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ACTION MEMORANDUM FOR THE ADMINI§TRATOR
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THRU : ES

THRU : AA/PPC, Larry Smucker (Actmg) ﬁ

FROM : AA/AFR, F. S. Ruddy f SIS A / Ttk
SUBJECT : Combatting Childhood Communicable Diseases (CCCD) )

Project (698-0421) - Project Authorization Amendment

Problem: Your approval is requested for a grant of $46,239,000 from the FAA Section
105 (Health) appropriation to finance the Combattmg Childhood Communicable Diseases
Project (698-0421). Of this amount, $2,718,000 is to be obligated in FY 1981. A total
of $761,000 was previously authorized for this project to finance project design aectivities.

Discussion:

Project Background and Description

This Project will provide $47,000,000 over an eight year period (1981-1988) as the U.S.
contribution to a multi-donor effort aimed at combatting childhood ecommunicable
diseases in sub-Saharan Africa. The objective of the Project is to increase the ability
of African governments to: :

-control measles, polio, tuberculosis, diptheria, pertussis, and tetanus (through
enhancing their capacities to develop and administer immunization programs)

-provide simple and effective treatment for the control of diarrheal disease
-control diseases of local importance, such as yaws and yellow fever.

The target area is, ultimately, all of sub-Saharan Africa. The target population for
vaceine preventable diseases includes all children under one year of age and all pregnant
women (neonatal tetanus). The target population for the programs aimed at controlling
diarrheal diseases includes all children under five years of age. (The target populations
for programs aimed at controlling locally significant diseases, of course, are to be
defined on a case by case basis). It is estimated that, at present, only 5-10% of the
target populations are now being immunized and/or are receiving effective treatment
for diarrheal diseases. This low percentage is a major reason why up to 25% of the
children born each year in Africa are now dying before reaching the age of five years.
It is hoped and expected that, as a result of efforts generated through this Project,
together with efforts being made by WHO, UNICEF and others, some 45-50% of the
target population will be receiving immunizations and/or treatment for diarrheal diseases
by the end of this Project and that by the end of this century 80-100% of the target
populations will be reached.

This Project constitutes the U.S. contribution in the overall effort being made by the

CADA nations to deal with this problem. (CADA - Concerted Action for the Development
of Africa - participants include Belgium, Canada, the Federal Republic of Germany,
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France, the U.K. and the U.S.) The U.S. suggested the CCCD Project as a possible
CADA initiative early in 1980. CADA's policy committee accepted and approved the
project concept in December, 1980 and designated the U.S. as the lead donor in the effort.

The Project will consist of two interrelated sets of activities < regional support activities,
and country-specific activities. Approximately $28,000,000 of the $46,239,000 requested
for this Project will be for regional support activities and the balance will be reserved
for country-specific activities.

Regional support activities will include : a) the development and implementation of
training programs to upgrade the skills of key personnel involved in the various countries'
disease control efforts; and b) providing technical assistance to individual countries to
enable them to improve their disease surveillance and evaluation systems, their health
education and promotion efforts, and their operations research efforts.

Country-specific activities will focus on strengthening the capabilities of the ministries
of health of African nations to control childhood communicable diseases. Each country-
specific activity will be negotiated between the host government and the donor or
donors. In AID's case this would be an agreement executed between USAID and the
host government and would provide commodity assistance such as cold chain and
transportation equipment and vaccines (principally measles vaccine, since UNICEF is
usually able to provide the other vaccines at a far lower cost).

AID is currently involved in providing assistance for immunization programs in eleven
countries in Africa. Other donors are working in some 15 - 20 countries, but these
programs vary from assistance at the national level to smaller localized efforts. It is
anticipated that the CCCD program will coordinate these activities and expand the
programs sSo that there will be major donor supported childhood disease control programs
in 30 - 35 African countries by the end of the project. AID would be supporting 15 - 20
of these programs through country-specific activities during this eight year period.

It is estimated that a total of close to 500 million dollars will be required to immunize
and treat approximately 50% of the target population by the end of this decade. The
African governments are expected to provide over half of this amount through their
regular health budgets. The balance will be provided by WHO, UNICEF, and others.
We have estimated the AID and CADA share to be approximately 125 million dollars.
AID's contribution for this project, 1981 - 1988, will be 47 million dollars.

The AID contribution will be utilized as follows:
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First Year LOP
Regional Support Activities
Technical Assistance $2.7 $13.2
Training 7.9
Project Design 0.7 0.7
Country-Specific Activities
Technical Assistance 2.8
Commodities & Local Costs 10.4
Sub-Total 35.0
Inflation/Contingency 12.0
Total $47.0

The Africa Bureau is aware that this Project could call for a significant share of the
Health appropriation funds probably available to the Bureau for the balance of the
decade. Because of uncertainties regarding availabilities of Health appropriation funds
for FY 1982 and beyond, however, it is not possible to estimate, with any accuracy,
how great a share of these funds the Project will call for. The Bureau, however, does
not consider this "mortgaging" of future year availabilities to be a problem. We are
confident: 1) that this Project is addressing a very serious health problem in Africa
and merits the commitment of substantial resources; and 2) that, in the event the need
arises, we can re-allocate resources to take into account actual resource levels as they
become known. In any event, within two years from the time of authorization the
AA/AFR will review the progress made under this project to determine whether U.S.
support should be continued and, if so, the extent to which any necessary adjustments
to the project design and work plan will need to be undertaken prior to the obligation
of FY 83 funds.

Findings

On the basis of the analyses contained in the Project Paper, the Director of AFR/RA
has concluded that the Project is technically, socio-economically, and financially sound.
The intent and requirements of Section 611(a) of the FAA have been met.

The Africa Bureau Environmental Officer concurs with the findings of the Director,
AFR/RA that this Project meets the criteria for Categorical Exclusion from
environmental review in accordance with Section 216.2(CY2)XVII) of the FAA.

This is a regional activity and, as such, human rights issues will be considered at the
time bilateral agreements are made with individual countries.

Committee Action

The participants at an Africa Bureau Project Review Meeting (July 24, 1981) and the
Bureau's Executive Committee for Project Review (July 29, 1981) have considered this
Project and recommend its approval.



Conditions and Covenants

There are no conditions or covenants required of or with participating host countries
prior to authorization of this Project. Individual project agreements with the various
countries will specify disbursement, accounting, and control procedures to be effected
when funds are to be obligated to the countries.

Congressional Apprisement

Congress was advised of AID's intent to implement this Project in the FY 1981
Congressional Presentation. No further notification is required.

Responsible Officers

The officer responsible for backstopping this Project in AID/W is Mr. Noel Marsh
(AFR/RA). A.LD, field posts (or embassies) will assign officers responsible for specific
countries.

Recommendation: That you sign the attached Project Authorization and thereby approve
a grant from the Health appropriation in the amount of $46,239,000 to finance the
Combatting Childhood Communicable Diseases Project (698-0421).

Drafted by:AFR/DR/CCWAP:RFBarnes:cel:9/15/81.

Clearances:

GC:JBolton 1/23[8/
AAA/PPC/PDPK:JErksso v {260 &
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UNITED STATES INTERNATIONAL DEVELOPMENT COOPERATION AGENCY

AGENCY FOR INTERNATIONAL DEVELOPMENT
WASHINGTON. D C 20523

PROJECT AUTHORIZATION

Name of Entity: Africa Regional

Name of Project: Combatting Childhood Communicable
Diseases

Number of Project: 698-0421

1. Pursuant to Section 104 of the Foreign Assistance Act of 1961,
as amended, I hereby authorize the Combatting Childhood Communi-
cable Diseases project (CCCD) (the "Project") involving planned
obligations in an amount not to exceed $47,000,000 in grant funds
over an eight-year period from the date of authorization, subject
to the availability of funds in accordance with the AID OYB/allot-
ment process, to help in financing foreign exchange and local
currency costs for the Project. The total amount of $47,000,000
authorized herein includes the previously authorized amount of
$761,000. This authorization document supersedes the prior
authorization document and amendments thereto.

2. The purpose of the Project is to combat childhood communicable
diseases in sub-Saharan Africa. The project will increase the
ability of African Governments to control measles, polio, tubercu-
losis, diphtheria, pertussis, and tetanus by enhancing their
capacities to develop and administer immunization programs; to
provide effective treatment and control of diarrheal disease; and
to control diseases of local importance, such as yellow fever,
yaws, and possibly malaria in the future. The project will
strengthen present national activities to develop effective
planning, operations management, cold chain and other logistic
support systems and health education programs.

The Project will consist of two interrelated sets of activities:
regional support activities and country-specific activities,
Regional support activities will include: (a) the development and
implementation of training programs to upgrade the skills of key
personnel involved in the participating countries' disease control
efforts; and (b) technical assistance to individual countries to
enable them to improve disease surveillance and evaluation
systems, health education efforts, and research efforts.
Country-specific activities will strengthen disease control
capabilities of particular countries and will be directed at
resolving particular health problems in those countries.
Vaccines, will be supplied through the country-specific activi-
ties.
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3. The agreements, which may be negotiated and executed by the
officers to whom such authority is delegated in accordance with
AID regulations and delegations of authorities shall be subject to
the following terms, covenants and conditions, together with such
other terms and conditions as AID may deem appropriate.

4. Source and Origin of Goods and Services

The source, origin and nationality of goods and services financed
by AID under this Project will be determined and applied in sub-
projects approved hereunder in accordance with the source/origin
and nationality rules set forth in AID Handbook 1, Supplement B.
These rules will be stated specifically in the authorization
document for each sub-project.

5. Conditions and Covenants

There are no conditions or covenants required of or with partici-
pating host countries prior to authorization of this Project.
Individual project agreements with the various countries will
specify disbursement, accounting, and control procedures to be
effected when funds are to be obligated to the countries.

6. Waivers

Waiver authority with respect to sub-projects will be exercised in
accordance with applicable delegations of authority.

7. Evaluation

Within two years from the date of authorization of this project,
the Africa Bureau shall evaluate the progress of the project and
the Assistant Administrator for the Africa Bureau shall determine
in writing whether AID will continue to support the project and
whether the project authorization should be amended prior to the
obligation of funds for Fiscal Year 1983.

Date: 4]_;5@& LY; 19|

Petédr McPherson
dministrator

Clearances:
AA/AFR:FRuddy,

GC:JBolton

GC/AFR:LFinney:my:9/17/81: 23808
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Dr. Paul Zukin

Mr., Andrew Agle

Ms. Maureen Lewis

Team Leader/AID, AFR/RA

Consultant/Physician-Health Planner

Health Operations Officer/CDC

Health Economist/AID, PPC/PDPR
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I. SUMMARY AND RECOMMENDATIONS

1.1 Face Sheet

1.2 Recommendations

The following actions are recommended herein:

A. Authorization in the amount of $1,218,000 from FY 81 funds of
assistance to the Combatting Childhood Communicable Diseases
Project (CCCD).

B. Approval of life-of-project funding subject to the availability
of funds in the amount not to exceed $47,000,000.

C. A waiver to authorize purchase of non-American-made cold chain
equipment (See Annex H).

1.3 Description of Project

This project will provide $47,000,000 over an eight year period (1981-
1988) as the U.S. contribution to a multidonor regional effort to combat
childhood communicable diseases in sub-Sahara Africa. It will focus on
increasing the Africans' ability to control:

& Six childhood communicable diseases ({measles, polio, tuberculosis,
diphtheria, pertussis (whooping cough) and tetanus)) through
Expanded Program for Immunization (EPI).

® Diseases of local importance such as yellow fever and yaws and
possible malaria at some point in the future, and

® Provide simple treatment for the Control of Diarrhea Disease (CDD).

The concept of having a regional expanded immunization program for
Africa has been under consideration by AID for the past three years, and a
number of AID financed efforts assisted by the Center for Disease Control (CDC)
in Atlanta have been launched. Early in 1980 the U.S. suggested the CCCD
project as a possible CADA (Concerted Action for the Development of Africa)
initiative. The policy committee of this newly formed group of donor nations
{Belgium, Canada, Federal Republic of Germany, France UK and U.S.) meeting in
Brussels in December 1980 approved the project in principle. The project
design then proceeded in consultation with the other CADA members, WHO, UNICEF -
and the African countries who would potentially participate in the program.

The approach of the project is to:
e Establish a regional project to train, provide technical

assistance and support to key elements of the individual
country EPI and CDD activities.
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® Build on what already exists in terms of individual country
activities and integrate activities into primary health care
systems whenever feasible.

® Strengthen present bilateral activities to develop effective
planning, operations management, cold chain and other logistic
support systems and health education programs.

The target area is ultimately all of sub-Sahara Africa. The target population
is under one year olds and pregnant women (neonatal tetanus) for the Expanded
Program for Immunization (EPI), and under five year olds for control of diarrhea
disease (CDD). It is estimated that about five to ten percent of the total EPI
target population is now being immunized. Adding the CCCD program to the on-
going activities supported by WHO, UNICEF and others should bring the total
Africanwide coverage up to 50 percent by the mid to late 1980s and close to 90
percent by the year 2000.

The bulk of AID funding ($25 million) would go to finance the Regional Support
part of the program designed to strengthen in-country disease control capability.
The balance of AID's funds ($19 million) and the bulk of the other CADA members'
contributions would be used to support country programs to improve the delivery
of these services to the target population.

AID inputs will consist of CDC personnel (Atlanta and African based) to help
conduct training, develop data and evaluation systems and assist in field
operations and epidemiological surveillance, funds to support country health
educations programs, operations research, and the procurement of vaccines,
rehydration salts, cold chain and other delivery equipment.

1.4 Financial Summary

WHO has estimated thzt about $500 million will be required to reach the
target population over the next decade. The design team considers this order
of magnitude to be accurate based on its own calculations, cost estimates and
assumptions on inflation.

A 5% contingency and an allowance for 10% inflation compounded annually
was used to develop the budget for the AID supported part of the project. Costs
for fully immunizing a child and for treatment of diarrhea with rehydration salts
were also inflated at the rate of 10% annually.

Each participating African country will provide the international trans-
portation and continued salary support for their trainees. No direct host country
contributions will be made to the Regional Support Project.
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A minimum of 25% contribution to the country-specific activities by the host
governments will be required. 1In actual fact. these contributions are expected
to .exceed the minimum in most cases since host countries will be financing the
majority of the local costs. For planning purposes it has been estimated that
about two-thirds of the country-specific activity costs will be provided by
the host countries and other donor organizations such as UNICEF. '

Summary of U.S. Inputs (Smillions)

Regional Support U.S. lst Year U.5.1L0P

Technical Assistance

PASA 2.7 11.9

Contract Services (Health ED.) 2.0
Training 7.9

Country-Specific*
Immunization (EPI) 8.0
Diarrhea Control (CDD) 5.2
Inflation/Contingency 12.0
Total 2.7 ‘ 47.0

* TIncludes funds for data collection, disease surveillance
and evaluation ($1.4 million) and operations research
($1.4 million). -
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1.5 Project Development and Implementation

This project was designed by AFR/RA with the assistance of Dr. Paul Zukin
as the principal AID consultant. The present project paper represents a sub-
stantial redesign of an earlier draft prepared by a One America/CDC team in the
summer of 1980. The project development process included the following steps:

o A series of authorizing memoranda from AA/AFR to enable
project funds to be expended on design and early implemen-
ting actions May 1979 through May 1981.

o Consultation with each CADA member October 1980,
o Concepts Paper presented to CADA Technical Group November 1980.

o0 Meeting with WHO/AFRO director to discuss CCCD project and
seek cooperation from WHO/AFBO; January 1981.

o Draft Project Paper submitted to field missions for comments
and discussions with host countries; May 198l.

o Consultations with several African governments, selected USAID
field missions, REDSOs and WHO/AFRO to discuss present ;
design; June 1981 and solicit ideas and comments for inclusion
in the final design.

1.6 Findings

On the basis of the analysis contained herein, the Director of AFR/RA
concludes that the project is technically, economically and financially sound.
The analysis reflected herein supports the conclusion that the project meets
all applicable A.I.D. criteria, and will not have an adverse impact on the
environment.

1.7 1Issues

A number of issues were raised during the design process. The two principal
concerns related to how the CCCD project should deal with: (1) family
planning, nutrition and maternal child care, and (2) how the management of the project *
project should be structured. The Project Paper addresses these issues and makes
recommendations on how they should be dealt with in the project. If the Project
Review Committee differs with these recommendations a separate issues paper sug-~
gesting alternatives will accompany the Project Paper when it goes to the ECPR.

1.8 Environmental Action Recommended

In accordance with Section 216.2(c) of AID Regulation 16 a "categorical
exclusion" has been requested.



II. PROJECT DESCRIPTION

A. Background

Up to one-fourth of the children born each year in Africa are now dying
before reaching the age of five years. Many of these children ean be saved
if they are immunized in time and receive simple forms of treatment for
the basic and most common childhood diseases. This project is designed

to save the lives of these children and contribute to their improved health
status.

Unlike the eradication campaigns that worked so well for smallpox this
program requires building permanent national organizations to immunize
all under one year olds, to treat the under five year old population for
diarrhea and to control other selected endemic diseases in children on a
sustained basis. The goal though ambitious is attainable if sufficient
resources can be mobilized, people trained and programs managed. Tackling
the problem on a region-wide basis appears to be the best way to achieve
this goal. This clearly calls for collaboration and coordination among
the major donors to work with the individual countries and international
organizations in an all-out effort that should probably span over twenty
years.

CADA, a group of six donor nations banded together in early 1980 in

an attempt to enhance the effectiveness of their development support to
Africa,seemed to be a likely and appropriate mechanism to activate this
program. After several exploratory meetings involving WHO and others

the CADA policy group meeting in Brussels in December 1980 announced its
willingness to consider the CCCD program as one of the major CADA initia-
tives. The U.S., as the lead donor, was given the charge to work with

the Africans and other CADA members to design and coordinate a program that
will build upon and expand on the existing Expanded Programme on Immuniza-
tion (EPI) and diarrheal disease control (CDD) activities being undertaken
at national and local levels. It is to be a total and massive effort
involving the coordination of all the donors and ultimately all the
countries of sub-Saharan Africa.

The draft design has been reviewed and discussed with the recipients and
donors leading to the final design and the authorization of funds. The
program will build on activities already supported by the individual CADA
countries and other donors as well as the extensive work being done by
WHO, UNICEF and by African countries themselves. This concerted action
program is scheduled to begin in 1981. The design presented here covers
the first eight years of this coordinated and combined effort. Much of
the detail and focus is on the AID supported elements of the program, for
this document also provides the justification for the Africa Bureau's
request for funding this program.



The program concept has been discussed for some time and a number of actions
have been taken in anticipation its implementation. WHO has done much of
the pioneering work and both WHO/Geneva and WHO/AFRO have been active in
sensitizing the ministries of health and government officials throughout

the region . regarding the actions and sacrifices that will be required

to achieve the desired results.

AID began the preliminary design work for this program as early as 1979.

It has also laid some of the groundwork for the future implementation
"through a series of small projects to help individual countries prepare

to expand their immunization and other childhood disease control efforts.
In 1979 and 1980 EPI specialists were gent to Burundi, Congo, Liberia,
Rwanda, Somalia, Sudan and Tanzania to assess needs and to explore the
interest of those govermments in EPI and participating in a broader CCCD
effort. Other teams went to Ghana, Ivory Coast, Mali and Togo to determine
the need for and likelihood of controlling yaws.

These activities resulted in AID funding five short term projects, each
providing approximately $500,000 over two years to assist with EPI opera-
tions; in Congo, Ghana, Liberia, Rwanda and Somalia. AID through its
bilateral and regional mechanisms is assisting or planning to assist the
following countries in programs to combat childhood communicable diseases:
Burundi, Congo, Ghana, Liberia, Mauritania, Rwanda, Somalia and Zaire.

Through the Strengthening Health Delivery Systems (SHDS) project, AID is
funding EPI training and demonstration areas in Cameroon, The Gambia and
the Ivory Coast. Three areas are included in each country, each area com~-
prising approximately 200,000 persons. Training and demonstration cover
the cold chain system including maintenance of equipment, logistics,
scheduling, record keeping, etc. As the CCCD project becomes operational,
it is anticipated that the training and demonstration areas described above
will be incorporated into the CCCD project.

Much of the above discussed AID supported activity as well as the other
donor efforts can be viewed as forerunners to the larger CCCD program
whose aim it is to integrate smaller efforts into a major coordinated
approach.

B. Target Diseases

The communicable/infectious diseases which are the focus of this project
directly or indirectly contribute to an estimated 75-80% of infant and
childhood morbidity and mortality. Many of these diseases can be largely
prevented by immunization and other relatively low cost health measures.

1.  JYaccine preveptable digeages. Estimates are that less than 10%

of children or pregnant women in sub-Sahara Africa are now being immunized.
As a result, hundreds of thousands of preventable deaths and a similar
number of needlessly crippled or mentally retarded children occur each
year. To alleviate.: this situation, which is representative of many less



developed areas, the World Health Assembly established the Expanded
Programme on Immunization (EPI]J. Its goal is to reduce morbidity and
mortality from diphtheria, pertussis (whopping cough), tetanus, measles,
poliomyelitis, and tuberculosis by making immunization available to

every child in the world by 1990. Other EPI goals are to promote

countries self-reliance in the delivery of immunization services and to
establish regional self-reliance in vaccine quality control and production.
The immunization aspect of the CCCD project follows the WHO EPI guide-
lines and is discussed below under target population.

2. Diarrheal Disease About one of every 10 children born in devel-
oping countries dies of diarrhea before reaching the age of 5 years. 1In
sub-Sahara Africa diarrhea causes millions of deaths each. year and fills
more than one-third of children's beds in hospitals. It causes mal-
nutrition because children with diarrhea are often starved or have
diminished appetites, and the food lost in the stools is not adequately
replaced. Malnutrition also makes children more susceptible to diarrhea
and other communicable diseases, and this creates a vicious killing cycle.

Diarrhea can be prevented by breastfeeding infants and weaning
young children with nutritious food and potable fluids. Most diarrheas
can be treated, preventing death and associated malnutrition, by giving
the sick child an oral rehydration solution made from clean water and the
right amount of salts and sugar and feeding the child as soon as possible.

Three strategies have been identified to control diarrheal dis-
eases in infants and small children.

a. Management of acute diarrheas by preventing and/or treating
dehydration. Cases of acute diarrhea from any cause and in all
age groups can be treated with a single oral rehydration fluid
(ORS) containing sodium chloride, sodium bicarbonate, potassium
chloride and glucose. 1/ oral administration of this solution
can replace fluids and maintain hydration in most cases of even
severe diarrhea. In the absence of the preferred salt/sugar
mixture, potable water containing appropriate amounts of table
salt and sugar have been used with some success,

Oral rehydration therapy (ORT) is usually given by mothers
in the home. It is also used in health centers and hospitals
and reduces the need for costly intravenous fluids.

Several studies have demonstrated that when information on
proper dietary practices (e.g., uninterrupted breast feedings,
feeding of usual foods during diarrhea, as tolerated, and feed-
in of increased amounts of food in convalescence) is given along
with oral rehydration, there is a significant weight gain over

1/ The formula of ORS is NaCl-3.5g., NaHCO3-2.5g., KCl-1.5b., glucose 20g.
in one liter of drinking water. The salts and glucose are generally
delivered in the form of a prepackaged mixture.



time, This contributes to interruption of the diarrhea-
malnutrition cycle,

Antibiotics and other medication have proved to be of
little value in the treatment of diarrhea, except for severe
cholera and shigella and their use is not advised since it
diverts health workers from the more important tasks of re-
hydration and dietary management.

b. Maternal and child care practices. Diarrhea related
morbidity 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.

Good personal and food hygiene.

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 achiev-
ing the necessary improvements will be integrated with the CCCD
program wherever possible.

The CDD aspect of the overall project will mainly emphasize regional
activities, and will address the problem of supply of oral rehydration
salts. Assisting countries to become self sufficient 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
malaria, by far the greatest single cause of childhood morbidity and mor-
tality in Africa is being approached by AID and other donor through other
programs.

A major thrust of these programs is the presumptive treatment of

fevers with chloroquine. The effectiveness of this approach will differ
from country to country and even between regions within a single country.

If, however, it is determined to be an appropriate and affordable means

of treatment within the existing or expanding community based system it
could also be closely coordinated with or integrated into CCCD since one
strategy of CCCD will utili”e village health workers for dispensing materials
for oral rehydration. These same workers where available could also dis-
pense 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.
Should the hoped, for wvaccine to prevent malaria become available and
cost effective it is anticipated that it will be incorporated into the
CCCD program.

In addition to the above mentioned childhood communicable diseases,
other illnesses such as yaws are of increasing concern in ¢ertain African
countries. Yaws is a chronic, nonveneral spirochetal infection which is
predominantly a disease of children under 15 years, transmitted by dis-
charges from 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 pencillin. Such
a program can be integrated with developing PHC systems.

AID is presently assisting yaws and yellow fever control in Ghana.
This activity will become incorporated into CCCD when that project becomes
operational.

cC. Target Population

The immunization aspect of the CCCD program aims to vaccinate all children
during their first year of life: BCG at birth, diphtheria, pertussis

and tetanus (DPT) and polio, at the third, fourth and fifth months of age
and measles at the ninth month of age. This is the recommended schedule
established by WHO.

Annexes A and B provide demographic data concerning sub-Sahara Africa.
In mid 1980, the total population of 47 countries making up the target
region was estimated at 348.1 million.

This includes an estimated 13.4 million infants under one year of age and
47.9 million between ages 1 to 4 years for a total 61.3 million children
under five years. 1:27 this latter group is the target of the diarrheal
disease control activities since they constitute the greatest group at
risk of death.

It is recognized that many children over one year of age have not been
immunized and are at risk. Undoubtedly many countries will elect to
immunize these children in addition to those in the first year of life.
The purpose of EPI and CCCD in focusing on those under age one year is
to develop an institutionalized system with the continuous capability to

1/1980, "World Population Data Sheet", Population Reference Bureau, Washington,
D. C.

2 X
—/“Illustratlve Functional Projections 1975-2000", Community and Family
Study Center, The University of Chicago, 1979.



immunize children at the optimum ages to achieve disease control. After
the system has been operating for three or more years, in those areas
where coverage has been achieved, the great majority of children will be
protected from the six vaccine preventable diseases.

It is also intended to immunize pregnant women against neonatal tetanus

in order to prevent tetanus of the new born. All pregnant women should
be immunized against tetanus as part of prenatal care. Mothers with sub-
sequent pregnancies who are known to have received tetanus toxoid with
prior pregnancies need a single booster every three years. 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 each pregnancy.}/ 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 affect-
ing children will vary with the specific disease. For example, for yaws
which is primarily endemic in Ghana, Ivory Coast, and Togo, children
fifteen years and under are chiefly at risk. 1In 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 and
contacts pencillin.

Annex B details the projected population of infants under one year and
"children 1 to 4 years of age in 3 sub-Sahara African countries. These
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. 2/  This rate of growth is expected
during the five year period 1981-1986, of the CCCD program. Following
that, according to estimates of the University of Chicago, mortality and
population growth rates are expected to decrease moderately. 6 These trends
are taken into account in the population projections used.

=/ This figure assumes that some women will be known to have been recently
immunized and need no injections some will only need a single booster and
others will require full immunization with two doses.

2/

Population Reference Bureau, Washington, D. C.

2/ Others ‘may disagree with this optimistic projection and forcast no
drop in population growth rate for twenty years or longer. The population
projections used correspond to the U.N. low variant projection. We have
used this projection since it corresponds with the Population Reference Bureau
figures which were used in tables comparing health indicators across sub-Sahara
Africa. If the U.N. high variant projections had been used, by 1988 the dis-
crepancy between high and low variant projections is less than 5%.



The EPI project calls for incrementally increasing the number of

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

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

of 13.7 million &/ is increased by 2 1/2 percent per year for the first
five years and 2 percent for the subsequent second five years correspond-
ing 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.

TABLE I Number of Children O to 1l Years to be Immunized
Based on an Incremental Increase in Coverage by

10% per Year

NUMBER OF CHILDREN

YEAR NUMBER OF CHILDREN  COVERAGE TO BE IMMUNIZED
1981 13,700 10% 1,370
1982 14,043 ° 20% 2,809
1983 14,394 30% 4,318
1984 14,750 40% 5,900
1985 15,122 50% 7,561
1986 15,422 60% 9,253
1987 15,733 70% 11,103
1988 16,048 80% 12,838
1989 16,369 20% 14,732
1990 16,696 100% 16,696

The above population figures are rough estimates and merely give an
indication of the order of magnitude of the task ahead. Achievement of
full coverage by 1990 seems highly unlikely.

A basic question concerns the present status of EPI activities in sub-
Sahara Africa. The WHO EPI 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
in Africa (unnamed) 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, Saoc Tome
and Principe, Sierra Leone, Swaziland, Tanzania, Uganda, Upper
Volta, Zambia, Zaire);

1 . .

=/ This figure assumes that some women will be known to have been recently
immunized and need no injection; some will only need a single booster and
others will require full immunization with two doses.



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

* in the remaining 12 countries the program is being planned.

While the WHO target for the number of African countries with EPI programs
has been more than reached, the targets for immunization coverage are not
being achieved on balance (although some countries, such as Gambia, are
ahead of schedule). The fact that EPI activities have been established
does not necessarily mean a rapid increase in the numbers actually provided
with immunizations. As of Spring 1981, we estimate sub-Sahara Africa EPI
coverage as not over ten percent, far below the stated WHO goal.

Given resource limitations and lack of adequate health care infrastructure
on which to build and incorporate an institutionalized communicable disease
control system, it is the judgment of the CCCD project design team that

the WHO targets should be revised. A goal of 50% coverage for EPI is real-
istic by the end of the project, i.e., 1988, and close to full coverage

may be achieved by the end of the 20th century. These are the goals for
this project with respect to EPI. Table II shows the number of children

0 to one year of age in sub-Sahara Africa to be immunized each year, based
on an incremental increase in coverage by five percent per year. Parenthe-

tically as used in this project paper the term "coverage®™ refers to the
percent of children fully immunized. .

Target populations for the CCCD program have been defined throughout this
paper as being the under one year olds and pregnant women in the case of
immunization, and those under five years for the CDD aspect of the program.
Tables and calculations of targets have been based on the total population
of 47 countries in sub-Sahara Africa. For immunizations this gives a total

possible target population of 13.7 million children under the age of one
year in 1981.

It should be noted, however, that about one~third of this population is,

in fact, outside the potential target group that are likely to be served

by the AID/CADA supported country-specific activities. The reason being
that there is a large block of the regions' target age children who reside
in countries that already have access to sufficient resources to finance
EPI and CDD activities either by virtue of their favorable economic circum-
stances, such as in the case of Nigeria and Gabon, or because their needs
are already being met by other donors as in the case of Xenya and Tanzania
with their continued relationship with DANIDA. Thus, when trying to es-
timate the percentage of coverage that can be cbtained from the introduction
of AID resources it would be reasonable to reduce the regional target popu-
lation base by one-third, thus increasing the percentage covered. while
noting this as a fact that should be taken into account when relating inputs
to actual overall regional achievements we have not tried to adjust the

tables or overall coverage projections eited in the text to reflect this
refinement. :

The contribution of the country-specific component of the AID/CCCD project
to coverage is discussed in the section on project outputs. As the CCCD
project becomes operational and as additional information is forthcoming
from various sources, and cooperation and collaboration increases, coor-
dinated targets and implementation plans for each country can be establish-
ed with some confidence. Until this is done, each donor and supporting
organization will continue to provide assistance on an ad hoc basis.
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TABLE II
: -9 -

Number of Children 0 to 1 Year of Age to be Immunized based on an incremental
increase in coverage by 5% per year =/

(00Q)
YEAR NUMBER OF CHILDREN COVERAGE NO. OF CHILDREN TO BE
_IMMUNIZED - 2/3 from CADA
1981 13,700 10% 1,370
1982 14,043 15% 2,106
1983 14,394 20% 2,879
1984 14,750 25% 3,688
1985 15,122 30% 4,537
1986 15,422 35% 5,398
1987 ' 15,733 40% 6,293
1988 16,048 45% 7,222
1989 16,369 50% 8,024
1990 16,696 55% 9.183
1991 17,030 60% 10,218
1992 17,371 65% 11,291
1993 17,718 70% 12,403
1994 18,072 75% 13,554
1995 18,434 80% 14,747
1996 18,802 85% 15,981
1997 19,178 20% 17,260
1998 19,562 95% 18,584
1999 19,953 100% 19,953

1V

Based on same population growth assumption as described for Table I.
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Number of Children Under Age Five Years in Selected Su

b-Sahara African Countries

Estimated No. of Children

[ Estimated No. of Children
TABLE III Under Age One Year (0Q0) 1 ~ 4 Years (000)

COUNTRIES 1980 1985 1990 2000 1980 ‘1985 1990 2000
ANGOLA 309 351 386 395 TO6Z T 1237 1407 1575
BENIN 143 169 198 216 + 504 ! 578 680 815
BOTSWANA 33 39 42 5Q 116 | 136 154 190
BURUNDI 167 191 212 236 588 665 742 864
CAMERQON 249 300 329 396 885 1062 1201 1492
CAPE VERDE 9 9 9 9 3L 32 33 32
CENTRAL AFRICA REPUBLIC 75 85 96 115 273 1 314 348 421

__CHAD 151 166 176 181 532 | __ 587 635 684
COMOROS 13 13 18 24 57 60 69 90

__CONGO 53 _ 56 _66 83 202 226 252 314
DJIBOUTI N.A,

__EQUATORIAL GUINEA 11 12 13 14 37 42 47 54
ETHIOPIA 1300 1422 1584 1806 4505 5095 5686 6686
GABON ___N.A.

GAMBIA 20 22 24 26 73 79 87 97
GHANA 504 561 572 567 1674 1914 2107 2251
GUINEA 243 | _ 276 307 345 850 968 1123 1413
GUINEA - BISSAU _19 22 23 25 71 78 85 95
__IVORY COAST - 303 345 410 507 1165 1294 1464 1838
KENYA 717 768 806 993 2485 2836 3101 3701
LESQOTHO 47 43 37 40 167 170 176 157
LIBERIA 65 67 72 90 238 261 282 341
MADAGASCAR 437 459 494 596 1517 1683 1849 2208
MALAWI 248 | _ 283 311 355 830 874 1108 1316
MALT 270 1 299 329 375 929 1053 1176 1358
MAURITANIA 49 53 62 71 181 202 230 274
MAURITIUS 21 22 23 22 74 76 83 _ 85
MOZAMBIQUE 399 421 428 458 1396 1541 1632 1769
NIGER 239 281 320 370 810 956 1111 1361
NIGERIA 2985 | - 3309 3611 4069 | 10423 [ 11786 | 13133 | 15294
REUNION 14 14 14 14 49 48 49 53
RWANDA 207 247 288 323 726 849 995 1206
~ SAO TOME & PRINCIPE N.A.
SENEGAL 231 269 304 335 798 924 1063 1250
SEYCHELLS N.A.
SIERRA LEONE 128 144 153 176 439 501 559 654

__SOMALIA 181 _ 207 211 227 579 687 767 847

708 805 910 1105 2564 2938 3335 4136
SWAZILAND _23 _26 _28 29 81 94 103 107

—TANZANIA 7165 829 905 1090 2689 3031 3364 4052
T0GO 110 128 148 167 381 444 517 626

~UGANDA 227 264 601 207 1870 2092 | 2284 2679
UPPER VQLTA 223 _266 304 326 823 930 1057 1227
ZAIRE 1072 1150 1200 1289 3808 4205 4507 4920
ZAMBIA 265 303 342 418 916 1074 1234 T 1531 |
ZIMBABWE ; 355 406 433 500 1163 | 1398 1505 T9IT

TOTAL 13683 | 15404 | 167939 | 19141 | 48562 | 35020 | 61340 2009
: 1/
i ~ Source, "Illustrative Functional Projections 1975~2000", Community and Family Study
; Center, The Universlity of Chicago, 1979. Base data was primarily'obtained from
the World Bank and the Population Reference Bureau. In developing projects, a cohort
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, suryival ratios
from model life tables (Coale and Demeng) were applied to the hirths to derive the
figures for surviving births,
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D. Impact of CCCD on Fertility, Population Growth and Age Distribution:

If the project is successful it will reduce child mortality and is likely to
have a dramatic effect on increasing population growth, at least initially. The
hoped-for scenario is that as parents are convinced that more of their children
will survive they will become more inclined to limit the size of their families.
Before this occurs experience shows that fertility rates will go up somewhat,
and the rate of population growth will increase. Estimates vary over the length
of time it will take in the current African environment before the trend line
begins to dip downward, but there is evidence that the phenomena may occur.
more rapidly than previously thought, and that effects on the economic growth
rates will not be as drastic in the short run as once feared. Furthermore, it is

generally held that mortality reduction is a precondition for fertility decline. 1/

If this hypothesis is correct much of the social and economic pressure for
large families will recede, and the long run effect on population growth will
be positive. The validity of this thesis, however, rests heavily on the
assumption that programs such as the one being proposed can demonstrate that
immunization and diarrhea control will be able to get the majority of the
children who are vaccinated or treated through their critical early years. It
also assumes that other development activities are moving forward to increase
food production, nutrition, maternal child health and introduce family planning
practices to avoid the sitution of having replacement mortality occurring once
the children are spared and protected from the target diseases being combatted
under this program.

During the design of this project the question was frequently raised con-
cerning the role or even responsibility of the CCCD program with respect to the
issue of population growth. Although there was a wide range of views expressed
one point of agreement articulated by the Africans and the donors alike was that
whatever is done must be on a voluntary basis. The only acceptable means of
dealing with this subject is to create a situation where family planning assis-
tance and services are available to those who desire them. There was unanimity
on the point that a vigorous family planning program, while desirable, should
not be posed as a precondition for assistance under the CCCD program. Beyond
this consensus however there were a variety of views on how the program should
deal with the issue. Proponents for including a significant family planning
element in the project arqued that the CCLD mechanism offered a unique oppor-
tunity to reach a large number of people with relatively little additional
costs. Those arguing against inclusion felt that these interventions would
best be handled through collateral actions, and that including these activities
within the CCCD program would dilute the main thrusts of the program. Purther-
more they argued that in many instances, particularly with respect to the EPI
aspect, asking workers to perform family planning functions would be inappro-
priate and even counter productive.

