71 percent.

@ The use of oral rehydration therapy
for the treatment of diarrhea rose from
20 to 33 percent.

Throughout the developing world, USAID,
working in partnership with the World
Health Organization, the United Nations
Children’s Fund, and many other part-
ners, and in concert with the governments
of developing nations, has helped to bring
down infant mortality rates from the 1985

average of 96 to 86 per 1,000 live births

in 1990. The World Health Organization
estimates that immunization programs
now avert 2.6 million child deaths in devel-
oping countries each year from measles,
pertussis, neonatal tetanus, and polio. The
use of oral rehydration therapy against
dehydrating diarrhea is estimated to save
the lives of over 1 million children every
year. Since 1985, the proportion of the
population with access to oral rehydration
salts has climbed from about 35 percent
to 63 percent.

In addition to the twin engines of child
survival - immunization and oral rehydra-
tion therapy to control deaths due to diar-
rheal disease - USAID has developed and
implemented an array of programs that
attack the root causes of much of the child
morbidity and mortality in the developing
world. In particular, USAID has fielded
programs that are working to -

m promote child spacing and other mea-
sures to reduce the number of high risk
births;

@ improve child mitrition through the
promotion of breastfeeding, better wean-
ing practices, vitamin A supplementatiox,
and growth monitoring;

® improve maternal health and nutri-
tion; and

B increase the availability of local health
services for the prevention and treatment
of acute lower respiratory infections and
malaria,




1 USAID FUNDING BY ACCOUNT‘ 2 USAID FUNDING BREAKDOWNS .

Total funding for child survival
FY 85 through FY 90: $1,031,881,C00

Agriculture,

Child Survival Rural
Fund 33% Deavelopmen?,
and

Nutrition

8%

Health
40%
Economic
Support

Fund 8% Devolopment

Fund for Africa 13%

Total funding by reglonal distribution
FY 85 through FY 90

Asla and
Near East
27%

Carlbbsan
25%

24% 24%

EXECUTIVE SUMMARY

Total funding by Intervention
FY 85 through FY 90

immunization Oral
24% Rehydration
Therapy

22%

Nutrition

Other Child
Survival
Births 8% 30%

Underlying all USAID child survival
programs are a number of key program
strategies that are essential to achieving
alasting effect:

B focus on a few relatively simple, proven
technologies;

W concentrate on countries with high
infant and child mortality rates and in
which the greatest impact can be made;

¥ collaborate with other donors and agen-
cies, such as the World Health Organiza-
tion, the United Nations Children’s Fund,
universities, and host country institutions;

& mobilize and work closely with the pri-
vate sector, both private voluntary organi-
zations and for-profit organizations;

8 provide technical assistance to field
programs;

B promote the development of sustainable
services;

B increase program effectiveness through
problem-solving applied research; and

@ monitor, evaluate, and refine program
services.

As detailed in the following pages, many
of the causes of child morbidity and mor-
tality are amenable to low-cost, relatively
simple and proven preventive and curative
measures. Since 1985, USAID and its part-
ners in the global effort to increase child
survival hive made significant progress in
making those measures available in more
and more communities throughout the
developing world.

This report describes what has keen
accomplished by this unprecedented
global coalition as well as some of the
challenges that remain. The experience
of the past five years will provide valuable
guidance on how to accomplish the tasks
ahead. A major challenge will be sustain-
ing these achievements in the coming
years - experience has already shown that
accomplishments not maintained with vig-
ilance can slip away. The final section of
this report summarizes the lessons from
the past that are helping to chart USAID's
child survival course for the 1990s.




TR‘ENDS
INFANT AND CHILD MORTALITY

»

1 Significant reductions In infant and
child mortality rates were achieved
during the 1980s. At the beginning

of the decade, the infant mortality rate
(deaths at 0 through 11 months per 1,000
live births) stood at 106 in developing
countries. By 1985, the rate had declined
to 94, and by 1990, infant mortality had
fallen to 84 deaths per 1,000 live births.
Similar declines were seen in under-five
inortality rates (deaths from birth through
five years of age per 1,000 live births),
which fell from 167 in 1980, to 149in
1985, to 134 in 1990.

u In developing countries the period
of infancy and e~y <hildhood is one
of extreme vul'rerabiiity - to conditions
surrounding biri:h, communicable dis-
eases, lack of adequate nourishment,
and a myriad of other threats to growth
and development. While infants and
children in developing countries account
for enie of every ten persons globally,
nearly one of every three deaths occurs
in this group. Declines in infant and child
mortality rates over time are important
indicators of progress in increasing the
survival chances of the very young. Infant
and child mortality rates are also viewed
as indicative of a country’s overall invest-
ment in health care and its general level
of economic and social development.

B Deaths occur during distinct peri-
ods of infancy and childhood and with
somewhat different causes (Figure 3).
Despite overall progress in reducing
infant mortlity, deaths during the first

28 days ({he neonatal period) have not
declined as rapidly. Indeed, data show that
as infant mortality declines overall, neona-
tal mortality accounts for a larger portion
of infant deaths. Neonatal mortality results
primarily from low birth weight due to
prematurity and poor maternal nutrition,
birth trauma, neonatal tetanus, and mater-
nal infection. If the declines in infant mor-

I
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3 THE AGE, OF VOLNERABILITY

Infant and ch'ld deaths in developing
countries occur at distinct periods.
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tality achieved in the 1980s are to contin-
ue, attention must be turned to the causes
of neonatal death. Many of the interven-
tions required to reduce neonatal deaths
are at hand - improved maternal health
and nutrition, maternal immunization with
tetanus toxoid vaccine, increased access
to prenatal care and safe delivery, and the
promotion of breastfeeding ~ what awaits
is their large-scale application.

® Most postneonatal mortality (deaths
occurring from day 29 to the end of the
first year) and child mortality are due to
arelatively small set of largely prevent-

able causes: dehydration Srought on by
diarrheal diseases, measles, pertussis,
diphtheria, and pneumonia and other
acute respiratory infections. Because the
preventive and curative health services
offered through child survival programs
usually address the conditions leading

to death in later infancy and childhood,
the greatest progress has been made in
reducing postneonatal and child mortality.

B The decline in infant and child mor-
tality rates throughout the 1980s was
sharper in some regions than in others.
Among some 80 countries receiving
USAID assistance during the 1980s, prog-
ress was slowest in Africa, where infant
mortality declined by 16 percent (Figure
4). At current levels, deaths among Afri-
can infants will account for a greater and
greater share of infant deaths worldwide
in the coming decades. The greatest prog-
ress in reducing infant mortality was
achieved in the Near East region (24 per-
cent reduction) and in Latin America and
the Caribbean (23 percent). A somewhat
lower rate of reduction was achieved in
Asia (20 percent). The decline in under-
five mortality rates was of similar magni-
tude, ranging from a 17 percent decline
in Africa to a 21 percent reduction in Latin
America and the Caribbean, to 22 percent
reductions in both Asia and the Near Eust.
Regional variations in mortality rates are
a reflection in part of differences in the
factors that set the stage for lasting health
improvements - food supplies and distri-
bution networks, health services, basic
transportation, communication technolo-
gies, female literacy, strength of the econ-
omy, and distribution of the henefits of
economic growth.

B Aggregate data are useful in review-
ing reglonal trends in infant and child
mortality, but they can mask consider-
able variation within the reglon. For
example, in Africa, Kenya's infant mor-
tality rate fell by almost 11 percent from




Variatlons In infant mortaility rates from roglon to region reflect differences in factors
that set the stage for lasting health improvements.
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1985 to 1990, but Mali’s fell by only half
that much (6 percent). Similarly, national-
level data indicate the direction and pace
of change, but they can obscure consider-
able intracountry differences. Within a
country, a number of factors can lead to
varying infant and child mortality rates.
Environmental conditions, the level of
health and other services available in
different regions and in rural versus
peri-urban and urban areas, differences
in child-rearing practices among ethnic
groups, and differences in income levels
and in mother’s and father's level of edu-
cation ~ these and other socioeconomic
factors contribute to varying infant and
child mortality rates within a country and
often result in “pockets” of heightened
mortality risk. As an example, under-five
mortality in rural areas of Indonesia dur-
ing 1977-1987 was almost 60 percent (124
versus 78) higher than in urban areas.
And compared with children bornto Indo-
nesian mothers with no formal education,
child survival increased by 12 percent
(142 versus 127) if the mother had some

primary school cducation, and by 60 por-
cent (142 versus 84) if she completed pri-
mary school. Similar patterns are found
throughout the developing world.

B Countries and even areas within
countries also have distinct disease
profiies. Depending on a country’s situ-
ation, the complications of diarrheal
disease, acute respiratory infections, or
malaria may claim the single largest num-
ber of young lives. Moreover, disease pro-
files change as programs effectively inter-
vene against specific killers. In the early
1980s in Egypt, for example, diarrheal
diseases wer:: the leading cause of under-
five mortality. A national program promot-
ing oral rehydration therapy (ORT) was
instituted, and ORT use spread rapidly
throughout the country. As deaths due to
the dehydration caused by diarrhea have
plummeted, recent data indicate that
acute respiratory infections account for
an increased share of under-five mortality,
and the process of designing and imple-
menting programs that focus on this
threat to child survival has begun. Thus,
with success comes renewed challenge,

TRENDS

USAID'S ROLE

on countries where mortality rates are

very high, the government Is commi*-
ting its own resources to child health, USAID
hias a sizable presence, and opportunities
exist for working with other donors. In 1985,
USAID designated 22 such countries, which
togethar accounted for two-thirds of infant
mortality worlidwide, as “emphasis” coun-
tries (see fact sheets beginning on page
42). USAID has also supported child survival
activities In at least 40 other countries
since 1985.

Focusing on countries where the greatest
impact can be achieved has led to major
child survival gains. Aithough other factors
and doncrs played important roles, since
1985 of six USAID-assisted countries that
have met USAID’s target of reducing Infant
mortality rates to 75, five are emphasis
countries: Egypt (43), Honduras (63), Ken-
ya (68), Indonesla (70), and Morocco (75).
Other emphasis countries - such as Peru
(82) and Senegal (83) — are near the target.

Many countries started the flve-year period
with an infant mortality rate that far exceed-
ed that of other countries, and neaith infras-
tructure that reached limited portions of the
population. In such countries, USAID often
helps expand the heaith care Infrastructure
so that it can extend service delivery to
unreached populations.

USAID's support includes developing in-
country capacity to measure the impact

of programs. In 35 countries, Demographic
and Heaith Surveys have generated valuable
Information for program planning, monitor-
ing, and evaluation. In nine countries of
sub-Saharan Africa, the Africa Child Survival
Initiative~-Combatting Childhood Comriuni-
cable Diseases project supports the develop-
ment of heaith information and epldemiolog-
ic surveiilance systems. And In Bangladesh,
Honduras. Pakistan, and elsewhere, USAID
works to monitor program progress through
research, surveys, and strengthening of
information systems.

U SAID's Ck!ld Survival program focuses




INDICATIONS OF IMPACT

m Hard data are accumulating on the
impact that child survival programs
are having on infant and child mortal-
ity. Child survival interventions, such as
measles immunization, are known to be
effective in clinical settings. Demonstrat-
ing that a child survival program was the
direct cause of some or all of the child
mortality declines in a particular place is
a more difficult task. Many factors work
in combination to influence mortality rates.
Child survival interventions are often mul-
tipurpose and take place simultaneously
with other changes, including government-
and donor-supported programs in health
and other sectors. Isolating the effect of

a particular factor would require the type
of controlled clinical study that is seldom
possible in the field and that might not

be ethical with human subjects. However,
data from a number of field programs are
establishing the links between child sur-
vival programs and mortality reduction.

u Field surveys that compare area-
specific changes in service usage and
mortality rates provide evidence of the
association between dramatic increas-
es in the use of health services and
reductions in mortality. As an example,
data from surveys conducted in Kingan-
du, Zaire, show how the use of health ser-
vices increased following the initiation of
the joint, multi-donor Africa Child Survival
Initiative-Combatting Childhood Commu-
nicable Diseases (ACSI-CCCD) program
in 1984 (Figure 5). Five years later, immu-
nization coverage had increased from 22
to 71 percent for measles, and coverage
for DPT3 (diphtheria, pertussis, tetanus)
had climbed from 15 to 62 percent. Use
of sugar and salt solutions for diarrhea
increased from 0 to 53 percent. Concur-

5 CHILD SURVIVAL IN ZAIRE

Child mortality and the use of health
services, 1984 and 1989.
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rent with the gains in service coverage,
under-five mortality in the area fell by 22
percent. Moreover, the large increases in
service coverage stopped the persistent
pattern of biannual measles epidemics,
which most likely accounted for much

of the reduction in child mortality.

@ Data on declines in child mortality
in rural areas of Menoufia, a gover-
norate in lower Egypt, also point to
program impact. The Child Survival in
Rural Egypt Survey found evidence that
under-five mortality declined by over 75

percent between the mid-1970s and 1990.
Under-five mortality fell in the late 1970s,
remained constant until 1985, and then
declined rapidly from 1985 to 1990 (Fig-
ure 6). The rapid decline of the late 1980s
coincided with the implementation of a
program emphasizing the use of oral
rehydration therapy (ORT) as part of
the National Control of Diarrheal Disease
Program. The age pattern of the decline
also points to possible program effects.
Both infant mortality and child mortality
declined, but the reduction for children,
among whom one would expect to see the
greatest impact of oral rehydration ther-
apy, was substantially gre.ter than the
decline for infants. These trends in mor-
tality cannot be taken as direct evidence
or an impact of ORT on child survival,
but they provide further evidence that
the national program promoting the use
of ORT has contributed to the observed
mortality decline.

B A program to immunize nine-month-
old children in Matlab, Bangladesh,
against measles demonstrates both
the long-term and synergistic effects
of this child survival intervention.
Baseline mortality rates were quite simi-
lar throughout Matlab when the program
began in 1982, but by 1986 vaccinated
children had a 42 percent greater chance
of surviving to the 21st month after the
vaccination, and a 40 percent greater
chance of surviving to the 42nd month
(Figure 7). The increased survival of
vaccinated children applied to death from
all causes, not just measles. These results
provide evidence 't child mortality is
being averted, not merely postponed to
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s CHILD SURVIVAL IN EGYPT

Under-five mortality in the rural villages of Menoufia govemorate has been falling, particularly
since 1984-85, coinciding with nationwide implementation of the ORT program.
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7 CHILD SURVIVAL IN BANGLADESH

A single intervention can have a broad impact; as shown here, the risk of death differs

by measles vaccination status.
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TRENDS

a later age. They also demonstrate that
basic health interventions can have bene-
ficial effects that far exceed their specific
focus. Studies of antimalarial campaigns
in Africa provide similarly strong support
for a link between reductions in deaths
from malaria and reductions in deaths
from other causes as well,

B It Is widely belleved that the resuits
reported above are generalizable to

a large number of countries. Although
local disease profiles, socioeconomic con-
ditions, and health infrastructures may
vary widely, offering child survival inter-
ventions through strengthened health
care systems is a formula that is working
and that has been adopted and adapted
from one country to the next.

B Despite tho economic slowdown

of the 1980s in developing countries,
chiid survival does not seem to have
been unduly affected. Although it is too
soon to be able to assess the situation with
certainty, leading researchers on trends
in child mortality found that in Latin Amer-
ica and Africa, the two regions hardest hit
by recession, “the pace of child mortality
decline does not appear to have slowed
between the 1970s and the 1980s.” A 1990
World Bank report on pcverty also con-
cluded that “the 1980’s . . . did not, in fact,
reverse the overall trend of progress.”
This is not to say that child survival pro-
grams have been completely unaffected
by structural adjustment policies and the
competition for scarce resources. But as
the World Bank report noted, “within a
overall framework of fiscal discipline,” a
country can still ensure that public expen-
ditures provide a safety net for those who
need basic services the most.




@ The International collaboration to
achieve universai immunization against
vaccine-preventable childhood diseases
is a major child survival success story.
Remarkable strides have been made in
increasing immunization coverage since
the international child survival commun-
ity took up the fight against the six vac-
cine preventable diseases that are major
killers and disablers of infants and chil-
dren: measles, diphtheria, pertussis
(whooping cough), tetanus, peliomyelitis,
and tuberculosis. With worldwide vacci-
nation coverage at over 70 percent, goals
that seemed quite distant a few short
years ago are 1low within reach.

® The internationally adopted target
of 80 percent immunization coverage
by 1990 has been achieved or is in
sight in many developing countries.
Although it was recognized at the outset
that not all countries could achieve the
target by 1990, setting the target helped
to galvanize national governments and
health care services, and many countries
are working steadfastly toward the target.
To date, over 316 million children in the
developing world have been reached by
internationally supported immunization
programs since 1985, Coverage for the
third dose of the DI'T vaccine (diphtheria,
pertussis, tetanus) is one indication of the
progress that has been achieved (Figure
8). The DPT3 vaccine is often used as a
proxy for full immunization because chil-
dren must have had three health service
contacts to be fully covered against DPT.

& Although the progress that has been
made Is impressive, it is still fragile.
Recognizing the need to sustain the prog-
ress made to date by providing vaccina-
tions to each new cohort of children, the
leaders who met at the September 1990
World Summit for Children adopted new
immunization goals for the year 2000 -
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8 PROGRESS IN ALL REGIONS

Five years of effort have increased DPT3
coverage rates significantly.
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maintaining high vaccination coverage
levels and increasing global coverage to
85 percent of all children under one year
of age. This renewed commitment sets
the stage for the efforts that will be need-
ed to sustain and extend the progress of
the 1980s.

® Intemational and national disease
survelilance systems, which have been
growing In parailel with service deliv-
ery systems, are providing significant
evidence that reductions in the inci-
dence of disease are following increas-
es in immunization coverage. In coun-
try after country, for example, evidence
of the decline in measles cases is being
reported as coverage rates climb. In
Morocco, the decline in the number

of measles cases as coverage has risen
(Figure 9) has been so dramatic - from
11,500 in 1984 to 2,300 in 1989 - the
Ministry of Public Health is considering
in-service training to ensure that health
workers will be able {o recognize a mea-
sles case if they encounter it.

@ Evidence of the near eliminatlon of a
disease foliowing a sustained Increase
in vaccination coverage comes from
the polio eradication program in Latin
America and the Carlbbean. Imple-
mented through the Pan America Health
Organization and supported by USAID
and other donors, the program has not
only sustained the high levels of polio
vaccination throughout the region but
increased it from 76 percent in 1984 to

87 percent in 1990. During the same peri-
od, the number of confirmed polio cases
declined from 590 to 14 (Figure 10). Less
than 1 percent of the 14,372 counties in
the region are now considered to be areas
of risk for polio. Once the transmission
of polio is stopped, the organism causing
the disease disappears. Thus, both cur-
rent and future cohorts of children in the
region will be polio free if no cases are
imported from other regions. The success
of the polio eradication program in Latin
America and the Caribbean has led to the
development of similar programs in other
regions and to the adoption of a measles
elimination goal in the English-speaking
Caribbean. The world has already wit-
nessed the eradication of one disease in
the twentieth century — smallpox — and
with concerted effort polio may be added
to that list.

H The ultimate aim of immunization
programs, of course, is to prevent both
disease and the deaths of Infants and
children that result from it. As noted
earlier, it is difficult to isolate the impact
of a single factor on mortality. However,
in Bangladesh, Guinea-Bissau, Haiti,



9 IMPAET ON MEASLES

The impact of increased coverage is shown in Morocco where measles cases have declined

while coverage rates have climbed.
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Morocco, Senegal, and Zaire, among
other countries, data confirm the power-
ful impact of measles immunization on
child mortality. As an example, in Cité
Soliel, an urban slum of Port-au-Prince,
Haiti, children who were vaccinated
against measles died at only one-quarter
the rate of unvaccinated children of simi-
lar background during the next two and
one-half years. Only 3 of the 235 infants
(1.3 percent) vaccinated at nine months
died (of any cause) during the period
compared with 70 (6.6 percent) of the
1,056 unvaccinated infants. The same
study found that measles vaccination had
its greatest impact in “high-risk families”
(e.g., families of low socioeconomic sta-
tus and/or with closely spaced children),

where an infant’s chances of survival
rose from 68 to 93 percent on the basis
of measles vaccination alone.

B The World Health Organization
estimatos that global Immunization
efforts now avert 2.6 miilion chiid
deaths In developing countrles annual-
ly from measies (1.65 million), pertus-
sls (515,000), and neonatal tetanus
(445,000), as well as 409,000 cases
of pollo. Unfortunately, for every death
averted, an additional child is lost to mea-
sles, pertussis, or tetanus and another
child is left permanently disabled by a
vaccine-preventable disease. The double
challenge of the decade ahead will be to
sustain the progress of the 1980s while
making every effort to extend the bene-
fits of immunization to the infants not
being reached.

IMMUNIZATION

USAID'S RQLE - '

SAID has played an important part in
U the global effart to expand immuniza-

tion coverage. Since 1985, USAID
has provided $246 miliion in assistance to
st least 64 countries to reduce deaths due
to vaccine-preventable diseases and help
bulld systems to sustain programs and
their impact.

As of 1990, 42 USAID-assisted countrles
have attained 80 percent immunization cov-
erage for DPT3, Including Egypt, Pakistan,
the Philippines, and Swaziland. Other USAID-
assisted countries achieved large increases
in coverage from 1985 to 1990: In Bangla-
desh, coverage for measles and polio3 rose
from about 3 percent to 54 and 62 percent,
respectively. Sudan achleved mcre than a
6-fold increase in BCG, DPT3, and polio3
coverage and over a 10-fu|d increase in mea-
sles coverage. And in Gua.smala, coverage
for DPT3, measles, and polic3 rose from
21-23 percent to 64-72 percent.

In many countries, maintaining the systems
that produced such advances will require
continued technical and cther support for
several years. Thus, sustainability is a USAID
priority. As a lead donor in Indonesla’s
Expanded Immunization Program (EPI),
USAID has helped to build a program with
good indications of sustainability, including
strong government funding. In Indonesia,

80 percent of all child Inmunizations are
delivered through community heaith rally
posts - a system only possible with sufficient
personnel, training, and cold chain support.
Continued progress toward sustainabliity will
require attention to better program manage-
ment, including quality of care, communica-
tion and demand generation, and program
monitoring.

With technical assistance from the REACH
project, the Centers for Dissase Control,
HEALTHCOM, and others, immunization pro-
grams have bolstered health systems over-
all. With REACH assistance, nine countries,
including Indonesia and Kenya, have set up
EPl information systems, thereby increasing
program managers’ access to immunization
data for program planning and evaluation.

-



EVOLVING STRATEGIES, .

R Over the past decade, immuniza-
tion strategies have been continually
refined on the basis of experience.
The decade began with debates about the
most desirable approach, but there is now
broad consensus that no single strategy
can meet the needs of all countries. The
appropriate strategy, or mix of strategies,
for a country depends on such factors as
its disease profile, resources, immuniza-
tion coverage patterns, social and political
infrastructure, and population distribution.

B Mass campaigns, such as national
vaccination days, have proven to be
an effective means of reaching a great
many children in a very short period
of time. Countries that had very low cov-
erage rates or were facing an outbreak

of vaccine-preventable disease have found
that campaigns are a good way to boost
coverage rates rapidly. But countries
have also learned that the preparation
time, logistical arrangements, and energy
required for fielding mass campaigns are
hard to sustain and limit their usefulness
as an ongoing strategy. Further, if the infra-
structure for providing continued cover-
age is not in place when the campaign

is over, coverage rates will soon begin to
drop as new cohorts of children are born.

8 To sustain coverage, most programs
focus on service delivery from fixed sites,
most often a health facility. To reach dis-
tant communities, outreach efforts from
the fixed sites are undertaken, such as
door-to-door service delivery, use of
mobile vaccination teams, and holding
community vaccination days.

@ As immunization programs have
matured, they have had to develop
strategles to overcome two common
obstacles to expanding coverage:
dropouts and missed opportunities.
“Dropouts” - those who receive soine
but not all of the full schedule of shots
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Closing in on polio In Latin America and
Caribbean through a targeted program.
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recommended by health authorities -
present a formidable challenge to immu-
nization programs. The standard vaccina-
tion schedule requires five health service
contacts: one for tuberculosis (given at
birth), three for DPT and polio (usually
given together and at four-week inter-
vals), and one for measles (at about nine
months of age). To protect infants from
neonatal tetanus, women of childbearing
age must receive at least two doses of
tetanus toxoid and up to five for life-long
protection. As might be expected, dropout
rates are generally higher where program
coverage is low. Data from sub-Saharan
Africa, for example, show that countries
with the highest coverage rates for DPT1
had dropout rates of about 10 percent for

DPT3 (Figure 11). Countries with the
lowest DPT]1 rates, however, had dropout
rates of 67 to 78 percent.

u Studies in Bangladesh, Haiti, Hon-
duras, Indonesia, and elsewhere pro-
vide Insights into the reasons behind
dropouts - some of which have to dc
with the fallure of programs to com-
municate effectively with mothers.
Mothers are often not told when to return
for the next shot or about the normal reac-
tions children have to some shots. In addi-
tion, they may not have the time for repeat
visits or for the long lines that often form
at health facilities.

B “Missed opportunities” - contacts
with a service provider that do not
result in the vaccination of an eligible
child or adult - reflect underlying
program inefficiencies. Many factors
account for missed opportunities, includ-
ing overcrowded health facilities, mis-
taken beliefs about not vaccinating a
sick child, and health workers’ failing to
check vaccination cards or being unwill-
ing to open a new, multidose vaccine vial
to give only one or a few vaccinations.

@ Dropouts and missed opportunities
are part of the larger challenge of provid-
ing quality care. The provision of effective
immunization services depends on such
factors as maintaining the cold chain that
ensures that vaccines remain viable; hav-
ing an adequate stock of vaccines, nee-
dles, and syringes; adhering to steriliza-
tion procedures; providing counseling
for parents; and keeping immunization
records up to date,

# Operations research on immuniza-
tion practices indicates that many
shortcomings in service delivery are
correctable through training, strength-
ened supervision, and communication.
For example, training can improve super-
visors’ ability to identify and resolve per-
formance problems. And training can

Q)
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Dropout rates reflect the stage of
program evolution.
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improve health workers’ recordkeeping
and client follow-up. In addition, programs
have made use of feedback tools to relate
measures of program success to field
staff, Simple, straightforward feedback

to staff through such means as monthly
bulletins can be an effective way to moti-
vate staff to improve performance.

® Communication programs are also
a proven means of overcoming the lack
of information, misperceptions, fears,
and cultural bellefs that can hinder
progress in expanding immunization
coverage. In the Philippines, for exam-
ple, immunizations for measles increased
from 21 to 45 percent in Manila during a
five-month public information campaign.
Two simple messages were directed at
parents of young children: measles can

kill; get your child vaccinated at the health
center. Other communication efforts take
the form of highly focused campaigns
aimed at making contact with and edu-
cating hard-to-reach groups.

o Sustaining and building on the rapid
gains in immunization that have been
achieved will require concerted effort
on the part of national governments,
health care providers, and internation-
al donors. The achievement of the polio
eradication effort in Latin America is an
example of what is possible through sus-
tained effort (Figure 10). Although dra-
matic success has been achieved in partic-
ular countries or with particular diseases,
immunization coverage in other countries
is still low. Major attention in those coun-
tries will have to be given to strengthen-
ing service delivery capabilities and
generating consumer demand through
communication programs, particularly
among hard-to-reach groups in urban
and remote rural areas.

m Steps are being taken in many
countries to ensure program sustain-
ability. Among them are in-service train-
ing for health care providers, integration
of immunization services within broader
health care programs, and local produc-
tion of vaccines to save scarce foreign
currency and reduce dependence on
donors. Moreover, the capabilities being
developed to improve vaccination service
delivery - program evaluation, logistics
management, supervisory systems, infor-
mation systems - are serving as the
building blocks for other health care inter-
ventions. And as countries begin to insti-
tutionalize their immunizaiion programs
within the overall health care delivery sys-
tem, the assets of those programs - most
of all the trained cadres of workers armed
with the knowledge that child survival can
be achieved - will strengthen their health
care delivery system overall.

IMMUNIZATION

USAID'S ROLE

tions, the last in the childhood series,

lag behind those for other antigens.
Recognizing this and that measles vaccina-
tion Is assoclated with significant declines
in overall child mortailty in developing coun-
tries, USAID has joined the giobatl initiative
to reduce measles deaths by 95 percent by
1995. Over the next five years, USAID will
commit $50 million to Increase measies
coverage through improved training of health
workers and managers, communication cam-
paigns, and practical, anplied research. in
Bangladesh, Haitl, Nepal, Nigeria, Senegal,
and elsewhere, USAID-supported resident
advisors will help Improve measles surveil-
lance and service delivery and design com-
munication programs to bolster measles
coverage. Private voluntary organizations
recelving USAID child survival grants have
already made measles vaccination a priority
In their programs.

c overage rates for measles vaccina-

Operations research and evaluation have
been valuable tools in developing strategies
and activities for USAID-assisiad Iimmuniza-
tion programs. Studies of missed opportu-
nities conducted by the ACSI-CCCD project
In the Central African Republic, Guinea,
Togo, and Zaire have led to steps to increase
the timeliness and completeness of vaccl
nation sessions. Studies in Bangladesh and
Indonesia have provided a clearer understand-
ing of the factors that make urban and peri-
urban populations hard to reach with immu-
nization services. And in Kinshasa, Zaire,
ACSI-CCCD operational research on measies
in children under nine months of age (prior
to the age for routine vaccination) led to o
demonstration trial of the Edmonston-Zagreb
(E-Z) vaccine, a measles vaccine that can be
given at six months of age. As a result of the
research, trial administration of the E-Z vac-
cine at six months s under way in Kinshasa,



@ In 1980, an enormous gap existed
between the vaccines that were avail-
able and thosie that were being deliv-
ered to the childrea of the developing
world. Since then, the global commitment
to child survival has significantly narrowed
that gap. Simply sustaining the accom-
plishments of the immunization programs
of the past decade, however, will be a chal-
lenge that will require concerted attention
to ensuring the financing and long-term
commitment for those programs.

& Despite progress In closing the gap,
millions of children are still unreached
by current efforts. Among them are the
children who are the poorest and the most
remote. Data from Demographic and
Health Surveys in 23 countries show that
children who are most likely to go without
lifesaving vaccinations are the ones who
are living in rural areas, are born to moth-
ers without education or under 20 years
of age, or are the sixth or later child born
to the mother. As noted earlier, however,
a study in Haiti found that it was high risk
families who benefitted the most from mea-
slesimmunization in terms of their child’s
chances for survival (see Figure 12).

® lronically, coverage with the two vac-
cines that provide the greatest benefits
In terms of saving lives - measles and
tetanus toxoicl - has lagged other cov-
erage. To spur the expansion of coverage
with these vaccines, the world community
has adopted global goals to reduce measles
deaths by 95 percent by 1995 and to seek
to eliminate neonatal tetanus.,

@ Behind the efforts to accelerate mea-
sles vaccination is a growing recogni-
tion of the impact of measles. Measles
kills some 1.5 miillion children in develop-
ing countries each year. Further, children
who survive the acute disease are at
increased risk of dying from other causes,
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In Halti, high risk families benefit the most
from measles, immunization.
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especially diarrhea and pneumonia. As

a result, measles is responsible for many
more child deaths in developing countries
than is apparent from looking at data on
just measles mortality. On the positive
side, as noted earlier, measles vaccination
has a multiplier effect. Studies in Bangla-
desh, Guinea-Bissau, and Senegal have
reported a greater reduction in mortality
than would be expected on the basis of
decreased measles mortality alone.

@ Improving the efficlency of current
immunization programs will help achieve
the 1995 measles goal. Efforts to elim-
inate dropouts will be particularly impor-
tant because the measles vaccine is the

last in the childhood series to be adminis-
tered, and dropouts generally increase
at each stage of the series.

@ Elinvinating neonatal tetanus Is

a morz formidable challenge. Over
700,000 infants in developing countries
die each year from tetanus infections
transmitted through unhygienic delivery
procedures. Coverage of pregnant women
with tetanus toxoid vaccine, which would
protect their infants, is the lowest of all
child-related immunization coverage, how-
ever. Only 29 percent of pregnant women
in developing countries are protected by
two doses of vaccine. In addition, most
women in developing countries are not
attended by a trained person at childbirth
(see section on maternal health). Prog-
ress in reducing neonatal tetanus will
require stepped-up efforts to vaccinate
girls and women of childbearing age and

to ensure hygienic delivery practices.

® Given that immunization is now the
most widely deilvered health service,
program planners are looking at ways
to use the Immunization infrastructure
to deliver other child survival interven-
tions. Vitamin A supplementation is the
first intervention being considered for
large-scale introduction. Policymakers
are assessing what will be needed to
deliver vitamin A in conjunction with vac-
cinations and initiating studies to look at
questions about the safety of vitamin A
for young infants. Practical considerations,
such as developing recordkeeping tools
so that children do not receive excessive
amounts of vitamin A, are also under study.

u Some national programs are also
considering adding hepatitis B vaccine
to the childhood immunization series.
Hepatitis B is usually acquired at birth

or early in childhood, but its most serious
effects generally occur when its victims
are young adults. Some 250 million people
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The SoloSkot™, developed through the
collaboretive efforts of HealthTech and
Becton-Dickinson Co., is a nonreusable
syringe designed to prevent the transmission
of infection through the reuse of contami-
nated syringes.

in developing countries are chronic
carriers, and an estimated 1 to 2 million
chronic hepatitis B carriers die each year
from cirrhosis of the liver or liver cancer.
Despite the existence of a good vaccine
and the delivery capacity, the cost of the
vaccine, still about $3 to $6 for the required
three doses, is preventing many countries
from adding it to their immunization series.

B With all the progress that has been
made in delivering the avallable technol-
ogy, program planners are increasingly
impatient for Improved technologles.
In particular, they are looking to the day
when child survival programs will have
access to - a simpler, less costly way of
maintaining the cold chain; a measles
vaccine that can be given to young infants
along with the third DPT injection, which
would reduce the number of dropouts; a

syringe that would make vaccination easi-
er and safer; and a vaccine to protect chil-
dren against rotavirus, pneumonia, malar-
ia, and other killer diseases.

1 Sclentists and vaccine producers
increasingly agree that significant
progress Is possible. The recently
announced Children’s Vaccine Initiative
is meant to capture that spirit. An afford-
able one-shot vaccine that would provide
broad, long-term protection at or soon after
birth is a distant dream; improvements in
existing vaccines and immunization-relat-
ed technologies are possible in the near
future. Therefore, the Children’s Vaccine
Initiative will work to accelerate the devel-
opment of new and improved vaccines
that require fewer doses, can be given
earlier in life, can be combined in unique
ways (thereby reducing the number of
visits), are more heat stable, and are
effective against diseases not currently
targeted by immunization.

m Other technological progress Is even
closer at hand. The first generation of a
nonreusable syringe (see Figure 13) was
field-tested in 1990 and not only proved

to be safe but also saved health workers’
time. Field-testing has also begun on heat-
sensitive markers that flag a break in the
cold chain due to excessive heat. Markers
have been developed that can be attached
to individual vials of vaccine to monitor
exposure to heat from the point of produc-
tion to time of use; others are designed to
be attached to packages of vaccines while
they are in transshipment.

® The technological hopes are great.
The experience of a decade shows, how-
ever, that technology does rot hold all

the answers, What has been and will be
required is the day-in day-out commitment
to the delivery of these vaccines that has
been the hallmark of one of the success
stories of the twentieth century.

USAID'S ROLE

IMMUNIZATION .

search for improved vaccines against

diseases affecting children. In 1990,
USAID allocated approximately $15 miliion
for the development and testing of vaccines,
Including vaccines against malaria and other
diseases that contribute to chiid mortality.

A rieasles vaccine that protects children
before 9 tiionths of age is a high priority;
two candidates are currently being fleld-
tested. Through the Vaccine Development
and Health Research project, USAID Is also
testing vaccines against rotavirus, pneumo-
nia, and bacterlal meningitis. Through the
Maiaria Vaccine Research and Development
project, USAID Is working with universities,
U.S. agencles, and international organiza-
tions to develop a malaria vaccine. In addl
tion to collaborating with the World Health
Organization, the Natlonal Institutes of
Health, and numerous universities and other
organizations both public and private, USAID
has specific agreements with Egypt, India,
Thalland, and other countries to conduct
collaborative research on vaccine develop-
ment and testing.

In 1990, USAID participated In the technl-
cal meetings leading to the announcement
of a Children’s Vaccine Initiative at the Worid
Summit for Children, and it has requested
the Institute of Medicine to identify ways

to accelerate the work of the initiative.

USAID also supports an active program,
through the HealthTech project, to develop
technology needed to dellver vaccinations.
SoloShot™, a nonreusable syringe has been
successfully fleid-tested In Pakistan. A dis-
posable, single-use, prefiiled injection device
is soon to be tested with tetanus toxold

in Kenya and possibly in Indonesia. Both
devices have been licensed for manufacture.
Cold chain Improvements are being sought
through the development of devices such

as the HEATMarker™, a cumulative heat
exposure indicator that can be attached

to vaccine vials to monitor heat exposure

as the vaccines move through transport,
storage, and handling.

U SAID has long been committed to the

vd



CONTROL OF DIARRHEAL DISEASE
PROGRESS AND IMPACT

m Significant progress was made
during the 1980s in the treatment of
diarrhea, largely a nuisance for aduits,
but the single largest kiiler of young
chiidren in developing countries. With-
in the decade, oral rehydration therapy
(ORT) went from being a scientifically
recognized but virtually unused treatment
to a program of action in over 100 coun-
tries. Progress can be reported on many
fronts: knowledge and use of ORT have
increased, packets of oral rehydration salts
(ORS) are widely available, and diarrheal
mortality has decreased. Between 1984
and 1989, global use of ORT to treat diar-
rhea tripled (Figure 14), and access to
ORS packets nearly doubled (from about
35 percent to 63 percent). Most signifi-
cant, an estimated 1 million young lives
are being saved each year through this
simple and effective treatment.

® Each year, some 4 mililon chiidren
die from diarrhea-associated causes.
The average child in the developing world
suffers three or four bouts of diarrhea

(in some countries or areas up to nine)
annually. Diarrheal diseases are caused
by a wide spectrum of bacteria, viruses,
and parasites and are primarily transmit-
ted through unhygienic food handling and
contaminated water. Most diarrheal epi-
sodes are short in duration. Referred to as
acute watery diarrhea, these episodes can
lead to dehydration, adverse nutritional
effects, and increased vulnerability to oth-
er diseases. Persistent diarrhea (lasting
more than two weeks), although less com-
mon than acute watery diarrhea, is more
likely to lead to malnutrition and death.

H Oral rehydration therapy Is at the
heart of the international effort to com-
bat the effects of diarrheal disease.
Use of this simple, inexpensive, and prov-
en therapy was endorsed by the world
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14 GLOBAL PROGRESS .

Throughout the decade of the 1980s,
use of ORT rose steadily
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health commurity in the late 1970s.
USAID's strategy for the control of diar-
rheal disease defines ORT broadly as
diarrheal case management. It includes
oral rehydration itself, that is, the replace-
ment of lost fluids and electrolytes through
administration of adequate amounts of
appropriate oral fluids, using either ORS
packets, home-prepared sugar and salt
solutions (SSS), or other recommended
home fluids as well as two important com-
plements: continued feeding, including
breastfeeding, during a diarrheal episode
and increased feeding after each episode;
and timely recognition and imrnediate
referral of serious cases. In 1978, the
British medical journal The Lancet called
the development of ORS “potentially the
greatest medical advance this century.”

u In developing countries, concerted
effort on the part of national govern-
ments, private groups and internation-
al donors has led to some remarkable
achievements since 1985. Although all
cases of diarrhea require increased oral
fluids and continued feeding, a minority
of cases require treatment with a special
rehydrating solution. Thus, USAID’s pro-
gram goal for the period was to have 45
percent of diarrheal episodes treated with
ORT by 1990. Between 1985 and 1989,
Egypt raised its ORT use rate from 50

to 66 percent and has sustained that high
level through a broad-based national pro-
gram. Honduras, Lesotho, and Kenya
raised their ORT use rate to over 45 per-
cent during the same period. And in Guate-
mala, Haiti, and Senegal significantstrides
were madein expanding ORT use - rang-
ing from a 7- to 14-fold increase between
1985 and 1989.

W The global gains in ORT use rates
reflect the considerable progress coun-
tries are making in improving the mar-
keting, supply, and distribution of ORS
packets. According to the World Health
Organization, 64 developing countries
are producing ORS packets, and together,
they account for over 75 percent of manu-
factured packets. Significant financial and
human resources are also being invested
in conducting information and marketing
campaigns to increase public awareness
of ORT and generate demand for ORS
packets and in developing supply and dis-
tribution networks that can respond to cur-
rent and future demand. Innovative distri-
bution plans, coupled with strengthened
private sector channels, have contributed
to a global ORS access rate of about 63
percent. In country after country, ORS
packets are now widely available through
health care facilities, pharmacies, shops
and markets, and private health care pro-
viders (see sidebar).
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Diarrheal admissions and deaths were
reduced in a hospital setting.
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@ The experlence of Egypt provides
perhaps the clearest exampic of the
Impactnational ORT programs can have
on diarrheal mortality. In 1983, Egypt
launched its National Control of Diarrheal
Disease Program, a USAID-supported
project, which emphasized provision of
ORS in public and private facilities, local
production of ORS packets, training for
public and private sector health care pro-
viders, and a national media campaign

to stimulate demand. Five years later,

the nationwide nondiarrheal mortality
rate for infants and children showed little
percentage change, but diarrheal mortal-
ity among infants had declined by 53 per-
cent, and among children aged one to
four, by 47 percent.

u Hospital data from Lesotho illustrate
the impact of improved diarrhea case
management on the severity of diar-
rheal episodes and on diarrheal mor-
tality. Since the opening of an outpatient
diarrhea treatment unit at a Lesotho hos-
pital in 1986, annual pediatric diarrheal
admissions and deaths have fallen con-
siderably (Figure 15). Similar data on

the reduction of diarrheal admissions and
deaths after the introduction of ORT units
coine from Indonesia, Malawi, Mexico,
Nigeria, and the Philippines. Inceed, the
last time such hospital data were compiled
by the World Health Organization, diar-
rheal admissions were down by 61 per-
cent and case fatality rates among admit-
ted patients were down by 41 percent.

u Evidence of the impact of ORT use
at the community level comes from
Bangladesh, Malawi, and Peru. In

one area of Bangladesh, clinic attendance
dropped 30 percent following an intensive
effort to promote the home use of ORT.
In Malawi, promotion of outpatient ORT
care in some areas was so succezsful that
several hospital diarrhea wards were
closed completely. Similarly, in Peru the
diarrhea wards at the Cayetano hospital
were closed for lack of patients.

m Diarrheal disease control programs
clearly have the potential to bring
about significant reductions in diar-
rheal mortality and morbidity. In addi-
tion, reductions in the need for inpatient
and outpatient diarrhea treatment reduce
health care costs for families and health
facilities and enable the health system

to allocate scarce human and financial
resources to the provision of other health
services. As described in the next section,
however, one of the most difficult chal-
lenges facing diarrhea control programs
is bringing about sustained changes in
how families and health workers treat
diarrheal episodes in children.

CONTROL OF DIARRHEAL DISEASE
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cant contribution to diarrheal disease

control efforts, allocating $228 million
to assist national diartheal disease control
programs in at least 64 countries. Use of
o7al rehydration therapy (ORT) was practi-
cally unmeasurable f've years ago because
usage was so low and systems to measure
ORT use had not been developed. Today,
Egypt, Honduras, and Kenya have achieved
USAID’s goal of 45 percent ORT use. Coun-
tries such as Indonesla, Niger, and Pakistan
have seen important increases in ORT use
through strengthened national programs,
many with technical assistance from
PRITECH and other projects.

