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111. BACKGROUND 

To enhance t h e  e f f ec t iveness  of  development support  i n  Afr ica ,  s i x  ma- 

j o r  donors (France, Great B r i t a i n ,  Canada, Belgium, t h e  Federal  Republic of 

Germany and t h e  United S t a t e s )  r ecen t ly  e s t ab l i shed  t h e  Concerted Action 

f o r  t h e  Development of Afr ica  (CADA). Within CADA, a member country may 

t a k e  t h e  l ead  i n  proposing a s t r a t e g y  t o  dea l  wi th  a p a r t i c u l a r  problem 

a r e a  so  a s  t o  develop a common approach o r  focus t h a t  w i l l  come toge the r  

i n  an e f f o r t  which CADA members w i l l  support.  The United S t a t e s  has pro- 

posed t h a t  combatting childhood communicable d i seases  i n  sub-Sahara Afr ica  

become a CADA i n i t i a t i v e  i n  t h e  h e a l t h  sec to r .  The o v e r a l l  e f f o r t  is c a l l e d  

t h e  "CCCD Program" and t h e  s p e c i f i c  a c t i v i t i e s  t h e  U.S. w i l l  undertake a r e  

designated t h e  "CCCD Pro jec t . "  

Supporting t h e  World Health Organization goal  e s t ab l i shed  i n  t h e  1970's 

of Health f o r  A l l  by t h e  Year 2000 and fol lowing a s e r i e s  of meetings and 

d iscuss ions  i n  Afr ica  and elsewhere, t h e  United S t a t e s  i n  1978 undertook 

increased e f f o r t s  t o  improve h e a l t h  i n  t h e  developing region  of sub-Sahara 

Africa. In that region of almost 50 nations lives a population exceeding 

340 mi l l i on ,  inc luding  approximately 60 m i l l i o n  ch i ld ren  aged f i v e  yea r s  

o r  younger. See Annexes A and B. 

Faced with t h e  prospect t h a t  up t o  one-third of t h e  c h i l d r e n  born each 

year  i n  t h i s  region a r e  now dying before  reaching age f i v e ,  t h e  United S t a t e s  

through t h e  Agency f o r  I n t e r n a t i o n a l  Development working wi th  t h e  Center f o r  

Disease Control ,  African coun t r i e s  and WHO began t o  design a p r o j e c t  t o  com- 

b a t  childhood communicable d iseases .  Although t h e  o v e r a l l  e f f o r t  w i l l  re- 



quire two decades or more to reach its full objectives, a first five-year 

project to commence in 1981 has been planned. 

To develop the project AID sent teams of specialists, including CDC 

personnel, to many African countries. In 1979 and 1980, visits were made 

to Burundi, Congo, Liberia, Rwanda, Somalia, Sudan and Tanzania. Other 

teams went to Ghana, Ivory Coast, Mali and Togo to determine the need for 

and likelihood of controlling yaws. 

This resulted in AID funding five short term activities, each pro- 

viding approximately $500,000 over two years to assist with EPI operations; 

in Congo, Ghana, Liberia, Rwanda and Somalia. AID is currently assisting 

or planning to assist the following countries in programs to combat child- 

hood communicable diseases: Burundi, Congo, Ghana, Liberia, Mauritania, 

Rwanda, Somalia and Zaire. 

Through the SHDS project, AID is funding EPI training and demonstra- 

tion areas in Cameroon, The Gambia and the Ivory Coast. Three areas are 

included in each country, each area comprising approximately 200,000 per- 

sons. Training and demonstration covers the cold chain system, including 

maintenance of equipment, logistics, scheduling, record keeping, etc. 

As the CCCD project becomes operational, it anticipated that the training 

and demonstration areas described above will be incorporated into the 

CCCD project . 
The several activities now underway or planned are forerunners to a 

larger CCCD program. It is anticipated that a continuation by AID of some 

of these initial efforts will be included in activities planned for the 



first five years of the CCCD project; some activities will be continued 

by other donors. 

