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am pleased to submit the fifth report to Congress on the Agency for

International Development's (A.1.D.) program to promote child survival

in the developing countries of the world. A.1.D. is justifiably proud of its
record of leadership and contributions to this worthy goal. The past four
vears have been years of growth, cooperative action and accomplishment.

A.LD.'s support for cnild survival was nearly doubled in Fiscal Year 1965
with a special appropriation of $85 million. This past year, A.L.D. provided
more than $200 million for programs directed to enhance the prospects for
the health and survival of the young in 60 countries across the globe.

Child survival has also been a program characterized by cooperative
action. Tuis year's report pays special tribute to the contributions of the
private sector. The additional energies. creativity and resources brought to
this program by the active participation of private voluntary organizations as
well as the for-profit sector have been eritical to its success. But cooperation
has been a hallmark of the program across the board. This has truly been an
alliance for children, with countries, communities. donors and organizations
working together toward a common purpose.

As a result of this grand alliance. it is estimated that the lives of over three
million chiidren are now heing saved each year because of just two elements
of this worldwide effort: vaccination against the common diseases of childhood
and treatment of diarrheal disease. In just a few brief years. the number of
infants being vaccinated has increased markedly: today six out of ten are fully
vaccinated when they reach their first birthday. Worldwide use of oral
rehydration therapy to prevent dehydration due to diarrhea has doubled and
more than 60 percent of the world's children now have access to this life-saving
therapy.

Despite all of these efforts. our job is not yet complete. The burden of
unnecesary infant and child death still weighs heavily on the families and
economies of the developing world. A.1.I". is committed to continuing its
contribution to this vital program.

The events of the past year have shown us that none of us can predict the
shape of the future. However. we can contribute to the health of that future.
With your continued support, A.I.D. is committed to do its part.

Administrator
U.S. Agency for Internationai Development

April 1990

Foreword



Executive
Summary

¥ n Fiscal Year 1989, the U.S. Agency for International Development
(USAID) expanded its efforts in a global push to improve the health and
survival of the children of the developing world.

USAID has committed a total of U.S. $848 million for child survival efforts
in over 60 countries from FY 1985 through FY 1989. USAID’s strate_y has

been straightforward —

a Focus on inexpensive, proven technologie s to improve infant and child
health. such as:
s immunization against childhood diseases:
a oral rehydration therapy (ORT) to prevent death from diarrhea;
# a focused nutrition program emphasizing breastfeeding and proper
infant and child feeding; and
e reduction of high risk births.

a Country-specific strategies.

a Involvement of the voluntary and for-profit private sector in the delivery of
services and the production and distribution of commodities.

& Cooperation on the global and country levels with other governments. donors
and organizations. including UNICEF and the World Health Organization
and U.S. technical expertise to support country programs.

s Linkage of service delivery with research and evawation.
Substantial progress is being made as a result of these combined efforts —

® Un a global level, an estimated three million lives are being saved each ve-.r
because of immunization and treatment of diarrheal diseases:
a six out of 10 children worldwide are now fully vaceinated by their first
birthday, up from only one to two out of 10 at the beginning of this decade;
s the use of ORT. virtually nil in 1980. has risen from 18 percent of cases in
1985 to more than a third in 1988, nearing USAID's goal of 45 percent use:
® increases in many countries »re even more dramatic — for example. since
1985 coverage with measles vacecine has increased from:
s 15 to 64 percent in Indonesia (1988 to 1989)
s 21 to 63 percent in Haiti (1988)
823 to 84 percent in Pakistan (1988)
s more than 45 percent of diarrheal diseases cases are now being treated

with ORT in Egypt, Honduras. Pakistan and Kenya.

USAID has placed special emphasis on the private sector — both voluntary
and for-profit - in its Child Survival Strategy —
a Private Voluntary Organizations (PVOs) have playved a special role in this
program, for example:
e Save the Children reaching poor urban dwellers in Jakarta. Indonesia:
e CARE increasing rates of ORT use in targeted areas in the Sudan three
times national averages;



w PATH developing new technologies for use in immunization programs:

s Rotary International volunteers giving support worldwide to polio and
other vaccination programs: and

m one hundred twenty U.S. and local PVOs cooperating in Haiti to cover
one-half the country with child survival services.

a USAID has provided U.S. $178 million to U.S. and local PVOs to support
child survival activities in at least 48 countries.

s Approximately U.S. $87 million of this amount has been administered
througn a competitive Child Survival Grants program begun in F'Y 1985
by USAID’s Bureau for Food for Peace and Voluntary Assistance.

e The for-proni sector is also participating actively in many countries.
USAID has placed particular emphasis on:

s training private practitioners:

a involvement of professional associations. such as the American Medical
Association and medical societies in Egypt. India. Indonesia. the Philip-
pines and Thaiand;

» production and distribution of commodities. especially oral rehvdration
salts: and

u private financing of health services.

Monitoring. evaluation and related data collection efforts are helping t- suide

and 1efine USAID's child survival program —

a Sixty nationwide Demographic and Health Surveys.

s Smaller scale coverage surveys.

= A series of country-level impact evaluations. beginning with Egypt and
Indonesia in FY 1939.

s Project level evaiuations.

s Special studies of impact and related topics.

Despite impressive gains. the job of ensuring child survival is not vet

complete —

s Four million children still die each year from the effects of diarrheal disease.

a Three million still die each vear from childkood diseases preventable by
vaccination.

8 Three million children start life with needless disability.

s Exclusive breastfeeding. which protects the infant in many ways. is actually
declining.

= Malaria. pneumonia. perinatal death and AIDS are becoming more
significant. especially as death from other causes decline.

USAID is committed to continued efforts to promote the health and survival
of the children of the developing world.
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Chapter |

our years ago, the U.S. Agency for International $«¢velopment dra-

matically expanded its efforts and joined a global push o improve

the prospects for survival for the children of the developing world.
In Fiscal Year 1983, building on a history of commitment and experience
with primary health care programs and working with cooperating govern-
ments, other donors and private organizations, the Agency launched a
child survival program to reduce rates of mortality in developing countries
by extending the use of simple, known but under-used technologies.

USAID’s strategy has been straightforward:

m To focus on a limited. manageable mix
of proven technologies that promote real health
benefits to infants and children— immunization
against common childhood diseases: oral
rehvdration therapy to prevent death from
dehyvdrating diarrhea: a focused nutrition
program: and reduction of high risk births:

& To for .« countryv-specific strategies and
concentrate on rountries with the highest lev-
els of infant and child morbidity and mortality:

® To involve the private sector. both
voluntary and for-profit.in the delivery of ser-
vices and commodities and in efforts to sus-
tain programs:

a To cooperate on both the global and
country levels with other governments. organ-
izations and institutions with common goals:

B To provide the best of U.S. technical
assistance to support country programs: and

& To link service delivery with research
and evaluation efforts.

USAID has made a substantial commit-
ment to this strategy. Since FY 1985. a total of
U S. $848 million from various funding ac-
counts has supported child survival efforts in
over 60 countries. with U.S. $203 million com-
mitted in Fiscal Year 1989 alone. This past
vear. U.S. 844 million and U.S. $43 million.
nearly half of the total child survival funds.
have been devoted to immurization and diar-
rheal disease control. respectively. Another
15 percent has supported nutrition activities.
including promotion of breastfeeding and im-
proved weaning practices. growth monitoring
and vitamin A activities. Support specifically
for breastfeeding approximated U.S. $4
million dollars in Fiscal Year 1989 and an
additional U.S. $18.5 million of these child
survival monies has been devoted to prevent-
ing high risk births. These two amounts are
complemented by the Agency’s significant
population and family planning program.
which also bestows important health benefits
on mothers and their children. The remain-
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ing child survival dollars, some 33 percent.
have been applied to other diseases and prob-
lems identified as important on the country
level. such as pneumonia. malaria and water
supply and sanitation. The bulk of child sur-
vival funds is targeted to 22 emphasis coun-
tries. which collectively account for approxi-
mately two-thirds of infant and child deaths
in the developing world (see Fact Sheets in the
regional sections).
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Now. at the conclusion of four vears of
program activity it is time to begin to tke
stock. This report describes what has been
accomplished to date and what the Azency
is doing to assess the program ard its lessons.
The report also focuses on the critical contri-
bution that the private sector i. . .a. g to-
ward the accomplisizment of the many child
survival goals.

Motable Achievements

h~re are many measures of what is taking

place. On a global level. the United Nations
Childrens Fund (UNICEF) estimates that the
lives of over three million children are now
being saved each vear because of just two
elements of this worldwide effort: vaceination
against measles. polio and other diseases of
childhood. and treatment of diarrheal disease.
Reflecting the international goal of universal
childhood immunization. defined as 80 per-
cent coverage with six key vaceines. the num-
ber of infants vaceinated each vear has ap-
proximately doubled inthe last four years. Six
out of 10 children worldwide are now fully
vaceinated when they reach their first birth-
dav. hmpressive progress has also been made
toward reaching the global goal of use of oral
rehvdration therapy (ORT) in 45 pereent of
Jarrhea cases. Worldwide use of ORT rose
from 18 percent in 1985 to 34 percent in 1988.
Nearly 60 percent of the world’s children now
have access to oral rehvdration salts. bringing
the goal of universal access to this life-saving
technology closer to realization.

While impressive. these global numbers
fail to dramatize the progress being made on
the country level toward goals countries them-
selves have set: in Guatemala. Honduras.
Kenva and Indonesia. infant mortality has
fallen helow 75 deaths per thousand live births.
Coverage with measles vaccine has soared in
Indonesia — from 15 percent of infants in 1985
to 64 percent in 1988-89. Bet veen 1985 and
1988. measles coverage increased from 21 per-
cent t 63 percent in Haiti and from 23 percent
to 84 percent in Pakistan. More than 45 per-
cent of diarrheal disease cases are now being
treated with oral rehyvdration therapy in
Egvpt. Honduras. Pakistan and Kenya. Coun-
try after country is achieving the targets it has
set: even eountries with the longest wav to go
have achieved impressive progress. and most
are likely to meet the ambitious international
goals in the coming vears.

More important than meeting targets in a
single vear. however. has been the progress in
huilding effective programs so that countries
can meet the future needs of their children on
a continuing basis — with decreasing levels of
external assistance. And indeed. ther » are indi-
cations that strong. self-supporting programs
are being developed. Fifty-eight countries now
produce oral rehvdration salts locally — a
eriticzl step in the effort to make diarrheal
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disease controi programs seli-sustaining. A
number of countries are working to move diar-
rheal disease control. breastfeeding and other
child survival technologies into the mainstream
of medical education through changes in cur-
riculum and training — another important
step toward institutionalizing and sustaining
child survival programs. And efforts are un-
derway in several countries to find ways. such
as user fees. to generate additional resources
for child survival activities.

Leaining From Experience
With all of these efforts in so many coun-

tries. what has been learned so far?
USAID is learning that its strategy for child
survival is having a major impact. It is also
evident. however. that refinements are needed
to meet charging conditions and new problems.

There is growing confirmation that a fo-
cused approach on selected interventions is
effective in reduciag mortality levels. Studies
from Zaire. Haiti. Bangladesh and elsewhere
are beginning to confirm that child survival
programs are indeed reducing mortality. The
evidence on the impact of measles and tetanus
vaceination on overall mortality is especiallv
strong. reinforcing the need to pay increased
attention to these antigens. At the same time.
there is also evidence that more attention to
the quality of services. ot nierely their expan-
sion. is needed. Where services have been
delivered vertically. it is becoming important
to find wayvs to integrate them. at least at the
community level. In addition. as programs
have matured. the urgeney of interventions
for other diseases such as malaria and pneu-
monia has become more apparent.

Certainly. the importance. if not the neces-
sity. of country-specific strategies has been re-
affirmed. Despite the unifo,mity of child sur-
vival programs driven by global patterns of
disease and available technologies. countries
have developed very different approaches to
child survival that reflect their particular pat-
tern of mortality as well as their resources
and policies. In Haiti, a coalition of U_S. and
local private voluntary organizations deliver
services to nearly half of the country: in Egypt.
private physicians and pharmacists comple-
ment the government’s role. In Malawi. malaria
has been a central focus; in Nepal. the treat-
ment of pneumonia. In Pakistan. a campa’gn
strategy has been used to increase immuniza-
tion coverage: in Indonesia. immunization

Proving It Is Possible

Percent vaccinated by 12 months of age

indonesia Pakistan Morocco

IE 1988

Impressive Changes in DPT 1}l Vaccination Coverage

Haiti

Nigeria

Preventing Deaths Due
to Dehydration

Regional ORT Use Rates:
Child Survival Emphasis Countries

Percent of episodes treated

Africa

Asia/Near East

Americas

E 1985 LE 1988

has been expanded through community-leve;
health posts that began with the family plan-
ning program. Country-specific strategies have




U.S. Private Voluntary Organizations
Participating in USAID's Child Survival Program

Adventist Development and

Relief Agency

African Medical and Research

Foundation
Africare

Aga Khan Foundation/USA

Americarcs Foundation

Andean Rural Health Care

CARE
Catholic Relief Services

Coordination in Development,

Iinc. (Codel)
Esperanga, Inc.

Experiment in International

Living
Eye Care International

Food for the Hungry international

Foster Parents Plan

Foundation for Peoples of the

South Pacific

Freedom From Hunger
Foundation

Hadassah/USA

Helen Keller International

international Child Care, Inc.
International Eye Foundation
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International Medical Corps
La Leche League International

Medical Assistance Program
International

Minnesota International Heaith
Volunteers

National Council for International
Health

Partners of the Americas
Pathfinder Fund

Planning Assistance

Population Services Internationai

Private Agencies Collaborating
Together

Program for Appropriate
Technology in Health

Project Concern International
Project HOPE

Rotary international
Salvation Army World Service
Organization

Save the Children Federation

Seton Institute for International
Development

World Relief Corporation

World Vision Relief and
Development

also permitted programs to build on past in-
vestments in primary health care. The flexi-
bility to adapt a global strategy to local condi-
tions has been critical to the success of the
child survival progra=m.

In catalvzing private sector involvement
in child survival programs in manv countries.
USAID is expanding the resources and ener-
gies available to deliver and sustain services.
Chapter Three highlights the contributions of
both the voluntary and for-profit sectors to the
success of these programs. The additional re-
sources brought to bear by private and com-
munity involvement have almost certainly
helped these programs to thrive despite the
economic reverses faced by so many countries
in recent years.

From the beginning. child survival pro-
grams have benefited from the commitments

and contributions of many orgamzations. es-
pecially UNTCEF. the World Health Organi-
zation {WHO). bilateral donors. such as Italy
and Canada. and many »thers. There is little
question that this alliance for child »urvival
has meant faster progress and. in miany coun-
tries where coordination has been good. greater
efficiency. USAID has joined forces with the
Pan American Health Organization 1o strength-
en immunization in Latin America and the
Caribbean in support of a program that is on
the verge of eradicating polio from the West-
ern hemisphere, UNICEF. WHO and USAID
are cooperating to develop new immunization
technologies and aceelerate their production
and availability to field programs. On the
country level. too. coordination among donors
and host governments is resulting in far more
efficient efforts.

USAID has marshalled U3, technical
expertise through a variety of agreements to
support child survival programs. Projects
developed by USATD/Washington have pro-
vided technical assistanee and both stimulated
eross-fertilization between country programs
and contributed to a remarkable degree of
innovative programming in such areas as
communications (HEALTHCOM). produc-
tion of key commaodities (Projeet SUPPORT).
immunization (REACH). survey research
{Demographic and Health Survevs) and op-
erations research (PRICOR). Through the
U5, Centers for Disease Control (CDC). the
Africa Child Survival Initiative - Combatting
Childhood Communicable Diseases ( ACSI-
CCED) project provides technical support
and training in immunization. diarrheal
disease control and malaria treatment to 12
African nations. The Technical Advisors for
AIDS and Child Survival program has per-
mitted USAID to tap the U.S. Public Health
Service and U.S. universities for long-term
advisors. now placed in 10 countries and tech-
nical offices in Washington. USAID has also
workeda with the Peace Corps:last year. nearly
300 volunteers worked in a variety of health
and child survival projects in countries such
as Ghana. Morocco. Yemen and Zaire.

Problem-solving research and evaltation
are helping to strengthen service delivery as
well as to develop and test new technologies
and approaches. Many universities. other gov-
ernment agencies and private organizations
are plaving key roles. Johns Hopkins Univer-
sity is helping to refine evaluation techniques
for child survival programs. Cornell. Johns



Hopkins and Harvard Universities are testing
ihe impact of vitamin A on the reduction of
death and disease among children. Research
results are having a rapid impact on programs:
within months of its completion. for example.
UiSAID-supported research showing that im-
proved strains of measles vaceine ecould be
effective on children as voung as six months
of age led to a change in global immunization
policy. This change in poliey will protect
vounger infants in countries where measles

i« endemic.

A '¢b Hot Complete
Despiie' all of these efforts and impressive

gains. there is ample evidence that the job
is not vet complete. The burden of infant and
child death still weighs heavily on the families
and economies of the developing world. Each
vear. four wiltion children still suffer and die
from the effects of diarrheal disease. In :ome
couriries. children average seven episodes of
diarvhes annually. with each bout leaving the
«hild a little wesker. a little thianer. a little
less able to recover the next time=. Common
diseases sueh as polio. tetanus and measles -
readily preventable by immunization — still
take an enormous toll on the world s voungest
citizens: nearty thres million die each vear
and an estimaied three million needlessly
start life with a perrmanent disability. There
have also bheen new challenges and sethacks.
New evidence indicates. for example. that
exclusive breasifeeding. which contributes o
muck to the nutrition and health of infanis
and. through its contraceptive effects. to the
health of mothers. is actually declining. The
rapid population growth of recent decades
has ereated larger cohorts of voung mothers
in need of child spacing infermation and sers -
ices. There is growing concern about the det-
rimental effects of malaria. pneumonia and
malnutrition on the health and survival of
children. And. in some countries. AIDS
threatens to reduce gains hard-won by child
survival programs.

Nor can one be confident that programs
can vet be sustained. A hard test of even long-
standing programs. the sustainability of child
survival programs — ¢ coneern for USATD
from tue beginning — s not vet assured. Sub-
stantial progress has been made. bowever
(see Fourth Report to Congress on USAID's
Child Survival Program. “Su:tainjug fe-
sults”). especially in the growth ot v Tedge

U.S. Universities

Participating in USAID's Heaith and Child Survival Programs

Atlanta University

Boston University

Case Western University
Charles R. Drew University
Georgetown University
Harvard University

Howard University
jackson State University
Johns Hopkins University
Karnsas University

Lincoin University

feharry Medical Coliege
Morehouse College of Medicine
Morgan State University
Morris Brown University
New Yurk University
Philander Smith College
Purdue University
Rocksefeller University
Rutgars University

San Diego State University
Southern University
Stanford University

State University of New York

Tennessee State University
Texas Southern University
Tufts University

Tuiane University
Tuskeegee University

Uniform Services University
of the Heaith Sciences

University of Arizona

University of Caiifornia
at Berkeley

University of Cailifornia
at Los Angelss
University of California
at San Francisco

University of the Ristrict !
of Columbia

University of Morzh Carolin=
at Chapel Hill

University of Pennsylvinia

University of Scuthern Caiifornia
University of South Carclina

University of Hawaii

|
|
University of Hiinois ;
University of Maryland I

|

University of Mickigan
University of Missoari

and demund on the part of “he families and
the capaciiy of both the publie and private
sectors to provide serviees. Kven i some of
the world’s poorest countries. such a- Burkina
Faso. duta siiew that aot onds has it heen pos-
sible to insroduee fees sufficisnt to cover al-
st al! of the costs of a well functioning dis-
pensary. but that vse actually inereased when
revenues rassed nsured that stocks of essen-
tial drugs were umaterrunted and servieos
improved. However. despite pr- gress. femi-
lies and govertaments still spend untold mil-
lions of dollars on treating diseasen that couid
have been prevented or using treatment- that
have little effect. And. there is growing con-
cern that the problem of financing the health
seetor as a whole could. in many countries.
overwhelm commitments needed to finance
the relatively medest costs of sustaining ehild
survival programs.
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tucreasing Protection

Vaccination Coverage:
Child Survival Emphasis Countries

80% Coverage
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Asia/Near East Region
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Americas Region
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1985 E 1988

Broader Impacts

ng'uusv many of the measures of progress
of child survival projects have been quan-
titutive. it is easy to miss the human dimen-
sion. But it i this element that is the essence
of the program and its imvact. This is. after
all. a program about children. families and
their future. Itis also easy to forget. because
it is focused “only on children.” that the pro-
gram has broader impaets. But some of the
most exeiting reports froin the field take this
broader view. \ report from Indonesia de-
seribes how community networks established
for immunizaiion have been used to launch a
program to prevent dengue fever. which affects
adults as well as children. \ report from Bu.-
livia tells of nrivate voluntary organizations
adding community water supply to child sur-
vival projects. In Jamaica. a technician com-
puterized immunization statistics and then ex-
tended his effort to strengthen the entire health
information svstem for the ministry of health.

Some of the unexpected impacts that are
being reported from various countries are
those that affect women. both as mothers and
as health workers. From numerous countries.
programs report that child survival activities
are helping women assume positions of lead-
ership. In Mali. CARE reports that village
women themselves. not project representa-
tives. are communicating child survival mes-
sages through skits and role plaving. and that
women leaders have emerged in each village
in the project area capable of educating other
village women on child survival strategies, In
Nigeria. 116 women trzined by an Africare
child survival project to be village health
workers have become respected community
leaders and important promoters of preven-
tive measures to improve child survival and
community health.

From Bangladesh. come two reports of
projeets that nave improved the situation of
some of the world’s poorest women. The Ur-
ban Volunteers Project trains destitute and
abandoned women in Dhaka. the nadon’s
capital. to be community health workers. Thus
far, some L.500 poor. illiterate women have
been trained and currently serve approxi-
mately 80.000 families in the shams where they
reside. These women are not paid for their
services in cash. but as a result of their work.
they have gone from being one of the most
deprived groups in Bangladesh to respected
sources of health information and care. Said



one health worker during an interview in the
Bangladesh press. “Before. my neighbors
would not talk to me. they shunned me. Now
when [ visit. they welcome me and spread a
mat.”” Along with enhanced self-esteem and
social status. the volunteers gain income-gen-
erating skills and receive literacy training. In
the rural Matlab area. a recent evaluation has
documented that the status of female commu-
nity health workers has changed tremendousi.
Today respected as family planning and health
professionals and as social leaders. their posi-
tion is all the more impressive given that when
the program began. a decade ago. these same
health workers were considered agents of evil
for venturing outside the traditional female
realm of the home for work. The health work-
ers’ perseverance. strict code of conduct and
eagerness to prove themselves useful to the
community. along with strong project support.
has paid off. They have not only enhaneed
their own influence and standing. they also
serve as role models for other women in the
community. encouraging increased education
for grls and making it acceptable for women
to work outside of their home.

While child survival and other health care
interventiotis bestow prestige and engender
confidence. other factors influence women's
use of child survival interventions: if programs
are going to be successful. they must address
these factors. Ax a Nigertan physician has
noted. decisions by individual families on child
survival serviees are made “in the context of
competing demands on the resources of time.
energy. knowledge and money within the
household.” Women's triple workload - house-
hold chores. income generation and child
care — is too often overlooked by programs
seeking to persuade mothers to use child sur-
vival technologies. These constraints may plav
a significant role in deterring women. espe-
cially very poor women. from using child sur-
vival technologies.

A study of 80 women living in the urbaa
shums of Dhaka. Bangladesh. for example.
found that mothers who had to struggle e~ery
day simply 10 survive had little time or energy
left for planning ahead an«. (akinga chud to a
clinic for -accinations. Women who were bet-
ter off economically. on the other hand. per-
ceived that they had more control over their
lives and considered immunization important
enough to take a day off of work if necessary
to accompany their child to the clinic.

Greater urnderstanding of women’s time

.

demands and active collaboration with moth-
ers to find solutions can make projects respon-
sive to all women. including the most econom-
ically mardnal and isolated. Outrezch 1o
individual homes. setting of ¢linic hours to
accommodate women's work schedules and
efforts to work cooperatively with employers
ar- needed to further the impact of child sur-
vival and equity in availability of services.

Finallv. because child survival is directed
at the voung. it is sometimes hard to see the
relationship of these programs to the working
age population. Next vear. however. the first
“children of the child survival revolution™
will enter school.







Chapter il

B t is early on a weekday in the developing world. A mother walks with
# her two daughters, her three-year old elinging to her hand, the four-
month-old baby asleep, wrapped tight to her back with a colorful length

of fabric. The- are making their way to the local health elinie, . 30-min-
ute walk on a dry day, one hour when the water is high and the roads are
deep with mud. She must go quickly, as there may be many other meothers
with their children there, some to see the doctor, others, like herself.

to get their children immunized and weighed.

As they erter the clinic. a glance arcund at the
few mothers and children in the waiting area
tells her that she will not have to wait long. The
babv awakens and cries brievy before suck-
ling at her mother’s breast. She exchanges greet-
ings with some of the women and produces her
daughters™ health cards. which have been safe-
Iy tucked away in a fold of her dress. Though
she cannot understand all of the words writ-
ten on the eards. she is proud of the row of
“Xs" placed there by the health worker. indi-
cating that her children haye been getting life-
saving vacceinations. Today. her infant will be
weighed and get her second doses of vaceine
for diphtheria. pertussis and tetanus and for
polio. Knowing that she took extra care to feed
her older daughter when she had diarrhea. the
mother is confident that the scales will show
that the child is also growing well. The mother
asks the health worker for some packets of oral
rehvdration salts so she won’t have to make a
trip to the clinic if her daughters get diarrhea
during the upcoming rainy season. She remem-
bers a neighbor feeding her baby son oral re-
hydration salts when he had diarrhea. It made
such a difference! And. oh ves. she must also
ask the health worker about going back on
birth control pills next month. There is so much
to remember . . .

This scenario deseribes many of the things
that child survival projects aim to achieve -
regular use of effective technologies to keep
children alive. well fod and healthy. aceessible
health clinics staffed with trained health work-
ers. adequate supplies and community valida-
tion of the need to use health services.

Some developing countries are well on their
way to realizing these goals. but many coun-
tries (and on a more provincial level. scores o.
towns and villages and urbaan slums}) are far
from achieving them. There remain millions
of young children whose health and journey
through the first five years of life may be ccm-
promised by serious illness or cut short by
death. And even for those countries that have

buiit a strong foundation for hild survival.
there is a need to strengthen and sustain the
underlving institutions to ensure their contin-
ued existence in the coming vears.

The immediate causes of death and dis-
ability among infants and voung children are
clear: diarrheal diseases. vaceine-preventable
diseases such as measles. polio ard neonatal
tetanus and other diseases such as malaria.
pneumonia. other respiratory infections and.
now. AIDS. But there is an undercurrent below
these killers — malnutrition. frequent. high
risk pregnancies. lack of education and per-
vasive and. in soine cases. worsening poverty
— that keeps good health out of reach of too
many of the world’s families and the next gen-
eration they are nurturing.

There will always be 2 debate as to where
and how to best intervene in this process.

An Effective
Response

15



16

Vaccine-Preventable Toll
Six Diseases (argetcd by USAID’s
Child Survivai Program

Measles

As the cause of approximately one
and one-half millio, infant and child
deaths a year, measles is the leading
single killer among vaccine-prevent-
able diseases and an important contrib-
utor to malnutrition and subsequent
deaths from other causes, particularly
diarrheal diseases and pneumonia.

Neonatal Tetanus

Totanus occurring in the first month of
life as a result of unsanitary practices
surrounding childbirth is almost al-
ways fatal, killing nearly 775,000 in-
fants a year. Vaccination of expectant
mothers protects the infant against
this disease. If women are vaccinated
either during pregnancy or before,
their infant is protected.

Pertussis (Whooping Cough)

An acute, highly contagious infection
of the respiratory tract, this disease
ciaims the lives of over 500,000 chil-
dren each year and predisposes survi-
vors to other diseases. Immunization
against pertussis is achieved by com-
pleting the three-dose schedule of
combined diphtheria, pertussis and
tetanus (DPT) vaccine before an infant
reaches 15 weeks of age.

Policmyeilitis

Despite sharp declines in the number
of cases and the virtual elimination in
the Americas, polio still leaves over
200,000 children with life-long handi-
caps. Three doses of polio vaccine are
required for complete protection.

Diphtheria

This contagious disease infecting the
tonsils and mucous membranes of the
throat < 1n lead to heart failure and ina-
bility to breath within two weeks after
onset of symptoms.

Tuberculosis (TB)

Long associated with poverty and
crowded and unsanitary conditions, its
importance is growing as a secondary
infection associated with AIDS.

USAID has focused its efforts in the health sec-
tor on promoting a limnited number of proven
interventions on a broad scale. Others have
argued for a more comprehensive approach
that would necessarily be realized more grad-
ually. Still others stress the need for educa-
tion and economic growth. which, in the long
run. may permit families to obtain the health
care they desire. Of course, there is no single
answer. But the experience of the last decade
has shown that with child survival programs
it is possible to make dramatic improvements
in the prospects for the survival and health of
the young.

Vaccine-Preventable Diseases

T‘hrough the efforts of the global pariner-
ship in health and child survival. there
has been definitive. rapid movement towards
increasing vaccination coverage among chil-
dren in developing countries in all regions of
the world. In the early 1980s. when WHO's
Expanded Program on Immunization (EPI)
was just beginning. vaccines were reaching
only 10 percent to 20 percent of the develop-
ing world’s children. Today. through a mas-
sive global coalition that links countries. com-
munities. donors and citizens. immunization
coverage in the developing world has been
lifted to more than 60 percent. Sixty-seven per-
cent of children reaching their first birthday
in developing countries are now fully vaeei-
nated against diphtheria. pertussis. tetanus
and polio. 74 pereent are protected against
tuberculosis and 60 percent are vaceinated
against measles. Thirty percent of women are
vaccinated against tetanus. protecting children
born to them against neonatal tetanus associ-
ated with unsanitary births. At tnese levels.
WHO estimates that immunization prevents
2.2 million child deaths each vear from mea-
sles. neonatal tetanus and whooping cough
and 360,000 cases of polio.

Significant progress is reported in many
countries. By March 1990. Costa Rica. Egypt.
Zambia and Pakistan were among the eleven
USAID-assisted countries that had attained
the 80 percent target immunization coverage
rates for the six major vaccine-preventable
diseases. a goal adopted by many heads of
state. Many other countries have attained 80
percent coverage against at least one of the
childhood diseases and many more are on the
threshold of doing so. With the importance of
immunization clear to countries everywhere.



it can be said with reasonable assurance that
the majority of countries will hit universal im-
munization goals by 1995. And.in those that

{all short. the causes will be well understood.

The objective of immunization programs.
of course. is not vaccination per se. but dis-
ease control and. in the case of some diseases.
eventual eradication. Already. the impact of
widespread vaceination coverage is evident in
the reduced numbers of discase cases — nota-
bly in the tremendous reduction of polio cases
throughout the world. Indeed. in the Ameri-
cas. polio is on the threshold of eradication.
The number of cases in Latin America and the
Caribbean nations decereased 87 percent he-
tween 1980 and 1988. from 2.700 cases to 344
cases. Only 143 cases were confirmed in 1989.
and no cases of polio had been confirmed in
any of these countries during the first two
months of 1990,

The impact of these programs is not lim-
ited to the prevention of death and disease.
but also includes substantial cost savings. Cost-
benefit analvses suggest that it is substantially
less expensive to prevent childhood diseases
than it is to treat them. A study in Indonesia
estimated that the cost of preventing tubereu-
losis. diphtheria. whooping cough and tetanus
by vaceination is one-third the cost of treating
these diseases. In Cote d’Ivoire. one estimate
vielded an 11:1 benefits-cost ratio for measles
vaceination. Moreover. investment in immuni-
zation not only protects against specific dis-
eases. it also helps to reduce the toll of other
illnesses. such as diarrhea and resmiratory o
fections. and the consequences of malnutrition.

USAID is deeply committed to global im-
munization efforts. Since the expansion of its
support for child survival in 1985. USAID has
committed some LS. 214 million to aid in the
building and delivery of immunization pro-
grams worldwide. including over U.S. $44 mil-
lion in FY 1989 for programs in 45 countries.
Each vear. over 20 percent of the total monies
allocated for child survival activities are for
immunization. And justifiably so. In the de-
veloping world. over 2.8 million children still
die every vear {rom only six vaceine-prevent-
able diseases (sce box on left).

Through major bilateral agreements in
countries like Pakistan. India and Indonesia.
the funding of the Africa Child Survival
Initiative - Combatting Childhood Communi-
cable Diseases (ACSI-CCCD) project sup-
porting immunization activities in 12 African
countries and the accelerated immunization

The Impact of Vaccination
Reported Cases of Disease Fall
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Mobilizing Volunteers for Child Survival

M any private voluntary organizations (PVOs) use volunteers to carry
out USAID-funded child survival projects. In Guatemala, Project
Concemn International trains volunteers to assist with maternal and child
health programs. World Vision Relief and Development is training com-
munity volunteers in Bangladesh to assist with immunization and vitamin
A projects.

in 1987, USAID entered into a cost-sharing cooperative agreement
with Rotary International, an organization with a remarkable ability to
mobilize and train large numbers of volunteers. The Agency piedged U.S.
$6 million to support Rotary’s PolioPlus Campaign, and in return, Rotary
promised to raise U.S. $78 million among American Rotarians. By the
end of 1989, American Rotarians had raised U.S. $94 million for the cam-
paign; Rotarians in other countries raised an additional U.S. $103 million.
The USAID funds were used for model PolioPlus programs in Nigeria and
India, two of the world's most populous countries. india, alone, accounts
for over 50 percent of the world’s polio cases.

Social mobilization is the key to the PolioPlus programs in Higeria,
India and 88 other developing countries. In each country, an army of vol-
unteers, mostly Rotarians, is recruited and trained in it .munization tasks.
such as baby tracking, health education and record keeping. The volun-
teers work with political and health leaders to organize and conduct im-
munization drives.

The Rotary PolioPlus volunteer network is solidly built, with directors
at the national and state levels and a PolioPlus committee in each club.
The volunteers are trained in community-level workshops. Supervision
and signed volunteer identification cards heip to ensure volunteer com-
mitment to the project.

india and Nigeria would be hard-pressed to pay for the tens of thou-
sands of volunteers assisting with their PolioPlus immunization programs.
This kind of large-scale public health enterprise is quite difficult in the
developing world withcut an effective volunteer component, and USAID
is pleased to be associated with the social mobilization model developed
by Rotary Inteinational.

Of course, sustainabilty is an important issue in the use of volunteer-
based programs. What happens when volunteers lose interest or decide
they want to be paid? Several PVOs, inciuding Rotary international, are
searching for ways to sustain volunteer commitment and to develop
ongoing community support for projects that begin as volunteer-based
efforts. Increasingly, mechanisms {o sustain volunteer participation are
being built into projects from the beginning.

initiative in Latin America and the Carib-
bean. the Agency has been instrumental in

USAID-assisted projeets at the country level
support the national Expanded Program on
Immunization run by the ministry of health:

erage targets. plan programs. procure and

train h=alth workers and test and introduce

: have their unique problems addressed by a
18 1§ cadre of experts through the Ageney’s U.S.-

S

helping countries make great strides in increas-
ing immuaization coverage. In most instances.

projects help countries establish specific cov-
deliver vaccines. strengthen logistics svstems.

new technologies. Additionally. countries can

]

based technical support projects such as
KEACH (Resources for Child Healthy.

Program Strategies

While a shot in the arm™ clearly deseribes
the goal of immunization programs. it: sim-
plicity does not eapture the complex. multi-
layered process that drives thi<intervention
or the positive social and economie effeets it
helps bring about through disease control. To
deliverthis simple and highly effective technol-
oy strong political commitment. financing.
planning and management systems. supervi-
sion and logistical support are all required.
These factors. coupled with the diverse cul-
teres and difficult geography of many USALD-
assisted countries. present a formidable chal-
lenge to the effort to prevent disease and en-
sure that cohort after cohort of children is fully
immunized. So the challenge is really two-
fold: reducing the morbidity and mortality
due to these diseases while simultaneously
building the internal capacities of countries to
sustain independently the efforts and achieve-
ments gained through the financial support
and technical expertise provided by a num-
ber of external donors,

Immunization programs have adopted a
variety of approaches to deliver and expand
vaceination coverage. Some rely exelusively
on fixed facilities to provide serviees, Hondu-
ras’ Health Sector project. for example. has
helped the country attain high levels of cover-
age for the six vaceine-preventable childhood
diseases primarily through a nationwide net-
work of fixed health centers. Currently. 85
percent of children by 12 months of age are
protected against tuberculosis: approximately
70 percent are vaceinated against measles.
diphtheria. »ertussis a, 1 tetanus and 70 per-
cent are protected from polio.

Often. programs must use a combination
of fixed health centers and mobile teams to
provide continued coverage to large. stable
population clusters and also to reach the more
dispersed persons in the project area. In Bo-
livia. Foster Parents Plan uses this approach
to assist the ministry of health in delivering
immunizations to the nearly 21.000 children
under age five in the Chuzuisaca Department.
A USAID-funded CARE project in the Sudan
has also had considerable success in immu-
nizing children through a combination of
static sites and mobile teams. despite contin-
ued civil strife and a highly dispersed popula-
tion. In countries with especially difficult ter-



rain. ingenious means of sevvice delivery have
been devised. In Haiti. mobile vaccinators use
horse and mule teams and motoreyeles to carry
vaceine cold storage boxes and injection sup-
plies to secluded settlements far from fixed
health facilities.

Some countries have raised immunization
coverage through a series of national cam-
paigns. However. rapid declines in coverage
in the wake of campaigns in some countries
are reminders that programs must leave in
place a structure or the resources to provide
vaceinations on a regular Lasis to ensure con-
tinued levels. In Senegal. for example. an in-
tensive national campaign in early 1987 in-
creased coverage rates for BCG (to prevent
tuberculosis) and measles considerably. but
these rates fell to just above pre-campaign
levels only six months later. A second national
mobilization in December 1988 increased rates
once again. but preliminary data suggest that
rates may be dropping once more.

Nigeria. on the other hand. has taken steps
to sustain the gains achieved through three
national immunization davs conducted by the
government between March and May 1988. A
coverage survey in November 1988 showed
that the percentage of fully immunized children
12 to 23 months of age had increased from 20
percent to 38 percent. By antigen. coverage
was 72 percent for BCG. 58 percent for DPT3.
37 percent for Polio3 and 39 percent for mea-
sles. Nigeria subsequently created 1.000 ad-
ditional health units throughout the countr:
from which to deliver services more effec-
tively and at a lesser cost. Also. individual
states have begun to implement their own
state-wide immunization days. modeled after
the national approach. although economie
constraints zve forcing many states to formu-
late alternative. less expensive means of sus-
taining immunization coverage.

Many countries have enlisted the assis-
tance of their national leaders in the effort to
increase the demand for vaccinations and to
promote immunization campaigns. The involve-
ment of His Majesty Hassan Il of Morocco
and his daughter. Her Roval Highness Lalla
Meriem. helped ensure successful mobiliza-
tion for several national immunization days
in their country. Convinced of the importance
of vaccinations. His Majesty Hassan 1l spear-
headed a vaccination campaign in October
1989 that included four neighboring countries
and extended Morocco’s technical and man-
agement proficiency and experience of conduct-

ing its own successful vaceination campaigns
to its neighbors.

Programs have also used innovative com-
munity activities to promote immunization. A
ministry of education program in Senegal. for
example. links newborns with middle school
children who follow their "adopted babies™
through the vaccination schedule. Through
this program it is hoped that not only will the
babies be more likely to complete their vacei-
nation series. but that also a whole generatior

of school children will learn the importance of

immunization.

New Challenges

The challenge of institutionalizing the com-
mitment and securing the financing so that
each future cohort of children is vaceinated
must now be faced head-on. Many countries
have significantly raised coverage rates over
the last four vears. illustrating that political.
community and grassroots support for immu-
nization programs has heen well established.
But the slope of vaceination coverage rates
shows that. in relative terms. it is easier to move
from 20 pereent to 60 percent coverage than
it is to move from 60 pereent to 80 percent or
more. Elimination of missed opportunities.
closor attention to social an-! qualitative fac-
tors and improved logisties will be important
factors in the climb to 80 percent coverage.

Missed Opportunities
It is global poliey of immunization programs
that vaccinations be available to every eligible
infant. child and woman of childbearing age
at every contact they have with any level of a
country’s health sv<tem. Failure to immunize
a child or woman whose immunization status
is not current and who has no health contra-
indications is considered a missed opportunity.
A growing mass of data indicates that missed
opportunities contribute greatly to the fow
overall vaccination coverage in many coun-
tries. A recent survey of 60 health care facili-
ties in Honduras found that opportunities
were missed during 15 percent of clinic visits.
Sixty percent of the health personnel surveved
withheld vaecinations from children who had
a fever or diarrhea. a common practice but
one discouraged by guidelines that recom-
mend that the benefits of vaccinating an il
child far outweigh any health risks involved.
In a study at 26 acute care elinies in the
major urban areas of Pakistan. 76 percent of
children ages three to 23 months were eligible
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for and in need of at least one further vaecina-
tion. but only seven pereent of them actually
received the needed dose. Acecording to the
parents surveved. health workers refused to
give the vaceine hecause the child had a minor
illness. such as diarrhea. cough or cold or a
fever. or was malnourished.

Continuing education of hbealth workers
is imperative to reduce the number of missed
opportunitics. However. many health work-
ers have been taught not to vaceinate children
who are undernourished or suffering from
low-grade fey er. diarrhea or mild respiratory
infections: vaceination schedules may be mis-
-aleulated. vaccination cards may have been
filled out inaceurately or a health worker may
be reluctant to open a new vial of vaceine for
just one child. New WHO guidelines urge
health workers to use every opportunity to
immunize eligible childrenr and women. espe-
cially those attending the clinie for curative
care. In adidition. health workers must instill
in parents the conviction that vaceinations
are safe and important for their child’s good
health. Constant and well-targeted public
information on vaccinations and where te get
them and improved quality of services are alxo
necessary to keep demand high.

The Reasons for Non-Participation

In general. having the technology in place and
aceessible is not. by itself. enough to raise im-
munization coverage rates. Demand for the

s rvices must be ereated and sustained. so that
in time. seeking these vaceines hecome inte-
grated into a community’s structure. While
this is well understood by the international
health community. a deeper analvsis of {ae-
tors that affect demand and sustainability at
the provincial and community level has be-
come necessary. In 1989. USALD paid increased
attention to assessing the real reasons for the
failure of some parents to seek p rotection for
their children.

The Agency sought. for example. to deter-
mine why coverage rates for tetanus toxoid.
the vaceine administered to pregnant women
to protect their newhorns from neonatal teta-
nus. have seriously lagged behind those for
the other vaccine-preventable diseases. Neo-
natal tetanus is responsible for an estimated
775.000 infant deaths each vear. and while
many countries. including Indonesia. are now
placing increased emphasis on vaceinating
women. estimates put coverage in developing
countries at only 30 percent A shift in the

global recommendations for tetanus toxoid
vaceination to include all women of childbear-
ing age. not just pregnant women. should help
to significantly reduce the incidence of neo-
natal tetanus and deaths from this disease.
Concomitantly. a more robust understanding
of the ethnographic factors facilitating or in-
hibiting a woman from beginning and com-
pleting her series of tetanus toxoid vaceina-
tions is needed.

\ 1988 study sponsored by USAID assessed
=ome of the cultural perceptions of neonatal
tetanus and the tetanus toxoid vaeeine among
three distinet cultural groups in Bolivia. Con-
ducted by REACH. the study found that wo-
men of all three groups fear negative conse-
quences from tetanus toxoid vaceinations.
There is widespread suspicion. for example.
that tetanus injections cause sterility. and in
one area. a well-known “curandera™ or tradi-
tional healer attributes Lier son’s muteness to
a vaccination. Folk beliefs. too. ptay an im-
portant role in acceptancee of tetanus vaceina-
tion. Two of the cultural groups believe that
wind. fright and bewitchment cause tetanus.,

Studies that delv e into socio-cultural fac-
tors can contribute significantly to the design
of interyentions to increase coverage for teta-
nus as well as the other antigens: they can
help health workers develop more effective
health messages and highlight fundamental
gaps in health education that need to be filled.
such as information on what tetanus is and
how babies get it. These studies also identify
individuals within the community upon whom
people rely for information about tetanus.,
Mohilizing these individuals to support im-
munization efforts can go far in reducing dis-
ease incidence in communities.

A study in Togo sought to assess some of
the socio-behavioral barriers as to why par-
ents do not complete vaccination schedules
for their children. Mothers of children under
age five in nine villages were interviewed
about their practices and social and cultural
norms relating to preventing and treating the
six vaceine-preventable diseases. in an effort
to identify mothers” experiences with health
services that facilitated or inhibited their ac-
ceptance of childhood immunization. One
important barrier to which mothers attrib-
uted their failure to complete the full immuni-
zation series was a lack of information as to
when 1o return to the clinie for the next dose
of vaceine. Although the return date is writ-
ten on a vaceination card. it is not a sufficient



reminder. As one mother explained. =To know
the date of next vaceination. you must count

“the weeks or dayvs between markets. o ask
other women who had their children vacein-
ated at the same time as vour children were.”
Admonition by health workers for failure 1o
bring the vaceination card was also a major
inhibiting factor. Mothers offered recommen-
dations to help inerease the likelihood they
would return for all the vaceinations. One
suggested. "Huov e the chief send the townerier
to remind us several times - the day before
the vaceination [and | three or four dayvs in
advance.” Others recommended that negh-
borhood meetings be held where women who
have had their children vaceinated would tell
other women about what they learned and
experienced at the clinic.

Quality of Services

Attainment of desired coverage levels is only
one step on the way to sustainable. effective
immunization programs. The quality of seryv-
ices. measurable. for example. by the level of
missed opportunities for immunization or by
the use of a sterile needle and sterile svringe
for each injection. can have a strong impaet
on a program’s effectiveness. There is evi-
dence that such qualitative factors are improv-
ing in USAID-assisted countries. Data from
the Africa Child Survival Initiative — Com-

batting Childhood Communicable Diseases

project show that the use of a xterile sy ringe
for cach injection inereased from 50 percent
in 1985 10 90 percentin 1989, Analyvses by
PRICOR found that immunizations were
generally the best performed of the child sur-
vival activities, In a low income. urban area
of Lima. Peru, health workers performed im-
portant steps in proper immunization such as
maintaining sterility and cold chain and tech-
nical skill with over 80 pereent aceuraey. In
study areas in Pakistan and the Philippines.
nearhy 90 percent of vaccinations were car-
ried out with proper stevile technique.

Improved Logistics

Refining the continuous delivers of supplies
and equipment to even remote sites clearly is
essential to delivering vaceinations. Vaceines
are heat sensitive and lose their potenes if
they are not stored at sufficiently cool temper-
atures. The cold chain — the svstem of proce-
dures. equipment and transportation designed
to keep vaceines refrigerated and effective -
is therefore perhaps the most eritical logisti-
cal component.

Instituting and maintaining a cold chain
often summons the most ereative energies of
program managers. Working with local mer-
chants. the village chief and community mem-
bers who had refrigerators. an Adventist

Training and logistics

are key to a successful
and sustained
immunization program.
Here, participants at

a logistics management
workshop in Cote d'lveire
learn about sterilizing
equipment.



The endorsement of
national teaders can be
effective in increasing
demand for immunizations.
Above, Her Royal Highness
Princess Lalla Meriem of
Morocco, delivers a dose
of polio vaccine during her
country’s national
immunization day.
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Development and Kelief Ageney projectin
<hort” cold

Indoncsia effectively overcame a
chain. Required to deliver v accines to villages
two days from the local health center where
vaceines were stored. project managers had
been unable to keep the vaccines adequately
cold for more than 24 hours. By using ice
from refrigerators in villages between the loeal
health center and the target villages. health
workers could easily replenish the ice in cold
boxes for the continued journey 1o the remote
communities.

