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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 

Dear Colleague : 

I am pleased to enclose a copy of: Child S~~vival: A Sixth 
Re~ort to Consress on the USAID Prosram. 

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. Raskens and Secretary of 
Health and Human Services Louis Sullivan to Africa to see what 
else the United States could do 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 devezoping 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 Children-. 
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 coqtinue to work together for the survival of the children 
of the developing world. 



We look forward to your continued 
global effort. 

commitment to this 

Sincerely, 

m 

'-7, :3 
Ann Van Dusen, ~ h .  D:,M 
Acting Agency Director 

for Health, 
Office of Health 
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T H E  W H I T E  H O U S E  

WASHINGTON 

September 30, 1990 

To the World Summit for Children: 

No aoment in our lifetime has been more oppsrtune 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 stcites of America to the survival, 
protection, and development of the children of the world. And I would urge that we, as 
national leaders, continu: to work togethcr to build upon the recent unprecedented successes 
we have achieved in the areas of child health, nutrition, and education. Through improved 
nutrition and safer drinkjng water, rnillions 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 anu 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 
inspiration to the betterment of mankind. 

In additicn to ensuring children's survival, we must enable every child to 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. In them, we invest 
the sum of all our hopes and dreams for the future. 

May God bless them all. 



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

This report documents what the world cocmunity 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, lowcost, 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. I 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. 

\ 
Ronald W. Roskens 
May 1991 

Vice President of Uganda Samson Klsekka (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 ~dlts.  



I n 1985, the U.S. Agency for Interna- 
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 collaborating in an intcrnatimal effort 
to extend immunization coverage against 
the major vaccine-prevenhble diseases 
to 80 percent of children in the developing 
world and 

I 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- 
1iz.d US. 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. 

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 progratns, the percentage decline 
ranged from 15 to 52 percent. 

Vaccination coverage for the full DPT 
series (three shots for diphtheria, 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 coverage rates that were between 70 
and 80 percent. 

Vaccination coverage for measles 
increased from 24 to 71 percent. 

W The use of oral rehydration therapy 
for the treatment of diarrhea rose lrom 
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 livc 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 - i~timunization 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 - 
I promote child spacing and other mea- 
sures to reduce the number of high risk 
births; 

I improve child nutrition through the 
promotion of breastfeeding, better wean- 
ing practices, vitamin A supplementatioll, 
and growth monitoring; 

W improve maternal health and nutri- 
tion; and 

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



Total funding for child survival 
FY 85 through FY 90: $1,031,881,000 

Child Survlvol Rural 

FU; 8% ~ v a l o p n n t  
Fund for AMco l3% 

Underlyink all USAID child survival 
programs are a number of key program 

I strategies that are essential to achieving 
a lasting effect: 

W 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; 

I 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; 

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

Total funding by roglonal distribut!on 
FY 85 through FY 90 

r provide technical assistance to field 
programs; 

I promote the development of sustainable 
services; 

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

8 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 hwe made significant progress in 
making those measures available in more 
and more communities throughout the 
developing world. 

Total funding by intervention 
FY 85 through FY 90 

This report describes what has h e n  
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. 



I 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 
mortality rates (deaths from birth through 
five years of age per 1,000 live births), 
which fell from 167 in 1980, to 149 in 
1985, to 134 in 1990. 

I In developing countries the period 
of infancy and e::*; ~hildhood is one 
of extreme vulwrability - to conditions 
surrounding birth, communicable dis- 
eases, lack of adequate nourishment, 
and a mydad of other threats to growth 
and development. While infants and 
children ir~ developing countries account 
for cne of every ten persons globally, 
nearly one of every three deaths occurs 
it)  this group. Declines in infant and child 
morta:ity 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. 

I Deaths occur during distinct peri- 
ods of infancy and childhood and with 
somewhat different causes (Figure 3). 
Despite overall progress in reducing 
infant mort~lity, 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- 

Infant and ch1ld deaths in developing 
countries occur at dlstinct periods. 

Mall Senegal Ballvla Guatemala lndomsla Eapl  

Child deaths (1 to 4 years) 

m Postneonatal deaths (29days to 12 months) 

Neonatal deaths (0 to 28 days) 

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. 

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

able causes: dehydration %-ought 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, 

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 E N .  
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 benefits of 
economic growth. 

Aggregate data are useful in review- 
ing regional trends in infant and child 
mortality, but they can mask consider- 
able variation within the region. For 
example, in Africa, Kenya's infant mor- 
tality rate fell by almost 11 percent from 
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Vadat!ons la infant mortaillty 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 lev& 
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 born to 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 pw 
cent (142 versus 84) if she completed pri- 
mary school. Similar patterns are found 
throughout the developing world. 

r Countries and even areas within 
countries also have distinct disease 
profiles. 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 w e x  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. 

U SAID'S CMd Survival program focuses 
on countries where mortality rates are 
very high, the government Is comml?. 

ting its own resources to  child health, USAID 
has a slzable presence, and opportunltles 
e x 1  for working wlth other donors. In 1985, 
USAID designated 22 such countries, which 
togethar accounted for twethlrds of lnfant 
morta1:ty worldwide, as 'emphasls" coun 
tries (see fact sheets beglnnlng on page 
42). USAlD has also supported child survival 
activities In at least 40 other countdes 
since 1985. 

Focusing on countrles where the greatest 
Impact can be achieved has led to major 
child survlval gains. Although other factors 
and donors played Important roles, since 
1985 of six USAlD-assbted countrles that 
have met USAID's target of reducing Infant 
morta!ity rates to 75, flve are emphasis 
countdes: Egypt (43), Honduras (63), Mew 
ya (68), lndonesla (TO), and Morocco (75). 
Othsr emphasis countrles -such as Peru 
(92) and Senegal (83) - are near the target. 

Many countrles started the flveyear period 
wlth an lnfant mortallty rate that far excsed 
ed that of other countrles, and irealth inftab 
tructure that reached limlted portions of the 
populatlan. In such countries, USAlD often 
he lp  expand the health care Infrastructure 
so that lt can extend service dellvery to  
unreached populations. 

USAID's support Includes developing I* 
country capaclty to measure the impact 
of programs. In 35 countries, Demographic 
and Health Surveys have generated valuabh 
Information for program planning, monitor- 
ing, and evaluation. In nine countrles ol 
subSaharan Africa, the Africa Child Survival 
InltlativbCombattlng Chlldhaod Cmn~unC 
c a b  Diseases project supports the develop 
ment of health information and epldemiolog- 
Ic suwelllance systems. And In Bangladesh, 
Honduras. Pakistan, and elsewhere, USAID 
works to ~nanltor program progress through 
research, surveys, and strengthening of 
Informatian systems. 



I Hard data are accumulating on the 
impact that child survival programs 

y 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 

l in combination to influence mortality rates. 
Child survival interventions are often mul- 
tipurpose and take place simultaneously 
with other charges, 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. 

I Fleld 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 mortallty. 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, multidonor 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- 

Child mortality and the use of health 
services, 1984 and 1989. 

Use of sugar/salt solution 

OPT3 immunization 

Measles Immunization 

+ Deaths of children under age five 
per 1,000 live births 

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 
patterfi uf biannual measles epidemics, 
which most likely accounted for much 
of the reduction in child mortality. 

I Data on declines in child mortality 
in rural areas of Menoufia, a gover- 
norate in lower Egypt, also polnt 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 (OR9 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 grc,;!er than the 
decline for infants. These trends in mor- 
tality cannot be taken 3s direct evidence 
olan 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. 

I A program to immunize ninemonth 
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'l: t child mortality is 
being averted, not merely postponed to 



a later age. They also demonstrate that 
basic health interventions can have bene- 

Under-five mortality In the rural villages of Menoufla govsrnorats has been falling, particularly effects that far exceed their specific 
slnce 198485, coinciding with natlonwlde Implementation of the ORT program. focus. Studies of antimalarial campaigns 
245 W l i h  of dvfm mr 1 MO llm birlhs 

in Africa provide similarly strong support 
-. . , -- - 

for a link between reductions in deaths 
from malaria and reductions in deaths 
from other causes as well. 

I It Is widely believed that the results 
reported abovo are generalizable to 
a large number of countries. Although 
local disease profiles, socioeco~omic 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 adaded 

19751976 1977.1978 19791980 1981 1982 19811984 19851988 1887.1988 19891990 from one country to the next. 
Male children under agc five W Despite tho economic slowdown m Fetnale childrcn under age five of the 1980s In developing countries, 

child survival does not seem to have 
been unduly affected. Although it is too 
soon to be able to assess the situation H !th 
certainty, leading researchers 01: trends 

A slngle Intervention can have a broad Impact; as shown here, the risk of death differs 
by measles vacclnatlon status. 

in child mortality found that in Latin Arner- 
ica and Africa, the two regions hardest hit 
by recession, "the pace of child mortality 
decline does not amear to have slowed 

70 between the 1970; and the 1980s." A 1990 
M) World Bank report on poverty also con- 

cluded thatUthe 1980's. . . did not, in fact, 
50 reverse the overall trend of progress." 

a 
This is not to say that child srmival pro- 
grams have been completely unaffected 

30 by structural adjustment policies and the 
competition for scarce resources. But as 

20 the World Bank report noted, "within a 

10 
overall framework of fiscal discipline," a 
country can still ensure that public expen- 
ditures urovide a safetv net for those who 
need basic services the most. 

Not vaccinated for measles 

Vaccinated for measles 



a The international collaboration to 
achievs universal immunization against 
vaccinepreventable 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, polioniyelitis, 
and tuberculosis. With worldwide vacci- 
nation coverage at over 70 percent, goals 
that seemed quite distant a few short 
years ago are HOW within reach. 

I The internationaiiy 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 DITvaccine (diphtheria, 
pertussis, tetanus) is one indication of the 
progress that has been achieved (Figure 
8). The DFT3 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. 

r 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 - 

Five years of effort have increased DPT3 
coverage rates slgnlflcantly. 

Alnca Ncer East Asia Lalln America 
and Caribbean 

1985 

1990 

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. 

r international and national disease 
surveillance systems, which have been 
growing in parallel with service deliv- 
ery systems, are providing significant 
evidence that reductions in the incl- 
dence of dlsease 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 elimination of a 
disease foliowlng a sustained Increase 
in vaccination coverage comes from 
the polio eradication program in Latin 
America and the Caribbean. 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 pcri- 
od, the number of confirmed polio cases 
declined from 590 to 14 @gure 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. 

r The ultimate aim of immunlzatlon 
programs, of murse, is to prevent both 
dlsease 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 mort;ility. However, 
in Bangladesh, Guinea-Bissau, Haiti, 



The Impact of Increased coverage Is shown In Morocco where measles cases have decllned 
while coverage rates have cllmbed. 

Measles cases 
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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 CitC 
Soliel, an urban slum of Port-au-Prince, 
Haiti, children who were vaccinated 
against measles died at only onequarter 
the rate of unvaccinated children of simi- 
lar bac'kground 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. 

I The World Health Organization 
estlmatos that global imrntmlzatlon 
efforts now avert 2.6 million chlld 
deaths in developing countrles annual- 
ly from measles (1.65 millIt>n), pertus= 
sis (515,000), and neonatal tetanus 
(445,000), as well as 409,000 cases 
of polio. 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 
vaccinepreventable 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. 

U SAID has played an Important part In 
the global effort to expand lmmunlra 
tlon coverage. Slnce 1985, USAlD 

has provlded $246 mllllon In asslstance to 
fit least 64 countries to reduce deaths due 
to vacclnepreventable dlseases and help 
bulld systems to sustain programs and 
thelr lmpact. 

As of 1990,42 USAlD-asslsted countrles 
have attalned 80 percent lmmunlzatlon cov- 
erage for DPT3, lncludlng Egypt, Paklstan, 
the Phlllpplnes, and Swaziland. Other USAID- 
assisted countfies achleved large Increases 
In coverage from 1985 to 1990: In Bangle 
desh, coverage for measles and polio3 rose 
from about 3 percent to 54 and 62 percent, 
respectively. Sudan achleved mGre than a 
6-fold Increase In BCG, DPT3, and poll03 
coverage and over a 10-fcld Increase In mee 
sles coverage. And In Gummala, coverage 
for DPT3, measles, and pollb3 rose from 
21-23 percent to 64-72 percent. 

In many countrles, malntalnlng the systems 
that produced such advances wlll require 
continued technlcal and other support for 
several years. Thus, sustalnablllty Is a USAlD 
priority. As a lead donor In Indoneola's 
Expanded lmmunlzatlon Program (EPI), 
USRID has helped to build a program with 
good lndlcatlons of sustalnablllty, lncludlng 
strong government fundlng. In Indonesia, 
80 percent of all chlld lmmunlratlons are 
delivered through community health rally 
posts-a system only possible with sMclent 
personnel, tralnlng, and cold chain support. 
Contlnucd progress toward sustalnablllty wlll 
require attentlon to better program manage 
ment, lncludlng quality of care, communlce 
tlon and demand generation, and program 
monitoring. 

With technical assistance from the REACH 
project, the Centers for Dlseaw Control, 
HEALTHCOM, and others, lmmunlzatlon pro- 
grams have bolstered heatth systems over- 
all. With REACH assldance, nlns countries, 
Including Indonosla and Kenya, have set up 
EPI infonnatlon systems, thereby lncreaalng 
program managers' access to ImmunMlon 
data for program planning and evaluatlan. 



R Over the past decade, immunlza- 
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. l i e  
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. 

I Mass campaigns, such as national 
vacclnatlon 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 vaccinepreventable 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. 

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. 

I As immunization programs have 
matured, they have had to develop 
strategies to overcome two common 
otmtacles to expanding coverage: 
dropouts and mlssed oppartunltles. 
"Dropouts" - those who receive some 
but not all of the full schedule of shots 

Closing in on polio in Latin America and 
Caribbean through a targeted program. 

Confirmed cases of polio 

+ Polio immunization coverage 

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 kom 
neonatal tetanus, women of childbearirg 
age must receive at least two doses of 
tetanus toxoid and up to five for lifelong 
protection. As might be expected, dropout 
rates are generally higher where program 
coverage is low. Data from subSaharan 
Africa, for example, show that countries 
with the highest coverage rates for DFl"1 
had dropout rates of about 10 percent for 

D m  (Figure 11). Countries with the 
lowest DFTl rates, however, had dropout 
rates of 67 to 78 percent. 

U Studies in Bangladesh, Haiti, Hon- 
duras, Indonesia, and elsewhere pre 
vide insights into the reasons behind 
dropouts - some of which have to dv 
with the failure 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. 

I "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. 

I 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. 

I Operations research on immunlza- 
tlon practices indicates that many 
shortcomings In service delivery are 
correctable through training, strength- 
ened supervlslon, and communication. 
For example, training can improve super- 
visors' ability to identify and resolve per- 
formance problems. And training can 



Dropout rates reflect the stage of 
program evolution. 

Mall Uganda 
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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. 

8 Communication programs are also 
a proven means of overcoming the lack 
of information, misperceptions, fears, 
and culturai beliefs 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. 

r 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. 

r 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 immunizalion 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. 

C overage rates for measles vaccine 
tions, the last in the childhood series, 
lag behlnd those for other antigens. 

Recognlzlng this and that measles vacclna 
tion Is associated wlth slgnlficant declines 
In overall child mortatlty In developing coun- 
tries, USAlD has jolned the global initiative 
to reduce measles deaths by 95 percent by 
1995. Over the next five years, USAlD will 
commit $50 miillon to Increase measles 
coverage through improved tralnlng of health 
workers and managers, communlcatlon cam 
paigns, and practlcai, applled research. In 
Bangladesh, Haiti, Nepal, Nigeria, Senegal, 
and elsewhere, USAlD-supported resldent 
advisors will help Improve measles surveil- 
lance and service delivery and design corn 
munlcation programs to bolster measles 
coverage. Prlvate voluntary organitatlons 
receiving USAlD child survlval grants have 
already made measles vacclnatlon a priorlty 
In their programs. 

Operations research and evalullon have 
been valuable tools in developing strategles 
and activities for USAlD-asslsiad Immunb  
tlon programs. Studies of missed opportu- 
nitles conducted by the ACSICCCD project 
In the Central AMcan Republlc, Guinea, 
Togo, and Zaire havs led to steps to Increase 
the timeliness and completeness of vaccC 
nation sessions. Studles In Bangladesh and 
lndonesla have provl,ded a clearer understand 
ing of the factors that make urban and perC 
urban populations hard to reach with Immu- 
nization senrlces. And In Klnshasa, Zaire, 
ACSICCCD operational remarch on measles 
In children under nine months of age (prior 
to the age for mutine vacclnation) led to  P 
demonstration trlai of the Edmonston-Zagreb 
(E-Z) vaccine, a measles vaccine that can be 
given at slx months of age. As a result of the 
research, trlal admlnlstratlon of the E-Z vac- 
cine at six months Is under way in Kinshasa. 



r In 1980, an enormous gap existed 
between the vaccines that were avaii- 
able and tho~ie that were being deiiv- 
ered to the clhiidrcii of the developing 
world. Since then, the global commitment 
to child survivid has significantly narrowed 
that gap. Simply sustaining the accom- 
plishments of h e  immunization programs 
of the past deciide, however, will be a chal- 
lenge that will require concerted attention 
to ensuring the financing and long-term 
commitment for those programs. 

r Despite progress in closing the gap, 
millions of chllidren are still unreached 
by current eff orts. 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- 
sles immunization in terms of their child's 
chances for sulvival (see Figure 12). 

r Ironically, calverage with the two vao 
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. 

8 Behind the efforts to accelerate mea 
sles vaccination is a growing recognC 
tion of the Impact of measles. Measles 
kills some 1.5 million children in develop 
ing countries each year. Further, children 
who survive the acute disease are at 
increased risk of dying from other causes, 

In Halt:, high risk famllles benefit the most 
from measlep, Immunlratlon. 
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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. 

r improving the efficiency of current 
immunization programJ 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. 

I Elinrinating neonatal tetanus is 
a mo:r 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 immuniwtio~~ 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 heah) .  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. 

r Given that immunization is now the 
most widely delivered health service, 
program planners are looking at ways 
to use the lmmunlzation 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. 

r 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 



The SoloShotTM, developed through the 
collaborPtlve efforts of HealthTech and 
BectonDlcklnson Co., Is a nonreusable 
syrlnge deslgned to prevent the transmlsslon 
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 ff ~e delivery capacity, the cost of the 
vaccine, still about $3 to $6 for the required 
three doses, is preventing many countries 
from addiig it to their immunization series. 

r Wlth all the progress that has been 
made In dellverlng theavailable technoC 
ogy, program planners are Increasingly 
Impatient for Improved technologies. 
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. 

I Sclentlsts and vacclne producers 
Increasingly agree that slgnlflcant 
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. 

r 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. 

m The technological hopes are great. 
The experience of a decade shows, how- 
ever, that technology does rlot 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. 

SAID has long been committed to the 
search for Improved vacclnes against 
dlseases affecting children. In 1990, 

USAiD allocated approxlmateiy $15 mllllon 
for the development and testlng of vacclnos, 
Including vacclnes agalnst malaria and other 
dlseases that contribute to chlld mortmllty. 

A measles vaccine that protects children 
before 9 hionths of age Is a hlgh prlorlty; 
two candidates are currently being field- 
tested. Through the Vaccine Development 
and Health Resesrch project, USAlD Is also 
testlng vaccines against rotavlrus, pneume 
nla, and bacterial menlngltls. Through the 
Malaria Vacclne Research and Development 
project, USAlD is working wlth unlversltles, 
U.S. agencles, and International organizrc 
tlons to develop a malaria vacclne. In addC 
tlon to collaborating with the World Health 
Oreanlzatlon. the National Institutes of 
~ G l t h ,  and numerous universltles and other 
organlzatlons both pubilc and private, USAlD 
has specific agreements with Egypt, India, 
Thailand, and other countries to conduct 
collaborative research on vacclne develop 
ment and testlng. 

In 1990, USAlD partlclpated in the techni- 
cal mestlngs leadlng to the announcement 
of a Children's Vacclne lnltlatlve at the World 
Summit for Children, and lt has requested 
the institute of Medlclne to Identify ways 
to accelerate the work of the Initlative. 

USAlD also supports an active program, 
through the HealthTech project, to develop 
technology Mteded to deliver vaccinations. 
SoloShotm, a nonreusable syrlnge has been 
successfully flelbtested In Pakistan. A d b  
pasable, singlause, prefllled Injection devlce 
Is roan to be tested wlth tetanus toxold 
In Kenya and possibly In Indonesia. Both 
devlces have been Ilcensed for manufacture. 
Cold chain Improvements are being sought 
through the development of devlces such 
as the HEATMarkerm, a curnulatlve heat 
sxposure Indicator that can be attached 
to vaccine vlals to monitor heat exposure 
as the vaccines move through transport, 
storage, and handling. 



Significant progress was made 
during the 1980s in the treatment of 
diarrhea, largely a nuisance for adults, 
but the single largest killer of young 
children In developing countries. With- 
in the decade, oral rehydration therapy 
( O R 3  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. 

m Each year, some 4 million children 
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- 
e r  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. 

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 

Throughout the decade of the 1980s, 
use of ORT rose steadily 

health commucity 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 immediate 
referral of serious cases. In 1978, the 
British medical journal The Lancet called 
the development of ORS "potentially the 
greatest medical advance this century." 

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 significant strides 
were made in expanding ORT use - rang- 
ing from a 7- to 14-fold increase between 
1985 and 1989. 

I The global gains in ORT use rates 
reflect the considerable progress coup 
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). 



Diarrheal admlssions and deaths were 
reduced In a hospital setting. 

-) Diarrheal admissions 

Diarrheal deaths 

w The experience of Egypt pravldes 
perhaps the clearest exampio of the 
impact national ORT programs can have 
on diarrheal mortality. In 1983, Egypt 
launcheci 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. 

I 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 ORTunits 
come from Indonesia, Malawi, Mexico, 
Nigeria, and !he Philippines. Indeed, 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. 

I 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 succesful that 
several hospital diarrhea wards were 
closed completely. Similarly, in Peru the 
diarrhea wards at the Cayetano hospital 
were closed for lack of patients. , 

I 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. 

S lnce 1985, USAlD has made a slgnlfi- 
cant contribution to dlanheal disease 
control efforts, allocating $228 million 

to asslst natlol!al dlanheal disease control 
programs In at least 64 countrles. Use of 
oral rehydratlon therapy (ORT) was practl- 
caily unmeasurable Qve years ago because 
usage was so low and systems to measure 
ORT use had not been developed. Today, 
Egypt, Honduras, and Kenya have achleved 
USAID'S goal of 45 percept ORT use. Coun 
tries such as Indonesia, Niger, and Pakistan 
have seen Important Increases In ORT use 
through strengthened national programs, 
many wlth technical asslstance from 
PRITECH and other projects. 

With USAlD support, dlanheal dlsease 
control programs have strengthened many 
aspects of the health sector in host coun 
tries. Training programs have reached tradC 
tlonai healers and health workers as *uell as 
nurses, pharmacists, and physicians. Unks 
have been formed between the public and 
private sectors by Involving medlcal schools, 
universities, professional assoclatlons, and 
pharmaceutical manufacturers In program 
activltles. Medical and nursing schools In 
Indonesla, Kenya, the Phlllpplnes, and other 
countries have Incorporated correct case 
management of dlanheal disease Into thek 
curriculums. Hospitals have establlshed 
diarrheal disease treatment units In PakC 
stan, Malawi, Zalre, and Zambia, among 
other countries, througl~ USAlD asslstance. 

In 1985, most packets of oral rehydration 
salts (ORS) had to be Imported into develop 
Ing countries. Since then, USAlD has helped 
to build capaclty toward local production 
of ORS packets In more than 17 countries 
Including Burundl, Egypt, Honduras, Mali, 
and Nepal. Project SUPPORT has provlded 
asslstance to the private sector to man* 
facture and market ORS packets In over 
12 countries lncludlng Ghana, Guatemala, 
and Peru. 



proper treatment of dehydration due to 
diarrhea and teaching them how to put 
that knowledge to use are formidable 
challenges, however. 

r Experience haq taught that carefully 
planned and executed communlcatlon 
strategies are key to brlnging about 
sustained 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,lvey 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. 

Survey data provide strong evidence 
of the effect of communlcatlon prcb 
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 westeri~enya. 

Districts without communication activities 

Districts with communication activities 

Mother used oral rehydration salts (ORS) 

Mother knew of, but did not use ORS 

Mother did not know of ORS 

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 commr~nication pro- 
gram had been conducted. 

r Health comrn~rnlcation programs 
often encounter a uknowledgepractlce 
gap," that is, more people know about 
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 ORTdo 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. 

I Communlcation programs are vltal 
to closing knowledgepractice gaps 
among the general population. Research 
into local knowledge, practices and atti- 
tudes is first required as a basis 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). 



The knowledgepractlce gap can extend to 
health workers, too. 

0 Provided instructions on preparing 
oral rehydration salts (ORS) 
Provided instructions on 
administering ORS 
Advised continuation of breastfeeding, 
fluids, and continued feeding 

El Described the three symptoms 
of dehydration 

Ia  Informed mothers to return under 
certain conditions 

Communlcatlon programs that target 
hsalth care providers a n  also cioslng 
the knowledgepractice gap. Health 
workers must be more than dispensers of 
ORS packets.They must also begood 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 corrccted through 
supervision and guidance. Some programs 
are using illustrated materials that lead 
health workers through the steps of diar- 
rhea case management. 

The WoridHeaithOrganlzatlon, USAID, 
and other donors routinely conduct In 
service training programs to overcome 
the knowledgepractice 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 rapid improvement in program perfor- 
mance ar,d to developing a base of quali- 
fied personnel on which other health care 
improvements can be built. 

Progress In expanding appropriate 
diarrhea case management In the 
health sector also requires increased 
focus on the preparatory tralnlng o! 
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 ORTunits 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 appre 
priate diarrheal case management in the 
communities they serve. 

F tom Its earllest commitment to dlar- 
rheal dlsease control, USAlD has reco$ 
nked the Importance of communlcatlon 

actlvltles. Thus, USAlD has Incorporated Into 
Its efforts such communlcatlon tools and 
technlques as focus group research, mass 
medla campaigns to disseminate health Infor- 
matlon, surveys of healthelated knowledge, 
attitudes and practlces, and social market- 
Ing. In Egypt, for example, the mass medla 
played a key role In generating demand for 
dlatrheal dlsease servlces and In lrtfluenclng 
the behavlor of mothers, other caretakers, 
and health profosslonals. 

Evldence that USAlDsupported communC 
cat lo^ actlvltles are maklng a dlfference 
In dlanhea case management Is mountlng. 
A 1990 survey In Kenya found that  roper 
treatment of dlanheawas more likely in die 
trlcts whore PHITECH had supported health 
communlcatlon programs. In Mall, OR1 use 
In Bamako, the capltal, and thme provinces 
rose from 3 to 41 percent after a natlonwlde 
soclal marketlng program was canled out 
with PRITECH assistance. In Indonesia, 
HEALTHCOM tralned 20,000 community 
health volunteers to use dlamosls and treat- 
ment cards to counsel mothers In diarrheal 
case management. The mothers they couw 
seled wereable to prepare ORS more occw 
rately than mothers Instructed by workers 
not trained to use the cards. 

PVOs such as Save the Children Federation 
In Honduras, the Age Khan Foundation In 
Paklstan, and World Vlslon Relief and Devel- 
opment In Kenya are also changlng attltudes 
and prectlces througl~ communlty-level com 
munkatlon actlvltles. In Bollvla, Cathdk 
Rellef Servkes and Catttas used a comM 
natlon of radlo, contests, and mothen' clubs 
to  dellver and reinforce health messages. 
After the program, the proportion of properly 
treated dlawheill cases In the project area 
cllmbed to 42 percent, far surpassing pmJ- 
ect goals. 



Despite the progress in controlling 
diarrheal disease in the 1980s, the 
continued toll of diarrhea! deaths pre 
vides a stavk reminder of the magnl- 
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 

Added to the death toll is the effect 
of diarrheal disease on the health and 
nutritional status of children. 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. 

The World Summit for Children 
adopted a goal of achieving a 50 per- 
cent reduction in child deaths due to 
diarrhea and a 25 percent reduction 
in the incidence of diarrhea between 
1990 and the y9ar 2000. Meeting that 
challenge will require conc 2rted 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 

Diarrheal disease accounts for one-third of 
child deaths in developing countries. 

Africa North South Latin 
Africa/Near and SE America and 

East Asia Caribbean 

developing new techniques for its treat- 
ment; and (3) strengthening efforts to 
prevent diarrhea. 

r Despite the proven efficacy of OR1 
in preventing and treating diarrhea- 
related dehydration, many mothers 
and health workers have been slow 
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 preventingheating dehvdration. 

r Studies indicate that use of cereal- 
based ORS solutions may froon become 
another mainstay c.; diarrheal disease 
control programs. New ORS formula- 
tions that replace the glucose in the stan- 
dard ORS solutio~l 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 
02s 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 Oi7S (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. 

r 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. 

r 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 



Persistent dlanhea Is associated wlth 
Increased rlsk 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. 

In the flnal 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 brcastfed, 
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. 
Iri 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.) 

I 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 effetive 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, lyphoid 
fever, and enterotoxigenic E.coli diarrhea. 