1/ See "The Consequences of Accelerated Mortality Declines for Future Populaticn
Growth and Economic Progress in Developing Countries" - A Preliminary Explora-
tion, Prepared by S.K. Brandel & D.R.Gwatkin - AID/OTR 147-79-56.
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The design team in making its recommendations leaned towards the latter
position, but did identify three areas where CCCD could positively address the
population issue. These are now included in the program in the following way:

o -Training: Training programs will include information on the
relat;ensh;p of immunization with maternal child health and nutrition as it
relates to birth intervals and the effect this has in a child's ability o
combat the effects of communicable disease.

o Impact Assessments: Funds will be available at the beginning of new
bilateral programs or the expansion of existing programs into a new area to conduct
sample surveys to get baseline data against which change can be measured. As the
activities progress additional funding will be made available to produce short
and concise reports on the impact of the program on population and what this might
imply for the future. These reports would be designed for use by ministries of

planning and presented in a manner to catch the attention of the countries’
decision makers.

o Health Education: This component of the program was felt to lend
itself well to the inclusion of maternal/child health, nutrition and family
planning information that is closely related to other information and activities
that will be used to promote a better understanding of what can be expected from

the CCCD program and elicit and stimulate commmunity articipation and utilization
of CCCD services.

© Referral Mechanism: In the process of implementing this project, it
is anticipated that a number of related health issues will arise, particularly in
the areas of family planning, nutrition and clean water. An information and re-
ferral system will be built into the CCCD program. This will help people concerned
with program-related health and other issues become aware of projects such as the
planned regicnal Population Planning Development Project (698-0437) and AID
supported organizations such as WASH dealing with potable water, which might be
able to provide assistance in health and family planning related areas. As the
program develops, it is hoped that similar information on CADA supprorted programs
will also be added to this referral and information systems which would be made

available through the information dissemination activities of the regional support
project.

In addition to these four direct links a strong case is made for the need for
collateral action by AID and others to continue and expand support for rrograms
that address specific aspects of the population and food problems. The launching
of a major CCCD effort in Africa underscores the urgency of such actions which are
considered essential if the CCCD program is, in fact, going to have any real
meaning in terms of overall socioeconomic development.

Looking at the situation from another perspective, programs such as CCCD can
have the effect of increasing the awareness of what is going on and help create
a more focused rpressure to induce increased development in the central areas of
food ovroduction and nutrition. The subject of collateral actions is discussed
more fully in the ESconomic Analysis contained in Annex C.

2. Purpose and Stratecy

There are two aspects of the program purpose. The {irst is to provide a
regional mechanism to strengthen the African health organizaticns as they
Srerare themselves to undertake CCCO and the second is ¢o assist them with
implementing delivery of disease congrol services themselves. The stratecy
calls Zor a cwo-pronged approach: (1) the regional surport oroiect - =hat take
advantage of the eccnomies of scale %o develop generalized solutions for zhe
most commonly and frequently encountered srogram-related problems, and (2) the
ﬂounzrv-snec;f;c activizies that adazts and focuses con -ellver:ng services o
nhe =targaet scrulations.
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In both aspects of the program there are four major project components;
a. Training

b. Data systems for Disease Surveillance, Program Management
and Evaluation

c. Health Education and Promotion, and
d. Operations Research
In addition the country-specific activities will include commodities.

The regional support project encompasses all four components and applies
them to solving management, logistics and operations problems the four
common components. This will usually tranlate into conducting training
courses for senior and mid-level management personnel, providing short
term experts and other support to strengthen the national disease sur-
veillance and evaluation capability and health education and promotional
programs, and finally responding to requests to solve specific operational
problems encountered during project implementation. The country-specific
activities are expected to take place in essentially all countries, most
of which will be assisted by donor support bilateral agreements will be
entered into between countries and donors on terms which are mutually
acceptible. The training will be at the national and local level and
will reach further down into the ranks of the operating personnel.

An additional dimension of the country-specific activities will be the
provision of direct technical assistance in the form of operational ad-
visors. In the case of the AID/CDC supported activities in this category
these advisors will spend a large portion of their time (up to 60%) working
with the national implementing authorities to support them in their efforts
to provide disease control services to the target population. The balance
of the time of these operational advisors will be devoted to conducting
training programs. This will have a double advantage of giving a practical
bias to the training and lessening the dependence of the staff of the
national operating programs on the expatriate advisors. The manner in
which the other CADA members or other donors such as DANIDA elect to
provide their assistance may differ, bu the general pattern will probably
be similar. In all cases countries will have the option of drawing on

the regional support project for training and other types of support that
it is equipped to provide.

Beneficiaries

Potentjally two thirds of the more than. 8ixty million children under the
age of five years in sub~Sahara Africa are ultimate beneficiaries of the
first eight years' CCCD activities.l/ By the end of this period it is
projected that at least fifty percent of the EPI target.

1/ This figure is based on an estimated 13,700,000 births in 1980, less projected
annual attrition due to childhood mortality rates (see Annex B), and takes

into account the targets for disease control activities.
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population (children under one year) will be fully immunized over half
of the pregnant women will haye heen immunized against tetanus; eighty
percent of the yaws endemic target population (generally children below
fifteen years) will have been screened and/or treated; and over fifty
percent of children under five years, who have had an episode of moderate
or severe diarrhea, will have received oral rehydration therapy (ORT].
Until operational areas are defined, however, and the exact target popu-
lation quantified, it is not possible to estimate the number of these
ultimate beneficiaries with greater accuracy.

The number of more direct beneficiaries of CCCD inputs, ministries of
health and health personnel, can be estimated more easily. During FY 81-
85, insitutional capabilities for program planning, data collection,
program evaluation, research, and health education and promotion will be
enhanced in at least 4,400 senior and mid-level health staff and training
and staff development for up to an estimated 15,000 lower level health
workers.

F. Evaluation

Three categories of evaluation are included in this project. First is the
evaluation component of disease control programs per se, Second is the
evaluation of the AID CCCD project. This is covered in a separate section
of the Project Paper. The third level of evaluation is designed to assess
the effectiveness of the program and identify some of the probable social
and economic impact.

Impact. Assessment: If. the program targets are met or even approached the
social and economic impact will be tremendous Funds will be allocated
within the project to identify and define some of these impacts and dis-
cuss their social and investment implications. It is neither intended

nor within the financial means of the program to conduct in-depth research.
These studies will analyze data from routine sources or sample surveys,
estimate the likely effect on population growth and composition, and draw
attention to some of the future investment implications and social and
economic planning decisions that will need to be addressed. Their purpose
will be conscious raising for country officials and donors rather than
problem solving.

This task was included as part of the regional support project because

it was felt that epidemiologists,operations officers and others budgeted
for in the regional support project would have the most immediate access
to the data and would be in the best position to schedule and plan the
studies to identify trends and yield significant information on a timely
basis. These studies will be designed with country collaboration and be
conducted under contracts with U.S., other donor or African institutions
or individual experts. They will be designed to obtain quick information.
They should be relatively inexpensive and will be scheduled at various
points during the life of the program.
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G. Outputs

Each of the four major project components: will have its own outputs

some of which lend themselves more than others to quantification. The
outputs of the regional support project are presented in considerable
detail since their nature and content is well known and their dimensions
more easily determined. The nature of the outputs desired for the country-
specific activities are also reasonably well known, but their numbers are
more difficult to estimate since the exact number of country-specific
activities to be undertaken by the program (AID and others) during the
first eight years is not at this point knowrt, Each activity will need

to be negotiated between the recipients and donors. This will be done
periodically throughout the implementation of the total program. To
overcome the problems of quantification, this aspect of the program is
described illustratively and a model is costed out on the basis of
experiences gained elsewhere in Africa and the Third World. An attempt
has been made to differentiate between the urban and less accessible
rural target populations, and allowances have been made for these
differences in designing and estimating the needs for this part of the
program.

1. Training. Training was considered by WHO as well as all
of the African regional health organizations and ministries of health
from whom the project design team obtained input, as critical to improving
the ability of sub-Sahara African countries to respond to health needs
at all levels. A serious lack of African health workers with sufficient
training in health planning, program management and evalaution exists,
particularly in such technical and program areas as EPI and CDD. Appropri-
ate training courses have been or are being developed by WHO and CDC.

The CCCD project will continue WHO's emphasis on developing and
conducting courses as priority elements of disease control programs.
During 1981-1985, CCCD will sponsor both regional and country~specific
training activities and will emphasize staff development and the training
of trainers for lower level health workers (see Annex B for training schedule) ./

(a) Management Training:

Forty two, two week regional training courses and
seventy incountry training courses will be conducted on the control of
childhood communicable diseases for approximately 4,800 senior and mid-
level sub-Sahara Africa health workers. In addition, over 15,000 staff
will be trained at the services delivery level,

L .
—/These course have been developed by CDC in consultation with WHO and

are available from both organizations._ The trainin§ schedule was worked
out in collaboration with senior WHO EPI and CDD officials in Geneva in

June, 1981,
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EPL Management I (Senior Level)

First offered in 1977, this two week course teaches skills in program
planning, management and evaluation to national level communicable disease
control managers. Five sequenced modules are included;

- determining extent of disease problems

- determining program priorities

- setting objectives and determining strategies
including the costing of options

- evaluation

- work systems

The course, with an average of 40 trainees, is presented on a regional
or sub~regional basis, with several countries sending senior level personnel
as participants., The curriculum is availahle in English, Spanish and French.
Through March, 1980, the course has been conducted by WHO/CDC four times in
Africa (in Algeria, Congo, Ivory Coast and Nigeria) and over 150 participants
have been trained. The plan is to give this course once in English and
once in French, each in 1982, 1983, and 1984 and in 1986 and 1988. Once
the CCCD project is operational, WHO will look to the project to provide
all senior level EPI training in sub-Shara Africa.

g Over the life of the project there will be 400 persons trained in
EPI Management I.

CDD Management I (Senior Level)

The first diarrheal disease control management course for forty national
CDD program managers was recently given in Bangkok by WHO with the assistance
of CDC.

The course was organized into seven modules as follows:

- Priorities

- Objectives and targets
- Delivery systems

- Sub~targets

- Logistics

- Evaluation

- Problem solving

The methodology used in the course is.similar to that employed in the
EPI courses on management and supervision.

During 1982, 1983, 1984, 1986 and 1988, one English and one French
course, as detailed above, will be given, each targeted to have forty partici-
pants. '
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During the eight year project, 400 trainees will participate in 14
CDD Management I caourses,

EPI Management IT (MideLevel}

In 198Q, 1Q mid-~level EPI courses were given in sub~Sahara Africa,
four by CDC (three through SHDS in Cameroon, the Gambia and Ivory Coast,
and one bilateral in Zaire] five by WHO, and one by DANIDA,

The mid~level course contains eight modules which may be presented
in any order. These are:

- c¢old chain

~ supervision

- training

- conducting vaccination sessions
- community participation

- coverage evaluation

- allocation of resources

~ disease surveillance

During years 1982, 1983 and 1984, one course each in. English and
French will be given. In the next four years, one English and one French
course will be given every two years. These courses, to be presented on
a regular basis are primarily for the purpose of training state, division
or provincial level EPI supervisors to provide them with the skills nec-
essary to manage EPI programs and to train district level supervisors in
their own countries.

Courses each in English and French will be given annually at the
country level to tra n district supervisors, providing them with the skills
to train and develop subordinate staff at the service delivery level.

Five courses in each language will be given in years 1982, and 1983 and
four courses in each language in years 1984 through 1988.

The regional courses will be presented over a two-week period. Country
level courses will be conducted during three one-week sessions spread
over the year in order to provide ample time for practical application
of the material presented in the eight subject-specific modules. sStaff
at the service delivery level will be trained one module at a time in
conjunction with monthly staff meetings. Such training can be accomplished
allowing 1-2 days per module. In total, 2,80Q health workers will be
trained in 70 EPI mid-level management courses,

CDD Management II (Mid-Level)

To date no mid-~level CDD management courses have been given, WHO
and CDC have yet to develop the course curriculum but will begin the de-
sign of the course by spring, 1981, The course will be field tested in
fall, 1982 and the first offering will be in FY 1983, the third project
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year, when one regional course each will be given in English and French.
In the subsequent six project years, two courses each will be given in
English and French. The split between regional and country level courses
will be one regional and two country level, in each language, per year.
All told, there will be 1280 health workers trained in 32 CDD mid-level
management courses.

The possibility of combining EPI and CDD management training is under
consideration. This is discussed in the Technical Feasbility section of
the Project Paper.

(b) =  Cold Chain Techmical and Managerial

The Cold Chain Unit of EPI WHO/Geneva has developed
a course on vaccine handling and distribution which is generally presented
in one day in conjunction with either Management I or II courses. An
expanded version (four/five days] is also available for training cold chain
specialists. This will be offered on an ad hoc basis, on request. 1In
addition, twenty-four two week sub~regional courses will bBe conducted in
French and English, four each in years 1982 through 1986 and two each in
1987 and 1988, for approximately 1,000 field level health workers on cold
chain repair and maintenance in specific countries or groups of countries.

(c) Seminars {(Workshops):

Seminars/workshops will be organized in French and
English as required to deal with other selected childhood communicable
diseases (such as yaws, yellow fever, malaria, etc.) specific to or
prevalent in a given country or sub-region.

Training for other activities will be arranged as
needed. This will include developing educational materials and curricula
for use in training primary care teams at district and lower levels.

Training in West and Central Africa will be coor-
dinated with the Strengthening Health Delivery Systems (SHDS) project and
other appropriate organizations. National training will be at the request
‘of the spcific African country and in cooperation with other donors pro-
viding assistance. Wherever possible, the project will incorporate EPI,
CDD and other CCCD-related training into existing institutional curricula.

The number of these seminars/workshops will reflect
demand and ability of project staff to provide assistance. 2an estimate
is for a total of ten during the life of the project.
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The training component is the largest and perhaps
the most crucial element in the entire program. To successfully implement
this comporent will require the assignment of responsibility at several
different levels. The content and teaching methodology will be based on
the ¥WHO/CDC nmodel and experience. Careful attention will be paid to getting
feedback from the evaluations and results from operations research to
introduce changes that will make the training more relevant and effective.
“ne respecnsitility for making sure this occurs will rest with CDC, who will
sexve as the implementing agent for the project.

Of equal importance to the effectiveness of the train-
ing is the selection of participants, scheduling and conducting of the
instructions itself and continued communication and follow-up with those
who pass trrough the courses. It is hoped that WHO/AFPRO, who has had a i
great deal of experience in this area, will accept the primary responsibility
for this aszect of the program. The stationing of a resident CCCD trainer/
coordinator in Brazzaville is designed to ease the staff burden of this
function on WHO/AFRO and facilitate communication and cooperation between
the CADA mexkers, WHO/AFRO headquarters and its member states.

To assure a practical bias and operational orientation
to the courses, instructors will be selected on the basis of their field
excerience as well as their technical knowledge. While much of the expertise
will be drawn from CDC Atlanta and other CADA countries willing to make
their experts available, a large part of the training will be carried out
by the three African based CDC epidemiologists and the operations officers
engaged in cngoing country-specific activities. 1In the latter case we
have estimated that 40% of their time will be spent on the regional aspects
of the program. Each case will need to be negotiated and the division
of time agreed upon at the time the individual country agreements are drawn
up. CDC will be responsible for mobilizing and providing the teaching
mangower and making the necessary arrangements to assure their timely
availability |
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2. Data Systems for Disease Suxveillance, Program Management
and Evaluation .

- *The USAID prdject will add to WHO sponsored initiatives to

strencthen national capabilities to collect relevant health data for dis-

ease surveillance and for the planning, conducting and evaluating of com-

municable disease programs and will assist participating countries to improve
their surveillance and evaluation systems, as follows:

L] Surveillance systems to be developed or strengthened will be
directed at major causes of morbidity and mortality with particular reference
to the target diseases and target populations included in the CCCD program.
Disease surveillance will be related to persons, place, time, health care
interventions such as immunizations and oral rehydration therapy and to other
variables. The project will stimulate ministries of health to report surveil-
lance data to WHO/AFRO in a standardized format and on a regular basis.

s Management information systems to be developed or strengthened .
will include:

- Establishing baseline data needs;

- Systems for collecting, processing, analyzing and using
data. Transmittal of information will be limited to that
useful for planning, monitoring, supervision and evaluation;

- Needs assessment and problem identification and establishing
action programs with quantitative objectives;

-~ 1Identification of indicators and proxies for monitoring
and evaluating program performance. N

® Evaluation c¢f program performance and impact to include:

- Performance of program components such as the cold chain,
logistics, etc., and overall performance in terms of
reduction of morbidity and mortality for the target diseases;

- Impact of the CCCD program on specific demographic and socio-
economic parameters.

The project will also provide short tem epidemiological
assistance in generating and revising national EPI and CDD plans. The
CDC staff who will implement the project at the regional level have par-
ticimated in demonstration, planning, and training exercises for EPI in
Bur:;éi, Carer-on, Central African Republic, Congo, Gabon, The Gambia,
hzma, Iveory Coast, Rwanda, sudan, Somalia and Zaire.
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Diarrheal control programs are primarily in the planning
stages and the bulk of activities early on will involve short-term data
collection and program planning. Development of CCCD activities to fight
diseases other than EPI related and diarrhea will depend upon request from
African countries during 1981-1988.

To carry out this project component, CDC will post three
epidemio;ogists in Africa, geographically dispersed, for example, one each
at OCEAC, OCCGE *and in South East Africa. These staff will split their
time between regional communicable disease control organizations; individual
country counterpart training and disease control activities; outbreak in-
vestigations; research; and regional training. In addition, two Atlanta
based epidemiologists will back up the field personnel.

Activities in this component will be carried out at all
levels of the health care system as follows:

Central level - In addition to formal training courses
previously described, where there is a CDC country resident operations
officer, that individual will work with a national counterpart to provide
day to day long term technical assistance and on-the-job training. Although
posted in one country, CDC personnel will be expected to serve more than
the country in which they are resident.

Both long and short term training will be offered. The
short-term training will consist of sending national communicable disease
control managers of countries where there are AID bilateral CCCD projects_
to CDC, Atlanta, for a three week EPidemiologic Intelligence Surveillance
(EIS) course. Over the life of the project, managers from 15 countries
are expected to take the EIS course. Average cost for transportation
and living expenses for those attending the course in 1981 will be around
$4,000.

Most countries where AID has supported health care have had
personnel trained at the graduate level in epidemiology and biostatistics
under AID sponsorship. The CCCD project does not intend to offer graduate
level training except in those few instances where there is insufficient
skill level in a country to allow for the development of self-sufficiency
in communicable disease control.

Supplementing the above activities at the central level,
CDC, at least annually, will make available personnel to conduct evaluations
of country data systems for disease control with the aim of making recommenda-
tions for improvement. These evaluations, which will require two weeks on
the average, will be initially restricted to countries having AID bilateral
projects.,

* oCEAC - Organization for coordination and cooperation in the struggle
against Endemic Diseases( Central Africa).

*OCCGE - Organization for coordination and cooperation in the struggle
against Endemic Diseases (West Africa).
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As part of the overall effort to build up African expertise
and increase the exchange and transfer of knowledge within the region, AID
_would channel funds to WHO/AFRO to cover the costs of African experts to partici-

pate as members of these evaluation teams. This Technical Co Cooperation between
Developing Countries (TCDC) approach will be introduced into all the components
of the program whenever this technique appears feasible and warranted.

Regional level (in country) - Support at the state, provincial or regional
level in countries will consist of short term technical assistance from CDC
personnel, opportunity to attend a one-week basic course in epidemiology and
disease surveillance (to be developed by CDC) and training in the management
courses described.

District, health center and community levels -~ CDC will develop training
materials to be used at these levels.

3. Health Education and Promotion

The ultimate success of the CCCD program will depend upon its
acceptance by those who are the targets of disease control services. Al-
though infants and small ehildren make up the bulk of the target group, in
fact it is the mothers who are the key decision makers with respect to health
matters.

A peeds assessment points up two major problems.

First, how to motivate country officials, health and otherwise,
to place high priority on implementing communicable disease control programs.

Second, how to motivate full utilization of available CCCD
services. Part of this problem is to identify and overcome resistances
which lead to non~utilization and drop-outs by potential service recipients.
Equally important is working with and through community groups and particu-
larly with mothers and others who influence decisions affecting health
related behavior.

The scope of products and services to obtain program support
and ensure utilization and compliance include:

- Production and use of health promotion materials
- Developing community acceptance and participation in
promoting CCCD services and activities by:

— formal education in health establishments and schools
informal adult and child education - mother to mother,etc.
treating the sick and providing preventive care
getting community participation in sanitation and

potable water development.
working through community organizations such as local
. L o _ councils, health committees, etc.
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To develop the health education/promotion component of the CCCD
project, a contract will be let to obtain the services of a health educator.
This individual will have the responsibility of developing and managing this
croject component under the direction of AID in collaboration with CDC.

Four months will be allowed to design the component content and work plan.

* Early on, the health educator will consult with other CADA member
health specialists as well as with those from WHO and UNICEF and will visit
African health education/promotion specialists to assess needs and appropriate
interventions firsthand.

Several CADA members, the United Kingdom in particular, have special
expertise in health education and promotion in African countries. The CADA
mechanism will provide a means of using this expertise in the CCCD program.

To assist the health educator, U.S. and African institutions and
individual specialists will be contracted. They will provide short=-term
technical assistance to both the regional project and country specific activities.
Use of Feace Corps volunteers will also be explored. .

4. Querations Research (OR)

The CCCD project does not plan to undertake basic research since this
is outside the purview of the project. It will however conduct and assist others
to conduct studies on health services and operations, cost effectiveness studies -

nd controlled field trials of various interventions; so as to provide answers

to specific questions posed by those responsible for carry hg out communicable
disease control activities.

The precise operational studies which will be conducted cannot be
delineated or quantified until the project is underway. However, the following
are examples of the kinds of OR activities which may be carried out:

Data Systems - develop and field test:

o Disease surveillance methodologies to improve data reporting
and analysis, including methods of involving community in
disease recognition and surveillance;

o Methods for improved collection, analysis and use of critical
program performance data;

o0 Use of sentinel disease indicators, sentinel reporting sites
and simple survey technigues;

o Methods to improve disease reporting, including emphasis on
least necessary data using simple but adequate forms.
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Services Delivery and Program Implementation:

Q

Test methods for coordinating and integrating the components
of CCCD within Primary Health Care for effectiveness in
reducing morbidity and mortality from target diseases;

Field test alternative strategies for delivering EPI and
other CCCD services, e.g., urban vs rural, altermative
immunization schedules, facility based vs outreach:

Compare for effectiveness, efficiency, acceptability,
utilization, maintainability, etc.;

- Different types and makes of refrigerators;

- Different types and makes of cold boxes and vaccine carriers;
- Nylon vs glass syringes;

- Jet injectors vs syringes;

- Oral rehydration salt packets vs home prepared mixtures.
Develop and field test alternate logistical and supply systems,
such as community based distribution of medications for the
presumptive treatment of fevers (malaria) and oral rehydration

salts. '

Assess the ability of various categories of health workers and
service recipients to carry out disease control activities.

Training

o

Assess training methodologies, sequencing and phasing for effec-
tiveness in improving performance.

Health Education and Promotion

)

Develop and test methods to promote community involvement
in eand support for CCCD activities and services.

Identify factors contributing to immunization acceptance
and rejection and to immunization coverage.

Develop and test methods to increase utilization of CCCD
services, including studies of measures to identify and
where possible remove barriers to utilization - i.e.,
increase utilization and compliance.
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In conducting operations research on EPI, CCCD will coordinate
activities with the WHO EPI units in Geneva and Brazzaville. Research
activities will be the direct responsibility of host country ministries
of health and to the maximum extent possible carried out by national
health officials and African institutions.

In the area of diarrheal disease control, CCCD will emphasize
and support field studies in child care practices, in the use of prevention
and improved methods of treatment and in assessing the effectiveness of
oral rehydration therapy.

An important research focus will be to test the effectiveness of
community based systems for presumptive therapy for malaria. Area specific
research will be done before malaria control is added as a target disease
to any of the country-specific activities.

A screening procedure for research activities will need to be
developed.
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It is recommended that for low cost studies,
i.e., these under $5,000, countries in consultation with the assigned CDC
operations officer and CDC regional epidemiologist will submit a resaearch .- -
" protocdl and funding request to the Operations: Research Working Group of the
Advisory Council. The Working Group will decide on which research activities -
to fund. Requests for funding of ‘studies. costing more than §5,000 would be
screened by the Working Group and submitted to the Advisory Council for approval.

Most research,projects are expected to be small—scale, time—
limited and low cost: under $5,00Q, Some extensive field trials or formal
operational reserach projects involving modeling and mathematical analysis
and synthesis may be expensive: $50,00Q or more. An average cost of $10,000
per research project has been estimated by CDC. Assuming a research budget
of $200,000 per year, during the last seven years of the project, an average
of 20 research projects will be conducted annually. In many instances the
same study may be carried out in more than one locality; this would be con-
sidered as multiple projects.

To coordinate, advise on the conduct of CCCD research and
provide technical assistance with research, CDC will appoint an Atlanta
based epidemiologist half time, as the responsible individual. This
epidemiologist will be assisted by CDC African field personnel and short
term consultants. Collaboration with African research specialistswill be
emphasized. Research activities will increase as the CCCD country programs
grow in number. For planning purposes, it is assumed that CDC field person-
nel and short term consultants collectively will spend two person years
annually on research activities. These are added to the CDC half-time
research manager.

Policy with respect to selection of appropriate areas for
study will be established by the CCCD Advisory Council. The Working Group
for OR will set guide lines with respect to priorities and procedures. To
a considerable degree, funds will be made available to individual countries
to conduct OR activities, assisted where necessary by CCCD project personnel.

5. Country-Specific Activities

The target for the CCCD program is to increase immunization and
other childhood communicable disease control activities incrementally by
five percent each year so as to approach close to 100% coverage of the tar-
get population in twenty years.

How close an individual country will come to the theoretical 1007
coverage depends on a number of factors such as the extent and rate of develop-
ment of its health infrastructure and how much it is willing to spend to
reach the most inaccessible segment of the population. Even with a sustained
twenty year effort the probability is that people living in very remote
areas will not be touched by the program. It is recognized that achievement
will be uneven since immunization and diarrheal and other disease control
activities can only grow at a rate parallel to the expanding national
capabilities.
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a. Donor - Recipient Country Relationships

Cfiteria’ for seléction of countries for bilateral AID sﬁpported CCceo
activities will be the same as for any other AID bilateral program.

Some important factors to be assessed in considering AID support for
*a specific country for CCCD activities are:

- Country need for assistance
- Country request to participate in the CCCD program
- Level of country commitment to CCCD and primary health care
- Ability of country to carry out and maintain CCCD activities.
This involves availability to resources, supplies, appropriate
staff, necessary infrastructure, etc., and the willingness to
commit these to CCCD.
~ Previous country performance on health programs

~ Technical feasibility - access to population, etc.

~ Relationship of contemplated CCCD activities to WHO, UNICEF
or other donor activities

-~ Relationship of CCCD to national health policy and impact on
existing health care activities

- Availability of donor support and donor choice for specific
country assistance, and

~ Adequate baseline health data for program planning and manage-
ment. This includes the willingness of countries to permit ’
appropriate data collection.

~ Countries willingness to monitor demographic and other impact
of disease control activities so that they can plan for the
future.

It is likely that other donors will set minimum conditions to be met
before assistance is provided to support CCCD activities, These are expected
to vary, on a country by country and donor by donor kasis.



- 25 -

In all countries considered for CADA support, there should be a realistic
assessment of the timing of donor phaseout and country takeover of CCCD
responsibilities.

All countries supported by CADA will be expected to participate to some

degree in providing costs, staff and other requirements of the CCCD program.
In the more affluent countries this participation might also include provision
of housing for expatriate experts, facilities for training, vehicles, fuel,
etc. The poorer countries will require some form of time-phased budget
support to augment their own contributions for local and recurrent costs

The outputs of this part of the program will consist of (a) a number of
countries with incrementally increasing, nationally operating activities
directed at combating childhood communicable dieseases; (b) donor/host
country coordination to help link host-country needs with donor capabili~
ties (WHO/AFRO and the CADA mechanism itself are expected to be the main
catalytic agent to foster this development); and (c)} the establishment
action plans which integrate CCCD into national primary care programs.

b. Operating CCCD Activities

Annex F summarizes the AID supported health activities
related to CCCD that are known to be going on or planned in the near
future within the region of sub-Sahara Africa. Others CADA members are
prefering similar lists. To these will be added information for UNICEF,
WHO and other donors. 1In this way it is hoped that as the CCCD program
evolves, the many communicable control disease activities can be coordinated
and brought into close association with the CCCD program and benefit from
the regional support project and other services offered by the program.

One of the principles underlying the CCCD program design
is to the maximum extent possible to work with and build upon what already
exists. In many cases a start has already been made and general agreements
have been reached between the host governments and the donors. In theése
cases the existing activities are described in this paper as a matter of
fact, but future expansions and the methods of financing them are still
conjecture at this point. 1In other cases no specific agreements between
the potentially participating governments have been reached, but based
on general expressions of interest it is reasonable to assume that agree-
ments will be reached and actual operating programs begun during the five
year life of this phase of the CCCD program.

It is expected that discussions and implementation planning
between CADA members and individual African countries will begin as early
as the end of 1981 and continue throughout the life of the project. This
should result in new country-specific activities being added each year.

For planning purposes we have assumed that there will be 20 country-
specific activities operating and supported by the CCCD program by 1985.
Although the details for each country-specific activity will be negotiated



- 26 -

by the concerned parties it is expected that all will haye a number of
common elements and will follow patterns already set hy thoge activities
that are already underway.-

The training of operating personnel at the local level is
expected to be one of the elements in the various country-specific activities
that will be closely tied to the teaching concepts that gquide senior and
mid-level training conducted at the regional and sub-regional levels. The
supervisors will be given instruction in teaching techniques at the time
of their training and will be expected upon their return to provide in-
country training to tHe operating personnel at the local level. This will
be done in conjunction with the normal supervisory visits. Drawing on the
experience gained in the SHDS supported Gambia project which was evaluated
in November 1980, a training protocol is being developed. Supervisors will
be provided with "mini training modules" appropriate for use during their
regular visits to field staff. Supervisor/trainers will Be urged to
schedule their field visits rather than having them occur on an ad hoc
basis. The objectives will Be to visit each field post at least once per
quarter and allow sufficient time for interaction between the supervisor and
the staff. In most instances one working day should be sufficient to accom-
plish the training and supefvisory objectives.

To help understand how the country-specific activities and
the regional project fit together four models are presented to illustrate
how the CCCD program might work under differing circumstances. It is
recognized that these activities vary greatly ranging from small elements of
a country's overall health program, carried on with little or no outside
assistance, to major efforts supported by international or bilateral donors.
While each country situation will differ there are usually three main
variables that will determine how the CCCD program can best be applied and
adapted to a particular given situation. First, when planning for activities
at the country level particular attention will be paid to where the country

‘and, more specifically, the health sector is on the spectrum of development,

second, the degree to which EPI/CDD activities are already integrated into

the regular health care system; and third, the various arrangements that exist
between the host country and the principal donors with respect to project
implementation.

The aim of the country-specific activity part of the CCCD
program is to be flexible enough to provide assistance that can relate and
strengthen what is presently going on and do so in a manner that is compatible
with existing bilateral, multilateral or regional arrangements. To aid
in the understanding of how the country-specific actiwvities of the program
can work, four models are presented to illustrate likely patterns that may
emerge as the CCCD program moves into the implementation phase.
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Model 1:

This model would apply to countries where little in the area of EPI or CDD
was currently going on. Im most instances these would be the poorer countries
that lack the resources and trained manpower to undertake and sustain major
natiénal Immunization efforts. The initial CCCD country-specific response

to these situations would probably Be on a limited scale focusing on urban
based or area specific programs. These programs could Be expanded gradually
as conditions allowed. Since recurrent cost constrainets would be a signifi=
cant Ffactor this model would need to include clear plans for sharing the
burden of operating expenses and an indication of the duration of such commit-~
ments by the donor.

Model 2:

The second model would apply to countries where very little was going on in
the area of EPI and CDD even thHough they had or were planning major bilateral
health programs. 1In a mumber of countries in this situation various funding
mechanisms such as the AID supported Accelerated Impact Project (AIP) and
three demonstration areas of the SHDS regional project have been used to get
EPI activities started prior to the completion of the design of the broader
CCCD effort. These activities have usually been short term undertakings or
pilot projects to deliver services to a limited target area and allow for a
buildup of organizational competence and experience while a more extensive
long term activity is being planned. It is planned to have these broader
bilateral programs absorb and integrate the start-up of EPI and CDD programs
into the countries reqular on-going health delivery system. Under this model
countries and donors would be encouraged to maintain their planned schedules
or perhaps even accelerate them, for integrating the EPI and CDD elements
into broader health programs. Through training and operational research the
regional project can be expected to assist in the transition. Once EPI and
CDD activities are integrated into national health programs to CCCD regional
project could continue to be used to support those elements over the duration
of the CCCD program.

Model 3:

The third model could apply to countries where short term EPI and CDD activities
similar to those described in Model 2 have been initiated but where no long

"term bilateral commitments for continued health programs have been made.

Under these circumstances it is envisaged that a longer term country-specific
activity could be negotiated under the CCCD umbrella by AID or one of the

other CADA members with the host country to build upon the earlier efforts

and provide continued support to the EPI and CDD elements of the countries'
national health care system.
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Model 4;

In countries which already haye substantial bilatexal programs that include
EPI and CDD elements, it is anticipated that these programs would continue

on a bilateral basis. Howevexr, because of the services and facilities offered
through the CCCD regional project, it is possible that the host country and
their donors may wish to modify their agreements and reprogram some of the
funds to take advantage of what is offered through the CCCD program. Under
this model implementation of existing bilateral programs could be accelerated
by increased training, research, and other supporting activity at the regional
level.

These four models are meant to be illustrative and are by no means exhaustiye.
Variations and combinations of these models will be worked out during negoti-
ations, and it is understood that each country and donor will have preferred
styles of operation which it will wish to incorporate into the specific
agreements. The main purpose in citing these hypothetical examples is to
underscore the intent and desire to keep this element of the program flexible,
in order to have the CCCD program address the needs of countries in varying
circumstances and be responsive to different needs.

c. Country-Specific Coordinating Plans

As each country-specific agreement is worked out careful
attention will be paid to laying out an effective means of coordinating the
efforts of all the donors and interested parties within the country. Each
agreement should include a specific plan for coordination. 1In this regard
the following aspects will be considered:

(i) Relationship of the national implementing authority to
the CCCD Regional Project:

Each country-specific agreement will need to "spell out"
as precisely as possible what it expects to receive from the regional project
and when these inputs are needed. The plan should also address the manner
in which continued communication between the regional project and the country
specific activity will occur. Each participating country will need to budget
sufficient funds to permit the country-specific activity to take full advant-
age of what the regional project has to offer. This would include funds for
such items as per diem and travel costs for trainees that are not covered
under the regional project or salaries or researchers working on a regionally
funded, country-specific research task. To facilitate this coordination
the regional project periodically will publish an information pamphlet
describing what can be provided regionally as well as other pertinent infor-
mation. Another element that will need to be clearly defined at the outset
is the amount of time the AID funded operations officers will be expected
to spend outside a given country conducting or evaluating the regional
training courses. This also should be spelled out in the "Coodination Plan."
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(ii) Relationship between bilateral missions and the
regional project

While this issue will need to be addressed by all the
CADA and associated donors, it is discussed in this paper with specific
reference to AID and the USAID overseas missions.

This is an extremely important and potentially sen-
sitive issue and one in which any areas of confusion or uncertainty should
be clarified and solved at the earliest stage.

The intent of the regionally funded country-specific
activities is to help countries desiring to expand their immunization, diarrhea
control and other locally important childhood diseases programs. This help
can be provided in a variety of ways and within the overall ground rules can
be tailored to meet the specific needs of the country. The ability to remain
flexible is essential for the success of this element of the program.

As part of the project design process drafts of the
PP were sent to U.S. African field missions and discussions were held with
mission personnel and with African country representatives in West, Central
and East Africa, as well as with WHO/ Geneva, WHO/AFRO, UNICEF and the other
CADA members. Since the design process included actual involvement of both
potential participating countries and donors, it is believed that the USAID
missions will now be able to establish a continuing dialogue to work out
the most effective means of interfacing the CCCD program with ongoing or
planned natiomal and bilateral health projects.

As explained above there are a number of different ways
(or models) to bring about this interface, and each case will need to be
worked out and tajilored to fit the particular situation. The role of the
field missions in project implementation will also differ depending on the
model being followed. It is hoped that having USAID missions involved at the
design stage will result in making the CCCD effort fully supportive of
bilateral programs and that this will facilitates future health program
coordination.

(iii) Relationship of AID supported regional projects to
the &CD program

The CCCD program will build upon the work that has
already been accomplished under the SHDS project. It is expected that train-
ing facilities establighed under SHDS will be used to the maximum extent
possible for the training being carried out under the CCCD program.

It is further expected that "Objective 3" of the
SHDS project, i.e., EPI demonstration and training and disease surveillance,
will be absored into the CCCD program after December 1282 when the current
SHDS effort is scheduled to be concluded. This absorption would also include
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bringing in the CDC epidemiologist and operations officer positions which

are now part of the SHDS project, although the nature of their assignment and
possibly their physical location may be changed to fit the priorities and
needs of the CCCD program. These details and the timing of the transition
will be worked out as the implementation discussions with the Africans move
forward. This dialogue is expected to begin immediately following project
authorization, i.e., the fall of 1981. Meanwhile the CCCD budget has been
constructed to allow for the inclusion of these positions.