Since November 1982, the REACH proj-
ect has assisted the Haitian government with
a training course to improve its cold chain in
preparation for national immunization days.
Although it was difficult initially to generate
widespread intere=tin the training. a new
commiiment to the overall improvement of
the cold chain system with improved supervi-
sion and temperature monicoring resulting
from the training. hax been generated. Haiti's
national coordinator for EPI has added a
course in cold chain management to the cur-
riculum of medical students. and the Haitian
association of private pediatricians has
adopted the ministry of health norms for vac-
cine management. storage and transport in
training courses for its members.
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A survey of 1051 health facilities through-
out Peru sought to document the types and
condition of cold chain equipment and logisti-
cal and technical problems associated with
the use of equipment or fuels. The surves
found that health facilities located in densely
populated ireas or hot climates were less
likely to have the necessary cold chain equip-
ment than facilities serving small populations
and operating in colder climes. Some 2,670
refrigerators were found in the health faeili-
ties. of which 81 percent were in proper work-
ing condition. Nearly all of the 192 non-fune-
ti()l]illg l'('rl'igt'l‘al()l‘rl were k""i)s('n(' l)()\\ ?'r('(’.
\inety-one percent of the health facilities did
not have enough ice packs. and 30 percent
had no vaceine carvier hoxes to transport
vaceines — even theugh all of the survesed fa-
cilities nave outreach activities to deliver vae-
cines. The survey resulted in a national plan
of action. which documents the problems and
offers solutions and also provides realistic
cost analyses of maintaining an effective cold
chain. Similar studies have recently been com-
pleted in Bolivia and Guatemaia. Ecuador is
currently condueting its cold chain surves.

Coiud chain maintenance and other issues
were the fo.us of an immunization logisties
management conference in Abidjan. Cote
d’Ivoire. which brought together pational
immunization logistics personnel from 10
Franeophone African nations. Madagasear
and Haiti. Organized by REACH ana the
Organisation de Coordination et de Coopera-
tion pour la lutte contre les Gra, 'es Endemies
ia West African health oreanization). the five-
day conference also included representatives
ol private yvoluntary organizations and other
organizations working in immunization. ax
well as cold chain equipment manufacturers
and vehicle distributors. Topies of discussion
included vehicle maintenance. cost effective-
ness studies. improyved training and supervi-
sion of personnel and better managemens and
distribution of supplies. The first of its kind.
the conference was instrumental in dissemi-
nating lessons learned and improving coop-
eration between kev logistics plavers.

With assistance from the ACSI-CCCD
project. the Central African Republic has
effectively established and integrated a man-
agement svstem for needles and syringes.
kerosene. spare parts and cold chain equip-
ment into the ministry of health. Such an ef-
fort will help sustain immunization expansion
in the country.



Data Collection to Improve Coverage
Country -level data collection programs that
-an feed information on coverage and disease
ineidence back to ministries of health and pro-
gram managers allow policymakers to pin-
point where strategies need to be changed to
ensure the greatest coverage at all times. Such
svstems can also deteet isolated outhreaks of
diseases. especially those not regularly cov-
ered by immunization programs. like vellow
fever and meningitis. enabling goy ernments
to dispatch vaceines or special teams 1o the
affected population. Computerized EPI
Information Systems (CEISy are currentiy in
place in 26 countries. Used to »mpile. analy ze
and report information to all fevels of immu-
nizatien programs. CELS provides coverage
rates. number of discase cases and informa-
tion on training and vaceine quality and source.
In addition to providing kev information for
courtry nationals. the svstem also facilitaies
the production of reports for the World
Health Organization.

COSAN (Coverage Survey Analvsis Sy
tem) helps countries to analyze the data col-
lected from vaceination coverage surveys.
Through the collaborative efforts of W HO
and REACH. COSAN has heen used it Haiti,
Mali. Turkes. the Philippines. Nigeria and
Madagascar. The sy<tem is a planning iool for
service delivery and can help measure missed
opportunities. the age of children when they
received yaecinations and coverage levels for
each vaccine dose.

New Technology

Despite their sucees<, curren: immunization
technologies pose many constraint~. Inan
ideal world. complete immunization could be
accomplished ~bortiv after birth with a single
oral dose of a o ktail” of vaceines that are
heat stabie. W hile this is <till a dream. there
are many significant ads anees in both vae-
cines and the technologies that are used to
delis er them.

Currently. a number of new technologies
are in advanced stages of development and
testing. from inexpensive way s to deteet hreaks
in the cold erviin to several appra:urhm to
making disposable «yringes used in many -
munization programs non-reusable. Prompted
by a desire to prevent any transmission of
disease. USAID. through the HealthTech proj-
eet is supporting the development of three
new syrinzes: a non-reusable syringe by John-
Hopkins University that contains a device

that swellx and permanenthy blocks the needle
after one use: a single pre-filled injection de-

vice which collapses upon use: and a second.
non-reusable svringe. This svringe contains a
~mall metal elip that locks the plunger at the
base of the <y ringe after it has been used. To
ensure that such technologies and others are
rapidhy available to developing country peo-
grams. UNCEF and USAID deseloped a
Technology Introduction Panel in 1989 1o cut
through any unnecessary red tape that might
dow their wideseale adoption.

New vaceines hoid further promise. In its
Fourth Report to Congress on the Child Sur-
vival Program. USAID reported on field stud-
ies in Haiti and Mexico of a new strain of
measles vaceine called Edn soston-Zagreh

Vaccinating wemen
against tetanus

can greatly reduce
infant deaths from
neonata! tetanus.
Left, a health worxer
in Bolivia carefuliy
delivers a tetanus
vaccination.



(E-Z). The studies showed E-Z vaceine was
effective in infants as youny as six months,
whereas other strains of the measles vaecine
do not provide adequate protection until nine
months of age due to the presence of maternal
antibodies. Based on these findings and those
from several smaller seale studies. W HO has
issued new guidelines recommending cariy
immunization with E-Z vaccine where mea-
slex is endemic.

In the coming vears. USALD plans tests of
other promising vaceines. including a vaceine
against pneumococeal pneumonia. one of the
most common causes of deaths from respira-
tory infections in children. and others that
will lower costs. ease delivery and expand the
impact of immunization programs,

Controlling Diarrheal Diseases

I n markets. work sites and community halls
and along husy roadsides in Lusaka. Zam-
bia. pupular theatre groups promote oral ve-
hydration therapy (ORT) for children to pre-
vent life-tureatening dehvdration that can be
caused by severe diarrhea. Sponsored by Zam-
bia's national diarrheal disease control pro-
gram. the plays show audiences how to use
Madzi-a-Moyo or “water of life.” the locally
produced oral rehvdration salts (ORS). to pre-
vent dehydration and explain the importance
of continued feeding and fluid intake during
diarrhea episodes. An estimated 100.000
people have seen the plays. which have been
so effective in providing information about
ORT that other groups in Zambia have begun
using theatre to publicize messages on a wide
variety of health topirs.

Using live theatre is one of the many crea-
tive. cost-effective wavs that USAID is help-
ing developing countries promote the use of
oral rehvdration therapy. which in the last
decade has become the leading tool in an inter-
national initiative to control the ravaging
effects of diarrhea and the dehvdration that
can accompany it. Universal availability of
ORT is one of the prineipal goals of the child
survival program. Since 1985, USAID has
allocated U.S. $198 million for diarrheal dis-
ease control. including nearly U.S. $43 mil-
lion in FY 1989 to support diarrheal disease
control activities in 20 countries.

Diarrhea is a common svymptom of a large
numbe r of diseases. It afiects children through-
out the world. but hits hardest in developing

countries. W HO estimates that childrenin
the developing world suffer more than one
billion episodes of diarrhea cach vear: 60 10
T percent are acute cases, characterized by
watery stools often aveompanied by vomiting
and fever, In some cases. the loss of fluids and
imbalances in essential chemicals is so severe
that the child dies in a matter of hours. Diar-
rheal diseases are the leading killer of ¢hil-
dren under age five: an estimated four million
cluldren die cach vear of diarrheal diseases.
brought on by the parasites. viruses and bae-
teria that thrive in unsanitary environments
and exacerbated by poor nutrition. respira-
tory infeetions and other diseases.

L ntil the late 19605, drugs and intrave-
nous fluds were the accepted treatment for
dehvdration due 1o diarrhea. Requiring mod-
ern medical facilities. equipment. supplies
and skilled personnel. all in short supph in
developing countries. this therapy was expen-
sive and inaceessible to most Third World
children. LS A was at the forefront of efforts
to develop a simple. affordable technology to
treat diarrheal dehydration that could be
made widels available. even to the most re-
mote areas of developing countries, LSA )
support for research conducted at what is
known today «< the International Center for
Diarrheal Direase Research. Bangiadesh
(ICDDR.B) contributed to the discovery that
a <imple <olution of essential salt<. glucose
and water. together with bicarbonate or triso-
dium citrate. can reverse dehydration within
a few hours. Furthermors. the solution could
be made from inexpensive ingredients and
given orally to children by their mothers or
by health worker< with limited training. Today.
oral rehydration salts are available in pre-
measured packets worldwide. Rehvdration
solutions can also be made from ingredients
found in all but some of the poorest house-
hilds — water, sugar and <alt.

W hile oral rebhydration prevents dehy -
dration in almost all cases and can prevent as
many as 63 percent of all deaths due to diar-
rheal disease. it does not prevent repeated
episodes of diarrhea that can leave children
sertously malnourished. nor is it adequate
treatment for some types of diarrhea. There-
fore. USALD has adopted a three-pronged
approach to controlling dharrheal disease: use
of oral solutions to prevent or reverse dehy -
dration during diarrhea episodes: continued
feeding. especially breastfeeding for infants
and toddlers. during bouts of diarrhea and



increased feeding during and after diarrhea:
and quick referral of serious cases to appro-
priate medical facilities. Because ORT is a
remedy. not a solution to the basic causes of
diarrheal disease. the Ageney also provides
support for diarrhea prevention through ef-
forts to promote exclusive breasifeeding. clean
sources of water and adequate sanitation and
personal hvgiene education. and it backs ef-
forts to test new vaecines. particularly against
cholera. the most severe form of diarrheal
disease. and rotavirus. the most commaon
form of diarrhea.

Global and Country-Specific
Progress

In 1980. few children in the developing world
were able to obtain appropriate treatment for
diarrheal disease. and there were virtually no
programs. either worldwide or national in
scope. aimed specifically at controlling diar-
rheal disease. Dramatic progress has been
made in the intery ening decade: almost 60
pereent of childr -nin the Third World now
have aceess to o -al rehvdration salts and
about 34 pereent of diarrhea cases are treated
with ORT. Currently. 110 countries have di-
arrheal disease control programs. Many of
these programs have been in operation for
several vears and haye already achieved sig-
nificant inereases in knowledge and use of
oral rehvdration therapy as well as in local
production and distribution of oral rehvdra-
tion salts.

Although specific approaches vary from
country to country. programs show many
common features. Mothers and other caregiy -
ers need to know that dehvdiation accompa-
nving diarrhea is harmful and can be treated
in the home. To be persuasive. messages pro-
moting oral rehvdration therapy must be cul-
turally relevant. based on local beliefs and
practices. Health workers need to be enlisted
to spread the word on ORT and to offer qual-
ity services and guidance on diarrhea treat-
ment. Lacal produetion of oral rehvdration
salts and convenient sales and distribution
otitlets need to be encouraged to ensure steady
and adequate supplies of ORS. Finallv. ongo-
ing research is needed to understand wavs in
which diarrheal disease control efforts can he
more effective.

The diarrheal diase control program in
Honduras provides 2 good example of how a
comprehensive program can achieve impres-
sive gains. Through an effective social mnar-

Recent Gains in ORT Use

Percent of episodes treated

Malawi

! 1985 1988

Making ORT the Response to Diarrhea

Pakistan

Honduras

keting campaign. use of ORT in Honduras.
according to W HO estimates. inereased from
10 percent in 1985 to 66 percent in 1988. and
LITROSOL.. the locally produced oral rehy-
dration salts. has become part of the Hondu-
ran culture. Ninety-eight percent of mothers
know about ORS. and 81 percent have used

it to treat diarvheua-related dehyvdration,
HEALTHCOM. a project of the \eademy for
Educational Development. has provided im-
portant ossistanee to the Honduras program
and. to =olidify these gains and to inerease
support for ORT among health workers. is
encouraging the national Faculty of Medicine
to develop a community education component
on oral rehyvdration therapy for its curriculum.
Egypt's comprehensive diarrheal disease con-
trol effort has also been highly successful:
diarrhea-related mortality among Fgyptian
children under five has declined by more
than 50 percent since 1983.

Other countries are also recording nota-
hle progress. In Peru. Malawi and Ecuador.
hospitals report that diarrhea wards have
closed and that fewer cases of dehvdration
are treated in health facilities. Not only is this
evidence of the impact of improved treatment.
but the cost savings to facilities for such
vhanges in treatment patterns are consider-
able as well. Similarly. in 1989. the U.S. Cen-

[§]
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Pre-measured packets
of oral rehydration salts
are now produced by 58

developing countries.
Here, a trained
healthworker helps a
mother feed her child the
life-saving solution.

ters for Disease Control. the lead organization
in the Africa Child Survival Initiative - Com-
batting Childhood Communicable Diseases
project. noted that as periphercal health facili-
ties have developed their capacity and confi-
denee to use ORT. hospitalization to treat di-
arrhea has deelined: in Lesotho. the number

of diarrhea cases treated in six hospitals de-
clined Ly one third in one vear. between 1987

and 1988.
Increasing Knowledge of ORT

As the principle caregivers to children. fami-
lies. and especially mothers. are on the front
line in the effort to effectivels treat diarrheal
dehydration. Yet. because diarrhea is so per-
vasive and accepted as a natural condition of
childhood. many women in developing coun-
tries do not perceive diarrhea or even dehy-
dration as dangerous. Teaching mothers to
recognize the signs of dehvdrating diarrhea
and to prepare and use oral rehvdration salts
correctly to treat dehydration is a principal
objective of USAID s diarrheal disease con-
trol activities. Programs are reaching out to
the most remote and underserved areas to
provide eritical information about oral rehy-
dration therapy. In the village of Punial. in
the mountainous northern region of Paki-
stan. women gather at the Aga Khan Health

Freedom from Hunger

Center to learn how to recogrize the signs of
dehydration and to prepare solutions from
both packets and homemade ingredients. In
a remote area of Kajaido Distrietin Kenya.
where the World Vision Relief and Develop-
ment project is teaching mothers abont ORT.
83 pereent of the mothers in the area now
know about OET. Moteover. these Kenyvan
mothers irtervene in cases of diarrhea and
hase shown they can effectively practice what
they have learned —prompting local health of-
ficials to cite the project as a model for aothers,
Studies have shown that mothers are
more willing to try oral rehyvdration therapy
if it is promoted in wavs that are compatible
with prevailing cultural beliefs and practices.
Projects from Bangladesh to Bolivia are using
small group discussions. or focus groups. to
gather information about local customs and
knowledge about diarrheal disease in order to
fashion culturally appropriate messages pro-
moting ORT. In Cameroon. PRITECH found
that most cases of diarrhea are first treated at
home with teas. baths and purges: oral rehy-
dration solutions are virtually unknown.
Mothers turn to modern medical facilities
most often when traditional healers and other
remedies have failed and the case has become
severe. Based on this information. the nation-
al diarrvheal disease control program will de-



»olop a strategy for reaching mothers through
targeted messages urging them to seek medi-
al care sooner in cases of serious diarrhea
and to make oral rehvdration therapy their
preferred method of home treatment.

Reaching Health Workers

Support for oral rehyvdration therapy among
health workers is essential if it is to be widely
adopted in developing countries. \ health
worker’s knowledge of and enthusiasm for
ORT can have a powerful influence on the
praetices of an entire community. As health
workers are often a mother’s first contact
point with the health system. USAID devotes
considerable resources to building support
for ORT among health workers through
training and supervision.

In 1989. 145 U SAID-=upported projects
in 42 countries provided training for health
workers in diarrheal disease control. One. a
pilot program in Burkina Faso. used a “tiered™
approach to create diarrheal disease control
training teams from the national to the local
level. The project’s impact has been rein-
foreed by use of the training teams In UNICER
private voluntary organizations and other
donor : gencies to strengthen <kills among
additional service providers.

To date. most training efforts have focused
on in-service training. W hile thi~ remains an
essential activity. more training resources are
being dirceted upstream towards pre-service
instruction in medical and other schools to
garner lasting support for oral rehy dration
therapy among health workers. Moving arain-
ing on the correet case management of diarrhea
into the mainstream of medical education will
help to solidify a country s long-term commit-
ment to ORT and other disease control activi-
ties. The PRITECH project has initiated es-
sential. basic activities for such education. In
collaboration with W HO. PRITECH hax de-
veloped a package of materials on diarrheal
disease control for medical schools: these in-
clude an instructor’s guide. a texthook. refer-
ence materials ad a bank of examination ques-
tions. Kefinement of these materials continues
in the Philippines and Indonesia and parts of
the training materials have been used for in-
service training in Pakistan.

Working with government health official-
in Pakistan. PRITECH has also helped to
establish diarrheal training units in the 10
largest pediatric wards of teaching hospitals.
These units have drawn attention to needed

improvements in the pediatric component of
medical education. Sinee the training units
were introduced. diarrhea treatment and
education of mothers has improved. Nurses
play an important role in virtually all health
services provided to mothers and children.
either as direet caregivers or as supervisors
and trainers. ZurseCare.a new UsSAID peoj-
ect developed by the Medex Group of the

U niversity of Hawaii Medical School. plans
1o help bring nursing education into the
mainstream of child survival activities. includ-
ing diarrheal disease control,

The impact of training activities can be
reinforeed by focusing attention on the qual-
ity of the diarrheal disease control serviees
provided after training and on the supervi-
sion health workers receive. \ review of
health workers” knowledge and practices in
Senegal. Mali and Mauritania indicates that
while the workers correctly elassify and choose
the right treatment in most cases of diarrhea.
they give mothers little advice on feeding dur-
ing diarrhea or prevention of diarrhea.

With the use of targeted research. man-
agers are learning to pinpoint weaknesses in
ORT programs and to remedy them. Inalow-
icome area of Lima. Peru. only one-fifth of
mathers who used ministry of health clinies to
obtain ORS packets considered ministry ~taff
their principal souree of information about
diarrhea. Thix dichotomy between the elinie’s
importance as a source of oral rehydration
salt= but not of information led the PRISM
group to examine staft practices. W hen the
staff’s guidance to mothers regardinz manage-
ment of diarrhea was observed and analvzed.
it was found that mothers were not being
given complete messages about oral rehvdra-
tion therapy. The study enabled elinie super-
visors to take quick corrective measures:
ministry of health officials were <o pleased
with the expeditious way in which problems
were identified and solved that they are now
applving this approach to <tudy other ¢hild
survival services in ene-third of the countiy s
health distriets.

In 1989. the PRICOR project also used
applied research techniques to assistdiarrheal
dizease control programs in Niger. Pakistan,
the Philippines and Senegal to evai ate the
quality of care and staff supervisic v their
respective programs. The ey aluations found
that the quality of care was often poor and
ORT messages inconsistent. Many of the prob-
lems that were identified could be remedied




Expanding ORS Access
Pharmacies Selling in Bangladesh

Pharmacies (in thousands) participating in the
Social Marketing Project

through on-the-spot correction and supervi-
sion. In other cases. the stvdy resulis stimu-
lated a renewed emphasis on supervision and
provided officials with a new tool to identifv
problems and seek solutions.

ORS Production and Sales

Oral rehvdration salts are now produced by
38 developing countries. Together. these coun-
tries manufacture three-quarters of the worid's
supply oi'oral rehyvdration salt<. comparesl
with 50 pereent in 1985. Local ORS produe-
tion is a critical step in a country s effort to
make its diarrheal disease program self-sus-
taining. and USAID has devoted considerable
resources and technical expertise to support
this effort in a number of countries. including
Ghana. Guatemala and Turkey. After a loan
and technical assistance in Ghana helped a
loeal ph.acmaceutical firm. Danafeo. Lid.. pro-
duce and market an oral rehvdration solution.
private sector sales of ORS have risen stead-
ilv. reaching over 121.000 packets per month
in 1989.

USAID has also sought to improve distri-
bution of oral rehydration salts within indi-
vidual cointries. and. in fact. the wide avail-
ability of ORS packets through health posts.
pharmacies. shops and private health care
providers is one of the clear successes of the
child survival program. In 1989. 24 projects
supported the marketing of ORS packets

through commercial cutlets or private health
care providers. In Indonesia. Helen Keller
International is testing distribution of ORS
through small shops — an approach that is
being closely watehed by national polievmak-
ers. Interested ietailers received recining and
an initial stock of packets. In 10 months. the
395 participating village retailers sold over
15.009 packets — meeting what was an unmet
need for QRS in their communities. Some
shop owners are <o satisfied with .ales thay
they have begui acting as midd*  -en. buving
packets to seld to other traders as well as di-
rectly to mothers.

Advances in Diarrheal
Disease Research

The discovery of oral rehvdration therapsy.
acknowiedged as one of the most important
medical advances of this eentury. not only
made possible the global program of diarrheal
disease control but a'so stimulated a program
of multi-disciplinary research that has paral-
leled field programs. The results have been
wirde-ranging and significant: the recognition
of the erucial role of feeding during and after
diarrhea: the identification of persistent and
bloody diarrhea ax important causes of diar-
rhea mortality : the complexity of applyving
“simple” technology 1o diverse cultural sei-
tings and the potential of communications to
change healih behaviors. USATD has made
major contributions to diarrheal disease re-
search over the last decade that have demon-
strated how essential research efforts in areas
as diverse as communications. operations and
nutrition research help move a basic discoy-
ery such as ORT from the laboratory through
hospital wards s large-scale application in
the field. Today. with a better understanding
of both diarrhea and issues in field programs.
researchers are paving increased attention to
a new generation of issues,

Recognition that orai rehydration therapy
restores lost fluids but does little t; lessen the
severity or duration of diarrhea or its nutri-
tional impact has led to research on new for-
mulations for solutions and for approaci.es to
feeding during and after diarrhea. The Die-
tary Management of Diarrhca project collah-
orated with research institutes and ministries
of health in Nigeria and Peru to develop and
promote inexpensive weaning foods from lo-
cal ingredients and taught mothers how to
counter the varied adverse nutritional conse-
quences of diarrhea.



Various projects are assessing oral rehs -
dreation solutions based on foods such as rice.
corn and millet mixed with salt. Health experts.
seientists and representatives of donor orzan-
izations and the commereial food industry
wet in Karachi in November 1989 to review
vecent trials of food-based solutions that have
shown 25 1050 percent reductions in both the
duration and volume of diarrhea. W hile these
findings are promising. there are a number of
i=ues that must be considered before large-
seale poliey changes could he adopted. inelnd-
ing the efficacy of these solutionsin very
voung children. the requirements of time and
eneryy for home preparation. and the poten-
tal for confusion if new messages and case
management mwethods are introduced.

Other research efforts are divected at the
diarrhea-related mortality and morbidits
that ORT does not presen’ e persistent and
bloody diarrheas that are growing in relative
illl'lnl‘lu“('(' as the effects of w atery diarrhea
are hrought under control. Research efforts
at the International Center for Diarrheal Dis-
ecase Researeh in Bangladesh and by the Har-
vard-led consortium carryving out the Applied
Diarrheal Disease Research project are turn-
ing their attention to preventive strategies.
from vaceines to hand-washing. as well as 1o
new strategies for case management.

Breastfeeding: A Critical Role

P reastfeeding is a cornerstone of child
o survival. In fact. exclusive breastfeeding
curing the first 16 months of a child’< life is
wobably the single most cost-effective child
survival intervention available. Exelusively
breastfed infants are two and a half times less
likely to hecome il and almost two times less
likely to die than infants who are not breast-
fed. Ttis conseryatively estimated that the lives
of more than one million infants could be
saved each vear if all babies were breastfed
exclusively in the first 1-6 months of life.

Bevond this diveet impact on child sur-
vival. breastfeeding plavs a ertical role in each
of the major interventions of the child survival
program — nutrition. diarrheal disease con-
trol. immunization and enild spacing:

m Breastfeeding is eritical to an infant’s
nutritional status. Indeed. breast milk is a
“perfect food ™ in that it provides all the nutri-
ents an infant needs up to -6 months of age.
No breast milk substitute has the nutritional
value of human breast milk. Even after the

introduction of complementary foods. breast

milk i= an invaluable souree of calories. high-
quality protein and micronutrients v ell into a
child™s «econd vear of life.

8 Breastfeeding reduces the risk that a
child will get diarrhea and continued breast-
feeding during diaerhea. in combination with
oral rehvdration <aits. redaces the hikelihood
of debvdration and malnutrition. Exelusivel
breastfed infants are 25 tmes less likely 1o die
of diarrhea-related causes during the first iy
maonths of life than are those fed breast milk
substitutes,

8 Breast milk provides immunity from
many common infectious agents until children
are old enough to be fully immunized by vace-
cination. Both eolostrum (the first milk )y and
breast milk contain: ubstances that proteet
infants against measles. diarrheal diseases.
actte respiratory infections and otitis media
(ear infections). Recent research shows that
colostrum also enhances an infant’< immune
response to the tuberculosis vaceine given at
the time of birth,

& By delaving the return of ovulation . ex-
clusive hreastfeeding acts as a natural contra-
ceptive. reducing the likelihood of a short
birth interval. which poses sertous health visks
to the newborn as well ax to its mother. Thus.

Woorkd Vision Relief and Deselopment

Oral rehydration
solutions can be made
from ingredients found
in most homes - water,
sugar and salt.

Above, a mother mixes
a solution for her baby.



“Rooming in" keeps
a newhormn with the
mother to ensure the
baby is fed only
breastmilk. Trained
hospital staff instruct
and encourage
mothers in proper
breastfeeding.

promotion of breastfeeding is central to
USAID's efforts to improve child survival
by preventing high risk births.

Despite these benefits. data collected by
the Demographic and Health Survevs project
strorgh suggest that both the incidence and

duration of breastfeeding. especially exelusive
breastfeeding. which brings the greatest ben-
efits. are declining. In Mali. Senegal and
Thailand. exclusive breastfeeding at birth is
practiced by less than 20 percent of mothers.
Approximately 40 percent of mothers hreast-
feea exelusively at birth in Ecuador. Peru and
Colombia. but the proportion who eontinue
to do so rapidly declines. In Colombia. Ecua-
dor. Peru and Thailand. nearly 50 percent or
more of all children under three months of
age receive supplemental foods.

USAID currently supports 133 projeets in
49 countries that promote breastfeeding dur-
ing diarrhea. for nutrition or for child spacing.
Because of the enormous potential of breast-

feeding to advance child survival. USAID is de-
veloping a specific strategy o guide the expan-
sion of the Ageney’s breastfeeding projects
and activities.

In the past vear. the Ageney has reviewed
its activities within the major child survival
interventions in anticipation of strengthening
breastfeeding activities through mass commu-
nication and social marketing techniques, It
will build on efforts of the last five vears to
promote and protect breastfeeding through
the education of health professionals in proper
breastfeeding practices. and begin to support
community outreach to women who do not
have access to the formal health care system
and mother-to-mother support networks de-
signed specifically to help improve hreast-
feeding practices.

VMothers. as well as health professionals
and key government policymakers. are often
unaware of the advantages of breastfeeding
and do not know how to do it properh. The
initiation of breastfeeding. for example. is
frequently delaved for several hours or even
several davs after delivery. during which time
the baby is given infant formula or glucose
water. smong other things. This practice in-
ereases the infant’s exposure to infections
agents. and in the case of longer delavs. de-
prives the child of the colostrom. which con-
tains unique proteirs, vitamins and anti-in-
fective properties. Moreover. few mothers
breastfeed exclusively during the first 4-6
months. and often cease breastfeeding alto-
gether onee weaning foods are introduced.

To encourage good breastfeeding prac-
tices. programs develop messages tailored to
corvect specifie practices in individual coun-
tries. In Jordan. for example. a HEALTH-
COM survey revealed that a combination of
behavioral and clinical practices undermines
the ability and will of women to breastfeed
properly. The survey found that 75 percent
of Jordanian infants are given teas and other
liquids before they are ever breastfed and 28
percent of mothers delay initiation of breast-
feeding until the second day. On the basis of
this information. HEALTHCOM worked with
the Queen Noor Foundation. a private institu-
tion endowed by the Royval family. to develop
a series ¢¢ 10 television spots on the “golden
rules of breastfeeding.” The ~pots stress the
importance of early initiation. exclusive and
frequent breastfeeding during the first 4-6
months. appropriate maternal nutrition and
continued breastfeeding during the introduc-



tion of complementary weaning foods. In Par-
aguay, HEALTHCOM assisted the ministry of
health and a private advertising agency to
produce the country’s first relevision promo-
tional campaign on breastfeeding.

Inereasing urbanization and the accom-
panying breakdown of social support systems.
women'’s growing participation in the labor
force and the availability and marketing of
breast milk substitutes as the “modern™ ap-
proach to child feeding have all contributed
to the decline in breastfeeding. In urban areas.
hospital clinical practices are the principal
inhibiting factor. Thus. the San Diego-based
Wellstart program targets kev health profes-
stonals in major teaching hospitals in order to
improve hospital practices and to encourage
chaiiges in medical and nursing school currie-
ula to reflect appropriate breastfeeding man-
agement. Participants. who receive intensive
education in lactation management. return to
their own institutions to share what they have
learned with their colleagues and work to
bring about currieulum changes in medical.
nursing and other training programs. In some
cases. Wellstart @ aduates have created lacta-
tion management elucation centers and spe-
cial breastfeeding clinics. In 1989. a core of 41
health care providers received Wellstart train-
ing in the U.S. and passed on information
and materials to an additional 9.000 qoctors
and nurses in their home countries through
residency training in teaching hospitals.
workshops and special courses.

The program has been successful in im-
proving breasifeeding practices and reducing
‘nfant mortality and morbidity in hospitals
that have implemented lactation management
techniques. In 15 hospitals in Indonesia. Thai-
land and the Fhilippines where health person-
nel nave received Wellstart training. routine
bottle feeding. originally done in 70 percent of
the hospitals. stopped entirely and the aver-
age time hetween delivery and initiatiot. of
breastfeeding dropped from almost eight
hours to a little over one hour. In one hospital
in Indonesia. infant mortality due to infections
declined 60 percent and infant morbidity
from diarrhea drepped 86 percent in the six
months after lactation management programs
were implemented.

Hospitals have also found that adopting
good breastfeeding practices is cost effective.
in terms of savings on baby bottles. infant for-
mula. bassinets (good lactation management
encourages “‘rooming in.” whereby the baby

Getting a Better Start

Changing Breastfeeding Behavior
in Hospitals

Average age of Infants (in hours) at fir-t breastfeeding

Thailand
2 Hospitals

Indonesia
11 Hospltals

Phifippines
2 Hospitals

After

lE Wellstart

stays in the same room within easy reach of its
mother rather than in a nursery. where it is
likely to receive breast milk substitutes). use
of glucose solution for prelacteal feeding and
drugs to stimulate postpartum uterine con-
traction. which occurs naturally with the
commencement of breastfeeding.

The Wellstart Program has also been
eflective in encouraging medical and nursing
sehools to revise their eurricula on breast-
feeding. Nearly half of the medical and nurs-
ing curricula in the Indonesian hospitals that
were recently evaluated now include the pro-
gram's materials. With USAID's support
Georgetown University in Washington. D.C..
is working to bring about similar improvements
in the curricula of nursing schools in Latin
America. The project is also developing and
producing information packages on breast-
feeding for policymakers.

To provide support for and advice on
breastfeedir.g to mothers who do not deliver
in hospitals and to ep *ourage continuation of
breaseeding after leaving the hospital. USAID
is supporting community outreach strategies
through such groups as La Leche League. In
Honduras. for example. the League has formed
“Breastteeding Mother Support Groups.™ each

i
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conducted by a trained and certified Breast-
feeding Advoeate to encourage and provide
support for proper breastfeeding practices.

Reducing High Risk Births

hen a child is born too soon after the

birth of a sibling. its risk of dving be-
fore its firct birthday increases significantly.
Along with a range of available family plan-
ning methods. promotion of breastfeeding is
central to the Agencey’s goal of reducing high
risk births. because of its influence on ovula-
tion and thus its potential to delay conception
of another child.

Other factors also characterize high risk
births — being born into a family that already
has four or more voung children or to a mother
who is outside her prime childbearing vears,
In 1989. some 60 USAID-funded child survival
projects in 32 countries sponsored family
planning activities directed towards women
under 18 vears old or over 35 and women with
three or more children. As just one example.
the Family Planning Support Program in Bur-
kina Faso works to bring information about
high risk births and services to women who
are too young. too old or with more than three
children. iving in 15 primarily rural zones.
Over the past year. the program targeted stu-
dents and other youth with posters. brochures.
printed dress materials and visits from an am-
ateur theatre troupe. which provoked lively
audience discussion about family planning
and high risk births. A preliminary evaluation
found that the project had been exceptionally
successful in developing skilled manpower
and strong management and in encouraging
movement toward self-sufficiency. a strong
indication that the project can be sustained.

But of all the factors related to high risk
births. child spacing has the greatest impact
on child survival. Indeed. the importance of
child spacing has been recognized for decades.
West Africans have long used the term “kwa-
shiorkor™ (or disease of the displaced child)
to describe the severe malnutrition hrought
on by “the influence a child is under when his
mother becomes pregnant with her next child.”
Research suggests that if all births were spaced
two vears apart. the infant mortality rate
would decline by 10 percent. Another five
percent reduction could be achieved if child-
bearing were confined entirely within the ages
20-34. and an additional three percent could
be trimmed from the infant mortality rate if

all births after the third were avoided. And.
even if the child survives the risks of a elose
birth interval. the effects on its growth and
development can be long-lasting. Recent data
show that. even when they veach school age.
children born soon after a sibling ave saller
and weigh less than children born after more
optimal intervals.

Closely spaced births also jeopardize the
lives of the previously born child as well as
the mother. An older sibling is one and a hal{
times more likely to die if another child is born
within two years of his or her birth. And ma-
ternal mortality rates could be reduced by as
much as 12 pereent if childbearing were lim-
ited to the prime reproductive ages and all
births after the third were avoided.

USAID s strategy to prevent high risk
births emphasizes child spacing. primarily
thre rgh the promotion of breastfeeding and
the provision of a full range of modern family
planning services to those at highesq vi<k.
Exclusive breastfeeding on demand provides
98 percent protection from pregnaney in the
first six months after delivery if menses have
not returned (although after six months of
breastfeeding. its contraceptive effects are
reduced and other forms of contraception
should also be used). USAID-funded studies
in Egyvpt. Thailand and Pakistan have con-
firmed the relationship between breastfeed-
ing and the delayed return of fertility. Based
on these findings. an international meeting of
health scientists held in Bellagio. ltalv. in 1988
strongly endorsed breastfeeding as a viable
child spacing method and urged that it be in-
cluded as a part of all maternal and child
health programs in developing as well as de-
veloped countries.

The consensus reached in Bellagio on the
importance of breastfeeding as a child spac-
ing strategy has revitalized interest in promot-
ing breastfeeding. Georgetown University’s
Natural Family Planning Project is working
to increase the aceeptability and efficacy of
breastfeeding as a child spacing method. Work-
ing with the La Leche League. the project is
planning to link breastfeeding promotion pro-
grams with existing child survival services in
Latin America.

Currently. 44 USAID-funded child sur-
vival projeets working in 25 countries report
that they include activities to promote breast-
feeding for the purpose of spacing burths.
USAID supports the activities of na ional pro-
grams. private voluntary organizatons and



Uneven Odds
Factors increasing the Risk of Infant Mortality

Infant Mortality and Age of Mother
Nymbev of qegths pe_yr1.gop live births

Under 20 Years of Age 20 to 29 Years of Age 30 to 39 Years of Age 40 or More Years of Age

Infant Mortality and Birth Order of Child

Number of #eaths per 1,060 live “irths

First Child 2nd to 3rd Child 4th to 6th Child 7th or Higher Child

Infant Mortality and Birth Interval
Number of deaths per 1,000 live births

48 or More Months 24 to 37 Months Interval Less than 24 Months

: Guatemala Mali

Indonesia
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other groups to reduce the number of high risk
births by making special efforts to provide
faraily planning services to women with high
visk characteristics. Although efforts to pro-
vide family planning through the child survival
prograim are dwarfed by the support for fam-
ily planning services provided through the
Agency’s population program. the child sur-
vival initiative has been successful in bringing
services and the unique outreach of private
voluntary organizations to high risk birth
activities.

USAID-supported private voluntary or-
ganizations play a vital role in high risk birth
education, especially to remote and underser-
ved communities. In Nigeria. the Imo State
Ministry of Health Child Survival Project has
successfully introduced village-based coun-
seling on high risk births. Forty-four percent
of women who received such counseling from
project-supported village health workers were
able to name a modern family planning meth-
od. compared with only 21 percent of moth-
ers who did not receive the counseling. More-
over. contraceptive prevalence in the project
area increased from 14 percent at the time of
the project’s inception in 1987 to 21 percent
in August 1989. Perhaps most important. the
project marks the first time village women
have had access to peer counseling on child
spacing techniques.

The efforts of Save the Children Federa-
tion in several countries illustrate the range
of effective interventions in child spacing pro-
grams. In Indonesia. Save the Children has
encouraged contraceptive use through educa-
tion. outreach and special efforts directed at
families with chitdren under age two and those
with four or more children. As a result. use of
a modern contraceptive method increased
nearly 2G percent in just over two vears. In
Zimbabwe, Save the Children sponsored a team
of male motivators to address child spacing is-
sues. since men in that country generally de-
cide fariily size.

Of course, the Agency’s population pro-
gram. through family planning programs
worldwide. also has important health impacts
on children. An outstanding bilateral project.
the National Family Planning Services Proj-
ect in Bangladesh, targets child spacing mes-
sages and services to young married women
with closely spaced births and to women over
40 who have several children. Approximately
30 percent of these women are now using con-
traception to space or prevent birthe, USAID

estimates that the country’s population growth
rate has fallen from 2.8 percent to 2.4 pereent
- a level previous estimates expected would
not be achieved until the year 2005. Similarly.
after extensive efforts. the average number of
births per woman in Kenva declined from 7.7
in 1984 to 6.7 in 198Y. according to the recent
Kenvan Demographic and Health Survey.
Many women now recognize the benefits of
smaller families. and their ideal family size
has fallen to 4.4 children from 5.8 in 1984.

Maternal Health and Child Survival

As the previous section makes clear. the health
of the mother is inextricably linked to the
health and survival of her child. Several fac-
tors are contributing to a growing recognition
that the maternal side of the equation needs
increased attention and a growing commit-
ment by USAID to programs to improve ma-
ternal nutrition. health and survival. First.
pregnancy-related health problems and deaths
are all too common in the developing world.
Maternal mortality rates in the developing
world are commonly 200 times higher than
those in North America and Europe. In large
areas of sub-Saharan Africa. a woman’s risk
of dying from pregnancy-related causes is
greater than one in 25 during her life-time.

in stark contrast to the life-time risk of one in
15.000 in the United States. In the developing
world. the leading causes of maternal mortal-
ity are hemorrhage. obsiructed labor. eclamp-
sia. infections and complications of illegai
abortions. A mother’s death during childbirth
usually leads to her infant’s death as well: in
Bangladesh. a motherless child has a five per-
cent chance of surviving just one vear.

In addition. pregnant women who are un-
dernourished and in poor health are substan-
tially more likely to deliver a low birthweight
baby. who is more vulnerable to disease and
infection and less able to survive bouts of dis-
ease. As control of diarrheal diseases and vac-
cine-preventable diseases has reduced deaths
among infants ages 2 to 12 months. deaths to
babies during the first month of life are in-
creasing as a proportion of all infant deaths.
About 40 percent of all infant deaths in devel-
oping countries occur during the first month
of life. known as the neonatal period. These
neonatal deaths are often directly related to
the mother’s health and nutritional status
prior to and during pregnancy. Low birth-
weight. prematurity. tetanus and birth trauma
are among the conditions that in many cases



can be prevented with prenatal care. targeted
feeding and tetanus immunization for the
mother during pregnaney and safe delivery.

Techniques that have proven suceessful in
child survival programs are giving rise to new
approaches to improving maternal and neo-
natal health and nutritional status. Commu-
aications and social marketing. immunization
of pregnant women with tetanus toxoid through
special immunization campaigns. home-based
maternal health records. training of tradi-
tional birth attendants. prevention and treat-
ment of anemia and provision of food aid for
prenatal dietary supplementation are areas
where the experience of child survival programs
is helping to guide programming in maternal
health and nutrition.

In 1988. USAID launched a new. five-vear.
L.S.817.5 million project called “Maternal
and Neonatal Health and Nutrition.” or
MotherCare. Through technical assistance.
training. workshops and applied research.
MotherCare will seek to improve pregnaney
outcome for both the woman and her infant by
strengthening and inereasing the use of prena-
tal services. mobilizing commonity-based ae-
tion and influencing behaviors affecting
health and nutritional status.

There are a number of efforts already un-
derway to assess the nature. magnitude and
determinants of maternal and neonatal health
problems. The results of 20 USAID-funded
research projects in 13 countries on maternal
nutrition and health care will be presented in
an international meeting later this vear. With
support from the International Center for
Research on Women. researchers looked at
different topics. from the effects of breastfeed-
ing and pregnancy on maternal nutrition and
health status. to the determinants and utiliza-
tion of prenatal nutrition and health care. In
Indonesia. work is underway on surveyvs to
gather infermation on pronatal care. maternal
morbidity. tetanus immunization coverage.
delivery outcomes and health status of the
newborn to improve the design of maternal
health interventions. The Demographic and
Health Surveys project is testing a new wav to
document the extent of maternal mortality in
developing countries. asking women about
the survival of their sisiers. Studies in Jamaica.
Peru and Haiti will examine women’s attitudes
toward prenatal care and the quality of avail-
able services.

Efforts to reduce maternal mortality are
also an active component of many child sur-

vival projects. Assisted by a child survival
grant. A\MREF has developed a combined
mother-child health care card where informa-

tion on the mother’s pregnanes. including her
weight gain and other indicators of nutritional
status. are recorded. Use of these cards has
focused attention on the care given to pregnant
women and heightened the project staff”s ap-
preciation of the importanee of good prenatal
care. The cards have also proven to be an ef-
feetive tool for identifving “at risk™ mothers and
for providing sustained follow-up care from
conception through the postpartum period.
In many developing countries. details of
the condition of maternal health services are
largely unknown. In Cote d*Ivoire. Family
Health International supported a review of
13 public maternity centers and hospitals to
strengthen the services offered. The project

Pan American Health Organ
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Vitamin A Interventions: Mass Impact in Indonesia

n insufficlent intake of vitamin A, a basic nutritional building block,

is Increasingly recognized as a major threat to child health. Children
with diets deficient in vitamin A can develop a variety of visual impair-
ments, the miost serious being childhood blindness. Each year, an esti-
mated five to ten million children are affected by vitamin A deficiency,
with 250,000 children becoming needlessly blind. Further, atthough re-
sults are still preliminary, USAID-funded studies are contributing to grow-
ing evidence of an association between inadequate vitamin A intake and
increased risk for childhood disease, especially respiratory infections,
and mortality.

To decrease vitamin A deficiency, USAID has created a grants pro-
gram for private voluntary organizations (PVOs) to establish vitamin A
activities either as fuil-scale projects or as components of hroader child
survival programs. These include a Save the Children Federation project
in Malawi, Freedom from Hunger activities in Honduras and a Helen Keller
International program in Indonesia.

Long involved in vitamin A activities in Indonesia and a leading part-
ner in the research linking vitamin A deficiency and child death, Helen
Keller International activities illustrate the possible impact of private
voluritary organizations in child survival programs.

Helen Keller International’s efforts in Indonesia use a diverse ap-
proach that builds on policy dialogue with the Indonesian government.
The organization trains large numbers of health care providers and vil-
lage-based health and family welfare workers to distribute vitamin A cap-
sules, conduci ; food fortification activities and undertakes extensive
proi.aotional and social marketing efforts. Vitamin A programs in Indone-
sia enjoy strong support at both the national and local level.

Helen Keller intemational staff in Indonesia view themselves as cat-
alysts and technical advisors. With an eye towards long-term sustainabil-
ity, all vitamin A activities are collaborative efforts between the volun-
tary organization and the Government of Indonesia. Evidence that the
approach worked came when vitamin A was made part of Indonesia’s
five-year health ptan, with a significant commitment of resources for pro-
gram activities.

Indonesian government agencies, the donor community and others
have acknowledged an initial and modest success in the reduction of vis-
ual impairment among children due to vitamin A deficiency. in areas with
long-term and intensive activities, for example in West and Central Java,
provinces with a tota! population of over 57 million, the presence of de-
tectable corneal preblems has been dramatically reduced.

Based on their experience and expertise, Helen Keller International,
through USAID-supporti, is now offering technical assistance to other
PVOs involved in vitamin A programs.

commonplar e and that nearly three women

vented if service conditions had been better.

spacing efforts.

found that crowded conditions. iack of essen-
tial supplies and equipment and disorder were

died every week in these facilities of pregnancy-
related causes. Health care providers reported
that most of these deaths could have been pre-

The study results have led to calls for improve-
ments in the quality of prenatal care. revisions
of the referral system and promotion of child

Efforts to strengthen maternal health and
nutrition services demonstrate the different
approaches that link child survival serviees
with other elosely related activities. Bringing
the *M™ back into the Maternal and Child
Health equation will benefit both sides of the
equation — mothers and their children.

Combatting Malnutrition

“ mproved nutritional status of children is
eritical to advancing the goals of child sur-
vival. More than 150 million chiidren in de-
veloping counrties are undernourished. These
children are far more likely to die of diarrhea.
measles and other common infections than
children who are wel fed. Indeed. malnutri-
tion is believed to be an underhying cause of 60
percent of child deaths in the developing world.

Children become malnourished as the di-
rect result of two phenomena: inadequate food
intake. both in quantity and quality. and de-
Lilitating discase that inhibits the full absorp-
tion and utilization of the nutrients in food
that is consurned. The indirect causes of mal-
nutrition are as numerous and complex as
those that give rise to the need 1o focus on child
survisal it-elf. Economic deprivation. poor
education. natural disasters such as floods
and drorght and. in some countries. war and
civil strife are but some of the secondary fac-
tors that contribute to inadequate food con-
sumption and disease.

L SAID has long recognized the impor-
tance of improved nutrition to reduce infant
and child morbidity and mortality. and has’
long supported agriculture and other programs
aimed at improving overall availability of
foods and. thus. nutritional status. USAID-
assisted child survival projects endeavor to en-
hance nutritional status through focused efforts
to improve infant and child feeding. growth
monitoring and promotion interventions to
address deficiencies in important micronutri-
ents and supplemental feeding of young chil-
dren as well as pregnant and lactating moth-
ers through the Public Law 180 food program.

To gain a better understanding of what
contributes to effective nutrition programs.
USAID in 1989 supported an international con-
ference for nutrition planners in Seoul. Korea.
The conference highlighted suceessful nutri-
tion programs in Tanzania. India. indonesia.
Thailand. Bolivia and Brazil and identified
common characteristies that contributed to
their success. There are a number of common



factors: commitment on the pari of national
poticymakers: community participation in nu-
trition activities from their inception; effective
training and strong follow-up of health work-
ers at central and field levels; targeting of at-
risk populations: good management informa-
tion systems: and emphasis on making the posi-
tive outcomes of the programs self-sustainable.

improved Feeding Practices

As has already been made clear. breastfeed-
ing is crucial to the nutritional status of in-
fants and voung children. Up to four to six
months of age. breast milk provides all the
nutrients a child needs for normal growth
and development. And even after other foods
are introdaced. breast milk continues to be
an importar.: source of nutrients.

Malnutrition is most common. and most
severe. in children ages six to 36 months. This
is the weaning period. when children need fre-
quent feedings of high-nutrient foods to sup-
port normal growth. Often. however. they are
weaned with bulky or watery foods that are
difficult to digest and lack calories and other
important nutrients. The problem is com-
pounded by infrequent feedings — perhaps
only once or twice a dav on an adult’s sched-
ule — and insufficient quantity because of pri-
ority food distribution within the household.
Furthermore. the food they do receive is often
contaminated. which together with the decline
in the passive immunity they had received
from their mothers” breast milk. contributes
to high rates of infectious disease. especially
diarrhea. Indeed. diarrhea and malnutrition
combine in a vicious cycle in weaning-age chil-
dren — diarrhea attacks malnourished children
longer and more intensely than it does healthy
children. If they do not receive proper treat-
ment and feeding during and after the bout.
they become increasingly more malnourished
with each recurrence. Thus. feeding during
and after each episode of diarrhea is critical
to prevent further deterioration of the child's
weakencd condition.