I 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. 

ctlonorlented research has contrlbut- 
ed to the success of USAlD-supported A dlanheal dlsease control programs 

In Egypt, Honduras, Kenya, and elsewhere. 
In 1990,78 projects In more than 30 c o w  
tries conducted research on dlarrheal dls- 
aase control. A revlew of USAID's diarrheal 
dlsease research projects concluded that, 
by sponsoring bask, applled, and operatlonal 
research on dlanheal dlsease, USAID has 
developed fundamental knowledge and tech 
nologles and Improved the effectiveness of 
field programs. 

New challenges have emerged that requlre 
USAID's continued support of reseatch to 
reflne approaches and develop approprlate 
technologies. Persistent dlanhea -a  major 
cause of dlanhell.speclflc mortality - Is a 
central focus of USAID-supported research 
conducted through the ACSICCCD project, 
the Applled Dlanheal Disease Research 

. (ADDR) project, the International Center 
for Diarrheal Dlsease Research/Bangladesh, 
USAID mlsslons In Bollvla and Indonesla, 
and others. USAID Is also contlnulng to test 
vacclnes agalnst major causes of dlanheal 
disease (e.g., rotavirus and cholera). 

Along wlth the World Health Organization, 
governments, and others, USAIU Is focuslng 
attentlon on the rational use of drugs in the 
treatment of dlattheal dlsease. An ADDR 
study In Mexlco proved that use of a slmple 
therapeutic protocol could decrease physC 
clans' use of drugs to treat diarrhea and 
Increase their use of ORS. In Burundi, Gulnea, 
and Nlgerla, the ACSICCCD project assisted 
In studies of prescrlblng practlces In health 
facllltles. And a study at a USAlD-asslsted 
dlarrhoal dlsease tralnlng unit in Pakistan 
revealed that the antldianheal drug lopere 
mlde had led to a signlflcant number of 
infant deaths. The study's results, which 
received wlde publlclty, led the governmen? 
to  deregister the drug and similar prepare 
tlons tor Infants. 



Levels of malnutritlon vary by a child's age, as lndlcated by low welght-for-age data. Growth faltering becomes evldent at ahout SIX months 
of age and continues through weaning, the period of transltlon from breastmilk to solid foods. 

Uganda mPt Bolivia 

w A wellnourished chlld 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 - eat h 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. 

Malnutrition is widespread In the 
developing world and Is estimated to 
be a contributing factor In up to 60 
percent of chlld 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- 

ties can and does change rapidly in 
response to changes in food availability, 
food prices, family income, and other 
social and economic factors. 

r Figure 2 1  shows the varying levels 
of malnutrition found In threo selected 
countries. More important, the figure 
illustrates the consistency with which 
growth rctardation, 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. 

r Poor nutrttlon can be traced to the 
mutually reinforcing problems of lnade 
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 nut-ition. And ill health magnifies 
nutritional shortfalls by interfering with 
optimal utilization of the nutrient value 
of the food consumed. 

I The guarantee of adequate food con 
sumptlon 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. 



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. 

The period of weaning from breast- 
milk to solid foods is one in whlch chil- 
dren are especially 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 ~veaning period. 

In many programs, guidance on 
infant feeding and weaning is delivered 
through growth monltorlng and proma- 
tlon activltles. 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 pre 
grams that are aware of this shortcoming 
can rapidly become more effective. 

r 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 chil- 
dren and pregnant and lactating women. 

r The health 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. 

I mprovlng the nutritional status of Infants, 
chlldren, and women is an essential part 
of child su~ lva i  actlvltles. Since 1985, 

USAlD has committed $162.2 milllon to 
programs In at  least 53 countries to Improve 
Infant and chlld feedlng practices, lncludlng 
breastfeeding, growth monitoring, and vita 
mln A programs. 

In 1990,92 USAlD-assisted projects In 32 
countries sponsored growth monltorlng actlv- 
kles. Successful growth monitoring depends 
on counaellng 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. USAlD also funds the 
PRICOR project to Identify where this and 
other problems exist and to develop conec- 
tlve measures. 

Through the Women and Infants Nutrition 
project, USAlD collaborates with governments 
and other agencies to enhance the effective 
ness and sustalnabllky of Infant feeding 
projects. The Weanlng Project and Dletary 
Management of Diarrhea Project have dem 
onstrated that baslng project designs on 
research Into local beliefs and practices 
contributes to project effectiveness. 

Hlgh risk, undernourished Infants, children, 
and women have received food supplements 
through the Title 11, PuMIc Law 480 program. 
Evidence from a number of countries indC 
cates that supplementary feeding programs 
can be ettectlve In improving the health and 
nutrttlonal status of vulnerable groups. These 
programs have also bean shown to Increase 
demand for health servlces and improve the 
nutritional knowledge of recipients. 

In 1990, ll projects, Including 8 conducted 
by PVOs worklng with chlld survlvai grants, 
addressed iron deflclency anemla by dl6 
tributlng Iron supplements. 

Since 1985, the Demographic and Health 
Surveys project has completed nationwide 
surveys of nutritional status In 38 countries, 
provldlng a unlque source of nutrltlonal and 
other data. 



r Evidence is mounting on the critical 
role of vitamin A in promoting chlld 
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 
r i ~ k  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. 

Results of a study in India, made 
public in 1990, offer clear evidence 
of the association between inadequate 
vitamin A intake and mortality in 
childhood. 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 a s  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. 

r The importance of vitamin A In 
reducing the risk of dying is even more 
apparent in situations in which vita 
min A deflciency 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). 

r 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 v i t a r h  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. 

r Vitamin A deflclency 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 

Vitamin A and the risk of dying: results of 
a lowdose supplementation program. 

Did not receive vitamin A supplement 

Did receive vitamin A supplement 

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 s u b  
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. 

r Within the context of chlld survival, 
the attention given to vitamin A nutri- 
tion has steadily increased. Supplemen- 
tation of vitamin A intake with a highdose 



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 Is 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, vitaminh 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 
social 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 a s  a local source of vitamin A. 

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 a s  a short- 
term protective measure in areas where 
high levels of vitamin A deficiency are 
endemic (see sidebar). 

r With tho increasing evidence of the 
broader health impact of vitamin A, the 
designers of child survival programs 
are widenlng the search for additional 
strategies to eliminate vitamin A defi- 
ciency. 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 
immunizalion 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 is under 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 wben vitamin 
A deficiency is rare, p a r t i ~ ~ l a r l y  among 
breastfed children. Another delivery strat- 
egy is to include vitamin A distribution a s  
part of broad community-based delivery 
of primary health care services. In Indo- 
qesia, for example, vitamin A supplements 
are distributed twice a year at local health 
ralbj posts. 

r As support for concerted action 
to reduce vitamln A deficiency grows, 
cooperation and coordination among 
international donors, national 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. 

U SAID embarked on an expanded prs  
gram of research on the Importance 
and delivery of vltamln A supplements 

In 1985. Rssults from studles In several 
countries are now emerglng to document the 
role of vltamln A supplements In reduclng 
morbldlty and mortality due to acute respira 
tory lnfectlon, measles, and diarrheal d k  
ease. Antlclpatlng widespread delivery of 
vltamln A supplements, USAlD Is alsu spon- 
soring the appllsd research needed to make 
sure programs are effective and sustalnable 
and to address spoclflc issues related to 
program strategies. USAlD is also active 
In the International Vltamln A Consultative 
Group, whlch asslsts In the preventlon and 
treatmont of vltaniln A deflclency and nutrC 
tlonal bllndness. 

With assistance from USAID, 75 projects 
In 28 countries promote vltamln A-related 
actlvltleo such as dlstrlbutlon of vitamln A 
supplements, fortiflcatlon of foods, and edw 
catlon on vltamln A-rlch foods and thelr bene 
fits. Asslstance was provided by the Vitamin 
A Field Support Project to 1 4  of these coun 
trles. Since 1986,lO PVOs have received 
over 20 USAlD vitamin A grants. In Sudan, 
where a twsyear drought contrlbuted to 
the high lncldence of vltamln A deficlency, 
CARE distributed vitamin A capsules to 
36,000 chll~dren with help from volunteers. 

Forty-one projects are promoting comrnunlty 
gardens that include vitamln A-rich vegets 
bles as a long-term, sustainable solution 
to vltamln A deficiency. In Thailand, an lnte 
grated communication and farming program 
Is being carrled out through the schools by 
Cathollc Rellef Servlcles. World Vlslon DeveC 
opment and Rellef asslsts nomadic people 
in the desert country of Mauritania to grow 
vitamln A-rlch vegetables, creatlng a sue 
tainaMe source of vltamln A as well as a 
new sourcs of income for many women's 
cooperatives. 



I Exclusive breastfeeding during the 
first four to six months of iife reduces 
by half an infant's risk of death from 
ail 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. 

Breastmilk provides ail the nutrients 
an infant needs for the first four to six 
months of life. Even its composition 
changes over time to meet the changing 
nutritional needs of the growing child. 

w "On demand," exclusive or almost 
exclusive breastfeeding provides a 
mother with 98 percent protection 
from pregnancy in the first six months 
after childbirth, 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. 

I Breastfeeding provides the maxi- 
mum beneflts 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. 

I The beneficial effects of exclusive 
breastfeeding on an infant's heaith 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- 

In many countries, the proportion of infants 
exclusively breastfed is low. 

Rfccnt of infants 0 to 4 m l h a  ot age bfcatfcd In ths past 24 houri 

IOndol Republ!c 

Breastfed plus other foods and liquids 

Breastfed plus water 
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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 lifethreatening 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. 

I Given its nutritional, immunological, 
and child spaclng benefits, breastfeed- 
ing should be continued well into the 
second year of iife. 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. 

I 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 wmber of trends work against 
optimai breastfeeding practices in 
developing countries. First, breast- 
feeding role models are not as available 
to women in their communities 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 fured schedule 1 
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. 

I 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 



Exclusively breastfed Infants are less 
vulnerable to Illness. 

Likelihood of having diarrhea 

4 Rddh rta hx Infants 0 ln 2 marun of aqe In Urn. Prm 

Likelihood of having acute lower respiratory infection 

tclusfvcfy Breastfsd BreasNed Breasmd Formula 
Breastfed end other and formula eM 

hence, the loss of support networks keep 
many women fiom continuing to breast- 
feed. Moreover, the pervasive availability 
of breastmilk substitutes provides a seem- 
ingly ready solution to all obstacles to 
breastfeeding. 

I Programs to promote breastfeedlng 
are making extenslve use of Inform* 
tion, education and communlcatlon 
(IEC) to overcome obstacles to optl- 
ma1 breastfeedlng practlces. 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 po!icies 
that promote and support breastfeeding. 

Special training programs for hos- 
pitakbased 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 
(see 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. 

I The world health community has 
called for a global lnltlative to Increase 
breastfeedlng In the 1990s. In August 
1990, USAID, the World Health Organiza- 
tion, the United Nations Children's Fund, 
and the Swedish Internationd 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. 

I n 1990, USAID allocated $5.5 mllllon to 
108 breastfeedlng programs in 60 coun 
trles, a 38 percent Increase over 1989. 

Through training, communlcatlon, research, 
and sewlce ~rovislon, the Droarams are 
advancing &AID'S goal otpt&ctlng and 
promoting optlmal breastfeedlng practlces 
by creating a supportive environment for 
mothers wishlng to breastfeed. With the 
completion in 1990 of USAID'S Breastfeed- 
lng for Chlld Suwlval strategy, programming 
Is expected to Increase. 

Following training in lactatlon management 
by :he Wellstart program, health professlon- 
als from 72 teachlng hospitals In 24 coun 
trles are deslgnlng natlonal breastfeeding 
pollcles, developing training centers, and 
revising hospital practices. Through local 
training programs, Wellstart tralnees wlll 
reach over 63 million mothers by 1993. 
With assistance from the Nursecare project, 
nurslng schools in Costa Rlca and Kenya 
now provld,:. lactation management tralnlng. 
In addltlon, medlcal schools In the DomlnC 
can Republic and the Philippines have added 
lactation management to thelr cuniculum. 

In 1990, communication and social market- 
ing programs In 1 0  countries, conducted 
by the HEALTHCOM and Nutrltlon Education 
and Soclal Marketing Reld Support projects, 
provided breastfeeding lnformatlon to nuts 
ing mothers and to pollcymakers, admlnlb 
tratora, and employers. Through PVOs, moth- 
er-tomother support groups promote breast- 
feeding In areas where traditional support 
systems have broken down. l a  Leche League 
in Guatemala and Honduras and PVOs In 23 
other countrles provide support to breast- 
feeding mothers. 

bemographlc and Health Survey data on the 
prevalence of suboptimal breastfeedlng prac- 
tices have heightened global awareness of 
the need to promote breastfeedlng. USAID 
played a leadlng role In cbsponsoring the 
1990 lntemational meeting on breastfeed- 
ing, whlch was attended by senlor health 
otflcials from 30 countries and produced 
the Innocent1 Declaration on the Promotion, 
Protection and Support of Breastfeedlng. 



Rlsk Catogory 8itlmatod Median Impact on Infant Mortnllty Major Contrlbutlng Factors 

Short birth I 71% greater infant mortality over infants I depletion of mother's nutritional stores 
lntowols born after intervals of 2 to 3 years (based on contributes to prematurity/low birth weight 
(less than 23 countries) I competition for parents' time and other resources 
2 years) 8 spread of infectious diseases among children 

close in age 

Young I 35% greater infant mortality over infants 8 mother's physical immaturity can lead to pregnancy 
mothors born to mothers aged 20 to 29 years (based and delivery complications 
(under age 20) or1 2 1  countries) I inadequate prenatal care 

8 low birth weight 
I not psychologically prepared for motherhood 

Oldor mothon I 24% greater infant mortality over infants I mother less able to withstand stress of pregnancy 
(aged 40 born to mothers aged 20 to 29 years (based and delivery 
to 49 years) on 11 countries) ll poorer health stalus of older wonien 

I low birth weight 

High parity 8 6% greater infant mortal~ty for infants who I low birth weight 
(4th or higher were 4th lo 6th births over 2nd to 3rd births I birth intervals l~kely to be short 
birth) 8 34% greater infant mortality for infants of 8 mother's nutritional stores likely lo have been 

7111 or higher birth order over infants of 2nd depleted by previous births 
or 3rd birth order (based on 23 countries) 

I In developin(! countries, about half 
of all births occur under circumstances 
that increase the risk of an adverse 
outcome for mlother 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. 

I 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. 

I lnfant 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 

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 a s  
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. 

r 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 a s  low birth weight. Studies 
also show an association between high 
risk births and lower intellectual develop 
ment and academic performance. 

r 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 

Having children at a y o u n g  age places both 
mother and infant at risk. 

+ Overall infant deaths per 1.000 live births 

Teenagers pregnant with first child 
a having one or more children 

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

I international and bilateral donors 
are supporting programs to prevent 
high risk births. Such activities, often 
conducted a s  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. 

I 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 



Increased awareness Is seen in lmproved 
blrth spacing and smaller families. 

An increase in the 
percentage of births 

spaced two years apart 
illustrates program 

progress in Morocco. 

Women's perceptions 
of the ideal 

family size reflect 
changing attitudes 

in Kenya. 

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

H Breastfeeding directly reduces 
high risk births by delaying a woman's 
return to ovulation following 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. 

r Child survival programs offer many 
opportunities to promote child spac- 
ing through breastbeding. 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 couples 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. 

r Survey data suggest that there is an 
unmet need for family planning assis- 
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. 

r 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 subSaha- 
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. 

S lnce 1985, USAID has programmed 
$79 miillon for child survlval actlvltles 
to reduce hlgh rlsk blrths. These chlld 

survival efforts complement the much larg- 
er famliy planning efforts funded through 
USAID'S population program and often reach 
prevlously underserved populations. 

Projects rake awareness of the rlsks of 
women havlng too many children, too close 
together, and at too young or too old an age. 
Sixty-slx chlld survival projects In 30 coun 
tries tralned health personnel In 1990 to 
educate communltles about hlgh rlsk births 
and distribute modem contraceptives. Breast- 
feeding, specifically to encourage Improved 
blrth spacing, was promoted In 25 countries. 
In Nepal, Save the Chlldren Federatlon is 
uslng women health volunteers to promote 
contraceptive use among new mothers. Tele 
vision and radio programs, flyers, calendars, 
and other materials promote chlld spacing 
In Zalre. 

Many child survival emphasls countries pre 
mote, produce, and/or dlstrlbute contracep 
tlves through the prlvate sector. Private phy- 
siclans and practltloners In Indonesia can 
now distribute oral and injectable contracep 
tlves since the deregulation of tholr dlstrlblc 
tion. Condoms and oral contraceptlves are 
marketed by local companies in Nepal and 
Morocco, wlth asslstance from USAID. 

Demographic and Health Surveys (DHS) in 
35 countries have documented that closely 
spaced blrths are associated wlth a high 
Infant mortality rate. Surveys In 28 coun 
tries reveal decreases in fertility rates. For 
example, between 1978 and 1989 the for- 
tlllty rate for teenagers (15 t o  19 years old) 
in Sudan dropped 39 percent. 

Despite program accompilshments, hlgh 
risk blrths are still a mJor  problem. For 
example, 75 percent of ail women under 
50 years of age In Bangladesh would have 
a hi@ rlsk blrth If they were to  have a chlld 
in the near Mure; 37 percent of all Bangle 
deshl women would he at risk for more than 
one rlsk factor. 



r 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 
l ie  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 lietime, for exarn- 
ple, women in Africa face a 1 in 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. 

I 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. 

r Adequate maternal health services 
lessen the risk of lasting Impairment 
or death from complications 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. 

The toll of preventable maternal deaths, 
by region 

Mntomol 
dootho 
onch 
Year 

South Asia 296.000 

Africa 150,000 

Latin America 34,000 

East Asia 12.000 

Developed countries 6,000 

U b  Mnternal 
tlmo aatk per 
rl8k 100,000 

live blrths 

1:38 572 

1:25 640 

1:90 270 

1:870 55 

1:1750 <20 

A woman's nutritional status can be 
a major complicating factor during preg- 
nancy and childbirth. Surveys in over 80 
developing countries indicate that from 20 
to 45 percent of women aged 15 to 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. 

rn 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 

Prenatal care, an essential health sewlce, 
vades by mother's realdence. 

Urban Rural Urban Aural Urban Rural 

Thailand Senegal Bolivia 

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. 

I Interventions to prevent maternal 
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 
to risk 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 
a clean 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. 

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. 

I 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. 

-- 

I n 1990, USAID devoted $21 mllllon to 
maternal health and nutritlon actlvltles In 
over 60 countries. Earller, In 1988, USAID 

stepped up its efforts to lmprove matemal 
health and nutrltlon by launching the Moth 
erCare (Maternal and Neonatal Health and 
Nutrltlon) project. MotherCare works to 
lmprove pregnancy outcome through tech- 
nlcal assletance, tralnlng, and research In 
14 countries. 

Bulldlng on exlstlng community-level 
health networks, USAID emphaslzes train- 
Ing tradltlonal blrth attendants (TBAs) and 
mldwlves to perform safe, clean deliveries 
and to refer high risk pregnancles to more 
sophlstlcated levels of care. In Guatemala, 
a Health and Chlld Survival Fellow works 
wlth MotherCare to reduce lnapproprlate 
(and therefore dangerous) use of the drug 
oxytocln by TEAS. The American College 
of NurseMldwlves developed a manual for 
tralnlng mldwlves worldwlde In llfesavlng 
delivery skills. 

USAID also supports crltlcal research to 
lmprove maternal health and nutrltlon ser- 
vices. In 1990,65 projects, lncludlng pro- 
jects sponsored by USAID mlsslons In over 
20 countries, conducted such research. 
Through HealthTech, USAID sponsors the 
development of matemal health technole 
gles, such as dlagnostlc tests. In additlon, 
USAID supports efforts by host country 
governments and U.S. and local PVOs to 
target food~supplementatlon programs to 
meet the speclal, Increased nutrltlonal 
needs of pregnant and lactating women. 
In 1990,15 such targeted food-supplemem 
tatlon programs were conducted In 9 coun 
tries, lncludlng Bollvla, the Domlnlcan 
Republic, and Zalre. 

The community-based child survival net- 
works developed by USAlDsupported 
PVOs offer good channels for expanding 
maternal health and nutritlon care. As an 
example, In Indonesia, Project Concern 
lnternatlonal trains TBAs not only In safe 
delivery practices but also to motivate 
mothers to go to health servlce posts for 
prenatal care. 



r Acute respiratory infections (ARI), 
specifically pneumonia and other acute 
lower respiratory infections, are under- 
lying factors in an estimated one-third 
of all deaths among children under five 
in the developing world. Thus, their 
niagnitutle as a cause of childhood nior- 
bidity and mortality is similar to that of 
diarrheal disease. In Egypt and other coun- 
tries where significant progress has been 
made in expanding inimunization cover- 
age and using oral rehydration therapy 
to treat diarrhea, acute respiratory infec- 
tions have become the principal cause 
of child mortality. 

r 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 
avenge, children had signs of respiratory 
infection for 22 to 40 percent of the weeks 
they were observed (Figure 30). 

r Upper respiratory infections, the 
most common type of ARI, cause a great 
deal of sickness and discomfort, but 
they are rarely life 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. 

r Lower respiratory infections, 
although much fewer in number, kill 
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 5 to 7 percent of children aged one 

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. 

r As with many childhood diseases 
in developing countries, malnutrition 
is both a cause and an effect of ARI. 
Children who are malnourished have 
more frequent and more severe epi- 
sodes of ARI, 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 a s  diar- 
rhea, measles, diphtheria, and whooping 
cough, are often associated with pneume 
nia and further reduce a child's chances 
of survival. Breastfeeding status is also 
related to a chilcl'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 a s  likely to have acute lower respi- 
ratory infection a s  infants who were 
exclusively breastfed. 

r Several other factors are thought 
to increase the risk for ARI. Young 
maternal age, mother's educational level, 
the number of other children, and a nioth- 
er's working outside the home seem to 
increase a child's risk of AW. 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 AM. In particular, overcrowded 
sleeping areas and kitchen cookfires cou- 
pled with poor ventilation may increase 
a child's risk of developing ARI. 

r An estimated onehalf of all ARI 
mortality could be averted through a 
combination of preventive action and 
increased availability 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, 
a s  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. 



Community-based case management has 
been shown to reduce ARI deaths. 

ARI intervention villages 

Control villages 

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. 

r 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 A H  
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 
48hour 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. 

To date, 36 countries have begun 
ARI 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 communicatiou 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. 

r Current efforts to prevent and treat 
libthreatening acute respiratory infec- 
tions in infants and children are a 
step toward wore 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. 

S lnce 1989, USAiD has allocated S l 2  
mliilon to combat acute respiratory 
infections in at least 40 countries. 

USAiD Is doveloplng an ARi case manage 
ment strategy based on a communlty-level 
approach to treating ARI that has been 
shown to be effective In at least eight pllot 
projects, lncludlng a USAlD-sponsored pro- 
gram In Jurnla, Nepal. Together, the pilot 
programs have demonstrated that commw 
nlty-levei health workers can be trained to 
diagnose and treat childhood pneumonia 
correctly. 

CARE, Plan internattonal, Project HOPE, 
and Savs the Chlldren Federation are among 
13 PVOs already uslng the community-level 
approach In the management of ARis In Guat- 
emala, Indonesla, Sudan, and other coun 
tries. In 1990, the ACSICCCD project con 
tlnued to assist the development of a national 
4RI control program In Losotho and provlded 
other ARI assistance in Burundi and Swazi- 
land. The HeaithTech project 1s 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 welbtralned and super- 
vised health care workers. Operatlons 
research by PRiCOR In Colombia, Indonesla, 
and the Phlilpplnes has revealed a need for 
such activities in order to improve health 
worker performance. 

Another aspect of USAID's ARI control pro- 
gram involves developlng communlcatlon 
programs to teach methers when and where 
to seek help In treatlng ARis, a component 
shown to be of critical Importance In the 
Jumla project. In Honduras, HEALTHCOM 
recently developed an ARI communlcatlon 
strategy, lncludlng onwnone demonstr* 
tlons by health workers, that has improved 
mothers' ablilty to care for children with 
acute respiratory infections. 



I The number of infants born with the 
human lmmunodeficlency 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 mllllon 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. 

I The projected increase in pediatric 
HIV/AIDS cases is based on several 
factors: continued increases in the num- 
ber of H1V-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 20 to 49, which means that many 
women are becoming infected during 
their prime childbearing years. 

I 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 infccted 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. 

I Over 80  percent of HiV i~liections 
occur in the three regions of the 
developing world: Africa, 63 percent; 
Latin America, 13 percent; AsidOceania, 
6 percent. Within those regions, the dev- 
astating burden of pediatric HIV/AIDS is 
falling most heavily in subSaharan Africa 
and the Caribbean. 

HIV/AIDS Is expected to increase child mortality by 20 to 43 percent in 
10 African countries. 

Projected under4ve mortality including AlDSrelated deaths 

Projected under4ve mortality not including AlDSrelated deaths 

I In sub-Saharan Africa in particular, 
AIDS threatens to reverse the hard 
won gains made during the 1980s in 
promoting chlld health and survival. 
The World Health Organization estimates 
that 5 million adults in subSaharan 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 
subSaharan 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 
20 to 43 percent. In other words, up to 2.7 
million additional child deaths may occur 
in those 10 countries alone in the 1990s 
due to HN/AIDS. 

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 worn- faced with the loss of the productive labor 
en at risk in developing countries are un- and emotional support of the adults who 
aware of their HN 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. 

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

r 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, AIDSrelated 
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 c re  
ated some 16 million orphans in sub 
Saharan Africa alone. 

r Families and public and private child 
care organizations are already strain 
ing under the burden of coring for AlDS 
orphans. Older members of extended 
families are caring for more children while 

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 liestyle can put 
them at risk of becoming HIV infected. 

r Given the grave implications of the 
rapid increases in HIV/AIDS, most pre 
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 lie through 
AIDS education, including the correct use 
of condoms to prevent transmission of 
HIV infection. 

r Many developingcountries are strug- 
gling to deal with the AlDS crisis at 
the same time that they are trying to 
maintain or increase basic health ser- 
vices and make structural economlc 
adjustments to cope with the results 
of years of inllatlon 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 

n Important step toward preventing 
AlDS In children Is Informing reproduc- A tlveaged teenagers and women about 

HIV/AIDS preventlon and promoting behav- 
loral change to reduce their risk of lnfectlon. 
In addltlon to its major support for the WHO 
Global Program on AIDS, USAID supports 
communication programs, counseling ser- 
vices, preventlon and treatment of sexually 
transmitted dlseases, condom dlstrlbutlon, 
and blood screenlng to  prevent the spread 
of HIV/AIDS In over 65 countries, 24 of 
whlch have projects speclflcally targeted 
toward women of reproductlve age. 

In 1990, AlDSCOM developed communlce 
tlon programs that used radlo, televlslon, 
fllms, and brochures to  reach women of 
reproductlve age In 11 countrles wlth HIVI 
AlDS preventlon lnfonnatlon. In Zaire, the 
HIV/AIDS Preventlon In AMca project used 
mass media messages to reach young and 
prospective parents. With assistance from 
AIDSTECH, preventlon education, treatment 
of sexually transmitted dlseases, blood 
screenlng, and condom dlstrlbutlon were 
carried out In eight countries In 1990. 

HIV/AIDS preventlon actlvltles are belng 
Integrated Into chlld survlval, health, and 
famlly ptannlng projects In host countries. 
As a guide to the Integration of AlDS and 
child survlval programs, AIDSTECH Is p m  
duclng reports on the experience of the 
programs In Senegal and Ghana. In Senegal, 
mothers seeking chlld survlval or family plan 
nlng servlces at cllnlcs are routinely couw 
sated In HIV/AIDS preventlon. In Kenya, 
World Vlslon Rellef and Development teach 
es tradltlonal birth attendants about the 
Importance of uslng sterlle or dlspoeable 
equipment while dellverlng baMes In order 
to prevent the spread of HIV. 

Research In maternal and pedlatrlc AlDS 
Is being conducted by the Natlonal Institutes 
of Health and the Centem for Disease Con 
trot wlth support from USAID. HIV seroposk 
tlvity among pregnant women and perlnatal 
transmlsslon of HIV are belng studled In 
Lusaka, Zambia, and In Cite Solell, Haltl. 

helping to prevent the spread of HIV infec- 
tion and caring for those with HIV/AIDS. 



r Nearly 60 percent of the world's 
population - 2.1 billion people In 103 
countries - live in areas where malaria 
is endemic. In subSaharan Africa, where 
80 percent of all cases occur, 1 million 
children succumb to malaria annually, 
and in many countries the number is on 
the rise (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. 

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 p o p  
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 tochloroquine, the main drug for pre- 
venting and treating the disease. Severe, 
chloroquine-resistant malaria is now a 
major problem in at least 55 countries. 

w 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. 

r Children's risk for malarial infection 
generally beglns at about six months 
of age, when passive immunity acquired 
from the mother starts to wane. The  
fever, chills, nausea, and diarrhea ass@ 

As evidenced by hospital 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 a s  a cause of child mortality 
(see Figure 33). 

r 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 subSaharan 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 Mean infants 
are severely underweight at birth due 
to malaria. 

I 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 



Treatment wlth an effective drug during 
pregnancy can reduce low blrth weight. 
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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. 

r 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 lifethreatening complic~ 
tlons of malaria. 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. Treatmect 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 cheme 
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). 

I 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 G-om insect bites while 
they sleep. The nets can be treated by 
community members and are effective 
for 6 to 12 months. 

I 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. 

s malarla preventlon and control 
become more complex, USAlD is a focuslng on monltorlng the problem, 

ldentlfylng better solutions, and adaptlng 
programs to address new challenges. Slnce 
1985, USAlD has allocated $125 mllllon 
to malaria actlvitles. 