(iv) Role of other regional health organizations and inter-
country cooperation:

The active role expected to be played by WHO/AFRO has
been dealt with in some detail elsewhere in the paper. In addition to WHO/
AFRO there are a number of African based groups who can play an important part
in improving the overall level of coordination and achieve a mutually beneficial
level of cooperation at both the national and regional levels. Regional organ-
izations such as the West African Health Secretariat, SHDS, OCCGE, and OCEAC
can play a similar role. Donor countries, acting singly or in concerted acts=
ion, can also serve to encourage CCCD coordination. Finally, and most
importantly, African countries themselves can assist one another with technical
cooperation to strengthen their own health systems by exchanging information
and expertise. :

(v) TCDC as a means of achieving coordination

"Pechnical Cooperation Among Developing Countries (TCDC)"
can take the form of sharing resources such as training facilities, technical
cooperation and assistance, exchange of scientific reports and studies,
multinational participation in field trials (as in the Kolda Department
study in Senegal) and in joint conferences concerned with scientific and
operational aspects of CCCD. It is expected that WHO/AFRO, Brazzaville will
play a significant role in stimulating this coordination, collaboration
and cooperation.

Project funds will be made available to WHO/AFRO to
finance this type of activity, especially as it relates to training and
evaluation and the exchange of experts among African nations. 1In the case
of some of the more affluent countries such as Nigeria it is hoped that
arrangements can be worked out to allow their participation in the project's
regional support activities on the same basis as the poorer nations in
return for their willingness to support TCDC aspects of the program as their
contribution to the CCCD effort.

d. Integrating CCCD with Primary Health Care

To the extent feasible, communicable disease control programs
will be incorporated into developing primary health (PHC) systems in Africa.
The goal of primary health care, as established by WHO, is to have by the year
2000 the following basic health care components provided to all persons through-
out the world; promotion of proper nutrition and an adequate supply of safe
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water; basic sanitation; maternal and child health services, including
family planning; immunization against the major infectious diseases;
prevention and control of locally endemic diseases; education concerning
prevalent health problems and promotion of methods for preventing and
controlling them; and appropriate treatment for common disease and injuries.

CCCD services will be initiated thraugh existing health
services or primary health care systems to the extent they exist, or using
curative facilities on an interim basis where necessary. Although not part
of this program, it is noted that a functioning health delivery system and
infrastructure is an essential part of a successful long range program to
combat childhood communicable diseases and expand primary health care
coverage. In recognition of this, it was agreed in the November, 1980 CADA
technical working group meeting that CADA members should take every opportu-
nity to encourage the development of health infrastructure so as to enhance
the abilities of the participating countries to achieve the CCCD objectives.

The delivery of oral rehydration solutions (ORS) by all levels
of health care providers may be possible to accomplish in a relatively short
time. However, due to the technical difficulties inherent with immunization
activities (record keeping, different dosage schedules for different
vaccines, cold chain maintenance, the need for parenteral injections, etc.),
it will be difficult if not impossible to have provision of immunizations
routinely available at most peripheral rural health units. Therefore, it
will required operational and health services research to develop accept-
able, cost effective and affordable methods to provide immunizations to
hard to reach population groups.

During the initial phase of the CCCD program, it is expected
that several of the basic components of PHC will be established in many of
the developing health care systems in sub-Sahara Africa.

e. Procedure for Initiating or expanding a country-specific
activity

In cooperation with WHO it is hoped to be able to continue the
practice of using joint host country, WHO/AFRO,and donor teams to help
determine the need for and feasibility of beginning new country-specific
activities or expanding an existing program. This would usually involve
sending in a team, or in some cases a single individual, to collaborate with
Ministry of Health personnel in carrying out a needs assessment and other
activities which would lead to the development of a CCCD program that could
be integrated into the existing system. One of the criteria for providing
country-specific assistance would be an assessment of the cost effectiveness
of the proposed activity with respect to reduction of disease prevalence
and morbidity and mortality and the financial ability of the host country
to sustain the program over the long run. The duration and phasing out of
donor assistance would be specifically addressed in all the country-specific
agreements.
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III. Project Analysis
A. Financial

1. Financial Plan

The financial implication of the regional project and the country-
specific activities are quite different. The regional effort is totally donor
financed, has no permanent recurrent cost implications and is not subject to the
25% host country contribution rules that apply to AID bilateral programs. The
AID supported country-specific activities are subject to the minimum 25% rule, and we b
assume other donors will apply similar formulas. We have in fact made an assump-
tion that because of the high percentage of local currency costs involved in
this aspect of the program (this is especially true when technical assistance
and training costs are funded under a separate regional budget) that host
country contributions covering local salaries, training and transportation cost
together with contributions from international agencies such as UNICEF would
amount to 2/3 of the total cost. These activities have distinct recurrent cost
implications, their scope and implementation strategies will vary from country
to country and each donor will negotiate and design its own programs and make
its own arrangement for cost sharing. While this makes it difficult to estimate
budgets with any great precision it has been possible to develop illustrative
budgets based on the components of the EPI and CDD cost factors and the exper-
ience gained from a number of operating programs. These tables are contained in
this section of the paper. The explanation of how these estimates were developed
and the rationales for allocating costs are contained in this section together
with budget summaries.

a. Regional Support Project

There are a number of costs that can be attributed to the
regional project, without question. The salary and support costs of the Atlanta
based support staff is a clear example. There are other costs that cut across
both the regional and country-specific elements of the program. Here the dis-
tinction is not as clear. Although percentages of technical time to be allocated
to each element have been estimated and distinctions have been made between the
regional and country focus within each of the major program components, it was
felt that going the next step of allocating costs between the two elements at
this point would be arbitrary. We have thus elected to include all CDC related
cost in the regional project. That is to say even though an operations officer
may be working 60% of the time on a country-specific activity and only 40% on
the regional training component of the program, this person's total cost have
been budgetted in the regional project. Similarly all training down to the level
of "Management II" has been shown as a regional cost though in many cases this
"in-country" training may only involve nationals from one country. Health educa- *
tion has also been shown as a regional support cost since it is planned to admin-
ister this element under a single contract, though in actual fact the bulk of
the expenditure will occur at the country level. Training and Health Education =
appear as‘line items in the Regional Support portion of the budget. Training
at the local and district level is chargeable to the particular country-specific
activity and has been included as part of the per immunized child calculations.

In a similar manner the costs of data collection, disease surveillance, evaluations
and operations research have been included in the "per child" cost factor calcula-
tion. These two elements appesr as line items in the country-specific portion

of the budget.

Including two major "gray areas" cost components in the regional support project is
in some respect misleading, but on the other hand it is a much simpler and more
straightforward budgetting approach, and once the allocation formula is known

the apparent distortions are readily explained.
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The decision on whether to base CDC staff in the field or in Atlanta was
made on the basis of the relative effectiveness with which they could carry
out their technical functions as well as the costs involved. The average
cost of maintaining a professional person in the field vs basing that person
in Atlanta with a substantial travel budget is higher by a factor of three.
The relative ease of air travel from the U.S. to all points in Africa vs
some of the scheduling difficulties encountered in intra~Africa travel was
also considered. Based on these and other factors including the access

to other experts and the ability to use the CDC facilities, it was decided
to locate a number of CDC personnel who will work in the CCCD program in
Atlanta. Starting with two professional person years in 1981 this_staff is
projected to build up to five person years in 1983. This level would =
be maintained through most of the life of the project. The staff will be
supported by a secretary. The Atlanta based staff will spend a considerable
portion of their time in the field looking on the implementation of the
project, but will also provide an important backstopping and support for the
CDC field staff who will be stationed in Africa. These include the regional
training coordinator, the three regional epidemiologists and the operations
officers who must obviously work closely with their counterparts in carry-
ing out the country-specific activities.

In the case of both the CDC Atlanta based staff and the CDC resident African

staff a considerable amount of money has been allocated for travel. This is
considered an essential cost without which the concept of the regional program
cannot be made to work. Budget Summaries follow. Details are included in Annex B.

i. Training

Over and above the amounts required to fund the Participating
Service Agreement (PASA) with CDC, the Regional support budget will also
cover the cost of most of the senior and mid-level training and finance the
contract to provide health education support to the country-specific acti-
vities. The training budget includes per diem and internal travel for all
participants and trainers. The budget has been developed on the assumption
that all participants attending these courses will be provided the same per
diem and allowances whether they are nationals of the country where the
courge is being taught or coming from neighboring countries. Participants
from the more developed African countries who might be expected to be able
to afford to support their own participants will also be supported by the
project on the same basis as other attendees, but it is planned to reach an
understanding with these countries to provide TCDC support to the program as
part of their contribution to the regional effort.

The training budget also includes amounts to be provided to WHO/AFRO
to help defray the cost of logistic support for the training programs (estima-
ted at 40% of the annual training budget), and to cover the costs of the TCDC
element of the program not covered under the arrangements referred to above.

To the extent that training is conducted by CDC personnel the costs
are already covered from the technical assistance portion of the budget. The
TCDC element within the training component is expected to become an increas-
ingly important element as more senior Africans are trained and gain more
experience working in their expanding programs. Funds to cover their salary,
per diem and international and local travel costs while on these assignments
(usually one to two weeks) would be covered from this part of the budget, and
made available to WHO/AFRO who will administer this element of the program.



The costs of conducting in-country Management II level training yaf
been included in the Regional Support Project rather than the country-§pec1f1c
activities to allow flexibility to adapt to differing situations. It is expe?ted
that most of these courses would be attended by the nationals of the.cou?try in
which they are taught, but in the case of some of the sma%ler countfles it méy
be possible to include nationals from one or two neighboxlng ?ountr%es. It is
also anticipated that these courses will be offered in COuntr1e§ which do not
have country-specific activities funded by AID through this progect,.agd the.
regional support mechanism would seem to be a convenient way of prov1d%ng this
training. In all cases it is envisaged that this part of the budget will cover
the per diem international costs of the students and the full c?st of any out-
side instructors. The host country would provide the national instructors and
continue the salaries of their participants.

ii. Health Education

These services will be provided through an AID contract and made
available to country-specific programs as requested. The CADA working gFoup
will screen these requests to assure their relevance and compatability w%th
the objectives of the program. Funds will also be made available t9 train the
Peace Corps volunteersselected to work on these programs. The working gr?up .
will also be responsible for coordinating the work of other CADA members in this
area to assure that the efforts will compliment each other and avoid overlap.

b. Country Spscific Activities

While recognizing that there will be considerable variations in funding
arrangements illustrative line item budgets have been developed based on the com-
ponent of the cost factors used to develop the composite cost to fully immunize
a child. A similar formula was used to calculate CDD costs after detailed dis-
cussions with the director of the Diarrhea Disease Control Program of WHO/AFRO.
Tables V and VI show the estimated coverage for the region as a whole
during the eight year span of this program and estimates the likely CADA support
of the total effort. Having determined these general magnitudes and assumed
that AID will fund approximately 25% of the CADA effort through the country-
specific part of the CCCD program. This is reflected in Table VII ., Table VIII
then translates these totals into an illustrative line item budget over the
life of the project. More detailed budgets for the planned AID financed elements
of the program are contained in Annex .

This part of the budget also includes funding to cover the costs of
data collection, disease surveillance and evaluation. The cost of producing
and distributing assessments of the impact of the program will also be funded
under this element of the program. This part of the budget will also be the
source of financing for the operations research activities most of which will
be carried out at the country level.
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Technical Assistance

(CDC /HHS PASA)

(a)

(b)

(c)

U.S. Support Staff
Salaries & Benefits
Support Cost
Travel

Field Staff

Salaries & Allowances
Travel

CDC Overhead

U.S. 20%
Overseas 5%

SUBTOTAL (PASA)

Training

Health Education & Promotion

Inflation - 10% compounded

TOTAL

TOTAL ROUNDED

TABLE 1V

CCCD BUDGET SUMMARY FOR THE REGIONAL SUPPORY PROJECT
(ALL FIGURES ROUNDED TO NEAREST $1000)

1981 1982 1983 1964 1985 1986 1987 1988 TOTAL
110 208 245 245 - 245 " 198 198 125 1574
- 100 50 50 30 30 20 10 290
24 72 92 92 92 92 70 24 558
- l330 1140 1200 1200 1200 1200 750 7020
- 20 100 100 100 100 100 60 580
27 142 305 317 317 304 298 182 1892
- 1 5 5 5 5 5 3 29
161 873 1937 2009 1989 1929 1891 1154 11943
- 1097 1273 1388 887 1377 723 1215 7960
- 420 260 500 260 410 70 80 2006
- - 347 779 9241 1486 1342 1469 6364
161 2390 3817 4676 4077 5202 4026 3918 28,267
200 2300 3800 4600 4000 5200 4000 3900 28,000

- G -



TABLE V

COUNTRY SPECIFIC ACTIVITIES (EPI)
NUMBER OF CHILDREN O0TO 1 YEAR OF AGE TO BE IMMUNIZED BASED ON AN INCREMENTAL
INCREASE IN COVERAGE BY 5% PER YEAR

1) 2) (3) (4) * (5) (6) (7) (8)
YEAR NO. OF CHILDREN COVERAGE TOTAL NO. OF CHILDREN NO. OF CHILDREN TO BE NO. OF CHILDREN TO BE EST. COST AID’S SUPPORT
TO BE IMMUNIZED- . IMMUNIZED- PER CHILD UNDER
IMMUNIZED / —~CADA_PROGRAM ) AID-SUPPORTED - CCccb_($000)

1981 13,700 108 1,370

1982 14,043 158 2,106 1411 353 4.80 565

1983 14,394 20% 2,879 1929 482 5.28 848

1984 14,750 25% 3,688 2471 618 5.81 1197

1985 15,122 30% 4,537 3040 760 6.49 1644

1986 15,422 35% 5,398 3617 904 7.13 2149

1987 15,733 40% 6,293 4216 ) 1054 7.90 2776

1988 16,048 45% 7,222 ' 4839 1210 8.69 3504
TOTAL ’ ] ) $12,683

1, (5) = 2/3 of (4) ~ It is estimated that organization that are not part of the CADA group will be responsible for
the immunization of about one-third of the total mmber of children to be immunized. Examples are: DANIPA: PVO's;
and African Countries such as, Nigeria, Gabon and Ivory Coast.

- 9¢ =~

2. (6) = 25% of (5) - It is estimated that AID through the country-specific portion of the CCCD project will be
directly involved in the immunization of 23.5% of those children immunized through the CADA program.

+*
3. (8) = RID's cost is estimated to be one-third of the total cost to fully - immunize each child. Two-thirds of
the total cost will be from the host country in salaries, facilities, vehicle maintenance and operating costs, etc.
and from other donors such as WHO,UNICEF and others.

4. AID'S contribution for EPI 1981 -~ 1988 is estimated to $12,683,000. That amount is rounded to $13 million.
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Table VI

Country Specific Activities - Control of Diarrhea Disease

($000)
1982 1983 1984 1985 1986 1987 1988 TOTAL
Number of Children Treated 600 660 792 1030 1442 2163 3460
Cost Per Child $1.00 $1.10 $1.21  $1.33  $1.46  $l.61  $1.77
Total Cost $600 726 958 1370 2105 3482 6124 $15,365
AID's Support $235 280 370 500 820 1350 2445 $ 6,000
Support from Others $365 446 588 870 1285 2132 3679 $ 9,365

Assumptions

1.

Approximately 10% of the children under the age of 5 years (625,000 in 1980) receive treatment for
diarrhea. Beginning in 1982, the CADA program will provide treatment to the additional number of
children as indicated above.

Approximately 39% of total cost is funded by AID; the balance is to be provided from other sources
including host countries.

10% inflation of costs per year.
Target age group is children under five years of age.

Percent of target reached each year is as follows: 1982 base year; 1983 is 110% of 1982; 1984 is 120% of
1983; 1985 is 130% of 1984; 1986 is 140% of 1985; 1987 is 150% of 1986 and 1988 is 160% of 1987.



Table VIA

Country Specific Activities - Control of Diarrhea Disease Combined With

Number of Children Treated

Cost Per Child (CDD)

Cost Per Child (Malaria)

Total Cost (CDD alone)
(CDD & Malaria)

AID's Support

Support from Others

Costs Required to Add on
Malaria Therapy

Assumptions

1. Approxiamtely 10% of the children under the age of 5 years (625,000 in 1980) receive treatment for diarrhea.
Beginning in 1982, the CADA program will provide treatment to the additional number of children as indicated above.

2. Approximately 39% of total cost is funded by AID; the balance is to be provided from other sources including

host countries.

Malﬁria Presumptive Chemotherapy

1982
600

$1.00

.06
$600
$606
$235

$365

3. 10% inflation of costs per year.

4. Target age group is children under five years of age.

5. Percent of target reached each year is as follows:

1985 if 130% of 1984; 1986 is 140% of 1985; 1987 is 150% of 1986 and 1988 is 160% of 1987.

6. For malaria program, 3 febrile episodes per year per child are assumed.

7. For malaria therapy, chloroquine would be supplied by the same community dispensary system as employed by CDD.
this manner, distribution and transportation costs would be shared and not substantively higher than estimates

for the CDD program.

1982 base year; 1983 is 110%Z of 1982; 1984 is 120% of 1983;

($000)
1983 1984 1985 1986 1987 1988 Total
660 792 1030 1441 216 . 3460
$1.10 $1.21 $1.33 $1.46 $1.61 $1.77
.06 .07 .07 .07 .08 .08
726 958 1370 2105 3482 6124 $15,365
766 1014 1442 2206 3655 6401 $16,090
280 370 500 820 1350 2445 $ 6,000
446 588 870 1285 2132 3679 $ 9,365
30 56 72 101 173 277 $ 720

]
W
®

|

In
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Cost Estimates for Childhood Chloroquine Presumptive Therapy:
(New Table added to Final Printing of PP)

Footnote:

For a base population of 100,000, there would be approximately 20,000
children under five years of age. Assuming that there would be an average
of three febrile episodes per year per child requiring chloroquine presump-
tive therapy at the 10 mg/kg dosage, a total of 60,000 therapies would be
dispensed annually.

The average child would weigh approximately 15 kg, and the average
presumptive dose of chloroquine would be 150 mg. Based upon WHO estimates
for chloroquine (obtained at cost in Europe), each dose would cost $0.02.
This estimate would apply for chloroquine imported in bulk free of duties.
The cost might be lower were chloroquine produced and distributed regionally
in Africa.

Should a program of prompt chloroquine therapy of febrile illnesses be
thoroughly implemented in highly malarious areas, a reduction in childhood
mortality of 25-50% (depending on the level of transmission) would be anti-
cipated. If presumptive fever therapy were integrated with a community
program of oral rehydration for diarrhea, the reduction in mortality would
be enhanced considerably. Additionally, to the extent that delivery and
supply costs were shared among various programs, the actual costs for each

would be lowered proportionately.



Table VII

Illustrative Line Item Budget for Country Specific Activities (EPI)

1982 1983 1984 1985 1986 1987 1988 TOTAL

Vaccine and Supplies 463 698 984 1,352 1,766 2,281 2,881 10,425

Cold Chain Equipment 92 137 194 266 348 450 568 2,055

Transportation & Maintenarce 92 137 194 266 348 450 568 2,055

Salaries and Training 990 1,486 2,097 2,880 3,765 4,863 6,139 22,220
Other

A) Operations Research 29 43 61 84 110 142 178 647

B) Data Collection, 29 43 61 84 110 142 178 647

Disease Surveillance

Total 1,695 2,544 3,591 4,932 6,447 8,328 10,512 38,049

AID 565 848 1,197 1,644 2,149 2,776 3,504 12,683

Others 1,130 1,696 2,394 3,288 4,298 5,552 7,008 25,366

AID Host Countries and Others  TOTAL

Foreign Exchange 10,147 3,146 13,293

Local Currency 2,536 22,220 24,756

Total 12,683 25,366 38,049

Assumptions

1. All of Line Item - Salaries and Training - are local cost to be funded by host countries and others.

2. 20% of AID costs will be in local currency.

oy ~



CDC/HHS PASA's
& Project Design

Health Education
Training

Data Evaluation
& Surveillance

OPS Research

EPI Country Specific

CDD Country Specific
Sub ‘Potal

Contingency & Inflation

TOTAL

TABLE VIII

SCHEDULE OF ANNUAL OBLIGATIONS

1980 1981 1982 1983 1984 1985 1986 1987 1988 TOTAL
i

281 2,718 1,201 2,000 2,000 2,000 1,000 500 200 11,900
- - 500 500 -0- 800 -0- 200 -0- 2,600
1,100 1,500 1,500 1,000 1,500 800 500 7,960

- - 200 500 200 200 100 100 100 1,;00
- - 200 500 200 200 100 100 100 1,400
- - 500 1,000 1,500 1,000 1,000 1,000 600 e,éoo
- - 300 1,000 1,000 500 500 301 200 3,800
281 2,718 4,000 7,000 6,400 5,700 4,200 3,001 1,700 35,000
-0- -0- -0- 1,500 2,000 2,500 2,600 2,000 1,300 12,000
281 2,718 4,000 8,500 8,500 8,200 6,800 5,001 3,000 47,000
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TABLE X . . .

JLLUSTRATIVE LINE TTEM BUDGET FOR COUHTRY-SPECIFIC ACTIVITIES (CDD)

1942 19013 1904 1905 1906 1987 1900 TOTAL

Commipd | tles 192 232 117 430 614 1114 1960 anr
Teanuportation and Othor

Cosl.a 4100 4494 GSt 232 1431 2360 4164 Jo440
TUTAL 600 126 950 1370 - 2105 3402 6124 18365 ¢
AYD Support 235 200 370 500 420 1350 2445 6000
Host Coanlry and Others 365 446 SOu 870 070 2132 3679 92365

Assumptionay .L

»

1) Oral Rehydratlon Salts Equals 32% of Cost, '

2) “ransportation and oblhur Cosls Inclwdos Operatlons Rapoarch ($500) and bata Collection awd Slltvulinluca {$500)
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2. Methodology used to estimate costs of immunizations

The information contained in Table V has been developed using a
composite factor of $4.80 per fully immunized child (average of $4.56 fixed
facilities plus $5.00 for outreach services). The $4.80 is estimated cost for
1982. This figure has been compounded at the rate of 10% annually to adjust
for inflation. There are large differences in cost per fully immunized child
depending on program strategy used. Barnum estimates the range to be from
$3.65, for children immunized in fixed health facilities, to $8.90 for children
served by mobile teams. Dr. Barnum also estimates that 1/4 of children have
easy access to fixed facilities, another 1/4 are accessible by outreach activi=-

ties from those fixed facilities, and that as many as 1/2 are accessible only
by mobile teams.

It is recognized that from the point of view of equity, and in
some instances political reality, outreach activities will be undertaken.
However, as a general principle cost estimates were made on the assumption
that the "close in" population would be served first, and any significant
outreach programs would only be introduced at a later stage. The assumption
appeared reasonable based on cost consideration as well as some persuasive
epidemiological arguments. The financial plan was therefore developed for
the AID supported country-specific activities, based on the use of fixed
facilities in the early years with "outreach" programs gradually being
added as the majority of the population in the vicinity of the fixed facili-
ties were reached. In support of this approach it was also argued that
epidemiologically many immunizable diseases behave quite differently in
rural areas as compared to urban areas. This is a function of population
density, causing more frequent exposure (and perhaps closer) to diseased
persons; and population exchanges the result of visitors and new arrivals,
which is common to urban centers. In fact, cities are for many diseases

like the hub of a wheel, spinning off infections with home bound wvisitors
from rural areas.

Because of their less frequent exposure to diseased persons, rural
children generally catch childhood diseases at a later age, when these diseases
are less life-threatening.

Since urban areas are generally more important epidemiologica}ly, we
propose to follow the practice advised by WHO to start where it is easiest and
where the likelihood of success is the highest.

3. Methodology used to calculate costs of diarrhea program

Assuming that the costs of CDC technical assistance, training and
health education needs can be met from the regional projects, the remaining cost
chargeable to the country-specific activity would be the cost of the salts them-
selves plus data collection, operations research and transportation cost. An
Annual factor of $1.00 per child treated has been used to develop the budget
for this aspect of the program.

This assumes .08¢ per one dose packet of salts. It is further assumed
that the average treatment requires two doses and that each treated child will
on the average have two episodes per year. Thus the cost of materials is .32¢.
We have assumed that the cost of delivering these materials to the mother of the
sick child would be an additional .68¢. The $1.00 figure used in 1982 has then
been adjusted at the rate of 10% per year to allow for inflation. The number of
children targetted for treatment each year as shown on Table VI are absolute
and not cumulative numbers.
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B. Economic
The analysis below represents a summary of the full analysis presented in
Annex C , and the irregular footnotes and table numbers correspond to

consecutive numbering in that annex.

1. Disease Profile

Infectious and parasitic diseases in concert with malnutrition bear
almost exclusive responsibility for the high mortality in developing countries.
Among infants and young children infectious disease is the major cause of death;
parasitic infection affects adults more fregquently, causing high adult morbidity
rather than mortality. 1/

A recent report by A.S. McCook lists the five leading infectious diseases
in 36 African countries as reported and compiled by WHO; Infectious, parasitic
(particularly malaria) and diarrheal diseases make up the major causes of
morbidity and mortality in sub-Saharan African countries. However, reducing the
incidence and prevalence of infectious and diarrheal diseases is the basis
for the CCCD project and the subsequent analysis will refer only to these
diseases; choice of immunizations should be a function of the disease
pattern of the country receiving assistance under this program.

2. Demographic and Health Characteristics

Africa has the highest regional death rate (21.2 per 1000 population) in
the world, and the highest worldwide infant mortality rate. The high average
infant mortality rate of around 153 per thousand live births partially explains
the low average regional life expectancy at birth of 47.2 for men and 50.3 for
women, the lowest worldwide regional averages.

The population of Africa is expected to rise by 278 percent. Since
roughly 52 percent of the population is in the childbearing ages (15-44) and
most of the balance of the population is below age 15, the current average birth
rate of 46 is not expected to fall in the short run.

This project thus has clear implications for population growth rates.
The anticipated fall in mortality will raise the number of children surviving to
adolescence, and should contribute to lower maternal morbidity and mortality,
thus raising women's fecundity; both factors will exacerbate the climbing
population growth rates emerging in a number of African countries and predicted
in the rest. However, both experience and research in mortality findings indi-
cate that fertility (and therefore population growth rates) does not fall until
mortality is reduced somewhat. Given these factors the projected number of
births in Table X following the U.N.'s low variant population projections is
highly optimistic, especially for the next five years.

3. Targets

Women of reproductive age and children under five years )
generally make up the high risk health groups in LDCs. This project aims at the
latter cohort emphasizing oral rehydration therapy for children under five, and
immunization for newborn infants and children under a year old. The tetanus
immunization is targeted at pregnant women.

1/ Samuel Preston, "Causes and Consequences of Mortality Declines in Less

i i i "3 i d Easterlin,
Developed Countries during the Twentieth Century. in R;char
ed?, ngulation and Econo%ic Change in Developing Countries, NBER, 1980.
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TABLE X.

ESTIMATED NUMBER OF IMMUNIZATIONS REQUIRED

UNDER LOW -VARIANT POPULATION GROWTH AND EXPECTED

'INCREASE IN PHC SERVICE COVERAGE IN SUB~SAHARAN AFRICA

Number of Children Project Growth of
Number of to be PHC Services ¢/
Births - Low Immunized b/ Fixed Outreach + Fixed
Variant &/ (% of Population with Access)
(Millions) (Millions)
1980 15.3 13.3 25 50
1981 15.7 13.7 25.5 51
1982 16.1 14.0 26 52
1983 16.6 14.4 26.5 53
1984 17.0 14.8 27 54
1985 17.4 15.1 27.5 55
1986 17.9 ) 15.4 28 56
1987 18.4 15.7 28.5 57
1988 18.8 16.0 29 58
1989 19.3 16.4 29.5 59
1990 19.8 16.7 30 60
1991 20.3 17.0 30.5 6l
1992 20.7 17.4 31 62
1993 21.2 17.7 31.5 63
1994 21.8 18.1 32 64

a/ Starting from 350.2 million population in 1980. This is based on a 1979 estimated
population of 340.5 million for sub~Sahara Africa. Projections based on United
Nations estimates for low population growth.

b/ The number of children needed immunization in a given year is estimated as the
number of births minus fifteen percent to account for an average infant mortality
rate of 150 (150 infant deaths per 1000 live births).

¢/ The projection assumes that growth of the fixed delivery system will be sufficient
to stay abreast of a moderate growth in population plus an additional . 5 percentage
points a year.

SOURCE: Population Reference Bureau. 1979 World Population Data Sheet.



- 46_

4. Cost Effectiveness

Immunizations. The cost of fully immunizing a child has been calculated
in various programs from $1.90 in Yaounde, Cameroon to $9.25 in Sudan 2/. 1In
Table 3 below the costs of fully immunizing a child and providing tetanus immuni-
zations for pregnant women are given for services delivered through (1) existing
PHC facilities (fixed); (2) provision of outreach services from existing facili-
ties (outreach); and (3) establishment of mobile teams to reach remote rural areas
(mobile). The costs are largely based on previous immunization programs in Kenya,
Cameroon, Sudan and Somalia, and can only provide rough orders of magnitude.
According to Table XI providing immunization through fixed facilities is the most
cost effective approach. On the basis of these calculations, the project should
be implemented to initially serve those with existing access, only introducing
outreach once the population of "fixed" services are covered. Use of mobile
teams is not effective and should be a low priority. The latter is not discussed
here as an alternative. 3/

Roughly 25 percent of sub-Saharan Africa‘'s population has access to
public health care; household coverage can perhaps be doubled by adding outreach
services. In Table X the extent and growth of fixed and outreach service is
estimated. The same table indicates the total number of newborns ant1c1pated
in each year and the size of the immunizable infant population.

Expansion of fixed service coverage is expected to exceed population
growth by half a percentage point a year; outreach services will increase by
one percentage point a year, maintaining the ratio of covering double fixed
service coverage.

Table XII provides cost estimates of immunization coverage applying the
data compiled in Table ¥ and the cost estimates for fixed and fixed/outreach
immunizations from Table XI.

The total cost of immunizations is based on the number of surviving
children (Table 2), the proportion of that population which can be immunized and
the cost of fully immunizing a child. This means that in 1982 2.5 percent of
newborns, or the 14 million surviving children, and up to 16.1 million mothers
will be fully immunized at a cost of $10.13 million, or $4.80 per child.g/ The
cost of immunizing pregnant women is included in the per child costs in Table 4.
Since cost breakdowns are not available for the latter, the validity of this
assumption cannot be confirmed, nor can we compare the cost effectiveness of
including or excluding it. The cost effectiveness of immunizing all versus only
pregnant women cannot be explored either.

3/ ALl cost data originate from "Cost Effectiveness of Programs to Combat Communi-
T cable Childhood Diseases in Kenya" by Howard Barnum, AID/SOC/PDC-C-0201,#2, 1980.

3/ This argument weighs efficiency at the expense of equity. A less efficient
but more equitable approach would not concentrate exclusively on providing
those with some health care services with immunizations, but would attempt
to reach the currently unserved more promptly.

4/ The only cost figure available is the average per child cost. 1In applying
this figure we assume a horizontal average cost curve, so we have assumed a
constant average cost and have compounded the per capita cost 10 percent
annually to account for inflation.



TABLE XI

HYPOTHETICAL COSTS PER FULLY IMMUNIZED CHILD

WITH ALTERNATIVE DELIVERY MODES

(1979 US DOLLARS)

Total
: Cost/Fully Foreign
Delivery Vaccine Cold Trans~ Salaries/ a/ Immunize Domestic Exchange
Mode Supplyb/ Chain portation TrainingE Other— Chil1d® Cost Costs
Fixed 1.00 .20 .20 2.00 .25 3.65 (4.80)£/ 2.20 1.45
Outreach 1.05 .30 .30 2.00 .25 3.90 (5.13) 2.20 1.70
Mobile?/ 1.05 .30 4.75 2.50 .30 8.90 (11.70) 2.75 6.15

a/ Mobile teams require imported petroleum, explaining the high transportation and foreign
exchange component of the mobile mode.

b/ Vaccine wastage 1s assumed 5Z higher in Outreach, Mobile Modes.

c/ Salary and training costs are arbitrary and may be higher or lower depending on the

salary scale in each location.

d/ Other costs include surveillance, evaluation and research.

e/ Includes costs of immunizing pregnant women as well.

£/ Total cost figure in parentheses indicates the fully immunized cost per child and mother immunized in 1982

U.S. dollars.

SOURCE: Barnum, Annex XXX

.= Ly -



TABLE XII

Projected Size of Population To Be Covered and
Estimated Total Annual Cost of Alternative EPI Delivery

Estimated Proportion of

Target Population a/
Receiving Immunizations Number of Immunizations a/ Cost per Fully Immunized Child b/ Total Cost of Immunizations
Fixed Outreach Fixed Qutreach
% Infants Pregnant Women ¢/ Services Services Services Services
{’000,000) (us $) (Us $1,000,000)
1981 10 1.37 1.57 4.42 4.66 6.05 6.38
1982 15 2.11 2.42 4.80 5.13 10.13 10.82
1983 20 2.88 3.32 5.28 5.64 15.21 16.24
1984 25 3.69 - 4.25 5.81 6.21 21.44 22.92
1985 30 4.54 5.22 6.49 6.83 29.46 31.01
1986 35 5.40 6.27 7.13 7.51 38.50 40.55
1987 40 6.29 7.36 7.84 8.26 49.31 51.96
1988 45 7.22 8.46 8.63 9.09 62.31 65.63 '
1989 50 8.02 9.65 9.49 10.00 76.11 80.20 &
1990 55 9.18 10.89 10.44 11.00 95.84 100.98 '
1991 60 10.22 12.18 11.48 12.10 117.33 123.66

a/ The figures are the number of immunizations, based on Table 3 and the proportion receiving
immunization listed in Column 1.

b/ Implies 10% inflation rate, based on a 1979 figure of $3.65 per fully immunized child.
(Includes cost of immunization for pregnant women).

c/ Separate data on costs for immunizing pregnant women is not available.

d/ Total cost values include surveillance, evaluation and research, but not the costs of technical
advisors, management training or health education all of which contrlbute to the 1mmunizat10n.

These cost figures assume that the relevant population have access to fixed faclllties
and related outreach services.

(Col. 2) x (Col. 4)
(Col. 2) x (Col. 5)

]

Note: Column 6
Column 7

L .
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Table XIIT ggstimates the total costs if projected coverage is achieved
and expansion of fixed and outreach services follows the anticipated growth
path shown in Table X. In the first three years of the project fixed services
can fully accommodate the EPI. From 1985 on the total costs include an increas-
ing proportion of outreach services which leads to a rapid increase in costs.
The total amount required to meet the target population between 1982 and 1989
is $307.99 million, using outreach only when fixed services can no longer accom-
modate the entire target population. The total cost of using fixed and outreach
services exceeds the cost of only using fixed services by less than $6 million;
however, the costs servicings are over $11 million if a combination of fixed
and outreach is used instead of just outreach.

a. Alternative Immunization Packages:

The cost effectiveness of health interventions can be measured by
comparing the costs per disease case and the costs per death prevented across
programs. For example, it is useful to estimate and compare the costs per
case and death prevented of separate programs versus package immunizations
to identify the most cost effective approach to immunization.

Cost effectiveness comparisons can easily be calculated by
dividing the total cost of each immunization program, or combination program,
by the appropriate number of recorded cases and deaths (attach rate). Data
constraints often inhibit such analysis; however, below is an example of just
such an analysis in Kenya.

Example: Table XIV provides the necessary comparative data for the seven
immunizable diseases. The cost per death prevented by the entire immunization
program is $85. It is also estimated that the cost per death prevented by
adding the immunization of children over one year of age in the implementation
phase is 60 percent greater than the cost per death prevented from the immuni-
zation of new births only (in Table 6, #8 versus #9). While the absolute
difference in cost is not great ($70 versus $113 per death prevented), the cost
differential does imply that, it is more cost effective to concentrate on
immunizing newborns rather than adding full immunization programs for older
children to an existing PHC program. This discrepancy is attributable to the
higher attack rates and case fatality rates in the first year of life for many
of the diseases.

Looking at the separate immunizations it can be seen that the measles immuniza-
tion is the most significant component of the total program and, at $50 per
death prevented would be highly cost effective even if it were necessary to
carry it out as a separate program. DPT, TT and BCG together are somewhat
costly (at $274 per death prevented) as a separate program but are highly

cost effective (at $69 per death prevented) as a component of the total program.

In contrast polio immunization, even when considered as marginal (that is,

as an added program) cost almost twenty times more ($114) per case prevented
and seven times more ($568) per death prevented than the overall program. It
should be noted that this result is highly dependent on the low attack rate
for polio and the estimated domestic recurrent costs. If the true attack rate
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TABLE XIII

Cost of Coverage with Fixed and Outreach Services

Number of Infants Percent Covered by Percent Covered by Total Cost a/
Covered (millions) Fixed Services Qutreach Services (millions)
Year
1981 1.37 26.5 - 6.05
€ 1982 2.11 27 - 10.13
; 1983 2.88 27.5 - 15.21
1984 . 3.69 . - 28 - - - 21.44
1985 4.54 27.5 2.5 29.53
1986 5.40 28 7.0 38.85
1987 6.29 28.5 11.5 49.99
1988 7.22 29 16.0 63.31
1989 18.02 ' 29.5 20.5 79.53
1990 9.18 30 25.0 98.23

a/ The first four years the total cost is only for fixed services.
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COST EFFECTIVENESS OF POSSIBLE IMMUNIZATION PROGRAMS

FOR KENYA
COST PER COST PER
PROGRAM CosT CASE PREVENTED |DEATH PRFVENTED
DESCRIPTION
000's of K. sh. K.sh. (8) K. sh. ($)
1. Total Program 131999 36 ($4.8) © 641 ($85)
2. DpT, TT, BCG only 93763 61 ($8.1) 2058 (5274)
3. Measles only 59291 28 ($3.7) 374 ($50)
4. Polio only 76902 9539 ($1272) 47676 ($6357)
5. DPT, TT, BCG 1/ :
©  as margimal program 23729 15 ($2) 521 ($69)
6. Measles as
marginal program 31368 15 ($2) 198 ($26)
7. Polio as
marginal program 6868 852 ($114) 4258 ($568)
8. New Births only ' 69470 33 ($4.4) 527 ($70)
9. Implementation
marginal
(ALL IMMUNIZATIONS) 62529 40 ($5.3) 846 ($113)
10. Implementation
marginal
(oPT,BCG, Polio) 39205 56 ($7.5) 2815 ($3795)

1/ Marginal implies an add-on immunization effort to existing PHC system;
otherwise a vertical immunization project is assumed.