To explore the potential role of CADA in the CCCD program, in the 

fall of 1980 a series of informal meetings was held in each of the CADA 

countries and with WHO in Geneva and UNICEF in New York. A technical 

working group, composed of representatives from the CADA countries, WHO 

and UNICEF, subsequently met in November to assess the merits and fea- 

sibility of the proposed program and to determine if the program would 

be an appropriate undertaking for CADA. The technical working group en- 

dorsed the program and at its Policy Level Group meeting in Brussels in 

mid-December, 1980, CADA accepted the CCCD program for concerted action. 

In the CCCD project, AID will primarily provide for regional ac- 

tivities while other donor nations and organizations will mainly sup- 

port country-specific bilateral projects. However, based on expressions 

of interest at the November technical working group session, it is like- 

ly that several CADA members will participate in regional activities -- 
particularly operational research and health education and promotion, and, 

to some extent training and evaluation. Similarly, AID will also sup- 

port some country specific programs. Coordination of regional activi- 

ties will be carried out by the Office of Regional Affairs of the Africa 

Bureau of AID, with technical assistance from CDC. 

At the country-specific level, emphasis will be on donor coordina- 

tion and collaboration. In addition to CADA members this will include 

the international agencies such as WHO and UNICEF and, where feasible, 

other donors, e.g., DANIDA. 



DESCRIPTION OF THE PROJECT 

The goal of t h i s  p ro jec t  i s  t o  reduce morbidity and morta l i ty  i n  

chi ldren under the  age of f i ve  i n  sub-Sahara Africa from selected communicable 

diseases. To the  extent  feas ib le ,  t h i s  w i l l  be done within t he  framework of 

primary health.  

The p ro jec t  purpose w i l l  be achieved through both regional  and 

nat ional  aspects  which involve f i ve  major a c t i v i t y  components: regional  and 

nat ional  t r a in ing ,  da ta  analys is  and evaluation,  operational  research, hea l th  

education and promotion, and communicable d isease  control  interventions provided 

i n  spec i f i c  African countries. 

The p ro jec t  w i l l  l i nk  regional  and b i l a t e r a l  a c t i v i t i e s  together i n  

an a l l -out  e f f o r t  t o  provide sub-Sahara African countr ies  with a capab i l i ty  

t o  immunize chi ldren and deal  with other  p ro jec t  o r  l oca l  endemic disease  

p r i o r i t i e s .  Much of t he  technical  ass is tance ,  t r a in ing ,  and vaccine and cold 

chain supply elements lend themselves t o  a regional  approach, but  implementation 

w i l l  need t o  be undertaken by t he  responsible nat ional  author i ty  within each 

country aided by d i r e c t  donor ass is tance .  

A. Target Diseases 

The conununicable/infectious diseases  which a r e  t he  focus of t h i s  

p ro jec t  d i r e c t l y  o r  i nd i r ec t l y  account f o r  an estimated 75-80% of i n f an t  and 

childhood morbidity and morta l i ty  i n  sub-Sahara Africa. These diseases  can l a rge ly  

be prevented by immunization and other  r e l a t i v e l y  low cos t  heal th  measures. 

1. Imrnunizable diseases. Estimates are t h a t  less than t en  percent 

of chi ldren o r  pregnant women' i n  sub-Sahara Africa a r e  now being 

immunized. A s  a r e s u l t ,  hundreds of thousands of preventable deaths 



and a s i m i l a r  number of needless ly  c r ippled  o r  mental ly re ta rded  c h i l -  

dren occur each year .  To a l l e v i a t e  t h i s  s i t u a t i o n ,  which is  represen- 

t a t i v e  of many l e s s  developed a reas ,  t h e  World Health Assembly, es tab-  

l i s h e d  t h e  Expanded Program on Immunization (EPI). Its goal  is t o  

reduce morbidity and m o r t a l i t y  from d iph the r i a ,  p e r t u s s i s  (whooping 

cough), t e t anus ,  measles,  po l iomye l i t i s ,  and tube rcu los i s  by making 

immunization a v a i l a b l e  t o  every c h i l d  i n  t h e  world by 1990. Other 

EPI goals  a r e  t o  promote coun t r i e s '  s e l f - r e l i a n c e  i n  t h e  de l ive ry  of 

immunization s e r v i c e s  and r eg iona l  s e l f - r e l i a n c e  i n  vaccine q u a l i t y  

con t ro l  and production. The immunization aspec t  of t h e  CCCD p r o j e c t  fol- 

l o w s  t h e  WHO EPI pro tocol  and is discussed  below under t a r g e t  populat ion.  

