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I. INTRODUCTION

The Forum. "Africa’s Progress in Child Survival”, was
held in Dakar. Senegal from March 29 through April 2,
1993. The Forum was preceded by four workshop
scssions on March 25-27. Thesc workshops included a
limited number of African participants.

The Forum and workshops were funded by the Africa
Burcau of the Umited States Agency for International
Development and organized by the Centers for Discase
Control and Prevention (CDC) through the Africa Child
Survival Imitiative - Combatting Childhood
Communicable Discascs (ACSI-CCCD) Project.

The purpose of the Forum was to review Africa’s
progress in child survival (CS) and to review lessons
fearned from over a decade of expericnce in
implementing the (ACSI-CCCD) project and other child
survival programs in Africa.  Furthermore, the
conference was organized to share the latest technical
information on child survival interventions. to identify
important challenges facing child survival efforts in the
1990s and to develop kev recommendations for child
survival program implementation in Africa duning the
1990s.

Over 450 public health professionals. 85% of whom
were African nationals attended the Forum.
Participants rcpresented 32 African governments and
over 30 mternational and regional organizations
including WHO. UNICEF. A.1.D . Pcace Corps. PVOs
and other A 1.D. cooperating agencies working n
sub-Saharan Africa.

During the five day forum. 120 presentations were
made: over 80% given by African nationals
The Forum’s themes illustrated the range of child
survival imtiatives developed over the last decade - from
the twin ¢ngines of mumumzation and ORT to acute
respiratory infections (ARID), malaria. integrated case
management of the sick child, HIV/AIDS, sexually
transmitted discases (STDs). tuberculosis (TB). safe
motherhood. nutrition and family planning.

In addition, presentations also addressed scveral
support strategics required for the delivery of expanded
child survival services, including the use of data, quality
assurance, training, health care financing and
community participation.

I1. BACKGROUND - CHILD SURVIVAL
IN AFRICA

Efforts to improve child survival in Africa have had
much success over the past decade. The infant mortality
ratc (IMR) continent-wide has declined from over 200/
1000 to 10171000 hve births in 1990 through the usce of
affordable technologics and mobilization of a political
commitment by African governments for child survival.
However, despite overall improvements, Demographic
and Hcalth Surveys (DHS) data from 18 African
countries continuce to show a wide variation in childhood
mortality rates among countrics, ranging from 50/1000
i Botswana to over 300/1000 in Niger.  Fourteen
countrics show a declining mortality trend and four
show a stagnant or an increasing trend (Niger, Nigena,
Zambia and Uganda).

Of the approximately four million deaths that occur
cvery vear in Africa among children less than five years
of age, an estimated 30% - 50% arc attributed to malaria
and ARL which frequently have overlapping clinical
symptoms. Other major causcs of under-five mortahity
include mecasles, neona:al tetanus, dehyvdration and
malnutnition. HIV/AIDS and TB arc emerging as
important discases that will impact on child survival
during the 1990s.

Factors associated with increased childhood mortality
mclude a mother’s lack of education, age (less than 18
or greater than 39), parity (greater than 5). and birth
mterval (less than two years). Mortality is higher in
rural arcas and among the urban poor.
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1. LESSONS LEARNEYD FROM A DECADE
OF CHILD SURVIVAL PROGRAMMING

Forum presentations outlined numerous lessons learned
from mmplementing child survival activities in Africa
over the past decade  Among the major lessons learned
within major program arcas arc the following.

EXPANDED PROGRAM ON INMUNIZATION
(EPD

EPI target discase epideniology is different in large
urban arcas: urban discase control cefforts require
ditferent policies and stratesties

Pediatne HEV infection s not a contramndication to the
routine. WHO/EPL mmumization schedule WHO
recommends that BCG be given as close to barth as
possible and not be given to mfants with chimeal AIDS

Although immunization campaigns can be effective in
mereasing coverage i the short run. immunization
fevels will dechine af sustamable. permanent service
delivery svstems from a fined center and onticach
services are not Ieft behind

Prionties for EP@are broadenmg to mclude surveillance
of discase madence. o addiion to monitorimg
immunization coverage levels  Anonereased emphasis
on sunvetllanee of discase madence. - additon to
monitormg immunization covrage fevels Aninereased
cmphasts on survedlance can help program managers to
focus program actinvities and resources and to desclop
strategies to control measles. ehiminate neonatal teanus
and cradicate poliomy chitis

CONTROL OF DIARRHEAL DISEASES

Exclusive breastfeeding between 6 and 4-6 months of

age 15 one of the most effective strategies to prevent
diarrhea Furthermore, while ORT can be cffectively
used at home to treat/prevent dehyvdration. community
use of ORF has not met expected targets and s often not
compatible with a commumty’s culture and behefs
about discase and treatment  Ethnographic and socio-
behavioral research s useful in developing appropriate
policics and program implementation strategies for CDD

and other child survival programs.

Persistent diarrhea and drug resisiant shigella are also
major causes of diarrthca morbidity and mortality.
Nutritional management may be necessary to treat
associated malnutnition

ARI AND MALARIA

Sick children frequently have multiple, overlapping
clintcal problems and require comprehensive
assessment. diagnosts and treatment. To be effective.
case management programs require viable logistics
svstems that ensure an adequate supply of drugs and
other resources,

Revolving drug funds are one pessible option for
ensuring that adequate drugs and other resources are
avaslable

[n many areas. chloroquine 1s no longer effective as a
first linc anti-malanal and its anti-malarial efiectivencss
should beroutinely assessed - Alternate therapies should
be adopted as necessary

EMERGING DISEASES

Malnutntion and ARI are more common causes for
hospitahization among HIV-infeeted children as
compared to non-mfected children  Children admitted
with these conditions should be assessed for HIV
mfection

TB has mcreased dramatically in Afnea. HIV intection
may account for an estimated 20%0 of this crease,
Most cases can be managed by exasting TB control
strategies that are based on case finding and treatment.
and that are appropriate. affordable and effective for
Africa. Currently TB control efforts suffer from low
comphance and hmuted resources

Treating STDs 15 one of the most cost etfective methods
avatlable to prevent HIV transnussion. Furthermore.
congenital syphilis. a factor i stillbirths and low birth
weight. can be effectivels prevented with prenatal clinic
programs that provide STD diagnosis and treatment.
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FINANCING HEALTH SERVICE DELIVERY

Making a contribution in cash or :n Kind in return for
health services 1s not new to most of Africa: people are
willing to pav for health services

Fee for service programs can be effective when collected
revenues are retamed at the local level.  However,
mtensive supervision and training are required for
cffective local management and use of these revenucs.

IV. RECOMMENDATIONS FOR CHILD
SURVIVAL PROGRAMMING IN THE 1990s

Conference presentations included recommendations to
ensure that quality primary health care services remain
widely available in Africa over the next decade. These
reccommendations are grouped under five broad arcas of
activity.

A SUSTAIN AND EXPAND CURRENT
ACHIEVEMENTS

MOH staff and their techmical assistance partners should
ensure that the significant progress that has been achieved
in child survival over the past decade 1s sustamed and
expanded during the 1990s As the lead primany health
care program in many African countrics, national gov-
ernments and donors should give lugh prionty to mam-
tunmg strong mmunizatton programs that can provide
high levels of protection and that can serve as vehieles
for mmplementing new interventions such as fanuly
plannimg services and enhanced disease survallance
cfforts.  Furthermore, strong immumization programs
are necessary to dehiver new vaccines, such as those for
malaria and AIDS. when they become available.

B IMPROVE INTEGRATION OF CHILD
SURVIVAL PROGRAMS

[ncreasing the integration of child survival programs
will represent a major strategy for umproving ther
effectiveness and cfficieney i the 1990s. MOH staff
and techmeal assistance partners should work together
to mmprove the itegration of PHC programs and to
ensure that adequate resources are available for

implementing more integrated programs. Increasing the
level of integration should also allow national programs
to make the most cffective use of scarce resources.

Integration during the 1990s will encompass two
broad arcas.  First, managers must accelerate the
implementation of diarrheal discase, malaria, TB and
ARI control programs.  However, they must do so in
the context of more holistic cfforts designed to improve
the case management of sick chiiuren.  The WHO/
UNICEF initiative to improve the case management of
the sick child represents a major global cffort to
standardize and coordinate those clements of casce
management common to the individual case
management interventions.  While technical and
implementation gaps exist in the WHO/UNICEF
sponsored mitiative. it should serve as a catalyst for
cfforts to improve integration.

Sccond. managers must also scck to integrate the
delivery of other high priority PHC services within the
delivery systems which already exist for certam primary
health care services. Inriany countries, the EPL s often
the lead service delivery program in terms of staff
trammg. logisticai support and population cove.rage.
The challenge will be to incorporate additional services.
such as family plannig. within the service delivery
network that s already providing immunizations. Early
evidence from a ACSI-CCCD supported pilot project in
Burundr suggests that family planning services can be
integrated with immumzation  scrvice delivery
without decreasimg the coverage or aceeptability of
mmunization services  This pilot ceffort should be
reviewedasa morel for similarattemprs to integrate new
services within immunization programs.

C. DECENTRALIZE RESPONSIBILITY FOR
PROGRAM IMPLEMENTATION AND
MANAGEMENT

Decentralizing the responsibility: for program imple-
mentation and management to the district level will
represent a key component of the overall strategy to
deliver more efficient and more mtegrated child survival
programs n the 1990s  Effective decentralization will
require that MOH staff and their technical assistance
partners provide district Ievel managers with the skills
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required to plan, implement, monitor and cvaluate child
survival programs. Traiming cfforts must thercfore
focus on strengthening district level capacity to:

* Develop and manage health information
svstems thac provide quality data and to use
data to sct policics and to momtor and
cvaluate PHC programs:

* Supervise staff and to implement cffective
approachcs to continuing cducation;

» Manage programs at the district level

* Routincly monitor sensitivity to
anti-malarial and antibiotics.

* Develop. as needed. urban-specific
program implementation and discase
control strategics.

D. DEVELOP EFFECTIVE PARTNERSHIPS
AT ALL LEVELS

Efforts to decentralize responsibility for child survival
program implementation and management and to
integrate service delivery programs will require the
development of new partnerships at every level of the
health system. including the community, facility,
district, country and international level.

At the national level, health policies with clearly defined
goals should be the basis for improved collaboration
within the health scector.  In the future, technical
assistance partners and MOH staff should agree to work
together on the health issues that individual countrics
have identificd as high priority. They should keep in
mind. however, the need to achieve the World Summit
for Children targets and the need to effectively monitor
progress towards these targets. MO staff and their
partners should then develop national health policics
with clearly defined goals, disseminate  thesc policics
to district and community level health workers and
provide the technical and logistical support necessary to
achieve the policy goals and objectives.

At the community level, cffective partnerships are
particularly relevant to the implementation of cost
recovery systems in Africa. Experience to date shows
that when communitics are active in implementing and
managing fee for service programs and when the
community retains a majority of the funds collected, the
schemes are more successful.

Additionally, communities must be full partners in the
implementation of co.sc management programs that will
rely to a great extent on the community’s ability to
recognize and treat sick children. Building community
partnerships will be a central task of district level
managers who will have, through cfforts to decentralize
program management, a greater responsibility for
working with communitics to adapt and implement child
survival programs.

E. CONDUCT NECESSARY APPLIED
RESEARCH

Implementing cffective child survival programs during
the 1990s will require that existing technical and
opcrational problems be solved. MOH staff and their
technical assistance partners must therefore ensure that
the applied research necessary to colve key technical and
operational problems is conducted.  Priority topics
requiring further research include:

» The role of traditional and socio-culturally
rclevant groups in AIDS prevention and
control activitics:

* The effect of user fees on utilization rates in
the public and private scctors;

+ Optimal malaria prophylaxis and
prevention strategics;

» Community based prevention strategies and
incxpensive antibiotic trecatment for
dysentery; and

» Culturally acceptable methods for treating
diarrhea and dchydration at home.
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CONCLUSIONS

Ministry of Health participants and representatives of
the many organizations attending the Forum all
concurred that the meeting very successfully highlighted
past child survival accomplishments, outlined future
challcnges and provided countries with practical
recommendations to improve child survival programs in
the 1990s.

African delegates, however, expressed concern about
the political, social and economic challenges facing
Africa. Forum presentations emphasized that peace and
political stability arc prercquisites to effectively
addressing child survival challenges in the 1990s.

Democratization is causing African governments to
become increasingly responsible for the health of their
children andthere is a growing realization that the future
of Africa’s children cannot be sacrificed for today’s

needs. This political will, combined with clear national
health policies 2nd goals can form the basis for increased
collaboration between public and private providers,
cornmunities and their governnients and between
governments and donors. Proven child survival
strategies can bc made more cffective and cfficient by
improving policies, decentralizing responsibility for
prograin implementation, devcloping peripheral level
management skills and by intcgrating child survival
program services. However, Forum participants raised
concerns about the financial and human resource
required to integrate and strengthen child survival
programs. Donors werc urged to continue support for
child survival programs and to work with African
countries to develop and implement appropriate child
survival programs,
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REMARKS FROM JULIUS E. COLES,
DIRECTOR, USAID/SENEGAL

The United States Agency for International
Development (USAID) is proud to sponsor this Forum
on Africa’s Progress in Child Survival.  This is an
incredible gathering of more than 350 African and 100
nternational public health professionals. The fact that
morce than 250 abstracts were submitted from over 35
African countrics 1s an impressive testimony to the
progress that has been made and to the continuing
commitment to the health and development of Africa’s
children.

I believe the story of child survival in Africa today 1s a
story of great success and great challenges.  The
improvement of African child health during the 1980°s
1s a remarkable achievement. brought about m part by
a unique partnership between African ministries of
health, mternational organizations, and donors like
private voluntary organizations, WHO. UNICEF, and
AL.D . partners that jointly recognized child survival as
a priority. All are to be heartily congratulated for the
significant achievements made in child health during the
168075,

In 1981. A 1.D s Africa Burcau began the Africa Child
Survival Initiative Combatting Childhood
Communicable Discases (CCCD) project.  For more
than 12 vcars. the project has served asonc of ALD.'s
primary programs to support child survival m Africa.
The project has been implemented by the Centers for
Discase Control and Prevention (CDC)in 13 countries.
The principal strategy has involved focusing on
strengthening health svstems and interventions  that
addressed major causes of child mortality such as
vaccine-preventable discases. diarrhea, and malaria.
Furthecrmore. the project has supported numecrous
activitics at the regional level i Afiica, including
sponsoring six confcrences like this one. supporting
large-scale operations rescarch projects. and supporting
WHO regional training activitics.

These concerted cfforts have produced significant
results in a short time.

Africa’s DPT3 coverage was 57% in 1991,
demonstrating that morc than half of Africa’s
infants arc scen by health care workers at least three

times during their first year of life. For the first time, the
number of measles cascs and deaths prevented in Africa
was greater than the number that occurred. Evidence
also suggests that immunization program quality has
increased markedly.

Access to chnic-based treatment of diarrhea with ORS
was 57% in 1991, up from 22% in 1985.

A major study of malaria in pregnancy, supported by the
ACSI-CCCD project in Malawi, has provided answers
to important biologic and programmatic questions of
broadnterest to African countrics. Furthermore, Malawi
used the results to change its first-line drug for malaria
treatment and prevention in pregnant women.

While affirming these successes. we  also
acknowledge that our work in child survival 1s not
finished. The United States continues to place great
mmportance on preventing infant and child deaths and
improving the situation of African children.
This remains a critical humanitarian and developmental
concern to A.LD.

We understand that the advancement of developing
countries is highly dependent on the health,
cducation, and productivity of their future
generations. In 1991, A 1.D."s Africa Burcau supported
health and child survival activitics in 39 countrics. In
1992, USAID committed $400 millior for child
survival, health, nutrition, cducation, family planning,
and AIDS programs in sub-Saharan Africa.

In the 1990°s, A.1.D. will address four major
challenges:

The first challenge will be to sustain the significant
progress thathasbeenachieved in child survival over the
past few vears. Gains must be protected and at the same
time, successful programs must continually adjust their
activitics in order to remain cffective. A.1.D.s Africa
Burcau 1s concerned by some recent evidence that
suggests that the hard-won gainz in immunization
coverage may have started to slip. The Africa Burcau
is committed to working with its partners to
determine the reasons for stagnant or declining
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immunization coverage levels and to identify
resources and approaches necessary to reverse the
downward trend.  Immunization programs must stay
strong i order to provide high levels of protection as
well as continue to represent vehicles for implementing
new programs like family planning and discase
surveillance.  Strong immunization programs will be
nceded to deliver new vaccines as ‘hey become
available. including those for malaria and AIDS.

In addition to maintaining past achicvements, A.1.D.
during the 1990°s will support a stratcgy to strengthen
health svstems and to address emerging problems that
arc scriously affecting infants and children.
Cpidemiologic data document that rapidly expanding
populations.inadequate nutrition, sexually transmitted
discascs. and AIDS arc issues essential for child
survival and health for the 1990°s to address.
The sccond major challenge for child survival in the
1990°s will be to integrate these numerous vertically
focused child survival interventions within a context of
a strengthened primary health care delivery system.
Success in this effort is important, as it will contribute
not only to the survival of children, but to the
development of effective, efficient, and sustainable health
carc delivery systems.

To meet this second challenge, A.1.D. technical
assistance during the 1990°s will provide support for the
policics and skills necessary to implement integrated
programs and advance primary health carc. Integrated
programs will require increcased management and
technical skills in policy formulation and planning and
improved strategies in training, supervision, and
continuing cducation to assurc quality.

A third major challenge will be to identify strategics to
successfully address the emerging priority health issucs.
We must develop strategics to deal with the pressures of
rapidly expanding populations and cducate populations
about HIV/AIDS and about how to prevent infection.
We also have to develop strategies to cffect the behavior
change necessary for long-term control of AIDS.
Attempts to change behavior are difficult and will
require sustained cfforts and patience.

The fourth challenge will be to find resources to support
prionty health programs at their current levels. This
may include increasing the role of the private sector,

supporting the Bamako Initiative, and promoting
revolving drug funds. Donors must carcfully coordinate
their assistance to ensure that gains are not lost and to
support the development of country policies and
strategics to sustain these ongoing and new
interventions.

Atatime when resources are scarce and needs are great,
building upon proven successes in child survival
represents a sound investment and a wise policy. It is
important for us to usc the record of proven success to
strongly advocate for child survival. Increasing
advocacy atall levels within our countrics and within the
donor community is nccessary and represents a further
challenge we face today. Our common commitment to
the goals of the World Summit for Children provides a
sound basis for this advocacy, which should attempt to
sccurc adequate funding for public health and child
survival programs within our respective countrics. We
must remember that good health information is a
prerequisite for advocacy. The U.S. will work with
African health professionals to increase access to health
information and assurc adcquate training in
cpidemiology, cisease surveillance, computer science,
and data usc.

In the 1990°s, A.LLD. will broaden the perspective of
child survival to include child devclopment. We will
accomplish this goal by complementing our child
survival activitics with programs in child development
and protcction and women's healthand education. These
two programs will address carly childhood care, basic
cducation, care for children in difficult circumstances,
women’s access to family planning, and women's health,
nutrition and cducation.

Child survival programs offer onc of the effective and
cfficient ways to make a lasting impact on Africa’s
health and productivity. These programs will help to
strengthen national capacity to promote health by
mobilizing the public and private sectors tomeet priority
health nceds and by building the health systems to face
future challenges.  Efforts to consolidate and sustain
current programs and incorporate new interventions
must be pursucd with the same intensity that originally
launched the child survival programs. Finally, we must
be willing to adapt programs on the basis of
cver-changing child survival needs and circumstances.

During this wecek, let us all learn as much as possible
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from cach other, for this Forum is really about learning
and sharing our expericnces inchild survival. Thopethat
we emerge with renewed health. T can tell vou that
A.LD. is very interested in hearing about your prioritics
for improved child health in Africa in the 1990°s.
A.LD.’s Africa Burcau will use what is learned here to
continue its work as a strong partner in Africa’s cfforts
to ensurce the survivaland good health of its citizens, and
especially its children.
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REMARKS FROM HONORABLE ROBERT KOTT,
CHARGE D’AFFAIRES
AMERICAN EMBASSY

I am pleased to welcome you to Dakar, Senegal, to
participate in the Africa Child Survival Initiative -
Combatting Childhood Communicable Discases
(ACSI-CCCD) Forum.

As most of vou arc aware, fiscal vear 1981 marked the
beginning of the Africa Burcau’s Combatting
Childhood Communicable Discascs (CCCD) Project.
This activity over the vears has focused on specific,
cost-cffective measures addressing targeted specific
childhood discases.  Recognizing the emotional and
financial costs of cxtremely high mfant and child
mortality i the developmg world, the U.S. Congress
created a new foreign assistance appropriation i fiscal
vear 1985 entitled Child Survival. Since its inception.
the child survival progran has become a vital part of the
United States Government's overall strategy for
cconomic growth and development in Africa.

Since these carly davs, great strides have been made in
child survival programs throughout the world.  This
conference  will  report on many  of  the
accomplishments n the arcas of policies, programs, and
projects.  These accomplishments have also been
documented in children who now receive hife-saving
interventions through immunizations. oral rehydration
therapy, malaria prevention and treatment, and better
nutriticn. Achicvements have also been documented in

family planning and tetanus programs designed to
benefit women.  Because of these cfforts, familics
throughout the world can better protect the health and
lives of their children.

We believe it 1s crucial that this conference on child
survival serve not as an isolated event, but rather as the
beginning of a continuing process. Lessons learned at
this conference must be carried back to cach country
represented here for follow-up actions during the
remamder of the 1990°s. The magnitude of the task
ahcead for all ¢f us and the responsibility placed on all of
us to further reduce infant and child deaths demand our
contmued action.

The large number of participants gathered here for this
conference from all walks of life--government officials.
NGOs. grass-roots organizations. women's
organizations, universitics and participants from
African countrics willensure alively and spirited debate
in addressing the vital 1ssues before this conference.
Results from this forum will be of considerable value for
future child survival cfforts in Africe.

We, the United States Mission to Sencgal, again
welcome you here to share your professional
expericnees in this vital arca of development.
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REMARKS FROM HONORABLE ASSANE DIOP,
MINISTER OF PUBLIC HEALTH AND SOCIAL ACTION OF SENEGAL,

ONE PEOPLE - ONE PURPOSE - ONE FAITH

On November 25, 1992 1n this same room, with His
Excelleney. President Abdou Dioufpresiding, and in the
picsence of certain African Heads of State. the
International Conference on Aid to African Children
was held

At this mecting. organized under the acgis of the
Organization of Afnican Unity (OAU) in the
contest of the follow-up of the World Summit for
Children. we heard a cry of alarm from voung
representatives of African countries drawing the
attention of the international community to their fate. To
ensure the survival of children. these objectives for the
Year 2000 were reasserted:

* To reduce mfant mortality by a third:

* To reduce by half. the rate of maternal
mortality. severe or moderate malnutrition
in children less than 5 vears old:

* To provide all with a supply of drinking
water and adequate syvstems of disposal
of excrement:

+ Te umiversahze basic education and to en
sure that at least 80% of school-aged
children complete the primary education

cvele: and

+ To improve protection of children hving
under particularly difficult circumstances:
to bring the illiteracy rate in adults to less
than half the rate in 1990, with the
emphasis on the hteracy of women.

The dangers that threaten children and the distress
which strikes themare greater in Africathan inany other
continent. Ofthenearly 13 million children who diccach
vear in the world. a third are Africans, vet African
children represent only slightly more than 10% of the
world population of children. This rate is unfortunately
increasing constantly despite the sustained progress
made by Africa in the fight against infant mortality.

There is. then, much to do to accomplish the goals of the
World Summit for Children. We must all respond to the
moral obligation to accclerate improvements in health
care for the children in Africa. Without progress, and
with the mcreasingly critical cconomic situation, the
world will experience sooner or later the distress of an
entire generation that was not helped at the time
assistance was most needed.

[norder tomobilize the technical and financial resources
to accomplish these objectives. it will be necessary to
redistribute existing resources for the benefit of priority
health care programs and to assign new resources,
without prejudice. whether they are of national
origin, including public credit institutions; or
from non-governmental organizations (NGOs).
communitics. or forcign aid.

We are conscious of the interdependence of the
countrics of the world and recognize that the solutions
to the underdevelopment of Africa, as well as the
specific measures to solve the problems of African
children. require basic changes in the policy of African
governments and a renewed commitment on the part of
the mternational community',

But the main task 1s up to the African countrics
themselves. They must indicate through their natioral
action programs and other initiatives of the social sector,
that they are resolved to make the necessary choices to
rcform the health care system, in the interest of cquity,
profitability. and full participation of the communitics
and houscholds.

Atthe dawn of the twenty-first century, Africamust now
build the foundation of a more dynamic and lasting
pattern for its tuture development. In this context, the
forum on the progress in survival of African children
comes at a good time.

This privileged opportunity to cxchange the
respective experiences of our States will allow us to
cvaluate objectively the causes for the successes or
failures of programs underway in our countrics in order
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to formulate rccommendations for the decision makers
on measures to improve survival of children.
Although the rate of infant mortality is decreasing in the
majority of developing countries, in Africa it is still very
high, considering the possibilities for prevention and
trcatment that currently exist. This high rate of infant
mortality is cssentially due to discases that can be
avoided. such as malaria. diarrhea. and respiratory
infections.  Malnutrition constitutes the almost
mvanably present determining factor.  Furthermore,
resulis of several studics suggest that this mortality is
proportional to multiple pregnancies close together and
1o the age of the mother.

In Senegal. infant mortality has decreased in the past 10
vears. from 116/1000 to 84.6. This decrease is duc in
part to improvements of basic health care services. to the
satisfactory vaccine coverage rate (80% and more by
antigen). to the combined fight against diarrheal
discases and espiratory infections, and to a great
number of programs. These programs should be as high
m priority as the programs that preceded them and that
arc intended to reduce the risk factors that can damage
health and survival of children: the program for
prevention of maternal mortality., the family planning
program.and the nutrition program. Nevertheless. these
programs. which should contribute significantly to
reduc'ng maternal and infant mortality. are slow to
achieve results because of the pro-birth tendency of the
population and the difficult sociocconomic
contet.

His Excellency, the Ambassador. the Regional Director
of WHO for Africa. the Representative of UNICEF in
Dakar, the Director of USAID in Dakar, Honorable

gucests, Dear participants, Ladics and Gentlemen: The
survival of African children is a challenge inherited by
all governments of the countrics of the sub-Saharan
region.  Even if the infant mortality figures are
decreasing, they still hide the reality. Several examples
throughout the world show that, on onc¢ hand, the
definition of infant mortality itself is subject to different
interpretations. and on *he other hand, the statistics
collected under the conditions of developing
countrics arc often not sufficiently reliable.

Furthermore, other problems occur or persist, which
risk compromising the progress observed in past years.
Thesc difficultics arc economic (weight of the debt and
climatic risks) and political (democratic transition with
the social unrest and cthnic wars generated). Those who
suffer most arc the children. The AIDS cpidemic
magnifics their suffering. In effect, 90% of the pediatric
cascs of HIV infectionare African. Tothis onc must add
the AIDS orphans cxposed to premature mortality.

In spite of the considerable progress we have succeeded
in making. major challenges remain. These challenges
call for more national and international solidarity. Also,
without prejudice to the recommendations that will
come from our work, I believe it is more urgent than ever
to develop and strengthen integrated, multisector
approaches. which intelligently allocate resources and
which are centered in communitics.

Expressing again to you my recognition of the honor and
trust shown for my country for the organization of this
important mecting and wishing complete success inyour
work, I declare that the “Forum of Health Carc
Professionals on the Progress Madce in the Field of
Survival for Children in Africa” is now open.
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OVERVIEW OF CHILD HEALTH IN AFRICA:
PROBLEMS, PROGRESS, CHALLENGES

Gottlieb L. Monekosso, Regional Director,
WHO/AFRO,
Brazzaville

INTRODUCTION

It is a real pleasure to be able to attend this important
child survival forum, here in this beautiful city of Dakar.
Honorable Minister of Health of Senegal, I would like to
seize this opportunity to extend my warmest
congratulations to His Excellency, President Abdou
Diouf, on his brilliant reelection. We look forwardto a
continuation of his dedicated leadership in the fight to
bring social justice and improved welfare to all the
peoples of Africa. I would like to join the speakers
before me in extending our sincere appreciation of the
Government and people of Sencgal for the warm
welcome and usual generous hospitality.

I wish next to render special thanks to the
organizers of this meeting for affording me this
opportunity of addressing this forum on an issue upon
which the very future of our continent
depends. I am particularly pleased that our Regional

the African child, held by OAU and UNICEF in this
samc city, this forum should provide further impetus to
implement the National Programmes of Action of the
World Summit for Children. Given the choice of topics
for the meeting agenda, as well as the quality of the
speakers and participants, I have no doubt that the
Forum will contribute to a better understanding of the
major challenges that lie ahead in our joint quest toattain
the goals for Child Survival by the Year 2000.

My presentation will focus on current health of the
African child; present a rapid overview of progress so
far achieved in improving survival of the African child;
explore approaches for overcoming some of the major
obstacles; and offer perspective on future partnerships,
including the role of thc World Health Organization.

Life-threatening Diseases
and Conditions in Childhood

The protracted, severe economic recession
affecting the Region, compuended by widespread civil
strife and natural disasters including AIDS, has begun
to impose stagnration or actual reversad of carlier gains.