The Vector Biology and Control (VBC) proj- 
ect helps some 40 countrles develop strate 
gles with a broad range of malaria preventlon 
and control measures. In El Salvador, VBC 
asslsted In a community-based malarla treat- 
ment and control program that contributed 
to an 84 percent decline In malaria cases 
nationwide between 1984 and 1990. 
SIX PVOs In 10 countrles support communC 
ty-based malarla control. World Vlslon DeveC 
opment and Rellef and Save the Chlidren 
Federatlon, among others, involve communi. 
tles In ellmlnatlng mosqult~breedlng areas, 
teach health workers how to treat malaria, 
and estabilsh revolving drug funds. 

USAiD has long supported research, testing, 
and development of a vaccine to reduce Ill- 
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 malarla was canled 
out by 34 projects. An Ahica Child Survlval 
Inlt lat lv~ombattlng Childhood Communlca 
ble Diseases (ACSICCCD) study In Malawl 
found that uslng mefloquine as a chemopm 
phylaxls among pregnant women reduced 
the Incidence of low birth weight bables. 
Studies are also examining the effective 
ness of lnsectlcldeimpregnated bednets 
and larvae-eating fish. A VBC study found 
that effectlve malaria control measures 
can increase labor productlvlty. 

USAlD Is also supporting research to help 
chart new dlrectlons in malaria control.The 
Institute of Medlcine Is studylng the status 
of malarla treatment and control efforts, 
lncludlng vacclne research, and will make 
recommendatlons on Mure directions. T he 
American Assbciatlon for the Advancement 
of Sclence is exploring alternative p!even- 
tion methods and the Impact of other see 
tors, such as agriculture and forestry, on 
malarla In AMca. 



W Today, only half the children in the 
developing world live in families that 
have access to safe drinking water. 
Even fewer have access to sanitary waste 
fac'~~t;:s As Figure 35 shows, alihough 
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. 

I Lack of safe water and adequate 
sanitation exposes children to diseases 
- principally diarrhea -that threaten 
their 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. 

E Unsafe water carries diseasecaus- 
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. 

W Research studies show that Increas- 
ing the use of safe water and sanitary 
waste facilities in developingcountries 
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 

Access to water and sanltatlon rose In 
developing countrles 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.) 

W Further evidence of the importance 
of safe water and sanitary waste facilC 
ties to child survival comes from stud- 
ies 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. 

I Water and sanitation holds great 
promise because they attack the root 
caws 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. 

I From the 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. 

w In addition to their dlrect effect 
on improving child health, adequate 
water and sanitation improve family 
life in ways that benefit children IndC 
rectly. For example, if a mother does not 
have to spend many hours a day hauling 



The lmpact of Improved water and sanitatlon on Infant and chlld mortallty Is seen 
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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. 

I Sometimes just obtaining water can 
be an economic hardship for familifl~. 
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 cornmuni- 
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 chi!dren and adults. 

I Water and sanitation improve the 
overall quality of life and health. Peu.. 
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. 

R ecognltlng that water and sanltatlon 
projects can make long-term cont r ib~ 
tlons to  chlld survival, USAID ha5 all* 

cated $148 mililon to water and sanltatlon 
for health since 1985. These funds are apart 
from USAID support for capltal projects and 
are focused on commun1t~-based systems 
and Increasing the ~ustalnabll l t~ oisystems 
through policy formulation, lnstitutlonal and 
human resource development, hyglene edw 
catlon, and cost recovery. 

In 1990,24 countries were assisted by 
the USAlDfunded Water and Sanltatlon 
for Health (WASH) project. WASH also cow 
ducted a technlcal review of the Impact of 
water and sanltatlon on chlld mortality and 
developed a comprehensive training guide 
for hyglene education, a critlcal element 
in maxlmltlng the impact of new faclllties. 
WASH has also worked to Increase women's 
Involvement In water and sanltatlon actlvC 
tles, for example, by settlng up women's 
Interest groups within water user associa 
tlons throughout Tunlsla. 

USAlDasslsted PVOs seek to Involve c o n  
munlty members In the plannlg, construc- 
tion, and operatlon/maintenance of water 
and sanltatlon systems. Through the Basic 
Rural Health project In Zaire, Implemented 
by U l s e  du Chrlst au Zaire, water supply 
and sanitation systems are belng built and 
operated using labor, material, and funds 
contributed by villagers. In Halti, the sue 
cess of a community water project lmpie 
manted by CARE led the State Potable 
Water Servlce to endorse communltynraw 
aged water systems. USAlDasslsted PVOa 
also conduct hyglene education sessions 
to teach villagers how to use water and 
sanltatlon systems properly. 

Water and sanltatlon projects can galn a 
community's respect and confldence and 
thereby facllltate other child survival activ- 
ltles. In 200 Bollvlan communltles, the 
activlsm lnitlally stirred by the deslre for 
water carrled over to health educatlon as 
community members turned out for 2,900 
popular health educatlon sessions con 
ducted by CARE. 



s USAID and other donors look to A the 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. 

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 immunizatior~ and is now 
adding acute respiratory infection (AN), 
breastfeeding, 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 td 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 

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. 

I Develop countryspecific 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 futed health facilities 
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. 

I Encourage donor collaboration. 
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. 

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 only 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 Kelter 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, WOs 
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. 

I Plan for sustainabi1ity.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 sustainahility 
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 incountry and externally, such as 
by the World Summit for Childre I. 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 f ~ u r  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. 

I 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 t e h  
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. 

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." 

1 he World Summlt for Children set forth 
the following major goals for the sur- 
vival, development and protection of 

children for the 1990s. These goels were 
developed for Implementation in all applica 
ble countrles, wlth appropriate adaptation 
in respect to cultural, religious, and soclai 
traditions. 

T h e  reduction of infant mortailty 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. 

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

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

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

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

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

8 Improved protection of chiidren, especially 
in difficult clrcumstances. 

All relevant United Nations agencies, includ 
ing the World Health Organization, UNICEF, 
the United Nations Popuiatlon Fund, The 
United Natlons Educational, Scientific and 
Cultural Organization, the United Natlons 
Development Program, the International 
Bank for Reconstruction and Development; 
a large number of nongovemmentai organi- 
rations; and virtually ail govennents, includ- 
ing the United States, participated In the 
formulation of these goals. 



reventing infant and child 
deaths is a concern of critical 
humanitarian and tlevelopnient 

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 tlisadvantage later 
in life. They may be too ill to attend 
school regularly, or too weak to con- 
centrate oq activities leading to lit- 
eracy and nunieric skills. Countries 
whose people are afflicted by high 
rates of disease and malnutrition may 
be unable to realize the full benefits 
of developnient. 

I h e  Bureau for Africa began targeting 
infants and children with improved 
health services in 1981 with the initi- 
ation of the Africa Child Survival Ini- 
tiativecombatting Childhood Com- 
niunicable Diseases (ACSI-CCCD) 
project in 13 participating countries 
(see Appendix 111 for the 9 currently 
active countries). The project focused 
on three strategies - increasir~g im- 

I 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 seen in the accom- 
panying cijart, 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 (741, 
Zambia (73, 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, D m ,  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 D m ,  and the Central Afri- 
can Republic, Malawi, and Swaziland 
have achieved the Bureau's target 
of 80 percent coverage for measles. 

The incidence of vaccinepreventable 
disease is continuing to decline or is 
remaining steady in the region as a 
whole. In many ACSICCCDcountries, 
continued declines in disease rates 
may be related to inlproved super- 
vision, in-service training, and cold- 
chain monitoring. Countries with un- 
usually successful immunization pro- 
grams, such as Lesotho, aregenerally 
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 rehydn- 
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. Doniestic production facilities 
for ORS have been established in 
Burundi, Lesotho, Nigeria, and &.ire. 
Some Kovernments have adopted pol- 
icies promoting home preparation of 
oral rehydration solutions. Diarrheal 
traininbnits 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 subSaharan 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 insecticideimpregnated bednets), 
and assisting in the development of 
surveillance systems. 

The HN/AIDS Prevention in Africa 
project was initiated by the Bureau 
in 1988 to respond to the HN/AIDS 
crisis. The full impact of AIDS on 
infant and child health is not antici- 
pated before 1991-93, and it may be 
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significant enough to nullify the 
gains in cldd survival that immuni- 
zation and other interventions have 
achieved. Because an estimated 1 
million African women are HN 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 childcare 
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 Africa is sup 
porting the integration of infant feed- 
ing into child survival, health, and 
family planning programs. The Nutri- 
tion Communication Project, along 
with PRlTECH and Wellstart, aims 
to integrate infant feeding c o m p  
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 
a new 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. 

Niger Sudan Zalre 
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KENYA HIGHLIGHTS 

DEMOGRAPHIC 
INDICATORS 
Total I'opulation: 
23,000,000 (89) 

Life Expectancy el 
Birth: 
59 Years (90) 

Children Under 1: 
1,025,222 (89) 

Annual Infant 1)iuths: 
80,011 (89) 

Infant Mortality Ri~te: 
74/ 1,000 (89) 

Untlcr 5 Mortality 
H;Itc: 
106/ 1,000 (90) 

Total Fertility Rate: 
6.7 Children (X!)) 

8 Kenya has achieved a substantial 
increase in the us(' of oral rehydra- 
tion therapy (OR1') over the past 
five years. The 1990 OK1'use rate 
was K3 percent, up from only 3 per- 
cent in 1985. Additionally, anlong 
surveyed women who brcastfetl 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 feeding 
gruels, milk, and fruit juices for 
treating diarrhea in the home. 

8 A Food and Fluid I'aael of Kenyan 
pediatricians antl a comn1unic;dor 
has reconmended use of tiji, a locd 
ly available porridge, as a rehydrat- 
ing fluid during diarrhea. The panel 
endorsed home use of uji after review- 
ing surveys on the control of (liar- 
rhea1 diseases and weighing such 
factors as the nutritional and rehytlrat- 
ing value of uji, the availability of oral 
rehydntion salts, and the import;~nce 
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 

8 Famlly Planning Servlces and 
Support works with Kenya's Nation- 
al Council for Population and Devel- 
opment to iniprove health and family 
planning services nationwide. With 
uroject 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 

their community for il~l~ii~lliziitiol~s 
tl~rough ;I school-based competition. 
Efforts have resulted in n 93 percent 
increase in rncaslcs coverage. Child- 
to-Child activities are being expand- 
ed to six other tlistricts with low 
immunization coverage. 

8 Community Based Chlld Sur- 
vival, administered through Chris- 
tian Org;~nizations Rese:trch Atlviso- 
ry Trust. assists Kenyan churches 
to cxpantl community-based licaltli 
and child survival programs. I n  1990, 
nearly 1,500 volunteer colnmunity 
health workers werc trained to pro- 
mote the full range of child survival 
interventions by motivating behav- 
ioral change to avert recurring and 
preventable diseases. 

I Health Care Financing Sector 
Grant supports policy antl structural 
changes in the health sector to in- 
crease financial sustainability of 
I~ealth 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. 

8 Private Sector Family Plannlng 
works with the National Council for 
Population and Development to 
introduce fanlily planning services 
and distribute contraceptives through 
nongovernnlental organizations and 
other private sector groups to help 
prevent high risk births. 

REGIONAL PROJECTS 

8 Afrlca Child Survival initiative- 
Combatting Childhood Commu- 
nicable Dlseases (ACSI-CCCD) 
is supporting a study on the use 
of insecticide-impregnated bed nets 
to prevent malaria transmission. 

8 HIV/AIDS Prevention in Africa 
is designing an NDS education and 
condom distribution project for high 
risk groups in Mombasa, long-dis- 
tance truck drivers, and tlisadvan- 
tagctl persons in Nairobi. Workshops 
on AIDS for family planning service 
providers were also sponsored. 

CHILD SURVIVAL 
INDICATORS 

In~n~uniz;~tion 
Covrrage: 
l)lT13: 74% (90) 
I'olio3: 711% (90) 
Measles: 59% (90) 
UCG: aox (90) 
'klanus2t: 37'X (90) 

Oral Rchytlr;ttion Appropriate lnf;~nt 
'fl~eritpy: I~ectling: 58% (89) 
ORS Access: (i3'X (H!)) Exclusively 
OR'I' Uw: I 9 )  Breastfed: 24% (811) 

Contraceptive Introtluclion 
I'rcv;~lence: 1 8 of Solitls: 71% (89) 

Atlequatr 
Nutritional 
Sl;ltus: 

USAID/WASHINGTON 
SUPPORT 

U.S. Private Voluntary 
Organlzations/NQPVC 

8 Afrlcan Medical and Research 
Foundatlon is promoting a full mnge 
of chiltl survival services in  urban 
slums of Nairobi, among the nomad- 
ic Me;aai tribe, antl in rural villages 
of Kibwczi. The project ;~chievetl im- 
munization coverage goals for cl~il- 
tlren untlcr age five in ;dl three proj- 
ect areas. lnlrnunization coverage 
rates for childrrn aged 12 to23n1onths 
werc Y3 percent in Measail;~ntl, 70-80 
percent in  Kibwezi, and !I(; percent 
in urban Nairobi. 'ffic OK'I' use rate 
was reported at 79 percent based oo 
data collected in a 1989 survey. Ser- 
vices in Nairobi's slu~ns are conlinu- 
ing under a 1990 chiltl survival gant. 

8 Mlnnesota International Health 
Volunteers is building the Chantlaria 
I-Iealth Center, scheduled to open in 
1991, to provitlt. n~aternal ;mtl chiltl 
hialth services. 'llw new clinic will 
be the center for a community-based 
health care program and a training 
program for Ilealth workers. Nearly 
90 comnlunity health workers volun- 
teered to participate ill the first tmin- 
ing course. 

8 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 
homeprepared 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 NDS/HIV awareness 
and prevention activities into the 
training of traditional birth attendants. 

Bureau for Science and 
Tachnology Support 

8 AIDSTECH works in NDS educa- 
tion, training, and prevention. 

8 Demographlc and Health Sur- 
veys assisted in conducting i~ntl i~na- 
lyzing the 1989 Kenya 1)cmographic 
antl I-lcallb Survey. 

8 HeaithTech (Ikchnologies for 
Child Health) tlevelops ;ud tests 
immunization technologies. 

8 MEDEX Support (NurscCare), 
with the Kenyan Nursing Council, 
began implementing the first nation- 
a1 nursing curriculum in cl~iltl sur- 
vival and related n~aternal I~calth. 

8 PRiTECH CI'echnologics for Prima- 
ry tlealtl~ Care) helped tlevelop conk 
tnunicntion materials such as posters, 
booklets, and a logo for the Control 
of Diarrheal Disease I'rogran~. 

8 REACH (Resources for Child 
Health) ;~ssistetl Kenya's Expanded 
Program on Irnnlunization in man- 
agement, logistics training, and so- 
cial marketing to stimulate tlrmand 
for ilnmunization. 

8 WHO Global Program on AIDS 
assists in NDS control activities. 

8 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: 

8 Health Flnanclng and Sustain- 
ability conducted a review of alter- 
native cost recovery mechanisms. 

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

8 Hldorlcally Black Colleges and 
Universities conducted research on 
schistosomiasis through a grant to 
Drew Medical School. 

8 Nutrltlon Educatlon and Soclal 
Marketing Fleld Support assisted 
in a communication program promot- 
ing exclusive breastfeeding during 
diarrhea. 

8 Vector Blology and Control 
advised on malaria control efforts. 



DEMOGRAPHIC 
INDICATORS 

Total Population: 
8,754,092 (90) 

Life Expectancy at 
Birth: 
48 Years (90) 

Children Under 1: 
439,339 (90) 

At~nui~l Infant Deaths: 
70,574 (90) 

Infant Mortality Rate: 
144/1,000 ($10) 

Under 5 Mortality 
Rate: 
251/1,000 (90) 

'Total Fertility Rqte: 
7.6 Children (90) 

CHILD SURVIVAL 
INDICATORS 

Imnunization 
Coverage: 
L)lJl3: 81% (90) 
Polio3 7!)% (90) 
Measles: 8UX1 (90) 
K G :  97% (90) 
'klanus2t: 72!% (89) 

MALAWI HIGHLIGHTS 

One of the leading killers of chil- 
dren in Malawi is ~iialaria, a p;lmsitir 
disease that can Ieid to low birth 
weight, severe anemia, and malnu- 
trition. In response to the perv;~sivc-- . 
ness of parasite strains that are 
resistant to chloroquine (a drug tra- 
ditionally used to treat malaria), the 
Mangochi Malaria Research project, 
condu+d by the Ministry of Health 
(MOH) with assistance from the 
US. Centers for Disease Control, 
is testing the expanded use of nieflo 
quine. Preliminary results from the 
study suggest that chenioprophylw- 
is during pregnancy with an effective 
drug can lead to a significant im- 
provement in infants' birth weight. 

8 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 antl 
human resource capacities. Efforts 
to increase the availability and use of 
services at the community and fami- 
ly levels will enhance sustainability. 

BILATERAL PROJECTS 

r 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. 

r Human Resources and Instltu- 
tlonal 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 nursedtutors 
from the Mlambe Hospital and 
Kamuzu College of Nursing were 
funded to study for master's degrees 

i n  the Llnitctl Slates, The mctlical 
;~ssistants training program at the 
Lilongwe School for Health Sciences 
has been stren~.$hened througl~ 
improved curriculum design. 

Promoting Health Interventions 
for Chlld Survival assists the gov- 
ernment in increasing and expand- 
ing its primary health care research, 
training, and services end in extentl- 
ing rural piped water supplies. An 
estimated 1.5 r~iillion rural Malawians 
are expected to benefit from the inte 
grated services of health care, health 
etlucation, and piped water and sani- 
tation. Exp;~ntletl teams of ministry 
workers will assist village health 
cornmit~ecs and health workers to 
provid, n1ater:ial and child survival 
servirvs. Ikalth personnel trailling 
activities begun under the Health In- 
stitutions Developnient project have 
been incorporated into this project. 

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

REGIONAL PROJECTS 

8 Afrlca Child Survlval lnltlative 
Combatting Childhood Communl- 
cable Dlseases (ACSI-CCCD) has 
supported a research study in Man- 
gochi district. 1 1 e  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 fiveyear national malaria con- 
trol strategy has also been developed. 

r HIV/AIDS Preventlon In Afrlca 
supports a research program with 
Johns Hopkins University and Proj- 
ect HOPE that is providing education 
and training. 

Ord Rel~ydri~tion Appropriate Infant 
'Il~eri~py: Feeding: N/A 
ORS Access: 56% (88) Icxclusively 
OR'T Use: 14% (88) Breastfetl: N/A) 

Contraceptive Introtluction 
I'rcvdence: 1% (a) of Solids: N/A 

Atlcou;ite Bre;atfetl 1 Year I 
~utr~tional or Longer: 
Status: 70% (80) SM DATA norm 

USAID/WASHINGTON 
SUPPORT 

U.S. Private Voluntary 
Organlzatlons/FVA/PVC 

r Adventlst Development and R e  
llef Agency (ADRA) supports vita. 
min A capsule distribution to 41,000 
children untler age six antl to 20,000 
pregnant and lactating wonien as an 
integral part of its Malaniulo Hospi- 
tal Conimunity Hcalth outreach pro 
gram. Coriiniunity health volunteers 
deliver vitaniiri A capsules antl teach 
mothers about growing vit;~niin A- 
rich vegetables. Helen Keller Inter- 
national assisted in the development 
of a series of scnlinars to train health 
workers to deliver vitamin A ser- 
vices. In 1990, ADRA was awarded 
a new threeyear grant to supplement 
health and child survival services to 
114,000 women and children living 
in Nsanje district. 

r lnternatlonal Eye Foundatlon 
works with the MOH and local agen- 
cies to reduce infant and child mor- 
bidity and mortality in the lower 
Skire 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. l i e  1990 midterm evaluation 
found that vitamin A distribution 
targets were surpassed. 

r 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. 

r Save the Chlldron Federation 
serves 147,000 people in north and 
central Malawi. Volunteer 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 

addition, the health promoters en- 
coural'e expectant mothers to atten1 
pretia~al cli& and teach new moth- 
ers about child spacing and infant 
arid child feeding pmctices. Commu- 
nity veget;~blc gardens have been 
started, antl 20 schools joined in ;I 
competition designed to stiniulatc 
production of vitan~in A-rich vegeta- 
bles. The project has also begun to 
distribute vitamin A capsules. 

VITAP (Vitamin A Technical Assis- 
tance Prograti~) assisted in vitamin 
A-related activities. 

8 World Vlsion Relief and Devel- 
opment was awarded a new grant to 
supplement priniary 11e;Jth 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 

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

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

Short-term technical assistance 
was reported as follows: 

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

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

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

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



MALI HIGHLIGHTS 

DEMOGRAPHIC Annual Itifant Deaths: 
INDICATORS 50,655 (90) 
Total Population: Infant Mortality Rate: 
9,213,797 (90) 108/1,000 (87) 

Life Expectancy at Under 5 Mortality 
Birth: Rate: 
45 Years (90) 281/1,000 (90) 
Children Under 1: Total Fertility Rate: 
433,570 (90) 5.6 Children (87) 

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. 

w 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), Kent- 
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 3 in 1989 to 32 in 1990, and new 
pharmacies are opening in second- 
ary cities. 

BILATERAL PROJECTS 

w Integrated Famlly Health Ser- - 
vices assists 15 health centers in 
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 accorn- 
plishments in 1990 include develop 
ing a strong financial control and 
accounting system with the assis 
tance of a full-time resident advisor. 

w Dloro Chlld Survlval 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 

coniprehensive 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. 

w PVO CeRnanclng: Seventh 
Reglon Chlld Survlval 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 ;lfant/child food 
preparation, and providiiig health 
and nutrition education. Using Public 
LIW 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 

w AMca Chlld Survlval Inltlatlve 
Combatting Childhood Communl- 
cable Dlseases (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 Thcrapy: Feeding: 42% (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% (90) ~d~~~~~~ 
BCG: 78% (90) Nutritional 
TetanusZt: 18% (90) Status: 

w A grant t o  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 nionitoring activities. 

w HIV/AIDS Preventlon In AMca 
is a joint activity of AIDmCH, the 
National AlDS Committee, and the 
Division of Social Affairs. The prm 
gram offers a comprehensive and 
integrated approach to the preven- 
tion of HN infection and sexually 
transmitted diseases among com- 
mercial sex workers in Bamako. 

U.S. Private Voluntary 
Organizations/FVA/PVC 

w CARE supports the Macina 
Child Health Project in central Mali, 
an area that includes 32,000 children 
under age six. The project supports 
five futed 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. 

w 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. 

w 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 fied 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 

Breastfed 1 Year 
or Longer: 91% (87) 

GOlb (87) rw DATA nomi 

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

W o r l d  Vlslon 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 anitnatrices, 
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 

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

8 Nutrition Educatlon 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. 

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

Short-term technical asslstance 
was reported as follows: 

I 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 
INDICATORS 

Total Population: 
7,744,000 (90) 

Life Expectancy at 
Birth: 
47 Years (90) 

Children Under 1: 
360,960 (90) 

Annual Infant Deaths: 
54,300 (90) 

Infant Mortality Rate: 
134/1,000 (90) 

Under 5 Mortality 
Rate: 
218/1,000 (90) 

Total Fertility Rate: 
7.1 Children (90) 

NIGER HIGHLIGHTS 

.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. 

8 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 PRlCOR found, however, 
thatwhile communities hold the work- 
ers in 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 workcr 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 

8 Afrlcare Chlld Support, through 
a USAID grant to Africare, provides 
on1 rehydntion 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. 

I 

CHILD SURVIVAL 
INDICATORS 

Inlmunization 
Coverage: 
Dm 13% (90) 
Polio3 13% (90) 
Measles: 21% (90) 
BCG: s a  (90) 
Tetanus2t: 44% (90) 

8 Famlly 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 develoment. Technical 
advisors from university Research 
Corporation worked with the Direc- 
torate of Family Planning to establish 
management systems, comprehen- 
sive work plans, a national contncep 
tive logistics system, a stantlardized 
in-service training program for health 
workers, and a plan for operations 
research. 

8 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 
efliciency. The program is being 
implenlented 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 

8 Afrlca Chlld Survival lnltlative 
Combattlng Childhood Communl- 
cable Dlseases (ACSI-CCCD) sup 
ports technical assistance provided 
through P m C H  to the national 
Control of Diarrheal Diseases pro- 
gram. A seminar on appropriate diar- 
rhea case management for physicians 

Oral Rehydration Appropriate Infant 
l~erapy:  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 
~uGtional or Longer: 
Status: 88% (89) pr DATA mom 

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/RIA/PVC 

8 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 disease, growth monitor- 
ing, and vitamin A supplementation. 
Revised procedures and health charts 
to be used to identify, record, and 
follow-up on nialnourished 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. 

8 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 

8 CSAP Support (Health and 
Child Survival Fellows) provides 
an epidemiologist/health educator 
to assist in the design, coordination, 

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

8 Nutrition Education and Soclal 
Marketlng 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. 

8 PRICOR (Primary Health Care 
Operations Research) assisted the 
MOPH in a comprehensive analysis 
of the national Village Health Team 
program. Five continuing studies 
are investigating problems identified 
in earlier analyses. 

8 PRITECH (Technologies for 
Prinlary 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 

8 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 provlded as follows: 

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

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



DEMOGRAPHIC 
INDICATORS 

'I'otd Pol~ulation: 
108,54 1,897 (90) 

Life Expectancy at 
Birth: 
51 Years (90) 

Chiltlren Untler 1: 
4.7!~3,051 (90) 

Annual 1 1 h t  1)eaths: 
518.152 (90) 

Infant Mortality IWe: 
loo/ 1,000 (90) 

Under 5 Mortality 
Rate: 
l65/ 1,000 (90) 

Total 1:ertility Rate: 
6.7 Children (90) 

NIGERIA HIGHLIGHTS 

8 A 1989 international evaluation of 
the Expantled I1rogmm on Ininmi. 
zalion estim;~tetl that immunization 
services provided that year averted 
lM),o(X) tleaths that would have oth- 
erwise resulted from the six vacciw 
preventable diseases targeted by the 
program. 

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

BILATERAL PROJECT 

8 Nigerian Health Sector Assls- 
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 f a  
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. 

REGIONAL PROJECT 

8 Africa Child Survival Initlatlve- 
Combatting Childhood Commu- 
nicable Diseases (ACSI-CCCI)). 
which was begun in 1987, is a nlulti- 
donor project of the FMOH, USAID, 
UNICEF, and the \Vorltl Health 
Organization.'n~e project works to 
expand the nation's primary hc;~lth 
care services, especially inimuni- 
zations for infants, prevention and 
control of diarrheal diseases, antl 
malaria control. During 1!)89-1990. 
the project supported the adminis- 
tration of 1.4 million doses of DPl3 
and polio3 vaccines ;mtl 1.6 n~illion 
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 
Organlzatlons/FVA/PVC 

8 Adventlst 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. 

8 AMcare 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 incomegeneration needs. 
A recent survey found that motllers 

CHILD SURVIVAL Oral 1<ehy(lratio11 Appropriate I I I ~ ~ I I I ~  
INDICATORS 'll~impy: Feiding: N/A 
Inanuaiz;~tion OHS Access: W'XI (88) I:xclusivc.ly 
Coveri~gc: OR'I' Use: 35'Xl (88) I~reastfed: N/h 
I)Ir13: '17% (8:)) Contr;~ceptivc~ Iotrotluction 
1101io:3: 47% I'revi~lenci~: 1% (81-82) of Solids: N/A 

registered and counseled by the 
voluntrers tle~nnnstral~tl consistent- 
ly higher levels of knowletlge and 
improved I~e;~llh prxticrs than those 
nlolhers not involved i n  the project. 
' n ~ e  projcct is inlplenwnling two in- 
comcgencrating activities that focus 
on planting in~provcd crop varieties 
and use of more productive farming 
techniques. By recognizing cum- 
munity needs directly and indirectly 
linked to health, the project has 
streng$~encd comnlunity support 
and enll~usiasm for miitcrnal and 
child health services. 

8 Rotary International's I'oliol'lus 
program mobilizes the private sector 
in support of the national inlmuniza- 
lion 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 vaccination series 
antl providing public information and 
logistical support during vaccination 
campaigns. 11ie 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 imnlunization days. 

8 World Vlslon Relief 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,W inhabitants and minimal basic 
health facilities. Interventions con- 
sist of vaccinating women antl chil- 
dren, promoting the use of oral rehy- 
dration therapy, growth monitoring, 
and nutritional counseling. A 1990 
midterm project evaluation reported 
that immuni7ation coverage rates 

Ijre;~stktl 1 Year 
or Longer: N/A 

N/A su DATA NOTES 

Ilave risen lo 88 percent for BCC. 
73 percent for DP13, ;~ntl 7!) percent 
for ~nei~sles. A conlplete census of 
fanlilies in the project area is serving 
as the cornerstonib of ;I health infor- 
in;~tion referral system. Village health 
workers are responsible for this ;ic- 
tivily. assisted by local council mem- 
bers, chiefs, religious Iciiders, scllool- 
teachers. and members of villagc 
health committees. 

Bureau for Science and 
Technology Support 

8 AIDSTECH assists the FMOH 
i n  developing ;mtl irnplen~enting 
I IIV/AII)S etlucation and condo111 
promotion progranls directed at 
high risk groups. 

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

8 Demographlc and Health 
Surveys assisted the FMOH in 
collecting national data on fertility, 
fanlily planning, antl maternal antl 
child health. 