Note: These data were compiled from existing studies; missing data were extrapolated
from other African studies. However, the data are not unrealistic.

Source: "Cost Effectiveness of Programs to Combat Communicable Childhood Diseases
in Kenya," Howard Barnum, AID/SOD/PDC-C-0201, #2. 1980.
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is significantly underestimated or the additional personnel time and other

recurrent costs are greatly overestimated the actual cost effectiveness of

polio immunization would be greater. But, as calculated, the high cost of

polio immunization per unit of effectiveness encourages a search for alter-
native, more cost effective interventions.

This example can easily be adopted in designing the country-specific
immunization efforts; if any of the relevant data are obtainable such
analysis should be undertaken to identify the most cost effective immunization
program.

b. Training and Technical Advisors:

Alternative methods for ensuring competent manpower for EPI
implementation do not exist. Adequate training is fundamental to the success
of primary health care delivery in general and to EPI efforts in particular.
Under such circumstances the issue becomes the adequacy, relevance and quality
of training and the training needs of each level of health personnel.

c. Diarrheal Disease

Oral Rehydration

This section considers the cost effectiveness of a program of oral
rehydration for children suffering from diarrhea. Two alternative estimates of
costs are made. The first estimate gives the cost of mounting a separate,
independent, rehydration program not drawing on personnel time or administrative
expenses of the immunization program. The second estimate gives the cost of
adding oral rehydration as part of an integrated child health program including
immunization. 1In this case the instruction and motivation of the mother in the
use of oral rehydration therapy would be given at the same time as a visit for
immunization.

Given the costs and effects estimated in the Annex, it can be
calculated that with an effectiveness of 25 percent the cost per death prevented
by an independent oral rehydration would be ($147) and for the "added" program
the cost per death prevented would be ($122). Twenty five percent effectiveness
is not a well established figure.

5. Community Water Project

In this section the hypothetical cost effectiveness of a low technology
water supply project is estimated for a community of 10,000. This effort is an =
alternative means of reducing child mortality due to diarrheal disease.

To allow a comparison of the alternative programs, Figure 1 provides,
graphically, a summary of the calculations of the cost per death prevented of
immunizations, water programs and oral rehydration therapy in Kenya. Because
the efficiency of the program is not well established the cost effectiveness of
the oral rehydration and the community water project are presented as functions
of their respective levels of effectiveness. The efficiency of immunizations
is more firmly established and the costs per death prevented are horizontal lines,
indicating fixed levels of effectiveness which are based on the immunization
effectiveness calculations above.
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FIGURE 1

COMPARISON OF THE COST EFFECTIVENESS OF A
PUBLIC WATER PROJECT AND ORAL REHYDRATION PROGRAM
WITH SELECTED IMMUNIZATIONS
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Considered as added to an ongoing immunization program.

Source: Barnum, "Cost Effectiveness of Programs to Combat Communicable Diseases
in Kenya"




Both polio immunizations and community water projects are much less
cost effective, as measures to reduce child mortality than are the other immuni-
zations or oral rehydration. At a .25 level of effectiveness oral rehydration
is a more efficient use of funds to reduce child deaths than water projects at
any level of effectiveness and is approximately $500 less per child death pre-
vented than polio immunization. At a level of effectiveness above .l the addition
of oral rehydration to an immunization project is more efficient than the DPT.
BCG immunization of children 1-4 in the implementation phase of the project
(measle immunization is highly cost effective in both program phases); and, if
the level of effectiveness of oral rehydration in home therapy is greater than
.4 the cost per death prevented thrcugh the integrated program (immunization
plus oral rehydration) will be less than for the total immunization program
separately.

An implication of this analysis is that a careful study needs to be
made of disease incidence before designing an immunization program. A second,
more specific implication is that oral rehydration administered in home therapy
may be a justifiable alternative use of funds to polio immunization or, if the
effectiveness of oral rehydration is high enough, to the immunization of
children over one year of age with DPT, BCG in the implementation phase of the
program.

6. Complementary Sectoral Initiatives

Complementary efforts in population/family planning, nutrition, and
water supply and sanitation are needed to maximize the effectiveness and benefits
of the EPI. None of these programs can be easily integrated into CCCD, but
countries participating in the immunization program should consider developing
and implementing projects in these complementary sectors to enhance the benefits
and minimize the potential negative side effects of EPI.

7. . Financing

The costs of continuing the immunization program once the donor input
terminates have not been estimated. PHC costs are high and population pressures
will exacerbate the problem; and, foreign exchange is a major constraint for
most of the African countries. Hence, program continuation may well hinge on
long term donor assistance, for even the marginal cost of adding immunizations
to existing systems may be unaffordable for the low income countries of sub-
Sahara Africa.

Other bilateral donors as well as AID should extend their assistance
or involve WHO in coordinating continuation in the various countries. Without
plans for such a shift the investments made by AID in particular and CADA in
general will have very little payoff. However, a more relevant time for such an
assessment may be at mid-project review, but it should definitely be an important
consideration for CADA.
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C. Technical

The technical feasibility of the control of the major childhood communicable
diseases proposed by this project has been extensively investigated by WHO,
CDC, and other health organizations. The basic methods selected for the control
of these important childhood communicable diseases in sub-Sahara Africa have
been demonstrated by these organizations to be effective. Similarly, these and
other studies have demonstrated the wide ranging needs for support in those
program areas covered by the intervention components of this project.

The impact of immunization can be predicted with reasonable certainty based
on work carried out in several countries over the last three years. Projects
undertaken by CDC in selected areas of Cameroon, Gambia, Ivory Coast and Zaire
indicate that coverage of at least fifty percent of the susceptible population
with the target vaccines can ordinarily be achieved in these countries within.
five years. This would result in a reduction of approximately fifty percent
in morbidity and mortality attributed to the targeted vaccine preventible diseases.
In addition, the effective control of these diseases in developing countries
attests to the technical feasibility of this method of disease control. How-
ever, for most of these vaccines to be effective, they must be carefully
handled, kept adequately refrigerated until administered and the full dose in-
jected into the recipient. 1In sub~Sahara Africa, one of the greatest
challenges to mounting an effective immunization program is the development of
an efficient cold chain for vaccines, especially in rural areas. The develop-
ment of an adequate cold chain is technically feasible but will require con-
siderable investigation to determine how vaccines can best be delivered to
medically underserved populations.

Less experience is available regarding the effectiveness of diarrheal
disease control programs, especially in Africa. However, from WHO and CDC
experience in demonstration projects in Asia and Latin America, oral rehydra-
tion therapy programs have been shown to reduce infant and childhood mortality
from diarrhea by ten to thirty percent (actually fifty percent or greater in
the cases treated). The oral rehydration packets are relatively inexpensive
and the technology is available for their production within some African
countries.

The effective control of yaws in Africa has also been shown to be attainable
if sustained efforts at case identification and treatment with penicillin are
applied.

The cost-effectiveness of presumptive treatment for malaria requires study
before this activity is incorporated into the CCCD program.

All CCCD project components have an important technical assistance element
which is key to the implementation of CCCD. 1In addition to the short-term
technical assistance for program planning, evaluation, surveys, operational
research and training, long-term assignment of technical assistance personnel
will be required on both regional and sub-regional bases. (Regional and sub-
regional medical epidemiologists can assist with data systems, epidemiologic
surveillance, and program problems in developing countries.) Management
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weakness is a pervasive problem in developing countries, and a major thrust of
the project will be to increase country self-reliance and capability in this
area. Implementation of individual country programs will be greatly assisted
by the temporary assignment of operations officers.

Following its consultations, interviews, meetings and other research in
Europe, Africa and the U.S., the project design team identified the following
intervention components as essential and of critical importance for the achieve-
ment of CCCD objectives:

1. Training and Staff Development

The critical importance of training to improve the capability of sub-.
Sahara African health systems to meet health care needs was discussed earlier.

Principal inputs for this project component would consist of appro-
priate curriculum development, long and short term technical assistance training
personnel, U.S. and African, and travel and per diem for course participants.

Typical costs for training activities, as estimated by CDC are as follows:

Regional two week management course $80,000
In country, mid-level management course, three

one week sessions per year 30,000
Cold chain course 50,000
Seminars/workshops, each 50,000

Using these figures, the total cost for training and staff development
over the life of the project, unadjusted for inflation, are:

42 two week regional courses x $80,000 = 3,36 millionl/

80 three week in-country courses x 30,000 = 2.4 million2/

24 cold chain courses x 50,000 = 1.2 million
10 seminars/workshops x 50,000 = 0.50 million

Total -~ $7.46 million

The rationale for the training recommended is as follows:

1/ 1Includes 10 courses each for EPI and CDD, Management I and II

2/ Includes 60 EPI and 10 CDD courses.
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Management I

As a result of WHO-EPI activities, almost all sub-Sahara Africa countries
have had senior level personnel attending an EPI Management I course. For the
future, the EPI senior level courses will be conducted primarily to train per-
sonnel turnovers and to maintain skill levels and upgrade those previously
trained. This "maintenance" phase will be accomplished by using "facilitators,"
i.e., those previously trained in the training course.

Management I for CDD is just getting started. The CCCD courses will
utilize the curriculum developed by WHO/CDC (see Annex II).

Management II

As previously noted for EPI, one regional two week course will be given
annually in both English and French to train state, division or provincial EPI
supervisors, concentrating on providing them with skills necessary to train
district level EPI supervisory personnel. These in turn will be trained in the
three, one week in  country management II courses, and they will train subor-
dinate staff at the service delivery level in conjunction with monthly staff
meetings, with assistance from higher level personnel and resident CDC staff
when available.

On the average, one state, division or provincial level EPI supervisor
per million population will be trained in regional courses; one district level
supervisor per 150,000 population will be trained in country and one service
delivery level supervisor per 25,000 population will be trained by the district
supervisors. The rural support project will pay for management I and II, both
EPI and CDD, as well as for cold chain courses and seminars. The country
specific programs may partially fund training down to the village level, de-
pending on the country situation.

The mid-level training for CDD is still in the planning stage.

Both WHO and CDC are presently considering combining EPI and CDD management
training. Should this occur, there is no present intent to reduce the number of
total training sessions to be provided under the CCCD project. The number of
pecple to be trained reflects projected trained manpower needs and takes into
account availability of suitable participating country health workers both in
terms of numbers and their being able to spend the required time attending
courses.

At periodic project reviews and evaluation, the adequacy and level of the
training effort will be assessed and adjustments will be made as required.

Management I and II usually involve 40 participants and 10 facilitators
(trainees) in addition to the course managers. Typically, eight participants
and two facilitators constitute a training group. Every effort is made to
have in each group one facilitator who has previously gone through the course.
In this way a pool of trained facilitators is developed.
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Although the regicnal level management courses are for a two week period,
in fact three weeks are required to put on such a training session. A "pre-
course" week is necessary to prepare for the course, make necessary arrange-
ments and to go through course materials and methodology with the untrained
facilitators who will actually carry out much of the training.

Completion of Management I does not adequately prepare graduates to
supervise EPI or CDD activities. Generally these graduates will spend two
weeks to six months in a demonstration training area. Currently, there are
three such areas in West Africa in the SHDS project, Cameroon, The Gambia,
and Ivory Coast, and it is anticipated that similar areas will be available
in East Africa.

In addition to the training detailed above, there will be in-country on
the job training, and staff development with respect to disease surveillance,
data and evaluation.

2. Data Systems for Disease Surveillance, Program Management and Evaluation

WHO/AFRO is already providing training for senior and middle level
epidemiologists in courses that are offered twice a year. It is planned that
the CCCD effort would provide the in-country follow up to achieve a greater
spread effect from the training. This component of the regional support pro-
ject would focus on:

a. Developing a capacity at the local level to conduct simple analyses
and use the data collected to assist and guide them in the conduct of their work,
and

b. At the regional level the development of an on-going system of
problem identification and solution.

¢. At the national ievel measuring progress towards disease reduction
targets.

Funds will be made available through the regional support project to conduct
sub-regional "continuing education programs™ both for the collection and the use
of relevant data. It is envisioned that one to two, two week courses would be
taught in each of several sub-regions each year with one week being devoted to
formal training and the second week involving the presentation of an actual
epidemiological studies conducted in a specific area within the region. The
objective will be to familiarize the participants, not necessarily physicians,
with the practical use of the data and allow them to share in the actual ex-
perience of others in the region involved in operational programs. The CDC
regional epidemiologists would be primarily responsible for organizing and
conducting the courses, but funds would also be available to finance outside
experts and to fund TCDC participants.

3. Health Education/Promotion

The ultimate success of all health service programs is substantially
dependent upon the informed participation and support of the communities and
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population served. Children are the ultimate target population for the services
provided by this project. However, major efforts will be necessary to inform
parents and community leaders of the rationale justifying support of the program
being made available, so as to gain their participation. Although health
education/promotion has long been identified as an essential component for
successful programs, in practice it has been poorly supported in many African
countries, and the opportunity exists for CCCD activities to make a major con-
tribution to correct this situation.

In order to stimulate the health education element of the CCCD program,
AID will provide funds through the CCCD Regional Support project to coordinate
the overall CCCD effort in this area, provide a means of supporting health
education efforts at the country level, and facilitate the involvement of
Peace Corps volunteers in a number of the CCCD country specific activities.

The services of a full time health educator will be obtained under
contract to coordinate this element of the CCCD program. The contractor should
have a sociological/anthropological orientation as opposed to a materials pro-
duction bias, since the majority of the regional effort will be in support of
programs to gain political support for EPI and CDD activities at the policy
level and stimulate community involvement at the village and local level.
Although some materials will be prepared for use in the regional training pro-
gram the emphasis of the full time coordinator will be directed at supporting
and stimulating local programs. Funds will be available in the contract to
furnish short term experts to work with the ministries to build up their own
capabilities in this area and overcome specific problems which might arise in
the process of carrying out the CCCD program.

To the extent possible the short term advisors should be drawn from
available African sources, but when this is not feasible we would anticipate
non African short term advisors would have a particular knowledge of the
country in question as well as having the requisite technical expertise and
experience.

Limited funds will be available to develop culturally specific
materials for local use in the activities to promote community participation
and understanding of the program. Before preparing these materials, contractors
will be required to seek inputs from target populations. These materials will
be tested for appropriateness prior to being reproduced in quantity. By
stressing local participation at all stages these activities should result in
programs with a definite area or community focus. At the same time this
approach seeks to build a capability within the ministry to operate effect-
tively at the community level. In this respect the Regional Support project
serves as a convenient mechanism to deliver these services down to the level
where they are needed and cumulatively can have a substantial ilmpact on the
success of the CCCD program.

Because of the importance of being able to work at the community level
to get the EPI and CDD messages understood and accepted this aspect of the
program is ideally suited for Peace Corps involvement. AID therefore intends
to work closely with the Peace Corp to plan and implement a collaborative
effort in this area. The Regional Support project will provide funds to train
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volunteers who are designated to work in CCCD country specific activities, and
will work jointly with the Peace Corps to assure that the timing and nature of
the volunteers' tours are dovetailed with the rest of the CCCD effort.

At the time the agreements are drawn up at the country level the role
of the Peace Corps along with that of AID and the responsibilities of the host
country will be spelled out. Although the actual number of volunteers required
is an unknown at this point, an estimate of 150 to work on the CCCD program is
being used for planning purposes.

Through the CADA mechanism and collaboration with other deonors it is
planned to combine the experience and resources of several donors to achieve a
significant impact on the area of health education as it relates to CCCD program.
WHO, UNICEF and several CADA members have had considerable experience in
developing appropriate posters and similar materials and have come up with many
innovative approaches to health education and promotion. The UK has a par-
ticularly impressive record in this field and has expressed considerable
interest in becoming active in this part of the CADA program. Other donors
have alsoc indicated their desire to participate in the promotional and educa-
tional side of the program.

All these efforts will be focused on building a permanent capability
within the health ministries that will permit them to provide continuing and
effective support to the EPI and CDD activities during and beyond the time
frame of the current CCCD program.

4. Qperatidns Research

Although WHO and many African nations have developed specific programs
for the control of childhood communicable diseases, many technical and opera-
tional issues remain to be clarified. This component of CCCD project activities
will include a-plied field research to address deficiencies in knowledge, which
provides significant obstacles to the achievement of project cbjectives as well
as activities directed towards the study of ways to more efficiently and
effectively utilize current knowledge.

It is primarily up to program managers to recognize the need for manage-
ment information. However, program managers in most less developed countries
require orientation and guidance in this matter.

Historically, few studies of health services have resulted in significant
change in the service studied. This is often because the study was carried out
as an intellectual inquiry rather than to provide information for management
decision-making. Studies and operational research tend to be too complex and
overly ambitious. It is important to keep these as simple as possible and to
provide answers to specific questions. With this in mind, in the CCCD project,
it is anticipated that although many studies will be performed, most will be
small and inexpensive. Most of the study proposals will be initiated by the
people responsible for making the programs work. The grants will be made to
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the country programs to conduct the research to solve their specific field
problem. Once studies are completed the Regional Support project will take
responsibility for distributing the results throughout the region so that
others facing similar problems can also benefit from the results and findings.
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D. Social Soundness

The earlier design team under contract with One America, Inc. contained
an anthropologist/sociologist, Dr. Theresa Anne Ware. She traveled with the team
to Africa where they visited countries during the space of weeks. Dr. Ware's
more detailed Social Soundness analysis is contained in Annex E . It is
summarized in this section of the Project Paper.

1. Sociocultural Feasibility

Health Interventions and Demands on Targeted Adult Populations

The ultimate demand on targeted adult populations, especially
mothers, is that they assume full responsibility for the maintenance of the
health of their children and that of their families. This demand implies
changes in individual and group beliefs, attitudes, and behavior about health,
illness, and disease.

An understanding of how Africans respond to health, illness, and
disease requires on-going appropriate social science research and information
about groups targeted. This understanding should be reflected in the design and
implementation of health education and public promotion programs. Building on
the familiar also facilitates understanding and acceptance of a new intervention.

Change will "make more sense" if brought about within familiar and cultural
frames of reference.

Demographic and Social Unit Analysis

Demographic profiles of participating countries - migration and
resettlement patterns, as well as birth rates, ethnic and language makeup;
and income and educational levels should be available from WHO and other
regional sources. This data is critical because it will provide the base for
forecasting demographic configurations into the next decade when the effects of
CCCD will bear upon economic policy.

The location and clustering of important religious and political
groups should also be determined. Being in a position to analyze population
shifts and movements, as well as structural and behavioral patterns of family
units, kin groups, political groups, and religious groups should facilitate
planning and operations design.

Locally Familiar Health Structures: Indigenous Health Care

It is incumbent upon the planners of the country specific activities
to have an understanding of traditional health systems, not as an odd collection
of customs nor for the purpose of ridding a group of taboos, rituals or witch-
craft; but as a part of a complex of social relationships and cultural patterns
of beliefs and behavior. Traditional health systems should be understood not
solely for the purpose of pinpointing cultural resistances or obstacles,
though this is important but to identify positive aspects which can be strength-
ened and utilized in the fuller realization of the delivery of a CCCD program.
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Specialty categories within the traditional hierarchy of specialists
are as follows:

1) PFirst, there are the women whose training, skills, and
techniques "include such practices as the use of poultices,
purgatives and emetics, inducing sweating by various
processes, and all the traditional birth practices."” l/
Women are generally considered to be very unspecialized
people within the hierarchy of traditional health
specialists. Their significant role and status is that
of midwife and/or traditional birth attendant.

2) Second are the male specialists with ascribed or acquired
skills and techniques in such areas as bone-setting and
rudimentary surgery.

3) Next are the male religious-medical specialists whose roles
are highly specialized.

4) Last are the herbalists or traditional pharmacists whose
extensive knowledge of herbs, mixtures of herbs, and bark
is utilized in such illnesses as headaches, rashes, and
fevers.

2. Spread Effects: The Diffusion of Innovation

Women as a Crucial Target Population

The population expected to ultimately benefit directly from EPI and CDD
activities will be sub~Saharan African children aged 0-5 years. To get to
this population, however, it will be necessary to go through the adult popu-
lation, especially mothers. EPI and CDD activities will be greatly facilitated
by an understanding of women's roles and status in their society.

Women, for example, have the daily task and responsibility of supplying
water for all household needs. Contaminated drinking water is a source of
illness in children and adults, yet boiling water may not be perceived as a
sensible or practical solution to this problem; especially in light of the
problem of a fuel supply for rural villages.

Allocation of Time and Implications for EPI and CDD Activities

Since a rural woman's time and daily routine is so inextricably interwoven
with her role and status as a wife and mother, it is important to understand
the reqularized social and economic production behavior of these women if their
acceptance and participation in CCCD-related activities is to be expected.
These women cannot be expected to halt or interrupt their daily routine to
participate in or listen to health education information concerning EPI and CDD.
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Language, Women and Spread Effect

Women, especially rural women, will communicate most proficiently in the
major indigenous language of their country. It will therefore be important to
design materials, both written and audiovisual, which are the language and
culture-specific.

Leadership/Authority and Diffusion

Identifying and soliciting the support of respected leaders from the center
to the periphery would be a first step in the diffusion process. The entry point
for a new health intervention may be through an agricultural extension program
or through a Ministry of Education extension program.

At the periphery, local religious, political, or traditional family leaders
may have more power, influence, and authority than Ministry of Health civil
_servants. Traditional medical specialists, depending on the degree of specializa-
tion and whether powers are ascribed or acquired, will enjoy a legitimacy and
credibility not possible for outsiders.

Patterns of Mobility

Local populations are involved daily and seasonally in social and production
activities which do not necessarily permit them to have or give much time to
dialogue with visiting personnel about a new intervention. A record of the
pattern of movement and mobility into and out of an area would permit planning
which meshes with the flow of normal mobility and production activities.
Communication and information points of entry may be most effective at known
leisure periods or during peak market periods.
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Iv. IMPLEMENTATION ARRANGEMENTS

A. Administrative

1. _Management Princigles

The concept of CADA was .to form an association of key donors who
could collaborate to increase the efficiency of their resources already flowing
to Africa as well as attracting additional reosurces by developing large programs
of "concerted" action. Projects undertaken by CADA were to be of a large enough
magnitude that any one donor could not be expected to provide all the funding,
inputs would be forthcoming from at least three CADA members, the program would
have impact on more than one country and preferably the region, and the nature
of the effort would be such that could be identified as a CADA initiative. The
CCCD program clearly meets most of these criteria.

In addition to establishing project selection criteria the CADA
group also voiced a strong convinction that -it should not establish a permanent
secretariate or add another level of bureaucracy to the international community.
The basic idea is to let each donor continue and expand their bilateral programs,
but through CADA mechanism engender a new spirit of cooperation and increased
focus in the efforts to assist the African countries in their development struggle.
The management concept is one of cooperation and parallel financing as opposed
to comingling .and joint financing. For CADA programs one of the CADA members
is designated as the lead donor, and as such has the task of coordinating the
efforts of the other members and assuring a close working relationship and
coordination between the CADA group and the international agencies and other
non-CADA donors who may be active in the sector.

In the case of the CCCD program where WHO has already made consider-
able progress, a close and cooperative working relationship with WHO/AFRO will
need to be maintained and is, indeed, critical to the success of the effort.
Much of the management and monitoring responsibility can be shared, but the
donors will need to retain management and accountability of the aspects of the
program that relate to the expenditure and utilization of their resources. 1In
arriving at its recommendations concerning the management of this program, the
design team has tried to develop a structure that would build upon the strength
of the activities already being carried out under WHO/AFRO auspices and would
also emphasize the criteria and principles ennunciated by the CADA group. Thus
the structure presented below has been formulated with the idea of achieving
maximum cooperation, allowing each of the principal donors the opportunity to
function within the operating principles set by their national governments or
international secretariates with full recognition to the position and role of
WHO/AFRO and UNICEF in the region.

2. Management Structure

The direction and policy guidance for the overall program will be
provided by an Advisory Council. The Council will be aided in its task by four
or possibly five working groups. AID will play the role of principal coordinator
and will manage those aspects of the regional support project which are funded
by the U.S. CDC will be the implementing agent for this part of the program.

The management of activities financed by AID and other CADA members at the
country level will be the responsibility of the host countries along with the
sponsoring donor, based on tle agreements they work out.
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(a) Advisory Council

At this stage in the development of the program it is envisaged
that the council will have eight to eleven voting members depending on the number
of CADA countries actively contributing to the program. Membership will include:

o CADA (min. 3, max. 6 - more likely 4, including AID)

o African experts (1 Anglophone, 1 Francophone)

o WHO/AFRO
o MFDB
o0 UNICEF

Associated members could include:

o Other non-contributing CADA countries

o0 WHO/Geneva

o CDC

o Other donors with active EPI programs such as DANIDA
The Advisory Council will be chaired by AID as lead CADA donor. There will be
in addition an executive committee to assist the chair in dealing with technical
issues and formulating policy recommendations. Membership of this committee
will ideally include WHO/AFRO, the two African Committee experts and CDC if

these entities are willing to accept the assignment and serve in these capacities.

(b) Technical Working Groups

To assist the council in its work it is proposed to have four
and possibly five working groups. These working groups will be technical in
nature and the membership would be dependent on the technical expertise available.
The Advisory Council will be responsible for establishing the committees and
selecting their membership which might include technical experts drawn from
African institutions or from sponsoring CADA countries, technical or operating
personnel from CDC, WHO/AFRQO, WHO/Geneva, UNICEF and USAID field missions or
other CADA bilateral programs or regional organizations such as OCCGE, OCEAC,
West African Health Secretariate, etc.

The working groups would meet on an as needed basis. It is
currently anticipated that there would be a working group established for each
of the components of the program, i.e., training, data and evaluation, operations
research and health education. A fifth group to advise and assist on commodity
procurement may be established if the Advisory Council deems it necessary or
advisable. The council will be responsible for defining the scope of work for
these groups and establishing the procedures and rules of operation.
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The CADA management mechanism for this program is expected to
evolve as the project moves further into the implementation phase and as the
contact between the CADA members themselves as well as with the client states
becomes more frequent. As this occurs roles will become more defined and
specific functional assignments will be made. The object will be to provide
the leadership and incentive for continued cooperation and coordination without
overstructuring the process.

(c) Information Exchanges or Related Health Activities

During the design of this program it became apparent that
in many instances there was a lack of information on precisely what was going
on within a given country with respect to EPI and CDD activity. As part of
the design effort reports were to be produced by each of the CADA members
describing their EPI, CDD and related primary health care activities in the
region. The intent is to establish a simple way of sharing this information with
concerned host country officials and others active in the sector. A means
for periodically updating this data also needs to be established. It is
currently planned to designate a person within the donor community to work
with a member of the host government to keep the information current and assure
that it is shared with all the interested and concerned parties on a regular basis.
The list of AID supported related health activities was the first of these
reports to be completed. It is contained in Annex F . Other CADA
members as well as international organizations have been provided with copies
and have in turn agreed to produce and distribute similar material on their
activities. As CCCD country activities are initiated or expanded this infor-
mation sharing function will be assigned to someone such as a CDC operations
officer or the UNICEF or WHO/AFRO representative: who would be closely associated
with the program. This person would then be responsible for motivating and
stimulating this information sharing procedure.

3. AID

The AID funded portion of this project will be supervised by the
Office of Regional Affairs in the Bureau for Africa (AFR/RA). A senior project
officer will be charged with the overall management responsibility of the program.
A full time physician will be assigned to the AFR/RA staff to monitor the PASA
with CDC and other contracts related to the program and provide the overall
technical coordination for all elements of the program. In order to provide
continuity and maintain close contact with CADA technical community he will be
assisted in this task by a senior physician advisor who will continue under
contract to participate in the annual technical meetings, and further the
collaboration between all concerned parties to the program that was started
during the design phase.

It is also expected the personnel of the field missions and the
REDSOs can be drawn upon to assist in solving specific field management problems,
particularly in the case of the bilateral missions when the management issues
are closely related to their ongoing health activities. Technical assistance funds
will be obligated by a PASA or an amendment to the existing PASA with CDC and
through an AID contract for the health education aspect of the program. Funds
for training, data surveillance and evaluations, and operations research will be
obligated under an umbrella grant agreement probably executed with WHO/Brazzaville
if they are in agreement with this procedure. Limited Scope Agreements will be
used for country-specific activities with special provisions and procedures

prescribed for centralizing procurement of vaccines in and
delivery equipment. and cold chain orher
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4. Procurement Plan

The CCCD project will be implemented on two levels, regional and
country specific. At the regional level, the implementing agent, the Center
for Disease Control through its purchasing division will be responsible for
the procurement of commodities, personnel and other goods and services necessary
to implement the project at that level. Procurement under this grant will be
in accordance with AID Handbook II and subject to AID (AFR/RA) approval. At
the country-specific level the individual USAID Missions, with the technical
assistance of CDC, will procure the necessary goods and services through normal
AID channels. All local purchases of shelf-items will be made by the USAIDs
but will be approved in advance on an annual basis by AFR/RA.

No construction is anticipated under the Grant. CDC will undertake
its own recruitment of any U.S. personnel through its own channels and a PIQO/T
will be issued by AFR/RA for those activities to be conducted at the regional
level. Country-specific activities that require long term technical assistance
will obtain it through mission issued PIOs after approval of the PP for the
start-up activities.

Procurement of vaccines and other pharmaceuticals to be used in
the project will be in accordance with Handbook 1, Supplement B, Chapter 4c3
which contains a complete statement of AID's pharmaceutical policy. AID's
policy applies to AID-financial local currency procurement as well as to dollar
procurement. Vehicles have not been included as local cost items because it is
expected that foreign exchange will be required for their procurement by the
various USAIDs.

Justification for Source/Origin waiver requests for the purchase
of vehicles from other than the United States will be included in bilateral
assistance requests and will be judged on their individual merit. The same
procedure will be followed by CDC for the regional portion of the project.
Local purchases under the CCCD project will conform to sound commercial prac-
tices and will be consistent with the provisions of Handbook 1B, Chapter 18,
local laws and policies of local USAIDs.

Pursuant to page 18-2 Handbook 1B, 18 A4 (a), (b) on purchase of
Code 899 (non-Code 941) products or shelf items in local markets, A.I.D.
financial inputs will not exceed 10% of overall costs during the life-of-project.
Single items costs of Code 899 products will not exceed $2,500.

Local and foreign purchases will be scheduled at the initiation of
the project and will be modified at the beginning of each calendar year.
Scheduling or commodity purchases will take into account the projected average
time necessary for surface shipment and/or air freight of vehicles and other
commodities. Replacement vehicles will be ordered six months to one year prior
to the time they are required by the project. For country-specific activities
before any monies are obligated during each year of the AID Grant, a commodity
procurement schedule will be submitted to and approved by AFR/RA.

Disbursement of local currency will be consonant with procedures
established by AID.
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B. Implementation Plan

A number of EPI country-specific activities have been started under the
AID regionally funded Accelerated Impact Program (AIP). As these activities
(usually planned for two years or less) approach their termination dates the
CCCD program will evaluate the experience and determine what follow-on actions
consistent with the model described earlier in the paper may be appropriate.

All of the country-specific activities to be financed with regional
funds under the CCCD will be closely coordinated with the field missions and
discussed in advance with the other CADA members. When a country expresses
interest in participating in the program on a country-specific basis and is
willing and able to meet the criteria,negotiations would begin between the
field missions or REDSOs following the pattern used for developing a bilateral
agreement. The PID would be submitted from the field and approved in AID/W.
The mission director or REDSO director, depending on existing arrangements,
will authorize the country-specific activities. It will be necessary for the
field mission to stay in close contact with AFR/RA during the process to
assure that the country project takes full advantage of what can be provided
through the Regional Support Project. When the grant agreement is negotiated
funds will be allotted to the field, and the project will be administered and
monitored in the same manner as a reqular bilateral project with AFR/RA pro-
viding the Washington backstopping and CDC/Atlanta providing the agreed-upon
technical services through the regionally funded PASA.

The monthly events on the implementation timetable encompass anticipated
AID, CADA and bilateral actions which need to take place over the life of the
project.

Month/Year Event

July 1981 PP Approved

August 1981 CDC PASA amended

Sept. 1981 CADA Technical Meeting

Late fall 81 Implementation discussions with Africans

‘or early 82

March 1982 CDC produces detailed implementation schedule including
timebables for fielding personnel training schedule and
outline for data and surveillance effort.

April 1982 First meeting of Advisory Council. At this meeting
working groups will be appointed, and tentative schedules
for initiated or expanding EPI and CDD activities will be
developed.
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C. Evaluation

Four internal and three external evaluations of CCCD project activities
will be carried out over the five year life of the project.

1. Internal

The first internal evaluation will be conducted in late calendar,
. 1982, approximately eighteen months after initiation of the project. This should
allow ample time for project start up.

Internal evaluations will review the status of regional and sub-
regional activities. They will also note the extent of other donor interest
and the opportunities for cooperative involvement in CCCD.

The focus of the evaluation will be on measuring program performance
including level of effort and management and logistical performance of each
element of the project, e.g., health education and promotion impact on consumer
acceptance of disease control services. The process of the project will be
studied with the aim of delineating potential areas where operational research
would be useful in finding ways to reduce project costs and/or improve achieve-
ment of project targets as a result of project activities.

Evaluation results will be used as the basis for project modifica-
tion and as the data base for the subsequent years internal evaluation.

The first internal evaluation will be carried out by a four person
team, representing WHO, CDC, AID, and a participating CADA country. 1/

Evaluation of country CCCD activities will include host country
personnel in addition to the CCCD evaluation team.

The number and size of operating CCCD programs will expand during
the life of the project. To undertake site visits and other evaluation
activities increasing numbers of evaluators will be required as the project
progresses. Thus, the second evaluation in late 1983 will be conducted by
two teams. For the third internal evaluation (scheduled for late 1984) and
the fourth and final internal evaluation (to be held in September, 1985),
three teams will be utilized. Four persons may not be required on all teams.

Both CDC and WHO have well-developed protocols for evaluating
disease control programs. It is assumed that these will be appropriate for
the CCCD project. In the event they are not, AID or a contractor could be
employed to establish the necessary project data base and evaluation methodology.

1/ For the purposes of evaluation, all of the team representatives are
considered internal personnel. All internal evaluations will be carried
out by teams whose members come from the four organizations noted.
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2. External

In addition to concern over level of effort, process, and program
performance, the external evaluation will measure project outcomes - e.g.,
actual impact on mortality and morbidity.

The first external evaluation will take place in November, 1983,
carried out by a team of five persons (public health physician/team leader,
health educator, operations officer, anthropologist, and economist). This
team will conduct an evaluation to mezsure the following project output in-
dicators:

1. number of ministry of health managers and mid-level
personnel trained in EPI, CDD and yaws techniques;

2. number of baseline surveys conducted;

3. number of operations' plans written;

4. number of health information systems designed; and
5. quantities and utilization of project commodities.

This evaluation will also examine the status of cold chain refrigerator equip-
ment in terms of the condition of chain refrigerator equipment and the number
and competence of people trained in maintenance. Health education and promo-
tion activities will be evaluated for quality and quantity of materials
developed and distributed and for impact on utilization of CCCD services.

As the project develops, additional external evaluators will
probably be required. Their number will be kept at a minimum consistent
with undertaking the work required. The disciplines employed generally will
be those noted above. It is also likely that a biostatistician will be needed,
particularly to assist with outcome measures.

The second and third external evaluations will take place in
late 1984 and 1985 respectively.

It is anticipated that the external evaluators will suggest pro-
fitable areas for operational research to deal with deficiencies and problems
concerning project activities.

Particularly important will be outcomes evaluation, for example,
the effect of the project on extent of effective immunization (sero conversion);
impact on health status; project costs and cost effectiveness; cultural
appropriateness of service programs; training outcomes, etc.

The third (final) evaluation will assess the extent to which the
project has achieved its purpose and objectives and will make recommendations
for follow on CCCD activities.
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3. Evaluation Schedule

a. First internal evaluation November 82
b. Second internal evaluation October 83
c. First external evaluation November 83
d. Third internal evaluation October 84
e. Second external evaluation November 85

f. Final internal evaluation September 87

g. Final external evaluation November 87

D. Conditions, Covenants and Negotiating Status

1) Regional Support Project

Before monies are obligated for the PASA with CDC, each fiscal year an
annual budget will be submitted to and approval by AID/W. Before project agree-
ment (s) are executed obligating funds to cover the training costs funded under
the Regional Support project, detailed budgets including numbers of each type of
training course to be given will be submitted to AID (AFR/RA) for approval.
These submissions will cover the current years anticipated expenditures and
projecting future year requirements.

2) Country-Specific Activities

(a) Before monies are obligated to cover the costs of data collection,
disease surveillance and evaluation, and operations research financed under
this section of the project annual budgets will be prepared by CDC and approved
by AID. The project agreement(s) will also set forth the disbursement procedures

to transfer these funds to the individual country activities where implementation
will take place.