With USAID support, diarrheal disease
control programs have strengthened many
aspects of the health sector in host coun-
tries. Training programs have reached tradl-
tional healers and health workers as well as
nurses, pharmacists, and physicians. Links
have been formed between the public and
private sectors by Invoiving medical schools,
universities, professional associations, and
pharmaceutical manufacturers in program
activities. Medical and nursing schools in
Indonesla, Kenya, the Philippines, and other
countries have incorporated correct case
management of diarrheal disease into their
curriculums. Hospltals have established
diarrheal disease treatment units in Pakl-
stan, Malawi, Zaire, and Zambla, among
other countries, through USAID assistance.

In 1985, most packets of oral rehydration
salts (ORS) had to be imported into develop-
Ing countries. Since then, USAID has helped
to bulid capaclty toward local production

of ORS packets in more than 17 countries
including Burundi, Egypt, Honduras, Mall,
and Nepal. Project SUPPORT has provided
assistance to the private sector to manu-
facture and market ORS packets in over

12 countries including Ghana, Guatemaia,
and Peru.

Slnce 1985, USAID has made a signifi-



B Progress in reducing the effects of
diarrheal disease Is largely dependent
on a program'’s abllity to promote and
sustain changes in individual behavior.
Reaching mothers and health workers
with information on the prevention and
proper treatment of dehydration due to
diarrhea and teaching them how to put
that knowledge to use are formidable
challenges, however.

u Experience has taught that carefully
planned and executed communication
strategles are key to bringing about
sustalned behavioral change. Many
diarrhea control programs begin with a
mass communication campaign to raise
public awareness of ORT and generate
popular demand for the related products
and services. Such campaigns generally
use a combination of broadcast and print
media to cc.vey basic information about
ORT. Following the campaign, attention
shifts to reinforcing and expanding basic
health messages and helping people to
translate information into behavioral
change. Implementing a communication
program requires maintaining a balance
between generating demand and ensuring
the availability of services and products,
such as ORS packets. Programs that suc-
ceed in generating demand but are unable
to satisfy it will ultimately fail.

B Survey data provide strong evidence
of the effect of communication pro-
grams on knowledge and use of ORT.
Surveys following communication pro-
grams in Ecuador, Honduras and Pakistan
showed that over 85 percent of mothers
interviewed knew about ORS packets. A
survey in Kenya shows how communica-
tion programs can reinforce caregivers’
correct practices. Extensive health work-
er training had been carried out through-
out Kenya at the time of the survey, but

a major communication campaign had
been conducted only in western Kenya.
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Good treatment practices can be boosted
with communication.

100 Percent of caregivers surveyed in Kenya
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Mothers' knowledge of ORS may be high,
but use can be low.
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As shown in Figure 16, some aspects

of treatment need to be strengthened in
all districts surveyed, but good diarrhea
management was more prevalent in the
districts where the communication pro-

gram had been conducted.

B Health communication programs
often encounter a “knowledge-practice
gap,” that is, more people know abhout
a particular health approach than
follow it. In Guatemala and Uganda,

for example, studies of knowledge and
practice revealed that 13 to 14 percent of
the mothers interviewed used ORS pack-
ets, but another 40 to 55 percent who knew
about ORS did not use it in recent epi-
sodes (Figure 17). Similar results have
been reported in other countries as well.

In addition, mothers who use ORT do not
always use it correctly. For example, some
use too much salt in preparing home-
based rehydrating fluids or give the child
only a few spoonsful of rehydrating liq-
uids at a time. Other frequent mistakes
include decreasing the child’s intake of
food or fluids during a diarrheal episode
and not breastfeeding.

@ Communication programs are vital
to closing knowledge-practice gaps
among the general population. Research
into local knowledge, practices and atti-
tudes is first required as a hasis for design-
ing communication programs that are
capable of influencing behavior. Messages
and communication techniques must then
be developed that are easily understood,
practical, culturally and socially relevant,
and positive (see sidebar).
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The knowledge-practice gap can extend to
health workers, too.

100 Average percent of health workers providing these essential messages
in Niger, Pakistan, Peru, Sonegal, and Zaire
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@ Communication programs that target
health care providers ave also closing
the knowledge-practice gap. Health
workers must be more than dispensers of
ORS packets. They must also be good com-
municators - counseling mothers about
the use of rehydrating solutions and prop-
er feeding practices during and after diar-
rheal episodes, and monitoring cases being
managed at home. Data from five coun-
tries show the types of gaps in correct
practice that exist among health workers
(Figure 18). For example, only 28 percent
of the health workers advised mothers
about dietary practices during diarrhea

and only 10 percent described the symp-
toms of dehydration. Often, deficiencies in
service delivery can be corrected through
supervision and guidance. Some programs
are using illustrated materials that lead
health workers through the steps of diar-
rhea case management.

@ The World Health Organization, USAID,
and other donors routinely conduct in-
service training programs to overcome
the knowledge-practice gap among
health care providers. The World Health
Organization has conducted in-service
training programs in some 70 countries,
and in-service training is an integral part
of all USAID-supported programs. In-
service programs seek to convince health
care providers of the efficacy of ORT in
managing diarrhea and discourage them
from using antidiarrheal drugs and anti-
biotics. Through in-service training health
workers are also learning how to teach
their colleagues what they have learned.
This multiplier effect is essential to achiev-
ing vapid improvement in program perfor-
mance and to developing a base of quali-
fied personnel on which other health care
improvements can be built.

B Progress in expanding apprcpriate
diarrhea case management in the
health sector also requires increased
focus on the preparatory tralning of
health care providers. Including diar-
rhea case management in the curriculums
for doctors, nurses, and health workers is
the most effective way of ensuring the use
of appropriate treatment practices. Train-
ing in diarrhea case management is being
provided, for example, by having students
staff ORT units in hospitals and by devel-
oping teaching modules for inclusion

in health curriculums. In this way, newly
trained health care providers will have
the experience they need to treat diarrheal
diseases correctly and to promote appro-
priate diarrheal case management in the
communities they serve.

CONTROL OF DIARRHEAL DISEASE
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rom Its earllest commitment to diar-
F rheal disease control, USAID has recog-

nized the Importance of communication
actlivities. Thus, USAID has incorporated into
its efforts such communication tools and
techniques as focus group research, mass
media campalgns to disseminate health infor-
mation, surveys of health-related knowledge,
attitudes and practices, and social market-
ing. In Egypt, for example, the mass media
played a key role in generating demand for
diarrheal disease services and In Influencing
the behavior of mothers, other caretakers,
and health professionals.

Evidence that USAID-supported communl}-
cation activities are making a difference

in dlarrhea case management Is mounting.
A 1990 survey In Kenya found that proper
treatment of dlarrhea was more likely in dis-
tricts where PRITECH had supported health
communication programs. In Mali, ORT use
in Bamako, the capital, and three provinces
rose from 3 to 41 percent after a natlonwide
soclal marketing program was carrled out
with PRITECH assistance. In Indonesia,
HEALTHCOM tralned 20,000 community
health volunteers to use diagnosis and treat-
ment cards to counsel mothers in diarheal
case management. The mothers they coun-
seled were able to prepare ORS more accu-
rately than mothers instructed by workers
not trained to use the cards.

PVOs such as Save the Children Federation
in Honduras, the Aga Khan Foundation in
Pakistan, and World Vision Relief and Devel-
opment in Kenya are also changing attitudes
and practices through community-level com-
munication activities. In Bolivia, Catholic
Rellef Services and Caritas used a combi-
nation of radlo, contests, and mothers’ clubs
to deliver and reinforce health messages.
After the program, the proportion of properly
treated diarrheal cases in the project area
climbed to 42 percent, far surpassing proj-
ect goals.




W Despite the progress in controliing
diarrheal disease in the 1980s, the
continued toli of diarrhea! deaths pro-
vides a stark reminder of the magni-
tude of the task that remains. Over
one-third of all deaths of children under
five in the developing world are diarrhea
related (Figure 19). Even more sobering
is the fact that 60 percent of those deaths
are due to dehydration, deaths that could
be prevented through timely intervention
with ORT.

B Added to the death toil is the effect
of diarrheal disease on the heaith and
nutritional status of chiidren. Weight
loss or failure to gain weight are often
associated with repeated bouts of diarrhea,
and children are unlikely to recoup the
lost growth unless they receive increased
amounts of food after diarrheal episodes.
Poorly nourished children are also sus-
ceptible to further, more severe and pro-
longed episodes of diarrhea, to malnutri-
tion and dehydration, and to other health
problems.

B The World Summit for Chiidren
adopted a goal of achieving a 50 per-
cent reduction in child deaths due to
dlarrhea and a 25 percent reduction

in the incidence of diarrhea between
1990 and the ysar 2000. Meeting that
challenge will require conc:rted effort to
expand the reach of diarrheal disease con-
trol programs and to institutionalize diar-
rheal disease control within primary health
care systems. Meeting that challenge will
also require further progress on three
fronts: (1) developing treatment regimes
that reduce the severity and duration of
diarrhea (e.g., cereal-based ORS formula-
tions or combinations of foods and fluids
that have the same effect); (2) identifying
risk factors for persistent diarrhea and
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Diarrheal disease accounts for one-third of
child deaths in developing countries.
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developing new techniques for its treat-
ment; and (3) strengthening efforts to
prevent diarrhea.

® Despite the proven efficacy of ORT
in preventing and treating diarrhea-
reiated dehydration, many mothers
and heaith workers have been siow

to recognize its value. Part of the prob-
lem is the perception that oral rehydration
solutions are not effective because they
neither shorten the duration of diarrhea
nor reduce stool volume during diarrheal
episodes. For some time now, the search
has been on for alternative rehydrating
formulations that would do both while
still preventing/treating dehydration.

m Studies indicate that use of cereal-
based ORS solutions may soon become
another mainstay ¢/ diarrheal disease
control programs. New ORS formula-
tions that replace the glucose in the stan-
dard ORS solution with rice powder or
cereal grain have been found to support
the reabsorption of more water and elec-
trolytes than the standard ORS. Moreover,
in clinical trials in Bangladesh, rice-based
ORS reduced the rate of stool loss in chil-
dren with acute diarrhea and also reduced
the duration of diarrheal episodes. Stud-
ies of other cereal-based ORS (e.g., wheat
and sorghum) found that the formula-
tions were as effective as glucose-based
ORS and reduced stool volume. Further
studies are required to define how and

at what ages these new formulations are
best used.

® Persistent diarrhea - episodes last-
ing more than 14 days - are the cause
of 30 to 50 percent of child diarrheal
mortality (Figure 20). Persistent diar-
rhea also has the most severe nutritional
impact on children. Epidemiological evi-
dence indicates that the next frontier for
the control of diarrheal disease will be
targeting persistent cases.

B Research into the risk factors for
persistent diarrhea in children and

its proper management is already

in progress. To date, the risk appears

to be greatest among infants and among
children who are malnourished, who
have had previous episodes of acute or
persistent diarrhea, or who have impaired
immunologic status. For some children,
being fed animal milk is also a risk factor.
Evidence suggests that the best treatment
for persistent diarrhea may be a combina-
tion of rehydrating fluids and nutritional
therapy, including breastfeeding, during
and after the episode. Further research

is needed if greater gains are to be made
in combating persistent diarrhea, In
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Parsistent dlarrthea Is associated with
Iincreased risk of death.
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particular, studies are needed to identify
further the epidemiology, types of orga-
nisms causing the disease, and specific
risk factors (including dietary deficien-
cies). Additional research is also needed
into how best to meet the dietary require-
ments of infants and children during and
after episodes of persistent diarrhea.

B In the final analysis, efforts to control
diarrheal disease depend on prevent-
ing the occurrence of diarrhea. Activi-
ties to promote breastfeeding, improve
feeding practices, expand immunization,
and provide greater access to clean water
and sanitation facilities form the core of
diarrhea-prevention efforts, Evidence

described throughout this report makes
clear that youngsters who are breastfed,
properly fed during and after weaning,
and vaccinated against measles experience
fewer and less severe episodes of diar-
rhea. Studies also confirm that providing
communities with access to an adequate
supply of clean water and sanitation facili-
ties can decrease the incidence of diarrhea.
I Bangladesh, for example, a study found
that diarrheal illnesses among children
fell by 25 percent in an area with access
to clean water and sanitation compared
with an area that did not have such facili-
ties. And in Lesotho, 24 percent fewer
diarrhea cases were recorded among chil-
dren whose homes had a latrine than for
children from homes without. (The sec-
tion on water supply and sanitation later
in this report discusses the role of clean
water and sanitation facilities — and relat-
ed hygienic behaviors - in reducing the
incidence of diarrheal disease.)

B Researchers are looking for new
ways to prevent diarrheal disease.

An important part of that effort is the
development of a vaccine against rotavi-
rus diarrhea, the most common cause of
dehydrating diarrhea among infants and
children. A global effort to develop and
test an effe tive vaccine for rotavirus has
been formed by, among others, the U.S.
Department of Health and Human Ser-
vices, USAID, the World Health Organiza-
tion, and host country governments and
institutes. Efforts are also under way to
develop vaccines against cholera, typhoid
fever, and enterotoxigenic E.coli diarrhea.

u Ongoing research Is also contribut-
ing to increased recognition of the
role of nutrition particularly optimal
breastfeeding and weaning practices,
in diarrheal treatment and prevention.
Improved nutrition is essential to reduc-
ing the incidence and severity of diarrhea
and other diseases that afflict children.

USAID'S ROLE

ction-orlented research has contribut-

Aed to the success of USAID-supported
diarrheal disease control programs

in Egypt, Honduras, Kenya, and elsewhere.
In 1990, 78 projects in more than 30 coun
tries conducted research on diarrheal dis-
aase control. A review of USAID's diarrheal
disease research projects concluded that,
by sponsoring basic, applied, and operational
research on diarrheal disease, USAID has
developed fundamental knowledge and tech-
nclogies and Improved the effectiveness of
fleld programs.

New challenges have emerged that require
USAID's continued support of reseaich to
refine approaches and develop appropriate
technologies. Persistent diarrhea - a major
cause of dlarrhea-specific mortality - is a
central focus of USAID-supported research
conducted through the ACSI-CCCD project,
the Applied Diarrheal Disease Research

- (ADDR) project, the Intemational Center

for Diarrheal Disease Research/Bangladesh,
USAID missions in Bolivia and Indonesla,
and others. USAID is also continuing to test
vaccines agalnst major causes of diarrheal
disease (e.g., rotavirus and cholera).

Along with the World Health Organization,
govemments, and others, USAID is focusing
attention on the rational use of drugs In the
treatment of diarrheal disease. An ADDR
study in Mexico proved that use of a simple
therapeutic protocol could decrease physi-
clans’ use of drugs to treat diarthea and
increase their use of ORS. In Burundi, Guinea,
and Nigeria, the ACSI-CCCD project assisted
in studies of prescribing practices in health
facllities. And a study at a USAID-assisted
diarrhoa! disease training unit in Pakistan
revealed that the antidiarrheal drug lopera-
mide had led to a significant number of
infant deaths. The study’s results, which
received wide publicity, led the government
to deregister the drug and similar prepara-
tions for infants.
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Levels of malinutrition vary by a child's age, as indicated by low weight-for-age data. Growth faltering becomes evident at about six months
of age and continues through weaning, the period of transition from breastmilk to solid foods.

100 Percent of children having deficient weight for-age by month of age
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B A well-nourished child is not only
more likely to survive but also better
able to develop normally and to thrive.
A child with nutritional deficiencies, on
the other hand, has a weakened immune
system and is unable to stave off the worst
consequences of disease. The lack of ade-
quate nutritional stores leads to a cycle

of disease and malnutrition - each condi-
tion exacerbates the other and death is
frequently the result. Those children who
survive lack the nutritional stores to real-
ize their full physical and mental potential.

W Malnutrition is widespread in the
developing world and is estimated to
be a contributing factor in up to 60
percent of child deaths. Quantifying the
extent of malnutrition globally at any point
in time is difficult due to the complexity
and volatility of the underlying causes of
poor nutrition. The nutritional well-being
of a single child and of entire communi-
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ties can and does change rapidly in
response to changes in food availability,
food prices, family income, and other
social and economic factors.

m Figure 21 shows the varying levels
of malnutrition found in three selected
countries. More important, the figure
illustrates the consistency with which
growth retardation, which often begins
as early as four to six months after birth,
manifests itself most dramatically in the
period following the critical transition
from breastmilk to solid foods.

® Poor nutrition can be traced to the
mutually reinforcing problems of inade-
quate food consumption and ill health.

Diets of poor quality and inadequate quan-

tity exist at all levels of society, the nation,
the community, the family, and the indi-
vidual. Food production shortages and

maldistribution of food resources arise
at national and community levels. Inad-
equate income prevents families from
purchasing or growing enough food for
themselves. Inappropriate family feeding
and dietary practices also contribute to
poor nutrition. And ill health magnifies
nutritional shortfalls by interfering with
optimal utilization of the nutrient value
of the food consumed.

m The guarantee of adequate food con-
sumption is referred to as household
food security. Household food security
begins with national policies designed to
promote sufficient food production and

a fair and efficient food distribution net-
work. It encompasses, as well, activities
to improve the access of households to
the food supply and the appropriate dis-
tribution of food within the family. House-
hold food security is further promoted
by a variety of specific interventions.



B A number of interventions, including
nutritioneducation to improve infant
and child feeding practices, growth
monitoring, and supplemental feeding,
are pursued according to the needs

in a given situation. The improvement
of infant and child feeding practices is
fundamental for child survival. Through
social marketing and face-to-face counsel-
ing, mothers and other caretakers can

be taught to improve children’s nutritional
intake. For example, messages on encour-
aging optimal breastfeeding practices and
preparing nutritious weaning foods have
been conveyed through well-designed
communication programs and counseling.

8 The period of weaning from breast-
milk to solid foods Is one in which chil-
dren are especiaily vulnerable. During
this period, children need food that is
high in nutritional value, especially calo-
ries, and easy to digest in adequate quan-
tities. Due to excess bulk, which inhibits
sufficient consumption by infants and
young children, many traditional weaning
foods do not provide adequate calories
and other nutrients. Innovations such

as the use of fermented grains in weaning
food and such simple actions as adding
oil are being used to enhance nutrient
consumption during the weaning period.

B in many programs, guidance on
infant feeding and weaning is delivered
through growth monitoring and promo-
tion activities. Growth monitoring and
promotion enable health workers to track
the growth of individual children in order
to identify nutritional problems before
they become serious and provide an oppor-
tunity to counsel mothers about feeding
practices and their child’s development.
The impact of seeing a child’s growth
faltering illustrated on a simple growth
chart, along with guidance from the
health worker, can be enough to trigger

behavioral change by mothers and other
caretakers. Unfortunately, although the
potential is there, some growth monitor-
ing programs do not pay enough attention
to the crucial aspects of counseling the
mother. Operations research by USAID
and other donors has found that this is a
common problem. In Zaire and elsewhere,
however, research also shows that pro-
grams that are aware of this shortcoming
can rapidly become more effective.

u In areas where food availability is a
constraint to good nutrition, targeted
supplementary feeding programs offer
an effective, but temporary, means

of reaching the needy. As important,
when offered along with other health and
educational services, supplementary feed-
ing programs such as Public Law 480 pro-
grams (see sidebar) can also lend support
to initiatives designed to teach families
about the special nutritional needs of chik
dren and pregnant and lactating women.

W The heaith effects of diets deficient
in such micronutrients as iron and
vitamin A are becoming better under-
stood. Anemia due to iron deficiency
pariicularly affects pregnant women and
young children; the estimated global prev-
alence is 50 and 40 percent, respectively.
Because iron deficiency depresses the
body’s immune response, it is associated
with an increased risk of infection. In
women, iron deficiency is also associated
with increased risk of hemorrhage and
other complications during childbirth.
Infants born to anemic mothers have lower
birth weights and thus are at increased
risk for mortality. Interventions to prevent
and correct iron deficiency among women
and children focus on increasing the con-
sumption of iron-rich food and delivering
iron supplements. As described in the
next section, the importance of vitamin

A as a protection against infection is
increasingly being recognized.

USAID'S ROLE R .

mproving the nutritional status of infants,
Ichlldren, and women Is an essential part

of child survival activities. Since 1985,
USAID has committed $162.2 mlilion to
programs In at least 53 countries to Improve
Infant and child feeding practices, including
breastfeeding, growth monitoring, and vita-
min A programs.

In 1990, 92 USAID-assisted projects in 32
countries sponsored growth monitoring activ-
ities. Successful growth monitoring depends
on counseling mothers - a step health work-
ers often omit. To remedy this shortcoming,
projects in many countries teach health
workers to conduct more effective growth
monitoring sessions, USAID also funds the
PRICOR project to identify where this and
other problems exist and to develop cormec-
tive measures.

Through the Women and Infants Nutrition
project, USAID ccllaborates with govemments
and other agencies to enhance the effective-
ness and sustainability of infant feeding
projects. The Weaning Project and Dietary
Management of Diarrhea Project have dem-
onstrated that basing project designs on
research into local beliefs and practices
contributes to project effectiveness.

High risk, undemourished infants, children,
and women have received food supplements
through the Title lI, Public Law 480 program.
Evidence from a number of countries indi-
cates that supplementary feeding programs
can be effective in improving the health and
nutritional status of vulnerable groups. These
programs have also been shown to increase
demand for health services and improve the
nutritional knowledge of recipients.

In 1990, 11 projects, including 8 conducted
by PVOs working with child survival grants,
addressed iron deficiency anemia by dis-
tributing iron supplements.

Since 1985, the Demographic and Heaith
Surveys project has completed nationwide
surveys of nutritional status in 35 countries,
providing a unique source of nutritional and
other data.




@ Evidence is mounting on the critical
role of vitamin A in promoting child
health and survival. Although identified
as an important nutrient because of its
association with infection, the significance
of vitamin A in public health has tradition-
ally been linked most closely with clinical-
ly observed ocular disease. Recent stud-
ies suggest, however, that the association
between subclinical levels of vitamin A
deficiency and infection may be stronger
than commonly thought and that the
impact of vitamin A on morbidity and
mortality may be substantial. The studies
indicate that even relatively mild vitamin
A deficiency may result in an increased
rick of death from any number of infec-
tious diseases. In some, but not all, stud-
ies, increased intake of vitamin A measur-
ably reduced mortality ~mong children.

B Resuits of a study in India, made
public in 1990, offer clear evidence
of the association between inadequate
vitamin A intake and mortality in
chitdhood. Over 15,000 children in three
drought-prone, economically depressed
areas in southern India were divided into
geographically distinct clusters. Half the
children in each cluster were given a
weekly vitamin A supplement equivalent
to the amount obtainable from locally
available foods. All children were given
eye examinations, and all children show-
ing any sign of vitamin A deficiency were
treated whether or not they were in the
clusters receiving the supplement. After
one year, the children who did not receive
the supplement had twice as great a risk
of dying (Figure 22). It is significant that
the risk was six times greater among those
children who did not receive vitamin A and
who were stunted because of prolonged,
more broadly defined malnutrition. This
suggests the importance of addressing the
full spectrum of nutritional deficiencies.
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8 The importance of vitamin A in
reducing the risk of dying Is even more
apparent in situations in which vita-
min A deficiency and other diseases
occur simultaneously. In a series of clin-
ical trials among African children hospi-
talized with measles, for example, it was
shown that children given oral doses of
vitamin A were 50 percent less likely to
develop major complications or die. More-
over, the group receiving vitamin A recov-
ered more quickly and spent fewer days
in the hospital than the group not receiv-
ing the vitamin A. A similar study of chil-
dren hospitalized for measles in Tanzania
found that children given two large oral
doses of vitamin A were half as likely to
die as children given routine treatment

(7 versus 13 percent mortality).

B As evidence of the protective role
of vitamin A mounts, the consensus
among international health experts

to act to reduce the risk of vitamin

A deficiency grows. At the same time,
however, it must be recognized that the
degree of mortality reduction to be expect-
ed from an effective program is difficult
to predict and may vary among popula-
tions. Studies are under way to determine
further the impact of vitamin A deficiency
on child health (e.g., the association with
diarrheal disease morbidity and mortali-
ty). Studies are also examining the nature
of prevailing conditions under which the
various forms of vitamin A intervention
are most appropriate.

= Vitamin A deficiency is endemic

in much of the developing world. Each
year, an estimated 5 to 10 million children
in developing countries show clinical signs
of deficiency (visual impairments, includ-
ing corneal lesions). One-quarter of those
children become blind, and an estimated

22 THE RISK OF DYING

Vitamin A and the risk of dying: results of
a low-dose supplementation program.
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60 percent of those blinded die within a
few months of becoming blind, depending
on their nutritional status, other infections,
and availability of care. Reliable estimates
of the number of children suffering sub-
clinical levels of deficiency are not avail-
able, but experts estimate that the number
is 5 to 10 times greater than the number
whose symptoms are clinically observable.

W Within the context of child survival,
the attention given to vitamin A nutri-
tion has steadily increased. Supplemen-
tation of vitamin A intake with a high-dose




oral capsule or liquid every six months
for children one to five years old and for
mothers in the first month after delivery
is the most common intervention, but use
of smaller, more frequent doses :s being
tested. Although supplementation is effec-
tive in alleviating a short-term or particu-
larly severe problem, long-term, sustain-
able improvement in vitamin A intake

is best achieved by behavior modification
leading to increased consumption of
vitamin A-rich foods. In some parts of

the world, however, vitamin-A rich foods
are available only seasonally, and in areas
where they are available year-round, they
are often underutilized or thought to be
inappropriate food for young children
during the transition from breastmilk to
solid foods. Through community-based
communication, nutrition education, and
sacial marketing activities, child survival
programs seek to overcome the obstacles
to increased consumption of available
vitamin A-rich foods by vulnerable popu-
lations. Where such foods are not avail-
able, families and communities are being
encouraged to grow dark-green leafy veg-
etables as a local source of vitamin A.

B Private voluntary organizations
(PVOs) are playing a major role in the
struggle to reduce vitamin A deficien-
cy. As part of their work in the poorest
and most remote regions, PVOs encour-
age and help mothers to make optimal
use of locally available foods rich in vita-
min A and introduce foods rich in vita-
min A where none is available. PVOs also
distribute vitamin A capsules as a short-
term protective measure in areas where
high levels of vitamin A deficiency are
endemic (see sidebar).

B With th: increasing evidence of the
broader health impact of vitamin A, the
designers of child survival programs
are widening the search for additional
strategies to eliminate vitamin A defi-
clency. Because of the high coverage
achieved by immunization programs, one
strategy under consideration is to distrib-
ute vitamin A supplements through those
programs. It remains to be determined,
however, whether the addition of vitamin
A distribution to the services provided by
immunization programs will compromise
the effectiveness of those programs. In
addition, the effect of variable doses of
vitamin A on children under six months
of age isunder study. Except for the target
age for the measles vaccine (about nine
months), immunization programs may

be reaching children too early in life for
vitamin A supplementation. The generally
accepted age to begin vitamin A supple-
mentation is six months, but most vaccines
are administered to children under four
months of age - an age when vitamin

A deficiency is rare, particalarly among
breastfed children. Another delivery strat-
egy is to include vitamin A distribution as
part of broad community-based delivery
of primary health care services. In Indo-
"esia, for example, vitamin A supplements
are distributed twice a year at local health
rally posts.

B As support for concerted action

to reduce vitamin A deficiency grows,
cooperation and coordination among
interational donors, nationai govern-
ments, and private voluntary organiza-
tions becomes an increasingly impor-
tant element of any vitamin A strategy.
Not only does such coordination eliminate
waste, it also gives focus to the initiative
and stimulates the allocation of the requi-
site resources.
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gram of research on the importance

and delivery of vitamin A supplements
in 1985. Rasults from studies in several
countries are now emerging to document the
role of vitamin A supplements in reducing
morbidity and mortality due to acute respira-
tory infection, measles, and diarrheal dis-
ease. Anticipating widespread delivery of
vitamin A supplements, USAID Is also spon-
soring the applied research needed to make
sure programs are effective and sustainable
and to address spocific issues related to
program strategies. USAID is also active
in the International Vitamin A Consulitative
Group, which assists In the prevention and
treatment of vitamin A deficlency and nutri-
tional blindness.

With assistance from USAID, 75 projects

In 28 countries promote vitamin A-related
activities such as distribution of vitamin A
supplements, fortification of foods, and edu-
cation on vitamin A-rich foods and their bene-
fits. Assistance was provided by the Vitamin
A Fleld Support Project to 14 of these coun-
tries. Since 1986, 10 PV0s have received
over 20 USAID vitamin A grants. In Sudan,
where a two-year drought contributed to

the high incidence of vitamin A deficlency,
CARE distributed vitamin A capsules to
36,000 children with help from volunteers.

Forty-one projects are promoting community
gardens that include vitamin A-rich vegeta-
bles as a long-term, sustainable solution

to vitamin A deficiency. In Thailand, an inte-
grated communication and farming program
Is being carried out through the schools by
Catholic Rellef Services. World Vision Devel-
opment and Relief assists nomadic people
in the desert country of Mauritania to grow
vitamin A-rich vegetables, creating a sus-
tainable source of vitamin A as well as a
new sourca of income for many women's
cooperatives.

U SAID embarked on an expanded pro-



m Exclusive breastfeeding during the
first four to six months of life reduces
by half an infant's risk of death from
all causes. Optimal breastfeeding prac-
tices are an integral part of the major
targeted child survival interventions.
They improve infant nutrition; provide an
infant’s first protection against diarrhea,
acute respiratory infection, and other dis-
eases, increase child spacing; and reduce
childbirth-related risks for mothers.

a1 Breastmiik provides all the nutrients
an Infant needs for the first four to six
months of iife. Even its composition
changes over time to meet the changing
nutritional needs of the growing child.

® “On demand,” exclusive or aimost
exclusive breastfeeding provides a
mother with 98 percent protection
from pregnancy in the first six months
after chiidbirth, if menses has not
returned. Initiating breastfeeding imme-
diately after birth also reduces the moth-
er's risk of postpartum hemorrhage,
retention of the placenta, and iron
deficiency anemia.

m Breastfeeding provides the maxi-
mum benefits when it begins within
an hour of an infant’s birth, is offered
“on demand” of the infant day and
night, and is the Infant’s exclusive
source of food and liquid during the
first four to six months of life. As shown
in Figure 23, a very high percentage of
infants in developing countries are breast-
fed during the first four months of life,
but only 1 to 55 percent are exclusively
breastfed.

u The beneficial effects of exclusive
breastfeeding on an infant’s health are
well documented. As an example, a study
in Peru found that formula-fed infants (up
to two months of age) were 3.4 times as
likely to suffer from diarrhea as exclusive-

EN

'BREASTFEEDING
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23 GAINING THE FULL BENEFIT

In many countrles, the proportion of infants
exclusively breastfed Is low.
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ly breastfed infants and that infants who
received breastmilk and supplementary
food were 1.6 to 2.6 times as likely to have
diarrhea (see Figure 24). In the Philip-
pines, a study of infants aged two months
found that those not receiving breastmilk
were 18.5 times as likely to suffer from
diarrhea as exclusively breastfed infants.
Breastfeeding also reduces the risk of
having life-threatening lower respiratory
infections. Formula-fed infants (up to five
months of age) in Peru were 5.5 times as
likely to have lower respiratory infections
as exclusively breastfed infants.

m Given its nutritional, immunological,
and child spacing benefits, breastfeed-
ing should be continued well into the
second year of life. Although the per-
centage of infants never breastfed is small,
the median duration of breastfeeding is
far short of 24 months in many develop-
ing countries, and global trends suggest
that there may be further decline.

m In addition to the many health ben-
efits breastfeeding confers on mother
and child, breastfeeding saves money.
Families save money that would otherwise
be spent on a breastmilk substitute, and
they realize further savings from having
healthier children. Hospitals save money
that would otherwise be spent on infant
formulas, bottles, and staff time to prepare
and feed formulas. In addition, allowing
infants to room-in with their mother in
the hospital frees staff from having to tend
infants in the nursery. And the overall
health care system saves money through
reduced expenditures on curative care
for infants and children.

@ A number of trends work against
optimal breastfeeding practices in
developing countries. First, breast-
feeding role models are not as available
to women in their comimunities as they
once were. Second, hospital practices
often discourage breastfeeding by delay-
ing an infant’s first breastfeeding until
some time after delivery and by bringing
infants to mothers on a fixed schedule
rather than according to the infants’ needs.
In addition, hospital staff are not usually
trained to provide the instruction and
support needed by a mother breastfeed-
ing for the first time.

= Urbanization and women's employ-
ment outside the home also interfere
with optimal breastfeeding practices.
Social and economic pressures, the break-
up of the traditional extended family, and
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Exclusively breastfed infants are less
vulnerable to iliness.
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hence, the loss of support networks keep
many women from continuing to breast-
feed. Moreover, the pervasive availability
of breastmilk substitutes provides a seem-
ingly ready solution to all obstacles to
breastfeeding.

® Programs to promote breastfeeding
are making extensive use of informa-
tion, education and communication
(1IEC) to overcome obstacles to opti-
mal breastfeeding practices. Working
directly in local communities and through

the major child survival interventions (e.g.,
immunization, diarrheal disease control,
nutrition, child spacing), IEC programs
are teaching mothers about the health
benefits of breastfeeding and developing
support networks. IEC outreach programs
are also being used to inform employers
and policymakers about the health and
economic benefits of breastfeeding and

to encourage them to institute pelicies
that promote and support breastfeeding.

® Special training programs for hos-
pital-based personnel are changing
the way hospitals run their maternity
wards. After staff from 15 hospitals in
Indonesia, the Philippines, and Thailand
received training in lactation management
(sec sidebar for details), for example, the
average time before infants received their
first breastfeed decreased from 7.9 to 1.2
hours after delivery. In the same hospitals,
the practice of routinely giving infants a
bottle feed before their first breastfeed
was completely eliminated.

B The world health community has
called for a global initiative to increase
breastfeeding in the 1990s. In August
1990, USAID, the World Health Organiza-
tion, the United Nations Children’s Fund,
and the Swedish International Develop-
ment Agency co-sponsored an internation-
al meeting to increase policymakers’ aware-
ness of the importance of breastfeeding.
Representatives from 26 developing coun-
tries and 4 industrialized countries were
present. The resulting “Innocenti Decla-
ration” has spurred efforts to get govern-
ments to develop policies and programs
to encourage and enable women to prac-
tice exclusive breastfeeding for four to six
months after giving birth. Governments
are also being urged to integrate breast-
feeding policies into their overall health
and development policies and to ensure
that health care providers receive the train-
ing necessary to implement those policies.

USAID'S ROLE i

BREASTFEEDING, )

108 breastfeeding programs in 60 coun-
tries, a 38 percent increase over 1989.
Through training, communication, research,

and service provision, the programs are
advancing USAID’s goal of protecting and
promoting optimal breastfeeding practices
by creating a supportive environment for
mothers wishing to breastfeed. With the
completion in 1990 of USAID's Breastfeed-
ing for Child Survival strategy, programming
is expected to increase.

In 1990, USAID aliocated $5.5 million to

Following training in lactation management
by the Wellstart program, health profession-
als from 72 teaching hospitals In 24 coun-
tries are designing national breastfeeding
policies, developing training centers, and
revising hospital practices. Through local
training programs, Wellstart trainees wiil
reach over 63 million mothers by 1993.
With assistance from the NurseCare project,
nursing schools in Costa Rica and Kenya
now provic: lactation management training.
In addition, medical schools in the Domini
can Republic and the Philippines have added
lactation management to their curriculum.

in 1990, communication and soclal market-
ing programs in 10 countries, conducted

by the HEALTHCOM and Nutrition Education
and Social Marketing Fleld Support projects,
provided breastfeeding information to nurs-
ing mothers and to policymakers, adminis-
trators, and employers. Through PVOs, moth-
erto-mother support groups promote breast-
feeding in areas where traditional support
systems have broken down. La Leche League
in Guatemala and Honduras and PV0s in 23
other countries provide support to breast-
feeding mothers.

Demographic and Health Survey data on the
prevalence of suboptimal breastfeeding prac-
tices have helghtened global awareneas of
the need to promote breastfeeding. USAID
played a leading role in co-sponsoring the
1990 intemational meeting on breastfeed-
ing, which was attended by senlor health
officials from 30 countries and produced

the Innocenti Declaration on the Promotion,
Protection and Support of Breastfeeding.



2 RISKS AN CONSEQUENCES

Risk Category Estimated Median Impact on Infant Mortality
Shart birth W 71% greater infant mortality over infants
intervala born after intervals of 2 to 3 years (based on
(less than 23 countries)

2 years)

Young B 35% greater infant mortality over infants
mothers born to mothers aged 20 to 29 years (based
{under age 20) on 21 countries)

Older mothers

IMPROVING THE O

HIGH RISK BIRTHS

UTCOME FOR MOTHER AND CHILD

B 24% greater infant mortality over infants

(aged 40 born to mothers aged 20 to 29 years (based
to 49 years) on 11 countries)

High parity B 5% greater infant montality for infants who
(4th or higher were 4th to 6th births over 2nd to 3rd births
birth) B 34% greater infant mortality for infants of

7th or higher birth order over infants of 2nd
or 3rd birth order (based on 23 countries)

ROTE: TAfant MoRanly EUTEs G0 NOT CONTOT Tar GveTIaDPNK CNTECTs AMGRE ISR CAICRONCS 0F TaCTOTS OF SOC-9CCONOMIC STATUS

Major Contributing Factors

& depletion of mother's nutritional stores
contributes to prematurity/low birth weight

& competition for parents’ time and other resources
@ spread of infectious diseases among children
close in age

& mother's physical immaturity can lead to pregnancy
and delivery complications

| inadequate prenatal care

& low birth weight

B not psychologically prepared for motherhood

® mother less able to withstand stress of pregnancy

i
ango%%‘r’malth status of older women

W low birth weight

N low birth weight

| birth intervals likely to be short

8 mother's nutritional stores likely to have been
depleted by previous births

N In developing countries, about half
of all births occur under circumstances
that increase the risk of an adverse
outcome for mother and child. Figure
25 defines the four major categories of
high risk births, provides estimates of
their impact on infant mortality, and iden-
tifies major factors associated with each.

W Births that are spaced less than two
years apart have the greatest adverse
impact on infant mortality. Data from
Demographic and Health Surveys in 23
countries illustrate the magnitude of the
impact: Among infants born after a birth
interval of less than two years, the median
mortality rate was 71 percent higher than
among infants born after an interval of
two or three years. Numerous studies con-
firm that the risk of short birth intervals
applies to children born to women of all
ages, children of all birth orders, and
families at all socioeconomic levels and

in urban and rural areas alike.

o Infant mortality rates based on moth-
er's age and birth order generally fol-

low a U-shaped pattern. Based on moth-
er’s age, infant mortality rates are highest

EN

among teenaged girls, fall to their lowest
point for women aged 20 to 29, and then
climb with each succeeding year. Coun-
tries with high levels of teen pregnancies
often have high infant mortality rates as
well (Figure 26). Based on birth order,
infant mortality rates are highest for the
first child, lowest for the second and third,
and then rise with each subsequent birth.

@ High risk births have an impact

on infant and child morbidity as well
as mortality. Children whose births are
considered high risk often develop more
slowly than normal and are at increased
risk of infection and disease because they
cannot overcome the lasting effects of
such factors as low birth weight. Studies
also show an association between high
risk births and lower intellectual develop-
ment and academic performance.

@ The life of the mother, as well as that
of her child, is jeopardized by a high risk
birth. The physical immaturity of teenaged
girls and the depletion of the mother’s
resources through frequent childbearing,
factors that place the infant at risk, also

26 TEENAGERS HAVING CHILDREN

Having children at a young age places both
mother and Infant at risk.
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I Teenagers pregnant with first child
or having one or more children

endanger the life of the mother. (See later
section on maternal health and nutrition.)

B International and bilateral donors
are supporting programs to prevent
high risk births. Such activities, often
conducted as part of other child survival
and basic health care programs, employ
three basic approaches: conducting infor-
mation, education and communication
(IEC) programs, promoting breastfeeding
as a means of child spacing, and providing
family planning counseling and services.

u IEC programs provide general infor-
mation to the public about safe child-
bearing patterns and target messages
to specific high risk groups. IEC pro-
grams at schools, churches, and social
centers teach young people about the
benefits of postponing childbirth. And
IEC programs at health care facilities



27 ATTITUDES AND PATTERNS

Increased awareness Is seen in improved
birth spacing and smaller families.

100 Percent of births 10 Number of famity members
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An increase in the
percentage of births
spaced two years apart
illustrates program
progress in Morocco.

1984 1989

Women's perceptions
of the ideal
family size reflect
changing attitudes
in Kenya.

are counseling women on the importance
of avoiding high risk pregnancies.

u Breastfeeding directly reduces

high risk births by delaying a woman's
return to ovuiation foilowing childbirth.
Exclusive or almost exclusive breastfeed-
ing extends a woman'’s protection against
pregnancy from the usual two months

to at least six months after childbirth (if
menses has not returned). For women who
do not have access to modern means of
contraception, breastfeeding is the prima-
ry means of child spacing.

u Child survival programs offer many
opportunities to promote child spac-
ing through breastfeeding. In particular,
programs that promote the nutritional and
disease-prevention role of breastfeeding

(see discussion later in this report) can also
counsel mothers about the child-spacing
benefits of optimal breastfeeding practices.

& High risk births can also be reduced
by educating coupies about the adverse
outcome for mother and child of high
risk births and providing contracep-
tives for women at risk. By targeting
counseling and service delivery to high
risk groups, family planning programs can
enable couples to delay their first child to
an age when the mother is best prepared,
plan subsequent births after an appropri-
ate interval, and limit family size.

B Survey data suggest that there is an
unmet need for family planning asslis-
tance among high risk groups. Among
Bangladeshi women who had had four or
more live births, 89 percent did not want
more children, but only 38 percent were
contracepting. Among married women in
Ecuador, total unmet need for family plan-
ning assistance was 29 percent, but among
women at risk of having another child too
soon, it was 41 percent.

B A number of indicators point to impor-
tant changes In childbearing attitudes
and practices in developing countries.
Figure 27 provides data from two countries
where family planning services formed
the cornerstone of child survival activities.
In Morocco, well-spaced births are on the
rise; in Kenya, the number of children in
the ideal family, based on women’s percep-
tions, is on the decline. Data from Demo-
graphic and Health Surveys in sub-Saha-
ran Africa indicate that formal education
is changing childbearing attitudes and
practices. In Botswana, Ghana, Kenya, and
Zimbabwe, where over 75 percent of teen-
aged girls surveyed had five or more years
of education, the proportion of girls who
had given birth or were pregnant was
approximately half what it was in six other
countries, where less than 40 percent of
the teenaged girls surveyed had five or
more years of education,

HIGH RISK BIRTHS _ 1
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$79 million for child survival activities

to reduce high risk births. These child
survival efforts complement the much larg-
er family planning efforts funded through
USAID’s population program and often reach
previously underserved populations.

SInce 1985, USAID has programmed

Projects raise awareness of the rigks of
women having too many children, too close
together, and at too young or too old an age.
Sixty-six chlld survival projects in 30 coun-
tries trained health personnel in 1990 to
educate communities about high risk births
and distribute modem contraceptives. Breast-
feeding, specifically to encourage improved
birth spacing, was promoted in 25 countries.
In Nepal, Save the Children Federation is
using women health volunteers to promote
contraceptive use among new mothers. Tele-
vision and radio programs, flyers, calendars,
and other materials promote child spacing

in Zalre.

Many child survival emphasis countries pro-
mote, produce, and/or distribute contracep-
tives through the private sector. Private phy-
siclans and practitioners in Indonesia can
now distribute oral and injectable contracep-
tives since the deregulation of thalr distribu-
tion. Condoms and oral contraceptives are
marketed by local companies in Nepal and
Morocco, with assistance from USAID.

Demographic and Health Surveys (DHS) in
35 countries have documented that closely
spaced births are associated with a high
infant mortality rate. Surveys in 28 coun-
tries reveal decreases in fertility rates. For
example, between 1978 and 1989 the fer-
tility rate for teenagers (15 to 19 years old)
in Sudan dropped 39 percent.