Office in Brazzaville has on
this occasion been very closely
involved in the preparations
for the meeting, in a spinit of
genuine collaborationthathas
characterized our relationship
since the inception of the
Project in the mid-eighties. |
Extending participationat this
forum beyond the countries in
the ACSI-CCCD Project,
should help stimulate the
acceleration of child survival
activities throughout the| 3,
Region.

under five.

age,

) ) five,
This forum provides further

opportunityto review progress
achieved towards improved

LIFE THREATENING DISEASES
AND CONDITIONS IN CHILDHOOD

1. PERINATAL AND NEONATAL MORTALITY

- 50% of infant mortality and 30% of underfive
mortality occur in the first month of life.

. DIARRHEAL DISEASES

- § episodes of diarrhea per year and per child

- 800,000 deaths among children under five years of

ACUTE RESPIRATORY INFECTIONS (ARl)

- 2to 8 episodes of ARI per year and per child under

- 1.5 million children under five death each year.

~—1 Despite a relative scarcity of
reliable community-based
data, the main causes of
infant and young child
mortality in Africa are now
well known and include:

Perinatal and Nconatal
Causes are estimated to
be responsible for nearly
50% of infant mortality
and 30% of under-5
mortality in Africa. The
highly unsatisfactory
condition and status of
women in the Region,
exemplified by low level of
literacy, disadvantaged
economicopportunities, poor

African Child Survival. Occurring just a few months
after the International Conference on the Assistance to

nutrition, and high rates of uncontrolled fertility in a
milicu of unsatisfactory coverage with effective health
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services, particularly prenatal and delivery care, all
contributeto thisunacceptable rate of carly infant death.
Yet the newbom has so far been almost completely left
out of the Child Survival Revolution, and this, despite

the availability of appropriate
and affordable technology to
prevent or manage the most
common causes of perinatal
and neonatal mortality that
remain: low birth weight,
sepsis neonatal tetanus, birth
asphyxia with or without
delivery trauma. hypothermia,
and hyvpoglvcemia.

The serious sequelae of
perinatal asphyxia. trauma,
sepsis,  jaundice, and
hypothermia, on those
neonates that survive, while
unquantified for Africa. must
constitute a major burden of
lifelong  phyvsical and
intellectual handicaps in the
region. Diarrhealdiseasesare
a leading cause of
childhood mortality and
morbidity. An African child
may present up to five
episodes of diarrhea per vear.
The under-5 mortality rate
due to diarrhoea varies
from 11 to 60 per 1000,
causing an estimated 800,000
deaths each year. These
diseascs are also major
contributors to malnutrition
and are most pronounced in
the undernourished. The
problem is particularly
complex since diarrhoeal
diseases are associated with
poor personal hygiene, lack
of or 1nadequate food
hygiene. poor socioeconomic

conditions, and general ignorance of the gravity of these
diseases among the population affected.

Acute Respiratory Infections (ARI) are estimated to
account for more than a quarter of all episodes of illness

4.

5,

MALARIA

- 90% of the annual reported incidence
in the world is generated in Africa.

- One million deaths per year
- Economic lost of US $1,8 billion
VACCINE PREVENTABLE DISEASES

- 15 per 1000 live births of neonatal crippled
with crippled with rural arecas

- Half a million deaths each year due to measles

- More than §0,000 cases of children
crippled withpoliomyelitis

MALNUTRITION
- 12% of neonates are low birth weight.

- 50% of preschool children affected %y
protein-energy malnutrition.

. MATERNAL MORTALITY

- 1000 to 2000 per 100,000 life births of maternal
mortality rate in some areas,

- No indications of decrease.

. HIV/AIDS INFECTIONS

- Many women of childbearing age are infected
(seropositivity prevalence rates: 2 - 30%)

- One third of children born to HiV-infected
women will be infected

- Transmission through breastfeeding threatens
the basis for child care and development

. MALNUTRITION

- 12% of fow birth weight due to maternal
malnutrition

- Micronutrient deficiency is the second
cause of nutritional disorders in Africa.

and death in children in developing countrics. In many
parts of the Region, ARl are clearly the leading cause of
under-5 mortality.  While there has been widespread
increase in awareness of ARI as a problem, it is only

recently sertous commitment
has been made to accord it
the priority it deserves.
Children under 5 years of age
present two to cight episodes
of ARI during any | vear.
Poverty  resulting in
overcrowded, polluted, and
otherwise unhygicnic homes
creates conditions in which
susceptibles are already
weakened by lowered
resistance, as a result of
mainutrition and recurrent
cpisodes of a variety of
infections.

Malaria remains a serious
public hecalth problem in
Afnica. where over 90% of
the annual number of cases
worldwide 1s generated.
Malaria is one of the leading
causes of infant mortality.
Even when malaria is not
fatal, it has a considerable
effect on the health status of
African children because it
increases their vulnerability
to other diseases and hinders
their development. During
the last decade, the
epidemiology of malaria has
changed in many arcas of
Africa. Chloroquine-
resistant P, falciparum
spread practically all overthe
Region. Malariaappearedin
some of the originally
malaria-fre¢ areas due
to introduction of new

agricultural technologies (e.g. irrigated rice
cultivation). In other areas where incidence of malaria

was relatively low, severe outbreaks with high mortality

took place. This was observed at high altitudes (in
Madagascar, Burundi, Rwanda, Zaire, Zimbabwe,
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Ethiopia) or at descert fringe (Botswana, Namibia).
Increased virulence and high case fatality rates, not
accounted for by drug resistance, are increasingly being
reported in the Region.

Vaccine-preventable diseases remain important causes
of morbidity, mortality and disability. Neonatal tetanus
remains the main cause of neonatal deaths, becausc ofits
high casc fatality ratc and its high incidence. In the rural
arcas, nconatal tctanus incidence may be well above
15/1000 live births. Mcasles accounts for more than
half a million deaths a vear. despite all cfforts to
immunize the voung children.  Scveral outbreaks are
rcported cach yvear throughout the region and the casce
fatality rates in some rural arcas have been as high as
20% to 50%. Poliomyelitis continucs to cripple more
than 50,000 children a vear.  Although significant
reductions have been noticed in some countrics, several
others continue to report high prevalence of this
preventable discase. For the children below five years
of age, prevalence may still be as high as 8 per 1000.

Malnutrition Nutritional deficiencics prevail among
children in the Region.  Onc of the main causcs is
food insccurity: in 12 countries of the Region, 30% of
the population is considered as food insccure.
Food availability is low. not exceeding on average 2.200
Kcal per capita per day. One African out of every three
docs not meet adequate food requircments and this
proportion, in absolute value, has decreased by 27%
over the last decade.

Undernutrition is endemic in the African continent.
Poverty 1s the basic cause of undernutrition.
Matcrnal malnutrition results in low birth weight:
12% of nconates arc low birth weight which
represents nearly twice the figure obscrved in the
industrialized world.  Protein-cnergy malnutrition
affects more than 50% of preschool children. and it is
estimated that 50% of deaths are duc to protcin cnergy
malnutrition.

In order of importance, micronutricent deficiency
is the sccond causc of nutritional disorders in Africa.
The major micronutrients concerned are 1odine,
vitamin A, and iron that does not exclude the other
micronutrients such as vitamin C and thiamine.

Matcmal Mortality. It has long been recognized that
thc hecalth and survival of the infant arc

inextricably linked with the health of the mother. This
has been repeatedly rcaffirmed by various studics,
including that reported by Greenwood et al in The
Gambia, showing that not a single liveborn offspring
associated with maternal death survived the first week of
life. Similarly, according to a study in the Kawale
District of Kenya, of all the live births issuing from
matcrnal deaths, only 27% survived infancy.

Thus. adcquate prenatal/delivery care and child spacing
scrvices have major contributions to make in any
African child survival initiative; yet maternal mortality
in Africa remains the highest found anywhere in the
world, and has shown no indication of falling rapidly.
Indeed. there is much evidence 1o suggest a far worse
situation than was hitherto believed, with arcas
rccording matcrnal mortality ratios of 1000 to 2000 per
100,000 live births, and more.

In the Region, HIV/AIDS Infection is essentially a
scxually transmitted discase. The rate of infection in
women of childbearing age has exploded in both urban
and rural arcas of the Region, with scropositivity ratcs
ranging from 2%to 39%; ratcs between 2%to 23% have
been reported in antenatal mothers.

It is further estimated that one third of children bom to
HIV-infected women  will  themselves  be
infected, and that of the few  who live to their fifth
birthday. The remaining uninfected, two thirds scem
condemned to carly and certain orphanhood, with both
parcnts lost from AIDS.  Mother-to-child
transmission rates reported for Africa have again been
generally higher than in other Regions.

The recent confirmation of transmission through
breastfeeding threatens to confound the entire basis for
child care and development in Africa. While the
ncgative impact of AIDS on sociocconomie
development is already quite evident, its influence on
population growth and particularly on infant mortality
remains open to debate, even if some have projected that
AIDS could produce up to a 30% increasc in current
rates of under five mortality in Africa.

The Health Crisis

The African countrics have entered the last decade of
this century in the grips of a deepening health crisis,
which is recognized as both a consequence of and a
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contributor to Africa’s current cconomic, social, and
political crisis. Environmental, bchavioral, and
population problems arc being compounded by
diminishing incomes and worscning dictary and immunc
deficiencies.

The 1980°s have witnessed recurring health
emergencies throughout the continent as a result of
drought-induced famine. infestation with locusts, and
the scemingly interminable outbreaks of civil conflicts
and wars. Epidemics of discascs that had carlier been
under reasonable control such as cholera, vellow fever,
and meningitis have reappeared with a vengeance, and
foci of sleeping sickness and cven plague are again
assuming cpidemic proportions in parts of the continent.
These health problems. added to the now fully blown
AIDS pandemic, place severe additional strain on health
scrvices that were themselves in an already very sick
state:.

Per capita income for sub-Saharan Africa is
estimated to have declined by more than 25% over the
past decade. This decline. in combination with rapid
rates of population growth and cconomic structural
adjustment measures adopted by many countries in the
Region. has resulted in increased levels of poverty and
social deprivation in most of the Region.

While the impact of the cconomic crisis has not been
uniform for all countries, public expenditure on health
in the poorest countries dropped by as much as 60% to
70% in real terms. The social sectors have so far borne
the disproportionate part of these cuts. with the
pereentage of GNP spent on health lower now thanin the
1960°s.  Avcrage annual rate of growth of per capita
public expenditure on health, which was 3.2% during
the late 1970°s. had fallen to 1.9% at the height of the
¢CONOMIC CrISIS.

Evenin these difficult circumstances. resource flow has
continued to favor central level institutions, becoming
progressively more feeble at the operational or district
level. This has resulted in deterioration in staff morale.
decreased service coverage and quahity of care, frequent
shortages in basic essentiai supplies. isolation and lack
of supcervision of peripheral staff, and degradation of
existing physical health infrastructure.

Africa is experiencing the highest rate of population
growth in the world and a general deterioration in most
health indicators and systems as new and more virulent

forms of the major endemic discases are gaining new
ground. Wehave elsewhere described the main elements
of what can only be called the African Health Crisis,
including proposals for its resolution.

Interventions for Child Survival

Technologics:

Public health interventions to combat the main causes of
infant mortality have proved to be cffective and
affordable. In general, they are well accepted by
providers and bencficiarics.  The EPI vaccination
schedule proposes a full course of antigens that will
protect tne child before the discases can attack him.
Proper case management a key clement in prevention of
dcath from diarrhea, malaria, and acute respiratory
infections.  On the other hand, a serics of preventive
measures needs to gain acceptance among child
carctakers in order to reduce the morbidity: burden.
Growthmomitoring, breastfeeding, family planning. and
prenatal care are major health technologies that serve in
organizing interventions for improved child survival
and development.

Commitment at the Highest Political Level

On scveral occasions, decision-makers at the country
level and the international technical and donor
community have declared their strong commitment
to the protection of the most vulncerable groups,
namely children and pregnant women.  Various
resolutions have been adopted, including those calling
for the acceleration of EPI. proclamation of 1986 as
African Immumnization Year, Global Eradication of
Poliomyvelitis. and Nceonatal Tetanus Elimination.
Others include Women's Health and Safe Motherhood
and Health of the Newborn. The OAU Summit endorsed
the “declaration on health as a foundation for
development™ at its 23rd ordinary sesston in 1993, as
well as reaffirnung full commitment to the goals of the
1990 World Summit for Clildren.

In principle. this task ought not to be too difficult.
During this week. we have another opportunity to go
further i detail and review lessons leamed from past
experience in combatting childhood communicable
discases. Yet, itshouldbeclear thatwe shallhavetodeal
with the continued devastating role of HIV infection in
reducing the gains so far realized in child survival.
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Progress Realized

Infant Mortality Pattemns

infant mortality rates were declining in all regions of the
world, including Africa between the 1950’s and the late
1980°s. In Afnica they have dropped almost by half

More than a decade since the introduction of EPI,
several lessons have been learned and the following
positive and negative aspects deserve attention:

EPI training has provided an excellent opportunity for
programme managers at various levels as well as
peripheral health workers to learn basic skills in

(47%). from an average
mortality rate of 191/1000 in
the early 1950’s, the rate fell
to 101/1000 inthe late 1980’s.
However, the IMR in Africa
are 30% higher than global
esttmates and scven times
higher than the rates in the

more developed regions.
children.

Safe Motherhood and Care
of the Newbomn

As already indicated, most of
the gains 1in African Child
Survival have resulted from
improvements 1n survival
after the nconatal period. The
rapid reduction of infant and

PROGRESS ACHIEVED FOR CHILD SURVIVAL
1. INFANT MORTALITY PATTERNS

- Decrease of infant mortality rate from 191/1000 in
the early fifties to 101/1000 in the late eighties.

2. EXPANDED PROGRAMME ON IMMUNIZATION

- Systemalic immunization programmes have
reached more than two thirds of the African

- Immunization coverage increased from less
than 20% in 1985 to 57% in 1992 for DPT3.

- 9 countries reporting "Zero Incidence” of Polio
the past few years and 5 others reporting
significant reduction of Polio incidence.

3. CONTROL OF DIARRHEAL DISEASES

- ORS access rate increased from 22% 1985 to 60%
in 1992 and ORT utilization from 8% to 55%

programme management.
Setting targets, monitoring
progress, and evaluating
achieved results are the main
arcas of programme
management that have been
effective in ensuring the
expansion of the programme.
This training framework
partly explains why in many
countries, EPI served as the
entrv  point for the
development of the overall
Primary Health Care
System.

The commitment of donor
agencies and governments
in support of national

under-5 mortality rates remains a priority goal not only
for WHO and UNICEF, but for all countries and
intcmational partners in development.

The decision to increase action to improve health of *he
newbomn as an integral component of safe motherhood
has been adopted by the World Health Assembly. This
alreadv constitutes a major strategy within the current
AFRO regional medium-term programme for MCH/
Family Planning.

Expanded Programme on Immunization

EPI was launched dunng the second half of the 1970°s.
Most national immunization programmes used the
organization of service delivery systems pioneered by
the smallpox eradication campaign. BCG and Measles
vaccines were the two antigens used during the first EPI
campaigns. In the late 1970"s and carly 1980’s, one
could observe the development of a systematic approach
for the delivery of EPI antigens, taking into account the
fact that optimum protection from some of these
antigens requires several doses.

tmmunization programmes has provided an impetus for
necessary change in national health care delivery
systems, particularly in preventive care and community
involvement. External support has thus contnibuted
towards higher levels of national political commitment
and at the same time increased the motivation of health
workers. However, external support and high-level
declarations of commitment have often secmed to
contradict the limited resources allocated within
national health budget in support of such preventive and
health promotion activities. The consequences of this
contradiction are beginning to be felt, as donor fatigue
becomes maanifest and unational programmes flounder.

The African Immunization Year, which began in 1986
as part of the programme of action for implementing the
African health development framework, was a major
undertaking that continued until 1989 and led to a
quantum leap in overall health development in the
Region.

Realizing that systematic immunization programmes
have reached more than two thirds of African children,
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Member States adopted in 1988 and 1989 resolutions
calling for nconatal tetanus climmation. polio
cradication and measles control. Despite the leveling
off in regional immumzation coverage. substanual
progress 1s being made in approximately one third of the
countrics.  These countries are starting 1o initiate
specific eradication and chimination strategics,
including vigorous surveillance of the targeted discases
and vaccination of the groups and district at higher risks.

Although the cconomue situation 1s not improving,
Member States have decided to commit national funds
for the support of EPL including the purchasc of the total
or part of the vaccines needed i the programme. The
imternational community should encourage this
mitiative and provide. as i the past. the techmcal and
togistical supportnecessany for attanmg the programme

objectives
Control of Diarrheal Discases

Given the devastating role of diarrheal discases i child
mortahty. the etfectineness of Oral Rehvdration Therapy
m the management ot diarrheal dehvdration has
provided real hope for PHC. considering the cost and
level of technology required with alternative strategies.

This public health intervention. however. has not been
ascasy toexpandas had been previously hoped. Despite
carcful planning and traming of programme managers.
ORS packets arestill not readily avarlable in most health
facihues: health workers appear frustraungly slow in
adopting the new practices for care of children with
diarrhea: beliefs and practices of the population remain
deep-rooted i many countries. resulting i relative
meffectiveness of our social marketing strategics for
diarrhea prevention and  case management.

Nevertheless. during the past decade. the estimate of
access 1o ORS in the Region has increased from 22% in
1985 10 60% n 1992 At the same time. estimates for
ORT utilization have mproved. from 8% to 55% in
1992, The programme has defined kev dicators of

progress and quantified its targets for 1995, given the

Year 2000 objective of reducing by half diarrhea
mortality and diarrhea morbidity by quarter.

Control of Malaria

The long hiatus between the point of realization that the
global malaria cradication programme had failed and
the adoption of a programmatic approach to tackle
malana resulted in several thousands of children dving
of complications of malaria. WHO strategies of malaria
control. as defined by Conferences in Brazzaville in
1991 and Amsterdam in 1992 rely upon antimalaria
drugs as the cornerstone of the malaria mortality
reduction strategy.

Strategies to reduce mosquito-to-person contact,
including use of insceticide-impregnated bednets. are
also bemg mvestigated and advocated.  Mcasures to
It transnussion. including residual spraving of
mscetictdes, are necessany i epidenie zones and in
other arcas where resourees are available and the
measures are shown to be cost-cffective. Sclective
chemoprophylaxis of groups at special nisk. discase
surverllance, and carly warning of ¢pidemic situations
constitute other components of the regional programme.

Nutrition

The first line of defense against undernutrition s
breastfeeding. Great ceffort 1s therefore being directed
towards encouraging the practice and protecting it by
controlling the marketing of breast milk substitutes and
infant foods and promoting proper infant feeding
practices. Half of the countries have already adopted or
are about to adopt a breastfeeding code. and as many
have deveioped a programme of weaning food
production. The Baby Friendly FHospital Initiative
launched in 1991 jomtly by WHO and UNICEF aims at
serving as a catalyst for promoting breastfeeding,
The virtual clhimmation of vitamin A and iodine
deficiencies as public health problems constitutes
important nutritional goals for the Year 2000, a
challenge all the more justified as control measures are
technically simple, relatively cheap. and amenable to
implementation through community-based structures.
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OVERCOMING MAJOR OBSTACLES

Structural, Economic and Social Constraints

Structural constrimts to achieving community impact
will be overcome by decentralization of authority and
responsibility from the central to the local via the
intermediate level. Decentralization of child survival
programmes 1s only possible 1f the mtermediate and
local levels are well organized and can absorb the new
actvity.

It is important to ensure the mtegration of programmes
at the local level. inorder to provide only one health care
package made up of promotional. preventive. and
curative services. The process of integration calls for
collaboration between several programme managers at
the central level and should ensure that the components
of thair programmes become a single programme
(the district health care package) at the local level.

Unfavorable national cconomic circumstances resulting
m very low heelth budgets and a shortage of hard
currency are severely felt by the health services
Normally, healthauthoritics msuch circumstances would
1) ensure equitable allocation to priority arcas mn the
health budget: 2) find alternative ways of financing
community health activities: and 3) establish. through
national dialogue, permanent mechanisms for financing
medical care.

Social constraints to achieving health for all include the
apathy and fatahsm that go with poverty, lack of
fulfillment of health-related basic needs. and absence of
national mechanisms for health promotion.  These
obstacles would be overcome by promoting social
mobilization for health. providing health-related basic
needs. and establishing a national mechanism for public
health education.

FUTURE CHALLENGES

Programme Acceleration

Of the many challenges that lic ahead, perhaps the most
crucial is to accclerate the annual rate of reduction in
infant and child mortality.  While the overall infant
mortaiicy rate n the region has fallen by 30% over the
past three decades. the annual average rate of reduction

has remained a modest 1%. when a sustatned rate of
reduction of between 3% and 8% 1s needed if the Year
2000 Goals are to be met.

A possible approach (adopted by the 1992 Annual
Moecting of Regional Directors for Africa of WHO and
UNICEF) s to undertake a programme for the
immediate revitalization of existing health services
through intcgration of all child survival programmes for
the delivery of the most cfficient and cffective package
of community-basced mterventions.

Specific components of such a programme will include
expansion and consolidation of achievements already
realized in s ch areas as EPI and other communicable
discases contro! interventions: integrated matemity care,
mcluding care of the newborn; integrated training at the
district level: development and institutionalization of
appropriate management information systems for
improved program performance: and application of the
broader concept of the Bamako Initiative to assure
meaningful community participation and cquitable
financing of health services.

Sustamability of Achicved Progress

At the country level. sharing the burden of child health
interventions among people. government, and external
agencics should remain a central theme of national
health policies. People would have a right and a duty to
participate in health activitics. governments would have
primary responsibility for enabling people to be healthy
and remain so. while external partners would assist
people and their governments in achieving health goals.

At the international level. donors™ commitment and
coordination arc kev in the needed support for
implementing national plans of action aimed at
achieving the child survival goals of the 1990°s. EPl is
a good cxample of a programme that deserved the
attention of donors and the government. The current
concerns of the declining or leveling off in coverage
must be addressed properly by the international
community. Although countrics should strive to find the
nceded budget support for the long-term immunization
activitics, the international partners should refrain from
withdrawing their support suddenly. Instead, they
should cnsure that current results are maintained
because a decline could deter future social mobilization.
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Decentralized Management of Child Survival
Programmes at the District Level

Many African countrics have experience in
implementing the African Development Framework.
alsoknown as the A frican Three Phases Scenario, which
emphasizes thedistrict-oriented approach for programme
planning, implementation, monitoring, and evaluation.
In order to rcach the 1990°s goals and objectives, the
implementation of various programmes for child
survival should be accelerated. The most cffective way
to ensure that the communitics most in need are not left
outand actually receive adequatce support is to assess the
situation in cach district and to provide resources
according to identified needs.

Integration of Child Survival Activities

Resources are likely to remain scarce in the future.
Thercfore, in all circumstances, increasing cfficiency in
the usc of resources should be the top priority. While
developing or revising programme strategies, our
concern should be how to get the maximuni impact with
linited resources. We are looking forward to the further
development of the guidelines for inplementing the
“Sick Child Approach.” promoted by WHO and
UNICEF with full collaboration of many otheragencies.
including USAID. Substantial gains will likely be
realized once planning, training, supervision, health
cducation, logistics support. and other programme
components arc undertaken jointly by the current
vertically oriented programmes.

Role of the WHO

WHO provides technical cooperation with Member
States for reinforcing the implementation of the African
Hcalth Development Framework. WHO Country Teams,
staffed by National Programme Officers, will provide
assistance to the Ministry of Hcalth in promoting
community health initiatives, ensuring the provision of

a package of health care services at the district level.
They will assist districts in facing challenges like
neonatal tctanus climination, poliomyelitis and
guinca-worm cradication, the AIDS pandemic,
or major ccological disasters.

WHO should continue to advocatc for the claboration of
sound national policics in relation to child survival and
development interventions. This should include greater
cfforts in sensitizing top political lcaders on our
continent and the provision of needed assistance for
incrcascd national capacity in the management of PHC
programmes and activities.

Finally, WHO is cager to continuc working towards
greater involvement of the community in irplementing
health activitics. Given the traditional solidarity in
Africa, we arc sure that success for any health initiative
will only be attained if the people themselves are fully
involved.

CONCLUSIONS

In conclusion, despitc some improvement in child
survival attained during the 1980°s, the situation of the
Afncan child may be worsening in the 1990°s in the face
of the scrious political and cconomic situation
confronting the Region and the devastating role of the
HIV/AIDS cpidemic. Urgent responses are called for,
and durable solutions are needed  Responses and
solutions must involve the communitics in the
management of health activitics.  Having learned
Icssons from our experience during the last decade, let us
accclerate the implementation of the various child
survival programmes, in particular EPI, the control of
diarrheal discascs, malaria, and ARI, in an integrated
manner.

[ am confident that this audicnce will provide us with
further ideas for our joint endeavor to achieve the geals
of the World Summit for Children.
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THE HEALTH OF THE AFRICAN CHILD:
DELIBERATIONS OF THE WORLD SUMMIT ON THE CHILD
AND THE YEAR 2000 GOALS

Terrell Hill, Senior Advisor for Health,
UNICEF, New York, USA

I would like to thank A.I.D. and CDC for giving
UNICEF an opportunity to participate in such a large
and important gathering of health professionals in
Africa.

Africa is a special prionity for UNICEF. Each vear for
the last several vears (and we expect into the near
futurc). UNICEF will be dedicating a greater proportion
of our financial resources and of our manpower toward
Africa. Inthis very room about 4 months ago, Mr. Grant
led a large UNICEF delegation in participating in the
International Conference for the African Child. in which
most of the heads of siate from sub-Saharan Africa and
heads of donor agencics and their representatives
ideniified needs of the children of Africa and the
resources required in order to mecet those needs.

I was asked to relate the World Sumnut for Children to
Child Survivalin Africa. 1'would boldly contend at this
time that the success of Child Survival during the past
decade is the foundation providing the inspiration for the
World Sumnut for Children. This Sumnut. which was
convened 1in September 1990, had representation from
morc than 131 countrics. At that time it was the largest
summit ever held. But looking back at the carly 1980°s,
we see a pie chart showing the main killers of children:
diarrhca. ARL the immunizable discases, and, in this
region of the world. malana. At that time the
governments of the region. UNICEF. WHO. A 1.D..and
the CCCD project began to focus on oral rehydration
therapy. diarrheal discase. and immunization.  The
A.LD. Dircctor called immunization and oral rehy dration
therapy the “twin engines.” the two major child survival
programs in which we need to move ahcad and
through which we could build our work inchild survival.
Efforts also cxtend back to 1985 in Burkina Faso,
a government-inspired immunization campaign
called "Operation Commando™.  In Scncgal in 1986,
President Diouf launched a pioneering immunization
campaign that was followed in 1987 by the African

Immunization Ycar. During that year we leamed to
develop our health care systems; we learned how to
make the cold chain work even on the backs of camels.
We learned how to do social mobilization and advanced
m the arca of multi-sectoral collaboration in health, a
prospect that was in the works in Alma Ata but not yet
in practice.  So by 1990, the global 80% goal of
universal child immunization had been reached. And
according to my recollections, approximately 20
countrics on the continent of Africa achicved their 1990
goals. Through the confidence, goal direction, ability to
mobilize religious leaders, teachers, and district and
local government, children were brought to be
immunized.  This experience showed that we could
move to a broader agenda.

With this foundation world lcaders gathered at the
United Nations in New York to organize the World
Summit for Children. This summit is no longer the
largest ever held in the world: it has been eclipsed by the
Rio Earth Summit. This shows that there are several
issucs around which world leaders can be brought
together and about which they are likely toagree. (Fiscal
policy is probably not onc of them!) But the
cnvironment was a winner in Rio, and issucs for children
was clearly a winer in New York. The World Summit
for Children, which was built upon the successes of the
health sector, is a political and social contract with the
children of the world. It brought agreement on a new
cthic: children are first priority.  Children areto receive
priority in good times and bad, with the understanding
that children cannot wait.  They cannot wait for
recessions to stop. they cannot wait for prices of
commoditics to rise, they cannot wait for wars to stop.
According to this cthic, children are the first priority in
sctting goals.

Setting goals is not a new activity. Goals have been sct
inthe 1960’sand 1970°s, and global goals were set in the
decade of the 1980°s.  But the World Summit for
Children troduced seven major goals for children,
which include, as we sce here: under-5 mortality
reduction by one third, reduction in maternal mortality
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by onc half, reduction in malnutrition, universal access
to water and sanitation, basic education of children to
80%. and reduction in female illiteracy by one half.
These seven goals are supported by 26 supporting goals.
which included EPI. CDD. and ARL

The otherkey clement of the World Summit for Children
was the commitment made by the governments of the
world to national plans of action. Thelcaders wenthome
with a promise that they would create national plans
with their governments. More than 100 countries have
carried out this promisc. including Japan. the United
States. and most of the countrics of Western Europe.
Obviouslv. the World Sumnut for Children was not only
mtended to address the needs of children of the
developing world: i was truly a global summit with
great impact on how children are treated throughout the
world.  The national plans motivated by the Summit
servedas a blueprint for how countries would modify the
elobal goals in the context »f their national priontics.