(b) When individual limited-scope-grant agreements are planned to be
executed under this program the concerned USAID or REDSOs, in collaboration with
CDC, will submit a Project Identification Document (PID) to AID/W for approval.
There are no outstanding covenants.
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24 72 92 92 92 92 _10 24 556
- - 100 50 50 30 30 20 10 290
134 380 307 187 367 320 268 159 §2,422
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CCCp RUNGET (In aaas 11,8, §)

1961 1902 1903 1984 1985 1986 1987 1988
§ Ma. § Mo. $ Mo. § Mo. § Mo. § HMo. $§ Ma. $§ Mo, TOTAL !

B. Fleld staff

1. Salarfies and Benefita

a. Tralner Coord (Braz) - - 1860 9 120 12 120 12 120 12 120 12 1120 12 0 9
b, Med Epld (West) - - - - 9% 9 120 12 120 12 120 li 120 12 60 6
a. Hed gpid (Bast/South) -~ - 30 3 120 12 120 12 120 12 120 12 120 12 60 &
4., Med Epid {(Central) - - - - 90 9 102 12 120 12 120 12 120 12 60 6 ‘
e. Operations offlcer 60 6 120 12 120 12 120 12 120 12 120 12 60 6 T
f. Operatlions officer - - - - 120 12 120 12 120 12 120 12 120 12 - =
qg. Operations offjicer - - 60 6 120 12 120 12 120 12 120 12 120 12 60 6
h. Operations ofticer - - - - 120 12 120 12 1206 12 120 12 120 12 120 12
t. Operations officer - - - - 120 12 120 12 120 12 120 12 120 12 120 12
}. Operations officex - = - - 120 12 120 12 120 12 120 12 120 12 120 12 i
Sub~Tatal - - 330 1140 1200 - 1200 1200 1200 750 7020
2. Travel - - 20 100 100 100 100 100 &0 560
Sub-total - 7600
C. Overhead | . !
1. U.§5. 20s 27 142 305 517 an i 304 294 182 1892 k
2. Overscas 5% - 1 5 5 5 5 5 3 29
Sub-Total 1921
TOTAL C 11,943



IX

A.

Training

EPI Manageuent

1. FEPI Management I

2. * Management ¥I (Regional)
3. * Management IT {(In-Country)
4. * Cold Chain

CDD Management

1. CDD Management T

2. CDD Management II (Regional)

3. CpD Management IX (In-Country)

4. other Workshops/Seminars
WHA/AFID Managewent

. TCne
2. 4Yraining & Loglstica

TOTAY,

1/ Number of Courses

SEN-ghepiepiuing

18682 1963 1964 1965 1966 1987 1988 Total

§ ¢/ § ¢ § 3 $ § cC 8§ c
160 2 160 2 160 - 160 - -'360 2 @00 10
160 2 160 2 160 - 160 - —j 160 2 @800 10
300 10 300 10 240 240 240 240 B8 240 8 1800 60
200 4 200 4 200 200 200 100 2 00 2 1200 24
160 2 160 2 160 - 160 - - 160 2 800 10

- - 160 2 160 160 160 160 2 160 2 9260 12

- - - - 120 12a 120 120 4 120 4 600 20

50 1 §0 1 1loo0 100 100 6 1 50 1 500 10

25 k 1 35 35 25 25 20 200

42 46 53 32 52 28 45 300
1097 1273 1388 a8? 1377 123 1218 7960

g XINNVY



<« . ooo't, , , . ' :
' —"oot . - ot . Ot ot oF ot _ ot - buguteal ADd ¥
ort - ot or ot ot ot .ot - PIVIIOIVH €
.u 006 ot oe , ot 007 00z ooz | OEl - waoL 320ME T
ooL 09 - , ort - ore - _ ort - mxes buor 1 .
) . a goojAREg 0RIJU0Y
1viod gg6t  L861 R TT 5061 Ty toei el o6t

uojjeonpa qageant 111

.
.

, Teiviioa -6'n 9000 Vi) JA0aMa 1000




ANNEX ¢

ECONCMIC ANALYSIS

The decision to initiats a kealth program in sub-Sahazan Afzica poses a
aumber of difficulties. Every country in the rsgion appzcachas health caze in
a diffarent manner; scme have significant investments in urban cars, others
have attsuptad provisicn of primary health caze to rural populaticns, still
others have chosen a2 combination program. To effsctively assist such diversae
systams, 2 cost effective, flaxible initiative is necsssary. An imunizatien
and diar=heal disease contzol program, with st=ong emphasis on management,
adninigeraticn and tcaining, was salectad to maet the critsria. Given tiils
dacision, the following discussicn provides an econcmic raticnale for the
choics and a modified cost effsctiveness analysis of varicus approaches to
achisving the project goals.

I. Diseass Profile

Infgcticus and parasitic dissases in concsrt with zalaut=ition hbear almost
exclusive susponsibility fZor the high mortality in deaveloping countrias. Among
infants and young children infecticus disease is the major cause of death; para-
sitic infection affacts adules nore fraguently, causing high adult morbidiry
zather than mcrtality. 1/

A recent rapost by A.S. McCock lists the five lsading infecticus diseases
in 36 Afzican countwies as rsported and cumpiled by WEOQ; thase aze ligted in
Tabla 1. Infacticus, parasitic ard particularly malaria diszzheal diseases
maks up tha major canses of morbidity ané morsalisty ia sub-Sanaran =irigar
countrigs. Ecwaver, raducing the incidencs and prevalanca of infactiocus and
dizr=heal diseagaes i3 the basis for the CCCD project and the subsequent
analysis will rafer only to thesa diseases.

The regional health program under CADA auspices focuses directly on infacticus
and ddarrheal diseass amecng the high risk population of infants, young children
and preqnant weman. To significantly affect mortality among i=fants and small
children in the short tazm requires efforts &5 reducs infecticus and diasrheal
diseasa rravalencs. However, choics of immunizations should be a function of
the dissass pattarn of tha countsy receaiving assistance under this program.

TABLE I

Ranking of Lesading Infscticus Disease (1374~76)

in Ninetsen Sub—-Saharan Af>rican Cocuntriaes
Measles % Tuberculosis
Diarzheal Dissase -Diptheria
Pertussis (Whopping Couch) Testarpus

Sourca: A.Ta': .‘!ccéok, 1980. "Repor: on ild Heal®h in sub-Saharan
: Afzica, with Sarticular Refezence o IZPI and Diarzheal Dissases.”

1/ Samuel Presteon, "Causes and Conssquences of Mortality Declines in Less
Develcped Countrias during the Twentieth Cantzzy." in Rickard Zastarliz,
ed., Population and Econcmic Coange in Ceveloping Countzias, ¥BER, 1960.
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IX. Cencgrachic and Healsh Characteristics

Africa has the highest regicnal death zats (21.2 per 1000 populaticm) in
the world, and the highast worldwidae infant moriality rate. 2/ The high averags
infant mortality rats of arocund 152 per thousand live births partially explains
the low average regicmal lifs expectancy at birth of 47.2 for men and 50.3 Sox
weman, the lowest werldwids regicnal averages.3/

High mortality sacourages digh fartility as couplas genszally compensats
by having mora childvun than they wvant to ensurs susvival of a desized micimmmm,
Afzica is rojectad to expazisncs the largest percsntaces increasse in pepulation
Z all the regicns between 1950 and 2000. The populaticn of Africa is expectad
to riss by 278 pazcent; the second grsatest increase is anticipatad in (Westam
and Southeast] Asla with z prejectad 212 percesnt inczease. Sinca roughly 52
percant of the population is in ths childbearing ages (15~44) and most of the
s af the population is below age 15, tha cusTant avezxage bizth ratas of
is not expectad to fall in tha shoxrt zua.

o

3

This project thus has clear implications for population growti ratas. The
anticipatad fall in mortality will raise the oumber of children surviving %o
adolescance, and should contribute 4o lower maternal aorbidity and mortality,
this raising wemen's fscundity; both factors will exacszbate tha climbing
perulation growth ratas emsrying in a mmber of African countries and predictad
in the rest. The i{zmmnizarion and ozal rahydzaticn efforts funded under this
sroject ars desigmed %o build uron and improve an alrsady funceicning health
care system; together, thess will coptzibuta to an acsslarated daclize. 4/
Zowaver, both experiance and ressarch in moztalisy findings indicata that fex-
tiliecy (and therefore paopulaticn gzoweh ratas) dces not £all wmntil noztality
is zeduced somewbat. Given thesa Zactors the projected nusmber of bizths iz
Tabla 3 following the U.N.'s low variant populaticn projections is highly
optinistic, especially for the naxt five years. The leng tarm cutlcok is wors
cptimistic sinca improved health and this suxrvival generally encouzage lower
foxtilisy.

III. Targees

Wemen of rapreductive age and small children under five years generally
maks up the high risk health groups in IZCs. This project aims at both coher:s,
exphasizing oral zrehydratisn tharapy for children undar fZive, and lzmmmizasion
for aewborm infants apd children grder a vear old., The tatanus immmizaticon is
fargetaed at pregnant wcmen.

2/ D.L. Nortzan and E. Hofstattar, “Population and Family Plannisg Programs, A
Compendium of Data throuch 1978°, The Populaticn Counedil, 19€0Q.

3/ Infant mortality rates are Zzom the U.S. Buzeau of the Cansus, all otler
2igures ara from Nortman and Hofstatiar.

4/ In "Ths Consecuances of Accslearatsd Mortality Declines for ¥ituze Pepulaticn
Gzeweh and Foonomic Progzess in Develeping Countwies,” D. Gwatkin and S. Srandel
discuss opulaticn increases under alesrmative mextalisy schedules for each
regicn izncluding aAfvica, CUnder rapid mersalisy decline schadule thay sstimata
a 14 Pezcant incTeade in africa's sopuliticon between 1975 and 2100.
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The exgectation is to have zoughly 50 percent of children under one year old
immnized by 1989 (1982-198%9) at a total cost of between $302.5 (fixed services and
' $312.3 (outzreach) millien. All pragnant women with access to fixed facilitiss ars
targsted for tetanus immumization; the cost of this srogram is included in ke zer
capita cost of infant izmunization. )

s e . - are - —— - reee o s -

Estimates project that 27.5 percsnt of the sub-Sanaran Africa populacien
' will have access to fixed health care facilities by 1985 and 30 gercant by 1990.
The estimatas for the total number of childryen requiring immunizations for each -
year of the project is listed in Table 2. The 1981 estimate is 15.7 million
infants which rises to 19.3 by 1990. The sroportion of newborns rscsiving
izmunizations will be a funczion of the percent af gopulation coversd by fixed
services plus whataver outrsach efforts ars included; this alsoc determines the
aunber of children recaiving oral rehydration tharapy and the proportion of
gracnant woman izmmunized. Hence the extent of primary health care servics
coverage and the cutyreach capability ultimately dafines the target gopulation.

IV. Cost Effsctivenass

Estimating the net benefits of an i{mmnization and diarxheal dissase contzol
grogram is extzamely difficult, particularly since thae dirsct econamic benefits
are decresased mortalicy among infants and children under five. gQuantifvying
Denefits in health traditionally invelves deziving the grssent value of exgectad
lifatime income. This method of estimatcing benefits has been critized for
neglecting most wemen, and childrea, neither of wicm generally easn mcretary
incone. 3/ . - :

This project addresses the most saliant infant and child diseases underlying
the high moreality rates for these conorts. The benefits cof presserving lifs and
investing ia human capital are considersd adequats to substantiats axpenditurs
en immmizations and diartheal contzol. The ramainizg issues are the Zollowing:
(1] thea cost-effectivenass of immunizations delivered alone versus theizr delivery
4s part of a "package" af immnizations, given existing disease prevalence and
altarnative immunization delivery mechaniems; and (2) alteznative neans and ccsts
of preventing and/or curing diarrheal disease. In both instancss we assuma Sixed
outzut cbjectives and therefore measure cptimzal (cost effective inputs.

Immmunizations. The cost of fully immunizing a child has been calculated in
various progzams frem $1.90 in Yacunde, Cawercon to $9.25 in Sudan. §/ In Table 2
below the costs of fully immunizing a child and providing tstanus immunizaticons -
for pregnant women are given for servicass deliversd through (1) existing PEC
facilitias (fixed); (2) provisicn of ocutTmach services from sxiscing facilities
(cutxeach); and (3) establishment of mobile %sams to reach remcte rural arseas
(mobile). The costs are largely based on pravicus immmnization programs in Xenva,

S/ "The Social Valus of Saving a Life," ¥ancy DorZman in Zealth: What Is It
Worth?, S. Mushkin and D. Dunlap eds., Fergamecn Policy Studies, 1979.

6/ AllL cost data originate from "Cost ZZfsctiveness of Programs to Compat Communi-
cable Cildhood Disaases in Xanya"™ by Howard 2armum, AID/SCC/PROC-C-0201, %2, 198C.
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FIGURE 1

COMPARISON OF THE COST EFTTECTIVENESS OF A
PUBLIC WATER PROJECT AND ORAL REEYDRATION PROGRAM
WITE SELECTED IMMUNIZATIONS

COSTS
Death
Prevented
700
600
Polio Immnization
500
400
Imolementation phase | 1
OPT, BCG Inmmizations
300
Public Water
200
Imcleamentation .
10 Phase of Immnization-~
: ] Total Itmunization
Program ;
Qral Rehydraticn—
Effectveness
SRR S E SR TR s ot il R U
ETPECTIVENESS
1

Considered as added to an ongoing immunization program.

Source: Sarmum, "Cost Iffaciiveness of Programs o Combat Communicable Diseasas
in Xanya“
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TABLE 2

WYPOTHETICAL COSTS PER FULLY THMMUNIZED CHTLD

WITIL ALTERNATIVE DELYVERY MODES

(1979 U8 DOLLARS)

Total
Cost /Fully ] Porelign
Delivery Vaccine Cold Trana- ﬂnlnrleal, a/ Inmunlzg, Domestic Exchange
Mode ﬁupplyk! Chain portation Trainin £ Other— Child— Cost Codta
Fixed 1.00 .20 .20 2.00 .25 3.63 (4.80)L/ 2.20 1.45
Outreach 1.05 .30 .30 2.00 .25 3.90 (5.13) 2.20 1.70
Hob11e2/ 1.05 .30 4.75 2.50 .30 8.90 (11.70) 2.75 6.15

a/ Mobile teams require imported petroleum, explaining the high transportation and foreign
exchange component of the mobile mode.

‘b/ Vaccine wastage is sssumed 5X higher in Outreach, Hobile Modea.

¢/ Salary and trailning coste are arbitrary snd may be higher or lower depending on the
salary scale in each location.

4/ oOther costs fnclude surveillance, evaluation end research.
/ Includes costs of immunizing pregnant women as well.

f/ Total cost figure in parentheses indicates the fully fmmunized cost per child and mother immunized in 1982
U.S. dollars, .

SOURCE;: Barnum, Annex XXX



TABLE 3

ZSTDATED NCMEER OF DMUNIZATIONS RECUTRED

CXOER ICW -VARIANT POPCLATION GRCWTH AND ZXPECTID

DRSPASE IN PEC STIVICE COVERAGE IV SUS-SEARAN AFRICA

Sunber of to be PHC Sexvicas ¢/
Births - Lew Dmmonized b/ Tizad Cutzeach + Fixed

Variant &/ (% of Bepulation wishk aAccass)
Qeillions) Qeildicns)

1380 15.3 3.3 2s S0

198l 18.7 3.7 25.5 . =L

1982 16.1 14.0 28 52

1sa3 16.8 14.4 26.5 83

1984 17.0 14.8 27 54

le88 ©17.4 5.1 7.5 3

1286 17.9 5.4 28 25

1987 18.4 15.7 3.5 57

1988 18.8 16.0 29 sa .

1589 19.3 6.4 29.35 59

1ss¢0 15.8 18.7 30 6Q

1991 20.3 _ 17.0 30.5 61

1992 20.7 17.4 3l 82

1993 21,2 17.7 3L.5 &3

1994 21.8 18.1 | 2 | 54

a/ Starting frmm 350.2 million population in 1980. This is based an a 1979 estimatad
peculation of 340.5 zillicn 2or sub-Sakara AfxSca. ?rodiecticns fasad on Taized
Nations estimatas for low populaticn gzowti.

5/ The mmber of childrun needad Lmmemizatien ia a given year Ls estizatsd a3 the
armber of births zinus fifkaen sSercs=nt 23 acTIunt f2r an average inZant 3ozlalllty
zata of 150 (150 infant deaths ger 1000 live Sizshs).

g/ The Frojecticn asmmes that growsh of the Zixed delivery systam will za sufZicient
£5 stay abweast o a 2cderata ¢cTowti in sopulaticn slus an additicmal . 5 nercantace
Foints a reax.

SCTRCE: Pcpulaticn Rafermoca Zussan. 1379 World Populacica fata Sheec.
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TABLYE 4

Projected Size of Population To Be Covered and
Estimated Total Annual Cost of Alternative EPI Delivery

Escimated Proportion of

Target Population ! a7/
Recelving Tmmunizations Number of Tmmunizations a/ Cost per Fully Immunized Child b/ Total Cost of Tmmunizations
Fixed Outreach rixed Outreach
L Infants Pregnant Women ¢/ ' Services Services Services Services
{000, 000) {(us §) {us $§1,000,000)

1901 10 1.37 1.57 ' 4.42 4.66 © 6.05 6.30
1982 15 2.11 2.42 4.80 5.13 - 10.13 16.42
1963 20 2.6808 3.32 5.28 5.64 . 15,21 16.24
1984 25 3.69 "~ 4.25 5.81 6.21 21.44 22.92
1985 30 4.54 5.22 6.49 6.83 29.46 31.01
1906 35 5.40 6.27 7.11 7.51 38.50 40.55
1947 410 6.29 7.36 7.84 8.26 i 49.31 51.96
1904 45 7.22 8.46 8.63 9.09 62.31 65.63
1989 50 8.02 9.65 9.49 10.00 : 76.11 80.20
1990 55 9.18 10.89 10.44 11.00 95.684 100.98
1991 60 10.22 12.18 1).48 12,10 117.33 123.66

8/ ‘he Eigures are the number of immunizations, based on Table 3 and the proportion receiving

twmunization listed in Column 1.
b/ Implias 108 inflation rate, based on a 1979 figure of $3.65 per fully immunized child.
(Includes cost of lmmunization for pregnant wowen).
¢/ Separate data on cosls for lmmunizing pregnant women is not available.
d/ ‘total ocost values ineclude surveillance, evaluation and research, but not the costs af technical

advisors, management training or health education all of which contributa to the immunization.

These cost fiqures assuma that the ralevant population have access to existing fixed facillitlies
aml related outreach serxvices.

totes Column 6 = {(Co). 2) x (Col. 4)
Coluun 7 = (Col. 2) x (Col. S)
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Camezoon, Sudan and Scmalia, and can only proevids zoughh ozxders of zugnitude.
According to Tahla 2, providisg il=mmunization thzough fixad facilities is the
most cost effective approach. On tia basis of these calculations, the project
should be implamentad to initially serve thoss with existing access, cnly
introducing cutreach oncs the population of "f£ixed™ sarvices ars coversd. Use
of mobile tsams is not cost effective and should be a low pricrity. The lattar
is not discussed here as an altarmative.

Roughly 25 percent of sub-Saharan Af-ica's populaticn has accass to public
health caxe; household coverage can pexhaps be doubled by adding outzeach
servicas. In Table 3 the exteat and gzowth of fixed and outreacl sezvics is
estimatad. The same Table indicatas tha total noumber of newborns anticipatad
in each year and the siza of the lomunizable infant populaticn. The lattar
is about 15 percvent smaller sinces infant mortality averagms azound 15Q per
thousand live births in sub-Sabara Afirea.

Expansion of fixsd service coverage is expectad to excaed population
gzowth by half a percantags point a year; outreach services will inczease by
cne percantage point a vear, maintaining thae ratio of covering double f£ixad
service coverage.

Annex providas cost and coverage figuzes for 3igh, medimm and low
forulation growth rates with phased adoption of fixed, outreach and =mcbila
sexrricss. Diffsrences in pcpulaticn do not significantly affect total costs,
especially in the first fiva years. Given the dascripticn and prodactions of the
African demcgzaphic situaticn the followiag discussion will focus en the total
costs udar tle low~gopulaticn gzowth variant.

Table 4 provides cost astinatas of immmnization coverage applying the
data cempiled in Table 3 and the cost astinates for fixad and fixed/cutTeach
immmizations fzom Table 2. The proportion of the population recaiving immuniza-
tions in columm 1 of Table 4 is based on anticipatad axzansion of immmization
coverage given earmazicad resourcss of AID and other donors and the axtant of
fixsd and outrsach servica coverage. The cost of ocutrsach 1s considarably
higher than the fixed servicass along, but as Table 3 indicatss, coverage doubla
as well. Given tha lower relative costs associated with immunization dalivery
througl reaching the fixzad services, it is most efficisnt £o resach this popylation
completaly befors undertaking the mors costly fixed plus outzeach agprcac:h._/

The total costs cf irmumizations is based on “he =umber of sexvri icing
children (Table 3), the provortion of that population which can te immunizad
and the cost of fully immnizing a child. This means that in 13982 1S percent
the 14 million servicing newborms and the same gercentage of the 15.1 million

]/ This argument waights efficiency at the expense of eguity. A lass ef®icient
but aore equitahle approach would aot concantTats exclusively on providing
those witi scme hsalth care sexvicss with immunizations, but would atleamct to
feach the curzently unserved Zora promotly.
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8
pothers will Be fully immmized at a cost of $10.13 adllien, oz $4.80 :hild'/
The cost of immmmizing sragoant wmen is includad in the per ciild cu Ln".‘ablc
4. Since ccst braaikdowns are not available !umut‘a.r.mvtlid.tt?cfthu
asstmpticn cannot Be confimmed, nor can we c=upass tia cost effectivenass of in-
cluding or exclmding it. The cost effectiveness of immmizing all vezrsus ocnly
mwmb‘wnm

mmzaazmw@.ma:mmmwumu :
expactad to increasa rapidly and exclinsive use of fixed sarvicas will oaly bs possible
through 1984. Tha more costly cutTeach effart will be an izportant coumponent
of the CCID progzam tirough the life of the project. If fixad sarricas could
sezved the total number of children impmnized the total 8 years costs would be
$302.47 millicm; if culz cutzsach saxvicas ware used tha total costa for 1982-1989
would be $319.33 xmillien

Tabla 5 estizatas the total costs Lf przjectad coverags ls achisved and
expansion of fixsd and outzwach servicas follows tha anticipatad gmowtl path
shown in Tabls 3. Ths first thres years of the project fiyad sarvicss can fally
sccommodata the IPI. Prom 1985 on the total costs includs an incresasing procor-
ticn of cutTsach saszvicas which leads to a2 zagid incTease i3 costs. Ths total
moumt ragquired o meat the tarjet population betwean 1382 -and 1989 is $307.99
million, using outrsach caly when fixed servicas can 20 longer ac=cumodata the
entirs tarcet populaticn, The tHtal cost of risizg fixed and outzeach sexvicas
axceeds t8a cost of ouly using Zixad servicas 3y lsss than $6 aillion; however,
the costs sesvicings ars over $11 million LX a comBizaticn of fixad and owtw=achk
is used instsad of just cutweach.

CQrtruach servicas could be plased in stages, 2ut zost ¢f tla initizl
affort siculd ks dizection at meetizg the capacity of fixad sazvicas. In
this instance the extant of omtosach providad would be a functicn of the pezTent
of tia populalicn to be coverad above thosa served by fixad sazTices. The costs
of these are shown in Tahle S. Table 6 shown a Aypotlietical plan Zased oz a
goal of lnczeasiag progzam actass %y 10 percantage points 2 year, Teacking fall
coverage by 1389. This is only providad for infants, 2ut is ladicative of the
aumbers iovolved and providas costs comparable to those of Talls.4d.

A. Altarmative Immunization Packaces:

Tia cost effsctliveness of 2ealth intarventicn can la zeasursd by
ccmparinog tis costs ser disease casa and 2hs costs per dsath oraventad across
FTograms. For example, it is usaful £5 esti=ata and compara the Cosis per cise
and daath preventad of saparate RIrogTams versus gackage immunicaticns to identify
the zost cust effective aporoack to iommmizatica.

Cost effactiveness comparisons can easily be calculatad dy dividing N
the total cost of each izmunization procrams, or combination sTogT=m, by SRe
Appropriats aumiter of recorded cases and deaths (attach rats]l. Data constTalats
of2an inhibit suck analysis; bowever, bslow is an exampls of just such an analysis
in Xanya. The rwsults indicatad a low ateack rata for zolis, coptTiluting to

8/ mue only cost figuze available is the averaga per child cost. Iz acplying
this figure we assume a horizontal average cast cuTve., Any otlaer approach
would rsprasent jurs gquasswosk, SO va Zave asstmad a4 constant averaga castT
and have comroundsd 4le rar capifa cost 10 gerzant armmally €5 ac==uns Zfor
aflation.



TABLE s
COST EXTECTIVEVESS OF POSSISLIE IMMUNIZATION PRCOGRAMS

e e e e =S

FOR KENYA
COST PER COST P=R
PROGRAM casT CASE PREVENTID |(SEATHE PREVENTED
DESCRITTION
; 000's of X. sh. K.sk. (%) X. sh. ($)
1. Total Frogrmm 131989 36 ($4.8) . 4L ($2%)
Z PT, T, XG enly 93763 61 ($3.1) 2058 ($274)
3. Memsles enly : 531 - 28 ($3.7) 374 ($30)
4. Polis enly 76302 9839 (51272 47676 ($83sT7)
s. oet, ™, XG4 1/
as zargiral pooorEm 79 15 (s2) 21 ($639)
6. Memslex as '
mmryiral srocram 31368 s (52 . 198 ($2¢)
7. Falio as
margical peoorem €363 852 (5114) 4258 ($383)
8. Yew 3izths cnly 63470 12 (54.4) 527 (s70)
9. Izplenentation
mmzgimal
GIIL, DeONITITONS) §2529 4Q ($3.3) 46 (S11I)
10. Isplemertaticon
marziral
TPT,2C5, Polio) 3920 s6 ($7.95) 2815 ($379)
p¥4 mguuﬁpuummﬂummmuzm:ammmm:
ocherwise a vercical immumizacion sroject L3 assumed.
Nete: Thesa data wese coupiled Io=m existing stodliaes; sissing datca vese axTzaznliated

fzom cther African studies. Scowaver, ths data aTe sot carsallstic,

Scuzee: "Cast TY9ctivenesy of PrsgTums o Combat Csmmmmicabla Chilihood Dissasas
in Xecya,” Boward Iarmim, AID/SCD/POC-C-Q020L, #2. 1298Q.
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high ger czse and per death costs, Givea limitad rescurvss, tTansfering financial
suppert o Iizmmunization witd lower costs per uwnit of effectivensss inc-easas
efficiency since tis raturn or investanent will Za much Rigler.

Examole: " Takle 6 provides the necassary ccmparative data for the seves
immanizable diseases. TRa cost per dsath prwvwatad by the eatirze immmmization
progzTam is $85. It is also estimatad that the cost per death prevented by adding
the immmmoizaticn of childrwyn aver one year of age in tle implexentation jhase
is 60 pezcant g=ematar tfan tie cost par death praventad f=zea tha ismunization of
naw birtise only (lo Tadle 6§, 8 versus #3]. While the abscluts diffsrmncs in
cost is not great (370 verscs 3113 per death yreventad), the cost differsptial
does izmply that, it is morm cost effactive %0 concentrata on immunizing newbarzs
rather tdan adding full immmmizaticn programs for oldaz children €9 an existing
PEC progzam. Tis discrepancy ls at ridatable o the higher attack ratss and
case fatallity ratag, in tla first year of lifa foz many of tls diseasas.

Looking at the separats izmunizations It can s seer t2at ths measlss
Imxupization is tle nost significant component of the total progzam and, at $5Q
per death praventsd would be highly cost éffsctive even if it wers necassasy to
caz=7 it cut as & separata procsam. DPT, ‘r“udacs_/tor;tths:msmwhat
costly (at 3274 pexr deatl praventsd] as a sspavats progTax dut aze Righly cost
sffactive (at $63 pery death preventsd) 23 a component of tia total progzmm.

In comtrast zolic i=mcmizaticn, even when cansidered as zaxginal (that is,
as an addad progran) cast iloost tTwenty tizas more ($1l4] per casa sreTeatad
and seven tizes aore ($563) fer death praventsd than the overall progzam. It
should be ncted thkat t4is result is Lighly depencdent on %Zhs low atiack rats Zor
polic and the estimatsd domestic rscazwent costs, I the toua atlfack zats is
significantly mndersstisatad or tla additicmal personnel tize and othar racuz=ant
custs aze greatly oversstimatad tie actual cast effsctivensss ¢f polio immuniza~-
tion would be greatar., 3Jut, as calculatad, tis digh cost of polic immmmization
per utnit of effsciivenass encourages a swarsi for altaznative, more cost
effective intarventions.

ik example can easily be adoptad in dasigning tie countsy specific
immmnization efforts; if any of the relavant data are cbtairabla such analysis
sbould be undsrtakan %o identify the most Cost effwciive Izmunization grogTam.

3. Trainine and Tschnical Advisors:

Training is comsidared essential for wpgzmadirsrg sanagement and admini~
stTation Of existing systmms and for ensuring ths propezr implemeataticn of a
f2ll immmizaticn progTam. Wity thae exception of adscuate finagcing, 244 nost

Z/Givan the assumed low atTack rata or tuberculosis it is possiale that tia
3C3 compcnent is relatively exgensive ser unift of effact. IZowaver, tls
espacially coor qualily of the lafcrmaticn on thas costs and atack and
casa f3tality -atas associatad with the 3CT izmunization frecluded a sapazata
analysis.
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TAELE 7

THE COST OF A HYPOTEETICAL ORAL REHYDRATION PROGCIAM
FOR KENYA
@9a's X.sh. (000's $)

The Progzam
caQasnT . Independent Considersd as
CATEGOQRY Progzam “added"” or mazginal
Vehicles® 1600 -
Packets? ' 14000 14000
Other Squipmens. :
and Trainizng 1500 1539
Contingencies“ 1700 : 1400
Adniniscagive
ZXpenses scac : -
Fersonnel’ © 13000 184000
TOTAL CDSTS 41809 ($5573) 34900 ($4633)
I

Scuzze: 3asnca, “Cost £ffactiversss of FrogTams D Combat Commmummicabls Disasses
in Xenva" )




TABLE 7 (continued)
FOQTNOTES

Assuned the same as the mtatian csst Loz an indepo.ndcnt
Zeaslas progzam.

The cost of a packat is $.10. Two packets are nseded fex
episode. Tha cost per episode is $.20.

Based on the case incidencs estinates for diazrhea in =abla
it is estimate that there will he 18,290,000 cases over the
sgven years of the project life., It is assumed that half
of the cases will requirs trsatment. Therafore tha total
cust of the required packets is :

$.20 X 138,290,000 X .S = $1,820,000

Using an exchange rate of 7.5 X.sh. = §l the cost of packats
is 13,718,000 KX.sh,

Paciket csst and f:aquen:y of cases ragquiring treatment are
taken fzom: R.EZ. Black, “"Mass Madia and Healih Practices
Project, Rapert om Visit to Tan=zania®”, September 1979.

Escimated at roughly 25% of tle sost ¢of twaining, manuals
apnd tachnical assistance for the immunizaecicn pregran.

0% of the total of the three items above.

Estimated at 25% of the cost for the izmmmnization prugzTam.

Estimatad as roughly ecuivalant to the independent measles

program. Personnel time is racuirzed for explanation of the

use of the electirolyts solution in the home, motivation and
distxibution of the packets.
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TABLE 8

COST ETTECTIVENESS OF A HYPOTEETICAL WATER PROJECT
IN THE PREVEMTION OF CHILDHCOD DIARRHEA

l. Cost for a community
of 10000. ' $ 7000

2. Number of Cases
' Prevented per Year.l S44

.3. Number of Deaths

Prevented per Year.l | : S
4. Cost per

Case Prevented $ 13
5. Cost gper

Death Prevented $§ 1400

In children (-4 yvears of age. Assuming an efficacy of .1l3.

Source: 3arnum, "Cast Iffsacuiveness of Programs o3 Compat Cammunicabla Diseasas
in Xanya”

e oe o mme o
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serious and commen weakness of primary health care efforts is inadsguata zmarcage-~
ment and sgpervision. And, this Eeccmes critical wian vaccine stozage and
transportation ars involved. WitSout an adequata training ccmponent for immeni-
Zars, supervisors and managers, EPT initiatives cannot De expectad to ke
implezented provezly or, tlersfore, to have any significant impact on the target
scpulatica. ol .

Altamative anathkods for ensuring cowmpetent nanpower £sr EPI implemen-
taticn do not exist. Adegquate training is fundamental to the succass of primary
health care dalivezry in genezral and ta I2I efforts in particular. Under such
circmmstancas the i{ssue becomes the adecuacy, rmlavancs and cuality of tzaining
and €8s training needs of eack level of health personnel.

The extant of technical assistance in Af=ica procer vezsus cn—call
Srom Atlanta is similar to the issue of tTaining. Althouch the cost of full
tine African resideance is three tines the cost of Atlapta~pased exsertise it is
oot clear that the net Zendfits do not favor in-country residence as such assistance
can prove essantial to smooth functicning of the progzam. However, without
furtler inforzation, judgments on the extant of Afzica-basad assistanca requized
cannot realistically ke mada. TRe cost diffarences aze listad in the financial
section, but benefits ars impossible to guantify witBcut informaticn on the
lossas associatad with Atlanta versus AFrica Based personnel. Carefuyl assess-
ment of this cuestion is important, in the aksenca of gquantiflabla comparisons.

c. Diaz=heal Disease

Qral Rehydraticn

Tais secticm considers the cost effactivenass of a progzam <¢f ozal
rehydwation for children suffering fzom diarzhea. The following secticn discusses
altarnative means of reducing ckild moreality, 2cllowed By a discussicn of the
ralative cost effectiveness of immunizaticn, ozal refyd=atien and water supsly.
Several studles have shown that a glucose electrolyte soluation can Ze taken
orally and absorbed by children threataned with dehydraticn from diarzztea.

Many of the studies wezre carzied out in clinical tzials but the evidenca is
growing that the sclution is effactive when administerad by the zoother in home
tierapy. Tihere is, Rowever, no experisncs to datas witl large scale rshyération
programs, Dut tlere is no reliabla data cn the cost and affects of a lazge
scale jcme tRerapy progzam in Tuzal Afzica.

The estimates for tie hypotlaetical progzam, again for Xamya, cansidewad
hare are conjectural. The estimates ars made undar the asstmption that the
srogran would gzow, in tarms of the proporticn of total ciildren having access
to> tle services, at the same =ate as planned Zczr the Xanyan immunization progzanm
discussed undar IV A above.



Two altermative aestizatas of costs are made. Tha first estimate gives
the cost of mounting a seaparata, indapendent, rehydration progzram not drawing on
perscnnel time or administrative extenses of the immunization pregram. The
second estimate gives tia cost of adding oral rehydration as part od an inta-
gratad cBild Realth progzam including immmization. In this case the instzuction
and motivation of tle Dotlar in the use of ozal rshydration tharapy would he
given at tha same tima as a visit for immunization.

Tabla 7 provides estimatas of the cost of an ozal refydration progzzm
mdar tha two altazmatives, The costs aze approxmatsd ia each expenditure
catagory by compazring tha proBable rscuirements of tia hypothetical oral
sehydration program with €8s requirements for the imxuaization progzam. It is
assumed that tie personnel time reguired for explanation of the use of {ile
elactrolyta solution ia tle hcme, movtivaticn of tSe mother and distzibution of
the packets would approximately equal the time raquired for an iadependent
neasles program. .

Qalculaticn of tia number of deaths praventad by an oral zehydration
progran is based on tie case incidenca and case fatality zatas listed iz Table
8. Tha pregram would cover eighty pervant of ciildren Between bizr:l and ZSous
vears of age in distzicts with accass to tha program. The effectivenass of
heme administared oral reRhydwraticn (s difficalt to predict Secause of the nany
Zactors, sech as watar quality and the timing and cont=ol of suantities adminis-
tared, amy vary greatly in heme tlaragzy Ircm clinic cenrdizicas. Sowever, takine
twenty Zive zercant as a conservative estimate of thae reducticrn in the case
fatalicy rata for children receiving hcme therapy versus ' no therapy at all, thea
37,928 daaths wculd ke prevented by the hygotlatieal cral reaydration proczam
cver tle first seven project years.

Given tha costs and effect3 estimated above, it can de calculatad
that with an effactiveness of 25 pezcant the cost per death preventad Ly an
independent oral rabydraticn wcould be ($147) and for the "added™ grogzzam Lie
cuat per death preventad would be (5122). Twenty f£ive pexcent effectiveness is
not a well established figure =— in clincial tagts %he indicatad effactiveness
is much higher and in Wrme tR3erapy under adverse conditicns tie effectiveness
nay be lower.

Cormunity Watar Drodacs

In tEis seaction the hypetiatical cost effactiveness cf a low tachuo-
logy wvater supply project is estimatad for a commmity of 10,00Q. This effors
is an altarmative means of raducing child moztality due o diarzhaeal disaase.

The cost estimates f:a Based on a 1275 study carzisd cut in the
Loshoto district of Tanzania. =9/ TRe grodec: chosen is agt =0 e fairly

¥

20/ G. Tschannerl and M. R. Mujwamnz: Impact of Reoxal Watar Supply: Sight Sels
Help Sclemas, Caiverszity of Dax es Salaam, Muzsau of Lané Use Blanaing,
Research Pager Yo. 37, May 1973,
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typical of a project for a zural population in aresas of Xenya, and tims
comparable to tHe gravious ozral refiydraticn analysis, Previcus to tiie project
the watar supply was a river ddwnstream fzem otlier nearby towns. The naw
watar supply scuxce relies on Boreficles. TRe capital costs of the project
inciude the costs of tle boreliolas, pipe, tanks and one tap per 200 population.
Qthar costs include tzansportation, the value of salf halp labor and cutside -
labar. Corrscting for differencas in excfiange rates and clhanges in t8e level
of pricas 11/ t%e total anmumal cost 12/ of providing public fountaing within a
shozt valk o of each JYousenold in a czmmunity of 13,204 is estimatad to Be 3570QQ.