There are a number of approaches to im-
prove feeding habits. from nutrition education
and social marketing techniques to produe
tion of locally available. nutritious weaning
foods. In 1989. 127 USAID-assisted projects
in 40 countries reported some activity support-
ing proper weaning and cnild feeding prac-
tices. Through the centrally funded Weaning
Preject. the Agency assisted Cameroon. Ghana.
Indonesia. Ecuador and Swaziland to assess

local weaning practices in order to develop
and test low-cost, nutritionally sound and
sustainable solutions to poor weaning habits.
After an education campaign in Indonesia, an
evaluation showed that knowledge of good feed-
ing practices among mothers and community
health workers had increased considerably
and that calorie intake and nutritional status
of children in the project areas had improved
significantly over comparison areas. The Die-
tary Management of Diarrhea project also
addresses appropriate feeding practices dur-
ing this critical period.

Vitamin A and Other Micronutrient
Interventions

Vitamin A deficieney. long known to cause nu-
tritional blindness. remains a serious problem
in the developing world. Every vear. an esti-
mated 250.000 children needlessly become
blind from dietary deficiencies in vitamin A.

In November 1989, the X International
Vitamin A Consultative Group (IVACG) meet-
ing in Kathmandu brought iogether some 270
policvmakers. programmers and scientists in
the health. nutrition. biochemistry. agricul-
ture. horticulture and development fields to
explore the latest information on the link be-
tween vitamin A and childhood morbidity and
mortality and to review techniques for assess-
ing marginal or subelinical vitamin A defi-
ciency. Preliminary results from studies now
underway are adding to the evidence that vita-
min A deficiency may be linked to pneumonia.
measles and other infectious diseases among
children. USAID is taking the lead in research
on documenting the precise relationship be-
tween the deficiency and morbidity and mor-
tality. Preventing and treating vitamin A defi-
ciency may soon emerge as a key activity in
support of child survival.

In 1989. USAID began a new vitamin A
field support project. and currently supports
vitamin A activities in 64 projects in 24 coun-
tries. Specific vitamin A grants were awarded
to U.S.-based private voluntary organizations
to work in 12 countries to combat the effects
of vitamin A deficiency. These projects take
various approaches: they distribute vitamin
A capsules: encourage increased consumption
of foods rich in vitamin A through home and
community gardening and fortification of
widely used foods: and conduct nutrition edu-
cation. In Indonesia. a Helen Keller Interna-
tional project has expanded the distribution
of vitamin A capsules by 25 percent in a dis-




trict of 425.000 persons. and. with the help of
radio spots, has overcome mothers” reluctance
to feed their children green. leafy vegetables
rich in vitamin A. In Bolivia. Save the Chil-
dren Federation has suceeeded in convineing
900 families — 40 percent of the families in its
project area — to grow their own vitamin \-
rick foud. including vegetables that were pre-
viously imported. Because of the need to un-
derstand local eating habits and overcome
children’s widespread resistance to eating
green. ieaf_\' vegetables and other vitamin A-
rich foods. technical assistance for communi-
cation and social marketing has been provided
to vitamin A intervention projects in Indone-
sia. Bangladesh, the Philippines. Thailand
and Mauritania and may become a key com-
ponent of vitamin A projects.

[ron deficieney is one of the most common
nutrition problems in the world: nearly half
of preschool children and reproductive-age
women in the developing world are anemie.
USAID assists projects to distribute iron sup-
plements in 13 countries. In 1989. USAID and
the World Health Organization sponsored a
workshop on the Control of Maternal Anemia
to bring international experts on iron defi-
cieney together to share the most recent infor-
mation available. Other USAID-supported
activities conducted research on iron capsules
and networked with private industry on re-
cent research developments. USAID-assisted
projects in several countries distribute iodized
oil and salt to protect at-risk populations
from todine deficiency.

Growth Monitering and Premotion

The regular monitoring and recording of chil-
dren’s weight. height and age gives communi-
ties and health workers a tool for tracking
child well-being and a framework for delivery
of services. To be etfective. the technical as-
pects of weighing and recording must he fol-
lowed up with individual counseling for the
mother about her child’s health and nutritional
status. PRICOR and other projects assessing
growth monitoring activities in a number of
settings have found that the second step. coun-
seling of mothers. happens too infrequently
and needs strengthening in many programs.
Growtl monitoring lends itself to commu-
nity participation. When a survey by the Af-
rican Medical and Pescarch Foundation re-
vealed that growth monitoring of children in
Matinga Village. Kenya. stopped after the chil-
dren had been immunized. the results were

shared at a community meeting. One-by-one.
mothers stood and explained that their heavy
work loads. the long distance to the health
facility and the large number of children under
five in their families impeded their continued
use of growth monitoring services offered by
the project. The community rallied to find a
nearby location and contributed labor and
materials to cotistruet a facility where growth
monitoring could be offered on a regular basis
Local health workers and traditional birth
attendants were given additional training so

they could conduct and promote growth mon-
itoring. An unexpected henefit of this process
has been the identification of village children
under age five whe have not been immunized.
The experience has been a source of pride for
the village: as one resident ohserved. “We are
doing it ourselves.”™

Supplemental Feeding:
Reaching Those at Greatest Risk

Through the Public Law 480 program. child
survival projects receive food to be used for
supplemental feeding of needy mothers and
children. In FY 1989_ an estimated 11 million
preschool children and pregnant and lactat-
ing women received food and health and nu-
tritional services provided by the P.L. 480 pro-
gram through private voluntary organizations.

In Zaire. the American Organization for
Rehabilitation Training provides food sup-
plements as well as growth monitoring. nutri-
tion and health education to approximately
50.000 children under age five and their
mothers living in some of Kinshasa’s poorest
communities. Services are provided through
30 health centers under the local PYVO um-
brella organization Sante Pour Tous or Health
For All; women volunteer groups provide
outreach activities,

In India. the Integrated Child Develop-
ment program provides a comprehensive pro-
gram of nutrition education, health care and
growth monitoring in addition to food supple-
ments. As part of the program, CARE distrib-
utes supplementary food to over five million
mothers and children. With USAID-assistance.
intensive efforts have been made in approxi-
mately 4.000 villages in two states over the
past five years to improve the training of
health workers. the management of informa-
tion systems and the use of social marketing
in nutrition education. CARE also supports
oral rehydration therapy. growth monitoring.
immunization. respiratory infection control



Child Survival and Public Law 480

ublic Law 480 is the principal means by which the United States provides food assis-

tance overseas. Increasingly, Public Law 480 programs are using their resources to
promote child survival and to deliver vaccinations. in 1989, forty-eight child survival proj-
ects around the world reported that they are supported in part by Public Law 480 through
direct feeding programs under Title Il or local currencies generated through the sale of
food under Titles | and 1ll.

According to 1989 reports, twenty-three child survival projects in twelve ccuntries -
Indonesia, India, Honduras, Bolivia, Guatemala, Peru, Ecuador, Somalia, Sudan, the Domin-
ican Republic, Kenya and Uganda - are conducting immunization programs and receiving
support from the sale of Public Law 480 foods. Last year, these projects reported vacci-
nating the following numbers of infants: 5.6 million with BCG, 4.8 million with DPT3 and
§ 4.9 million with Polio3. In addition, 4.4 million infants were vaccinated against measles.
All 23 of these projects that delivered life-saving vaccinations were supported in part with
Public Law 480 funds.

Title ll direct feeding programs are used to support child survival projects in a variety
of ways. In Peru, where twenty-two percent of children one to two years of age are mal-
nourished, the Adventist Development and Relief Agency is helping the Ministry of Health
to buiid community health centers through Food for Work programs. These health centers
also bring a variety of child health services, including vaccinations, to thousands of Peru-
vian families.

Another project in Peru, Food-Assisted Integrated Development reports that it helps
ensure adequate diets through communal meals prepared by groups of women. These ac-
tivities are accompanied by training in environmental sanitation and food handiing.

As part of USAID’s project to support India’s Integrated Child Development Setvices
program, CARE is reaching 6 million children with corn-soy blend, a specially blended Titie
1l food for young children. Further, studies in India indicate that targeted feeding to under-
ilourished pregnant women substantially increases birthweight and reduces serious mal-
nutrition in the first six months of life. Of note, Catholic Relief Services recently began an
innovative targeted feeding program in Gambia for pregnant women using Public Law 480
foods along with nutrition and health education.

CARE's Title Hl projects in Honduras, Guatemaia and the Philippines are developing
oral rehydration therapy and growth monitoring components of national supplementary
feeding programs. The Maternal and Child Nutrition/Feeding program in Zaire reports
that it has reached over 60,000 seriously at-risk children in the poorest communities of
Kinshasa with a combination of food, educaticn, immunizations and oral rehydration therapy.
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and nutrition on a pilot basis in several states.
Recent studies have shown that the program
has a positive effect on the birth weight of in-
fants born to participating mothers who are
undernourished.

Respiratory Infections

As deaths due to other child illnesses. espe-
cially diarrhea. decline. respiratory infections
are becoming the leading cause of death in
voung children in many countries. Globally.
70 percent of these deaths are due to pneumo-
nia. over two-thirds of which are caused by
bacterial infections that are treatable by inex-
pensive oral antibiotics. An additional 15 to
20 percent of respiratory deaths are a conse-
quence of pertussis and measles. which can
be prevented through immunization. Infants.

particularly those vounger than six months of
age. are at significantly greater risk for dving
from such respiratory infe. jons and die
sooner than older children. often within three
days of the first vlinical symptoms. Although
the incidence of respiratory infections is simi-
lar in developed and developing countries.
there is a disproportionate number of deaths
from themn in developing countries. due to the
backdrop of poor health and nutrition and
inadequate access to prompt health care. Res-
piratory infections also contribute to malnu-
trition. especially if a child has frequent. re-
peated episodes.

Like diarrhea. most respiratory infec-
tions are not serious. The challenge of curb-
ing deaths from respiratory infections stems
mostly from the rapidity with which they can
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Child survival programs
wouid be impossible
without the commitment
of community health
workers worldwide who
deliver the life-saving
technoiogies to their
villages, cities,
provinces and country.
Above are community
health workers from
Macina District, Mali.
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kill and difficulties in accurate diagnosis and
effective service delivery. Because antibiotices
are used to treag these infections. mothers
and health workers must be taught to differ-
entiate respiratory infections from simple
coughs and colds to avoid misuse of the drugs.
The danger here is not only the waste of re-
sources. but development of bacterial resis-
tance to antibioties.

To build the basis for an effective field pro-
gram. USAID has supported a number of re-
searcch activities in recent vears. A 12-counti
study by BOSTID (Board on Science and
Technology for International Development
of the National Academy of Seiences) has pro-
vided valuable data on the epidemiology of
risk factors assoeciated with respiratory infec-
tions. Pairs of U.S. and developing country
researchers undertook community and hospi-
tal-based studies in Argentina. Bangladesh.
Brazil. Colombia. Guatemala. Kenva. Nige-
ria. Pakistan. Papua New Guinea. the Phil-
ippines. Thailand and Uruguay. The Agency

is also working with a number of U.S. institu-
tions and their counterparts in developing
countries to develop and test new and im-
proved vaceines against pneumococeal pneu-
monia and Hemophilus influenza type b. the
major pathogens causing severe respiratory
infeetions. Field vials in The Gambia for both
vaceines are currently being planned.

Since 1986. USALD has also supported
one of the most comprehensive studies of the
management and treatment of acute lower
respiratory infections in the remote and moun-
tainous Jumla District in Nepal. Specially
trained villagers visited each household in
their communities bimonthly. actively seeking
out cases of childhood pneumonia and respond-
ing to requests from parents to see sick chil-
dren. They have treated nearly 30.000 con-
firmed cases of pneumonia with oral antibi-
otics. The eff: -acy of this strategy to identify
cases of respiratory infections is currently
being analyzed: preliminary data suggest that
while the in-home treatment protocol was ef-
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fective. the health workers could not specifi-
cally identify enough cases to have a major
impact on mortality.

USAID also learned througk the Jumia
strategy that rigorous training and supervi-
sion of the health workers is paramount to
successful case detection and management.
Additionally. it is elear that only through edu-
cating mothers and other caretakers to recog-
nize the signs of infection and to seek prompt
treatment for their children will more cases of
preumonia be detected and treated.

Currvently. the Ageney is formulating a
strategy on respiratory infections. incorporat-
ing lessons learned from implementing other
child survival interventions and emphasizing
active case management to add- ess the proh-
lem. The strategy will focus on ways to inte-
grate activities into existing child survival pro-
grams and primary heclth care structures.

As the basis for the development of its
strategy. the Ageney sponsored a major tech-
nical workshop in August 1989 in Washington
on respiratory infections o identify the prin-
cipal biomedical and program issues that
need to be addressed. The workshop brought
together representatives from WHO and
UNICEF as well ax experts in epidemiology.
treatment. operations research. behavior and
economics to discuss major obstacles and to
encourage developments in the field.

As the relative significance of respiratory
infections as a major cause of infant death in-
ereases. L SAID-funded health and child sur-
vival projects are stepping up efforts to ad-
dress the problem. In Honduras. Egyvpt and
Jordan. where these infections now account
for one-third of all deaths of children under
age five. projects are laving the groundwork
for curbing pneumonia deaths on a large scale.
Because treatment for pneumonia is based on
rapid recognition and action by mothers. Hon-
duras. with HEALTHCOM assistance. has
developed a communications strategy based
on ethnographic and behavioral studies. ra-
dio communications. training procedures and
incentives for health workers and mothers. In
Jordan. the Primary Health Care Nursing
Development project is providing training to
nurses in community outreach. management
and referral of severe cases to hospitals.

One of the greatest challenges to the interna-
tional health community. malaria aceounts
for a significant proportion of child deaths.

Transmitted by infected Anopheles mosqui-
toes. the fever. chills and malaise symptomatic
of malaria can lead to severe anemia. kidney
failure and death. Although an infected per-
son is subject to recurrent attacks. the major-
ity of deaths occur as a result of the first. In
Africa. where the most severe form of malaria
is endemic. conservative estimates put annual
child deaths due to the disease at one million.
making some 25 percent of all child deaths
there due to this parasitic infection. Pregnant
women. too. are at increased risk from malaria
infections. which may lead to low birthweight
babies. miscarriages and other problems.

The risk for children begins soon after
six moriths of age. when maternal immunity
against malaria passed o the child during
pregnancey and early breastfeeding begins to
wane. Children surviving their initial attack
of malaria will eventually regain immunity ax
their own body develops antibodies to the
parasite. However. this happens only after
frequent. recurrent bouts with the disease.
leaving the children weak and susceptible to
other child illnesses.

Unfortunately. the options available to
the health community for addressing malaria
have actually decrear-ed: the parasite causing
the disease has proven a formidable foe. Onee
treatment with the drug chloroquine was ef-
fective and widely used to prevent and allay
attacks of malaria: now the parasite has he-
come resistant to this drug. forcing countries
to secramble for alternative methods for pre-
venting and treating the diseas» and adding
urgency to the search for a vacoine and more
effective control. In Africa. this problem is
especially alarming. All but five countries of
tropical Africa have confirmed chloroquine
resistance. New drugs have proven effective.
but resistance to these has also been reported.
Similarly. mosquitoes have developed resis-
tanee to several insecticides. making maliaria
control through yveector reduction difficult.
Despite vigorous research programs world-
wide. a vaceine o prevent or decrease illness
and death from malaria is still vears away:
therefore. alternative control methods must
he applied on a persistent and continuous basis.

Through its Vector Biology and Control
project. the Ageney is improving malaria con-
trol efforts in the developing world by provid-
ing technical assistance and training in sur-
veillance. data management. operations re-
search and vector control. In Honduras. work-
ing with the Division of Vector Control. the
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project recently completed field testing of a
bacterium that rapidly kills mosquito larvae
but does not harm other organisms. The sue-
cessful trial demonstrated that the bacterium
killed the majority of larvae in the three acre-
sized water test plots. The Veetor Biology and
Control project will now explore with the
Honduran government the appropriate role
of the bacterium in an integrated maluria
control program.

The use of bed nets and curtains treated
with insecticide is showing promise in decreas-
ing both new and recurrent malaria infections.
A USAID-sponsored study conducted by the
U.S. Centers for Disease Control in U riri.
Kenva. found that the treated bed nets and
curtains deereased the incidence of further in-
fections from the parasite as well as bouts of
malarial ilaess and the number of mosquitoes
present in study homes. Findings from other
studies of umpr egnated bed nets. curtains and
sheeting conducted in over 20 other countries
worldwide further attest to the effectis eness
of this control measure.

Other USAID projects have assisted coun-
tries in controlling malaria with the most effee-
tive technologies available. The Malaria Con-
trol Il project has helped the Government of
Pakistan increase its efforts in malaria case
detection and treatment. Through the estab-
lishment of nationwide malaria case detection
laboratiories and specialized training for labo-
ratory staff. more aceurate diagnoses of ma-
laria can be made. ensuring that anti-malar-
ial drugs are used only where they will he most
effective as well as identifving those areas
with the highest endemicity. The regional
ACSI-CCCD projeet is using applied research.
strategy levelopment and health worker and
public edueation to promote the limited “best
options” available for malaria treatment. Due
to increasing resistance of the malaria parasite
to chloroquine. malaria treatment policies in
all mne malaricus African countries served
by the project were revised in 1989 to match
the changing epidemiology of the disease.

Children and HiV Infection

Al increasing number of deaths to infants
and children in some developing coun-
tries due to perinatal infeetion with the hu-
man immunodeficiency virus (HIV). which
causes AIDS. mayv slow the gains in child sur-
vival made ti.us far. An analysis by USAID's
Office of Health estimated the potential over-

all inerease in infant and child mortality rates
due to HIV infection for three African and
two Caribbean nations. In what evervone
hopes will be a worst case seenario. current
projections suggest that the virus could in-
erease infant mortality in Kampala. Uganda.
from five percent to 42 percent over current
levels: the death rate for children botween
one and four vears of age could increase any -
where from 13 10 111 percent. For Zambia.
the infant mortality rate may increase from
three to 22 percentage points. and for Haiti.
irom two to 13 percentage points.

There are also serious implications for
healthy children whose mother or caretaker
is infected with the virus. The illnesses indica-
tive »f AIDS are extremely debilitating. hin-
derin,  parent from properly caring for their
childr -n. The problem of children orphaned
by the death of both parents due to AIDS -
not an uncommon event in highly endemic
areas of East Africa — must also be addressed.
UNICEF estimates that in 10 countries of East
and Central Africa by the vear 2000, there
will be five million children under 15 vears of
age whose mothers died from AIDS. InUganda.
an estimated 3.000 10 15.000 such children
are already straining the vesources available
to care for these otherwise healthy children.

Water and Sanitation
for Child Healith

Af'('('h‘h to a clean water supply and appro-
priate sanitation can have a significant
impact on child ilinesses by averting diarvheal
illness and other water-related diseases. Meet-
inyg a communiiy’s basic needs by providing a
source of clean water can serve as a bridge to
faunch the full-range of child survival and
health services in their area.

Recentlyv. the Water and Sanitatiog for
Health (WASH) project has focused su&uj of
its activities on the naturai links between child
survival and water and sanitation programs.
This past summer. WASH sponsered a work-
shop to develop strategies for sti engthening
these linkages. Participants explored ways to
integrate existing projects as well as to devel-
op new projects with both strong ehild sur-
ival anc water and sanitation components,
WASH also provides technical assistance to
L.S.-based and local private voluntary o~
ganizations. such as CARE and Agua del Pu-
eblo in Guatemala. to broaden the awareness
of the complexity of water and sanitation proj-



ects, especially the roles of community parti-
cipation. health education, training and op-
eration and maintenance.

Health Services Development

B_' reviewing cach intervention separately
(as has been done in this chapter). the
reader may be left with the impression that
they are delivered separately. In some cases
that is true. However. few countries have the
resources to run parallel programs and. on
the community level. as a rule. it is the same
health worker who has responsibility for sev-
eral if not all of the activities deseribed. Fur-
ther. there is growing evidence that child sur-
vival activities not only ean. but are. acting as
a foundation upon which integrated services
can be built. Starting with a core of selected
interventions. targeted to the greatest needs
of the community. many programs are show-
ing that a more comprehensive package of

services can evolve which reinforee and bolster

one another. For example. recent research in
Haiti shows that women who are family plan-
ning aceeptors are significantly mo. e likely to
have their children completely vaceinated. In
atieast two countries. Haiti and Indonesia.
models of community -based integrated serv-
ice packages have been developed. the rally
post and posvandu. respectively. and have
expanded services rapidly. Immunization pro-
grams are looking at how to deliver compat-
ible services, such as vitamin A capsule distri-
bution. along with the vacceinations they cur-
rently provide.

At the same time. it is also elear that in
many countries there are severe resource con-
straints and system-wide inefficiencies that
constrain performance. As efforts to strengthen
public health services have long-term benefits
for child survival programs and primary
health care. the Agency has initiated some
important new activities in this area. In Ni-
geria. for example. a new project seeks to as-
sist the government in reorienting its health
outlavs from curative to preventive services
and decentralizing budget and administra-
tive control to the local governments. Similar
reform efforts are underway in Indonesia and
Kenya. where the funding requirements for
preventive services are being carefully ana-
lyzed. Kenva recently became one of the first
African countries to establish a nationwide
health sector cost sharing s+ item.

The recent evaluation of child survival

AIDS: Responding i3 New Threats to Child Survival

ometimes, international child survival specialists feel like busy fire-
« & fighters - just as they are putting one fire out, another erupts. Simi-
larly, as smallpox shrank towards a smoldering inemory, AIDS seemed to
spread like a prairie fire. And sadly, some child survival gains may be lost
in certain countries because of the death and disease caused by the
AIDS virus.

Despit~ the difficulty of mounting effective AIDS-control projects in
some of the poorer countries of the world, U.S. private voluntary organ-
izations are responding to the chailenge. With USAID support, World Vi
sion Relief and Develcpment is developing media messages for HIV/AIDS
prevention and support systems for AIDS victims in Zimbabwe and, in
neighboring Swaziland, Project Hope is establishing community-based
HIV/AIDS information and counseling centers.

Minnesota international Health Volunteers (MIHV), a small U.S. pri
vate voluntary organization (PV0), managed to make substantial contri-
butions to HIV/AIDS research and contro! as an offshoot of a USAID-
funded child survival project in Uganda - and did so despite civil war and
even loss of personnel due to death from AIDS.

MIHV, in partnership with the Institute of Public Health at Makerere
University, began its child survival activites in an area near the capital
city of Kampala, Uganda by renovating Kasangati Heaith Center and
restoring a range of primary health care and child survival services. The
volunteers and their Ugandan counterparts noted that a number of peo-
ple coming for treatment were suffering from a condition of physical
wasting commonly referred to in Uganda as “slim disease,” a condition
later identified as AIDS.

To meet the urgent need for information on the disease, a volunteer
physician at the center was assigned to the Department of Pediatrics at
Makerere University to assist with AIDS studies. MIHV’s early involve-
ment with the treatment and study of “slim disease” became part of the
early published literature on AIDS in Uganda. The volunteers also began
an AIDS education program.

An important offshoot of the project occurred after two volunteers
freom the MIHV Uganda project took positions at Case Western Reserve
University. Their contacts in Uganda, developed at Kasangati, eventually
led to a major International Collaboration on AIDS Research (ICAR)
funded by the U.S. National Institutes of Health, one of five such collabo-
rations in the world.

programs in Egypt. for example. found that
system-wide problems in public health care
facilities. including low salaries. excessive
staffing and heavy subsidies. raised the issue
of whether child survival interventi ns would
be made more efficient by placing even more
emphasis on private sector channels. Thus.
activities aimed at health sector reform and
strengthened health systems may result in the
private sector playing a greater role in the pro-
vision of health care services. Increasingly.
countries are seeking to find the right balance
for « national health delivery syvstem which
includes the public. voluntary and for-profit
sectors. acting together to provide affordable.
quality care with maximum access.
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Chapter Il

riven by a recognition that governments cannot and should not do
child survival alone, USAID, from the beginning, placed special
emphasis on the role of the private sector in its strategies. The need

to call on the private secto' — both voluntary and for-profit — has only in-
creased as governments have struggled to deal with the economic setbacks
of the 1980s and declining public resources for health. That child survival
programs have achieved so much during a period of economic stagnation
and decline in so many countries is a testament to the commitment of

these countries to effectively mobilize both public budgets and additional
resources as well as diverse energies from the private sector.

This chapter is devoted to a deseription of
that contribution. From a factory adding oral
vehyvdraton salts to its production lines to a
voluntary organization working in a remote
highland community. the private seetor is ac-
tively contributing to the success of child sur-
vival programs around the globe. This chapter
focuses on private voluntary organizations.
private health professionals and for-profit
groups. Other groups. such as U.S. private
universities and consulting firms are also play-
ing important roles and are eited throughout
this report: however. their contribution is not
covered in detail in this chapter.

Private Voluntary Organizations

rivate voluntary organizations. or PVOs,

have plaved a major role in stimulating
demar 1 and widespread community interest
and participation in child survival. The
Ageney has worked with private voluntars
organizations since World War 1. when they
were active primarily in relief and disaster
assistance efforts. Since FY 1985, USAID has
provided over U.S. £178 million to support
U.S. and local PYO child survival activities
worldwide. These projects were active in 43
countries in FY 1989. with the Ageney provid-
ing nearly U.S. 836 million. including U'.S. $20
million from the Child Survival Fund. to U.5.
private voluntary organizations for child sur-
vival efforts. as well as substantial additional
funds for local PVOs. Funds are channeled to
these organizations directly through central
and regional bureaus and USAID’s field mis-
sions and indirectly through Agency moni-«
given directly to the host governments.

Approximately one-quarter of FY 1989
funding to U.S.-based voluntary organizations
has been administered as a special competi-
tive grants program — known as Child Sur-

vival Grants — hegun in 1985 by the Ageney’s
Bureau for Food for Peace and Voluntary
Assistance. Office of Private and Voluntary
Cooperation. In FY 1989. projects in 24 coun-
tries were supported through this grants pro-
gram. From the beginning. the program’s

guidelines have specified that grants go to proj-
ects that support the delivery of child survival
interventions: increase the technical capacity
of. and coordination and collaboration with.
host governments and indigenous organiza-
tions: have a strong focus on monitoring and
evaluation: and make genuine efforts to en-
sure program sustainability.

Private
Sector
Partnerships



Child Survival in Challenging Environments

M any developing countries lack the resources to extend heaith pro-
grams to the hardest-to-reach communities, such as those in the
desert areas of Africa. Private voluntary organizations (PV0Os), like Afri-
care in the land-locked country of Niger, fill gaps in government child sur-
vival services by focusing on distant villages. Harsh conditions make
these projects especially difficult to carry out.

Mali, a poor, drought-prone African country with few roads and a skel-
etal health infrastructure, presents just such a challenge for child sur-
vival activities. Undaunted by these conditions, CARE, a U.5.-based PVO,
has designed and initiatec a highly successful child survival project serv-
ing 65 villages in an area known as Macina.

The first challenge to the Macina Child Health Project was a request
by the national government that CARE hire Malian nurses as health pro-
moters instead of recruiting and training villagers. A key hurdle was shift-
ing the nurses from a traditional curative orientation to a preventive ap-
proach to health care delivery. The nurses absorbed the preventive con-
cepts and strategies quickly and were soon on their way by mini-bike to
the farming, pastoral and fishing communities of Macina.

The second major challenge to the project was to empower the peo-
ple to engage themselves in community health and development proj-
ects. This was accomplished by responding to the major expressed need
of the villages: clean water. Prior to offering health and child survival
services, CARE helped the viliagers dig wells to provide regular access
to clean water. The nurses worked with community members to be sure
the water is chemically treated regularly and that the area around the
well is kept free of contamination.

The effort to inspire community-directed solutions to local problems
seems to be working. Community members have selected individuals to
work with the nurses and “learn what the nurses know” so that villages
can be more self-sufficient. At the same time, the nurses have been im-
pressed by the ability of village women to pass educational messages on
to others and the leadership abilities of some of the women.

The USAID-funded Macina Child Health Project has been a great
success despite envizonmental, bureaucratic and cultural challenges.
Fixed health centers have been strengthened and health promoters work
closely with outreach activities. Before, virtually no child health programs
existed in the area. Now, there are many. Evidence of project success is
seen in the rates for complete vaccination coverage and use of oral rehy-
dration solutions - both rates are much higher in Macina than national
averages. Thirty-nine percent of children 12 to 23 months of age are com-
pletely vaccinated in Macina; 68 percent of the mothers surveyed used
an oral rehydration solution during their child’s last episode of diarrhea.

USAID has found that the funds provided
to private voluntary organizations can have
an exponential effect, rallying resources
greater than these initially committed. Fol-
lowing Agency practice, child survival grants
to PVOs are matched by private funds raised
by these organizations. But beyond the re-
quired “match,” a number of PVOs have ex-
panded their commitment with additional
resources. Foster Parents Plan. for example.
is now training country program directors to
46 add a child survival component to all of its

global health activities, whether supported by
USAID or not. In matching on a grand scale,
Rotary International has raised more than
U.S. 8200 million for its Polio Plus program.
of which U.S. 890 million is a match to the
U.S. $6 million five-year USAID grant re-
ceived in FY 1985,

Project Approaches

Child survival projects operated by private
voluntary organizations often serve a small
popalation. but the services they deliver are
frequently directed to highly remote. dispersed
or underserved groups of people. In this way
these organizations fill a erucial niche - ex-
tending the reach of and supplementing exist-
ing government health services without bur-
dening a country’s evolving. and in many
instances still weak. public health care system.
In Mali. where it has long been difficult to
deliver health services. Foster Parents Plan
has vaccinated 89 percent of children 12 to 23
months of age in the dispersed and underde-
veloped Banamba District against tuberculo-
sis: 39 percent against diphtheria. pertussis.
tetanus and polio; and 54 percent against
measles —all in less than two years. Altogether,
25 pereent of children in this age g-oup are
now fully immunized — compared with fewer
than five percent prior to 1988. In addition.
in 1989. 29 percent of pregnant women re-
ceived two doses of tetanus toxoid before de-
livery — almost a three-fold increase over the
1987 national level. Private voluntary organi-
zations represent a substantial portion of the
health infrastructure in manv countrics
worldwide. and in some. like Haiti, for exam-
ple. these organizations. not the government.
deliver the bulk of health services.

In general. PVOs use a number of ap-
proaches to expand the delivery of child sur-
vival services. Some voluntary organizations
focus on delivery of services. often through
outreach programs from established PYO
health facilities providing services and health
promotion activities. The Adventist Develop-
ment and Relief Agency, which operates the
130-bed Karachi Adventist Hospital, has used
a 1987 USAID child survival grant to provide
child survival services to the nearly 17,000
children under age five living in the rural areas
of Karachi’s ever-expanding administrative
district. Mobile teams serve dispersed popu-
lations living in some 300 villages over a 800-
sqquare mile area northeast of Karachi. the
capital of Pakistan. Some areas are accessible



Child Survival in Urban Settings

alking through the urban slums of

developing nations, it is evident that
threats to child health abound: garbage
and human waste are strewn in unpaved
streets, thousands of shacks house far
too many people, unclean water flows
from public taps and, of course, flies and
mosgquitos flourish. inadequate health ser-
vices and a breakdown in traditional sup-
port systems increase the likelihood that a
child will succumb to diarrhea, malnutrition
or a contagious disease.

Several private voluntary organizations
are tackling the urban chsllenge to child
survival in the developing world through
USAID-funded projects. The African Medi-
cal and Research Foundation provides ser-
vices for children under age five in the
slum area of Nairobi, Kenya. in the slums
of Tegucigalpa, Honduras, Project Hope
makes immunization and other services
available to infants and children.

In Duri Utara, an impoverished area of
Jakarta, Indonesia, Save the Children Fed-
eration has successfully conducted a proj-
ect that helped families to protect chil-
dren from diarrheal disease, mainutrition,
vaccine-preventable diseases and dengue

International De

hemorrhagic fever. This same project has also developed a strong capacity for sustaina-
bility through increasing community demand and special training for volunteer commu-
nity health workers known as “kaders.”

By improving the quality of services provided at the Posyandus or local health posts,
the project increased community demand. Formerly, each Posyandu was attended by
only 20-25 children under age five each month. Basic items such as tables, chairs, forms
and scales were scarce. Services were unreliable because staff lacked commitment.
Now, each neighborhood Posyandu attracts 80-100 children under age five and five to 10
pregnant women each month. Equipment and supplies are adequately stocked, and vac-
cinators, midwives and community kaders provide hoth timely and appropriate services.
And as the services of the Posyandu beccme more in demand, there is an increasing wili-
ingness by the community to pay for these vital services.

Evaluators reviewing the Duri Utara project were particularly impressed by the
amount of money voluntzrily donated by families for a community health insurance fund
or Dana Sehat. The Dana Sehat are used to obtain necessary but expensive curative
care. In several neighborhoods, interest is strong in having the monies used as heaith in-

surance. Community members and kaders have attended seminars on how to manage
health insurance and properly account for cash flow.

only by jeep. In addition. the mobile teams
must contend with a variety of languages and
ethnic groups. Despite this formidable chal-
lenge. the Adventist Development and Relief
Agency is successfully providing immuniza-
tions and oral rehydration therapy to all vil-
lages in the target area.

Voluntary organizations are also seeking

ways to meet a growing challenge: reaching
those in need in an inereasingly urban world.
Suceessful immunization activities of the Wo 1d
Vision Relief and Development project -
Dhaka. Bangladesh. led to a joint invitai.on
from the government’s director of immuniza-
tion and Dhaka Metropolitan City officials
for the organization to expand its immuniza-
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Child Survival and the PVOs
Change Starts at the Local Level

CARE Records Progress in Sudan
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tion activities into previously unserved city
areas. Save the Children Federation has been
highly effective in extending health services in
the Duri Utara slum of Jakarta. Yolunteer
community health workers carry out the bulk
of the project activities. helping to run the
posyandus. or community health posts. mak-
ing home visits and gathering health and dem-
ographic data.

Other organizations. such as Rotary In-
ternational in immunization and Helen Keller
International in vitamin A distribution. are
working on a truly larger seale. providing
training and commodities to reach whole re-
gions or even entire countries.

Many voluntary organizations are engaged
in training activities to improve community
health practices and access to existing govern-
ment health services. For instance. in the re-
mote Chaco region of Bolivia. Esperancga. as
part of a broader health worker training pro-
gram. trains community-selected individuals
as village health promoters to educate fami-
lies about oral rehydration therapy. the need
to complete their children’s immunization
schedules and appropriate infant and child
feeding practices. The promoters are seen as
essential village resources. supported finan-
cially or through in-kind donations by their
fellow villagers.

A number of private voluntary organiza-
tions are strengthening the training of public
sector health care providers: Project HOPE.
for example. assisted Guatemala’s Ministry of
Health to provide refresher courses to over
350 government community health workers.
Last year alone. PYOs reported training over
160.000 health workers and community mem-
bers in child survival techniques. with train-
ing lasting from several days to three weeks.

In some countries. experienced U.S.-based
PVOs are helping local voluntary organiza-
tions strengthen their child survival capabili-
ties. In Belize. CARE is using its 25 vears of
experience to help two voung. indigenous vol-
untary organizations. the Belize Family Life
Association and Breast is Best League, to ex-
pand their activities nationwide, assisting the
fledgling local organizations to build sound
management practices. Puentes de Salud.
or Bridges for Health, a Peruvian voluntary
organization. is coordinating a network and
developing the technical abilities of small.
grassroots PVOs to deliver child survival ser-
vices. With USAID funding, Puentes de Salud
provides training, technical assistance and an



information resource eenter to these small or-
ganizations operating in the urban centers of
Lima. Arequipa and Trujillo. Though individ-
ually the reach of these organizations is lim-
ited, enlisting their help can ensure that posi-
tive health behaviors reach the grassroots
level as well as reinforce the focus of the larger
country health program. thereby strengthen-
ing demand for child survival services.

Other USAID-funded voluntary organi-
zations are developing innovative ways to
support field programs. The Program for Ap-
propriate Technology in Health (PATH), for
example, works with the hardware of child
survival programs. adapting and developing
technologies to improve quality of care and to
reduce costs. Non-reusable svringes and sim-
ple sensors to monitor the vaceine cold chain
are examples of its work. PRISMA, another
Peruvian PVO. found a gap in technical in-
formation in Spanish and as a result launched
Nifios. a highly regarded quarterly journal
that provides child survival information to
mid-level health professionals and medical
and nursing schools. The four issues published
in 1989 focused on child growth and develop-
ment. family planning. prenatal care and
birth and postpartum care. Originally funded
by USAID and distributed in Peru. requests
for the colorful. informative magazine have
now been pouring in from throughout Latin
America. and the project now sustains publi-
cation by selling 20 percent of each issue.

Working With Governmeiits

An explicit objective of the Child Survival
Grants that recipient organizations work to
strengthen linkages with ministries of health
and local community organizations providing
health services has proven a fundamental
aspect of voluntary organizations’ involve-
ment in child survival. In this way. the Ageney
can ensure that PYO projects are aligned
with a host country government’s felt needs
and priorities and are building a foundation
for sustaining project activities. To establish a
pattern of close collaboration and communica-
tion, as well as to lay the groundwork for sus-
tainability. private voluntary organizations
work with health ministries to formulate the
plans for projects. and ministry personnel
are commonly included in the organization’s
training workshops and project evaluations.
A USAID-funded Africare project in
Nigeria’s Imo State trains village health work-
ers in collaboration with the state ministry of

Developing Appropriate Technology for Child Survival

SAID, through cooperative agreements with the Program for Appro-

priate Technology in Health (PATH), is supporting the development
of child survival technologies that can be easily, accurately and effec-
tively used by all health care workers in developing countries. These proj-
ects also encourage collaborative arrangements between the public and
private sectors to speed up the development and local production of
these technologies.

To improve vaccination efforts in developing countries, PATH has
developed several single-use injection devices to reduce any risk of dis-
ease transmission resulting from improper use of needles and syringes.
SOLOSHOT™, a traditional, disposable plastic syringe that incorporates
an auto-destruct feature, is being developad with a major syringe manu-
facturer. SafeTject™, a pre-filled, single-use device with an attached
needle, could be used by health workers having only minimal training.

Another concern in the developing world is to insure that vaccines
are not exposed to excessive heat. PATH is developing heat-sensitive
markers that can be attached to vaccine vials and cartons. These irre-
versible, easily-read indicators change color with cumulative heat expo-
sure to indicate if a vaccine has exceeded recommended limits.

Several new technologies relate to pregnancy, delivery and postpar-
tum care. These inciude inexpensive strips for detecting protein in urine
(PATHstrips™! ), a color-coded scale that detects low-birthweight infants
(BIRTHweigh™), and a solar-powered 2lectronic scale for weighing
pregnant women and infants. Technology transfer of PATHstrips™ and
BIRTHweigh™ has already been completed to three countries where
these products are being locally produced.

PATH is also developing and adapting diagnostic technologies to aid
in the rapid and inexpensive diagnosis of infectious diseases, :cluding
acute respiratory infections and diarrheal diseases. PATH also assists
private sector production and promotion of oral rehydration salts in a num-
ber of developing countries.

it is doubtful that these technologies would have reached their pres-
ent stage of development without the support of USAID. The profit mar-
gins are generally not high enough to justify the commitment of resources
by the private sector for research and development activities. PATH, in its
unique role as a private/public sector link, has used USAID funding to es-
tablish collaborations which benefit both parties.

health. These village health workers serve as
health promoters in their communities. pro-
viding information on immunization. oral
rehydration therapy. nutrition and reduction
of high risk births to some 6,000 mothers.
The local government authority in the projeet
area has played a crueial role in implement-
ing and supervising the project activities and
will shortly, under the auspices of the state
ministry of health. take over completely the
management and coordination of the project.
Currently. the project manager and over hali
of the field staff are funded by the govern-
ment, the result of a gradual transfer of proj-
ect responsibility from Africare to the govern-
ment. Further, the Governor of Imo State has

established a Child Survival Task Force to 49




Strong community
support for child survival
is at the heart of many
successful voluntary
organization projects.
Above, a community
meeting in Oyo State,
Nigeria.
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guide the state’s child survival program and
plans to replicate the Africare/Imo State proj-
ect throughout the state.

Because they often work on a small seale
and on the local level of a program of national
priority. a number of private voluntary organ-
izations are plaving a new role. developing
innovative service delivery approaches that
are increasingly influencing national service
delivery strategies. In the San Marco Depart-
ment of Guatemala. Project HOPE suggested
that tetanus toxoid vaeeine be given to all wo-
men of childbearing age in the project area.
not just pregnant women. as the ministry of
health’s protocol calls for. With the support
of the department health chief. Project HOPE
promoted and delivered vaceines to all women
in the department: as a result. the percentage
of women of childbearing age who had re-
ceived at least two doses of tetanus toxoid in-
creased from less than one percentin 1988 1o
44 percent in 1989. The Ministry of Health is
now considering a policy change to include the
tetanus toxoid vaccine for all reproductive-
age women in its national immunization cam-

paign. In Sudan. CARE project staff contrib-
uted to a similar poliey change on tetanus
toxoid for women of childbearing age.

In Kenya. the maternal and child health
card developed by the African Medical and
Research Foundation has provided a model
for a similar card emphasizing weight gain
during pregnaney developed by the ministry
of health. In Ecuador. Catholic Relief Sery-
ices has enlisted women in community and
individual nutritional assessments. which has
heightened women’s awareness of nutritional
status. an approach, that has drawn the atten-
tion of Ecuador’s National Institute of the
Child and Family.

The Role of Community Support

Though private voluntary organizations vary
in size. philosophy and capabilitv. most have
a strong grassroots orientation. Many of these
organizations work at the community level.
earning the approval of community leaders
and the trust and respect of the community at
large. Because the voluntary organizations
are sensitive to local conditions and social and
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cultural factors that will determine long-term
community commitment. they can be instru-
mental in building self-sustaining, well-inte-
grated child survival programs. Voluntary or-
ganizations often stress community participa-
tion in identifying. prioritizing : and cre: ating
solutions for its kealth problems. on the theory
that if communities feel project ownership.
they may be motivated to garner all available
resources to ensure that project benefits con-
tinue after donor financing ends.

Over time. and in some countries stimu-
lated by the common focus on child survival.
many private voluntary organizations have
. stablished extensive networks of comimuiiiy
organizations. including loeal PVOs. chureh
groups and mothers” elubs. which help to en-
sure aceeptance. (-nmmunily commitment and
promotion of services. Caritas/Bolivia. a vol-
untary organization. has provided training
on diarrhea control. growth monitoring and
acute respiratory infections to one- tlmd of the
1.800 mothers” clubs it organized throughout
the country. A fina! evaluation of the project
found that 68 percent of diarrhea cases among
children assisted by the project were properly
managed by the mother or a health promoter.
well above the naticnal average.

ldeallv. grassroots support can be trans-
lated into .su.stdmmg the impact of child survival
projects. In Uganda. CARE supports the Com-
munity Health Services project. which is im-
plemented by the Church of Uganda’s Busoga
Diocese. In 20 rural areas with a total popu-
lation of 168.000. immunization and diarrheal
control activities are integrated into the serv-
ices offered at the Diocese dispensaries. With
project assistance. local health committees
have also improved the finanecial management
of these health services. Today. most dispen-
sarjes generate enough funds to cover the costs
ofprm iding projeet services. The project has
served as an example to government and non-
governmental organizations in Uganda of the
potential for creating self-sufficient rural
health units.

Strengthening PVOs Through

Child Suivival

While the child survival program clearly bene-
fits from the involvement of private voluntary
organizations. the reverse is also true: many
of these groups have gained substantial. long-
lasting beneﬁts from their participation in the
child survival program. For most voluntary
organizations. primary health care has been

only one component of their broader efforts
to improve the living conditions of needy pei-
sons. With the technical focus on a limited
number of interventions. PVOs have been able
to considerably expand their activities in the
health sector. It has given them the opportu-
nity to move further into the mainstream of
primary health care: to work with govern-
ments on a mutual priority: and to improve
their technical capacity to play a useful role
in child survival. A number of channels have
been activated to reach PYOs with high cali-
ber technical support and guidance.

Technical Assistance and Support
Private voluntary organizations have bene-
fited from the technical expertise provided
through a variety of USAID-sponsored proj-
ects. HEALTHCOM. for example. has pro-
vided support to PV Os in Indonesia. conduet-
ing a workshop on social marketing technigues
and providing a long-term advisor on immu-
nization to Helen Keller International. PRI-
TECH provided CARE field staff in Bolivia
with training in diarrhea control. breastfeed-
ing and growth monitoring. It also assisted
CARE with a diarrhea knowledge. attitudes
and praetices study in Bolivia’s Oruro and
Potosi Departments. where the organization
has begun a water and sanitation project. In
1989. REACH assisted several voluntary or-
ganizations in Africa and Haiti in evaluating
their immunization activities. As part of the
evaluations. vaceination coverage surveys
were conducted and PYO and ministry of
health personnel were trained to utilize a com-
puterized program for analyzing the survey
results. The WASH pr()j('('l has worked with
voluntary organizations in many countries to
provide te (’hnu-al assistance and to strengthen
community organization. monitoring. evalu-
ation and training for water and sanitation
projects. Seven Child Survival Fellows have
provided in-country. long-term technical as-
sistance through assignments to voluntary
organizations. In Bangladesh. Bolivia. Haiti.
India and Kenya the Child Survival Fellows
have worked to integrate evaluation into PVO
activities. train staff. conduet research and
surveys and strengthen PYO networks.

To provide technical support for voluntary
organizations under the Child Survival Grants
program. the Ageney entered into a coopera-
tive agreement with Johns Hopkins University
to assist these organizations 1o improve their
management systems (hoth personnel and fi-
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nancial) and their monitoring and evaluation
capabilities. A recent evaluation found that
the technical support and management
strengthening guidelines encompassed in the
Child Survival Grants contributed not only to
the voluntary organization’s child survival
activities but also to sustainability in all their
health programs. According to one organiza-
tion, the planning and evaluation tools level-
oped for child survival have proven to be so
useful that they have been applied to all
aspects of the organization’s health activities.

Strengthened Capacity for Monitoring
One of the important areas where PVO capac-
ity has been enhanced by child survival pro-
grams has been in the development and use of
health information systems, monitoring and
evaluation. Surveys and censuses have been
routinely required for private voluntary or-
ganizations because they provide the basis on
which to determine both the types and breadth
of services needed in the project area. Base-
line survey data can also help voluntary or-
ganizations quantify their successes and bet-
ter understand the outcome of chosen service
delivery strategies.

Many voluntary organizations are work-
ing to integrate effective health information
systems into their projects to improve manage-
ment and bolster services. Many PVOs have
made a successful transition from thinking in
terms of geographic region to thinking in terms
of need, a crucial first step in tracking the
health status and services delivered to a speci-
fic population. Save the Children Federation’s
health information systems currently operat-
ing in Bangladesh, Indonesia and Sudan.
among other countries, rely on complete village
health rosters to track every mother’s and
child’s participation in the organization’s
health programs. At the village level, the infor-
mation is used as a management tool to fellow
up on children and mothers in need of serv-
ices. At the headquarters level, the informa-
tion is analyzed to determine indicators such
as immunization coverage and to measure
trends in service delivery.

Under the Child Survival Grants program,
the Agency now urges voluntary organizations
to conduct a baseline survey within the first
six months of the project, and 1o use the in-
formation in preparing a plan for project im-
plementation. To gauge the progress made by
centrally funded private voluntary organiza-

tions, the PVO Child Survival Support Pro-

gram reviewed the baseline surveys conducted
in 1987 and 1988 by 20 USAID-funded PVO
projects. The review found improved capac-
ity to conduct and utilize baseline surveys
since a similar assessment in 1983-84. Four-
teen of the 20 projects analyzed carried out
surveys within the first 12 months of project
operation; the majority of these conducted
surveys within the first six months. Addition-
ally. most collected data according to well-
established statistical methods. A shortage of
properly trained survey personnel and the lo-
gistics of surveying widely dispersed commu-
nities were found to be problems in some proj-
ects, and some failed to ask erueial questions.
As a result of the survey findings, and at the
request of the participating voluntary organi-
zations, the PVO Child Survival Support
Program is developing standard survey mod-
ules for the baseline studies to ensure that the
needed data are properly collected.