2. Diar rhea l  d isease .  About one of every 10 ch i ld ren  born i n  devel- 

oping coun t r i e s  d i e s  of d iarhea  before  reaching t h e  age of 5. In sub- 
- &- 

Sahara Afr ica  it causes m i l l i o n s  of  dea th  each year  and f i l ls  -- - . - --  

more than  one-third of ch i ld ren ' s  beds i n  hosp i t a l s .  It causes mal- 

n u t r i t i o n  because ch i ld ren  with d i a r rhea  a r e  o f t en  s t a rved  o r  have 

diminished a p p e t i t e s ,  and t h e  food l o s t  i n  t h e  s t o o l s  is  not  ade- 

quate ly  replaced. But ma lnu t r i t i on  a l s o  makes ch i ld ren  more sus- 

c e p t i b l e  t o  d i a r rhea ,  and t h i s  c r e a t e s  a  v i c ious  k i l l i n g  cycle.  D i -  

a r rhea  can be prevented by breas t feeding  i n f a n t s  and young ch i ld ren  

and weaning them wi th  food and f l u i d s  which a r e  c l ean  and n u t r i t i o u s .  

Most d i a r rheas  can be  t r e a t e d ,  preventing death and a s soc ia t ed  mal- 

n u t r i t i o n ,  by g iv ing  t h e  s i c k  c h i l d  an o r a l  rehydrat ion s o l u t i o n  

made from c lean  water and t h e  r i g h t  amount of s a l t s  and sugars  and 

feeding  t h e  c h i l d  a s  soon as poss ib le .  

Four s t r a t e g i e s  have been i d e n t i f i e d  t o  c o n t r o l  d i a r r h e a l  d is -  



eases  i n  i n f a n t s  and smal l  ch i ld ren .  

a. Management of a c u t e  d i a r rheas  by prevent ing  and/or t r e a t i n g  

dehydrat ion.  Cases of acu te  d i a r r h e a  from any cause and i n  a l l  

age groups can be t r e a t e d  wi th  a s i n g l e  o r a l  rehydra t ion  f l u i d  

(ORS) conta in ing  sodium ch lo r ide ,  sodium bicarbonate ,  potassium 

c h l o r i d e  and glucose Ora l  admin i s t r a t i on  of t h i s  s o l u t i o n  

can r ep lace  f l u i d s  and maintain hydra t ion  i n  most cases  of  even 

severe  d i a r rhea .  

Oral rehydra t ion  therapy (ORT) is usua l ly  given by mothers 

i n  t h e  home. It is a l s o  used i n  h e a l t h  c e n t e r s  and h o s p i t a l s  

and reduces t h e  need f o r  c o s t l y  in t ravenous  f l u i d s .  

Severa l  s t u d i e s  have demonstrated t h a t  when information on 

proper d i e t a r y  p r a c t i c e s  (e.g. ,  un in te r rupted  b r e a s t  feeding ,  

feeding  of u sua l  foods dur ing  d i a r rhea ,  a s  t o l e r a t e d ,  and feed- 

i ng  of increased  amounts of food i n  convalescence) i s  given 

along wi th  o r a l  rehydra t ion ,  t h e r e  is a s i g n i f i c a n t  weight ga in  

over time. This  c o n t r i b u t e s  t o  i n t e r r u p t i o n  of t h e  d ia r rhea-  

malnutrition cycle. 

A n t i b i o t i c s  and o t h e r  medication have proved t o  be  of l i t t l e  

va lue  i n  t h e  t reatment  of d i a r r h e a ,  except  f o r  s eve re  chol- 

e r a  and s h i g e l l a  and t h e i r  use is not  advised s i n c e  i t  d i v e r t s  

h e a l t h  workers from t h e  more important t a s k s  of rehydra t ion  and 

d i e t a r y  management. 

?-/The formula of ORS is  NaC1-3.5g., NaHCO -2.5g., KC1-I.Sg., glucose 20g. 
i n  one l i t e r  of  dr inking  water.  The s a j t s  and glucose a r e  gene ra l ly  de- 
l i v e r e d  i n  t h e  form of a prepackaged mixture.  



b. Material and child care practices. Diarrhea related morbid- 

ity and mortality can be reduced by: 

* Breast feeding, uninterrupted during the first two years 
of life. 