Despite program accomplishments, high
risk births are still a major problem. For
example, 75 percent of all women under
50 years of age In Bangladesh would have
a high risk birth if they were to have a child
in the near future; 37 percent of all Bangia-
deshi women would he at risk for more than
one risk factor.



u Pregnancy and childbirth are the
greatest health risks many women in
developing countries face during their
reproductive years. Pregnancy- and
delivery-related complications take the
life of close to 500,000 women annually
(Figure 28) and account for between 25
and 50 percent of all deaths of women of
reproductive age in developing countries.
Over the course of their lifetime, for exam-
ple, women in Africa face a 1in 25 chance
of dying from pregnancy or birth-related
causes. This compares with a rate of 1 in
1,750 for developed countries. Of all pub-
lic health statistics monitored worldwide,
the disparity in maternal mortality rates
between developed and developing coun-
tries is the widest.

B Most maternal deaths are directly
attributable to five causes: hemorrhage
before or around the time of childbirth;
infection caused by unhygienic delivery
practices; unsafe abortion; eclampsia
associated with very high blood pressure;
and prolonged or obstructed labor, which
can lead to hemorrhage, infection, dehy-
dration, and metabolic problems.

& Adequate maternal health services
lessen the risk of lasting impairment
or death from compiications arising
during pregnancy or delivery. Prenatal
care services are important in identifying
women at high risk for complications (see
earlier section on high risk births). How-
ever, in most developing countries, only
about one-third of pregnant women receive
any prenatal care, and lack of prenatal
care is particularly pronounced in rural
areas (Figure 29). In most of the develop-
ing world, between 60 and 80 percent of
women deliver their babies at home with
the assistance of a traditional birth atten-
dant or other untrained person.
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MATERNAL HEALTH

INCREASING ACCESS AND QUALITY:

28 PREVENTABLE DEATHS

The toll of preventable matemal deaths,
by region

Matemal Life- Matemnal
deaths timo deaths per
cach risk 100,000
yeor live births
South Asia 296,000 1:38 572
Africa 150,000 1:25 640
Latin America 34,000 1:90 270
East Asia 12,000 1:870 55
Developed countries 6,000 1:1750 <20

8 A woman’s nutritional status can be

a major complicating factor during preg-
nancy and childbirth. Surveysin over 80
developing countries indicate that from 20
to 45 percent of women aged 15to 44 are
undernourished. As a result, many women
enter pregnancy underweight and do not
gain sufficient weight while pregnant to
ensure adequate nutrient stores for them-
selves and their infants. In addition, the
World Health Organization estimates that
two-thirds of pregnant women in develop-
ing countries are clinically anemic, which
increases the risks associated with preg-
nancy and delivery, particularly the risk
of hemorrhaging.

® The factors that place a mother's
life in jeopardy during pregnancy and
delivery also jeopardize the life of her
infant. Data from the Demographic and
Health Surveys in 24 countries show that
40 to 64 percent of all infant deaths occur
during the first 28 days of life, the time
when mortality most directly reflects the
mother’s own health and nutritional sta-
tus. Poor maternal nutrition, in addition
to malaria and sexually transmitted dis-
eases, causes low birth weight, and low
birth weight babies are three times more
likely than other babies to die during
infancy. An estimated 750,000 infants die
each year in developing countries due to
tetanus infections acquired in conjunction

29 ACCESS: URBAN AND RURAL ‘

Prenatal care, an essential health service,
varies by mother's residence.

100 Percent of births in five prior years with no prenatal consultation
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with childbirth. Yet, only 29 percent of
pregnant women receive the two doses of
tetanus toxoid vaccine needed to protect
both the mother and the infant. Maternal
mortality during childbirth increases the
likelihood that the infant left behind will
not survive either. According to a study
in Bangladesh, a motherless infant has

a 95 percent chance of dying before
reaching the age of one.

B Interventions to prevent matemal
mortality in developing countries
focus on increasing access to quality
maternal health and delivery services
and improving the nutritional status
of women of all ages. An estimated 60
to 80 percent of all direct obstetric deaths
and 85 percent or more of all maternal
deaths in developing countries could be
avoided through proper handling of preg-
nancy and childbirth. Recognizing this,



maternal health programs are training
community-level health workers to pro-
vide basic maternal services and to rec-
ognize signs that a woman is at risk of a
complicated pregnancy or delivery so that
an early referral can be made to the appro-
priate health facility. Home-based mater-
nal records, similar to growth monitoring
charts for children, have been developed
as a tool to aid in monitoring women's
health during pregnancy and to alert moth-
ers, families, and the community at large
torisk factors in pregnancy and childbirth.

@ Traditional birth attendants are being
trained to recognize when a pregnant
woman should be referred for medical
treatment and how to eliminate delivery
practices that endanger the life of mother
and child. Through the World Health
Organization, traditional birth attendants
have learned to prepare and use simple
delivery kits containing items essential to
aclean at-home delivery. Both traditional
birth attendants and community health
workers are also being trained to teach
mothers and other community members
about a pregnant woman's need for prena-
tal care and a proper diet, how to prepare
for a safe delivery, and how to care for
mother and infant after childbirth.

® Health care systems, for their part, must
ensure that referral centers ~ clinics and
hospitals equipped to handle obstetric
complications — are available to provide
maternal services that cannot be provided
in the community. Perhaps more than any
other aspect of primary health care, mater-
nal health services require an effective
referral mechanism in order to save lives.
In some communities, health care work-
ers have organized transportation pools
so that women in need of emergency care
can be transported quickly and safely to

a referral center. In areas where transport
is limited or women have to travel great
distances to a referral center, “waiting

homes” are being organized so that wom-
en in danger of delivery complications can
spend the last few weeks of their pregnan-
cy close to the obstetric center.

W Programs to improve the health and
nutrition of women are essential to efforts
to reduce maternal mortality. Through a
variety of channels, women are being
taught the basic requirements of a health-
ful diet and how to obtain the nutrients
they and their families need from locally
available foods. Where feasible, home

or community gardens are being encour-
aged as a means of increasing the amount
and variety of food available within the
community. Community-based food sup-
plementation programs also provide preg-
nant and lactating women with the nutri-
ents they need. Similarly, anemia is being
prevented through distribution of iron
folate supplements in the same health
outlets developed for distribution of oral
rehydration salts.

& Improving the nutritional status of
women breaks the cycle of poor mater-
nal health and low birth weight babies
that plagues so much of the develop-
ing world. Improved maternal health and
nutrition start with the health and nutri-
tion of young girls and as such are inextri-
cably linked to the status and treatment
of female children in regard to feeding,
immunization, and other requirements

of child health and development, including
education. Properly nourished girls grow
up to be well-nourished women, who are
less susceptible to infection, obstructed
labor, and other complications during
pregnancy and childbirth. Properly nour-
ished women have well-nourished infants
and well-nourished infants have a head
start on normal growth and development.

MATERNAL HEALTH

USAID’'S ROLE

matemal health and nutrition activities In

over 60 countries. Earller, In 1988, USAID
stepped up its efforts to Improve matemal
health and nutrition by launching the Moth-
erCare (Matemal and Neonatal Health and
Nutrition) project. MotherCare works to
improve pregnancy outcome through tech-
nical assistance, training, and researchin
14 countrles.

Building on existing community-level
health networks, USAID emphasizes train-
Ing traditional birth attendants (TBAs) and
midwlives to perform safe, clean deliveries
and to refer high risk pregnancies to more
sophisticated levels of care. In Guatemala,
a Health and Child Survival Fellow works
with MotherCare to reduce inappropriate
(and therefore dangerous) use of the drug
oxytocin by TBAs. The American College
of Nurse-Midwives developed a manual for
training midwives worldwide in lifesaving
delivery skills.

USAID also supports critical research to
improve matemal health and nutrition ser-
vices. In 1990, 65 projects, including pro-
Jects sponsored by USAID missions in over
20 countries, conducted such research.
Through HealthTech, USAID sponsors the
development of matemal health technolo-
gles, such as diagnostic tests. In addition,
USAID supports efforts by host country
govermments and U.S. and local PVOs to
target food-supplementation programs to
meet the speclal, increased nutritional
needs of pregnant and lactating women.

In 1990, 15 such targeted food-supplemen-
tation programs were conducted in 9 coun-
tries, including Bolivia, the Dominican
Republic, and Zaire.

The community-based chiid survival net-
works developed by USAID-supported
PVO0s offer good channels for expanding
matemal health and nutrition care. As an
example, In Indonesia, Project Concem
Intemnational trains TBAs not only in safe
delivery practices but aiso to motivate
mothers to go to heaith service posts for
prenatal care.

I n 1990, USAID devoted $21 million to

L
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ACUTE RESPIRATORY INFECTION
BYILDING ON EXPERIENCE .

H Acute respiratory infections (ARI),
specifically pneumonia and other acute
lower respiratory infections, are under-
lying factors in an estimated one-third
of ali deaths among children under five
in the developing world. Thus, their
magnitude as a cause of childhood mor-
bidity and mortality is similar to that of
diarrheal disease. In Egypt and other coun-
tries where significant progress has been
made in expanding immunization cover-
age and using oral rehydration therapy

to treat diarrhea, acute respiratory infec-
tions have become the principal cause

of child mortality.

m Worldwide, the average child living
in an urban area experiences six to
eight acute respiratory infections a
year (somewhat fewer in rural areas).
Studies in six countries found that, on
average, children had signs of respiratory
infection for 22 to 40 percent of the weeks
they were observed (Figure 30).

W Upper respiratory infections, the
most common type of ARI, cause a great
deal of sickness and discomfort, but
they are rarely iife threatening. Indeed,
the greater danger is excessive treatment
with antibiotics and other drugs that have
no impact on the infection but can cause
toxic side effects and stimulate bacterial
resistance to antibiotic therapy. Unfortu-
nately, many families and health care sys-
tems in developing countries spend their
scarce resources on such remedies.

B Lower respiratory infections,
although much fewer in number, kil
over 4 million children in developing
countries each year. About one-fourth
of those deaths are due to respiratory
complications of measles and whooping
cough (pertussis), both of which can be
prevented by immunization. Most ARI-
related deaths are due principally to pneu-
monia. An estimated 20 percent of infants
and 5to 7 percent of children aged one

30 COMMON INFECTIONS -

Children spend large amounts of time ill with
acute respiratory infections.
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to four get pneumonia annually in devel-
oping countries. Death can come within
48 to 72 hours, and many of those afflicted
die in their homes without ever having
been seen by a health worker.

W As with many childhood diseases
in developing countries, malnutrition
is both a cause and an effect of ARI.
Chiidren who are malnourished have
more frequent and more severe epi-
sodes of AR, and conversely, malnu-
trition is exacerbated by frequent
periods of sickness. Low birth weight
infants and seriously malnourished chil-
dren are particularly at risk of not being
able to survive a severe case of pneu-
monia. A study of 537 Filipino children
admitted to an urban hospital for treat-
ment of acute lower respiratory infection

found that malnutrition doubled a child’s
risk of dying. Other factors, such as diar-
rhea, measles, diphtheria, and whooping
cough, are often associated with pneumo-
nia and further reduce a child’s chances
of survival. Breastfeeding status is also
related to a child’s chances of having life-
threatening acute lower respiratory infec-
tions. A study in a disadvantaged urban
area in Lima, Peru, found that infants fed
with formula and solid food were over five
times as likely to have acute lower respi-
ratory infection as infants who were
exclusively breastfed.

@ Severai other factors are thought
to increase the risk for ARI. Young
maternal age, mother’s educational level,
the number of other children, and a moth-
er's working outside the home seem to
increase a child’s risk of ARI. These fac-
tors, alone or in combination, can limit

a mother’s ability to care for her children
and to recognize when prompt medical
treatment is needed. Some data suggest
that environmental conditions within the
home may also place children at increased
risk of ARI. In particular, overcrowded
sleeping areas and kitchen cookfires cou-
pled with poor ventilation may increase

a child's risk of developing ARI.

® An estimated one-half of all ARI
mortality could be averted through a
combination of preventive action and
increased availakility of diagnosis and
treatment for pneumonia. The fact that
one-quarter of ARI deaths are associated
with measles and whooping cough under-
lines the urgency of vaccinating all chil-
dren against those diseases. In addition,
as described throughout this report,
nutrition programs and other child sur-
vival interventions designed to improve
the nutritional status of children - prena-
tal care for mothers, promotion of breast-
feeding, and control of diarrheal disease -
play an important role in the prevention
of childhood disease, including ARI.



31 IMPACT OF CASE MANAGEMENT

Community-based case management has
been shown to reduce AR! deaths.
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B A decade of collaborative research
confirms that most life-threatening
pneumonias are caused by two com-
mon bacteria. The conclusion of this
research is that, in most developing coun-
tries, the two bacteria can be effectively
treated with well-known, inexpensive,
and relatively nontoxic antibiotics. Global
efforts to improve the diagnosis and
treatment of pneumonia at the community
level can now move forward based on
the delivery of antibiotics through exist-
ing primary health care services.

® Pilot projects supported by USAID,
the World Health Organization, and
other donors have shown that frontline
health workers can be trained to diag-
nose and treat pneumonia effectively.
Briefly, local health workers are being

trained to identify the nature of an ARI
episode based on a set of questions on
the child’s symptoms, including severity
of cough and the presence of wheezing,
indrawn chest, and rapid breathing. If the
child is diagnosed as having pneumonia,
the health worker prescribes a standard
antibiotic regimen, to be followed by

the mother for five days, and provides
48-hour follow-up. Children with pneumo-
nia too serious to be treated in the home
are referred to the appropriate available
level of health care for treatment. Data
from a community-based project in Pak-
istan (see Figure 31) illustrate the effec-
tiveness of this new approach.

H To date, 36 countries have begun
AR! programs based on the new case
management technique. Successful,
wide-scale implementation of the new
technique will require training and care-
ful supervision of local health workers,
establishing delivery mechanisms to
ensure adequate supplies of appropriate
antibiotics at local health stations, gaining
support for the effort from the medical
and pharmaceutical communities, and
establishing links between local health
workers and higher level treatment facil-
ities. Strong communication programs
will also be required to teach mothers

to recognize when respiratory infections
require medical attention and to teach
health workers how to work with mothers
in providing home-based care.

W Current efforts to prevent and treat
life-threatening acute respiratory infec-
tions in infants and children are a
step toward more fully integrated child
health services. Indeed, the experience
and systems needed to launch national
ARI programs are, in many instances,
already in place due to the success of
international efforts to make immuniza-
tion against childhood diseases and oral
rehydration therapy universally available.
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_USAID'S ROLE

Ince 1989, USAID has allocated $12

miliion to combat acute respiratory

infections in at least 40 countries.
USAID is developing an ARI case manage-
ment strategy based on a community-level
approach to treating ARI that has been
shown to be effective in at least eight pilot
projects, including a USAID-sponsored pro-
gram in Jumla, Nepal. Together, the pilot
programs have demonstrated that commu-
nity-level health workers can be trained to
diagnose and treat childhood pneumonia
correctly.

CARE, Plan International, Project HOPE,
and Save the Children Federation are among
13 PVOs already using the community-level
approach in the management of ARIs in Guat-
emala, Indoneslia, Sudan, and other coun-
tries. In 1990, the ACSI-CCCD project con-
tinued to assist the development of a national
ARI control program in Lesotho and provided
other ARI assistance in Burundi and Swazl-
land. The HealthTech project Is currently
developing ARI diagnostic tests for use

by nonmedical professionals working at

the community level.

Effective use of the ARI case management
strategy depends on weli-trained and super-
vised health care workers, Operations
research by PRICOR in Colombia, Indonesia,
and the Philippines has revealed a need for
such activities in order to improve health
worker performance.

Another aspoct of USAID's ARI control pro-
gram involves developing communication
programs to teach mothers when and where
to seek help in treating ARIs, a component
shown to be of critical importance in the
Jumia project. In Honduras, HEALTHCOM
recently developed an ARt communication
strategy, including one-on-one demonstra-
tions by health workers, that has improved
mothers’ abllity to care for children with
acute respiratory infectiorns.



PEDIATRIC AIDS
- JEOPARDIZING GAJNS IN CHILD SURVIVAL

® The number of infants born with the
human Immunodeficlency virus (HIV)
Is projected by the World Health Orga-
nization to increase more than tenfold
in the 1990s - from a worldwide total
of 700,000 In 1990 to an estimated
8 to 10 milllon by the year 2000. The
vast majority of those HIV-infected infants
will soon develop AIDS (acquired immu-
nodeficiency syndrome); nearly half will
die before they are two years old; and

80 percent will die before they are five.

In some developing countries, HIV/AIDS
may become the leading killer of children
during the 1990s.

B The projected increase in pediatric
HIV/AIDS cases is based on several
factors: continued increases in the num-
ber of HIV-infected adults (currently 8 to
10 million), increased heterosexual trans-
mission of HIV infection, and the fact that
over 95 percent of HIV-infected adults
are aged 20to 49, which means that many
women are becoming infected during
their prime childbearing years.

B Children will bear an increasing share
of HIV/AIDS morbidity and mortality as
the pandemic continues. An estimated
3 million women of childbearing age were
HIV infected in 1990. Based on studies of
HIV-infected women around the world, 25
to 40 percent of infants born to HIV-infect-
ed mothers will be HIV infected, and the
risk of perinatal transmission (mother to
child) increases with the progression of
the mother's disease.

m Over 80 percent of HIV iurections
occur in the three regions of the
developing world: Africa, 63 percent;
Latin America, 13 percent; Asia/Oceania,
6 percent. Within those regions, the dev-
astating burden of pediatric HIV/AIDS is
falling most heavily in sub-Saharan Africa
and the Caribbean.
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32 AIDS AND CHILD MORTALITY

HIV/AIDS Is expected to increase child mortality by 20 to 43 percent in

10 African countries.
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B In sub-Saharan Africa in particular,
AIDS threatens to reverse the hard
won gains made during the 1980s in
promoting child health and survival.
The World Health Organization estimates
that 5 million adults in sub-Saharan Africa
were HIV infected as of 1990 and that
about half of those infected were women.
Moreover, 90 percent of all perinatal trans-
mission of HIV is estimated to occur in
sub-Saharan Africa. The significance of
these numbers in terms of increased child
mortality is underscored by Figure 32,
which shows the projected annual child
mortality rate during the 1990s - with
and without AIDS - in 10 countries of

East and Central Africa. These estimates
portend an increase in child mortality of
20to 43 percent. In other words, up t02.7
million additional child deaths may occur
in those 10 countries alone in the 1990s
due to HIV/AIDS.

m HIV infection takes its toll quickly
on children. At about six months of age,
the child begins to suffer repeated bouts
of diarrhea, fever, and respiratory infec-
tions. In developing countries, these
illnesses, and the growth faltering that
accompanies them, are similar to illnesses
children commonly experience, and thus,
they often are not recognized as symp-
toms of HIV/AIDS. Moreover, due to

lack of knowledge of how HIV infection
is acquired and the limited availability




of HIV blood-screening tests, many WonF
en at risk in developing countries arétifii
aware of their HIV status nor that of their
child. Even if a child in a developing coun-
try is correctly diagnosed as being HIV
infected, little more can be done than to
treat the symptoms.

m AIDS also threatens the well-being
and survival of children who are not
HIV infected. The impaired heaith and
nutritional status of HIV-infected mothers
can lead to premature birth and low birth
weight of noninfected, as well as infected,
infants. In addition, sickness eventually
limits the ability of HIV-infected mothers
to care for their children, and young chil-
dren are often left in the care of older sib-
lings. When wage earners are infected
with HIV, the resources available for feed-
ing and taking care of children’s other
needs can become strained.

W Another significant aspect of the
AIDs pandemic is the number of chil-
dren orphaned by AIDS. The World
Health Organization estimates that 10
million noninfected children under age
10 will lose one or both parents to AIDS
in the 1990s. Studies indicate that in East
and Central Africa alone, AIDS-related
deaths among women of reproductive
age in the 1990s will leave between 3 and
5 million children motherless. Looking
beyond the 1990s, USAID has projected
that by the year 2015 AIDS will have cre-
ated some 16 million orphans in sub-
Saharan Africa alone.

® Famiiles and public and private child
care organizations are already strain-
ing under the burden of caring for AIDS
orphans. Older members of extended
families are caring for more children while

faced with the loss of the prpductite labor
and emotional support of the adults who
fall victim to AIDS. Orphanages are being
asked to take in more children than they
can care for, and adoption agencies are
finding it difficult to place children of AIDS
parents, even if the children are not infect-
ed themselves. In urban areas, some of
the older AIDS orphans end up on their
own and trying to earn a living on the
streets, where their life-style can put
them at risk of becoming HIV infected.

® Given the grave implications of the
rapid Increases in HIV/AIDS, most pro-
gram efforts are directed at prevent-
ing the spread of HIV among sexually
active groups through fundamental
changes in behavior and teaching chil-
dren and young adults not yet sexually
active about the causes and preven-
tion of AIDS. Through information, edu-
cation and communication, programs are
working to slow the spread of HIV/AIDS
among young women as the first step in
eliminating AIDS as a threat to child sur-
vival. For sexually active women, each
contact with the health care system, wheth-
er for her own or her child’s health, pro-
vides an opportunity to save a life through
AIDS education, including the correct use
of condoms to prevent transmission of
HIV infection.

@ Many developing countries are strug-
gling to deal with the AIDS crisis at
the same time that they are trying to
maintain or increase basic health ser-
vices and make structural economic
adjustments to cope with the results
of years of inflation and recession.
The challenge for the international health
community is to find ways to maintain the
momentum of the global effort to provide
basic health care for all children while
helping to prevent the spread of HIV infec-
tion and caring for those with HIV/AIDS.

PEDIATRIC AIDS )

USAID'S ROLE

n important step toward preventing
AIDS in children Is informing reproduc-

tive-aged teenagers and women about
HIV/AIDS prevention and promoting behav-
foral change to reduce their risk of infection.
In addition to its major support for the WHO
Global Program on AIDS, USAID supports
communication programs, counseling ser-
vices, prevention and treatment of sexually
transmitted diseases, condom distribution,
and blood screening to prevent the spread
of HIV/AIDS in over 65 countries, 24 of
which have projects specifically targeted
toward women of reproductive age.

In 1990, AIDSCOM developed communica-
tion programs that used radio, television,
flims, and brochures to reach women of
reproductive age in 11 countries with HIV/
AIDS prevention information. In Zaire, the
HIV/AIDS Prevention in Africa projeci used
mass media messages to reach young and
prospective parents. With assistance from
AIDSTECH, prevention education, treatment
of sexually transmitted diseases, blood
screening, and condom distribution were
carried out in eight countries in 1990.

HIV/AIDS prevention activitles are being
integrated Into child survival, health, and
family planning projects In host countries.
As a guide to the Integration of AIDS and
child survival programs, AIDSTECH Is pro-
ducing reports on the experience of the
programs in Senegal and Ghana. In Senegal,
mothers seeking child survival or family plan-
ning services at clinics are routinely coun-
geled In HIV/AIDS prevention. In Kenya,
World Vision Rellef and Development teach-
es traditional birth attendants about the
importance of using sterile or disposable
equipment while delivering bables in order

to prevent the spread of HIV.

Research in maternal and pediatric AIDS

is being conducted by the National Institutes
of Health and the Centers for Disease Con-
trol with support from USAID. HIV seroposi-
tivity among pregnant women and perinatal
transmission of HIV are being studied in
Lusaka, Zambla, and in Cité Soleil, Haitl.
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& Nearly 60 percent of the world’s
population - 2.1 billion people in 103
countrles - live in areas where malaria
is endemic. In sub-Saharan Africa, where
80 percent of all cases occur, 1 million
children succumb to malaria annually,
and in many countries the number is on
therise (Figure 33). Malaria is the leading
cause of death among children in Malawi
and Ghana, and throughout the region

it accounts for 25 to 30 percent of child
mortality.

B Between 250 and 300 million new cases
of malaria are estimated to occur each
year. The number of cases worldwide rose
steadily in the 1980s, largely because pop-
ulation growth and migration and develop-
ment-related activities (e.g., deforestation
and hydroelectric power projects) have
increased the opportunities for human
contact with the malaria vector. In addition,
some strains of malaria have become resis-
tant to chloroquine, the main drug for pre-
venting and treating the disease. Severe,
chloroquine-resistant malaria is now a
major problem in at least 55 countries.

® Malaria is caused by a blood parasite,
which is transmitted from one person

to another by the female Anopheles mos-
quito. Malarial infection is also transmit-
ted from mother to child through the pla-
centa. The parasite invades the red blood
cells, which can lead to anemia, spleen
enlargement, liver and kidney failure,
and complications involving the lungs
and brain. Common symptoms include
chills, fever, profuse sweating, nausea,
diarrhea, muscle pain, and prostration.

@ Children’s risk for malarial infection
generally begins at about six months
of age, when passive immunity acquired
from the mother starts to wane. The
fever, chills, nausea, and diarrhea asso-
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As evidenced by hospitat data from Togo, childhood deaths linked to malaria are

on the rise in many African countries.
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ciated with malaria can leave children -
particularly those who are already under-
nourished —seriously weakened and at risk
for other infections. Repeated episodes in
children retard normal childhood growth
and development and increase the risk of
serious complications. Chronic malaria
leads to anemia, which can be persistent
and severe in children, and the two are
often linked as a cause of child mortality
(see Figure 33).

® Infants born to women who have
malaria while pregnant are at risk

for low birth weight. The infants may
also have anemia and a reduced immune
response to other infections and to vac-
cines. In addition, they may have acquired
the infection while in the womb and

develop malaria within a few weeks of
birth. In sub-Saharan Africa alone, some
20 million pregnant women are estimated
to be infected with malaria each year, and
thus at risk for transmitting malaria peri-
natally and for giving birth to underweight
babies. The Centers for Disease Control
estimate that some 3 million African infants
are severely underweight at birth due

to malaria.

& Efforts to prevent and treat malaria
include strengthening diagnostic capabili-
ties by equipping laboratories and devel-
oping more efficient blood-screening
techniques, implementing national malar-
ia control programs, testing the use of




39 MALARIA AND BIRTH WEIGHT

Treatment with an effective drug during
pregnancy can reduce low birth weight.

100 Percent of firstborn Infants with low birth weight in Mangochl, Malaw
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second-line drugs, setting up surveillance
systems, training health workers, and
using a variety of control methods to break
the human-mosquito chain. Progress is
also being made in developing a malaria
vaccine that can be incorporated into the
childhood immunization series, but much
work remains before such a vaccine
becomes a reality.

@ Within child survival programs, early
diagnosis and treatment of malaria
among infants and children and pre-
vention of low birth weight babies are
the primary means of preventing the
potentially life-threatening complica-
tions of malarla. Health care workers
are being trained to recognize the clinical
signs of malaria, to use first- and second-
line drugs correctly, and to look for signs
of drug resistance. Treatment of malarial

infection in pregnant women is also being
investigated. A study conducted in an
area of Malawi with high levels of chloro-
quine-resistant parasites compared use
of the drugs mefloquine and chloroquine
for chemoprophylaxis of pregnant women
and the impact on infant birth weight.
Preliminary results suggest that chemo-
prophylaxis with an effective second-line
drug during pregnancy can reduce pla-
cental infection and the incidence of low
birth weight babies (see Figure 34).

B Malaria control programs have tradi-
tionally relied on a mix of strategies. Prin-
cipal among them have been (1) spraying
mosquito-infested areas with insecticide;
(2) eliminating mosquito breeding areas
by draining ditches, planting trees in
swampy areas, and the like; and (3) pro-
moting family-oriented control measures,
such as use of protective clothing, window
and door screens, and insect repellents.
Recent trials have shown insecticide-
impregnated bed nets to be a safe way of
protecting people from insect bites while
they sleep. The nets can be treated by
community members and are effective
for 6 to 12 months.

B Despite progress in some areas, malar-
ia control programs are in a state of flux.
Concern about the human and environ-
mental impact of heavy use of insecticides
and the development of chloroquine-resis-
tant parasites and insecticide-resistant
mosquitos have prompted a major rethink-
ing of how area-specific programs can best
prevent and treat malaria. Major studies
are in progress (see sidebar) and regional
meetings will be held throughout 1991 as
preparation for a 1992 global summit on
malaria, at which participants will develop
strategies for improved control of malaria.

MALARIA AND CHILD SURVIVAL

USAID'S ROLE

s malarla prevention and control
Abecome more complex, USAID is
focusing on monitoring the problem,
identifying better solutlons, and adapting
programs to address new challenges. Since
1985, USAID has allocated $125 miilion
to malaria activities.

The Vector Biology and Control (VBC) proj-
ect helps some 40 countries develop strate-
gles with a broad range of malaria prevention
and control measures. In El Salvador, VBC
assisted In a community-based malaria treat-
ment and control program that contributed
to an 84 percent decline in malaria cases
nationwide between 1984 and 1990.

Six PVOs in 10 countries support communi-
ty-based malaria control. World Vislon Devel-
opment and Relief and Save the Chlldren
Federation, among others, involve communi-
ties in eliminating mosquito-breeding areas,
teach health workers how to treat malaria,
and establish revolving drug funds.

USAID has long supported research, testing,
and development of a vaccine to reduce ili-
ness and death brought on by malarla. Can-
didate vaccines are now under development
and several have been tested in humans.

in 1990, research on malaria was carrled
out by 34 projects. An Africa Child Survival
Initiative-Combatting Chlidhood Communica-
ble Diseases (ACSI-CCCD) study in Malawi
found that using mefloquine as a chemopro-
phylaxis among pregnant women reduced
the incidence of low birth weight bables.
Studies are also examining the effective-
ness of insecticide-impregnated bednets
and larvae-eating fish. A VBC study found
that effective malaria control measures
can increase labor productivity.

USAID is also supporting research to help
chart new directions in malaria control. The
Institute of Medicine is studying the status
of malaria treatment and control efforts,
including vaccine research, and will make
recommendations on future directions. The
American Association for the Advancement
of Sclence is exploring altemative preven-
tion methods and the impact of other sec-
tors, such as agriculture and forestry, on
malaria in Africa.

- ER




® Today, only haif the children In the
developing world live In families that
have access to safe drinking water.
Even fewer have access to sanitary waste
facit:2s As Figure 35 shows, although
prc - ess is being made in increasing
access to safe water and sanitation in
developing countries, the unmet need

is still large, particularly in rural areas.

M Lack of safe water and adequate
sanitation exposes children to diseases
- principally diarrhea - that threaten
thelr lives. Each year, 4 million children
die from diarrheal disease. For millions
more children, repeated bouts of diarrheal
disease impair their nutritional status,
reduce their resistance to infection, and
slow their overall growth and development.

@ Unsafe water carries disease-caus-
Ing microorganisms, and drinking it or
using it to prepare food is dangerous
to health. Lack of sanitary facilities - toi-
lets or latrines - and ineffective sanitation
practices lead to fecal contamination in
the household and in the community. With-
out sufficient water for personal hygiene
and proper food preparation, family mem-
bers are at risk of being afflicted with
debilitating, even life-threatening, diseases.

B Regearch studies show that increas-
ing the use of safe water and sanitary
waste facilities in developing countries
significantly reduces the toll of diar-
rheal morbidity and mortality. A sum-
mary analysis cf 49 studies of the impact
of water and sanitation on diarrheal dis-
ease indicates that a median reduction of
22 percent was achieved in diarrheal mor-
bidity among adults and children. In three
studies that specifically examined the
impact on childhood mortality, improved
water and sanitation was associated with
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Access to water and sanitation rose in
developing countries during the 1980s.
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a median reduction of 65 percent in child-
hood deaths due to diarrheal disease. (An
earlier section of this report described
how child survival programs are working
to protect children from the devastating
effects of diarrheal disease.)

& Further evidence of the importance
of safe water and sanitary waste faciil-
ties to child survival comes from stud-
les conducted in six countries. Inter-
ventions to improve water and sanitation
in the six countries were associated with
a median reduction of 60 percent in total
child mortality. The percentage reduction
in infant or child mortality reported and
type of intervention involved are shown in
Figure 36. Although the studies reflect a

wide variety of settings and types of inter-

vention, they present a clear picture of the
potential of water and sanitation improve-

ments as a child survival intervention.

m Water and sanitation holds great
promise because they attack the root
causas of many health problems with
a potential long-term solution. For
this great promise to be realized, how-
ever, water and sanitation projects must
be planned and implemented carefully.
First, safe water by itself is not sufficient.
Water projects must also provide access
to safe excreta disposal facilities. Second,
the water supply must be readily acces-
sible and plentiful enough that families
have adequate water for drinking, cook-
ing, and keeping themselves and their
home environment clean.

® From thie standpoint of impact on
health, hygiene education is an Indis-
pensable component of a water and
sanitation project. If families do not
know how to use their new facilities prop-
erly, health benefits will not be forthcom-
ing. In particular, mothers and other care-
takers must know how to store and use
water correctly, to wash their hands with
soap and water — especially before pre-
paring food, to dispose of children’s feces
safely, and so on. Thus, water and sanita-
tion projects place heavy emphasis on
training hygiene educators and other
community workers who can promote
behavioral change in communities newly
served by water and sanitation projects.

B In addition to their direct effect

on improving child health, adequate
water and sanitation improve family
life in ways that benefit children indi-
rectly. For example, if a mother does not
have to spend many hours a day hauling
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The Impact of improved water and sanitation on infant and child mortality is seen

in a varlety of study sites.
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water from a distant river or spring, she
will have more time to spend taking care
of her children and engaging in other
activities to benefit the family. Having easy
access to water enables many families to
have small home gardens in which to
grow food. Safe water and adequate san-
itation facilities bring health to mothers
and fathers, as well as children, which
benefits the entire family.

B Sometimes just obtaining water can
be an economic hardship for famiti~ 3.
In water-scarce areas, families must pur-
chase their drinking water from vendors.
They may pay many times the amount
paid by families with access to communi-
ty wells or municipal water systems, and
often the water is not safe to drink. Money

spent buying water from vendors could be
better spent on food, housing, and school
~all to the benefit of children and adults.

® Water and sanitation improve the
overall quality of life and health. Peo-
ple who live in areas where clean water is
plentiful and taken for granted cannot fully
appreciate the struggles and problems of
the millions of families whose very exis-
tence turns on seeking water. Increasing
access to safe water and adequate sanita-
tion in developing countries will take
commitment on the part of communities,
national governments, and international
donors alike and will be reflected in
healthy and productive families.

WATER SUPPLY AND SANITATION'

USAID'S ROLE

projects can make long-term contribu-

tions to child survival, USAID has allo-
cated $148 million to water and sanitation
for health since 1985. These funds are apart
from USAID support for capital projects and
are focused on community-based systems
and increasing the sustalnability of systems
through policy formulation, Institutional and
human resource development, hygiene edu-
catlon, and cost recovery.

In 1990, 24 countries were assisted by
the USAID-funded Water and Sanitation

for Health (WASH) project. WASH also con-
ducted a technical review of the impact of
water and sanitation on child mortality and
developed a comprehensive training guide
for hyglene education, a critical element

in maximizing the impact of new facllities.
WASH has also worked to Increase women’s
Involvement in water and sanitation activl
ties, for example, by setting up women’s
Interest groups within water user associa-
tions throughout Tunisia.

USAID-asslsted PVOs seek to involve com-
munity members in the planning, construc-
tion, and operation/maintenance of water
and sanitation systems. Through the Baslc
Rural Health project in Zaire, implemented
by Eglise du Christ au Zaire, water supply
and sanitation systems are being built and
operated using labor, material, and funds
contributed by villagers. In Halti, the suc-
cass of a community water project imple-
manted by CARE led the State Potable
Water Service to endorse community-man-
aged water systems. USAID-assisted PVOs
also conduct hygiene education sessions
to teach villagers how to use water and
sanlitation systems properly.

Water and sanitation projects can gain a
community's respect and confidence and
thereby facilltate other child survival activ-
ities. In 200 Bolivian communitles, the
activism Initlally stirred by the desire for
water carried over to health educatlon as
community members tumed out for 2,900
popular health education sessions con-
ducted by CARE.

Recognlzlng that water and sanitation

- KA



CONCLUSION
LESSONS LEARNED AND FUTURE DIRECTIONS

s USAID and other donors look to

Athe 1990s and the new challenges
for child survival, it is valuable

to draw lessons from particular country
experiences that are relevant to child sur-
vival programs as a whole. Evaluation is
part of every USAID project and is con-
tributing to the shape and success of many
child survival projects. In addition to spe-
cific project evaluations, USAID's Bureau
for Program and Policy Coordination has
undertaken a series of evaluations of child
survival programs, beginning with Egypt,
Indonesia, Morocco, and Nepal. Evalua-
tions are now under way in Latin America
and are being planned for Africa. This sec-
tion draws on the evaluations that have
been completed to revisit the major aspects
of USAID’s child survival strategy and to
illustrate important lessons learned.

m Focus on a limited number of proven
interventions. The four completed evalu-
ations offer strong support for beginning
with a limited number of proven inter-
ventions to reduce mortality and catalyze
the expanded delivery of primary health
care services. Egypt initially pursued the
“twin engines” of oral rehydration therapy
(ORT) and immunization and is now
adding acute respiratory infection (ARI),
breastieeding, and other interventions.
Morocco began with four interventions
and Indonesia with a vigorous family plan-
ning program to which child survival
activities were sequentially added. Nepal
pursued a more wide-ranging strategy;
but a focused malaria program dating

to the 1950s and a recent immunization
effort have been that country’s most
successful health programs,

A clear focus enables programs to reach
an ever greater portion of the population
rapidly and to exploit available infrastruc-
ture and personnel. In Egypt, Indonesia,
and Morocco, infant mortality rate has
fallen below 75 deaths per 1,000 live births

EN

and coverage with the BCG vaccine has
been extended to over 80 percent of the
population. Country programs that have
had success in expanding a limited set
of interventions now face two main chal-
lenges. First, focused and sometimes
separate or vertical programs must
consolidate their activities and integrate
them into routine efforts. Second, pro-
grams must evolve and meet broader
health needs and expectations. ARI and
maternal and perinatal health are two of
the problems to be faced in many coun-
tries. In Africa, especially, AIDS and
malaria are two additional challenges.

m Develop country-specific strategies.
The four programs were based on earlier
programs that had built health infrastruc-
ture. USAID-funded projects in the early
1980s had helped the ministries of health
develop and test country-specific strate-
gies that became the basis of their child
survival program. When additional child
survival resources became available, it
was possible to implement the tested
strategies rapidly and on a large scale.

Successful country programs have
adopted effective strategies appropriate

to reach out beyond fixed health facilitics
into communities. Whether by home visi-
tors (Morocco), community health rallies
(Indonesia), mass communication and

the private sector (Egypt), or community
health workers (Nepal), each found a way
to expand coverage well beyond the range
of the existing health infrastructure.

® Encourage donor coflaboration.
USAID always seek to work in conjunction
with other donors. The United Nations
Children’s Fund and the World Health
Organization have been particularly active
in expanding immunization coverage, and
other donors have contributed in other
important ways. Collaboration among

donors enables each to leverage its invest-
ment of human and financial resources.
Donor collaboration has been most suc-
cessful where a specific mechanism has
been set up and regular interaction takes
place around common goals.

H Involve the private sector. The private
sector can play a major role in delivering
basic health services, but in most coun-
tries its potential has oniy begun to be
tapped. Private voluntary organizations
(PVOs) are filling distinct needs in child
survival programs. Some PVOs, such as
Rotary International (polio vaccination),
Helen Keller International and the Inter-
national Eye Foundation (vitamin A), and
the Program for Appropriate Technology
in Health (technology research and devel-
opment), have focused on a selected inter-
vention or area and moved on to large-
scale application-and impact. In countries
such as Bolivia, Haiti, and Sudan, PVOs
have joined together to support services
in large areas of a country. Other PVOs
work on a small scale in underserved com-
munities, as in parts of Indonesia.

Child survival programs have also
engaged the for-profit private sector. In
Egypt and Morocco, the private sector
brought expertise in communication and
social marketing. Local production of oral
rehydration salts and sales through pri-
vate pharmacies contributed to the rapid
expansion of the ORT program in Egypt.
Gaining the support of private physicians
and their medical association was invalu-
able in establishing the credibility of a
new treatment.

B Plan for sustainability. The experience
of the family planning program in Indo-
nesia suggests the elements needed if a
program is to be sustained without donor
support: technical, managerial, and phy-
sical capacity for effective service delivery
and supportive research; long-term politi-
cal will at all levels; consumer demand



for the services offered; and adequate
resources. After 20 years of donor assis-
tance, much of it from USAID, Indonesia’s
family planning program enjoys many of
these features and, most notably, is almost
entirely financed by local resources, much
of which comes from the consumers.

The process of reaching sustainabhility
has begun in important ways in many
other countries. Effective health commu-
nication is building community demand
for child survival interventions. Political
will is being generated and reinforced
both in-country and externally, such as
by the World Summit for Childre 1. Meth-
ods are being developed to generate rev-
enues to support child survival programs
and to ensure that adequate in-country
resources are allocated to them. And
remarkable strides have been made in
building institutions that can continue

to deliver these essential interventions.

Despite this progress, achieving sus-
tainability will take more time and work.
USAID’s support for child survival activi-
ties in the four countries dates to at least
the early 1980s, before the official launch-
ing of USAID’s child survival strategy.
Thus, although the results are impressive,
they were not achieved overnight nor with-
out earlier investments in human and phys-
ical infrastructure. Ensuring that they are
sustained will require continued attention
to the financial underpinnings of the pro-
grams and to the other factors that are
needed to solidify commitment and sup-
port for them.

B Use research and evaluation results.
All child survival programs include evalu-
ations and many also incorporate research
designed to identify problems, test solu-
tions, and gauge impact. Periodic evalu-
ations have shaped projects, sharpened
management, and helped make mid-
course corrections. Moreover, the ability

to monitor results and report on impact
has helped programs sustain support
among host governments and donors.

The application of practical research
results has also strengthened programs,
USAID has supported behavioral and oper-
ations research to support implementa-
tion of projects; development of new tech-
nologies, from new syringes to improved
approaches to measuring mortality; and
demographic and epidemiologic research
to track progress and identify emerging
issues. From increased emphasis on teta-
nus toxoid vaccination in Indonesia to the
development of effective communication
strategies in Egypt and Morocco, practical
research has been an important partner
in child survival programs. And now, as
successful programs achieve their goals,
research is helping them to identify new
priorities and to develop and refine inter-
ventions that address them.

u Looking forward. The success of the
child survival strategy in these countries
and many others forms a solid base for
future programming and for the achieve-
ment of goals adopted at the World Sum-
mit for Children for the 1990s (see side-
bar). Those goals outline a challenge

to meet the broader needs of children.
Achieving them will require a sustained
commitment on the part of developing
countries, communities, and families as
well as the many international and nation-
al groups that can provide assistance,
Achieving them will also require recogni-
tion of the emerging challenges of urban-
ization and industrialization and the pres-
sures of environmental degradation, and
of the spread of AIDS.

The challenge is great, but as President
Bush said on the occasion of the Summit,
“Let a new chapter begin, a time of unity
and hope for a better future for the world’s
children. ... There is much more to be
done, and much that we can do together.”

the following major goals for the sur-

vival, development and protection of
children for the 1990s. These gonls were
developed for implementation in all applica-
ble countries, with appropriate adaptation

in respect to cultural, religious, and soclal
traditions.

T he World Summit for Chlidren set forth

m The reduction of infant mortality by one-
third to 50 per 1,000 live births and mortal-
ity for children under age five to 70 per
1,000 live births by the year 2000,

® The reduction of maternal mortality by half
by the year 2000.

m The reduction, by half, of severe and mod-
erate malnutrition among children under age
five between 1990 and 2000.

u Universal access to safe drinking water
and sanitary means of excreta disposal.

u Universal access to basic education and
completion of primary eduction by at least
80 percent of primary school-aged children
by the year 2000.

m The reduction of adult literacy to at least
half its 1990 level, emphasizing female
literacy.

@ improved protection of children, especially
in difficult clrcumstances.