Tha projectad effscts of the water pzoject are Zasad con the casas
incidenca and case fatality ratas. TRe effect of public watar taps and an
adequata quantity of watar iz a community previcusly lacking an adaeguata scurce
of water ls estimatad to be a fiftsen paxcant reducilon in diarzhea in all age
groups fzom birth through five years. This estimata is based on the concensus
- of opinion among a small group of intarmaticnal Bealtl experts. 13/

Multiplyiag t2e perulaticn in each age gzoup times tha case incidancs
sata times the exgectad percantagea reduction gives an sestimate of tis number of
casas preventad in children less tBan five in a commmity among childzen (-5 is
S44 per year.  The number of ciild dsaths prevented is estimatad to De, aprroxi-
mataly, five per year. These figures are shewn in Table 8.

Basad on tle costs and affaczms calzsulatad above ths cos:t per casa
praventad J.n children 0=5 is $13 and tha cost zexr child death prevented is
§1400. thocugh the cost per death preventad, at reascnmable lavels of effectivenass,

appears high it should de notad tlat the provision of adeguates watezr would Zave
efZfacts on aordidity and mortality ia older age gzcups as well as children.
Thus, assigning all of tla project costs to tie effects on ciildsen alone
undersstimatas the prooram’s overall cost effectiveness.

To allow a ccmparison of the altemative progomms, figurs 1l provides,:
graphically, a sumazry of tie calculaticns of L3%s cost per desath preventad of
immunizations, watar progzams and oral rehydration therapy in Xanya. Secause
tha efficiency of tis progzam is not well estaBlisfed the cost effeciivenass of
tie oral rehydration and the community water project are presented as functions
of their respective lavels of effectivenass. The efficiency of immunizations ie.
more fizaly astablished and' tRa costs per death praventad are horizontal lines,
indicating fixed levels of effsctiveness whicR are Based on %8s Immnization
effectivenass calculations abova.

15, - - : . . - .
— The price indicss azr= takasn fzcm Sank of Tanzania, Economic su.‘.let‘_: VcJ.. X,

No. 3, Cecamher 1578.

12/ me total initial expenditurs imcluding tSa costs of capital is estimatad i
Le $33,204. Using an intarest rata of .1 and an assumed lifa of seven years,
the annualized cost is $6273. '

¢ See, 3. Barmum, L. Fajaxdo aad A. Praddilla, A Resourca Allccaticn Model for

Childhood Suzvival, seper: to USAID/Of2:ice of Sealth, Juna 1272, Claptar V.




Both polio immunizations and community water praojects ars much lass
cost effsctive, as measures to reducas ciild moztality, tRan are the otkar
immunications or oral raiiydration. At a .25 level of effeciiveness oral
rehydraticn 1ls a ocre efficient uss of funds to zeduca child deaths than watsr
grojects at any level of effectivaness and is approximataly $350Q lass pexr child
dsath preventad than polic immunization. At a lavel of affectiveness above .1
the addition of oral rehydraticn to an igmmmizaticn project is more efficient than
the CPT, BCG immunizaticn of children 1l=4 in the Implementation phase o t2e
project (neasle immenization is Bighly cost effective in Both program phasas),
and, if the level of effectivenass of orxal redydraticm in beme tierapy is
greater than .4 tis cost per death preventad tircugil the Integratsd program
Comunization plus oral rehydration]l will be less than for the total immmnization
grogTam saparataly,

At implication of tfis is t8at a carsful study neads to be made of
diseasas incidenca lbefore designing an immunization progzram. A second, more
specific implicaticn is that coral rekhydraticn adminzistared in bome therapy zay be
a jusgtifiable altarnative use of funds to polic immmaization or, if t3a effective=
2ess of oral rehiydration is high encugh, to the immmnizaticn of clillren cver
cne year of age witd DPT, 3CT in 28a izmplementaticn phass of tie progzam.

It should Be notad that thars is mors uncartaiaty in the calcoulation
of the effects ¢f the non immunizaticn pregzams. Until SNe effectiveness of
‘cral rehvération in Bome tRharapy is klown wiith mors cartainty it is allccata
funds Zirst to imendizaticns, including the iaplamenZaticn phase with C27T,
tecause of tHa more csrtain cutccme.

This Xanyan exxmple is representative and does not provids eitlhe= a
thorcugh analysis of the CIID effort or a definitive guide to the individual
countsy progTams. However, it is indicative of tlhe kinds of iatarventions
wiich <an be expected to skhow a high rstura and provides an amalvtic Szamework
for similar country-specific assesssments.

7. Complemerntary Sectoral Initiatives

The project descripticn highlights scme of thae complementary intarventions
Recessary to ensure significant reducticns ia mozrcality and mordidity, Tlese
complementary sectoral intarventions aze hriefly cutlined Below,

Pooulation: As digcussed earlier, ths fall in zortality anticizated v
the general expansion of PHEC and aczaleratad by the eaffores of this project is
axpectad to reinfozce the upward tTend in population goowth in Afzica. Ranva
kas experiencsd a significant redvcticn iz mertsality acd zow faces a populaticn
gTowth rata over 4 perceant, iaplying a doudling of tie population in roughly
seventzen vears., However, family planning ef2eozts an few and tle detarminate
of fexrtility are not well understzcd in Xanya whiclk iapede adffcris &5 reduce

¢ Sartility.
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A requirsment for attaining swoller family norms is locwer mortality, a
goal dizsctly addressed By the EPI project. Improved survival of infants due
to impunizaticns and complementary programs in Bealtl education which pzemota
infant and eXi1d Realtl are critical to encouraging Jamily plapning use. Qther
factors ars involved in promoting lower fertility, Eut improved infant and
chiléd survival ara important campenents.

Pamily planning intarventions along with infomation, educaticna and
commupication programs can maks servica known and avaliable to couplas who
dacide to limit their families. Witlout availadie supplies, family size may
wall excsed couplas® demand, while contziButing to Righ population gzrowti on a
naticnal level. Efforts to intsgrate family planning programs or establish
vertical programs siiculd Be encouraged to cope with tiis growing problem. Suck
grograms cannot Be dealt with effectively within the EZPI fzamework, and should
ba davelored as projects complementary to this cna. TRe complexity of develcoping
and implementing an izmunization program in close to 40 countrias pracludes the
additicn of relatad But equally difficult pragrams. Family planning programs
aze impor+ant intarventions in reducing feartility and those countries participatizg
in tha Z2I should ke provided with the tachnical and financial rescurces %o davelop
acceptabls and effective family planning progzams. '

Nutrzition: TEa link Between nutrition and infection is an acceptad fact,
although tie degzes o whici malnutriticn encouraces infactious diseate incidenca
is lass well kacwn. Scwever, putrition education, esvtecally with raszect
breagtizading, weaning and foed preparaticn practices can Relp %o amitigate
Infectious disease prevalenca. Wit infacticus diseases, sucfl as measles, it
mAay serve as an effactive detar-ent, tlereby contwzibuting to health status and
a lzwer incidence of Iinfechicus diseasae.

Ratar and Sanitaticn: The cost effectiveness cf watsx projects cutlined
above indicatas a higher return to oral rehydration therapy than o clean watar
supplies. However, watar, along with sanitation facilities, contzilutes to tetier
bealt’ and, although costly, does contributa to imgroved health. Over t3e long
zun, wvatar progzams should be contemplatad as complementing tHe izpunization and
diarrheal control efforts, in Qe short rm, howeve. less costly iztarventions
should be tha griority.

vz. Fina.ncing

Tha costs of continuing £ha izmunization progzam once tiie donor input
tarpinatas have not been estimated. PEC costs are hich and population pragstres
will exacesrkate the zroblem; and, Zorsign exclange is a major constzaint for
oost of tia African countries. Eence, prog-am continuaztion may wall hinge on
long tarm denor assistance, for even the marginal cost of adding i—mumizaticns
to existing systems may Be unaffordable for the low inccme csuatzies of sud-Sahara

rica.
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This project covers all forsign exchanges puzchasas and 75 cercant of costs
for the duration of t8a project., At i%ts tarmipation soma otier funding mechanism
will Be essential to the continuation of the Izmmmnization progzam. 3ecauss
immanizaticans ase a preventive BRealth measure, demand is likely ts Be leow,
hence user fees aze difficult to collect; tha tax hase of most Afzican countries
is limited; and, Realth insuzancs scfiemes ars scarce, TRa result of tlesa
circumstances i3 a severe finapncial Burdean on govermments if the immunization
progzam is to continue Beyond tla life of this project,

Other Bilateral donors as well as ATD should extand thair asyistance or
invelve WEHD in ccordinating comtimmaticn in the vaziocus countrias. Without
plans for such a shift the investmants mpade By AID in particular and CADA in
gensral will have very little pay off. Eowever, 2 more relavant time foz such
an assesszent may be at mid-project review, Eut It sBould definitely By an
impoxtant consideratien for CATA.
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INTRODUCTION AND SUMMARY

This report gives a comparison of the estimated cost per
case and éeath preﬁented for several alte:nati#e prograns, edther
existing or hypcthaticai, to combat communicable childhcod diseases

in Xenya. While there are other interventions that might be con-.
sidered that are potentially effective in-reducing morbidity and
fatality from contagious diseases the report concentrates on
immunization, qQral rehydration and low technology water programs
becauge previous experience with these programs has indicated that
they are either low in unit cost or potentially highly effective
means of reducing the impact of communicable diseases. The report
is intended to provide a representative analysis of programs in

a specific sub-Saharan counkry as an 2id in the formulation of a
larger project for sub-Saharan aAfrica. It is, however, obvious.
that the diversity of Africa prevents unrestrained extrapolation
from experience in a specific country and the results of this
study must be used cautiously to draw parallels for all of sub-
Saharan A%ica. ZXenya was chosen for the analysis because several
published studies give epidemioclogical information related to the
incidence of immunizable childhood diseases and diarrhea in rural
Kenya. Alsc, the Kenyan ministry of Health and DANIDA have com-

Pleted a reportl outlining the design of the ongoing childhood

Republic of Renya, Ministry of Eealth and DANIDA, Appraisal'
Report on The Expanded Programme on Immunization (ERI),
November 1978.
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immanization program for Xenya and giving details of donor costs.
Several caveats must be made. First, to enable the estimation
of cases and deaths prevented it was nacessary to extrapolate firom

studies for specific regions in Kenya (or, in scme cases, from

studies for other countries) to the entire country. Second, ale
though donor costs for immunization were available in detail,

domestic .costs had to be estimated by anology with other prog—ams.
?hird,.the cost of the low technology water program was estimated

on the basis of a study made in Tanzania and is, therefore, only

an approximation of the cost of implementing a comparable program

in Renya. ?ourth,.because there are no large scale operational
programs o provide background data, the cost and impact of an

orﬁl rehggration.prograp are based on tenuous assumptions conceraing
th§ required fregquency of treatment, ccst of materials and effective-
ness of treatment. For all of thesé reasons the resulis of the

study are speculative and must be applied cautiously.

The first saction of the report estimates the impact and
costs of the ongoing MCEB/DANIDA program of immunization against
childhood diseases. This section is intended to provide information
that allows not only a comparison cf the cost effectiveness of
immunization witﬁ alternative intarventiops but also answers ques-
tions about the organization of the immunizaticn program itself,
such as: "Is it cost effective to immunize the backleg of non-
vaccinated children during the beginning stages of an immunization

program or would it be more efficient to limit the program to chil-
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dren in the first year of life?" and "Given the low incidence of
paralytic polic, is it cost effective to include polic ‘immuni-
2ation in the program?® The second section gives estimates of

the cost and effects on childhood diarrhea of a low techmology
water p:oq:mn;' The.thiéd section discusses a potential oral re-
hydration program. The £final section of the report compares the
.cost effectiveness of the interventions digcussed in the preceeding

sections and draws tentative conclusions.

The report finds that polio immunization is highly cost in-

fective (given the estimated level of incidence) in comparison
with other immunizations and oral rehydration. It is also estimated.
that oral rehydration is more cost effective than the DPT and )
3CG immunizations of ﬁhe backldq of previously unimmunized children
over one (l) year in the initial stages of the immunization ETo-
gram. OQOral rehydration is especially cost effective when con-
sidered as added to an ongoing program of child health services.
These findings are tempered by the knowledge that estimates of the
cost effectiveness of immunizations are based on more f£irmly
estahlished assumed levels of effectiveness than are the alternative

non immunization programs.
I. IMMONIZATION

The immunization program for Xenya involves the delivery of

BCG vaccination at birth or first contact with the child, DPT and
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1 oral polio in three visits during the Zirst year, measles vac-

1 cination after eight moaths of age and tetanus toxcid for pregnant
wemen in two shots, four weeks apart, early in the pregnancy.
Accessl to the program is limited during the first years of the
program but the number of districts in the progzam is to be ex-
panded rapidly over the planning period, 1979 to 1985, %o include
the antire population by the f£inal year. Coverage? in the in-
Cluded districts is planned to increase frem 75% in the first
three program years to 80% thereafter. Table 1 summarizes the
expansicn of the progzam over the seven year planning period.

The table distinguishes between the coverage of the backlog of
unimmunized chilédren in the 0-4 vear age group during the imple-
'mentatioq_period and the coverage of new births in the programs
maintenaﬁée phase. During the early vears of the program the
preponderance of children are covered in the implementaﬁion phase
but towards the end of the program the majority of immunizations

are carried out in the maintenance phase of the progran.

; A. Effectiveness of Immunization

5 ' An estimate of the number of cases and deathks prevented
by the immunization program is made by following immunizad

- 1 Access refers to population living within a reasonable distance
of a point of delivery of the program service.

Coverage refers to population with access actually receiving
the program service.
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population c¢ohorts over the life ¢f the vaccine under con-
-si&e:ation. After adjusting for attrition to the population
cohort through other causes, the number of cases and deaths
that would have occuzred in the absence of the vaccine and

: att:ibut#hln to thevdiséase'iﬁ guestion is calculated from
the estimates of the disease incidence and case fatality
rates given in table 2. The estimated cases and deaths
prevented are based only on the direct effects of the vaccine
and cmit the effects of extended community protection as a

- result of reduced transmission. The estimates assume that
the trends of disease are constant. Also, no adjustment has
been made for a possible decrease in vaccine efficacy due to
malnutrition. The estimates are conservat;ve because the
effects of protection bevond the early chiidhdod years has
not been calculated; nor has the effect of tetanus toxoid

on maternal mortality been included.

. The estimate of the effect of the total immunization
program, given in table 3, is that the program will prevent
a total of 205874 deaths. Broken into program components
it is estimated that 73943 deaths are prevented by the im- _
plgmentaticn {children less than five not previocusly immunized)
phase and 131931 deaths by the maintenance (new births)

phase of the program.l Also, 45559 deaths are §redicted to

The number of deaths prevented by DPT, BCG immunizations in
the maintepance phase is 1392S.
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be prevanted by the tetanus toxoid, BCG and DPT components;
158702 deaths are predicted to be prevented by the measles
immunizations and 1613 deaths preaventaed from polic immuni

zation.

B. Program Costs

Program costs, broken down by type of immunization and
implementation and maintenance phases of the project, are
given in table 4. The costs for the total program, given
in the MOE/DANIDA repors, wére used to construct the hypo-

thetical costs if the various immunizations were delivered

in independent projects. To do this, the costs of overating

indé%endent Programs were obtained by estimating the pro-
portion of total expencditures in each of the expenciture
categories in table 4 that would be needed for the separate
progzams. Thus, the entirs costs of the cold chain is in- |
cluded in 2ll separate programs but vaccine costs, syringes
and needles are broken into components directly related to

. the mumber of immunizations .in each of the individual programs.

Of the cost information in the eight expenditure
categories, the first six are taken from the donor cost
projecticns for DANIDA and UNICEF given in the MOE/DANIDA
repor:. The capitol costs (primarily vehiéles and cold chain)
represent annual depreciation assuming a life of seven yearé.

The final two cost categories, which constitute the dcmestic
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Care shoulé be taken that raseazch into traditional health care
systems not become an end unto itsels. Toco nazrow a concentration
into this area cf indigencus health care can lead %o an obfuscation
of ths larger picture which is the attitudinal and behavioral complex

of traditicnal health care and the traditicnal specialist,

t is impc:tan: not to lump traditional health specialigtsg, into
one indiscriminate group. Distinguishing between special categories,
roles, statuses, and gender have implications for potentially effec~-
tive incorporation and uvutilization of these pecple into health edu-
cation and public gromoticn programs designed to raise the accseptance
level of a new intervention. Specialty categories within the fradi-

tional hierarchy of specialists are as follows:

)

L]

iﬁsé, there are “he wcmen whose training, skills,
ard techniguas "include such practices as the use
of poultices, prrgatives and emetics, inducing

sweating by varicus srocaesses, and all the tzadi-

tional birth practices.”l

Women are genexrally considered to be very unsgecialized
pecple within the hierarzchy of traditional health
specialists. Their significant role and status

is that of midwife and/or =radizional birth at=andant.

1/ Margaret Read. Culture, Health, and Disease. Social anad
Culsural Influences on Health Procrammes in Develozing Coun+eries.
Leoncon: Tavistock Publications, 19-6, P. 16.
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locally Familiar Health Structures: Indigenous Health Care

Insofar as it is possikle to separate out the health ceomponent
of targeted social systems frem the :esﬁ of the cultural compléx,
the most significant and familiar local health structure is the
indigencus or traditional system of health care. This system ré-
presents and reflects adaptive responses o mortality, morbidity,

and the causaes thereof.

Traditional medicine and healﬁh care is often viewed as in-
effective, hazmful, or both. It has been, in many instances,
relegated to a2 positicn of negative images ranging from strange and
exotic customs, to harmful magic and witchcrafs. The African
ethnographic record indicates that despite the existence and availe
ability of mcdern health care services, belief in and adherence %0

traditional health care systams endures.

Thig being the case, it is incumbent upon the planner to
understand traditional health systems, not as an odé collection of
customs nor for the purpose of ridding a group of taboos, cituals,
or witchcraft; but as a part of a complex of social relationships
and cultural patterns of beliefs and behavior. Traditional health
systems should be understood not solely for the purpose of pin-
pointing cultural resistences or obstacles, thouch this is impor-
tant; but, rather, to identify and pinpoint positive aspects which
can be strengthened and utilized in the fuller realization of the

delivery of a CCCD Program.
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Demogranhic _and Sccial Unit Analvsis

Demographic profiles of participating countries - migration
and resetctlement patterns, as well as birth rates, ethnic and lan-
guage make-up; and income and educational levels should be available
from WHO and other regional sousces. This data is critical because
it will provide the base for forecasting demographie configurations
into the next decade when this intervention will impact population
pyramids with conseguences for economic policy. The location and
clustering of impoztant religicus and pclitical groups shoulé also
be determined. Being in a position to analyse population shifts
and movements; as well as structural and behavioral patterns of
family units, kin groups, political groups, and religious groups
should facilitate slanning and cperations design. ZXnowledge of
group.étructure and function, for example, could aid in +he dete:-.
mination of identifving local health persocnnel. Health extensién
personnel brought from the outside runs the risk of not being ac-
cepted; not only because of possible language and communication
barriers, but, because they would have no legitimacy and credibility
within the traditional context. Lack of legitimacy ané credibility
would alsoc mean the lack of influance in terms of garnering the
attention of local populations. Membership in a local and popularly
racognized kin group, political group, or religiocus group would
greatly facilitate the entree of the health person and the inter-

vention into the targeted area.
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Health Interventions and Demands on Targeted Adult Porulaticns

The ultimate demand on targeted adult populations, especially
mothers, is that they assume full responsibility for the maintenance
of the health of their children and that of their families, This

demand implies modification and/or changes in individual and group

. beliefs, attitudes, and behavior about health, illness, and disease.

It is, however, precisely the beliefs, attitudes, and sccial
and eccnomic production behavior which define and cohere any human
society. These social systems change slowly in terms of their
beliefs, attitudes, and behavicr. Care should be taken, therefore,
%g; to single out A:ricén societies as being characterized by rigid
iéhe:ance :c'ccnse:vative ideas ans behavior. What appears to be
rigid comsarvatism may very well be culturally adaptive ways of
respeonding 4o the causation, treatment, and prevention of illness.
An unéderstanding of the culturally adaptive ways of respounding o
health, illness, and disease requires on-going appropriate social
science research and information about groups targeted. The im-
portance ©f scme understanding of the cultural context of attitudes,
beliefs, and behavior concerning health issues should be reflected
in the design and implementation of health education and public
promotion programs. Building on the familiar facilitates under-
standing and acceptance of a new intervention. New and/or mcdified
changes in behavior will "make more sense” if case within familiar

and normative culiural frames of referance.
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ceived as an individual phencmencan, thus ths sick person cannot

be treated singly or outside the contaxt of his cultural milieu.

This cultural view has sericus implications for a veriphervy
+t0 center raferral svstem sinces the £irst persaon or persons £o whem
a patient turns ares household ané neighbering kin. Depending on
the kinship stoucture of the affected household, a sick child may
be placed in the care of patscnal or maternal kin. Relations in
other villages who belong ts the wider kin group are alsc consulted.
The household kins and wider kin group consultation are at the very
heazt of indigenous health systems, XKin groups obsezve and diag-
nose the illness; comfort the patient; ard represent a continuing
source of support. If the illness does not yield oo home remedies,
a medical specialist Irom among the hierarchy of tradisional medi-.
cal persoansl may be called in oz a consuliing/diagmostic basis. .
This specialist may or may not, after treatments arcduce nc relief

of the illness, refer the patiant o a modexn health service.

It is therefore important to be aware of the fact that the
existance of public health services may not be perceived cr accepted
as efficaciocus or beneficial as the £irst line of diagnosis or
referzal. Treatment may very well be accepted within a modearn
health context as a last resort, the consequences o which may be

a referral which ccmes too late to prevent death.
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Benefit Incidence.

A major sociocultural aspect of this project from the regional
perspectiv§ is that the ultimate diract beneficiaries will not be
the £irst to be impacted by external inputs, In this project de-
sign, inputs will first impact those responsikle for managing health

services in their countries. A project assumption is that EPI and

COD activities resulting in new and upgraded knowledge, technigues,
and methods will be shared and transferred from the managerial oz
central level all the way te the local or peripheral level. A way
of ascertaining that this is actually taking place would be through
an evaluation mechanism of the impact of training, for instance,

of managexs beyodd the managerial level.

Parcention of Benefi+s: Donor vs Eos+t Government3/2catlaticns

What is assumed to be $ benefit by the donor may not be simi-
larly perceived by the host populatinon. The perception and attitude
concerning health and illness will have different cultural referance
peints which will impact the effectiveness of EPI and CDD activities.
For example, the concept of "maintenance” may mean that whatever
is running well needs no attention. This can apply to the human
body, vehicles, and equipment. In this type of philosophical milieu,
preventive medicine and care may ha#e little success. Also of
importance is the attitudinal configuration concerning illness;
who diagneses illness; and who ministers unto the ill. For the

majority of the projected target populations, illness is not per-
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bound to fail in its objectives if, simultanecusly, provision is

not made for growth and improvement in the econamic field." TFoed
security and employment opportunitias will loom on ﬁhe horizon as
significant issues in development strategies as childhced mortality .
is reduced through EPI and COD interventions.

III.  SCCIOCULTURAL FTASIBILITY

Assessment of Host Govermment Strengths in Eealth

Hast country requests for participation in ZPI and COD acti-
vities will be assessed withia the context of the country healih
plan submitted toc WAQ/ATRQ. These countsy health plansg which set
fozth the primary health care strategyv and implementaticn plan have
2 Jure 1580 deadline. During the CCCD team visi: 20 WEQ/Geneva,

Dr. Davié Tembo, Regicnal Officer Zor Poizaxy Eealth Care, pointed
out that the primarv health care action plan for the Gambia had
been submitted and aporoved for 1980-86. Mauritania had also sub-
mitted a country health plan, but would requi-e the assistance of an

WHO/AFRO tachnical advisor in the preparation of an acceptable plan.

Regardless of the status of country health plans, csuntrias
wili be eligible to participate in the -egiocnal CCCD activities
such as training in EPI and COD technigues and methods. Eowever,
if ccuntries are intarested in participating in CCCD component
activities through, for exampla, an AI? or cther bilateral program:
they must have a WEO/AFRO approved country health plan which would

set forth their strengths, priorities, and implementation schedules.
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cations in the next two decades. To lessen the adverse impact of
population growth resulting from reduced mortality, it will be of
critical importance to confront land tenure problems, food produc-
tion and food security issues, and expanded employment strategies
and opportunities. In ten (10) years the targeted EPI and CDD
populations will be between 10~1l5 years of age. The AID health
sector policy paper points ocut that population growth is taking
place among the dependent age groups, s¢ that in many develoring
countries half of the total population is under 15 years of age.
This in turn cresatas a tremendous stzzin on the productive segment

of society, and other limited resources as well. (n.d.:41).

The policy implicatian of this demograrzhic impact is the need‘
for an intensification of food production %o mee:t consumption needs
in the next twenty vears. Dialoéue and operational collabezzticn
between policymakers in health and agricultural sectors will be
vital to the design and implementation of responsible development

activities which will have consegquences over the next two decades.

In an article on health education in developing countries,
Navid and Priden (1962:1S7) point out that in the United States,
Eurcpe and other industrialized countries; the control of cormuni-
cable diseases was accompanied by the gradual and parallel growth
of several econcmic as well as medical and social services. They
further state that "it has bsen repeatedly demonstrated that any
public health prograrnme, conducted anywhere in the world and in

respect of any health or disease condition, is almost certainly
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SOCIAL SCUNCNESS ANALYSIS

I. INTRODUCTION

Health and Cunltural Contexts

The point of depa:éure here is that a new public health inter-
vention in a developing country is ultimately a cultural and social
process. A public health intervention is therefcre the igte:aétion
between or among a number of actors, each fulfilling a role or set
of roles defined by the cultural context and normative behavioral
pattarns of the particular sets of actors invelved in the process. -

. éare should,.be taken not to assuie that sociolcgica- incuiry appliés'
only to host govermments and populations. The situation is neot one
simply of catalyst versus responder. It is rather a complex inter-
action and cgmmunication among  external donors and host goverrments
representing different cultural, economic, educaticnal, and ethnic
backgrounds attempting to assist in the delivery of expanded public
health services to populations with limited or nil access to modern

health care services.

II. SOCIAL IMPACT AND POLICY IMPLICATIONS: A TWENTY YEAR PERSPECTIVE

The CCCD project goal of a reduction in morbidity and mortality
among targeted sub-Saharan African poprlations aged 0-5 will have

population, employment, and food production and consumption impli-
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TABLE § (continued)
POOTNQOTES

Assumed the same as the tranSﬂortaticn cost fo: an independent
measles progranm.

The cost of a packet is $.10. Two packets are needed per
episcde. The cos: per episodas is §$.20.

Based on the case incidence estimates for diarzhea in table
it is estimate that there will be 18,290,000 cases cover the
seven years of the project life. It is assumed that half
of the cases will reguire treatment. Therefore the total
cest of the required packets is :

$.20 X 18,290,000 X .5 = $1,820,000
Using an exchange rate of 7.5 K.sh. = §1 the cost of packets
is 13,718,000 K.sh.

Packet cost and fregquency of cases requiring treaiment are
taken from: R.E. Black, "Mass Media and Health Practices
Project, Report on Visit to Tanzania", September 1879.

Estimated at roughly 253 of the cost of txaining, manuals
and technical assistance for the immunization program. /

10% of the total of tle three items above.

Estimated at 25% of the cost for the immunization program.
Estimated as roughly equivalent to the independent measles
program. Personnel time is required for explanation of the

use of the electrolyte soluiion in the home, motivation and
distribution of the packets.
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TABLE 8

THE COST OF A HEYPOTHEETICAL OPAL REHVYDRATION PROGRAM
FOR KENTYA
000's K.sh. (000's $)

' The Program
cosnT Independent Considered as
CATEGORY Program "added" or marginal
Vehiclesl 1630 -
Packets? 14000 ) 14000
Otaer Equipmeng
and Training 15900 1500
Contingencies4 1700 1400
Administrative
Expenses 560¢C -
fersonnelf 18000 18000
TOTAL COSTS - 41800 ($33573) 34900 ($4653)
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COST EFFECTIVENESS OF A HYPOTHEITICAL WATER PROJECT
"IN THE PREVENTION OF CSILDHOOD DIARRHEA

Cost for a community
of 10000.
2. Number of Cases
Prevented per Year. 1
3. Number of Deaths '
Prevented per Year.l
4. Cost per
Case Prevented
S. Cost per
Death Prevented
1l

In children 0-4 years of age.

$ 7000

544

$§ 1400

Assuming an efficacy of .13.
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TABLE 6 (continued)
FOOTNQTES

.By assumption based on reported infant mortality rate and
life table; U.S. Department of Commerce, Country Demographic
Profiles, EENYA, January 1978. -

Approximated by reference to data in Puffer and Serrano,
Patterns of Mortality in Childhood, PAHQ, 1973. Although

e Puffer and Serranc study was of Western Hemispbere
countries, the importance of diarrhea as a leading cause
of death was consistant over a large number of countries
throughout South America. Their findings are also consistent
with less comprehensive studies o¢f the causes of childhooéd
mortality in Africa and are likely to be valid for any
communities with high levels of infant and child mortality
and limited water and samitation facilities.

Col.4 = Col.2 X Col.3

From-an extrapolation of the case rates per 2 week interval
as reported in J. Leeuwenkturg et al, 1378, "Machakos Project
Studies: Agents affecting health of mother and child in a
rural area of Kenya: The incidence of diarrhoeal disease

in the under-five population."” Trooical and Geocravhical
Medicine. 30:3. p383-3%1l.

Col.6 = Col.4 + Col.5S



-

TABLE 6

SUMMARY OF INFORMATION NBEDED TO CALCULATE CASES

AND DEATHS

PREVENTED FIIOM DIARRIIEA CONTROL

Number of Mortality Proportion Mortality
children Rate of Mortality Rate Cases * Tmplied
AGE per 10000 fram 1 Attril.utablg Attrihutablg per Year 1 Case Fagality
total pop. All Causes to Diarrhea to Diarrhea per Person Rate
{Col.1) {Col.2) (Col.3) (Col.4) {Col.5) (Col.6)
0 453 .120 .33 .03 4.2 .01
1 398 .030 .40 .012 1.8 .007
2 386 .024 .25 .0075 .9 .006
3 376 .024 .25 .0075 .9 .006
4 367 .024 +25 .00% .9 .006

(TE€) Q@ XINNY .
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COST ESSTECTIVENESS OF POSSISLE IMMONIZATION PROGRAMS
FOR KENYA
COST PZZ CcesT P2
PROGRAM cosT CASE PREZVENTED (DEATE PREVINTED
DESCRIPTICON
000's of X. sh. R.sh. ($) X. sh. (%)
1. Totzl Progzam 131999 368 ($4.8) 641 ($85)
2. DT, 7T, XG only - a3783 g1 ($8.1) 2058 (3274)
3. Measgles cnly s5291 28 ($3.7) 374 ($350)
4, Polio anly 76802 953% ($1272) 47676 ($&357)
s. DPT, TT, X5
as margimal mocTEm 3728 s (s2) s ($89)
6. Me=sles as .
mIsimal crogzEm 31368 15 (52) 198 ($26)
7. Polioc as
margizal program 6363 852 ($124) 4258 ($363)
8. New Sirthg anly 63470 33 ($4.4) 527 (570)
8. Implsmemt=tion
mrgizal
(ALL DAONIZATICNS) 62529 40 (83.3) 846 (5113}
10, Imslemem=a=ion
mg:‘na'l
(CPr,BCG, Polioc) 39208 56 (37.9) 2815 (§379)
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TABLE 2 (continued)
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TABLE 2 (continued)
FOOTNOTES

Data for Xenya were not available. These estimates are
roughly consistent with Bassett and Eadler (Sudan), Diop .
Mar, Sow and Rey (Senegal) and the assumptions used in
Barntm, Tarantola and Setiady (Indonesia).

J.M. Mahieu, A.S. Muller, A.M. Voorhoeve and E. likken
(Renya).

Based on Bassett and Hadler (Sudan), Case fatality rates
are as used in Barnum, Tarantola, Setiady (Indonesia).

Estimated from a statement in the MOH/DANIDA report '(Xenya)
that .03 of children aged 0-4 are tuberculin positive. It
is assumed that .05 of children who are positive develop

the digease. This is an especially weak estimate and for
this reason the cost and effsct of BCG immunization has not
been broken out for separate anzalysis in the text. The case
£atality fate is as used in a WHO report for Rwanda.

8.K. Nottay and D. Metselaar estimate that the attack rate
per 100,000 in Xenya is approximately l12. Information in
Nottay and Metselaar together with data in Bassett and
Hadler (Sudan) permitted the consiruction of a kypothetical
distribution of polio over age groups 0 through 4. (.23,
.22, .21, .21 and .13 respectively). Assuming that all of
the 12 cases per 100,000 occur at less than five years and
deriving the population age distribution for Renya from a
model life table it is possible to estimate the attack rate.
Case fatality rates are based on data in Bassett and Hadler
(Sudan) .

The estimates are based on the age distribution of measles
cases given in Voorhoeve et al (Xenya) and the assumption
that .80 of all chiléren will have measles by the end of

the Sth year. The estimates in Voorhoeve et al show ap-
proximately 50% of all children having measles by the end

Of year five. This estimate was felt to be conservative and
the attack rates in Veorhoeve were adjusted upward to give
the 80% figure. The case fatality rates are as given in
Voorhoeve.

Cmme e emee e e me. e s -
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C e empe e

TARLE 1

ESTIMATED COVERAGE OF TIE IMMUNIZATION PROGRAM IN KENYA

{1979 - 1984)

{o00's)

Proportion of

Rumber of children

(hildren to ba covered

Children to be covered

Total Population Living in 2 during during Tatal
YEAR Living in 1 Includel Dlstricta impleaventation phame3 maintenance phase3 Children
Included Districts Cavered
‘ Age 0-4 {hge 0-4) {Newborn)
Not pre Newborn i
Trnund zed
1979 .02 60 0 45 0 45
1980 .10 251 16 188 12 200
1901 .34 764 80 573 60 633
1982 .56 701 265 563 212 715
1983 .75 641 460 513 368 agl
1984 .98 800 655 640 524 1164
1985 1.00 170 900 136 19 855
TOTAL 3390 2376 2658 1895 4553

Derived by camaring Table 7 of the MOI/NANIDA report (cited earlier) with projected population for Kenya

1979-1985 (assuning a 2.8% population growth rate).

By implication fram Table 8, MOI/DANIDA xeport.

Assumes .75 coverage during the first three program years and .80 thereafter.

3Z) € I
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gzam (immunizaticn plus oral rehydration) will be less than for

the total immunization program separately.

An implication of the above analysis is that a careful study
needs to be made of the incidence of polioc before including as
2 program component. A second implication is that oral rehydration
administered in hcme therapy may be a2 justifiable alternmative
use of funds to polio immunization or, if the effectiveness of
oral rehyération is high enocugh, to the immunization of children
over one year of age with DPT, BCG in the implementation phase

of the program.

These rasults should be taken as provecative rather than
as definitive. If the case incidence of polio has been under-
estimated or the marginal cost of adding polio, overestimated,
than polic immunization may be more competitive. Alse, it should
be noted that there is more uncertainty in the calculation of the
effects of the non immunization programs. Until the effectiveness
of oral rehydration in home therapy is known with more certainty
it may be rational to allocate funds £irst to immunizations, in-
cluding the implementation phase with DPT, because of the more

certain outcome.
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FIGURE TEREE

COMPARISON OF THE COST EFTeCTIVENESS OF A
PUBLIC WATER PROJECT AND ORAL REHYDRATION PROGRAM
WITHE SELECTIEZD IMMUNIZATICONS

CH 1T _'ji
. Lﬂsl o

i

cdil

Imolanentation phase 1
0PT, BCG Immmizations

Phase of-ﬁnmxﬁzaticnl

Considered as addedé to an ongeoing immunization program.
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iv. COST EIFTECTIVENESS COMPARISON

To allow a comparison of the alternative programs figure
3 provides, graphically, 2 sumary of the calculations of the
cost per death prevented in the previous three sections of the
report. Because the efficacy cof the program is not well established
ﬁhe cost effectiveness of the oral rehydration anéd the community
water project are presented as functions of theix respective
levels of effectiveness. The efficacy of immunizations is more
£irmly established and the costs per death prevented are given
‘as calculated at the fixed levels of effectiveness used in |

secticn 1 above.