8 HEALTHCOM (Communication 
for Child Survival) works with the 
FMOH's Health Education Division 
to support communication efforts. 
In collaboration with numerous 
local media organiziitions, such as 
the Federal Radio Corporation, the 
Nigeria Tclevisio~i 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 developnient. 

Short-term technical assistance 
was reported a3 follows: 

8 AIDSCOM assisted in AIDS educa- 
tion through mass nledia campaigns 
and training private sector health 
care providers. 

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



DEMOGRAPHIC 
INDICATORS 

Total I'ol~ulation: 
7,326,537 (90) 

Life 13xpccl;lncy ;it 
I3irth: 
48 Years (90) 

Chiltlren Untler 1: 
308,389 (90) 

SENEGAL HIGHLIGHTS 

Annual Infi~nt I)e;~th~: 
27,349 (90) 

Infant Mortality Rati~: 
83/ 1,000 ($10) 

Under 5 Mort;~lity 
Rate: 
213/1,000 (90) 

Total Fertility Rate: 
6.3 Chiltlren (90) 

CHILD SURVIVAL 
INDICATORS 

Immunization 
Coverage: 
D l 1 3  t i c )  (90) 
I'olio3: CXY, (!lO) 
Measles: 59% (90) 
UCG: YZX (90) 
Tetanus2+:  XI (90) 

8 In 1989, Senegal's vaccination 
coverage riitcs for chiltlreri aged 12 
to 23 months had reached 5!1 percent 
for ~neasles and Y2 p~rcent for RCG, 
which are the highest of rill USAID 
child survival emphasis countries 
in Africa. 

' D i e  decentralization of the activi- 
ties of the Senegalese Ministry of 
Public Health (MOPH) has been 
Senegal's top priority in 1990. Prop 
ress toward this goal inclutles the 
establishment of a national commit- 
tee that will niatlage activilies 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 il 
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 decer~tralizing the health 
delivery system. 

BILATERAL PROJECTS 

8 Prlmary Health Care for Child 
Survlval, formerly Ilural Health 
Delivery Scrvices 11, supports the 
MOPH in  establishing a system of 
tleccntralizetl planning and manage- 
ment of primary health care. In 1!)90, 
the MOI'kI and USAID organized a 
national seminar on dcce~~tr:ilizatio~i, 
visited eight regions, and helped 
develop criteria for regional health 
clcvelopment plans. 'Il~e project also 
supports operations research on s 
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 antl Development child sur- 
vival project in the Louga region. 
Targeting 25,000 children antl 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. 

8 Family Health and Population 
is a nationwide program offering 
maternal and child survival services 
through public and private institu- 
tions. The project has used regionnl 
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 Rehytlration Appropriate Infant 
'Iher;~py: 1:eetling: 4YX1 (86) 
ORS Access: 16Y1 (88) Exclusively 
ORT Use: 27% (88) Ureastfetl: 5% (86) 

Contraceptive Introduction 
I'rcvolence: 2% (86) of Solids: 72% (86) 

Adequate Breastfed 1 Year 
Nutritional or Longer: 
Status: 72% (86) SM oArr NOTES 

antl services througli child spacing 
clinics. In order to strenbqhen devel- 
opnlerit plmning, the project is work- 
ing lo upgrade basic demographic 
information and establish an csy-  
touse demographic tlzta base, 'Die 
US. Bureau of the Census assisted 
the Senegalese Rureau of Statistics 
with the analysis of the 1988 census 
data. Regional health staff are being 
trained in using the census results 
io program planning. 

REGIONAL PROJECT 

8 HIV/AIDS Preventlon In Africa 
supports the MOI'H's national AIDS 
testing program. 

USAID/WASHINGTON 
SUPPORT 

Bureau for Sciencs and 
Technology Support 

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

8 PRlTECH (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 

health services to the regional level. 
I'RIII'ECM also assists with drug dis 
tribution and management informa- 
lion systems. 

8 TAACS (Technical Advisor in 
AIDS and Child Survival) supports 
a public licaltl~ atlvisor, who assists 
in planning, managing, and imple- 
menting child survival activities. 

I WHO Global Program on AIDS 
provides technical assistance in 
AIDS control activities. 

Short-term technlcai assistance 
was reported as follows: 

8 AIDSTECH supported AIDS 
education antl 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. 

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

8 Vector Biology and Control 
provided assistance in developing 
a malaria control strategy. 

W I N  (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 

DEMOGRAPHIC 
INDICATORS 
Total Population: 
25,203,357 (90) 

Life Expectancy at 
Birth: 
50 Years (90) 

Children Under 1: 
1,027,241 (90) 

Annual Infant Deaths: 
114,743 (90) 

Infant Mortality Ihte: 
10'3/ 1,000 (90) 
Under 5 Mortality 
Rate: 
164/l,OOO (90) 

Total Fertility Rate: 
4.9 Children (89) 

CHILD SURVIVAL 
INDICATORS 
I~noiunization 
Coverage: 
D M 3  GO'& (89) 
Polio3: 61% (89) 
Measles: 61% (89) 
BCC: 76% (89) 
Tetanus2+: 25% (89) 

8 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 sane period. Private 
voluntary organizations have been 
pivotal in providing child survival 
services in many areas that previous- 
ly did not receive health services. 

8 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 aniong 
children and of the effectiveness 
of Sudan's Expanded Program 
on Immunization. 

8 Since the last fertility survey, 
which was conducted in 197879, 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. 

Oral Rc1iydr;ilion 
111crapy: 
OIiS Access: 50% (8!)) 
ORT Use: 36% (8:)) 

Contraceptive 
I'revalence: 6% (89-90) 

Adequate 
Nutritional 
Status: N/A 

Appropriate Infiint 
Feeding: N/A 

Exclusively 
Breastfed: N/A 

Introduction 
of Solitls: N/A 

Breastfed 1 Year 
or Longer: N/A 
Sw DATA NOTES 

BILATERAL PROJECTS training and supporting health com- 

ani Control ofl)iarrheal Diseases 8 CARE'S BanChild Health project 
program. is working to establish sustainable 

8 Rural Health Support coniprises 
two major components focusing on 
delivery of health services in north- 
ern and southern Sudan. l'he proj- 
ect's northern component, operating 
in the northern Kordofan region and 
the Darfur region, was completed 
during the reporting year. The south- 
ern coniponent serves the Juba, Lol- 
ogo, Nyakaron, and Malakia areas 
and a large refugee camp where the 
African Medical and Research Foun- 
datim 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 

US. Private Voluntary 
Organizations/RIA/PVC 

8 Adventlst 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 madr in 

immunization services and conimu- 
nity-based education for control of 
diarrheal disease in the Bxa district 
in western Sudan, which has a target 
population of about 21,000 children 
under age five and over30,OOO women 
of childbearing age. l h e  project trains 
health cadres using training niodules 
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 vitaniin 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 vitaniin A deficiency was 
recorded in October 1990,~wocon- 
secutive years of severe drought in 
the region was a contributing factor. 

8 Helen Keller International 
(HI0 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 activities. 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. 

8 Save the Children Federatlon 
(SCI;), 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 com- 
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 
villagebased workshops were held 
to expand commmunity participation 
in immuni7ation 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 operzfion of 
the ORT corner, providing staff and 
all supplies. 

Bureau for Sclence and 
Technology Support 

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

Short-term technlcal assistance 
was reported as follows: 

8 Nutrition Education and Social 
Marketlng Fleld Support conduct- 
ed training in qualitative research 
methods and data analysis for the 
design of nutrition messages. 

8 PRITECH flechnologies for Pri- 
mary Health Care) assisted in evalu- 
ation activities. 

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



DEMOGRAPHIC 
INDICATORS 
Total Population: 
35,568,427 (90) 

Life Expectancy at 
Birth: 
53 Years (90) 
Children Under 1: 
1,509,531 (90) 

Annual Infant Deaths: 
151,890 (90) 

Infant Morlalily kite: 
94/1,000 (90) 

Under 5 Mortality 
Rate: 
153/1,000 (90) 
Total Fertility R~te: 
6.0 Children (90) 

CHILD SURVIVAL 
INDICATORS 
Immuniziition 
Coverage: 
D VJ: 38% (89) 
Polio3 38% (89) 
Measles: 44% (89) 
BCG: 5Wj (89) 
Tetanusk: 2% (89) 

Oral Rehydration Appropriate Infant 
lierapy: I;eetIing: N/A 
ORS Access: 50'h (89) f)xclusivcly 
ORT Use: 40% (89) Breastfcd: N/A 

Contraceptive Introduction 
Prevaleace: N/A of Solids: N/A 

Adequate Breastfed 1 Year 
Nutritional or Longer: 
Status: N/A s.. DATA NOTES 

ZAIRE HIGHLIGHTS 
8 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 
reducingchild mortality. Substantial 
increases in vaccination coverage 
likely accounted for much of the 
40 percent redriction 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 reductio~~ in under-five mortal- 
ity from 1984 10 1989. 

8 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 
8 Baslc Rural Health I1 (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. 

School of Public Health, through 
an agreement with Tulane Universi- 
ty, has helped the University of Kin- 
shasa establisli the first scliool of 
public health in central Africa. l i e  
school provides practical training 
in public health management and 
supports research in child survival 
interventions and AIDS prevention. 

8 Area Nutrltlon Improvement, 
through a Public Law 480Title I1 
grant, has established local incomc~ 
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. 

8 Famlly Plannlng 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 ndlion condoms and 1.5 million 
spermicide foaming tablets during 
the reporting year. l i e  project has 
become a model social marketing 
project for subSaharan Africa. 

8 Shaba Refugee Health Project, 
working through the United Metho- 
dist Church of Shaba and the Inter- 
national Voluntary Services, rehbil- 
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 I1 project. 

Shaba Refugee Water Supply 
is implemented through the Inter- 
national Associatioil 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. 

8 Klmbangulst Hospltal Assistance 
Project, through a LTant to Hadas- 
sah Medical Organi7ation, a US, pri- 
vate voluntary organization, works 
with the Kinlbarlguist Church of 
Zaire to provide medical equipment, 
supplies, anti technical assistance 
in management and health care to 
the hospital. l i e  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 
8 Afrlca Chlld Survival lnltlatlve 
Combatting Childhood Communl- 
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 will be 
completed in early 1991. 

8 HIV/AIDS Prevention In Africa 
assists in national AIDS information, 
education, and communication carn- 
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 Science and 
Technology Support 
8 Applled Diarrheal Disease 
Research developed a research 
study on the incidence of persistent 
diarrhea in children with AIDS. 

8 HEALTHCOM (Communication 
for Child Survival) works with the 
Zairian governnient to promote child 
survival interventions through com- 
munication, training, and develop 
nient of educational materials. 

PRICOR (Primary Health Care 
Operations Research) provides 
technical assistance for operations 
research studies on31 topics carried 
out in 52 health zones. Half of the 
studies deal with improving health 
worker perforniance in  health edu- 
cation and counseling in the areas 
of OR'T, malaria treatment, and 
growth monitoring. 

8 Vacclne Development and 
Health Research, through the US. 
Department of Health and Human 
Services, is participating in the E-Z 
measles vaccine study. 

Short-term technical asslstance 
was reported as follows: 

w AIDS Technical Support (US. 
Centers for Disease Control) and 
AlDSTECH assisted in AIDS con- 
trol activities. 

w 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 
IJrimary Health Care) assisted in 
the supply, production, and promo- 
tion of oral rehydration salts. 

rr REACH (Resources for Child 
::.salth) 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. 

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



I n the einly 1980s, concern about 
the health :tatus of chiltlren in 
the Near I l i~s~  :~nd A~iil* pronlptetl 

several USAID missions to begin 
implementing he;~lth activities tar- 
g e l d  at chiltlrcn under age five. 111 
1985, when USAID initiated its child 
survival program, U;~nglatlcsh, India. 
lntlo~~csie, Nepal, Morocco. Ilkypt. 
Ycn~~n,  ;~rltl 1':lkist:w were tlesigni~t- 
etl tllc region's chil~i survival cnlph;~- 
sis countries. 

Since 1985, infant atid child niort;~l- 
ity rates in  the Near Ikst and Asia 
have tleclirwd significantly. and life 
expectancy has incrcasctl, Infant mor- 
tality rates have clroppcd from almost 
100 (1!)85) to 89 tlcaths per 1,000 livc 
births in 1990, l l le target infant mor- 
tality rate of 75 tleatlis per 1.000 live 
births has been acliievetl by thrcc 
cmphesis countries, Ebypt (43), 
Indonesia (70), antl Morocco (73). 

Even more dramatic have becn the 
improvements in immunization cov- 
erage among USAID-assisted coun- 
tries in the region: Since 1985, vacci- 
nation coverage for DPI3 has more 
than doubled to 84 percent. Based 
on provisional data, Egypt, Morocco, 
Pakistan, and Yemen have cxceetled 
80 percent coverage for polio3, DPT3 
and BCG. In Indonesia and Pakistan, 
coverage against nleasles vaccination 
has been increased by 70 to 75 per- 
cent since 1985, And Bangladesh has 
increased measles coverage frorn 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 titi 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 contnceptive prevalence 
for the region by 1990. Several coun- 
tries, including Indonesia, India, and 
Egypt, are within reach of that target. 
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Progress has becn made toward 
many of the targets set in 1985, but 
much remains to be done. Infant 
mortality rates ir. Bangladesh, India, 
antl Ycmen, among others, remain 
above 93 deaths per 1,000 live births. 
Vaccination coverage for measles 
antl tetanus lags behind coverage 
for other tliseases. ORT use in Ban- 
gladesh, Morocco, and Nepal, as in 
many other countries, remains low. 
And Nepal, Pakistan, Yenim, and 
other countries still have contrarep 
tive prevalence rates under 18 per- 
cent. The region's large population 
and high fertility rite are making it 
difficult not only to maintain services 
but also to expand them to meet the 
growing demand. 

Indicators such as imn~uniaation, 
ORT use, antl infant mortality rates 
often reflect improvements in service 
coverage and survival in areas with 
greater access to health services antl 
overall levels of development. Dis- 
parities often exist among regions 
of a country and among urban, peri- 

urban, and rural areas. In Indonesia, 
regional infi~nl mortality rates range 
from 37 (Yogyakarta) to 95 tle;~ths 
per 1,000 live births (West Java). I n  
Ejypt, data from the period 1978-1988 
shows the infant morti~lity rate for 
rural areas to be 115 deaths per 1,OM 
live births compared with titi deaths 
per 1,000 live births in urban areas. 

With ORT and imn~unization well 
established, the APRE antl ENE 
Bureaus are looking at the untlerly- 
ing causes of infant mortality and 
at other issues, as appropriate, such 
;a high risk births, acute respiratory 
infections, vitamin A deficiency, poor 
maternal health, and n~atcrnal antl 
child undernutrition. An AI'RE 
Regional Vitamin A project aims to 
retluce infant antl child morbidity 
antl 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 iniproving the access of both 
women and children to health care. 

Pakistan's Primary Health Care Proj- 
ect has increased female enrollment 
in health technician training to 40 
percent. Yemen antl Nepal arc also 
recruiting and training women ;a 
health workers. 

'Ilw populations of Asian and Near 
East countries are diverse antl clenitr 
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 
tlemand 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 problenls. A new ENE Region- 
al Population Project is being (level- 
oped to assess the broad iniplications 
of urbanization and other major 
demographic trends. 

Strategies are being developed to 
enhance sustainability by stimulating 
private sector involvement in pursu- 



irig child survival objectives. I'riv;~tc 
scctor promotion, protluclion, tlis- 
tribution. and sale of ORS r~ackets 
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has been increasing throughout the 
regions. Privale sector companies 
promote or produce ORS in Bangla- 
desh, Egypt, and Pakistan, and ORS 
production in the private sector is 
planned i n  R'lorocco. Ministries of 
health are creating opportunities for 
private sector involven~ent by tlereg- 
dating the distribution of ORS. In 
India, USND is helping to increase 
and diversify private scctor involve- 
ment in  health problems in the coun- 
try's principal underserved areas. 

Sustainable strategies itre a high 
priority. Cost recovery meclianisnis 
aimed at those most able to pay 
will also enable governments to 
focus public resources on the seg- 
ments of tlie population that cannot 
afford essential health services. In 
Indonesia, legislation is being devel- 
oped to allow the private sector to 
~rovide health insurance in order 
io 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 (ARE). 
Because tlie region was under one 
bureau for the maioritv of the re~ort- . . 
ing period, the bureaus are present- 
ed together it1 the discussion and 
the graphs. 



DEMOGRAPHIC A I ~ I I U ~ I ~  Infant 1)e;dhs: 
INDICATORS 542,248 (90) 

Total I'opuli~ticn: i t ~ h t  Mortality Rate: 
115,5(33,455 (90) 113/ 1,000 (90) 

IXe Expectan~y at Under 5 Mort;dity 
Birth: Rate: 
51 Ye;irs (90) 178/1,000 (90) 

\ 4; .  Children Under 1: 2 4,404 32 (89) 
Total Fertility Rate: 
4.9 Chiltlren (90) 

BANGLADESH HIGHLIGHTS 

Inimunizetion coverage for cliil- 
dren aged 12 to 23 montl~s who live 
in tlie Dhaka slunis increased from 
only 2 percent in 1!)X5 to 55 percent 
in 1990. Altl~ough ;I national inirnuni- 
zation program was started in Ban- 
gladesh in 1979, there have remained 
large pockets of urban populations 
riot reached by the program. In 1988, 
USAID began assisting the Expand- 
ed Program on Immunization (EPI) 
in 88 municipal urban areas (coni- 
prising 17 percent of 'he country's 
total population). 'l11e program has 
been highly succcssful in raising 
coverage rates and tleveloping the 
capacity for long-term sustainability 
in the urban areas. 

8 Social Marketing Company. Ltd., 
a newly formed private, not-for-profit 
company. markets and distributes 
oral rehydration salts (ORS) to phar- 
macies antl indigenous health provid 
ers throughout Bangladesh. Seven 
million ORSaline packets liave been 
ourchased 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 rehydntion therapy (ORT). 
The Social Marketing Company is 
also the nation's largest commercial 
distributor of oral contraceptives and 
condoms. Previously a pmstatal firm, 
Social Marketing Company recov- 
ered approximately 50 percent of 
operating expenses, including com- 
modity costs, in its tint year as a pri- 
vate company. 

BILATERAL PROJECTS 

8 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 

of liealth information for urban sluni 
dwellers. Services provided 'Jy tliese 
women since 1987 liave contributed 
to ;in increi~se in  the immunization 
rate for children aged 12 to 23 montl~s 
from 2 to 55 percent. Two diarrhea 
treatment centers tlevclopetl by the 
project are now entirely community 
funded. 

Family Planning Servlces proj- 
ect provided diarrheal disease con- 
trol a d  birth spacing services in 
rural areas throughout the country 
from 1981 to 1990.'hese 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 inimunization 
services. A multimedia campaign 
was a major undertaking to increase 
awareness and support for the EPI. 
With assistance from USAID, Social 
Marketing Company. Ltd., promotes, 
distributes, and sells ORSaline, a 
locally manufactured oral rehydra- 
tion salt. 

8 HKI Disaster Preparedness is 
a surveillance prograni that collects 
monthly nutrition and liealth data on 
6,000 children living in nine famine- 
prone areas of Bangladesh. The in- 
formation is used to identify program 
deliciencies, 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 

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

CHILD SURVIVAL Orid Rcliytlration Appropriate Infant 
INDICATORS 'ilierapy: Feetlin~: N/A 
immunization ORS Access: 60% (88) I.:xclusivcly 
C O V C ~ ~ I ~ C :  OR'I' Use: 25% (89) Breastfed: N/A 
D113: 62% (W colltr;septivc Introduction 
I'olio3: (2% (90) Prevalence: 2(i% (89) of Solids: N/A 
Measles: 54% (90) ~ ~ l ~ ~ , ~ ~ ~ ~  
BCG: 86% (30) Nutritional 
Tetanuszt: 74% (90) Status: 

A tleficiency in Coniilla district. Preg- 
nant and lactating women, mothers, 
fathers, antl in-laws were targeted in 
tlie campaign.'I'elcvision, radio, post- 
ers, leaflets, village promotion, i~ntl 
health care workeroutre;ich were used 
to coniniunicate the mess;~ge. A senii- 
annual distribution of vitamin A cay 
suleswas a major part of thecampaign. 

w Save the Children Federation 
provides child survival services in 
four areas of rural Bangl;desh. A 
1990 niidterni evaluation found ;I 100 
percent OR'I'use rate in tlic project 
area. Eigtity-eight percent of all cliil- 
dren under age three are fully inimu- 
nized. Mothers, who traditionally (lo 
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. 

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

w World Relief Corporation provides 
child survival services to 89,000 peo- 
ple in rural areas of Julma and Khalil- 
niagar 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 lo 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. 

w World Vlslon Rellef and Devel- 
opment provides immuni; ation, ORT, 
nutrition (including vitamin A), and 

Hreastfetl 1 Year 
or Ianger: N/A 

22% (89) %DATA NOTES 

birth spacing services to 80,000 
people living in an urban slum of 
Dhaka. Coniniunity health workers 
help local 1e;iders establisli ~ieiglibor- 
hood health coninlittees ;inti select 
community volunteers, thus develop 
ing a sense of project ownership antl 
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 deternii- 
nation of community volunteers and 
health workers. A n~itlterni evalua- 
tion in 1988 found that only 11 per- 
cent of mothers in the project area 
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 

w Diarrheal Disease Research 
supports the International Center 
for Diarrheal Disease ResearcldBan- 
gladesh in research on the control 
of diarrheal diseases. 

8 REACH (Resources for Child 
Health) assisted in developing ini- 
munization promotion campaigns, 
including a l@minute television spot, 
a school-based program, and an edu- 
cational program for men targeted 
to tlie National Football (soccer) 
Tournament. 

Short-term technical assistance 
was reported as follows: 

AIDSTECH assisted in HIV/AIDS 
prevention. 

w CSAP Support (CIHIASTI) assist- 
ed in program reporting. 

8 CSAP Support Uohns Hopkins 
University) assisted the Urban 
Volunteers Project with designing, 
implementing, and analyzing impact 
studies. 

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



DEMOGRAPHIC 
INDICATORS 

Total IJopulation: 
54,059,000 (89) 

Life Expectancy at 
Birth: 
GO Years (90) 

Children Under 1: 
1,801,755 (89) 

EGYPT HIGHLIGHTS 

Annual Infant De;~ths: 
84,106 (89) 

Infi111t Mortality Rate: 
43/1,000 (89) 

Under 5 Mortality 
Rate: 
112/1,000 (90) 

Total Fertility Rate: 
4.4 Children (88) 

CHILD SURVIVAL 
INDICATORS 

Inanunization 
Coverage: 
1)PIJ: 83% (90) 
Polio3: 84% (90) 
Measles: 78% (90) 
K G :  86% (90) 
Tetanus2+: 63% (90) 

In five years, the infant niortdity 
rate in Egypt has dropped froni 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 in~niu- 
nization program. 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 tlisease 
among infants fell by 53 percent and 
among children one to four years of 
age, by 47 percent. In 1988, ininiuni- 
zation coverage rates for the major 
childhood comniunicable diseases 
exceeded the USAID goal of 80 per- 
cent coverage and, with the excep 
tion of the measles vaccinc, have re- 
mained above 80 percent. As illness 
and death froni 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. 

BILATERAL PROJECTS 

I Chlld Survival project is a nation- 
wide child he;~lth effort supporting 
services and research related to 
irnniunization, 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 12 to23 
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. 

r Control of Diarrheal Diseases, 
in support of Egypt's National Con- 
trol of Diarrheal Diseases Program. 
is working to institutionalize project 
activities to ensure sustainability of 
the program after the conipletion 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, USND-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 on1 rehydntion therapy (ORT), 
stimulating demand through media 
campaigns, and conducting research. 
Television campaigns have been high- 
ly effective in educating mothers and 
creating demand for ORS. Survey 

Oral Reliytlratiori Appropriate Infant 
Therapy: Feeding: N/A 
ORS Access: 98% (87) Exclusively 
OR'T Use: 66% (88) Breastfed: N/A 
Contraceptive Introduction 
I'revalence: 37% (88) of Solids: N/A 

Adequate Breastfed 1 Year 
~ut&onal or Longer: 
Status: 83% (88) SH DATA n o w  

findings indicate that subsequent 
to the campaigns, 96 percent of 
mothers could properly mix OHS 
and 51 percent had used it during 
their child's last episode of diarrhea. 
The mass niedia canlpaigns received 
international recognition in 1991 
when they were featured on the 
BBC's telecast of the International 
Conferenceon Children from London. 

Some 40,000 physicians and health 
workers were trained in the use of 
OHT 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- 
ire to use ORS to treat diarrhea. Be- 
tween 30 and 40 million ORS packets 
are being produced annually by the 
Chemical Industries Conipany in 
Egypt. 
r Cost Recovery for Health helps 
the Covernnient of Egypt explore 
avenues of potential cost recovery in 
the health sector. Areas being inves- 
tigated arc fecfor-service in 50 hos- 
pitals and clinics, health insurance 
initiatives, imp;-o~d maeagement of 
health services and institutions, and 
an expanded private sector role by 
providing credit to private pnctition- 
ers and financing of individual, group, 
and prepaid health care plans. Spe- 
cial incentives have been designed 
to attract participation in rural areas 
and srcondary 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. 

r Schistoaornlasls 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 
D y e r  commitment has been made 
by the Government of Egypt and 

USAID to fund research in the areas 
of vaccine developn~ent, improved 
diagnostics, drug treatment effective- 
ness, epitleniiology, socioeconomic 
factors associated with schistosomi- 
asis, and operations research. 

USAID/WASHINGTON 
SUPPORT 

Bureau for Science and 
Technology Support 

r HealthTech (Technologies for 
Child Health) transferred the tech- 
nology for producing the inexpen- 
sive, colorcoded Birth~eiglit '~ scale 
to SOITECS, a private, for-prolit  con^ 

pany in Cairo. 1 1 e  easy-to-in!erpret 
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. 

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

Short-term technical assistance 
was reported as follows: 

AIDSTECH promoted HN/NDS 
prevention education. 

I CSAP Support uohns Hopkins 
University) supported the American 
University in Cairo to measure the 
impact of child survival programs. 

r Demographic a~i i l  Health 
Surveys completed the final publica- 
tion of the Egyptian demographic 
and health survey. 

r Health Flnanclng and Sustain. 
ablllty assisted in a variety of areas 
related to private sector health care 
and management. 

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



INDIA HlGHLlGtHTS 

DEMOGRAPHIC 
INDICATORS 
Total I'opul;~tion: 
8;:'?,,094,327 (90) 

Life Expectancy at 
Birth: 
59 Years (90) 

Chiltlren Under 1: 
25,156.357 (90) 

Annuid Infant Deaths: 
2,512,527 ($10) 

lnfant Mortality ILlte: 
!)3/ 1.000 (90) 

Under 5 Mortality 
Rate: 
13!)/ 1,000 (90) 

Total Fertility Rate: 
4.2 Chiltlrcn (!lo) 

1ntli;is Univerml Inlmunization 
I'rogriu~~. which is sponsored by 
UNICEF, and supported by USND, 
hiis phiaetl in nrw geogc~phical 
iIre;ls over the past five years antl, 
as of 1990, re;lches the entire coun- 
try. The success of this prograin 
can be ilttributetl to cooperation and 
communication among nongovern- 
n~cntal organizations, associations. 
universities, private companies. 
and private voluntary organizations 
(PVOs). In the city of Hyderabatl, 
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. 

8 Incountry production of vaccines 
is a priority as Indi;~ strives to develop 
a self-sufficient immunization pro- 
gram. India is the only developing 
country producing BCG vaccine. DPT 
vaccine is currently being produced 
as well.The production processes 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 n~illion doses of 
vaccine per year. Other steps toward 
self-sufficiency include the local prc- 
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. 

BILATERAL PROJECTS 

4 Chlld Survival Health Support is 
a nationwide USAID-assisted project 
that has worked with the Ministry 
of Health imcl Family Welfare since 
1986. USAID supports UNICEF i n  
the Universal Imn~unization I'rogran~. 
which is responsible for imn~uniza- 
tion services throughout India. The 
project aims to stren@hcn the man- 
agerncnt anti delivery of diarrhei~l 
tlisrase control, in~muniz;~tion, ilntl 
nlilternal health services. In 1990, 
some 20,000 health workers received 
training in diarrheal disease control 
and imn~unization. 

8 integrated Child Development 
Services ;asists the Ministry of 
Human Resource Developnlent in 
providing villagelevel 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 con~n~unities receive 
health services in 4,500 village cen- 
ters, oranganwadis. Anganwadi work- 
ers, usually young women, are trained 
to run preschools that provide sup 
plementary food and perform growth 
n~onitoring activities. In 1W0, 1.000 
anganwadi workers antl traditional 
birth attendants were trained in oral 
rehydration therapy (ORT), immu- 
nization, and nutrition activities. A 
nutrition and health education radii 
program was developed and is being 
broadcast throughout India. 

8 PVOsfor Health I1 (PVOH 11) is a 
national program supporting growth 
monitoring, child spacing, maternal 
health, control of diarrheal diseases, 
and immunizations through grants 
awarded to Indian WOs. 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 WOH I, which pro- 
vided support for 32 PVOs. PVOH 11 
is currently evaluating new proposals 
from local PVOs that focus on sus- 
tainability and fund-raising objectives. 
The PVOs will be required to raise 
25 percent of project costs. 