All relevant United Natlons agencles, includ-
ing the World Health Organization, UNICEF,
the United Nations Population Fund, The
United Nations Educational, Sclentific and
Cuitural Organization, the United Nations
Devslopment Program, the Intemational
Bank for Reconstruction and Development;
a large number of nongovemmental organi-
zations; and virtually all goverments, includ-
ing the United States, participated in the
formulation of these goals.



reventing infant and child
Pdcaths is a concern of critical

humanitarian and development
importance, and many of the Bureau
for Africa’s activities aim to increase
the likelihood that African children
will live to achieve their full poten-
tial. Children who are malnourished,
stunted, subjected to malarial attacks,
or suffer vitamin A deficiency may
be at a serious disadvantage later
in life. They may be too ill to attend
school regularly, or too weak to con-
centrate on activities leading to lit-
eracy and numeric skills. Countries
whose people are afflicted by high
rates of diseasc and malnutrition may
be unable to realize the full benefits
of development.

The Bureau for Africa began targeting
infants and children with improved
health services in 1981 with the initi-
ation of the Africa Child Survival Ini-
tiative-Combatting Childhood Com-
municable Diseases (ACSI-CCCD)
project in 13 participating countries
(see Appendix III for the 9 currently
active countries). The project focused
on three strategies - increasing im-
munizations, controlling diarrheal
diseases, and controlling malaria.
Later, in 1985, the Bureau determined
that priority attention and funding
would be given to child survival pro-
jects in eight “emphasis” countries.

The ultimate goal of the Bureau's
child survival activities is to bring
about a substantial reduction in mor-
tality among African infants and chil-
dren. Considerable progress toward
this goal has been achieved through-
out the region. As scen in the accom-
panying ci:art, the infant mortality
rate dropped 16 percent during the
1980s. Five African countries have
reached the target infant mortality
rate of 75 per 1,000 live births: Bots-
wana (63), Congo (69), Kenya (74),
Zambia (75), and Zimbabwe (60).

Since 1985, vaccination coverage of
children under 12 months of age has
doubled in the child survival empha-
sis countries for BCG, DPT3, polio3,
and measles, For the entire African
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region, DPT3 coverage has increased
by more than 20 percent. Burundi,
Malawi, and Swaziland have achieved
the Bureau's target of 80 percent cov-
erage for DPT3, and the Central Afri-
can Republic, Malawi, and Swaziland
have achieved the Bureau's target

of 80 percent coverage for measles.

The incidence of vaccine-preventable
disease is continuing to decline or is
remaining steady in the region as a
whole. In many ACSECCCD countries,
continued declines in disease rates
may be related to improved super-
vision, in-service training, and cold-
chain monitoring. Countries with un-
usually successful immunization pro-
grams, such as Lesotho, are generally
small, well organized, and relatively
free of political unrest.

The use of oral rehydration therapy
(ORT) has tripled throughout the
African region since 1985 - from
just below 10 percent in 1985 to 35

percent in 1989. To achieve this,

the Bureau has pursued several strat-

egies, including health education,
increased availability of oral rehydra-
tion salts (ORS), and training moth-
ers in the use of ORT while continu-
ing to feed their children during
diarrheal episodes. Among the child
survival emphasis countries, Kenya
leads with an ORT use rate of 63 per-
cent. Domestic production facilities
for ORS have been established in
Burundi, Lesotho, Nigeria, and Zaire.
Some governments have adopted pol-
icies promoting home preparation of
oral rehydration solutions. Diarrheal
training units have been instituted
widely in health facilities, which has
led to decreased hospital admissions.

Despite improved infant and child
survival throughout Africa, total
deaths among children are actually
increasing-due to population growth.
Other factors that may increase child
deaths include resurgent malaria,
the AIDS pandemic, and famine or
drought, particularly if economic

difficulties are not overcome. Eighty
percent of the world's malaria cases
occur in sub-Saharan Africa, and
most of these cases are resistant to
chloroquine treatment. One million
children succumb to malaria each
year, and an estimated 3 million in-
fants are born with low birth weight
as a result of maternal malarial infec-
tion during pregnancy. Through the
ACSI-CCCD project, the Bureau

for Africa is examining second-line
drugs, expanding the use of diagnos-
tic microscopy, studying nonmedical
means of controlling malaria (includ-
ing insecticide-impregnated bednets),
and assisting in the development of
surveillance systems.

The HIV/AIDS Prevention in Africa
project was initiated by the Bureau
in 1988 to respond to the HIV/AIDS
crisis. The full impact of AIDS on
infant and child health is not antici-
pated before 199193, and it may be
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significant enough to nullify the
gains in child survival that immuni-
zation and other interventions have
achieved. Because an estimated 1
million African women are HIV in-
fected, in some areas the number of
AIDS orphans may exceed the capac-
ity of relatives to care for them and
may swamp institutional child-care
facilities as well, Thus, besides its
direct effects in reducing adults’
capacity to provide adequate child
care, AIDS may indirectly increase
child deaths as well.

Famine and drought, which are par-
ticularly common in Africa, result

in food shortages and severe malnu-
trition. The Bureau for Africais sup-
porting the integration of infant feed-
ing into child survival, health, and
family planning programs. The Nutri-
tion Communication Project, along
with PRITECH and Wellstart, aims
to integrate infant feeding compo-
nents into diarrheal treatment pro-
grams throughout the region.

Although clear progress has been
made in controlling infant and child
mortality, it is questionable whether
this progress can be sustained in the
eventual absence of donor assistance
and outside expertise. A recent study
identified factors that promote sus-
tainability; these include (1) demon-
strated effectiveness, (2) full integra-
tion of activities into established
administrative structures, (3) signifi-
cant funding from national sources,
and (4) a strong training component.

The Bureau is currently designing
anew approach to foster sustainable
development in the health, popula-
tion, and nutrition sector. Building on
successful regional project elements,
the Bureau’s Africa Public Health
and Population Support project will
reinforce bilateral child survival pro-
grams in the context of an integrated
approach to strategic planning, anal-
ysis, impact reporting, and informa-
tion sharing throughout the sector.
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KENYA HIGHLIGHTS

® Kenya has achieved a substantial
increase in the use of oral rehydra-
tion therapy (ORT) over the past
five years. The 1990 ORT use rate
was 63 percent, up from only 3 per-
cent in 1985, Additionally, among
surveyed women who breastied their
infants, nearly all (97 percent) contin-
ued breastfeeding during the infants’
bouts of diarrhea. High levels of
ORT use are thought to reflect the
common Kenyan practice of leeding
gruels, milk, and fruit juices for
treating diarrhea in the home,

® A Food and Fluid Panel of Kenyan
pediatricians and a communicator
has recommended use of i, a local-
ly available porridge, as a rehydrat-
ing fluid during diarrhea. The panel
endorsed home use of w7 after review-
ing surveys on the control of diar-
rheal diseases and weighing such
factors as the nutritional and rehydrat-
ing value of uji, the availability of oral
rehydration salts, and the importance
of early treatment of diarrhea with
foods and fluids. In addition to provid-
ing specific guidance on how to use
uji during diarrhea, the panel recom-
mended use of other fluids, breast-
feeding, and proper weaning. Kenya
is one of the first countries to develop
and implement a policy for the home
management of diarrhea.

BILATERAL PROJECTS

® Family Planning Services and
Support works with Kenya's Nation-
al Council for Population and Devel-
opment to improve health and family
planning services nationwide, With
project support, eight local organiza-
tions provide community-based fami-
ly planning services to over 150,000
family planning users through a net-
work of family planning associations,
women's groups, and church organ-
izations. The Child-to-Child pilot
project in Siaya district encourages
schoolchildren to refer infants in
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REPUBLIC OF KENYA

DEMOGRAPHIC Annual Infant Deaths:
INDICATORS 80,011 (89)

Total Population: Infant Mortality Rate:
23,000,000 (89) 74/1,000 (89)

Life Expectancy at Under 5 Mortality
Birth: Rate:

59 Years (90) 106/1,000 (90)
Children Under 1: Total Fertility Rate:
1,025,222 (89) 6.7 Children (89)

their community for immunizations
through a school-based competition.
Efforts have resulted in a 93 percent
increase in measles coverage, Child-
to-Child activities are being expand-
ed to six other districts with low
immunization coverage.

1 Community Based Child Sur-
vival, administered through Chris-
tian Organizations Research Adviso-
ry Trust, assists Kenyan churches
to expand community-based health
and child survival programs. In 1990,
nearly 1,500 volunteer community
health workers were trained to pro-
mote the full range of child survival
interventions by motivating behav-
ioral change to avert recurring and
preventable diseases.

m Health Care Financing Sector
Grant supports policy and structural
changes in the health sector to in-
crease financial sustainability of
liealth services. In December 1989,
the Ministry of Health initiated cost
sharing. In each health district, 25
percent of the revenue generated
will be retained for primary and pre-
ventive health services.

u Private Sector Family Planning
works with the National Council for
Population and Development to
introduce family planning services
and distribute contraceptives through
nongovernmental organizations and
other private sector groups to help
prevent high risk births.

REGIONAL PROJECTS

® Africa Child Survival Initiative-
Combatting Chlidhood Commu-
nicable Diseases (ACSI-CCCD)
is supporting a study on the use

of insecticide-impregnated bed nets
to prevent malaria transmission.

m HIV/AIDS Prevention in Africa

is designing an AIDS education and
condom distribution project for high
risk groups in Mombasa, long-dis-
tance truck drivers, and disadvan-
taged persons in Nairobi. Workshops
on AIDS for family planning service
providers were also sponsored.

CHILD SURVIVAL Oral Rehydration Appropriate Infant
INDICATORS Therapy: Feeding: 58% (89)
Immunization ORS Access: 63%(89)  Exclusively

Coverage: ORT Use: 63% (89)  Breastfed: 24% (89)
DPT3: 74% (90) Contraceptive Introduction

Polio3: 71% (90)  Prevalence:  18% (89)  of Solids: 71% (89)
MC‘[SI"S: 5% (0)  Adequate Breastfed 1 Year

BCG: 80% (90)  Nutritional orlonger:  88% (89)
Tetanus2+:  37% (90)  Status: N/A  seeData noTES
USAID/WASHINGTON u Demographic and Health Sur-
SUPPORT veys assisted in conducting and ana-
U.S. Private Voluntary lyzing the IQ8$) Kenya Demographic
Organizations/FVA/PVC and Health Survey.

® African Medical and Research
Foundation is promoting a full range
of child survival services in urban
slums of Nairobi, among the nomad-
ic Maasai tribe, and in rural villages
of Kibwezi. The project achieved im-
munization coverage goals for chil-
dren under age five in all three proj-
ect areas. Immunization coverage
rates for children aged 12to 23 months
were 93 percent in Maasailand, 70-80
percent in Kibwezi, and 96 percent

in urban Nairobi. The ORT use rate
was reported at 79 percent based on
data collected in a 1989 survey. Ser-
vices in Nairobi's slums are continu-
ing under a 1990 child survival grant.

m Minnesota International Health
Volunteers is building the Chandaria
Health Center, scheduled to open in
1991, to provide maternal and child
health services. The new clinic will
be the center for a community-based
health care program and a training
program for health workers. Nearly
90 community health workers volun-
teered to participate in the first train-
ing course,

u World Vision Relief and Develop-
ment improves immunization cover-
age, diarrhea prevention, nutrition,
and malaria control in the Kajiado
district. The project has had an im-
pact on mothers' attitudes and prac-
tices in the control of diarrhea with
home-prepared rehydrating fluids.
The project’s 20 outreach centers are
visited by 90 percent of the mothers
in the project area for child immuni-
zation services. The project is also
incorporating AIDS/HIV awareness
and prevention activities into the
training of traditional birth attendants.

Bureau for Sclence and
Technology Support

W AIDSTECH works in AIDS educa-
tion, training, and prevention.

m HealthTech (Technologies for
Child Health) develops and tests
immunization technologies.

m MEDEX Support (NurseCare),
with the Kenyan Nursing Council,
began implementing the first nation-
al nursing eurriculum in child sur-
vival and related maternal health.

M PRITECH (Technologies for Prima-
ry Health Care) helped develop com-
munication materials such as posters,
booklets, and a logo for the Control
of Diarrheal Disease Program.

 REACH (Resources for Child
Health) assisted Kenya's Expanded
Program on Immunization in man-
agement, logisties training, and so-
cial marketing to stimulate demand
for inmunization.

1 WHO Global Program on AIDS
assists in AIDS control activities.

o WIN (Women and Infant Nutrition:
A Family Focus) supports lactation
management training programs
through the Wellstart/San Diego
Lactation Program.

Short-term technical assistance
was reported as follows:

® Health Financing and Sustain-
abillity conducted a review of alter-
native cost recovery mechanisms.

u Health Resources Support
(Department of Health and Human
Services) provided technical assis-
tance in health care finance.

® Historlcally Black Colleges and
Universitles conducted research on
schistosomiasis through a grant to
Drew Medical School.

m Nutrition Education and Soclal
Marketing Field Support assisted
in a communication program promot-
ing exclusive breastfeeding during
diarrhea.

B Vector Biology and Control
advised on malaria control efforts.



DEMOGRAPHIC Annual Infant Deaths: CHILD SURVIVAL
INDICATORS 70,574 (90) INDICATORS

Total Population: Infant Mortality Rate: Immunization
8,754,092 (90) 144/1,000 (90) Coverage:

Life Expectancy at Under 5 Mortality DPT3: 81% (90)
Birth: Rate: Polio3: 79% (90)
48 Years (90) 251/1,000 (90) Measles: 80% (90)
Children Under 1 Total Fertility Rate; BCG: 97% (90)
439,339 (90) 7.6 Children (90) Tetanus2+:  72% (89)
MALAWI HIGHLIGHTS in the United States. The medical

® Onc of the leading killers of chil-
dren in Malawi is malaria, a parasitic
disease that can lead to low birth
weight, severe anemia, and malnu-
trition. In response to the pervasive- -
ness of parasite strains that are
resistant to chloroquine (a drug tra-
ditionally used to treat malaria), the
Mangochi Malaria Rescarch project,
condurted by the Ministry of Health
(MOH) with assistance from the
U.S. Centers for Disease Control,

is testing the expanded use of meflo-
quine, Preliminary results from the
study suggest that chemoprophylax-
is during pregnancy with an effective
drug can lead to a significant im-
provement in infants’ birth weight.

m Having attained immunization cov-
erage rates of over 80 percent for chil-
dren aged 12 to 23 months, the MOH
is aiming at increasing the immuni-
zation program’s institutional and
human resource capacities. Efforts
to increase the availability and use of
services at the community and fami-
ly levels will enhance sustainability.

BILATERAL PROJECTS

® Health Institutions Development,
a six-year program implemented with
assistance from Howard University,
ended in September 1990. The proj-
ect supported in-service training in
health and family planning, includ-
ing child survival interventions. Over
1,000 service providers received train-
ing, including private sector health
providers, primarily from the Private
Hospital Association of Malawi.

= Human Resources and Institu-
tional Development supports tech-
nical assistance to strengthen the
capacities of training institutions and
service delivery units in planning,
implementing, and evaluating an
expanded primary health care sys-
tem. During 1990, four nurses/tutors
from the Mlambe Hospital and
Kamuzu College of Nursing were
funded to study for master's degrees

assistants training program at the
Lilongwe School for Health Sciences
has been strengthened through
improved curriculum design.

# Promoting Health Interventions
for Child Survival assists the gov-
ernment in increasing and expand-
ing its primary health care research,
training, and services and in extend-
ing rural piped water supplies. An
estimated 1.5 million rural Malawians
are expected to benefit from the inte-
grated services of health care, health
education, and piped water and sani-
tation. Expanded teams of ministry
workers will assist village health
committees and health workers to
providv materaal and child survival
services, Lealth personnel training
activitics begun under the Health In-
stitutions Development project have
been incorporated into this project.

| Services for Health, Agriculture,
Rural and Enterprise Development
is a new project, implemented
through the Experiment in Interna-
tional Living, to support private vol-
untary organizations engaged in
primary health care, child spacing,
and AIDS programs,

REGIONAL PROJECTS

& Africa Child Survival Initiative-
Combatting Chlidhood Communi-
cable Diseases (ACSI-CCCD) has
supported a research study in Man-
gochi district. The study provided
important epidemiological data on
the effect of malaria during pregnan-
cy and its impact on infants, includ-
ing its association with low birth
weight and mortality (see highlights).
A new five-year national malaria con-
trol strategy has also been developed.

m HIV/AIDS Prevention in Africa
supports a research program with
Johns Hopkins University and Proj-
ect HOPE that is providing education
and training.

REPUBLIC OF MALAWI .

USAID CHILD SURVIVAL
& HEALTH FACT SHEET

Oral Rehydration Appropriate Infant

Therapy: Feeding; N/A

ORS Access:  56% (88)  Exclusively

ORT Use: 14% (88)  Breastfed: N/A)

Contraceptive Introduction

Prevalence: 1% (84)  of Solids: N/A

Adequate Breastfed 1 Year

Nutritional or Longer: N/A

Status: 70% (80)  see DATA NOTES

USAID/WASHINGTON addition, the health promoters en-
SUPPORT courage expectant mothers to attend
U.S. Private Voluntary prenatal clinics and teach new moth-
O'rg.anlzatlons /FVA/PVC ers about child spacing and infant

m Adventist Development and Re-
lief Agency (ADRA) supports vita-
min A capsule distribution to 41,000
children under age six and to 20,000
pregnant and lactating women as an
integral part of its Malamulo Hospi-
tal Community Health outreach pro-
gram. Community health volunteers
deliver vitamin A capsules and teach
mothers about growing vitamin A-
rich vegetables, Helen Keller Inter-
national assisted in the development
of a series of seminars to train health
workers to deliver vitamin A ser-
vices. In 1990, ADRA was awarded

a new three-year grant to supplement
health and child survival services to
114,000 women and children living
in Nsanje district.

u International Eye Foundation
works with the MOH and local agen-
cies to reduce infant and child mor-
bidity and mortality in the lower
Shire Valley by lessening the preva-
lence of vitamin A deficiency. Some
90,000 children under age six were
targeted for vitamin A supplementa-
tion and 120,000 women aged 15 to
35 were targeted for nutrition educa-
tion. The 1990 midterm evaluation
found that vitamin A distribution
targets were surpassed.

@ Project HOPE was awarded a
grant to conduct a feasibility study
for a unique project to supplement
child survival services on private
tea estates. The project will focus
on more than 50,000 women and
children residing in a section of
Thyolo district.

m Save the Children Federation
serves 147,000 people in north and
central Malawi. Voluntecr village
health promoters train families to
use oral rehydration therapy and
encourage them to complete immu-
nization schedules and take children
to growth monitoring sessions, In

and child feeding practices, Commu-
nity vegetable gardens have been
started, and 20 schools joined in a
competition designed to stimulate
production of vitamin A-rich vegeta-
bles. The project has also begun to
distribute vitamin A capsules,

SVITAP (Vitamin A Technical Assis-
tance Progran) assisted in vitamin
A-related activities,

u World Vision Rellef and Devel-
opment was awarded a new grant to
supplement primary health care and
child survival services in the Lilong-
we district in the central region. The
project will target 22,000 women and
children living in the area.

Bureau for Science and
Technology Support

= AIDSCOM works with the MOH
on AIDS policymaking, program
development, and information and
communication activities, including
an AIDS education program for
schools.

® WHO Global Program on AIDS
assisted in AIDS control activities.

Short-term technical assistance
was reported as follows:

® AIDSTECH provided technical
assistance related to strengthening
surveillance systems, training in data
management, and studying the eco-
nomic impact of AIDS in Malawi.

m Health Resources Support (U.S.
Centers for Disease Control) provid-
ed training in malaria vector ecology
and biology.

m PRITECH (Technologies for
Primary Health Care) supported
diarrheal disease control activities.

® WASH (Water and Sanitation for
Health) assisted in water supply and
sanitation activities.

L



DEMOGRAPHIC
INDICATORS

Total Population:
9,213,797 (90)
Life Expectancy at
Birth:

45 Years (90)

Annual Infant Deaths:
50,655 (90)

Infant Mortality Rate:
108/1,000 (87

Under 5 Mortality
Rate:
281/1,000 (90)

MALI HIGHLIGHTS

m Neonatal mortality among children
aged 5 to 14 days old dropped 75
percent between 1988 and 1989 in a
USAID-supported private voluntary
organization's project area. Accord-
ing to preliminary figures of Save
the Children Federation’s midterm
evaluation, a change in governmental
policy that increased tetanus cover-
age from just pregnant women to all
women of childbearing age is already
having a clear impact on neonatal
mortality.

m A growing trend toward privatiza-
tion is increasing distribution chan-
nels (e.g., small drugstores, private
physicians, nongovernmental organi-
zations) for the new, locally produced
oral rehydration salts (ORS), Kene-
yaji and other commodities. Private
sector participation is strengthening
the supply component of health ser-
vices delivery. The number of private
pharmacies in Bamako has grown
from 3in 198910 32in 1990, and new
pharmacies are opening in second-
ary cities.

BILATERAL PROJECTS

o Integrated Famlly Health Ser-
vices assists 15 health centersin
and around the capital city of Bamako
that provide immunization and con-
trol of diarrheal diseases. The proj-
ect has strengthened the Family
Health Division of the Ministry of
Health (MOH), which is responsible
for implementing many child sur-
vival interventions. Major accom-
plishments in 1990 include develop-
ing a strong financial control and
accounting system with the assis-
tance of a full-time resident advisor.

= Dioro Child Survival is adminis-
tered by the Government of Mali
through Africare. The project is
located in Dioro in the Segou region
and serves some 31,000 people in
31 villages. In 1989, its first year of
operation, the project conducted a

B

Children Under 1:
433,570 (90)

Total Fertility Rate:
5.6 Children (87)

comprehensive survey of child health
status and provided nutrition and
health education training programs
for nurses, community health work-
ers, and mothers. Vaccination activi-
ties targeting children and women
were initiated in 1990.

u PVO Co-Financing: Seventh
Reglon Child Survival Project is
being implemented by World Vision
Relief and Development in the re-
mote desert areas of the Koutiala
region. The project covers about

288 villages spread across 131,000
square kilometers. Nutrition-related
activities include growth monitoring,
training mothers in iafant/child food
preparation, and providiug health
and nutrition education. Using Public
Law 480 food assistance, the project
distributes food to children and preg-
nant and lactating women. The proj-
ect’s nutrition surveillance system
indicates that 60 percent of the chil-
dren are malnourished.

REGIONAL PROJECTS

o Africa Child Survival Initiative-
Combatting Childhood Communi-
cable Diseases (ACSI-CCCD) sup-
ports the Diarrheal Disease Control
Program with technical assistance
provided through PRITECH. The
program designed a national ORS
social marketing project for locally
produced ORS packets. Educational
messages were delivered through
radio and print media. A recent sur-
vey showed a significant improve-
ment in oral rehydration use from

3 to 41 percent in three major prov-
inces and the capital city of Bamako.
This increase involved use of both
ORS and sugar-salt solutions. Educa-
tional materials aimed at improving
breastfeeding and infant feeding
practices, vitamin A intake, and iden-
tification of cases of malnutrition are
being developed for use in four areas.

CHILD SURVIVAL Oral Rehydration Appropriate Infant
INDICATORS Therapy: Feeding: A2% (87)
Immunization ORS Access:  46% (89)  Exclusively

Coverage: ORT Use: 41% (89)  Breastfed: 8% (87)
DPT3: 29% (90)  Contraceptive Introduction

Polio3: 29% (90)  Prevalence: 1% (87)  of Solids: 51% (87)
Measles: 47% (30)  Adequate Breastfed 1 Year

BCG: 78% (90)  Nutritional orLonger:  91% (87)
Tetanus2+:  18% (90)  Status: 60% (87)  seeOATA NOTES

® A grant to the United Natlons
Development Program is being
used to implement nutritional sur-
veillance and to train health center
workers in the Mopti region in
growth monitoring activities.

m HIV/AIDS Prevention In Africa
is a joint activity of AIDSTECH, the
National AIDS Committee, and the
Division of Social Affairs. The pro-
gram offers a comprehensive and
integrated approach to the preven-
tion of HIV infection and sexually
transmitted diseases among com-
mercial sex workers in Bamako.

U.S. Private Voluntary
Organizations/FVA/PVC

m CARE supports the Macina

Child Health Project in central Mali,
an area that includes 32,000 children
under age six. The project supports
five fixed centers and two mobile
teams to assist the government’s
immunization efforts. The immuni-
zation rate — 90 percent of children
under age six - is among the high-
est in the country.

m Foster Parents Plan, under a
new grant awarded in 1990, is plan-
ning to expand child survival activ-
ities initiated in the Banamba area
under an earlier project. Emphasis
will be on diarrheal disease control
(extending knowledge of oral rehy-
dration therapy to rural village com-
munities), nutrition education, vita-
min A supplementation, and specific
disease-targeted activities.

m Save the Children Federation
works in five districts of Kolondieba
circle, which have over 28,500 chil-
dren under five years. By the end of
June 1990, through fixed centers and
mobile teams, 74 percent of children
aged 12 to 23 months were reported
to be completely vaccinated against
the six vaccine-preventable diseases,
and 93 percent of women aged 15 to
49 were vaccinated against tetanus.
The project is also training mothers
in the correct use of ORS to prevent
dehydration from diarrhea, During

1990, growth monitoring activities
resulted in the identification and
targeting of villages with the highest
levels of malnutrition,

= World Vision Rellef and Devel-
opment extends maternal and child
health activities to six districts of the
Koutiala region. The project provid-
ed growth monitoring equipment
for 20 rural dispensaries. Based on
successful nutrition activities in one
area, the project expanded its activi-
ties into 11 wards of Koutiala town
in collaboration with the Union

of Malian Women. Women in the

11 wards were trained as volunteer
health workers, called animatrices,
to help identify malnourished and
other high risk children through
home visits and refer them to health
facilities. Weekly classes for the vol-
unteers are held on such topics as
ORS preparation, improved nutrition,
and health education.

Bureau for Science and
Technology Support

® AIDSTECH assists in AIDS educa-
tion and prevention in the Bamako
district.

m Nutrition Education and Social
Marketing Fleld Support assisted
the MOH in developing a vitamin A
communication strategy. Work con-
tinued on a manual for identifying
malnourished children and counsel-
ing their parents.

m TAACS (Technical Advisor in
AIDS and Child Survival) supports
a public health advisor, who assists
in planning, managing, and imple-
menting child survival and AIDS
activities.

Short-term technical assistance
was reported as follows:

# PRITECH (Technologies for Pri-
mary Health Care) participated in

a qualitative study on weaning and
feeding during diarrhea and promot-
ed community awareness of ORS.




DEMOGRAPHIC Annual Infant Deaths; CHILD SURVIVAL
INDICATORS 54,300 (90) INDICATORS

Total Population: Infant Mortality Rate: Immunization
7.744,000 (90) 134/1,000 (90) Coverage:

Life Expectancy at Under 5 Mortality DPT3: 13% (90)
Birth: Rate: Polio3: 13% (90)
47 Years (90) 218/1,000 (90) Measles: 21% (90)
Children Under 1: Total Fertility Rate: BCG: 50% (90)
360,960 (90) 7.1 Children (90) Tetanus2+:  44% (90)

NIGER HIGHLIGHTS

u The Government of Niger has
made an historic decision to institu-
tionalize a cost recovery scheme

in health facilities starting in 1991,
Studies on cost recovery in hospitals
conducted during the first two years
of the Niger Health Sector Support
project were instrumental in bring-
ing the government to this decision.
Another study has resulted in the
Ministry of Public Health’s (MOPH)
creation of a new office to supervise
and control the purchase and distri-
bution of pharmaceuticals.

| Strong community support and
pride in village health workers are
key indications that the Village Health
Team program, which began in the
early 1960s, is still providing valuable
services. Operations research con-
ducted by PRICOR found, however,
that while communities hold the work-
ersin high esteem, they provide little
help to sustain their services. Further
investigation revealed a community
willingness to pay for services and,

in some cases, to offer a small profit
to increase health worker incentive,
As a result of this research, the Min-
istry of Public Health is investigating
ways to strengthen training and en-
hance supervision systems and may
sponsor a national mass media cam-
paign to revitalize the Village Health
Team program,

BILATERAL PROJECTS

® Africare Chlld Support, through
a USAID grant to Africare, provides
oral rehydration therapy (ORT),
nutrition counseling, and growth
monitoring activities to strengthen
child survival programs in the cul-
turally diverse Dosso and Diffa dis-
tricts. Trained village health workers
promote health and nutrition in the
villages, in particular such preventive
activities as ORT, hygiene, and malar-
ia control. In response to drought,
communal gardens are being pro-
moted for food security.

» Family Health and Demography
supports the government's efforts

to improve maternal and child health.
Building on previous accomplish-
ments in making family health ser-
vices available nationwide and train-
ing health managers and service pro-
viders, activities in 1990 focused on
strengthening management and in-
frastructure development. Technical
advisors from University Research
Corporation worked with the Direc-
torate of Family Planning to establish
management systems, comprehen-
sive work plans, a national contracep-
tive logistics systemn, a standardized
in-service training program for health
workers, and a plan for operations
research.

® Health Sector Support program
provides the Government of Niger
with budgetary and technical sup-
port to investigate possible policy
reforms and cost recovery systems
designed to increase health sector
efficiency. The program is being
implemented by the MOPH and the
Ministry of Plan with technical assis-
tance from Tulane University and
Abt Associates. Progress is reported
toward devising cost recovery sys-
tems, improving the accounting
system at Niamey Hospital, adopting
a list of essential medications to be
sold at reduced prices, and costing
drugs purchased by the parastatal
pharmaceutical monopoly. A law le-
galizing the use of contraceptives has
been implemented, and a plan for a
population policy has been proposed.

REGIONAL PROJECT

® Africa Child Survival Initiative-
Combatting Childhood Communi-
cable Diseases (ACSI-CCCD) sup-
ports technical assistance provided
through PRITECH to the national
Control of Diarrheal Diseases pro-
gram. A seminar on appropriate diar-
rhea case management for physicians

Oral Rehydration Appropriate Infant
Therapy: Feeding: N/A
ORS Access:  47% (89)  Exclusively

ORT Use: 54% (89)  Breastfed: N/A
Contraceptive Introduction
Prevalence: 1% (87)  of Solids: N/A
Adequate Breastfed 1 Year
Nutritional or Longer: N/A
Status: 88% (89)  seevATANOTES

and nurses working in maternal and
child health centers resulted in fewer
referrals for diarrhea to hospitals
and fewer deaths due to dehydration.

U.S. Private and Voluntary
Organizations/FVA/PVC

w CARE is working with the MOPH
to reinforce selective health services
in 48 villages in two districts of the
Zinder department. A series of short-
er, more focused training sessions
has been held throughout the project
area for 67 health center personnel.
Topics covered included the control
of diarrheal discase, growth monitor-
ing, and vitamin A supplementation.
Revised procedures and health charts
to be used to identify, record, and
follow-up on malnourished children
were introduced at these sessions.
Follow-up supervisory visits involved
the village leaders and thereby
strengthened community support for
the workers. The training has result-
ed in increased community-level
health education activities, including
group discussions, home visits, and
community health campaigns.

u Helen Keller International has
been fighting vitamin A deficiency
since 1986 and supports operations
research to determine how best to
promote the distribution of vitamin
A capsules. The project is helping
the MOPH develop a national vitamin
A strategy that will integrate distri-
bution of vitamin A capsules with

the Expanded Program on Immuni-
zation. In addition to providing ongo-
ing technical assistance to nongov-
ernmental organizations, the project
is conducting baseline surveys,
reviewing priority program needs,
and developing measurable goals.

Bureau for Science and
Technology Support

m CSAP Support (Health and
Child Survival Fellows) provides

an epidemiologist/health educator
to assist in the design, coordination,

USAID CHILD SURVIVAL
& HEALTH FACT SHEET

and evaluation of nutrition, immu-
nization, diarrheal disease, malaria,
and other health and child survival
activities.

u Nutrition Education and Soclal
Marketing Fleld Support project
conducts research on infant feeding
practices. A “mini-project” is assess-
ing how adoption of simple technolo-
gies could improve vitamin A con-
sumption in rural Niger.

= PRICOR (Primary Health Care
Operations Research) assister the
MOPH in a comprehensive analysis
of the national Village Health Teamn
program. Five continuing studies
are investigating problems identified
in carlier analyses.

u PRITECH (Technologies for
Primary Health Care) supports

the national diarrheal disease con-
trol program and also assists with
the training and supervision of
health professionals. As a result of
the 1989 PRITECH-assisted Health
Facility Survey, intensive work is
under way to improve diarrhea case
management practices and to estab-
lish oral rehydration units in the

11 maternal and child care centers
in Niamey.

m TAACS (Technical Advisor in
AIDS and Child Survival) assists
the government in designing, devel-
oping, coordinating, and evaluating
nutrition activities within the child
survival strategy.

Short-term technical assistance
was provided as follows:

m ORT Help worked with Peace
Corps volunteers who teach nutri-
tional practices to families and care
for malnourished children.

m Vector Blology and Control
assisted in assessing malaria control
activities.




NIGERIA HIGHLIGHTS

B A 1989 international evaluation of
the Expanded Program on Imnwuni-
zation estimated that immunization
services provided that year averted
100,000 deaths that would have oth-
erwise resulted from the six vaccine
preventable discases targeted by the
program.

® Health and child survival messages
are gaining coverage on broadcast
programs, such as children’s shows,
family entertainment, and documen-
taries. The Federal Ministry of Health
(FMOH) has been developing new
approaches to health communication
and public education since 1984. With
assistance from HEALTHCOM, state-
level workshops for media writers
and producers of popular Nigerian
programs are promoting the incor-
poration of primary health care and
family planning niessages into popu-
lar programs.

BILATERAL PROJECT

m Nigerian Health Sector Assis-
tance is designed to encourage
major reforms in primary health care
policies by providing grants directly
to local government areas where
health services are delivered. Field
studies are under way to test the fea-
sibility of changes in health financing
policies. These include contracting
with the private sector for support
services in tertiary health care facili-
ties, operating private patient wings
in public health facilities, permitting
private physicians to use the facilities
of public hospitals, and allowing all
senior medical staff employed at pub-
lic facilities to have private practice
during off-duty hours.

DEMOGRAPHIC Annual Infant Deaths:
INDICATORS 518,152 (90)

Total Population: Infant Mortality Rate:
108,541,897 (90) 100/1,000 (90)

Life Expectancy at Under 5 Mortality
Birth: Rate:

51 Years (90) 165/1,000 (90)
Children Under 1: Total Fertility Rate:
4,793,034 (90) 6.7 Children (90)

REGIONAL PROJECT

u Africa Child Survival Initiative-
Combatting Childhood Commu-
nicable Diseases (ACSI-CCCD),
which was begun in 1987, is a multi-
donor project of the FMOH, USAID,
UNICEF, and the World Health
Organization. The project works to
expand the nation's primary health
care services, especially immuni-
zations for infants, prevention and
control of diarrheal discases, and
malaria control. During 1989-1990,
the project supported the adminis-
tration of 1.4 million doses of DPT3
and polio3 vaccines and 1.6 million
doses of measles vaccine. Recently,
the project helped expand the malar-
ia sentinel surveillance system and
develop national guidelines for malar-
ia control in conjunction with Nige-
ria's National Council on Health.
The African Regional Health Edu-
cation Center serves as a regional
training center in health education
for 31 countries.

USAID/WASHINGTON
SUPPORT

U.S. Private Voluntary
Organizations/FVA/PVC

@ Adventist Development and
Relief Agency has built an outreach
system for child survival using exist-
ing Adventist health facilities in six
states. In 1990, a vaccination cover-
age survey conducted in four states
showed that 70 percent of children
were fully immunized, up from 29
percent reported in 1989, and that
the highest levels documented were
in project areas.

u Africare supports the Imo state
Ministry of Health's child survival
program in three areas, where 160
local women volunteers serve as
health promoters in their communi-
ties and have counseled more than
7,000 mothers during home visits.
The health volunteers mobilize wo-
men to address health, food produc-
tion, and income-generation needs.
A recent survey found that mothers

CHILD SURVIVAL

Oral Rehydration

Appropriate Infant

INDICATORS Therapy: IFeeding: N/A
Immunization ORS Access: 6% (88)  Exclusively

Coverage: ORT Use: 35% (88)  DBreastfed: N/A
DI 47% 89 Contraceptive Introduction

Polio3: 7% (89 Prevalence: 1% (81-82)  of Solids: N/A
MC".SIL'S: 3 l"X. B9 Adequate Breastfed 1 Year

BCG: 76% (89)  Nutritional or Longer: N/A
Tetanus2+:  16% (88)  Status: N/A  sesvATANOTES

registered and counseled by the
volunteers demonstrated consistent-
ly higher levels of knowledge and
improved health practices than those
mothers not involved in the project.
The project is implementing two in-
come-generating activities that focus
on planting improved crop varicties
and use of more productive farming
techniques. By recognizing com-
munity needs direetly and indirectly
linked to health, the project has
strengthened community support
and enthusiasm for maternal and
child health services.

o Rotary International’s PolioPlus
program mobilizes the private sector
in support of the national immuniza-
tion effort in Nigeria. Project activi-
ties are establishing a grass roots
volunteer corps. In 1990, the project
trained over 3,000 health care work-
ers, mothers, students, and other
volunteers to provide such services
as tracking babies to make sure they
get their complete vaceination series
and providing pubtic information and
logistical support during vaccination
campaigns. The program has also
worked with the FMOH to decen-
tralize management of immunization
programs. In April 1990, Nigerian
Rotarians presented the FMOH with
over US$1 million worth of cold chain
equipment. Rotarians are actively in-
volved in the planning, management,
and implementation of state and
national immunization days.

1 Worid Vision Rellef and Devel-
opment works with a local private
voluntary organization, the Baptist
Medical Center, in two remote areas
of Oyo state. The areas have over
37,000 inhabitants and minimal basic
health facilities. Interventions con-
sist of vaccinating women and chil-
dren, promoting the use of oral rehy-
dration therapy, growth monitoring,
and nutritional counseling. A 1990
midterm project evaluation reported
that immunization coverage rates

have risen to 88 percent for BCG,

73 percent for DPT3, and 79 pereent
for measles. A complete census of
families in the project area is serving
as the cornerstone of a health infor-
mation referral system. Village health
workers are responsible for this ac-
tivity, assisted by local council mem-
bers, chiefs, religious leaders, school-
teachers, and members of village
health committees.

Bureau for Science and
Technology Support

® AIDSTECH assists the FMOH
in developing and implementing
HIV/AIDS education and condom
promotion programs directed at
high risk groups.

m Applled Diarrheal Disease
Research project supports research
to identify the factors that put chil-
dren at risk for diarrheal diseases.

@ Demographic and Health
Surveys assisted the FMOH in
collecting national data on fertility,
family planning, and maternal and
child health,

® HEALTHCOM (Communication
for Child Survival) works with the
FMOH's Health Education Division
to support communication efforts.
In collaboration with numerous
local media organizations, such as
the Federal Radio Corporation, the
Nigeria Television Authority, and
regional and state broadcasting
authorities, the project trains health
staff and media personnel at the fed-
eral, zonal, and state levels and
assists in communication planning
and message development.

Short-term technical assistance
was reported as follows:

® AIDSCOM assisted in AIDS educa-
tion through mass media campaigns
and training private sector health
care providers,

™ WASH (Water and Sanitation for
Health) reviewed and field-tested
a hygiene education training guide.



DEMOGRAPHIC Annual Infant Deaths: CHILD SURVIVAL
INDICATORS 27,349 (90) INDICATORS

Total Population: Infant Mortality Rate: Immunization
7,326,537 (90) 83/1,000 (90) Coverage:

Life Expectaney at Under 5 Mortality DPT3: 60% (90)
Birth: Rate: Polio3: 66% (90)
48 Years (90) 213/1,000 (90) Measles: 59% (90)
Children Under 1: Total Fertility Rate: BCG: 92% (90)
308,389 (90) 6.3 Children (90) Tetanus2+:  45% (90)
SENEGAL HIGHLIGHTS BILATERAL PROJECTS

m In 1989, Senegal’s vaccination
coverage rates for children aged 12
to 23 months had reached 59 percent
for measles and 92 percent for BCG,
which are the highest of all USAID
child survival emphasis countries

in Africa.

& The decentralization of the activi-
ties of the Senegalese Ministry of
Public Health (MOPH) has been
Senegal'’s top priority in 1990. Prog-
ress toward this goal includes the
establishment of a national commit-
tee that will manage activities related
to the development of regional plans.
With USAID assistance, operations
research aimed at strengthening

the performance of departmental-
level supervisors is under way. Four
studies have focused on the manage-
ment of basic resources, such as
vehicles and gasoline, and develop-
ment of training instruments and a
guide to service delivery protocols.
‘nformation gained from the studies
is being used at both the central and
departmental levels to facilitate the
process of decentralizing the health
delivery system.

® Primary Health Care for Child
Survival, formerly Rural Health
Delivery Services II, supports the
MOPH in establishing a system of
decentralized planning and manage-
ment of primary health care. In 1990,
the MOPH and USAID organized a
national seminar on decentralization,
visited eight regions, and helped
develop criteria for regional health
development plans. The project also
supports operations research on a
strategy for controlling malaria, one
of the major causes of infant deaths
in Senegal. The project is also fund-
ing an extension of the World Vision
Relief and Development child sur-
vival project in the Louga region.
Targeting 25,000 children and 27,000
women of childbearing age in over
200 villages, World Vision Relief and
Development is involved in immuni-
zation, treatment of diarrheal dis-
eases, nutrition promotion, malaria
prophylaxis, and prenatal services
for pregnant women.

u Family Health and Poputation
is a nationwide program offering
maternal and child survival services
through public and private institu-
tions. The project has used regional
training teams to provide clinical
instruction and training in education
and communication for physicians,
midwives, and other health workers.
Women of childbearing age are tar-
geted for AIDS prevention education

Oral Rehydration

Therapy: Feeding: 49% (86)
ORS Access:  16% (88) Exc]ugive]y

ORT Use: 27% (88)  Breastfed: 5% (86)
Contraceptive Introduction
Prevalence: 2% (86)  of Solids: 72% (86)
Adequate Breastfed 1 Year
Nutritional or Longer:  96% (86)
Status: 72% (86)  sesDATANOTES

and services through child spacing
clinies. In order to strengthen devel-
opment planning, the project is work-
ing to upgrade basic demographic
information and establish an casy-
to-use demographic data base, The
U.S. Bureau of the Census assisted
the Senegalese Bureau of Statistics
with the analysis of the 1988 census
data. Regional health staff are being
trained in using the census results
in program planning.

REGIONAL PROJECT

m HIV/AIDS Prevention In Africa
supports the MOPH's national AIDS
testing program.

USAID/WASHINGTON
SUPPORT

Bureau for Science and
Technology Support

# PRICOR (Primary Health Care
Operations Research) provides tech-
nical assistance to the MOPH in op-
erations research studies to strength-
en the primary health care supervi-
sion system.

# PRITECH (Technologies for Pri-

mary Health Care) assists the MOPH
in developing a national oral rehydra-
tion therapy and nutrition plan within
the context of the decentralization of

Appropriate Infant

health services to the regional level.
PRITECH also assists with drug dis-
tribution and management informa-

tion systems,

@ TAACS (Technical Advisor in
AIDS and Child Survival) supports
a public health advisor, who assists
in planning, managing, and imple-
menting child survival activities.

u WHO Global Program on AIDS
provides technical assistance in
AIDS control activities,

Short-term technical assistance
was reported as follows:

8 AIDSTECH supported AIDS
education and prevention activities.

8 HEALTHCOM (Communication

for Child Survival) is assisted the
Ministry of Public Health to strength-
en information, education, and com-
munication capacities at the regional
and national levels.

® ORT Help trained Peace Corps vol-
unteers in oral rehydration activities.

& Vector Biology and Control
provided assistanee in developing
a malaria control strategy.

& WIN (Women and Infant Nutri-
tion: A Family Focus) provided
technical assistance and support

to a Senegalese nutrition research
institute through the Clearinghouse
on Maternal Nutrition and Infant
Feeding.



SUDAN HIGHLIGHTS

m Despite continued internal strife
in Sudan, child survival activities
have demonstrated progress since
the outset of focused programs tar-
geting mothers and their children.
Immunization coverage rates for
measles and the third dose of DPT
have increased fivefold since 1985.
Oral rehydration therapy (ORT) use
rates have risen from 13 to 36 per-
cent during the same period. Private
voluntary organizations have been
pivotal in providing child survival
services in many areas that previous-
ly did not receive health services.