Encouraging PVO Networks

USAID has ereated forums in which staff from
different PVOs can exchange lessons, solutions
and achievements. Through the PYO Child
Survival Support Program, four “lessons-
learned” workshops have been held in Africa,
each hosted by a voluntary organization at or
near their project site. The workshops have
brought together field representatives of the
centrally funded PVOs to discuss project
problems. solutions and successes and to assess
areas where field workers need to improve
technical skills. As described by several pri-
vate voluntary organizations, the workshops
encourage the exchange of information and
an opportunity to learn of other approaches
to shared problems.

Similar regional workshops have been held
in Bolivia and Guatemala. and the first Asia
regional PVO child survival workshop was
hosted recently by Project Concern in South-
east Sulawesi, Indonesia. Additionally, the
PVO Child Survival Support Program has
sponsored four workshops for headquarters
staff of U.S.-based PVOs backstopping child
survival projects throughout the world. To
help ensure the rapid exchange of lessons
learned and new technical developments in
child survival, the support program recently
began distributing a quarterly technical report
to all PVO child survival projects. A recent
issue shared the experiences of Save the Chil-
dren’s Bangladesh project and provided tech-
nical information on preventing maternal mor-



be comprehensive or limited.

vival interventions.

tality. developing effective nutrition action
messages and the latest WHO acute respira-
tory infection treatment guidelines.

Bevond networking through workshops.
USAID encourages increased collaboration
and networking within countries. Cooperation
both between LU.S.-based voluntary organiza-
tions and between the U.S. voluntary organi-
zations and local groups is aimed at achieving
the most effective use of country experiences.
resources and information. In Bolivia. USAID
provides technical support to the newly formed
Secretariat for Coordination in Child Survival,
an association of eight U.S.-based and two
local private voluntary organizations. to

PVO Development for Child Survival

In developing nations, private voluntary organizations (PVOs) often provide the lion's
share of health services, particularly in rural areas. The PVvOs may be indigenous or
based in a developed country such as the United States; the health services provided may

Whatever their size or shape, PVOs are an important mechanism for delivering child
survival programs. In fact, PVOs in Haiti, through the guidance and support of the USAID-
funded Association of Private Health Organizations (AOPS), are playing a significant role
in extending a range of child survival services to most parts of the country. The AOPS
effort to strengthen and coordinate PVOs for child survival is a potential model of coopera-
tion in health systems for the developing world.

The approximately 200 PVOs offering health services in Haiti range in size from one
person to large organizations. Most serve a small geographic area and are clinic-based
with a curative approach to health needs. Many, but not all, offer one or more child sur-

In the early 1980s, AOPS was created to coordinate PVO participation in an effort by
the national government to promote standardized primary health care services throughout
Haiti. Service coverage is extended through “rally posts,” temporary clinics that move
from community to community on a regular schedule. AOPS assists PVOs in starting child
survival programs by providing technical or financial assistance.

The AOPS strategy emphasizes (1) priority health interventions; (2) target popula-
tions; and (3) simple monitoring and evaluation methods. High morbidity and mortality =
rates among children due to diarrhea, vaccin. preventable diseases and malnutrition |
make services such as ORT, immunization and growth monitoring priority interventions.
Therefore, infants, children under age five and mothers become target populations. Moni-
toring and evaluation is facilitated by registering all people in a service area.

The AOPS service delivery approach first asks a PVO to identify a geographic service
area that includes at least 10,000 people, which is then divided into sectors with 1,000
residents. During this phase, the PVO sends a physician to Port-au-Prince for one month
of training in the methodology of the primary health care activities. At the same time, com-
munity health workers (CHW) are selected for each of the service sectors. The physician
trains the CHWs in census-taking, registration, promotion of basic features of primary
health care and the operation of rally posts. High risk cases are identified from the regis-
tration records by CHWs with the help of the PVO administrator. Finally, the target popula-
tion is informed about the date, time and place of the first rally post in their area.

Two institutes in Haiti also help the PVOs to conduct community health programs
and to strengthen their child survival services. The Haitian Institute of Community Health
trains PVO personnel in community programs, with emphasis on child health. The Child
Health Institute provides assistance related to collection and dissemination of health infor-
mation, data management, monitoring and research.
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strengthen the technical aspects of the mem-
bers™ activities and to finance a pediatrician
to lead the secretariat’s health unit and an
educator/communicator.

The secretariat model is one example of
networking among voluntary organizations:
another is the PYO umbrella organization.
such as the Haitian Association of Health PVOs
(AOPS). Formed in 1982. the Association fa-
cilitates coordination and linkages with the
ministry of health and assists its more than
120 member organizations in moving from
clinic-based curative care programs to com-
munity-based preventive services. Bringing
together both large U.S.-based PVOs and
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Mobite health units
often help extend
essential child survival
technologies to
remote areas. Here, a
mobile health worker in
Kenya vaccinates an
infant.

small, local Granizations. e Association also
coordinates support to yoluntary organiza-
tions through technical organizations. awards
grants to local voluntary groups and assists in
developing sound management practices and
conducting surveys.

It ix important to underscore the central
and varied role local voluntary organizations
play in the child survival program. USAID
has made a concerted effort to enlist the sup-
port of local organizations. which are instru-
mental in ereating demand and increasing
availability of services in underserved areas.
and to encourage cooperative efforts among
these groups. In Kenva. USAID-support to
the CORAT Community-Based Child Survival
project administered by alocal PV O, reaches
over five million people in western Kenva.
Building on available local health manpower.
the project trains community health workers
and traditional healers in proper diarrheal
disease control. growth monitoring and infant
and child feeding practices. In Zaire. the Eg-
lise du Christ au Zaire. a local PVO. admini-
sters a project reaching 90 of Zaire's 306 health
zones with child survival interventions. Be-
cause families are willing to pay for health
services. the project charges a small fee for
vaccinations and for a “Roead to Health” card
that tracks a child’s health status until she is
five vears old. The Ageney also supports local
voluntary organizations in Bangladesh. Indo-

nesia and Turkey through grants to UNICEF,

Such support to the Bangladesh Red Creseent
Society has resulted in inereased measles vae-
cination coverage in a demonstration project
area from less than one pereent in 1986 10
nearly 60 percent in 1989: in Indonesia. 17 reli-
gious organizations help promote oral rehy-
dration therapy and immunization services to
1 provinees.

One of the best examples is Haiti’'s Center
for Development and Health whieh has prosy-
en that organizing on a local level can have
wide-reaching effects. The organization has
evpanded considerably sinee its inception in
1971 and now operates a hospital. three
health centers. a nutrition rehabilitation center
and nutrition demonstration centers. a voca-
tional training center. a primary and a secon-
dary school and a youth center. The Center’s
wse of 150 community health agents. each sers -
ing approximately 200 families in the expan-
sive slum of Cité Soleil. to promote and moti-
vate use of oral rehvdration therapy. immu-
nization. improved feeding practices and
family planning has contributed significantly
to Haiti's child survival program. The Center
has also made a major contribution to the de-
cline in infant mortality in Cité Soleil from
235 deaths per 1.000 five births in 1976 10 75
deaths per 1.000 live births in 1988, Its man-
agers are committed to making the Center self-
sufficient and are experimenting with several



forms of cost recovery. Based on the suceess
of the model in Cité Soleil. the organization is
expanding to provide similar services in two
additional cities. Gonaives and Cap-Haitien.

Sustainability

Private voluntary organizations are increas-
ingly fooking for channels to sustain the out-
comes and impacts of their activities in proj-
ect areas. One way some are building sustain-
ability into their activities is by involving gov-
ernments. who may eventually assume respon-
sibility for project activities. Since private
voluntary organizations have traditionally
worked at the community level. many PVOs
first approach sustainability through commu-
nity and family empowerment. Through edu-
cation. training and improved service delivery.
these organizations help families and commu-
nities to identify problems and find solutions.
They commonly encourage the formation of
health committees to direet local support for
health services and act as the voice for the
community. In Haiti. Honduras. Mali. Niger-
ia and Zimbabwe. among other countries.
projects rely on health committees to identify
high risk individuals. mobilize communities.
oversee the work of community health work-
ers and in general act as liaison between the
local community and the project.

Ongoing finanecial supportis a key to the
continuation of child survival activities. Vol
untary organizations are addressing this issue
at the community level through several mech-
anisms to raise funds for services. In Malawi.
Save the Children Federation has established
a revolving drug fund to purchase chloroquine
and aspirin. The fund has proven so success-
ful that the communities of the Mzimba Dis-
trict served by the project now monitor care-
fully their own funds with quarierly reporis.
The ministry of health is reviewing the feasi-
bility of applying this health care financing
model nationally. PV0Os in Camercon and
Kenya are moving towards financial stability
by recovering costs through the sale of health
cards and encouraging community cortribu-
tions of cash and in-kind donations. land and
labor. In Bolivia. through the efforts of just
one Freedom From Hunger health worker in
the community of Titicachi. each family con-
tributed a small amount of money in order to
purchase a parcel of land for a nutrition cen-
ter. This same health worker. in order to in-
crease the disposable income available to his
community. also helped form a cooperative of

Lake Titicaca hoatmen. who now earn addi-
tional money by transporting tourists across
the lake 1o the Island of the Sun. Other volun-
tary organizations are looking at new ways to
generate revenues. World Relief Corporation
in Bangladesk collaborates with the Christian
Service Society to raise revenues for child
survival commodities and activities. Money
raised through the Society’s income-generat-
ing project in Jalma is used to make small bus-
iness and agriculture loans to families in the
project area. A four percent service charge
attached 1o each loan is deposited in a child
survival account to help ensure that project
activities continue after World Relief Corpor-
ation funding ends.

In some countries. private voluntary or-
ganizations are forming partnerships with lo-
cal businesses as a means of sustaining activi-
ties. World Vision Relief and Development in
Mali is working with the Compagnie Malienne
de Dévelor ement de Textiles to form village
cotton cooperatives. Cooperatives are given a
production quota. and five percent of the
revenues from the sale of the cotton is used to
train and pay community health workers and
to replenish medicines. In Guatemala. Foster
Parents Plan formed a Child Survival and Lo
cal Development Committee. which includer
project personnel. ministry of health and so-
cial security officials. and the medical officer
of ANACAFE. the National Association of
Coffee Growers. In the future. the committee
will include officials of national organizations
cancerned with food production and income-
generation in agriculture and animal husband-
ry. Bringing together such diverse groups and
finding a common. linking interestin child
survival is a solid step toward sustainability
fostered through the unique involvement of
private voluntary organizations. The exam-
ple parallels the efforts of USAID on a global
level to mobilize resources and bring the com-
mereial sector into the partnership for world-
wide child survival.

The For-Profit Sector

E ven in the poorest countries people use
private providers in addition to or in
place of public health services and an unex-
pectedly high percentage of total health expen-
ditures in many countries can be attributed to
the private sector. In Kenva and Indonesia. for
vxampl('. pri\'alv sector (*xp(*nditures aceount
for 52 percent and 62 percent. respectively.
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of all health expenditures: in Bangladesh.
nearly 70 pereent of the population consults
private or traditional practitioners for ill-
nesses. A 1984 survey in Peru found that be-
tween one-third and two-thirds of inhabitants
of the major urban areas routinely use pri-
vate doctors for their outpatient health care
needs. Similarly. a recent survey in El Salva-
dor found that nearly 60 percent of metropol-
itan San Salvador respondents and just over
40 pereent of the rural respondents obained
their health care from private providers.

USAID has actively pursued the involve-
ment of the for-profit private sector in order
to increase the availability and sustainability
of child survival services and commodities.
Three areas have received the most attention:
training of private practitioners in child sur-
vival technologies: production and distribu-
tion 6f child survival commodities through the
commercial private sector: and the establish-
ment of alternative. non-governmental
sources of health care financing.

Training Private Sector Providers

The support of private health care providers
be they western-trained doctors. allopathic
physicians. pharmaeists. midwives or tradi-
tional healers is erucial to expanding and sus-
taining child survival services. Since so many
people in developing countries turn to private
practitivners for treatment of illness. it is im-
portant that these private providers use child
survival interventions and are aware of their
benefits. In the case of oral rehvdration ther-
apy programs. Dr. Alfredo Bengzon. Secre-
tary of Health of the Philippines underlined
the key challenge as. “the need o unify the
message [about using ORT] to mothers by
medical practitioners [so that | when both gov-
ernment and private sectors advocate and
practice ORT against diarrhea. the treatment
of the patient is improved and professionals
affirm each other’s uvse of ORT.”

One way to reach large numbers of private
practitioners is through professional societies
and provider associations. The Philippine
Pediatric Society is assisted by the Primary
Health Care Financing project. one of 122
USAID-funded projects in 64 countries that
are helping to train private practitioners in
child survival services. To promote ORT. the
society monitors and promotes its use by pri-
vate pediatricians and gives them technical
updates on a regular basis through a quarterly
newsletter devoted to oral rehydration ther-

apy. The Indonesian Pediatric Gastroenter-
ology Coordinating Group adapted medical
school teaching materials developed by PRI-
TECH and WHO to refleet national diarrheal
disease control policies.

The World Medical Association and its
national affiliates are committed 1o mobilizing
private physicians for child survival. For
example. the American Medical Association
(AMA) with USALD funding. is helping the
Indonesian Medical Association and the Med-
ical Association of Thailand provide child sur-
vival serviees in a pilot project. Insix Indone-
sian project areas. association members are
supporting community health posts: provid-
ing immunization and other services out of
their private offices: training other health
workers: and conducting baseline survevs in
the communities where they are working. In
one of the Medical \ssociation of Thailand’s
projects. in Sakorn Nakron provinee. the
project "sells" a package of child survival ser-
vices for both mother and child for approxi-
mately LS. 210 (200 baht): the package in-
cludes all immunizations. child spacing ser-
vices. prenatal care including vitamins and
tetanus immunizations. growth monitoring.
oral rehydration solutions and advice on
treating acute respiratory infections. Efforts
are underway in another project area to sub-
sidize preventive care among project partici-
pants to make services mere widely available.
In addition to reductions in the cost of «hild
survival and some prenatal serviees provided
by private physicians. those enrolled in the
program will receive discounts at participat-
ing pharmacies.

Pharmacists can play a key role in child
survival initiatives through their interaction
with customers seeking treatment for diarrhea
and other common childhood diseases. In 1989,
38 USAlD-assisted projects in 23 countries
targeted pharmacists for training in order to
enlist their support in child survival activities.
In just one country. Turkeyv. UNICEF. the
ministry of health. regional representatives of
the Pharmacists Association and local produe-
ers of oral rehvdration salts organized a train-
ing program or oral rehvdration therapy for
pharmacists in an effort to accelerate diarrheal
disease control efforts throughout the coun-
try. Project SUPPORT worked with Bilim. a
private pharmacentical firm and local produe-
er of oral rehyd: ation saits. te develop pro-
motional materials for pharmacists to com-
plement activities of Turkev’s ORT program.
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Traditional healers and midwives are. per-
haps. the most difficult private practitioners
to reach to integrate child survival services
and appropriate referrals into their practice.
Yet. because they are significant providers of
health care. there are. for example. more than
10.000 registered traditional healers in Zam-
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bia. their views and practices can have a ma-
jor bearing on the willingness of families and
communities to support child survival activi-
ties. In Zambia. the Control of Diarrheal Dis-
ease Secretariat. with help from PRITECH.
surveyed 192 rural and urban traditional
healers to understand how they treat diarrheal




disease and to assess their willingness to pre-
scribe oral rehydration therapy. The study
found that the healers know the signs of dehy-
dration. advise mothers to give fluids. inform
mothers on ways to prevent diarrhea and are
willing to use or promote oral rehydration
salts or homemade sugar and salt solutions.
With additional training. these attitudes and
practices could be strengthened and the heal-
ers could be an important source of health
manpower tapped for ORT.

In addition to providing instruction for
practicing health professionals. USAID also
tries to reach future private providers during
their academic training. by encouragiung re-
visions in curricula to incorporate child sur-
vival technologies and approaches. One proj-
ect. assisted the Suez Canal University to
establish the first medical school in Egypt with
a focus on community practice and a curricu-
lum that includes a strong emphasis on ma-
ternal and child health. The Ageney’s new
NurseCare project. currently active in Kenva
and Costa Riea. striv es to incorporate child
survival technologies into nursing education.

Creating and Meeting Demand

Child survival programs have shown that the
private sector can play a key role in stimulat-
ing demand for child survi—al serviees. It has
also been instrumental in the production and
distribution of child survival commodities.
USAID has supported private enterprises in
their efforts to develop. market. produce and
distribute child survival produets and educa-
tional messages as a wayv to enhance sustaina-
bility of child survival activities as donor as-
sistance is reduced. In collaboration with pri-
vate pharmaceutical fit ms. USAID-supported
projects have conducted market research on
ORS in Guatemala and treatment of malaria
in Malawi. Working with private advertising
agencies. USAID support has helped to pro-
mote immunization services and oral rehvdra-
tion therapy in the Philippines and a national
breastfeeding campaign in Paraquay. And in
Indonesia. local officials and Helen Keller In-
ternational developed radio spots in two lan-
guages for broadeast on six private stations.
after determining that most people in the area
listen to private stations rather than the na-
tional government station.

The Communication for Child Survival.
or HEALTHCOM. project has been in the
forefront of efforts to engage the private sector
and encourage public-private partnerships in

Increasing ORS Availability

Production and Marketing of ORS
in the Private Sector
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s Denotes a country with one or more projects pro-
moting cr supporting the production or marketing
of ORS in the private secir. (Five other emphasis
countries support ORS production through the
public sector.)

advertising and development of social mar-
keting capacity. To geuierate demand for child
survival produets and services in a number of

countries., HEALTHCOM has assisted minis-

tries of health to identify and contract with



private market research and advertising firms
in an effort to improve the quality of child
survival communications research and promo-
tional effo. s. Working directly with private
agencies and firms to implement communica-
tions activities. HEALTHCOM has collabo-
rated with local market research firms to con-
duet surveys on child survival knowledge. at-
titudes and practices in the West java vegion
of Indonesia. the Philippines and Papua New
Guinea. HEALTHCOM also as:
al education institutes. the Asian Institute of
Management in Pakistan and the African Re-
gional Health Education Center at the Univer-
sity of Ibadan in Nigeria. to strengthen their

s two regon-

capacity to provide training in mass commu-
nication. social marketing and public service
advertising on child survival interventions.

One of the suceess stories of this decade
has been the remarkable growth in the loeal
produetion of oral rehvdration salts through
a combination of public and private efforts.
In 1985. only 50 pereent of ORS was produced
in the developing world: by 1987/88 this had
inereased to 75 percent and represented over
250 million litres of packets.

USAID has made a contribution to this
expansion through its support to the private
sector and encouragement of private-public
partnerships. In 1989. 33 projects in 18 coun-
tries reported that they sponsored or promoted
the production of ORS packets. through either
private commercial husinesses or joint private-
government ventures. With project SUPPORT
assistanee. private firms in Ghana. Guatemala.
Lganda and Turkey have either launched
ORS products or are developing the capacity
to do so. Cameroon recently asked USAID to
assist a local company to finance. manufac-
ture and promote an oral rehydration solu-
tion. The Ageney’s assistance in these efforts
has ranged from advice on production facili-
ties to development of marketing channels for
ORS produets to securing the financial and
business aspects of the venture. In addition.
SUPPORT is developing guidelines to strength-
en private sector production. including man-
uals on ORS volume and labeling. quality as-
surance and local procurement.

The HealthTech project has developed a
number of important child survival technolo-
gies and. where possible. promotes local pro-
duction and marketing of these products.
Carried out by the Program for Appropriate
Technology in Health (PATH). a PVO.
HealthTech worked with a range of for-profit

and not-for-profit groups to develop and pro-
duce low-cost and effective technologies for
child survival.

The nature of private sector collaboration
in producing Health Tech technologies varies
depending on the product. In some cases. it is
cconomically feasible for a produet to be pro-
duced locally by a small entreprencur. For ex-
ample. a simple and durable hand-held scale
was designed so that illiterate birth attendants
can identify low hirth weight bhabies and is
now heing manufactured in a university lab-
oratory in Malawi. The technology to produce
the BIRTHweigh scale has also been given to
the SOFTECS company in Egyvpt for both lo-
cal distribution and export. In other instances.
however. technologies have worldwide mar-
ketimplications and large scale production
and distribution is far more economical. In
such cases. HealthTech may license the tech-
nology to a large private manufacturer. in
return for the company’s commitment to sell
the product at a reasonable price and to make
it readily available to the public health sector.

Developing Distribution Networks
Getting products from the point of produc-
tion to the home requires a solid system of dis-
tribution. and the extensive networks of the
private sector have been mobilized. especially
to distribute oral rehydration salts on a large
scale. In Bangladesh and Egyvpt. pharmacists
are contributing significantly to the suceess of
their countries” diarrheal disease control pro-
gram by their willingness to promote and sell
oral rehvdration salts. Two-thirds of ORS
distribution in Egyvpt is through a network of
7.000 pharmacies and a recent survey showed
that. today. only 20 pereent of diarrheal cases
are treated in government health facilities. The
number of pharmacies selling ORS in Bangla-
desh in cooperation with the Social Marketing
project has increased nearly four-fold since
1985 (see chart. page 28). Commercial sales in
1989 amounted to nearly seven million pack-
ets of ORSaline. a locally-produced oral rehy-
dration solution. As its next goal. the projeet
targets 7.000 physicians with educational
messages about how to use ORSaline. In Ghana.
a USAID-supported project is making oral re-
hvdration salts available to the public through
some 3.700 private pharmacies and other
vendors, The importance of these distribution
systems cannot be underestimated. Aecord-
ing to a recent survey in Guatemala. pharma-
cies and stores are the most common sourees
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for oral rehydration salts — 45 pereent of moth-
ers cite these outlets as the location where
they obtain packets.

In countries with widely dispersed popu-
lations. the steady supply of oral rehydration
salts to remote areas is a great challenge for
both the publie and private sectors. In Niger
and Mali. work is underway not only to in-
crease self-sufficieney in the local production
of ORS but to develop and expand private
sector marketing and distribution capabilities.

Private Sector Financing

With developing country health budgets se-
verely restricted and even declining in some
countries. USAID is committed to helping
governments find alternative mechanisms for
financing health care. Two objectives frame
USAID s activities in health care financing: to
achieve a more effective. efficient and equita-
ble allocation of limited public health resources.
and to generate additional nongovernmental
resources to support child survival and other
public health programs.

The Ageney supports a variety of ap-
proaches to attain these goals. from promot-
ing user fees for those able to pay for services
to encouraging more efficient and rational
service delivery to control costs and. ideally.
provide assured resourees to sustain child
survival programs.

*“Privatization first and foremost is a means
or a tool for managing public programs bet-
ter.” according to Frank Hodsoll. Executive
Associate Administrator for the Office of Man-
agement and Budget. “Privatization does not
reduce services or programs used by the pub-
lic. Rather. when properly implemented. pri-
vatization can insure the continued provision
of these services and programs at reduced
cosl, sometimes with better service.”

The PROSALUD project in Bolivia is a
good example of privately managed health ser-
vices for low- and middle-income urban and
peri-urban communities, and effective pub-
lic/private collaboration. The project began
in 1984 with feasibility studies and household
surveys to test the potential for a privately
financed. self-sustaining primary heaiih care
service in the urban and peri-urban areas of
the Department of Santa Cruz. Today. the
PROSALUD network has 15 facilities, includ-
ing municipal government and community-
supported clinic buildings, which are becom-
ing increasingly self-sufficient: the urban clin-
ics now recover almost 100 percent of their

recurrent costs. and the peri-urban facilities
recover 61 percent.

USAID supports countries” efforts to pro-
mote greater diveet private sector in volve-
ment in financing health care. ineluding child
survival services. In the Philippines. work is
underway to test a pre-paid HMO plan. and
in Jamaica. to adopt public policies to encour-
age increased health insurance coverage and
private sector expansion. The Jamaica proj-
ect promotes a shift in the financing and de-
livery of health care to the private sector for
those who can afford to pay through user fees,
increased health insurance coverage and so-
cial marketing. In Morocco. the Agency sup-
ports research to aid in designing a new health
care financing project scheduled to begin in
1991. The research has included studies of
private insurance schemes and hospital costs.
Ideally. greater private sector involvement in
financing health care will ease the financial
burden on the publie health sector, allowing
governments to redirect some of their scarce
resources to populations and services most in
need of their support.

The Health Sector Financing project in
Indonesia is assisting in the development of a
legislative framework for private health insur-
ance and a department dealing with insurance
within the ministry of health. The Indonesian
project also assisted St. Carolus Hospital. a
private facility. to develop and make avail-
able to the public a comprehensive package of
benefits. For a monthly premium of U.S. §7
to $13. subscribers will receive preventive
services such as health education. immuniza-
tions. family planning and nutritional coun-
seling — previously provided only through
government health programs — as well as ad-
vanced care. This type of plan is expected to
reduce the financial burden on the govern-
ment. allowing it to target its resources much
morve effectively.

If employers are convinced that they will
benefit economically from providing birth
spacing and child survival services for their
employees, they often become strong propo-
nents of the use of employee benefit programs
to improve infant and child health. The Tech-
nical Information on Population in the Pri-
vate Sector (TIPPS) project uses an approach
that relies on cost-benefit analysis to demon-
strate to employers the benefits they can anti-
cipate with the addition of basic health care
for their employees and dependents. The
model of employer-provided family planning



services is a compelling one and studies con-
tinue to explore ways to adapt it to company-
provided child survival interventions. In Peru.
the project calculated the costs incurred by
the Milpo Mining Company through inappro-
priate prescription practices for childhood
illnesses by the company’s health service. As a
result. the company decided to offer child sur-
vival services as part of its employee benefits.

Other investigations of emplover-provided
child health services includes the Buncit Rava
clinic of the Yavasan Kusuma Buana Business
Development project in Indonesia. which is
exploring the feasibility of providing health.
family planning and child survival services at
a major industrial estate in East Jakarta.

In a comprehensive look at financing issues
in Latin America and the Caribbean. one proj-
ect examined health care costs. demand for
health care at the household level. percep-
tions of illness. pavments for health care and
alternative financing mechanisms in eight
countries. The research cortributed consider-
ably to the body of knowledge on the nature
of private health care services and the costs of
public services in Latin America. In one study.
the project determined that although the pub-
lie sector budget for provision of health serv-
ices in Santo Domingo. Dominican Repubilic.
was very large. the majority of persons of all
socioecononiic groups used private sector
services. The ministry of health was surprised
at these findings and has requested further
USAID assistance to develop a plan to encour-
age the private sector to deliver a large propor-
tion of the country’s child survival services.

The private sector can contribute signifi-
cantly to a strengthened and more diverse
foundation on which to build child survival
programs with lasting results. The range of
private sector potential is extensive. running
the gamut from mobilizing a national network
of volunteers for immunizations to developing
a community revolving drug fund to enlisting
private retailers to sell packets of oral rehy-
dration therapy from their shops.

Building partnerships with the private sec-
tor to bridge the gap between need and avail-
able resources has proven to be heneficial not
only to the recipients of services but to all part-
ners. Private voluntary organizations have
improved their management skills and tech-
niques. formed alliances with host country
governments around common goals and be-
come inereasingly accountable for the effects
of their activities in terms of solid information

on the health status of the peoples reached.

Emplovers have benefited in several wavs: not
only do child survival services guarantee future
generations of healthier. morve productive
populations. but for those businesses that of-
fer some form of health care to their workers.
low cost. effective child survival interventions
reduce the financial burden of costly and mis-
preseribed pharmaceuticals. Finally. when
the private sector is engaged and committed
to child survival. governments henefit from
the lessons and innovative approaches of pri-
vate voluntary organizations and. ideally. from
increased efficiencies by concentrating their
efforts on the services and populations most
in need while private providers care for those
who are able to pay.

USAID supports the
iocal production of

oral rehydration salts

to meet increasing
demand. Above, workers
in Bangladesh prepare
packets for national
distribution.
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Chapter IV

s the child survival program completes its fourth year of operation,
it is time to begin to take stock, to assess what has been accom-
plished and what lessons have been learned. And, indeed, USAID
has laid the ground work and set in motion a series of activities that will
permit planners and policymakers io effectively do just that.

Because so much is at stake. USAID has from
the inception of the child survival program
emphasized the need to measure carefully. the
results of its efforts and. equally important. to
understand the factors contributing to those
results and the constraints that inhibit pro-
gress. Beginning with a three-part framework
that distinguishes the information needed to
measure the quantitative and qualitative as-
pects of program inputs (known in USAID’s
child survival jargon as Tier One): the meas-
ures of program effectiveness (Tier Two): and
the special studies that assess impact {Tier
Three). USAID has developed a very diverse
portfolio of monitoring. evaluation and re-
search activities.

Through these efforts. USAID and its col-
laborators are assembling a global body of
knowledge and a record of experience rare in
the arena of development activities. USAID's
goal in assembling this knowledge has never
been academic. Project and program evalua-
tion is an important management tool. essen-
tial for improving program performance.
Overall program monitoring. including the
measurement of progress towards a standard
set of global indicators. has helped to generate
interest in and sustain attention to the program.
The research program has been molded to pro-
vide insight into questions that have direct rel-
evance to strategies pursued in the field.

Measuring Progress Towards
Global Targets

he adoption of a series of Agency and

country-specific goals and targets has
facilitated monitoring overall progress and
served as a stimulus to program efforts.
Working in collaboration with host govern-
ments and other organizations such as UNI-
CEF. WHO and the Centers for Disease Con-
trol. USAID has helped develop and bring
into widespread use a series of indicators of
progress toward accomplishing these targets.
The progress that is being reported through-
out this report and elsewhere. therefore.
reflects achievement both in the results of the
program as well as in the global capacity to

Closing the Gap

Reaching Surviving One-Year-Olds
with Measles Vaccine

Millions of surviving one-year-olds worldwide

1985 1986 1987 1988

1984

L Vaccinated E Not Vaccinated

monitor the status of child health.

Assessing the progress of child survival on
a global scale is an immense undertaking. Pre-
cise measurement of disease and death can he
extremely difficult in countries where censuses
are infrequent and may be unreliable. service
statistics are incomplete and births. deaths.
and cases of disease. especially those which
+ceur in rural and poor urban areas. may not
be reported. [ronically. as reporting improves,
it may even appear. for a time. that health
conditions are deteriorating not improving. as
a higher proportion of the cases of disease are
detected by health care svstems.

Early on USAID recognized that data
were not adequate to measure progress. and
thus launched a major effort to carry out sur-
veys to provide high-quality. national-level
assessments of the status of key measures -

Measuring
Progress
Towards
Child
Survival
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such as infant mortality rates and vaccination
coverage — and enough information on re-
lated factors — such as the education and em-
ployment of parents — to permit a deeper un-
derstanding of the factors influencing child
survival. The Demographic and Health Sur-
veys project has now completed surveys in 35
countries and begun plans for an additional
25 surveys in the coming years. With UNICEF
support, the project is also working to com-
plete a survey in Sudan and, with support
from the Arab League. a similar survey will
be carried out in Yemen as well as three other
countries. The data collected are being put to
use in countries and in global data banks
tracking progress in child survival. Plans are
now being laid for a World Conference in 1991
where cross-country and other in-depth analy-
ses will be presented. The National Academy
of Sciences and Johns Hopkins University are
also looking at this unique data set as the ba-
sis for assessing the impact of child survival
programs cross-nationally.

Developing Institutional
Capacity

On the surface, measuring progress towards
simple targets. such as attaining a world-
wide 80-percent vaccination coverage rate for
children under age one or a 45-percent use
rate for oral rehydration therapy, appears to
be a straightforward task. In reality. however.
it is not, especially if the aim is to vest the ca-
pacity to make such measurements perma-
nently in the countries themselves. Accordingly.
in addition to the Demographic and Healtn
Surveys and other smaller scale survey efforts.
USALID has devoted considerable resources
and technical assistance to help countries de-
velop the capacity to track progress within
ongoing health information systems and as a
part of the project evaluation process.
Interestingly, the growth of interest in
systematically collecting quantitative infor-
mation on child health has coincided with and
benefited from an explosion of interest in the
application of computers in developing coun-
tries. The developing world has been striving,
with considerable success, to expand its infor-
mation processing capacity, particularly the
collection, manipulation, storage and analysis
of quantitative data. With the easy access to
computers that has accompanied the dramat-
ic drop in the price of micro-computers and
easy-to-use software, the primary constraint

today is aceess to country nationals trained in
data collection and the subsequent stages of
data processing required to convert raw num-
bers into quaniitative. usable information.
Developing country governments often have
difficulty keeping such trained persons in the
public sector, where wages are lower than in
the private sector.

The Child Health Institute in Haitiis a
superb illustration of the transfer of the capa-
bility to gather and process data. Established
in 1985 to assist private voluntary organiza-
tions in Haiti to strengthen their programs
through better use of information. the Insti-
tute. thanks in part to early support from
several Child Survival Fellows. is now recog-
nized as the ageney in that country to under-
take major studies involving high quality sur-
vey research. It has earned this reputation by
condieting a number of large-scale surveys.
including one on levels and patterns of child-
hood morbidity and mortality and now one
on maternal mortality. The Child Health In-
stitute also strives to stay at the forefront of
methodological advances — testing and using
some of the newest data gathering and survey
techniques.

Building on existing information systems
in the African countries where it is operating.
the Africa Child Survival Initiative - Combat-
ting Childhood Communicable Discases
{ACSI-CCCD) project has sent experts from
the U.S. Centers for Disease Control to help
strengthen national capacity to gather. proe-
ess and analyze data. Data processing capac-
ity has now been established in eight of the 10
targeted countries, and ongoing surveillance
systems are being established at sentinel sites
in health facilities in the Central African Re-
public, Guinea, Liberta and Swaziland and
Zaire. They are called “sentinel” sites because
data from them are presumed to be indicative
of what is taking place around them. The
projectis currently reviewing a variety of
ways to make sure that information reaches
people in the field, and has already begun to
publish bulletins with concise, useful da’a in
Lesotho, Liberia, Nigeria and Zaire.

As in the overall program, USAID is work-
ing with UNICEF and the World Health Or-
ganization to measure progress towards glo-
bal geals and to develop the use of standard-
ized information systems to gather the data
required to measure changes in the child sur-
vival indicators. Information on vaccination
coverage has seen the most progress in terms



USAID’s Child Survival Programs in Egypt

eginning in the early 1980s, USAID, in collaboration with the Government of Egypt,

UNICEF and WHO, developed a donor strategy for child survival focused on oral rehy-
dration therapy and immunizations. USAID’'s most recent child survival project expands
the scope to include acute respiratory infections, nutrition and child spacing.

The National Control of Diarrheal Disease project in Egypt has achieved impressive
results. Studies suggest that the sharp decline in infant and child mortality in the mid-
1980s is essentially due to project efforts. Information from admission records of hospi-
tals and cther health facilities show a decrease in number of cases of severe dehydration.
It is plausible that home rehydration treatment, as popularized by the project, is being
used before the children are brought to health f: cilities—as the available data indicate
that the incidence of diarrheal disease probably has not changed.

Since 1984, the Government of Egypt has placed high priority on the Expanded
Programme of Immunization. National cluster surveys in 1984 and 1987 provide strong
evidence of rapidly increasing and high coverage rates among children for all antigens as
a result of national campaigns. However, it is clear that Egyptian children without vaccina-
tions are at significant risk from the six major communicable childhood diseases. A sur-
veillance system to monitor residual disease and program impact is planned for the future.

Many factors seem to influence the performance and impacts of the two major child
survival interventions in Egypt:

s Homogeneity of culture and concentration of population along the Nile make it

easy to target programs;

s The extensive health infrastructure and large number of trained health personnel

are a great resource;

= The simple, low-cost technologies of oral rehydration therapy and immunizations

are readily available to the child survival programs;

s Universal access to television helps the programs stimulate demand for services;

s High levels of commitment, close collaboration and agreement on strategies by

the Government of Egypt, USAID, UNICEF and WHO are important positive factors;

s Program structures provide a degree of management autonomy and flexibility

that promote innovation.

Challenges for the future include the reintegration of the diarrheal disease control and
immunization projects within the Ministry of Health structure. Gptimism prevails, however,
as the Ministry of Heaith has a high level of commitment and pride in these programs. A
second challenge is shifting strategies to address unresolved problems such as the appar-
ent unchanged incidence of diarrhea. This will likely require a move toward preventive
health approaches, particularly hygiene related to infant and child care.

As a result of the successes of the diarrheal disease and immunization projects,
childhond morbidity and mortality patterns are shifting, with acute respiratory infections
emerging as the leading cause of death. The acute respiratory infection program, a com-
ponent of the Child Survival project, provides an excellent opportunity to document tixe
epidemiology of these infections and test approaches to disease control and mortality
reduction. Progress to date includes the establishment of an acute respiratory infection
research center in Belbeis and the development of a national acute respiratory infection
work plan, the first such work plan in the developing world.

of cellaboration and use of standard indica- and calculation of values and simplifies data
tors. The REACH and ACSI-CCCD projects transfer among donor agencies. but — more
have been working with WHO’s Expanded importantly - is providing each of these coun-
Programme on Immunization (EPI) to refine tries the ability to monitor its own programs.
and install a Computerized EPI Information Of course, all of these activities contribute
System. Now installed in 26 countries. includ- to USAID’s efforts to routinely monitor and
ing 11 emphasis countries — Kenya. Nigeria. evaluate projects. Project-level evaluations
Senegal, Sudan. Zaire, Egypt. Morocco, Bang- are scheduled for many of the child survival
ladesh, India, Indonesia and Nepal - the sys- projects either in 1990. The increased use of

tem not only promotes consistent definition evaluation as a part of the management proc-

Taken from the

Executive Summary,
Impact Evaluation Report
of USAID's Child Survival
Programs in Egypt,
USAID Center for
Development Information
and Evaiuation, 1989.



Taken from the
Executive Summary,
Impact Evaluation Report
of USAID's Child Survival
Programs in Indonesia,
USAID Center for
Development Information
and Evaluation, 1989.

Child Survival in Indonesia

he child survival program in Indonesia has had a positive impgact on the health of chil-

dren and appears to be resulting in reduced infant and child mortality. Furthermore,
the program has definitely strengthened the primary health care system, contributing to
remarkable progress in delivering some key interventions and in extending services out-
side the confines (physical and administrative) of the existing public health facilities.
Among the most noteworthy ach. ivements of the program have been:

a A rapid expansion of comimunity level health posts - called posyandus — which

deliver child survival interventions nationwide;

= High rates of immunization for children with diphtheria, pertussis and tetanus

(DPT3) coverage, exceeding 65 percent of children and measles vaccinations
exceeding 50 percent; and

s A diarrheal disease control program that has successfully educated mothers in

the use of oral rehydration therapy, such that, in a survey of ten provinces, 40
percent of diarrheal 2pisodes are treated with oral rehydration therapy.

Furthermore, these accomplishments built on and reinforced a nationwide family
ptanning effort that has resulted in 48 percent of curre:itly married women using contra-
ception and has contributed to a declining fertility rate.

Much of the success of Indonesia's program can be traced to the incremental growth
of highly focused and vertical efforts to deliver key services. During the 1970s, family
planning and nutrition were Indonesia's most critical programs; they were the "twin
engines" that reached out to communities. Immunization and diarrheal disease control
were later added to these programs. Efforts beginning on a large scale in 1985 integrated
these services at the community level through the posyandus, increasing coverage for all
of the interventions.

USAID has played a critical role in stimulating and helping to shape Indonesia’s child
survivai program, supporting its efforts with funding totaling more than U.S. $60 million
over the last decade (not including support for family pianning) and more than 25 bilat-
eral, private voluntary organization and central projects. The following have been key fac-
tors in USAID's contribution to the success of this program:

a Sustained commitment and support for highly focused programs (e.g., 21 years

for family planning, 10 years for immunization);

a An effective policy dialogue based on long-term relationships and solid research

and studies;

= Willingness to support some operational costs of key activities, especially for

innovative activities;

a Central programs that have supplemented hilateral resources and provided sup-

port for technical assistance, research and innovative activities; and

s Collaboration with other donors and nongovernmental organizations.

Although excellent progress has been achieved overali, the success and sustainability
of the child survival programs that USAID has fostered in Indonesia are not yet assured.
The evaluation concluded that it was important to continue support for the child survival
program in order to 1) realize and sustain benefits of investments made to date and
2) continue to develop the basis for developing and sustaining creative, efficient and
equitabie approaches to meeting the health care needs not only of iIndonesian children,
but of the nation.

ess is especially evident among private volun-
tary organizations. As described in Chapter
Three, private voluntary organizations, with
the assistance of Johns Hopkins University,
have made special efforts not only to evaluate
their efforts but also to share experiences of
each project with others.

In addition to the broad spectrum of on-
going evaluation and research activity, the

Agency. through its Center for Development
Information and Evaluation. began in 1989 to
assess the impact of its child survival aetivi-
ties. With an eye to identifying lessons and
improving future program performance. the
series began with evaluations of child survival
programs in Indonesia and Egypt. In 1990,
evaluators plan to assess the Agency’s child
survival efforts in Nepal. Morocco and se-



lected emphasis countries in Latin America
and the Caribbean. The evaluations are being
carried out primarily by senior USAID man-
agers in order to assure that the recommen-
dations can be readily acted upon. Each
evaluation is based on a review of documents
tracing the evolution of the country '~ ¢hild
survival program and visits to observe field
sites. interyiew host country and USAID field
officials a- well as to meet with service provid-
ers and beneficiaries at the periphery of the
health service delivery syvstem,

Finallyv. to complement project and pro-
gram evaluation effort. USAID is supporting
several studies to assess rigorously the impact
of the interyentions themselyves on the sur-
vival of children. While it is not necessary. let
alone ethical. to carry out the kind of experi-
mental study that would answer this question
in a seientifically voossailable wav, USATD s
taking full advantage of sites where the ques-
tion of impact can be examined. This for ex-
ample. in Matlab. Bangladesh. researchers
compared two site~ with different serviee ley-
els and found tha, measles vaceination. by

itself. reduced the risk of mortalits by 18 per-

cent. even after 2 months had passed <inee
the vaceination was gisven. Studies of oral
rehy dration therapy in Egy pt and the Philip-
pines.vaccination in Haiti and Indonesia.
and oral rehydration therapy use and sacei-
nation coverage in Zaire are also contributing
to a better understanding of the magnitude of
the impact of these interventions on their ulti-
mate goal: the health and survival of children.

Emerging Issues
New Indicators of Success

Clearls. standardized child <urvisal indica-

tors are a basic tool to monitor program prog-

ress. At the same time. indicators may not
reflect subtle changes as programs mature -
and suecess may necessitate a new set of
standards. For example. coverage rates .
extremely useful in the carly stages of a vace,-
nation program: but. as those rates rise and
disease controi and even eradication become
frasible. it becomes necessarsy to identify
smaller geographic areas where the disease

Indonesia’s community
health posts - called
posyandus - have helped
to greatly increase
immunization overage
and use of oral rehydration
therapy. Here, a mother
at a posyandu is
interviewed about her
child’s diarrhea to ensure
proper treatment.

('



Demographic and

health surveys help
countries track progress
and identify areas of
need. Here, a woman is
interviewed about her
repreductive history

and the health of her
children, as part of a
large-scale survey.

Right page: In Indonesia,
with its emphasis on
broad-based delivary of
key services, the most
significant early impact
of child survival activity
may be on equity. With
USAID assistance,
Indonesia has developed
specific strategies to
increase equity. An
example is area-specific
planning for immunization
designed to increase
coverage in provinces
and districts with lower
coverage. Coverage
targets, set down to the
health post level, have
stimulated aggressive
outreach and thus broader
use of services within
communities. As a resuit,
in just three years the
gap in measles
immunization coverage
has been reduced from
tenfold difference between
the provinces with the
highest and lowest
coverage to just over a
twofold difference.
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oceurs to target vaccination efforts to prevent
its spread. At this point in a program. manag-
ers need greater detail than coverage rates
and thus turn to incidence. or the number of
new disease cases within a given population.
The best example of this change is the poliz
eradication initiative in the Americas. where
generally high vaceination coverage rates have
triggered efforts to strengthen disease surveil-
lance and to track the presence of wild polio
virus in order to monitor progress toward
elimination of the disease.

Measuring the Quality and
Effectiveness of Services

Through the early years of the child survival
program. the emphasis in many countries has
rightly been on the expansion of services to
population groups previously untouched by
child survival technologies. As access to serv-
ices reaches substantial levels. however. there
is growing evidence that attention to qualita-
tive improvements in child survival services
may have the greatest impaet.

The PRICOR project has developed in-
expensive, practical techniques to enable pro-
gram managers to assess and improve the qual-
ity of service delivery. Using an approach
known as systems analysis. managers can break
up service delivery into its component parts —
such as taking the clinical history. conducting
the physical examination. administering
treatment. counselling aud record keeping --
and then study the components to identify
weaknesses. Using direct observation. review
of clinical records. key informant interviews.

Inatitute for Resource Development/Macro Systems

client interviews and. where needed, popula-
tion-based surveys to find problems. manag-
ers in countries from the Philippines to Costa
Riea are finding that they can also plan ap-
propriate remedial actions. Assessments of
quality suggest that a shift in emphasis in the
diarrheal disease control indicators may be
necessary. A currently used indicator. use of
oral rehvdration therapy. describes the pro-
portion of all diarrhea cases in the past two
weeks that were treated with oral rehydration
salts or a recognizcd home solution. Due in
part to the worl, of PRICOR. there is mount-
ing evidence t"1at while mothers and caretak-
ers are using oral rehydration therapy. they
may not a ways be administering it correctly.
A study n Zaire found that fewer than 30
percen. of mothers who knew of ORT could
also vecite the recipe correctly. A study con-
ducted by HEALTHCOM in a rural area of
northern Mexico found that over 95 percent
of mothers there were not feeding their chil-
dren enough ORS during bouts of diarrhea.
Such findings are prompting discussion as to
whether the ORT indicators need to be rede-
fined to capture whether the technology is
bemng used correetly.

New Tools and Methods

Informed decision-making for health pro-
grams in the developing world is often limited
by the lack of accurate information on the
population’s health status and changes in that
status. A critical element of the disease profile
that is extremely difficult to quantify is the
distribution of cause of death. Few deaths are



attended by a trained physician. and even
fewer are subjected to physical autopsy. Vital
statistics are often poor and reports from
health facilities may present a distorted pie-
ture. As a result, health program planners in
many developing countries have had to rely
on very poor information concerning the
causes of death.

Thus. there is increased interest in the use
of surveys which ask parents for the signs and
symptoms associated with the death of a child
to get a more complete and representative
understanding of the major causes of mortal-
ity. For example. such surveys of neonatal
tetanus mortality have documented a prob-
lem of serious proportions that had gone
largely unrecognized in many countries be-
cause these newborns were rarely seen in
health facilities. In the Philippines. Senegal
and Bangladesh. researchers have explored
the accuracy of this technique. known as ver-
bal autopsy. to determine the cause of death
of infants. Following these studies. Johns
Hopkins University hosted a workshop to re-
view experiences with verbal autopsies. The .
participants concluded that although it is dif-
ficult to gain an aceurate picture of cause of
death. it is possible to do so with skilled inter-
viewers. In the vears to come. as interview
techniques are validated through further
study. the ability to procure additional data
on causes of death should help direct child
survival resourees to those areas where they
are most needed.

Attributing Change

The evaluation of the impact of social pro-
grams is a challenging and difficult task. Eval-
uation efforts are particularly difficult given
the fact that social programs do not operate
in isolation: communities and cultures are
evolving continuously. independent of inter-
ventions by governments and outside groups.
Thus. attributing change to any single project
or program requires elaborate studies to
separate the effects of that project from the
changes occurring normally in the community.
In many cases. such an undertaking makes
little sense. given the expense relative to the
cost of the intervention.

In the context of child survival. attribut-
ing change to a single program is even more
difficult because. as in USAID’s evaluation of
the Indonesia child survival program. the col-
laboration of numerous bilateral and multi-
lateral donors and. more importantly. of host

Broadening Access to Immunization
Measles Coverage in Indonesian Provinces
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country governments creates uverlapping
and interactive results. Any attempt to sort
out the impact of one contributor mayv over-
look the benefits attributable to the synergism
of the combined efforts of many partners. 6Y




Children at Greatest Risk

!n countries around the world, disease and preventable death are often
clustered by income level, ethnic group, educational level and geo-
graphic location. At the household level, some families suffer more than
others, Finding the children of these families - the children at greatest
risk - is a task of increasing importance as child survival activities evolve.

Given shortages of personnel, supplies and money, how can projects
finu these children? PRISMA, a loca! private voluntary organization in
Peru, is carryirg out innovative research to answer that question.research
seeking to identify infants, children and mothers most likely to experi-
ence life-threatening iliness, disease or other health probiems.