CHILD SURVIVAL Orill Rehytlri~tion Approprii~te I U ~ ; I I I ~  
INDICATORS 'Ihcrilpy: 1:cctling: N/A 
~m~~~uniz;~lion ORS Access: 57% (88) Exclusively 
Cover;~ge: OR'I' Use: 23% (88) Brcastfetl: N/A 
DITJ: 7'rk (W contr;scptive latrotluction 
I'olio3 74% (89) I'revalcnce: N'X1 (89) of Solids: N/A 
Measles: 56% (89) ~~l~~~~~~ 
K G :  80% (89) Nutritional 
Tctanus2+: 67% (89) Status: 

4 Program for the Advancement 
of Commercial Technology sup 
ports the priv;ltc sector in processing 
;in anticancer clrug.'IIle drug, camp 
tothecin, exists in high conccntnl- 
tions in  a small forest tree found 
in the Western Ghats of India. 'lhe 
technolog for protlucing this drug 
on a large scale is currently being 
developed. 

4 Contraceptive Development and 
Reproductive Immunology spon- 
sors Intlc-U.S. collaborative rcse;lrch 
antl training projects in reprotluctivc 
immunology, contraceptive vaccine 
development, nntl other areas of im- 
munology. 'lhree new rese;~rch proj- 
~ t s  were funded and eight fellow- 
ships were awarded in 1990. 

4 Vaccine and lmmunodiagnostlc 
Development supports the Vaccine 
Action Project, an Indo-US. collabo- 
rative vaccine development research 
project that explores potential vac- 
cines beyond those currently target- 
ed by imn~unization programs. Uw 
project focuses such efforts on chol- 
era, hepatitis, rotavirus, antl typhoid. 
Three new research proposals were 
funded during 1930, bringing the 
number of activities funtled to seven. 

8 Blomedlcal 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 statelevel activities. 

USAID/WASHINGTON 
SUPPORT 

U S .  Private Voluntary 
Organlzatlons/FVA/PVC 

8 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 

I3reastfetl 1 Year 
or l m g e ~  N/A 

N/A sr. DATA NOTES 

children under age five and pregnant 
antl lactating nlothers. Since 1987, 
!)6 percent of all anganwadi workers 
have been trained i~nd have, in lurn, 
tclinctl a lotal of 42,700 mothers, 
thcreby cxcccdint: project ~ o a l s  by 
50 percent. According to a mitltcrnl 
project evaluation, the OR'I' use riltc 
in the project area is 55 percent, com- 
pared with only 14 percent in :I coo- 
trol arm. 

8 Rotary International targets 
the 8.1 million urban children under 
age one for vaccination against polio. 
Hoklry International's I'oliol'lus prtr 
griun supports the national immu- 
nization effort in a number of ways, 
including funding 100 percent of 
the polio vaccine supply. A force of 
36,000 volunteers assists with such 
tasks as baby tracking, health etlucn- 
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. 

8 World Vision Relief and Devel- 
opment began providing child sur- 
vival services in 1990. 

Bureau for Science and 
Technology Support 

8 WHOGiobal Program on AlDS 
assists in AlDS control activities. 

Short-term technlcal assistance 
was reported a s  follows: 

8 AIDSTECH assisted in HIV/AIDS 
prevention education. 

8 PRITECH flechnologies for Pri- 
mary Health Care) assisted in estab 
lishing a national field epidemiology 
training center. 

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



DEMOGRAPHIC 
INDICATORS 

Total Population: 
l79,Xl,64 1 (90) 

Life Exl~ectancy at 
Birth: 
61 Years (90) 

Children Untler 1: 
471 1,87!) ($10) 

AnnuiJ Infant l)eellis: 
34(i,X2(i (90) 

Infant Mortality Rate: 
701 1,000 (90) 

Under 5 Mortality 
IC?te: 
lU8/ 1 .O(H) (!)0) 

'Total Fertility Kate: 
3.4 Children (!lo) 

CHILD SURVIVAL 
INDICATORS 

Ini~nunizaliori 
Coverage: 
1)lY~J: 7 1% (S!)) 
I'olio3: 74% (X!)) 
Measlcs: (i5X (8:)) 
13CG: 81% (ti!)) 
'I'etanus2t: 41'%1 (Hi)) 

INDONESIA HIGHLIGHTS 

Intlonesin experienced a 45 to 50 
percent tlecline ill infant nlort;ility 
antl a 35 to 40 percent tlrop in the 
r.hiltl mortality rate brtwern 1!)70 
antl 1987. i~ccortling to a child sur- 
vival program impact evaluation 
conducted by USNI) in 1990. Build- 
ing on preexisting hmily planning 
and nutrition services, Indonesia in- 
tegrated inimunization i~nd tliarrlipal 
tliscase control services to become 
one of the first countries to deliver 
all four interventions on a national 
scale. Today, 215,000 community 
supported pusyandrrs, or health posts. 
provide child survival services 
throughout Indonesia. 

With posyandus now lirnily estab 
lished, attention is turning to sustain- 
ing and strengthening their services. 
Efforts include iniproving the quality 
of care, motivating volunteers, and 
mhancing communication. HEALTH- 
COM developed counseling cards to 
boost posyat~dri workers' effective 
ness. Project Concern International 
and CARE are organizing supervision 
t eam to support health volunteers. 

BILATERAL PROJECTS 

8 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. 

8 Famlly Planning Development 
andServlces I1 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 on1 
and injectable contraceptives, previ- 
ously available by prescription only. 

Prlvate Sector Famlly Planning 
Project will promote birth spacing 
and prevention of high risk births 
through the private sector. 

8 Health Sector flnanclng collects 
and ;malyaes health cxpentliture 
tlata alltl advises the MOtI on policy 
reforms to retluce health care ~ s t s .  
A proposed change will permit gov- 
ernrnent hospitals 111 retain revenues 
arid increasr self-sufficiency, 

8 Facultles of Publlc Health has 
established four regional schools 
of public health since 1985. i:acli 
enrolls about20() stutlents in courses 
on various aspects of public licallli. 

8 Vlllage Family Plannlng/Mother- 
Child Welfare (1!)801!)90) Iielpetl 
the Na!ional 1:nnlily I'lanning Coor- 
dinating Board and the MOtl to 
increase this efficicricy ant1 effi*ctivc- 
riess of the posyat~du. A national coor- 
dinating body was fornietl to oversee 
posyatrd~r activities. 

8 PVO CsRnancing II supports 
US, and local I'VO activities, includ- 
ing !raining traditional birth atten- 
dants and health workers, strcnh4h- 
ening support services, and facilitat- 
ing communication aniong private 
health care providers. 

8 Health Tralning, Research and 
Development, which ended in 1'990, 
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 
I 1-province project. 

USAID/WASHINGTON 
SUPPORT 

U.S. Private Voluntary 
Organizations 

8 Adventist Development and 
Relief Agoncy completed a project 
in 1'990 that trained over 660 health 
volunteers in immunization, ORT, 
and nutrition activities, niore than 
double the original target. 

CARE assists in organizing village 
supervision teams that detcrn~ine 
health priorities and supervise health 

Oral Hehydration Appropriate Infant 
'll~er:~py: 1:wding: N/A 
O H S  Access: !)l% (89) i:xc]usivcly 
OH'T Use: ~!YXI  (X!)) Ilreaslfetl: WA'1 (87) 

Contraceptive Introduction 
I'rcvalencc: 47% (87) of Solitls: 83'X) (87) 

Adequate 13reastfetl 1 Year 
~utritional or langcr: 
Status: N/A sm DATA NOES 

services. Stron~ provincial and local 
government support has greatly 
contributed to the success of this 
endeavor. 

8 Helen Keller International corn- 
pletetl two projects and is continuing 
to promote vitamin A awareness and 
distribution of vitamin A capsules in 
a tliirtl project. The pilot efforts of 
one project have resulted in a nation- 
;d vit;niiin A prograln. 

8 Program for ApproprlateTachnol- 
ogles In Health received e grant in 
1990 to provide traditional child sur- 
vival interventions as well as antena- 
tal cwc and early AH1 case drtection. 

8 Project Concern International, 
which implenients child survival ser- 
vices in southeast Sulawesi and Nau. 
rcceivctl funding in 1990 to double 
its project size. Better coordination 
anlong poqatidus supervision teams 
has increased pusyo~d~r attentlance 
and led to iniprovcd management. 

8 Project HOPE provides leader- 
ship in human resource development 
at the Center for Child Survival. 

8 Save the Children Federation 
supports the expansion of volunteer, 
communitybased 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 elementary schoolchildren. 

Bureau for Science and 
Technology Support 

8 Applied Diarrheal Disease R a  
search completed seven research 
projects on diarrheal disease control. 

8 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. 

8 Demographic and Health 
Surveys is designing a follow-up 

r HEALTHCOM (Communication for 
Child Survival) designed counseling 
cards to aid health volunteers antl 
media ~n;~terials prowoting OR'I' use. 

8 HealthTech (lkclniologies in Child 
~ I K I I ~ I I )  ~ ~ S I C C I  1)Krt1~~t~ll~~/1'Krt1- 
rnarker'" devices that nleasure heat 
exposure of n~easlesand 1)ETvaccines. 

8 Mothercare (Maternal and Nco- 
natal Health and Nutrition) assists 
in designing a pregnancy surveillance 
syston, improving the tlistribution 
of iron, and research on birth weight. 

PRICOR (i'rimary Health Care 
Operations Hcsearch) conducted 
operations research on willingness 
to pay for contraceptives. 

8 REACH (Resources for Child 
Health) assists in the design of an 
urban immunization strategy. A 
vitleotape on the imrnuni7ation of 
bridesto-be against tetanus toxoitl 
was also developed. 

I TAACS (Technical Advisor in 
AIDS and Child Survival) coordinates 
child survival activities and develops 
information systems. 

8 Vitamin A for Health Uohns 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: 

8 AIDSTECH assisted AlDSrelated 
research. 

8 PRITECH (Technologies for Pri- 
mary Health Care) assisted in con- 
trol of diarrheal disease activities. 

r Vaccine Development and 
Health Rewarch supported re- 
search on an oral cholera vaccine. 

8 WASH (Water and Sanitation for 
Health) investigated private water 
supply systems. 

national survey. 



DEMOGRAPHIC 
INDICATORS 

Total I'opulation: 
25,0cO,C;r0 (90) 

Life Expectancy at 
Birth: 
62 Years (!lo) 

Chiltlrcn Under 1: 
809,888 (90) 

MOROCCO HIGHLIGHTS 

Since the first onnunl National 
Vaccination Day i n  1987, when the 
goal of 80 percent vaccination cover- 
age was surpassctl. Morocco has 
sustained a high rate of coverage 
for chiltlren aged 12-23 ~nonths. 'llw 
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 tlis- 
eases has decreased. No new cases 
of polio have been reported since 
1988. In addition, the number of new 
rneasles cases has declined so dra- 
nlatically that the Ministry of Public 
Health is consitlering special training 
in the identification of n~caslcs cases 
to ensure that health care workers 
can properly diagnose measles. 

8 USAID-supported child survival 
interventions in Morocco began 
in the early 1970s with an en~pl~asis 
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 Deniognph- 
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. 

8 The 1987 Demographic and Health 
Survey data also assessed the impact 
of the Vkite d Donticilc de Motivatiotr 
Systhmatique (home delivery of fanii- 
ly planning/child survival activities) 
by comparing data kom project and 
nonproject areas. In the project areas, 

Annuill Infant 1)eaths: 
62,576 (90) 

Infant Mortality Rate: 
731 1,000 (87) 

Under 5 Mortality 
Kate: 
107/ 1.000 (90) 

'1i)tal Fertility Rate: 
4.6 Children (87) 

tnothers rcl~orlrtl nlore ;rttc.ndeJ 
births, ;I higher use of orid rehyc~ra- 
tion salts (ORS) lo trwt tli;~rrhca, a 
lower incidence of (liarrhea, greater 
inimunization covcnge, and more 
use of prenatal care, 'Ilie survey 
data also show that infant mortality 
tleclinetl at a ~nuch grrater rate than 
i n  nonproject areas. While other 
factors may well have had an effect 
on the infant mortality rates, project 
services undoubtedly wcrc e contrib 
uting factor. Child survival services 
are now being extended to the non- 
project areas. 

BILATERAL PROJECTS 

8 Family Plannlng Support Ill is 
a compreliensivc national maternal 
antl child I~ealth and family planning 
enterprise implenlentcd and man- 
aged by the Ministry of Public Health 
with funding from US.4ID, the United 
Nations Fund for Population Activi- 
ties, and UNICEIC 'rile project's key 
child survival interventions have 
been extended to 75 percent of the 
population by visiting nurses, who 
focus on birth spacing and fanlily 
planning, immunization, diarrheal 
disease and oral rehydration therapy, 
nutrition (including breastfeeding. 
growth monitoring, and appropriate 
weaning practices), and prenatal 
and delivery care. 

8 Family Plannlng Support IV, 
a continuation of Family Planning 
Support 111 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 previou* 
ly underserved populations in  urban 

CHILD SURVIVAL 
INDICATORS 

I~~ln~unization 
Covcri~gc: 
1)1'13: 81% (!lo) 
1101i03: 81% (90) 
Measles: 73% (90) 
BCG: !)5% (90) 
'I'etanus2t: 33'X) (90) 

Ocd I<ehytlr;~tion 
'111erapy: 
OHS Access: 44'1, (H!)) 
01W Use: 1410 (89) 

Contraceptive 
I'revalence: 3(rX1(87) 

Atlequate 
Nutritional 
status: H ( ~ x I ( x ~ )  

slums and remote rural areas. In 
1990, 12 additional provinces were 
inclutletl in the projtbct area, which 
now covers the entire country. Sus- 
lainability of child survival intcrven. 
lions is a priority under 1:amily Plan- 
ning Support IV. With the rctluction 
i n  other causes of death, the 1989 
USAID-supported National Infant 
and Child Mortality Survey revealed 
that56 percent of infant tleaths oc- 
curred within the first 28 days. Over 
(iO percent of thosr neonatal tleaths 
wcrc caused by nc'onatal tetanus, 
birth trauma, and prematurity. I3esctl 
on the survey findings, prenatal antl 
delivery interventions will be given 
increased attention under Family 
I'lanning Support IV. 

The Govern~nent 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 
fied vaccination centers (or "contact 
points") antl mobile teanis. 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 profinn1 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. 

Appropriate Infant 
1:cctling: 47% (87) 

Exclusively 
Breastfed: 421 (87) 

Inlrotluction 
of Solids: 4Y11 (87) 

Ureidfed 1 Year 
or Longer: (23% (87) 
Sn DATA NOTES 

1 1 e  success of private sector involve 
ment in the vaccination campaigns 
has persuaded nlinistry officials of 
the value of this approach. Private 
sector atlvertising firms have retle 
fined how the public views personal 
health through e variety of cam- 
paigns, inclutling 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 
agrecnlents have been negotiated 
with private firms that are willing 
lo provitlc family planning services. 
Illcse 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. 

II Sector Support Tralnlng enabled 
seven physicians and administrators 
to receive valuable long-term gradu- 
ate training in epidemiology and 
niaternal health in 1990. 

USAID/WASHINGTON 
SUPPORT 

Bureau for Science and 
Technology Support 

8 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 technlcal assistance 
was provided as follows: 

8 AIDSTECH assisted in the prepa- 
ration of an educational program for 
high risk women that focused on 
specific prevention measures. 

8 REACH (Resources for Child 
Health) reviewed private sector 
health investment and service 
delivery in Morocco. 



DEMOGRAPHIC 
INDICATORS 
Total Population: 
19,143,169 (90) 
Life Expectancy at 
Birth: 
52 Years (90) 

Children Under 1: 
663,569 (90) 

Annual Infant Deaths: 
89,467 (90) 

Infant Mortality Rate: 
123/1,000 (90) 
Under 5 Mortality 
Rate: 
187/1,000 (90) 

Total Fertility Rate: 
5.7 Children (90) 

CHILD SURVIVAL 
INDICATORS 
Immunization 
Coverage: 
D M 3  71% (89) 
Polio3 71% (89) 
Measles: 58% (89) 
BCG: 88% (89) 
TetanusZt: 2!% (89) 

NEPAL HIGHLIGHTS 

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 pncunlonia can be untler- 
taken at the community level. This 
groundbreaking program trained 
community health workers to tliag- 
nose and treat childhood pneunionia 
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 ARls occurred aniong 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 
diflicult 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. 

8 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 
volunteers will ease women's entry 
into the health care system. Volun- 
teers will work in coordination with 
village health workers, referring in- 
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 

volunteers into its project. and in 
some cases the volunteers double 
as sales agents promoting the usc 
of oral rchytlration salts (ORS), oral 
contraceptives, and contlonis. 

BILATERAL PROJECTS 

n Integrated Rural Health/Famiiy 
Planning Services, conipleted in 
1990, supported the Government of 
Nepal's efforts in diarrheal disease 
control, imnlunization, birth spacing, 
and malaria and ARI control through- 
out rural Nepal. USAID supported 
a major research project on A N .  A 
parastatal firm, Contraceptive Retail 
Sales Company, has been privatized 
with assistance from USAID and is 
providing condoms and oral contra- 
ceptives for sale through this project 

n Chlld Survival and Famliy Plan 
ning Services, which began in 1990, 
is designed to inlprove 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 d e  
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 marketirlg of con- 
traceptives. 

USAID/WASHINGTON 
SUPPORT 

US. Private Voluntary 
Organlzatlons/FVA/PVC 

8 Adventist Development and 
Relief Agency began providing child 
survival services in Nepal in 1990. 

Oral Rchytlration 
Therapy: 
OHS Access: 80% (88) 
ORT Use: 14% (89) 

Contraceptive 
Prevalence: 18% (90) 

Adequate 
Nutritional 
Status: N/A 

Appropriate lnfar~t 
Feeding: N/A 

Exclusively 
I3reastfed: N/A 

Introduction 
of Solids: N/A 
Breastfed 1 Year 
or langer: N/A 
5.. DATA NOTES 

8 Freedom from Hunger Found* 
tlon works with the Fanlily Planning 
Association of Nepal to support diar- 
rheal disease control, immunization, 
breastfeeding, growth monitoring, 
nutrition, maternal health, and cliiltl 
spacing. Mobile teams provide ser- 
vices while screening for children 
at high risk for ~nalnutrition or with 
diarrhea. Follow-up honie visits are 
made to all high risk children to en- 
sure proper ~ ~ s e  of ORS and to teach 
molhcrs about basic nutrition. The 
project targets 22,000 residents living 
in Sindhupalchok district in north- 
eastern Nepal. During 1990, project 
activities also included the training of 
trditional 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. 

8 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 tcm- 
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 
families about alternative family 
planning methods and how contra- 
ceptives can be obtained. Use of 
ORS and contraceptives is promoted 
through demonstrations at the Gaija- 
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 

percent in 1990 as a result of pro- 
motional efforts and sales agent 
follow-up. R~ising public awareness 
of contraceptives and ORS has also 
increased the credibility of the 
sales agents. 

Bureau for Sclence and 
Technology Support 

Vitamin A for Health Uohns Hop 
kins University) is conducting stud- 
ies to assess the role of vitamin A 
supplenientation in reducir~g nior- 
tality and morbidity among infants, 
children, and mothers. A study of 
the safety of vitamin A supplemen- 
tation for infants under six nionths 
of age is also under way. 

Short-term technical assistance 
was provlded a s  follow: 

8 CSAP Support (CIHI/ISII) 
assisted in an assessment of USAID's 
contribution to nutrition activities. 

8 ORT Help trained Peace Corps 
volunteers in child survival inter- 
ventions. 

8 PRITECH (Technologies for 
Primary Health Care) assisted in 
the evaluation of training needs for 
MOH district-level managers. 

8 REACH (Resources for Child 
Health) provided assistance in vita- 
min A activities in the Jumla district. 

8 Vector Biology and Control eval- 
uated Nepal's Malaria Control Divi- 
sion and found that it successfully 
linlited new cases of malaria despite 
diminishing resources. 

8 VITAL (Vitamin A Field Support 
Project) assisted in a preliminary 
investigation of the feasibility of 
integrating vitamin A supplemen- 
tation with the Expanded l'rogram 
on Immunization. 
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PAKISTAN HIGHLIGHTS 

8 Since l!)t12, when USAID stepped 
up its support for primary health care 
in Pakistan, the itnn~unization cover- 
age rate for cldtlren aged 12 to 23 
months has increasctl from only 8 
to over 80 percent i n  1!)!)0, with the 
exception of nieaslcs, which dropped 
to 75 percisnt. 

8 Sales of oral rel~ytlmtio~i salts (OHS) 
doubled in l!)I)O, partially because 
Pakistan rescinded a ri.g~lation that 
considered OKS a pharn~aceutical 
antl limited its distribution to chemist 
shops. Now, huntlretls of thousands 
of groceries and general stores have 
become potential distribution points 
for ORS. 'Ihe 70 percent of the pop 
ulation (nlostly rural) that does not 
have access to chemists will now have 
access to OKS. This policy change 
provides a great incentive for private 
sector development and distribution 
of ORS, land 0' Lakes. Inc., antl 
Pakistani dairy producers, with assis 
tance from PRITECH, have already 
tleveloped premixed ORS antl u p  
graded packaging technoloby. 
Brothers, which hasalargedistribu- 
tion network in Pakistan, is discuss 
ing distributing Searle Pharmaceuti- 
cal's new ORS to its 100.000 outlets. 

BILATERAL PROJECTS 

8 Primary Health Care, completed 
in 1990, built a solid foundation of 
quality child survival services. 
Although results are diflicult 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 rate: 
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 

survival i~~tcrventions. An additional 
2,898 ~~wtlicd officers reccivid III;III- 
;~geoia~t training. 'I'ri~ini~~g cfforls 
have resultetl i r ~  incrcwctl ;~cci~ptance 
of primary l~ealth care str;~tcgics and 
an awareness of tlic cost-effidvc- 
ncss of prevcntive progriulis. 

8 ChIldSurvival project, with assis- 
tance from USAII), the Can;di;m 
International I)cvelopn~ent Agency. 
UNICEI:, ;~ntl IVorltl tlidth 0rg;tni- 
z;~lion promotes tliarrhral tlisrasc. 
co~~trol. i~munization, child spacing, 
nutrition, breastfeeding, antl other 
services. Since 1!)88, the project has 
contributed greatly to thr growing 
accessibility and use of OHS through- 
out the country. 1'KI'I'I:CH has strong- 
ly encour;~gctl antl fi~cilit;~tctl private 
sector involvement in OKS produc- 
tion, marketing, and distribution. 

8 Malaria Control I I  integrated 
malaria control with general health 
services lo increase the cost-effec- 
tiveness of vector control. Costly 
door-to-door case detection is being 
replaced by surveillance~basetl, 
passive detection in health facilities. 
Houses and villages arc 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 Volutltary 
Organlzations/RIA/PVC 

8 Adventist Development and 
Rellef Agency established an ex- 
panded maternal and child health 
services program, which is partially 
supported with local funds. Mobile 
teams visit 357 villages to imniunize 
women and children. In 1990, the 
project trained comn~unity 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 
INDICATORS 

I~i~n~u~~izi~t ion 
Covcmgr: 
l)lrl:~: 8YX, (!lo) 
I'olio3: 8N" (!lo) 
Measles: 75',V1 (!)0) 
K G :  87% ( I ) ( ) )  
, . I ctanus2t: 7(rXl (!lo) 

A ~ I I I ~ I I I I ~ ~ ~ I ~ L ~  1 1 1 f ~ t  
Feidi~~g: N/A 

Exclusively 
Iirc;~stfetl: N/A 

Introtluction 
of Solitls: N/A 

1ire;1stfed 1 Year 
or longer: N/A 

agid 12 to 23 tnontl~s   re immunizrd; 
ti7 perce111 of motllers hew receivrtl 
two tloscs of tel;~nus v;~ccine. '1111, 

projids iwluatiim found thnt 95 pcr- 
ccwt of cliiltlriw with tli;~rrl~r;~ win. 
prolwrly fctl or brc.astfetl tl~rtrughout 
the episotlc. Project cxl)ension i n  
1!)!)0 provitlctl covimgc for nn atltli- 
tionill 100 villagcs. 

8 Aga Khan Foundation provitlrs 
chiltl survival serviccs ill the North- 
ern Areas ;inti Cl~ital district of I'i~k- 
istan. 111 1!)!)O, the project incrc;~sctl 
its target popul;ition by 70 perciwl. 
;mtl it is now serving l8!?0()O ~)ersons. 
Most services are provided by 540 
trained community I~ealth workers 
and tratlitionill birth attcntlar~ts, 
and through 32 village health cen- 
ters.'l11c services provitletl by health 
workers arc governid by vilkge or- 
ganizations. which set policy and pri- 
oritize services. One village org;~ni- 
zation devised ;I way to encourage 
mothers to have the traditional birth 
attendant present at birth antl com- 
pensate the traditional birth attcn- 
tlant: A flat rate is cl~argcd for three 
antenatal visits ard delivery, but if 
the traditional birth attendant is not 
called in  to assist the tlclivcry, the 
rate is tloubletl. 

8 World Vlslon Rellef and Devel- 
opment began providing child 
survival services in the outskirts 
of Islamabad in 1990. 

Bureau for Science and 
Technology Support 

8 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 itcceptablc riccbasetl diet for 
children suffering from persistent 
diarrhea. 

8 Demographic and Health Sur- 
veys assisted the National Institute 
of Population Studies in a national 
survey. 

8 PRICOR (Primary Health Care 
Operations Hesearch) tlcvclopctl 
tools basic health unit workers can 
usr for ~xitient ~~~an;~grnlrnl,  inclutl- 
ing two nlcmory ;litis (;I reference 
guide and an outlx~tir~~t dispensary 
slip). A follow-up stutly showed ;I 
63 prrciant i~~crcwr  i n  p;~lients who 
knew wlwn to rcturl~ for the next 
irnmuniz;~tion b;~secl on I~e;~ltl~ 
worker instruction. 

8 PRITECH CIi.chnologics Tol- I'ri- 
niary Health Care) I~as been instru- 
~oenli~l ill increasing the protluction. 
distribution, mtl marketing of 016 
by the private sector. IWXCH h;~s 
provitletl training in nwket rrscwcli 
to private protluccrs of ORS and 
served as ;I catalyst for ;~ction be- 
tween the government and commer- 
cial sectors. 

8 WIN (Women i~nd Infant Nutrition: 
A Family 1:ocus) promoted breast- 
feeding by helping to improve the 
knowledge and practices of health 
care workers. 

Short-term technical assistance 
was provided as follows: 

8 AIDSTECH conducted an HIV 
infection antl AIDS needs assessment. 

8 CSAP Support (CIHI/ISH) 
assisted in information management. 

8 Health Financing and Sustain 
ability project assisted in setting 
up a health linancing study to i~ves- 
tigate cost-saving and cost-sharing 
schemes. 

8 ORT Help participated in a 
maternal health needs assessment. 

8 REACH (Resources for Child 
Health) evaluateci the field trial for 
SoloShotl"', a nonreusable syringe 
designed to prevent the transmission 
of infection through reuse of contam- 
inated syringes, and found it to be 
easier to use than the conventional 
syringe. 

8 Vector Biology and Control 
participated in the evaluation of the 
Malnria Control I1 project. 
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YEMEN HIGHLIGHTS BILATERAL PROJECTS 

8 Over the past three years, prog- 
ress in immunization coverage has 
been nlost noteworthy. Current esti- 
mates arc that national coverage for 
DPR (diphtheria. pertussis, teta- 
nus) has ju~~lped from 14 percent in 
1987 to 89 percent in l!)I)O. Success 
is largely attributed to UNICEF's 
coordination of nlultisectonl partic- 
ipation in immunization campaigns 
and effective use of mass media. One 
particularly effective con~ponent of 
the Expanded I'rogratn on Immuni- 
zation is a monthly journal providing 
coverage information, by governor- 
ate, to all imnwnization workers. The 
journal promotes a sense of friendly 
competition among the regions using 
colorful graphs to compare gover- 
norate coverage rates. 

8 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 conlpletetl 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. 

8 Accelerated Cooperation for 
Child Survlval works to train prima- 
ry health care workers and to tlevcl- 
op a health services tlclivery syste~n. 
In 1990, a training curriculum was 
cornplctetl by the Ministry of Health 
with assistance from I-IEAIJ"HCOM 
and IGACH. Traincrs/supcrvisors 
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 o n  oral rehydration therapy, 
imn~unization, nutrition, and the prcL 
vention antl 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 thc 
Yemeni population with access to 
preventive and curative services. 

With the assistance of HEALTH- 
COM, the Directorate General of 
Health Education is undertaking the 
design 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 implc- 
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. Lirensing 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. 

Oral Rehyrlrati 
'Il~erapy: 
OM Access: 
O N  Use: 

Contracel~livc 
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of Solids: 
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Sea DATA NOTES 

I lw Accelerated Cooperation for 
Child Survival project will also be 
helping to rnotlcrnize the National 
Epitlemioloky antl Disease Control 
I'rogra~n. A technical advisor in NIX 
and child survival will assist in the 
design of a system to track the inci- 
dcnce antl prevalence of various 
diseases. I l e  program will assist in 
upgrading the government's central 
laboratory ;mtl tlcveloping stralegies 
to investigate tliseasc outbreaks. 

8 Tlhama Primary Health Care, 
which ended in 1!)90, assisted thc 
government i n  developing a primary 
health carc 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 antl 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 Cn- 
operation for Child Survival project. 
Lessons learned in Tihama will be 
applied to improve the model for 
service delivery in the other three 
provinces. 