& A recent analysis of a 1988 diph-
theria outbreak in Khartoum found
that children under five years of age
accounted for only 19 percent of hos-
pital admissions compared with a
1978 outbreak in which under-fives
accounted for 50 percent of admis-
sions. This change in the age distri-
bution of patients is considered to
be an indication of the improved
immunization coverage rates among
children and of the effectiveness

of Sudan’s Expanded Program

on Immunization.

w Since the last fertility survey,
which was conducted in 1978-79, a
39 percent reduction in the fertility
rate among 15 to 19 year olds has
been achieved. This evidence of a
decline in the fertility rate of young
women, a group at high risk for both
infant and maternal mortality, comes
from a preliminary analysis of the
1989 Demographic and Health Sur-
vey conducted in 12 provinces of
northern Sudan,

|
DEMOGRAPHIC Annual Infant Deaths:
INDICATORS 114,743 (90)
Total Population: Infant Mortality Rate:
25,203,357 (90) 103/1,000 (90)
Life Expectancy at Under 5 Mortality
Birth: Rate:
50 Years (90) 164/1,000 (90)
Children Under 1: Total Fertility Rate:
1,027,241 (90) 4.9 Children (89)

BILATERAL PROJECTS

® Child Survival, completed in 1990,
was implemented through a grant to
UNICEF supporting Sudan’s national
Expanded Program on Iinmunization
and Control of Diarrheal Diseases
prograni.

® Rural Health Support comprises
two major components focusing on
delivery of health services in north-
ern and southern Sudan. The proj-
ect’s northern component, operating
in the northern Kordofan region and
the Darfur region, was completed
during the reporting year. The south-
ern component serves the Juba, Lol-
ogo, Nyakaron, and Malakia areas
and a large refugee camp where the
African Medical and Research Foun-
dation supports technical advisors
who assist with the critical health
needs of some 200,000 people. Assis-
tance is concentrated on improving

breastfeeding practices and nutrition-

al status. Maintenance of water sup-
ply systems at selected health cen-
ters is another focus of the project’s
activities.

USAID/WASHINGTON
SUPPORT

U.S. Private Voluntary
Organizations/FVA/PVC

u Adventist Development and
Rellef Agency completed work in
the southern district of the Northern
province of Sudan in September 1990.
The target population of the project
area is concentrated along an arable
strip of the Nile River. The child sur-
vival program targeted rural agricul-
tural communities and nomads by
providing support to local Ministry
of Health personnel for immuniza-
tion activities and training village
health committees to undertake com-
munity-based child survival activities.
In mid-1988, severe flooding in the
area disrupted all activities. Though
the project operated at an optimal
level for less than two years, signif-
icant achievements were made in

CHILD SURVIVAL Oral Rehydration Appropriate Infant
INDICATORS Therapy: Feeding: N/A
Immunization ORS Access:  50% (89)  Exclusively

Coverage: ORT Use: 36% (89)  DBreastfed: N/A
DPT3: 60% (89) Contraceptive Introduction

Polio3: 61% (89)  Prevalence: 6% (8990)  of Solids: N/A
M"“‘SICS: 61% 89 Adequate Breastfed 1 Year

BCG: 76% (89)  Nutritional or Longer: N/A
Tetanus2+:  25% (89)  Status: N/A  seepATANOTES

training and supporting health com-

mittees and district ministry person-
nel. Limited amounts of equipment,

such as generators for a fixed vacci-
nation center, were also provided.

® CARE's Bara Child Health project
is working to establish sustainable
immunization services and commu-
nity-based education for control of
diarrheal disease in the Bara district
in western Sudan, which has a target
population of about 21,000 children
under age five and over 30,000 women
of childbearing age. The project trains
health cadres using training modules
and treatment protocols for diarrheal
disease control, acute respiratory in-
fections, malaria, and vitamin A defi-
ciency. A diarrheal disease control
manual for training illiterate volun-
teers has been successfully pretest-
ed, and the Ministry of Health is con-
sidering its use nationwide, The proj-
ect also assisted the district in mass
distribution of vitamin A capsules

to 36,000 children under age 18 and
women who had delivered during the
previous two months. A 9.2 percent
incidence of vitamin A deficiency was
recorded in October 1990. Two con-
secutive years of severe drought in
the region was a contributing factor.

= Helen Keller Intemational

(HKI) distributes vitamin A capsules
in refugee camps in North Darfur

in eastern Sudan to help prevent
blindness due to malnutrition. Over
50,000 children are reached through
the project’s activitics. HKI has pre-
pared training manuals for primary
health care workers and nutrition
education materials for mothers and
community groups, and it has con-
ducted workshops in assessment
and intervention techniques for
vitamin A deficiencies.

u Save the Children Federation
(SCF), working in two areas, Showak
and Um Ruwaba, focuses on immu-
nization, oral rehydration therapy,

growth monitoring, malaria control,
and training of traditional birth atten-
dants. SCF works with local health
authorities and village health coin-
mittees to increase the sustainability
of child survival activities. Chloro-
quine revolving funds for malaria
control are being organized as a
model of cost recovery for health
services at the village level. Eighty
village-based workshops were held
to expand comminunity participation
in immunization by encouraging
villagers to transport their own vac-
cine using market trucks. In August
1990, 60 of the 80 sites picked up
their vaccines from the cold chain
center. Twelve village health com-
mittees have created revolving funds
to meet the transportation costs.
Expenses for transport are recovered
by charging a small amount for im-
munizations. With the project’s assis-
tance, an ORT demonstration corner
was established in the Um Ruwaba
Hospital. During the reporting year,
the hospital administration has com-
pletely taken over the operation of
the ORT corner, providing statf and
all supplies.

Bureau for Sclence and
Technology Support

u Demographic and Health
Surveys collected and analyzed
health and child survival information
that will provide a foundation for
future health planning.

Short-term technical assistance
was reported as follows:

® Nutrition Education and Social
Marketing Field Support conduct-
ed training in qualitative research
methods and data analysis for the
design of nutrition messages.

® PRITECH (Technologies for Pri-
mary Health Care) assisted in evalu-
ation activities,

® REACH (Resources for Child
Health) conducted an immunization
cost-effectiveness study.



DEMOGRAPHIC Annual Infant Deaths: CHILD SURVIVAL
INDICATORS 151,890 (90) INDICATORS

Total Population: Infant Mortality Rate: Immunization
35,568,427 (90) 94/1,000 (90) Coverage:

Life Expectancy at Under 5 Mortality DPT3: 38% (89)
Birth: Rate: Polio3: 38% (89)
53 Years (90) 153/1,000 (90) Measles: 44% (89)
Children Under 1: Total Fertility Rate: BCG: 59% (89)
1,509,531 (90) 6.0 Children (90) Tetanus2+:  29% (89)

ZAIRE HIGHLIGHTS

m In the Kingandu health zone,

a study on mortality and the use

of health services concluded that
increases in the use of child survival
services are having an impact on
reducing child mortality. Substantial
increases in vaccination coverage
likely accounted for much of the

40 percent reduction in mortality
for children aged 1 to 4 years and
for having stopped the biannual mea-
sles epidemics that had previously
existed. The study found a 22 per-
cent reduction in under-five mortal-
ity from 1984 10 1989.

 Mothers' knowledge about the
use of chloroquine to treat malaria
increased from 48 to 90 percent

and knowledge of proper dosage
increased from 0 to 82 percent in
rural and urban health zones that
were used to test a malaria control
strategy. The strategy included
training nurses and designing clear
educational messages for mothers
about the correct use of chloroquine.
Nurses' knowledge of correct dosage
increased from 8 to 90 percent.

BILATERAL PROJECTS

m Basic Rura! Health Il (SANRU),
administered by the Zairian private
voluntary organization, Eglise du
Christ au Zaire, promotes collabora-
tion among the government, local
nongovernmental organizations,

and the communities in establishing
community-supported primary health
care services in one-third of the coun-
try’s health zones, The services pro-
vided include preventive and curative
care and emphasize child survival
activities. The project’s success has
prompted the Government of Zaire
to increase its health investment
budget channeled through SANRU.
SANRU's water component helps
communities build and operate water
supply and sanitation systems using
village-level contributions of labor,
material, and funds.

E School of Public Health, through
an agreement with Tulane Universi-
ty, has helped the University of Kin-
shasa establish the first school of
public health in central Africa. The
school provides practical training

in public health management and
supports research in child survival
interventions and AIDS prevention.

m Area Nutrition Improvement,
through a Public Law 480 Title 11
grant, has established local income-
producing activities using milling
machines to produce a low-cost
nutritious weaning food. The project
distributes corn and soy flour mix
to nutrition rehabilitation programs
in health centers in Kinshasa; an
average of 50,000 malnourished
children are served each month.

m Famlly Planning Services targets
1.5 million reproductive-age women
in major cities to increase their con-
traceptive use for well-spaced births.
The project’s social marketing com-
ponent has successfully sold over

8 million condoms and 1.5 million
spermicide foaming tablets during
the reporting year. The project has
become a model social marketing
project for sub-Saharan Africa.

m Shaba Refugee Health Project,
working through the United Metho-
dist Church of Shaba and the Inter-
national Voluntary Services, relabil-
itates health facilities to improve
health services for refugees settled
in the area. Nearly 30 newly renovat-
ed health centers are being integrat-
ed into the national primary health
care system supported by the Basic
Rural Health II project.

m Shaba Refugee Water Supply
is implemented through the Inter-
national Association for Rural
Development in Zaire. it supports
development of community water
systems organized and operated by
village health committees in rural
Shaba region to provide potable
water to 240,000 rural residents,
especially Zairian refugees return-
ing from Angola.

Oral Rehydration Appropriate Infant
Therapy: Feeding: N/A
ORS Access:  50% (89) Exc]usivcly

ORT Use: 40% (89)  Breastfed: N/A
Contraceplive Introduction
Prevalence: N/A  of Solids: N/A
Adequate Breastfed 1 Year
Nutritional or Longer: N/A
Status: N/A  seeaTA NOTES

m Kimbanguist Hospital Assistance
Project, through a grant to Hadas-
sah Medical Organization, a U.S. pri-
vate voluntary organization, works
with the Kimbanguist Church of
Zaire to provide medical equipment,
supplies, and technical assistance

in management and health care to
the hospital. The hospital provides
health care, including child survival
services, to over 500,000 inhabitants
of the predominantly poor sections
of the Kimbanseke zone of Kinshasa.

REGIONAL PROJECTS

m Africa Child Survival Initiative-
Combatting Childhood Communi-
cable Diseases (ACSI-CCCD), sup-
ports immunization, oral rehydration
therapy (ORT), and malaria control
activities in 207 of Zaire's 306 health
zones. Some 2.5 million children
under age five now have access to
vaccination services, ACSI-CCCD

is conducting research on a measles
vaccine trial using the new Edmon-
ston-Zagreb (E-Z) vaccine for infants
six months of age. The study is dem-
onstrating that measles vaccination
under nine months of age is effective
in averting the disease in this highly
susceptible age group. An impact
evaluation of this vaccine wil be
completed in early 1991

u HIV/AIDS Prevention in Africa
assists in national AIDS information,
education, and communication cam-
paigns using mass media. The proj-
ect has expanded its target groups
to include young or prospective
parents aged 20 to 30 years.

USAID/'WASHINGTON
SUPPORT

Bureau for Sclence and
Technology Support

m Applied Diarrheal Disease
Research developed a research
study on the incidence of persistent
diarrhea in children with AIDS,

@ HEALTHCOM (Communication
for Child Survival) works with the
Zairian government to promote child
survival inter ventions through com-
munication, training, and develop-
ment of educational materials.

m PRICOR (Primary Health Care
Operations Research) provides
technical assistance for operations
research studies on 31 topics carried
out in 52 health zones. Half of the
studies deal with improving health
worker performance in health edu-
cation and counseling in the areas
of ORT, malaria treatment, and
growth monitoring.

= Vaccine Development and
Health Research, through the U.S.
Department of Health and Human
Services, is participating in the E-Z
measles vaccine study.

Short-term technical assistance
was reported as follows:

m AIDS Technical Support (U.S.
Centers for Disease Control) and
AIDSTECH assisted in AIDS con-
trol activities.

u ORT Help, with assistance from
Peace Corps volunteers, helped
organize village health committees
to take an active role in improving
local health conditions.

= PRITECH (Technologies for
Primary Health Care) assisted in
the supply, production, and premo-
tion of oral rehydration salts.

» REACH (Resources for Child
!3=alth) helped improve cost recov-
ery and financial management in
health zones.

@ WASH (Water and Sanitation for
Health) provided technical assistance
in water and sanitation systems.

# WIN (Women and Infant Nutri-
tion: A Family Focus), through the
International Center for Research
on Women, conducted studies in
maternal health,
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the health ztatus of children in

the Near Easi and Asia* prompted
several USAID missions to begin
implementing health activities tar-
geted at children under age five. In
1985, when USAID initiated its child
survival program, Bangladesh, India,
Indonesia, Nepal, Morocceo, Egypt,
Yemen, and Pakistan were designat-
ed the region's chilu survival empha-
sis countries.

l n the early 1980s, concern about

Since 1985, infant and child mortal-
ity rates in the Near East and Asia
have declined significantly, and life
expectancy has increased. Infant mor-
tality rates have cropped from almost
100 (1985) to 89 deaths per 1,000 live
births in 1990, The target infant mor-
tality rate of 75 deaths per 1,000 live
births has been achieved by three
emphasis countries, Egypt (43),
Indonesia (70), and Morocco (73).

Even more dramatic have been the
improvements in immunization cov-
erage among USAID-assisted coun-
tries in the region: Since 1985, vacci-
nation coverage for DPT3 has more
than doubled to 84 percent. Based
on provisional data, Egypt, Morocco,
Pakistan, and Yemen have exceeded
80 percent coverage for polio3, DPT3
and BCG. In Indonesia and Pakistan,
coverage against measles vaccination
has been increased by 70 to 75 per-
cent since 1985, And Bangladesh has
increased measles coverage from 1
percent in 1985 to 54 percent in 1990.

Fluctuations in the reported levels of
oral rehydration therapy (ORT) use
have been seen in the region due to
varying supplies of oral rehydration
salts (ORS) packets and to continued
refinement in data collection and
reporting systems. ORT use did not
increase greatly at the regional level,
but ORT use in Egypt rose to 66 per-
cent and is quickly approaching 45
percent in Pakistan and Indonesia.

In addition to child survival targets
adopted by the agency, the Asia and
Near East Bureau established a goal
of 50 percent contraceptive prevalence
for the region by 1990. Several coun-
tries, including Indonesia, India, and
Egypt, are within reach of that target.

Bl
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Progress has been made toward
many of the targets setin 1985, but
much remains to be done. Infant
mortality rates in Bangladesh, India,
and Yemen, among others, remain
above 93 deaths per 1,000 live births.
Vaccination coverage for measles
and tetanus lags behind coverage

for other diseases. ORT use in Ban-
gladesh, Morocco, and Nepal, as in
many other countries, remains low.
And Nepal, Pakistan, Yemen, and
other countries still have contracep-
tive prevalence rates under 18 per-
cent. The region's large population
and high fertility rate are making it
difficult not only to maintain services
but also to expand thein to meet the
growing demand.

Indicators such as immunization,
ORT use, and infant mortality rates
oftcn reflect improvements in service
coverage and survival in arcas with
greater access to health services and
overall levels of development. Dis-
parities often exist among regions

of acountry and among urban, peri-

urban, and rural areas. In Indonesia,
regional infant mortality rates range
from 37 (Yogyakarta) to 95 deaths
per 1,000 live births (West Java). In
Ligypt, data from the period 1978-1988
shows th.c infant mortality rate for
rural areasto be 115 deaths per 1,000
live births compared with 66 deaths
per 1,000 live births in urban areas.

With ORT and immunization well
established, the APRE and ENE
Bureaus are looking at the underly-
ing causes of infant mortality and

at other issues, as appropriate, such
as high risk births, acute respiratory
infections, vitamin A deficiency, poor
maternal health, and maternal and
child undernutrition. An APRE
Regional Vitamin A project aims to
reduce infant and child morbidity
and mortality by supporting country-
specific interventions designed to
correct vitamin A deficiency.

The countries that have made the
least progress toward improving
child survival are ones where wo-
men’s access to health care is severe-
ly limited. Increasing the number of
female health providers is one of the
keys to improving the access of both
women and children to health care.

Pakistan's Primary Health Care Proj-
ect has increased female enroliment
in health technician training to 40
percent. Yemen and Nepal are also
recruiting and training women as
health workers,

“The populations of Asian and Near
East countries are diverse and demo-
graphically expanding and shifting.
With infant mortality rates declining
and life expectancy increasing, the
fastest growing age group in many
countries is no longer children but
young adults. Young families will
demand a wide range of services

as disease patterns shift. Moreover,
urban areas will contain half of the
total population in the North African
and Near East areas of the ENE
Bureau by the year 2000, which will
create new and more complex public
health problems. A new ENE Region-
al Population Project is being devel-
oped to assess the broad implications
of urbanization and other major
demographic trends.

Strategies are being developed to
enhance sustainability by stimulating
private sector involvement in pursu-
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ing child survival objectives, Private
sector promotion, production, dis-
tribution, and sale of ORS packets
has been increasing throughout the
regions, Private sector companies
promote or produce ORS in Bangla-
desh, Egypt, and Pakistan, and ORS
production in the private sector is
planned in Morocco. Ministries of
health are creating opportunities for
private sector involvement by dereg-
ulating the distribution of ORS. In
India, USAID is helping to increase
and diversify privale sector involve-
ment in health problems in the coun-
try's principal underserved areas,

Sustainable strategies are a high
priority. Cost recovery mechanisms
aimed at those most able to pay

will also enable governments to
focus public resources on the seg-
ments of the population that cannot
afford essential health services. In
Indonesia, legislation is being devel-
oped to allow the private sector to
provide health insurance in order

to increase cost recovery from those
who can afford to pay. Surveys often
find that even poor rural households
by-pass free government services
and pay for private services. Contin-
ued research into factors affecting
demand and utilization of health ser-
vices will be necessary for improved
child survival.

The new regional Health Sector
Financing and Support project will
help countries develop the skills
needed to address health finance
and sustainability issues, In addition,
Morocco and the Philippines are de-
veloping new bilateral health finance
projects, and a health finance project
in Egypt is already under way.

*When the child survival program
was initiated in 1985, the Near East
and Asia region was under one
bureau. In 1990, USAID divided the
bureau into two separate bureaus,
Europe and the Near East (ENE) and
Asia and Private Enterprise (APRE).
Because the region was under one
bureau for the majority of the report-
ing period, the bureaus are present-
ed together in the discussion and
the graphs,
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USAID CHILD SURVIVAL
. & HEALTH FACT SHEBT

BANGLADESH HIGHLIGHTS

® Immunization coverage for chil-
dren aged 12 to 23 months who live
in the Dhaka slums increased from
only 2 percent in 1985 to 55 percent
in 1990, Although a national immuni-
zation program was started in Ban-
gladesh in 1979, there have remained
large pockets of urban populations
not reached by the program. In 1988,
USAID began assisting the Expand-
ed Program on Immunization (EPI)
in 88 municipal urban areas (com-
prising 17 percent of *he country's
total population). The program has
been highly successful in raising
coverage rates and developing the
capacity for long-term sustainability
in the urban areas.

® Social Marketing Company, Ltd.,

a newly formed private, not-for-profit
company. markets and distributes
oral rehydration salts (ORS) to phar-
macies and indigenous health provid-
ers throughout Bangladesh. Seven
million ORSaline packets have been
nurchased from local manufacturers
and sold in 15,000 pharmacies. Now
that the vast majority of pharmacists
are selling ORSaline, the Social Mar-
keting Company is shifting its efforts
to training pharmacists and the pub-
lic in oral rehydration therapy (ORT).
The Social Marketing Company is
also the nation’s largest commercial
distributor of oral contraceptives and
condoins. Previously a parastatal firm,
Social Marketing Company recov-
ered approximately 50 percent of
operating expenses, including com-
modity costs, in its first year as a pri-
vate company.

BILATERAL PROJECTS

& Urban Volunteers Program
trains illiterate women to promote
the use of ORT and make referrals
for immunization and nutrition ser-
vices to over 1 million residents of
Dhaka slums. Women health volun-
teers have become reliable sources

EN

PEOPLE'S REPUBLIC OF BANGLADESH ,

DEMOGRAPHIC Annual Infant Deaths:
INDICATORS 542,248 (90)

Total Populaticn; nfant Mortality Rate:
115,593,455 (90) 113/1,000 (90)

Life Expectancy at Under 5 Mortality
Birth: Rate:

51 Years (90) 178/1,000 (90)
Children Under 1: Total Fertility Rate:
4,404,262 (89) 4.9 Children (90)

of health information for urban slum
dwellers, Services provided by these
women since 1987 have contributed
to an increase in the immunization
rate for children aged 12 to 23 months
from 2 to 55 percent. Two diarrhea
treatment centers developed by the
project are now entirely community
funded.

= Family Planning Services proj-
ect provided diarrheal disease con-
trol and birth spacing services in
rural areas throughout the country
from 1981 to 1990. These services
are now provided under the Family
Planning and Health Services proj-
ect. USAID supports maternal and
child health and family planning ser-
vices delivered by over 120 local non-
governmental organizations. In the
public sector, USAID support focus-
es on developing urban immunization
services. A multimedia campaign
was a major undertaking to increase
awareness and support for the EPL
With assistance from USAID, Social
Marketing Company, Ltd., promotes,
distributes, and sells ORSaline, a
locally manufactured oral rehydra-
tion salt.

® HKI Disaster Preparedness is

a surveillance program that collects
monthly nutrition and health data on
6,000 children living in nine famine-
prone areas of Bangladesh. The in-
formation is used to identify program
deficiencies, formulate policy changes,
and provide an early warning of pos-
sible famine. After just two rounds

of data collection, a gap in vitamin A
coverage was discovered and correc-
tive action has been initiated.

USAID/WASHINGTON
SUPPORT

U.S. Private Voluntary
Organizations/FVA/PVC

m Helen Keller international
assisted the Blindness Prevention
Program of Bangladesh in a commu-
nication and social marketing cam-
paign for the prevention of vitamin

CHILD SURVIVAL Oral Rehydration Appropriate Infant
INDICATORS Therapy: Feeding: N/A
Immunization ORS Access:  60% 88)  Exclusively

Coverage: ORT Use: 265% (89)  Breastfed: N/A
Dl"_l‘3: 62% (90)  Contraceptive Introduction

Poliod: 62% (90)  Prevalence:  26% (89)  of Solids: N/A
Measles: 54‘?" 80 Adequate Breastfed 1 Year

BCG: 86% (30)  Nutritional or Longer: N/A
Tetanus2+:  74% (90)  Status: 22% (89)  seeDATANOTES

A deficiency in Comilla district. Preg-
nant and lactating women, mothers,
fathers, and in-laws were targeted in
the campaign. Television, radio, post-
ers, leaflets, village promotion, and
health care worker outreachwere used
to communicate the message. A semi-
annual distribution of vitamin A cap-
sules was amajor part ofthe campaign.

m Save the Children Federation
provides child survival services in
four areas of rural Bangladesh. A
1990 midterm evaluation found a 100
percent ORT use rate in the project
area. Eighty-eight percent of all chil-
dren under age three are fully immu-
nized. Mothers, who traditionally do
not introduce weaning foods until 17
months of age, have been introduced
to an inexpensive, easy-to-prepare,
and palatable weaning food. Seventy-
one percent of the mothers now give
their infants weaning food at 4 to 6
months of age.

m VITAP (Vitamin A Technical
Assistance Program) assisted in the
preparation of a national workshop
on the link between vitamin A and
child survival.

= World Relief Corporation provides
child survival services to 89,000 peo-
ple in rural areas of Julma and Khalil-
magar districts, in cooperation with
the local private voluntary organiza-
tion, Christian Service Society. After
two years of meetings, religious and
community leaders are now accept-
ing, and in some cases, strongly ad-
vocating child survival interventions
and family planning. Over 87 percent
of children aged 12 10 23 months in
the project area are fully immunized.
Training in proper weaning and
growth monitoring is beginning to
address childhood malnutrition. Vita-
min A supplements were provided

to all children aged 6 to 71 months.

u World Vision Rellef and Devel-
opment provides immun: ation, ORT,
nutrition (including vitamin A), and

birth spacing services to 80,000
people living in an urban slum of
Dhaka. Community health workers
help local leaders establish neighbor-
hood health committees and select
community volunteers, thus develop-
ing a sense of project ownership and
responsibility for the community’s
health. A 90 percent drop in the
prevalence of vitamin A deficiency
has been attributed to education pro-
grams for mothers and the determi-
nation of community volunteers and
health workers. A midterm evalua-
tion in 1988 found that only 11 per-
cent of mothers in the project arca
had heard of ORT; now, 99 percent
of mothers are aware of the treat-
ment and 82 percent have used it.

Bureau for Science and
Technology Support

m Diarrheal Disease Research
supports the International Center
for Diarrheal Disease Researcly/Ban-
gladesh in research on the control
of diarrheal diseases.

m REACH (Resources for Child
Health) assisted in developing im-
munization promotion campaigns,
including a 10-minute television spot,
a school-based program, and an edu-
cational program for men targeted

to the National Football (soccer)
Tournament.

Short-term technical assistance
was reported as follows:

u AIDSTECH assisted in HIV/AIDS
prevention.

& CSAP Support (CIHI/ISTI) assist-
ed in program reporting.

m CSAP Support (Johns Hopkins
University) assisted the Urban
Volunteers Project with designing,
implementing, and analyzing impact
studies.

® MotherCare (Maternal and Neo-
natal Health and Nutrition) assessed
the impact of maternal health inter-
ventions using Save the Children
Federation data.



DEMOGRAPHIC Annual Infant Deaths: CHILD SURVIVAL
INDICATORS 84,106 (89) INDICATORS

Total Population: Infant Mortality Rate: Immunization
54,059,000 (89) 43/1,000 (89) Coverage:

Life Expectancy at Under 5 Mortality DPT3: 83% (90)
Birth: Rate: Polio3: 84% (90)
60 Years (90) 112/1,000 (90) Measles: 78% (90)
Children Under 1: Total Fertility Rate: BCG: 86% (90)
1,801,755 (89) 4.4 Children (88) Tetanus2+:  63% (90)
EGYPT HIGHLIGHTS BILATERAL PROJECTS

& In five years, the infant mortality
rate in Egypt has dropped from 90

to 43 deaths per 1,000 live births, the
largest percentage decline in USAID
child survival emphasis countries.
This reduction of the infant mortality
rate can largely be attributed to the
extraordinary efforts of the diarrheal
disease control and expanded immu-
nization programs. Just over five
years ago, diarrhea was the leading
cause of infant and childhood mortal-
ity in Egypt. Between 1983 and 1987,
mortality due to diarrheal discase
among infants fell by 53 percent and
among children one to four years of
age, by 47 percent. In 1988, immuni-
zation coverage rates for the major
childhood communicable diseases
exceeded the USAID goal of 80 per-
cent coverage and, with the excep-
tion of the measles vaccine, have re-
mained above 80 percent. As illness
and death from diarrhea and vaccine-
preventable diseases wane, acute
respiratory infections are emerging
as the leading cause of death among
infants and children in Egypt. The
Child Survival project is now begin-
ning to implement interventions for
the prevention and treatment of
acute respiratory infections.

® Bab El Shaareya University Hospi-
tal conducted a study from 1983 to
1989 of acute diarrhea in children,
which showed that while the number
of outpatient diarrhea cases remained
fairly constant at 10 percent of the
case load, cases of moderate dehy-
dration dropped from 25 to 4 percent
and cases of severe dehydration
dropped from 1.4 to 0.4 percent. The
significant decrease in dehydration
has been attributed to increased
awareness among mothers of the
need to take prompt action to pre-
vent dehydration during diarrheal
episodes.

m Child Survival project is a nation-
wide child health effort supporting
services and research related to
immunization, breastfeeding, growth
monitoring, maternal health and
nutrition, birth spacing, high risk
births, and acute respiratory infec-
tions, Since 1985, service delivery
has been concentrated on immuni-
zations through Egypt's Expanded
Program on Immunization, in collab-
oration with UNICEF. The immuni-
zation campaigns have raised cover-
age rates for children aged 121023
months to 78 percent.

The project is expanding to include
the prevention and treatment of acute
respiratory infections, which has sur-
passed dehydration from diarrhea as
the leading killer of infants and chil-
dren (see highlights). A national acute
respiratory infection plan is current-
ly being implemented, and 50 district
health officers have been trained in
the management and supervision of
acute respiratory infections. Training
centers for clinic-level physicians
have been equipped, and 40 trainers
have completed their training.

u Control of Diarrheal Diseases,

in support of Egypt's National Con-
trol of Diarrheal Diseases Program,
is working to institutionalize sroject
activities to ensure sustainability of
the program after the completion of
USAID support in 1991. Since 1983,
when the National Control of Diar-
rheal Disease Program was set up

as a semiautonomous unit within the
Ministry of Health, USAID-support-
ed activities have included making
oral rehydration salts (ORS) packets
available through private and public
health facilities, sponsoring and pro-
moting local production of ORS pack-
ets, training physicians and nurses

in oral rehydration therapy (ORT),
stimulating demand through media
campaigns, and conducting research.
Television campaigns have been high-
ly effective in educating mothers and
creating demand for OKRS, Survey

ARAB REPUBLIC OF EGYPT

Oral Rehydration Appropriate Infant
Therapy: Feeding: N/A
ORS Access:  98% (87) Exclusively

ORT Use: 66% (88)  Breastfed: N/A
Contraceptive Introduction
Prevalence:  37% (88)  of Solids: N/A
Adequate Breastfed 1 Year
Nutritional or Longer: N/A
Status: 83% (88)  sesDATANOTES

findings indicate that subsequent

to the campaigns, 96 percent of
mothers could properly mix ORS
and 51 percent had used it during
their child's last episode of diarrhea,
The mass media campaigns received
international recognition in 1991
when they were featured on the
BBC's telecast of the International
Conference on Children from London.

Some 40,000 physicians and health
workers were trained in the use of
ORT in the past, and an additional
10,000 medical staff received training
in 1990. In a recent survey of health
care providers’ knowledge and prac-
tice, 93 percent of physicians contin-
ue to use ORS to treat diarrhea. Be-
tween 30 and 40 million ORS packets
are being produced annually by the
Chemical Industries Company in
Egypt.

® Cost Recovery for Health helps
the Government of Egypt explore
avenues of potential cost recovery in
the health sector. Areas being inves-
tigated are fee-for-service in 50 hos-
pitals and clinics, health insurance
initiatives, impi~+=d management of
health services and institutions, and
an expanded private sector role by
providing credit to private practition-
ers and financing of individual, group,
and prepaid health care plans. Spe-
cial incentives have been designed
to attract participation in rural areas
and secondary cities, One of the first
activities is an evaluation of the
management information system

of Egypt's Health Insurance Orga-
nization. Information will be used

to modernize the computer system
to increase program efficiency.

m Schistosomiasls Research proj-
ect promotes research and training
in the prevention and control of
schistosomiasis, a chronic, debilitat-
ing water-borne disease that affects
20 percent of Egypt’s population. A
10-year commitment has been made
by the Government of Egypt and

USAID to fund research in the areas
of vaccine development, improved
diagnostics, drug treatment effective-
ness, epidemiology, socioeconomic
factors associated with schistosomi-
asis, and operations research,

USAID/WASHINGTON
SUPPORT

Bureau for Science and
Technology Support

® HealthTech (Technologies for
Child Health) transferred the tech-
nology for producing the inexpen-
sive, color-coded Birthweight™ scale
to SOFTECS, a private, for-profit com-
pany in Cairo. The easy-lo-interpret
scale can be used by health workers
or traditional birth attendants to
assess low birth weight. A new solar/
thermoelectric refrigeration unit

for the immunization cold chain

was tested as well.

# WIN (Women and Infant Nutrition:
A Family Focus) trained health pro-
fessionals in Wellstart's Lactation
Management program, which result-
ed in the establishment of four urban
lactation centers and one mobile unit
for training health professionals in
lactation management.

Short-term technical agsistance
was reported as follows:

# AIDSTECH promoted HIV/AIDS
prevention education.

m CSAP Support (Johns Hopkins
University) supported the American
University in Cairo to measure the
impact of child survival programs.

w Demographic and Health
Surveys completed the final publica-
tion of the Egyptian demographic
and health survey.

o Health Financing and Sustain-
ability assisted in a variety of areas
reluted to private sector health care
and management,

» WASH (Water and Sanitation
for Health) assisted in water and
sanitation.

- EN



. REPUBLIC OF INDIA .

INDIA HIGHLIGHTS

m India’s Universal Immunization
Program, whicl is sponsored by
UNICEF, and supported by USAID,
has phased in new geographical
arcas over the past five years and,
as of 1990, reaches the entire coun-
try. The success of this program
can be attributed to cooperation and
communication among nongovern-
mental organizations, associations,
universities, private companies,
and private voluntary organizations
(PVOs). In the city of Hyderabad,

a group of such organizations has
formed a registered society called
Suraksha. The society is the central
communication point for all immu-
nization services being provided

in the urban area. Partnerships such
as this are being launched in other
urban areas of India.

® In-country production of vaccines
is a priority as India strives to develop
a sclf-sufficient immunization pro-
gram. India is the only developing
country producing BCGvaccine. DPT
vaccine is currently being produced
as well. The production processcs for
both vaccines are being evaluated,
and new production techniques are
being introduced to increase capaci-
ty. The Government of India is also
building a polio vaccine plant, which
will produce 100 million doses of
vaccine per year. Other steps toward
self-sufficiency include the local pro-
duction of cold chain equipment and
vaccine carriers. Recent tests con-
ducted by the World Health Orga-
nization found the equipment meets
international standards. To ensure
continued quality control, USAID

is supporting a new project that will
develop the institutional capacity

to monitor vaccine production and
other health-related technologies.

DEMOGRAPHIC Annual Infant Deaths:
INDICATORS 2,512,527 (90)

“lotal Population: Infant Mortality Rate:
857,094,327 (90) 93/1,000 (90)

Life Expectancy at Under 5 Mortality
Birth: Rate:

59 Years (90) 139/1,000 (90)
Children Under 1: Total Fertility Rate:
25,156,357 (90) 4.2 Children (90)

BILATERAL PROJECTS

m Child Survival Realth Support is
a nationwide USAID-assisted project
that has worked with the Ministry

of Health and Family Welfare since
1986. USAID supports UNICEF in
the Universal Immunization Program,
which is responsible for immuniza-
tion services throughout India. The
project aims to strengthen the man-
agement and delivery of diarrheal
disease control, immunization, and
maternal health services. In 1990,
some 20,000 health workers received
training in diarrheal discase control
and immunization.

= Integrated Child Development
Services assists the Ministry of
Human Resource Development in
providing village-level health services
to children under age five and preg-
nant and lactating women in four dis-
tricts of India (population of 4.6 mil-
lion). The rural communities receive
health services in 4,500 village cen-
ters, or anganwadis. Anganwads work-
ers, usually young women, are trained
to run preschools that provide sup-
plementary food and perform growth
monitoring activities. In 1990, 1,000
anganwadi workers and traditional
birth attendants were trained in oral
rehydration therapy (ORT), immu-
nization, and nutrition activities. A
nutrition and health ecucation radi
program was developed and is being
broadcast throughout India.

w PVOs forHealth !l (PVOH I]) is a
national program supporting growth
monitoring, child spacing, maternal
health, control of diarrheal diseases,
and immunizations through grants
awarded to Indian PVOs, In addition
to providing essential child survival
services in underserved areas, this
project strengthens the capacities

of indigenous PVOs. This project is

a continuation of PVOH I, which pro-
vided support for 32 PVOs. PVOH II
is currently evaluating new proposals
from local PVQs that focus on sus-
tainability and fund-raising objectives.
The PVOs will be required to raise
25 percent of project costs,

CHILD SURVIVAL Oral Rehydration Appropriate Infant
INDICATORS Therapy: Feeding: N/A
Immunization ORS Access:  57% (88)  Exclusively

Coverage: ORT Use: 23% (88)  Breastfed: N/A
DI'T3: 79% (89  Contraceptive Introduction

Polio3: 74%(89)  Prevalence:  40% 89)  of Solids: N/A
MC“‘SICSZ 6% (89)  Agequate Breastfed 1 Year

BCG: 80% (89 Nutritional or Longer: N/A
Tetanus2+  67%(89)  Status: N/A  seeDATANOTES

m Program for the Advancement
of Commercial Technology sup-
ports the private sector in processing
an anticancer drug. The drug, camp-
tothecin, exists in high concentra-
tions in a small forest tree found

in the Western Ghats of India. The
technology for producing this drug
on a large scale is currently being
developed.

u Contraceptive Development and
Reproductive Immunology spon-
sors [ndo-U.S. collaborative rescarch
and training projects in reproductive
immunology, contraceptive vaccine
development, and other arcas of im-
munology. Three new research proj-
ccts were funded and eight fellow-
ships were awarded in 1990.

m Vaccine and Immunodiagnostic
Development supports the Vaccine
Action Project, an Indo-U.S. collabo-
rative vaccine development rescarch
project that explores potential vac-
cines beyond those currently target-
ed by immunization programs. The
project focuses such efforts on chol-
cra, hepatitis, rotavirus, and typhoid.
Three new rescarch proposals were
funded during 1990, bringing the
number of activities funded to seven.

® Biomedical Research Support
is helping the Government of India
develop sophisticated data collection
and analysis capabilities for the major
diseases of India. During 1990, the
project began to move from central-
ized to state-level activities.

USAID/WASHINGTON
SUPPORT

U.S. Private Voluntary
Organizations/FVA/PVC

@ CARE supports oral rehydration
therapy, growth monitoring, and
immunization services delivered

in anganwadi centers of Madhya
Pradesh and Orissa states. These
centers also provide Public Law 480
food supplements for underweight

children under age five and pregnant
and lactating mothers. Since 1987,
96 percent of all anganwadi workers
have been trained and have, in turn,
trained a total of 42,700 mothers,
thereby exceeding project goals by
50 percent. According to a midterm
project evaluation, the ORT use rate
in the project area is 55 percent, com-
pared with only 14 percent in a con-
trol arca.

®» Rotary International targets

the 8.1 million urban children under
age one for vaccination against polio.
Rotary International’s PolioPlus pro-
gram supports the national immmu-
nization cffort in a number of ways,
including funding 100 percent of

the polio vaccine supply. A force of
36,000 voluntecrs assists with such
tasks as baby tracking, health educa-
tion, recordkeeping, transportation,
outreach, and cold chain maintenance.
Over 80 percent of urban children
under age one have been immunized
against polio and tuberculosis. An
interesting spillover effect from the
PolioPlus program is the Measles
Minus program (a replica of the
Rotary initiative) adopted by the
Lion's Club.

® World Vislon Relief and Devel-
opment began providing child sur-
vival services in 1990.

Bureau for Science and
Technology Support

® WHO Global Program on AIDS
assists in AIDS control activities.

Short-term technical assistance
was reported as follows:

@ AIDSTECH assisted in HIV/AIDS
prevention education.

@ PRITECH (Technologies for Pri-
mary Health Care) assisted in estab-
lishing a national field epidemiology
training center.

® REACH (Resources for Child
Health) advised and trained Chris-
tian Medical College and Hospital
staff in a cost analysis of providing
polio vaccine,



DEMOGRAFHIC Annual Infant Deaths: CHILD SURVIVAL
INDICATORS 346,826 (90) INDICATORS

Total Population: Infant Mortality Rate: Immunization
179,321,641 (90) 70/1,000 (90) Coverape:

Life Expectancy at Under 5 Mortality DPT3: 71% (89)
Birth: Rate: Polio3: 74% (89)
61 Years (90) 108/ 1,000 (90) Measles: 65% (89)
Children Under 1: Total Fertility Rate: BCG: 81% (8Y)
4,711,879 (90) 3.4 Children (90) Tetanus2+:  41% (89)

INDONESIA HIGHLIGHTS

® Indonesia experienced a 45 to 50
percent decline in infant mortality
and a 35 to 40 percent drop in the
child mortality rate between 1970
and 1987, according to a child sur-
vival program impact evaluation
conducted by USAID in 1990. Build-
ing on pre-existing family planning
and nutrition services, Indonesia in-
tegrated immunization and diarrheal
discase control services to become
one of the first countries to deliver
all four interventions on a national
scale. Today, 215,000 community-
supported posyandus, or health posts,
provide child survival services
throughout Indonesia.

& With posyandus now firmly estab-
lished, attention is turning to sustain-
ing and strengthening their services.
Efforts include improving the quality
of care, motivating volunteers, and
enhancing communication. HEALTH-
COM developed counseling cards to
boost posyandiu workers' effective-
ness. Project Concern International
and CARE are organizing supervision
teams to support health volunteers.

BILATERAL PROJECTS

& Expanded Program on Immu-
nization (EPI) assisted national
immunization efforts from 1979 to
1990. Immunization coverage rates
for children now exceed 70 percent,
with the exception of measles (65
percent). Special urban immuniza-
tion strategies have been designed
with assistance from REACH.

@ Family Planning Development
and Services I has assisted the Na-
tional Family Planning Cooperating
Board to increase access to and pro-
mote the use of contraceptives. Min-
istry of Health (MOH) regulations
now allow private physicians and
midwives to stock and dispense oral
and injectable contraceptives, previ-
ously available by prescription only.

@ Private Sector Family Planning
Project will promote birth spacing
and prevention of high risk births
through the private sector.

® Health Sector Financing collects
and analyzes health expenditure
data aned advises the MOH on policy
reforms to reduce health care costs.
A proposed change will permit gov-
ernment hospitals to retain revenues
and increase self-sufficiency.

® Facultles of Public Health has
established four regional schools

of public health since 1985. Each
carolls about 200 students in courses
on various aspects of public health.

= Vlllage Famlly Planning/Mother-
Child Welfare (1980-1990) helped
the National Family Planning Coor-
dinating Board and the MOH to
increase the efficiency and cffective-
ness of the posyandu. A national coor-
ainating body was formed to oversee
posyandu activities.

a PVO Co-Financing fl supports
U.S. and local PVO activities, includ-
ing training traditional birth atten-
dants and health workers, strength-
ening support services, and facilitat-
ing communication among private
health care providers.

® Health Training, Research and
Development, which ended in 1990,
promoted oral rehydration therapy
(ORT) through media campaigns
and the training of health workers.
Communication materials developed
by HEALTHCOM have been so ef-
fective that UNICEF has expressed
interest in their use in an expanded
11-province project.

USAID/WASHINGTON
SUPPORT

U.S. Private Voluntary
Organizations

® Adventist Development and
Relief Agancy completed a project
in 1990 that trained over 660 health
volunteers in immunization, ORT,
and nutrition activities, more than
double the original target.

@ CARE assists in organizing village
supervision teams that determine
health priorities and supervise health

REPUBLIC OF INDONESIA

Oral Rehydration

Therapy: Feeding: N/A
ORS Access: 91% 89) Exv]usivuly

ORT Use: 39% (89)  Breastfed: 36% (87)
Contraceptive Introduction
Prevalence: — 47% (87)  of Solids: 83% (87)
Adequate Breastfed 1 Year
Nutritional or Longer: 82% (87)
Status: N/A  seeoaTANOTES

services. Strong provincial and local
government support has greatly
contributed to the success of this
endeavor.

m Helen Keller International com-
pleted two projects and is continuing
to promote vitamin A awareness and
distribution of vitamin A capsules in
a third project. The pilot efforts of
one project have resulted in a nation-
al vitamin A program,

® Programfor Appropriate Technol-
ogles In Health received a grantin
1990 to provide traditional child sur-
vival interventions as well as antena-
tal care and early ARI case detection.

® Project Concern International,
which implements child survival ser-
vices in southeast Sulawesi and Riau,
received funding in 1990 to double
its project size. Better coordination
among posyandus supervision teams
has increased posyandu attendance
and led to improved management.