In a study population of 57,000 residents of a slum area of Lima,
PRISMA sought to identify and validate factors that put children at risk
for malnutrition and death. This information would permit community
health workers to identify and tnen provide services to the high risk
families and children. The researchers, using advanced statistical tech-
niques, eventually identified seven indicators that predicted most accu-
rately which children were at greatest risk:

s low maternal height

= low birth weight

= any major problem during past pregnancy

» spacing less than 24 months

e three or more chiidren

s education level of mother and father

a any child under age two breastfed less than two months.

To test the model, 200 community health workers from three health
posts were trained to identify and target high risk families using the
seven indicators. When a high risk child or family was found, the health
workers counseled the family on child survival interventions. The health
worker's message might focus on, for example, the importance of contin-
ued breastfeeding and child spacing, the nutritional needs of mothers
and children, tracking a child’s growth rate and/or how to treat diarrhea
with oral rehydration therapy.

At this time, project scientists are comparing the results in communi-
ties where health workers used this risk approach to those where health
workers used cenventional and broader community strategies. In addi-
tion, a second study using the risk-specific approach is being conducted
in a rural mountainous area of Peru.

The pioneering work of this local PVO is already having wider impact.
The Ministry of Health in Peru is now using a risk targeting approach for
supplemental feeding programs throughout the country in order to reach
families with malnourished children or families with a previous child death.

Progress and Plateaus

for selected indicators for all countries

at very different points. To some degree. a
global program can compensate for this un-
eveni. ;s b_\‘ dir(’('ting greater resotrees to

the target. Resources alone will not ensure
change. however: sound program design.
good management and . olid infrastructure
70 are also necessary.

lobal targets that establish identical levels

ignore the fact that individual countries start

countries that have the farthest to go to reach

Common sense, as well as empirical obser-
vation. suggests that social change is rarely
linear: that ix. change often begins slowh.
zains momentum and then levels off. This is
particularly true when a number of difficult
conditions must be met before vapid change is
possible. This is elearly the case in health and
child survival programs. where the prerequi-
sites for suecess are often tied to a variety of
factors. such as the number and skills of
trained individuals working at the country
level: the level of development of the infrastruce-
ture. including outreach services: knowledge
about and demand for child survival serviees
in the population: the presence of private
voluntary organizations: and the strength of
logistical sy stems to transport. preserve and
distribute project supplies such as vaceines or
oral rehydration saliz. Hf the basie prevequi-
site= are lacking when a program begins. a
country must concentrate first on providing
them: only when they are in place can the ac-
tual delivars of services be stepped up. If.
however, some or all of the prvrv(plisitc-s are
in place at the outset. the country can move
much more quickly to intensified service pro-
vision and show progress tow ard targets.

W hen the child survival program was ini-
tiated. the 22 emphasis countries were in dif-
ferent stages of development. not only in terms
of econnmie stability and infrastructure. but
also in terms of the coverage and effectiveness
of their health service delivers syvstems. Indo-
nesia. for example. had established a network
of family planning services on which to build
and had initiated its immunization program
in 1977, starting with vaceination against tu-
bereulosis (BCG) and diphtheria. pertussis
and tetanus {DPT). By 1985. coverage rates
had already reached 68 percent for BCG and
16 percent for DPT. Thus. a foundation ex-
isted upon which to build and accelerate the
program — large numbers of health workers
had already been trained and many health
centers were already providing vaecinations
on a regular basis.

In contrast. Mali in 1985 had vet to for-
malize its national program on immunization.
No data existed to report coverage rates for
the various antigens supported through the
child survival initiative. One of Mali’s first
steps therefore was establishment of a com-
prehensive nationai immunization plan. Dur-
ing this design phase. very little actual vacci-
nation of the nation’s infants was possible.

As a consequence of their unevenness at



the outset of the program. the level and nature
of effort required to boost the vaecination
programs in Indonesia and Mali were quite
different. as was the immediate vesponse to
that effort. In 1988. Indonesia had attained
81 percent coverage with BCG and a remark-
able 71 percent coverage with DIPT3. In Mali.
on the other hand. where the program was
starting essentially from serateh. BCG caver-
age in 1987 (the most recent year for which
statisties are available) had reached 21 pereemt
and DPT3. six pereent - levels below those
achieved by Indonesia before the start of the
child survival program. Despite the disparity.
one can be as encouraged by moderate in-
creases in key indicators in countries starting
well below the “take-oft™” point as by the more
dramatic gains registered in other countries.

In general. the rate of change in the indi-
cators used to monitor progress at the coun-
try level, such as the vaceination coverage rate
or the ORT uze rate. tends to follow o similar.
predictable pattern. In the earhy ~tages of a
national program. when energy and resourees
are directed toward building the program’
foundations. indicators change Jlowly. Onee
the prerequisites for rapid expansion are in
place. the indicators begin to rise more rap-
idly. Eventuallv. in most countries. coverage
is extended to the population most veadily
reached and greater recources and intensified
efforts are required to reach those more inac-
vessible or less likely to adopt a new behavior.
At this point. the rise in the program indica-
tors slows,

In addition it must be recognized that
some countries are working against impos-
sible odds. Several are in the grips of major
<ocial upheaval. if not military conflict. Many
have experienced serious economice sethacks.
While much ean be done at the loeal level to
promote child survival in countries faced with
internal conflict and economie disintegration.
government leadership and funding is critical
to the success of a child survival program. and
in times of political instability and/or economie
hardship. child survival may simply not be
given sufficient priority.

Hidden Failures - and Successes
Child survival indicators are averaged at the
national level and thus may mask the fact
that illness and death due to preventable dis-
eases hit hardest among certain segments of
the population - the poor. the disenfranchised
and the geographically isolated. The failure

to reach these groups is. unfortunately . not
well reflected in the use of national-level prog-
ress indicators. s a result. changes in imma-
nization coverage. diarrheal disease control,
nutritional status or reduetions in high risk
birth= on the national lev el do not necessarily
produce the anticipated changes in ifant and
child mortality.

Moveaver. ithe abilits to measure changes
in mortality in a period shorter than iis e vears
i~ limited. Mortality estimates are generally
revised on the basis of national censuse< or
large-<cate national surves<, which are rarely
undertaken more often than onee every five
or 1 sears, Therefore, the evidenee of the
ultimate benefit from child survival programs
may not appear until several years after its
completion and evaluation.

Looking Ahead
Fur the reasons discussed above. some

countries will not reach the child survival
program’s ambitious targets in 1990, Many.
however. as evident in the country fact <heets
included in this report, will have attained or
be nearing those target-, For those that fall
~hort. aceeleration of current efforts or. at
the very least. maintenance of those efforts-.
will be required. For countries within reach
of the targets. a <hift in ~trategy mav be indi-
cated to sustain their efforts.

In addit: m. many countries will fare new
challenges that reflect changing patterns orf
morbidity and mortality. s the infectious
dixeases that cause high levels of mortality in
children are brought under control. both the
proportion and absolute number of deaths
due to chronie and degenerative diseases. such
as cancer and heart disease. increase, Mor-
tality moves from striking the very yvoung di~-
proportionately to striking primarily older
groups. Chronic and degenerative diseases,
rather than the infectious diseases. become
the principal causes of morbidity. Thi- <hift.
known as the epidemiological transition. pre-
cipitates a change in the demands on the health
care svstem.

Initially. this theory anticipated a steady
change from a state in which infectious dis-
eases dominate the disease profile of a coun-
try to one in which echronie and degenerative
disease account for the largest share of illness
and death. Evidence from Latin America sug-
gests. however. that such an orderly transi-
tion may not occur. Instead. in some coun-




Built on data drawn
from DHS Surveys in 23
countries, this chart gives
a composite view of
differences in DPT Il
vaccination coverage in
groups with distinci
characteristics. The
differences are depicted
as percentages above
or below the overall
median coverage rate of
78% among children
with vaccination cards.
Clearly, vaccination
coverage is higher in urban
populations, among
children whose mothers
have formal education,
and in households with
radios. Also, coverage
is higher among first,
second and third born
children, and among
children born more than
two years after their next
o!dest sibling. Such
information provides an
important profile

for program planners

to identify children

who remain beyond the
reach of child survival
interventions.

Who Gets Immunized? Factors Affecting DPT Ill Coverage
Above and Below the Overall Median Coverage Rate of 78%
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tries. part of the population may continue to
experience high morbidity and mortality from
infectious diseases in children. while chronic
and degenerative diseases predominate among
other groups. The two patterns. occurring
simultaneously. put a double burden on a
country’s health infrastructure and compete
for limited rescurces.

There is also evidence that the transition
does not go in only one direction. that is. from
a dominance of infectious diseases to a domi-
nance of chrenice diseases. Some diseases recur.
especially if measures to prevent them are re-
laxed. Recent measles outhreaks on U.S. col-
lege campuses illustrate the dangers of declin-
ing vaccination coverage. In the developing
world. the incidence of malaria — on the rise
in a number of countries where eradication
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was once considered possible and with its
control complicated by new strains of the dis-
ease parasite —is a sad and sobering reminder
that gains in any public health endeavor can
be transient.

In iLesotho. a country that has attained
80 percent coverage for measles vaccine. there
has been a shift in measles cases from very
voung children to those over five years of age
—nearly half of the current reported measles
cases are occurring in children aged five vears
and older. This shift has been attributed to
the high vaceination coverage. effectively di-
minishing the measles reservoir in young chil-
dren. But older children. not vaccinated as
infants. remained susceptible to measles. This
epidemiological shift has prompted a concom-
itant shift in vaccination strategy. whereby all



children entering school will now be vacci-
nated against measles.

Along with overall declining mnortality.
Egypt, among other countries, is also experi-
encing a shift in the distribution of the causes
of death. Diarrhea is no longer the leading
cause of infant and child death and with high
immunization coverage. deaths due to acute
respiratory infections, perinatal causes, and
accidents are becoming proportionately more
significant. demanding greater attention from
the health sector.

Thus. rather than signal the end of the
need for emphasis on child survival. the epi-
demiological transition may signal the need
for a different but equally pressing initiative:
to target resources more efficiently to high risk
populations, to sust=in progir-ams and to gather
data and refine strategies in iesponse to chang-
ing patterns of disease and death.

As the intense activity on behalf of the
world's children continues. USAID. along
with its many partners. can take pride in the
suceess achieved by the child survival pro-
gram to date while preparing itseif for a new
round of challenges.

The first challenge is posed by epidemiol-
ogical and demographic change. Programs in
countries reaching service delivery targets for
the primary interventions of child survival
will need to respond to challenges arising from
altered disease patterns and changing age dis-
tributions. Part of this response will need to
be directed towards conquering the diseases
still hampering the growth and development
of the world's children — malaria. acute respi-
ratory infection and chronic malnutrition.
The use of scarce resources will need to be
rationalized so that the gains from child sur-
vival are secure in the face of competing de-
mands for health and other rescurces arising
from the presence of a larger. older and more
urban population.

The second challenge is to reach children
who have not yet been reached - to continue
to strive to meet targets in countries where
progress has fallen short of initial hopes and
to reach those children not vet served in coun-
tries where initial goals have been realized.
Project and program evaluation should be ap-
plied to determine the best courses of action
for meeting unmet targets as scon as possible.
The PVO community. with its unique charac-
ter of commitment and enthusiasm. can help
hasten the outreach of government programs
while contributing to the quality of services

offered. Finally. new methods must be devel-
oped to reach children heretofore unreach-
able. to bring programs to them and to pro-
mote their participation.

The third challenge is to continue the
effort to refine strategies which enable the
gradual reduction of the role of foreign donor
assistance — hoth technical and financial - for
child survival. One key element of those strat-
egies. the mobilization of the private sector.
can and should play a much larger role in
many countries than it has to date. Innovative
methods of financing service delivery need to
be devised. And perhaps most important. the
commitment of developing countries as well
as the donor community must be maintained.

During this next vear. an even greater
effortis planned to assess the accomplish-
ments and to understand the constraints of
the child survival program. It is most impor-
tant that the success of the program not be
allowed to lead to its own downfall. It could
prove easy for some to argue that the task is
done — that the victory over child survival is
won. While the progress has indeed been great
~ greater than anvone dared to hope five vears
ago — the challenge remaining is still greater.
The time for meeting that challenge is now.
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Republic of
Kenya

How USAID Helps

Demographic
Indicators

Total Population:
24.097.060 (89)

Infant Mortality Rate:
74/1.000 (89)

Life Expectancy at Birth:
59 Years (89)

Children Under 1:
1.214.000 (89)

Annual Infant Deaths:
89.000 (89)

Total Fertility Rate:
6.7 Children (89)

Child Survival

Indicators
Immunization Coverage:
DPT3: 829% (89)
Polio3: 82 (89)
Measles:  72% (89)
BCG: 93% (89}

Tetanus2+: 72% (87)

Oral Rehydration Therapy:
ORS Access Rate: 74% (88)
ORT Use Rate: 639 (88)

Contraceptive
Prevalence: 18% (89)

Adequate Nutritional
Status: N/A

Appropriate Infant
Feeding: 589 (89)
Exclusively Breastfed: 24%
Introduction of Solids: 71%

Duration of Breastfeeding:
20 Months (89)

See Data Notes

USAID Child Survival

and Health Fact Sheet
USAID Health Information System
CIHL. March 1990

76

Kenya Highlights

s Kenya is characterized by a
young population because of high
fertility and declining mortality.
"Best estimates" from available
data indicate an infant mortality
rate (IMR) of 70 deaths per 1,000
live births and an under-five mor-
tality rate of 110 per 1.000 live
births. Until the 1989 census data
become avatlable in 1991, it will
not be possible to confirm the IMR
in Kenya. The 1989 Kenya Demo-
graphic and Health Survey data
showed evidence of a major de-
cline in fertility, from 7.7 in 1984
to 6.7 in 1989. Contraceptive
prevalence {modern methods only)
among currently married women
has increased to 18 percent from
the eight percent reported in 1984.

s Fifty-one percent of children
12-23 months of age are fully im-
munized. Moreover. oral rehydra-
tion salts (ORS) are available in all
government health centers and
hospitals and oral rehydration
therapy (ORT) is used to treat 63
percent of diarrhea episodes.

Bilateral Projects

8 Faunily Planning Services and
Support works with the Ministry
of Health (MOH) and Kenya's
National Council for Population
and Development and local non-
governmental organizations to im-
prove health and family planning
services nationwide. Health work-
ers. community leaders and moth-
ers receive training in maternal
and child health care. Local
organizations, including networks
of family planiting associations and
women's groups, provide family
planning services to over 97,000
family planning users. A compu-
terized Expanded Program on
Immunization (EPY) information
system was installed in the Minis-
try of Health’s EPI management
unit allowing better access to dis-
trict immunization data. Based on
project-sponsored operational re-
search, the MOH is replacing one-
liter packets of ORS with half-liter
packets.

» Community Based Child
Survival, administered through
Christian Organizations Research
Advisory Trust, assists Kenyan
churches to expand community-
based health and child survival
programs in the Dioceses of
Maseno South. Maseno West, Mt.
Kenya East and Eldoret and in the
Tenwek Hospital region. Volunteer
community health workers pro-
mote immunization, ORT, growth
monitoring and child spacing.

u Health Care Financing Sector
Grant is a new program to support
policy and structural changes in

the health sector to increase finan-
cial sustainability of health serv-
ices. Reallocation of financial re-
sources will favor preventive/pri-
mary health services, while cost
sharing and improved efficiency
will increase overall resources.

Regional Project

= HIV/AIDS Prevention in Africa
Project supports the National
AIDS Control Program in Kenya.
Currently, USAID is the sole sup-
plier of condoms for both AIDS
prevention and family planning.
The Agency supports World Vision
Relief and Development for com-
munity-level eduecation and coun-
seling. and through AIDSTECH,
efforts to improve blood screening
and education/condom promotion
for long-distance truck drivers.
AIDSTECH. using a combination
of central and bilateral support.
also is helping to establish a blood
doner bank and provides counsel-
ing to high risk groups in Mombasa.

USAID/Washington
Support

U.S. Private Voluntary
Organizations

e African Medical and Research
Foundation works in three areas —
the slums of urban Nairobi, the
rural Kajiado District with its no-
madic population and with the ru-
ral population of Kibwezi Division
in Mombasa District. Community-
based programs promote the full-
range of child survival activities.
Village-level volunteer workers
have been trained to work with
village health development com-
mittees in each village in the urban
program. According to a 1989 sur-
vey in Nairobi. 70 percent of chil-
dren under age five were fully im-
munized. compared with 34 per-
centin 1987.

a Minnesota International Health
Volunteers, working in the Dagor-
etti District of Nairobi Province,
trains health volunteers to help
deliver community-based services.
A health center being built to pro-
vide maternal and child health
services should be operational by
the end of 1990.

& World Vision Relief and Devel-
opment works among the Masaii
community in Kajiado District to
improve immunization coverage,
diarrhea prevention with improv-
ed water supply and ORT, nutri-
tion and malaria control. Twenty
outreach centers have helped raise
vaceination coverage rates to al-
most 80 percent. Follow-up of chil-
dren and mothers in the home by
traditional birth attendants and
community health workers has no-
tably increased mothers' effective

use of ORT.

Bureau for Science and
Technology Support

8 A Child Survival Fellow sup-
ports AMREF’s diarrheal disease
research and education efforts to
provide treatment for children
from urban slums.

a Applied Diarrheal Disease Re-
search project supports research

in the Department of Pediatrics at
the University of Nairobi on diar-
rheal disease case management.

s Improvement of Maternal/In-
fant Diet supports lactation man-
agement training programs for
health professionals through the
Wellstart/San Diego Lactation
Program.

n PRITECH (Technologies for
Primary Health Care) supports
the MOH’s national Control of Di-
arrheal Diseases (CDD) Program.
{n preparation for the change over
from one-liter to half-liter ORS
packets, the project supported ex-
change visits of Kenyan and Egyp-
tian health officials. Support alco
includes developing a communica-
tions strategy; assisting with op-
erational research: revising CDD
curriclum for health profession-
als: and working with the MOH 10

develop a two-year workplan.

7 REACH (Resources for Child
Health) assists the MOH with its
national (EPI). Support includes
monitoring and surveillance activi-
ties. condueting a neonatal tetanus
mortality survey and assisting in
the development of communica-
tions and social mobilization strat-

egies for EPL.

8 WHO Global Programme on
AIDS in AIDS control activities.

Short-term technical assistance
was reported by the following:

= AIDSTECH in AIDS education,

training and prevention.

® Demographic and Health Sur-
veys in the 1989 Kenya Demo-
graphic Survey.

s FHI (Family Health Interna-
tional) in research on prevention

of HIV infection.
a HBCU (Historically Black Col-

leges and Universities) in research
on schistosomiasis through a grant
to Drew Postgraduate Medical
School. :

u HealthTech (Technologies for
Child Health) in immunization
technologies.

a MEDEX Support (NurseCare)
in training nurses to provide child
survival services.

s REACH (Resources for Child
Health) in health care financing.

» VBC (Vector Biology and Con-
trol) in malaria control .



Malawi Highlights

a Despite some of the most severe
heaith problems in the world.
USAID working with UNICEF,
has helped to significantly increase
coverage for measles. polio. diph-
theria, pertussis and tetanus o
over 70 percent; protection from
tuberculosis is now at 80 pereent.
In cooperation with the Ministry
of Health (MOH) and through its
rural health centers. Save the
Children Federation has expanded
the number of rural outreach clin-
ics in the northern region of Mala-
wi from 19 to 36. In a three-year
time span. 100 percent vaceination
coverage rates have been reported
in the project area for children 12-
23 months old.

® A revolving drug fund for provi-
sion of chloroyquine and aspirin
has been introduced into northern
region villages with assistance from
Save the Children Federation. The
fund has been so suceessful that
the MOH is studving it as a j;0s-
sible model for the entire country.

Bilateral Projects

a Health Institutions Develop-
ment, with assistance from How-
ard University. is the largest re-
source for in-serviee training in
Malawi for family planning and
other aspects of primary health
care. including child survival ir-
terventions. Health service provid-
ers and trainers at all levels are im-
proving their skills through train-
ing curricula which include child
survival issues. During the past 2
172 years. nearly 1.000 service
providers have received training
in primary health care and family
planning services under the proj-
ect. Private sector health provid-
ers’ access to in-service training
has been expanded with approxi-
mately 20 percent of all trainees
under the project from the Private
Hospital Association of Malawi.
Under a new component of the
project, an AIDS control and pre-
vention curriculum is being devel-
oped to train health workers at all
levels of the health care system.

a Human Resources and Institu-
tional Development provides
technical assistance and training to
strengthen planning and manage-
ment within the health sector.

s Promoting Health Interven-
tions for Child Survival, is a new
project to assist the government
increase and expand its support
for maternal and child health serv-
ices, including the provision of po-
table water. and to increase the
availability and utilization of such
services in rural communities. An
estimated 1.5 million rural Malaw-
ians are expected to benefit from

integrated services of piped water.
sanitation and health serviees and
health education. Expanded teams
of MOH workers will assist village
health committees and health
workers to provide maternal and
child survival services. with special
focus on malaria. diarrheal disease
control. measles and other immu-
nizable diseases. child spacing.
and health and hygiene education.
particularly nutrition education.

Regional Projects

w Africa Child Survival Initiative -
Combatting Childhood Commu-
nicable Diseases (ACSI-CCCD).
support for the government’s hi-
lateral child survival programs.
through technical assistance from
the LS. Centers for Disease Con-
trol (CDC). ended in mid-1988.
However, a CDC-supported re-
search project on malaria in preg-
naney in Mangochi is continuing.
The study is providing important
epidemiological data on the effeet
of malaria during pregnancey. and
its impact on infants. including its
association with low birth weight
and mortality. Most of the data is
expected 1o be available in 1990.

m HIV/ALIDS Prevention in Africa
(HAPA). supports a research
program with Johns Hopkins Uni-
versity's Institute for International
Programs and Project Hope. a
LS. private voluntary organiza-
tion (PVO) providing education
and training.

USAiID/Washington
Support

U.S. Private voiuntary
Organizations

s Adventist Development and
Relief Agency supports vitamin

A capsule distribation to children
under age six and to pregnant wo-
men and lactating mothers as an
integral part of its Malamulo Hos-
pital Community Health outreach
program in the highland district of
Thyolo. The target population in-
cludes 41.000 children and 20.000
lactating mothers. Delivery of vita-
min A capsules and edueation
about growing and feeding vitamin
A-rich foods is provided in under-
five clinics by community health
volunteers. The volunteers also
administer vitamin A to children
and lactating women living in areas
where there are no clinics or where
mothers do not atiend the clinies
that distribute vitamin A. Helen
Keller International has provided
technical assistance for a series of
training seminars aimed at helping
health workers to recognize vita-
min A deficiency and how to deli-
ver vitamin A services.

a International Eye Foundation
tIEF) received a new grant in FY
1989 10 reduce infant and child
morbidity and mortality in the
Lower Shire Valley by lowering the
prevalenece of vitamin A deficiency
i the target population. IEF will
also continue to collaborate with
the MOH and otlier agencies work-
ing in the area to vromote mater-
nal and child heaith through basie
child survival interventions. Some
90.000 children under the age of
six are targeted for vitamin A sup-
plementation and 120.000 women
aged 15-35 are targeted for nutri-
tion eduecation. [EF plans to inves-
tigate the potential for fortifving
Likuni Phala. a weaning food eur-
rently distributed in health units
and under-five clinies.

m Save the Children Federation
operates in an area with about
38.000 people in northern Malawi.
Volunteer village health promoters
are trained to encourage local de-
velopment and community partici-
pation in health activities. Thev. in
turn. train families to use oral re-
hydration therapy (ORT). and en-
courage them to complete immuni-
zation schedules for women and
children and to take children to
regular growth monitoring ses-
sions. In addition. they encourage
expectant mothers to attend pre-
natal clinics and teach new moth-
ers about modern methods of child
spacing. Mothers are also trained
in appropriate infant and child
feeding practices, Health promot-
ers have been taught to diagnose
and treat presumptive malaria.
The health volunteers have helped
communities learn to produce and
prepare nuiritional fo.ds. Com-
munity vegetable gardens have
been started throughout the proj-
ect area and vitamin A capsules
have been introdueed. A revolving
drug fund for provision of chloro-
quine and aspirin has been int>:
duced in 140 communities.

Bureau for Science and
Technology Support

= WHO Global Programme on
AIDS provided technical assis-
tance in AIDS control activities,
Shori-term technical assistance
was reported by the following:

s AIDSTECH in AIDS education

and prevention.

m AIDSCOM in communication
and training health workers in tar-
geted behavior change to help pre-

vent AIDS.

a Milwaukee International Healih
Training Center in training for
mid-level and community health
workers.

s VBC (Vector Biclogy and Con-
trol) in review of the malaria con-
trol program.

Republic of
Malawi

How USAID Helps

Demographic
Indicators

Total Population:
8.151.000 (89)

Infant Mortality Rate:
147/1.000 (89)

Life Expectaney at Birth:
48 Years (89)

Children Under 1:
361.000 (89)

Annual Infant Deaths:
63.000 (89)

Total Fertility Rate:
7.0 Children (89)
Child Surviva!l
Indicators

Immunization Coverage:

DPT3: 29 (88)
Polio3: 2% (88)
Measles: 719 (88)
BCG: 809 (88)

Tetanus2+: 15% (87)

Oral Rehydration Therapy:
ORS Access Rate: 569 (88)
ORT Use Rate: 429 (87)
Contraceptive

Prevalence: 19 (84)
Adequate Nutritional
Status: 709 (81)
Appropriate Infant
Feeding: N/A

Exclusively Breastfed: N/A
Introduction of Solids: N/A

Duration of Breastfeeding:
N/A

See Data Notes

USAID Child Surviva!

and Health Fact Sheet

U SAID Health Information System
CIHL March 1990




Republic of
Mali

How USAIL Helps

Demographic
indicators

Total Population:
9.088.000 (89)

Infant Mortality Rate:
108/1.000 (87)

Life Expectancy at Birth:
45 Years (89)
Children Under 1:
400.000 (89)

Annual Infant Deaths:
75.000(89)

Total Fertility Rate:
5.6 Children (87)

Child Survival
Indicators
Immunization Coverage:
DPT3: 69 (87)
Polio3: 6% (87)
Measles: 89 (87}
BCG: 229 (87)

Tetanus2+: 8% (87)

Oral Rehydration Therapy:
ORS Access Rate: 57% (88)
ORT Use Rate: 419 (89)
Contraceptive

Prevalence: 19 (87)

Adequate Nutritional
Status: 60 (87)

Appropriate Infant
Feeding: 429 (87)
Exclusively Breastfed: 8%
Introduction of Solids: 51%

Duration of Breastfeeding:
19.2 Months (87)

See Data Notes

USAID Child Survival

and Haalth Fact Sheet
USAID Health Information System
CIHI. March 1990

Mali Highlights

a While national statisties still lag.
important progress is being made
in local areas. such as by the
CARE-assisted program in the
Macina Region. where nearly 39
pereent of children under two
vears of age were completely vaeci-
nated in 1989. Save the Children
Federation. working in four
regions. rej avted that -+ pereent
of children 2-6 vears of age were
completely vaceinated in the first
vear of the project. A Foster Par-
ents Plan project working in a ru-
ral area with over 20000 children.
veported that 95 percent had been
reavhied by the Expanded Pro-
gram on lmmunization (EP@).

a A recent survey of 398 mothers
in four administrative distri.s
conducted on belalf of the Pro-
gramme National De Lutte Contre
' Maladies Diarrheiques. which
began in 1985, revealed the use of
oral rehvdration therapy (ORT)
inereased from three percent to
4 percend among those surveyed.,

B Nigaificant changes have oe-
curred in the national immuniza-
tion poliey: Tetanus toxoid is now
available to all women of child-
bearing age rather than only to
pregnant women. and. beginning
in January 1990, vellow fever vac-
citie will become part of the nation-
al EPI and will be offered to chil-

dren under age two.

Bilateral Projects

s Integrated Family Health Serv-
ices assists the governmeat’s ma-
ternal and child health and family
planning programs in 15 health
centers in the capital ity of Bama-
ko and the outlying Koulikoro ie-
gion with trairing. pharmaceuti-
cals and medical equipment. The
heaith centers provide outreach
for Mali’s Expanded Program on
Immunization and Diarrheal Dis-
ease Control Program. The proj-
ect provides on-site training in
various child survival interven-
tions for all levels of personnel.

» Dioro Child Survival is admini-
stered by the Government of Mali
through Africare.a U.S. private
voluntary organization (PVO).
The project is loeated in Dioro in
the Segou Region and serves 31 vil-
lages. During this first vear of op-
eration. the project conducted a
coraprehensive survey of child
health status and provided nutri-
tion and health eduestion training
programs for nurses. community
health workers and mothers.

Regional Projects

s A Grant to the United Nations
D-selopment Program imple-
ments health worker training andg
provides equipment and support
in the Mopti Region aimed at inn-
proving growth monitoring activi-
ties in health centers.

» Oral Rehydration Therapy i a
multi-dono project with full-time
U8, technical assistanee in
program management provided

theough PRITECH.

U~AID/Washington
Support

U.S. Private Voluntary
Organizations

3 CARE supports the Macina
Child Health Project in the Ma-
cina Region of central Mali. which

includes 32,000 ~hildren under age

six. The project supports five fixed
immunization centers and two mo-
bile teams to assist the govern-
ment's EPL A project-sponsored
vaceination coverage survey con-
ducted in June 1989 revealed that
39 percent of children 12-23
months of age in the project area
were completely vaccinated. and
that 19 percent of women giving
birth in the last year were com-
pletely vaceinated against tetanus.
A survey of women's knowledge
and ase of oral rehvdration salts
{ORS) found that nearly 70 per-
cent of women who reported an
episode of drarrhea in & chald used
ORS to prevent dehyvdration.
Another project survey of 65
villages over a 12 month period
found that 63 percent of house-
holds were using ORT. Village wo-
men leaders have taken the lead in
educating their communities about
the importance of immunizations

and ORT.

a Foster Parents Plan provides
immunization and ORT services to
Banamba. a rural arez of 205 vil-
lages with over 24,004 children
under age five. Prior to 1988, few-
er than five percent of the children
under age two were fully vacemat-
ed. An Aprid 1989 survey indicated
that 95 percent o all children in
the region have been reached by
the EPI program: 25 percent of
the children aged i2-23 months
and 31 pereent aged 2471 months
have been completely and cor-
rectly vaceinated. Preliminary
analyses show that 16 percent of
pregnant women received one dose
of tetanus toxoid. and 29 pereent
received two doses hefore the birth
of theis child.

u Save tize Children Federation
works in foar regions of Kolondi-
eba with 32.500 children ages 0 10
72 months. During the first year

of the project. all families living in
three distriets and the town of
Kolondicbha were enrolled in the
project. By the end of July 1989,
through fixed centers and mobile
teams. a total of 11,172 children
0-6 years — or almost b percent
of children in this age group - were
reported to be completely vacein-
ated against the six vaceine-pre-
ventable diseases. Mothers are
trained in correct use of commer-
cially packaged or home-hased
oral rehyvdration solutions 1o pre-
vent dehydration from diarrhea.
Village-level maternity elinies are
providing prenatal careand
traditional birth attendants are
receiving training in appropriate
prenatal and intrapartum care.
Health eduecanon and training
<essions in the villages foeus on
the importance of proper feeding.
using clean water and preventive
measures against malaria,

s World Vision Relief and Devel-
opment. supports the expansion
of the Ministry of Health’s Mater-
nai and Chila Health (MCH) ae-
tivities in the six districts of the
Koutiala Region. Maternal and
child health activities. ineluding
demenstrations on correet prepa-
ration of ORS and of enriched
weaning foods. monthly wei, hing
of chiliren 0-2 vears old and ¢hlo-
roquine distribution to under-
threes registered in clinies, were
added in 11 health facilities. Mem-
bers of iocal health commitees are
trained a~ nutrition and health
educators and organize and teach
mothers about good nutrition
practices, More than 90 percent of
the Ministey of Health’s MCH staff
in the area and 95 pereent of the
zone-les el health workers com-
pleted a six-day training program
for maternal and child health
activities. which included the
proper use of ORS for treating
diarrheal disease.

Bureau for Science and
Yechnology Support

s WHO Clobal Programme on
AIDS provided technical assis-
tance in AIDS control activities.

sShort-term technical assistance
was reported by the following:

s AIDSTECH in AIDS education
and prevention ie the Bamako
Distriet.

# Health Resources Support in
malaria. acute respiratory infec-
tion and AIDS.

a REACH (Resources for Child
Health) in program planning.
training and evaluatton of immuni-
zation activities of two USAID-
funded PVO projects.



Niger Highlights

a Because of concern over the dis-
tribution of oral rehydration salts
packets throughout the health sys-
tem, a PRITECH-assisted study
evalvated the production. distri-
bution and pricing structure of
OR® packets. One of the results
frem the study led the Minstry of
Publie Health (MOPH) to institute
a 20 percent decrease in the price
of packets to consumers.

a The Government of Niger has
made imporiant policy changes in
its national immunization program
strategy. Most significant is a
change from one based primarily
on mobile teams to one that is in-
creasingly reliant on fixed facili-
ties. Previously. only 10 percent

of immunizations were delivered at
fixed centers: by 1990. 85 percent
will be administered there. An-
other major policy shift is targeting
children under age tv-o. instead of
all children under age five. Addi-
tionally. all women of childbearing
age will now be targeted for tetanus
toxoid. not just | regnant v.omen.

Bilateral Projects

s Health Sector Support, in co-
operation with the Ministry of
Public Health and Social Affairs.
provides technieal assistance and
training in the national child sur-
vival program. The project h-lps
to train health workers in using
and promoting oral rehydration
therapy (ORT). and to conduet
operational research studies to im-
prove practices in ORT. immuni-
zation. nutrition education. child
spacing and malaria control. A
PRICOR-assisted study of the
national village health worker
program. one of the first of its kind
in the world. identified problem
areas in service delivery and is
helpirg the MOPH to formulate a
plan to address these problems. A
comprehensive health information
system has focused attention on
improved management. planning
and evaluation through better use
of the information being collected.
In 1989. a series of studies on cost
recovery. cost containment and re-
source allocation were undertaken
directed toward national health
policy reform. One result has been
reforms in cost savings aimed at
helping Niger build finaneial and
institutional sustainability in its
health care prog-ams.

@ Family Health and Demogra-
phy supports the Government of
Niger’s efforts to improve mater-
nal and child health to help ensure

sustainable development of the
country. In 1989, progress was
made in making family health ser-
vieces available nationwide through
111 elinies in all 39 distriets.
Training of health managers and
service providers. curriculum de-
velopment for training programs
and communications aetivities are
the major elements of this pro-
gram. Long-term technical advi-
sors will assist the Directorate of
Family Planning in strengthening
management. training and com-
munications to help inerease ac-
cess 1o services throughout Niger.

# Africare Child Support,
through a USAID operational
program grant to Africare. pro-
vides ORT. nutrition counseling
and growth monitoring activities to
strengthen child survival programs
in two culturally very diverse loca-
tions. Dosso and Diffa Districts.
Research conducted during the
project is expected to offer inter-
esting comparisons to data col-
lected from other child survival
programs in the country.

USAID/Washington
Support

U.S. Private Voluntary
Organizations

a CARE, together with USAID.
funds a project designed to rein-
foree selective he alth services of
the MOPH in two distriets of the
Zinder Department. especially
growth monitoring and control

of diarrheal diseases. A series of
training sessions have been held
throughout the project area for
health center versonnel. Revised
MOPH procedures and health
charts for identifying. recording
and following up malnourished
children were introduced at these
sessions. Training has also in-
cluded instruetion on diarrheal
disease control. using a training
manual adapted for Niger by
PRITECH in cooperation with the
MOPH. The National Program for
Eve Health Care and Helen Keller
Internauonal collaborated to pres-
ent a session on prevention. diag-
nosis and treatment of vitamin A
deficiency. A baseline survey has
enabled the project to direct its in-
terventions where services are
maost needed.

a Helen Keller International sup-
ports operations research to deter-
mine how best to promote distribu-
tion of vitamin A capsules, A data
collection system has been imple-
mented and the first analysis of
findings was distributed to health
units. A national workshop was
held :n Niamey in June 1989 for
policymakers and health profes-

sionals to increase their awareness
about the prot . m of vitamin A de-
ficieney in Nig r. A series of activi-
ties were designed to educate and
enlighten health workers as well

as elementary school-age children
about vitamin A deficieney.

Bureau for Science and
Technology Support

@ PRITECH (Technologies for
Primary Health Care) assists the
government’s national diarrheal
disease control program by pro-
viding manawerial support £ pro-
gram implementation th. sugh a
full-time resident ad sor and
short-term tech::isal assistance.
PRITECH als., assists with the
training and supervision of health
professionals. PRITECH s Con-
tinuing Education Modules were
used in a 10-day training course
for regional coordinators and new
members of the national diarcheal
disease control committee.

® PEACE CORPS volunteers.
working within the framework of
a national nutrition program. are
serving in regional nutrition and
recuperation centers to teach
sound nutritional practices to
mothers and families. and te care
for malnourished children. They
help weigh babies. make home vis-
its and eonduct pubiic seminars on
better nutritional and health prae-
tices and sanitation. volunteers
also train and advise village health
teams on how to organize and con-
duet nutridon education activities.

u PRICOR (Primary Health Care
Operations Research) assisted the
Ministries of Public Health. Social
Welfare and Women's Affairs to
conduct a comprehensive analysis
of the national vil- ge health work-
er program. Based on the concept
of community self-help. the pro-
gram has trained. supplied and
supervised approximately 10.000
village health workers in virtually
all parts of the country. The prob-
lems identified in the study will be
addressed in ongoing operations
research studies.

o WHO Global Programme on
AIDS provided technical assis-
tance in AIDS control activities.

Republic of
Niger
How USAID Helps

Demographic
Indicators

Total Population:
6.894.000 (89)

Infant Mortality Rate:
132/1.000 (89)

Life Expectaney at Birth:
45 Years {89)

Children Under 1:
317.000(89)

Annual Infant Deathis:
16.0{4) (89)

Total Fertility Eaie:
7.1 Children (89)

Child Survival

indicators
Immunization Coverage:
DPT3: 169 (88)
Polio3: 169 (88)
Measles: 249 (88)
BCG: 399 188)

Tetanus2+: 8 (88)

Oral Rehydration Therapy:
ORS Access Rate: 149 (88)
ORT Use Rate:  38% (88)

Contraceptive
Prevalence: 19 (87)
Adequate Nutritional
Status: 88% (89)

Appropriate Infant
Feeding: N/A

Exclusively Breastfed: N/A
Introduction of Solids: N/A

Duration of Breastfeeding:
N/A

See Patla Notes

USAID Child Survival

and Health Fact Shest

U SAID Health Information Syvstem
CIHI. March 19%0 ’
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Federal
Republic of
Nigeria
How USAID Helps

Demographic
Indicators

Total Population:
109.175.000 (89)

Infam Mortality Rate:
102/1.000 (87)

Life Expectaney at Birth:
51 Years (89)

Children Under 1:
5.014.000 (89)

Annual Infant Deaths:
353.000(89)

Total Fertility Rate:
6.9 Children (89)

Child Survival

Indicators
Immunization Coverage:
DPT3: 429 (88)
Polio3: 129 (88)
Measles: 429 (88)
BCG: 53% (88)

Tetanus2+: 169 (88)

Oral Rehydration Therapy:
ORS Access Rate: 50% (88)
ORT Use Rate:  35% (88)
Contraceptive

Prevalence: 19 (82)

Adequate Nutritional
Status: N/A

Appropriate Infant
Feeding: N/A

Exclusively Breastfed: N/A
Introduction of Solids: N/A

Duration of Breastfeeding:
N/A

See Data Notes

USAID Child Survival

and Health Fact Sheet
USAID Health Information Svstem
CIHL Mar. h 1990
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Nigeria Highlights

& As a mark of the progress in
Nigeria’s efforts to decentralize
health care, the Expanded Pro-
gram on Immunization (EP1I) has
now heen established in all 304 lo-
~al government areas. More than
2.5 million children and pregnant
women were immunized in 198,

8 To encourage major reforms in
primary health rare policies.
USAID has provided Nigeria with
236 million in one of the first non-
project assistance programs in the
health sector in Africa. Nutritional
status will be monitored to protect
the most vulnerable populations.
including mothers and children.
during the period of health seetor
policy adjustments and reforms.

Regional Project

s Africa Child Survival Initiative -
Combatting Childhood Commun-
icable Diseases (ACSI-CCCD). a
joint multi-donor project of the
Nigerian Federal Ministry of
Health. the U.S. Centers for Dis-
ease Control. UNICEF and WHO.
began in February 1987, to expand
the nation’s primary health care
services, especially immunizations
for infants. prevention and control
of diarrheal diseases and malaria
control. With additional support
from Rotary International. the
projeet has helped in aceelerated
immunization campaigns. [t also
provides technical assistance in man-
agement information systems. op-
erations research. communications
and health education and pharma-
ceutical supply and distribution.

USAID/Washington

Support

U.S. Private Voluntary
Organizations

a Adventist Development Relief
Agency (ADRA) works in six states
using the existing Adventist health
facilities as bases for outreach
child survival activities. including
immunizations, oral rehydration
therapy (ORT). nutrition and
breastfeeding. family planning.
water. hygiene and sanitation. ma-
1aria control, vitamin A deficiency
referral and supplementation and
health education. In 1989. a vacei-
nation coverage survey conducted
in four local government areas in
four states showed overall cover-
age of fully immunized children to
be 29 percent, well below the
national 1988 EPI target of 60 per-
cent coverage. Findings from the
survey are being shared with com-
raunity health workers. local gov-
ernment authorities and the
ADRA teams to find ways to im-
prave service for better coverage.

» Africare supports the Imo State
Ministry of Health's child survival
program in two areas. Isiala dgwa
and Aniazu-Mbaise. In these com-
munities. 116 local women. trained
as village health workers. serve as
health promoters in their commu-
nities and have counseled more
than 6.000 ny sthers during home
visits. The village health workers
organize community meetings to
exchange information and mobi-
lize local women to address health.
food production and income gen-
eration needs.

= Rotary lnternational’s Polio-
Plus program mobilizes the private
sector in support of the national
immunization program in Nigeria.
Project activities are directed by
Rotary Nigeria towards the estab-
lishment of volunteer corps at the
rassroots level. Rotary organiza-
tions have trained over 1.000 vol-
unteers to work in their local com-
munities and provide such services
as helping to track babies to make
sure they complete their vaceina-
tion series and providing public
information and logistical support
during vaceination campaigns.
Nigeria's 256 Rotary elubs are
expanding the PolioPlus immuni-
zation campaign to all of the coun-
try’s local government areas.
Rotarians are activelv involved in
the planning. management and im-
plementation of state and national
immunization days.

a World Vision Relief and Devel-
opment, with its joriner ageniy.
the Baptist Mediecal Center. works
in Oghomoso South in Oyo State.
a remote area with 65.000 inhabi-
tants and minimum basic health
forilivies. A Laseline survey
conducted in the projeet area doe-
umented the «tent of the health
problems affecting children and
mothers. Interventions consist of
immunizauons for women and
children. use of ORT. growth mon-
itoring and nutritional counseling.
encouragement of bivth -pacing
and malaria prevention. A com-
plete census of families in the proj-
ect area will serve as the corner-
stone of a health information re-
ferral system.

Bureau for Science and
Technology Support

s Apolied Diarrheal Disease Re-
search Project supports research
to understand the factors that put
children at risk of falling sick with
diarrheal disease. Studies are un-
derway at the University of llorin’s
Faculty of Health Sciences and at
the College of Medicine of the Uni-
versity of Lagos.

2 HEALTHCOM (Communicztion
for Child Survival) works with the
Health Education Division of the
Federal Ministry of Health to sup-
port the communications compo-

nent of the ACSE-CCCD program,
The project trains health staff and
media personnel at the federal.
zonal and state levels in communi-
cation planning and message de-
velopment. Based on studies con-
ducted in Niger State. project staff
helped develop teaching aids to as-
sist in educating parents about
immunization. ORT and dietary
management of diarrhea. Radio
and television producers. along
with health personnel in five
states. have been trained on how to
conduet focus group discussions,
in-depth interviews and simple
surveys to improve message devel-
opment. Radio program managers
in six states are committed to es-
tablishing child survival units at
their respective stations to promote
the health of children in their states.

a Improvement of Maternal/ln-
fant Diet through it sub-project.
Dietary Management of Diarrhea.
supports research in Kwara State
on appropriate child feeding with
locally produced foods during di-
arrhea. The Universities of Lagos
and Ilorin are participating in this
effort. Study topies include: local
concepts of appropriate child feed-
ing during diarrhea: effects of di-
arrhea on dietary intake: and ef-
ficacy of local diets for nutritional
therapy for diarrhea. The projeet
also supports lactation manage-
ment programs for health profes-
sionals through the Wellstart/San
Diego program.

n A Child Survival Fellow, work-
ing with the Dietary Management
of Diarrhea project. coneluded re-
search in rural Laudaba Village in
Kwara State to study infant feed-
ing praetices and treatments for
diarrhea. The results are being
used to help implementing agencies
design appropriate dietary inter-
ventions for treatment of diarrhea.

8 HBCU Research Grants Pro-
gram, (Historically Black Colleges
and Universities) supports re-
search, through Howard Univer-
sity. on nutrition and disease con-
trol problems endemie in the Ako-
ko and Ilesa regions of Western
Nigeria.

Short-term technical assistance

was reported by the following:

8 AIDSTECH in AIDS education
and prevention.

s PRITECH (Technologies for
Primary Health Care) in desigm of
in diarrheal disease control © ain-
ing activities.

s REACH (Resources for Child
Health) in Rotary’s PolioPlus
workshop and in the international
review of Nigeria's EPL

s WASH (Water and Sanitation
for Heaith) in hygiene education.



Senegal Highlights

» Management of primary health
care programs has been success-
fully decentralized to regional and
distriet levels in the Kaolack and
Fatick Regions. As a result. efforts
are underway to assist the Ministry
of Public Health (MOPH) to un-
dertake similar changes in four
other regions as a way of extending
child survival interventions in
inmunization, diarrheal disease
control, malaria control and
nutrition.

Bilateral Projects

s Rural Health Delivery Services
11, a project adminmstered by the
MOPH. supports preventive
health and child survival services
in tiie Kaolack and Fatick Re-
gions. About half of the villagers in
the regions have aceess to primary
health care through a system of
625 community-based health huts.
The system’s approximately 3.500
community health workers have
been trained to provide rudimen-
tary health services. health educa-
tion and community mobilization.
as well as prevention of diarrhea.
malaria and malnutrition. The
project has also established a dis-
tribution system for essential med-
icines extending from the regional
pharmacy to the nealth hut. A re-
glonal training center established
in Kaolack provides initial training
and continuing education for the
community health workers. An-
other 150 health professionals
(physicians. nurses. midwives and
administrative personnel) have
benefited from the project through
specialized training: eight have
obtained a master's degree in pub-
lic heaith and three others are
pursing doctoral studies in publie
health. The projeet has been ex-

tended to support further decen-
tealization within the MOPH. and
10 provide public health training
for Senegalese health workers as
well as child survival activities in
immunization. diarrheal disease
control. malaria control and nutri-
tion in four regions of Senegal.

= Family Health and Population
is a nationwide program offering
maternal and child health and
child survival services through
public and private institutions.
The project has used regional
training teams to provide clinical
instruction and information.
education and communications
training to improve and promote
services both in new and existing
health facilities. Under the proj-
ect. over 180 physicians and
nurses have heen trained. a na-
tional family planning curriculum
has been developed and over 60
public sector and 17 private sector
family planning clinics are provid-
ing services to more than 20.000
couples. Television. radio and
mass media coverage plays an im-
portant role in promoting family
planning and health messages.

Regional Project

s HIV/AIDS Prevention in Africa
supports the MOPH's national
program on A1DS testing.

USAID/Washington
Support

U.S. Private Voluntary
Organizations

a World Vision Relief and Devel-
opment works with the Ministry of
Health. UNICEF. and other or-
ganizations to strengthen the gov-
ernment’s child survival program
in the Louga Region. The project
achieved high rates of vacceination
coverage a_ainst the six vaecine-
preventable childhood diseases by

working with the Ministry of Pub-
lie Health’s National Vaccination
Campaigns. Assisting in the con-
struction of -1 health huts. project
staff stimulated community par-
ticipation and provided villagers
with improved aceess (o basic
health serviees. Motiers were
trained inimproved nutrition
practices and preparation of
weaning foods suitable for their
infants. Oral rehydration therapy
(ORT) training has been incorpo-
rated into nutrition training ses-
sions so that more mothers can
learn to use ORT.