USAID/WASHiNGTON 
SUPPORT 

Bureau for Science and 
Technology Support 

8 Demographic and Health 
Surveys is planning the upconling 
Yemeni national demographic and 
health survey. 

8 HEALTHCOM (Con~munication 
for Child Health) assisted the gov- 
ernment in the Accelerated Cooper- 
ation for Child Survival project by 
working with the IXrectorate Gener- 
al of Health Education to strengthen 
its capacity to plan, develop, impli.- 
ment, and evaluate effective child 
survival communication programs 
nationwide. 

8 REACH (liesources for Child 
Healtb] assisted the government 
with tl.2Accelerated Cooperation for 
Child Survival project by conducting 
training-ofitminers 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 KMCS (Technical Advisor in 
AIDS and Child Survival) provided 
assistance to develop the National 
Epidemiology and Disease Control 
Program. 

Short-term technical assistance 
was provided a s  follows: 

8 AIDSTECH promoted AIDS educa- 
tion and prevention activities. 

8 OR1 Help trained Peace Corps 
volunteers in potable water activities. 



I n 1985, in the middle of what has 
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 lifesaving preventive ser- 
vices for children. Six countries were 
designated as child survival cmpha- 
sis countries: Bolivia, Ecuador,Cuat- 
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 hfant 
mortality to 60 per 1,000 live births. 
During 19851990, the child survival 
program in the IAC 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. 

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 ara 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 
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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 IAC 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 improven~ents in immuni- 
ration 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 IAC region as a whole masks 
wide disparities among countries, 
and, within countries, among urban, 
pen-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. 



Peru Haiti Guatemala 

USAlD will continue to focus child 
survival efforts in L?ln America 
and the Caribbean on expanded im- 
munization and control of diarrheal 
diseases, but with an approach that 
increasingly addresses other factors 
that affect child survival. Immuni- 
7ntion programs must evolve and 
become institutionalized so that na- 
tional vaccination days are not seen 
as the optimal means of achieving 
desired coverage rates. Private and 
public health facilities should have 
vaccines and trained personnel avail- 
able to provide vaccinations at any 
given opportunity. Without more per- 
manent mechanisms for immuniza- 
tion, gains made in polio eradication, 
for example, could be lost. In the next 
decade, immunization efforis should 
focus on improving coverage for 
both measles and neonatal tetanus. 

New diarrheal disease control tar- 
gets set for 1995 emphasize correct 
treatment of diarrhea. To achieve 
these targets, donor and host govern- 
ment coordination will have to be 
improved. In general, more empha- 
sis must be placed on involving host 
governments, donors, health mainte- 
nance organizations, private physi- 
cians, pharmacists, local voluntary 
organizations, and members of the 
advertising industry in child survival 
activities if sustainability is going to 
be achieved. Possible strategies in- 
clude focusing on preventive health 
care, generating long-term private 
sector commitments, and charging 
appropriate user fees. 

The data presented here suggest 
that efforts to date have been effec- 
tive in attaining the child survival 
goals outlined in 1985.11e challenge 
for the 1990s is to ensure that current 
programs are strengthened and that 
interventions are not only institution- 
alized and made more sustainable 
but expanded to cover the individu- 
als yet to be reached. 

Bolivia Honduras El Salvador 
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7,313,(32 (!I01 

I.ik I:xpecl;o~cy i11 
I3irth: 
54 Yem (!I()) 

Children Untlrr I: 
285,9!)3 (!lo) 

AIIIIIMI 1t1fi111t I )t'i~ll~s: 
3 I ,24!1 (!lo) 

Infant Mortality l<i~t(*: 
101/ 1,000 (!lo) 
LJntler 5 Morti~lity 
Ihtc: 
1571 1,000 (!lo) 
Total 1:crtility 1<;1ti~ 
5.9 Children (!)(I) 

13reastktl I YLW 
or I ~ n g  71% (X!)) 

81% (8!)) soo DATA NOTES I I 

BOLIVIA HIGHLIGHTS coortlinatc.s IJVO rilsourccs ;ind 
collabora~ion with the MOI-I. '111~ 
project is working to strcngthw 
I'VO he;~Itli inforn~;~tion systc~n~s, 

works to in~prove vil;~n~in A sl;~tus 
through vit;nnin A distribution, cook- 
ing groups. and vegclable gi~rtlrns. 8 In Bolivia. private voluntary orga- 

nizations (IIVOs) have played a sip 
nificant rok in in~provink ' ' 1n11nu- 
niz;ition cover;lge ageinst diphtheria, 
pcrlussis, and Iclitnus. I n  1!)!)0, when 
thr national coverage rate was 4 I 
percent. Frccdon~ from tlunger, 
Project Concern International, anti 
Esperanpa achieved I)PI3 coverage 
rates of 48, 69, and 79 piwrnt, re- 
spectively, in their project regions. 

Bureau for Sclence and 
Technology Support 

USAiD/WASHiNGTON 
SUPPORT 8 ORS Packets assisted thc MOI I 

with procuring, distributing, and 
n~arketing orid rehydration s;iIts 
(ORS) p;~cltets nelionwitlc*. 

a CSAP Support Uohns I lopkins 
Llnivcrsily) provitlctl ;I Child Survival 
I~ellow to work with I'HOCOSI to 
tlevelop child survivd progr;ans. 

U.S. Private Voluntary 
Organizations/FVA/PVC 

8 Radlo Education builtls on Uo- 
livi;is succc4ul use of rwlio to con- 
vey hral111 mcss;~ges to cl~iltlrrn in  
thrcc tlepartn~ents. A weekly radio 
program, "Diarrhea IJrevrntion inid 
Oral Hehytlration 'Il~rrapy." was 
aired in 1!)!)0. 

8 Andean Rural Health Care works 
with t11v M O l l  ;nd local orgi~nizn- 
lions to integrate child survival pro- 
granls into this prin~;iry hi~d111 c;\rc 
network scrving 10.000 ~~eoplr i n  
lhr 1;1 l'az tlep;~rln~ent. Scrvii~s arcb 
bcing cxpendetl untlcr ;I 1!)!)0 gr;nlt. 

I Demographic and Health Surveys 
contlucletl an in-tlepth I~ealth survey. 

8 Mothercare (Maternal and Neo- 
~ t a l  Ilidt11 and Nutrition), whic11 
works to in~l)rovc rl~;~li~rnal Iiealll~ 
;~ntl ncon;~t;d surviv;~l, is tlevclopiog 
projects in  Coch;~b;unba ;~nd Ioquisivi. 

8 PRITECH Ckchnologies for I'ri- 
mary Health Care) provides a com- 
municator and pediatrician to I'RO- 
COSl and short-term assistance. 

8 TAACS Cfichnical Advisor in 
NIX and Child Survival) is assisting 
the Mot1 in tleveloping rl Cliagas' 
disease control program. 

8 USAID is working to ensure that 
chiltl survival I)rograrns will have 
lasting benefits. IIROCOSI, a fetler- 
ation of 10 U.S. and Bolivian I'VOs 
created with USAID assistance i n  
1988, recently became ii registered 
association. In atltlition to coordinat- 
ing child survival activities antl pro- 
viding financial end technical assis- 
tance to member PVOs. I'KOCOSI 
has fielded 50 technical consultancies, 
conducted 20 workshops, and estab- 
lished a technical resource center, 

8 Child Survival and Rural Sani- 
tatlon, through CAKI:, ;I L1.S.-basctl 
IJVO, assists thc MOH i n  ~)rovitling 
water ;tnd sanitation services and 
education to over 60,000 people in 
five tlepartments. In 1990, over 100 
water systems were conslructetl. 

8 Esperan~a sponsors primrry 
hc;dlh carr interventions in remote 
erras of the Chi~co region. Inn~~uni~ 
zation coverage rose 15 percent in 
1990 through health worker efforts. 

a Food for thc Hungry currently 
promotes oral rehytlration Ihrrapy 
(OR'I'), in~n~uniz;~tioo, and proper 
nutrition through n~othcr centers 
in 89 rural communilies. Acceptance 
of OR'r solutions has been greater 
than anticip;~ted, and the project has 
raised its goal for O W  use from ti5 
to 75 percent. 

a AIDS Preventlon and Control 
works with the MOH to educate 
conlniunities and health care provitl- 
ers about AIDS. In 1990, the project 
assesset1 perinatal Iransn~ission of 
the NDS virus. 

BILATERAL PROJECTS 
8 WIN (Women anrl Infant Nutrition: 
A Family Focus) supporls the Well- 
start Lactation Management Etluca- 
lion I'rograni by training I~calth 
workers to promote optin~al breast- 
feeding. I'articipants have tlcvchpcd 
a national working group for the 
promotion of brci~stfeeding. 

8 Community and Child Health 
assists the Ministry of Health (MOH) 
with child survival activities in the 
rural and pen-urban areas of L.a I'az. 
Cochabamba, and Santa Cruz. The 
project is developing a component to 
control Chagas' disease, an endemic 
health problem in Bolivia. 

8 improving the Impact of PL 480 
Resources, iniplementetl by the 
Adventist Development and Relief 
Agency, Caritas, and Fuod for the 
Hungry, provides technical assistance 
and training lo private sector groups 
engagerl in child survival activities. 

8 Foster Parents Plan provides 
child survival services in Ihc cities 
of Sucre and Altiplano through two 
grants awarded in 1990. 

8 Freedom from Hunger assists the 
government in introducing child sur- 
vival interventions into 40 con~muni- 
ties. ' n ~ e  introduction of vegetable 
gardens and grec~nhouses lo women's 
groups has irnprovctl eating habits. 

Short-term technical assistance 
was reported as follows: 

I AIDSCOM assisted in AIDS edu- 
cation and communication. 

8 OR1 and Child Growth Monltor- 
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. 

8 Reproductive Health, working 
with the MOH antl local nonprofit 
groups in three major cities, is a new 
project designed to prevent high risk 
births through promotion of contrrr- 
ceptives and hr~.:r~ffeeding. 

8 AIDSTECH developed NDS prc 
vention programs. a Project Concern International 

works with local health authorities in 
rural areas of Cochabamba and Poto- 
si to provide child survival services 
through trained community health 
workers, nurses, anrl doctors. In 1990, 
224 medical personnel were trained. 

a Nutrition Education and Soclal 
Marketlng fleld Support trained 
in the Rapid Assessment Procedure 
related to infant feeding practices. 

8 REACH (Resources for Child 
Health) strenkehened neonatal teta- 
nus control strategies. 

REGIONAL PRCIECTS 
8 Self-Financing Primary Hoalth 
Care, with PROSALUD, il local PVO, 
offers health and child survival inter- 
ventions through a network of pri- 
vate clinics. In 1990, the pro,iect built 
six new health centers. 

8 Accelerated lmmunizatlon works 
to improve child survival in the Anier- 
icas by reducing vaccine-preventable 
diseases. A televisio~i special was 
aired to promote the Andean Vacci- 
nation Day in April 1990. 

8 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 

a Vector Biology and Control sup 
ported vector-borne tliscase control. 8 Chiid Survival PVO Network, 

implemented by Save the Children 
Federation (SCF) and PROCOSI, 

8 Andean PeaceScholarshlps spon- 
sors short- and long-term study in 
the United States for students fronl 

8 WASH (Water antl Sanitation 
for Health) worked in water and 
sanitation. 



DEMOGRAPHIC 
INDICATORS 
'Iblal I'opulation: 
10,587,22(i (90) 

life Expectancy at 
Birth: 
66 Years (90) 

Children Under 1: 
325,675 (90) 

lnfimt Mortality Itate: 
511 1,000 (87) 

Under 5 Mort;llity 
Iht e: 
83/1,000 (90) 

Total Ikrtility Itate: 
3.8 Clliltlren (X!)) 

CHILD SURVIVAL 
INDICATORS 
Imnlunization 
Coverage: 
I)IY13: 6!)% (90) 
I'olio3: 66% (90) 
Measles: G2X (90) 
15CC: HYh (90) 
'Ii.tanus2t: 23111 (89) 

Oral 1~ehyrlr;lIion 
'Il~crapy: 
ORS Accc!ss: 54'1, (H!)) 
OK'I' Use: 701, (89) 

Contraceptive 
Prevalence: 4% (89) 

Atleguate 
Nutritional 
Status: 76% (87) 

Appropriate Infant 
Feeding: 24'h (87) 

Ilxclusively 
13rc;1stktl: 27% (87) 

Ialrotluctioe 
of Solids: 15% (87) 

Breastfed 1 Year 
or I~nger :  56% (87) 
sea DATA w o r n  

ECUADOR HIGHLIGHTS works to esteblish fin;~ncially self- USAID/WASHINGTON 'Illis cost-effective alternative to 

8 In Esmeraldas province of Ecuador, 
REACH has been working with local 
government officials, local leaders, 
and the Red Cross to eliminate netr 
natal tetanus tlcaths by strengthcn- 
ing local imn~unization 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 i n  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 episodes and 90 percent con- 
tinued breastfeeding. 

BILATERAL PROJECTS 
8 Intograted Rural Health Dellvery 
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. 

8 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 
(AM in several highland and coastal 
provinces. Regional training courses 
in ARI are being developed to train 
hea!th personnel in each province. 

8 OPG: Private Sector Health 
Dellvery Model, implemented by 
MAP International, a US.-based pri- 
vate voluntary organization (NO), 

reliant community organizations 
to provitle n~aternal, child, and other 
health services to 30,000 people i n  
hf/o comnlunilies in El Oro province. 
In 19!U 20 traditional healers and 
health workers re::eivetl training 
in financial management. 

8 Water and Sanitation for Health 
and Ecuadorian Development com- 
plements water antl sanitation activ- 
ities begun by the Integrated Rural 
Health Delivery Systems project. 
IIle goal ofthe four-year project is 
to improve the health of infants and 
children by strengthaling 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 
8 Accelerated lmmunlzatlon works 
to improve child survival in the Amer- 
icas by reducing vaccineprevcntable 
diseases. A one-hour television spe 
cia1 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. 

8 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 d c  
signed for 18 MOH technical and 
administrative health professionals. 

U.S. Private Voluntary 
Organlzatlons/FVA/PVC 

a Catholic Rellef Servlces works 
through 70 women's clubs in the 
regional capitals of Cuenca, L~taun- 
ga, and I'ortoviejo to improve the 
nutritional status ofchildrcn under 
age six through promotion of ORT 
and immunizations and provision 
of growth rnonitoril~g and other 
nutrition services. Project beneficia- 
ries receive technical assistance antl 
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. 

8 Project HOPE operates a service 
delivery project in the Manabi and 
h a y  provinces that seeks to in- 
crease child survival through nutri- 
tion education and zccess to immu- 
nizations, OR'I: and other health 
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 

AIDSCOM provides assistance 
in AIDS education and prevention. 

8 AIDSTECH assists laboratory 
technicians in blood screening and 
HIV testing procedures, and the 
h1OH in AIDS surveillance activities. 

8 Applied Dlarrheal Dlsease 
Research is developing a study 
on the epidemiology of invasive 
diarrhea in day care centers. 

8 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. 

incubators for nurturing premature 
and low birth weight infants involves 
carrying the infant closely bound to 
the mother's breast. 

8 REACH (Resources for Child 
Health), through a long-term tech- 
nical advisor, is supporting MOH 
immunization efforts in  the northern 
coastal Esnicraldas province. 'llle 
project trains physicians, nurses, 
community health workers, school- 
teachers, and community leaders 
in immunization. 

TAACS (Technical Advisor in AIDS 
a d  Child Survival) assisted the MOH 
in developing a national strate~y to 
reduce maternal mortality, and the 
USAID mission in drcigning a project 
component on health care financing. 

8 WIN (Women and Infant Nutri- 
tion: A Rmily Focus), supports the 
Wcllstart Lactation Management 
Education program to promote opti- 
mal breastfeeding by improving the 
knowledge and practices of health 
rare workers. 

Short. ;em technical asslstance 
was reported as follows: 

Wealth Rnanclng and Sustaln- 
ablllty provided technical assistance 
in health care financing and sustain- 
ability. 

8 HEALTHCOM (Communication 
for Child Survival) provided techni- 
cal assistance to strengthen commu- 
nication and promotion activities in 
immunization, ORT, and other child 
survival interventions. 

8 OR1 Help trained Peace Corps vol- 
unteers in child survival interventions. 

8 PRITECH (Technologies for Pri- 
mary Health Care) worked with the 
MOH to improve its management 
information system. 

8 Vector Blology and Control 
supported malaria control efforts. 

8 WASH (Water and Sanitation 
for Health) worked in water and 
sanitation. 



DEMOGRAPHIC 
INDICATORS 

Total Population: 
9,197,345 (90) 

Life Expectancy at 
Birth: 
63 Years (90) 

Children Under 1: 
351,593 (90) 

Annual lnf;~nt I)ci~tlis: 
19,542 (!lo) 

Infant Mortality Hale: 
72/ 1,000 (87) 

Under 5 Mortality 
Rate: 
90/ 1.000 (90) 

Total Fertility Rate: 
5.5 Children (90) 

Breastfed 1 Year 
or Imger: N/A 

55'11 (87) DATA NOTES 

GUATEMALA HIGHLIGHTS 8 Community-Based Health and 
Nutrltlon Systems works with the 
MOH to tlevelop water and sanitation 
systems for rural conlrnunities in six 
departments. Completed in 1!)90, the 
project built over 16,000 latrines arid 
168 water systems. 

A distribution, community gardens, 
and nutrition education. The project 
is expanding its services through a 
child survival grant awarded in 1990. 

to improve maternal and neonatal 
Ilealth by training traditional birth 
attendants. MotherCare is assisting 
i n  the development of the Quezaltcb 
nango demonstration project, which 
will focuson the management of high 
risk maternal and neonatal events. 

w A USAID-supported private volun- 
tary organization (PVO) has prompt- 
ed important regional-level policy 
changes. Because neonatal tetanus 
is a major cause of death in newborns, 
Project HOI'Esupported vaccination 
campaigns in the San Marcos depart- 
ment added tetanus toxoid vaccina- 
tion for women. 'Illis resulted in a 
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. 

8 La Leche League lnternatlonal 
pronlotes optimal breastfeeding 
through women's groups in (hate- 
mala City. To proniote colostrum as 
baby's first vaccine, the project added 
colostrum to the MOH's immuniea- 
lion coverage logo and produced the 
design on posters now hanging in 
4 0  health centers. 

8 Nutrition Education and Soclal 
Marketlng Field Support, wllich 
supports communication training 
capabilities, assists INCAP in tlevel- 
oping a water and sanitation commu- 
nication strategy, 

REGJONAL PROJECTS 

8 Accelerated immunization 
works in the Americas to reduce 
vaccincpreventable diseases. In 
1990, studies were conducted on 
improving coverage in  Guatemala. 

s Project Concern lnternatlonal 
assists the MOH in expanding health 
services to women and children in 
two isolated cities. In Santiaguito, 
conmunity health volunteers pro- 
mote health services through home 
visits and educational meetings. 

8 PRICOR (I1rimary Health Care 
Operations Research) provides tecli- 
nical assistance to INCAI' in health 
systems development. 

a ORT, Growth Monitoring and 
Nutrltlon Education, jointly spon- 
sored by the Institute of Nutrition for 
Central America and Panama (INCAP) 
and the MOH, works to improve 
maternal and child health in Central 
America. 'The project is conducting 
operations research on local moni- 
toring of health programs. 

8 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. 

8 Project SUPPORT works in diar- 
rheal disease control. 

8 WIN OVomen and lnfant Nutrition: 
A Family Focus) supports the Well- 
start Iactation Management Educa- 
tion program by training health care 
workers to promote optimal breast- 
feeding. 'lhrough the Clearinghouse 
on Infant Feeding and Maternal 
Nutrition, WIN assists INCAP'S 
nutrition clearinghouse. 

8 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 werr 
applied lo plastic bottles and distrib 
uted to families throughout the proj- 
ect area. The project was awarded a 
grant to expand vitamin A activities. 

8 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. 

BILATERAL PROJECTS 

a lmmunizatlon and ORTServlces 
for Chlld 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. 

Short-term technical assistance 
was reported as follows: 

8 AIDSTECH worked to improve 
clinical management of sexually 
transmitted diseases. 

USAID/WASHINb i0N 
SUPPORT Bureau for Science and 

Technology Support 
U.S. Private Voluntary 
Organizations/FVA/PVC 8 AIDSCOM assists the Association 

in Guatemala for Sex Education and 
the Regional Center for Audiovisuals 
in AIDS in training private sector 
health care personnel. 

8 Applied Diarrheal Dlsease 
Research supported studies on 
dietary management of diarrhea. 

8 Expanslon of Famlly 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 a proposal format 
and instruction guide to assist local 
groups in designing maternakhild 
health programs. 

8 CARE works to improve commu- 
nity health education training rneth- 
ods in the departments of AIta Vera- 
paz and Baja Verapz. Findings from 
a survey conducted on dietary prac- 
ti,es and diarrheal disease were 
incorporated into the training cur- 
riculum for health care workers. 

8 CSAP Support (CIHI/ISTI) pro- 
videtl technical assistance in health 
information systems. 8 CSAP Support Uohns Hopkins 

University) provided a Child Survival 
Fellow to work on maternal and neo- 
natal mortality and morbidity. 

8 Milwaukee International Health 
Tralnlng Center provided technical 
assistance in nutrition. 

B 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. 

8 Forter 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. 

8 ORT Help trained Peace Corps vol- 
unteers in child survival interventions. 

8 Water, Women and Health, admin- 
istered through CARE, a US.-based 
PVO, constructs and maintains water 
and sanitation systems for rural com- 
munities. In 1990,24 health workers 
a d  numerous families received 
hygiene education. 

8 PRlTECH (Technologies for Prima- 
ry Health Care) supported diarrheal 
disease control activities. 

8 REACH (Resources for Child 
Health) provided technical assis- 
tance in immunization. 

8 MotherCare (Maternal and Neo- 
natal Health and Nutrition) works 

r lnternatlonal Eye Foundatlon 
assists the National Committee for 
the Blind and Deaf to prevent nutri- 
tional blindness through vitamin 



DEMOGRAPHIC 
INDICATORS 
'Ibtal I'opulation: 
6,512,698 (90) 

life Expcctatlcy at 
Birth: 
55 Years (90) 

Children Under 1: 
214,395 (90) 

Annual Infil~~t 1)e;ltll~: 
2(j,055 (90) 

Infant Mortality Ihtc: 
112/1,000 (90) 
U~ider 5 Mortality 
Rate: 
161/1,OCK) (90) 

ToLd IWility Ihle: 
6,4 Children (90) 

CHILD SURVIVAL 
INDICATORS 
Imn~uniz;ltion 
Coverage: 
D I ~ :  4 1%) (!)o) 
Iblio3: 40% (90) 
Measles: 31% (90) 
BCC: 72% (90) 
TetanusZt: 23% (88) 

Oral Rel~ytlra~ion Appropriate 111fa11t 
'll~erq~y: 1;ecdin~: N/A 
ORS Access: 48% (89) Exclusively 
ORT Use: 24% (89) Brc;~stfctl: N/A 
Conlraceptive Introduction JC A 

Prevalence: 9% (89) of Solids: N/A 

Adequate Breastfed 1 Year 
Nutritional or Longer: N/A b 

HAITI HIGHLIGHTS 
R National inimunization 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, measles coverage 
rose from 8 to 63 percent, and D m  
coverage from 13 to 54 percent. 

R A Haitian private voluntary orga- 
nization (PVO), the Centers for 
Health and Development (CDS), with 
USND assistance, has developed an 
effective model for delivering quality 
health and child survival services 
to disadvantaged urban ppulations. 
The CDS originally worked in Citi. 
Soleil, a poor area of the capital city 
of Port-au-Prince, where use of ordl 
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 Cite Soleil, La Saline, 
Gonriives, and CapHriitien. 

BILATERAL PROJECTS 
r Expanded Urban Health Services 
is an extension of the successful inte 
grated health services model devel- 
oped by CDS in CitC Soleil into other 
low-income urban areas. In 1990, 
CDS achieved 60 percent vaccination 
coverage for BCG, DPT3, polio3, and 
tetanus toxoid, and 58 percent ORT 
use in the project region. 

r Voluntary Agencies for Child 
Suwlval, administered by Univer- 
sity Research Corporation, provides 
technical assistance to local and 
US.-based WOs to strengthen their 
child survival progmns. The project 
focuses on institutional development 
to improve service delivery. 

r Community Water System DeveC 
opment, implemented by CtiRE, a 
US.-based WO, ended in 1990. The 
project developed water systems and 

provided hvniene education to fami- 
lies and con~~nunity leaders in rural 
communities of the South and Cnnde 
Anse departlr ents. Due to the success 
of the proicct, the State Potable Water 
Service has adopted a policy for com- 
munity-managed water systenis 

r Presldentlal Tralnlng lnltiatlve 
for the Islands 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. 

r CLASP 11, a continuation of the 
Presidential Training Initiative, spon- 
sored training for over 150 profes 
sionals in its first year. 

REGIONAL PROJECT 
r Accelerated lmmunlzatlon works 
to improve child survival in the Amer- 
icas by reducing vaccinepreventable 
diseases. The project has been vital 
in improving national immunization 
coverage rates, strengthening the 
Ministry of Heal'h's (MOH) institu- 
tional capacity to provide immuniza- 
tion services, and providing a h m e  
work for effective donor coordination. 

USAID/W4SHINGTON 
SUPPORT 
US.  Private Voluntary 
Organlzations/FVA/PVC 

r Adventist Development and 
Rellef 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- 
moth, 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. 

8 Foster Parents Plan is providing 
immunization, ORT, and other child 
survival services in the Croix-des 
Bouquets dishict through a grant 
awarded in 1990. 

r Helen Keller lnternatlonal works 
with the CDS in Cite Soleil to prcvide 
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. 

r Save the Children Federatlon 
works tq prevent vitamin A deficien- 
cy in the city of Maissade, located in 
the central plateau region. Educators 
teaell mothers a~id 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. 

r VlTAP (Vitamin ATechnical Assis- 
tance Program) provided technical 
support to WO vitamin A activities. 

r 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. 

8 World Vlslon Relief and DeveC 
opment (WVRD) provides immuni- 
zations and other child survival ser- 
vices to the women and children of 
La GonrZve Island at rally posts. An 
island-wide survey revealed progress 
in both immunization coverage and 
ORT use rates - coverage rates for 
D m ,  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. 

I 

Bureau for Science and 
Technology 
s AIDSCOM works with local PVOs 
in designing and implementing NDS 
education campaigns. 

8 AIDSTECH provides services 
in AIDS education and prevention. 

8 CSAP Support (CIHI/ISTI) 
provides assistance in information 
systems. 

r CSAP Support Uohns Hopkins 
University), through a Child Sur- 
vival kllow, provides research assis- 
tance to the USND-supported Child 
Health Institute in the areas of diar- 
rheal disease, immunization, and 
nutrition. 

r Mothercare (Maternal and Neo- 
natal Health and Nutrition) provides 
technical assistance in maternal and 
neonatal health and optimal breast- 
feeding. 

R REACH (Resources for Child 
Health) works to strengthen national 
immunization efforts through im- 
proved management of the Expand- 
ed Program on Immunization @PI) 
and cold chain logistics. 

r WHO Global Program on AIDS 
assists in AIDS control efforts. 

Short-term technical asslstancn 
was reported as follows: 

r Health Flnanclng and Sustaln~ 
aMllty worked in health care 
financing. 

r Hlstorlcally Black Colleges and 
Univemttles, through Florida A8:M 
Utliversity, conducted research on 
medicinal plants. 

r OR1 Help trained Peace Corps 
volunteers in diarrheal disease con- 
trol and immunization. 

r Vector Blology and Control 
supported malaria and chloroquine 
resistance research activities. 

8 WASH (Water and Sanitation for 
Hedth) provided technical assistance 
in water and sanitation. 
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INDICATORS 
'li)tal I'opul;~tion: 
4,6!J8,3U (U!)) 

I.ife Expccli~ncy ;it 

13irth: 
(2 Yeias (87) 

Cl~iltlr~n llntler 1: 
172,MX (X!)) 

HBNDUr;AS HIGHLIGHTS 

@ fit llre rcbquest of the United Nations 
lligl~ Cortnnission for Refugees, the 
Ilontlur;~n Division of Health I.:tluca- 
lion, supported by USNI), provitlrtl 
etlucalion;~l materials i~nd trainctl 
health workers in di;~rrllcal tlise;~sc 
corrtrol in refugee c;nnps. After only 
two months of assisl;~nce, monthly 
infant deaths in the camps were tim- 
matically reduced. 

8 In an important move toward a 
sustainable antl more dccentc~lizetl 
health care system with local dcci- 
sion-making responsibility, a presi- 
dential decree was issued allowing 
health facility managers to generate 
and use fee income. 'Ille Health k c -  
tor I1 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 

8 Health Sector I1 supports the 
health care system by providing tech- 
nical assistance in the allsns d n:~tri- 
tion, diarrh+?al diseaw ww+:rntnt, 
acute respiratory ;nkiibi~:, (.GI), 
immunizations, high rkk births, water 
and sanitation, an11 vrr-tor-borne dis- 
eases. 'The project kal Aso 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::~ing and analyz- 
ing child survival information at the 
regional level. In cooperation with 
the MOH, the proj,.! is working to 
reduce the impact of ARl on infants 
and children by revising treatment 
protocols, retraining health person- 
nel, and developing a mass media 
campaign with the assistance of 
HEALTHCOM. 