A third kev element of the World Summit for Children
was the commitment to momitor  In prior decades goals
were set and put on paper m declarations. many times
thevwere forgotten until after the target date had passed.
The Ieaders of the world agreed to have a mid-decade
review with the Sceretary General of the United Nations.
I would like to tell vou how the World Sumnut for
Children goals are being momtored i Mexico.
President Salinas 1s one of the six sponsoring Heads of
State for the World Sumnut for Children. Every 6
months President Salinas reviews with hus Cabinet the
progress being made in Mexico toward achieving cach
goal. He has mvited the Director General of UNICEF,
and most recently the Director General of WHO. to sit
with lus Cabinet in these biannual mecetings. Following
these mectings a press conference is held in Mexico City.
at which the ministers describe to the people of Mexico
what they have achieved. and what 1s planned for the
next 6 months. Such vis ble monitoring mugin be uscful
in many of the countri:s of Africa. making national
leaders trulv accountab.e to their people.

After having only a few goals. particularly universal
child immunization. as targets for 1990, the increase to
27 goals for the year 2000 has perplexed many
governments. Scveral countries as wellas UNICEF and
WHO are trving to institute a sct of mid-decade goals.
You may recall that many of the Heads of State who
were standing so proudly in the photograph [ recently

showed you are not Heads of State anvmore. In fact,
ncarly halfarc no longer in place. What political leaders
likc todo is to sct goals. which are quite long-term goals,
for which they may not be accountable, or they may not
be inpower long cnough to be held accountable for those
goals. So this 1s why milestones are quite important -
to be able to sce how we are doing, to perhaps change
coursc, or speed up what we are doing, and to drop what
is not working and trv again, ’

The sccond important event related to the World
Summit for Children and its success 1s the ratification of
the Convention on the Rights of the Child. This
convention, passed by the General Assembly in 1989,
was ratified faster than any other convention in the
history of modern times. A total of 116 countrics have
ratified this convention. T might add that one major
country that ratificd the convention just a few months
ago was sued soon after ratification by a group of
children for fatling to provide the services required. The
Convention on the Rights of the Child also helps us
highlight an issuc that 1s important in many regions of
the world. and 1s criticallv important in Africa: the
special needs of the female child. The plight of the
female child 1s characterized by discrimination, by
having the last call to service and the first call to work.

The World Summit for Children also spawned a major
advance in the arca of education. In Bangkok. Thailand
m 1990, a major conference was held on education,
which would be the cquivalent of the Alma Ata
Conference for Health, at wiinch prioritics for education
were outlined and strategies to achieve the education
sector goals followed very closely the blueprint for
health. Education is important for us. as there 1s a very
strong link between female literacy and child survival,
We in the health sector must support advances in female
literacy and cducation. particularly cducation of the
femaie child.

What arc the challenges we face in the near future?
Dr. Monckosso has outhned these very clearly, so [will
try to be bricf.  Qur own feeling in UNICEF, is
that information for action, or surveillance and
epidemiology. 1s key for immunization. But I submit to
vou that information for action. in the context of the
World Summit for Children, 1s just as important in
malaria, diarrheal discase control, ARI, and AIDS as it
1s in the arca of mmunization.  One of our highest
prioritics for the balance of the decade of the 1990°s
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must be strengthening surveillance, getting information
for action to thosc who deliver services, keeping action
rclated to the collection of data for use by the health
sector, but also for usc by the political powers at
national, district, and provincial levels. These data are
critical in monitoring the World Summit goals.

Some slippage has occurred in the immunization
coverage in Africa. Somc countries that were moving
ahcad very well through 1990 have slipped back,
according to 1991 data. Weneed to build on the system
we have, and to move ahead. as will be described in this
mecting, in determining how to deal with a sick child and
how to strengthen our preventive health measures. We
nced to build on past success to keep the political
momentum. Again, we need to guarantee vaccines for
the children of Africa. The Ministers of Health in Africa
arc an inspiration to us at UNICEF. They have declared
that the countrics of Africa, regardless of the difficult
economic situation, arc committed to beginning to be
sclf-sufficient in vaccines UNICEF is committed to
support this priority in scveral ways: to continuc to
provide vaccines as needed on a donated basis, but also
to help countries begin to buy their own vaccines
through what we call a Vaccine Independence Initiative,
which allows for the purchase of vaccines with local
currency. UNICEF accepts the local currency for the

vaccmes and uses this currency for local costs in
country. This initiative has been funded to sct up a
revolving fund that allows vaccine to be procured and
delivered before payment through a grant from USAID.

In addition to the priority of immunization, UNICEF is
committed to diarrheal disease control, and malaria
prevention and treatment in the context of the sick child.
We can sce that all of Africa is not the same. Part of
Africa is able to move ahead to specific discase
intcrventions and immunuization, other parts need to
strengthen their programs, others need to work on
getting the systems in place so they can rely less on
campaigns and mobile tecams, and have more
cost-cffective immunization programs. Polio
cradication is possible in parts of Africa cven now. We
highlight this because we feel very confident that Africa
will not always lag behind; Africa can be a winner.
Although we have the capacity to move ahcad, a gap
remains between where we need to be in the future and
where we arc today. Dr. Monckosso has just described
many of the constraints on progress, but also the
challenges we face. A commitment to progress has been
made by our political lcaders at the World Summit for
Children and most recently in the International
Conference on Assistance to African Children here in
this room. Let us work toward it.
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HEALTH OF THE AFRICAN CHILD
PROGRESS AND CHALLENGES

CO-CHAIRS:
Deogracias Barakamfitiye, WHO/AFRO, Brazzaville;
James Shepperd, A.1.D. Washington

SPEAKERS:
1) Gottlicb Monckosso WHO/AFRO, Brazzaville;
2) Terrell Hill, UNICEF, New York

SUMMARY
OF THE SESSION'S MAJOR ISSUES

The future of Africa depends on child survival.

Health is. however, in a crisis state. a condition
aggravaicd by recurring health emergencices, declining
GNPs. decreasing public expenditures on health, and
mereased allocation of resources to central institutions.
High child mortality is a conscquence as well as a
contributor to Africa’s current cconomic, social, and
political criscs.

Annually. an estimated 4 million African children die
before their fifth birthdays. Thesce deaths result from a
range of sociocconomic, behavioral, and discase risks
affecting mothers and children. Major causes of infant
and child mortality arc perinatal and nconatal
conditions. nconatal tetanus, pncumonia, diarrhea,
measles. and malnutrition.

SUMMARY OF LESSONS LEARNED

The World Summit for Children represents a global
commitment to the world’s children, a political and
social contract with the children of the world. Over 100
countrics have completed national plans of action.
Regular monitoring of targets. such as the biennial
ministerial reviews of national progress toward targets
in Mexico, is important.

With affordable technical strategies and strong political
commitment, progress is being made, as evidenced by:
1) adccrease ininfant mortality (from 191 in 1950-1955
to 101 in 1985-1990, 2) an incrcasc in DPT3 coverage
from 20% in 1985 to 57% in 1992, and 3) increased
access to ORT from 22% in 1985 to 60% in 1992.

Availability of timely, valid data is cssential to effective
management: problem identification, planning,
implementation, monitoring, and cvaluation.

RECOMMENDATIONS
FOR FUTURE DIRECTIONS

Sustain and cxpand results achieved by specific
programs, ¢.g.. EP1, as wecll as the political commitment
mobilized in favor of Child Survival.

Accclerate implementation of other interventions such
as oral rchydration therapy. and improved casc
management of certain infectious discascs such as ARI
and malaria, cspcuially through introduction of
integrated management of the sick child.

Increase and sustain technical and financial support by
international and bilateral technical assistance partners.

Improve coordination of cxternal support.

Decentralize management to the district and community
level.

Increase the competitiveness of the health system to
support the continued service and morale of health staff.

Advocate in cconomic terms (e.g., cost-cffectiveness)
the reasons resources should be allocated to the health
sector.
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HEALTH AND SURVIVAL
OF THE AFRICAN CHILD

CO-CHAIRS:
Olu Babaniyi, CCCD, Nigeria;
Ronald Waldman, WHO. Geneva

SPEAKERS:
1) George Bicego (DHS., USA); 2) Gora Mboup (DHS, USA)

SUMMARY
OF THE SESSION'S MAJOR ISSUES

There is no single measure of child survival, and many
of the countries of sub-Saharan Africa have imprecise
measures of the survival of their children. Survival data
can bc obtained through the Demographic and Health
Surveys (DHS), which provide a broad-scale
perspective on recent and current mortality. Inaddition
to measurcment of levels and age patterns of child
mortality, the DHS data provide information on trends
in child mortality and on risk factors for dcath. To datc,
20 sub-Saharan countrics have had DHS, and the results
of 18 of those surveys arc available. Information on
nconatal. postnconatal infant mortality, childhood
mortality, and under-5 mortality arc presently available
for these countries, and were reviewed in this session.

Of the 18 countries. 10 arc located in West Africa and
8 in Eastern and Southern Africa. In general. mortality
is lower for East and Southern African countrics as a
group, than for West African countrics. There is as
much as a sixfold difference in the range of childhood
dcaths. with Botswana registering a level of 50/1000 at
the low end of the range, and Niger., with 300/1000, with
the highest level for the surveved countries. In general,
West African countrics have a smaller ratio of infant-to-
child mortality than East and Southern African
countrics. However. there are inconsistencies in this
pattcrn across countrics, and we cannot yet provide a
sound explanation for the differences. Six of the 8§ West
African countrics show declines in mortality, with 2
(Niger and Nigeria) experiencing upward trends. The
Eastern and Southern African countries have a mixed
pattern; at least two countrics indicate upward trends.
These patterns are difficult to interpret, as AIDS,
cconomic stagnation, and political strifc complicatc the

situation. In general, the overall pattern is a decline in
average mortality, with the largest declines in the 1-4
year age group.

The most persistent risk factor identified for childhood
mortality is the cducation of the mother, with about 3
times the nsk of mortality for less educated mothers.
Increased risk of mortality is associated with birth
intervals less than 24 months, with younger (<18 ycars)
and older (>39 years) mothers, and with births of parity
greater than 5. Ingeneral, higher mortality is associated
with higher fertility. A higher sex ratio (male:female)
was only identified for nconatal mortality. A
consistently higher risk of mortality is associated with
rural than with urban strata. The nsk of death 1s 20%,
35%, and 50% higher for the nconatal, postnconatal,
and childhood age groups, respectively. Mortality is
higher for the urban poor than for any other sector.

Total fertility rates (TFR) range from 5 to 7.8 among the
countrics surveved. Declines in the TFR were identified
for three countrics in East and Southern Africa - no
declines, or statistically insignificant declines, were
noted for the West African countries. Contraceptive
prevalence vaned dramatically across countries; in
general, modern contraceptive methods are used much
Iess in west African (3% upper range limit) than in East
African (37% upper range limit) countrics. However,
there i great vanability among the types of modem
contraceptives used, and in the West African countries,
there is much greater reliance on traditional methods of
contraception. In general, the nced for modern
contraception is high, based upon desired numbers and
spacing of births; high levels of need for contraception
are being met in many Eastern and Southern African
countrics, but not in West Africa.

SUMMARY OF LESSONS LEARNED

Following in the tradition of thc World Fertility
Surveys, the DHS provide information on national
fertility and mortality levels, patterns, and trends. For
many sub-Saharan countries the DHS arc an important
source of rcliable information on child survival.
Although many of the risk factors for mortality
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identificd in the DHS are known from other studics. the
consistency in the association of the same risk factors
with incrcased mortality across countrics and regions
clearly identifics the need to address those common risk
factors. In view of the World Summit for Children
objectives for the Year 2000, the DHS are an important
means of gathering information to monitor progress
towards many of the objectives. For many countrics
DHS may continue to be the principal method for
measuring attainment of some of the objectives at the
end of the century.

RECOMMENDATIONS
FOR FUTURE DIRECTIONS

The DHS play an important role in providing national,
regional, and international perspective on levels,
patterns and trends in child survival.  Recently more

attention has been given to the possible role of expanded
DHS within larger countrics to allow for measuring
regtonal differences in population characteristics. Until
rcliable vital registration systems are developed, the role
of surveys will continue to be important. The relatively
high cost of DHS limits the potential for large scale
cxpansion of their scope and frequency, but with
appropriate modification, they will probably be an
important means by which to monitor the World Summit
for Children objectives during the next decade. Anissue
descrving further consideration is the role of the male in
reproductive health and maternal and child mortality. A
considerable amount of data on many variables is
collected in the DHS. and requests for tabulations,
reports, and data scts indicate that the data arc not being
uscd to the extent possible at the national. regional, and
international levels.



SESSION SUMMARY

PAGE 21

USE OF DATA IN POLICY FORMULATION, PLANNING,
IMPLEMENTATION, AND EVALUATION

CO-CHAIRS:
Ronald J. Waldman. WHO. Geneva:
Shiva Muragasampillay. Ministry of Health, Zimbabwe.

SPEAKERS:

1) Okey Nwanyanwu (presenting for Peter Kazembe,
Ministry of Hcalth, Malawi), 2) Antoine Kabere (WHO/
AFRO. Brazzaville). 3) Paul Arthur (Ministry of Health,
Ghana and the London School of Hygiene and Tropical
Medicine). 4) Gaston Djomand (Projet RETRO-CI. Cote
d’lvoire). and J. Nvamongo (National Laboratory Services,
Kenya): 3) Michael Miggade (Makerere University, Uganda);
6) Dayl Donaldson (Harvard Umversity, USA)
{presenting for Julia Walsh).

SUMMARY
OF THE SESSION'S MAJOR ISSUES

This session demonstrated the effective use of data by
Ministrics of Health in formulating health policy, and in
planning. implementing, and cvaluating public health
programstrategics. The six presentations demonstrated
different types of policy dectsions that had been taken to
solve different and important problems inchild survival.
These decisions were based on health data obtained
from different sources, and collected and anaiyzed using
different methods. The session addressed the following
heaith problems and data-based problem-solving
arproaches:

Malaria -usc of sentinel in vivo resistance data (periodic
surveys and specific rescarch studies), in-patient
hospital mortality data, and other health data to develop
a national casc-management policy:

Diarrhea - use of quantitative houschold survey data to
plan complemented by qualitative data to monitor and
assess national CDD programs as part of focused
Program rcviews.

Vitamin A deficiency - use of data from cross-scctional
and longitudinal studics, and multiple large-scale ficld
trials conducted in different geographic arcas and
countries to formulate program policics (interventions,
delivery systems);

Blood transfusions and HIV transmission - usc of data
from multicenter studics to assess the conditions for
transfusions nceded to save lives and to determine
screening practices to prevent HIV transmission;

Nutrition - usc of DHS data to factlitate finalization of
the National Food and Nutrition Policy and Strategy in
Uganda; and

Usc of data to cvaluate the success of non-project
assistance by an international donor agency in providing
incentives for reforming health policies to raise the
priority of primary health care.

SUMMARY OF LESSONS LEARNED
The following lessons were lcamed:

Deccision-makers at all levels of the health system -
senior policy makers at the national level.
decision-makers at provinciai, district levels, health
carc workers in the clinic - need to actively identify
information nceds and to feel responsibility for using
data.

To be viable, health information systems necd to
produce data that will be used by health care workers
and decision makers at local levels, as well as at
provincialand national levels. Thereisancedtodevelop
sustainable health information systems beginning with
collection and usc of data at peripheral levels, with
information thensentto central levels. Information flow
and use must occur in both directions - from the
periphery to central offices, and from central offices to
the periphery.

Supervision is recognized by Ministries of Health as an
important component of health systems that in providing
cssential data for improving case management and the
program cffcctiveness, and i helping to ensure data
quality. However. supervisory activitics, including
training in supervision as well as conducting
supervisory activities on an ongoing basis frequently
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receive too little attention. Mechanisms and
responsibility for funding and implementing ongoing
supervisory activitics nced to be identified.

Hecalth problems frequently arec multi-causal in
naturc. Ifthe appropriate types of data are collected and
analyzed to identify different problems (including
political, social, cultural. cconomic, demographic, as
well as morbidity and mortaiity), multi-scctoral
solutions to problems can be identified and incorporated
into plans of action. Health information systems need to
include a varicty of data sources, providing qualitative
as well as quantitative data needed for decision making.

Ministrics of Health can develop beneficial
rclationships with academic centers, allowing the
rescarch community to provide information needed for
policy formulation and implementation.

Presentation of high-quality and compelling
mformation, governments can be sensitized to the need
for addressing blood safety and devcloping and
implementing programs aimed at improving the
appropriate usc of screened blood.

Changing the process of decision making requires
crcating an cnvironment in which decision makers
apprcciate the importance of data and in which
data-based dccisions can be made.

Policy decisions based on the best available data are a
good beginning, but the challenge then is to implement
thosc decisions.

RECOMMENDATIONS
FOR FUTURE DIRECTIONS

Undertake activitics and intcrventions at all levels of the
hcalth system to:

* Close the gap between individuals and
institutions responsible for using data
and thosc responsible for producing
hcalth data;

* Build the capacity of data users to
actively identify information needs
and then to understand how to use
the data; and

* Build the capacity of data producers
to focus attention on providing cssential
high-quality data.

* Focus attcntion on using data cffectively
at each level of the health system to
formulate policy and programmatic
dccisions and implement those decisions.
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IMPROVING AND MAINTAINING THE QUALITY
OF PRIMARY HEALTH CARE
SERVICES

CO-CHAIRS:
David Nicholas, Quality Assurance Project, USA;
Antoine Kaborc WHO/AFRO, Brazzaville

SPEAKERS:
1) David Nicholas , (Quality Assurance Project, USA);
2) Rose Macauley (REACH, USA). 3) Mounir Touré
(Ministry of Health and Social Action, Senegal). 4) Peter
Gokir (Jos State Ministry of Health, Nigeria); 5) Munkatu
Mpese (Ministry of Health, Zaire); 6) Lucille Imboua
Coulibaly (Treichville University Teaching Hospital, Cote
d’Ivoire).

SUMMARY
OF THE SESSION'S MAJOR ISSUES

Quality assurance is defined as a set of activitics carried
out to sct standards and to monitor and improve
performance so that health care is as effective and safe
as possible. There arc two major aspects of quality
assurance: quality assessment and quality
improvement.

The assessment of quality requires the establishment of
standards and their communication to health workers.
Monitoring of service quality can then be based on these
standards, and implemented cither by supervisors or by
health workers themselves. Examples presented during
the session included facility-based assessments of health
worker performance in Nigeria and clsewhere.
Supervision can play an important part in quality
assessment, but results from operations research in
Senegal suggest that few supervisors actually make use
of supervisory visits to observe hcalth worker
performance.

The improvement of service quality includes:
+ Identifying and prioritizing problems;
* Defining problems clearly;,

» Identifying who should participate
in solving the problem;

* Analyzing why the problem occurs;
» Choosing and designing a solution;
* Implementing the solution; and

» Evaluating the results.

Approaches to quality improvement presented and
discussed in the session included the development of a
continuing cducation system in Nigeria that combines
workshop-based training with supervision to achicve
changes in health worker and supervisory performance;
an approach to institutionalizing opcrations rescarch in
Zaire that supports multiple problem-solving exercises
and resulting improvements in service design and
quality; and facility-level usc of routine paticnt intake
data at a Diarrhecal Treatment Unit in Céte d’lvoire to
identify nceds for additional scrvices, to sclect
participants for training, and to definc operational
rescarch needs.

Total quality management approaches emphasize the
needs of the client, the importance of the service delivery
process rather than the individual worker, the role of
data in inonitoring quality and identifying and solving
problems, and the advantages of a tcam approach to
service improvement. Results provided in this session
suggest that these principles apply at all levels of the
hcalth system, and can lead to significant improvements
in the quality of primary hecalth care scrvices.

SUMMARY OF LESSONS LEARNED

Methods for asscssing the quality of PHC services are
available and feasible for usc in African scttings.
Special surveys in communitics and facilities, as well as
focus groups, can provide useful data for program
planning, but arc less sustainable than the use of routine
program activities (such as supcrvision) for quality
assessment.



PAGE 24

SESSION SUMMARY

Supervision holds promise as a routine method for both
quality assessment and quality improvement. but
supervisory skills and systems need to be improved.

Onc pronusing strategy for quality improvement is the
development of continuiny cducation systems that
provide ongoing needs assessment. training, follow-up.
and supervision to health workers:,

The availability and use of data 1s a crtical part of
quality assurance. and program quahity can be improved
through systematic usc of data at all Ievels of the health
system

Svstems approaches that mcorporate ficld-based
follow-up. supcervision. and cffective management to
cnsure the availability of medicines and equipment are
more likely to result in improved service quality than are
discrete. “one-stop ™ approaches.

RECOMMENDATIONS
FOR FUTURE DIRECTIONS

Additional applications of quality assurancc approaches
should be systematically developed and field-tested.

Preliminary evidence suggests that training activities
should be broadened to include cffective supervision,
follow-up, and the development of more comprehensive
approaches for the continuing education of health
workers.

Further support should be provided for strategics
designed to increasc the collection and usc of data at the
peripheral and facility levels as a means of improving
service quality.
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INTEGRATING CARE OF THE SICK CHILD

Jim Tuiloch, WHO Geneva

Pncumonia, «iv:rhea. measles, malaria, and
malnutrition account for four out of cvery five deaths in
children Iess than 5 vears old in developing countries.
Annually in Africa. 1.5 million children dic of acute
respiratory infections. another 0.8 million of diarrhea.
and 0.5 million from measles. One nullion deaths are
attributed to malana. mostly i children; 30% of
preschool children have protein energy malnutrition.

Throughout the 19807s. these discase problems have
been tackled at global and often at national level by
single discasce control programmes.  This “vertical™
approach. as itis usuallv called. has extended to the field
i traming. communication. and cvaluation activitics
and. to a lesser extent, in information svstems and drug
supply. Recent vears have seen nereasing pressure for
amore efficientapproach. A 1D s CCCD project. the
sponsor of this conference. was among the first to call
for an miegrated approach to childhood discasc.

At about the same time rescarch findings were pointing
to the way i which the major illnesses o children may
be mextricably Iinked.  Rescarch conducted with
support from CDC. WHO. and the MRC in the Gambua.
shows that malaria and pncumonia often share many
common chmeal features. Overlap in the treatment
approach has also been defined.  Recently, our
colleagues in the Expanded Programme on
Immunization (EP1y have taken a greater nterest in
measles care management. They recognize that even
with high vaccination coverage levels, some children
will get measles and some of those will dic if not
adequately treated for diarrhea or pneumoma.  In
addition. there has been a growing sense of urgency for
greater focus in nutrition counseling to help reduce
mortality froniinfectious childhood discases. especially
but not only diarrhea.

For all of these reasons WHO and UNICEF have
mitiated development work onanintegrated approach to
case management for the sick child focusing on diarrhea.
ARIL measles. malaria. and malnutrition. but also
covering associated eye and car problems and anemia.
While many health workers may already practice
integrated care. in most countrics the difficult task of

“integration” isnow left to the individual health worker.
He or she must bring together the knowledge and skills,
often acquired in discase-specific training courses, at
the time of treating a patient.

A fullv mtegrated approach would have programs
collaborating in the use of ntegrated guidelines and
traming materials.  Such an approach would not be
limited to training but would also involve supervision,
monitoring. ¢valuation. and logistics.

Whether an mtegrated approach is seen as new and
exciting or as simply catching up with what is alrcady
bemg done in many places. we believe it can improve the
cfficieney and quahty of care.

What we would hke to share wath vou today 1s not a set
of guidelines that are fully developed and readv to
mpicment. This s the start of a developmental process
withwhichweneed vourhelp. The arcas of diarrhea and
ARIcase management have been the first to define in the
simplest possible terms the minunem cifective approach
to trcatment feasible in the prevailing conditions.
Components of treatment have been expressed on case
management charts that serve as training aids and a
reference. Around these training modules a wide range
of program tools have been developed.

For the integrated management of childhood illness, we
are proceeding the same way to develop first a training
course for health workers in first-level facilitics. A case
management chart that will form the technical care of
this course will cover assessment of the child and
classificaton of the illness. A sccond chart summarizes
treatment instructions. and the third provides details on
how and what to advise the mother (or other caretaker).
Training modules to be developed will focus on teaching
the knowledge and skills nceded for chinical
management of cases as summarized on the charts.
Other modules will deal with organization of work in
health facilitics.

The itial assessment of the sick child mvolves
checking for danger signs that indicate the need for
urgent referral or admissior Then four questions are
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asked about all children to cnsure that the principal
presenting complaint docs not lead the health worker to
a premature and incomplete diagnosis that overlooks a
sccond or third condition.

Those four key questions cover the symptoms of
coughing. diarrhca, fever, and car pain or discharge.
Then the nutritional status is checked for all children,
using simple visible criteria (and weight where
possible). The immunization status is also checked inall
children.  For any “yes™ answer to the key questions,
further questions arc asked. and the health worker is to
look. histen, and feel for various diagnostic signs. Each
of the illnesses is then classified  using a standard
color-coded triage svstem.  Nutritional status is also
classificd for all children

According to the color-coded trniage svstem, for all the
conditions red means urgent referral or admission to
hospital. vellow means treatment at the first-level
facility, and green means to send the child home with
home carc advice We believe this standard approach to
all conditions will greatly facilitate health worker
training and practice.

The case management process is then completed with
two further steps: treat the child and advise the mother.
The tiaining modules will emphasize skills development
and. as much as possible. hands-on cxperience.
Training on advising the mother will teach and practice
a four-step process. One of the very important steps
focuses on identifving signs that indicate it is necessary
to return to the health worker.

The full range of topics to be covered by the
“organization of work™ traiming modulcs has not vet
been defined. however. they will certamly cover the
essential skills needed to ensure an adequate regular
supply of the seven cssential drugs needed for this
approach. Thev will also cover planning of services to
dehver care cfficiently. simple goal sctting that
considers the population served and the expected
demand for services, and monitoring. especially of the
quahity of care.

The following preventive interventions are covered by
this approach to the sick child. First, immumization 1s
given to ensure that the opportunitics are not missed.
Sccondly, the mother 1s given nutrition advice: on
breastfeeding. improved weaning practices. and feeding

during convalescence.  Finally, vitamin A
supplcmentation is indicated where appropriate. These
arc very important aspects of case management.

We are at the beginning of a process involving research
and matenals development.  There has alrcady been
excellent collaboration within WHO, particularly the
programmes responsible for the control of measles,
malaria, diarrhea, ARI, and nutrition, but also with
other relevant programmes as well.  Collaboration is
also close with UNICEF, CDC, and other partners. |
would like particularly to acknowledge the support from
USAID and the agency (A.1.D.Washington) input into
this process.

Development of case management charts is proceeding
and will include thorough ficld testing. Once the
integrated guidelines and training materials are
available, we hope by the sccond half of 1994,
implementation of integrated training will begin in some
countrics in which the national authoritics feel it is
appropriatc and timely. WHO and perhaps other
agencies involved hope to work with countries in the
adaptation and use of the materials. As with all
materials, revisions will be necessary based on
experience in using them. The materials will then be
available for wider implementation, eventually leading
to cfficient integrated training of health workers in all
countrics in which there is a need.

At cach step along the way, carcfully conducted
rescarch will be needed. Initial steps to define a global
rescarch agenda arc undenway. Research to verify that
the chart process works is already planned with the
participation of the CDC. Asscssments made by health
workers trained to use the charts will be compared with
those made independently by a skilled clinician.

In this development process there is a tension between
those who want the materials to be available
immediately and those who want to proceed slowly until
we know what works. One aspect is certain, the case
management charts on their own will change little. We
should not attempt to use them until we have fully
developed, fully ficld-tested training materials.

But we should not wait until these matcerials are
developed to proceed with the control of diarrhea, ARI,
measles, malana, and malnutrition. For some of these
conditions, complete guidelines exist, strategics have
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been developed. activitics have been planned, and in
some countrics indicators have been defined and
measured.  Our first moment of responsibility after
Icaving this conference is to accelerate and intensify
thosccfforts. WHO and the other agencies present stand
rcady to play their role.

I would like to conclude with one further thought about
an integrated approach to the sick child. We believe
such an approach will be more cfficient and more
cost-cffective, but it will not save moncey overall if we do
it right. What I mean is that more money has to be
devoted to child survival, not less. Coming here from

Geneva, 1 was reading in the newspaper that one
developing country, not in the region, is purchasing 24
military aircraft at $50 million cach. Itis incredible how
much the world is prepared to spend making strong men
feel stronger. 1 believe our first responsibility is to the
most vulncrable of the world's population, the children.
And they are particularly vulnerable when they are sick.
The management of sick children deserves more of the
world’s rescurces than it currently receives.

We, all of us, are their voice when it comes to discussing
the allocation of resources.  For them we have to
continuc to speak up for more support.
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DIARRHEA

CO-CHAIRS:
Suzanne Prysor-Jones, Academy for Educational
Development, USA;
Antoine Kabore, WHO/AFRO, Brazzaville

SPEAKERS:
1) Adenike Grange (Lagos University Teaching Hospital,
Nigeria); 2) Richard M’Manga (Intcrnational Eye
Foundation, Malawi): 3) Adama Konc (PRITECH-Sahel,
Sencgal); 4) Lazarc Manirankunda (Ministry of Health,
Burundi): 5) Flavien Ndonko (Pan African Association of
Anthropologists. Cameroon),

SUMMARY
OF THE SESSION'S MAJOR ISSUES

Approximately 60% to 70% of the African population
has limited or no access to health facilitics, and thus to
facilitv-based oral rchyvdration therapy.  Appropriate
use of home-fluids and foods can prevent dehvdration in
up to 90% of cases of diarrhea. Recipes such as ORS
and SSS rely on materials not often available.
In Nigeria. gari. a popular fermented cassava drink
made from available and acceptable ingredients
performed better than WHO-ORS in treating
dchydrated children with diarrhea.