Bureau for Science and
Technology Support

a PRICOR (Primary Health Care
Operations Research) is working
with the MOPH to study the cost-
effectiveness of the sapervision
system for commumity health pro-
grams. The study is being conduet-
ed in five regions. including the
two supported by the Rural Health
Delivery Services H project.

# TAACS (Technical Advisors in
AIDS and Child Survival) sup-
ports a public health advisor who
assists in planning. managing and
implementing child survival
activities,

a WHO Global Programme on
AIDS provided technieal assis-
tance in AIDS control activities.
Short-term technical assistance
was reported by the following:

a8 AIDSTECH in AIDS education
and prevention.

a PRITECH (Technologies for
Primary Health Care) in promot-
ing ORT services nationwide.

a WHO Global Programme on
A1DS in AIDS control activities.

Republic of
Senegal

How USAID Helps

Demographic
Indicators

Total Population:
T171.000(89)

Infant Mortality Rate:
125/1.000 (89)

Life Expectaney at Birth:
16 Years (89)

Children Under 1:
297.000 (89)

Annual Infant Deaths:
11.000 (89)

Total Fertility Rate:
6.3 Children (89)

Child Survival
Indicators

Immunization Coverage:

DPT3: 557 (88)
Polio3: 330 (88)
Measles: 609 (88)

BCG: 889 (88)
Tetanus2+: 269 (88)

Oral Rehydration Therapy:
ORS Access Rate: 219 (88)
ORT Use Rate: 219 (88)
Contraceptive

Prevalence: 29 (86)
Adequate Nutritional
Status: 72% (86)
Appropriate Infant
Feeding: 199 (86)
Exclusively Breastfed: 5%
Intro luction of Solids: 72%
Duration of Breastfeeding:
19.6 Months (86)

See Data Notes
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Democratic
Republic of
the Sudan

How USAID Helps

Demographic
Indicators

Total Population:
24.181.000 (89)

Infant Mortality Rate:
105/1.000 (89)

Life Expectaney at Birth:
30 Years (89)

Childrea Under 1:
1.002.000 (8Y)

Annual Infant Deaths:
1 14.000 (89

Total Fertility Rate:
6.1 Childres; (89)

Child Survival

Indicators
Immunization Coverage:
DPT3: 11% (88)
Polio3: 119 (88)
Measles: 339 (88)
BCG: >17% (88)

Tetanus2+: 199 (88)

Oral Rehydration Therapy:
ORS Access Rate: 18% (87)
ORT Use Rate:  25% (87)
Contraceptive

Prevalence: 4% (79)
Adeqguate Nutritional
Status: N/A

Appropriate Infant
Feeding: N/A

Exclusively Breastfed: ™M/A
Introduction of Solids: N/A

Duration of Breastfeeding:

N/A

Sev Data Notes

USAID Child Survival

and Health Fact Sheet
USAID Health Information System
CIHI. March 1990
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Sudan Highlights

n Despite growing internal con-
flicts in Sudan. the National Con-
trol of Diarrheal Disecases (CDI))
program has achieved remarkable
progress since its creation in Sep-
tember 1985. As a result of the
Ministry of Health's (MOH) decen-
tralization policy, effective CDI)
programs huve been established in
most regions of Sudan. Major su--
cess has been achieved. especially
in the wide availability of oral
rehydration salts (ORS) and the
management training of senior
staff and over 7.300 paramedical.
nurse and community leaders i
diarrhea case management.

& The Expanded Program on Im-
munization (EPL) has suecessfully
established a vaceine delivery and
cold chaia system that inereased
coverage from an estimated three
percent in 1976 to almost half of
the target population in 1988.

Bilateral Projects

@ Child Survival is implemented
through a grant 10 UNICEF sup-
porting Sudan’s national EPland
CDD programs. In 1989, over five
million ORS packets werr distrib-
uted through health facihde:- and
local organizations. The project
provides technical support and
vaceins. to the nationa! EPI pro-
gram to imbrove innnunization
coverage. (- “"Sudan Highlights"
above.)

s Rural Health Support has two
major components that focus on
delivery of health services in
northern and southern Sudan.
The project’s northern compo-
nent. operating in the Northern
Kordofan Region and the Darfur
Region. «ith a population of over
seven million people. provides
technical assistance to strengthen
planning. budgeting. management-
supervision and evaluation of pri-
mary health care activities. These
activities include maternal and
child health. irununization. oral
rehydration therapy (ORT). nutri-
tion and family planning. A new
technical assistance contractor was
selected to holp strengthen the
management and logistics of serv-
ice delivery in the region. The
southern component is located in
Juba and nearby at the site of a
large refugee camp. A grant to the
African Medical and Research
Foundation supports technical
advisors to assist with the critical

health needs of the people there,
In preparation for assignment to a
new Nutrition Rehabilitation Cen-
ter in Juba. four nurses received
two months of training in Uganda.

Regional Project

8 Africa Child Survival Initiative -
Combatting Childhood Commu-
nicable Diseases (ACS[-CCCD)
supports a public health advisor o
assist in planning. managing and
implementing child survival activi-
ties with the MOH.

USAID/Washington
Support

U.S. Private Voluntary
Organizations

a Adventist Development Relief
Agency works in the southern dis-
trict of the Northern Provinee of
Sudan. where the target pnpulu~
tion is concentrated along an ara-
ble strip of the Nile River. The
child survival program targets ru-
ral agricultural communities and
displaced nomads by providing
~upport to local MOH personnel
for EPI activities. health educa-
tion. nutrition/growth monitoring
and control of diarrheal diseases.
Community health committees and
volunteer health workers are heing
trained to fellow up health edueca-
tion child survival promotion in
the communities.

8 CARE’s North Kordofan Prov-
ince Child Health project focuses
on establishing sustainable immu-
nization services and community -
based education for control of di-
arrheal disease in two rural areas.
Bara and En Nahud. In the first
two years. the project has achieved
58 percent complete immunization
coverage in areas that had never
before been reached by immuniza-
tion services. CARE trains health
workers to promote ('ummunil)'
participaticn for control of diar-
rheal diseases using focus group
discussion. role plays and demon-
strations with womens” groups in
the villages. The strategy and man-
ual used for the community-based
training program is being incorpo-
rated into the national CDD pro-
gram. The projert area has been
extended under a new grant and
activities will be ventered in three
different ar~as sround a rural hos-
pital. which is Lutended to provide
management an< supervisory sup-
port to surrounding healih facili-
ties. Al levels of rural health
workers. including village volun-
teers, will be trained using the
same methodology used in the ear-
lier projeet to support EPL nutri-
tion and maternal health.

s Helen Keller International
(HKD distributes vitamin A cap-
sules in refugee camps in North
Darfur in the Eastern Region to
help prevent blindness due to mal-
nutrition. HKI has prepared
training manuals for primary
health care workers and nutrition
education materials for mothers
and community groups and con-
ducted workshops in assessment
and inters ention techniques for
vitamin A deficiencies.

a Save the Children Federation,
working in two areas. Showak and
Um Ruwaba. in the North Gedaref
Distriet, focuses on EPL ORT.
growth monitoring/growth promo-
tion. malaria control. and training
of traditional birth attendants.
After organizing and training a
health committee in each village.
village dwellers are enrolled in the
projeet in order to reach every
family with services and to monitor
progress. Distribution of vitamin A
capsules to children and postpar-
tum mothers has been added to the
services provided in Um Ruwaba.
The project has successfully estab-
lished a community-based cold
chain a system of procedures.,
equiprment and transportation
designed to keep vaceines refriger-
ated and fresh) organization to
serve 146 remote. hard-to-reach
unmunization sites. Immunization
coverage of children and women
are among the highest in the coun-
try. Chloroquine revolving funds
for malaria control are being
organized as a model of cest recov-
ery for health services at the «il-
lage level. A new grant will permit
expansion of child surviva! activi-
ties to 37 additional villages in ad-
dition to the introduetion of vita-
min A and tetracyeline eye oint-
ment components.

Bureau for Science and
Technolegy Support

Short-term technical assistance
was reported by the following:

a Nutrition Education and Social
Marketing in market research for

new commercial weaning foods.

a PRITECH (Technologies for
Primary Health Care) in support
of the National Control of Diar-
rheal Disease Program.

8 REACH (Resources for Child
Health) in conducting an immuni-
zavon cost effectiveness study.

8 WASH (Water and Sanitation
for Health) in water and sanitation
systems,



Zaire Highlights

u Despite severe hudget constraints.
the Government of Zaire has in-
creased its contribation to the Ba-
sic Rural Health project by 100
percent between 1988 and 1989
and 100 pereent for the Africa
Child Survival Initiative - Combat-
ting Communicable Childhood
Diseases program over the same
period. The government acted af-
ter a consumer-demand computer
cost model. desigmed through col-
laboration between USALD. Basie
Rural Health Project and REACH
staff. was presented the Ministry
of Finance and Planning during
the budget process w help admin-
istrators better understand the
effects of their decisions on supply -
side variables (serviee costs, staff-
ing patterns. ete.r onoverall ex-
penditures. This presentation is
considered to have heen instru-
mental in influencing iner-ased
funding levels for the projects.

Bilateral Projects

& Bu-ic Rural Health . adinvin-
istered by the Zairian private vol-
untary organization Eglise du
Christ au Zaire. 1~ establishing
community -supported primary
health care sysiems in 90 of the
countrs '~ 306 health zones, Thewe
svstems provide preventive and
curative care for the most presa-
lent health problems. The project
emphasizes financial sustainabil-
ity. refinement of child survival
services delivery and coordination
with regional and national govern-
ment health <y stems. Some 275 of
the planned 720 curative centers
have become full-<ervice primary
health care centers serving about
4.4 million people. The project
also supports the National Rural
Water Service and local commun-
ities to build and operate water
and =anitation =y stems.

e School of Public Health.
through an agreement with Tulane
University. has heiped the Univer-
sity of Kinshasa establish the first
independent and fully aceredited
school of publie health in Central
Afriea. The school emphasizes
practical training. management
and research. child survival inter-
ventions and AIDS prevention.

# Area Nutrition Improvement.
through a PL 180 Title Il Grant.
supports the local production of a
low-cost nutritious wearing food
and the distribution of a corn and
soy flour mix to nutrition rehabili-
tation programs in 30 area health
centers in Kinshasa. serving an av-
erage of nearly 49.000 malnour-
ished children each month.

e Family Planning Serviees tar-
gets 1.3 million veproductive-age
women in 32 urban hea'th zones 1o
INerease contraceplive use to space
births and inerease their infants”
chaneces for survival. The project’s
social marketing component. man-
aged by the USCprivate soluntasy
organization { PV O). Paputauon
Services International. has shown
sueress with condom <ales. which
exceeded 2,35 million in 1989,
Contraceptives were also distrib-
uted through the Basie Rural
Health project’s rural health net-
work. AIDS-prevention training
madules were incorporated into
the program of community -based
distribution of contraceptives in
two zones of Kinshasa. the first
community-level AIDS presention
program for adultx in Kinshasa.

» Shaba Refugee Health Project.
through the Uoted Methadist
Church of Shaba. i restoring
health care delivers ssstems in the
Lualaba and Relwezi subregions 1o
refugees. Newly constructed hospi-
tals and renovated health centers
are being integrated into the na-
tional primary health care <y stem
promated by the Basic Rural
Health project. The projectis also
working to ensure the financial sus-
tainahility of it~ health facilities.

s Shaba Refugee Water Supply.
through the International A~~oeia-
tion for Rurzl Development in
Zaire, a local PYO. works with the
National Rural Water Service and
zonal health officials to provide
<afe water for an estimated 300,000
residents living in the Shaba area.

s Kimbanguist Hospital Assis-
tance Project. working through
the Kimbanguist Church of Zaire.
provides mv lical equipment and
~upplies as well as 1echnical assis-
tance in management and health
vare to the hospital. which ha~
been completely renovated under
this project. Tue hospital i ex
pected 1o provide services to about
175.00i) inhabitants of the pre-
dominantly poor sections of the
Kimbanseke zone of Kinshasa.

Regional Project

8 Africa Chiid Survival Initiative -
Combatting Childhood Commu-
nicable i” <eases (ACS]-CCCD).
operating for more than ~seven
vears with technical assistanee
from the U.S. Centers for Disease
Control. has established services
in 206 of Zaire's 306 health zones.
While vaceine coverage in Zaire
has inereased slowly in the past
few vears. the project service area
has also expanded steadily. Use of
oral rehy dration therapy tORT)
inereased and the distribution of
oral rehydration salts (ORS) more

than doubled between 1981 and
TO85 under the program. \ recent
~tudy showed that 72 percent of
children with diarvhea in project
areas are now treated with ORS.
compired with 12 percent in 1985,
ACSL-CCCD s conducting research
to address the high rates of measles
trapnsmission in children under
nine months of age with a vaceine
trial using the Edmonston-Zagreh
<train administered to infants =iv
months of age.

USAID/Washington
Support

Bure - for Science and
Technoiogy Support

o HEALTHCOM (Communication
for Child Survival) supports a full-
lime communications specialist
who works with the government to
promote child survival interyven-
tion~ through communications.
training and deselopment of eda-
cational materials. The project
collaborates with other programs-
to strengthen national health com-
munication planning and pro-
sraraming and with nationwide
health projects to <trengthen
health communication training.

6 lmprovement of Maternal/
Iefant Diet supports research on
the role of traditional birth atten-
dant~ in referving high ri=k birth<
to hli\pilil|.~.

8 PEACE CORPS yolunteers,
working with Zairian nationals in
the ACS-CCCD project. help
assess a community '~ health prob-
lems and evaluate. with village
health commitiees. and plan re-
sponses to community health edua-
cation needs,

a PRICOR (Primary Health Care
Operations Research) provides
funding and technical assi~tance
for operations research <tudies on
over 30 different opies carried out
in 52 health zones. Over half of the
studies address improving health
worker delivery of health educa-
tion 1n the areas of ORT. malaria
treatment and growth monitoring.
® WHO Global Programme or
AIDS in AIDS control activities,
Short-term technical assistance
was reporied by the following:
o AIDSTECH in ATDS education.
testing and presention.
m Project Support in suppiy. preo
duction and promotion of ORT.
& REACH (Resources for Child
fealth) in Luproving health zone
cost recovery .
m WASH (Water ana Sanitation
for Health) in water and sanitation.

Republic of
Zaire
How U SAID ||¢'|p.~

Demographic
indicators

Total Population:
34.853.000 (89,

Infant Mortalits Rate:
96/ 1000 (89)

Life Expectanes at Birth:
33 Yeur- (80

Children Under 1:
1473000189

Annual Infant Deaths:
151.000 189

Total Fertility Rate:
6.1 Children (89,

Child Survival

Indicators
Immunization Coserage:
bPT3: H 188)
Poliod: 100 :88)
Meaddes: LG 188y
BCG: 3% 88

Tetanus2+: 137~ (88

Oral Rehydration Therapy:
ORS \ecess Rate: 165188
ORT U« Rate: 109 (87)
Contraceptive

Prevalence: VA

Adequate Nutritional
Status: WA

\ppropriate Infant
Feeding: VA

Exclusively Breastfed: N/A
introduction of Solids: /A
Duration of Breastfeeding:

VA

~ev Dhata Notes

USAID Child Survival
and Health Fact Sheet
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Peoples
Republic of
Bangladesh

How USAID Helps

Demographic
Indicators

Total Population:
112.539.000 (89)

Infant Mortality Rate:
116/1.000 (89)

Life Expectaney at Birth:
51 Year< (89)

Children Under 1:
£.312.000(89)

Annual Infant Deaths:
313.000 (89)

Total Fertihty Rate:
3.1 Children (89)

Child Survival

indicators
Immunization Coverage:
DPT3: 16% (88)
Polio3: 1657 (88)
Measles: 139 (88)
BCG: 269 188)

Tetanus2+: 129 (88)

Oral Rehydration Therapy:
ORS Access Rate: 60% (88)
ORT Use Rate: 329 (88)
Contraceptive

Prevalence: 189 (85)
Adequate Nutritional
Status: NMA

Apprd rate Infant
Feeding: N/A

Exclusivelv Breastfed: N/A
Introduction of Solids: A

Duration of Breastfeeding:
N/A

Sev Data Notes

USAID Child Survival

and Health Fact Sheet
USAID Health Information Systrm
CIHI. March 1990
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Bangladesh Highlights

» Studies condueted in Matlab by
the International Centre for Diar-
rhoeal Disease Research. Bangla-
desh (FCDDR.B). found that im-
munizations against measles. per-
tussis and tetanus redueed infant
mortality rates hy 21 10 23 deaths
per 1.000 live births. Among chil-
dren ene to three years of age.
mortality rates declined 16 to 37
deaths per 1000 live births. For
infants. immunization against teta-
nus was the key life-saver: for chil-
dren one o three vears of age. pro-
teetion from measles was respon-
sible for most of the drop in mor-
tality rate.

8 Due to the efforts of the Family
Planning Services Project. one-
third of Bengali women in high risk
birth categories (under age 20 with
closely spaced births or over age

10 with high parity) are using con-
traceptives to space or fimit births.

Bilateral Projects

a Urban Yolunteers Program. a
flagship urban health projectin
USAID ™ health and ehild survival
portfolio. has served over one mil-
lion residents of Dhaka slums since
1986 with oral rehydration ther-
apy (ORT). immunization. nutri-
tion and high risk birth services,
In 1989. the project trained 1.500
destitute and abandoned women 1o
become volunteer health workers.
']‘hf's(' wolinen. "lll!\ll_\ INNM‘ al“l il-
literate. are now r(-.-'pv('twl sOoureces
of health information and health
care and serve approximately
80.000 familiex. They educate
mothers about ORT. immuniza-
tions. birth spacing and high risk
birth management and refer wo-
men with obstetrical problems 1o
hospitals. The health workers are
also trained to identify acute respi-
ratory infections. The project also
counsels mothers and other car-
egivers on proper infant and child
feeding practices. promotes
srowth monitoring and disiributes
vitamin A capsules.

= Family Planning Services and
its follow-on project. Family Plan-
ning and Health Services, deliver
diarrheal disease control and high
risk birth services to rural areas
nationwide and. more recently.
immunization services to major
urban areas. The projeet promotes
and provides contraceptives and
trains physieians. nurses and
health workers on the health risks
of closely-spaced births. births to
very voung or older women and
births to women with high parity.
A social marketing subproject im-
plemented by Population Services
International increased the com-
mercial sales of oral rehydration

salts (ORS). Such <ales now ae-
count for about 70 pereent of total
ORS sales in Bangladesh. During
1989. approximately 7.000 physi-
cians, pharmacists. other health
workers and schaol teachers were
trained in ORT and diarrheal dis-
ease control. The Municipal hn-
munization subproject. begun in
1988, strengthened the Bangladesh
Expanded Program on Immuniza-
tion (EPH by targeting children
under age two and women of re-
productive age in Dhaka and Chit-
tagong. two of the nation’s largest
cities. Yaceination programs fully
immunized 115.000 children un-
der age one against diphtheria. w-
bereulosis and polio. For BCG and
measles the numbers were 175,000
and 85.000. respectively. The
project vaceinated over 195.000
women b5 and Hyears against
letanus.,

s HKI Disaster Preparedness
Program. administered through
Helen Keller International. col-
leets and analvzes child health and
nutrition data to determine the nu-
tritional status of children under
age five. This - wigets food and
health aid during times of disaster.

USAID/Washington
Support

U.S. Private Voluntary
Organizations

s Helen Keller International i~
providing technical assistanee to
the Blindness Prevention Pro-
gramme of Bangladesh for a vita-
min A-related research project
that targets children under age six
and women of reproductive age
living in Comilla District. This re-
search focuses on nutrition eduea-
tion and social marketing as tech-
niques for nereasing vitamin A in-
take. The project also distributes
vitamin A capsules.

s Save the Children Federation
expanded its priority population
to 55.750 in the four child survival
impact areas of Nasirnagar. Ran-
gonia. Ghior and Mirzapur. Last
vear. findings indicated that 97
pereent of diarrheal cases were
treated with ORT. As of July 1989,
79 percent of women 15 to 49 vears
of age had received two doses of
tetanus toxoid. Most significant is
the 20 percent deeline in the num-
ber of deaths due to immunizable
diseases in the four unpact areas.

s World Relief Corporation, in
cooperation with Christian Service
Society. a local private voluntary
organization (PV0) in Bangla-
desh. begau its child survival proj-
ectin January 1988. Last year. the

l)l‘()j(‘('l expanded Services fl'()l“

two to four unions in Jalma and
Khalilmagar. \ mid-term evalua-
tion in May 1989 noted the follow -
ing aceomplishments within the
target population: 100 pereent of
mothers know about hirth spacing:
30 pereent of couples use a birth
spaeing method: 100 pereent of
mothers know how to prepare
ORS: 80 pereent of mothers had
used ORT 10 treat their children’s
diarrhea: 90 pereent of children
12 10 21 months are completely im-
munized: and 100 pereent of wo-
men 15 to 13 years of age have re-
ceived two doses of tetanus toxoid.

& World Vision Relief and Devel-
opment established 14 Neighbor-
hood Health Committees. trained
17 community volunteers and reg-
istered nearly 100 percent of the
12150 families targeted for its
child survival activities in one of
the most densely populated slums
of Dhaka. Over 15 pereent of chil-
dren under one vear of age re-
ceived BCG.DPT3. Polio3 amd
measles vaceines by their first
birthdas. a 192 pereent increase
over 1988 levels. In the northern
zone of the project. 10 percent of
women 135 to 15 vears of age are
fully immunized with tetanus tox-
oid. a 162 percent inerease since
1988. Immunization service deliv-
ery is now integrated with the

[ SAID-funded governmeni vaeci-
nation program for Dhaka. Two
doses of vitamin A capsules were
gven to nearly 100 percent of at-
risk children and over 200 night-
blind children were treated with
vitamin A. World Vision also con-
ducted eight PVO-sharing work-
shops based on lessons learned
worldwide about child survival.

Bureau for Science and
Technology Support

e Applied Diarrheal Disease Re-
search project supports research
conducted by the ICDDR.B.

a CSAP Support {Johns Hopkins
University ) provided technical as-
sistanee for the evaluation of the
ORT component of Bangladesh™s

Sorial Marketing Project.

s Drew University evaluated arm
circumference in pregnant women
as a measure of the mother’s nutri-
tional status and a predictor of
pregnaney risk and outcome.

s REACH (Resources for Child
Health) works with the Ministry
of Health and Family Planning to
provide immunization services to
20.0600.000 people in the 88 mu-
nicipalities of Bangladesh.
Short-term technical assistance
was reported by the following:

# WASH (W ater and Sanitation for
Health) in water and sanitation.



Egypt Highlights

u Diarrhea is no longer the leading
cause of infant and childhood
mortality in Egypt. Data from the
first five years of the National
Control of Diavrheal Diseases
project, 1983 to 1987, show that
infant mortality due to diarrhea
dropped by 53 percent. For chil-
dren one to four vears of age.
death due to diarrhea declined 47
percent. Nearly 70 percent of all
cases of diarrhea in children under
age five are treated with oral rehy-
dration therapy (ORT).

a Immunization coverage in Egypt
is another success story. For the
six childhood communicable dis-
eases. coverage is above 80 percent.
Vuecination coverage for ehildren
12 to 23 months old is approaching
90 percent for DPT3 and Polio3.
Immunization accomplishments in
Eg pt were discussed in a BBC
pro; ‘am on development.

n According to figures published
by the United Nations and the
Egyptian Ministry of Health
(MOH). the infant mortality rate
in Egypt fell from 115 per 1.000
live births in 1979 to 44 in 1988.
one of the fastest declines in infant
mortality on record (see Data
Notes). This is a notable achieve-
ment beeause the infant mortality
rate is considered one of the major
indices of a country’s well-being.
Most experts attribute these
declines in infant mortality to sue-
cessful ORT and immunization
interventions.

s USAID continues to promote
efforts to strengthen Egypt’s abil-
ity to sustain USAID-funded child
survival interventions. For exam-
ple. private pharmacists are being
trained to promote and sell oral
rehydration salts (ORS). In the
immunization arena. emphasis is
placed on non-campaign mecha-
nisms. cold chain improvements
as well as vaceine production and
distribution.

Bilg;teral Projects

s Child'Survival is a nationwide
chiid health effort that supports
services and research related to
immunization. growth monitoring.
breastfeeding. maternal health
and nutrition. birth spacing. high
risk births and acute respiratory
infections (ARI). During 1989,
research focused on community-
based ARI surveillance. measles
immunity and morbidity and mor-
tality due to diarrhea. Of special
note, the project. in collaboration

with the World Health Organiza-
tion (WHO). developed the first
national ARl work plan. ARI
prevalence studies were initiated
to colleet baseline data for the na-
tional program. The project joined
with UNICEF to conduct surveys
of vaceination coverage and train
staff in seven governorates. Twen-
tv-one million disposable syringes
were provided for the Expanded
Program on Immunization (EPI).
The project also initiated 4 train-
ing program for 2.000 waditional
Egyptian midwives (known as
“davas™). Two thousand delivery
kits have been purchased for the
dayas. In addition. the Child Sur-
vival project is lobbying for the in-
clusion of child sur ival training in
the pieserviee training curriculum
for nurses. Also. four television
spots were produced about high
risk births.

a Control of Diarrheal Diseases
continues to support Egypt’s
National Control of Diarrheal Dis-
eases Program by making ORS
available through both private and
public health {acilities: sponsoring
and promoting local produetion of
ORS packets: providing training
in ORT to physicians and nurses:
and conducting research. The sue-
cess of this project is evident in
Egvpt's dramatic drops in infant
and child mortality due to diar-
rhea over the last five years (See
“Egyvpt Highlights™ above). A de-
tailed analysis of the decline shows
it to be due primarily to improved
case management of diarrhea pro-
vided by the project. A survey
found that Egyptian mothers were
far more likely to use ORS in seri-
ous cases of diarrhea with dehy-
dration than in more mild cases
without debvdration. This finding
suggests that mothers have effec-
tively learned to diseern sertous
from mild episodes of diarrhea
and when to use ORS to avoid de-
hydration. The project continued
efforts to fully institutionalize con-
trol of diarrheal disease activities
throughout the Egyptian health
system to ensure that the positive
results attained thus far will be
sustained.

o Suez Community Health Per-
sonnel Training established the
community medicine program at
Suez Canal University — the first
such program in Egypt — with tech-
nical assistance from Boston
University. This vear. 64 medical
students completed training in pri-
mary health care and community-
based practice. and half chose a
primary health care specialty. The
project also supported the renova-
tion and construetion of 24 health
centers in three governorates along

the Suez Canal with a total popula-
tion of 1.4 million. All health cen-
lers are run on a cost-recovery
basis. In addition. the project pro-
vided laboratory and other equip-
ment {o the health centers.

a Cost Recovery for Health, e-
sun in 1988. wssists the Govern:
ment of Egypt with introducing
cost recovery mechanisms into
the publie heaith/curative system,
which today consumes 60 percent
of all public and private health
care expenditures. Cost recovery
will be brought ahout through fees
for service in 50 MOH hospitals
and elinies. health insurance ini-
tiatives. improved management
of health services and institutions
and expanded private sector fi-
nancing of individual. group and
prepaid health care plans,

USAID/Washington
Support

Bureau for Science and
Technology Support

a CSAP Support (Johns Hopkins
University} is assisting the MOH
with the impact evaluation of the
National Control of Diarrheal Dis-
eases Projeet and the collection of
baseline data relating to immuni-
zation. respiratory diseases. birth
spacing and feeding behaviors.

Short-term technical assistance
was reported by the following:

8 AIDSCOM and AIDSTECH
assisted the Egyptian MOH with a
nationwide AIDS testing program
for high risk groups. blood prod-
ucts and blood produet recipients
and foreign workers living in
Egypt for more than one vear.

u Combatting Iron Deficiency in
developing a national strategy to
combat iron deficiency anemia.

s HEALTHTECH (Technologies
for Child Health) in growth moni-

toring and nutrition education.

s REACH (Resources for Child
Health) in health care financing
and health systems development.

8 YBC (Yector Biology and
Control Project) during the pre-
implementation phase of the Schis-
twomiasis Research Project.

8 WASH (Water andSanitation for
Health) for water and sanitation.

Arab Republic
of Egypt

How USAID Helps

Demographic
indicators

Total Population:
52.919.000 (88)

Infant Mortality Rate:
/1,000 (88)

Life Expectaney at Birth:
39 Years (88)

Children Under 1:
1.899.572(88)

Annual Infant Deaths:
87.428 (88)

Total Fertility Rate:

1.6 Children (89)

Child Survival
Indicators

Immunization Coverage:

DPT3: 879 (88}
Polio3: 897 (88)
Measles: 8490 (88)
BCG: 809 (88)

Tetanus2+: 499 (88)

Oral Rehydration Therapy:
ORS Aceess Rate: 989 (87)
ORT Use Rate: 679 (87)
Contraceptive

Prevalence: 37% (88)
Adequate Nutritional
Status: VA

Appropriate Infant
Feeding: VA

Exclusively Breastfed: N/A
Introduction of Solids: N/A

Duration of Breastfeeding:

N/A

See Data Notes

USAID Child Survival

and Heaith Fact Sheet

1 SALD Health Information System
CIHI. Mareh 1999



Republic of
India

How USAID Helps

Demographic
Indicators

Total Population:
25.812.000 (89)

Infant Mortality Rate:
96/1.000 (89)

Life Expectancy at Birth:
59 Years (89)

Children Under 1:
26.920.000 (89)
Annual Infant Deaths:
2.756.000 (89)

Total Fertility Rate:
1.2 Children (89)

Child Survival
Indicators
Immunization Coverage:
DPT3: 1% (88)
Polio3: 63% (88)
Measles: 459 (88)
BCG: 729 (88)

Tetanus2+: 61% (88)

Oral Rehydration Therapy:
ORS Access Rate: 57% (88)
ORT Use Rate:  239% (88)
Contraceptive

Prevalence: 35% (86)
Adequate Nutritional
Status: VA

Appropriate Infant
Feeding: N/A

Exclusively Breastfed: N/A
Introduetion of Solids: N/A

Duration of Breastfeeding:

NA

Sev Data Notes

USAID Child Survival

and Heatth Fact Sheet
USAID Health Information Sy~tem
CIHL March 1990
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India Highlights

& Che Indian Government is aceel-
erating immunization with a major
campaign targeted to urban areas
nationwide. At the request of the
zovernment. Rotary Internation-
al’s PolioPlus Program will take a
leadership role in helping to in-
crease immunization among urban
dwellers. an estimated 26 percent
of the Indian population, including
some 0.5 million children under
age one. Rotary enrolled more
than 28.000 volunteers in its
national task force to provide sup-
port in registration. health eduea-
tion. cold chain logistics and de-
mand ereation. Last year. Rotary
helped the government vaceinate
over 16 million children against
tuberculosis and nearly 10 million
against measles. Over 14 million
women were vaceinated against
tetanus. State-level committees

of leading industrialists have been
formed to involve them in promot-
ing immunization. Some now pro-
vide immunization to employees
and their dependents: others are
providing immunization service to
the communities surrounding their
factories.

Bilateral Projects
n PVOs for Health I & I} are

national programs that support
growth monitoring. child spacing.
nutrition interventions and the in-
tegration of traditional medicine
into primary health care through
grants awarded to Indian private
voluntary organizations (PVOs).
The purpose of the projectsis to
strengthen the capacities of indige-
nous PVOs to provide child sur-
vival interventions. PYOH Il is a
follow-on to PYOH L. a project
that extended child health serviees
to one million people through
grants to 32 Indian PVOs.

8 Child Survival Health Support
roject works with the Govern-
ment of India at the national and
state levels to strengthen the man-
agement and delivery of diarrheal
disease control. immunization and

maternal health services. Forty
thousand health workers and two
million mothers were trained last
vear. The project is also assisting
with the production and distribu-
tion of films to help train 100.000
auxiliary nurse midwives and ap-
proximately 500.000 traditional
birth attendants in safe and hyg-
enic delivery practices.

m Integrated Child Development
Services project assists the Minis-
try of Human Resource Develop-
ment to provide village-level health
services to children under five and
pregnant and lactating women
throughout rural India. Project

objectives are to reduee child mor-
bidity. mortality and nutrition.
enhance mother’s child-care capa-
bilities and to promote psychologi-
cal and social development of
children. Services include supple-
mentary feeding. immunization.
nutrition and health education and
health check-ups. Rural communi-
ties are served through the setting
up of village centers and develop-
ment of a staff that provides the
services. Almost all of the planned
4.500 centers have been estab-
lished and staffed: over 90 percent
of the village center workers have
received basie training in the feed-
ing and health programs. This
comprehensive projeet 1s conduet-
ing numerous research and feasi-
bilities studies. developing man-
agement information systems and
training large numbers of staff
through mobile in-service training

prograims.

u Program for the Advaneement
of Commercial Technology is
working with the private sector to
find novel processes to syvnthesize
anti-cancer drugs and to develop a
method for production of camp-
tothecin. another drug used in
cancer treatment regimens. Camp-
tothecin oceurs in high concentra-
tions in a small forest tree found in
the Western Ghats of India.

m Contraceptive Development
and Reproductive Immunology
sponsors Indo-US. collaborative
research and training projects in
reproductive immunology. con-
traceptive vaceine development
and other areas of immunology.
Six juint research projects were
developed and funded during the
last vear.

# Vaccine and Immunodiagnostic
Development supports Indo-U.S.
collaborative research to develop
vaceines that will expand the range
of vaecine-preventable diseases
and to develop inexpensive diag-
nostic procedures. The project is
managed by a Indo-American
teau of seientist-administrators.
Four research proposals were
funded during FY 89. The project
focuses on cholera. hepatitis. rota-
virus. polio and typheid.

m Biomedical Research Support
is helping the Government of India
to develop sophisticated data col-
leetion and analysis capabilities for
the major diseases of India. Target
diseases are primarily those that
are infeetious and controllable
through vaecination or veetor
vontrol. The project helps train
physicians and health officers in
clinical and field and laboratory
epidemiology.

s Development and Management
Training trains physicians and
health workers in the design and
implementation of rural child sur-
vival programs. management of
health projects. health systems
applications of miero computers,
epidemiology and the control of
malaria. nutritional surveillanece
and international health.

u CARE. using PL 180 Title 1l
Commodities (Food Assistance
Program). supports oral rehydra-
tion therapy. immunization and
maternal and child health services
delivered in Madhya Pradesh and
Orissa States by the Indian gov-
ernment s Integrated Child De-
velopment Services program. The
project is condueting research
studies aimed at compliance. use
of oral rehydration salts. training
and growth faltering.

USAID/Washington
Support

U.S. Private Voluntary
Organizations

s Rotary International supports
the national immunization effort
through the recruitment and train-
ing of volunteers throughout the
country and organization of im-
munization drives. Volunteers as-
sist with such tasks as baby track-
ing. health education. record
keeping. transportation. outreach
and cold chain maintenance.
Nearly 55.000 health workers.
mothers and others were trained
last vear.

Bureau for Science and
Technology Support

# A Child Survival Fellow spon-
sored by Johns Hopkins Univer-
sity assisted CARE/India and the
West Bengal State Health Ministry
with project design. implementa-
tion and staff training for an acute
respiratory infections control
project.

Additional Support

u UNICEF received support from
USAID to conduet a knowledge.
attitudes and practices survey on
diarrheal disease.

Short-term technical assistance
was reported by the following:

u AIDSTECH in sponsoring par-
ticipation in a worldwide AIDS
conference.

8 REACH (Resourves for Child
Health) in assisting the Christian
Medical Caollege in performing a
study on alternative methods of
delivering polio vaceine.

a VBC (Vector Biology and Con-
trol) in a preliminary visit related
1o strengthening data management
systems for malaria control.



Indonesia Highlights

s Delivering vaceines across Indo-
nesia’s far-flung archipelago is a
formidable undertaking. but the
government. with assistance from
the Ageney-supported Expanded
Program on Immunization (EP]
project. is nearing 80 percent cov-
evage for all six vaccine-prevent-
able childhood diseases.

Bilateral Projects

n Comprehensive Health Im-
provement Program - Province
Specific is directed at the residents
of Aceh, West Sumatra and Nusa
Tenggara. Services address diar-
rheal diseases. immunization.
vitamin A supplerrniation and
health systems development. A
study investigated ways to e rour-
age nurses to stay longer at health
posts in remote villages,

s Family Plauning Development
and Services I works with the
National Family Planaing Coor-
dinating Board to promote birth
spacing and contraceptive use na-
tionwide. Operations research is
focusing on encouraging couples to
pay for birth spacing methods his-
torically provided by government.

n Private Sector Family Planning
will support private sector services
aimed at birth spacing. contracep-
tion and high risk births.

s Expanded Program on lmmu-
nization (EPI) has assisted with
national immunization efforts for
10 vears. Over four miliion chil-
dren and nearly three million
mothers were immunized last year,
Strategies for the elimination of
tetanus and polio are also being
developed by the Ministry of

Health (MOH).

s Health Sector Financing pro-
vides techniral assistance to the
MOH tu ensure sustainability of
child survival programs through
improved efficiency and cost-re-
covery, Last vear. the project sup-
ported activities related to hospital
management and social finaneing/
health insurance.

a Faculties of Public Health is
helping to develop a national pub-
lic health infrastructure by train-
ing public health graduate stu-
dents in maternal and child health.
nutrition. water and sanitation
health edueation and epidemiol-
ogical research.

w Village Family Planning/
Mother-Child Welfare seeks to de-
velop - illage-level child survival
serviee e~ model that is more
efficient and eltective than the In-
tegrated Village Health Services
Post (Posyandu). A cost analysis

maodel. developed by the project
«an he uwsed to gauge the cost of
interventions and to study the
proportion of costs borne by the
community.

1 PYO Co-Financing I1. with the
PL 180 'Il‘il!«- 11 prograni. gives sup-
port to U.S. and loeal private vol-
untary organizations to coordinate
child survival efforts countrywide.

a Health Training, Research and
Development supports MOH di-
arrheal disease control services in
Jakarta and the provinees of West
Java. South Sumatra and South
Sulawesi. Last vear. the project
produced a computer-driven exer
cise for evaluation of oral rehydra-
tion salts (ORS) management and
oral rehyvdration therapy (ORT)
delivery systems.

USAID/Washington
Support

U.S. Private Voluntary
Organizations

u Adventist Development Relief
Ageney (ADRA) provides child
survival services to Celebes Island.
During 1989. over 10.000 mothers
and others were counseled on
infant and child feeding practices.
Cold chaii efficiency was impros -
ed with cold boxes and the help o7
villagers who own refrigerators.

a CARE is extending maternal
and child survival services to resi-
dents of East Java. West Juva and
West Nusa Tenggara Over 1.000
physicians. nurses. health workers
and other caregivers were trained.

u Helen Keller International
(HKD). has used mass media to
improve the vitamin A status of
vouny children living in Pariaman
Distriet. A second HKI project. in
Java. combines interventions and
research on vitamin A efficacy. A
third project. in central Java. adds
diarrheal disease control and nutri-
tion activittes to vitamin A services,

a Project Concern International
implements a child survival initia-
tive in Southeast Sulawesi and
Riau. aimed at health systems de-
velopment. Nearly 175 physicians.
nurses. health workers and others
were trained in data collection.
and monitoring and health infor-
mation systems.

s Save the Children Federation’s
child survival project in a Jakarta
slem supports community-based
delivery of the full range of child
health services. Complete immuni-
zation for children under age five
increased from 22 percent to
nearly 70 percent.

Bureau for Science and
Technology Support

m American Medical Association
supports a program with the Indo-
nesian Medical Association to in-
vohve private practice physicians
in child survival activities.

u Applied Diarrheal Disease
Research supports studies related
to case management and social
psyehological features of diarrheal
disease and water use practices as
risk factors.

a CSAP Support (Johns Hopkins
University ). with the University of
Gadja Madah. i supporting a
study of vitamin A supplementa-
tion among children under age five.

a CSAP Support (John Snow).
through the YKB Business Devel-
opment Project. strengthens pri-
mary health care clinies offering
child health services.

s HEALTHCOM (Communication
for Child Survival) works with the
government to .-lrt-u;nht-n commu-
nications and training for diarrheal
disease and vitamin A activities,

® PRICOR (Primary Health Care
Operations Research) assists the

U niversity of Indonesia Center for
Child Survival with operations re-
search. Studies foeus on such
topies as private sector distribu-
tion of ORS.

o PRITECH 11 ( Technologies for
Primary Health Care) provides
technical assistance to the National
Diarrheal Disease Control Program.

@ TAACS (Technical Advisors in
AIDS and Child Survival) helps o
implement immunization pro-
grams and the develop manage-
ment information systems.

Additional Support

o UNICEF completed activities in
1989 in a project that channeled
immunization and diarrheal dis-
ecase control programs through 17
non-government orgamzations.
Over the three years of the project.
18.000 health “motiy ators™ and
1.750 supervisors were trained.
Short term technical assistance
was reported by the following:

0 AIDSTECH in AIDS education
and prevention activities.

o HEALTHTECH in immuniza-
tion strategy.

o Improvement of Maternal/
Infant Diet project in infant feed-
ing practices weaning food recipes.
o Maternal und Neonatal Health

and Nutrition { MotherCare) in
maternal health and nutrition.

# REACH (Resourees for Child
Health) in immunization strategies.

u VBC (Vector Biology and Con-
trol) in malaria control.

Republic of
Indonesia

How USAID Helps

Demographic
Indicators

Total Population:
177.716.000 (89)

Infant Mortality Rate:
TO/E (8T

Life Expeetaney at Birth:
37 Years (89)

Children Under 1:
1.485.000 (89)

Annual [nfant Deaths:
385.000 (89)

Total Fertility Rate:
3.2 Children (89)

Child Survival

Indicators
fmmunization Coverage:
DPT3: T19(88)
Polio3: 3% (88)
Measles: 619 (88)
BCG: 819 (88)

Tetanus2+: 299 (88)

Oral Rehydration Therapy:
ORS Access Rate: 1009 (88)
ORT U=xe Rate: 369 (89)
Contraceptive

Prevalence: £49 (87)
Adequate Nutritional
Status: WA

Appropriate Infam
Feeding: N/A

Exclusively Breastfed: N/A
Introduction of Solids: N/A
Duration of Breastfeeding:
23.6 Months (87)

~ee Data Notes

USAID Child Survival
and Health Fact Sheet
USAID Health Information Sstem
CIHE. Mareh 19
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Kingdom of
Morocco

How USAID Helps

Demographic
Indicators

Total Population:
24.521.000 (89)

Infant Mortality Rate:
T31.000 (87

Life Expectaney at Birth:
61 Years (89)

Children Under 1:
796.000) (89Y)

Annual Infant Deaths:
61.000 (89)

Total Fertility Rate:
1.6 Children (87)

Child Survival
indicators

Immunization Coverage:

DPT3: 925 (8Y)
Polio3: 929 (89)
Measles: 929 (89)

BCG: 999 (89)
Tetanus2+: 38% (89)

Oral Rehydration Therapy:
ORS Access Rate: 619 (88)
ORT Use Rate: 159 (88)
Contraceptive

Prevalence: 299 (87)
Adequate Nutritional
Status: 809 (87)

Appropriate Infant
Feeding: 47% (87)
Exclusively Breastfed: 42%
Introduction of Solids: 439
Duration of Breastfeeding:

15.2 Months (87)

Sev Data Notes

USAID Child Surviva!
and Health Fact Sheet
USAID Health Information System
CIHE March 1990
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Morocco Highlights

8 Vaccination coverage in Mor-
oceo has surpassed the global goal
of 80 percent coverage: Ninety -
nine pereent of children 12 to 23
months of age are protected
against tuberculosis: and 92 per-
cent are fully vaceinated against
measles. diphtheria. whooping
cough. tetanus and polio. Some
38 pereent of women are protected
against tetanus,

s The Maghrebian Vaecination
Campaign. initiated by His
Majesty King Hassan 11 and lead
by Moroeco in October 1989, was
suceessful. Al evels of the commau-
nity were mobilized including key
political. community and religious
leaders. teachers and health care
workers. A campaign logo was
desigmed using the hand of Fatima.
the flags of the Maghrebian coun-
tries and a stylized svmbol of a
woman and her child, This logo
was widely distributed in posters
and stickers and is recognized
throughout Moroceo.

8 The Ministry of Publis Health
(MOPH) recently completed a Na-
tional Infant and Child Mortality
Survey using the verbal autopsy
method. The study provided de-
tailed data on the leading causes of
infant and child death and disabil-
ity in Moroceo. The survey also de-
termined some of the underlying
factors such as failure to seek treat-
ment. insufficient vaceination cov -
erage of women. lack of prenatal
care and undetected or untreated
malnutrition. that may have con-
tributed to the deaths. These data
will be extremely valuable in re-
targeting and improving child sur-
vival interventions.

Bilateral Project

a Population and Family Plan-
ning Support 1H is a comprehen-
sive national maternal and child
health and family planning enter-
prise funded by USAID and im-
plemented and managed by the
MOPH. The project’s five key
child survival interventions foeus
on hirth spacing and family plan-
ning. immunization. diarrheal dis-

ease and oral rehvdration therapy.

nutrition. including breastfeeding.
growth monitoring and appropri-
ate weaning practices. and prena-
tal and delivery care. His Majests
Hassan I and H.R.H. Princess
Lalla Meriam. the King's daughter
played important roles in national
immunization campaigns. \ re-
gonal vaceination campaign for
the Maghreb countries ( Algeria.
Libva. Mauritania. Moroceo and
Tunisia) proposed by His Majesty
Hassan IHast spring touk place in
October. The MOPH recently
completed a National Infant and
Child Mortality Surves. one of the
first such national survess in the
world (See “Morocco Highlignts™
above). USAID provided techuical
and financial assistanee for the
surver. which identifies leading
causes of death and major under
Iving contributing factors. USAID
also partially funded survey re-
search related to national vaccina-
tion coverage. A nutrition guide
for use by MOPH field staff was

ill.\(l (l('\'('l“l)l‘d‘

In September 1989, the project
initiated a program called PRO-
TEX. which promotes the use of
condoms using social marketing
strategies through pharmacies na-
tionwide. The theme of the pro-
gram is “Family Planning is also

a Man’s Responsibility.” During
1989. USAID launched a new six-
vear, U8, 3315 million projeet.
Population and Family Planning
Support IV, which continues the
support to Moroeco’s national in-
tegrated mother and child health
and family planning program. The
new project extends the scope of
outreach efforts which provide
maternal and child health services
and family planning services.

USAID/Washington
Support

Bureau for Science and
Technology Support

8 AIDSTECH in providing su;
port for health professionals o at-
tend an international AIDS con-
ference and in a needs assessment
for possible AIDS presention and
control programs.

sORT Help in training Peace
Corps Yolunteers in child survisal
interventions.

8 TAACS (Technical Advisorsin
ALDS and Child Survivaly pro-
vided long-term technical assis-
tance in clinical and training as-
peets of child servival. and short-
ierm technieal assistanee in devel-
oping a surves instrument to be
used with the national census to
measure causes of infant mortality.

e VBC (Vector Bin'u;{_\ and
Controly in the safets of organo-
phosphate insecticides for malaria
control.

s WHO Global Programme on
AIDS in training on AIDS for
MOPH medical and paramedical
staff.

8 WASH (Water and Sanitation
for Healthy in planning of a sewer-
age for the municipality of
Tetouan.



Nepal Highlights

@ Early findings from the Jumla
Acute Respiratory Infections
Interventien Trial indicate that
community health workers. with
appropriate training, supervision
and support. can diagnose and
treat childhood preumonia ac-
cording to accepted procedures.
Nearly 30.000 cases of childhood
preumonia have been identified
and treated since the project began
in 1982, A+ +lis time. about 80 per-
cent of all cases are being treated
in Jumla District.

& To increase access to child
health services in underserved
conununities. the Freedom From
Hunger Foundation established
“mobile camps™ in September
1988. Since the mobile camps be-
gan to offer a range of child health
activities. including immunization.
diarrhea control and oral rehy-
dration therapy (ORT). nutrition
education and {family planning.
steady progress has been made
toward project objectives.

a Contraceptive social marketing
team members working with Save
the Children Federation walked
from village to village in Gorkha
District 1o meet with local leaders
and community members and dis-
cuss birth spacing program. The
program was officially opened on
February 1989. Princess Javantii
Rajva Lakshmi Devi Shah trav-
eled to Gorkha bazaar by helicop-
ter and participated in the pro-
gram inauguration activities. To
inerease political support for the
birth spaeing program. the inau-
guration ceremony was scheduled
to coincide with the annual meet-
ing of local government officials.