® Profect HOPE provides leader-
ship in human resource development
at the Center for Child Survival,

® Save the Children Federation
supports the expansion of volunteer,
community-based service delivery
in three slums of Jakarta. Volunteers
provide maternal and child health
services during monthly health post
sessions and nutrition/cooking pro-
grams. A “little doctors” training
program promotes health awareness
among clementary schoolchildren,

Bureau for Science and
Technology Support

w Applied Diarrheal Disease Re-
search completed seven research
projects on diarrheal disease control.

u CSAP Support (American Med-
ical Association, John Snow, Inc.,
Johns Hopkins University) assisted
the Indonesian Medical Association,
clinic-based child survival activities,
and vitamin A supplementation
studies, respectively.

u Demographic and Health
Surveys is designing a follow-up
national survey.

Appropriate Infant

USAID CHILD SURVIVAL
8 HEALTH FACT SHEET

® HEALTHCOM (Communication for
Child Survival) designed counseling
cards to aid health volunteers and

media materials promoting ORT use.

® HealthTech (Technologies in Child
Health) tested PATHwatch™/PATH-
marker™ devices that measure heat

exposure of measlesand DPTvaccines.

m MotherCare (Maternal and Neo-
natal Health and Nutrition) assists

in designing a pregnancy surveillance
system, improving the distribution
of iron, and research on birth weight.

® PRICOR (Primary Health Care
Operations Research) conducted
operations research on willingness
to pay for contraceptives.

o REACH (Resources for Child
Health) assists in the design of an
urban immunization strategy. A
videotape on the immunization of
brides-to-be against tetanus toxoid
was also developed.

m TAACS (Technical Advisor in
AIDS and Child Survival) coordinates
child survival activities and develops
information systems.

= Vitamin A for Health (Johns Hop-
kins University) assists in vitamin A-
related studies, including use of sup-
plements and dietary assessment.

® WIN (Women and Infant Nutrition:
A Family Focus) assists in promoting
lactation management, support for
breastfeeding women workers, and
technical assistance.

Short-term technical assistance
was reported as follows:

# AIDSTECH assisted AIDS-related
research.,

® PRITECH (Technologies for Pri-
mary Health Care) assisted in con-
trol of diarrheal disease activities.

m Vaccine Development and
Health Research supported re-
search on an oral cholera vaccine.

o WASH (Water and Sanitation for
Health) investigated private water
supply systems.

- EN



REPUBLIC OF MOROCCO - : :

'd Y DEMOGRAPHIC Annual Infant Deaths:
‘_p,@ «:{ INDICATORS 62,576 (90)
& Total Population: Infant Mortality Rale:
oo 25,060,640 (90} 73/1,000 (87)
[}
' Life Expectancy at Under 5 Mortality
Birth: Rate:
62 Years (90) 107/1,000 (90)
! Children Under 1: Total Fertility Rate:
809,888 (90) 4.6 Children (87)

MOROCCO HIGHLIGHTS

& Since the first annual National
Vaccination Day in 1987, when the
goal of 80 percent vaccination cover-
age was surpassed, Morocco has
sustained a high rate of coverage

for children aged 12-23 months. The
support of USAID and other donors
has made a significant contribution
to the eradication of disease. As cov-
erage rates have risen, the reported
incidence of vaccine-preventable dis-
eases has decreased. No new cases
of polio have been reported since
1988. In addition, the number of new
measles cases has declined so dra-
matically that the Ministry of Public
Health is considering special training
in the identification of measles cases
to ensure that heaith care workers
can properly diagnose measles.

m USAID-supported child survival
interventions in Morocco began

in the early 1970s with an emphasis
on family planning. The percentage
of children spaced at least two years
apart has increased from 44.5 percent
to 55.3 percent since 1980. Length-
ening the interval between children
is central to USAID’s goal of reduc-
ing high risk births. According to

a recent analysis of data from the
USAID-supported 1987 Demograph-
ic and Health Survey, children born
in intervals longer than two to three
years are only half as likely to die
before their first birthday as those
born less than two years after the
previous child.

@ The 1987 Demographic and Health
Survey data also assessed the impact
of the Visite d Domicile de Motivation
Systématique (home delivery of fami-
ly planning/child survival activities)

by comparing data from project and

nonproject areas. In the project areas,

mothers reported more attended
births, a higher use of oral rehyara-
tion salts (ORS) to treat diarrhea, a
lower incidence of diarrhea, greater
immunization coverage, and more
use of prenatal care. The survey
data also show that infant mortality
declined at a much greater rate than
in nonproject areas. While other
factors may well have had an effect
on the infant mortality rates, project
services undoubtedly were a contrib-
uting factor. Child survival services
are now being extended to the non-
project areas.

BILATERAL PROJECTS

u Family Planning Support Il is

a comprehensive national maternal
and child health and family planning
enterprise implemented and man-
aged by the Ministry of Public Health
with funding from USAID, the United
Nations Fund for Population Activi-
ties, and UNICEF. The project’s key
child survival interventions have
been extended to 75 percent of the
population by visiting nurses, who
focus on birth spacing and family
planning, immunization, diarrheal
disease and oral rehydration therapy,
nutrition (including breastfeeding,
growth monitoring, and appropriate
weaning practices), and prenatal

and delivery care.

& Family Planning Support IV,

a continuation of Family Planning
Support III which will end in 1991,
is working to sustain the exception-
ally high rates of vaccination cover-
age and contraceptive prevalence
while extending services to previous-
ly underserved populations in urban

Oral Rehydration

CHILD SURVIVAL Appropriate Infant
INDICATORS Therapy: Feeding: 47% (87)
Immunization ORS Access:  44% (89)  Exclusively
Coverage: ORT Use: 14% (89)  Breastfed:  42% (87)
DPT3: 81% (90)  Contraceptive Introduction
Polio3: 81% 90)  Prevalence:  30% (87)  of Solids: 43% (87)
Mecasles: 73% (90) Breastfed 1 Year

, . Adequate e -
BCG: om0 (e orlanger,  68% 87)
Tetanus2+:  33%(90) Gy 80% (87)

slums and remote rural areas. In
1990, 12 additional provinces were
included in the project area, which
now covers the entire country. Sus-
tainability of child survival interven-
tions is a priority under Family Plan-
ning Support IV, With the reduction
in other causes of death, the 1989
USAID-supported National Infant
and Child Mortality Survey revealed
that 56 percent of infant deaths oc-
curred within the first 28 days. Over
60 percent of those neonatal deaths
were caused by neonatal tetanus,
birth trauma, and prematurity, Based
on the survey findings, prenatal and
delivery interventions will be given
increased attention under Family
Planning Support IV,

The Government of Morocco has
been able to maintain high vaccina-
tion coverage rates through highly
visible, but costly, vaccination cam-
paigns carried out with considerable
support from donor organizations.
The Ministry of Public Health is now
shifting to a maintenance phase and
will provide immunizations through
fixed vaccination centers (or “contact
points”) and mobile teams. Over
1,000 fixed centers have been estab-
lished since 1987, which brings the
total to 1,800. This new system will
lower recurrent costs and will make
maintaining the cold chain required
for vaccines more practical than it is
using the door-to-door method.

The expansion of social marketing
projects is another means Morocco
is using to increase program sustain-
ability. Morocco's first major social
marketing project, for the PROTEX
condom, has exceeded projected
sales, and the program is being
expanded to include advertising
and marketing support to promote
an oral contraceptive. Social market-
ing for ORS packets is also planned.
Private sector involvement in health
care, which met with some ministry
reluctance at first, is now expanding
in a number of ways.

The success of private sector involve:
ment in the vaccination campaigns
has persuaded ministry officials of
the value of this approach. Private
sector advertising firms have rede-
fined how the public views personal
health through a variety of cam-
paigns, including those for vaccina-
tion and diarrhea treatment. Private
physicians, clinics, and pharmacies
are now included as part of the local
health resource base, and formal
agreements have been negotiated
with private firms that are willing

to provide family planning services.
These successful ventures with the
private sector have given provincial
health directors the confidence to
explore more ways to involve the
private sector and thus increase
sustainability.

@ Sector Support Training enabled
seven physicians and administrators
to receive valuable long-term gradu-
ate training in epidemiology and
maternal health in 1990.

USAID/WASHINGTON
SUPPORT

Bureau for Science and
Technology Support

® TAACS (Technical Advisor in
AIDS and Child Survival) is working
with the Maternal Health Division
of the Ministry of Public Health to
address issues related to all aspects
of child survival and prenatal care
and delivery services in particular.

Short-term technical assistance
was provided as follows:

® AIDSTECH assisted in the prepa-
ration of an educational program for
high risk women that focused on
specific prevention measures.

® REACH (Resources for Child
Health) reviewed private sector
health investment and service
delivery in Morocco.
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DEMOGRAPHIC Annual Infant Deaths: CHILD SURVIVAL Oral Rehydration Appropriate Infant

INDICATORS 89,467 (90) INDICATORS Therapy: Feeding: N/A

Total Population: Infant Mortality Rate: Immunization ORS Access:  B0% (88)  Exclusively

19,143,169 (90) 123/1,000 (90) Coverage: ORT Use: 14% (89)  Breastfed: N/A

Life Expectancy at Under 5 Mortality DPT3: 7% 89  Contraceptive Introduction

Birth: Rate: Polio3: 71% (89}  Prevalence:  18%(90)  of Solids: N/A

52 Years (90) 187/1,000 (90) Measles: 58589  Adequate Breastfed 1 Year .
Children Under 1 Total Fertility Rate: BCG: 88% (89)  Nutritional or Longer: N/A \ i
663,569 (90) 5.7 Children (90) Tetanus2+:  29% (89)  Status: N/A  seeoATanoTES e KRS
NEPAL HIGHLIGHTS volunteers into its project, and in 8 Freedom from Hunger Founda- percent in 1990 as a result of pro-

m A study of the control of acute res-
piratory infections (ARI) in Nepal's
Jumla district, begun in 1986, shows
that successful case management of
childhood pneumonia can be under-
taken at the community level. This
groundbreaking program trained
community health workers to diag-
nose and treat childhood pneumonia
with antibiotics. Nearly 30,000 cases
were treated between 1986 and 1989.
As the program matured and lessons
learned were incorporated, childhood
deaths progressively decreased. A
major discovery was that over 90 per-
cent of ARIs occurred among children
under age two. This resulted in a shift
in program focus from all children
under age five to those under age two.
Strong communication with mothers
on the importance of prompt medical
attention for children with a cough or
difficult breathing has had a notable
impact throughout the program.
Interestingly, a 28 percent decrease
in mortality from all causes of death
was documented in the third year

of the study, even though pneumonia
case management was the only ser-
vice provided.

& The Ministry of Health (MOH)
has recently established a corps of
women community health volunteers
to increase the provision of services
to women by women. Traditionally,
women have been hesitant to use

the health care system because most
of the health personnel are men; cul-
tural beliefs restrict communication
between the sexes. Women health

some cases the volunteers double
as sales agents promoting the use
of oral rehydration salts (ORS), oral
contraceptives, and condoms,

BILATERAL PROJECTS

m Integrated Rural Health/Family
Planning Services, completed in
1990, supported the Government of
Nepal's efforts in diarrheal discase
control, immunization, birth spacing,
and malaria and ARI control through-
out rural Nepal. USAID supported

a major research project on ARI. A
parastatal firmn, Contraceptive Retail
Sales Company, has been privatized
with assistance from USAID and is
providing condoms and oral contra-
ceptives for sale through this project.

® Chiid Survival and Family Plan-
ning Services, which began in 1990,
is designed to improve MOH man-
agement of health and family plan-
ning service delivery and to improve
the quality and expand the coverage
of child health care, family planning
services, and malaria control. The
project is assisting the government
to integrate health services and de-
centralize decision making so that its
limited health manpower and finan-
cial resources will be used more effi-
ciently. This is being done through
expanded health and family planning
service delivery, enhanced planning
and management of service delivery,
strengthened malaria control mea-
sures, and sacial marketing of con-
traceptives.

tion works with the Family Planning
Association of Nepal to support diar-
rheal disease control, immunization,
breastieeding, growth monitoring,
nutrition, maternal health, and child
spacing. Mobile teams provide ser-
vices while screening for children

at high risk for malnutrition or with
diarrhea. Follow-up home visits are
made to all high risk children to en-
sure proper use of ORS and to teach
mothers about basic nutrition. The
projecttargets 22,000 residents living
in Sindhupalchok district in north-
eastern Nepal. During 1990, project
activities also included the training of
traditional birth attendants to identify
high risk pregnancies, an additional
immunization day, and follow-up vis-
its by female health volunteers to the
homes of children who had not com-
pleted their immunizations.

m Save the Children Federation

is building on a solid foundation pre-
viously established through its inte-
grated rural development project in
Gorkha district, which provides com-
prehensive primary health care ser-
vices. The project supports develop-
ment of a social marketing program
to promote the use of ORS and tem-
porary contraceptives. Activities

are carried out in conjunction with
Contraceptive Retail Sales Company,
which supplies oral contraceptives,
condoms, and ORS packets. Sales
agents make ORS and contraceptives
available, instruct mothers to ensure
proper usage, and make follow-up
visits, The sales agents also educate

motional efforts and sales agent
follow-up. Raising public awareness
of contraceptives and ORS has also
increased the credibility of the
sales agents,

Bureau for Sclence and
Technology Support

u Vitamin A for Health (Jolins Hop-
kins University) is conducting stud-
ies to assess the role of vitamin A
supplementation in reducing mor-
tality and morbidity among infants,
children, and mothers. A study of
the safety of vitamin A supplemen-
tation for infants under six months
of age is also under way.

Short-term technical assistance
was provided as follows:

m CSAP Support (CIHI/ISTI)
assisted in an assessment of USAID's
contribution to nutrition activities.

m ORT Help trained Peace Corps
volunteers in child survival inter-
ventions,

m PRITECH (Technologies for
Primary Health Care) assisted in
the evaluation of training needs for
MOH district-level managers.

@ REACH (Resources for Child
Health) provided assistance in vita-
min A activities in the Jumla district.

m Vector Biology and Control eval-
uated Nepal's Malaria Control Divi-
sion and found that it successfully
limited new cases of malaria despite
diminishing resources.

s | families about alternative famil m VITAL (Vitamin A Field Support
volunteers will ease women's entry lSJ‘SJsLDO/%ASI'IlNGTON plal:::iﬁlga:‘lethods and"hf,f'c';,.yl,a. Project) assisted in a preliminary
into the health care system. Volun- ceptives can be obtained. Use of investigation of the feasibility of
teers wil work in coordination with .8, Private Votuntary ORS and contraceptives is promoted  integrating vitamin A supplemen-
village health workers, referringin-  Organizations/FVA/PVC through demonstrations at the Gaija-  (ation with the Expanded 'rogram

dividuals requiring a higher level of
care to appropriate health services,
educating mothers about health,
supplying simple drugs, and treating
minor wounds. Save the Children
Federation has integrated women

® Adventist Development and
Relief Agency began providing child
survival services in Nepal in 1990.

tra Festival (women'’s day), video
programs, audio cassette dramas, a
school poster contest, village leader
meetings, village talk programs, and
dances and songs. Correct prepara-
tion of ORS has risen from 30 to 50

on Immunization,
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| ISLAMIC REPUBLIC OF PAKISTAN

DEMOGRAPHIC
INDICATORS

Total Population:
122,625,894 (90)

Life Expectancy at

Birth:

PAKISTAN HIGHLIGHTS

® Since 1982, when USAID stepped
up its support for primary health care
in Pakistan, the immunization cover-
age rate for children aged 12 to 23
months has increased from only 8

to over 80 percent in 19490, with the
exception of measles, which dropped
to 75 percent,

m Sales of oral rehydration salts (ORS)
doubled in 1990, partially because
Pakistan rescinded a regulation that
considered ORS a pharmaceutical
and limited its distribution to chemist
shops. Now, hundreds of thousands
of groceries and general stores have
become potential distribution points
for ORS. The 70 percent of the pop-
ulation (mostly rural) that does not
have access to chemists will now have
access to ORS. This policy change
provides a great incentive for private
sector development and distribution
of ORS. Land O’ Lakes, Inc., and
Pakistani dairy producers, with assis-
tance from PRITECH, have already
developed premixed ORS and up-
graded packaging technology. Lever
Brothers, which hasalarge distribu-
tion network in Pakistan, is discuss-
ing distributing Searle Pharmaceuti-
cal's new ORS to its 100,000 outlets.

BILATERAL PROJECTS

® Primary Health Care, completed
in 1990, built a solid foundation of
quality child survival services.
Although results are difficult to quan-
tify, the project evaluation team found
that a marked decline in child deaths
associated with diarrheal diseases,
diphtheria, whooping cough, polio,
and measles can be attributed direct-
ly to the activities supported by the
Primary Health Care project. Since
1982, immunization coverage rates
have risen more than 89 percent.
Thirteen training schools were built
and furnished, and 3,700 health tech-
nicians (an unprecedented 40 percent
were female) were trained in child

EN

57 Years (Y0)

Children Under 1:
5,048,989 (90)

Annual Infant Deaths:
564,268 (90)

Infant Mortality Rate:
103/1,000 (90)

Under 5 Mor tality
Rate:
156/1,000 (90)

Total Fertility Rate:
6.2 Children (90)

survival interventions. An additional
2,898 medical officers received man-
agement training. Training efforts
have resulted in increased aceeptance
of primary health care strategies and
an awareness of the cost-effective-
ness of preventive programs,

m Child Survival project, with assis-
tance from USAID, the Canadian
International Development Agency,
UNICEF, and World Heaith Organi-
zation promotes diarrheal discase
control, immunization, child spacing,
nutrition, breastfeeding, and other
services. Since 1988, the project has
contributed greatly to the growing
accessibility and use of ORS through-
out the country. PRITECH has strong-
ly encouraged and facilitated private
sector involvement in ORS produc-
tion, marketing, and distribution.

u Malaria Control Il integrated
malaria control with general health
services to increase the cost-effec-
tiveness of vector control. Costly
door-to-door case detection is being
replaced by surveillance-based,
passive detection in health facilities.
Houses and villages are being target-
ed for spraying in areas where the
surveillance data reveal high malaria
endemicity. Surveillance activities
are complemented by the dissemin-
ation of health education messages.

USAID/WASHINGTON
SUPPORT

U.S. Private Voluntary
Organizations/FVA/PVC

B Adventist Development and
Relief Agency established an ex-
panded maternal and child health
services program, which is partially
supported with local funds. Mobile
teams visit 357 villages to immunize
women and children. In 1990, the
project trained community health
workers and traditional birth atten-
dants, who now provide education
in the use of oral rehydration salts/
home mix, nutrition, and family plan-
ning. Fifty-eight percent of children

CHILD SURVIVAL Oral Rehydration Appropriate Infant
INDICATORS Therapy: Feeding: N/A
Immunization ORS Access: 71% (B9 Exclusively

Coverage: ORT Use: 42% (87)  Breastfed: N/A
DIT3: 83% (90)  Contraceptive Introduction

Polio3: 83% (90)  Prevalence: 8% (84-5)  of Solids: N/A
MC“‘SICS: 7‘?"’ G0 Adequate Breastfed 1 Year

BCG: 87% (90)  Nutritional or Longer: N/A
Tetanus2+: 70% (90)  Status: 84% (85)  seeDATA NOTES

aged 12 to 23 months are immunized;
67 percent of mothers have received
two doses of tetanus vaccine, The
project’s evaluation found that 95 per-
cent of children with diarrhea were
properly fed or breastfed throughout
the episode. Project expansion in
1990 provided coverage for an addi-
tional 100 villages.

m Aga Khan Foundation provides
child survival services in the North-
ern Areas and Chital district of Pak-
istan. {n 1990, the project increased
its target population by 70 percent,
and it is now serving 185,000 persons,
Most services are provided by 540
trained community health workers
and traditional birth attendants,

and through 32 village health cen-
ters. The services provided by health
workers are governed by village or-
ganizations, which set policy and pri-
oritize services. One village organi-
zation devised a way to encourage
mothers to have the traditional birth
attendant present at birth and com-
pensate the traditional birth atten-
dant: A flat rate is charged for three
antenatal visits and delivery, but if
the traditional birth attendant is not
called in to assist the delivery, the
rate is doubled.

m World Vision Rellef and Deve!-
opment began providing child
survival services in the outskirts
of Islamabad in 1990.

Bureau for Science and
Technology Support

® Applied Diarrheal Disease
Research project supports studies
in vitamin A deficiency, dietary man-
agement, and health-seeking behav-
ior. One study tested an inexpensive
and acceptable rice-based diet for
children suffering from persistent
diarrhea.

m Demographic and Heaith Sur-
veys assisted the National Institute
of Population Studies in a national
survey.

® PRICOR (Primary Health Care
Operations Research) developed
tools basic health unit workers can
use for patient management, includ-
ing two memory aids (a reference
guide and an outpatient dispensary
slip). A follow-up study showed a
63 pereent inerease in patients who
knew when to return for the next
immunization based on health
worker instruction.

# PRITECH (Technologies for Pri-
mary Health Care) has been instru-
mental in increasing the production,
distribution, and marketing of ORS
by the private sector, PRITECH has
provided training in market rescarch
to private producers of ORS and
served as a catalyst for action be-
tween the government and commer-
cial sectors.

8 WIN (Women and Infant Nutrition:
A Family Focus) promoted breast-
feeding by helping to improve the
knowledge and practices of health
care workers,

Short-term technical assistance
was provided as follows:

2 AIDSTECH conducted an HIV
infection and AIDS needs assessment.

| CSAP Support (CIHI/ISTI)
assisted in information management.

# Health Financing and Sustain-
ability project assisted in setting
up a health financing study to ipves-
tigate cost-saving and cost-sharing
schemes,

® ORT Help participated in a
maternal health needs assessment.

® REACH (Resources for Child
Health) evaluated the field trial for
SoloShot™, a nonreusable syringe
designed to prevent the transmission
of infection through reuse of contam-
inated syringes, and found it to be
easier to usc than the conventional
syringe.

® Vector Biology and Control
participated in the evaluation of the
Malaria Control Il project.



DEMOGRAPHIC Annual Infant Deaths: CHILD SURVIVAL
INDICATORS 61.000 (89) INDICATORS

Total Population: Infant Mortality Rate: Immunization
9,274,000 (89) 136/1,000 (89) Coverage:

Life Expectancy at Under 5 Mortality DPT3: 89% (90)
Birth: Rate: Polio3: 89% (90)
44 Years (89) 183/1,000 (90) Measles: 74% (90)
Children Under 1: Total Fertility Rate: BCG: 99% (90)
408,000 (89) 8.7 Children (89) Tetanus2+:  18% (90)
YEMEN HIGHLIGHTS BILATERAL PROJECTS

& Qver the past three years, prog-
ress in immunization coverage has
been most noteworthy. Current esti-
mates are that national coverage for
DPT3 (diphtheria, pertussis, teta-
nus) has jumped from 14 percent in
1987 to 89 percent in 1990. Success
is largely attributed to UNICEF's
coordination of multisectoral partic-
ipation in immunization campaigns
and effective use of mass media. One
particularly effective component of
the Expanded Program on Immuni-
zation is a monthly journal providing
coverage information, by governor-
ate, to all immunization workers, The
journal promotes a sense of friendly
competition among the regions using
colorful graphs to compare gover-
norate coverage rates.

® Recruiting and training female
trainers/supervisors and primary
health care workers are extremely
difficult in Yemen because only a
small percentage of women are liter-
ate and have completed the requisite
level of schooling. Because most
Yemeni women will not visit a male
health worker without an escort,
female health workers are generally
more effective than their male coun-
terparts in reaching women with
primary health services. As a result,
extra effort has been made to recruit
female trainers/supervisors and pri-
mary health care workers. Currently,
50 percent of the trainers/supervisors
are women, a significantly higher per-
centage than was anticipated at the
start of the training program. About
22 percent of the 180 health workers
now being trained are women.

m Accelerated Cooperation for
Child Survival works to train prima-
ry health care workers and to devel-
op a health services delivery system.
In 1990, a training curriculum was
completed by the Ministry of Health
with assistance from HEALTHCOM
and REACH. Trainers/supervisors
who completed their training in 1989
began to train a cadre of primary
health care workers in September
1990. The year-long training program
focuses on oral rehydration therapy,
immunization, nutrition, and the pre-
vention and treatment of acute respi-
ratory infections. Once trained, the
primary health care workers will staff
health centers in four governorates,
which will provide 44 percent of the
Yemeni population with access to
preventive and curative services.

With the assistance of HEALTH-
COM, the Directorate General of
Health Education is undertaking the
dusign of health communication pro-
grams, based in part on the findings
of surveys of knowledge, attitudes
and practices among the target pop-
ulation. HEALTHCOM will also be
assisting the ministry with the imple-
mentation of its new state-of-the-art
communication system, which in-
cludes media production equipment.

The project is investigating the fea-
sibility of private sector involvement
in health care delivery. An innovative
approach to increasing vaccination
coverage through the private sector
is being tried in the Sadah governor-
ate. Licensing regulations for private
clinics now require that clinics pro-
vide immunization services. Although
it is too soon for measurable results,
an increase in the number of health
facilities providing immunizations
could certainly expand vaccination
coverage.

| .
YEMEN ARAB REPUBLIC

Oral Rehydration Appropriate Infant

Therapy: Feeding: N/A

ORS Access: 16% (89)  Exclusively

ORT Use: 6% (88)  Breastfed: N/A

Contraceptive Introduction

Prevalence: 4% (89)  of Solids: N/A

Adequate Breastfed 1 Year

Nutritional or Longer: N/A

Status: N/A oo oaranores

The Accelerated Cooperation for USAID/WASHINGTON
Child Survival project will also be SUPPORT

helping to modernize the National Bureau for Science and
Epidemiology and Disease Control Technology Support

Program. A technical advisor in AIDS
and child survival will assist in the
design of a system to track the inci-
dence and prevalence of various
discases. The program will assist in
upgrading the government's central
laboratory and developing strategies
to investigate disease outbreaks.

m Tihama Primary Health Care,
which ended in 1990, assisted the
government in developing a primary
health care system in coastal Tihama
province that offered a range of
maternal and child health services.
During the life of the project, USAID,
in conjunction with the Ministry of
Health and the Pathfinder Fund,
worked to upgrade midwifery train-
ing at the country's Health Manpow-
er Institute. Physicians, nurses, and
community health workers were
trained in child survival interventions.
The project also strengthened the
process of maintaining the vaccine
cold chain and supported immuni-
zation activities at fixed centers and
through mobile vaccinators. An ad-
ditional class of midwives is being
trained under the Accelerated Co-
operation for Child Survival project.
Lessons learned in Tihama will be
applied to improve the model for
service delivery in the other three
provinces.

® Demographic and Health
Surveys is planning the upcoming
Yemeni national demographic and
health survey.

8 HEALTHCOM (Communication
for Child Health) assisted the gov-
ernment in the Accelerated Cooper-
ation for Child Survival project by
working with the Directorate Gener-
al of Health Education to strengthen
its capacity to plan, develop, imple-
ment, and evaluate effective child
survival communication programs
nationwide.

® REACH (Resources for Child
Health assisted the government
with tl.¢ Accelerated Cooperation for
Child Survival project by conducting
training-of-trainers workshops and
helping to expand the project to in-
clude six more primary health care
training centers. A resource center
for child health training and reference
materials was organized by REACH.
Procurement of additional resources
continued throughout the year.

8 TAACS (Technical Advisor in
AIDS and Child Survival) provided
assistance to develop the National
Epidemiology and Disease Control
Program.

Short-term technical assistance
was provided as follows:

® AIDSTECH promoted AIDS educa-
tion and prevention activities.

# ORTY Help trained Peace Corps
volunteers in potable water activities.



LATIN AMERICA AND CARIBBEAN
REGIONAL PROGRESS TOWARD CHILD SURVIVAL GOALS

subsequently been called a lost

decade for the Latin America and
Caribbean (LAC) region, USAID re-
assessed its goals for the health sec-
tor and set a five-year course concen-
trating on life-saving preventive ser-
vices for children, Six countries were
designated as child survival empha-
sis countries: Bolivia, Ecuador, Guat-
emala, Haiti, Honduras, and Peru.
In addition to the targets adopted
throughout USAID for immunization
coverage, use of oral rehydration
therapy (ORT), and access to oral
rehydration salts (ORS), the LAC
Bureau set a target to reduce infant
mortality to 60 per 1,000 live births.
During 1985-1990, the child survival
program in the LAC region concen-
trated on immunization and ORT
services. Other program components
included the control of acute respi-
ratory infections, birth spacing, and
promotion of optimal breastfeeding
practices.

| n 1985, in the middle of what has

Improvements in health status in the
region since 1985 have been remark-
able given the context of declining
per capita economic growth rates and
increasing debt burdens. The target
of reducing infant mortality to 60 per
1,000 live births has been achieved
in Ecuador (51) and El Salvador (58)
and is close to being reached in the
Dominican Republic (61) and Hon-
duras (61). Average infant mortality
for USAID-assisted countries in the
region reached an all-time low of 51
per 1,000 live births in 1990. Vaccine
coverage rates for diphtheria, pertus-
sis, and tetanus are nearing 80 per-
cent. Under the Pan American Health
Organization's Accelerated Immu-
nization Project, which is supported
by USAID, polio vaccine coverage
increased substantially, and polio has
been almost completely eliminated

43 MORTALITY TRENDS
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from the Americas. Access rates

to ORS in Belize, El Salvador, Guat-
emala, Jamaica, Mexico, Paraguay,
and Uruguay are 80 percent or over.
Regional ORT use is almost 51 per-
cent, which exceeds the 1990 target
of 45 percent. Concurrent with the
implementation of interventions to
increase child survival, the LAC Bu-
reau has focused on strengthening
logistic systems, improving informa-
tion and epidemiologic surveillance
systems, establishing communica-
tion networks, improving manage-
ment, and encouraging decentraliza-
tion of health services.

Despite the declines in infant mor-
tality and improvements in immuni-
zation coverage and access to ORT,
the health of the majority of the peo-
ple living in Latin America remains
poor. Although overall levels of infant
mortality, service coverage, and life
expectancy compare favorably with
those of other regions, progress

in the LAC region as a whole masks
wide disparities among countries,
and, within countries, among urban,
peri-urban, and rural areas. The
infant mortality rate in Guatemala

is more than four times that of Costa
Rica. Regional immunization cover-
age is almost 80 percent, but coun-
tries such as Bolivia and Haiti still
have a long way to go to achieve 80
percent coverage and to develop the
systems needed to sustain good cov-
erage levels. Honduras has sustained
an ORT use rate above 45 percent
since 1987. And in 1990, Ecuador
reported an ORT use rate of 70 per-
cent. El Salvador is approaching the
target, but a number of countries lag
far behind.

‘The population in Latin America and
the Caribbean is becoming increas-
ingly urban, The World Bank predicts
that 90 percent of the poor in the re-
gion will live in cities by the end of
the 1990s. The resulting strain on
already inadequate water and sanita-
tion facilities, coupled with the lack
of environmental controls, will likely
result in increased respiratory and
gastrointestinal morbidity and mor-
tality in the region. Moreover, as pop-
ulations become more urban and
traditional practices are forsaken,
infants and children may lose the
protective benefits of breastfeeding
because mothers begin early intro-
duction of other fluids and solid foods
so they can be free to work outside
the home.



" LATIN AMERICA AND CARIBBEAN '

. USAID will continue to focus child
4 DPT3 COVERAGE survival efforts in Latin America

and the Caribbean on expanded im-

100 Percent vaccinated by 12 months of age 100 Porcent vaceingied by 12 months of age in selected countrios in the Latin America and Caribbean region munization and control of diarrheal
o the Latin America and Caribboan reglon diseases, but with an approach that
% % increasingly addresses other factors
that affect child survival. Immuni-
o 8 zation programs must evolve and

become institutionalized so that na-
tional vaccination days are not seen

70 N .
as the optimal means of achieving

70

© " desired coverage rates. Private and
public health facilities should have
o 5 vaccines and trained personnel avail-
- able to provide vaccinations at any
given opportunity. Without more per-
had 0 . manent mechanisms for immuniza-
tion, gains made in polio eradication,
% 0 for example, could be lost. In the next
decade, immunization efforts should
2 2 focus on improving coverage for
both measles and neonatal tetanus.
1 1o New diarrheat disease control tar-
gets set for 1995 emphasize correct

1985 1986 1987 1988 1989 1990 1982 1984 1986 1988 1990 1982 1984 1966 1988 1990 1982 1984 1986 1988 1990

treatment of diarrhea. To achieve
these targets, donor and host govern-
ment coordination will have to be
: improved. In general, more empha-
a5 sis must be placed on involving host
ORT USE .
_ N . governments, donors, health mainte-

T nance organizations, private physi-

Peru Haiti Guatemala

100 Percent of chikdren undar age five 100 Percent of children undor ago five in selected countries In the Latin America and Caribbaan region cians, pharmacists, local voluntary
10 the Latin Americe and Carbbaen region organizations, and members of the
20 % advertising industry in child survival
activities if sustainability is going to
80 80 be achieved. Possible strategies in-

clude focusing on preventive health
care, generating long-term private

70 70
a8 sector commitments, and charging
& 60 . appropriate user fees.
The data presented here suggest
50 50 | that efforts to date have been effec-
tive in attaining the child survival
w © goals outlined in 1985. The challenge
for the 1990s is to ensure that current
20 30 programs are strengthened and that
interventions are not only institution-
2 2 | o : alized and made more sustainable
- " . but expanded to cover the individu-
10 10 als yet to be reached.
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USAID CHILD SURVIVAL
& HEALTH FACT SHEET

BOLIVIA HIGHLIGHTS

m In Bolivia, private voluntary orga-
nizations (PVOs) have played a sig-
nificant role in improving immu-
nization coverage against diphtheria,
pertussis, and tetanus. In 1990, when
the national coverage rate was 41
pereent, Freedom from Hunger,
Project Concern International, and
Esperanca achieved DPT3 coverage
rates of 48, 69, and 79 percent, re-
spectively, in their project regions,

® USAID is working to ensure that
child survival programs will have
lasting benefits. PROCOSI, a feder-
ation of 10 U.S. and Bolivian PVOs
created with USAID assistance in
1988, recently became a registered
association. In addition to coordinat-
ing child survival activities and pro-
viding financial and technical assis-
tance to member PVQs, PROCOSI
has fielded 50 technical consultancies,
conducted 20 workshops, and estab-
lished a technical resource center.

BILATERAL PROJECTS

® Community and Child Health
assists the Ministry of Health (MOH)
with child survival activities in the
rural and peri-urban areas of La Paz,
Cochabamba, and Santa Cruz. The
project is developing a component to
control Chagas’ disease, an endemic
health problem in Bolivia.

B ORT and Child Growth Monitor-
ing, administered by Caritas (a local
PVO), PRITECH, and Catholic Relief
Services, promoted child survival in-
terventions through mothers’ clubs
and radio programs. An evaluation
found that participants treated 42
percent of diarrhea cases properly.

@ Self-Financing Primary Health
Care, with PROSALUD, a local PVO,
offers health and child survival inter-
ventions through a network of pri-
vate clinics. In 1990, the project built
six new health centers,

| Child Survival PVO Network,
implemented by Save the Children
Federation (SCF) and PROCOSI,

Children Under 1
285,993 (90)

REPUBLIC OF BOLIVIA

DEMOGRAPHIC Annual Infant Deaths:
INDICATORS 31,249 (90)

‘Total Population: Infant Mortality Rate:
7,313,632 (90) 101/1,000 (90)

Life Expectancy at Under 5 Mortality
Birth: Rate:

54 Years (90) 167/1,000 (90)

Total Fertility Rate:
5.9 Children (90)

coordinates PVQ resources and
collaboration with the MOH. The
project is working to strengthen
PVO health information systems.

m ORS Packets assisted the MO1
with procuring, distributing, and
marketing oral rehydration salts
(ORS) packets nationwide.

® Radlo Education builds on Bo-
livia's successful use of radio to con-
vey health messages to children in
three departments. A weekly radio
program, *Diarrhea Prevention and
Oral Rehydration Therapy,” was
aired in 1990,

u Child Survival and Rural Sani-
tation, through CARL, a U.S-based
PVO, assists the MOH in providing
water and sanitation services and
education to over 60,000 people in
five departments. In 1990, over 100
water systems were constructed.

u AIDS Preventlon and Control
works with the MOH to educate
communities and health care provid-
ers about AIDS. In 1990, the project
assessed perinatal transmission of
the AIDS virus.

» Improving the Impact of PL 480
Resources, implemented by the
Adventist Development and Relief
Agency, Caritas, and Food for the
Hungry, provides technical assistance
and training to private sector groups
engaged in child survival activities.

® Reproductive Health, working
with the MOH and local nonprofit
groups in three major cities, is a new
project designed to prevent high risk
births through promotion of contra-
ceptives and bri-astfeeding.

REGIONAL PRCIECTS

u Accelerated Immunization works
to improve child survival in the Amer-
icas by reducing vaccine-preventable
diseases. A television special was
aired to promote the Andean Vacci-
nation Day in April 1990,

® Andean Peace Scholarships spon-
sors short- and long-term study in
the United States for students from

CHILD SURVIVAL Oral Rehydration Appropriate Infant
INDICATORS Therapy: Feeding: S1% (89)
Immunization ORS Access: 406 (88)  Exclusively

Coverage: ORT Use: 34% (89)  Breastled: 55% (89)
DI A% 90 Contraceptive Latroduction

Polio3: S0% (90)  Prevalence:  12% (89)  of Solids: 39% (89)
Mf";“‘l"s" 5360 Adequate Breastfed 1 Year

BCG: 48% (90)  Nutritional orlonger:  71% (89)
Tetanus2+: 200 (89)  Status: 81% (8Y)  seooaranotes

Andean nations. In 1990, 22 Bolivian
physicians participated in a four-
week course in applied epidemiology.

USAID/WASHINGTON
SUPPORT

U.S. Private Voluntary
Organizations/FVA/PVC

® Andean Rural Health Care works
with the MOH and local organiza-
tions to integrate child survival pro-
grams into the primary health care
network serving 10,000 people in
the La Paz department. Services are
being expanded under a 1990 grant.

m Esperanga sponsors primary
health care interventions in remote
areas of the Chaco region. Immuni-
zation coverage rose 15 percent in
1990 through health worker efforts.

& Food for thc Hungry currently
promotes oral rehydration therapy
(ORT), immumnization, and proper
nutrition through mother centers

in 89 rural communities. Acceptance
of ORT solutions has been greater
than anticipated, and the project has
raised its goal for ORT use from 65
to 75 percent.

m Foster Parents Plan provides
child survival services in the cities
of Sucre and Altiplano through two
grants awarded in 1990.

® Freedom from Hunger assists the
government in introducing child sur-
vival interventions into 40 communi-
ties. The introduction of vegetable
gardens and greenhouses to women's
groups has improved eating habits,

u Project Concern international
works with local health authorities in
rural arcas of Cochabamba and Poto-
si to provide child survival services
through trained community health
workers, nurses, and doctors. In 1990,
224 medical personnel were trained.

u Save the Children Federation,
under two grants, is establishing
community-based health care sys-
tems in adjoining areas of Inquisivi
province. Under another grant, SCF

works to improve vitamin A status
through vitamin A distribution, cook-
ing groups, and vegetable gardens.

Bureau for Science and
Technology Support

m CSAP Support (Johns Hopkins
University) provided a Child Survival
Fellow to work with PROCOSI to
develop child survival programs.

@ Demographic and Health Surveys
conducted an in-depth health survey.

m MatherCare (Maternal and Neo-
natal Health and Nutrition), which
works to improve maternal health
and neonatal survival, is developing
projects in Cochabamba and Inquisivi.

® PRITECH (Technologies for Pri-
mary Health Care) provides a com-
municator and pediatrician to PRO-
COSl and short-term assistance.

# TAACS (Technical Advisor in
AIDS and Child Survival) is assisting
the MOH in developing a Chagas'
disease control program,

@ WIN (Women and Infant Nutrition:
A Family Focus) supports the Well-
start Lactation Management Educa-
tion Program by training health
workers to promote optimal breast-
feeding. Participants have developed
a national working group for the
promotion of breastfeeding.

Short-term technical assistance
was reported as follows:

u AIDSCOM assisted in AIDS edu-
cation and comiunication.

® AIDSTECH developed AIDS pre-
vention programs,

® Nutrition Education and Social
Marketing Fleld Support trained
in the Rapid Assessment Procedure
related to infant feeding practices.

® REACH (Resources for Child
Health) strengthened neonatal teta-
nus control strategies.

& Vector Biology and Control sup-
ported vector-borne discase control.

® WASH (Water and Sanitation
for Health) worked in water and
sanitation.



DEMOGRAPHIC Aunual Infant Deaths: CHILD SURVIVAL
INDICATORS 17,224 (90) INDICATORS

“Total Population: Infant Mortality Rate: Immunization
10,587,226 (90) 51/1,000 (87) Coverage:

Life Expectancy at Under 5 Mortality DPT3: 69% (90)
Birth: Rate: Polio3: 66% (90)
66 Years (90) 83/1,000 (80) Measles: 62% (90)
Children Under 1: Total Fertility Rate: BCG: 89% (90)
325,675 (90) 3.8 Children (89) Tetanus2+:  23% (89)

ECUADOR HIGHLIGHTS

mIn Esmeraldas province of Ecuador,
REACH has been working with local
government officials, local leaders,
and the Red Cross to eliminate neo-
natal tetanus deaths by strengthen-
ing local immunization capabilities
and targeting women of reproductive
age. As a result of this collaborative
effort, deaths due to neonatal tetanus
have declined from 345 per 100,000
in 1983 to 27 per 100,000 in 1988.

mA recent survey in Manabi prov-
ince found that 70 percent of moth-
ers use oral rehydration therapy
(ORT) during their children’s epi-
sodes of diarrhea. Other indicators
of good management of diarrheal
disease in the home were also found.
Sixty-nine percent of mothers contin-
ued to feed their child during diar-
rheal epicodes and 90 percent con-
tinued breastfeeding.

BILATERAL PROJECTS

u Integrated Rural Health Delivery
Systems, completed in December
1989, provided training and services
supporting Ecuador’s national child
survival program. Hospital-based
oral rehydration units established
by the project in all 21 of Ecuador's
provincial hospitals continue to oper-
ate. Preliminary results of a national
maternal and child health survey
indicate a significant drop in the
national infant mortality rate.

m Child Survival, a continuation of
the Integrated Rural Health Delivery
Systems project, works to increase
the effective use of vaccinations,
ORT, nutrition education, and treat-
ment for acute respiratory infections
(ARI) in several highland and coastal
provinces, Regional training courses
in ARI are being developed to train
health personnel in each province.

n OPG: Private Sector Health
Delivery Model, implemented by
MAP International, a U.S.-based pri-
vate voluntary organization (PVO),

works to establish financially self-
reliant community organizations

to provide maternal, child, and other
health services to 30,000 people in
tvo communities in El Oro province.
In 1990, 20 traditional healers and
health workers re:zcived training

in financial management.

@ Water and Sanitation for Health
and Ecuadorlan Development com-
plements water and sanitation activ-
ities begun by the Integrated Rural
Health Delivery Systems project.
The goal of the four-year project is

to improve the health of infants and
children by strengthening the capaci-
ty of the Ecuador Institute of Sanita-
tion Works to assist rural communi-
ties in installing and maintaining safe
water supply systems and latrines. In
1990, the project focused on training
personnel and establishing depart-
ments in management development,
hygiene education, training, appro-
priate technology research, and oper-
ation and maintenance.

REGIONAL PROJECTS

m Accelerated Immunization works
to improve child survival in the Amer-
icas by reducing vaccine-preventable
diseases. A one-hour television spe-
cial was aired in Ecuador and other
Andean countries to promote the
April 1990 Andean Vaccination Day.
With the support of the Interagency
Coordinating Committee, the Min-
istry of Health (MOH) successfully
negotiated having vaccines included
within their free medicine program.

m Andean Peace Scholarships
sponsors students from Andean
nations for short- and long-term
study in the United States in health
services, policy, and administration.
The project supported the develop-
ment and implementation of a health
services management course de-
signed for 18 MOH technical and
administrative health professionals.