* Proper weaning practices; starting from the fourth to 
sixth month, locally available weaning foods should be 
added to breast milk. 

* Care for pregnant and lactating mothers, including ad- 
equate food and a decreased work load. 

* Good ~ersonal and food hveiene. 
c. Improvement of water supply, sanitation and food hygiene, 

while not a part of the CCCD program are important elements 

in controlling diarrheal disease. Activities directed at 

achieving the necessary improvements will be integrated with 

the CCCD program wherever possible. 

The CDD aspect of the overall project will mainly emphasize regional 

activities, described earlier. Assisting countries to become self suf- 

ficient in producing oral rehydration salts will be a priority effort. 

Emphasis will also be placed on incorporating diarrheal disease control 

into primary health care. 

3. Other Important Childhood Communicable Diseases. Control of ma- 

laria, by far the greatest single cause of childhood morbidity and 

mortality, is being approached by AID and other donors through sep- 

arate and discrete programs. 
- -. 

A major thrust of such programs is the treatment of _ - - 

fevers with chloroquine. This aspect of malaria control, which needs 

to be integrated into existing and developing Primary Health Care 

Systems (PHC), :could also be closely coordinated with or integrated 



into CCCD since one strategy of CCCD will include using village health 

workers for dispensing materials for oral rehydration. These same 

workers could also dispense anti-malarial drugs. At the inception of 

the CCCD project, malaria control will not be included. As the 

project progresses, however, the feasibility of adding presumptive 

treatment of fevers will be assessed. 

In addition to the above mentioned childhood communicable diseases, 

other illnesses such as yaws are of increasing concern in certain African 

countries. Yaws is a chronic, nonvenereal spirochetal infection which is 

predominantly a disease of children, transmitted by discharges form skin 

lesions via body contact, clothing or insects. During the past decade, 

there has been a marked resurgence of this disease in Ghana, Togo and the 

Ivory Coast. Yaws can be effectively controlled by prompt detection and 

treatment with antibiotics such as penicillin. Such a program can be 

readily integrated with developing PHC systems. 

AID is presently assisting yaws and yellow fever control in Ghana. 

This activity will become incorporated in CCCD when that project becomes 

operational. 

B. The Target Population 

The immunization aspect of the CCCD program aims to vaccinate all 

children during their first year of life: BCG at birth, diphtheria, per- 

tussis and tetanus (DPT) and polio, at the third, fourth and fifth months 

and measles at the ninth month. This is the recommended schedule estab- 

lished by WHO and CDC. 

Annexes A and B provide demographic data concerning sub-Sahara Africa. 

In mid 1980, the total population of 47 countries making up the potential 

recipients of CCCD activities was estimated at 346.5 million. 



This includes an estimated 13.4 million infants under one year of age and 

47.9 million between ages 1 and 4, for a total 61.3 million children under 

five.WThis latter group is the target of the diarrheal disease control 

activities since they constitute the greatest group at risk. 

It is also intended to immunize pregnant women against neonatal 

tetanus. All mothers with their first child should be immunized against 

tetanus as part of prenatal care. Mothers with subsequent pregnancies 

who are known to have received tetanus toxoid with prior pregnancies theo- 

retically need not be immunized again. However, since tetanus toxoid has 

rare side effects and medical records in many African countries are often 

incomplete, it is safer to immunize all pregnant women. Not adjusting 

for multiple births, one tetanus toxoid injection should be planned for 

3 
each pregnanc / As medical records and health service coverage improve, 
it is likely that re-immunization of multiparous women can be reduced. 

The target population for control of other communicable diseases 

affecting children will vary with the specific disease. For yaws which 

is primarily endemic in Ghana, Ivory Coast, and Togo, children fifteen 

and under are chiefly at risk. In 1980, the total population of these 

three countries was estimated at 22.2 million of which almost 50 percent 

are under fifteen. The aim of the yaws control program is to screen 80% 

of those under fifteen and to treat cases found with penicillin. 

Annex B details the projected population of infants under one year 

and children 1 to 4 years of age in 34 sub-Sahara African countries. These 

L'1980, "World Population Data Sheet", Population Reference Bureau, 
Washington, DC. 

a"1llustrative Functional Projections 1975-2000", Community and Family 
Study Center, The University of Chicago, 1979. 