REGIONAL PROJECTS 

8 Accelerated immunlzatlon works 
to cri~tlicetr wild poliovirus, incrc;~sc. 
con~pletc immunization coverage, 
and improve service tlclivrry in  the 
Americas. 'Il~e projcct provitles I lon- 
tluras with assist;~nce i n  progranl 
operation antl surveill;u~cc. 

8 ORT, Growth Monltoring and 
Nutrition Educatlon, a joint effort 
of the MOH and the Institutr of Nu- 
trition for Central America and I';n~a- 
ma (INCAI'), is working to increase 
effective use of ocd rrhytlration tl~cr- 
epy (OK'O, growth monitoring, and 
appropriate feeding practices in Cen- 
tral America and I'anama through the 
development and promotion of vari- 
ous technologies. In Hontluras, the 
project is conducting opcrations rc- 
search in ARI and oral rehydration. 

8 Technical Support for Food 
Related Assistance, administered 
by INCAP, works to increase i l~e 
effectiveness of food assistance. 

USAID/WASHINGTON 
SUPPORT 

US.  Private Voluntary 
Organizations/FY9/pVC 

r CARE is working to improve ser- 
vice delivery and strengthen conmu- 
nity and home health practices in  100 
rural communities in western Hon- 
duras through a child survival grant 
awarded in 1990. 

8 lnternatlonal Eye Foundatlon, 
through a 1990 vitamin A grant, is 
workinp to prevent nutritional blind- 
ness and imprwe the nutritional sta- 
tus of children through vitamin A 
distribution and nutrition education 
in northwest Tegucigalpa. 

8 la Leche League international 
trains and certifies breastfeeding 
advocates to establish and lead local 
breastfeeding mother support groups 
in the Cortks region and provides 
technical assistance to private volun- 
tary organizations (PVOs) that pro- 
mote breastfeeding. In 1990, the pro- 
gram trained 73 physicians, nurses, 

i111tl other priv;dc sector I~c;~ltl~ work- 
ers in  bre;~slfeetling promotion ; I I ~  

rel;~lctl intervcmtions. 

8 Project HOPE supports govorn- 
ment child survival activities in  'I'egu- 
cigalpa through ;I cor~~n~u~~ity-I)i~se(l 
system of he;~llh promotion ;mtl ser- 
vice tl~liv~ry. 'Illrough the rdcntili- 
c;dion ~ I I I ~  referral system used by 
con~nlunily I~ealth volunteers in the 
projcct rcgion, con~plctc immuniza- 
tion covcrngc of over 12,000 chiltlrcn 
under age two incrc;~setl from 58 to 
!I3 percent betwccn 1!)87 ;~nd ;!)SO. 

8 Save the Children Federation 
trains hridth workers to ~~rornolr ;n~d 
provide child survival services in the 
Intibuco and Choluteca tlepartments. 
llome visits to pregnant mothers 
and malnourished children helped 
to teach mothers about prenatal caw 
and proper feeding antl to encourage 
the use of health centers. 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 chiltlhood series antl 82 
percent of women in their chiltlbcar- 
ing years with two doses of tetanus 
toxoid. In project iire;ls, 78 percent 
reported using oral rehydration salts 
(OHS) in the last episode of diarrhea. 

8 World Relief Corporation provides 
diarrheal disease control, immuniza- 
tion, nutrition, and other child sur- 
vival services through trained health 
workers and radio programs in rural 
communities of the Francisco Mon- 
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 Corpow- 
tion and MOH staffconducted the 
first vaccination campaigns for two 
isolated Xicaquc Indian tribes. 

Bureau for Science and 
Technology Support 

HEALTHCOM (Communication 
for Child Survival) is collaborating 
with the MOtl in the use of face-to- 

kice con~~nunicalion ;mtl ;~lternativc 
metli;~, such ;IS puppet shows and 
murals, to increase comn~~nily 
pi~rlicipalion i n  primary health care. 
IIEA1,'I'HCOM has also worked with 
the MOII to strengthen diarrheal 
disc;~sc. control programs through 
the promotion of I.I'I'HOSOl,, a local- 
ly prntluced ORS product. With a s  
sistancc from HEAI,'I'HCOM, pilot 
production of ORS has hcgun by ;I 

private Iihor;dory, QUIMIFAR. A 
new immunization campaign was 
tlesignctl by IIEAL'I'HCOM antl the 
M011 to iddress missed vaccination 
opportunities. Currently, HEACI'tI- 
COM atlvisors are working with the 
MOH to tlcvelop a new AKI mass 
111ediii campaign and a family plan- 
ning communication strategy. 

8 Nutrition Education and Soclal 
Marketing Field Support is assist- 
ing the MOH in the design, implc 
mentation, and evaluation of a mass 
media and interpersonal commun- 
ication strateby promoting optimal 
breastfeeding practices, growth 
monitoring, and maternal nutrition. 

8 TAACS (Technical Advisor in 
NDS antl Child Survival) is provitl- 
ing assistance to the MOH and 
USA111 in rural water and sanitation, 
health, and child survival. 

8 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: 

8 AlDSCOM provitletl technical 
assistance in NDS education and 
awareness. 

H AIDSTECH conducted an NDS 
needs assessment. 

8 ORT Help trained Peace Corps 
volunteers in water and sanitation. 

8 Vector Blology and Control sup 
ported biological larvae control and 
malaria and dengue fever programs. 
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lixclusively 
I%rc;~stfctl: 31% (86) 
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PERU HIGHLIGHTS monitoring, and other nutrition-rc 
I;~tctl activities nationwide. 111 1!)90, 
over 500 health professit)nals allcntl- 
etl project-sponsored workshops oil 
the n1;lnagement of diarrhe;~. 

r CRSStrengthenlng of Caritas/ 
Peru, implemented by Catholic I k -  
lief Services, a US-based I'VO, is a 
new projrct builtling or1 the activities 
of the Caritas Feeding i'rogranl to 
improvc maternal and chiltl health 
~~;~tionwitlc through nutrition and 
maternal health services. 

opnlcnt of new training strategies. In 
19!)0, I'IUSM instituted the "monitor- 
ing antl training" visit concept, which 
couples rluidily assc-ssnlent with tar- 
geted in-service training. 

8 USND, UNICEE and the Pan 
American Hcalth Org;~nization joined 
t~gether to conduct two national vac- 
cmation canlpaigns, which brought 
coverilgc rates back up to (9 percrnl 
by the cntl of 1990. (Due to ;I fivc- 
month public sector strike and ;I 
change of governnrent, vaccination 
coverage ri~tes had slipped from ti0 
percent to 30 percent in the early 
months of 1990.) 

r integrated Health and Family 
Planning, which provitletl he;llth 
educ;diotl and family planningto wom- 
en in the 1.ima area, ended in 19'30. 
Atlministeretl by AI'ROI'O, a local 
I'VO, the project trained 2,000 co~n- 
nlunity hralth workers and p11i1rm;l- 
cists in preventing high risk births. 

0 Project SUPPORT, working to ex- 
p;md local production of oral rehytlm- 
tion si~lts (OHS), developed a promo- 
tion campaign for the private sector. REGIONAL PROJECTS 
8 WIN (CVomen iu~d Infant Nutrition: 
A F:i;?ily Focus) supports the \Vcll- 
start lxtation Management Etluca- 
tion program in conducting research 
on the effect of training hospital per- 
sonnel in lactation managcmcnt on 
mothers' breastfeeding practices and 
in (leveloping a national breastfeeding 
training center. WIN, through the 
International Center for Research on 
Women, also supported research on 
the prevention of nlaternal malnutri- 
tion through a community kitchen. 

r Accelerated lrnmunlzation works 
to improve chiltl survival in the h e r -  
ina  by rctlucing v;scincpreva~tablc 
tliseases. A o n c h u r  television S ~ L L  

cia1 wiis aired in Peru and other An- 
dean nations lo promote the Andean 
Vaccination Ihy held in April 1990. 

8 Based on USAIII-funded research 
on high risk targeting, the Ministry 
of Health (MOH) has tlevclopctl a 
new national nutrition and chiltl 
survival program, Food and Nutri- 
tion for High Risk Families. The prtr 
gram will use a high risk targeting 
approach to extend child survivi~l 
interventions to families with chil. 
dren at high risk for malnutrition. 

8 Private Sector Nutritlon for 
Child Survival, ;~dtninisteretl by 
Rru's Nutritional Research Institute. 
cntletl in l!)I)O. Cultur;~lly ;sccptablc 
diets (leveloped by the project arc 
currently being prornotcd by the 
MOI-1's oral rehydration units. 

r Andean Peace Scholarships 
sponsors short- and lonpterm study 
in the United States for students 
Iron1 the Andean nations. In 1990, 
20 women participated in an eight- 
week course on community devcl- 
opment and leadership. 

r Nutrition and Food for Work, im- 
plemented by the Adventist Develop 
nwnt and Relief Agency acd 1. dially 
funded by PL 480, works with iocal 
PVOs in nine departments to provide 
child survival services and training 
through community-based mother- 
child centers. 

8 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. 

Short-tom technical assistance 
was reported as follows: 

8 LAC Tralning lnltiatives II, com- 
pleted in 1990, was part of a regional 
project sponsoring expatriate train- 
ing for health professionals. 

8 Health flnanclng and Susteln- 
ability reviewed health care financ- 
ing in public antl private institutes 
in Arequipa department. 

8 AlDS Education and Prevention 
provides educational and preventive 
services to high risk populations. 

USAID/WASHINGTON 
SUPPORT 

Mothercare (Maternal and New 
natal Health and Nutrition) worked 
with PRISM to improvc pregnancy 
outcomes through improved mater- 
nal health. 

Bureau for Science and 
Technology Support BILATERAL PROJECTS 8 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. 

8 Chlld Survival Action, 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 rehydntion units in 
eight regional hospitals. 

8 AIRSCOM is working to change 
behavior through communication 
and counseling on the AlDS virus. 

r Nutrition Education and Soclal 
Marketing fleld Suppart developed 
breastfeeding promotion materials 
and counseling cards for health 
workers. 

8 AIDSTECH supports AIDS educa- 
tion, prevention, and HIV testing and 
screening activities. 8 Narcotlc Education and Publlc 

Awareness increases public knowl- 
edge of the health, social, political, 
and econon~ic problems related to 
illicit drug production, trafficking, 
and abuse. 

8 PRITECH (Technologies in Prima- 
ry Health Care) supported programs 
for the control of diarrheal disease 
and acute respiratory infections. 

8 Applied Dianheal Disease R e  
search supports research on persis- 
tent diarrhea, soupbased rehydra- 
tion solutions, early dietary manage- 
ment of acute diarrhea, a m  mining 
for clinical management of diarrhea. 

Reduction in Child Mortality, im- 
plemented by PRISMA, is a nutrition- 
al surveillance program that arcom- 
panies a food distribution effort serv- 
ing 57,000 people in the Lima and 
Cajarnarca departments. Completed 
this year, the program developed a 
malnutrition risk assessment guide. 

8 TAACS (Technical Advisor in 
AlDS and Child Survival) directed 
an epidemiological training and sur- 
veillance program. 

8 Food Asrrlsted Integrated DeveC 
opment, imnlemented by CARE, a 
U.S.-based PVO, trains family mem- 
bers in diarrheal disease control, im- 
muni7ntion 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. 

r PRICOR (Primary Health Care 
Operations Research), in collabon- 
tion with PRISM, a US.-based WO, 
is conducting research on the deliv- 
ery of child survival services that 
will provide the basis for the devel- 

i Vacclncc Development and 
Health Research provided technical 
assistance in immunization. 

Integrated Food, Nutrltlon and 
Child Survlval is a joint project of 
the MOH and PRlSMA promoting 
optimal breastfeeding, growth 8 WASH (Water and Sanitation for 

Ilealth) worked in water and sanitation. 



AFRICA REGION 

BENIN Rural Water Supply: I'rovides sale water through construction of wells 
in rural areas and improves and promows health education and improved 
sanitation practices through communicating with mothers. 

BOTSWANA Population Sector Program Support: Assists the government to develop 
and implement a national population policy including high risk birth 
management. 

BURKINA FASO Health Flnanclng and Family Health: Addresses niaternal and child health 
issues with nutrition education, training health workers in ORT, social mar- 
keting of condoms for AIDS control and improved health services delivery. 

FY 9 0  Child Survival and Vltamln A Grant to  AFR1CARE:Targets cld- 
dren and mothers in Ga~lzourgou province with child survival interventions 
focusing on training trainers, and strengthening community support through 
education and communication. 

CAMEROON Health Constraints t o  Rural Production: Tulane University provides 
technical assistance on schistosomiasis conlrol and b~aduate degrees to 
Carneroonidn students studying epidemiology, parasitology and completing 
their research in Cameroon. 

Reform of Health Delivery System: Focuses on policy reforms to support 
rural health care services through the involvement of the private sector. 

CHAD Chlld Survival Project: Administered by the Ministries of Public Health, 
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 Plannlng Services and Support: U.S. and local government 
agencies contribute to nationwide family planning efforts to promote health 
and family planning services including child spacing, diarrhea management, 
immunization and nutrition. 

PVO CMinanclfig: U.S. and local voluntary organi7~tions proniote health 
and child survival services in Kenya. 

Corat/Communlty Based Child Survival: Local churches work to expand 
immunization coverage through community-based child survival and related 
health services. 

FY 90 Chlld Survival Grant t o  AMREF: Expands child survival services 
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, Agrkulture, Rural Enterprise: Supports WO's in key 
development sectors, including primary health care, child spacing and AIDS. 

Promote Heatth lnterventlons for Child Survival: This is a new project to 
expand maternal and child health services, including provision of potable water. 

FY 90 CtGd Sunrlvai and Vltamln A Grants t o  Adventist Development 
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 Survive: and Vltamin A Grants to Project HOPE: Supplements 
child survival services in the private sector ofThyolo District in the Suthern 
region focusing on over 50,000 women and chiklren. 



CSF: Child Survival Fund; HE: Health; ARDN: Agriculture, 
Rural Development and Nutritlon: DFA: Development Fund 
lor Africa; €SF: Economic Support Fund; All numbers are 
in lhousends of dollars. 

MALAWI 

MALI 

MOZAMBIQUE 

NIGER 

SENEGAL 

SWAZILAND 

TOGO 

UGANDA 

FY 9 0  Chlld Survival and Vitamin A Grants t o  World Vlslon Rellef and 
Development: Supports the government's primary health care and child 
survival services to wonien and chiltlren in the Lilongwe District in the 
Ce~itnl Region. 

Integrated Famlly Health Servlces:'llirough the Ministry of Public Health 
antl Social Affairs, the project strengthens and integrates child survival 
services in 15 maternal/child health antl family planning clinics. 

PVO CsRnanclng: World Vision International implements a nutrition sur- 
veillance system in a remote desert area which includes over 60,000 children. 

FY 9 0  Chlld Survival Grant to  CARE: Supports immunization programs 
for 32.000 children in the Macina Region of Central Mali. 

FY 9 0  Child Survival Grant to  PLAN: Foster Parents Plan, through a new 
grant, plans to expand child survival activities to rural village comniunities 
in the Bananiba 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 90  Chlld 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 Vltamln 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 Chlld Survival: Assists the Ministry of Health 
to plan and administer primary health care services, including child survival 
interventions. 

Physical RehaMlttatlon 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 Suwlvol Fund; HE: Heallh; ARDN: Agricullure, 
Rural Development and Nutrition; DFA: Dovelopment Fund 
for Africa; WF: Economic Support Fund; All numbers are 
In thousands of dollats. 

UGANDA Support to Uganda Orphans: Relociite~ orphans in their home villages 
antl provides health services to those injured antl in need as a result of past 
civil strife. 

ZAIRE Famlly Plannlng Services: 'hrgels urban women of reprotluctive age for 
child spiring activities to increase infants' chances for survival. 

Bask Rural Health II: Eglise du Christ au Zaire, a local private voluntary 
organizations, promotes child survival through conmunity-supportctl 
primary health care systems in 90 rural health zones. 

School of Publlc Health: 'Tulane University assists an intleperitlent ;ind fully 
accredited School of I'ublic Health train an cxpantled cadre of Iicalth workers 
in child survival interventions. 

REGIONAL Africa Chlld Survival Initlative-CCCD: A multi-donor ei'forl by the US. 
Centers for Disease Control, UNICEF, WHO, and others combats childhood 
diseases in 9 sabsaharan African countries through appropriate diarrhea case 
management, immunization antl malaria control activities and tlevelopment 
of training, health education, health information systcn~s and health care 
financing capabilities in those countries. 

Africa Development Support: Provides technical insislance to missions 
and regional offices for design, implenientation and evaluation of health antl 
child survival programs. 

Operations Level Management: MEDEX supports the design, testing antl 
institutionalization of management-development technologies within the 
MOHs in Botswana and Lesotho. 

Private Voluntary Organizational Support: Strenghens US. and Africa 
PVO activities including those engaged in child survival programs. 

Small Projects Asslstance: Supports sniall health and child survival 
activities in Mali and Senegal. 

M A S  Malaria: Supports a regional technical advisor for malaria. 

Bednets Tanzanla: Supports the use of mosquito nets enhanced by 
treatmerit with a repellent or insecticide as a protection against malaria. 

AFRICA REGION SUBTOTAL 

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 
chilri 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. 

Child Survival Health Support: A USAID grant supports UNICEFand local 
organizations to assist the Ministry of Health in major expansion of child 
survival initiatives by promoting ORT, immunization antl the control of acute 
respiratory infections. 

INDIA 

Private and Voluntary Organlzatlons for Heatth It: Assists local private 
and voluntary organizations expand health and child survival services. 



CSF: Child Survival Fund: HE: Health: ARDN: Agricullure, 
Rural Development and Nutrillon: DFA: Development Fund 
for Africa; ESF: Economic Support Fund; All numbers are 
in lliousands of dollars. 

INDIA 

INDONESIA 

Quality Control for Health Technologies: Supports creation of an intlepen- 
dent biological testing laboratory to improve the quality of prcvcntive health 
care by ensuring safe and effective vaccines are ticlivered to children and 
nlothers. 

FY 9 0  Chlld Survlval Grant to World Vlslon Rellef and Development: 
IJromotes expantled inlniunization covcrilgc to pregnant women antl chiltlrrn 
under live i n  villages and hamlets in northern Mahareshtra State. 

PVO Co-nnanclng 11: Supports US. antl local private voluntary organizations 
to integrate nutrition and other child survival activities with their Title 11 food 
distribution programs. 

Health Sector Flnanclng: Collects and analyzes health cxprntliturc~ (I;~ta 
for policy reform to retluce health care costs. 

FY 90  Vitamln A Grant to Helen Keller 1nternk:lonal: I'romotcs vitamin 
A capsule distribution antl vitamin A awareness in support of a new national 
control and prevention of vitamin A tlcliciency program. 

FY 9 0  Chlld Survlval and Vitamln A Grant to Project HOPE: Initiated a 
new project to expand child survival services inciutling vitamin A etlucation 
and distribution. 

FY 9 0  Chlld Survlval Grant to Program for Appropriate Technology in 
Health (PATH): Works through a model imn~unization program in Lombok 
Island to introtluce appropriate health technologies to improve maternal and 
child survival serviccs. Focuses on Hepatitis B. 

NEPAL Chlld Survlval and Family Planning Services: Stresses activities which 
will provide higher quality and greater impact for rural services in n~aterrlal 
and child health and family planning. 

PVO Co-Financing 11: Provides U.S. and local private and voluntary agencies 
with support for health and child survival activities. 

FY 9 0  Chlld Survlval Grant to  Adventist Development Rellef Agency: 
Provides child survival services through a new project initiated this year. 

SOUTH PACIFIC 
REGIONAL 

OPG: PVO Co-Financl~~;;: Provides U.S. antl local private voluntary agencies 
with grant support to e:,pand child survival and health activities. 

Project Development and lmplementatlon Support: Provides technical 
assistance for design and evaluation of health and child survival projects. 

PNG Chlld Survlval 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. 

PKPUA 
NEW GUINEA 

SRI LANKA 

REGIONAL 

FY 90 Chlld Survlval Grant to  Project Concern Intematlonal: 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 11: Strengthens private organimtions' ability to contrib 
ute to expanding health services through the many pluralistic institutions in 
Sri Lanka. 

Laos Prosthetlr:; S y y r t s  US. PVO and local NGO activities to address 
the need* of civilian victims d5vi l  strife, including children, through provi- 
sion of prosthetic devices to the hadicapped. 



CSF: Child Suwlval Fund: HE: Health; ARDN: Agriculture, 
Rural Development and Nutrition; DFA: Development Fund 
for Africa; ESF: Economlc Support Fund; All numbers are 
in thousands of dollars. 

REGIONAL ASEAN Human Resources Development: Enhances regional cooperation 0 255 0 0 0 
in health and child survival through the building of institutions and the 
developnlent of human resources. 

ASIA SUBTOTAL 9225 10805 613 0 850 

EUROPE AND NEAR EAST REGION 

AFGHANISTAN Health Sector Support: Management Sciences for Health provitles training 
and medical supplies crossborder to health care units which support immu- 
nization and primary care services to Afghan mothers antl children. 

PVO Support: Expands child survival and health program activities through 
grants to US. and local private voluntary organizations for services within 
Afghanistan. 

EGYPT Science and Technology for Development: Assists in  mobilizing the 
Egyptian science and technology community to focus 011 solutions antl their 
application to critical development problems including health and child 
survl,A. 

MOROCCO Family Plannlng/Child Survival Support IV: Continues support for the 
Ministry of Health's programs for immunization, control of diarrheal diseases. 
birth spacing and nutrition through information campaigns and mobilization 
of the private sector. 

PAKISTAN NWFP Area Development: Promotes health education and child survival 
message campaigns in Gadoon-Amazai area. 

M 90 Chlid Survival Grant to Adventist Development Relief Agency: 
Expands health services delivery using mobile teams to reach villages with 
immunizations for women and children and trains community health workers 
and traditional birth attendants to support child survival activities. 

M 90 Chlld Survival Grant to World Vision Rellef 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. 

PHILIPPINES Targeted Child Survival Program: Administered through the Department 
of Health, provides decentnlied support for the control of diarrheal disease, 
immunization, breasffeeding, growth monitoring, maternal health, vitamin A 
supplementation, high risk birth management and acute respiratory infections. 

PVO CMnancIng Ill: Expands child survival and health program activities 
through grants to US, and local private voluntary organizations. 

Enterprim In Community Development: Focuses on primary health care, 
including child survival programs implemented by local communities. 

YEMEN Accelerated Cooperation for Chlld Survlval: The Ministry of Health, with 
assistance from the REACH and HEALTHCOM projects, is expanding child 
survival activities in five governorates. 

REGIONAL Regional Cooperation: Includes support for immunization activities 
through mutually agreed upon projects between Israel and its Arab neigh- 
bors, especially Egypt 



CSF: Child Survival Fund; HE: Health; ARDN: Agricullure, 
Rural Development and Nulrition; DFA: Development Fund 
for Africa; ESF: Economlc Support Fund; All numbers ore 
in lhousands of dollars. 

REGIONAL Reglonal Technical Servlces In Vltamln A: Provides lield support to 0 0 623 0 0 
countries in design, evaluation and implenientation of vitamin A programs. 

Medical Supplies and Equipment: Supports private sector initiatives 0 0 0 0 1991 
to stren@hen health services available through small rural private clinics 
and hospitals. 

Romanian Chlldren's Rellef: Provides basic supplies, including food 0 320 0 0 0 
and riiedici~ie for handicapped children in institutions throughout Romania. 

EUROPE AND NEAR EAST REGION SUBTOTAL 6950 13204 695 0 4715 

L 

LATIN AMERICA AND CARIBBEAN REGION 

BELIZE Child Survlval Support: Project HOPE, in cooperation, with the Millistry 
of Health, supports nationwide efforts to provide child survival services 
including ORT, immunization, growth monitoring, improved infant and cliild 
feeding practices and the control of acute respiratory infections. 

Increased Ptoductlvlty through Better Health: The Ministries of Health 
and Natural Resources seek to reduce the morbidity and mortality of women 
and children by rnntrolling the incidence of malaria, dengue fever and 
gastrointestinal diseases. 

BOLIVIA Chapare Reglonal Development: Improves health and child survival ser- 
vices through a narcotics awareness program to farm families in the cocoa- 
growing Chapare region. 

Program Development and Support: Support design and evaluation of 
child survival projects. 

Chlld Survlval PVO Network: Coordinates resources available through 
cooperating US. and local private voluntary organizations to strengthen 
capabilities of these organizations to provide basic health services to high 
risk rural population. 

OPG: Planning Assistance: Provides technical assistance for design and 
evaluation of health and child survival projects. 

Community and Child Health: The Ministry of Social Welfare and Public 
Health develons regional capacities to deliver sustainable piimary health 
care service., including programs promoting immunization, ORT, high risk 
birth manag.sment, growth monitoring and water and sanitation activities. 

OPG Water and Health Servlces: CARE assists the Government of Bolivia 
to provide hralth 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 
for high risk birth management. 

FY 90 Chlld Survival Grant to Andean Rural Health Care: Develops 
community-based primary health care programs emphasizing child survival 
in both rural and periurban areas of the country. 

FY 90 Child Survival Grant to Foster Parents Plan (PUN) (Altlplano): 
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. 



CSF: Chlld Sunrival Fund: HE: Health; ARDN: Agriculture, 
Rural Development and Nutrition; OFA: Development Fund 
for Ahlco: ESF: Economlc Support Fund: All nun~bers are 
in thousands of dollars. 

BOLIVIA FY 90 Chlld Survh 11 Grant to Foster Parents Plan (Sucre): Expands 
child survival prop. nls to more than 140 conln~unities, both urban ;lnd 
rural, surrounding Stcre, with immunizations, diarrheal disease control, 
nutrition and control of acute respiratory infection. 

DOMINICAN Special Development Actlvltles: Supports tlevelopn~ent of water and 
REPUBLIC sanitation activities through local organizations. 

PVO CeFlnancing: Assists U.S. and local private voluntary organizations 
to extend health antl child survival services. 

ECUADOR Speclal Development Activities: Supports tlevelopment of water and 
sanitation activities through local organizations. 

Private Sector Health Delivery Model - OPG: MAP International provides 
maternal and child health services through i~ccessing service clen~antl antl 
helping to develop cost-recovery schemes for local service organizations. 

Chlld Survival: A new project to increase and institutionalize the delivery 
of child survival services through public and private systems. 

Water and Sanltatlon Technical Assistance: Assists rural comnlunities 
to install cost4fective safe water supplies and latrines to improve family 
health through education and appropriate use of the facilities provided. 

EL SALVADOR Community-Based Integrated Rural Development: In cooperation with 
the Ministry of Health, Save the Children Federation provides village fanlilies 
in eastern and northern regions of the country with immunization, ORT, 
nutrition education and potable water. 

Family Health Servlces/MCH: Expands the activities of the Salvadoran 
Demographic Association which provides services to stutiy effective mcans 
of preventing high risk births. 

Maternal Heallh/Chlld Survlval Servlces: Promotes rural preventative 
health and child survival services through private antl vohntary organizations. 

PuMlc Servlces Restoration/Rehabllltatlon: Includes expanded invest- 
ments in potable water and sanitation systems to improve services through 
community involvement. 

GUATEMALA 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 90 Vitamin A Grant to International Eye Foundatlon: 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 Vitamln A Grant to Project HOPE: Delivers Vitamin A services 
to children under six, pregnant women and nursing mothers in San Marcos 
and Quetzaltenango. 

HAITI Speclal Development hctlvitles: Supports development of water and 
sanitation activities through local organizations. 



CSF: Chlld Survival Fund: HE: Hcallh; ARDN: Ay,r~cullurc, 
Rural Dcvcloprncnt arid Nul r~ t ion ;  DFA: Dovcloprncnl Fund 
for Afrlco: €SF: Econorn~c Support Fund: All nunibcrs arc 
111 tllousar~ds of dollim. 

HAITI Economic Stablllzatlon Asslstance: Stre~~~flhcns economic reforn~ i a ~ l  10X(i 0 0 0 0 
fi~cilit;~tc~s t.fforts to rei~ch ti~rgctetl 111o1hcw a ~ ~ t l  chilt1rc.n with hid111 i~nd 
chiltl survivi~l services. 

Voluntary Agencles for Chlld Survival: 'I'c~chnici~l i~ssistrwc~ to nullwrous ZH!)!) 24 13 I(HJ 0 0 
lorid ;~nd U.S. p r i ~ i ~ t ~  voluntiay organizi~tions to slrtrogthcw their child 
survivi~l i r~ tcw~nt io~~s  inclutling tr;~ir~ir~x h ( d h  workers ~ I I I ~  ~~hys ic i i~~~s .  

Expanded Urban Health Servlces: 'll~c* ('w~ter for I)rvelopn~ent i111d lIri11th. l(MJ0 :I20 0 0 0 
ii loci~l privi~tc, volunti~ry orgar~ization. prc~vitles ;I witk riirlge of chiltl survivid 
a d  other hralth scrvices to low-in corn^^ url~im iireiis of 1I;liti. 

FY 90 Chlld Survival Grant to Foster Parents Plan (PLAN): In~provcs thc 375 0 0 0 0 
delivery of l~i~sic health scnicc,s, c.spc.ci;dly to chiltlriw i~nd wornen of child 
bci~ring agc, in  the poorcBst i111tl 111ost d i ~ i ~ d ~ i ~ ~ ~ t i ~ g l ~ c !  irriis of I1lAN/Croix. 
tlrs-llouqurts, o w  nf :I;:* Ii~rgrst pli~ir~s itntl ajiriculturid areas ill thv cou~~try. 