Exclusive breastfeeding from 0 to 4-6 months of age has
been shown to be protective against several discascs,
including diarrhea and ARL In rural Malawi, 60% of
mfants received supplementary foods by 2 months of
age. The prevalence of diarrhea was six times higher
among children who received supplementary foods
compared to those who received no supplementary
foods. Rcasons for premature introduction of foods
were msufficient quantitics of breast milk and
traditional behiefs that breast milk alone was not an
adequate dict for yvoung mfants.

Persistent diarrhea (PD) has been found to be an
important causc of diarrhea-associated mortality in
several developing countrics. The prevalence of PD in
Mali, Senegal. and Niger ranged from 6% to 22%:; 77%
to 90% of children with PD were malnourished.
Epidenuc dysentery has emerged as a major problem n
many African countrics, affecting all age-groups and
causing high morbidity and mortality. In Burundi,

seasonal epidemics of dysentery occur and are due to
Shigella dysenteriae type 1, completely resistant to all
available cffective oral antimicrobials in the country,
including cotrimoxazole and nalidixic acid, the first and
sccond line therapics  The case-fatality ratio of persons
with dysentery after treatment with cotrimoxazole was
6% to 10%. Specific risk factors for acquiring
dysentery in Burundi included not having soap in the
housc and not washing hands before preparing food.

Traditional beliefs and practices play an important role
in acceptance and use of oral rehydration therapy. Ina
rural community in Cameroon, mothers first gave herbal
drinks and enemas in the home, and then if there was no
improvement, the child was taken to a traditional healer
or health center. Often. all sources of care were used.
Mothers use a sophisticated classification scheme with
well-established traditional criteria to determine the
source and type of treatment, which was often
iconsistent with the biomedical modcel of diarrhea.

SUMMARY OF LESSONS LEARNED

Most cases of diarrhea can be treated effectively athome
with cercal-based oral rehydration solutions.  These
solutions perform as well or better than WHO-ORS in
treating mild dehydration, and can be made from locally
available and acceptable ingredients. Specific criteria
for identifving appropriate home-fluids include cost,
availability. acceptability. efficacy. safety, and case of
preparation.

Although most women 1 Africa breastfeed for
appropriate durations. carly introduction of
supplemental foods 1s very common and contributes to
excessive rates of diarrhca among voung infants.
Exclusive breastfeeding between 0 and 4-6 months of
age 1s one of the most cost-effective ways to prevent
diarrhea, but will mvolve changing traditional beliefs
and practices and provision of lactation management
cducation to optimize breast milk production.

Treatment of cpidemic dysentery due to Shigella
dysenteriac type | infections i1s complicated by high
levels of reststance to recommended antibiotics,
particularly cotrimoxazole, and can result i high
mortality. Resistance patterns can change rapidly and
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require periodic monitoring so that treatment policics
can be reviewed and changed. if needed.  Although
modes of transmission arc multifactorial, specific
behavioral nsk-factors for acquiring dysentery were
identified and can form the basis for preventive actions.

Persistent diarrhea 1s less common than acute watery
diarrhea. but 1s much more likely to result in serious
illness and death The high correlation between
persistent diarrhea and malnutrition indicates that this
svindrome 1s primanly a nutritional discase and that
cffective mterventions will require strategies that
effectively prevent and  treat malnutrition

Promotion of oral rchyvdration solution is often not
compatible with a longstanding models of discase and
treatment igramed in the medical culture of the
community. These widely and strongly held beliefs can
inhibit usc of ORT andarc often not addressed by health
care workers. resulting n poor acceptance and use of
ORT

RECOMMENDATIONS
FOR FUTURE DIRECTIONS

The variability of staple cereals used in different
communitics results i a proliferation of many different
types of home-fluids. which makes it difficult to
standardize national policy and issuce specific
reccommendations.  The feasibihty and impact of
implementing strategies at a national level that focus on
increasing use of home-fluids to treat and prevent
dehydration need to be carefully assessed.

Increasing the proportion of mothers who exclusively
breastfeed could greatly reduce the ncidence of diarrhea

among infants. Challenges programs face in reducing
carly introduction of foods will involve further
understanding and changing traditional beliefs that
motivate mothers to introduce supplemental foods
prematurcly.

Training health workers in nutritional management of
malnourished childrenwith persistentdiarrhea is needed,
i addition to traiming in treatment for dehydration.
Dafficultics include the need for development of specific
feeding guidelines and recommendations for follow-up
and contiued treatment in the home. Qualitative and
cthnographic studies. and houschold trials should be
conducted to identify appropriate messages for
carctakers and appropriate guidelines for home-based
management.

There is an urgent need for identification of cheap and
cffective antimicrobials to reduce the high mortality
associated with epidemic Shigella dysenteriae type |
infections. The capacity of laboratorics (to identify
infections and appropriate antimicrobials) needs to be
strengthened nationally and regionally. The growing
cost of treatment emphasizes the need for more sclective
usc of antimicrobial therapy, and identification and
implementation of community-based strategics to
prevent acquisition of dyvsentery.

A better understanding of the strong and widespread
traditional belicfs that motivate mothers to sceck
alternative sources of care outside the public health
scctor, are needed. Health education messages can then
be developed to address conflicts with traditional
beliets, and thereby to increase acceptance and use of
oral rchydration therapy.
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CONTROL OF ACUTE RESPIRATORY INFECTIONS

CO-CHAIRS:
Ezcki=l Wafula, University of Nairobi, Kenya;
Terrell Hill, UNICEF, New York

SPEAKERS:

1) Deogracias Barakamfitiye (WHO/AFRO, Brazzaville);
2) Doyin Fagbule (CCCD, Nigeria); 3) Margucrite Timite-
Konan (Centre Hospitalicr et Universitaire de Yopougan,
Cote d’Ivoire): 4) Hamissou Maoude (Ministry of Health,
Niger). 5) Mavis Nxumalo (Mnistry of Health, Swaziland),
6) Ezckicl Wafula University of Nairobi. Kenya):

7) David Robinson. (WHO., Geneva).

SUMMARY
OF THE SESSION'S MAJOR ISSUES

Acute respiratory infections (ARI) are a leading cause
of childhood morbidity and mortality in many African
countrics. ARI may account for onc-third of childhoc 1
deaths and 25%-50% of outpatient visits. To address
this problem. WHO has developed guidelines for
standard case management of children under 5 vears of
age with ARI. including rccommendations for
diagnosis, trcatment, and paticent cducation.
Standardized ARI case management has been shown
to reduce childhood pneumonia mortality substantially.
Nevertheless, sub-Saharan African countries have been
slow to adgopt programs bascd on these guidelines. The
rcticence of scnior health workers to adopt new
approaches, the perception that ARI control is separate
fromother WHO programs, and financial concerns have
all contributed to delays in adoption and/or
implementation of national control programs. To datc,
only 26 of the 46 countrics within the WHO/AFRO
region have ARI program plans, and just five arc
implementing  ARI  activities  nationwide.

Rescarch by African workers on a variety of clinical,
cthnographic and program issucs has indicated a
pressing need for standardized case management. A
study conducted in MCH centers in Abidjan,
Cote d’lvoire, found that physicians and nurscs scldom
examined patients for respiratory rate (1%) and chest
indrawing (21%). which are simple standard clinical
features used to diagnose pncumonia.  Children
diagnosed with upper and lower respiratory infections
rccetved prescriptions for an average of 3.7 drugs cach,

at an average cost of U.S. $25 (cqual to 20% of the
minimum monthly salary). Equally important, few
mothers (5%) received advice on how to administer
therapy, how to care for their sick children at home, or
when to return to the clinic. Health facility surveys
conducted in Ojo and Ifc Central Local Government
Arcas in Nigena yiclded similar results.  Fewer than
40% of health workers assessed children for difficulty
in breathing or counted respiratory rates. Ethnographic
studics conducted in Swaziland and elsewhere showed
that mothers cmploy specific terms for ARI and
rccognize danger signs. Health workers frequently do
not incorporate this vital knowledge basc into patient
cducation.  Without access to standard casc
management, mothers often trecat ARI themselves,
sometimes using harmful practices and delaying referral
tofacilitics. Such findings have helped several countrics
adopt appropriate strategics to standardize case
management,

Scvere cconomic constraints have forced many African
countrics to depend heavily on outside assistance to
initiate ARI control programs. Countrics may prepare
plans tailored to the prioritics of the external funding
agencices, rather than using internal resources that are
morc likcly to be sustainable.  For example, while
non-government organizations (NGOs) provide up to
40% of health services in some African countrics,
governments do not always identify them as potential
partners in ARI control.  Despite their resources and
experience in primary health care, NGOs ofien lack
knowlcdge of WHO ARI program guidelines; however,
many wish to lcarn morc and to cooperate with national
governments. Institutions in Africa are active in ARI
operational rescarch in scveral arcas.  Particularly
promising arcas include:

* Developing cffective monitoring and
cvaluation systems;

* Developing systems to monitor
antimicrobial susceptibility;

» Examining the cpidemiology of ARI in
scvercly malnourished children, in infants
less than 2 months of age, and in HIV-
scropositive children;
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* Evaluating potential risk factors for
pneumonia, suchas indoor air pollution and
chilling;

* Developing primary prevention strategics
for ARI through participating in vaccine
trials for infections due to Haemophilus
influenzae, Streptococcus pnenmoniae and
respiratory syncyiial virus; and

» Clarifying the diagnostic and therapeutic
overlap between malaria and pneumonia.

Finally, African programs nced to consider ARI control
as an intcgral part of ongoing child survival programs:;
they should include cssential drugs activitics to reduce
cost and ensure regular availability of standard
antimicrobials.

SUMMARY OF LESSONS LEARNED

Health workers already treat children with ARI, even if
these services do not follow WHO guidclines. Health
workers should not view standard case management as
a new technology or as more expensive than current
approaches. The WHO-recommended approach, though
simple, i1s more cffective and less costly than current
practices. Countrics may adopt standard ARI casc

management more readily if they consider these factors.

ARI control stratcgies need not be developed from
scratch. Countries can modify and apply certain
existing child survival techniques to ARI control. For
example, Swaziland, having trained traditional healers
to refer children for vaccination, will now train them to
refer children with possible ARI to facilitics.

Health worker training must cmphasize learning through
practical skills performance rather than passive
lcarning. Training should include regular supervision
focusing on obscrvation.

Effective case management programs require systems
to ensurc a reliable and sufficient supply of resources.
Antimicrobials need to be availalbe to ensure program
quality, including health worker performance and
motivation.

RECOMMENDATIONS
FOR FUTURE DIRECTIONS

Technically sound and cost-cffective approaches to ARI
casc management exist, as well as internal and external
resources to support them.  African countries should
therefore act now to develop or accelerate their national
ARI control programs.
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MALARIA

CO-CHAIRS:
Dcogracias Barakamfitve, WHO/AFRO, Brazzavillg;
Richard W. Stehetee, CDC. Atlanta

SPEAKERS:
1) Deborah McFarland (CDC, Atlanta); 2) Okey Nwanyanwu
(USAID/CDC. Malawi); 3) Linda J. Schultz (CDC,
Atlanta); 4) Brian Greenwood (Medical Rescarch Council,
the Gambia), 5) Cham Mohammadou (Medical Rescarch
Council, the Gambia).

SUMMARY
OF THE SESSION'S MAJOR ISSUES

The malaria session addressed technical and
programmatic issucs involved in combatting a discasc
which causes over 100 million illnesses and | million
dcaths cach vear, at a cost which is projected to rise to
1.8 billion dollars per year by the vear 1995, The cost
of malaria begins at the houschold level, asillustrated by
Malawi. where a significant portion of individual annual
income is spent on the treatment of malaria, with a
smaller expenditure for prevention.

In Malawi, severe ancnua is a frequent cause of
hospitalization and mortality. Reccent studies
documented the frequent recurrence of clinical illness
(fever) and poor recovery of hematologic status
following treatment of malarial illness with chloroquine
(CQ). In contrast, children treated with sulfadoxine-
pyrimethamine (SP) remained afebrile and had
significant increases in hemoglobin level within 21 days
following therapy. Based on this information, Malawi
decided to change first-line antimalarnial from CQ to SP
to maximize parasitologic clearance, fever resolution,
and hematologic recovery following malaria illness in
children.

Another challenge addressed through locally collected
data was the importance and management of malaria
during pregnancy. Because the incidence of low birth
weight can be reduced by preventing placental malaria
infection with an effective antimalanal, studics were
conducted to define an antimalarial intervention that is
effective, deliverable, and affordable. A two-dose regi-
men of SP (first dose during second trimester with a

repeat dose at beginning of the third trimester) is highly
cffective in preventing placental malaria infection,
feasible to provide within the existing antenatal carc
system, and affordable. This strategy is currently being
adopted as part of the national policy for malaria
control.

In the Gambia, prevention of malaria through the use of
insccticide impregnated bednets has been shown to
reduce under-5 mortality i an arca with scasonal
transmission of malaria. With whole-village
implementation of treated bednets, decreases were seen
in the percent of children having clinical attacks of
malaria and splenomegaly, and an increase in the mean
hematocrit was observed. Mortality during the rainy
scason, the period of highest transmission, was
significantly lower in villages using iasccticide-
impregnated bednets. Based on this information, the
Gambia is implementing a national impregnated bednet
control programme. Bednets will be made available
over a 2-year period in all primary health care villages.
Plans arc formulated to evalnate the iinpact of this plan
on under-5 mortality and pregnancy outcome, as well as
to explore programmatic aspects of the plan, such as
cost-cffectiveness and ways in which to sustain
financing.

SUMMARY OF LESSONS LEARNED

Although current houschold expenditure on malaria
treatment is high, willingness to pay for malaria-related
services through the health care system cannot be
assumed. Individuals and familiecs may choose to dircct
resources to other arcas, dependent on perceived
cffectivencss and cfficiency of services provided by the
health care system.

The time to switch from CQ to another first line drug for
both the treatment of malarial iliness and the prevention
of malaria during pregnancy is past duc in countries with
high levels of CQ resistince.  Young children are
continuing to be parasitemic and anemic because of an
incffective drug, and preventable low birth weight is
continuing to occur.
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In some arcas, the prevention of malaria through the use
of insccticide-impregnated bednets may help decrease
malarial tllness and malaria mortality.

Programs should address whether proposed
interventions arc deliverable and aceeptable tothe target
populations, as well as cost-cffective.

Local data can be collected and utilized to assist malaria
control program managers and Ministrics of Health to
change policy and implement new control methods.

RECOMMENDATIONS
FOR FUTURE DIRECTIONS

Cost and expenditure data must be linked to data on the
cffectivencss of malaria treatment and prevention
activitics and the cfficiency of services provided to
determine whether the resources are  spent
appropriately.

Guidclines should be cstablished to assist program
managers in identifving critical points that indicate
when changes should be made in the first-line
antimalarial.

Ongoing monitoring of antimalarials currently used and
antimalarials newly adopted as first-line must be
conducted to document the level of drug resistance over
time and to assist in carly recognition of deteriorating
drug cfficacy, before the cffects are reflected in
increases in morbidity and mortality.

Prevention strategies must continue to be explored, and
therole of such strategies, including impregnated bednets,
defined in arcas with different patterns of transmission
and/or drug resistance.

Scnsitization sesstons and awareness campaigns should
be designed to maximize acceptance of interventions,
such as msccticide-impregnated bednets.  Behavioral
characteristics that may affect the utilization or efficacy
of insccticide-impregnated bednets should be
monitored.

High-risk groups such as voung children and women in
their first or sccond pregnancy must be clearly defined
so that resources and interventions are focused where
the cffect will be greatest.
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SICK CHILD

CO-CHAIRS:
James Tulloch WHO, Geneva;
Doyin Fagbule, CCCD, Nigeria

SPEAKERS:
1) Ekoe Tetanye (Ministry of Health, Cameroon); 2) Brian
Greenwood (Medical Rescarch Council, the Gambia);
3) Stephen Redd (CDC, Atlanta); 4) Raymond Dogoré
(Ministry of Health, Céte d’ Ivoire); 5) Charles Mugero
(Makerere University, Uganda).

SUMMARY
OF THE SESSION'S MAJOR IFSUES

A. Report from the 3-day ARI,
Diarrhea, Malaria Workshop

The workshop objectives were 1) to present updates in
the three discase arcas, and 2) to discuss the major
constraints and opportunitics shared by the programs
and asscss the implications of a more comprehensive
approach. Examples of a more comprchensive
approach were presented, one from the Control of
Diarrhocal and Respiratory Discases Division at the
WHO and one from the Federal Ministry of Health,
Nigeria. Integrated child care is now mandated by the
experience of several countrics. such as Nigeria and
Namibia, and many international organizations arc
advocating for its implementation.  Conscquently,
participants identified the need to perfect an algorithm
designed for such integrated care at the most peripheral
level of the health system. Workshop participants
identificd major implications of these new approaches at
the national level, the level of donors, and the regional
level. Workshop participants identified the following
problems and prospects:

At the National Level

National policy regarding integrated child care needs to
be defined with participation of all partners, including
donors. New methods of management and allocation of
resources will be required. While this new approach
may result in savings in timc and resources, it is
important that an intcgrated program not diminish the
output of already existing vertical programs.

At the Intermediate Level

Supervision will need to be defined and arranged
differently. The process of redefinition should involve
program managers and trainers. Logistical support for
supervision must be assured, and attention must be paid
to cnsuring motivation of hecalth personnel.
High-quality, integrated training must be provided to
health personnel.  The information-cducation-
communication (IEC) component must be strengthened
to improve health care in the honie. A list of essential
medicines and supplics must be defined.

Each country should have the opportunity to define the
opcrational level of this initiative in its own health
system. The integrated carc approach offers the
possibility to improve the referral system for at all
levels.

Arcas not addressed in the new approach included the
rolc of the laboratory, the collaboration between the
Ministry of Health and the University, the problems of
drug resistance and drug side effects, the role of IEC in
cspecially in training, and compliance with therapy.
Workshop participants concluded that new approaches
must be cvaluated in the ficld, refined, and adapted at the
local level.

B. Diagnostic and therapeutic overlap
of malaria and pneumonia

Data from thc Gambia show that children with signs of
pncumonia frequently have malaria. The two
consequences following from this obscrvation are that
1) children may be misdiagnosed, and 2) health statistics
may be incorrect, as cascs of malaria may be recorded
as pncumonia cases. Cotrimoxazole, the recommended
drug for pncumonia, is cffective therapy for malaria and
can be usced to treat children with signs of pneumonia in
malaria endemic arcas without having to usc a second
drug.
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C. Hospital follow-up study and causes of death

A hospital-based follow-up study from Kenya showed
that in the two months after hospital admission, nearly
25% of children had died. More than half died after
discharge. The major clinical presentations of children
who went on to dic included conditions addressed by the
malaria, ARI, and diarrhea discase control programs.
Major laboratory findings indicated condittons addressed
by these programs but also included very severe anemia
and bacteremia. The greater the number of clinical
syndromes, the greater the likelihood of death.
Treatment of malana with chloroquine was associated
with an increased risk of death, and treatment of
bacteremia with a drug to which the organism was not
sensitive or for less than 3 days was associated with
death.

D. Severe illness in patients with diarrhea

A clinic-bascd study of children with diarrhea identified
characteristics of children with scevere illness compared
to those with less scvere illness. Scverely ill children
were less likely to be vaccinated against measles, and
were more likely to be dehydrated and to have scvere
malnutrition, bacteremia, and malaria parasitemia.
Severely ill children mainfested a greater number of
clinical and laboratory findings than childrcn with less
scvere illness. A comprehensive approach to assessing
and managing children with diarrhea was proposed.

E. Integrated DTU training

The evolution of the CDD program in Uganda was
described. Although the program has been in operation
since 1984, a facility survey in 1991 documented a low
level of performance. A revised DTU curriculum was
developed to address these deficiencics and particularly
to cmphasizc morc comprehensive assessment and
improved nutritional support.

SUMMARY OF LESSONS LEARNED
Microscopy should be available at the referral level.

Disease control programs should aim to prevent
children from becoming so severely ill that they require
hospitalization.

In-hospital case management must be improved.
The high post-hospital mortality rate documented in the
Kenya study might be similar to rates scen in other
hospitals.

Children who are ill enough to neced hospitalization
frequently have multiple clinical problems that require
management.

Targeting of children with chronic severe problems for
intervention can improve their chances for survival.

RECOMMENDATIONS
FOR FUTURE DIRECTIONS

Recognition and management of children with anemia
and bactercmia nced to be incorporated into an
intcgrated approach.

Protocols for inpatient management should be
considered, cspecially when recommendations for
referral are asscssed.

Marketing the sick child approach to national managers
and technical assistance partners will be needed to
assurc adequate resources. Current resources are
insufficient.

The sick child approach offers opportunitics to
concentratc on thc important constraints that are
limiting program implementation.

Although the approach is not fully developed and is
beginning as a training strategy, it must include aspects
beyond training.

Donors, Ministries of Health, and technical experts
must collaboratc fully in implementing the sick child
approach.
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PREVENTION AND THE YEAR 2000 GOALS
FOR CHILDREN: FIVE KEY ISSUES

Walter Dowdle, Deputy Director,
Centers for Disease Control and Prevention
Atlanta, Georgia. USA

Bill Roper. Dircctor of CDC, traveled last year to many
of vour countrics with former Secretary of Health and
Human Scrvices Sullivan and former A.1.D.
Admmistrator Roskens.  Dr. Roper returned to CDC
with deep admiration for the achievements being made
to improve the health and survival of African children.
After hearing the reports of the last 2 days | too am filled
with admiration of vour achicvements in health. [t is
clear that these achievements have come about through
increased health knowledge of African mothers and
fathers. the active mvolvement of communitics, the
dedication of African health professionals like
vourselves. and the leadership of technical assistance
partners including WHO. UNICEF, and A.1.D.

CDC has a vision statement: A Healthy Pcople in a
Healthy World.™ Many pcople, hearing this vision
statement for the first time think that it is awfully
ambitious and far too broad for any single agency. But

actually it is not. The statement simply is a recognition
of reality. Personal health is very much a product of the
health of the home, the community, and indeed the world
inwhich welive. Poverty, inadequate education, lack of
access to care, environmental pollution, and destruction
of natural resources all in some way ultimately affect the
health of people.

Our vision statement also recognizes that as long as such
discases as polio and measles exist anywhere in the
world. all nations of the world everywhere have to
continuc to spend precious health resources to protect
their children. Wehave no options: our collective vision
must be: A healthy people in a healthy world.”

CDC'’s collaboration with African Mimistrics of Health
dates from 1966, when Senegal was one of 19 countrics
participating in th¢ A.I.D. Smallpox Eradication
Mecasles Control Program. From that very positive
expericnce came the strategics that led to a 98 %
reduction in measles incidence in the United States.
Methods of quality assessment developed in Nigeria and
refined in Cote d’lvoire and the Central African

TABLE 1

PREVENTION PRIORITIES
GOALS FOR CHILDREN AND DEVELOPMENT IN THE 1990°S

Sanitary Excreta Disposal
Dracunculiasis

SECTOR ISSUE TARGET
ducation Primary Education 80%
Literacy Decrease by Half
Environment Safe Water Universal Access

Universal Access
Elimination by 2000

Matemal Health Family Planning

Universal Access to Information and

Measles Mortality
Neonatal Tetanus
Poliomyelitis

Services
Prenatal Care Attended Delivery
Nutrition Low Birth Weight <10% below 2500 grams
Breast feeding 100% Exclusive for 4 Months
Malnutrition Reduce % by Half
Micronutrient Malnutrition (A, [, Fe) Virtual Elimination of Deficiencies
Immunization Coverage 90% in Under 1-year by 2000
Measles Morbidity 90% by 1995

95% by 1990
Elimination by 1995
Eradication by 2000
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Republic, are currently being used in tuberculosis
clinics in New York City. Icite these two examples to
emphasize the reality of our vision statement and the
mutual benefit that results from working together as
national public health agencies.

In 1990, representatives of 169 countries including 71
heads of state met at the United Nations in New York at
the World Summit for Children and established 33
Goals for Children and Development inthe 1990°s. The
document calls for 17 specific prevention initiatives in
5 different sectors.

Attainment of the target reductions in mortality,
undernutritien, and morbidity will require an increased
commitment and allocation of resources to prevention.
You may ask, where are the resources coming from?

This issue was addressed clearly by John Evans,
formerly of the World Bank, in the 1981 Shattuck
Lectureentitled “Health Care in the Developing World:
Problems of Scarcity of Choice.” In Evans’

introduction, he sites the work of Lemuel Shattuck, a
pioneer of public health in the state of Massachusetts
who used statistics to emphasize the importance of and
the opportunities for prevention. In 1850, Shattuck
compared the mortality of four populations: the healthy
in England; the residents of a Boston suburb; the
residents of Boston; and the urban poor (Figure 1).

The median ages of death varied with socioeconomic
status: 7 years for the urban poor, 10 years for the other
urban residents of Boston, 47 years for the residents of
the Boston suburb, and 55 years for residents of
England. Shattuck’s conclusions about the link between
socioeconomic status and hcalth are as appropriate
in 1993 as when they were written in 1850.

In 1850, he wrote;
“We belicve the conditions of perfect health,
either public or personal are seldom or never
attained-- though attainable; that the average
length of human lifc may be very much
extended, and its physical power greatly
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augmented; that in cvery ycear, within this
commonwecalth, thousands of lives arc lost,
which might have been saved; that tens of
thousands of cascs of sickness occur, which
might have been prevented: that a vast amount
of unnccessarily impaired health, and physical
disability cxists, among those not actually
confined by sickness: that these preventable
evils require an enormous expenditure and loss
of moncy. and impose upon the people
unnumbered and immeasurable calamitices,
pecuniary, social, physical. mental, and moral,
which might be avoided: that means cexist.
within our rcach. for their mitigation or
removal; and that measures for prevention will
cffect infinitely more. than the remedics for the
cure of discase.”™

Evans’ presentationin 1981 reiterates these same themes:

“Developing countries face the challenge of
coping with a hcavy burden of illness that
differs markedly in subgrovps of the
population at different stages of development.
The greatest improvement in life expectancy
from health investment can be expected in the
rural and peri-urban poor through a program
that provides maternal and child health
services. including control of major infectious
and parasitic discases of children under five.
Two problems remain: the first 1s the political
will to allocate ncecessany resources for the
program. and sccond 1s the management
capability to organize and operate a svstemn of
services for rural and peri-urban populations
that would use multi-purpose community health
workers.”

Evans summarizes Shattuck’s strategy as follows:
“"Asscss health needs and plan programs in response to

sound epidemiologic evidence.”  What a wonderful
challcnge for all of us working in public health, for those
of us promoting prevention in the United States and for
you, the hcalth decision makers of Africa.

[ challenge vou to place prevention in its appropriate
placc at the top of the health agenda. Implementation of
cffective prevention involves five key issues:
Asscssment, Policy Formulation, Advocacy, Quality
Assurance, and Surveillance.

[ will illustrate these issues with an example Ihave long
found intriguing;: the problem of motor vehicle Aeaths in
the U.S. First, assessment. In 1960. traffic deaths in the
United States were identificd as a major health problem.
There were 60,000 deaths that vear, or 5.1 deaths per
100 million passenger miles.  Epidemiologic studics
documented a number of contributing factors to these
dcaths. including highway hazards. unsafc automobiles.
abscence of scat belts. excess speed. and use of alcohol.

Sccond. Policy Formulation.  Over the last 30 vears,
scientific data were used to formulate policics and
establish regulations on highway design. vehicle
construction, stricter laws for driving under the
flucnce of alcohol. and laws on scat belt availability,
scat belt use. and more recently, car scat usc for children
under four. Simlar to the targets cestablished at the
World Summit for Children. :he United States has
established targets for the Year 2000 1 a document
entitled Healthy People 2000, produced in 1991
Related to motor vehicle injuries. our Healthy People
2000 targets include increasing the number of states
with laws requiring scat belt use from 331 198910 51
in Year 2000 (a process indicator), expanding the use
of occupant protection systems from 42% in 1988 to
85% 1n Year 2000 (a mcasurc of coverage). and
reducing deaths per 100 mutlion passenger miles from
2.4in 1987 to 1.9 1n Year 2000 (a measure of impact)
(Figure 2).
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Third. Advocacy. Policies in themselves are notenough.
The public needs to be informed, to understand. to be
convinced, and to adopt healthy behavior. This requires
advocacy--the sharing of information and motivation
for action. We as public health professionals need to be
good salespersons and to advocate the essentials of hife
like seatbelt use and designated non-drinking drivers
with the same persistence as the salespersons of death, the
promoters of alcohol and cigarettes, use to advocate
their products.

Fourth, Quality Assurance. Success depends on not
what we do, but how well we do it. Within the context
of motor vehicle accidents, quality issues include
highway design, vehicle manufacture, and the
effectiveness of restraint systems such as seat belts, air
bags. and car seats (Figure 3).
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Fifth, Surveillance. Surveillance is the foundation of
public health. It mcasures our cffectiveness in
improving public health. CDC’s program management
guide reminds us that we need to resist asking the
question “What arc we doing that we can measure?”

and replace it with the question “What do we need to
mcasure in order to know what we are doiug?” Thereis

a considerable difference between these 'wo questions.

As a result of our prevention efforts the use of restraints
has gone up (Figure 3). The rate of deaths per 100
million vehicle miles has dechned (Figure 2). In fact our

was found to be as high as 18 neonatal tetanus deaths per
1000 live births. Using the median survey figures for the
surveys of 7 nconatal tetanus deaths per 1000 live births,
and the estimated number of births for sub-Saharan
Africa of 25 mullion per year, then 175,000 neonatal
tetanus deaths occurred annually at the start of the EPI
program. Equally important arc the cpidemiologic
studics that identificd mothers at risk of bearing a child
with nconatal tetanus. Onc of the best of these studies
comes from Senegal.  In their multi-variate analysis,
Lcroy and Garenne identified four factors as protective
for nconatal tetanus (Table 2).