3/ This figure assumes that some women will be known to have been immunized and - 
need no further injections; many will only need a slngle booster and others 
will require full immunization with two doses. 



countries contain over 98 percent of the total population of sub-Sahara 

Africa excluding the Republic of South Africa. Population estimates are 

given for 1980, 1985, 1990 and 2000. 

The present population growth of children under five in sub-Sahara 

Africa is somewhat over 2.5 percent per year.L1 This rate of growth is 

expected during the five year period 1981-1986, of the CCCD program. Fol- 

lowing that, according to estimates of the University of Chicago, mortality 

and population growth rates are expected to decrease moderately. These 

trends are taken into account in the population projections used. 

It should be emphasized that except for the immunization activities 

which are ultimately targeted for - all infants and pregnant women, other 

CCCD interventions will only affect children at risk from diarrhea and 

other specific diseases. The number of these children are relatively 

small as compared to those less than one year of age and their mothers. 

The CCCD project calls for incrementally increasing the number of 

infants (and mothers) immunized, i.e., coverage, by 10 percent each 

year. Assuming that a 1981 population of infants under one year of 13.7 

m i l l i o L 1  is increased by 2 1 / 2  percent per year for the f i r s t  f ive  years 

and 2 percent for the subsequent second five years corresponding to the 

population projections in Annex B, the following table shows the number 

of children to be immunized each year to achieve 100% coverage in ten 

years. 

I/population Reference Bureau, Washington, DC . 
211980 estimated population of 13.4 increased by 2 112 percent. 



Table I Number of Children to be Immunized 

YEAR NUMBER OF CHILDREN COVERAGE NUMBER OF CHILDREN 
TO BE IMMUNIZED 

The above population figures are rough estimates and merely give an 

indication of the order of magnitude of the task ahead. 

A basic question concerns the present status of EPI activities in sub- 

Sahara Africa. The WHO medium term program for the period 1978-1983 calls 

for the implementation of EPI activities in 25 countries so as to provide 

at least 60% coverage of the target population in these countries by the 

end of 1983. 

At the 1980 EPI Global Advisory Group meeting, the representative 

for WHO/AFRO reported that as of the end of September, 1980: 

* the program is being implemented in 30 countries (Angola, Botswana, 
Cameroon, Cape Verde, Congo, Ethiopia, Gabon, Gambia, Ghana, Guinea, 
Guinea-Bissau, Ivory Coast, Kenya, Lesotho, Liberia, Madagascar, 
Malawi, Mauritania, Mauritius, Mozambique, Nigeria, Rwanda, Sao 
Tome and Principe, Sierra Leone, Swaziland, Tanzania, Uganda, Upper 
Volta , Zambia, Zaire) ; 

* in five countries the program has been planned but not yet imple- 
mented, through lack of financial resources or for other reasons 
CBurundi, Chad, Equatorial Guinea, Senegal, Togo); 

* in the remaining countries the program is being planned. 



The targets for immunization coverage vary somewhat between WHO and 

the CCCD project. This difference is not significant. As the CCCD 

project becomes operational and as additi~nal information is forthcoming 

from various sources, and cooperation and collaboration increase, 

coordinated targets and implementation plans for each country can be 

established with some confidence. Until this is done, each donor and 

supporting organization will continue to provide assistance on an ad hoc 

basis. 



1 I Annex A. Sub-Sahara Africa, Selected Demographic Data - 
. . 

Source. 1980 World Population Data Sheet, Population Reference Bureau, 



Annex B. Projections of Numbers of Children Und Pf  Age Five in Selected Sub-Sahara African Children - 

Estimated No. of Children Estimated No. of Children 
Under Age One Year (000) 1 to 4 Years (000) 

I' Source, "Illustrative Functional Projections 1975-200OW, Community and 
Family Study Center, The University of Chicago, 1979. Base data was 
primarily obtained from the World Bank and the Population Reference 
Bureau. In developing projections, a cohort of women aged 15-49 was 
taken from each country and age specific fertility rates were applied. 
This gives the number of births in a given year. Next, survival ratios 
from model life tables (Coale and Demeng) were applied to the births 
to derive the figures for surviving births. 