REPUBLIC OF ECUADOR '

Oral Rehydration

Appropriate Infant

USAID CHILD SBURVIVAL
& HEALTH FACT SHEET

Therapy: IFeeding: 24'% (87)

ORS Access: 54% (89)  Exclusively

ORT Use: 70% (89)  Breastfed: 27% (87)

Contraceptive Introduction

Prevalence:  42% (89)  of Solids: 15% (87)

Adequate Breastfed 1 Year

Nutritional or Longer:  56% (87)

Status: 76% (87)  soeDATANOTES

USAID/WASHINGTON This cost-effective alternative to
SUPPORT incubators for nurturing premature
U.S. Private Voluntary and low birth weight infants involves
O.rg;inlzatlons /FVA/PVC carrying the infant closely bound to

a Catholic Rellef Services works
through 70 women's clubs in the
regional capitals of Cuenca, Lataun-
ga, and Portoviejo to improve the
nutritional status of children under
age six through promotion of ORT
and immunizations and provision

of growth monitoring and other
nutrition services, Project beneficia-
ries receive technical assistance and
credit to increase agricultural pro-
duction. Drought in two provinces
resulted in greater emphasis on ani-
mal husbandry activities. Some 160
health workers were trained in child
survival interventions in 1990.

m ProjJect HOPE opcrates a service
delivery project in the Manabi and
Azuay provinces that sceks to in-
crease child survival through nutri-
tion education and access to immu-
nizations, OR'T, and other healta
services. Over 3,500 mothers and
students attended training sessions
conducted by community health vol-
unteers in 1990. Focus groups and
interviews are used to identify health
knowledge, attitudes and practices so
that educational components can be
modified to suit the target population.

Bureau for Science and
Technology Support

m AIDSCOM provides assistance
in AIDS education and prevention.

m AIDSTECH assists laboratory
technicians in blood screening and
HIV testing procedures, and the
MOH in AIDS surveillance activities.

m Applied Diarrheal Disease
Research is developing a study
on the epidemiology of invasive
diarrhea in day care centers.

m MotherCare (Maternal and Neo-
natal Health and Nutrition) is evalu-
ating the direct impact of the kanga-
roo-mother approach to caring for

low birth weight babies on declines
in neonatal morbidity and mortality.

the mother's breast.

8 REACH (Resources for Child
Health), through a long-term tech-
nical advisor, is supporting MOH
immunization cfforts in the northern
coastal Esmeraldas province. The
project trains physicians, nurses,
community health workers, school-
teachers, and community leaders

in immunization.

B TAACS (Technical Advisor in AIDS
and Child Survival) assisted the MOH
in developing a national strategy to
reduce maternal mortality, and the
USAID mission in designing a project
component on health care financing.

wWIN (Women and Infant Nutri-
tion: A Family Focus), supports the
Wellstart Lactation Management
Education program to promote opti-
mal breastfeeding by improving the
knowledge and practices of health
care workers.

Short. ;erm technical assistance
was reported as follows:

aHealth Financing and Sustain-
abllity provided technical assistance
in health care financing and sustain-
ability.

& HEALTHCOM (Communication
for Child Survival) provided techni-
cal assistance to strengthen commu-
nication and promotion activities in
immunization, ORT, and other child
survival interventions.

@ ORT Help trained Peace Corps vol-
unteers in child survival interventions,

m PRITECH (Technologies for Pri-
mary Health Care) worked with the
MOH to improve its management
information system,

m Vector Blology and Control
supported malaria control efforts.

mWASH (Vater and Sanitation
for Health) worked in water and
sanitation.

- K




REPUBLIC OF GUATEMALA '

DEMOGRAPHIC Annual Infant Deaths:
o INDICATORS 19,542 (90)
L
Total Population; Infant Mortality Rate:
9,197,345 (90) 72/1,000 (87)
Life Expectancy at Under 5 Mortality
Birth: Rate;
63 Years (90) 90/1,000 (90)
Children Under 1: Total Fertility Rate:
351,593 (90) 5.5 Children (40)
GUATEMALA HIGHLIGHTS = Community-Based Health and

u A USAID-supported private volun-
lary organization (PVQ) has prompt-
ed important regional-level policy
changes. Because neonatal tetanus
is a major cause of death in newborns,
Project HOPE-supported vaccination
campaigns in the San Marcos depart-
ment added tetanus toxoid vaccina-
tion for women. This resulted ina

43 percent increase in the number
of women receiving at least two doses
of tetanus toxoid, the minimum num-
ber needed to protect newborns.
This success prompted the regional
health ministry to add tetanus tox-
oid in 1990 vaccination campaigns.

® Child survival activities have
slowed due to a financial review

of the Ministry of Health (MOH).
Despite this setback, the Expansion
of Family Planning Services project,
which assists local groups in devel-
oping maternal/child health projects,
met with over 40 potential grantees
and funded 11 projects in 1990.

BILATERAL PROJECTS

m Immunization and ORT Services
for Child Survival works with the
MOH to improve immunization cov-
erage and use of oral rehydration
therapy (ORT). In 1990, the project
supported establishment of the
MOH's Health Management Infor-
mation System.

@ Expanslon of Famlily Planning
Services assists the International
Planned Parenthood Federation affil-
iate, APROFAH, and local organiza-
tions to provide child survival inter-
ventions nationwide. In 1990, the
project developed & proposal format
and instruction guide to assist local
groups in designing maternal/child
health programs.

= Water, Women and Health, admin-
istered through CARE, a U.S.-based
PVO, constructs and maintains water
and sanitation systems for rural com-
munities. In 1990, 24 health workers
and numerous families received
hygiene education,

B

Nutritlon Systems works with the
MOH to develop water and sanitation
systems for rural communities in six
departments, Completed in 1990, the
project built over 16,000 latrines and
168 water systems,

REG!ONAL PROJECTS

a Accelerated Immunization
works in the Americas to reduce
vaccine-preventable diseases, In
1990, studies were conducted on
improving coverage in Guatemala,

@ ORT, Growth Monitoring and
Nutrition Education, jointly spon-
sored by the Institute of Nutrition for
Central Americaand Panama (INCAP)
and the MOH, works to improve
maternal and child health in Central
America. The project is conducting
opcrations research on local moni-
toring of health programs.

» Technical Support for Food
Assistance supports INCAP in
increasing the effectiveness of food
assistance in Central America and
Panama. In 1990, interagency coor-
dination was strengthened through
the development of a computerized
information system.

USAID/WASHINGTON
SUPPORT

U.S. Private Voluntary
Organizations/FVA/PVC

a CARE works to improve commu-
nity health education training meth-
ods in the departments of Alta Vera-
paz and Baja Verapaz. Findings from
a survey conducted on dietary prac-
ticvs and diarrheal disease were
incorporated into the training cur-
riculum for health care workers.

w Foster Parents Plan works to
improve maternal and child health
through community organization

in rural communities. Immunization
coverage rates in the project area
substantially exceed national rates.

u International Eye Foundation
assists the National Committee for
the Blind and Deaf to prevent nutri-
tional blindness through vitamin

CHILD SURVIVAL Oral Rehydration Appropriate Infant
INDICATORS Therapy: Feeding: N/A
Immunization ORS Access: 80% (8Y)  xclusively

Coverage: ORT Use: 24% (89)  Breastfed: N/A
DPT3: 64% (90)  Contraceptive Introduction

Poliod: 72% (90)  Prevalence:  19% (87)  of Solids: N/A
MC‘{SICS: Gf“ (0 Adequate Breastfed 1 Year

BCG: 53% (90)  Nutritional or Longer: N/A
Tetanus2+:  18% (89)  Status: 55% (87)  sesDAYANOTES

A distribution, community gardens,
and nutrition education. The project
is expanding its services through a
child survival grant awarded in 1990.

u Laleche League International
promotes optimal breastfeeding
through women's groups in Guate-
mala City. To promote colostrum as
baby's first vaccine, the project added
colostrum to the MOH's immuniza-
tion coverage logo and produced the
design on posters now hanging in

40 health centers.

# Project Concern Intemnational
assists the MOH in expanding health
services to women and children in
two isolated cities. In Santiaguito,
community health volunteers pro-
mote health services through home
visits and educational meetings.

m Project HOPE works with the
government to provide child survival
services to rural communities in San
Marcos and Quezaltenango depart-
ments. Project HOPE developed ad-
hesive labels printed with a liter gauge
and instructions for preparing oral
rehydration salts (ORS), which were
applied to plastic bottles and distrib-
uted to families throughout the proj-
ect area. The project was awarded a
grant to expand vitamin A activities,

Bureau for Science and
Technology Support

® AIDSCOM assists the Association
in Guatemala for Sex Education and
the Regional Center for Audiovisuals
in AIDS in training private sector
health care personnel.

m CSAP Support (Johns Hopkins
University) provided a Child Survival
Fellow to work on maternal and neo-
natal mortality and morbidity.

® HEALTHCOM (Communication
for Child Survival), completed in
1990, assisted the MOH in promot-
ing immunization and ORS. In 1990,
HEALTHCOM designed a liter bag
to be used for ORS preparation.

u MotherCare (Maternal and Neo-
natal Health and Nutrition) works

to improve maternal and neonatal
health by training traditional birth
attendants, MotherCare is assisting
in the development of the Quezalte-
nango demonstration project, which
will focus on the management of high
risk maternal and neonatal events,

m Nutritlon Education and Soclal
Marketing Fleld Support, which
supports communication training
capabilities, assists INCAP in devel-
oping a water and sanitation commu-
nication strategy.

® PRICOR (Primary Health Care
Operations Rescarch) provides tech-
nical assistance to INCAP in health
systems development,

# Project SUPPORT works in diar-
rheal disease control.

® WIN (Women and Infant Nutrition:
A Family Focus) supports the Well-
start Lactation Management Educa-
tion program by training health care
workers to promote optimal breast-
feeding. Through the Clearinghouse
on Infant Feeding and Maternal
Nutrition, WIN assists INCAP's
nutrition clearinghouse.

Short-term technical assistance
was reported as follows:

® AIDSTECH worked to improve
clinical management of sexually
transmitted diseases.

® Applied Diarrheal Disease
Research supported studies on
dietary management of diarrhea.

m CSAP Support (CIHI/ISTI) pro-
vided technical assistance in health
information systems,

» Milwaukee International Health
Training Center provided technical
assistance in nutrition.

@ ORT Help trained Peace Corps vol-
unteers in child survival interventions,

@ PRITECH (Technologies for Prima-
ry Health Care) supported diarrheal
disease control activities.

m REACH (Resources for Child

Health) provided technical assis-
tance in immunization.




REPUBLIC OF HAITI -

DEMOGRAPHIC Annual Infant Deaths: CHILD SURVIVAL
INDICATORS 26,055 (90) INDICATORS

Total Population; Infant Mortality Rate: Immunization
6,512,698 (90) 112/1,000 (90) Coverage:

Life Expectancy at Under 5 Mortality DPT3: 41% (90)
Birth: Rate: Poliod: 40% (90)
55 Years (90) 161/1,000 (90) Measles: 31% (90)
Children Under 1; Total Fertility Rate: BCG: 72% (90)
214,395 (90) 6.4 Children (90) Tetanus2+:  23% (88)
HAITI HIGHLIGHTS provided hygiene education to fami-

m National immunization coverage
has improved significantly over the
past decade. Coverage rates for po-
lio3 increased from 4 to 54 percent
between 1981 and 1989, Between
1984 and 1988, meausles coverage
rose from 8 to 63 percent, and DPT3
coverage from 13 to 54 percent.

m A Haitian private voluntary orga-
nization (PVO), the Centers for
Health and Development (CDS), with
USAID assistance, has developed an
effective model for delivering quality
health and child survival services

to disadvantaged urban pupulations.
The CDS originally worked in Cité
Soleil, a poor area of the capital city
of Port-au-Prince, where use of oral
rehydration therapy (ORT) and im-
munization coverage are now well
above national averages, The CDS
urban health model is now being ex-
panded to other cities in Haiti. Near-
ly 500,000 people are being reached
through six model health centers
operating in Cité Soleil, La Saline,
Gonaives, and Cap-Hattien.

BILATERAL PROJECTS

u Expanded Urban Health Services
is an extension of the successful inte-
grated health services model devel-
oped by CDSin Cité Soleil into other
low-income urban areas. In 1990,
CDS achieved 60 percent vaccination
coverage for BCG, DPT3, poliv3, and
tetanus toxoid, and 58 percent ORT
use in the project region.

m Voluntary Agencies for Child
Survival, administered by Univer-
sity Research Corporation, provides
technical assistance to local and
U.S.-based PVOs to strengthen their
child survival programs. The project
focuses on institutional development
to improve service delivery.

s Community Water Syster: Devel-
opment, implemented by CARE, a
U.S.-based PVO, ended in 1990. The
project developed water systems and

lies and community leaders in rural
communities of the South and Grande
Anse departr ents. Due to the success
of the nroject, the State Potable Water
Service has adopted a policy for com-
munity-managed water systems

u Presidential Training Initiative
for the Islandg Caribbean, which
sponsored short- and long-term
training in the United States, ended
in 1990. Three Haitians completed
two-year programs in nursing, health
education, and medical technology,
respectively.

® CLASP II, a continuation of the
Presidential Training Initiative, spon-
sored training for over 150 profes-
sionals in its first year.

REGIONAL PROJECT

= Accelerated Immunization works
to improve child survival in the Amer-
icas by reducing vaccine-preventable
diseases. The project has been vital
in improving national immunization
coverage rates, strengthening the
Ministry of Health’s (MOH) institu-
tional capacity to provide immuniza-
tion services, and providing a frame-
work for effective donor coordination.

USAID/WASHINGTON
SUPPORT

U.S. Private Voluntary
Organizations/FVA/PVC

# Adventist Development and
Rellet Agency (ADRA) provides
immunization, growth monitoring
and nutrition, diarrheal disease con-
trol, and high risk birth services to
nearly 40,000 residents in poor areas
of Port-au-Prince. ORT use in Berg-
amoth, a town where the project has
consistently provided services, is 88
percent, which attests to the success
of ADRA's ORT training and promo-
tion program.

u Foster Parents Plan is providing
immunization, ORT, and other child
survival services in the Croix-des
Bouquets district through a grant
awarded in 1990.

Oral Rehydration Appropriate Infant

‘Therapy: Feeding: N/A

ORS Access:  48% (89) Lixclusively

ORT Use: 24% (89)  Breastfed: N/A

Contraceptive Introduction e !
Prevalence: 9% (89)  of Solids: N/A

Adequate Breastfed 1 Year ’%—%
Nutritional or Longer: N/A @_
Status: N/A  seepATANOTES

u Helen Keller International works
witl the CDS in Cité Soleil to previde
vitamin A services to 25,000 women
and children. In 1990, the project de-
veloped a social marketing program
promoting increased consumption

of vitamin A.

m Save the Children Federation
works to prevent vitamin A deficien-
¢y in the city of Maissade, located in
the central plateau region. Educators
teacl: mothers and other child care-
takers about child nutrition and how
to prepare locally available, nutritious
foods. Forty-four health workers and
nutrition monitors received training
to increase their awareness of eye
diseases and the role of vitamin A

in preventing nutritional blindness,

= VITAP (Vitamin A Technical Assis-
tance Program) provided technical
support to PVO vitamin A activities.

w World Relief Corporation sup-
ports a multipurpose program in

the southern region to improve the
health of 15,000 women and children.
Thirteen child survival rally posts
and dispensaries have been estab-
lished to date. Thirty-four volunteer
health workers were trained to edu-
cate mothers and other community
members about ORT, growth moni-
toring, and other child survival inter-
ventions. In 1990, the project achieved
a BCG immunization coverage rate
of 95 percent.

® World Vision Rellef and Devel-
opment (WVRD) provides immuni-
zations and other child survival ser-
vices to the women and children of
La Gonéve Island at rally posts. An
island-wide survey revealed progress
in both immunization coverage and
ORT use rates - coverage rates for
DPT3, polio3, and measles were esti-
mated at approximately 70 percent for
children aged 12 to 23 months; ORT
use was 44 percent. Under a separate
vitamin A grant, WVRD trained over
150 health workers in vitamin A
intervention strategies.

v 13 B
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Bureau for Science and
Technology

u AIDSCOM works with local PVOs
in designing and implementing AIDS
education campaigns.

o AIDSTECH provides services
in AIDS education and prevention.

m CSAP Support (CIHI/ISTI)
provides assistance in information
systems.

w CSAP Support (Jolins Hopkins
University), through a Child Sur-
vival Fellow, provides research assis-
tance to the USAID-supported Child
Health Institute in the areas of diar-
rheal disease, immunization, and
nutrition.

m MotherCare (Maternal and Neo-
natal Health and Nutrition) provides
technical assistance in maternal and
neonatal health and optimal breast-
feeding.

m REACH (Resources for Child
Health) works to strengthen national
immunization efforts through im-
proved management of the Expand-
ed Program on Immunization (EPI)
and cold chain logistics.

m WHO Global Program on AIDS
assists in AIDS control efforts.

Short-term technical assistance
was reported as follows:

m Health Financing and Sustain-
abllity worked in health care
financing.

m Historically Black Colleges and
Universitles, through Florida A&M
University, conducted research on
medicinal plants.

= ORT Help trained Peace Corps
volunteers in diarrheal disease con-
trol and immunization.

= Vector Blology and Control
supported malaria and chloroquine-
resistance research activities.

m WASH (Water and Sanitation for
Health) provided technical assistance
in water and sanitation.

Cl
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HONDU'(AS HIGHLIGHTS

& At the request of the United Nations
High Commission for Refugees, the
Honduran Division of Health Educa-
tion, supported by USAID, provided
educational materials and trained
health workers in diarrheal disease
control in refugee camps. After only
two months of assistance, monthly
infant deaths in the camps were dra-
matically reduced.

® [n an important move toward a
sustainable and more decentralized
health care system with local deci-
sion-making responsibility, a presi-
dential decree was issued allowing
health facility managers to generate
and use fee income. The Health See-
tor 1l project has worked with the
Honduran government to encourage
and strengthen local management
of health services through training
in programming, administration,
and health information systems.

BILATERAL PROJECT

® Health Sector Il supports the
health care system by providing tech-
nical assistance in the aias of natri-
tion, diarrbaal disease managenent,
acute respiratory indcction: {(ARI),
immunizations, high risk births, water
and sanitation, and vector-borne dis-
cases. The project hax aiso support-
ed the capacity of the Ministry of
Health (MOH) to deliver sustainable
child survival services through the
reorganization and computerization
of the medical supply system and
successful implementation of micro-
computers for man::eing and analyz-
ing child survival information at the
regional level. In cooperation with
the MOH, the proji -t is working to
reduce the impact of ARI on infants
and children by revising treatment
protocols, retraining health person-
nel, and developing a mass media
campaign with the assistance of
HEALTHCOM.

EN

62 Years (87)
Children Under 1:

172,848 (89)

3 '
REPUBLIC OF HONDURAS '

DEMOGRAPHIC
INDICATORS

Total Population:
4,698,362 (8%)

Life Expectancy at

Annual Infant Deaths:
11,014 (89)

Infant Mortality Rate:
61/1,000 (87)

Under 5 Mortality
Rate:

97/1,000 (90)

Total Fertility Rate:
5.6 Children (89)

REGIONAL PROJECTS

m Accelerated Immunization works
to cradicate wild poliovirus, increase
complete immunization coverage,
and improve service delivery in the
Americas. The projeet provides Hon-
duras with assistance in program
operation and surveillance.

m ORT, Growth Monltoring and
Nutrition Education, a joint effort
of the MOH and the Institute of Nu-
trition for Central America and Pana-
ma (INCAP), is working to increase
effective use of oral rehydration ther-
apy (ORT), growth monitoring, and
appropriate feeding practices in Cen-
tral America and Panama through the
development and promotion of vari-
ous technologices. In Honduras, the
project is conducting operations re-
search in ARI and oral rehydration.

a Technical Support for Food
Related Assistance, administered
by INCAP, works to increase the
effectiveness of food assistance.

USAID/WASHINGTON
SUPPORT

U.S. Private Voluntary
Organizations/FVA/PVC

® CARE is working to improve ser-
vice delivery and strengthen commu-
nity and home health practices in 100
rural communities in western Hon-
duras through a child survival grant
awarded in 1990,

m International Eye Foundation,
through a 1990 vitamin A grant, is
working to prevent nutritional blind-
ness and impreve the nutritional sta-
tus of children through vitamin A
distribution and nutrition education
in northwest Tegucigalpa.

® La Leche League International
trains and certifies breastfeeding
advocates 1o establish and lead local
breastfeeding mother support groups
in the Cortés region and provides
technical assistance to private volun-
tary organizations (PVOs) that pro-
mote breastfeeding. In 1990, the pro-
gram trained 73 physicians, nurses,

CHILD SURVIVAL Oral Rehydration Appropriate Infant
INDICATORS Therapy: Feeding: N/A
Immunization ORS Access: 55% (89 Exclusively

Coverage: ORT Use: 66% (88)  Breastfed: N/A
DIT3: 7600 Contraceptive Introduction

Polio3: 85% (90)  Prevalence:  33% (87)  of Solids: N/A
M"“‘SICS: 9 %00 Adequate Breastfed 1 Year

BCG: 60% (%0)  Nutritional or Longer: N/A
Tetanus2+:  16% (89)  Status: 77% (87)  seeDATA NOTCS

and other private sector health work-
ers in breastfeeding promotion and
related interventions.

& Project HOPE supports govern-
ment child survival activities in Tegu-
cigalpa through a community-based
system of health promotion and ser-
vice delivery. Through the identifi-
cation and referral system used by
community health volunteers in the
project region, complete immuniza-
tion coverage of over 12,000 children
under age wwo increased from 58 to
93 percent between 1987 and 5940

m Save the Children Federation
trains health workers to promote and
provide child survival services in the
Intibuco and Choluteca departments.
Home visits to pregnant mothers
and malnourished children helped

to teach mothers about prenatal care
and proper feeding and to encourage
the use of health eenters. With the
support of Save the Children, the
MOH was able to immunize 96 per-
cent of the children under age five
with the full childhood series and 82
percent of women in their childbear-
ing years with two doses of tetanus
toxoid. In project areas, 78 percent
reported using oral rehydration salts
(ORS) in the last episode of diarrhea.

@ World Relief Corporation provides
diarrheal discase control, immuniza-
tion, nutrition, and other child sur-
vival services through trained health
workers and radio programs in rural
communities of the Francisco Mora-
zan and Olancho departments, In the
project’s first year, 60 health workers
were trained, and 10 health commit-
tees were established to address
health issues. World Relief Corpora-
tion and MOH staff conducted the
first vaccination campaigns for two
isolated Xicaque Indian tribes.

Bureau for Science and
Technology Support

u HEALTHCOM (Communication
for Child Survival) is collaborating
with the MOH in the use of face-to-

face communication and alternative
media, such as puppet shows and
murals, to increase community
participation in primary health care.
HEALTHCOM has also worked with
the MOII to strengthen diarrheal
disease control programs through
the promotion of LITROSOL, a local-
ly produced ORS product. With as-
sistance from HEALTHCOM, pilot
production of ORS has begun by a
private laboratory, QUIMIFAR. A
new immunization campaign was
designed by HEALTHCOM and the
MOI to address missed vaccination
opportunities, Currently, HEALTH-
COM advisors are working with the
MOH to develop a new ARl mass
media campaign and a family plan-
ning communication strategy.

® Nutritlon Education and Soclal
Marketing Fleld Support is assist-
ing the MOH in the design, imple-
mentation, and evaluation of a mass
media and interpersonal commun-
ication strategy promoting optimal
breastfeeding practices, growth
monitoring, and maternal nutrition.

® TAACS (Technical Advisor in
AIDS and Child Survival) is provid-
ing assistance to the MOH and
USAID in rural water and sanitation,
health, and child survival.

® WIN (Women and Infant Nutrition:
A Family Focus) supports the Well-
start Lactation Management Educa-
tion program to promote optimal
breastfeeding by improving the
knowledge and practices of health
care workers,

Short-term technical assistance
was reported as follows:

# AIDSCOM provided technical
assistance in AIDS education and
awareness.

® AIDSTECH conducted an AIDS
needs assessment,

@ ORT Help trained Peace Corps
volunteers in water and sanitation.

u Vector Biology and Control sup-
ported biological larvae control and
malaria and dengue fever programs,
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PERU HIGHLIGHTS

& USAID, UNICEF, and the Pan
Anierican Health Organization joined
together to conduct two national vac-
cination campaigns, which brought
coverage rates back up to 60 percent
by the end of 1990. (Due to a five-
month public sector strike and a
change of government, vaccination
coverage rates had slipped from 60
percent to 30 percent in the carly
months of 1990.)

& Based on USAID-funded research
on high risk targeting, the Ministry
of Health (MOH) has developed a
new national nutrition and child
survival program, Food and Nutri-
tion for High Risk Families. The pro-
gram will use a high risk targeting
approach to extend child survival
interventions to families with chil-
dren at high risk for malnutrition.

B USAID’s commitment to working
with local private voluntary organi-
zations (PVOs) has had a lasting im-
pact. The health promoter network
established by PRISMA, a local PVO,
has formed a legal association that
represents the community and solic-
its funds and other resources for
health and child survival activities.

BILATERAL PROJECTS

® Child Survival Actlon, funded

in part by PL 480, provides child sur-
vival services through the MOH and
the Social Security Institute. In 1990,
the project assisted in the establish-
ment of oral rehydration units in
eight regional hospitals.

B Reduction in Child Mortality, im-
plemented by PRISMA, is a nutrition-
al surveillance program that accom-
panies a food distribution effort serv-
ing 57,000 people in the Lima and
Cajamarca departments. Completed
this year, the program developed a
malnutrition risk assessment guide.

® Integrated Food, Nutrition and
Child Survival is a joint project of
the MOH and PRISMA promoting
optimal breastfeeding, growth

monitoring, and other nutrition-re-
lated activities nationwide. In 1990,
over 500 health professionals attend-
ed project-sponsored workshops on
the management of diarrhea,

& Integrated Health and Family
Planning, which provided health
ceducation and family planning to wom-
enin the Lima area, ended in 1990,
Administered by APROPO, a local
PVO, the project trained 2,000 com-
munity health workers and pharma-
cists in preventing high risk births.

& Private Sector Nutrition for
Child Survlval, administered by
Peru’s Nutritional Research Institute,
ended in 1990, Culturally acceptable
diets developed by the project are
currently being promoted by the
MOH’s oral rehydration units.

u Nutrition and Food for Work, im-
plemented by the Adventist Develop-
ment and Relief Agency an - tially
funded by PL 480, works with local
PVOs in nine departments to provide
child survival services and training
through community-based mother-
child centers.

=@ AIDS Education and Prevention
provides educational and preventive
services to high risk populations.

@ Upper Huallaga Area Develop-
ment, administered by the local
PVO, Profamilia, provides child sur-
vival services to three provinces.
The project trains community lead-
ers in child spacing and water and
sanitation services.

@ Narcotic Education and Public
Awareness increases public knowl-
edge of the health, social, political,
and economic problems related to
illicit drug production, trafficking,
and abuse.

® Food Assisted Integrated Devel
opment, imnlemented by CARE, a
U.S.-based PVO, trains family mem-
bers in diarrheal disease control, im-
munization and hygiene. The project,
which receives PL 480 funds, is also
involved in supplementary feeding
programs. In 1990, the project trained
320 nurses and health workers.

M CRS-Strengthening of Caritas/
Peru, implemented by Catholic Re-
lief Services, a U.S.-based PVO,is a
new project building on the activities
of the Caritas Feeding Program to
improve maternal and child health
nationwide through nutrition and
maternal health services.

REGIONAL PROJECTS

m Accelerated Immunization works
to improve child survival in the Amer-
icas by reducing vaccine-preventable
discases. A one-hour television spe-
cial was aired in Peru and other An-
dean nations to promote the Andean
Vaccination Day held in April 1990.

® Andean Peace Scholarships
sponsors short- and long-term study
in the United States for students
from the Andean nations. In 1990,
20 women participated in an eight-
week course on community devel-
opment and leadership.

8 LAC Tralning Initiatives Il, com-
pleted in 1990, was part of a regional
project sponsoring expatriate train-
ing for health professionals.

USAID/WASHINGTON
SUPPORT

Bureau for Sclence and
Technology Support

@ AIDSCOM is working to change
behavior through communication
and counseling on the AIDS virus.

® AIDSTECH supports AIDS educa-
tion, prevention, and HIV testing and
screening activities.

@ Applled Diarrheal Disease Re-
search supports research on persis-
tent diarrhea, soup-based rehydra-
tion solutions, early dietary manage-
ment of acute diarrhea, ara wraining
for clinical management of diarrhea.

® PRICOR (Primary Health Care
Operations Research), in collabora-
tion with PRISM, a U.S.-based PVO,
is conducting research on the deliv-
ery of child survival services that
will provide the basis for the devel-

USAID CHILD SURVIVAL
& HEALTH 'FACY SHEET

28Y% (86)

31% (86)

24'% (86)

G6% (86)

opment of new training strategies. In
1990, PRISM instituted the “monitor-
ing and training” visit concept, which
couples quality assessment with tar-
geted in-service training,

@ Project SUPPORT, working to ex-
pand local production of oral rehydra-
tion salts (ORS), developed a promo-
tion campaign for the private scctor.

® WIN (Women and Infant Nutrition:
A Fainily Focus) supports the Well-
start Lactation Management Educa-
tion program in conducting research
on the effect of training hospital per-
sonnel in lactation management on
mothers' breastfeeding practices and
in developing a national breastfeeding
training center. WIN, through the
International Center for Research on
Women, also supported research on
the prevention of maternal malnutri-
tion through a community kitchen.

Short-torm technical assistance
was reported as follows:

® Health Financing and Sustain-
ability reviewed health care financ-
ing in public and private institutes
in Arequipa department.

E MotherCare (Maternal and Neo-
natal Health and Nutrition) worked
with PRISM to improve pregnancy

outcomes through improved mater-
nal health,

® Nutrition Education and Soclal
Marketing Fleld Support developed
breastfeeding promotion materials
and counseling cards for heaith
workers.

8 PRITECH (Technologies in Prima-
ry Health Care) supported programs
for the control of diarrheal disease
and acute respiratory infections.

@ TAACS (Technical Advisor in
AIDS and Child Survival) directed
an epidemiological training and sur-
veillance program.

& Vaccine Development and
Health Research provided technical
assistance in immunization.

® WASH (Water and Sanitation for
Health) worked in water and sanitation.

-~ Ea



APPENDIX I: FIsCAL YEAR 1990
" CHILD SURVIVAL ACTION PROGRA -

' OUNTRY PROJECTTITLE . T : | DFA
AFRICA REGION
BENIN Rural Water Supply: Provides safe water through construction of wells 0 0 0 245 0

in rural arcas and improves and promotes health education and improved
sanitation practices through communicating with mothers.

BOTSWANA Population Sector Program Support: Assists the government to develop 0 0 0 34 0
and implement a national population policy including high risk birth
management.

BURKINA FASO  Health Financing and Family Health; Addresses maternal and child health 0 0 0 166 0

issues with nutrition education, training health workers in ORT, social mar-
keting of condoms for AIDS control and improved health services delivery.

FY 90 Child Survival and Vitamin A Grant to AFRICARE: Targets chil- 575 0 40 0 0
dren and mothers in Ganzourgou province with child survival interventions

focusing on training trainers, and strengthening community support through

cducation and communication,

CAMEROON Health Constraints to Rural Production: Tulane University provides 0 0 0 185 0
technical assistance on schistosomiasis control and graduate degrees to
Cameroonian students studying epidemiology, parasitology and completing
their research in Cameroon.

Reform of Health Dellvery System: Focuses on policy reforms to support 0 0 0 2340 0
rural health care services through the involvement of the private sector.
CHAD Child Survival Project: Administered by the Ministries of Public Health, 0 0 0 1850 0

Social Affairs and Women’s Welfare, the project provides services in the
control of diarrheal diseases, vitamin A supplementation and high risk birth
management in the Moyen Charirefecture.

KENYA Family Planning Services and Support: U.S. and local government 0 0 0 682 0
agencies contribute to nationwide family planning efforts to promote health
and family planning services including child spacing, diarrhea management,
immunization and nutrition.

PVO Co-Financing: U.S. and local voluntary organizations promote health 0 0 0 436! 0
and child survival services in Kenya.
Corat/Community Based Child Survival: Local churches work to expand 0 0 0 379 0

immunization coverage through community-based child survival and related
health services.

FY 90 Chiid Survival Grant to AMREF: Expands child survival services 750 0 0 0 0
among the urban poor of six densely populated slum villages in Nairobi
with a target population of about 40,000 mothers and children.

MALAWI Services for Health, Agriculture, Rural Enterprise: Supports PVO's in key 0 0 0 225 0
development sectors, including primary health care, child spacing and AIDS.
Promote Health Interventions for Child Survival: This is a new project to 0 631 0 3196 0
expand maternal and child health services, including provision of potable water.
FY 90 Chiid Survival and Vitamin A Grants to Adventist Development 500 0 50 0 0

Relief Agency: Provides health and child survival services to over 100,000
women and children living in Nsanji district in the Southern Region.

FY 90 Child Surviva: and Vitamin A Grants to Project HOPE: Supplements 50 0 50 0 0
child survival services in the private sector of Thyolo District in the Southern
region focusing on over 50,000 women and children.

BN



COUNTRY"

MALAWI

MALI

MOZAMBIQUE

NIGER

SENEGAL

SWAZILAND

TOGO

UGANDA

PROJECT TITLE

FY 90 Chlid Survival and Vitamin A Grants to World Vision Rellef and
Development: Supports the government’s primary health care and child
survival services to women and children in the Lilongwe District in the
Central Region.

Integrated Family Health Services: Through the Ministry of Public Health
and Social Affairs, the project strengthens and integrates child survival
services in 15 maternal/child health and family planning clinics.

PVO Co-Financing: World Vision International implements a nutrition sur-
veillance system in a remote desert area which includes over 60,000 children.

FY 90 Child Survival Grant to CARE: Supports immunization programs
for 32,000 children in the Macina Region of Central Mali.

FY 90 Child Survival Grant to PLAN: Foster Parents Plan, through a new
grant, plans to expand child survival activities to rural village communities
in the Banamba area of Mali.

Assistance for Traumatized Orphans: Provides assistance to war affected
children through a grant to Save the Children Federation.

Child Survival Pilot: Johns Hopkins University, in cooperation with Medicins
sans Frontieres, supports child survival services including the control of
diarrheal diseases, immunization, growth monitoring, maternal health and
nutrition education and vitamin A supplementation to the rural population

of the Zambezia Province.

PVO Support Program: Expands PVO involvement in emergency activities
including health and child survival services to affected children.

FY 99 Child Survival Grant to World Vislon Relief and Development:
Provides child survival services including immunization, ORT, nutrition edu-
cation and trains community health workers in Tete and Zambezia Provinces.

Health Sector Support: Tulane University provides technical assistance
and in-service training to strengthen local health service delivery systems
that include child survival initiatives.

FY 90 Vitamin A Grant to Helen Keller International: Supports operations

research to determine most effective methods for vitamin A capsule distribution.

Project Development and Support: Provides for technical assistance in
design and evaluation of health and child survival programs.

Primary Health Care: Management Sciences for Health and Drew University
support a national plan to integrate immunization, oral rehydration therapy
growth monitoring and high risk birth prevention initiatives into health delivery
service programs.

Health Sector Support for Child Survival: Assists the Ministry of Health
to plan and administer primary health care services, including child survival
interventions.

Physical Rehabilitation for the Disabled: Health Volunteers Overseas,
a private voluntary organization, trains physical rehabilitation workers and
supports the renovation of a prosthetics workshop which addresses the
needs of children as well as adults.

Oral Rehydration Therapy: Continues support through UNICEF for
purchase of ORS packets for children to be distributed through health
clinics and dispensaries.

CSF: Child Survival Fund; HE: Health; ARDN: Agriculture,
Rural Development and Nutrition; DFA: Development Fund

FY 90 CHILD SURVIVAL FUNDING

for Africa; ESF: Economic Support Fund; All numbers are

in thousands of dollars.
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FY 90 CHILD SURVIVAL FUNDING

CSF: Child Survival Fund; HE: Health; ARDN: Agriculture,
Rural Development and Nutrition; DFA: Development Fund
for Africa; ESF: Economic Support Fund; All numbers are
in thousands of dollars.

COUNTR PROJECT TITLE. . . ) CSF HE ARDN DFA  ESF

UGANDA Support to Uganda Orphans: Relocates orphans in their home villages 0 3003 0 0 0
and provides health services to those injured and in need as a result of past
civil strife.

ZAIRE Family Planning Services: Targets urban women of reproductive age for 0 0 0 774 0
child spacing activities to increase infants' chances for survival,
Basic Rural Health Il: Eglise du Christ au Zaire, a local private voluntary 0 0 0 1851 0
organizations, promotes child survival through community-supported
primary health care systems in 90 rural health zones.

School of Public Health: Tulane University assists an independent and fully 0 0 0 743 ]
accredited School of Public Health train an expanded cadre of health workers
in child survival interventions.

REGIONAL Africa Child Survival Initiative-CCCD: A multi-donor ¢.fort by the U.S. 0 50 0 15247 0
Centers for Disease Control, UNICEF, WHO, and others combats childhood
discases in 9 sub-Saharan African countries through appropriate diarrhea case
management, immunization and malaria control activities and development
of training, health education, health information systems and health care
financing capabilities in those countries.
Africa Development Support: Provides technical assistance to missions 0 0 0 74 0
and regional offices for design, implementation and evaluation of health and
child survival programs.

Operations Level Management: MEDEX supports the design, testing and 0 0 0 782 0
institutionalization of management-development technologies within the
MOHs in Botswana and Lesotho.

Private Voluntary Organizational Support: Strengthens U.S. and Africa 0 0 0 398 0
PVO activities including those engaged in child survival programs.

Small Projects Assistance: Supports small health and child survival 0 0 0 50 0
activities in Mali and Sencgal.

AAAS Malarla: Supports a regional technical advisor for malaria. 0 0 0 152 0
Bednets Tanzanla: Supports the use of mosquito nets enhanced by 0 0 0 1500 0

treatment with a repellent or insecticide as a protection against malaria.

T——h

AFRICA REGION SUBTOTAL 3925 1222 325 39906 0
ASIA REGION
BANGLADESH Family Planning and Health Services: As part of the Social Marketing 3000 2500 0 0 0

Program, working with the Ministry of Health and Family Planning
(MOHFP), the project promotes ORS marketing through maternal and
child health programs and 100,000 outlets nationwide. The Reach Project
assists MOHFP and the Ministry of Local Government to expand immu-
nization in the urban slums,

INDIA Child Survival Health Support: A USAID grant supports UNICEF and local 2000 0 0 0 0
organizations to assist the Ministry of Health in major expansion of child
survival initiatives by promoting ORT, immunization and the control of acute
respiratory infections.

Private and Voluntary Organizations for Health M: Assists local private 1200 720 0 0 0
and voluntary organizations expand health and child survival services.
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FY 90 CHILD SURVIVAL FUNDING

CSF: Child Survival Fund; HE: Health; ARDN: Agriculture,
Rural Development and Nutrition; DFA: Development Fund
for Alrica; ESF: Economic Support Fund; All numbers are
in thousands of dollars.

PROJECT TITLE - , CSF  .HE

COUNTRY:

INDIA

INDONESIA

NEPAL

SOUTH PACIFIC
REGIONAL

PAPUA
NEW GUINEA

SRI LANKA

REGIONAL

Quality Control for Health Technologles: Supports creation of an indepen-
dent biological testing laboratory to improve the quality of preventive health
care by ensuring safe and effective vaceines are delivered to children and
mothers,

FY 90 Child Survival Grant to World Vision Relief and Development:
Promotes expanded immunization coverage to pregnant women and children
under five in villages and hamlets in northern Maharashtra State.

PVO Co-Financing li: Supports U.S. and local private voluntary organizations
to integrate nutrition and other child survival activities with their Title 11 food
distribution programs.

Health Sector Financing: Collects and analyzes health expenditure data
for policy reform to reduce health care costs.

FY 90 Vitamin A Grant to Helen Keller Internz.tional: Promotes vitamin
A capsule distribution and vitamin A awareness in support of a new national
control and prevention of vitamin A deficiency program.

FY 90 Child Survival and Vitamin A Grant to Project HOPE: Initiated a
new project to expand child survival services inciuding vitamin A education
and distribution.

FY 90 Chllid Survival Grant to Program for Appropriate Technology in
Health (PATH): Works through a model immunization program in Lombok
Island to introduce appropriate health technologies to improve maternal and
child survival services. Focuses on Hepatitis B.

Child Survival and Family Planning Services: Stresses activities which
will provide higher quality and greater impact for rural services in maternal
and child health and family planning.

PVO Co-Financing ll: Provides U.S. and local private and voluntary agencies
with support for health and child survival activities.

FY 90 Child Survival Grant to Adventist Development Rellef Agency:
Provides child survival services through a new project initiated this year.

OPG: PVO Co-Financir:;: Provides U.S. and local private voluntary agencies
with grant support to expand child survival and health activities,

Project Development and Implementation Support: Provides technical
assistance for design and evaluation of health and child survival projects.

PNG Child Survival Support: Assists the Foundation for the People of the
South Pacific to train community health nurses in Vanuatu in expanding health
care services to include immunization, the control of diarrheal diseases and
improved weaning practices.

FY 90 Child Survival Grant to Project Concern Intemnatlonal: Trains
village birth attendants and maternal child health mobile teams in delivery
and promotion of child survival interventions on the northeast coast of
Papua New Guinea.

PVO Co-Financing ll: Strengthens private organizations’ ability to contrib-
ute to expanding health services through the many pluralistic institutions in
Sri Lanka.

Laos Prostheti~z; Sunnorts U.S. PVO and local NGO activities to address
the needs of civilian victims of zivil strife, including children, through provi-
sion of prosthetic devices to the handicapped.

300
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657 0
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- FY 90 CHILD SURVIVAL FUNDING

CSF: Child Survival Fund; HE: Health; ARDN: Agriculture,
Rural Development and Nutrition; DFA: Development Fund
for Africa; ESF: Economic Support Fund; All numbers are

in thousands of dollars,

COUNTRY

REGIONAL

PROJECT TITLE_'

ASEAN Human Resources Development: Enhances regional cooperation
in health and child survival through the building of institutions and the
development of human resources.

255

ASIA SUBTOTAL

9225

10805

613

850

EUROPE AND NEAR EAST REGION

AFGHANISTAN

EGYPT

MOROCCO

PAKISTAN

PHILIPPINES

YEMEN

REGIONAL

Health Sector Support: Management Sciences for Health provides training
and medical supplies cross-border to health care units which support immu-
nization and primary care services to Afghan mothers and children,

PVO Support: Expands child survival and heaith program activities through
grants to U.S. and local private voluntary organizations for services within
Afghanistan.

Science and Technology for Development: Assists in mobilizing the
Egyptian science and technology community to focus on solutions and their
application to critical development problems including health and child
survival,

Family Planning/Child Survival Support IV: Continues support for the
Ministry of Health’s programs for immunization, control of diarrheal discases,
birth spacing and nutrition through information campaigns and mobilization
of the private sector.

NWFP Area Development: Promotes health education and child survival
message campaigns in Gadoon-Amazai area.

FY 90 Child Survival Grant to Adventist Development Rellef Agency:
Expands health services delivery using mobile teams to reach villages with
immunizations for woinen and children and trains community health workers
and traditional birth attendants to support child survival activities.

FY 90 Child Survival Grant to World Vision Relief and Development:
Strengthens preventative health care services in 27 villages focusing on
immunization, ORS preparation and use and training mothers on appropriate
weaning and feeding practices.

Targeted Child Survival Program: Administered through the Department

of Health, provides decentralized support for the control of diarrheal disease,
immunization, breastfeeding, growth monitoring, maternal health, vitamin A
supplementation, high risk birth management and acute respiratory infections.

PVO Co-Financing Ill: Expands child survival and health program activities
through grants to U.S. and local private voluntary organizations.