Bothrpolio immunizations anéd community water projects are
much less cost effecﬁive, as measures to reduce chiid mortality,
then are the other immunizations or oral zehydration. &t a .25
level of effectiveness Qral rehydration is a more efficient use
of funds to reduce child deaths than water projects at anf level
of effectiveness and is approximately $500 less per child death
prevented than polio immunization. At a level of effectivensss
above .l the addition of oral rehydration to an immunization project
is more efficient than the DPT, B3CG immunization of children l-4 in
the implementation phase of the project (measle immunization is
highly cost effective in both program phases); and, if the level
of effectiveness of cral rehydration in home therapy is greater

than .4 the cost per death prevented through the integrated pro-
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FIGO=E TR

COSTS PER DEATS PREVENTED BY A
HYPQTHETICAL HOME TEZRAPY ORAL RENYDRATION PROJECT
AS B FUNCTION OF EFFECTIVENESS

e

600

Soo

400

300 i

200

100 Oral Retvdration
Effectiveness™

Effectiveness is measured as the proporticnal reduction in
the case fatality rats versus no treatment.
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because of.the many factors, such as water gquality and the
timing and control of quantities administered, that, in

hcme therapy, may vary greatly from clinic conditions.
However, taking twenty £ive percent as a conservative estimate
o2 the reduction in thé case fatality rate for children
receiving home therapy versus no therapy at all, then 37928
deaths would be prevented by the hRypothetical oral rehydzation

program ogver the first seven project years.

c. Cost Effectiveness of Cral Rehydration in Home Therapy

Given the costs and effects astimated above it can be
calculated that with an effectiveness of .25 the cost per
death prevented‘by an independent oral rehydration would be
($147) and for the "added" program the cost per death pre-
vented would be ($122). Because .25 is not a well established
figure - in clinical tests the indicated effectiveness is
much higher and in home therapy under adverse conditions the
effectiveness may be lower -~ the cost effectiveness of oral
rehlydration under alternative degrees of effectiveness is
given in the form of a2 gzaph in figure 2. The cost per
death prevented by the oral rehydration program can be read
off of the vertical axis for a chosen level of effectiveness

indicated on the horizontal axis.
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strative expenses of the immupization program. ' .e second
esfimate gives the cost of adding oral rehydration as part
of an integrated child health program including immunization.
In this case the instzuction and motivation of ti : mother

in the ﬁse of 6:31 rehydration therapy would be given at the

same time as a visit for immunizz+ion.

Table 8 gives the estizates of the cost of an oral
rehydration program under the two alternatives. The costs
are approximated in each expenditure category by compazing
.the probable regquirements of the hypothetical oral rehydration
‘program with the reqguirements for the immunization program.
It is assumed that the personnel time reguired for explanation
of ﬁhe use of the élect:olyte solution in the home, motivation
of the mother and distribution of the packets would appﬁcxi- |
mately equal the time required for an independent measles
program. The footnotas to table 8 explain the estimates in

the individual categories.

B. Effects

Calculation of the number of deaths prevented by an oral
rehydration program is based on the case incidence and case
fatality rates listed in table 6. The program would cover
eighty percent of childrxen between birth and four years of
age in districts with access to the program. The effectivenass

of home acdministered oral rehydration is difficult to predict



ANNEX D (181

on children alone underestimates the program's overall cost

effactiveness.
IxZ. ORAL RESYDRATION (HEOME THERAPY)

. This section considers the cost effectiveness of a program
of oral rehydration for children suffering from diarrhea. Several
studies have shown that a glucose electrolyte solution can ke
taken orally and absorbed by children threatened with dehydration
from diarrhea.  Many of the studies were carriad out in clinical
trials but the evidence is growing that the solution is effsctive
when administered ty the mother in home therapy. There is, how-
ever, experience to date with large scale rehydration programs

and thére is no -eliable data on the cost and effscts of a large
scale home therapy program in rural Africa. The estimates for

the hypothetical program for Xenya considered here are conjecturzl.

The estimates are made under the assumption that the program
would grow, in terms of the proportion of total childéren having
access to the service, at the same rate as planned for the Renyan

immunization program. (See column 1 of table 1).

A. Costs

Two alternative estimates of costs are made. The first
estimate gives the cost of mounting a separate, independent,

rehydration program not drawing on personnel time or admini-
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FIGURE ONE

COSTS PER DEATE PREVENTEDL BY A
HYPOTEETICAL WATER PROJECT AS A FUNCTION OF
THE LEVEL OF EFFECTIVENESS

In children 0-4 years of age.

Effectiveness is measured as the proportional reduction in
the incidence of diarrhea.
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it is esgstimated that the total number of cases prevented in
a community of 10000 among childzen 0=-5 is 544 per year
(table 7). The mmber of child deaths preventad is estimated

to be, approximately, five per year.

c. Cost Effectiveness of tha Hypothetical Water Supply Pzoject .

Based on the costs and effects calculated above the
cost per case prevented in children 0-5 is $13 and the cost
pexr child death prevented is $1400. Because the assumed
level of effectiveness was determined subjectively and may
be unrealistically low it is useful to calculate the cost
per death prevented for other levels of effectiveness. Figuxe
one given the cost per death prevented (oﬁ the vertical axis)
by a low technology watexr supplv sroject as a fuaction of
the level of effectiveness (on the horizontal axis). The
graph shows, for example, that the cost affectiveness of
the water intervention.would increase to $475 per death
prevented if the effectiveness of the intervention in reducing

diarrhea were fifty percent.

Although the cost per death prevented, at reascnable
levels of effectiveness, appeaxrs high it should be noted
that the provision of adequate water would have effects on
morbidity and mortality in older age groups as well as chil-

dren. Thus, assigning all of the project costs to the effecﬁs
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providing public fountains within a short walk of each

household in a community of 10000 is estimated to be $7000.

3. Effects

The projected effects of the water project are based
on the case incidence and case fatality rates given in table
6. The effect of public water taps and an adequate guantity
of water in a comunity previously lacking an adequate scurce
of watar is estimated to be a £ifteen percent reduction in
diarrhea in all age groups from birth through five years.
This estimate is based on the concensus of crinion among A
small group of intarmational health experts.l The estimate
is not hased on cbjective evidence and, therefore, the es-
timates of cases and dea<ths preventsd By <he provisicn of a
public water supply are made with less confidence than ia

the estimation ¢of vaccine effects.

Multiplying the population in each age.graup times the
case incidence rate times the expected percentage reduction
gives an estimate of the number of cases prevented in chil-
dren less than five in a community of 10000 pecple. The
case fatality rate can then be applied to get an estimate

of the number of deaths prevented. Using this procedure,

'~ See, H. Barnum, R. Barlow, L. Fajardo and A. Fraddilla, A
Resource Allocation Model for Childhood Survival, report to
USAID/Ofiice of Health, June 1979, Chapter V.
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for alternative, more cost effective interventions.
II. COMMUNITY WATER PROJECT

In this section the hypothetical cost effectiveness of a
low technology water supply project is estimated for a comunity |
of 10000.

A. Costs

The cost estimates are based on a 1375 study carried
cut in the Lushoto district of Tanzania.l The project chesen
is apt to be fairly typical of a project for a rural popu-
lation in areas of Renya. Previous &o the project the water
supply was a river downstream £rom other neacby towns.  The
new water supply source relies on boreholes. The capital
costs of the project include the costs of the boreholss,
pipe, tanks and ocne tap per 200 population. Other costs in-
clude transportation, the value of self help labor and ocut-
side labor. Correcting for differences in exchange rates

and changes in the level of prices2 the total annual cost3 of

% G. Tschannerl and M.R. Mujwahuz: Impact of Rural Water Supply:
Eight Self HRelp Schemes,University of Dar es Salaam, Bureau
of Land Use Planning, Research Paper No. 37, May 1975.

2 The price indices are taken from, Bank of Tanzania, Economic
Bulletin, Vol. X, No. 3, December 1978.

3

The total initial expenditure including the costs of capital
is estimated to be $33204. Using an interest rate of .15
and an assumed life of seven years, the annualized cost is
$6973.
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looking at the separate immunizations it can be seen
that the measles immunjization is the most significant com-
ponent of the total program and, at $50 per death prevented
would be highly cost effective even if_it wers necessary
to carry it out as a separate program. DPT, TT and BCGt
together are somewhat costly (at $274 per death prevented)
as a2 separate program but are highly cost effective (at $63

per death prevented) as a component of the total program.

In contrast polio immunization, even when considered
as marginal (that is, as an added program) cost almost
twenty times more ($114) per case preventad and seven times
more ($568) per death prevented &than the overall program.
It shdu;d Ee noted that this result is highly dependent on
the low attack rate for polioc and the arbitrary assignment
of domestic recuzrent cost in table 4. If the tzue attack

rate is significantly underestimated or the additicnal per-

' sonnel time and other recurTent costs are gresatly over-~

estimated the actual cost effectiveness of polio immunization
would be greater. But, as calculated, the high cost of polio

immunization per unit of effectiveness encourages a search

.—J

Given the assumed low attack rate for tubercul. 3is it is pos-
sible that the BCG component is relatively expcasive per unit

of effect. 1In addition a recent article reports new information
that throws doubt on the efficacy of 3CG in the prevention of
tuberculeosis. However, the especially poor quality of the in-
formation on the costs and attack and case fatality rates asso-
ciated with the BCG immunization precluded a separate analysis.
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c. Cost Effectivenass of Alternative Immunization Programs

The costs per case and death prevented for the alternative
programs singled out for analysis are given in table S.
The values in the tablée were obtained by dividing the costs
Zor each program, as given in table 4, by the approp?iate
mumber 0f cases and deaths calculated from the results given
in table 3.

The analysis reveals that the cost per case and death
prevented by the entire progzmam is $85. It is also estimated
that the cost per death prevented by adding the immunization
of ckildren over cne year of age in the implementation phase
is 60 percent greater than the cost per death prevented
fzom the immunization cf nrew Births only. While the absolute
difference in cost is not great (the cost per death pre-
vented for a new birth program only is $§70; the cost per
death prevented by adding the implementation phase to a new
bizxth program is $113) the cost differantial does imply
that, if financial restraints limited the adoption of the
entire program it would be more cost effective to concentrate
on immmnization of newborns for a larger area rathexr than |
the addition of an immunization prcgram for older children
to an existing newborn program for a smaller area. This
result is attributable to the higher attack ratss and case
fatality rates, for many of the diseases, in the first yea:'

of 1ifa.



ANNZEX D Q1)

recurrent costs of the program, are rough approximations

and depend on the assumpticn that the ministry of health
domestic costs for perscnnel, overhead and cther health
delivery expenditures will be 21.2 K.shs. per fully immunized
chila.l of this, twenty percent is assumed to be required
for ﬁdministrative overiead. The apportiomment of domestic
reacurrent costs over the program categories is made on the
basis of the number of visits required and arbitrary assump-
tions about the relative amount.of time needed to deliver

the service in each type of prcqram.z

The total estimated cost of the entire program is 132
million X.sh. ($17.6 million) of which 35 million R.sh.
(34;5 million dollars) is the value of donor supplied inputs
after subtracting tﬁe residual value of capiial at the end
of the seven year periocd. The cost per fully immunized

child is 29 K.sh. ($3.87).

Calculated by implication from an MOH/DANIDA estimate of
the unit cost of immunization. MOE/DANIDA Report, Op. cit.

It is assumed that DPT, TT, BCG and Polio together regquire
three times the number of visits needed £for measles vac-
cinaticn alone and involve 75% of the total 4 estic variable
expenses (or 57,914,000 K.sh). Of this amount 10% (5,792,000
R.sh) is the marginal costs of adding polio. However, if
polio were %o be delivered sesparately, the three needed
visits would require 80% of the recurrent domestic costs
needed for delivering DPT,TT, BCG and Polio ir the larger
program. Similar assumptions were used to apporticn the
contingency category.
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In many instances the presence of this person is
not essential, since any female kin can assume this
role if necessary. However unspecialized these
women's skills may be defined in the traditional
medical hierarxchy, they are an integral pact of

the health system.

From the point of vieﬁ of the planner, these wcmen
represent a first line indigencus cadre of personnel
in the develorment or strengthening of a health
referral system. A Johns Hopkinas Population Center
Marci. 1980 draft report on "Traditional Midwives
and Family Planning"” points out that data indicates
that "traditional midwives are most effective when
their program involves'a techirolegy that is easy

to apply., fective, and without long term side
effects.” BAn example of the referral process is
provided in this draft report by an example £rom
Baitl where "using midwives to bring women to the
hospital or clinic for a tetanus vaccination or

to accept tetanus immunization at home by community
workers contributed more to eliminating neonatal
tetanus than training midwives to use sterile ma-
terial for cutting and dressing the umbilical cord”

(1980:14).
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2)., Second are the mals specialists with ascribed or
acqguired skills and technigues in such areas as

bone-saetting and rudimentary surgery.

3). Next are the male.relig%cug-medical specialists
whose roles are highly specialized. Their usually
ascribed powers emanate £rom a supernatural source.
In the diagnesis and treatmant ¢of illness super-

natural powers are part of ritual healing.

4). Last are the herhalists or traditicnal pharmacists
whose extensive knowledge ©f herbs, mixtures <
herbs, and bazk is utilized in such illnesses as

headaches, rashes, ané fevers.

These categories of specialists exert a tremendous amount bf
influence in their social systems, therefore, the identification
and soclicitation of their assistance in heal<th education and public
promotion is vital to the establishment and implementation of any

new health intervention.

This constellation of indigenous health personnel represents

the basic organizational structure throuch which a new health

intervention could be channeled at the local level. There may be

some initial reluctance at the national or regicnal level to
1) admit the existence of this system because of its negatively
projected image or 2) agree to iis efficacy in the implementation

process due to political relations between the center and the
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periphery. This possibility should not relieve the extarmnal planner
of responsibility for acknowledging the existence of this indigenous

structure and factoring it into the implementation strategy..

In a2 discussion of the importance of traditional health care

and the traditional specialist, Margaret Read comments as follows:

The traditicnal practitionexr, as he appears in
recent studies by medical personnel and social scien-
tists, is an essential link in the chain binding the
patient and his kin group to the process of diagnosing
and treating the illness. Local communities expect
the practiticnezr to take a detailed anéd personal inte~
rest in £he patient. BHe on his side coasiders it im-
portant to create an atmosphere of confidence and trust
to ally the anxiety £f£elt by the patient and his friends,
ané he establiskes this atmosphere by an unhurried and
patient question-and-answer process, as well as by the
kind of inguiries he makes about the illness and its
sumptoms...Local practitioners are willing to be
‘called’' and to visit the patient in his own home,
surrcunded by his relatives. Even more important, the
local practitioner speaks to the patient and his rela-
tives about the illness anéd treatment in language an
concepts that are familiar to them, and that they can
understand...

It should not be assumed that traditional specialis+ts are
necessarily obstacles to a new health intervention. fhey may very
well view a new intervention as a means of increasing their pres-
b-‘ge

L
ne gtatus

and sta n the community, Paymond Firth (1871:126) points

ocut that amcng the Manus of New Guinea, "local practitioners,
spirit-mediums or 'medicine men,' are...not antipathetic to the
new therapy. They are happy to intermingle their own simple systems

of leaf infusions, massage, and prayerful laying on of hands with

1/  1pia., p. 21.
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the administration ¢f Western pills. These practitioners aze almes:
pathetically anxious to gain Western approval. They are convinced
that their spirit technicues ace correct, dut are under Sire fxom

modernists in their ocwn coammunisy.”

I£ the regional oz iccal selitizal gtructure permits the
integzal inclusion of traditicnal specialists in the new inter-
vention, their power relationshizs in the ccomunity could be posi-
tively enhanced. The motivaticn, then, fcz participaticn in a new
health intsrvention on the part of traditional specialists may be-
an ephancement within the culturally dafined prestige and status
ccmplex. Since ﬁhey enjcy legitimacy ané cradibility in their com-

munities, they are in a position to influence widar acceptabilisy.

Tradi+tional Eealth Cars and W=0

Despite the importance of the traditional health care system
as the basic indigenous organizational structure linkiag the patient
and hkis kin group to a process of diagnosis anéd treatment, its
status in WHO is very low. At WHO/Geneva there is a skaff of two
pecple and no operational budget. Dx. 3annerman, a gynecclogist-
gbstatrician and head of traditiocnal medicine a% WBO/Geneva informed
this writer that DANIDA has provided funds for +two Af-ican confaszence/
workshops designed to bring modern and tzraditiomal practitioners
together to explore their respective knowledge bases. Margaret

d o

Read notes in her discussion of traditional specialists akt, as part

[o])

cf a £ield research project, she pazticipated in a health ecducation
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Iv. SPREAD EFTECTS: THE DIFFUSION OF INNOVATION

Women as a Crucial Target Pooulation

The population expected to ultimately benefit directly from EPI
and CDD activities will be sub-Saharan African children aged 0-5. .To
geﬁ to this population, however, it will be necessary to go through
the adult population, especially mothers. ZExactly who these adulis
will be will depend on *+he specific kinship structure ané organiza-~
tion of the targeted population. Biological mothers, for example,
may not be the dacisicon-makers concerning the health or illness of
their children. Nevertheless, EZPI and CDD activities will be greatly
facilitated by an understanding of women's roles and status in their

society.

Women, for exaﬁp}e, have the da;ly task an§ :esponsibility of
suppl&iﬁg water for all housenold needs. Contaminated drinking water
is a source of illness in children and adults, yet boiling water may
not be perceived as a sensible or practical solution to this problem;
especially in light of the problem of a fuel supply fcor rural villages.
A supply of fuel, usually firewood in the form of twigs and branches,-
is also the responsibility of women. The greater part of a day may
be devoted to searching and gathering firewood. Using porticns of
the firewood to boil watsr, portions of which will be lost to eva-
poration, will make no sense to rural women. Otker practical and
adaptable ways of solvihg the contaminated water problem should ke
sought, for example, through the Ministry of Hydraulics, an accessible

and safe water source should be part of over-all economic develcopment.



ANNEX 2 (18)

Preventive and curative health measures for children aged 0-5
may be the sole responsibility of the biolegical mother; of patri-
lineal aunts, or of wider kin groups. Whatever the responsibility
structure, mothers will rarely make a2 unilateral decision concezning

mordern mediczl care for their children.

For women as childbearers, the culture of sexual and chilébirth
practices, beliefs, and rituals dramatically impacts morbidity ané
mortality profiles in some African societies. For example, major

-h2alth prerlems for wemen revolve arcund beliefs ané prachices of
pregnancy, childbirth, chzonic malnutrition, and female circumcision.
Sterility, stillbirths, and brain damaged babies i :'e often the result

of cliteral surgery. It has been pointed ocut in the health sector

Ser
j=Lo 6 Rapty
= 2

aper that among cer<ain African women "physiczl damage from’

U]

clitoridectomy and genital infibulation range £rec shock, bleeding,
anéd chronic pelviec infection to infer+tility, lengthened delivery,

_ brain damage to the fetus and fetal wastage". (n.d.:5)

Cultural beliefs and practices in these areas will not yield
easily to health education and public promotion activities., It is,
nonethelass, impeortant that the health planner have scme knowledge

and understanding of these beliefs and practices fcr two reasons:

1) training and health education of tradifticnal
midwives and birth attendants will have fo be
cast within this familiar and traditional belief .

and knowledge system, and
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2) most births still take place within the confines
of this cultural complex, where older, more
traditionallf-oriented women usually have recog-

nized influence and authority.

The African traditional midwife of birth attendant is usually
a woman beyond chiléd-bearing age whose services generally do not
extend beyond a specific geographic area. EHer services may extend
across generations of families because she is trusted and accepted.
* Ganerally, she is a respectad source cf information concerning
the care and feeding of babies, sexual anéd chilédbir+th behavior
and practices. She is a tremendous potential channel for influencing
attitedinal change concerning acceptance and participation in E?I,

COD, znd where aporopriate, YAWS, and other CCCD activities.

The utilization of these indigencus channels for communicating
information about new health interventions will not happen auto-
matically. The spread effect'of diffusion of the ideas and new
practices will depend on the capability of the health education
- and promotion personnel to develop information to be shared or
transmitted within the context of the existing and familiar knowledge
and learning base. Without the familiar base fram which to absord ,
new information destined to ultimately change or modify behavior,

the natural channels for diffusion will assume no potency.
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Allocation of Time and Immlications for EXI and CDD Activities

A valuable working tool for health planners would be a record
of how women planm and allocate their time during the day. The
daily routine will vary according to seasonal production activities
and mebility. In addition to the above mentioned respeonsibilities
of supplying watar and fuel for domestic needs and tasks, many rural
women also have agricultural responsibilities, namely, sowing,
weeding, and assistance in harvesting. The implicaticns of this

kind cf daily schedule for EZPI and CDU activities ara threefolsd:

1) wocmen may not be able to fully participate in

programs which conflict with their daily routines,

2) their ﬁnability to participate may be misinter-
preted as lack of interest cr lack ¢f acceptance

of the intervention, and

3) before the particular health measures can be
coperationalized, it may be necessary to provide
labor saving amenities such as easily accessible
and safe sources of water (this would theoreti-

cally, increase a woman's discreticnary time).

Since a rural woman's time and daily routine is so inextricably
interwoven with her role and status as 2 wife and mother, it is
important to understand the regularized social ané econcmic produc-

tion behavior of these women if their acceptance and participation
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in CCCD related activities is to be expected. These women cannot
be expected to halt or interrupt their daily routine to pariticipate

in or listen to health education information concerning EPI and CDD.

The limitations and demands of the rural woman's time presant
a‘special consideration c:nstréining the spread of a new health
intervention unless the necessazy information concerning the inter-
vention is communicated to women within the contaxt of familiar

surroundings and routine schedules.

Language, Women and Spread Effect

Unlike a number of development inteiventions where the primazy
target population is usually males, this CCCD health intervention,
.has as its primaxy éarget populaticn the mother/child complex.
Acroés sub-Saharan Africa, socciceconcmic profiles of women beaxr cﬁ:
the fact that they.have lass proficiency in the official language
of the country (usually E=nglish or French) than do males. Women,
especially rural women, will communicate most proficiently in the
major indigenous language of their country. t'will therefore be
important to design materials, both written and audiovisual, which

are the language and culture specific.

Field Research, Health Education and Diffusicn

Field research activities, including data collection and analysis,

by the social scientis: ané health educator should be designed with-
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in the thecretical framewcrk that health education is essential for
both individual and group understanding, acceptance, and participation
in EPI, CDD and related CCCD activities. The importance of healsh
‘education should £irst of all be cermunicated to national authorities.
Through the regiocnal WEO/CDC Management I and Management II +training
courses in EPI, the proposed health educator and social sciantist

can design and incorporate units or modules on health education for
EPI and CDD.l1 The critical role of woman and traditional medical
specialists as natural and indigencus channels for diffusion of
information (which will hopefully lead to acceptance and participation

in project activities) would be the focus of these educaticn modules.

A simultaneous EPI and CDD education effort in the design and
preparation of written and audiovisuval materials should be under~
taken approximately mid-1982 after appropriate baseline data has

been gathered by the health educator and social scientist.

Leadershio/Authority and Diffusion

Iéentifying and scliciting the support of respectad leadars
frem the center to the periphery would be a first step in the dif-
fusion process. At the center, for example, a logical start wculd
be the Ministry of Health; but it is important to bear in mind that

the locus of power and influence for ovperationalizing a new health

1/ The Office of International Eealth Volume 4 on "Guidelines for
Analysis of Socio-Cultural Factors in Health", is a useful
document.
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intervention may lie ocutside the Ministzy of Health. It may be in
the Ministry of Rural Development, Ministry of Planning, or Ministry’
of Finance. The entry peoint for a new health intervention may be
through an agricultural extension program or through a Ministry of

- Education. extension program. The need for tactful diplomacy would
be in 6:der i£ and when the Ministry of Eealth is ﬁot Ehe.locus of

power in a country-specific situation.

At the periphery, local religious, peolitical, or traditiomal
family leaders may have more power, izfluence, and authority than
Ministry of Health civil servants. Traditional medical specialists,
depending on ﬁhe degree of specialization and whether powers are
ascribed ﬁr acguired, will enjoy a legitimacy and credibility not
possibls for outsiders. It is important here to peint cut that
outsicders reiers egually to nationals and foreigners. An impediment
to the spread of EPI, CDD and other CCCD information and éechniques
could be the national who may have no understanding of the intzi-
cacies of behavior and attitudes which define and cohere a social
system. Often, if he speaks the language, it is assumed that he
will f£it right in and be readily accepted. Difference in educational,
ethnic, and economic background may in fact completely separate
this person from the rest of the ccocmmunity. The consequences of
this is reduced communication and a poor spread effect. 1Indi-
genous leadership, therefore, represents the best source for insuring

support and spread of a new idea or intervention.
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Identification of active special intarest groups, factions,
ané informally structured gyoups (groups which may fao== only when
thers is 2n issue or problem of importance to them. Thelr existence
parallels the life of the issue ar prcblem, aftar which they dissolve
the group) is very impertant in securinq‘wide supporst and‘partici-
pation. Determining who these gzoups are, how they are organizeé,
where they are locatad, and how they exarcisa power, influsnce, and

authozrity will facilitate the implementation and diffusion process.

DPatta=zns of Mckility

A completa study of the regularized and established cyclical

patterns of mebility of regional donor perscnanel, govermment Ministzy
perscnnel, extension personnel, and local populations will provide

scme indication of the cross-fertilizatioz of idsas. Attention
should not focus conly on the mobility patterns ¢f lo.2l populatiocns
because %he exchange ©f information and feedback is ¢ ccmplex of all
involved in the process. Local populations are iavo..red daily and
seasonally in sccial and production activities which do not neces-
s;:ily permit them &o have or give much time to dialogue with visiting
gersonnel about a new intarventicn. A record cf the pathsern et
movement and mobility into and out of an azrea would permit plapnin
which meshes with the flow of normal mobility and production activi-
ties. Comunication and information points of entsy may be most
effective at known leisure periods or during peak markst periods.

Rgain, diffusicn has the possibility of covering a wider area when
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exposure to new ideas and information takes place at times when
targeted populations, particularly women, are in the "captive

audience” role.

Previous Project Design, Execution, and Diffusion

Although this proposed CCCD project is larger in scope than
en-going WEO/ZPI and AID/AIP/EPI activities, the latter, an example
of which is operatiocnal in Somalia, provides some insights into

1 assessmant of the Somaliz

the problems of diffusion. The Foster
WHO/EPI does not indicate that the intervention demonstrates any
diffusion or spread effect. Team interviews with the WHO/ZPI phy-
sician assigned to the Ministry of Health indicated that assessments

- of ::itical'weaknesses in the implementaticn process were being

W

strengthened through an AID/AI?. It may be inappropriate from the

peint of view of design and scope as well as f£rom the point of view
of length of project operating time to use this AIP/ZPI as an ex-
ample of a possibility for diffusion. However, it seems important
to look critically at this activity because the problem of language

and communication represents a2 barrier to diffusion.

This is a critical barrier because the significant targeted
population of women speak almost no English, nor ds health auxi-

liaries outside Mogadishu. During an interview with the gynecclogist

pv4 See the AID Assessment July 1979 of the Exrvanded Program of
Immunization by Stanley Foster and Mike Marty.
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working with +the progzam (she is the wife of the WEQO/EPI diractor
and assisting in the MCEs on a voluniser basis as a means of re=
maining professionally agtive), she acknowledged, interestingly,
that a number of the health workers under her direcition speék no
English. - The fact that she speaks no Somali did not seem to be an-

issue.

v. SOCIAL CONSEQUENCES AND 3ENEFIT INCIDINCE

Differential Sovread Effect: Diraect and Indirect Beneficiaries

EPI, CPD and other CCCD project actiyities will impact dif-
ferent groups in different ways. The ultimate direct beneficiaries
will be rural and urban children aged 0-5 in sub-Sahara Africa.
AZmong this populaticen :umulétive mozrtality is 300 to 500 per 1000
births and infant mo:talitf rates vary from 100 to 200 deaths pex

1000 births.

Immediataly impacted targets, however, will e Ministry of
Health managerial and mid-level personnel participating in =PI
and CDD training'courses. The knowledge, technigues, ané methods
gained from these courses will be shared with an- formally communi-
cated to lower echelons in Ministsy of Health personnel structures.
Methods for relating this technical information %o mothers who
represent the intermediate target population will be researched by

the health educater and social scientis<,

L]
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The distribution of EPI led CDD project activities and benefits
among geographical, ethnic, and socioceconomic lavels cannot be deter-
mined frcm the regional vantage point. The benefit incidence will

be at the bilateral level.

Time Frame, Project Results, and Culture Change

While the reduction of mortality and morbidity in sub-Saharan
children aged 0-5 is the ultimate project gocal, a concocmitant goal
is the development of a2 commitment to health maintenance and infec-
tiocus disease prevention among ever-widening sub-Saharan populations.
Becanse newly introduced public health measures mean changes and
modification in beliefs, attitudes, and behavior; all of which define
and cchere any social systam, EPI ané CDD measures cannot be expecte
to have any long;terﬁ benefits over 3the remaining budget life of

this project.

BEealth education, for example, is a slcw and complex process
designed to change atﬁitudes( habits, and practices. Improved health
as a benefit accruing to the larger social group may not be a visible
result for a2 generation. Activities, then, in a CCCD project shounld

be phased over a twenty year pericd.

Indeed, in keeping with AID's strategy for improving the health
poeoulations in sub~Saharan Africa, selected disease contzol such a2s
EPI and CDD activities is approached as part of a four-part program.

One of the cornerstones of this four-part program is a primary health
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care delivery systam. The other two ccmponents ars health planning
.and the provision of clean water and inproved sanitation. The need
to move simultanecusly on all four Z-onts will require a timefrane
beyond the budget life of this CCCD activity. The remaining three
yaars of the proposed project should therefore be viewed as a starnt-
up phase I with a commitment to continue this activity over the nex:

two decades.

E2d
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OVERVIEW OF AID SUPPORTED HEALTH

ACTIVITIES IN SUB-SAHARA AFRICA RELATED

TO THE COMBATTING OF CRILDHOOD

COMMUNICABLE DISEASES (CCCD)

This paper presents in tabular form and brief marrative summaries
an overview of AID supported health projects in sub-Sahara Africa
that involve immunization and other activities to control diarrhea
and childhood communicable diseases, Also included are primary
care and rural health development projects since in most instances
these are or will incorporate communicable disease control.

The information provided has been extracted from AID files and from
a draft report prepared by the American Public Health Association
under contract to AID entitled "Tracking Report on AID Supported
Primary Health Care Projects, Volume III-Africa,"” dated December,
1980. These data have been updated from from a series of cable
responses provided by USAID field missions.

The tracking report is expected to be updated periodically and the
full report or more complete information on a particular program
can be made available upon request by contacting the Office of
Regional Affairs, Bureau of Africa, Room 3325, Agency for Inter-
national Development, Department of State, Washington, D.C. 20523.

April, 1981



COUNTRY

Botswana

Burundi

= [

Congo
Central

African
Republic

Ghana

USAID ACTIVITES IN COMBATTING CHILDHOOD COMMUNICABLE DISEASES
AND ASSISTANCE IN RURAL HEALTH SERVICES AND
PRIMARY HEALTH CARE DEVELOPMENT

PROJECT NAME
AND NUMBER!

Health Serices
Developmesit
No. 633-0078

Expanded pro-
gram on Immu-
nization (EPI)

EPL

Ouham Province
Rural Health
Project

No. 676-0002

Management of
Rural Health
Services

No. 590-068

PROJECT DATES

FY 1978-1981
with probable
extension to
1983

3/81-3/83

3/81-3/83

9/17

1/75-10/79

IN SUB-SAHARA AFRICA

FUNDING LEVEL
AND SOURCE

us $5.5 Million
Hc? $1.7 Million
Other donors

us $0.5 Million

Us $0.5 Million

uUs $2.0 Million

US  $1.3 Million

LOCATION

Nation Wide

Nation Wide

Nation Wide

Ouham
Province

Nation Wide

REMARKS

Basically a project to develop
primary health care through
training of various category of
health workers. . No CCCD acti-
vities identified.

Full program support including
EPI expert to establish and/or
improve various aspects of the
program including cold chain
logistics, vaccine procurement,
distribution and control, immun-
ization scheduling, equipment
maintenance and repair, data and
evaluation. Vehicles, commodi-
ties and cold chain equipment
are provided.

Full program support as in Burundi

Project was designed to strengthen
management capability and to -
extend basic health services to

a rural area. Project had only
limited success. No CCCD activi-
ties identified.

Project established a national
health planning unit and developed
a primary care strategy for the
country. A follow on project to
deliver rural health services
including CCCD activities is com-
templated.
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COUNTRY

Ghana

Guinea

Kenya

Lesotho

Liberia

Mali

PROJECT NAME

AND NUMBER

Yaws and yellow 1/81-12/82

fever control

Nc, £98-0°10,258

Maternal and
Child Health

Kitui Primary
Care Project
No. 615-0185

Kibwezi Rural
Health Scheme
No. 615-0179

Rural Health
Development
Project

No. 690-0058

EPL

Rural Health
Services

Development
No. 688-0208

PROJECT DATES

1/81-12/82

FY 1979-81

FY 1979-81

1978-1983

FY 1979-83

us

Us

us
HG

us

us
HG

us

us
HG

FUNDING LEVEL

AND SOURCE

$0.50 Million

$0.46 Million

$0.413 Million
$0.275 Million

$0.816 Million

$3.254 Million
$0.454 Million

$0.500 Million

$3.890 Million
$0.870 Million

LOCATION

Nation Wide

Nation Wide

Kitui
District

Makindu
District at
Kibwezi

Nation Wide

Nation Wide

Mopti and
Kayes Regions

REMARKS

Technical aid and commodities
are provided. This project
very likely will develop into
a national EPI project.

Project includes EPI activities
on a limited basis in the con-
text of an MCH project. Con-
sultations on EPI and commod-
ities are provided.

Project comprised of four
mobile health units serving
remote areas with antenatal
care, immunization and simple
curative care.

An experimental primary care
project emphasizing training
of village health workers.

Major funding of EPI in Kenya
is being provided by Denmark

A two phased project, first to
improve MOH planning and health
manpower development, second to
deliver health services. No
specif ic CCCD activities are
identified.

Full program support as in
Burundi.,

Pilot projects to develop

model of rural health care for
Mali. No specific CCCD activi-
ties identified.
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COUNTRY

Mauritania

Niger

Rwanda

Senegal

PROJECT NAME
AND NUMBER

Rural Medical
Assistance
No. 682-0202

EPL

Public Health
Services
No. 683-0214

Rural Health
Improvement
No. 683-0208

EPI

Rural Health
Services
Development
No. 685-0210

PROJECT DATES
/.

FY 1979-83

3/80-3/82

6/78-3/81

1/78-12/82
extension to
12/84 expected)

8/80-8/82

7/717-12/83

Us
HG

us

Us

us

us

us
HG

FUNDING LEVEL
AND SOQURCE

$1.93 Million
$0.224 Million

$0.4 Million

$1.47 Million

$14.029 Million

$0.5 Million
$3.3 Million
$1.6 Million

LOCATION

Tarza Region

Nation Wide

Diffa
Department

Nation Wide

Nation wide

Sine Saloum

REMARKS

Project will develop and test
a model of rural health out-
reach by community health
workers.

Full program support as in
Burundi.

Project trains health workers,
establishes vehicle and medical
equipment repair, provides ser-
vices of sanitary engineers and
other health care specialists.

Provides general support for
training all categories of rural
health workers, building of
rural health facilities, provi-
sion of commodities including
vaccines and cold chain equip-
ment. Incorporation of CCCD
activities 1s anticipated.

Full program support as in
Burundi.

Project serves 225,000 rural
inhabitants. Recently redesign-
ed, project will focus on in-
fants, children and pregnant
women and will emphasize CCCD
activities including immuniza-
tion and diarrhea control.
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COUNTRY

Somalia

Sudan

Tanzania

PROJECT NAME
AND NUMBER

EPI

Northern Sudan
Primary Health
Care Project
No. 650-0011

Southern Pri-
mary Health
Care Project
No. 650-0019

Hanang Ujamaa

Village Public
Health Program
No. 621-0138

Tanzanla School FY 1980-83

Health Program
No. 621-0150

PROJECT DATES FUNDING LEVEL

AND SOURCE
8/79-8/81 Us $0.2 Milliom
FY 1979-82 Us §5.8 Million

Af. Dev. Bank
$8.0 Million
HG $0.89 Million
FY 1979-83 UsS $3.2 Milliom
HG $1.3 Million
FY 1977-1979 US $0.,499 Million

Us $5.7 Million

LOCATION

Nation Wide

Four provin-
ces in north-
ern Sudan.

Southern
Region

Hanang
District

Dodoma and
Singida
States

REMARKS

Provides commodity support,
vehicles, etc.

Project aims to implement the
national primary care programs
in four of Sudan's poorest
provinces. Specific CCCD acti-

vitites have not been indentified.

This 18 related to the above
project and extends coverage

to the Southern Region. The

US 1is also contemplating a

third project, Health Sector
Support, for which $32.0 million
has been requested over five
years (1980-85) to augment the
Government of Sudan's health
programs.

This model primary health care
project focuses on village or-
ganization to support first aid
boxes, village leaders (health
educators) and village health
workers. Communicable disease
prevention at the village level
is stressed,

In eighty schools, a standard-
ized program of health imnstruc-
tion, health services and nutri-
tion and environmental improve-
ments are being implemented.
Health records, including immun-
ization are emphasized.
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COUNTRY

Zaire

20 Central
and West
African
Countries

PROJECT NAME
AND NUMBER

Health Systems
Development
No. 660-1980

Strengthening

of Health
Delivery Systems
in Central and
West Africa
(SHDS)

PROJECT DATES

1978-1980

Phase I 9/77
Phase II 1/78-
12/82

FUNDING LEVEL LOCATION
AND SOURCE
US $0.675 Million Kinshasa,
HG $0.44 Million Kongolo and
Maluku

US $20.00 Million

REMARKS

This project, designed to improve
Zaire's capability to plan and
implement health programs, had
only limited success. However,
AID has an endemic disease con-
trol project underway which in-
cludes an EPI component. Use of
oral rehydration salts in diar-
rheal disease control will be
stressed in two projects which
are scheduled to be implemented
over four or five years. These
are the Bagic Family Health Ser~-
vices project (No. 660-0067) to
begin in 1981 and the Area Nutri-
tion Improvement project (No.
660-0079) to begin in 1982.

The broad goal of this project is
to increase the capability of 20
countries in this region to plan
and manage their health delivery
systems emphasizing a primary
health care strategy.

The 20 countries participating
are Benin, Cameroon, Central
African Republic, Chad, Congo,
GCuinea, Guinea Bissua, Gabon,

~ Gambia, Ghana, Ivory Coast,

Liberia, Mali, Mauritania,
Niger, Senegal, Sierra Leone,
Togo and Upper Volta.