Table 2

Protective Factors for Neonatal Tetanus - Niakhar Senegal
Multi-variate Analysis
Leroy and Garenne (1991) Int J Epid 20:521-525

Factor

with soap

Hands delivering baby washed

Cord dressed by
Traditional Birth Attendant

Mother >17 years of age

Mother received prenatal care

Odds Ratio | p Value
5.22 0.0001
471 0.0124
7.03 0.0277
4.15 0.0231

last full year of data showed 20,000 fewer deaths than
in 1960. despite major increases in the number of cars
and the miles driven.

Do these same principles (Assessment. Policy
Development. Advocacy. Quality Assurance. and
Surveillance) apply to Africa?  Let's consider two
examples. nconatal tetanus and HIV infection.
For manyv years nconatal tetanus was the silent killer.
Dcaths occurred primarily among rural women
dehvering at home. In some socicties children were not
named until after the period of tetanus risk was over - 2
weeks.  Conscquently, nconatal tetanus was not
recognized as a major health problem because of the
number of unrcported cases.  Using the 30-cluster
survey technique originally developed in Togo as part of
the¢ AI1.D. Smallpox Mecasles Program,
retrospective surveys for neonatal tetanus were carricd
out in 23 African countrics. Neonatal tetanus mortality

The odds ratios represent the likelihood of deaths when
the action is not taken compared to when it is taken.

Reviewing this information, we sce that assessment has
provided the basic data ncceded for program
devclopment.

With guidance from the WHO EPI Global Advisory
Group, dual policics of immunization of women with
tctanus toxoid and safc delivery were developed.
Although countries differed in their choice of
immunization strategics, - that is, pregnant women
versus women of childbearing age, - most countrics have
adopted or adapted global policy to mect local needs.

Each onc of you will have to assess your own and your
country’s success in advocacy for nconatal tctanus
prevention. There are three basic questions. First, are
decision makers aware of the magnitude of the problem
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and the casc by which this major causc of infant
mortality can be reduced?  Sccond, do health workers
rccognize the problem and the opportunitics for
prevention?  And finally. how well have we
communicated the reasons and the opportunitics
for prenatal care and safe dehverics to mothers
and fathers?

In relation to quahty, the strategics to assess and
improve quality developed within CCCD country
programs. are exemplary and deserve replication in all
countrics, including the US.  For nconatal tctanus
prevention. quality encompasses both our ability to
dentify and immunize at risk mothers and also to
improve the safety of dehivery practices.

Monitoring the incidence of nconatal tetanus, a discase
that occurs primarily at home. 1s not an casy task. As
demonstrated by the excellent study by Hlady and
colleagucs in Bangladesh, a high coverage rate does not
ensure high protection.  In that study. survey data
identificd low tetanus toxoid cfficacy for a history of
two doscs of tetanus toxoid: subscquent laboratory
studics documented substandard vaccine potency as the
rcason. The Bangladesh lesson is extremely important.
EPIl coverage is not adequate to measure the
ceffectiveness of animmunization program; surveillance
is also required. Fortunately. mmost arcas surveillance
1s documenting decrcasing neonatal tetanus mortality.
Sentinel data from Zimbabwe and Mozambique show
that the nconata! tetanus strategy is effective in reducing
discasc incidence, Using WHO data on tetanus toxoid
coverage in women delivering babies as well as case-
control studics of cfficacy, an cstimated 45% of the
neonatal tetanus deaths in Africa, that is. 80,000, were
prevented in 1991 alone. But on the other hand. 95.000
nconatal tetanus deaths were not prevented. How well
do these same principles of assessment, policy
development. advocacy. quality assurance. and
surveillance apply to HIV infection and AIDS? HIV
infection is a major challenge to the future health of all
of our countrics. It is also another example of the
validity of our vision statement; HIV has affected all of
the world. Currently, an estimated 8 million Africans
arc estimated to be infected with HIV.

First, lct us look at asscesment. Many of you have
cstablished sentincl scrologic surveillance to assess the

magnitude of the HIV problem. As recommended by
WHO, most of you arc monitoring HIV prevalence in
sentinel groups of varying risks: pregnant women, blood
donors, TB paticnts, STD patients, and commercial sex
workers

There are major varations in the maximum rates of
scropositivity, depending on the location and the
population: 52% for commercial sex workers, 22% for
STD paticents, 14% for TB paticnts, and 6% for antcnatal
clinic attenders. Recognizing these variations and the
current and projected impact of AIDS on the health and
cconomics of Africa, what policics make sense? First,
such policies need to mect five criteria. They must be:

- Scientifically correct.
- Technically feasible,

+ Culturally acceptable,
- Mecasurable, and

- Affordable.

Four strategies arc currently being advocated: reduction
inthe number of partners, usc of condoms, diagnosis and
treatment of STDs, and screening of the blood supply.
Policies are not static: they will need toevolve withtime.
We will learn from both our successes and our failures.
In the long run advocacy will determine Africa’s ability
to limit the health burden of HIV. Advocacy needs to be
directed at all levels: the Heads of State, cabinet
members (especially those involved with economic
development). Ministries of Education. Ministrics of
Health, local government, those involved with women'’s
affairs, the military, the commercial sector, and, most
importantly. the public.

As we become increasingly involved in program
mplementation, quality assurance and surveillance will
¢ needed to ensure effective HIV prevention.

Central to all prevention programs is our recognition of
the partnerships that will be required to ensure effective
implementation.  Prevention 1s dependent on the
empowerment of the people to understand the issucs, to
understand choices, and to adopt hcalth-cnhancing
behavior.

As Julius Nyerere of Tanzania said, “People cannot be
developed; they can only develop themsclves.”
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IMMUNIZATION - Part I

CO-CHAIRS:
Malika Nkeube, Ministry of Health, Lesotho:
Robert Kim-Farley, WHO, Geneva

SPEAKERS:
1) OkwoBele (WHO/AFRO, Brazzaville), 2) Grace Kagondu
(REACH. Kenya): 3) Mosunmola Adewusi (Lagos State
Ministry of Health. Nigeria). 4) Kwame Adogboba (Lagos
State Ministry of Health. Nigeria) (presenting for Dr. Paul
Arthur). 5) Grade O. Imoh, Federal Ministry of Health,
Nigeria: 6) Nouhoun Koita (Plan International. Mali).

SUMMARY
OF THE SESSION'S MAJOR ISSUES

This scssion focused on strategics that managers canuse
toasscss and improve the quality of vaccination services
at the health center level as well as at the programme
mmplementation level. The first presentation, by the EPI
Regional Advisor. AFRO provided an overview of the
advances in immunization coverage and discase
reduction i Africa since the beginning of the EPI in
1979, and proposed prioritics and challenges for the
futurcof the region. The subsequent presentations in the
scssion addressed the following issuces:

* The use of qualitative rescarch in Kenya as
anadjunct toquantitative methods to assess
programme needs at the local level and to
encourage district managers to develop
cffective strategies:

» The impact of missed immunization
opportunitics, particularly among women
and children brought for sick visits, on the
quality of immunization services in
Nigeria, emphasizing the need for health
workers to screen and vaccinate at cach
health contact;

* District level evaluations of immunization
programmes in Ghana, which illustrated
incfficiencies in implementation of national
EPI policy at the district and subdistrict
levels;

» The importance of political commitment to
the successful implementation of the
immunization programme in Nigeria, and
the uscfulness of evaluations at the federal,
state, and local levels: and

» The role of focus group discussions in rural
Mali in clucidating the reasons for
immunization dropout. and the need for
Jjudicious planning in remote arcas with
limited resources.

SUMMARY OF LESSONS LEARNED

Since the first EPI training began in Africa in 1979,
access to quality health services has improved, resulting
in an increase i immunization coverage from less than
5% to almost 60% in 1990.

As the EPldevelops. prioritics are broadening to include
surveillance of discase incidence in addition to
immunization coverage.  Increased emphasis on
surveillance will help todirect programme activitics and
resources in the future, and will assist programme
managers in developing strategics to control measles,
climinate nconatal tetanus, and cradicate poliomyelitis.

Availability of immunization scrvices alone will not
ensure high coverage, as many chiidren continue to drop
out before completing the immunization scries.
Findings from qualitative district-level programme
cvaluations show that rcasons for high drop out rates
include: the widespread belief shared by health workers
and parents that mildly ill children should not be
vaccinated, poor health worker attitudes and behaviors,
health worker concerns about vaccine wasteage,
inadequate logistical support and, particularly in urban
areas, competing cconomic priorites.

Knowledge, attitudes, and practices (KAP) surveys and
other qualitative methods provide uscful data on
popular belicfs about immumzation which assist in
developing cffective health messages.
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Although immunization campaigns can be cffective in
increasing coverage in the short run, they must leave
behind a sustainable, permanent system with a fixed
center and outreach scrvices, or immunization levels
will decline.

RECOMMENDATIONS
FOR FUTURE DIRECTIONS

Decentralization to district-level management is an
important programmatic priority for the 1990s.
Development of more cffective and cefficient
immunization delivery systems will depend onimproved
district-level management and local collection, analysis,
and usc of data. Assurance of political commitment and
of logistic support 1s important to cnsure programme
sustamabiity.

Enhancement of traming and supervision can reduce
missed immunization opportunitics by cnsuring that
needed vaccinations are given simultancously and that
false contraindications are not invoked as a reason tor
non-vaccmation.  Health workers™ concerns about

vaccine wastage nced to be addressed so that children
and mothers will be screened and vaccinated at all health
care contacts.

Urban arcas provide a special challenge for the EPI due
to the high rates of population growth, their potential as
a reservoir and source of infection, the evolution of new
underserved areas, and the potential for significant
involvement of private providers.

As EPI moves forward into the 1990°s, Program
management nceds to be decentralized, with
strengthening of planning, training, implementation,
monttoring, and cvaluation of programme quality and
sustamability at the district level.

Policics developed and adopted at federal and state
levels must be effectively adapted to local opportunities
and constraint:.

Reasons for high dropout rate and missed opportunitics
nced to be assessed locally, and local approaches to
solving the problems should be facilitated.
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IMMUNIZATION - Part I1

CO-CHAIRS:
Jerry Gibson A 1.D.. Washington:
Okwo Bele. WHO/AFRO. Brazzaville

SPEAKERS:
1} Justin Ndovo (Ministry of Health, Central African
Republic). 2) Arsence Ferrus (Child Health Institute, Haiti):
3) Okev Nwanyvanwu (USAID/CDC. Malawi). 4) Phillipe
Malfait (Epicentre, France): 5) Okit osdu Othepa (Ministry
of Health. Zaire): 6) Tawanda Marufu (Ministry of Health,
Zimbabwe).

SUMMARY
OF THE SESSION'S MAJOR ISSUES

This session desciibed multiple strategies that may be
required to measure progress towards immunization
coverage and discase reduction targets and to evaluate
immunization programs fully:

« Deternune the increases m coverage among
children that would result if there were no
missed opportumtics for immunization at
immunization scssions or at other health
facility wvisits as part of immunization
COVCIage SUIVeys.

Corrclating tetanus a . *itoxm scroprevalence
with different methods of measuring
tetanus toxold coy erage among women who
have recently given birth:

Survevs and routine surveillance to
document the impact of tetanus toxoid
immunization and traditional birth
attendants;

Outbreak investigations on vaccing
cfficacy. the epideniiology of EPL target
discascs. and the appropriateness of
existing immunization policics with respect
to the immunization schedule and the
vaccine usced:

» Evaluations of the cffectiveness of
immunization policics and strategics in
urbanarcas taking into account the possible
differences in target discase epidemiology
between urban and rural populations; and

* Evaluations of the quality of discase
surveillance systems to cnsure that
accurate asscssments of target discase
eprdemiology are available and to cnsure
that progress towards discase control,
chmiation. and cradication objectives can
be measured.

SUMMARY OF LESSONS LEARNED

Policics recommending that immunizations be given at
all contacts with the health care svstem may not be fully
implemented. and major gains in coverage may be
possible if there were full implementation.

Current methods to estimate tetanus toxoid coverage
may not accuratelv estimate levels of protection against
nconatal tetanus.

Urban arcas with relatively high measles coverage and
vaccine efficacy can still experience measles outbreaks.
Investigations of measles outbreaks provide EPI
managers with the data needed to determine vaccine
cefficacy and discasc epidenuology and to plan discase
control strategics

EPI target discase epider. ».0gy may be different in
large urban arcas than in rural arcas. Discasc control in
urbanarcas may requiredifferent immunization policics
and strategics.

Routine discase surveillance systems may not provide
data that are sensitive. complete, and timely enough to
provide accurate estimates of discase incidence required
to achieve discase control objectives.
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RECOMMENDATIONS
FOR FUTURE DIRECTIONS

Determine the extent to which increases in vaccination
coverage potentially achicvable by climinating all missed
opportunitics can be achieved in practice, and the effect
on vaccine wastage rates.

Conduct additional tetanus antitoxin scroprevalence
surveys toassess the level of protection against neonatal
tetanus achieved by immunization and the coriclation
between this level and measures of tetanus toxoid
coverage. These surveys could also be used to identify
high-risk populations.

Further develop methods for recognizing measles
outbreaks, for investigating these outbreaks, and for
using information collected from investigations to
determine discase cpidemiology and develop cffective
immunization policics and strategics.

Evaluatc immunization programs in large urban arcas
taking into account the distinct problems, resources, and
target discase cpidemiology in these arcas.

Evaluate routine discasce surveillance systems and
recommend changes to improve their performance.
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EPIDEMIOLOGY AT WORK

CO-CHAIRS:
A.0.0. Sorungbe. Primary Health Care Agency, Nigeria;
Bradley Hersh, CCCD, Burundi

SPEAKERS:
1) Nence Echitey (Afagnan Hospital, Togo), 2) Oyewale
Tomori (University of Ibadan, Nigeria), 3) Stanislas
Ntahobari (Ministry of Health, Burundi); 4) Picrre Ngoumou
(Ministry of Public Health, Camcroon); 5) Adama Kone
(PRITECH-Sahel, Sencgal) (presenting for Vincent Joret);
6) Andrew Agle (Global 2000, USA)

SUMMARY
OF THE SESSION'S MAJOR ISSUES

The session provided data that show the valuc of
surveillance for various discases and adverse health
conditions in a diversity of scttings. Examples included
surveillance for ancmia and malaria in Togo, vellow
fever in Nigena, cholera in Burundi, meningitis in
Camcroon. acute respiratory infections in Togo, and
dracunculiasis worldwide. The session demonstrated
how c¢pidemiologic principles are essential to sound
public health practice. Epidemiology will be even more
critical as programs focus on reaching mecasurable
outcomes: global cradication of dracuncuhasis, and
control of vellow fever, meningitis. and cholcra.

The paper “Malaria and Anemia in Children Age 0-12
Years in Afagnan™ examined the role of malaria in the
development of anemia and the correlation between the
two discases.  The study. which had a hospital and
community component, found malarna in 24.7% of
hospitalized patients and 51.3% of community children.
Increased parasitenua tucicased the degree of anemia.
The study concluded that improved malarna treatment
may reduce the severity of ancma.

The paper “Yellow Fever in Nigeria, 1986-1991:
Considerations on Epidemic Preparedness and
Control™ discussed the problems associated with
Nigeria's attempt to control ycllow fever.  Major
problems include slow responses to reported epidemics,

limited laboratory services, and incomplete
follow-through after epidemics are identified. Atotal of
18,791 cascs and 4.294 deaths were reported between
1986 and 1991. In 1991, 54 % of cascs were ni children.
Numcrous actions taken by the Nigerian government
include:

* New Yellow Fever policy,

« Formation of implementation task force
on Ycllow Fever,

» New Nigerian government funding for
Ycllow Fever control

 Improved laboratory services,
+ Improved survcillance,
» Increasced feedback to health workers, and

* More opcrational research into solutions
for Yellow Fever-specific control
problems.

SUMMARY OF LESSONS LEARNED

Epidemiology and surveillance have broad practical
applications for public health programs in Africa. The
Guinca-worm (dracunculiasis) Eradication Program
illustrates the critical role of surveillance.

Building capacity of African nations in epidemiology
and surveillance will allow response to both epidemic
and program nceds with sound ¢pidemiologic studics.

Scarce resources can be morce cfficiently used when
cptdemiologic and surveillance principles are applied to
target prevention and control activitics.

Effective programmatic decisions can be based on the
cpidemiology of malaria, ancmia, and acute respiratory
infections.
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RECOMMENDATIONS
FOR FUTURE DIRECTIONS

Continuced strengthening of epidemiologic capacity in
Africa in the 1990°s will help to solve a broad array of
problems.

Epidenuology in Africa must be increasingly oriented
not only toward one problem situations but toward a

potcatial array of problems. If guinca-worm, cholera,
vellow fever, or meningitis are detected. the capacity of

conduct sur:illance and cpidemiologic studics must be
in place su that practical control mcasurcs can be
implemented.

Increasing use of facility-based, routinely collected
surveillance data will make possible more accurate
targeting of resources for disease control.
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MALARIA INITIATIVE: AN EXAMPLE OF
POLICY FORMULATION AND PLANNING

CO-CHAIRS:
El-Hadi Benzerroug, WHO/AFRO. Brazzaville:
Kathleen Parker CDC, Atlanta

SPEAKERS:
1) Sidi Mohamed Lemine (Ministry of Health, Mauritania);
2) Knistin N. Saarlas (CDC, Atlanta); 3) E. Dicudionne
Yazipo (Ministry of Health, Central Alrican Republic):
4) Joseph Niangue (Ministry of Health, Céte d’lvoire):
5)Lardja Sanwogou(WHO/AFRO., Brazzaville); 6) Kalenga
M. Paluku (Ministry of Health, Zaire).

SUMMARY
CF THE SESSION'S MAJOR ISSUES

This session described the experience of the Malaria
Intiative. a collaborative ceffort since 1991 among 21
francophone African countrics, the World Health
Organization, and the Centers for Discase Control and
Prevention. This initiative aims at improving malaria
control in Africa by developing the skills of national
program managers in policy formulation. program
planning, implementation, and evaluation. The six
presentations illustrated the different stages of this
approach. the first two presentations described how
program managers revised and developed their national
policies for malara control, using cpidemiologic and
behavioral daca and national experiences shared
between the managers during a workshop in
Bobo-Dioulasso in i991; and how the managers
mproved in a demonstrable manner their skills at
program planning during a workshop in Abidjan in
1992, using a curriculum prepared by amultidisciplinary
tcam. The next three presentations illustrated how
problems of implementation had been addressed in two
countrics and in a regional context: management of drug
supplies in the Central African Republic; issues of
supervision in Cote d’lvoire; and the testing in
Brazzaville, by a multidisciplinary group, of an
approach aiming at improving communications
between health workers and mothers during casc
management. The last presentation focused on ways in
which managers strengthened their capacities in
program cvaluation.

SUMMARY OF LESSONS LEARNED

The approach adopted by the Malaria Initiative offers
sevcral potentially positive characteristics of a program
aimed to control an urgent problem:

« Giving priority to strengthening the skills
of program managers;

¢ Imphasizing the programmatic aspects of
malaria control;

« Using a scquential approach that
procceds from policy to program plan to
implementation to cvaluation;

« Using data and national experiences in
decision-making;

+ Amultidisciplinary, inter-country approach
with the participation of intcrnational
agencies; and

« A central role for evaluation, seen as a
dynamic process involving and informing
managers at all levels of the program.

RECOMMENDATIONS
FOR FUTURE DIRECTIONS

Bascd on the results achicved to date, the approach
proposed by the Malaria Initiative deserves continued
support. The results obtained in participating countries
should be followed to decide whether this approach
should be expanded to other African countries.

The approach is not necessarily limited to malaria. It
can be adapted to other health programs and may prove
particularly rclevant to the recently opened discussions
on an integrated approach to the sick child.
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A SUMMARY OF FAMILY PLANNING
IN SUB-SAHARAN AFRICA

Latifou Salami, Consultant,
INTRAH* Regional Office for Francophone Africa,
Lome, Togo

Introduction

An increcasingly substantial number of studies
conducted in the developing countrics show that
maternal age. birth order. and spacing between births
influence chidren’s health and survival. Demographic
studics and health surveys suggest that infant and child
mortality can be reduced by:

* Reducing the number of births occurring
Iess than 2 vears after a previous birth:

* Reducing the number of cluldren born to
very young mothers:

« Reducing the number of children born to
women 1n poor health; and

* Reducing the high number of births per
woman.

Itis currently estimated that if all women who say they
do not wish to become pregnant used an ceffective
contraceptive method. maternal and infant mortality
rates would be reduced by 253%to0 40%. Insub-Saharan
Africa. however, where the highest infant. child, and
maternal mortality rates i the world are documented,
there 1s a weak prevalence of contraception. especially
in the French-speaking countrics.

Nevertheless. several factors scem to indicate the
possibility of wider aceeptance of modern contraceptive
mcthods. First. the desire to space births alrcady has
deep roots in most of the sub-Saharan countrics.
Sccond. the traditional method used to space births. that
1s. a ncarly general taboo aganst sexual relations during
a period ranging from 3 months to 3 vears after
childbirth. depending on the socicty, tends not to be very
rigorously obscrved.

*INTRAH - Program for Intcrnational Training in Health

Conscquently, couples might be sceking other means of
cnsuring suitable spacing between births.  These
methods are burdencd, however, by numerous
sociocultural as well as institutional constraints.

Constraints

In the carly 1980°s, while programs to prevent and
control childhood discascs benefited from a favorable
cnvironment characterized by recognition of the breadth
of children’s health problems and significant
commitment to address them at all levels, family
planning programs faced a more difficult situation
characterized by conflict. Unlike other primary health
carc programs. family planning has been perceived as
synonymous with limiting births, lcading to resistance at
all Ievels.  Thanks to the coordinated actions of
international organizations. and private associations for
the promotion of family planning supported by the
International Planned Parenthood Federation (IPPF)
and multilateral and bilateral organizations, a
consensus was gradually defined around a2 concept
better accepted on the cultural level. The concept
emphasized the desirability of children and birth
spacing. The consensus was reinforced by different
international conferences, which then emphasized the
concept of Safe Motherhood.

Some constraints to contraception involve new
technology. The apparent complexity of contraceptive
technology has ted to highly restrictive standards, which
result in overmedicalization of contraceptive provision,
nur.icrous obstacles labeled by Shelton et al. as medical
obstacles, and reduced availability of modern
contraceptive methods  In the long run, these
coustraints have caused family planning to be pushed
off to the side compared with other child-survival
activitics.

In this context INTRAH began its training projects for
personnel working in the health sector. In its effort to
make quality family planming services accessible to the
population, th¢ INTRAH Program of the School of
Mcdicine of the University of North Carolina



PAGE 50

KEYNOTE ADDRESS

emphasized through its regional African office
assistance to countries defining and developing policics
and standards for family planning services.

The commitment of a country to defining a policy and
standards of family planning scrvices offers
opportunitics to reactivate awareness of the extent of
problems related to high fertility rates and high-risk
pregnancies: to set the basis for improving the quality of
familv planning scrvices: and simultancously to
facilitate access to fanuly planning through the
development of a better interface with users. In cach
country a framework for the promotion of family
planning is considered through the preparation of a
reference document for developing family planning
services: and through the involvement and explicit
commitment of administrative authoritics.

The policy and standards of services document provides
clear answers to the fundamental questions inherent in
providing preventive activitics in general. and family
planming in particular. Currently inall of our countrics,
family planning is cncouraged first as a mcans of
nmproving the health of women and children. It 1s also
rccognized as a basic right of the couple and of the
individual.  The document requires recording all
components of family planning currently used. and the
proposed contraceptive approaches must be considered.
The document must also define the target population in
general and identify high-risk groups in particular. In
addition. 1t 1dentifies categories of benceficiarics and
nmimmum  levels of acceptable performance.

Since 1987, INTRAH, through its regional African
office, assisted cight sub-Saharan African countrics
(Botswana. Burkina Faso. Camecroon, Cape Verde,
Niger. Tanzania, Togo, Uganda) in the preparation and
disscmination of nattonal policics and standards for
fanily planning services. To evaluate the level of
constraints rclated to the provision of family planning
services in a country, INTRAH considered 10
indicators of medical obstacles to access to family
planning services:

« Is a wide choice of methods available?

s Is there a limited number of oral
contraception (OC) cycles distributed at
cach visit?

* May OC bedistributedona nonprescription
basis?

* Is access to injectable methods subject to
restrictions of age and parity?

» Isspousal consent mandatory for reversible
mcthods?

* Are family planning scrvices accessible to
adolescents?

* Arclaboratory tests systematically required?

* Are pelvic examinations mandatory to
detect hormonal contraception?

* Is breastfeeding recognized as a method for
spacing births?

« Which personnel categories arc authorized?

Many publications now justifv climinating numcrous
medical obstacles such as thosc listed above. InTogoin
1987, for example, nine obstacles were observed and
documented during the first survey of training needs.
Spousal authorization not only had to be provided; the
chinic personnel even demanded to see the husband’s
identity card.

The dissemination of the document of policies and
standards of family planning services allows:

* Promotion of a positive image of
family planning;

» Scnsitization and improvement of the
knowledge of beneficiaries and
nonbencficiaries;

* Preparation or revision of the different
protocols and operational forms in use;
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* Improvementin the attitude of beneficiaries
of the services:

* Development of more responsible use of
contraceptive methods;

* Facilitation of dccentralization and
dclegation of the provisions for
contraceptive methods:and

» Reduction of medical obstacles.

Evaluation of the degree to which barriers were reduced
in six countries reveals the following:

Botswana: 5/8 showed significant reduction:
Burkina Faso: 8/10 showed significant reduction:

Camcroon: 9/9  showed significant reduction:
Tanzaniar 6/8 showced significant reduction:
Togo: 10/10 showced significant reduction;

Uganda: 5/6  showcd significant reduction.

Development and dissemination of policies and
standards of secrvices constitute an important
mechanism for reducing medical obstacles, while
maintaining quality of services and facilitating access to
services. The important changes obscrved at the
institutional level and in the attitudes of health care
personnel open new prospects for integration of
matcrnal and child health activitics and family planning,
Activitics related tomaternal and child health secem to be
the best ports of entry to increase the use of modern
contraceptive methods. Itisa matter of redefining, at the
level of district health centers or first aid clinics, the
minimum package of necessary activitics, the main
organizational managers, and case management tools so
that fanuly planning questions can be integrated. These
changes alsoopen new horizons within the framework of
community health development. The 1990°s are bound
to witness an accelerated expansion of family planning
scrvices in sub-Saharan Africa, so that maternal and
mfant mortality will be noticcably reduced.
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APPROPRIATE POLICIES AND PROGRAMME DEVELOPMENT FOR
SAFE MOTHERHOOD AND FAMILY PLANNING

CO-CHAIRS:
David Awassum. Ministry of Health. Cameroon:
Lucille Imboua-Coulibaly Treichville University Teaching
Hospital. Cote d'Ivorre

SPEAKERS:;
1) Lola Pavne (MotherCarc. Nigeria). 2) Estelle Shaw.
{Ministry of Hcalth, Cote d'Ivoire): 3) Damien
Mbonihankuye (Ministry of Health. Burundi); 4) Mcba
Kagon¢ (SEATS Project, Burkina Faso). 5) Aristide
Apologan (Project Lomé. Togo).

SUMMARY
OF THE SESSION'S MAJOR ISSUES

Data presented in this session focused on safe
motherhood and family planring policy and program
development.  In the opening remarks, the director of
fanmly health scrvices i Cameroon observed that the
laws of 1920 arc n effect inmany francophone African
nations. making it unlawful to provide safe motherhood
or family planning scrvices to chients who want and need
them. He encouraged participants to be vigilant in the
cffort to change those policies  Five other presentations
addressed specific country cases:

In Nigeria. MotherCare is pursuing a two-pronged
cffort for maternal health policy development:
identification of policy issucs. followed by strategy
development and implementation.  Strategics include
successive mecetings with individuals and key
organizations responsible for aspects of policy
development.

In Cote dlvoire. qualitative rescarch at the onsct of
policy and program development has identified a need to
broaden the target of family planning services 1o include
men and other family members.

Three presentations reported results of integrating
family planming with other health serviees: two trials
integrated these services with immumization (Burundi
and Togo). and onc¢ with maternal clhuld health serviees
(Burkina Faso). Early results from Burundi suggest
that the rate of new acceeptors of fanuly planning

scrvices increased. and immunization services have not
decreased. In Togo. integration produced an increase in
clients” knowledge and use of family planning services.
In Burkina Faso, FP/MCH scrvice integration increased
coverage. dimimished the work load for the health worker,
and improved the organization of work.

SUMMARY OF LESSONS LEARNED

Policy development for safe motherhood and family
planning 1s a long-term process that requires
perseverance. credibility, wit, and patience.  Policies
should indicate that family planning is a right of couples
and individuals and that safc motherhood programs are
cssential i reducing maternal morbidity and mortality.
Adcquate policy development based on a risk approach
tegrated into primary health care activities. is needed.

There 1s a need to examine legislation, policics, and
miisterial texts in order to modify clements that
obstruct access to safe motherhood services, especially
fanuly planning.

Effcctive programs nced an integrated approach in
quality service delivery using urban and rural scctors
and involving public and private sectors.