Bilaterat Project
w Integrated Rural Health/Family

Planning Services is an eight-vear
project funded by USAID sched-
uled to end in July 1990. The pur-
pose of this project is to support
efforts by the Government of Ne-
pal to strengthen family planning
and health services in rural areas.
USAID also provides some funds
for several non-governmental or-
ganizations { NGOs) that work with
the government to provide family

planning and maternal and child
health services. The NGOs include
the Family Planning Association of
Nepal, the Nepal Red Cross Soci-
ety. Mothers Clubs. Ex-Service-
men’s Organization and New Era
and Integrated Development Sys-
tem. Child health interventions
primarily focus on immunization.
diarrhea control and ORT. acute
respiratory infections (ARI). ma-
ternal health. birth spacing and
nutrition. USAID’s major contri-
bution in the area of management
has been assistance o the govern-
ment’s Integrated Community
Health Services Deveiopment
Project. USAID has also helped
with the ereation of village health
conmiittees. the training of field
workers and the national manage-
ment of the stocking and distribu-
tion of pharmacologies. The proj-
ect also provided research support
to the National Malaria Program.

USAID/Washington
Support

U.S. Private Voluntary
Organizations

s Freedom from Hunger Foun-
dation (FFH) works with the Fam-
ily Planning Association of Nepal
{FPAN) to reduce infant and child
morbidity and mortality. The
FFH/FPAN child survival project
also supports diarrheal disease
control. immunization. breast-
feeding. growth menitoring. nutri-
tion. maternal health and child
spacing services. The project tar-
gets 22,000 residents Living in Sin-
hupalchok District in northeastern
Nepal. During 1989, over 1,100
health workers. mothers and com-
munity members were trained in
infant and child feeding practices
and other child health topies. Im-
munization coverage for children
12 10 23 months old in the project
area is 55 pereent for BCG and
nearly 30 percent for measles.
These percentages are quite re-
spectable given the mountains of
Nepal and the remoteness of many

communitis. The project registers
all women. infants and children
involved in various immunization
activities,

u Save the Children Federation
provides a range of child survival
serviees that are part of a compre-
hensive primary care program.
which is embedded within a larger
multi-sectoral community develop-
ment enterprise. The child sur-
vival activities relate te ORT. con-
traceptive social marketing. in:mu-
nization. growth monitoring. ch*\i
spacing and high risk births.
Research condueted under this
project focuses on family spacing
practices in Gorkha Distriet.
educational message design for
diarrhea management and birth
spaecing and the impact of social
marketing strategies on ORT and
family spacing. The program
wrained over 630 community

health workers and mothers in
child health practices during 1989.
Contraceptive social marketing
workers used th Gaijetra festival
to overcome. for one daz the
taboo against public diseussion ot
sex-related topies. During this fes-
tival. people are allowed to discuss
any topic they wish without fear of
punishment. The workers di: -
cussed birth spacing and birth
control at their booth and played

a song about family planning. Over
1.000 people visited the booth on
festival day. The workers also edu-
cated booth visitors about ORT.

Bu. eau for Science and
Technology Support

Short-term technical assistance
was provided by the following:

8 ORT Help is training Peace
Corps volunteers in child survival
interventions.,

8 REACH (Resources for Child
Health) in strengthening the
nation’s computerized immuniza-
tion program information system.

a8 VBC (Vector Biology and Con-
trob) in establishing an operations
research program and in upgrad-
ing the data management system
for the government’s malaria con-
trol program.

Republic of
Nepal
How USAID Helps

Demographic
Indicators

Tota! Population:
18.686.000 (8Y)

Infamt Mortality Rate:
125/1.000 (89)

Life Expectanes at Birth:
52 Years (89)

Children Under I
658000 (89)

Annual Infant Deaths:
9.0 189)

Total Fertilits Rate:
5.8 Children (89)

Child Survival
Indicators

Immunization Coverage:

DPT3: T19(89)
Polin3: T19189)
Measles:  58% (89,

BCG: 88% (89)
Tetanus2+: 299 (89)

Oral Rehvdration Therapy:
ORS Aceess Rate: 809 (88)
ORT Use Rate: 289 (88)
Contraceptive

Prevalence: 1539 186)
Adequate Nutritional
Status: N/A

Appropriate Infant
Feeding: VA

Exclusively Breastfed: N/A
Introduction of Solids: N/A

Duration of Breastfeeding:
N/A

See Data Noter

USAID Child Survival

and Health Fact Sheet
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islamic
Repubilic of
Pakistan

How USAID Helps

Demographic
Indicators

Total Population:
118.820.900 (89)

Infant Moriality Rate:
106/1.000 (89)

Life Expeetaney at Birth:
37 Years (89)

Children Under 1:
5.000.000 (89

Annual Infant Deaths:
571.000 (89)

Total Fertility Rate:
6.3 Childrea (89)

Child Survival
Indicators

Immunization Coverage:
DPT3: 85% (88)
Polio3: 50% (88)
Measles: 819 (88)
BCG: 889 (88)
Tetanus2 r: 27%¢ (87)

Oral Rehydration Therapy:
ORS Acress Rate: 75% (88)
ORT Use Rate: 719 (88)
Contraceptive

Prevalence: 8% (84/85)

Adequate Nutritional
Status: 849 (85/87)
Appropriate Infam

Feeding: N/A
Exclusively Breastfed: N/A
Introduction of Solids: N/A

Duration of Breastfeeding:
N/A

See Data Notes

USAID Child Survivai

and Health Fact Sheet
USAID Health Information System
CIHI. March 1990
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Pakistan Highlights

® Immunization coverage for
BCG. Polio3, DPT3 and measles
now exceeds 80 percent. ranging
between 81 and 88 percent for all
antigens nationwide.

a8 An estimated 22 million cases of
malaria have been prevented sinee

1982 by Malaria Control 11,

u In one vear. the experimental
rase management training method-
ologies used by Pakistan’s Diar-
rheal Disease Training Units have
been adopted by provincial health
departments and teaching hospi-
tals. The Training Units. estah-
lished by the Primary Health Care
projeet in the 10 largest pediatric
wards of teaching hospitals in the
country. train physicians to im-
prove diarrhea treatment and case
management. and to ensure that
paramedics teach mothers about
treating diarrheal disease.

» Health Technician Training
Schools are now located in all four
of Pakistan’s provinces. Of the
more than 1.100 students enrolled
in the 13 training institutions. 40
percent are women. a 20 percent
increase from two vears ago. Upon
graduation. the health technicians
return to health centers in rural
and underserved areas to nelp
provide better health and child
survival services. The s« nools were
built and equipped through funds
from the Primar» tlealth Care
project.

Bilateral Projects

a Prime. - Health Care is .nstru-
menta! in extending quahity child
survival services to rural areas
throughout the country. Approxi-
mately 3.300 health technicians
trained by the project are posted
in rural and underserved areas.

In addition to establishing the
Diarrheal Disease Training Units
(see Pakistan Highlights™ above)
the project has set up "ORT cor-
ners” in 129 provincial health fa-
eilines. During 1989. the project
trained over 200 physicians.
funded a national oral rehydration
therapy (ORT) communication
campaign and implemented a com-
puter-based management informa-
tion system.

a Child Survival, a new project.
aims tu reduce Pakistan’s infant
and child mortality by 25 percent
by 1994. A major focus is the insti-
tutionalization of the Control of
Diarrheal Diseases program. the
Expanded Programme on Immu-

nizadon und other newly-develop-
ing child survival programs. The
project will also work with the
Pakistan government on control of
acute respiratory infections. which
kill an estimat Jd 30.000 infants
and children each year in Paki-
stan. »s well as on child spaeing.
nutiition an- materaald health ae-
tivit'es,

m Malaria Control b} assists the
Government of Pakistan in redue-
ing the incidence of malaria and
developing a strong national ma-
laria-control institution. Efforts
to improve the sustainability of the
program resulted in a savings of
U.S. 27 million in 1987 and 1988
while maintaining redurtions in
malaria incidence. Additionally.
accurate diagnosis «.i malaria has
been enhanced through the setting
up of malaria case detection een-
ters i health facilities nationwide
and providing mieroseopes and
diagnostic training. Collaborative
activities with the National Insti-
tute of Malaria Research and
Training i..vestigated alternative
control methods and the field test-
ing of fish for nological control of
“]()S('llit” la"‘.';l:'.

USAID/Washington
Support

U.S. Private Voluntary
Orgznizations

m Adventist Development Relief
Agency (ADRA). working in Kara-
chi District. trained sixty health
workers. two physicians and over
13.000 mothers and community
members in a variety of child sur-
vival areas in 1989. An additional
45 traditional birth attendams
{TBAs) were trainea in safe birth-
ing practices. and the director of
ADRA Pakistan developed a riew
curriculum for TBA training. Mo-
bile health teams continued pro-
viding immunization. ORT. nutri-
tion and maternal health services
to the 110.000 residents of the
service area. Signed contracts with
the Directorate of Health - Sind.
specify mechanisms for institution-
alizing program activities.

a Aga Khan Foundation provides
child survival interventions for the
33.000 residents of the mountain-
ous rural Gilgit District through its
USAID-funded Northern Areas
Primary Health Care Project. The
program continues to emphasize
training of health workers. physi-
eians. traditional birth attendants
and mothers. During 1989. nearly
2,700 mothers and children were
immunized. Research focused on
the cause of diarrheal disease and
a comparison of interventions.

Bureau for Science and
Tec’inology Support

t. ‘pplied Diarrheal Diseas~ Re-
“earen project helps the national
government improve manageiment
of diarrheal disease by supporting
studies condueted through the Apa
Khan University Hospital and the
Army Medieal College. These stud-
ies are looking at digestibility of
cereal-based oral rehydration salts
tORS). vitamin A deficiency. die-
tary management and b. alth seek-
ing behavior.

s PRICOR (Primary Health Care
Operations Research) supports the
Primary Health Care project
throngh its operations research

on the Model Basic Health Unit.

a primary health care facility de-
signed to directly address commu-
mty hezith needs. and on supervi-
sion of outreach health workers.,

s PRITECH (Technologies for
Primary Health Care). working
through the Primary Health Czre
and Child Survival projeets. ax-
ists the government s national
diarrheal disease control progran
through technical assistance to the
Diarrheal Training Units and
other diarrheal disease control
activities,

R1E

Short-term technical assistaner
was provided by the following:

8 AIDSTECH and AIDSCOM in
assessing the needs and resources
related to AIDS prevention and
informatio.. education and eom-
munication.

s HEALTHTECH (Technologies
for Child Health) in planning a
pilot introduetion of a scale for
sereening low birthweight new-
borns and developing training
materials for testing a single-use
syringe.

s Improvement of Maternal/
Infant Diet in assisting with a cam-
paign to promote breastfeeding.

8 REACH (Resources for Child
Health) in assisting the Govern-
ment of Pakistan with efforts to
conduct field trials of a single-use
self-destructible syringe.

3 VBC (Vector Biology and
Control) in the evaluation of the
Malaria Control II project.

8 WASH (Water and Sanitation
for Health) in developing manage-
ment tools in water supply and
sanitation.



Yemen Highlights

® The Tihama Primary Health
Care (PHC) Project successfully
established and furnished 65 pri-
mary health care units and trained
personnel in child survival inter-
ventions at multiple levels of
Yemen's health care delivery sys-
tem, 1oossons learned from the
Tihama PHC project. which sup-
ports programs in immunization,
oral rehydration therapy (ORT).
uutrition education and acute res-
piratory infection (ARD) . _arol.
will be applic 1 to Yemen's vther
bilateral project.

u Under the Accelerated Coop-
eration for Child Survival project.
the first group of health trainer/
supervisors completed training at
Yemen's Health Manpower Insti-
tute (HMI). The eight trainers/
supervisors will return to Saadah.
Marib and Hajjah governorates to
begin training rural primars
health care workers in diarrheal
disease control. inmunization and
nutrition. USAID is also support-
ing a midwifery training program
in collaboration with the HMI for
nurses and birth attendants.

Bilateral Projects

a Accelerated Cooperation for
Child Survival assisted by REACH
and HEALTHCOM. helps the
Government of Yemen to 1aeet its
child survival objectives by
strengthening basie nealth serviees
for women and children in six un-
derserved governorates. The proj-
ect focuses on ORT. imznunization.
nutrition and ARI prevention and
treatment. During 1989. the proj-
ect began a major indiative to as-
sist the Ministry of Health (MOH)
in establishing a National Epide-
miolegy and Disease Control
Program. The comprehensive
program will institute a system to
monitor the incidence and preva-
lence of diseases contributing to
high morbidity and mortality of
Yemeni women of childbearing age
and infants and children. The pro-
gram will provide the Go vernment
of Yemen with valuable data and

information that will permit more
aceurate assessment of the effec-
tiveness of interventions and pro-
vide a sound hase for planning,
implementing and monitoring
health care activities. In addition.
the program assists with upgrading
the government’s central labora-
tory and developing strategies to
investigate disease outhreaks.
During 1989, the project trained
community health workers inin-
fant and child feeding practices.
nutrition and growth monitoring.
Further. the project conducted a
training-of-trainers program in
child survival interventions for
governurate supervisors, The
supervisors will train primary
health care workers in the target
governorates.

» Tihama Primary Health Care
continues to assist the gos ernment
with the development of a primary
health care system in coastal Tiha-
ma Provinee that offers a range of
maternal and chiid health <ervices.
This year’s activities began with a
major initiatise by the MOH.
USAID and the Pathfinder Fund
o upgrade midwifery wraining at
the country s Health Manpower
Institute in the town of Hodeidah.
Highly respected and trusted
among Temeni women. these mid-
wives have been trained to provide
quality care to women of child-
bearing age throughout the coun-
try. The project also trained physi-
cians. nurses and community
health workers in child survival
interventions, and sponsored ac-
tivities to promote breastfeeding.
proper weaning and feeding and
growth monitoring. In addition.
the project provided cold chain
support and sponsored inununiza-
tion activities in fixed centers and
with mobile vaceinators. Vaceina-
tion coverage rates in Tihama
Provinee are double and triple the
national average. For example. the
national coverage rate for Polio3
i+ 14 percent. versus 335 percent for
Tihama.

u Small Rural Water Svstems.
which ended this yvear. assisted the
Government of Yemen to design.
construct and manage village wa-
ter systems nationwide. The proj-
ect helped increase the availability
of potable water in rural areas.

Local village couneils for coopera-
tive development were essential in
meeting project goals. \etivities
will continue through a USAID-
spronsored local development proj-
ect and the Veeelerated Coopera-
tion for Child Survival.

USAID/Washington
Support

Bureau for Science and
Technology Support

s HEALTHCOM (Communication
for Child Healthy i» working with
the Directorate of Health Eduea-
tion to strengthen its capacity (o
plan. develop. implement and
evaluate effective child survival
communication programs pation-
wide. Pilot health education proj-
ects have been implemented in the
governorates of Saada. Hajjah
and Mareb. During 1989,
HEALTHCOM alvo conducted

a staff deselopment review at the
Directorate.

o REACH (Resourees for Child
Health) assist> the zovernment
with the ecelerated Cooperation
for Child Sarvival. Last year,
REACH ordered health center
equipiment and trained the fira
group of governorate-level trainer/
supertisors REACH assembled a
child health resource center for
use by <taff of the \ecelerated
Cooperation for Child Survival
project.

Short-term technical assistance
was provided by the following:

s ORT Help in training Peace
Corps volunteers in child survival
interventions,

# TAACS (Technical Advisorsin
AIDS and Child Survivaly in
providing assistance with child
survival nroject design.

s WASH (W aterand Sanitation for

Health) in water and sanitation.

Yemen Arab
Republic
How LSAID “1'||l.-

Demographic
Indicators

Total Population:
9271000 (8Y:

lofant Mortality Rate:
F36/1 4041 189,

Life Fxpectaney at Birth:
H Year- (89

Children Under 1:
108 000 (89,

Annual Infant Deaths:
6] .000) (89,

Tenal Fertility Rate:
8.7 Children (89

Child Survival

indicators
Immunization Coserage:
DPT3: 31088
Polio3: 319088
Measles: 3007 188
BCG: £ (88)

Tetanus2+: 3% (88,

Oral Rebydration Therapy:
ORS Aecess Rate: 649 (88
ORT U~ Rate: 6% (88)
Contraceptive

Presalence: 3.5 (89
Adequate Nutritional
Status: W\

Appropriate Infant
Feeding: VA

Exclusively Breastfed: WA
Introduction of Solids: VA

Duration of Breastfeeding:
NA

See Data Notes
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iIJSAID Health and Child Survival
Project Support (Active in FY89)

Latin
America
and the
Caribbean
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Republic of
Bolivia
How USAID Helps

Demographic
Indicators

Total Population:
T.113.000 (89)

uifant Mortality Rate:
10571 .0(0) {89)

Life Expectancy at Birth:
31 Years (894

Children Under 1:
279.000 (89)

Annual Infant Deaths:
32.000 (89

Total Fertility Rate:

6.0 Children (89)

Child Survival
Indicators

Linmunization Coverage:
DPT3: 28 (88
Polio3: 389 148)
Measles: 387 38)
BCG: 55% (88
Tetanus2+: 3% (87)

Oral Rehvdration Therapy:
ORS Aceess Rate: 0% (88
ORT Use Rate: 319 (89
Cor traceptive

Prevalence: 129 (89)
Adequate Nutritional
Status: 81 7 (89)

Appropri: (e Infant
Feeding: 519 (89)
Exclusively Breastfed: 55%
Introduction of Solids: 39%

Duration of Breastfeeding:
16.6 Months (89)

Ser Data Notes
USAID Child Survival
and Health Fact Sheet

USAHD Health Information Sy<tem
CIHI. March 1990
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Bolivia Highlights

a Technical assistance provided
by Self-Financing Primary Health
Care has helped make a network
of private primary health care fa-
cilities for low-income people near-
Iy self-supporting. The project’s
suecess enabled PROSALUD. a
local private voluntary organiza-
tion (PVO} and the major project
implementor. to obtain government
funds to build six new health centers.

Bilateral Projects

® Community and Child Health
assists the Ministry of Health (MOED
with immunization and oral rehy -
dration therapy (ORT) activities in
the rura’ .nd peri-urban sreas of
La Paz. Cochabamba and Santa
Cruz. An immunization campaign
resulted in the vaceination of
635.000 children against polio and
61000 children against diphthe-
ria. pertussis and tvphoid.

8 ORT and Child Growth Moni-
toring. jointly administeied by
CARITAS Bolivia ta local PVO).
PRITECH and Catholic Reljef
Services. promotes ORT. growth
monitoring anad nutrition programs
through mother’s elubs. Club
health promoters were trained to
recognize and treat respiratory in-
feetions. \lso. external evaluation
found that 68 percent of diarrhea
cases receive proper treatment.
surpassing goals by 30 percent.

® Self-Financing Primary Health
Care, with PROSALUD. offers
health and child survival interven-
tions through private elinies pro-
viding health services. The network
i~ dow almost completely recover-
ing recurrent costs lhruugh user

fees (see “Bolivia Highlight™ above).
a Child Survival PYO Network

coordinates resources available
through cooperating U.S. and lo-
cal PVOs. The Network also coor-
dinates activities between PVOS
and the MOH. to test and produce
edurational and technical matenals.

8 ORS Packets Project assists the
MOH with procuring. distributing
and marketing of oral rebyvdration
salts t(ORS) parkets nationwide.

a Radio Edu ation builds on Boli-
via's successful use of radio as a
means to convey health messages
to balf a million people in three
departments. In conjunction with
broadeasts. health education mes-
sages are being taught 1o children
in primary schools.

8 Child Survival and Rural Sani-
tation, through CARE. assists the
Government of Bolivia in provid-
ing health education and water
and sanitation services 1o over
60.000 people in five departments.

Services also include vaceination
promotion. treatment with ORT
and growth monitoring. ORT use
rates are now over 95 pereent in
La Paz. Suere and Tariia. and
nearly 10 water systems and 2.500
latrines were constructed last year.

s AIDS Preveation and Control
works with the MOH to plan pre-
vention strategies and activities.
Waorkshops provided information
to health care providers and in-
creased public awareness abow
the disease and its transmission.

s Improving the Impact of PL
180 Resources, implemented
through Planning Assistance. a
LS PVOL s a nationwide effort
by the Adventist Development and
Relief Ageney. CARITAS and Fomd
for the Hungry to improyv- nuts
tional statas and general health of
children. Technival and manage-
rial assistance and training are pro-
vided for groups engaged in vita-
min A promotion. growth monitor-
ing and diarrcheal disease control.

USAID/Washington
Support

U.S. Private Voluntary
Organizations

# Andean Rural Health Care
works with the MOH and local or-
ganizations to integrate immuniza-
tion. ORT and nutrition education
programs into the primary health
care network serving 10,000 peo-
ple in two areas. In one year. 57
percesd of one-year-olds and 78
pereent of two-year-olds were com-
pletely vaceinated in project areas.

8 Esperanca sponsors primary
health care interventions in two
remote regions. The project trains
village health workers. distributes
ORN and vaceinates children and
women of childbearing age. Thir-
ts-one nurses receiy ed training on
child survival interventions by a
community -financed program.

® Foster Parents Plan assists the
MOH in providing ORT. nutrition
and immunization services to al-
most 30,000 women and children
in the three departments. The
project. ending in 1989, trained
2500 volunteer health workers
who monitor the health status of
children in the community. edu-
cate mothers and |ll'|p treat diar-
rheal and respiratory infections.

a Freedom from Huwcger is help-
ing the Government of Bolivia to
introduce child survival intersen-
tions into 40 communities in two
provinces. Staff. community vol-
unteers and government workers
focus on immunization outreach.
community -based growth r iator-
ing. weaning practices and KT
A community information system
is being developed to track progress.

m Project Concern International
works with local health authorities
in Cochabamba to provide a full-
range of child survival interven-
tion~ in primarily rural communi-
ties. Vaecination coverage rates in
the project area are now 85 per-
cent for measles amd nearly 60 per-
cent and 50 pereent for poliod and
tetanus2. respectively,

s Save the Children Federation

i~ establishing community -based
health care systems in three pros -
inces that provide the full-range of
child <urvival interyentions. Health
promoters educate families abow
sood health behaviors and monitor
community health through a fam-
ily registration/follow -up svstem.

Bureau for Science and
Technology Support

& CSAP Support (Johns Hopkins
Laiversity) provided a Child Sur-
vival Fellow to work with PROCOS].
an executive committes represent-
ing Bolivian PV Os 10 develop and
evaluate child survival programs.

s PRITECH (Technologies for
Primary Health Carej provides
technical assistanee o PV Ox that
belong 1o the Child Survival PVO
Network.

8 TAACS (Technical Advisorin
AN and Child Survival). through
an agreement with the US. Centers
fur Disease Control. provides long
term assistance to the Government
of Bolivia and the PVO community
1o help implement national ehild
survival programs.

Short-term technical assistance
was reported by the following:

a AIDSCOM in AIDS education

and cominunication.

8 AIDSTECH in AIDS prevention
workshuops and the developr ent of
a national AIDS strateg.

s Demographic and Health
Surveys in conducting an indepth
health su ey,

® Health Care Financing in devel-
oping self-suit. i ot health elinjes
and use of pre-pavment health plans.

s Improvement of Maternal/
Infant Diet in lactation manage-
ment training programs for health
professionals through the Wellstary
San Diego Lactation Program.

8 Maternal and Neonatal Healih
and Nutrition (MotherCare) in im-
proving mother and child health.

8 REACH (Resources for Child
Healthy in strengthening neonatal
tetanus control strategies.

8 VBC Vector Biology and Con-
troly in veetor-borne disease control.
8 WASH (Water and Sanitation
for Health) in water and sanitation.



Ecuader Highlights

m Rural Carchi Provinee hecams
the first provinee in Ecuador to
achieve 80 percent vaceination
coverage against the six vaceine-
preventable childhood diseas

8.

a According to the naticawide
Demographic and Health Survey.
the infant mortality rate in Ecua-
dor’s rural areas has deereased +H
percent in the past decade. from
115 per 1,000 live births in 1972 -
76 10 63 per 1,000 in 1982-46.
Urban areas have experienced a
32 percent decline during the same
period. from 77 to 52 per 1K),

@ The Ministry of Health (MOH)
has implemented rooming-in pro-
grams in ali government elinies na-
tionwide. Rooming-in encourages
exclusive breastfeeding. Rooming-
in has heen shown 1o be less expen-
sive than keeping the infants in
separate nurseries. where thes are
botde-fed formula by hospital staff.

Bilateral Projects
a Child Survival. a new project.

seeks to increase the effective use
of vaccinations, oral rehvdration
therapy (ORT). nutrition educa-
tion. breastfeeding and treatment
for respiratory infections. To re-
duce maternal mortality. the proj-
eet will support improved pre-na-
tal and post-natal care. encourage
child spaeing and tetanus toxoid
vaccinations,

» Integrated Rural Health Deliv-
ery Systems. completed in Decem-
ber 1989, supported Ecuador’s
national child survival program by
providing training and services for
child survival interventions. In
1989. the project established 230
nationwide comumunity oral rehy-
dration units and provided elinical
trainmg on ORT to physicians,
nurses. community health workers
and traditional healers. Hospital-
based orzl rehvdration units have
now been established in all 21 of
Ecuador’s provineial hospitals.
The project also assisted the Cen-
tro de- Estudios de Poblaeion v Pa-
wernidad Responsable o conduct a
national infant mortality and con-
traceptive prevalence surves.

a Financing and Health Care
works to establish financially self-
reliant community organizations
to provide health secvices. MAP
International. provides maternal
and child health services to the
urban Solanda neighborhood of
Quito and the rural community of
Marcabeli in the coastal provinee
of El Oro. The project provides
technical assistance to assess de-
mand for health services and devel-
ap cost-recovery schemes for the
Maraiana de Jesus Foundation.
serving 30,000 inhabitants of the
project areas.

a Wuter and Sanitation for
Health and Ecuadorian Develop-
ment, complements water and
sanitation activities begun by the
Integrated Rural Health Deliver:
Systems project. The goal of the
new four-yvear praoject is to im-
prove the health of infants and
children by assisting rural commu-
nities install and correctly use and
maintain safe water supply systems
and latrines. Primary foeus will be
on mstalling some 1.600 rural wa-
ter and sanitation systems serying
about one million persons in eight
provinees and in institutionalizing
community financing. operations
and maintenance of svstems.

® Malaria Centrol, administered
by the MOH with assistance from
the U.S. Centers for Disease Con-
trol. supports the National Ma-
laria Control Service. The project
supplies anti-malarial drogs and
insecticides and provides technieal
assistance 1o implement a national
malaria information system.

® Andean Peace Scholarships
sponsors short- and long-term
study in the U.S. for students from
the Andean nations on health and
child survival. health policy and
administration and epidemiology.

Regional Projects
a Health and Child Survival Pol-

iey. through an agreement with the
U8 Centers for Disease Control.
will provide a full-time technical
advisor in AIDS and child survival.

USAID/Washington
Support

U.S. Private Voluntary
Organizations

a Catholic Relief Servir es works
through 70 women's elubs in the
regonal capitals of Cuenca. Lata-
cunga and Portoviejo promoting
ORT and aamunizations aud pro-
viding growth monitoring services
to over 2,000 children under age
five. The project involves women
in nutritional assessments. and in-
volved them in des eloping solu-
tions to combating the problem.
This uniquze approach has drawn
the attention of the National Insu-
tute of the Child and Family for
use nationwide. Last vear. health
workers. mothers and community
leaders were trained on the con-
traceptive effects and nutritional
importance of breastfeeding.

@ Freedom from Hunger spon-
sored successful programs in ORT.
immunization. growth monitoring
and nutrition education. The proj-
ect also trained conmmunity work-
¢« rs and rural families 10 develop
projects that will generate income

o support ongoing child survival
programs.

n Projeet Hope has initiated a
child s
educat on project in the Manabi
and Azuay Provinces. This new
praoject seeks to lower neonatal
mortality through child spacing
and inereasing the survival and
well-being of infants and children
through improved nutrition prae-
tices and access to immunizations.
ORT and other health services.

rvival service delivery and

Bureau for Science and
Tochnology Support

s HEALTHCOM (Communica-
tion for Child Survival) provided
technical assistance (o sarengthen
immunization and ORS communi-
cation and promoetion activities.

g lmprovemeni of Maternal/ln-
fant Diet Project provided assis-
tanece to the MOH through the
Weaning Projeci. Edocational
materials on breastfeeding and
preper wearing for both urban

and rural audienees were devel-
oped and are currently being used
by UNICEF invits urban breast-
feeding campaigm.

a REACH Resources for Child
Health). through a long-term tech-
mical advisor. is supporting MOH
immusnization efforts in the north-
ern coastal Esmeraldas Provinee,
Thue project trained phy sicians,
nurses. community health work-
ers. school teachers and commu-
nity leaders in immunizations.

Shori-term technical assistance
was reported by the following:

8 AIDSTECH assists laboratory

technicians in blood sereening and
HIV testing procedures and in na-
tional AIDS surveillanee activities.

® Georgetown University works
with a local family planning organ-
ization to test promoting breast-
feeding as a primary method of
child spacing.

& MotherCare supports opera-
tions research on the new kanga-
roo-mother approach to cost
effectively care for low birthweight
and premature newhorns.

s ORT Help trains Peace Corp
volunteers in child survival inter-
ventions.

® PRITECH (Technologies for
Primary Health Care) works with
Ministry of Health improving the
management information system.
a U.S. Centers for Disease
Control trains provincial enide-
miclogists.

8 VBC (Veetor Biology and Con-
trol) in malaria control.

® WASH (Water an:d Sanitation

for Health) in water and sanitation.

Republic of
Ecuador
How USAILD “(’lps

Demographic
Indicators

Total Population:
10, 15 00 (89)

Infant Mortality Rate:
SULO ED

Life Expectaney at Birth:
660 Years (89)

Children Under |:
350000 (89)

Annual Infant Deaths:
22,000 (80

Towal Fertility Rate:

3.8 Children (89)

Child Survival
Indicators
Immumization Coyerage:
DPT3: >4 88)
Pohio3: 37% (88)
Measles: 520 (88)
BCG: 86 (88)

Tetanus2+: 129 (87)

Oral Rehydration Therapy:
ORS Aceess Rate: 555 (88)
ORT Use Rate:  24% (87)
Contraceplive

Presalence: 129 (89)

Adequate Nutritional
Status: 767 (87)
Appropriate Infant
Feeding: 249 (8T
Exclusively Breastfed: 27%
Introduction of Solids: 15%
Duration of Breastfeeding:
13.9 Months (87)

~er Data Notes
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Republic of
Guatemala

How USAID Helps

Demog-=phic
Indicators

Total Population:
8.935.000 (89)

Infant Mortality Rate:
T2/1.000 (87)

Life Expectaney at Birth:
03 Years (89)

Children Under 1:
345,000 (89

Annual Infant Deaths:
20.000 (89)

Total Fertility Rate:
5.6 Children (89)

Child Survival
Indicators

Immunization Coverage:

DPT3: 475 (88)
Pohio3: 35% (88)
Measles: 519 (88)
BCG: 38% (88)

Tetanus2+: 129 (87)

Oral Rehyvdration Therapy:
ORS Aceess Rate: 609 (88)
ORT Use Rate:  16% (87)
Contraceptive

Prevalence: 199 (87)
Adequate Nutritional
Status: 53% (87)
Appropriate Infant
Feeding: N/A

Exclusively Breastfed: N/A
Introduection of Solids: N/A

Duration of Breastfeeding:
20.8 Months (87)

See Data Notes
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Guatemala Highlignts

m A local coalition of the Ministry
of Health (MOH). the National
Committee to Promote Breastfeed-
ing. Johnson and Johnson Phar-
maceuticals. USAID. UNICEF. the
Pan American Health Organiza-
tion and loral public and private
institutions is working together to
reduce mortaiity from diarrhea-
related dehydration in Guatemala.
A private sector firm has launched
a new oral rehydration salts (€ 3)
product. and a public sector man-
ufacturer has designed packaging
for o <oon-to-be released ORS
packet. Other activities include the
involvement of advertising agencies.
market research firms and radio
studios in mass media activities.

Bilateral Projects

8 lmmunization and ORT Serv-
ices for Child Survival supporis
the MOH in cooperation with
PAHO. Rotary International and
UNICEF to improve immunization
coverage and oral rehvdration
therapy (ORT). Multi-donor coor-
dination in immunization resulted
in 95 percent completion of the
cold chain to deliver vaceines and
distribute 5.5 million ORS pack-
ets. A three-day workshop of do-
nor agencies. the MOH and public
and private sector participants
promoted the establishment of oral
rehydration units in 22 hospitals.

» Expansion of Family Planning
Services project supports the In-
ternational Planned Parenthood
Federation affiliate. APROFAH
nd local organizations to provide
all child survival interventions na-
tionwide. An award-winning TV
commercial. TV drama. and theal-
rical production with child-spacing
themes were used to reach families
throughout the country.

a Water. Women and Health, ad-
ministered through CARE. supports
water and sanitation systems for
rural communitiex in the moun-
tainous western region. Personal
hygene education accompanies
the construction of facilities.

a Community-Based Health and
Nutrition Systems, a project with
the Division de Saneamiento del
Medio of the MOH. supports ef-
farts to develop and improve local
waier and sanitation systems for
small rural communities in six
departments More than 16.000
latrines and 168 water supply sys-
tems have been butlt.

s Rural Potable Water avd Sani-
tation II was implemented by Agua
del Pueblo. a local private volun-
tary organization. With labor pro-
vided by the community. the proj-
ect built water and latrine systems
for 14 rural communities.

USAID/Washington
Support

U.S. Private Voluntary
Organizations

s Foster Parents Plan is working
in three municipalities to improve
maternal and ekild health through
feeding and nutrition programs.
control of diarrhea and respira-
tory infections. immunizations amd
maternal care.

s International Eye Foundation
supports the National Committee
for the Elind and Deaf andd the
Center for Studies of Sensory Im-
pairment. Aging and Metabolism
in the promaotion and delivery of
nutritional vitemin A supplements
to women and children in Alta
Verapaz Provinee. NutriAtol is
easy to prepare and is a calturally
acceptable medicinal food that is
g@ven to patients secovering from
diarrhea or meastes to present vi-
tamin A deficiency. resulting from
poor feeding practices during
houts of these illne.ses.

a La Leche League International
promotes breastfeeding among
pregnant and lactating women
through development of groups in
an area of Guatemala City. Some
100 women. including 10 midwives.
were trained and act as breast-
feeding advocates and support-
group leaders in the community.

2 Project Concern International
(PCH assists the MOH in expand-
ing health services to women and
children in an isolated mountain
ous city. Thirty-five health work-
ers and 120 women and other com-
munity members were trained in
immunization and diarrheal dis-
ease control. A fundamental link
to the community was the training
and use of community members.
despite their illiteracy. {or peer
counseling and training. Special-
ized training marerials for these
peer counselors were developed and
are now being used by PCland the
MOH in community health worker
training programs nationwide.

@ Project HOPE worked with the
Guatemalan government to pro-
vide all rural communities in tow
departments with immunization.
ORT and nutrition services. Pri-
mary emphasis is on training com-
munity health workers with some
300 completing the initial child
survival training. and another 350
participating in refresher courses.
Under the new grant. 1.500 com-
munity volunteers. who were
trained in child survival interven-
tions and monitoring techniques.
are implementing and recording
child survival activities using a new
family registration svstem.

Bureau for Science and
Technology Support

8 AIDSCOM assists the Assovia-
tion in Guatemala for Sex Educa-
tion and the Regional Center for
Audiovisuals in AIDS to conduet
eduecation and communication
training for private sector health
care personnel.

n CSac Support, through a resi-
dent Child Survival Fellow. pro-
vides long-term assistanee to the
Institute of Nutrition for Central
America and Panama to strength-
enils capacity o serve as head-
quarters for nutrition training and
research programs.

s HEALTHCOM provides techni-
cal assistanee to the MOH 1o in-
erease immunization coverage and
reduee deaths due to dehydration
from diarrhea. HEALTHCOM
conducts training workshops for
community health workers and ix
helping the MOH 10 develop a mass
media communications program.

8 PRICOR 11 (Primary Health
Care Operations Research) pro-
vides terhnical assistanee to IN-
CAP for growth monitoring and
nutrition education. A systems
analysis of growth monitoring ac-
tivities was compleied this year. as
was training in condueting opera-
tion: . search for participants
from throughout Central Amerieca.

Short-ierm technical assistance
was reported by the following:

a HealthTech in immunization.
zrowth monitoring.

s Improvement of Maternal/
Infant Diet in supporting lactation
mai.agement training for health
professionals through the Wellstary/
San Diego Lactation Program.

s Malaria and Essential Drugs in
traiming and research for malaria
surveillance and veetor control.

8 Maternal and Neonatal Health
and Nutrition { MotherCare) in
improving tetar-ts toxoid immuni-
zation coverage and assisting with
maternal hea”:L programs..

= Nutrition Education and Social
Marketing in supporting research
on breastfeeding. growth monitor-
ing and appropriate infant feeding
practices,

a ORT Help in training Peace
Corps volunteers in child survival
interventions.

» PRITECH (Technologies for
Primary Health Care) in diarrheal
disease control and OKT activities.
® Project SUPPORT in assisting
in the production and marketing of
“Litrosol.” th2 first locally manu-
factured ORS packet. and extensive
markel research for promotion.



Haiti Highlights

& For three days in September.
October and December of 1988.
Haiti delivered vaceinations
through hundreds of vaccination
posts throughout the country.
Fifty thousand volunteers rallied
people to the posts. helping to vac-
cinate some 60 percent of a'l ~hil-
dren nationwide.

® The USAID-funded Child Su: -
vival Coordinating Committee
continues to strengthen the rela-
tionships among more than 200
U.S. and local private voluntary
organizations (PVOs) providing
health services in Haiti. Through
the committee influence. child sur-
vival interventions are Feing made
available to hard-to-veach commu-
nities across the country and cura-
tive-based programs are becoming
more llr(“"‘nti\'t“()ri(’n'(’d .

Bilateral Projects

u Urban Health and Community
Development H. completed thix
vear. was administered by the
Complexe Medico-Sociale de la
Cité Soleil. a local PVYO. The proj-
ect provided a full-range of ehild
survival services to urban poor
lhmugh two community centers
and a group of vther institutions.
As testimeny to the project’s sue-
cess. the usage rate for oral rehy-
dration therapy (ORT) in the
target population is more than 60
percent higher than the national
average. Immunization rates in
the project area are also signifi-
cantly higher. The project covered
approximately 17 percent of ex-
penses through user fecs and drug
and produet sales. Lessons learned
are being applied to other projects.

u Expanded Urban Health Serv-
ires is an expansion of the suecess-
ful Complex Medico-Social de la
Cité Soleii model into other low-in-
come urban areas. The Center for
Development and Health will pro-
vide health and child survival
servieces to 307.000 residents of
Cité Soleil. Gonaives. Cap Haitien.
Fort Liberte and Onanamiathe.

a Mobilizing Mothers for Child
Survival, completed this vear. pro-
vided technical and financial assis-
tanee to local PVOs working in
child wurvival nationwide.

8 Voluntary Agencies for Child
Sur~ival, administered by the Uni-
versity Research Corporation.
provides technical assistance to 11
local and U.S. PVOs to strengthen
their child survival programs. The
project focuses on organizational
development. financial sustaina-
bility and management to improve
service delivery.

= Community Water System
DRevelopment completed 17 water
systems serving 70,000 people.
Health edueation programs on
diarrheal disease control and hy-
giene are provided at all sites.

a Presidential Training Initiative
of the Island sponsors short- and
long-term training in the U8, in-
cliling studies in nursing. commau-
sty health. nutrition and medical
lahoratory technology.

USAID/Washington
Support

U.S. Private Voluntary
Organizations

s Adventist Development Relief
Ageney provides immunization.
growth monitoring and nutritic n.
diarrheal disease controf and aigh
visk birth serviees to nearly
130.0006 residents in rural and
urhan areas. in 1989. over 1.200
children were vaceinated with
DPTI and Poliol: 2.300 women

v re vaceinated against tetanus.

m Eve Care provides services to
help prevent nutritional blindness
among 12,000 children ages six
months to six vears in northwest
Haiti. Eve Care’s project also in-
cludes ORT and other nutrition
services. in adeaation to the vitamin
A supplenentation activities,

a Foster t’arents Plan (PLAN).
completed this v ea, assisted the
Ministry of Health (MOH) in the
Jaemel Region in integrating water
and sanitation with child survival
activities. PLANs mobile clinies
extended the reach of national
immunization services. Health

w kers, teachers and community
members were trained in ORT.
growth monitoring and immuni-
zation. and in constructing prefab-
ricated latrines. Extensions of ex-
isting water sysems also improved
aceess to poiable water,

u Helen Keller International
works with the Center for Devel-
opmert and Health in Cité Soleil.
a slum in the capital city of Port au
Prince. to provide vitamin A seryv-
ices 122,000 women and chil-
dren. Vitamin A supplements were
provided and 250 he ulth workers
and 26.000 community members
were trained in improved infant
and child feeding practices.

a Save the Children Federation
participated in Haiti's National
Vaccination Campaign by provid-
ing immunization services to near-
ly 34.000 people in remote areas.
Nearly 906 children and over*50
women were vaceinated. Save the
Children pr ovided a range of nu-
trition services. with emphasis on
vitaminA supplementation. breast-
feeding and growth monitoring.

s World Relief Corporation sup-
ports a multi-purpese program in
the southern region to improve the
health of 1.000 children under age
five and 5.000 women. Child sur-
vival rally posts and dispensaries
have been established and MOH
auxiliaries have been trained 1o
conduet immunizations. Volunteer
health promoters received training
in ORT. nutrition. family planning
and growth monitoring and taught
these strategies to 2,000 mothers
and other community members.

a World Vision Relief and Devel-
opment concentrated on providing
mmmunizations to women and ehil-
dren. Rzlly posts originally set up
to deliver immunizations are ex-
panding their services to include
diarrheal disease control. growth
monitoring. nutrition services and
vitamin A supplementation.

Bureau for Science and
Tectnology Support

# A Child Survival Fellow
provides assistanee to the USAID-
supported Child Health Institute.

# Johns Hopkins University
assisted in analvzing studies being
condu ed at the Child Health
Institu e on serviee utilization and
low birtkweight babies. A three-
vear measles vaccination trial at
the Cité Soleil Health Center was
concluded this vear. improving
services and vaceination coverage.

8 REACH (Resources for Child
Health) provided cold chain trai.a-
ing In preparation for three Na-
tional Immunization Days and
assisted with the introduetion of

a ¢old chain course in the medical
curriculum.

s WHO Global Program on
AIDS helped support AIDS con-
trol setivities.

thect-term technical assistanee
was reported by the following:
w AIDSCOM in design and imple-

memtation of an AIDS education
canmpa’gn with local PV)s.

# AIDSTECH in AIDS education

and prevention.

a CSAP Support in diarrheal dis-
ease control and ORT.

s MotherCare in maternal nutri-
tion and health and research on
attitudes toward prenatal care.

& Nutrition, Education and So-
cial Marketing Field Support in
nutrition.

s PRITECH (Tm'hnnlugif's for
Primary Health Care) in diarrheal
disease control and ORT.

s WASH (Water and Sanitation
for Health) in child survival and
pharmaceutical supplies.

Republic of
Haiti
How USAID ”('ll,s

Demographic
Indicators

Total Population:
6.382.000 (89)

Infant Mortality Rate:
I T.000 189)

Life Fxpectaney at Birth:
53 Years (89)

Children Under 1:
199.000 (89)

Annual Infant Deaths:
25.000 (89

Total Fertility Rate:
1.6 Children (89)

Child Survival
Indicators

Immunization Coverage:

DPT3: 5467 (88)
Polin3: G (88
Measles: 6307 (88)
BCG: 15% (88)

Tetanus2+: 237 (88)

Ora! Rehydration Therapy:
ORS Aceess Rate: 219 (88)
ORT Use Rate: 175 (88)
Contraceptive )
Prevalence: 109 (87)
Adequate Nutritional
Status: VA

Appropriate Infant
Feeding: N/A

Exclusively Breastfed: N/A
Introduction of Solids: N/A

Duration of Breastfeeding:

NA

~er ata Notes
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Republic of
Honduras

How USAID Helps

. .- "V . < -l -
Demographic
Indicators
Total Population:
1.376.839 (88)
Infant Mortality Rate:
61/1.000(87)
Life Expectaney at Birth:
62 Years (87)
Children Undes 1:
153.300 (88)
Annual Infant Deaths:
10.700 (88)
Total Fertility Rate:
5.6 Children (87)

Child Survival
Indicaters
Immunization Coverage:
DPT3: 17 (88)
Polio3: 70% (88)
Measles: 76 (88)
BCG: 85% (88)

Tetanus2+: 165 (87)

Oral Rehvdration Therapy:
ORS Access Rate: 605 (88)
ORT Use Rate: 669 (88)
Contraceptive

Prevalence: 339 (87)
Adequate Nutritional
Status: 77% (87)
Appropriate infant
Feeding: N/A

Exclusively Breastfed: N/A
Introduction of Solids: N/A

Duration of Breastfeeding:

NA

Ser Data Noter
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Honduras Highlights

s Health Sector 1, a neaonai com-
prehensive health care program
administered by the Mini: ey of
Health with support from USAID.
ended this year. The project suc-
cessfully met its goal of reducin s
the infant mortality rate (IM%)
below 70 deaths per 1,600 live
births. Health Sector | activities
ave being continued under Health
Sector I It is hoped that these ac-
tivities will lead to a further redue-
tion of IMR from 61 to 13 deaths
per 1.000 live births.

s With the long-term technical
assistance of the HEALTHCOM
project and use of a social market-
ing approach to generate consum-
er demand. the Ministry of Health
(MOH) has successfully strength-
ened diarrheal disease control ef-
{orts. In HEALTHCOM's ‘nitial
soctal marketing campaign project
area of 400.000 persons. diarrhea-
related mortality in children under
age five declined 40 percent be-
tween 1981 and 1983, LITROSOL.
the locally produced oral rehvdra-
tion salts (ORS) which HEALTH-
COM helped launch. has truly be-
come part of Honduran culture.
According to a national survey. Y9
pereent of mothers have heard of
the product and 85 percent had
used it to treat dehydration due to
diarrhea. Finally. through joint
HEALTHCOM/Ministry of Health
communications activities. the
School of Medicine of Honduras
has been encouraged to develop a
new oral rehydration therapy
(ORT) community eduecation cur-
rieulum for its students.

Bilateral Projects

s Health Sector I1 is a follow un
to Health Sector L. which provided
comprehensive health and child
survival services and trained al-
most 700 health workers and com-
munity members. The new project
supports the health care systewn by
providing technical assistance in
the areas of nutrition. diarrheal
disease management and acute res-
piratory infection (ARL). To pro-
mote private sector growth. some
services are heing provided by
local private voluntary organiza-
tions (PVO) as well ax by a local
manufacturer of ORS. A monitor-
ng system for tracking the deli .-
ery of regional health services is
currently being put into place.
Portable computers will ke used to
collect information in the field so
that services can be evaluated -
mediately and a preliminary re-
port can be made before leaving
the region.

« Rural Water and Sanitation,
completed in 1989, exceeded all
project goals. The Ministr, of
Health worked with the National
Autonomous Ageney for Water
and Sewer Systems to bring safe
water and sewerage systems to
over 510,000 rural inhabitants.
Four hundred and thirty water
systems were completed over the

1 e of the project. One of the proj-
ect’s more sueeessful components.
the integration of water. sanitation
and health education. is now being
replicated throughout Honduras.
The project design includes com-
munity financing for maintenance
and repair of the systems.

USAID/Washington
Support

U.S. Private Voluntary
Organizations

s La Leche League International
traiins and cernfies breustfeeding
advorates who will establish loeal
Breastfeeding Mother Support
Geoups. To ensure that mothers
receive the same bhreastfeeding
messages from all possible sources.
i.a Leche Leagae procides techni-
cal assistance to other PVOs that
are involved in the promotion of
breastfeeding.