Enterprise In Community Development: Focuses on primary health care,
including child survival programs implemented by local communities.

Accelerated Cooperation for Chlld Survival: The Ministry of Health, with
assistance from the REACH and HEALTHCOM projects, is expanding child
survival activities in five governorates.

Regional Cooperation: Includes support for immunization activities
through mutually agreed upon projects between Israel and its Arab neigh-
bors, especially Egypt.
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"FY 90 CHILD SURVIVAL FUNDING

CSF: Child Survival Fund; HE: Health; ARDN: Agriculture,
Rural Development and Nutrition; DFA: Development Fund
for Africa; ESF: Economic Support Fund; All numbers arc
in thousands of dollars.

COUNTRY PROJECT TITLE

REGIONAL Reglonal Technical Services In Vitamin A: Provides field support to 0 0 623 0 0
countries in design, evaluation and implementation of vitamin A programs.

Medical Supplies and Equipment: Supports private sector initiatives 0 0 0 0 1991
to strengthen health services available through small rural private clinics
and hospitals.

Romanian Chlidren’s Rellef: Provides basic supplies, including food 0 320 0 0 0
and medicine for handicapped children in institutions throughout Romania.

EUROPE AND NEAR EAST REGION SUBTOTAL 6950 13204 695 0 4715

LATIN AMERICA AND CARIBBEAN REGION

BELIZE Child Survival Support: Project HOPE, in cooperation, with the Ministry 700 0 0 0 0
of Health, supports nationwide efforts to provide child survival services
including ORT, immunization, growth monitoring, improved infant and child
feeding practices and the control of acute respiratory infections.

Increased Productivity through Better Health: The Ministries of Health 156 78 0 0 0
and Natural Resources seek to reduce the morbidity and mortality of women

and children by controlling the incidence of malaria, dengue fever and

gastrointestinal diseases.

BOLIVIA Chapare Reglonal Development: Improves health and child survival ser- 0 0 242 0 0
vices through a narcotics awareness program to farm families in the cocoa-
growing Chapare region,
Program Development and Support: Support design and evaluation of 225 0 0 0 0
child survival projects.
Child Survival PVO Network: Coordinates resources available through 0 0 100 0 0

cooperating U.S, and local private voluntary organizations to strengthen
capabilities of these organizations to provide basic health services to high

risk rural population.

OPG: Planning Asslstance: Provides technical assistance for design and 0 0 112 0 0
evaluation of health and ckild survival projects.

Community and Child Health: The Ministry of Social Welfare and Public 3673 2214 0 0 0

Health develons regional capacities to deliver sustainable primary health
care services, including programs promoting immunization, ORT, high risk
birth management, growth monitoring and water and sanitation activities.

OPG Water and Health Services: CARE assists the Government of Bolivia 500 0 0 0 0
to provide health education and water and sanitation services to over 60,000

people, including vaccination promotion and growth monitoring and treatment

of children suffering from diarrhea and nutrition deficiencies.

Reproductive Health: Extends delivery of voluntary family planning services 1000 0 0 0 0
for high risk birth management.
FY 90 Child Survival Grant to Andean Rural Health Care: Develops 700 0 0 0 0

community-based primary health care programs emphasizing child survival
in both rural and periurban areas of the country.

FY 90 Chiid Survival Grant to Foster Parents Plan (PLAN) (Altiplano): 425 0 0 0 0
Continues and ~xpands child survival programs focused on diarrheal disease

control through Oral Rehydration Therapy, expanded program of immuniza-

tion, nutrition through growth monitoring, and the control of acute respiratory

infection, especially pneumonia.



FY 90 CHILD SURVIVAL FUNPING

CSF: Child Survival Fund; HE: Health; ARDN: Agriculture,
Rural Development and Nutrition; DFA: Development Fund
for Africa; ESF: Economic Support Fund; All numbers are

in thousands of dollars.

COUNTRY PROJECT TITLY _ . CSF , HE ARDN DFA  ESF
A ‘ A

BOLIVIA

DOMINICAN
REPUBLIC

ECUADOR

EL SALVADOR

GUATEMALA

HAITI

FY 90 Child Surviv 3l Grant to Foster Parents Plan (Sucre): Expands
child survival progr..ms to more than 140 communities, both urban and
rural, surrounding Sticre, with immunizations, diarrheal disease control,
nutrition and control of acute respiratory infection,

Special Development Activities: Supports development of water and
sanitation activities through local organizations.

PVO Co-Financing: Assists U.S. and local private voluntary organizations
to extend health and child survival services.

Special Development Activities: Supports development of water and
sanitation activities through local organizations.

Private Sector Health Delivery Model - OPG: MAP International provides
maternal and child health services through accessing service demand and
helping to develop cost-recovery schemes for local service organizations.

Child Survival: A new project to increase and institutionalize the delivery
of child survival services through public and private systems.

Water and Sanitation Technical Assistance: Assists rural communities
to install cost-effective safe water supplies and latrines to improve family
health through education and appropriate use of the facilities provided.

Community-Based Integrated Rural Development: In cooperation with
the Ministry of Health, Save the Children Federation provides village families
in eastern and northern regions of the country with immunization, ORT,
nutrition education and potable water.

Family Health Services/MCH: Expands the activities of the Salvadoran
Demographic Association which provides services to study effective means
of preventing high risk births.

Matemal Health/Child Survival Services: Promotes rural preventative

health and child survival services through private and voiuntary organizations.

Public Services Restoration/Rehabliitation: Includes expanded invest-
ments in potable water and sanitation systems to improve services through
community involvement.

Program Development and Support: Supports the design and evaluation
of child survival projects.

Expansion of Family Planning Services: In cooperation with indigenous
private voluntary organizations and the private sector, assists the Ministry
of Health to provide child survival interventions and family planning services
nationwide.

Rural Water, OPG: CARE works in 60 villages in the Western Highland to

assist communities develop potable water systems and latrines and to educate
users in appropriate maintenance and use of facilities.

FY 80 Vitamin A Grant to International Eye Foundation: Improves infant
and child health and survival by increasing the level of vitamin A intake in
the target population of three geographic areas.

FY 90 Vitamin A Grant to Project HOPE: Delivers Vitamin A services
to children under six, pregnant women and nursing mothers in San Marcos
and Quetzaltenango.

Special Development Actlvities: Supports development of water and
sanitation activities through local organizations.
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"FY 90 CHILD SURVIVAL FUNDING

CSF: Child Survival Fund; HE: Health; ARDN: Agriculture,
Rural Development and Nutrition; DFA: Development Fund
for Afnca; ESF: Econamic Support Fund; All numbers are
in thousands of dollars.

COUNTRY PROJE%T TITLE

HAITI Economic Stabllizatlon Assistance: Strengthens cconomic reform and 1086 0 0 0 0
facilitates efforts to reach targeted mothers and children with health and
child survival services,

Voluntary Agenciles for Child Survival: Technical assistwice to numerous 2894 2413 100 0 ]
local and U.S. private voluntary organizations to strengthen their child
survival interventions including training health workers and physicians,

Expanded Urban Health Services: ‘The Center for Development and Health, 1000 320 0 0 0
alocal private voluntary organization, provides a wide range of child survival
and other health services to low-income urban areas of Haiti,

FY 90 Chlld Survival Grant to Foster Parents Plan (PLAN): {mproves the 375 ] ] () 0
delivery of basic health services, especially to children and women of child

bearing age, in the poorest and niost disadvantaged arcas of PLAN/Croix-

des-Bouquets, one of the largest plains and agricultural areas in the country,

HONDURAS Health Sector li: ‘The Ministry of Health provides comprehensive health 2321 658 0 0 0
care services emphasizing child survival interventions and rural water and
sanitation services,

FY 90 Child Survival Grant to CARE: Targets 100 rural communitics to 450 () () 0 0
improve health service delivery and community and honie health practices

using voluntary community health promoters to communicate with families

on nutrition education, prevention and control of diarrheal disease, and

prevention and detection of acute respiratory infections,

FY 90 Vitamin A Grant to Intenational Eye Foundation: Iniji: -. 7es 0 ] 373 ] 0
infant and child health and survival by increasing the level of vitamin A

intake in the target population which includes 20,000 children under the

age of six and their caretakers,

JAMAICA AIDS/STD Prevention and Control: Supports child survival, including 0 m 0 0 0
health education, through the Ministry of Health's AIDS prevention program.
NICARAGUA Assistance for Displaced Children: A new project, with assistance provided 0 1400 0 ] 0

by the National Association of the Partners of the Americas, seeks to help
displaced orphans,
PERU Narcotics Education and Public Awareness: Targets mothers and women 0 0 0 0 105
of reproductive age with educational messages through drug education and
public awareness programs.

Upper Huallaga Area Development: Includes assistance to community 0 ] 0 ] 18
supported water and sanitation systems,
OPG Food Assisted Integrated Development: A grant to CARE provides 119 0 190 n 0

child survival interventions including growth monitoring and nutrition educa-
tion to mothers and children through a community kitchen feeding program.

Nutrition and Food for Work: Local private voluntary organizations,with 308 0 259 ] 0
assistance from ADRA. provide ORT, immunization, nutrition, high risk birth

management and water and sanitation services in fourteen departments

of Peru.

Integrated Food, Nutrition and Child Survival: Prisma, a local private 212 ] ] 0 0
voluntary organization, distributes foods and provides nutrition and other

child survival services to malnourished mothers and children nationwide,

using a risk targeting approach.

Accelerated Immunization: Grant to Pan American Health Organization 1591 0 ] 0 0
assists countries in the region to control transmission of the polio virus

and supports national immunization efforts for six WHO-designated vaccine-

preventable diseases and neonatal tetanus.



. FY 90 CHILD SURVIVAL FUNDING.

CSF: Child Survival Fund; HE: Health; ARDN: Agriculture,
Rural Development and Nutrition; DFA: Development Fund
for Africa; ESF: Economic Support Fund; All numbers are
in thousands of dollars.

COUNTRY PROJECT TITLE : ARDN DFA' ESF |

14

REGIONAL Intercountry Technology Transfer: Muitiple implementing agents adapt 640 55 0 0 0
existing technologies to support improvements in delivering health and
child survival interventions, including vitamin A rescarch, in the advanced
developing countries of the region.

Health and Nutrition Technical Services Support: Supports health, child 2406 0 0 0 0
survival, vitamin A and other nutrition activities, HIV/AIDS prevention and
water and sanitation services in the region.

Program Development and Support: Supports design and evaluation of 47 0 ¢ 0 0
child survival projects.

Andean Peace Scholarship: Provides long and short term training in the 0 31 0 0 0
United States, including health and child survival skills development for
health professionals,

ROCAP Program Development and Support: Provides technical assistance for 18 0 0 0 0
design and evaluation of child survival projects.

LATIN AMERICA AND CARIBBEAN REGION SUBTOTALS 26839 14896 2283 0 1291
GLOBAL
GLOBAL Project Development and Support: Provides technical assistance for 0 33 0 0 0
design and evaluation of health and child survival projects.
Housing and Urban Programs: Includes support for basic water and 0 392 0 0 0
sanitation infrastructure as a component of urban support activities.
Technical Support/Child Survival for PVOs: Johns Hopkins University, 993 269 0 0 0

NCIH, PRITECH and ARS provides technical assistance to private voluntary
organizations in management and evaluation of child survival programs.

Chiid Survival Grant to Rotary Foundatlon: Incremental funding of a grant 1209 0 0
to Rotary International supports its worldwide immunization program.

Matching Grants to PVOs: Grants to U.S. private voluntary organizations 0 1561 0 40 0
to implement health and child survival programs in developing countries.

Ocean Freight Reimbursement for PVO Health and Child Survivel 0 100 0 0 0
Activities: Supports U.S. private and voluntary organizations through reim-

bursement of cost for shipping donated goods in support of health and child

survival projects.

PVO Vitamin A Support Grant to Helen Keller International: Provides 0 0 40 0 0
technical assistance to private and voluntary organizations in the design,
monitoring and implementation of their vitamin A programs.

FY 90 Child Survival Grant to Save the Children Federation: As part 229 0 0 0 0
of a multi-country grant, supports the development of health data to manage
and evaluate child survival activities.

o~
(=}

Integrated Studles and Systems: Supports special studies on child survival 0 170 175 0 0
related programs.
Operations Research in Primary Health Care Il (PRICOR): Center for 0 1005 0 0 0

Human Services conducts operations research to study factors impeding the
effective development and operation of health care systems delivering child
survival interventions,

“ |




FY 90 CHILD SURVIVAL FUNDING

CSF: Child Survival Fund; HE: Health; ARDN: Agriculture,
Rural Development and Nutrition; DFA: Devoloprent Fund
for Africa; ESF: Economic Support Fund; All numbers are
in thousands of dollars.

_COUNTRY  PROJECT TITLE | ARDN  DFA  ESF

GLOBAL MEDEX NURSECARE Support: University of Hawaii trains nurses in delivery 500 0 0 0 0
of child survival techniques and maternal health services in primary health
care programs in Africa and Latin America,

Diagnostic Technology for Community Health (DIATECH): Program 0 101 0 0 0
for Appropriate Technology in Health (PATH) and Johns Hopkins University

develop and adapt simple, low-cost diagnostic technologies to treat and con-

trol malaria , acute respiratory infections and diarrheal discases,

Child Survival Action Program-Support (CSAP-Support): Johns Hopkins 1589 786 0 322 0
University and other implementing agencies promote child survival programs

through advisors and fellows, operations support, applied and evaluation

research and information management and dissemination,

Communication for Chlld Survival (HEALTHCOM): The Academy for 1000 0 0 0 0
Educational Development provides worldwide field support for communica-

tion and social marketing efforts in the health sector to increase the use

of child survival interventions such as ORT and immunization,

Communication and Marketing for Child Survival (HEALTHCOM ll): 1075 0 0 0 0
The Acaderny for Educational Development provides technical assistance

in health communications to include communication strategy planning, imple-

mentation, monitoring and evaluation; communication rescarch; materials

and strategy testing; information dissemination; and institutionalization of

communications efforts.

Technologles for Child Health (HealthTech): PATH develops low-cost, 1465 653 0 0 0
appropriate tools for child survival programs, especially immunization.
ORT Health Education and Long-Term Planning (ORT-HELP): Multiple 1003 400 0 0 0

implementing agencies support information exchange among developing
country leaders and health providers on all aspects of diarrheal disease
control.

Matemal and Noonatal Health and Nutrition (MotherCare): John Snow, 2550 0 0 0 0
Inc. and other agencies provide worldwide field and applied research support
to improve maternal and neonatal care, behavior and pregnancy outcomes.

Technical Advisors in AIDS and Child Survival (TAACS): Technical 1968 1493 0 0 0
advisors recruited from federal and state agencies and schools of public

health, in cooperation with the U.S. Department of Health and Human

Services, assist in implementing child survival programs.

Supply, Production and Promotion of ORT (ProJect SUPPORT): PATH 1358 0 0 0 0
provides technical assistance for promoting local manufacturing, quality
control and distribution of ORS through the private sector.

Technolngles for Primary Health Care (REACH): John Snow, Ine. provides 165 0 0 0 0
worldwide field support for disease control programs emphasizing immuni-
zation interventions.

Technologles for Primary Health Care lI: Through Management Sciences 3506 248 0 0 0
for Health, this project follows on PRITECH, serving as a central resource

for technical assistance in implementing ORT/diarrheal disease control

programs worldwide.

Vaccine Development and Health Research: Supports programs, through 5 1195 0 0 0
the U.S. Department of Health and Human Services, to test and improve
vaccines to combat childhood diseases such as measles and rotavirus.

Applied Diarrheal Disease Research (ADDR): Harvard University supports 0 1110 0 0 0
country-specific applied research on priority diarrheal disease problems.



* FY 90.CHILD SURVIVAL FUNDING

CS8F: Child Survival Fund; HE: Health; ARDN: Agriculture,
Rural Development and Nutrition; DFA: Development Fund
for Africa; E8F: Economic Support Fund; All numbers are

in thousands of dollars.

COUNTRY

GLOBAL

PROJECT TITLE

Dlarrheal Disease Research: Supports research, training and information
dissemination on control and treatment of diarrheal diseases through the
World Health Organization and International Center for Diarrhoeal Disease
Research, Bangladesh.

Troplcal Disease Research: Supports the World Health Organization Spe-
cial Program for Rescarch and Training in Tropical Discases to find bett r
more cconomical methods for the diagnosis, treatment, prevention, and con-
trol of six major tropical discases all of which affect women and children,

Applied Research and Child Survival (ARCSS): Undertakes applicd
research to improve the cost-effectiveness and quality of health care efforts
in developing country health programs, particularly child survival services,

Water and Sanitation for Health 11l (WASH): Canip Dresser and McKee
International Ine. and a consortium of other specialized organizations provide
technical assistance on a broad range of services to help plan, implement

and evaluate rural and urban water and sanitation programs,

Vector Clology and Control: Provides technical assistance and applied
field research in the arcas of vector biology, epidemiology and operations
for vector-borne disease control programs in developing countries.

Demographic and Health Surveys (DHS): The Institute for Resource
Development assists countries in conducting demographic and heaith surveys
which provide data on the status of child survival interventions and infant and
child mortality.

Health Resources Support: Assists in implementation and evaluation
of health and child survival programs through an agreement with the U.S.
Department of Health and Human Services.

Health Care Financing and Sustainabllity: Abt Associates, Inc. and other
implementing agencies provide technical assistance, conduct applied research

and disseminate information on health care financing and sustainability issues.

Technology and Resources for Child Health (REACH It): John Snow, Inc.
provides expertise for immunization and acute respiratory infection programs
through operations research, cost analysis and disease surveillance.

Milwaukee International Training Center: Provides non-degree training
for developing country health workers and professionals through short-term
training courses in Milwaukee.

Combatting Iron Deficlency: Nutrition Foundation and Kansas University
support efforts to reduce the incidence of iron deficiency anemia in mothers
and children.

Women and Infant Nutrition (WIN) - A Family Focus: Provides an
integrated package of appropriate feeding services and technical assistance
to improve the nutritional status of women, infants and children.

Vitamin A for Health: Private voluntary organizations, research foundations
and other implementing agencies conduct research activities, provide service
delivery and technical assistance on the prevention of vitamin A deficiency.

Nutrition Education and Social Marketing: The Academy for Educational
Development supports host country efforts to design, implement and evalu-
ate nutrition education programs.

Food and Nutrition Monitoring: International Science and Technology
Institute, IFPRI and the University of Arizona promote the integration of
human food consumption and nutrition considerations in development
policies, programs and projects in the food, agriculture, health and related
sectors in selected countries.
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EY 90 CHILD ‘SURVIVAL FUN

CSF: Child Survival Fund; HE: Health; ARDN: Agriculture,
Rural Dovelopment and Nutrition; DFA: Development Fund
for Africa; ESF: Economic Support Fund; All numbers are
in theusands of dollars.

COUNTRY . PROJECT TITLE

GLOBAL Functlonal Implications of Marglnal Malnutrition: A Collaborative 0 15 0 0 0
Research Support Program (CRSP) provides information on the effect
of marginal food intake on numan perforntance in developing countries,

HBCU Research Grants: Grants to Historically Black Colleges and Univer- 0 940 0 0 0
sities support hiomedical and operational research activities related to child

survival initiatives.

Tralning Evaluation and Support Services: Provides vital links among mis- 0 2164 0 0 0
sions, participants, the training providers and the American host community.

Food Ald Institutional Development: Provides assistance for growth 0 0 1334 0 0
monitoring and maternal health activities.

Forelgn Disaster Assistance: I’rovides emergency relief services for 244 0 0 0 0
women and children,

Small Projects Assistance: Supports small health and child survival 0 332 0 0 0
activities, including training for Peace Corps volunteers.

GLOBAL SUBTOTALS 23012 17892 6575 362 0

GRAND TOTALS 69951* 58019 10493 40268 6856

N.b. Amounts listed are estimates that can be attributed to child survival, but may be a small proportion of project totals.
*In addition, $2,728,000 of Child Survival Fund z!locations were reserved fcr earmarked non-child survival activities in Cambodia, East«~rn Europe, and Lebanon.

. Incluces $117,000 from Education account and $119,000 from Selected Development account for Henya.
. Includes $1,000,000 from Selected Deelopment account for Mozambique.

. Includes $300,000 from Selected Develorment account for Uganda.

. Includes $15,000 from Selected Development account for regional activities

. Includes $3,000 from Selected Development account for Dominican Republic.

. Includes $6,000 from Selected Development account for Ecuador.

. Includes $2,000 from Selected Developr.ent account for Haiti.

. Includes $216,000 from Education account for centrally-funded activities.

4 USAID FUNDING BY ACCOUNT 47 USAID FUNDING BREAKDOWNS

Total fund!ng for child survival Total funding by reglonal aistribution Total funding by intervention
FY 90: $185,587,000 ¥Y 90 FY 90
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"APPENDIX Il: uSAID HEALTH AND CHILD
SURVIVAL PROJECT SUPPORT ACTIVE IN FY 90
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U.S. PRIVATE VOLUNTARY
ORGANIZATIONS

Participating in USAID's
Health and Child Survival
Program

m Adventist Development and
Relief Agency

m African Medical and Research
Foundation

u Africare

& Aga Khan Foundation/USA
® Americares Foundation

® Andean Rural Health Care
@ CARE

m Catholic Relief Services

@ Center for Economic Development
and Population Activities

u Christian Service Society

@ Church World Service

u Coordination in Development Inc.

# Esperanga Inc.

m Experiment in International Living
® Eye Care International

m Food for the Hungry International
u Foster Parents Plan

m Foundation for Peoples of the
South Pacific

®@ Freedom From Hunger
Foundation

® Hadassah/USA

® Health Volunteers Overseas
® Helen Keller International

@ International Child Care, Inc.

m International Eye Foundation
m International Medical Corps

& International Voluntary
Services Inc.

m La Leche League International

# Medical Assistance Program
International

@ Minnesota International Health
Volunteers

m National Council for International
Health

m Organization for Rehabilitation
through Training

® Pan American Development
Foundation

® Parents Resources Institute for
Drug Education

w Pathfinder Fund
® Planning Assistance
m Population Services International

® Program for Appropriate
Technology in Health

® Project Concern International
® Project HOPE
® Rotary International

& Salvation Army World Service
Organization

m Save the Children Federation
@ World Rehabilitation Fund, Inc.
& World Relief Corporation

® World Vision Relief and
Development

APPENDIX Ill; PARTICIPAT{ON IN USAID'S,
HEALTH AND CHILD SURVIVAL PROGRAMS

U.S. UNIVERSITIES

Particlpating in USAID's
Health and Child Survival
Program

m Atlanta University

# Boston University

m Case Western Reserve University
m Charles R Drew University
m Clark College

@ Cornell University

m Florida A&M University

m Florida State University

® Georgetown University

m Hannemann University

m Harvard University

w Howard University

m Johns Hopkins University

m Kansas University

® Lincoln University

® Medical College of Pennsylvania
m Meharry Medical College

B Miami University

® Michigan State University
wMorehouse College

m Morgan State University

® Morris Brown College
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APPENDIX IV: pATA NOTES AND SOURCES
FOR FACT SHEET INDICATORS AND REPORT FIGURES

USAID Health and Child
Survival Fact Sheet
INDICATOR DEFINITIONS

DEMOGRAPHIC
INDICATORS

u Total Population: Mid-ycar
estimate of the total number of
individuals in a country.

= Infant Mortality Rate (IMR):
The estimated number of deaths

in infants (children under age one)
in a given year per 1,000 live births
in that same year. An IMR may be
calculated by direct methods (count-
ing births and deaths) or by indirect
methods (applying well-established
demographic models).

u Under 5 Mortality: The estimated
number of children born in a given
year who will die before reaching
age 5 per thousand live births in that
same year. The under five mortality
may also be calculated by direct or
indirect methods,

u Life Expectancy at Birth: An
estimate of the average number of
years a newborn can expect to live,
Life expectancy is computed from
age-specific death rates for a given
year. It should be noted that low life
expectancies in developing countries
are, in large part, due to high infant
mor tality.

m Children Under Age 1: Mid-year
estimate of the total number of chil-
dren under age one.

# Annual Infant Deaths: An esti-
mate of the number of deaths occur-
ring to children under age one in a
given year.

u Total Fertility Rate: An estimate
of the average number of children

a woman would bear during her life-
time given current age-specific fer-
tility rates,

VACCINATION
COVERAGE RATES

w Vacclination Coverage In Chll-
dren: An estimate of the proportion
of living children between the ages
of 12 and 23 months who have been
vaccinated before their first birthday
- three times in the cases of polio
and DT and once for both measles
and BCG. Vaccination coverage rates
are calculated in two ways. Admin-
istrative estimates are based on
reports of the number of vaccines
administered divided by an estimate
of the pool of children eligible for
vaccination. Survey estimates are
based on sample surveys of children
in the target age group and may or
may not include children without
vaccination cards whose mothers
recall that their children had been
vaccinated,

w Vaccination Coverage in Moth-
ers: An estimate of the proportion
of women in a given time period who
have received two doses of tetanus
toxoid during their pregnancies.
Currently under worldwide review,
this indicator is being changed to
account for the cumulative effect

of tetanus toxoid boosters. A woman
and her baby are protected against
tetanus when a mother has had only
one or, perhaps, no boosters during
a given pregnancy so long as the
woman had received the appropri-
ate number of boosters in the years

preceding the pregnancy in question.

(The appropriate number of boost-

ers required during any given preg-
nancy varies with number received
previously and the time elapsed.)

»

The revised indicator is referred to
as TT2+. Rates are computed using
administrative methods or surveys,

ORAL REHYDRATION
THERAPY

m ORS Access Rate: An estimate
of the proportion of the population
under age five with reasonable
access to a trained provider of Oral
Rehydration Salts (ORS) who receives
adequate supplies. This is a particu-
larly difficult indicator to measure
and, therefore, it may fluctuate dra-
matically from year to year as im-
proved methods of estimation are
devised.

m ORT Use Rate: An estimate of
the proportion of all cases of diar-
rhea in children under age five treat-
ed with ORS and/or a recommended
lhome fluid. ORT use may be deter-
mined using administrative means

or surveys. In general, administrative
estimates are based on estimates of
the number of episodes of diarrhea
in the target population for a given
year and the quantity of ORS avail-
able. Thus, changes in the estimates
of the frequency of diarrhea episodes
can alter the ORT Use Rate as well
as “real” changes in the pattern of
use. Surveys are more precise in that
they focus on the actual behavior of
mothers in treating diarrhea in the
two-week period prior to the survey.

CONTRACEPTIVE
PREVALENCE

w Contraceptive Prevalence
Rate: An estimate of the proportion
of women, aged 15 through 44 (or,
in some countries, 15 through 49),
in union or married, currently using
a modern method of contraception.
Where sources fail to distinguish
modern and traditional methods,
the combined rate is shown.

NUTRITION

m Adequate Nutritional Status:
An individual child of a certain age
is said to be adequately nourished

if his/her weight is greater than

the weight corresponding to “two
Z-scores” (two standard deviations)
below the median weight achieved
by children of that age. The median
weight and the distribution of weights
around that median in a healthy pop-
ulation are taken from a standard
established by the National Center
For Health Statistics, endorsed

by the World Health Organization.
The indicator for the population as

a whole is the proportion of children
12 through 23 months of age who
are adequately nourished.

® Appropriate Infant Feeding:

A composite estimate of the propor-
tion of infants (children under age
one) being breastfed and receiving
other foods at an appropriate age
according to the following criteria:
breastfed through infancy with no
bottle-feeding, exclusively breastfed
through four months (120 days) of
age, and receiving other foods if over
six months of age (181 days). Water
is not acceptable in the first four
months (120 days). ORS is consid-
ered acceptable at any age. Surveys
are the only source of data to form
this indicator. Surveys yield an esti-
mate of how many children in the
target group (children under age
one) are being fed correctly at the
moment of the survey. They do not
give an indication of the proportion
of individual children fed appropri-
ately throughout their first year

of life.

A number of sub-indicators may
be calculated from the data used
to form the composite, of which

two are presented in this report.



m Exclusively Breastfed: An
estimate of the proportion of infants
through four months (120 days) of
age who receive no foods or liquids
other than breast milk.

= Introduction of Solids: An
estimate of the proportion of infants
over six months (181 days) of age
still breastfeeding but also receiv-
ing complementary weaning

foods.

m Breastfed 1 Year or Longer:

An estimate of the proportion of
children breastied for at least one
year. In this report, all values pre-
sented for this indicator are the pro-
portion of children 12 to 14 months
of age at the time of the survey still
receiving breast miltk.

SOURCES AND
COMMENTS

on USAID’s Health and
Child Survival Fact Sheet
Indicators

m Data on the child survival indica-

tors were submitted by USAID mis-
sions on a form disseminated along
with the above mentioned question-
naires, These forms are referred

to as the FY 1990 Mission Response
Forms.

# The primary source for the demo-
graphic indicators is: World Popu-
lation Prospects: 1990 U.N. Tape
#PRO206, (referred to as WPP) pre-
pared by the Estimates and Projec-
tions Section of the Population Divi-
sion of the Department of Interna-
tional Economic and Social Affairs,
United Nations. The source for
Under 5 Mortality data is Mortality
of children under age 5: World Esti-
mates and Projections, 1950-2025,
ST/ESA/SER.A/105, 1988 pub-
lished by the same Section (and,

for convenience, also referred to

as WPP).

m The primary sources for vacci-
nation coverage data are the annual
reports of the Expanded Programme
on Immunization of the World Health
Organization (referred to as WHO);
the data for 1990 are provisional as
this report weat to press prior to the
formal publication of the semi-annua!
WHO report. The provisional data
were provided courtesy of UNICEFR.

m The primary sources of data on oral
rehydration, both access and use, are
the annual reports of the Diarrheal
Disease Control Programme of the
World Health Organization (referred
to as WHO). An advanced copy of
the indicators to be published in the
next report was provided, courtesy
of that program.

& Another major source of informa-
tion is the Demographic and Health
Surveys (referred to as DHS with
the year of the survey), Institute
for Resource Development/Macro
Systems, Inc.

KENYA

= Demographic Indicators

a) Population and Infant Mortality
Rate; the 1989 Census, as yet unpub-
lished but reported by USAID/Kenya.
b) Under 5 Mortality and Life
Expectancy at Birth; WPP.

¢) Total Fertility Rate; DHS, 1989.

d) Children Under Age 1 and Annual
Infant Deaths are derived from WPP
and the Population and Infant Mor-
tality Rates reported in the census.

m Vaccination Coverage Rates
WHO.

= Oral Rehydration Therapy
Access, WHO; Use, DHS, 1989.

u Contraceptive Prevalence
(Modern methods, 1544): DHS, 1989.

u Nutrition
DHS, 1989.

MALAWI

u Demographics
WPP

u Vacclnation Coverage Rates
WHO.

u Oral Rehydration Therapy
WHO.

m Contraceptive Prevalence
(Modern methods, 1549): Unpub-
lished 1984 Family Formation
Survey.

m Nutritlon

Adequate Nutritional Status; the
“National Sample Survey of Agricul-
ture, 1980/81", National Statistics
Office, Zomba, Vol. 111, 1984 as
recorded in the WHO Anthropom-
etry Data Base.

MALI

m Demographics

a) Population, Under 5 Mortality,
and Life Expectancy at Birth; WPP.
b) Infant Mortality Rate; DHS, 1987.
Taking the DHS data into account,
the U.S. Bureau of the Census has
recalculated the IMR for Mali using
indirect methods as 117/1,000.

¢) Total Fertility Rate; DHS, 1987.

) Children Under Age 1 and Annual
infant Deaths are derived from WPP
and the Population and Infant Mor-
tality Rates reported in the DHS.

m Vaccination Coverage Rates
Rapport D’Evaluation De La Cou-
verture Vaccinale Au Mali, MSP-AS,
UNICEF, PNUD/OMS, Bamako,
February, 1990.

u Oral Rehydration Therapy

a) Access, WHO.

b) Use is reported in “Connais-
sances, Attitudes Et Pratiques Des
Meéres En Matiére De Thérapie

De Rehydratation Par Voie Orale”,
astudy financed by PRITECH/
USAID carried out by the Programme
National De Lutte Contres les Mal-
adies Diarrhéiques, Bamako, Sep-
tember 1989. The study was done

in four of the country’s seven regions
where educational materials had
been distributed effectively.

DATA NOTES AND SOURCES

m Contraceptive Prevalence
(Modern methods, 1544): DHS, 1987.

= Nutrition
All indicators; DHS, 1987,

NIGER

m Demographics

a) Under 5 Mortality and Total
Fertility; WPP.

b) All others are from the General
Population Census as reported by
USAID/Niger.

a Vaccination Coverage Rates
WHO.

m Oral Rehydration Therapy
WHO.

u Contraceptive Prevalence
(Neither methods nor age group
specified): “Columbia University
KAP: 1987" as reported by
USAID/Niger.

m Nutrition

Adequate Nutritional Status; “Le
Systéme de Santé et la Politique de
Développement Sanitaire au Niger,”
May 1989 as reported by USAID/
Niger.

NIGERIA

m Demographics
WPP.

m Vaccination Coverage Rates
WHO.

m Oral Rehydration Therapy
WHO.

u Contraceptive Prevalence
(Modern methods, 1549): The CPR
is from the World Fertility Survey
as cited in World Population Profile:
1989 published by the U.S. Depart-
ment of Commerce, Bureau of the
Census.



DATA NOTES AND SOURCES

SENEGAL
m Demographics
WPP,

m Vaccination Coverage Rates
WHO

m Oral Rehydration Therapy
WHO.

m Contraceptive Prevalence
(Modern methods, 15-44): DHS,
1986.

m Nutrition
All indicators; DHS, 1986.

SUDAN

m Demographics

a) All but Total Fertility; WPP.

b) Total Fertility Rate; DHS, 1989,
Preliminary report.

m Vaccination Coverage Rates
a) Rates for the antigens adminis-
tered to children; DHS, 1989,
Preliminary Report.

b) TT2+ WHO

m Oral Rehydration Therapy
Access, WHO; Use, DHS, 1989,
Preliminary Report.

m Contraceptive Prevalence

(Modern methods, 1549): DHS,
1989, Preliminary Report.

ZAIRE

m Demographics
WPP (IMR, NPP '88).

m Vaccination Coverage Rates
WHO.

m Oral Rehydration Therapy
WHO.

BANGLADESH

u Demographics

a) All but Total Fertility; WPP.

b) Total Fertility Rate; Bangladesh
Fertility Survey, 1989 as reported
by USAID/Bangladesh.

m Vaccination Coverage Rates
National EPI Coverage Survey,
February 1991,

m Oral Rehydration Therapy
WHO.

m Contraceptive Prevalence
(Modern methods, < 50): Contra-
ceptive Prevalence Survey, 1989

as reported by USAID/Bangladesh.

m Nutrition

Adequate Nutritional Status; National
Survey, 1989 done by the Bangladesh
Bureau of Statistics with UNICEF,

INDIA

m Demographics
WPP

m Vaccination Coverage Rates
WHO.

m Oral Rehydration Therapy
WHO.

m Contraceptive Prevalence
(Modern methods, age unspecified):
Family Planning Practices in India:
Third All India Survey as reported
by USAID/India.

INDONESIA

s Demographics

a) Total Population; Census done

by the Central Bureau Of Statistics
(PBS), 10/90 as reported by USAID/
Indonesia.

b) Infant Mortality Rate, Under 5
Mortality and Life Expectancy at
Birth are all from WPP.

¢) Children Under Age 1 and Annual
Infant Deaths are derived frem the
Population reported from the census
and the WPP,

d) Total Fertility Rate; DHS, 1987.

m Vaccination Coverage Rates
WHO

u Oral Rehydration Therapy
WHO.

m Contraceptive Prevalence
(Modern methods, 1544); DHS, 1987,

u Nutrition
Allindicators, DHS, 1987.

NEPAL
m Demographics
WPP

m Vaccination Coverage Rates
WHO

m Oral Rehydration Therapy
WHO.

m Contraceptive Prevalence
(Modern methods, age unspecified):
Surveys done by the Ministry of
Health and New Era as reported

by USAID/Nepal.

EGYPT

m Demographics

a) Total Population, Children Under
Age 1 and Annual Infant Deaths; the
Statistical Yearbook, CAPMAS, 1989,
as reported by USAID/Egypt.

b) Infant Mortality Rate; statistics
published by the Ministry of Health/
Egypt, as reported by USAID/Egypt.
¢) Under 5 Mortality and Life
Expectancy at Birth; WPP.

d) The Total Fertility Rate; DHS,
1988.

m Vaccination Coverage Rates
WHO.

m Oral Rehydration Therapy

a) Access, WHO

b) Use, KAP study, as reported in
the 1990 Health and Child Survival
Praject Questionnaire, National
CDo Project.

m Contraceptive Prevalence

(Modern methods, 1544): DHS, 1988.

= Nutrition
Adequate Nutritional Status; DHS,
1988.

MOROCCO

u Demogiraphic

a) Total Population, Under 5 Mor-
tality and Life Expectancy; WPP.
b) Infant Mortality Rate and Total
Fertility Rate; DHS, 1987.

¢) Children Under 1 and Infant
Deaths are derived from the Popula-
tion and Crude Birth Rates reported
in the WPP and the Infant Mortality
Rate from the DHS, 1987,

m Vaccination Coverage Ratos
WHO.

mOral Rehydration Therapy
WHO.

m Contraceptive Prevalence
(Modern methods, 15-44): DHS, 1987.

m Nutrition
All indicators; DHS, 1987.

PAKISTAN

m Demographics
WPP.

m Vaccination Coverafje Rates
WHO.

m Oral Rehydration Therapy
WHO.

m Contraceptive Prevalence
(Modern methods, 15-49): Contra-
ceptive Prevalence Survey as cited
in World Population Profile, 1989
published by the U.S. Department
of Commerce, Bureau of the Census.

m Nutrition

Adequate Nutritional Status; Nation-
al Nutrition Survey, 1985-1987 car-
ried out by the Government of Pak-
istan as cited in the FY 1989 USAID
Mission Response Form.

YEMEN

u Demographics

a) All except Under 5 Mortality are
from the Central Planning Organiza-
tion (YARG), as cited in the FY 1989
Mission Response Form and USAID/
Yemen facsimile 967-2-251578. These
figures are based on a reanalysis

of recent census data.

b) Under 5 Mortality; WPP.

m Vaccination Coverage Rates
WHO.

u Oral Rehydration Therapy
WHO.



B Contraceptive Prevaience
(Neither methods nor age specified):
Central Planning Organization
(YARG) and the Population Strategy
Team, as cited in USAID/Yemen
facsimile 967-2-251578.

BOLIVIA

m Demographics
WPP. (The DHS. 1989 yeports an
IMR of 96.)

m Vaccination Coverage Rates
WHO.

@ Oral Rehydration Therapy
Access, WHO; Use, DHS, 1489.

m Contraceptive Prevalence
(Modern methods, 1549): DHS, 1989.

u Nutrition
All indicators; DHS, 1989.

ECUADOR

® Domographics

a) Total Population, Under 5 Mor-
tality and Life Expectancy at Birth;
WPP.

1} Infant Mortality Rate; Rutstein,
Shea Oscar, Fermo, Aurora V., and
Crespo, Antonio, “Child Survival

In Ecuador,” a Report to the USAID
Mission in Ecuador, 4 November,
1987.

¢) Children Under 1 and Infant
Deaths are derived from the WPP
and the Infant Mortality Rate from
Rutstein, et. al.

d) Total Fertility Rate; Preliminary
results from “Encuesta Nacional
Demografica y de Mortalidad Mater-
no y Infantil,” 1989 as reported by
USAID/Ecuador.

& Vaccination Coverage Rates
a) Rates for the antigens adminis-
tered to children; WHO.

b) TT2+; EPI National Program
Monitoring Systerm as reported in
a 1990 Health and Child Survival
Project Questionnaire.

u Oral Rehydration Therapy
WHO.

u Contraceptive Prevalence
(Modern methods, 15-49): Prelim-
inary results from “Encuesta Na-
cional Demogrifica y de Mortalidad
Materno y Infantil,” 1989 as reported
by USAID/Ecuador.

u Nutrition

a) Adequate Nutritional Status;
National Nutrition Survey, 1987,
Ministry of Health.

b) All others; DHS, 1987

GUATEMALA

m Demographics

a) Total Population, Under 5 Mor-
tality, Life Expectancy at Birth and
Total Fertility; WPP.

b) Infant Mortality Rate; DHS, 1987.
¢) Children Under 1 and Infant
Deaths are derived from the WPP
and the Infant Mortality Rate from
DHS, 1987.

m Vaccination Coverage Rates
WHO.

@ Oral Rehydration Therapy
WHO.

m Contraceptive Prevalence
(Modern methods, 15-44): DHS, 1987.

® Nutrition
Adequate Nutritional Status; DHS,
1987.

HAITI

® Demographics

a) Total Population, Under 5 Mor-
tality and Life Expectancy at Birth;
WPP, 1990.

b) Infant Mortality Rate; WPP, 1988
(In a personal communication, the
United Nations acknowledged that
they had reversed a decision made
in preparing WPF, 1990 and now pre-
ferred a trend forecast more similar
to that of 1988)

¢) Children Under 1 and Infant
Deaths are derived from the WPP

and the Infant Mortality Rate from
WPP, 1988,

d) Total Fertility Rate: Cayemittes,
Michel and Chahnazarian, Anouch,
Survie et Santé De LEnfant En Haiti,
Institut Haitien de LEnfance, 1989,

m Vaccinatlon Coverage Rates
WHO.

1 Oral Rehydration Therapy
WHO.

u Contraceptive Prevalence
(Modern methods, 1544): Enquéte
Nationale Haitienne sur la Contra-
ception (ENHAC): Résultats Prélimi-
naires, Institut Haitien de I'Enfance
and U.S. Centers for Disease Con-
trol, Atlanta, 1990.

HONDURAS

m Demographics

a) Total Population; projection based
on the National Census, 1988, Min-
istry of Planning, Coordination and
Budget as reported by USAID/Hon-
duras.

b) Infant Mortality Rate, Life
Expectancy and Total Fertility;
National Epidemiological and Health
Survey, 1987, Science and Technol-
ogy Unit, Ministry of Health.

¢) Under 5 Mortality, WPP.

d) Children Under 1 and Infant
Deaths are derived from the projec-
tion of Population, the National Epi-
demiological and Health Survey,
1987 and WPP.

u Vaccination Coverage Rates
WHO.

® Oral Rehydration Therapy

WHO: The most recent empirical
estimate of ORT Use is found in
Epidemijological and Family Health
Survey: Honduras, 1987. The report,
prepared by the Honduran Ministry

) DATA NOTES AND SOURCES

of Health, the Association for Family
Planning in Honduras (ASHON-
PLAFA), Manageinent Sciences

For Health and Family Health Inter-
national, cites a use rate for Litrosol,
the name given to ORS packets in
Honduras, of 17.5% and a use rate
for Herbal Remedies, including
various home solutions, of 18.2%.

m Contraceptive Prevalence
(Modern methods, 1549): National
Epidemiological and Health Survey,
1987.

u Nutrition

Adequate Nutritional Status; National
Nutrition Survey: 1987, as cited in
USAID/Honduras Cable/00525.

PERU

m Demographics

a) All except Infant Mortality Rate;
WPP.

b) Infant Mortality Rate; DHS, 1986.
c) Children Under Age 1 and Infant
Deaths are derived from the WPP
and the Infant Mortality Rate from
DHS, 1986.

® Vaccination Coverage Rates

a) Rates for the antigens adminis-
tered to children; WHO.

b) TT2+; USAID/Peru reports this
figure as coming from the Ministry
of Health and notes that it reflects
the number of women given two
doses of Tetanus Toxoid during the
calendar year and not the percentage
of women protected.

= Oral Rehydration Therapy
WHO.

= Contraceptive Prevalence
(Modern methods, 15-44): DHS, 1986.

& Nutritlon

a) Adequate Nutritional Status;
Encuesta Nacional de Nutricién y
Salud (ENNSA), 1984.

b) All others; DHS, 1986.
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