Effcctive safe motherhood programs should give
priority to prevention, community services, integrated
scrvice delivery, adapted technology, community
mobilization, adequatc information systems, and a
community “alert” and transport system for at-risk
cascs.

The health worker is vital for improving usc of pre- and
permatal scrvices. as well as promoting birth spacing
and sustained contraceptive use. Health workers should
not allow customs and traditions to interfere with the
provision of services.

Concernwas expressed that men are being marginalized
m fanuly planning activities. Programs developed for
men m Zimbabwe have met with success. Family
plannmg scrvices for men may be useful in increasing
long-term. sustained contraceptive use.
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The 1ssue of cost should be addressed country-by-
country since values differ. For example, in Cameroon,
people did not want free services because they regarded
free items as discards from Western countries. In Cote
d’Ivoire, qualitative data suggest that Abidjan residents
may opposc paving for scrvices.

RECOMMENDATIONS
FOR FUTURE DIRECTIONS

Famuly planning should be developed as an integrated
service in MCH at all levels of the health svstem.

Policv reforms need to be reinforeed in many countries.
Contraceptives should be included on the essential drug
hist.

Greater access for women to education and health care
1s essential to reduce maternal and infant mortality.

Involvement of men in family planning and safe
motherhood programs should be encouraged, with an
cmphasis on more male responsibility in parenting.

Qualitative rescarch 1s most useful in assessing policy
and program issues when conducted at the onset of the
planning process. There must be a built-in mechanism
for using the results in program implementation.
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OPTIMAL INFANT FEEDING

CO-CHAIRS:
Kamissa Sano. Donka University Hospital, Guinea;
Sylva Etian USAID/CDC. Niger

SPEAKERS:

1) Ekoc Tetanye (Central Hopitalicr ¢t Universitaire de
Santé. Cameroon); 2) Gelasius Mukasa, (Makerere Univer-
sity, Uganda): 3) Louise Scrunjogi (Makercre University.
Uganda): 4) Adenike Grange {Lagos University Teaching
Hospital. Nigeria). 3) Kinday Samba (Gambia Food and
Nutrition Association, the Gambia): 6) Jean-Paul Beau
(ORSTOM. Sencgal).

SUMMARY
OF THE SESSION'S MAJOR ISSUES

Poor infant and young child feeding practices result in
the major causes of mfant and child mortality:
malnutnition: acute and chrome diarrhea. and acute
resprratony tractinfections. The nutrittonal sttuation n
Africa is a difficult one for diverse reasons. including
uscofartifictal nmilk. poorweanimg practices and timing,
poor nutritional quahty of weaning foods. mother’s lack
of education. closelv spaced pregnancies. and cultural
taboos. to name a few  Presentations demonstrated that
carly childhood growth (especially up to 3 vears of age)
is significantly ifluenced by breastfeeding practices
and the tmehy introduction of quality weamng foods m
adequate quantitics: Mother s milk contains colostrum,
which protects the child. as well as a sufficient amount
and mixture of nutrients that makes mother’s nulk the
optimal food source for children up to the age of 4to 6
months

Issucs rsed mthus session clude the necessity of
exclusive breastfeeding up to the age of 4 to 6 months.
methods to promote effective breastfeeding and the
importance of sufficient and quality weanmg foods
Other topies concerned establishment of a national
breastfeeding policy. exploring sociocultural beliefs
and atutudes that lead to unfavorable weaning practices
(and attempting to properly introduce recommended
changes). and define the significance of Kwaslhiorkor
malnutrion i the arca of infant mortahity

SUMMARY OF LESSONS LEARNED

Based on clinical research presented, there is no
significant benefit for children of 0 to 6 months of age
from supplementing breast milk with water. even for
those living in hot and arid climates.

Qualitative rescarch can reveal the socio-cultural
belicfs and attitudes behind most commonly sited
weaning “problems™ identificd through quantitative
rescarch.  Efforts that take sociocultural factors into
considcration may have a greater impact on
nutritional status of infants and voung children than
previous cfforts. which focused primarily on
promoting foreign concepts using didactic cducation
techniques.

The perceived need to promote exclusive breastfeeding
up to the age of 4 to 6 months is increasing among
African public health professionals. Education of most
public health professionals i knowledge and skills
required to promote successful breastfeeding
CmAns a necessity

RECOMMENDATIONS
FOR FUTURE DIRECTIONS

Efforts to promote breastfeeding that have been largely
health facility-based must expand to reach those women
not currently served by a health facility

Concerted and targeted efforts must occur at all levels
and by all partners to protect. promote. and support
breastfeeding,

National decision makers need to develop policies that
promote exclusive breastfeeding up to the age of 4-6
months Further. they need to support these policics
with the resources necessany for health care workers and
program managers to develop culturally appropriate
mcthods to promote effective exclusive breastfeeding.

The benefits of exclusive breastfeeding should be
continually weighed agaunst potential negative effects of
HIV infecuon.
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HIV/STD/TB PREVENTION AND CONTROL
Part I

CO-CHAIRS:
Andrew Vernon, CDC, Atlanta;
Ibra Ndoye, Ministry of Health and Social Action. Sencgal

SPEAKERS:
1) Ehounou Ekpini (Projet RETRO-CI. Cote d’lvoire):
2) Etienne Karita (AIDS Reference Laboratory/National
AIDS Control Program. Rwanda). 3) Cheikh Ibrahim Niang
(Université Cheikh Anta Diop. Senegal). 4) Francois Dabis
University of Bordeaux. France). 5) Gaston Djomand
(Projet RETRO-CI. Céte d’Ivoire).

SUMMARY
OF THE SESSION'S MAJOR ISSUES

Maternal-infart (perinatal) HIV transmission:

Rate and biological predictors of perinatal HIV
transmission.

Role of perinatal transmission via breast milk. Impact
of maternal HIV infection on child survival.

How to effectively intervene with HIV/AIDS
prevention in traditional socictics:

Role, process. and cffectiveness of using traditional
channcls for dchivering HIV/AIDS prevention
interventions- an example from Sencgal.

Immunizing_children of mothers with HIV infection

Safety. immunogenicity. and cfficacy of WHO
recommended childhood vaccines/schedule in children
with HIV infection

Pediatric AIDS

Need for a pediatric AIDS case definition that is both
sensitive and feasible,

Magnitude. age distribution, clinical correlates, and
impact of pediatric HIV infection

SUMMARY OF LESSONS LEARNED

Pcrinatal HIV transmission:

Pregnancy outcome was studied among pregnant women
infected with HIV in Abidjan, Cote d’Ivoire (1990-
1991), and Kigali, Rwanda (1988). Child outcomes
from these women were compared with child outcomes
from scroncgative pregnant women.

HIV scroprevalence in Abidjan was 12.0%. (9.4%HIV.
1.6%HIV-2:1.0%dual). Therate in Kigali was 30.3%.
entirely due to HIV-1. Perinatal transmission rates were
28% for HIV-1 and 1% for HIV-2 in Abidian. and
approximately 25%in Kigali. The major risk factors for
perinatal transmission included indicators of impaired
maternal immune status, ¢.g., low T4/T$ ratio. low T4
cell count, and AIDS. Although HIV transmission via
breastmilk has been documented, further study is needed
to determine its overall role in HIV transmission and in
child survival; currently, WHO still reccommends that in
countrics where infant and child mortality duc to
infectious discases is high. the advantages of
breastfeeding, even by infected mothers, outweigh the
disadvantages.

Child outcomes associated with maternal HIV infection
included: low birthweight (<2500gm), associated with
HIV-1 and/or HIV-2 maternal infection: and increased
child mortality. asscciated with HIV-1 or dual infection,
but not with HIV-2 infection alone.

Oncgroup that may merit special attentionarc uninfected
children of infected mothers. These children may in fact
face greater than normal nisk of morbidity and/or
mortality, based on biological conditions (as evidenced
by greater BCG anergy in this group compared to
children of scronegative mothers) or social/domestic
conditions. ¢.g.. increased exposure to TB from HIV+
parent(s) in the houschold.
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Traditional channels for HIV/AIDS interventions

“Dimba™ women arc an identifiable group in a region of
Senegal who are linked by virtue of being sterile,
mothers of children who have died. mothers of twins. or
adoptive mothers of orphans. They have an established
role within their local socicty assoctated primarily with
reproductive health issues within the local traditional
health system. They were creatively and effectively used
mn traditional ceremonies to provide cducation and
motivation rclated to AIDS prevention in their
communitics. This promising approach may be relevant
in other arcas throughout rural Africa.

Vaccinating children of HIV-infected mothers

Based on data from Kigali. Rwanda. HIV poscs no
contraindication to the routine WHO/EPI-reccommended
childhood vaccination schedule (except that BCG
should not be given to infants with apparent HIV discase
and should be givenas closc to birth as possible). AILEPI
vaccines appear to be safe immunogenic. and cffective.
Thereis no public health reason to screen for HIV before
vaccinating Afiican infants at the appropriate ages.

Pediatnic AIDS

In Abidjan, where HIV scroprevalence in pregnant
women 1s approximately 12%, HIV plays an important
re'e in pediatric discase. HIV scroprevalence in
hospitalized children is high, particularly in those <5
vears. Compared to discases causing hospitalization in
scronegative children, malnutrition and acute
respiratory discases are particularly common, and
malaria is less common. Hospital mortality was more
than twice as high for scropositive children compared to
scronegatives.

The current WHO (Bangui) pediatric case definition,
which doces not include maternal HIV scrology, has a
sensitivity of only 20%: the newer “wasting syndrome™
case definition has a sensitivity of 34%. Additional
study is needed to determine a case definition that

identifics a higher proportion of clinical AIDS casces in
voung children.  The impact of HIV/AIDS on child
morbidity and child survival is likely to be considerable;
it is probably greater than most public health officials
currently realize.

RECOMMENDATIONS
FOR FUTURE DIRECTIONS

Rescarch is needed to determine when perinatal HIV
nfection occurs, including the relative importance of
transmission via breastmilk.

Policy must be clear regarding recommendations for
breastfeeding by mothers who are infected with HIV.

Rescearch is needed to determine the magnitude and risk
factors for increased morbidity and mortality among
scronegative infants/children of scropositive mothers,
with a view toward specifically targeting such children
programmatically. if necessary.

Further intervention research and demonstration projects
are warranted to test and implement use of traditional
and socioculturally rclevant groups as ceffective
channcls for AIDS prevention and control; social
scicntists should be included inthe design, development,
implementation, and evaluation of such rescarch and in
the final “nationalization” of activitics in this domain.

The WHO/EPI immunization schedule can and should
be promoted for all infants, including those of women
with HIV infection. More attention is needed to assure
that BCG vaccine is not administered to infants with
immune impairment; this assurance can be achieved by
monitoring the age at which BCG vaccine 1s given.

Further rescarch is needed to identify a case definition
for pediatric AIDS that has greater sensitivity and
specificity, yet is feasible from a logistic and economic
perspective.
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HIV/STD/TB PREVENTION AND CONTROL
Part 11

CO-CHAIRS:
Souleymane Barry, USAID REDSO, Cote d’Ivoire;
Mamadou Ball, WHO/AFRO, Brazzaville

SPEAKERS:
1) Emily Obwaka (University of Nairobi. Kenya): 2) Sindra
Larsen (CDC. Atlanta): 3) Alain Ackah (Projet RETRO-CI,
Cote d'Ivoire); 4) Peter Enki (WHO/AFRO. Brazzaville);
5) Robert Moy (Ministry of Health. Zimbabwe). 6) Tim
Dondero (CDC. Atlanta).

SUMMARY
OF THE SESSION'S MAJOR ISSUES

Control of congenital syphilis

Magnitude of the svphilis problem: nising incidence
Feasibility of prenatal screening and treatment as a key
control strategy - sociocultural, opcerational, and

laboratory considerations

Cost and sustamability of prenatal screening and
treatment

Partner notification and treatment: feasibility.
approaches

Tuberculosis and HIV

Importance of TB i Africa
Importance of HIV in TB patients
Strategics and costs of TB control in Africa

AIDS and child survival

implications and impact of high HIV rates n pregnant
women. data from Zimbabwe. and theoretical modeling

SUMMARY OF LESSONS LEARNED

Control of congenital syphilis

The prevalence of syphilis is increasing in Nairobi.
Prenatal syphilis screening and treatment are national
policy in Kenva but are not routinely practiced. Nurses
at sclected prenatal clinies were trained to perform all
aspects of on-site screening. diagnosis. and treatment of
svphilis and to provide svphilis counscling and partner
notification.  With good supervision and adequate
logistical support. screening rates during the first
several months of a MotherCare and A.1.D. supported
mtervention study mcreased from 60% to 100%:
treatment rates mereased from 9% to 70-90%: partner
treatment rates increased from 0 to approximately 65%:
and a higher pereentage of clients sought prenatal care
before 20 weeks gestation. Overall, over 6700 women
reeeived appropriate management duving this 8 month
ptlot period. Qualitative research was crucial n
cliciting barricrs and exploring solutions, particularly
for developing strategics related to partner notification
and [EC matcrials related to prevendon and control of
syphilis

Laboratony data are a critical clement of “information
for action™ within the context of prenatal sereening and
trecatment to control congenital svphilis. Carcful
attention to laboratory definitions of syphilis 1s needed
in studies of this discase. Feasible. cffective. and
cost-cffective technologies and dehivery models are
nceded to undertake congenital syphilis control on the
public health scale currently necessary within the
conicxt of HIV and STD control in Africa.

HiVand TB

TB 1s primartly an adult discase, and the relationship
between TB and HIV has been well described for adults.
but not in children. In a study of 5180 hospitalized TB
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patients in Abidjan. there were 289 persons (6%) under
I5 vears old. HIV scropositivity among these children
was 11.8%. with the highest rates of HIV in children
under 5 and m those with “chmcal™ (1 ¢ lacking lab
confirmation) diagnosis of tuberculous discase.
Wastmg. diarrhea. and oral candidiasis were more
common in HIV-infected than uninfected pediatric TB
paticnts.  Better diagnostic techniques are needed for
pediatric TB. given the generally low rates of sputum
positivity in children.  Further research is required to
quantify the impact of the HIV/AIDS c¢pidemic on
pediatric TB in Africa.

TB has increased substantially over the past several
vears. The HIV pandemic is estimated to have caused a
20% increase onoverall TB incidences in Africa. WHO
estimates that m 1991, 171 million of Africa’s 650
million population had TB nfection: 1.4 milhion
developed active TB: and 660,000 died.  Treatment
coverage was 24%. and onlv 36% of the patients
covered were cured. Children are the “innocent
victtims™ of TB in Africa’ they are more often exposed
to. and less often the cause of. TB transnussion.
Furthermore. TB and HIV-TB m adults will lead to
more children with 1 B and more orphans.

The man strategy for TB control i Africa 1s case
finding and treatment--it 1s appropriate, affordable and
cffective. but comphiance 1s low and resources are
lmited. Recognition of the magnitude and impact of TB
i Africa mav lead to greater donor interest in
supporting the control of this discase.

AIDS and child survival

A variety of data sources in Zimbabwe have
documented increasing AIDS incidence since 1989
extremely high HIV seroprevalence rates are reported in
urban Zimbabwcean women. An increase from 32% to
429% between 1991 and 1992 occurred 1n one arca.
Increasing pediatric morbidity and mortality. partially
due to HIV/AIDS have also been reported: 15% of
AIDS cases nationally are m chiuldren <3 vears. and 30%
of pediatnie hospital deaths in 1992 were caused by
AIDS. Based on current maternal seroprevalence levels
and an  cestimated  30%  rate of  permnatal
transmission. urban infant mortahty mav double, from
50 to 100 per 1000 LB between 1989 and 1999:
under-5 mortahity may nse from 70 to necarly 200,

Approximately 7% of children in onc arca are currently
orphaned. AIDS has already begun to manifest signs of
real impact on child health and survival in Zimbabwe.

Theoretical modeling, based on discase progression
estimates that may prove to be too conservative for
Africa, suggest that for every 100 pregnant women with
HIVinfection, 15 to 20 of their children will dic of AIDS
by age 5. This would cquate te an excess
under-3 mortality duc to AIDS of approximately 20 (per
1000 live births) m a “medium™ HIV scroprevalence
arca in Africa where maternal HIV scropositivity is
8.8%. and approxmately 65 to 80/1000 in a high
incidence area (with 30% scropositivity). Given present
technology. i1.c., lack of vaccine or cure for mothers or
children, one key target group for intervention may be
uninfected  children  of infected mothers.

RECOMMENDATIONS
FOR FUTURE DIRECTIONS

Technology rescarch 1s needed to develop simple,
low-cost blood collection and syphilis testing equipment
and procedures that allow on-site screcning and
trecatment of antenatal women.

Further intervention rescarch is needed on antenatal
syphilis screening and treatment in multiple countries to
determine:

 Optimal models for delivering these
services;

* Sociocultural and opcrational barriers and
their solutions; and

» The costs, cffectiveness, and cost-
effectiveness of different models.

Support 1s needed for socio-behavioral and operational
research to develop and strengthen partner notification
for STDs, including partners of prenatal women with
syphths.

From a policy perspective, programs should take
advantage of the current prionty attached to child
survival as a means to icrease appropriate support for
STD control in Africa.
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Although further rescarch i1s needed in many arcas
related to TB, pediatic TB, and HIV-related TB,
attention should also be given now to operational
rescarch and support to increasc access and coverage for
TB casc finding and treatment.

Workers in international health should appreciate the
current and future impact of AIDS within the context of
child survival. Support for HIV/AIDS control is critical
for child survival, but not to the detriment of other key
interventions.  Attention to the clinical care of HIV-
infected children is also needed.
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COMMUNITY IMPLEMENTATION OF
CHILD SURVIVAL PROGRAMS TO ACHIEVE ICAAC" GOALS

" International Conference on Assistance to African Children

Rudolph Knippenberg,
Yegional Advisor for Primary Health Care.
UNICEF/WCARO. Abidjan. Cote d'lvoire

This introductory speech addresses community
implementation of child survival programs to achicve
the ICAAC* goals for African children in the context of
the Bamaco Imitiative.  Several clements in this title
probably require imtial explanation.

First. let me provide some backgroundabout ICAAC. or
the International Conference on Assistance to African
Children. which took placc here in Dakar m this same
hotel at the end of last vear under the auspices of the
Organmzation of African Unitv (OAU/UNICEF 1992).
At that conference. the African countries set six
milestones for 1995: these arc intermediate objectives
toward the end-of-the-decade summit goals for children.
These intermediate objectives are:

« Coverage of 80% of children by their first
birthday with BCG. polio3. and DPT3:

» Coverage of 90% of children with measles
vaccination by their first birthday:

» Coverage of 90% of women of childbearing
age with tetanus vaccinations (T T2 or more);

« Utihzation of oral rchydration therapy by
80% of children with diarrhea:

« Parual climination of 1odine deficiency and
vitamin A deficiencics. and

« Promotion of exclusive breastfeeding for 4
to 6 months. of sustained breastfeeding
for 2 vears. and of feeding with
supplemental foods as of 4 to 6 months.

The most 1mportant reasons for sclecting these
intermediate objectives was the leaders™ determination
0 prove the capacity of African governments and
communities to achieve their sclf-determined goals and

their conviction that achieving them would turn the tide
of world pessimism about Africa and the tendency of
international donors to invest their resources elsewhere.

I'would also like to review some of the key components
of the Bamako Initiative for revitahzation of African
health systems. First. the Iniiative involves improving
service management to maximize effective coverage
with essential health care. including the child survival
activities discussed this week. Secondlyv. the Imuative
intends to ensure availability and rational use of
affordable essential drugs.  Although this 1s the most
common association with the Bamako Intative. it 1s
only one of its components  Third. the Imuative
encourages community  co-management  and
empowerment. not onlv of drugs or m financing. but also
of services to ensure that thev reach the populaticn and
maximize communitv-based health activitics  Fourth.
the Inttiative focuses on conimunity cost-sharing and
increasing the accountability of health staff - both in
human resources and in the technical services that they
provide--to the African communities.

Although it has elicited sometimes heated discussions
during the last couple of vears. the Bamako Initiative has
largely taken root in Africa. 1t has taken root because it
originates 1n Africa: the pnnciples behind 1t were
developed here. Key elements have been implemented in
several countries for vears now. ¢ven before the actual
launching of the Bamako Initiative in 1987 (WHO
1987). By now most countries of the region have
adopted it as a core health care strategy. halfhave begun
implementation. at least in mmtial sites.  Several
countries. like Benin. Guinea. and Nigena. have
large-scale implementation undenway. Qthers. such as
Mali. Cameroon. Zambia. are readv to expand to a
national scalc Currently there are a total of 2.000
health centers functioning along Bamako Initiative
principles and covering approximately 20 million people
on the African continent (UNICEF 1992).

The kev difference between the Bamako Ininiative and
the more classical health svstems and programs 1s the
cmphasis on community implementation. Many more
traditional health svstems and programs missed that
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community focus. Sucha community focus has a scrics
of conscquences:  activitics are implemented at a
community level and attempt to cover those
communities as completely as possible: these activitics
respond to community demand. not only to
epidemiologically determined needs: the communitics
share mn the cost. or co-finance and co-manage scries
a real partnership with governments and external
support; health staff becomes more accountable to
those communitics and that communitics tuke
ownership: and there 1s a striving for community
cmpowerment and stimulation of community
development

The remamder of this presentation will address six key
clements for effective implementation of child survival
activitics in Africa. These six clements are primarily
erived from discussions of the last four days. Theyare:

* Cost-cffective mmimum carc packages:
+ Appropriate service delivery structures;
+ Effective operational strategics:
« Efficient management systems:

» Edcequate policies and support systems,
especially management and logistical support:

« Sustamable financing. Practical examples
of implementation m Africa m the context of
the Bamako hutiative will illustrate the
mmplications of these elements for communitics.

During the previous sessions we have seen many good
rcasons for focusing on integrated cost-cffective
minimum care packages.  Several presentations
lighlighted the interactions and synergism between
mfections and malnutrition and between discases and
discase programs. For example, malnutrition increases
the nisk of measles and diarrhea. Sexually transmu.ted
discascs greatly ncrease the mortality nisk of AIDS
transnussion;  family planning strongly influences
maternal health. Other reasons are that such nunimum
carc packages facihtate responding to community
demand, not only to objective epidemiological iicalth
needs. and thus increase service use. Integrated delivery
of the components of such a package helps reduce
missed opportunitics. A final reason for integrated care

1s the overlap between diseases like malaria, ARIL and
diarrhca.  The symptoms of these discases are
sometimes very difficult to separate. This means that in
the management of the 1l child. ticatments need to be
made available m an integrated way.

The three classical studies (Morley 1979, Spruyt 1967,
Aveniand Oduntan 1980) provide eipirical evidence of
the very important impact of integrated minimum cure
packages on infant and child mortality. While there are
many examples from other continents, these three show
the impact in Africa

On the other hand. the six studics from Africa on single
purpose terventions revealed in a quick initial impact
on mortality that was also quickly reversed (Kaseje
1989, Mamora 1989, Black 1984, JNSP 1988, Kasongo
1981, Greenwood 1987). For example, in the Mvami
project, the impact of measles vaccinations was wiped
out by a malana cpidemic: in the Iringa nutrition
program, malaria wiped out the positive effect on
mortality. Some other studics show that cvenwhen there
was in impact. this could not really be attributed to the
intervention.

This shows possible clements of such a minimum care
package in Africa.  Preventive activities include
immunizations, vitamin A supplcmentation, malaria
and ancmia prophylaxis in pregnancy, family planning
and delivery care. Curative carc comprises the package
for management of the il child presented this week by
our colleague from WHO, control of STD, Ieprosy, and
tuberculosis.  Promotion of exclusive and sustained
breastfeeding needs to be included along with promotion
of 10dized salt.  This list needs to be expanded and
complemented with activities responding to community
demand such as “relief from suffering” (World Bank
1992).

Concerning the sclection of an appropriate scrvice
delivery structure, during the last 20 to 30 vears in
Africa, three approaches to scrvice delivery have been
developed. One is the village health worker approach.
This approach has the unportant advantage of quickly
increasing access to services, but with large-scale
imglementation, insufficient supervision and support
have often resulted, leading to a decrease in quality of
scrvices.  The often numb response to the demand
expressed by communities has triggered low motivation
of communitics to support these “volunteers,” thereby
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lowering motivation of workers and increasing dropout
rates. In fact, this approach appears to have worked
cffectively only m structured and controlled settings.
mainly i East Africa and in small-scale projects and
programs in West Afnica, where adequate support from
the listrict level and from health centers was assured.
When village health workers were an alternative to
rather thana part of the district health systems. they have
worked virtually nowhere (Knippenberg, Parker 1993).

The second approach includes individual discase or
activity-oricnted campaigns and mobile tcams.
Countries in which EPI has been delivered through
campaigns and/or mobile strategics have revealed an
mteresting up-down pattern: coverage increasc quickly,
then drops. then mereases again if a new campaign 1s
conducted.  Over a longer period there 1s a gradual
decline m coverage. given the difficulty of sustaining
thoscuctivities. On the other hand, in countries in which
EPl has bceen mplemented through functional
operational health center networks. coverage is stable or
cven inereases.  In Benin, where EPI has been used to
revitalize the health system through the application of
the Bamako Initiative principles, coverage is steadily
mcreasing. Guirnica reveals the same pattern. (UNICEF
1987-1992)

We sce that the experience with the “alternative
approaches™ just discussed confirms the conclusion
from the 1940°s and 1950°s that the development of
health centers with outreach in the context of an
opcerational district with community participation is
indispensable (WHO 1991, World Bank 1992). This is
nothing new, not a magic bullet. 1t simply implics that
we re returning to an approach that you here in Africa
have been developing successfully for vears. instead of
continuiny to scarch for magic alternatives or shortcuts.
While vou may ask what is new about that? As one of
our senior UNICEF staff said in an carlicr meceting,
“Nothing. ¢xcept that this time we'd better do it.”

Onc frequently reiterated conclusion is that in order to
have an impact opuational strategies cannot address
only one parc of the health system; it i1s not enough to
fulfill one tyvpe of condition.  All in a series of key
conditions need to be fulfilled.  These include:

« Availability of essential resources through
rchablz supply of drugs and vaccings:

* Good access - both geographical and
functional - of communities to the services
offered, through revitalization/extension of
health center networks and outreach for
health prevention and promotion;

» Acceptance and utilization by those
communitics, implying motivation and
mobilization;

T —

+ Continuity of care: one-shiot deals will

just not do:

* Quality of care, both technical and human;
requiring standardization of diagnosis and
treatments and positive supervision: and

+» Compliance with trecatmeits and
preventive houschold health activities
promoted through community-based
problem-solving approaches (Assessment,
Analysis, Action).

All these conditions need to be fulfilled at the same time.
The system is like a chain; one missing link will
undermine coverage and impact. At Icast half of these
conditions ar¢ closcly linked to communities.
Utilization, continuity of usc, and compliance arc
conditions that depend not on health staff or government
organizations, but on the communitics. The profound
implication is that these systems need to be managed in
adccentralized way and involve communitics in order to
have an impact (Knippenberg, Parker 1993).

Listed in Table | is a series of principles for local
management systems, cspecially for monitoring and
microplanning. This is not abstract theory: it isderived
from what is happening in this region. These principles
arc implemented in many countrics, and the
methodologics have been ficld-tested extensively.
Management by objective 1s important for achicving
results. EPI has shown that clear focus on an activity
can produce impressive results.  On the other hand,
managing by objcctive is not cnough. At the same time
there must be a problem-solving systems approach,
which means a continuous cycle of ideatifying key
problems. analyzing causes. sclecting corrective
actions, and microplanning the implementation of those
actions on a local basis. Expcriences in many countries
with more classical monitoring systems show that cven
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if a problem is well defined, and the correct solution is
sclected. failure to microplan implementation of that
solution involving the communitics and local health
staft means the problem will persist. Studics show that
problems still existing in 1993 were identified m 1987
The fact that in EPI. for example. problems of lack of
communication between providers and communities
and lack of quality still persist illustrates that the
management approach by itsclfis not cnough. Finally,
a participatory learning approach 1s important, as not
cverything canbedoneatonce. Itis much more effective
to 1dentify one prionty problem among a serics of
problems: analvzeits causes: sclect anaction: microplan
and implement that action: and follow up 6 months later
to discover whether the solution has worked. [If yes,
identify the next problem and implement a solution. If
no, a new solution is sclected for the original problem.
This sort of participatory lcaming approach needs to
involve all parties-health staff, community
representatives, and supervisors, as cach holds part of

the key to the solution. These types of microplanning
and monitoring systems have been applied in a series of
countrics. In Nigenia, Zaire, and Mali, microplanning
has been carried out at district level on a large scale. In
Benin and Guinca, 400 health centers are monitoring
their coverage every 6 months during 2-day scssions
following this kind of process (Knippenberg, Parker
1993; Knippenberg., Levy Bruhl 1990).

These are indicators used by peripheral systems in
Benin tomonitor progress in coverage. These indicators
are similar to those used tin Guinea. The left column
shows the different determinants of coverage, including
availability of resources: access; utilization; and
adequate coverage, which reflects continuity; and
cffective coverage, which reflects quality.  The
indicators sclected to reflect those determinants are
shown inthe columns onthe right. These indicators have
been sclected and revised through trial and error with
involvement of local hecalth staff and community

representatives (Knippenberg, Levy Bruhl 1990).