A major objective of the pro-
gram is to improve regional

and national disease surveillance
and health information systems.
Demonstrations and training with
respect to EPI are carried out
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COUNTRY PROJECT NAME
AND NUMBER

20 Central

and West

African

Countries

PROJECT DATES

FUNDING LEVEL
AND SOURCE

LOCATION

REMARKS

in three countries: Cameroon,
the Gambia and Ivory Coast. The
US, through Center for disease
Control, 1s providing EPI man-
agement training. In 1981, the
US will provide approximately
1.3 million doses of measles
vaccine, divided among l4 coun-
tries: Benin, Cameroon, Central
African Republic, Congo, Gambia,
Ghana, Guinea, Ivory Coast,
Mali, Niger, Senegal, Sierra
Leone, Togo and Upper Volta. In
1982, measles vaccine will con-

- tinue to be supplied these

countries and Congo will commence
receiving aid to start an EPI
program.

1. Refers to USAID Project Name and Number.

2. HG refers to Host Government.
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COUNTRY

Swaziland

Swaziland

Liberia

Ghana

PROJECT NAME
AND NUMBER

Rural Water Borne
Disease Control
645-0087

Health Manpower
Training
645-0062

Primary Health
Care

Primarv Health
Care Support

PROJECT DATES

FY 79-84

FY 77-82

FY 81-85

FY 82-85

FUNDING LEVEL
AND SOURCE

U.S. $3.2 million

U.S. $4.3 million

U.S. $10.0 million
(planned)

U.S. $15,6 million

LOCATION

Nation-wide

Nationrwide

Nation-wide

Nation-wide

REMARKS

Emphasis on bilharzia and
other water borne disease.
Snail control and mass treatr-
ment campaiegns, health educa-
tion.

Institutionalizing nursing. a:
other paramedical programs,
Establishing locally=staffed
health services support svste

Natiomal Primarv Health Care
project now under design.

To be designed.
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Dadar Ags Ons Teaz (0Q0)
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)
'
|
!

"Escizacted No. of Childzen
1 = & Year:. (00Q)

. 1980 | 1985 } 1990 | 2000 | 1980 i 1583 1990 i 2000
—acoLa 509 1 S0k ) 983 | 998 | adel ; 1237 1 L1eQr 1  L5/¥
BE 143 143 168 | ~21s | =qs 578 )| 630 | 813
—BOISWANS 33 33 42 3Q 118 | 136 i3s | 130
. TEURUSDL 167 191 212 236 588 | 565 743 1884
~SAEROON 249 300 329 o6 i 885 ' 1062 1 1201 ' 1492
_CAPE VERDE : 9 q ) o 30 32 33 | 32
CENTRAL AFRICA REPUBLIC 75 85 96 W EL T L 348 1 421
CEAD 151 166 176 181 . §32° 387 ) 835 | R84
COMORQS 28 18 18 | 24 ! 57 60 68 0 |
$3 $6 88 ! §3 + 209 3 298 Je¥ 't - WL
DIZ3Q0TT SR [ i }
EQUATORTAL GUINTS 11 19 12 14 ) 3z | 42 | 6 ! 54
ETZI0PIA 1300 | 1622 1584 | 1806 | 4305 I 5095 38686 6636
GABON N.A. § : ! L
GAMSIA 20 22 26 26 73 | 79 | 57 97
GHANA 504 361 572 $67 1674 ! 1814 | 2107 2251
GUINEA 263 _1 276 307 345 850 | 968 | 1123 | 1413
GUINEZA = 3ISSAU 19 22 Sy Y 25 i 78 | 85 | 95
IVORY COAST - 303 345 410 {507 1635 1294 | 1484 ' 1833
KENTA 717 768 806 | 993 2635 | 2836 3101+ 3701
LESOTE0 47 43 37 | 40 167 | 170 ) 176 157
LISERIA 55 67 | 72 a0 238 T 261 282 341
MADAGASCAR 437 6439 1 494 _596 1517 | 1683 1849 | 2208
MATAWT 268 1 283 1 311 355 830 | 874 | 1108 i 1316
MalT 270 299 i 339 373 929 | 1053 | 1176 ! 1338
MAURTTANTA I 49 53 62 71 1 181 1 202 250 | 774
MAURITIUS 21 22 23 22 74 76 83 | 83
MOZAMBIOUZE 399 42) 428 438 | 1396 1541 1632 | 1769
NIGER _239 281 320 370 ) 810 956 1 1111 i 1361
NIGERIA 2985 1 - 3309 3611 4069 | 10423 | 11736 1 1333 : 15294
REUNLON 14 14 14 14 49 48 | 49 | 53
AWANDA 207 267 288 323 726 849 993 1 1706
SAO TOME & PRINCIPE N.A. - | i |
—SENECAL 231 269 1 304 335 798 | 924 | 1063 ! 12350
—SEICEZLLS N.A. ‘ '
—SISRR4 LZONE 128 164 1 133 176 | 439 501 5359 654
_SCMALTS 181 207 ar {227 579 687 767 847
STDAN 708 805 910 1105 2564 2838 | 3335 4136
_SWAZITAND 23 )} 26 28 28 1 @1 $4 103 107
TANZANTA 743 1§29 °9s 1 1000 | 2689 3031 | 3364 4052
T0GQ 110 128 148 157 | 381 A 517 626
UGANDA 527 364 603 707 1870 2092 2234 2579
JPPTR_VOLTA 223 266 | 304 326 823 930 | 1057 | 1227
=Zi13% _1072 1150 1 1200 1280 3808 4205 4507 4920
ZAMSIA 265 303 342 | 418 | 916 1074 1254 156L
ZDEABWE | cdh %06 G353 300 1 1163 1356 1505 51
TOTAL 1 13683 13404 | los%2 | 10347 ) 48562 | 23UZU )} o=V | 720CS

1/
T Sourcs, "Illustrative Fumcticnal Projectioms 1975-2000", Commmuzity and Family Study
Cencer, The Universlczy of Chicago, 1979.

the World Bank and the Populaticm Refersace 3ureau.

Rase data was primarily obtained from

In developing projeccs, 2 cohors

women aged 15~4% was taken from each countsy and age specific ferzilizy rates wese

applied. This gives che aomber of hirths iz a given yesr,
£rom model lifa cablas (Cozle and Demang) wvere applisd to the hizzhs to desive the

figures for su=viviag Lirzhs.

Nexz, suzvival rartios



ANNEX H

ACTION MEMORANDIM FOR THE ASSISTANT ADMINISTRATOR POR ASRICA

FROM : AFR/EA, Donald F. Miller, Director

STBJECT: Combating Childhood Communicable Dissasas 6968~0421 - Requast

for a Sousce/Crigin Waiver for Caztain "Cold~Chain™ Refrigeraticn ;qa.:.punt

I

em: To cbtain your approval for a procuzament scurcs and cezigin
vaiver fzem A.I.D. Gecogzaphic Code 000 (U.S. anly) to A.ZI. D. Geogzaphic

A. Cooperating Country: Africa Regicnal

B. Acthorizing Document: Project Faper

C. Proiject: Comtmting Childhood Communicable Diseases

D. Project Mumber: 698-0421

E. Nature of Funding: Grant (FY 81-38)

F. Discripticn of Ccmmodities: Refsigeration Sguirment and supslies
and electrical generators and spare rasts for the establisiment and
maintenance of the vaccize "cold chain®

G. Approxizata Value: $500,000

E. Procurement Crigin: gsyeden

I. Scurce: Varicus African Countries

Primasv Justification for Waiver: The subject comodities are czitical to

the success of project cbjectives and the exclusicn of procurement fzm foee
world countrias other than the cocperating countzy and countzies included
in Code 941 would saricusly impede the attairment of U.S. foresign pelicy
objectives and cbjectives of the forsign assistance progzanm.



Discussion: As paxt of the Combating Childhood Communicabla Disasses

(CCD) Project 698-0421, AID will assist vacious Afzican Nations €0

begin or izprove immunizaticn progTams to reducs moxbidity and nostality

in childres fzom s3ix common diseases (measlaes, T.3. polio, tataaus,
pertusgis, and diphthexial. ¢ is eTitizal that the vaccines used in

the progzam be kapt rafrigeratad (scme must be kapt frozen) wmntil they

are used. The rafrigerated stats is coomonly zeferzed to as the "cold chain”.
If the "czld chain™ is broksn, that is, if the rafrigeratad stats is not
maintained, dissase izmunity micht not be establighed in the child vaccinated
due to the loss of potancy caused by heat. Vaccizes aze shipped rafrigezated
and arm storad that way util used.

The Expanded Progzram for Immmiczaticn of the Wozld Health Czganizaticen
(WBO) to which this project zalates, has standardized on Burr, -1 pTimaxily
Swedish, refrigaration equipment such as rafrigerators and freezers. Tke
type of ecuirment used, especially in the rural avzeas, is not available
£xcm U.S. manufactures. As tha program expands t9 the mozs ! “a areas,
the need to assure vaccina potency at the time of its use becc =s acutely
czitical to the success of the iomunizaticen effort apd the czu. tability
amcng the recipisnts of this approach to public health.

During the eight (8) year-life of the CCD project, AID anticipatss providing
$4,000,000 worth of vaccine to varicus African Couzntzies. In additienm,
othar vaccines used in the progzam, but 20t provided by A.I.D. will be
protactad through the use of the ecuifment.

A.I.D0. Handlook 13 Chagtar 3A 1C (2), statss that the procurament scurcte for
all gzant-fundad proiects (sxsazt for Relativliev lLeast Develoy ! Countries,
RIDC's, is Code Q00 - Unitad Statas). Ia accordanca with A.I.D. EHandbock
13, procursment of ccmmodities fzom Code 935 (Special Free World) scuzces
wder a gTant-financed project Zaquizas a waiver. Undar A.I.D. Handbook
13, Chagtaer 5B 4> (7), a waiver may be gzranted if thers are, "Such Sther
cizsumstances as are determined to be czitical to the success L project
cbjectives." Authority for making the dazazmination and waiver has been
redelegatad to the Assistant Administwator for Africa under AID Handbook
13 58 44 (1) (a). Units similar to socme of those proposal for purchasas might
be available f£xcm the United States but there are a number of reascns why a
waiver is requestad to purchase the units of Zuxrvpean origin in Africa:

(a) Local puzzhase will permit installation by refrigeraticn experts and
kaep warranties valid; (b) Spare parts and service aze available locally;
{(c) maintsnance manuals would have to be in the French larguage in ordez to
assure oroper paintanance in francophcne countries; and (d) The 2crmal time
rsquired £o salect, purchase and deliver the units is fxom 12 ¢ 18 menths
after recaipgt of the PI0/C in AID/W. That time requirsment &o procuse the
actizment frem a U.S. manufactuser would have a detTimental affect an

the project.



Raccomendation: Basad cn the above justification, it is raquestad that, by
your signature below, you (1) appzrove a procursment source/crigin waiver .
fzom Gaographic Code 000 to Geographic Code 935 and (2) certify that
circumstances coitical to the succass of project chijectives wazzant such

a waiver under A.I.D. Bandbook 13, Chaptar S3 4b (7) and that exclusicn

of procurement frem fxee world countziss cther than the cogperating

country and countries included in Code 941 would saricusly impeds attainment
of U.S. foreign policy cbjectives of the foreign assistancs grogram.

Disapproved

Date

Clsarances:

AFR/RA: EGRuofl
AFR/RA:NMarsh :
SER/CCM/ALI:PEagan
GC/AFR: LDFioney

AFR/RA: JTRCxmiskey: jo
6/30/81:2xt.22928
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Ly TIPCCTIvE GATE Paad 8%,
ADwanosOOK 3, App 5C(2) 3.2 June 7, 1979 §C(2)-1

§C(2) - PROJELT CHEDXLIST

A. GENERAL CRTTEXRIA FOR PROJECT

1. £Y 79 Apo. Ac? Onnumtersd: FAA Sec. 633 (b);
Sec. BIAN, uim Etﬁm—'tmm

Eamnaﬁm of Samu and House have been or

"will be notified concerning the projecs:

(b) 1s assistance within (Qveraticnal Year
Budgat) country or international organization
allocation reporced to COI'I?'I’QS! (or not more
than $1 million cver tmt ff

2. F2A Sec. 511(a)(1), Prior to ocbligation

in excass om‘hﬂ)" will there be (2) engi-
nurmq. financial, and other plans necessary
%0 carry cut the assistance and (b) a reasonably
fire estimatas of the cast to the U.S. of the
assistanca?

3. FAA Sec. S11(a)(2), If further legislative
tetion 15 requireg within recipient country,
wnat {s basis for resscnadble expectation that
such action will-be campleted in time to permit
orderiy accampl{shment of purpose of the
assistanca?

4, FAR Sec. GT‘lgb); FY 79 Aoo. Ac® Sec. 101,
If for watar or wmatar=reidtae land resourca
construction, has project mat the standards

and criteria s per the Principles and Standards
for Planning Water and Relatsd Land Resourcass
datad October 25, 19737

S. FAA Sec. 611(=), If project {s capital
assistancs (e.g., construction), and al}

U.S. assistanca for 1t will excaed ST milldon,
has Missfon Ofrecior cartif{ed ind Regional
Assistant Administrator taken {nto considerstion
the country's capability effectively & maintain
and utilize the praject?

6. F2A Sec. 209. s project suscamptible of
«xecution as part of regicnal or multilateral
sroject? I[f so why is project not so executad?
Information and conclusion whether assistancs
will encourage regicnal development programs.

a) TY 80 CongTassicnal Prasentation

b} Yes

a) Yes

b) Yes .

N.a.

CoDD is a regicnal jroject.




, 500232
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Juna 7, 1979 3:32

A ANOSOOR 3. App $8(2)

7. FAM see. $07(a). Informtion and conclusioms
whather project wi:l encoursgs efforts of the
counstry tu:  (2) increase tne flow of intarnacicnal
trade; (b) faster privata initiative and competie
tion; (¢} encoursge develoocoent ind uysa of
cxperatives, credit mions, ind savings and Toan

‘asgoctatiens; (d) discourige monocosiistic pracsicas;

{¢) tworave tachnical efficiency of indusery, igrie
culture ind coomerea; ind (f) strengthien fres
labor unions. -

8. FAA Sec. mfn#. {nformation and canclusion
oan how project wiil encourags U.S. privata trads
uxd investTrent 2troad and encoursge privata U.S.
participation in foreign issistance

(including use of Srivata tryde channels and the
services of U.S. privata ertmrprise).

. §12(b}: 836(h}. Oescride staps
takan 50 assure A, SO the meximum extEnt possie
ble, the country i3 contributing local currencies
0 meet the cast of contrictual ind other sarvices,
ind foreign currencies omed by %he U.S. are
qtil{zed 3 mewt the c3T of contrictual and
other services,

10, F2A Sec, §72(d), Oces %he U.S. own excass
foreign currency of tig country and, {7 sg, what
rringements fave twen made for 1t releiye?”

1. 34 Sec. £01(el. W11 the project utilizs
SomDetitive S21603T0R pracadures for the awarding
of aantrizes, sxcaot wiere 230)icsnle precursment
rules 2llow otherwisal

12, FY. 79 Aco. Act Sec. S08. If assistance is
for the proquctian ot any comed{ty for export,

{3 = comodity likaly t3 de in surplus on worid
mrats it e tine the resuiting sroducsive
amcity decowes cosrative, and ts sich assisTence
iy & cluse suostantial injury 3 U.S.
producers of the same, similar, or comoeting
Commodd ty?

FUNDTNG CRITERIA FOR PROJECT
1. Develcoment Asyigtancy Projece Criteria

4. F2A Sec. 162(3); 711'! 113; 287a.
Extant 893 wnicn activaly will (a) ertecctively
inveive the poor in davelomeent, by «xtanding
aczaes %0 econany At local level, increaging
later~ inzansive producTion ind ihe uss of
dggreariata tachnology, sDrwding investoent
out from cities = sall towns md »ural areas,-
nd insuring wide participatien of the pecr in
the bene?its of developmert on 2 sus=iined

}
a} ¥e
B) o
et Ne
d) Tes
¢} Ne
8 N
K.A.
8. Approxisacsly two~thizds of the

CUStS asscciatad with the cawmesy-
spacific zrogzanms will be paid in local
cazTencias; the Twgicnal FroszTams will
be supportad Srimarily by forsimm
exshangs. ‘

No

Yes

N.A.

- a) Izmmizaticons and imsroved ’::.u'.,l-.‘:

care will benefit the pgoz.,

=]
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(b) help develap coaperatives, esgecially by tech-
nical assistance, to assist rural and yrban poor 3
help themselves toward better lifa, and otherwise

encourage denocratic privata and local goverrmental
fnstitutions: (c) support the self-nelp efforts of

developing cauntries; (d) promotz the participation of
women in the national economies of developing countries.
and the improvement of women's status; and (e) utflize

and encourage regional cucperation by developing
countries? ; 3

b. FAA Sec. 103, '03A, 104, 105, 106, 107.
Is assistance being made availaoie: (inciuge only
applicable paragraph which corresponds to ssurca
of funds used. If more than one fund source is
used for project, include relevant paragraph for
each fund source.)

(1) [103] for agriculture, rural develcpment
ar nutrition; if so, extant to which activity {s
specifically designed to increase preductivity and
{ncome of rural poor; {103A] if for agricultural
research, s full acsount taken of needs of small
farmers;

(2) [104] for population planning under sec.
104(b) or health under sec. 104(c); if sa, extent
to which activity emhasizes low-cost, integratad
delivery sysi=ms for health, nutrition and family
planning for the poorest people, with particuylar
atiantion tg the needs of mothers and_young
children, using paramedic:] and auxiliary medical
personnel, clinics and health posts, commer<ial
distribution systems and ather modas of comnunity
ressarch,

(3) {105] for education, public admini-
stration, or human resourcas development: 1f sa,
extent to which activity strengthens nonformal
education, makes forma] education more relevant,
especially for rural families and urtan poor, or
strengthens management capability of iInstitutions
enabling the poor to participate in development;

/

(4) [106] for tecimical assistance, energy,
ressarch, reconstruction, and salected development
probiens; 1f sa, extent activity is:

(1? tecinical cooperation and develop-
ment, especialiy with U.S. privats and voluntary,
or regional and intarnational development,

. organizations;

{11) to help alleviats emrgy'prablan;

{111) research into, and evaluation of,
eceromic development processses and techniques;

(1y) reconstruction after natural or
rarmade disaster;

AloHanosoox 3, App 5C(2) 132 June 7, 1979 | s6(2)-3
B.1.a.
basis, using the appropriate U.S. institutions; B} N.A.

c) Project will rescond to country
requests for improved health cars.

d) Women play an important role in the
implementation of the project.

a) Major part of the project is a
regicnal effort.

Yes, projec: emphasizes low-cos:t
health daliverv systam.

N.A.

N.A.
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TRANS #ElG ¥O. EFPRCTIVE CATE PAGE NQ.
AiD HANDBOOK 3. App 5C(2) 3:32 June 7, 1,9 £¢(2)-5
(
B.
3. Project Critsria Solely for Economic
goort rund
3. FAA Sec. 531(a). i1} this assistanca N.&.

support promota economic or palitical stability?
To the extant possible, does it reflect the
policy directions of section 1027

b. FAA Sec. 533. Will assistance under
this chaptar be used for military, or
paramilitary activities?

No
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56t YEAR — 56° ANNEE

23 JANVIER 1981

DIARRHOEAL DISEASES CONTROL PROGRAMME

Training Course for Programme Managers

Forty participants from 27 countries, representing all six WHO
Regions, attended the first WHQO Diarrhoeal Diseases Control
Programme (CDD) Training Course for National CDD Programme
Managers, which was held in Bangkok, Thailand, from 27 October
to 7 November 1980. The participating countries were: Africa:
Ethiopia, Gambia, Ghana, Nigeria, and Zambia; Americas:
Argentina, Colombia, and Jamaica; Eastern Mediterranean:
Afghanistan, Egypt, Pakistan, and Sudan; Europe: Turkey; South-
East Asia: Bangladesh, Burma, India, Indonesia, Nepal, Sri Lanka,
and Thailand; and Wesrern Pacific: China, Fiji, Guam, Malaysia,
Papua New Guinea, Philippines, and Tonga. The teaching staff of
Course Facilitators included WHO country, regional, and global
staff, as well as developing country nationals and staff from the
Center for Disease Control, United States of America, and the
International Centre for Diarrhoeal Disease Research, Bangladesh.

Organization of the Course

Participants are given an Introduction and a description of a
hypothetical developing country—‘Fictitia’’. They then work
through a series of seven *‘modules®’, as if they were the CDD
Programme Manager in Fictitia. The titles of the modules are:

Priorities

Objectives and Targets
Delivery Systems
Sub-Targets

Logistics

Evaluation

Problem Solving

Teaching Methodology

The methodology used in the course is similar to that employed
in the Expanded Programme on Immunization (EPI) courses on
management and supervision. That is, participants are encouraged
to work at their own pace. they can consult with a course facilitator
whenever they wish, and they have frequent opportunities to de-
monstrate whether or not they have acquired the particular skills
being taught. The participants are divided into groups, each of
which also includes two or three facilitators. Most of the work in
the groups is done on an individual basis, each participant dis-
cussing the exercises individually with a facilitator. Group dis-
cussions are also included in each module so that participants can
share experiences and discuss the application of the training material
to their particular country CDD programmes.

PROGRAMME DE LUTTE
CONTRE LES MALADIES DIARRHEIQUES
Cours de formation destinés A des directeurs de programme

Quarante participants originaires de 27 pays représentant les
six Régions de 'OMS ont assisté au premier cours de formation
destiné & des directeurs de programme de lutte contre les maladies
diarrhéiques organisé par le Programme OMS de lutte contre les
maladies diarrhéiques, qui s’est tenu a4 Bangkok (Thailande) du
27 octobre au 7 novembre 1980. Les pays participants étaient les sui-
vants: Afrique: Ethiopie, Gambie, Ghana, Nigéria et Zambie; Amé-
riques: Argentine, Colombie, et Jamaique; Méditerranée orientale:
Afghanistan, Egypte, Pakistan et Soudan; Europe: Turquie; Asie du
Sud-Est: Bangladesh, Birmanie, Inde, Indonésie, Népal, Sri Lanka et
Thailande; et Pacifique occidental: Chine, Fidji, Guam, Malaisie,
Papouasie-Nouvelle-Guinée, Philippines et Tonga. Le personnel
enseignant et les moniteurs comprenaient du personnel OMS des
pays, des Régions et du Siége ainsi que des nationaux de pays en déve-
loppement et du personnel du Center for Disease Control des Etats-
Unis d’Amérique ainsi que du Centre international de recherche sur
les maladies diarrhéiques du Bangiadesh.

Organisation du cours
Le cours a commencé par un exposé introductif et une description

d'un pays en développement hypothétique — la « Fictitie ». Les
participants travaillent ensuite dans une série de sept « modules »,
comme s’ils avaient la responsabilité du programme de lutte contre
les maladies diarrhéiques en Fictitie. Ces modules s’intitulent:

Priorités

Finalités et objectifs

Systémes de prestations

Sous-objectifs

Logistique

Evaluation

Résolution des problémes

Maéthodologie d’enseignement

La méthodologie utilisée dans le cours est analogue a celle
employée pour les cours de gestion et d’encadrement du Programme
élargi de vaccination (PEV). C’est-d-dire que les participants sont
incités A travailler & leur propre rythme, qu'’ils peuvent consulter un
moniteur chaque fois qu'ils le désirent et qu’ils ont fréquemment
I’occasion de montrer s'ils ont ou non acquis les compétences parti-
culieres qui leur sont enseignées. Les participants sont divisés en
groupes comprenant chacun deux ou trois moniteurs. La plus grande
partie du travail dans les groupes s'effectue de fagon individuelle,
chaque participant discutant individuellement des exercices avec un
moniteur. Des discussions de groupe font également partie de cha-
que module, de telle sorte que les participants puissent partager
leurs expériences et débattre de I'application des éléments de forma-
tion qui leur sont donnés au programme de lutte contre les maladies
diarrhéiques de leur propre pays.

Epidemiological notes contained in this number:

Cholera Surveillance, Dengue Fever Surveillance, Diarrhoeal
Diseases Control Programme, Enterovirus Surveillance,
Influenza Surveillance, Legionnaires® Disease Surveillance,
Rabies Surveillance. Surveillance of Nosocomial Infections,
Tuberculosis Surveillance.

Y

Informations &pidémiol dans ce

Programme de lutte contre les maladies diarrhélques, surveil-
lance de la dengue, surveillance de la grippe, surveiliance de
ia maladie de 1’ American Legion, surveillance de la rage,
surveillance de 1a tuberculose, surveillance des entérovirus, sur-
veillance des infections nosocomiales, surveillance du choléra.
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In addition, plenary sessions were held so that the following
subjects could be presented and discussed:

Oral Rehydration Therapy

Health Education

Social Marketing

Oral Rehydration Salts Production (ORS)
Surveillance and Epidemic Control

CDD and Primary Health Care in Thailand

Course Content

1. Priorities

The material on “Fictitia’’ includes information on a number of
health problems, and participants assess (a) the importance of
each problem as measured by morbidity, mortality, and severity;
and (b) the feasibility of control programmes, as measured by
technical capability, cost, and public response. These two assess-
ments are then used to determine the relative priority to be given to
the different health problems within the context of Fictitia’s primary
health care system.

2. Objectives and Targets

Having decided to include diarrhoeal disease control among its
priorities, Fictitia establishes both general objectives and quantified
targets. The advantages and constraints of each of the CDD
strategies are considered, following which medium and long-term
targets for reductions in diarrhoeal disease mortality are established
by estimating the potential access to and coverage of oral rehydra-
tion therapy. The importance of establishing objectives for reduc-
tions in morbidity, using maternal and child health and environ-
mental sanitation strategies, is also emphasized.

3. Delivery Systems

Since Fictitia is committed to the primary health care approach
to Health for All by the Year 2000, CDD activities will be carried
out as an element of primary health care rather than as a separate
programme. Thus, each of the strategies is implemented by using
existing personnel, both within and outside the health sector, insofar
as possible. Participants examine the current responsibilities,
interests, and effectiveness of a variety of types of potential health
providers, and integrate CDD tasks into their work.

4. Sub-Targets

Having established national objectives and targets for morbidity
and mortality reduction, participants now determine the phasing of
the programme for each of Fictitia’s four regions. They also write
quantified regional sub-targets for the Programme strategies of case
management, maternal and child health, and environmental sanita-
tion. That is, they project, through the use of questionnaires and
visits to health facilities and villages, the extent to which services will
be availabie and used. They then compare the potential reduction
in mortality using this “bottom-up’’ approach with the reduction
estimated by the central level in the “Objectives and Targets”
module. In the last section, the detailed activities necessary to
achieve sub-targets and targets are defined, and a method for
establishing work outputs is presented.

5. Logistics

A logistics system for delivery of ORS in Fictitia is developed.
The quantity of ORS needed to begin the programme is calculated,
a system for distribution is developed, and sufficient quantities are
ordered. A re-examination of the elements of the system is carried
out at the beginning of a second phase. A method for determining
whether or not local production of ORS would be cost/effective is
presented.

6. Evaluation

Ways of evaluating activities and progress in attaining sub-
targets, targets, and objectives are discussed. Methods for
determining what ‘data are needed, and for collecting, analysing,
and acting upon such data are presented. The advantages and dis-
advantages of routine collection systems (including routine disease
surveillance systems), sentinel systems, and special studies are
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En outre, des séances pléniéres ont été organisées de manidre a
pouvoir présenter et discuter des questions suivantes:

Réhydratation par voie buccale
Education sanitaire
Prospection sociale
Production de sels de réhydratation par voie buccale
. Surveillance et lutte contre les épidémies g
Lutte contre les maladies diarrhéiques et soins de
santé primaires en Thailande

Contenu du cours

1. Priorités

La documentation relative 4 la « Fictitie » comprend des rensei-
gnements sur un certain nombre de problémes sanitaires et les parti-
cipants analysent a) I'importance de chaque probléme telle quon
peut le mesurer d’aprés la morbidité, la mortalité et la gravité;
et b) la réalisabilit¢ des programmes de lutte, telle qu’on Ia
mesure d’aprés la capacité technique, le colt et les réactions du
public. On se sert ensuite de ces deux évaluations pour déterminer
I'ordre de priorité & donner aux différents problémes de santé dans
le contexte du systéme de soins de santé primaires de la Fictitie.

2. Finalités et objectifs

Ayant décidé de faire figurer la lutte contre les maladies diarrhéi-
ques parmi ses priorités, la Fictitie définit A la fois des objectifs
généraux et des objectifs quantifiés. Les avantages et les contraintes
de chacune des stratégies de lutte sont envisagés et des objectifs 3
moyen et long terme sont ensuite fixés pour la réduction de la mor-
talité par maladies diarrhéiques en évaluant 1'accés potentiel & la
réhydratation par voie buccale ainsi que le degré de couverture de
cette forme de traitement. On insiste également sur 'importance
qu’il y a de définir des objectifs pour la réduction de la morbidité en
appliquant des stratégies de protection maternelle et infantile et de
salubrité de |’environnement.

=g}

3. Systémes de prestation

La Fictitie ayant adhéi1¢ au principe de la santé pour tous d’ici
I'an 2000 grice aux soins de santé primaires, les activités de lutte
contre les maladies diarrhéiques s’accompliront dans le cadre des
soins de santé primaires et non sous la forme d'un programme dis-
tinct. Ainsi, chacune des stratégies est mise en ccuvre en utilisant
autant que possible le personnel existant, tant & I'intérieur qu’a
I’extérieur du secteur sanitaire. Les participants examinent les
compétences, les centres d’intérét et 1'efficacité des différents types
d’agents de santé éventuels tels qu’ils se présentent actuellement, et
intégrent les tiches de lutte contre les maladies diarrhéiques dans
leur travail.

4. Sous-objectifs

Ayant défini des finalités et des objectifs nationaux en matiére de
réduction de la morbidité et de la mortalité, les participants déter-
minent alors 1’échelonnement du programme pour chacune des
quatre régions de la Fictitie. Ils rédigent ensuite des sous-objectifs
quantifiés régionaux pour les stratégies du programme concernant le
traitement des cas de diarrhée, la santé maternelle et infantile et la
salubrité de I’environnement. C’est-3-dire qu’ils projettent, grace 3
I'utilisation de questionnaires et de visites dans des établissements ,
sanitaires et des villages, la mesure dans laquelle les services seront
fournis et utilisés. Ils comparent alors la réduction de mortalité
susceptible d’étre obtenue en utilisant cette approche ascendante
avec la réduction évaluée par le niveau central dans le module
« Finalités et objectifs ». Dans la derniére section, on définit les
activités détaillées nécessaires 4 la réalisation des sous-objectifs et
des objectifs et ’on propose une méthode pour I’établissement des
productions.

5. Logistique

On élabore un systéme logistique pour la distribution en Fictitie
des sels de réhydratation par voie buccale. La quantité de sels néces-
saire pour entreprendre le programme est d’abord calculée puis on
élabore un systéme de distribution et I'on commande des guantités
suffisantes. Un réexamen des éléments du systéme s’opére au début
d’une seconde phase. Enfin, on présente une méthode permettant
de déterminer si la fabrication locale de sels de réhydratation serait
ou non rentable.

6. Evaluation

Les différents moyens qui s’offrent d'évaluer les activités et les
progrés réalisés en matiére de réalisation des sous-objectifs, objectifs
et finalités sont successivement examinés. On présente ensuite des
méthodes pour déterminer de quelles données on a besoin et pour
recueillir, analyser et exploiter ces données. Les avantages et les
inconvénients des réseaux de recueil systématique des données (y
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compared, In the exercises, participants assess surveillance forms,
raw up a plan for data collection, analyse surveillance data,

calculate changes in mortality and case-fatality rates, and determine

ft:}?St-savings attainable through the introduction of oral rehydration
erapy.

1. Problem Solving

'In evaluating activities it is pointed out that many programme

ifficulties occur because of sub-optimal staff performance. A
method of identifying performance problems, describing them,
identifying their causes (i.e., a lack of skill or knowledge, a lack of
motivation, or a barrier), and developing possible solutions is
presented. After familiarizing themselves with the system through
examining sample problems in Fictitia, participants discuss actual
problems that are occurring in their health programmes, and mem-
bers of the group suggest possible solutions.

Future Availability of the Course

The response of the participants suggests that they will use the
skills taught in this course in planning and developing CDD pro-
grammes in their own countries. Future evaluation will verify the
extent to which this is actually done. Based on the suggestions of
the participants, the course is now undergoing revision. Early
in 1981 the modules will be translated into French and Spanish, and
will then be available for use on a country, regional, or inter-
regional basis. It is hoped that all senior national health staff
responsible for CDD programmes will participate in the course
during the next three years.
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compris les réseaux de surveillance systématique des maladies), des
systémes-sentinelles et des études spéciales sont tour 4 tour comparés.
Au cours des exercices, les participants évaluent les formulaires de
surveillance, élaborent un plan de collecte des données, analysent
des données de surveillance, calculent des modifications dans les
taux de mortalité et de létalité, déterminent les économies de coits
susceptibles d'étre réalisées grace a I'introduction de 1a réhydratation
par voie buccale.

7. Résolution des problémes

Dans I’évaluation des activités, on fait observer que de nombreuses
difficultés qui apparaissent dans 1'exécution des programmes sont
dues & un comportement professionnel sous-optimal du personnel.
On présente une méthode permettant de cerner les problémes de
comportement professionnel, de les décrire, d'en déterminer les
causes (c’est-a-dire un manque de compétence ou de connaissances,
un manque de motivation ou un blocage) et d'élaborer des solutions
possibles. Aprés s’8tre familiarisés avec ce systéme en examinant des
problémes types qui se posent en Fictitie, les participants débattent
des problémes réels qu’ils rencontrent dans le fonctionnement de
leurs programmes de santé, et les membres du groupe proposent des
solutions possibles.

Autres possibilités de pouvoir suivre le cours

La réaction des participants incite A penser qu'’ils utiliseront les
compétences acquises a 'occasion de ce cours dans l1a planification
et la mise en place des programmes de lutte contre les maladies
diarrhéiques poursuivis dans leurs pays. Une évaluation ultérieure
permettra de vérifier dans quelle mesure cela s’est concrétisé. On
procéde actuellement a une révision du cours en fonction des sugges-
tions formulées par les participants. Au début de 1981, les modules
seront traduits en frangais et en espagnol et pourront alors étre
utilisés au niveau national, régional ou interrégional. On espére que
tout le personnel sanitaire national de niveau supérieur chargé des
programmes de lutte contre les maladies diarrhéiques participera au

cours dans le courant des trois prochaines années.

TUBERCULOSIS SURVEILLANCE

BorswaANA, — The National Tuberculosis Programme started
in 1975, with the Epidemiology Unit of the Ministry of Health
responsible for surveillance activities.? Table 1 shows the number
of newly diagnosed cases of tuberculosis reported from 1975 to
1979. The figure for 1975 represents the first year of programme
operation, when the notification system was streamlined.

SURVEILLANCE DE LA TUBERCULOSE

BotswaNA. — Le programme national antituberculeux a com-
mencé en 1975, le service d épidémiologie du Ministére de la Santé
étant responsable des activités de surveillance.! Le Tableau 1 montre
le nombre de cas nouveaux de tuberculose notifiés de 1975 3 1979,
Le chiffre donné pour 1975 correspond 4 la premiére année d’exécu-
tion du programme, au cours de laquelle le systéme de notification
a été mis au point.

Table ]. Newly Diagnosed Cases of Tuberculosis, Botswana, 1975-1979
Tableau 1. Cas de tuberculose récemment diagnostiqués, Botswana, 1975-1979

Number of Cases — Nombre de cas

Yeur — Anmis ronmen | Pheme |
Tuberculose Tuberculose extra- o

respiratoire respiratoire
1978, . . . . . .. ... 3534
1976. . . . . . . . . . .. 2797
1977, . . . .. .o 0 L 2 598
1978. . . . . . ..o 2303 365 2 668
1979, . . . . . . .. .. 2416 469 2885

The rates per 100000 population were 506, 388, 349, 347 and
353 for the years 1975-1979 respectively, although notifice*ion is still
considered to be far from complete. More detailed information is
available for 1979. Out of a total of 2416 cases of pulmonary
tuberculosis registered, 1 535 or 63.6%; had their sputum examined,
and 984 or 40.7% of the total or 64.1% of those examined were
found positive; 23.3% of the total number of registered cases and
18.09; of pulmonary tuberculosis were in the age group 0-14 years.
There were 13 cases of tuberculosis meningitis reported, ten of which
were in the 0-14 year age group. Out of 469 cases of extra-respi-
thogy tuberculosis, 7.10% were reported as tuberculosis of the
glands.

There are still quite wide variations in the number of reported
tuberculosis cases in the different regions of the country. No data
on mortality are as yet available.

1 See No. 42, 1980, pp. 321.323, for data on BCG coverage.

Les taux de morbidité pour 100 000 habitants ont été de 506, 388,
349, 347 et 353 pour les années 1975 A 1979 respectivement, mais il
semble que les notifications sont encore loin d'étre complétes. On
dispose d’informations plus détaillées pour 1979. Sur un nombre
total de 2 416 cas de tuberculose pulmonaire enregistrés, un examen
des crachats a été fait dans 1 535 cas (63,6 %) avec des résultats posi-
tifs dans 984 cas (soit 40,7% du total ou 64,1 % des cas examinés);
23,39 du nombre total des cas enregistrés et 18,09, des cas de tuber-
culose pulmonaire se sont produits dans le groupe d’age 0-14 ans,
Treize cas de méningite tuberculeuse ont été signalés, dont dix dans
le groupe d’age 0-14 ans. Sur 469 cas de tuberculose extra-respira-
toire, 71,09, ont été notifiés en tant que cas de tuberculose
glandulaire.

Le nombre des cas de tuberculose notifiés varie toujours beau-
coup d’une région du pays a 1'autre. On ne dispose encore d'aucune
donnée concernant la mortalité par tuberculose.
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