HONDURAS Health Sector Il: 'llw Ministry of tlealth provitlc~s co~~~prche~~sivc~ hei~lth 232 1 (KX 0 0 0 
cilrr s c n k w  c.nlph;~sizing cl~iltl survival intcwcntio~~s irntl rur;~l water ia~tl 
sanili~lior~ services. 

FY 90 Chlld Survlval Grant to CARE: 'l'nrjiets 100 ruri~l com~~~ur~ities to 4 5( )  0 0 0 0 
irnprove hi*;iItl~ service tlcliwry iind comn~unity imtl horw l ~ ~ i ~ l t h  pri~cticcs 
using voluntary c~)n~nlunity hralth prolnoters to con~n~unicatc with far~~ilies 
on nutrition etlucation, prevention and control of diarrheal tlisei~sc, and 
prevention iind drtection of acute respiratory infections. 

FY 90 Vltamin A Grant to International Eye Foundatlon: In~l i  ..yes 
infant and chiltl health and survival by increasing the Icvel of vitmin A 
intake in the target population which includes 2O.oW chiltlrcn under the 
age of six and their caretakers. 

JAMAICA AIDS/STD Prevention and Control: Supports child survival, including 
health education, through the ivlinistry of Hei~lth's AI1)S prevention p rogm~~~.  

NICARAGUA Assistance for Displaced Children: A new project, with assistance. provided 
by the National Association of the I'artrwrs of the Americas, seeks to help 
displaced orphans. 

PERU Narcotics Education and Public Awareness: 'I'argchts  noth hers and women 
of reproductive age with educational Inessilges through drug education and 
public awareness programs. 

Upper Huallaga Area Deveiopmont: Includes i~ssistance to cornniunity 
supported water and sanitation systems. 

OPG Food Assisted Integrated Development: A grant to CAW provides 
child survival interventions including growth monitoring and nutridon educa- 
tion to mothers and chi1drc.n through a community kitchcm feeding program. 

Nutrition and Food for Work: Local private voluntary organizations,with 
assistance from WRA. provide OH'I; inin~unbation, nutrition. high risk birth 
management and water and sanitation wrvices in fourtwn tlepartn~ents 
of Peru. 

Integrated Food, Nutrition and Child Survival: Prism, a local private 212 0 0 
voluntary organimtion, 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 I'm Anrerican Health Or~ani7ation 1591 0 0 
assists countries in the region to control transmission of the polio virus 
and supports national in~n~uniirzition efforts for six WIiO-designated vaccine- 
preventable diseases and neonatal tetanus. 



CSF: Chlld Su~lva l  Fund; HE: Health; ARDN: Agrlcullure, 
Rural Development and Nutrillon: DFA: Devolopmonl Fund 
for Africa: ESF: Economlc Support Fund: All numbore are 
In thousands of dollars. 

REGIONAL Intercountry Technology Transfer: Multiple implementing agents adapt 640 55 0 0 0 
existing technologies to support improvements in delivering health and 
child survival interventions, including vitaniin A research, in the advanced 
developing countries of the region. 

Health and Nutrition Technlcal Servlces Support: Supports health, child 2406 0 0 0 0 
survival, vitamin A and other nutrition activities, HN/AIDS prevention and 
water and sanitation services in the region. 

Program Development and Support: Supports design and evaluation of 47 0 C 0 0 
child survival projects. 

Andean Peace Scholarahlp: Provides long and short term training in the 0 31 0 0 0 
United States, including health and child survival skills developnlent 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 
design and evaluation of health and child survival projects. 

Houslng and Urban Programs: Includes support for basic water and 
sanitation infrastructure as a component of urban support activities. 

Technical Supporwhlld Survlval for PVOs: Johns Hopkins University, 
NCIH, PRlTECH and ARS provides technical assistance to private voluntary 
organizations in management and evaluation of child survival programs. 

Chlld Survlval Grant to Rotary Foundatlon: Incremental funding of a grant 
to Rotary International supports its worldwide immunization program. 

Matchlng Orants to PVOs: Grants to US. private voluntary organizations 
to implement health and child survival programs in developing countries. 

Ocean FrelgM Reimbursement for PVO Health and Chlld Survlvtl 
Activltles: Supports U.S, private and voluntary organizations through reim- 
bursement of cost for shipping donated goods in support of health and child 
survival prr~jects. 

PVO Vltamln A Support Grant to Helen Keller International: Provides 
technical assistance to private and voluntary organizations in the design, 
monitoring and implerne~~tation of their vitamin A programs. 

FY 90 Chlld Survival Grant to Save the Chlldren Federation: As part 
of a multi-country grant, supports the development of health data to manage 
and evaluate child survival activities. 

Integrated Studles and Systems: Supports special studies on child survival 
related programs. 

Operations Research in Primary Health Care I1 (PRICOR): Center for 
Human Services conducts operations research to study factors impeding the 
effective development and operation of health care systems delivering child 
survival interventions. 



CSF: Chlld Sunrlvol Fund: HE: Hoallh; ARDN: Agrlculluro, 
Rural Dovoloplricnt and Nutrillon; DFA: Dovclopnicnt Fund 
for Afrlca: ESF: Econonilc Support Fund; 1\11 numbors aro 
In ttiousands of dollars. 

GLOBAL MEDEX NURSECARE Support: University of Hawaii trains nurses in delivery 
of child survival techniques and m;~rnaI  health services in primary health 
care programs in Africa and L~tin Amcrica. 

Dlagnostlc Technology for Community Health (DIATECH): Program 
for Appropriate 'kchnology in Hea!th (I'A'l'H) antl Johns Hopkins University 
tlcvelop and adapt simple, low-cost diagnostic teclrnologies to treat antl con- 
trol nialaria , acute respiratory infections antl diarrheal diseases. 

Chlld Survival Actlon Program-Support (CSAP-Support): Johns I-lopki~ls 
Universily and other implementing agcncies promote chiltl survival programs 
through atlvisors and fellows, operations support, applied and evaluation 
research antl information management and dissemination. 

Communlcatlon for Chlld Survival (HEALTHCOM): The Academy for 
Educational Development provides worldwide field support for comn~unica- 
tion and social marketing efforts in the health sector to increase the use 
of child survival interventions such as ORT and immunization. 

Communlcatlon and Marketlng for Chlld Survival (HEALTHCOM 11): 
'Ihe Academy for Educationi~lI)evelopnient provides technical assistance 
in health comnlunications to include comn~unication strateby plaming, imple- 
mentation, monitoring and evaluation; communication rcscarch; materials 
and strategy testing; information dissemination; and instilutio~~alization of 
communications efforts. 

Technologles for Chlld Health (HealthTech): PATH develops lowcost, 
appropriate tools for child survival programs, especially inimunization. 

ORT Health Educatlon and Long-Term Plannlng (ORT-HELP): Multiple 
implementing agencies support information exchange anlong developing 
country leaders and health providers on all aspects of diarrheal disease 
control. 

Maternal and Noonatal Health and Nutritlon (Mothercare): John Snow, 
Inc. and other agencies provide worldwide field and applied research support 
to improve maternal and neonatal care, behavior and pregnancy outcomes. 

bchnlcal Advisors In AIDS and Chlld Survival (TAACS): Technical 
advisors recruited from federal and state agencies and schools of public 
health, i n  cooperation with the US. Department of Health and Human 
Services, assist in implementing child survival programs. 

Supply, Production and Promotion of ORT (Project SUPPORT): PATH 
provides technical assistance for promoting local manufacturing, quality 
control and distribution of ORS through the private sector. 

Technologles for Primary Health Care (REACH): John Snow, Inc, provides 
worldwide field support for disease control programs emphasizing immuni- 
zation interventions. 

Technologles for Primary Health Care Il: Through Management Sciences 
for Health, this project follows on PRITECH, serving as a central resource 
for technical assistance in implementing ORTldiarrheal disease control 
programs worldwide. 

Vaccine Development and Health Research: Supports programs, through 
the U S .  Department of Health and Human Services, to test and improve 
vaccines to combat childhood diseases such ;a measles and rotavirus. 

Applled Dlarrheal Disease Research (ADDR): Harvard University supports 
country-specific applied research on priority diarrheal disease problems. 



CSF: Chlld Survival Fund; HE: Hooltli; ARON: Agrlculturo, 
Rural Drrvoloprnont and Nutrltlor~: OFA: Dcvoloprncnt Fund 
for Africa: €SF: Econornlc Support Fund: All numbers nro 
in thousands of dollars. 

GLOBAL Diarrheal Dlsease Research: Supports resaach, training and information 
dissemination on col~trol onti trihi~1rlie~lt of tliarrlical tliseasrs through the 
World llealth Orgiu~iz;itio~~ a~irl Internatio~ial Cet~ler for 1)iarrhocal 1)iseasr 
Itesearch, Bangl;~tlcsll. 

Troplcal Disease Research: Supports the World Heiilth Orgaliizetiori Spr- 
cia1 I'rograni for Research antl 'Sraining io 'I'ropical 1)ise;acs to find l)t,uc r 
more economical methods for the diagnosis, tre;lhilcnt, prevention, a ~ t l  cm- 
lrol of six major tropical tliseascs all of which effect wolncn and chiltlre~l. 

Applled Research and Chlld Survival (ARCSS): Untlerlakcs al)plirtl 
research to iniprovc the cost-effectiveness and quality of healtli care i.fforts 
io tlevclopina country health programs, particularly child survival scrvicrs. 

Water and Sanltatlon for Health I l l  (WASH): Caliip 1)resscr ;ind McKee 
International Inc, and a consortiuln of other specidizctl org;~nizations provitli. 
technical assistance on a broad range of services lo help plan, inlplmrnt 
and evaluate rural and urban water antl sanitation programs. 

Vector Clology and Control: Provides technical assist;lnce antl applirtl 
field research in the areas of vector biolo~y, epitlcn~iolo~y a11d operations 
for vector-borne tliseesc control programs ill  i!t.wlolinl: countries. 

Demographlc and Health Surveys (DHS): Ilie lnstilute for Resource 
Developnlent assists countries in conducting tleniographic and health surveys 
which provide data on the status of child survival interventions and infant and 
child mortality. 

Health Resources Support: Assists in implenientation and evaluation 
of health and child survival progranis through an agreement with the U S  
Department of Health and Human Services. 

Health Care Flnanclng and Sustainablllty: 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 Chlld Health (REACH 11): John Snow, Inc. 
provides expertise for in~munization and acute respiratory infection programs 
through operations research, cost analysis and disease surveillance. 

Milwaukee lnternatlonal Tralnlng Center: Provides non-degree training 
for developing country health workers and professionals through short-term 
training courses in Milwaukee. 

Combattlng Iron Deficiency: Nutrition Foundation and Kansas University 
support efforts to reduce the incidence of iron deficiency anemia in mothers 
and children. 

Women and Infant Nutritlon (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. 

Vltamln 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 Soclal Marketlng: The Academy for Educational 
Developnlent supporls host country efforts to design, implement and evalu- 
ate nutrition education programs. 

Food and Nutritlon Monltorlng: International Science and Technology 
Institute, IFPRI and the University of Arizona promote the integration of 
human food consumption and nutrition considerations in development 
policies, program; and projects in the food, agriculture, health and related 
sectors in selected countries. 



CSF: Child Survival Fund; HE: Health: ARDN: Agrlculluro, 
Rural Dovolopnicnl and Nulrllion; DFA: Development Fund 
for Africa; ESF: Econornlc Support Fund; All numbors are 
in thousands of dollars. 

GLOBAL Functlonal lmpllcatlons of Marginal Malnutrition: A Collaborative 0 15 0 0 0 
l<cse;~rch Support I1rogr;nn (CRSI') provides infornlillion on the effect 
of marginid food intake on ~ i u n ~ ; ~ n  perform;slce in tlevcloping countries. 

HBCU Research Grants: Gr;mk to tlistoric;~lly I k k  Colleges and Univer- 0 !I40 0 0 0 
sitics support bionietlical antl operi~tion;d resiwch wtivities rcl;~tetl to child 
survivid initiatives. 

Training Evaluatlon and Support Services: I'rovitles vital links among niis- 0 2 1 6 8  0 0 0 
sions, particip;~nts, the training providers imtl the Anierican host comniunity. 

Food Ald lnstl tut lonal Development: Provides assistanre for jirowth 0 0 1334 0 0 
monitoring m d  maternd health activities. 

Foreign Dlsaster Assistance: Provides eniergency rr l ief services for 244 0 0 0 0 
women and children. 

Small Projects ASsIstan~6: Supports small health and child survivd 0 332 0 0 0 
aclivities, including training for I'eace Corps volunteers. 

GLOBAL SUBTOTALS 23012 17892 6575 362 0 

GRAND TOTEE 69951* 58019 10493 40268 6856 

N.b. Amounts listed are estimates that can be attributed l o  child survival, but may be a small proportion of project totals. 
*In addition. $2,728,000 of Child Survival Fund ?llocations were reserved fcr earmarked nonchild survival activities in Cambodia, EasWm Europe, and Lebanon. 
1. lncludes $117,000 from Education account and $119,000 from Selected Development account for Kenya. 
2. lncludes $1,000.000 from Selected Development account for Mozambique. 
3. lncludes $300.000 from Selected Develorment account for Uganda. 
4, lncludes $15,000 from Selected Development account for regional activities 
5. lncludes $3,000 from Selected Development account for Dominican Republ~c. 
6. lncludes $6.000 from Selected Development account for Ecuador. 
7. lncludes $2,000 from Selected Developn.?nt account for Haiti. 
8. lncludes $216,000 from Education account for centrallyfunded activities. 

Total fund!ng for child survival 
FY 90: $185,587,000 

Total funding by {eglonal ointribution 
i'Y 98 

Total funding by  intervention 
M 90 
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USAlD Health and Child 
Survival Fact Sheet 
INDICATOR DEFINITIONS 

DEMOGRAPHIC 
INDICATORS 
8 Total Populatlon: Mid-year 
estimate of the totid number of 
intlivitluals in  a country. 

8 lnfant Mortallty Rate (IMR): 
' n ~ e  cstioiatetl number of dc;~tlis 
in infants (children under age one) 
in a given year per 1,000 live births 
in that same year. An IMR niay be 
calculated by direct methods (cuunt- 
ing births and deaths) or by indirect 
niethods (applying well-t.stablished 
demographic niodels). 

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. 

m Ufe Expectancy at Blrth: 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 
mortality. 

Children Under Age 1: Mid-year 
estimate of the total number of chil- 
dren under age one. 

Annual lnfant Deaths: An esti- 
mate of the number of deaths occur- 
ring to children under age one in a 
given year. 

m Total Fertility Rate: An estimate 
of the average number of children 
a woman would bear during her life 
time given current agespecific fer- 
tility rates. 

VACCINATION 
COVERAGE RATES 
8 Vacclnatlon Coverage In Chll- 
dren: An estimate ofthe proportion 
of living children between the ages 
of 12 and 23 months who have been 
vaccinated before their first birthday 
- three tinies in tlie cases of polio 
and IIIT and once for both measles 
and BCC. Vaccination coverage rates 
itre calculated in two ways. Atlniin- 
istrative estimates are based on 
reports ofthc number of vaccines 
administered divitled by ill1 estimate 
of the pool of children eligible for 
vaccination. Survey estiniates 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. 

8 Vaccination Coverage In Moth- 
ers: An estiniate 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 lo 
as 1Xt. Rates are coniputetl using 
administrative methods or surveys. 

ORAL REHYDRATION 
THERAPY 
8 ORS Access Rate: An estimate 
of lhe proportion of tlie population 
under age five with reasonable 
access to a trained provider of Oral 
Kehytlmtion Salts (OKS) who receives 
adequate supplies, 11 i s  is a particu- 
larly tlifficult indicator to measure 
and, therefore, it niay fluctuate dra- 
matically from year to year as im- 
proved nicthotls of estiniation are 
tlevised. 

rn ORT Use Rate: An estimate of 
tlie proportion of all cases of [liar- 
rhea i n  cliilrlrcn under age fivr treat- 
ed with ORS and/or a recommended 
home 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 
rn 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 

8 Adequate Nutritional Status: 
An individual child of a certain age 
is said to be atlequntely nourished 
if his/hcr weight is greater than 
the weight corresponding to "two 
%-scoresn (two standard tleviations) 
below the median weight achieved 
by children of that age. ' l l~e median 
weight and the distribution of weights 
around that rnetlii~n in  ;I healthy pop 
ulation arc taken from a slantlard 
established by the National Center 
For Health Statistics, cntlorsetl 
by the World Health Organization. 
The indicator for the population as 
a whole is the proportion of children 
12 through 23 nionths of age who 
are adequi~tely nourished. 

8 Appropriate lnfant Feedlng: 
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 tlie following criteria: 
breastfed through infancy with no 
bottlefeeding, 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 tint year 
of life. 

A number of subindicators may 
be calculated from the data used 
to form the composite, of which 
two are presented in this report. 



rn 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 niilk. 

n Introduction of Solids: An 
estimate of the proportion of infants 
over six months (181 days) of age 
still breastfeeding but also receiv- 
ing complenientary weaning 
foods. 

a Breastfed 1 Year or Longer: 
An estimate of the proportion of 
children breaslfed 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 milk. 

SOURCES AND 
COMMENTS 
on USAID's Health and 
Child Survival Fact Sheet 
Indicators 
rn 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. 

T h e  primary source for the d e n 3  
graphic indicators is: World Popu- 
lation Prospects: 1990 U.N. Tape 
#PR0206, (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. l i e  source for 
Under 5 Mortality data is Mortality 
of children under age 5: World Esti- 
mates and Projections, 19502025, 
STIEWSEW105,  !988 pub 
lished by the same Section (and, 
for convenience, also referred to 
as WPP). 

a The priaary sources for vacci- 
nation coverage data are the annual 
reports of the Expancled Prograniriie 
on In~munization of the World Health 
Organization (referred to as WHO); 
the data for 1N0 are provisional as 
this report went to press prior to the 
formal publication of the senii-annua! 
WHO report. The provisional data 
were provided courtesy of UNICEF. 

T h e  primary sources of data on oral 
rehydration, both access and use, are 
the annual reports of the Diarrheal 
llisease 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. 

rn 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 
a Demographic Indicators 
a) Population and lnfant Mortality 
Rate; the 1989 Census, as yet unpub 
lished but reported by USAID/Kenya. 
b) Under 5 Mortality and Life 
Expectancy at Birth; WI? 
C) 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. 

r Vacclnatlon Coverage Rates 
WHO. 

O r a l  Rehydratlon Therapy 
Access, WHO; Use, DHS, 1989. 

r Contraceptive Prevalence 
(Modern methods, 1544): DHS, 1989. 

n Nutrition 
DHS, 1989. 

rn Dernographlcs 
WPP 

a Vacclnatlon Coverage Rates 
WHO. 

a Oral Rehydratlon Therapy 
WHO. 

a Contraceptlve Prevalence 
(Modern methods, 1549): Unpub- 
lished 1984 Family Formation 
Survey. 

a Nutritlon 
Atlcquate Nutritional Status; the 
"National Saniple Survey of Agricul- 
ture, 1980/8lM, National Statistics 
Office, Zomba, Vol. 111, 1984 as 
recorded in the WHO Anthropom- 
etry Data Base. 

MALI 

a Demographics 
a) Population, Under 5 Mortality, 
and Life Expectancy at Birth; WPI? 
b) Infant Mortality Rate; DHS, 1987. 
Taking the DHS data into account, 
the US. Bureau of the Census has 
recalculated the IMR for Mali using 
indirect methods as 117/1,000. 
C) Total Fertility Rate; DHS, 1987. 
:!) Children Under Age 1 and Annual 
lnfant Deaths are derived from WPP 
and the Population and lnfant Mor- 
tality Rates reported in the DHS. 

rn Vaccination Coverage Rates 
Rapport D'Evaluation De La Cou- 
verture Vaccinale Au Mali, MSP-AS, 
UNICEF, PNUD/OMS, Bamako, 
February, 1990. 

rn Oral Rehydratlon Therapy 
a) Access, WHO. 
b) Use is reported in "Connais- 
sances, Attitudes Et Pritiques Des 
MPres En Matikre DeThCrapie 
De Rehydratation Par Voie Orale", 
a study financed by PRITECW 
USAID carried out by the Programme 
National De Lutte Contres les Mal- 
adies DiarrhCiques, Bamako, Sep 
tember 1989. The study was done 

a Contraceptlve Prevalence 
(Modern methods, 15-44): DHS, 1987. 

a Nutritlon 
All indicators; DHS, 1987. 

NIGER 
a Demographics 
a) Under 5 Mortality and Total 
Fertility; WPI? 
b) All others are from the General 
Population Census as reported by 
USAID/Niger. 

rn Vaccination Coverage Rates 
WHO. 

rn Oral Rehydratlon Therapy 
WHO. 

rn Contraceptlve Prevalence 
(Neither methods nor age group 
specilied): "Columbia University 
KAP: 1987" as reported by 
USAID/Niger. 

a Nutrition 
Adequate Nutritional Status; "Lc 
SystPnie de Sante et la Politique de 
Dkveloppement Sanitaire au Niger," 
May 1989 as reported by USAID/ 
Niger. 

NIGERIA 
Demographlcs 

WPI? 

n Vaccination Coverage Rates 
WHO. 

rn Oral Rehydratlon Therapy 
WHO. 

rn Contracepiive Prevalence 
(Modern methods, 1549): The CPR 
is from the World Fertility Survey 
as cited in World Population Profile: 
1989 published by the US. Depart- 
ment of Commerce, Bureau of the 
Census. 

in four of the country's seven regions 
where educational materials had 
been distributed effectively. 



SENEGAL 
8 Demographlcs 
WPE 

8 Vacclnatlon Coverage Hates 
WHO 

O r a l  Rehydratlon Therapy 
WHO. 

8 Contraceptlve Prevalence 
(Modern methods, 1544): DHS, 
1986. 

8 Nutrition 
All indicators; DHS, 198G. 

SUDAN 
8 Dernographlcs 
a) All but Total Fertility; WPI? 
b) Total Fertility Rate; DHS, 1989, 
Preliminary report 

8 Vacclnatlon Coverage Rates 
a) Rates for the antigens adminis- 
tered to children; DHS, 1989, 
Preliminary Report. 
b) m t ;  WHO 

8 Oral Rehydratlon Therapy 
Access, WHO; Use, DHS, 1989, 
Preliminary Report 

8 Contraceptive Prevalence 
(Modern methods, 1549): DHS, 
1989, Preliminary Report. 

ZAIRE 

m p h l a  
WPP (IMR NPP '88). 

I Vscclnatlon Coverage Rates 
WHO. 

8 Onl Rehydratlon Therapy 
WHO. 

BANGLADESH 

Demo(plphb 
a) AU but Total Fertility; WPE 
b) Total Fertility Rate; Bangladesh 
Fertility Survey, 1989 as reported 
by USAID/Bangladesh, 

8 Vacclnatlon Coverage Rates 
National EPI Covengr: Survey, 
February 1991. 

8 Oral Rehydration Therapy 
WHO. 

8 Contraceptlve Prevalence 
(Modern methods, < 50): Contra- 
ceptive Prevalence Survey, 1989 
as reported by USAID/Bangladesh. 

8 Nutrltlon 
Adequate Nutritional Status; National 
Survey, 1989 done by the Bangladesh 
Bureau of Statistics with UNICEF 

INDIA 
8 Dernographlcs 
WPP 

8 Vacclnatloll Coverage Rates 
WHO. 

8 Oral Rehydratlon Therapy 
WHO. 

8 Contraceptlve Prevalence 
(Modern methods, age unspecified): 
Family Planning hc t i ces  in India: 
Third All India Survey as reported 
by USAIDAndia. 

INDONESIA 
8 Demographlcc 
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 WPI? 
C) Children Under Age 1 and Annual 
Infant Deaths are derived from the 
Population reported from the census 
and the WPE 
d) Total Fertility Rate; DHS, 1987. 

8 Vacclnatlon Coverage Rater 
WHO 

8 Ord Rehydmtlon Therapy 
WHO. 

8 Contrsceptive Prevalence 
(Modern methods, 1544): DHS, 1987. 

8Nu(rlUon 
All indicators, DHS, 1987. 

NEPAL 
I Dernographlcs 
WPP 

8 Vacclnatlon Coverage Rates 
WHO 

8 Oral Rehydratlon Therapy 
WHO. 

8 Contraceptlve Prevalence 
(Modern methods, age unspecified): 
Surveys done by the Ministry of 
Health 'and New Era as reported 
by USAID/Nepal. 

EGYPT 
8 Dernographlcs 
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 
C) Under 5 Mortality and Life 
Expectancy at Birth; W E  
d) The Total Fertility Rate; DHS, 
1988. 

8 Vacclnatlon Coverage Rates 
WHO. 

8 Oral Rehydratlon Therapy 
a) Access, WHO 
b) Use, KAP study, as reported in 
the 1990 Health and Child Survival 
Project Questionnaire, National 
CLd Project. 

8 Contraceptive Prevalence 
(Modern methods, 1544): DHS, 1988. 

8 Nutfltlan 
Adequate Nutritional Status; DHS, 
1988. 

MOROCCO 

8 Demoqraphk 
a) Total Population, Under 5 Mor- 
tality and Life Expectancy; WPE 
b) Infant Mortality Rate and Total 
Fertility Rate; DHS, 1987. 

C) Children Under 1 and Infant 
Deaths are derived from the Popula- 
tion and Crude Birth Rates reported 

r 

in the 'NPP and the Infant Mortality 
Rate from the DHS, 1987. 

8 Vacclnatlon Coverage Ratos 
WHO. 

8 Oral Rehydratlon Therrlpy 
WHO. 

8 Contraceptlve Prevalence 
(Modern methods, 1544): DHS, 1987. 

8 Nutritlon 
All indicators; DHS, 1987. 

PAKISTAN 
8 Dernographlcs 
WPI? 

8 Vacclnatlon Coverafje Rdes 
WHO. 

8 Oral Rehydratlon Therapy 
WHO. 

8 Contraceptlve hevalence 
(Modern methods, 1549): Contra- 
ceptive Prevalence Survey as cited 
in World Population Profile, 1989 
published by the US. Department 
of Commerce, Bureau of the Census. - 
Nutrition 
Adequate Nutritional Status; Nation- & 

a1 Nutrition Survey, 19851987 car- 
ried out by the Government of Pak- 
istan as cited in the FY 1989 USAID 
Mission Responw Form. 

YEMEN 
8 Demographics 
a) All except Under 5 Mortality are 
from the Central Planning O r g i u i i  
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; WPE 

8 Vscclnatlon Coverage Rates 
WHO. 

8 Oral Rohydntkn fhrnpy 
WHO. 



8 Contraceptlve Prevalence 
(Neither methods nor age specilied): 
Central Planning Organization 
(YARG) and the Population Strategy 
Team, as cited in USAIDfienien 
facsimile 9672251573. 

BOLIVIA 

in Demographics 
WPI? fJlle DHS. 1989 reports an 
IMR of 96.) 

Vaccination Coverage Rates 
WHO. 

8 Oral Rehydratlon Therapy 
Access, WHO; Use, DHS, 1989. 

8 Contraceptlve Prevalence 
(Modern methods, 1549): DHS, 1989. 

8 Nutrition 
All indicators; DHS. 1989. 

ECUADOR 

8 Demographics 
a) Total Population, Under 5 Mor- 
tality and Life Expectancy at Birth; 
WPl? 
3) 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. 
C) 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. 

rn Vaccination Coverage Rates 
a) Rates for the antigens adminis- 
tered to children; WHO. 
b) 1T2t; EPI National Program 
Monitoring Systern as reported in 
a 1990 Health and Child Survival 
Project Questionnaire. 

8 Orni Rehydration Therapy 
WHO. 

r Contraceptive Prevalence 
(Modern methods, 15-49): Prelim- 
inary results from "Encuesta Na- 
cional Demogriilica y de Mortalidad 
Materno y Infantil," 1989 as reported 
by USAID/Ecuador. 

8 Nutritlon 
a) Adequate Nutritional Status; 
National Nutrition Survey, 1987, 
Ministry of Health. 
b) All otliers; DHS, 1987 

GUATEMALA 

8 Demographlcs 
a) Total Population, Under 5 Mor- 
tality, Life Expectancy at Birth and 
Total Fertility; WPI? 
b) lnfant Mor~ality Rate; DHS, 1987. 
C) Children Under 1 and Infant 
Deaths are derived from the WPP 
and the Infant Mortality Rate from 
DHS, 1987. 

8 Vacclnatlon Coverage Rates 
WHO. 
8 Oral Rehydratlon Therapy 
WHO. 

8 Contraceptlve Prevalence 
(Modern methods, 15-44): DHS, 1987. 

Nutrit ion 
Adequate Nutritional Status; DHS, 
1987. 

8 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 WPP, 1990 and now pre- 
ferred a trend forecast more similar 
to that of 1988) 
C) Children Under 1 and Infant 
Deaths are derived &om the WPP 

and the Infant Mortality Rate from 
WP', 1988. 
d) Total Fertility Rate: Cayemittes, 
Michcl and Chahnwnrian, Anouch, 
Survie el Santi. De L'Enfant En Haiti, 
Institut Haitien de L'Enfance, 1989. 

8 Vacclnatlon Coverage Rates 
WHO. 

8 Oral Rehydration Therapy 
WHO. 

8 Contraceptlve Prevalence 
(Modern methods, 15-44): Enqu6te 
Nationale Haj'tienne sur la Contra- 
ception (ENHAC): R6sultals I'relimi- 
naires, lnstitut Hailien de I'Enfance 
and US. Centers for Discasc Con- 
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