TABLE1

INDICATORS USED IN MONITORING OF THE 2ND SEMESTER 1988 - BENIN

DETERMINANT
INTERYENTIONS

CHILDHOOD
VACCINATIONS

TETANUS TOXOIY
(Vaccinations In women of child-
bearing age)

PRENATAL
CARE

CURATIVE
CARE

Target population

Children bom batween July
and December 1987

Women having delivered
between July and
December 1988

Women having delivered
hetween July and December
1988

Total population

Availatmhty

Yo of time that there were
no shortages of chithood
vaccines

®o of tume that there were
no shortages of T'T vaccines

% of time that there were
no shortages of iron/floic
acid and of chloroquine

% of time that there were
no shortages of any drug

Accessibility

“o of target population living
less than § km from a health
centre or less than 2 km
from outreach post

Y0 of target population living
less than S km from a health
centre or less than 2 km
from outreach post

"o of target population living
less than § km from a health
centre

%% of target population living
less than § km from a health
centre

Utilization

"o of target population
having received at least one
vaceination

%o of target population
having received at least one
T

% of target population
having received at least one
prenatal visit

o of new patients registered
(whether treated or not)

Adequate coverage

o of children completely
vaceinated before their 1st
birthday - observing intervals
and minimum age

"o of target population
having received the second
TT at least 2 weeks hefore
delivery

20 of target population
having made at lease 3
prenatal visits

%o of new patients having
paid the fee

Lffective coverage

Adeqyuate coverage x quality
score (cold-chain and
vacanation technigue)

Adequate coverage X quality
score (cold-cham and
vaccimation lcuhmquc)

Adequate coverage x quality
score for prenatal care

%0 of new paticnts treated
according to flow charts
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Using a coverage model originally developed by

was similarly good from the beginning. This illustrates

Tanahashi (1984) and adjusted in the context of that the contrast between best and worst is not linked

the Pahou project in
Benin (Knippenberg
1986). these coverage

COVERAGE WITH EPI IN THE BEST
PERFORMING CENTERS (" AEDIANE)

to supply issues,
but rather to the
management process

indicators can be BENIN 1991 local problem solving.
visualized through motivation, link with
“coveragecurves.” On DETERMINANTS communities.

the vertical axis Lo

arc the coverage Another example from

. EFFECTIVE COVERAGE
detcrminants; on the

horizontal axis, the
proportion of the
target  population
“covered” by each

ADEQUATE COVERAGE

UTILIZATION |-

ACCESSIBILITY |-

AVAILABILITY -

Guinea for antenatal
care shows within the

same graph the
evolution of both
worst and best

centers. On the left in

of these determinants

fOf diffcrent time TARGET POPULATIONO
periods. The propor-
tion of the target
population with access
is constant, outreach
from the beginning.
Even though access
was constant, illustrat-

#1990 (1st sem)

~- 1988 (2nd sem} + 1989 (1st sem)
+ 1990 {2nd sem} * 1991 {13t sem)

Figure 1

100 120 the worst centers,
% coverage has not
improved atall, linked
to poor access from
the beginning, about
which apparently
nothing was done. In
addition to poor

* 1989 (2nd zam)

ing that there was an adequate utilization, adequate and
effective coverage (the proportion of children fully
vaccinated with quality vaccine at their first birthday)
were very low in the beginning. The graph shows how
in the best one fourth of centers, these

access, a further drop-off occurred in utilization,
adequate and effective coverage. On the other hand, in
the best centers portrayed on the right, access was
better from the start, but continuity of care was very
poor in the beginning. Over time there was a

coverage determinants
improved over time
through a process of

COVERAGE WITH EPI IN THE WORST
PERFORMING CENTERS (MEDIANE)

strong increase in
continuity of care.
The curve shows
the 1mprovement in

local monitoring, BENIN 1991

localmicroplanning, coverage was not

and local dialogue OETERMINANTS due to increased

betweenproviders and utilization, which

communities remained exactly the

(Figure 1). EFFECTIVE COVERAGE same over time,
ADEQUATE COVERAGE indicating that women

Figure 2 portrays the
worst one fourth of
centers. In the worst
quarter, EPI coverage

UTILIZATION

ACCESSIBILITY

AVAILABILITYf- -~ -

accepted antenatal
care from the start.
What appears to have
been important was
the development of

did not change at all,
even though access

TARGET POPULATION
0 20

1990 {1st sem)

~ 1988 (2nd sem) + 1989 {1st sem) * 1989 (2nd sem])
1990 {2nd sem) * 1991 (1st sem)

Figure 2

100 quality care they
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considered worth returning for.
results suggest that in the best centers, the

quality of care and
the human interactions
were improved in the
context of  the
monitoring process
(Figure 3).

It 1s often argued
against the Bamako
[mtiative that commu-
nity financing will
keep people from
using essential care. A
review of experiences
rom Africa shows that
the user fees are not
theonly, and often
not even the most
important, factor
determining the use of
services (Parker and
Knippenberg 1991).

services  because
drug availability an
important part of
quality. The best
centers show a major
increase in coverage.
The “bulging” of
the curve between
access and utilization
illustrates that the
population with access
makes more than one
first visit per personand
per vear, or people
travel further than one
hour to seek care. The
very small drop

The monitoring
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Figure 3

One other key factor that
determines use is well illustrated in the coverage curves
for curative care for Guinea. Serious problems appear
to be occurring in the worst centers concerning
availability of drugs. This undermines the use of
communitics

consider
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CARE

BETWEEN BEST AND WORST
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between utilization and adequate coverage indicates
that few people attended the health center and

did not pay the
full treatment price
or were exempted.

If we want to put
in place cost-effective
minimal care packages
through appropriate
revitalized service
delivery structuresand
efficient management
systems, quickly and
on a large scale, a
series of conditions
needs to be fulfilled.
First, certain policy
conditions nced to
be in place. These
include national health
plans of action
and policies on

decentralization of management, essential drugs, and
community management and financing. The thrust of
many of these policies concerns government facilitation
of community co-management and ownership. [n only
a few African countries are these conditions not
fulfilled. A second key condition is management

support capacity not
only for health staff,
but especially to
improve management
capacity of communi-
ties, which is a major
bottleneck in many
countries. Although
WHO and most
governments and
other organizations
are focusing on
management training
and strengthening
management systems,
a major challenge
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remamns n this ficld A final condition is
logistic support  Tlus 1s not a conceptually difficult
1ssuc. but ensuring continuous availability of cold chains,
transportation. drugs. and vaccines requires major
cffort.

What are the financial implications of revitalizing the
existing health systems along these lines? Experience in
scveral countrics has shown that revitalization of an
existing health center. in terms of local preparation and
start-up. costs as little as $10.000 to $20.,000 per health
center, or about $1 per person. No government at this
meeting is spending less on public health. Few donors
spend less in arcas they assist. The external funding
required to revitalize the entire existing health center
networks in West and Central Africa by 1995 s
cstimated at approximately $150 to $200 million for
preparation and start-up costs (UNICEF 1993), which
amountsto lessthan $ 1 per capita. This is notexorbitant
in the context of debt levels. discussions about debt
rchicf. and the amounts major international donors
alrcady invest in health. In fact, about half this amount
has alrcady been commutted by UNICEF and other
donors for the revitalization of peripheral health
svstems.  On the other hand. the cost implications of
expanding the health center and hospital network.,
mvolving new construction, are much higher and vary
between countries, as does the cost of revitalizing
district hospitals.  Estimating the costs of genuine
community development activitics is even more difficult
and has not been attempted in this context.

Recurrent costs, especially local operating costs. are
often wrongly considered the major obstacle to such a
revitahzation.  Several years ago the Kasongo project
published the cost estimate of $1 per person per vear for
an opcrational health center (Kasongo 1984). Many
critics claimed this was impossible.  The analysis of
experiences from cight African countrics. ivolving not
small pilot projects or mussion hospitals but large or
medium programs in routine governmental scttings,
shows that $1 to $2 per person per year for operating
costs at health center level is realistic (Knippenberg
1990, 1991, MOI4 Mali 1990, Landrau 1989, UNICEF
Sencgal 1991, MOH Uganda 1989, Miller 1987). The
costs per cenier have been classified by salary, drugs.
and other local operating costs.  Present community
financing systems with affordable user fees ata level of
$1.50 per full treatment with preventive care subsidics
do manage to recover on the average at least the cost of

drugs used at health center level and other non-salary
local opcrating costs, including motivation for health
workers. performance bonuses. gasoline for outreach,
matntenance of motor bicveles. maintenance of cold
chain, cross subsidics for cssential care and for
exempting those unable to pay. Community financing
cannot be an ahibi used by governments to abdicate their
financial responsibilitics for district health systems.
Governments will need to continue paying salarics, or
other funding sources need to be found. because salary
costs cannot be recovered with the present revenuc level
of communitics. Finally, donors need to remain in-
volved in replacing equipment and support. procuring
vaccines, as well as subsidizing essential drugs in some
countries with weak currencies like Guinee, Bissau, and
Zaire (Knippenberg, Parker 1993).

A scenario for achieving the ICAAC goals by 1995
would include revitalization of the entire existing health
center network in Africa.  Although this sounds
ambitious, a close look at what has alrcady been done
and the methodologies and experience that currently
exist suggests that it 1s feasible.  Revitalization will
involve ensuring that health centers function correctly
with outreach and health promotion, social mobilization
and communication, and community management. This
docs not mean that community participation problems
will be solved in 2 years: it simply means that we can
start in the next 2 years by rendering operational what is
now existing at the basic operational level. Experience
in several countries suggests this can occur even in
difficult circumstances. Once this basis exists, the
period between 1996 and 2000 can be used for extension
of the health center networks, strengthening district
hospitals, developing community-based nutrition and
health activitics as well as full-fledged community
problem-solving systems to stimulate community
cmpowerment and development.

With financial support from the World Bank, UNICEF,
and scveral other international donors, Mali is in the
process of cstablishing a scenario that cnvisions
revitalization by 1995 of 200 ¢xisting health centers,
which will increase access to curative care to 30% (less
than 5 km) and access to preventive care to 70%. 1t will
alrcady have a potential impact on under-5 mortality of
30%. By 1997, 160 additional health centers will be
constructed or rehabilitated, raising curative aceess to
45% and preventive access to 80% (MOH Mali 1992).
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Even inthe context of low aceessibility in Mali with only
45% of the population expected to have aceess to fixed
canters (within 3 km) by 1997. and 80% to preventive
interventions. utilization and cffective covernge levels
can be brought close to those acceess levels through
cfficient service management and community
mobilization and participation.

However, examining the small icipact of cach of the
different package clements withina severely constrained
access context can contribute to the reduction of infant
and child mortality. the result isamazing. The mortality

pattern of Mali shows that the majority of deaths can
be avoided through the components of such a minimum
carc package. In such a context, that is quite
characteristic for the Sahel, implementation of the
essential care package through the approach proposed
above - cven within the Iimitations of access and
accounting, for realistic drop-offs between access and
utilization. and problems in efficacy. has the potential of
reducing under-5 mortality by more than 40%. a major
step towards achieving the ICAAC goals for African
children for the Year 2000.
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COMMUNITY PARTNERSHIPS

CO-CHAIRS:
Joshua Adcnivi. University of Ibadan ARHEC. Nigena;
Raimi Osseni, UNICEF, Cameroon

SPEAKERS:
1y E Lambo (WHO/AFRO. Brazzaville). 2) Lawrence
Ipvera (ife Central Local Government Authonity, Nigeria).
3) Roger Lero (Miistny of Health, Cote d ' Ivorrey and Molly
Mort (Peace Corps. Cote d horre)

SUMMARY
OF THE SESSION'S MAJOR ISSUES

As Africa moves into the 19907s, facing ccononmie and
poliical crises. combmed wath the resurgence of
discases such as malana and tuberculosts and the
cmergence of the AIDS pandemic. a major concern s
maintaming the gams in health development achieyed in
the 198075 as well as addressing new challenges Ths
session provided an mformative overview ot the
International Conference on Communits Health in
Africa (CISCA). held o Brazzaville, Congo.
September 1992 conjunction with a mecting of
Afnican Muusters of Health The preparatons work and
the discussions at the Conference itself demonstrated
clearly that many mitiatives are underway across the
continent. i which health professionals and
communities are working effectinels as partness an
health development Revolving drug funds and other
health care financing schemes are promment among
these mitiatives  Partcipants i Dakar voieed coneern
about the role ot donors i the community mitiatives
Discussants stressed the need for adequate donor as well
as natonal government support for the provision of
basic. credible health serviees as part of the process of
achicving substantive mvolvement of communities i
health development

Two commumitv-fevel mitiatives (mosquito control
cducation in Nigenia and a village pharmacy program in
Cote d'Ivorre) were then presented by district-level
workers from these two countries Issues addressed by
the presenters and v bsequent questions and answers
focused primarihy on sustamabihts - the community’s
role i management of activities. and the supervisory
and techmical support role of health workers.

SUMMARY OF LESSONS LEARNED

Commumtics can participate effectively in improving
their own health: however, there 1s need for policy and
technical support from the formal health care system.

Communitics must be imvolved carlv and throughout the
whole process from problem identification to problem
solution to evaluation of results

Health workers must be prepared to histen to the
community and help it to address ats needs. not all of
which are directly health-related (eg . roads and
markcets )

The role of governments and donors 1s enitical: and they
must demonstrate that they can work with communities
as real partners

RECOMMENDATIONS
FOR FUTURE DIRECTIONS

Consideration should be ginven to more community -
based interventions tor Child Survival instead of
mdividual or fanuly-based mtersentions

Governments need to develop clear pohicies for health
development to better enable donors to facilitate therr
cfforts

Rather than imposce perfected or abstract solutions on
communities. the health sy stem should encourage simple
community solutions and work to strengthen therr
mplementation and impact
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FINANCING PRIMARY HEALTH CARE:
POLICY DEVELOPMENT AND
IMPLEMENTATION STRATEGIES
CO-CHAIRS: Program experience with financing primary health care,
Jean Li‘mbussu, Ministry of Health. Central African policy development. and implementation strategies
Republic: presented and discussed in this session revealed that the

Dceborah McFarland. CDC. Atlanta

SPEAKERS:
1) Jean Limbassa (Ministry of Health. CAR). 2) Thomas
Kibua (Kenva Health Care Financing Project. Kenya).
3) Madibata Ma (Mimistry of Health, Lesotho): 4) Mandy
kader Konde (Mimstry of Health, Guinca), 5) David
Ofori-Adjer (Uniersity of Ghana Medical School, Ghana).

SUMMARY
OF THE SESSION'S MAJOR ISSUES

Dwindling financial resources and competing prioritics
in many African countrics have resulted in a health care
cnsis throughout the continent. African policy makers.
mtermatsonal donors. and health professionals have
considered multiple strategies. including the Bamako
Initiative. as vehicles to address this problem.

Hcealth carc financing comprises a number of
components including resource allocation. private
scctor development. social financing. efficiency. facihity
improvement. cost sharing. and recovery.  Experience
across Africa in the last decade has revealed a number
of important tmdings ~ First. e financing of health
services is a critical clement i the process of resource
allocation for primary health carc activities as resources
arc gradually being reduced Sceond. community
participation and collaborative partnerships with
donors are ncecessary to cnsure ntersectoral
coordination and program success  In addition,
improving geographic accessibility and the quality of
health care available to rural poor communitics have
been shown to strengthen the chances of program
sustainability - When the revenues generated through
cost sharing and/or recovery are retained and managed
at the community level. there 15 a greater chance of
success. which involves community ownership

financing of primary health care is a viable and realistic
option to address the problem of inadequate resources.
Specific examples include the evidence from the Central
African Republic and Kenva that the newly formulated
national health development plan and an intersectoral
commuttee were effective components i affecting policy
development and institutionalizing health care
financing. Additional experience from Ghana revealed
that costs did not appcar to be a barrier to the choice of
a health facility or to the ability to purchase drugs. and
that communitics would purchase medicines at the
closest drug outlet. On a very positive note, Guinea has
demonstrated that by improving the supply and
management of cssential drugs. up to 92% of the
recurrent costs can be recovered by sclling these
medicines at the community level: The data presented
from Lesotho suggested that an increase in user fees
caused a reduction in service utihzation of government
health facihtics and induced a shift to private, nussion
scctor providers.

SUMMARY OF LESSONS LEARNED

Decentralization of activities is important for effective
community participation and invelvement in mobilizing
resources and providing sound program management.

Cost sharing/reccovery mechanisms should be
implemented in phases to ensure acceptance by the
target population and to maximize the management of
activities.

Intensive supervision and training are required for
cffective management of revenues collected at the
community level to determine the most effective
utihzation of these funds.
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Education of thc community is cssential to ensure
understanding of the exact meaning of cost sharing or
cost recovery, and the specific activitics required for
these strategics to be implemented.

Utilization of services improves when the quality of care
ts improved at the time user fees arc increased/
introduced.

Cost sharing has proven to be ceffective when collected
revenues are retained at the district level.

RECOMMENDATIONS
FOR FUTURE DIRECTIONS

Additional support should be provided to conduct
further rescarch activities designed to determine the
cffects of user fees on utilization rates in both publicand
private scctors.

Greater cffort should be made to involve the private
scctor and non-governmental organizations in the
provisions of ¢ssential drugs and curative and
preventive health services to improve facility
management at the community level.
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DISTRICT LEVEL STRATEGIES FOR ACHIEVING HEALTH
FOR ALL IN AFRICA BY THE YEAR 2000

CO-CHAIRS:
Issakha Diallo, Ministry of Health and Social Action,
Senegal,
Rene Owona Essomba, Ministry of Health, Cameroon

SPEAKERS:
1) Akanni O.0. Sorungbe (Primary Health Care Agency,
Nigcria); 2) AgostinoMunyiri (REACH, Kenya); 3) Diawara
Alassane (World Bank, Scnegal); 4) Renc Owona Essomba
(Minisiry of Hcalth, Caracroon); 5) Auguste Ambendet
(Ministry of Health, Congo). 6) E. Lambo (WHO/AFRO,
Brazzaville).

SUMMARY
OF THE SESSION'S MAJOR ISSUES

Thediscussants identificd a range of issues related to the
delivery of health scrvices at peripheral levels and
cfforts to strengthen district level management and
support of primary healih care. Policy issues included
the tendency toward vertical, poorly articulated health
programs; the financing of primary health services; and
inadequate coverage of such scrvices. Management
1ssucs discusscd were inappropriate resource
allocations to hospitals as a result of overly centralized
sysicms, inadequate planning and budgeting processes,
poor information systems, weak resource management
skills. and poor supcrvisory systems. Other issucs
idcentificd included the resulting failure of programs to
optimally affcct childhood morbidity and mortality, the
lack of cnitically needed resources, particularly drugs,
and the lack of adequate community-level decision
making.

SUMMARY OF LESSONS LEARNED

Implementation of primary health care for the past 15
years has been a very rich expericnce.  Among the
lessons learned are:

* The penipheral facility and its performance
as the corner stone of primary health care is
cntical,

« Political commitment at all levels is
essential;

» Public health leadership skills development
is onc of the most important investments to
be made;

* Decentralized management, including
shared management with community
institutions, is important,

* Clearassignment of responsibility for health
services is required,

* Integrated health services are more
efficient and morc readily accessed by
clients;

* National policies and budgeting must
prevent allocation of excessive portions of
total resource to sccondary and tertiary
care levels;

» Effective technical support systems are
essential, particularly health information
systems, supervision, quality control, and
training; and

» There 1s a need for effective demonstration
of district level management systems,
diffusion of information concerning
attributes of those systems, and evaluation
of results.

RECOMMENDATIONS
FOR FUTURE DIRECTIONS

Recommendations focused primarily on improving
general management capacities including the need to:

» Orgamze hcalth services more cffectively
to concentrate adequatec management and
supervisory skills at the district-level;

« Use data more effectively to programs and
policies and to make decisions:
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+ Establish more cffective policies to
promote community participation,
mtergrated service delivery systems,
and comprehensive case managenient
of the sick child;

* Improve the relationship between health
workers and clients:

+ Improve the financial management of
programs and the process of sctting
program objectives and targets: and

* Develop more powerful evaluation
methods.

These specific recommendations collectively form a
strong call to develop management skills and to improve
their applications to strengthen primary health care
programs. The second focus of the recommendations
imvolved the need for better coordination among
international donors. national programs, and
non-governmental organizations to support better
managed health programs that encourage ownership
and participation by communitics as well as by
supporting partners.
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VISIONS FOR THE FUTURE

CO-CHAIRS:
Ndiro Ndiaye, Minister of Women. Children and the
Fanuly. Sencgal:
Hopc Sukin, A.1.D., Washington

SPEAKERS:
1) A.0.0. Sorungbe (Primarv Health Care Agency.
Nigeria); 2) Veronique Lawson (Minister of Health, Benin):
3) Deogracias Nshimirimiana (Ministry of Health, Burundi)

SUMMARY
OF THE SESSION'S MAJOR ISSUES

In the 19907s. Africa faces major challenges: political.
social. cconomic. and epidemiologic  Each of these has
dircet impact on the health and survival of Africa’s
children Living i countries without peace and political
stability. children arc atinercased nisk otundernutrition.,
morbidity . and mortahits . as exemplificd by Liberia and
Somaha where mortalits rates are increased 30 fold
Hhteracy . unemplosient. and poverty all constram the
achievement of the goals set at the World Sumnut for
Children

The barriers to improved health and child survival are
clear ill-timed fertihty (too carlv. too close. too many
and too late). unattended dehvery . neconatal tetanus. lack
of exclusive breastfeeding and appropniate weaning.
ARIL duarrhea, malana, and meastes In addition. the
eprdemic of HIV threatens cluldren through infection
transnutted from their mothers or orphanbhood

Despite these problems. Africa has demonstrated
amazing progress durmg the last decade  Strategies to
merease child survival are workmg and can continue to
work. A morce holistic approach to the sick child offers

an opportunity for more effective and cfficient nse of

Iimnted resources

Maxmuzing these opportumties will require new and
improved partnerships at cach level: community, health
facthity. district. region. nation. donor partner. and and
the international level  Basic to these improved
partnership are two prerequisites:

« pohitical will. and
+ national health policies with clearly defined goals.

The dynamic tension between national independence,
sclf-sufficicnev. and sclf- deternmnation. on the one
hand. and the partnerships with bilateral partners, and
bilateral and international technical assistance agencics.
on the other. 1s a major issuc.  Cooperation and
collaboration within the framework of national health
policies are essential.

SUMMARY OF LESSONS LEARNED

Despite cconomie difficultics. Child Survival has been
a remarkable success.  Democratization 1s making
governments responsible for the hiealth of therr children.

Technically sound. culturally aceeptive. affordable. and
cffective technologies arc avinlable to improve the health
and survival of cluldren

Primarv Health Care 1s the appropriate and correct
strategy - s effectiveness can be improved through use
of operational rescarch,

Six factors are essential to effective implementation of
PHC: management. decentrahization, mtegration,
comnunity partnerships. ongomng monitoring. and
applied rescarch.

Quality of carc 1s emergig as the major determinant of
eftective versus ineffective PHC. High drop-out rates
are directly attributable to poor client reception and
hostility by of health staft

Intersectoral collaboration. nvolving finance,
cducation. literacy. and women in developiment. s
essential

Self-sufficiency is bemng achicved in Bamako Initiative
arcas where local commumities are sharing in decision
making and financing of health care  Svstems for
provision of essential drugs are an important component
of this strategy

Sclf-rchance n production of vaccmes and cssential
drugs must be a long-term objective for Africa.

Media advocacy 1s an important component of PHC.
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New patterns of sexual behavior will be needed in order
for Africa to combat the problems of STDs and AIDS.

“Don’t sacrtfice the futurc of our children for oursclves
and today’s pleasure.™

Donor support instead of control of national policy isan
important tssuc. 1.¢.. “Sce where vou fit in: otherwise,

go home ™

RECOMMENDATIONS
FOR FUTURE DIRECTIONS

Be true to the spint of Alma Ata. the World Summit for
Children, and the OAU's ICAAC

Sustam and expand the gains of the 1980°s.

Increase political responsibility by providing better
access to education and health services.

Economic situations demand new partnerships - both
public and private. modern and traditional. New
partnerships between communitics, districts, nations,
and donors will be needed.

Increase the cfficency of health services through
improved policies, management, and thorugh
integration of service delivery programs.

Emerging discases such as HIV pose a special
challenge. HIV prevention and control efforts should be
lirked to Cluld Survival cfforts.

Health systems support strategics need to be
strengthened (e.g.. HIS! training) and linked to
morbidity and mortality outcomes.

Information for advocacy and decision-making is
cssential at community, district, and national levels.
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REPORT ON THE FINANCING STRATEGIES
FOR SUSTAINABILITY OF HEALTH AND CHILD
SURVIVAL SERVICES IN AFRICA WORKSHOP

BACKGROUND

The Health Financing Workshop was designed and
conducted by the Health Financing and Sustainability
Project, with technical input from the Centers for
Disease Control and Prevention. The target audience
was senior decision makers from Afriran ministries of
health who have responsibility for dzveloping and
implementing national health financing strategies.
Representatives from 14 countries and sclected donors,
including A.1.D., the World Bank and UNICEF atttended
the the workshop.

OBJECTIVES

The workshop was intended to provide a forum for
dialoguc and for exchange of up to date information and
ideas among scnior officials and dccision makers in
African Ministrics of Hcalth, donors and technical
experts. In addition, the workshop intended to generate
discussion and action on health financing policics and
strategics to promote the sustainability of child survival
health programs in Africa during the 1990s.

The specific objectives of the workshop were to:

* Provide sclected state of the art technical
updates and lessons !carned from health
financing policy initiatives in Africa in the
past decade.

* Promotce problzm solv.ng to address key
obstacles to developing 2nd implemeniing
health financing policy initiatives and
strategics for the health sector.

* Encourage participants to fist
recommendations, based on presentations
and discussions during the workshop, for:

- steps to streagthen the sustainability
of financing for child survival
scrvices, along with other priority
health services

- actions that can be taken
immediately to remove obstacles
to implementing viable financing
strategies for health services; and

- financing policy issues that need
further research

WORKSHOP ACTIVITIES

The three day workshop included technical
presentations, country case studies, pancl discussions
and substantial plenary discussions. Technical
presentations addressed the recent history of health
financing reforms in Africa, the use of the term
sustainability, the financial sustainability of child
survival initiatives in . .frica, and Africa’s experience
with user charges, hospital reform and the Bomako
Initiative.

Country case studies included presentations by
represcntatives from five countries (Cameroon, CAR,
Nigzr, Kenya) that arc at a different stage in the process
of implementing cost recovery programs and financing
rcforms.

During the donor panei, representatives from four
agencics assisting with health financing reforms in
Africa (thc World Bank, UNICEF, A1.D. and WHO)
presented their perspectives and policics. The donor
representatives urged African countries to cor inuc the
steps alrcady taken towards reform and pledged
financial and technical support for those cfforts.

LESSONS LEARNED

During the course of the workshop, participants were
cncouraged to state their belicfs about important health
financing issucs in terms of the “conventional wisdom”,
At the end of the workshop, participants reviewed the
“conventional wisdom” around the issues and
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reclassified cach as confirmed, inaccurate or in need of
additional research. Previously inaccurate beliefs were
restated 1o reflect the group’s perspective.  The
following summary of the participants’ consensus
rcgarding the “conventional wisdom” surrounding
important health financing issues represents a concise
listing of key lessons learned from health financing
cfforts in Africa, arranged by major topic arca.

Strategy

The lack of all information required to develop and
implement a national cost recovery program should not
mpede the defimtion of program guidelines and
strategics.

Cost recovery programs should be implemented in
phascs.

Cross country comparisons of health spending should be
carricd out with caution. given the difference in input
prices, discase cpidemiology. accounting practices and
population densitics that exist between countries.

Revenue, Pricing and Willingness to Pay
Initial costs of implementing a cost recovery program
may exceed the revenues.

There are aceeptable levels of prices for health care
services that exceed the cost of collecting fees.

User fees can generate sufficient revenues to make
important improvements in the quality and/or quantity
of health services at the local level.

Contnibutions in kind or in cash in return for health
services is not new to most Africans.

Pcople are willing to pay for health services.

A substantial portion of revenues must be retained and
managed at the level where they are gencrated.

Improvements in the quality of primary health services
atthe peripheral level, as perceived by the consumer, can
save paticnts money.

Both the price and quality of Lcalth services affect
utilization rates.

Thepoor arec more sensitive to price and quality changes.

User fees may limit frivolous utilization of health
scrvices.

Quality of Services

Quality improvements should accompany, and where
nccessary, should precede the implementation of cost
rccovery programs if cost rccovery programs arce to
succeed.

Quality improvement should be one of the objectives of
a cost recovery progran.

Revenues from cost recovery should be used as
necessary to improve the quality of health services.

Closc and regular supervision of health facilitics and
communitics is an important contributor to the success
of cost recovery programs.

Efficiency
It is important to provide appropriate incentives to
personnel throughout the health system.

Integration of scrvices has a high potential to improve
the cfficiency of health service delivery.

Information nceds for monitoring cost recovery
programs must be carefully assessed and all information
collected must be justified in terms of the time and cost
required to collect it.

Role of the Community

Community participation in planning, managing,
implementing and monitoring cost recovery programs is
essential for their success.

Consumer misinformation about specific health
interventions can limit service utilization and revenue
collection.

RECOMMENDATIONS

Priority Issues and Recommended Actions
Participants identified the following key issues and their
associated priority actions that they would recommend
to their Ministers upon rewrn.




WORKSHOP SUMMARY

PAGE 77

Sustamability - Develop an overall financing policy and
stratcgy for the health sector.

Resource Mobilization - Maintain government
commitment to financing; Increase intersectoral
collaboration. Define cost recovery policies.

Role of the Community - Manage and retain revenue at
the local level: Increase community participation,

Quality of Scrvices - Increase availability of drugs.

Efficiency. Cost Containment and Resource Allocation
- Establish essential drug policy; Promote integration of
services

Coordinationand organization of resources - Define and
coordinate the roles of all health scctor participants,
including private providers and donors.

Pricing policics and Costs - Estimate the cost of all
health scrvices

Accountability and Pcerformance - Plan for health
worker incentives: Determine criteria for use of
revenues: Develop financial management information
system

Legal Framework - Develop a legal framework for
financing policy reform

Training and Implementation - Integrate financing
issucs into health worker training to improve budgeting,
planning and management capabilities; Provide
opportunitics for exchanging information through
workshops and study tours.

Issucs Needing Future Research

Participants identified the key general arcas and
associated high priority topics requiring additional
rescarch:

Management and community participation, including
the level and conditions of autonomy to be granted to
hospitals and methods for promoting a realistic level of
community involvement.

Costs and cfficiency of health services, particularly the
cost of individual services and the potential for cost
savings that can be achieved through integration.

Equity, particularly mechanisms for protecting the poor.
Provider response. particularly methods to measure
performance and to provide incentives.

CONCLUSIONS

Participants concurred that there has been a remarkable
innovation in the financing of health services in Africa.
While the problem of limited, and in some cascs
declining, health budgets is very real, the workshop
focused on identifving realistic solutionus. There is a
great deal of information about what strategics work,
including the remarkable initial success of the Bamako
Initiative in promoting community financing of primary
health care services.  Rather than starting from the
beginning, countrics which arce initiating health
financing policy rcforms or cost recovery initiatives
should ecvaluate and adapt to their local situation,
policics and strategies developed by other countrics.
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REPORT ON THE HEALTH
INFORMATION SYSTEMS WORKSHOP

OBJECTIVES

The objectives of the workshop were to update
participants on current approaches to the
implementation of health information systems managed
by child survival programs in Africa; to identify
information nceds and svstem requirements for
monitoring progress towards World Summit for
Children goals: to review currently available software
and computer tools for managing health information; to
provide an opportunity for “hands-on™ cxperience
ustng available software; and to identify challenges
confronting child survival programs in the domain of
health information systems.

EXAMPLES OF NATIONAL HEALTH
INFORMATION SYSTEMS

Representattves from Nigeria, Burundi, Togo,
Camcroon. Niger. Zimbabwe, Namibia, and MSF/
Epicentre discussed their health information systems.
Data managed by these systems include general primary
health care program data, sentinel hospital-based
discasce surveillance data, hospital-based morbidity and
mortality data. routine discase notification data, vaccine
logistics data. and nutritional surveillance data from
emergency scttings. MOH staff usc data from these
systems tomonitor trends. develop capacity in epidemic
preparcdness, and monitor and cvaluate program
indicators at the local level.

MAJOR WORLD HEALTH OBJECTIVES

The goals of the World Summit for Children were
presented. together with the recently proposed
ndicators and the data thac arc needed to monitor
international progress towards these goals. Countrics
were encouraged to evaluate whether their information
systems to ensurc that they are collecting the datanceded
to calculatc World Summit indicators and monitor
progress.

The Healthy People 2000 plan of the U.S. was presented
as an example. [t explicitly identified surveillance and
data systems as onc of 22 priority areas, given that an

informationinfrastructure is required to monitor progress
towards achicving goals. The U.S. Vital Registration
System supplies data used to calculate 12 of the 18 are
health indicators of Healthy Pcople 2000, highlighting
the importance of developing such systems in all
countrics.

Data to calculate World Summit indicators will come
from multiple sources. including large-scale surveys
that will provide data on mortality and other indicators.
Currently, many African countrics may not have the
personnel or financial resources necessary to execute
large scale mortality surveys and to calculate the
suggested child and matermal mortality indicators.
Participants discusscd the need to develop indicators for
World Summit goals that can be calculated at the
national and local levels using routine sources of data.

MEASURING INFANT AND CHILDHOOD
MORTALITY

Given the need to measure progress towards
intcrnational goals, methods for measuring infant and
childhood mortality were reviewed, including the
Demographic Health Survey methodology, and the
preceding birth technique (PBT) and verbal autopsy
(VA) mcthod. A ' WHO Consultation on PBT and VA
concluded that PBT could be used at local levels because
the data needed are already collected during health
visits.  Data on previous births arc important for
identifying and referring high-risk pregnancics.  The
WHO consultation rccommended that PBT be
implemented in many antenatal, maternity, and
vaccination clinics to gain more ¢xpericnce with the
mcthod and todcfine appropriate uses more clearly. Use
of the PBT at the nationai level requires further
discussion, as the method may not be adequate for
monitoring national progress towards the mortality
objectives. Consultants also agreed that the VA method
willnot yicld accurate information on many of the major
causes of death (c.g. diarrheal discase, ARI, HIV,
malaria). The consultation recormmended the
development of a standardized questionnaire for the VA
mcthod.
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Participants cxpressed concermns about the genceral
feasibility of mcasuring mortality at the national and
local levels and. conscquently, the practicality of
establishing mortality reduction goals.

LESSONS LEARNED TO DATE FROM
HEALTH INFORMATION SYSTEMS
INTERVENTIONS

Information nceds and uses by international agencices do
not always correspond with information needs and uses
at local levels.  Furthermore, many international
information nceds. including data on mortality
reduction objectives, can only be met by data collected
in large surveys that are not casily replicated by national
or local level staff.

Donor agencies frequently conduct health information
systems and operational research activities, creating a
gap between producers and users of health information.
Conscquently. many data are collected by health
information svstems without thought to their use at the
local level. Substantial operational research has been
conducted. but the results often have not been used for
any purposc.

Hcalth information systems should function
autonomously and should be designed such that data are
collected, analyzed. and used at local levels and are not
dependent on feed back from more central levels. Local
health workers need to be involved with developing and
using indicators at their level of the health system.

The time lag between the collection, analysis, and
dissemination of data must be reduced in order to
maximize the use of data in public health decisions.
Completeness, timeliness and accuracy of reporting
must be improved.

Countries should frequently share expericnces and
information on the development and performance of
their respective health information systems.

Data from multiple sources arc often required to meet
the full range of information needs within the MOH.
The capacity of a health information systcm should
include surveys, outbreak investigations, and special
studics, as well as routine epidemiologic surveillance
and program management data collection.

Information nceds should determine the sclection of
software, rather than fitting information needs to
available softwarc, whether the software is public
domain or developed commercially.

The location of the health information system in the
organization of Ministrics of Health influences its
ability to fulfill its role.

Global approaches that use simple techniques to
mcasure mortality arc not available. National statistics
offices could be better used, and other institutions and
scctors could be contacted to obtain available data on
mortality.

Health information systems often do not receive
adequate financial and institutional support.

RECOMMENDATIONS FOR FUTURE
HEAL TH INFORMATION SYSTEMS
ACTIVITIES

Country working groups should be convened to develop
aminimum set of indicators that can be used at the local
and national levels to monitor progress towards the
World Summit objectives. Further, simple methods for
measuring mortality and guidelines for collecting and
using mortality data at the local level should be
developed.

Countrics should cvaluate their information systems to
determiine if all required information is being provided
and if all information being provided is necessary.

Donor agencies should include within their HIS
activitics a well-defined training program to increase
MOH capacity to develon and manage national health
information systems based on multiple data sources.
This will include building national- and peripheral-level
capacity to collect, manage, analyze, and use health
information in order to respond to the public health
nceds of the nation. Epidemiology training programs
should be provided to assist countrics in these efforts.

The quality of health-related inforiaation should be
improved by developing and then using standardized
casc definitions, simplifying the process of data
colicction, cnsuring that the data collected are needed
and used at the local level, and developing and
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implementing supervisory systems to ensure timely and
complete reporting,

Donor agencics should improve the coordination,
communication, and collaboration of their health in
formation systems activitics.

Donor agencics working to develop health information
svstems should cnsure that their svstems are integrated
into the MOH’s  HIS. The MOH should opcrate,
supervise, and use the HIS to promote its sustainability .

Donor agencies should begin working with MOHs to
develop robust vital registration systems.  These

development cfforts include mobilizing communitics
and pcripheral health workers to collect necessary
census and mortality data. Statistical offices and other
institutions should be contacted to obtain available
mortality data.

MOH staffcommitted to achicving the goals established
at the World Summit for Children should cnsure the
development and use of an adequate HIS to monitor
progress towards reaching those goals. MOHs should
cnsure that the HIS is a national priority and a
component of health service delivery. thereby helping to
sccurc a adequate budget and level of commitment for
the HIS.
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REPORT ON THE CASE MANAGEMENT OF THE SI1CK CHILD
(ARI/MALARIA/DIARRHEA) WORKSHOP

OBJECTIVES

The objectives of the joint Acute Respiratory Infections
(ARI), Malaria and Control of Diarrheal Discases (CDD)
workshop were to

* Providetechnical updateson ARI. diarrheal
discase and malana control,

* Identify technical and implementation
issucs common to CDD. malaria and ARI
control programs: and

* Assess the need for new approaches to
program management required to deliver
comprehensive case management services
to sick children

Over 90 mdividuals pariicipated n the workshop.
including program managers from African ARI,
malaria and diarrheal discasc control programs, African
clinicians, representatives from the World Health
Orpanization’s (WHO) hcadquarters office and the
regional office in Brazzaville, staff from the Centers for
Discasc Control and Prevention, and staff from USAID
and its cooperaring agencices.

METHODS

The principle focus of the first day was to provide
participants with technical updates on ARI. diarrheal
discases and malarnia control. Scparate sessions for the
three interventions were held and participants gave and
discussed numecrous technical presentations.
In preparation for the subscquent discussions which
would identify commonalitics between the three
interventions, participants in cach of the three sessions
identificd technical and programmatic issucs related to
SIX common topics:

+ Diagnosis and Treatment,

» Monitoring and Evaluation,

+ Information, Education, Communication and Healti
Education,

* Training,
* Human Resource Management and Supervision,
* Resource Management and Logistics.

Technical issucs included such topics as the challenge
posed by drug resistant pneumococct in choosing drugs
for ARI control programs. Implementation issucs
mcluded the currently madequate support for health
worker supervision i out-patient scttings.

Following these discussions. three working groups were
formed to discuss. in detail during davs two and three,
the commonalitics between interventions among the six
topicarcas. Participants from cach of the three technical
mtervention sessions assigned themscelves equally to the
three working groups to ensure a balanced mix of ARI,
CDD and malana specialists among cach working
group’s members. Group One addressed topics A and
B. Group Two addressed topics C and D, and Group
Three covered topics E and F.

Day two began with the three technical intervention
groups presenting a summary of the issuces related to
cach of the six topics for their intervention. The three
working groups then convened to review in detail the
opportunitics and constraints to implementing
combined ARIL, CDD and malaria scrvices relevant to
their two topic arcas. Issues were summarized under
one of three categories:

Unique versus shared issue between ARIL, CDD and
Malaria

Potential for collaboration within the current
framework and obstaclcs to this collaboration

Potential solutions to obstacles required to permit full
collaboration.
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During dav three the WHO/UNICEF sick child
treatiment algorithm was presentedto all participants. The
three working groups then reconvened to discuss the
mphications of the algonthm. given the issues identified
by ther group dunng the second day

Participants concluded that the integrated case
management of the sick child imtiative was opportunce but
that 1t required field testing i order to identify and
cvaluate necessany modifications.

RECOMMENDATIONS

Tarticipants noted that the experience from several
countries including Nigena and Nanmubia, and from
mtermational organizations ke WHO and UNICEF .
demonstrates a clear need for integrated casc
management for diarrhea. ARTand malaria. Howeser. the
following programmatic and technical 1ssucs should be
addressed inorder toassure the best chances of success for
the integrated case management strategy

Programmatic Recommendations

Donor level
Improve coordination between donors and governments

Nauonal level
All partners. including donors. should participate in
definmg national policies for integrated child care

Identify new methods to manage programs and to
allocate resources that are required to implement
integrated child care programs

Identify the potential savings i time and resources
that may result from implementing integrated programs.

Ensure that implementation does not dinnmish the
output of alreadv existing vertical programs.

Intermediate level:
Include program managers and tramners in an ¢ffort to
redefine and rearrange existing supervisory systoms

to make them more appropniate to integrated service
delivery,

Ensure that adequate logistical support exists for
integrated supervision and motivation of health
personnel

Ensure that high-quality. integrated training s
provided to health personnel

Strengthen the mmformation. cducation and
communication component of training to improve
health carc in the home

Define a hist of essential drugs and supplics.

Field test. evaluate and adapt. as nceessary. the
integrated case management algornithm at the
penpheral Tevel and allow cach country to define the
optimal operational level for implementing the
mnitiative.

Use the integrated case management approach as an
opportunity to improve the referral system at all

levels.

Technical Recommendations:

Define the role of the laboratory. and address
problems caused by the lack of laboratory cquipment.

Define the context for collaboration between the
Ministry of Healih and Universities. particularly
nursing and medical schools.

Define strategics to momtor drug resistance and side
effects.

Define strategies to improve patient compliance in
terms of completing the standard course of treatment
and of using traditional. herbal or folk remedics.

Define the role of information, c¢ducation and
communicatton n training, 0 ensuring patient
compliance with therapy and in improving
home-bascd carc.
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REPORT OF EPI WORKSHOP

In conjunction with the ACSI-CCCD Forum on Child
Survival in Africa. a 3-day Expanded Programme on
Immumzation (EPI) workshop was held on March
25-27. 1993 Fortv-five participants, including
EPI managers and Directors of Preventive Medicine
from 14 countries. attended  In addition, the directors
and staff of the divisions of EPIHrom WHO/AFRO and
Geneva were present. along wath staft from UNICEF,
Epicentre. Non-Governmental Organizations. and
USAID-funded projects

The World Sunuut for Children goals of the EP@were
reviewed by WHO/Geneva Director of EPL Dr Robert
kKm-Farles

« Attain 90% coverage by the vear 2000 with
all antigens

* Elminate neonatal tetanus by 1993

« By 1993, gecrease measles morbidity and
mortality by 90%, and 95%4 respectively

» Eradicate polio by the vear 2000

The objectives of the workshop were to review progress
in EPI implementation. to review new technical
developments. and to identifv strategies to ensure
achievement of the World Sumnut for Children EPI
targets

Remarkable advances have been made since the first
EPHraming beganin 1979 Immunization coverage has
mncreased from less than 3% m 1979 to almost 60% in
1990, Accessibility to quality immumization and other
health care delivery services has dramaticallv improved
Through improved management and use of data. more
effective and cfficient dehvery systems are being
developed: The incidence of cases and deaths due to
vaceine-preventable discases has been significantly
reducey

EPI prioritics are to sustain and expand levels of
coverage. establish ¢ fective surverllance systems,
obtan the neeessary resources. and introduce new
vaccines. Expanded use of EPI contacts are being used
to test:

* The feasibility of introducing new vaccines
for discascs such as hepatitis B,

« The stmultancous administration of
micronutrients. and

* The integration of family planning.

Presentations focused on progress achieved, innovative
technreal strategies, operational approaches to maintain
and increase coverage. and the strengthening of discase
survetllance (Appendix 1) The constramts feltby many
countrics are financial, political. and technical. The key
pomts made during the discusstons of the technical
presentations. winch highhghted these concerns and the
direction of the EPL were the following,

EPIl prionty as shifting from an exclusive focus on
coverage to focus both on coverage and surverllance.
District-level management - planning. training,
implementation. monitoring. and c¢valuation 1s an
important programmatic priority for the 1990°s.
Quality of services and thar sustamability are key
clements.

Traming. supervision. and logistic support arc
necessary to ensure that every injection is carried out
with a sterile needle and a stenle svringe and that
vaccmes remain potent at the time of immunization.

Vaccination strategies. vaccine usage, and vial size need
to be continually assessed to ensure optimal use of
available vaccine.

Elinunation of nussed opportunitics is an cffective
strategy to improve immunization coverage.  Major
tssues to be addressed include:

+ Ensuring that simultancous vaccinations
(all vaccinations for winch a child 1s
cligible) are given at the same sesston,

» Screenming and immunization at all contacts
(including sick children and child care
takers).

* Eliminating falsc contraindications,
* Addressing health workers™ fears of

vaccine wastage and vaccine shortages,
and
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« Ensuring adcquate supplics of vaccines at
all levels of the health system (facility,
district. and national). Parcntal refusal is
not a major problem.

Ensuning sustamability means that countrics will need
to take on increasing responsibility for procurement.
espectatly those 1tems available in country.
EPI software ts an important tool for improving the
quahty of planning. implementation. and monitoring of
the EPL

Urban arcas provide a special challenge for the EPLdue
to the high rates of growth. their potential as a reservorr
and dissenmunator of infection. the development of new
underserved urban arcas (frequently slums), the high
volume of clicnts at health facikitics. and the potential for
significant mvolvement of private providers.
In Togo and Burundt. studies on the use of the EPI
contact to provide onc-on-one communication on the
avatlability of famulv spacing serviees indicate increased
usce of contraceptives

While countries are assunung mcreasing responsibility
for financig. partner assistance will continue to be
nceded 0 countries with limited foreign exchange

Discasc specificissucs confronting EPI managers i the
19907s are:

Mecasles

Mecasles sull kills an estimated 500.000 African
children cach vear. Key priorities in achieving regional
targeted reductions m morbidity and mortality mclude:

« High vaccine coverage in at-nisk mfants
(usuallv 9 to 'l months of age):

* Reducing nisk of nosoconual infection
through screcning and vaccination of all
attenders at health facithties and pediatric
admissions 6 months to 5 vears of age:

 Aggressive mass vaccination of refugee
populations.

* Appropriate case management of measles
including treatment with Vitamin A when
indicated: and

* A discase reduction mentality in which
survetllance and mvestigation are used to
asscss discase transmission for the
purposes of assessing policy and improving
implementation.

Neonatal tetanus

An cstimated 100,000 neonatal tetanus deaths occur
annuatly i Afnica The chnunation of neonatal tetanus
as a publichealth problem requires a dualagenda of high
tetanus toxoid coverage and safe delivery Improved
survellance 1s needed to identifs high-nisk arcas and to
monitor program cftectineness While tugh tetanus
toxoid coverage iy all women 1s the long-term program
goal, prionty needs to be given to 100%, coverage in
women at mgh sk Monmtoring of coverage will be
facilitated by adoption and usce of a lifelong record for
tetanus toxoid.

Poliomyclitis

Global polio cradication 1s targeted for the vear 2000.
To prepare for the final push. countries need to:

* Achieve and mamtam 80% or greater
coverage with 4 doses of OPV in all
districts:

* Develop a timely svstenn of distriet-level
discase survelllance. including reporting of
cascs of acute flacaid paralvsis: and

* Develop the capability to investigate cases
of acute flacerd paralyvsis. and to use
national and regional reference
laboratorics for confirmation of diagnosis.

Ycllow Fever -

Countries at nisk for vellow fever and not currently
including velloss fever vaccine in routine immunization
should nclude this vaccine in routine EPI at the time of
measles immunization,
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APPENDIX 1
EPI WORKSHOP

EPI Overview

Dr. Kim-Farlev summanzed global progress in
increasing immunization coverage from 3% 1977 to
80% m 1991 Current concerns are a levehng oft m
coverage andissues of sustamability. Priority is shaftr g,
from an exclusive focus on coverage to focus on both
coverage and surverlanee An estimated 2 8 nmllion
deaths duc to measles. neonatal tetnus, and pertussis
are bemg prevented vearly at present (EPT information
System. Apnl 1093) - Achievement of the four World
Summit for Cluldren goals related to mmunization
(V0% measles mmmumzation coverage and 93%,
reduction - measles mortality: by 1995 neonatal
tetanus chimination by 1993, and polio cradication by
2000) will require increased pohucal. techmeal! and
financial advocacy _aswell as supportand coordmation

Dr. Okwo Bele stressed the mmportance of district
management in the contmued mprovement of the EPTm
Africa Specific priorities mcluded strengthenming of
sunveillance and the improved use of coverage and
surveillance data m the immunization planning and
management at the local level Sctting forth a vision
with mcasurable targets 1s essential to mobilizing the
political. techmeal. and financial resources necessary to
cnsurc sustamable EPP programs in Africa.
Missed Opportunitics

The problem of nussed opportunitics remains a major
obstacle toachieving lugh rates of vaccination coverage.

In Lagos survevs of health workers and caretakers
identified four major causes for missed opportunitics:

+ Lack of mtegrated serviees:
+ Lack of avamlability of vaccine:

* Provider nusconceptions about
contraidications:.

» Failure to screen ill children and nuldly il
children.

Using a population-based survey, CAR vestigated
integrated child health records to assess the potential for
increasing coverage through full utihization of cach
mmumzation contact and usc of all health contacts. If
these two tvpes of missed opportunities were chinunated.
measles vacemation coverage would merease from 34%
(survey level). to 70% (full use of simultancous
vacemation). to 76% (including sick child visits).

Dr Aplogan from Togo described the strategy Togo
mvoked to reduce nussed opportunitics  This strategy
imvolved the develonmient of a new register which
facihtated screening and immunization at all contacts,
including the carctakers of children.

Logstics

Mr. Zaffran outlined the current options for vaccine
dehivery (non-reusable single use - 0.13 cents per dosc,
disposable - 0.05 cents per dose. and reusable - 0.02
cents per dose).  Injection practices survevs are
identifving noncomphance with established guidelines
in sterihzation, use, and disposal of needles and
svringes. Quahity assurance will require identification
of needs. training, and supervision,

Vaccine wastage issues were discussed, including
issucs of impact. coverage, scope and quality of
services, and costs.

Mr. Picrre reviewed issues in transportation
management and identified the importance of planning

and monitoring in cffective fleet management.

Urban Immunization

Increasing urbamzation 1s a major demographic 1ssuc
fordeveloping countnies Itis estimated that urbanarcas
will grow from 20% m 1970 to 60% in 2025,

Assessments in Lagos have dentified high azeess but
poor full immumzation  Obstacles identified include
lack of adequate supphes of vaccine, lack of health
worker understanding of policy. high levels of missed
opportunitics, and poor coordination with the private
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scctor Coverage survevs were carried out in cach of the
[2 urban and 3 rural Local Government Arcas (LGAs)
of Lagos State Togcether with data collected in facility-
based survevs and a qualitative study of carctakers.
coverage data were used m the development of LGA
workplans

Dr Othepa outlined the measles strategy in Kinshasa.
where age of vaccmation was reduced from 9 months to
6months  Kev mterventions related to policy . logistics.
trauning. supervision,  and formation of local health
comnuttees  Mcasles incidence has been significantly
reduced

Dr Okwo Bele stressed the importance of discase
reductton as the priority focus forurban EPL In view of
the rapid increase in health services delivered by the
private scctor. coordination ts important. Identifving a
local arca as responsible for arca monitoring has proven
uscful

Software

Three software packages were demonstrated: CEIS
(Computerized EPI Information System). Commoditics
and Vaccine Logistics. and COSAS (Coverage Survey
Analysis Svstems)

The role of coverage survevs in EPI is evolving from a
routine monitoring tool to a management tool used to
meet identified needs for data

Vahdation of coverage cstimated by administrative
mcthods

COSAS-denved data on age. interval appropriateness
of vaccmation. providers. and missed opportunitics for
immumezations

Planning tool for district-level planning
Problem-solving planning tool for high-risk arcas.

Lot quahity sampling techniques for coverage estimates

for high nisk arcas (¢ g . urbes slums) deserve further
exploration

Mecasles

Mcasles sull kills an estimated 500,000 African
children per vear. The first priority in control is the
achievement of high measles vaccine coverage.

As described by Dr. Bizimana, Burundi has achieved
high measles vaccine coverage and significant measles
reduction.  He also described the Muvinga outbreak,
where an accumulation of susceptibles led to an
outbreak of more than 4000 cases. Vaccine cfficacy
was in the expected range.

Mrs. Nkucebe described the Lesotho decision to move to
a2 dosc schedule. Withhigh coverage. measles emerged
as a discase of school children with transmission to
vounger siblings. After reviewing a number of policy
options and documenting scrologically a 13%
scroncgativity inchildrenentering school, policy evolved
from mass vaccination of school children, to school
enterers. to a two dose strategy with the second dose at
18 months.

Dr. Othepadescribed the EZ medium-titre trials in Zaire
and the cffectiveness of 6-month vaccination in reducing
discase mcaidence.

Dr. Moren described measles vaccination in refugee
populations in Malawi, the need for an aggressive
two-dose vaceine policy, with vaccination at 6 months
and at 9 months.

Floor discusston emphasized the importance of a
holistic approach to mortahty reduction, including high
coverage and case management that would encompass
treatment of complications and usce of vitamin A.

Neonatal Tetanus
Dr Kmm-Farlev reviewed the global status of NNT
chinmation. Dr Okwo Bele summarnized the African
incidence and tetanus toxoid coverage status.

Dr Gasse desenbed the global strategy for clinmation
of nconatal tetanus as a public health problem. The
NNT climnation strategy includes hugh coverage. safe
deliveny, and survedlance
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Dr Yarou from Bemin outhned the country’'s success in
mereasing TT coverage from 0% to 80%  Strategies
included high pohitical commitment including
senuannual review by the Counsel of Muisters, training
of staff. supervision. and monitormg— Within the
context of the Bamako imtiative and the availability of
drugs. integrated services were key to the improvement
I coverage

Dr. Arsene Ferrus from the Child Institute of Haiti
presented the results ot his study that assessed TT status
through a national TT coverage survey and scrological
study of women i Hauts who had given birth during the
previous vear  Results from the scrological study
showed that lack of good documentation by card and
n-depth mterviews led to a significant underestimation
of TT coverage and. conscquently. children born
protected against neonatal tetanus

Dr. Demung from CDC described a revised procedure
for estimating through routimely collected data the
number of births protected from neonatal tetanus. The
recommended procedure consists of assessing at the
time of an infants DPT the number of doses the mother
had received before delivery. The numerator is the
number of children who were covered agamst NNT at
their birth, as indicated by cards documenting the doses
their mother recenved. and the denominator 1s the
number of children receiving DPTI

Poliomyelitts
Afteraglobal overview of polio by Dr. Kim Farleyv. Dr.
Sutter described the global epidenuiology and strategic
approaches that have led to the interruption of polio
virus transmussion m Africa and plans for a phased
program for global polio cradication

Key clements were identified as
* Social momhzation.

+ High coverage,
+ discase surveillance and laboratory backup.

« Commumtv-based rehabilitation. and
» Accomplishment that will vicld accumulating

benefits that can be applied to other health
problems.

Surveillance. which 1s ¢ssential for polio eradication,
requires the timely reporting, investigation, and
response to every case of flaceid paralvsis. Country
studies are currently ongoing 1n countrics of low
imcidence to assess sensitivity and  timeliness of
sunvetllance systems.

Dr. Tomort outhned the role of the laboratory in polio
cradication. the development of the regional network of
reference laboratories. and laboratory needs at the
country level.

Dr. Lobanov reviewed the seniannual reporting form
forreporting to WHO. The form imvolves anassessment
of district-level reporting of cases of acute flaccid
paralysis. Kevassues involve the use of a standard case
defimition. the mmmediate reporting and response to
cases. laboratory backup. and aggressive control.

Dr. Nsanzabaganwa of Rwanda presented the status or
polio coverage m hus country. While the country
mamtams high coverage of 3 doscs of polio vaccination,
2 cases occurred 1992 The main problems the
program faces are drop-outs. completeness and
timeliness of reporting. and lack of laboratory support
for analvsis of polio specimens.

Dr. Koffi Tsogbe of Rotary International discussed the
support provided by Rotary in Africa.  Rotary is
continuing to supply polio vaccine.support for social
mobilization at the lighest levels, and support for
survetllance activities.

Drs Tomon and Nasidi summarized the current
cpidenuology of vellow fever, including the fact that
80% of the world’s cases occur in Africa. The recent
outbreak of vellow feverin Kenva has renewed attention
on this important causc of child mortality A total of 33
African countries are at nisk of vellow fever.
Intervenuon strategies mvolve the inclusion of vellow
fever vaceine as part of routine EPIL the upgrading of
surveilllance to adentify and investigate suspected
outbreaks. and the implenientation of epidemic control
procedures.
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Dr. Robertson outlined the resources avatlable to
countries from WHO: techmical information and
assistance and training maierials  Sixteen of the 33
at-risk African countries are ncluding Yk aspart of 1:P1
(tor children at 9 months wath measles vacene). and are
achieving coverage equivalentto that reported for measles
vaceme UNICEF has agreed to serve as a procurement
mechamsm for YF vacene

Dr Aplogan from Togo presented the first of two studies
on the mtegration of tamihv planning with the EPI
Registration forms were revised to dentifs and refer
women attending climes for counscehng on family

planning. Four simple kev messages were provided to
womenat the ime of the clinie visit: Prehnunany results
show that the percentage of referrals for family planning
An ancrease in immunization
coverage was also documented

services increased

A fanuly planning and EPI integration study being
conducted in Burundr was presented by Dr Bizimana
Mothers are offered individual fanuly planning
counschng and prompt fanuly planning serviees a the
tume therr children are vacanated  Tealth tacilities
where this mtervention ts implemented are compared to
control health facihities Fhe tegration of activities
appears to have mcereased new visits to fanuly planning

serviees and has had no negative effecton EPLcoverage.
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