& Project Hupe serves the Teguci-
galp.: Metropolitan Health Region
using trained community health
volunteers. The volunteers edu-
cate mothers * v adopt hezlthy nu-
trition habits. diagnose and treat
acute respiratory infections. and
use ORT. Volunteers also provided
more than 50 percent of the house-
to-house coverage during an inten-
sive polio immunization campaign

in July 1989.

s Save the Children Federation
is strongly committed to health
education in all child survival
interventions. The project desigm
includes the use of ra fio. festivais
and "Mothers Contests™ 1o pro-
mote health awareness. Health
volunteers trained in each of the
child survival interventions imple-
ment the majority of ORT. immu-
nization. ARI treatment and nutri-
tion education services provided
by this projeet. Their role in
health education is vital to the
progress in the area. Visits are
macd .- to homes of pregnant moth-
ers and malnourished children to
educate mothers in prenatal care
and proper feeding. The volun-
teers also encourage mothers to
use the health centers. Last vear in
the project area. 95 percent of the
children under five attended
growth monitoring sessions. Most
mothers are now able to weigh
their children themselves and

evaluate their status and 1ttend
the growth monitoring sessions ev-
ery other inonth.

Bureau for Science and
Technology Support

c HEALTHCOM (Communication
for Child Survival). since 1985,
has suecessfully promoted Litrosol
a locally produced ORS. making it
a household word now widely ree-
ognized throughout the country.
To inerease ORS aceessibility.
HEALTHCOM is working with the
private sector to have ORS sold in
pharmacies and grocery stores.
HEALTHCOM is also implement-
ing a new approach to treating
ARI. The strategy includes home
treatment of mild ARI as well as
more prudent use of antibiotics.
The project’s suceess in ORS pre
motion and ARI treatment has so
impressed the MOH that the inte-
grated communications »:,prozch.
using face-to-face communication
to support mass media campaigns.
has become a model for the com-
munication components of other
health service programs.

Short-term technical assistance
was reported by the following:

s AIDSCOM in developing publie
education programs about AINS
and HIV infeeti sn.

= AIDSTECH in developing a
national AIDS education and pre-
vention strategy.

8 Improvement of Maternal/
Infant Diet in se:pporting lactation
managen. ‘nt training programs for
nealth professionals through the
Wellstart/San Diego Lactation
Program.

a Nutrition Education and
Social Marketing Field Support
i child health and breastfeeding
promotion.

® Project SUPPORT in support-
ing local production of ORS and
promoting distribution through
ithe private sector.

u TAACS (Technical Advisor

in AIDS and Child Survival) in
assisting coordination of child sur-
vival activities,

w VBC (Vector Biology and Con-
trol) in collecting and analyvzing
vector control data to assess trends
and program impacts in both the
country and the region.



Peru Highlights

a Because many at-risk children
were not beis  reached, the Minis-
try of Health (MOH) has intro-
duced a risk assessment guide to
help health workers identify fam-
ilies at high risk of malnutrition.
The guide is built around seven fac-
tors, such as low birthweight and
parent’s edueation, believed to be
related to malnutrition and early
child death. The guide is particu-
larly important because high risk
targeting is one way to address
child survival needs when resources
are limited.

Bilateral Projects

u Child Survivai Action, through
the MOH and the Social Security
Institute, provides services in diar-
rheal disease control. immuniza-
tion. nutritivn. child spacing and
the control and prevention of
acute respirate. v infections (ARI).
The project is assisting the MOH
establish a computerized national
health information system.

e Reduction in Child Mortality,
implemented by PRISMA. a local
private voluntary organization
(PVO). is a nutritional surveillance
program accompanying a food dis-
tribution effort serving the Depart-
ments of Lima and Cajamarea. The
program. has provided immuniza-
tion. birth spacing and nutriticnal
services in these areas since 1986,
has also witnessed a significant in-
erease in the weight-for-height
mean of children ages 0-3 vears. A
malnutrition risk assessment guide
developed by PRISMA (see ““Peru
Highlight” above) is used to study
the health effects of economie erisis
on urban children and to monitor
changes in project impact areas.

e Integrated Food, Nutrition and
Child Survival is a new joint proj-
ect of the MOH and PRISMA pro-
moting breastfeeding. growth mon-
itoring. proper infant/child feeding
practices and vitamin A aetivities.

s Integrated Health and Family
Planning, administered by APRO-
PO. alocal PYO. provides health
education and family planning to
women with three or more chil-
dren in the Lima area. The project
trained over 700 mothers, commu-
nity health workers and pharma-
cists in the prevention of high risk
births.

m Basic Infrastructure and Pri-
mary Health, completed this year
in the cities of Lima, Callao and
Trujillo. trained health providers
in child survival services. These
activities continue under the Food
Assisted Integrated Development
Project, being implemented by
CARE. This project includes such
topics as food handling, hygiene
and environmental sanitation.

u CARITAS Feeding Program,
which supported CARITAS. a
loeal PYO. which ended this year.
promoted improved infant and
child feeding practices. The proj-
ect trained mothers. health pro-
moters and community leaders in
the importance of breatsfeeding
and growth monitoring,

a Private Sector Nutrition for
Child Survival, administered by
Peru's Nutrition Research lnsti-
tute. provided counseling v infant
and child feeding practices to 59,000
mothers and other caregivers. Mass
media messages included a song
explaining the importance of food
and fluids during bouts of diarrhea.

8 Training Physicians and Nurses,
a joint project of the Peruvian gov-
ernnent and the Universidad Peru-
ana Cayetano Heredia. completed
activities in January 1989. Health
professionals from 11 provinces
received on-site training in clinical
management of diarrhea. Oral re-
hydration units established in
three Lima hospitals provide diar-
rhea treatment for children and
training for health workevs.

@ The Peruvian PYO Health Pro-
mouon Network, administered by
Seton Institute for International
Development. conducted seminars
on child survival and program
management for local PVOs.

a Nutrition and Food for Work,
implemented by the Adventist De-
velopment and Relief Ageney. works
with local PVOs in nine depart-
ments to provide child survival
services. Community health work-
ers conduet training in preparing
oral rehydration salts (ORS) and
growth inonitoring at community
mother-child venters. Counseling
in ARI control. pre-natal care ar.d
personal hymeve is also provided.

a Rural Water Systems and Envi-
ronmenial Sanitation, admini-
stered by the MOH. completed

135 new water svstems and 5.800
Jatrines. Nearly 400.000 people
have henefited from these services.

» Ninos Child Survival Journal
published four issues covering a
variety of child survival and ma-
ternal health topies. Nifios is dis-
tributed throughout the country
and Central and South America.
Many medical and nursing schools
use Nifios as part of their studies.

2 Andean Peace Scholarships
sponsors snort- and long-term
study in the U.S. for Andean stu-
dents on topies including health
and child survival interventions.
Twenty health workers and 28
community leaders were trained
over the last two years.

1 AIDS Education and Preven-
tion provides educational and pre-

ventive services to a diverse group
of high risk populations.

a TAACS (Technical Advisor in
AIDS and Child Sarvival) is assist-
ing the MOH prepare and imple-
ment a communication strategy
promoting child survival activities.

Regional Project

a LAC Training lunitiatives 11 is
part of a regional project admini-
stered loeaily by the National
Planning Institute that sponsors
expatriate training for health pro-
fessionals. Afier training. project
participants resume former posi-
tions and train fellow professionals
about child survival intervention.

USAID/Washington
Support

Bureau for Science and
Technology Support

» A Child Survival Fellow is help-
ing to develop and starch-based
ORS for home use.

u Applied Diarrheal Disease
Research Project supports re-
search on the epidemiology of pro-
longed episodes of diarrhea in Lima.
the development of a soup-based
ORS and training programs for
clinical management of diarrhea.

s Improvement of Maternal/
Ini:nt Diet Projeet supports re-
search on the development of a nu-
tritious food and recipes based on
local ingredients. for use in home-
based management of diarrhea.

sInnovative Seientific Research.
administered by the University of
Peru. studies the correlation be-
tween malnutrition. water and the
transmission of cryvptosporidium
in children in the suburbs of Lima.

g PRICOR (Primary Health Care
Operations Research). in collabo-
ration with PRISM. is condueting
research on the delivery of oral
rehvdration therapy. nutrition and
immunization services. The data
enable training strategies to be de-
veloped to improve serviee delivery.
Short-term technical assistance
was reported by the following:

8 AIDSCOM in communication
and counseling on the AIDS virus.

s AIDSTECH in AIDS education

and prevention.

a MotherCare in improving preg-
nancy outcomes through improved
maternal health and nutrition.

= Nutrition Education and Social
Marketing Field Support in breast-

feeding promotion.

s Project SUPPORT in expand-
ing local production of ORS and
developing a promotion campaign
for the private sector.

Repubilic of
Peru

How USAID Helps

Demographic
Indicators

Total Population:
21.790.000 (89)

Infant Mortality Rate:
T6/1.000 (86)

Life Expectancy at Birth:
62 Years (89)

Chilaren Under -
684.000 (89)

Annual Infant Deaths:
61.000 (89)

Tctal Ferulity Rate:
4.3 Children (89)

Child Survival
Indicators

Immunization Coverage:

DPT3: 589 (89)
Polio3: 609 (89)
Measles:  32% (8Y9)

BCG: 625 (89)
Tetanus2+: 3% (89)

Oral Rehydration Therapy:
ORS Access Rate: 239 (88)
ORT Use Rate: 10% (88)
Contraceptive

Prevalence: 239 (86)
Adequate Nutritional
Status: 789 (84)
Appropriate Infant
Feeding: 285 (86)
Exclusively Breastfed: 319
Introduction of Solids: 24%

Duration of Breastfeeding:

16 Months (86)

See Data Notes

USAID Child Survival

and Health Fact Sheet
USAID Health Information System
CIHL. March 1990
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Project Title and Purpose

Population Sector Program Support: Assists the government
to develop and implement a national population policy includ-
ing high risk birth management.

FY 89 Child Survival Grant to Save the Children Federation:
Provides child survival services including the control of
diarrheal diseases. immunization. growth monitoring. high
risk birth management. malaria treatment and vitamin A sup-
plementation.

Maternal Child Health/Child Survival: A consortium includ-
ing Harvard and Drew Universities and the Academy for Edu-
cational Development supports health care delivery services.
including URT, immunization and nutrition in the southern
province of Adamaoua.

Child Survival Project: Administered by the Ministries of
Public Health. Social Affairs and Women’s Welfare. the proj-
ect provides services in the conircl of diarrheal diseases. vita-
min A supplementation and high risk birth management in the
Moven-Chari prefecture.

Family Planning Services and Support: U.S. and local govern-
ment agencies contribute to nationwide family planning efforts
to promote health and family j..anning services including child
spacing. diarrhea management. immunization and nutrition.

PYO Co-Financing: Assists U.S. and local voluntary organiza-
tions to extend health and child survival serviees in Kenya.

Health Care Finanecing Program: A new program supports
poliey and structured changes in the health sector leading to
increased resources for primary and preventive care including
cost-sharing and cost-containment measures.

Private Health Care improvement: Promotes the role of the
private sector in expanding health and child survival serviees
in Liberia.

Avotra Orphanage: Provides suyport for shelter construction
for abandoned children.

Health Institutions Develepmen : Howard University pro-
vides technical assistance to imp: ove health and child survival
training in Malawian institutions.

Promote Health Interventions for Child Survival: This is a
new project to expand maternal and child health services. in-
cluding provision of potable water.

FY 89 Child Survival and Vitamin A Grants to International

Eye Foundation: Promotes prevention of vitamin A deficiency
in the Lower Shire Valley through vitamin A supplementation.
education and fortification of local weaning foods.

FY 89 Child Survival Grant to Save the Children Federation:
Supports immunization. diarrheal disease control. malaria
treatment, growth monitoring. vitamin A capsule distribution.
acute respiratory infection ~nd high risk birth management in
northern Malawi.

Integrated Family Health Services: Through the Ministries of
Public and Social Affairs. strengthens and integrates child sur-
vival services in 15 materna¥child health and family planning
clinies.

I scal Year 1989
Child Survival Action Program

CSF HE ARDN DFA ESF

($1.0001  ($1.000) (£1.000)  (£1.000) (&1

0 0 0 276 0
1000 Y] 0 0 0
0 0 0 ol 0

0 0 0 2700 0

0 0 0 2948 0

0 G 0 T90 0

0 {] 0 3000 0

1] 0 0 0 2907

0 0 0 300 0

1] 48 0 1272 G

0 ] U] 4864 0
H5 0 415 0 0
600 0 1] 0 ]
0 0 0 b2 0

The funds in this table were obligated in Fiscal Year 1989 from various accounts: Child Survival Fund
(CSF); Health (HE); Agriculture. Rural Development and Nutrition (ARDN): Develoy.nent Fund for Africa
(DFA); and Economic Support Fund (ESF). Amounts listed are estimates than can be attributed to child sur-
vival. A number of the projects have broader purposes. such as strengthening primary Gealth care services or

water and sanitation.

Appendix

Africa

Botswana

Burkina Faso

Cameroon

Chad

Kenya

Liberia

Madagascar

Malawi
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Country

Mauritania

Mozambique

Niger

Nigeria

Senegal

Sudan

Swaziland

Togo

Uganda
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Project Title and Purpos >

PVO Co-Financing: Assists U.S. and local private voluntary
organizations to extend health an.i child survival services in
the country.

FY 89 Vitamin A Grant to WYRD: Promotes prevention of

vitamin a deficiency through vitamin A supplementation.

Child Survival Pilot: Johns Hopkins University. in coopera-
tion with Medicins sans Frontieres. supports child survival
services including the control of diarrheal diseases. immuniza-
tion. growth monitoring. maternal hezlth and nutrition educa-
tion and vitamin A supplementation to the rural population of
the Zambezia Province.

Health Sector Support: Tulane University provides technical
assistance und in-service training to strengthen local health
service delivery systems that include child survival initiatives.

Family Health and Demography: The Ministry of Public
Health. Social Affairs and Women's Status extends family
health services 1o combat high risk births and to improve ma-
ternal and child heslili nationwide.

Primary Health Care Support Program: Encourages major
reforms in primary health eare policies through a support
grant to the health sector.

FY 89 Child Survival Grant to AFRICARE: Supports growth
monitoring. oral rehydration therapy. high risk birth manage-
ment and malaria referral services in areas of Imo state.

Rurval Health Delivery Services H: Provides preventive
health and child survival ser.ices in the Kaslack and Fatick
Regions of Senegal.

FY 89 Child Survival Grant to Save the Children Federation:
Supports immunizatien. oral rehydration therapy. growth
monitoring. vitamin A supplementation. high risk birth man-
agement services in the Showak and Um Ruwaba areas and
among nomads.

FY 89 Child Survival Grant to CARE: Extends inimunization
services and community-based education for the control of
diarrheal diseases and improved nutritional practices in the
Bara and En Nahud districts of the North Kordofan provinee.

Primary Health Care: Management Sciences for Health and
Drew University support a national plan to integrate immuni-
zation. oral rehydration therapy. growth monitoring and high
risk birth prevention initiatives into health delivery service
programs.

Health Sector Support for Child Survival: Assists the Minis-
try of Health to plan and administer primary health care serv-
ices, ineluding child survival interventions.

FY 89 Child Survival Grant to World Vision Relief and De-
velopment: Reinforces the Ministry of Health's efforts in im-
munization, oral rehydration therapy, growth monitoring.
high risk birth management and essential drug supplies in the
Bundibugyo district.

Support to Uganda Orphans: Relocates orphans in their hoine
villages and provides health services to these injured and in
need as a result of past civil strife.

Basic Rural Health {I: Eglise du Christ au Zaire. a local pri-
vate voluntary organization,promotes child survival through
community-supported primary health care systems in 90 rural
health zones.
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Project Title and Purpose

School of Public Health: Tulane University assists an inde-
pendent and fully aceredited School of Publie Health train an
expanded cadre of health workers in child survival interven-
tions.

Family Planning Services: Targets urban women of reprodue-
tive age for child spacing activities to increase infants” chanees
for survival.

FY 89 Child Surviv Ad Grant to WVYRD: Enhances Ministry
of Health's child survival initiadves to reduce infant and child
mortality and morbidity in the Murehwa District.

Africa Child Survival Initiative-CCCD: A multi-donor effort
by the U.S. Centers for Disease Control. WHO and others
combats childhood diseases in 10 sub-Saharan African coun-
tries through appropriate diarrhea case management. immu-
nization and maiaria control activities and development of
training. health education. health Lulrmation systems and
health care financing capaniities in those countries.

African Development Support: Provides technical assistance
to missions and regional offices for desi.i. implementation and
evaluation of health and child survival programs.

Operations Level Management: MEDEX supports the design.
testing and institutionalization of management-development
technology within the MOHs in Botswana and Lesotho.

PVO Support Project: Strengthens U.S. and African PVO
activities including those engaged in child survival programs.

Small Projects Assistance: Supports small health and child
survival activives in Botswana. Cameroon. Chad. Ghana.
Kenva. Niger. Senegal. Sierra Leone. Swaziland and Zaire.

Program Development and Support: Provides technical as-
sistanee for design and evaluation of health and child ~urvival
projects in Chad. Swazilund and Togo.

Health Sector Support: Through cooperative agreement.
USAID provides training and medical supplies eross-border to
health care units which support immunization and primary
care services to Afghan mothers and children.

PYO Co-Financing: Expands child survival and health pro-
gram activittes through grants to U.S. and local e vate volun-
tary organizations for services within Afghanistan.

Commodity Export Program: At the recommendation of the
Afghan Alliance. food. medical suppli = and other relaied
commodities are shipped o AMfghani-tan for wa.-affected
Afghans.

Family Planning and Health Services: As part of the Social
Marketing Program. working with the Ministry of Health and
Famiiv Planning (MOHFP). the projeet promotes ORS
marketing through maternal and child health programs and
100.000 outlets nationwide. The Reach Project assists
MOHFP and the Ministry of Local Government to expand

immunization in the urban slums.

Disaster Preparedness Program: A grant to Helen Keller In-
ternational permits the production. analyses and use of child
health and nutrition data for determining nutritional status of
children under age five requiring targeted food and health aid
in times of disaster.
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Zaire

Zimbabwe

Regional

Asia and
the Near East

Afghanistan

Bangladesh
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Country

Egypt

india

Indonesia

Morosco

fiepal

Pakistan

Philippines
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Project Title and Purpose

Cost Recovery Health: Promoies a major initiative of the
Ministry of Health to introduce cost recovery systems for child
survival and public health services.

Science and Technology for Development: Assists in mohiliz-
ing the Egyptian science and technology community to foeus on
solutions and their application to critical development prob-
lems including health and child survival.

Child Survival Health Support: An USAID grant to UNICEF
and loeal organizations assist the Ministry of Health in major
expansion of child sarvival initiatives by promoting ORT. im-
munizahon and the control of acute respiratory infections.

Vaccine and Immunodiagnostic Development: Supports
Indo-U.S. cooperation to expand vaccine development and
production and improve diagnostic tools.

PYO Co-Financing II: Supports U.S. and lucal private
voluntary organizatious to integrate nutrition and other child
survival activities with their Title H food distribution pro-
grams.

FY 89 Urban Child Survival Grant: Save the Children Fed-
eration expands services in immunization. diarrheal discase
control, growth monitoring. improved weaning practices and
vitamin A supplementation in the eity of Jakarta.

Health Sector Finaneing: Helps the Indonesian Government
10 assess opportunities for collaboration with private providers
and allocate resources to priority child survival programs.

Family Planning/Child Survival Support I'V: Supports the
Ministry of Health’s programs for immunization, control of
diarrheal diseases and nutrition through information cam-
paigns including mobilization of the private sector.
Integrated Rural Health/Family Planning Services: Assists
the Ministry of Health b, providing GRUT. immunization. ma-
laria control and family planning services ‘n rural areas.

PY O Co-Financing : Pro vides U.S. and local private and
voluntary agencies with support for health and child survival
activities.

Child Survival: Supports the Ministry of Health's efforts to
reduee infant mortality through key child survival interven-
tions aimed a* immunization, diarrheal disease control pro-
grams and acute respiratory infections.

Malaria Control H: Assists the Ministry of Health to imple-
ment a nationwide malaria control program including targeted
household insecticide spraving, case detection. health worker
training and operations research.

NWFP Area Development: Promotes health education and
child survival message campaigns in Gadoon-Amazai area.

Child Survival Pregram: Administered through the Depart-
ment of Health, provides decentralized support for the couirol
of diarrheal diseases, immunization, breastfeeding, grow h
monitoring, maternal health. vitamin A supplementation. high
risk birth management and acute respiratory infections.

PVYO Co-Financing Il1: Expands child survival and health
program activities through grants to U.S. and local private
voluntary organizations.

Regional Development Fund: Supports health and child sur-
vival activities through assistance to provineial governments.
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Project Title and Purpose CSF
(1000}
Enterprise in Community Development: Focuses on primary ]

health car-. including child survival progran s implemented by
local communities.

OPG: PYO Co-Financing: Provides U.S. and local private 0
voluntary agencies with grant support to expand child survival
and health activities,

SPC Multi-Praject Support: Supports U.S. Peace Corps 0
Yolunteers efforts to carry out rural des elopment activities in-
cluding water and sanitation and health education.

Project Development and Implementation Support: Pro- 0
vides technical assistance for design and evaluation of health
and child survival projects.

PNG Child Survival Support: Assists the zovernment to de- 0
centralize rural health delivery systems to promote sustainable
maternal and child health services.

FY 89 Child Survival Grant: Assists the Foundation of the 835
People of the South Pacifie to train community health nurses

in Vanuatu in expanding health care services < wciude immu-

nization. the control of diarrheal diseases and improved vean-

ing practices.

Water Sapply and Sanitation Seetor: Provides safe domestic 0
water supph and educates users in health and sanitation prae-

tices.

Affected Thai Progeam I1: Assists with the Thai government 0

to improve health and living conditions of Thai villages aloag
the Lao and Cambodean borders.

Family Planning and Population Development: Supports 0
the Ministry of Health and the Catholic Relief Services. in pro-

viding nationwide services in high risk birth management and

diarrheal disease control interventions.

Accelerated Cooperation for Child Survival: The Ministry of 0
Health. with assistance from the REACH and HEALTHCOM

projects. is expanding child survival activities in six governo-

rates. including implementation of immunization programs.
development of health education materials and training of pri-

mary health care workers.

Regional Cooperation: Includes support for immunization ac- 0
tivities through mutually agreed upon projects netween Israel
and its Arab neighbors. especially Egypt.

Regional Environmental Activities Project: Enhances re- 0O
gional cooperatior in health care development and child sur-
vival activities.

ASEAN Human Resources Development: Enhances re- 0
gional cooperation in health and child survival through the

building of institutions and the development of human re-

sourees.
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Increased Produetivity Through Better Health: Supports 2
government efforts to coordinate all don- r supported activities

in Belize to reduce morbidity and mortality of women and chil-

dren by controlling the incidence of malaria. dengue fever and
gastro-intestinal diseases.

OPG: Village Health Sanitation: CARE provides support to 0
Village Health Committees in two Northern Distriets for con-
struction and maintenance of water and sanitation systems.
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Country

Philippines

South Pacific
Regional

Sri Lanka

Thailand

Tunisia

Yemen

Regional

Latin America
and the Caribbean

Belize
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Bolivia

Dominican Republic

Ecuador

108

Project Title and Purpose

Child Survival Support: Project Hope. in cooperation. with
the Ministry of Health. supports nationwide efforts to provide
chiid survival services including ORT. immunization. growth
monitoring. improved irfant and child feeding practices and
the control of acute respiratory infections.

Child Survival PYO Network: Coordinates resources avail-
able through cooperating U.S. and local private voluntary
organizations to strengihen capabilities of these organizations
to provide basie health services to high risk rural populations.

Self- Financing Primary Health Care: Management Sciences
for Health expands low-cost primary health care services and
programs such as ORT. immunization and nutrition education
through the private sector.

Program Development and Support: Supports design and
evaluation of child survival projects.

Community and Child Health: The Ministry of Social Welfare
and Public Health develops regional capacities to delis er sus-
tainable primary health care services. including program-
promoting immunization. ORT. high risk birth management.
growth monitoring and water and sanitation activities.

Radio Education: Builds upon Bolivia's successful use of radio
to broadeast health lessons to support the development of edu-
cational materials and distribution of ORS packets and infor-
matiion within school systems.

FY 89 Child Survival Grant to Esperanca: Trains villages
health workers in the remote regions of Tuio Calve and Gran
Chaco to distribute oral rehydration salts and to promote vac-
cination of children and woman of child bearing age.

FY 89 Child Sur+ival Grant to Save the Children Federation:
Provides immunization. oral rehydration therapy. acute respi-
ration infection. high risk birth managen_ent and nutrition
services in the provinee of Inquusivi.

FY 89 Child Survival Grant t¢ Food for the Hungry Interna-
tional: Supports oral rehvdration therapy. immunization and
nutrition services in 40 communities in Manco Kapae and
Camcacho provinces.

OPG: Planning Assistance: Provides technical assi<tanve for
design and evaluation of health and child sumvival projeets.

OPG: Water and Health Services: CARE assists the Govern-
ment of Bolivia to provide health education and water and
sanitation services to over 60.000 people. including vaceina-
tion promotion and grov.th monitoring and treatment of chil-
dren suffering from diarrhea and nutrition deficiencies.

Child Survival: Save the Children Federation. through U.S.
and local private voluntary organizations. supports nation-
wide programs to reduice infant and child morbidity and mor-
tality through ORT. nutrition edueation and prevention and
control of acute respiratory infections.

PVO Co-Financing: Assists U.S. and local private voluntary
organizations to extend health and child survival services.

FY 89 Child Survival Grant to Foster Pacents Plan: Provides
growth monitoring. immunization. oral rehydration therapy
and high risk birth prevention services to women and children.
Child Survival: A new project to increase and institutionalize
the delivery of child survival services through public and pri-
vate systems.
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Project fitle and Purpose CSF

(1,000

FY 89 Child Survival Grant to Project HOPE: Provides 750
child survival services including high risk birth prevention and
nutrition in the irural areas of the Manabi and Azuay provinces.

Water and Sanitation Technical Assistance: Assists rural 0
communities to install cost-effective safe water supplies and

latrines to improve family health through education an appro-

priate use of facilities provided.

Program Development and Sup;srt: Supports design and 30
evaluation of child survival projects.

Cormmunity-Based Integrated Rural Development: In coop- 0
eration with the Ministry of Health. Suve the Children Federa-

tion provides village families in eastern and northern regions

with immunization. ORT. nuirition education and petable

water.

Health Systems Support: Assists the Ministry of Health in sup- 0
porting and strengthening public health care systems to ensure
the delivery of maternal and child health services nationwide.

OPG: Mother/Child Feeding: A grant to Cathulic Relief Serv- 0
ices supports maternal and child health services and encour-
ages breastfeeding.

OPG: Salvadoran Pemographic Association: With grant 0
support is carrying out a demographic and health survey in
El Salvador with emphasis on data related to child survival.

Public Services Resturation/Rehabilitation: Includes ex- 0
panded investments in potable water and sanitation systems
1o improve services through community involvement.

Program Development ard Support: Supports the design 0
and evaluation of child survival programs.

Expansion of Family Planning Services: In couperation with 1870
indigenous private voluntary organizations and the private

sector. assists the Ministry of Health to provide child survival-
interventions and family planning services nationwide.

Rural Health: CARE works in 60 villages in the Western High- 0
land to assist communities develop potable water systems and

latrines and to educate users in apprepriate maintenance and

use of facilities.

FY 89 Child Survival Grant to Project Concern Interna- 500
tional: Expands immunization coverage. the use of oral re-

hydration therapy. treatr ‘nt of acute 1 ~spiratory infections.

high risk birth management and nutrition education in an

isolated mountain city.

FY 89 Child Survival Grant to CARE: Promotes improved 600
feeding practices. oral rehydration therapy. dietary manage-
ment of diarrhea and breastfeeding.

Program Development and Support: Supports the design 99
and evaluation of child survival projects.

tw
—
[
wut

Voluntary Agencies for Child Survival: Provides technical
assistance to numerous local and U.S. private voluntary
organizations to strengthen their child survival interventions
including training health workers and physicians.

Community Water System Development: CARE contributes 0
to child survival by providing rural areas with potable water.
improved sanitation and health education.

FY 89 Child Survival Grant to World Vision Relief and 130
Development: Provides immunizations. diarrheal disease

control. growth monitoring and nutrition services to mothers

and children.
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Country

Haiti

Honduras

Jamaica

Peru

ROCAP

Regional

110

Project Title and Purpose

Exprnded Urban Health Services: The Center for Deselop-
ment and Health, a local private voluntary organization. pro-
vides a wide range of child survival and other health serviees to
low-income urban areas of Haiti.

Urban Health and Commumity Development 1L Provides
child survival services to urban poor through Complexes Med-
ico-Sociale de la Cité Soleil. a local PVO.

FY 89 Child Survival Grant to Eve Care: Provides serviee.
to prevent nutritional blindness among children in Northwest
Hauti including vitamin A supplementation and other child
survival serviees,

Health Sector [I: The Ministry of Health provides compre-
hensive health care services emphasizing child survival inter-
ventions and rural water and sanitation services.

FY 89 Chil ! Survival Grant to World Relief Corporation:
Supports ¢ fforts of two indigenous health agencies in
immunization. oral rehydration therapy. mrowth monitoring.
acute respiratory infections. high risk birth prevention. hy-
giene and sanitation services in the Departments of Olancho
and Franciseo.

Hurricane Reconstruction: Assists in the restoration of essen-
tial utilities. including. water and sewerage services. and eriti-
cal medical supplies and other rehabilitation efforts.

Child Survival Actt Praject: The Ministry of Health sup-
ports the development ofsustainable programs and expands
health eare services in diarrheal disease control. immuniza-
tion. nutrition education and child spacing.

Upper Huallaga Area Development: Includes assistance to
community supported water and sanitetion <ystems.

Nutrition and Food for Work: Local private voluntary or-
ganizations provide ORT. immunization. nutrition. high risk
birth management and water and sanitation services in four-
teen departacnts of Peru.

Food Assisted Integrated Development: A grant to CARE
provides child survival interventions including growth moni-
toring and nutrition education to mothers and children
through a conmimunity kitchen feeding program.

Andean Peace Scholarships: Provides long and short-term
training in the United States. including health and child sur-
vival skills development for health professionals.

Integrated Food, Nutrition. and Child Survival: Prisma. a
local private voluntary organization. distributes foods and
provides nutrition and other child survival serviees to
malnourished mothers and children nationwide. using a risk
targetting approach.

CARITAS Food Relief, Nutrition and Developmcut: Sup-
ports the promoticn of breastfeeding. growth monitoring and
improved infant child feeding practices in nine distriets.

Program Development Support: Provides technical assis-
tance for design and evaluation of health and child survival
projects.

Accelerated Immunization: Grant to the Pan American
Health Organization assists countries in the region to control
transmission of the polio virus and supports national immuni-
zation efforts for six WHO-designated vaccine-preventable
diseases and neonatal t=tanus.
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Project Title and Purpose

Intercountry Technology Transfer: Multiple implementing
agents adapt existing technologies to support improvement: in
delivering health and child survival interventions in the Ad-
vanced Developing Countries of the region.

Health Techniral Serviees Support: Supports vitamin A and
other nutrition activities. HIV/AIDS prevention and water and
sanitation services information in the regon.

Program Development and Support: Supports design and
evaluation of child survival projeets.

: !.atlﬂlnmicaaml the

Technical Support/Child Survival for PYOs: Johns Hopkins
University, PRITECH and AR> provide technical assistance
to private voluntary organizations in management and evalu-
ation of child survival programs.

Child Survival Grani t¢ Rotary Foundation: [ne remental
funding of a grant to Rotary International to support its
worldwide immunization programs.

FY 89 Child Survival Grant to Save the Children Federation:
Ax a part of nulti-count=y grant. supports the development of
health data to manage and evaluate child survival activities.

Matching Grants to PVOs: Grants to U.X. private voluntary
organizations to implement health and child survival programs
in developing countries.

PYO Vitamin A Support: Grants to U.S. private voluntary
arganizations for various vitamin 5 ~ervices to alleviate nutri-
tional blindness. and to Helen Keller International to provide
technical assistance 1o these organizations in the design. mom-
toring and implementation of their vitamin A programs.

Ocean Freight Reimbursement for PYO Health and Child
Survival Activities: Supports U.S. private and voluntary or-
ganizations through reimbursement of costs for ~hipping do-
nated goods in support of health and child survival projects.

Integrated Studies and Systems: Supports special studies on
child survival related programs.

Project Development Support: Provides technical assistanee
for development of health and child survival activities through
the private sector.

Housing and Urban Programs: Includes support for hasie
water and sanitation infrastructure as a component of urban
support aetivities.

Operations Research in Primary Health Care 11 (PRICOR):
Center for Human Se.vices conduets operations research to
study factors impeding the effective development and
operation of health care sy stems delivering child survival
interventions.

MEDEX Support: University of Hawaii trains nurses in
aeliver: of child survival techniques and maternal health <ery-
ices in pr mary health care programs in Africa and Latin
Ameriea.

Diagnostic Technology for Community Healih (DIATECH):
Program for Appropriate Technology in Health (PATH) and
Johns Hopkins University develop anid adapt simple. low-cost
diagnostie technologies to treat and control malaria. acute res-
piratory infections and diarrheal diseases.
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Global

Project Title and Purpose

Child Survival Action Program-Support (CSAP-Suppori):

Jokns Hopkins University and other implementing agencies

promote child survival programs through advors nd

fellows.operations support. appli=d and evaluating research
Pi

and information management and dissemination

Commumication for Cuild Survival (HEALTHZOM): The
Academy for Educational Development provid < worlitwide
field support for cormrunication and <oecial marketig efforts
in the health sector o inerease the use of child survisal inter-
ventions steh as ORY and unmunization

Communication and Marketing for Child Surviy o
(HEALTHCOM II): Vhe Academy for Lducational Deselop-
ment srevides techmeal assistanee m health comnusication:
to include communication stralegy planmng. implementation,
monitoring and evaluatior : communivation resegreh: maten-
als and strategy tesunge: mformation dissemination: and in-u-
tutionalization of communications efforts.

Technologies for Child Health (HHEALTHTECH): PATH de-
velops fow-cost. appropriate tools for chiid su- vival progirams.
especiall . immunization.

OR7T H -alth Fdueation and Long-Term Planning (ORT.
HELP): Muhiple implemening agencies support inforniation
exchange among developing “ountey leaders and hel'th pro-
viders on all aspects of diarrheal disease controi.

Maternal and Neonatal Health and Nutrinon (MOTHER-
CARE: John Snow. Ine. and othe » agencies provide world-
wide field and applied research support to improve maternal

and neonatal care. behavior and pregnancs

Technical Advisors in AIDS anc Child Survival ( FAACS):
Technical advisors recruited fromi federal and stat- ageneies
and schools of publie bealth in cooperation with the U.S. De-
artment of Health and Human Services. assist in implement-
ing child survival programs.

"OIMes .

Supply, Production and Promation of ORT (Projet
SUPPORT): PATH provides techni -al assistanee promo.ing
local manufacturing. quality control and distribution of ORS
thronga the prit - sector.

Techuologies for Primary Health Ca-e (REACH): John
snow. ine. provides worldwide field support for disease con-
trol programs emphasizing immunizatisn intersentions.

Technologies for Primary tlealth Care I: Technical assistanee
provided for chiid survival by short-term consultants and WH¢.

Technologies for Primary Health Care - Through Manage-
ment Se_ences for Health th projeet follows on o PRITECH.
serving as a central resourt o> technical assistanee n naple-
menting ORT/diaitheal disease controf pr: zrams worldwide.

Vaceine Development and Health Research: Supports pro-
grams. through the U.S. Department of Health and Human
Services. to test and improve vaceines 1o ec.nbat ehildhood
diseases such as measles and rotavirus.

Applied Diarrheal Disease Research (ADDK;: Harvard Uni-
versily supports country-specifie applied research on priority
diarrheal disease problems.

Diarrheal Disease Research: Supports research. training and
information dissemination on control and treatment of diarrhe-
al diseases through the World Health Organiz-:tiHn and Inter-

national Center for Diarvhoeal Disease Research. Banglalesh.
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Project Title and Purpose CSF HE ARDN DFA ESF
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Country

Water and Sanitation for Health 111 (WASH): Camp. Dresser 0 T05 0 30 0 Global
and MeRee International and other implementing agencies
provide technical assis' nee on a broad range of services to
help plan, implement and evaluate rural and urban water and
sanitation programs.

Demographic and Health Surveys (DHS): The Institute for 150 0 0 ] 0
Resource Development assists countries in conducting

demographic and health surveys which provide data on the

status of child survival interyentions and infant and child

mortality.

Health Resources Support: Assists in implementation and 0 12 0 0 0
evaluation of health and child survival programs through an

agreement with the U.S. Department of Health and Human

Services,

Health Care Financing and Sustainability: Abt Associates. Tlo 0 0 0 7
Ine. and other implementing agencies provide technical assis-

tance, conduet applied research and disseminate information

on health care financing and sustainability.

Technology and Resources for Child Health (REACH 1): 18 325 0 0 i)
John Snow. Ine. provides expertise for immunization and

acute respiratory infection programs through aperations re-

search. cost analy sis and disease surveillance.

Combatting Iron Deficiency: Nutrition Foundation and Kan- 319 S0 0 0 0
sas University support efforts to reduce the incidence of iron
deficiency anemia in mothers and children.

Improvement of Maternal and Infant Diet: Multiple imple- 247 282 0 0 H
menting agercies. including Wellstart International. promote

breastfeeding. use of healthy weaning foods and better nutri-

tion and health care for pregnant and lactating women,

Women and Infant Nutrition - A Family Focus: Provides an 103 870 0 0 0
integrated package of appropriate feeding services and techni-
cal assistanee to improve infant and child nutrition.

Vitamin A for Health: Private voluntary organizations. re- 0 0 3200 0 0
search foundations and other imnlementing agencies conduet

research activities. provide service delivery and technical

assistance on the prevention of vitamin A deficieney.

Nutrition Educaticn and Social Marketing: The Academy for 0 00 200 0 0
Educational Dexelopment supports host country efforts to de-

sign. implement and evaluate nutrition education programs., I3
Food and Nutrition Monitering: [FPRI and the University of 0 0 108 0 0

Arizona promote the integration of human food consumption
and nutrition considerations in development policies. pro-
grams and projects in the food. agriculture. health and related
sectors in selected countries.

HBCU Research Grants: Granix to Historieally Black Col- 0 122 0 0 0
leges and Universities support biomedical and operational re-
search activities related to child survival initiatives.

Small Project Assistance: Supports small health and child sur- 0 375 0 0 0
vival activities. including training for Peace Corps volunteers.

20568 14455 6683 522 0

oo - 70998 - 511282 10246 53133' 17842

Grand Total 203347

113

1 Includes $5.000 SAHEL account funds for Senegal: 2 lncludes $18.000 Selected Development Aecount for Indoneaa attibuted to clabd curvivar



Data Notes

114

World Bank

Conventions

Throughout this decument, reference 1
wnade to the report preparved last vear,
Child Survival: A Fourth Report to Con-
gress on the USAID Program. as Child
Survival: The Fourth Report.”™

Indicator Data

Note: The notation "N A7 is used when
particular indicator is notavailable,

Demographic Indicators

aTotal Population: Mid-year estimate of
the total number of individuals in a coun-
try.

slnfant Morality Rate (IMR): The eati-
mated number of deaths in infants (chil-
dren under age one) in a given vear per
1.000 live births in that same sear. An
IMR may be calculated by direet methods
trounting birthe and deathsy or by indi-
rect methods (applying well-established
demographic models).

slLife Expectaney at Birth: \n ectimate
l'r lh" average nlll“il('r llf rears  d new-
born can expeet to live. Life expectaney s
computed from age-specific death rates
for a given year. 1t should be noted that
low life expectancies in developing coun-
tries are. in large part. due to high infant
mortality.

eChildren Under Age One: Mid-year es-
timate of the total number of childven un-
der age one. :

sAnnual Infant Deaths: An estimate of
the number of deaths occurring to chil-
dren under age orein a given vear.
sTotal Fertility Rate: An estimate of the
average number of children 4 woman
would bear during her lifetime given cur-
rent age-specific fertilits rates.

Vaccinatior Covercge Rates

wVaceination Coverage in Children: An
e~timate of the proportion of Tiving chil-
dren beiween the ages of 12 and 23
months who have heen saceiated before
their first hirthday — three times in the
cases of polio and DPT and onee for hoth
measles and BCG. Vaccination coverage
rates are caleulated in two wayv<. Admin-
istrative estimates are based on reports of
the number of vaceines administered Ji-
vided by an estimate of the pool of chil-
dren eligble for vacemation. Survey esti-
mates are hased on sample survess of
children in the target age group and mas
or may not include children without vae-
cination cards whose mothers recall that
their children had heen vaceinated.
aVaccination Coserage in Women: An
estimate of the proportion of women in a
given time period who have received two
doses of tetanus toxoid during their preg-
nancies. Currently under worldwide re-
view. this indicator i being changed to
account for the cumulative effect of teta-
nus toxoid hoosters. A woman and her
baby are protected against tetanus when
a mother has had only one or. perhaps,
no booster< during a given pregnancy <o
long a« the woman had received the ap-
propriate number of hoosters in the years
preceding the pregnaney in question.
{The appropriate number of boosters re-
quired during any @ven pregnaney varies
with number received previously and the
time elapsed.) The revised indicator i
referred to a~ TT2+. Rates are computed
using administrative methods or surveys.

Oral Rehydration Therapy

sORS Access Rate: An e<timate of the
proportion of the population under age
five with reasonable access to a trained
provider of Ora' Rehydration Ralts who
receives adequate <upplies. This is a par-
tieularly diffirult indicator to measure
and. therefore. it may fluctuate dramati-
cally from year to year as improved meth-
ods of estimation are devised.

sORT Use Rate: An estimate of the pro-
portion of all cases of diarrhea in chil-

dren urder age fise treated with ORS
and/or a recommended home faud. ORT
use may be determined using administra-
tive means or survess. In general, admin-
istrative estimates based on estimates
of the number of episodes of diarrheain
the target population for g given year and
the quantiny of ORS available. Thu-.
changes in the extimates of the frequency
of diarrhea episodes can alter the ORT

U ~e Rate as well as “real”™ changes in the
pattern of tse. Sursess are more §
in that they focus on the actual be
of mothers in treating diarrbiea in the
two-week period prior to the survey.

ise

Contraceptive Prevalence

sContraceptisve Prevalence Rate: Anes-
timate of the proportion of women. aged
15 through H (or. in <ome countries. 15
through 19). in union or married. cur-
remly using 4 modern method of contra-
ception. W here sources fail to distinguish
modern and traditional methods. the
combined rate is shown.

Nutrition

s Adequate Nutritional Status: Anandi-
vidual child of a vertain age i~ <aid to be
adequately nourished if }
greater than the weight corresponding to
“two Z-seores” itwo standard deviations)
below the median weight achieved by chil-
dren of that age. The median weight and
the distribution of weights arvund that
median in a healthy population are taken
from a standard established by the Na-
tional Center For Health Statistios. en-
dored h) the World Health Organiza-
tion. The indicator for the population as
a whole i~ the proportion of children 12
through 23 months of age who are ade-
quately nourished.

sAppropriate Infant Feeding: \ compo--
ite estimate of the proportion of infants
tehildren under age oner being breastfed
and receiving uther foods at an appropri-

ther weight i«

ate age according to the fullowing eriteria;
breastfed through infarey with no bottle-
feeding. exelusively breastfsd through
four month~ i 120 day <1 of aze. and re-
ceiving other foods if over siv month- of
age (181 day~i. Water is not acceptable in
the firsi four month~ 1 1200 dave). ORS i
considered aceeptable at any age. Sar-
veys are the only ~ource of data to form
thi~ indicator. Surves = vield an estimate
of hor many children in the target group
tehildren under age onei are Leing fed
correctly at the moment of the surves.
They do not gve an indication of the pro-
rtion of individual children fed appro-
priateh throughout their fiest v ear of life.
» \ number of sub-indicators may be cal-
culated from the data used 1o form the
campuosite, of which two are presented in
this report:

Exclusively Breastfed: An estimate of
the proportion of infant- through four
months 1120 day~1 of age who receive no
food- or liquids other than brea-t milk.
Introduction of Solids: An estimate of
the proportion of infants over <iv month«
1181 day ~) of age still breastfeeding but
also receiving complementary weaning
f(“ll’»‘.

u Duration of Breastfeeding: \n esti-
mate of the reedian duration of breast-
feeding computed from cross-weetional
surves data using the Carrent Status
Methoil. According to thi- method. the
value reported i the month at which half
of the children <urvey ed are no longer
breastfed.

pre

Sources and Comments on
Child Survival Indicators

s Project data and descriptions are
drawn from the 1989 Health and Child
Survival Project Questionnzires submit-
ted by USATD-funded projects. This

questionnaiee now includes a module on
AMDS/HIN actisaties. In addition. data on
the child <ursival indicators were sulimit-
ted by €S ATD missions on a form dissemi-
natedd to the missions alang with the abose
mentioned questionnaires. These forms
are d toas the FY 1989 Mission
Response Forms,

a The primary souree for the demograph-
i indicators is:. Warld Population Pros-
peets: 1988, (referred to as W PPy pre-
pared by the Extimates and Projections
Section of the Population Disision of the
Department of International Economie
and Social \ffairs United “vations,

# The primary sources for vaceination
coverage data are the annual reports of
the Expanded Programme on Immuniza-
tion of the World Health Organization
treferred to ax WHO): the most recent
being W HO/EPUVCELS/Y0. 1. January
199,

& The primary cources of data on oral re-
hydration. both aceess and use. are the
annual reports of the Diarcheal Diseace
Contrel Programme of the World Health
Organization (referred to as WHO) An
advanced copy of the indicators to be
published in the next report was pro-
vided. courtesy of that program. \nother
major ~ource of information i~ the Demo-
graphic amd Health Surves< ireferred 1o
as DHS with the year of the surses ). In-
stitute fur Resouree Deselopment/Macra
Systems. lne.

Kenya

s Demographic Indicators: a) Al exeept
Total Fertility Rate: WPP. b) DHS e
ports an Infant Mortality Rate (IMR) of
60 E.000 Lt the report. acknowledges
anupder rep ding of deaths during the
~urses. The mficial Government of
Renya estimate is 8171000, ¢) Fotal Fer-
tility Rate: DHS. 1989,

#Vaceination Coverage Rates: a) Rates
for the antigens administered to children
are from the DHX. 1989, They are com-
puted based on assumptions regarding
the rehability of mothers” recall. The
Government of Renya continues to report
the 1987 rates as reported in ~Child Sur-
visal: The Fourth Report.” by The TT2+
rate i taken from a corrected interpreta-
tion. provided by the REACH project. of
a table printed in Immunization Coverage
i Renva. 1987,

wOral Rehydration Therapy: Aceess:

W HO and ~e: DHS, 1989,
sContraceptive Prevalence tnunlern
methodsy: DHS. 1989,

= Nutrition: a) \ppropriate Feeding
Indicatorc~): DHS, 1984, by Median Du-
ration of Breastfeeding: DN, 1989

Malawi

aDemographic Indicators: W PP,
mVaccination Coserage Rates: a) Rates
{or the antigens administered w children
are from the W HO/UNICEF/Rotary In-
ternational report entitled . National
Esaluation Of The Expanded Pro-
gramme On Immunization. August 1988,
The rates cited in “Child Survival: 1
Fourth Report” were derived from the
~ame ~study: howesver. the values shown
were the rates among onls those children
in possession of vaccination cards. A< ap-
proximately 90 pereent of all children

had cards. the true rates. as shown in this
Fifth Report. are <comewhat lower than
last year™s. b) The rate for TT2+ is the
rate reported by WHO for 1987,

»Oral Rehydration Therapy: WH(.
sContraceplive Prevalence imodern
methods): Unpublished 1984 Family For-
mation Survey. The rate of five percent
shown in “Child Survival: The Fourth
Report™ was based on an extrapolation of
an estimate based on Ministry of Health
Service Reports. ’

sNutrition: The Adequate Nutritional
Status indicator i= from the “\ational
Sample Survey of \gricalture. 19807817




National Statistics Offiee. Zomba, Vol.
HL. 1984 as recorded in the WHO Ap-
thropometry Data Base.

aDemographic Indicators: a) Popula-
tion. Life Expectancy. Children Under 1,
and Annual Infant Deaths: WPP.

b) Infant Mortality Rate: DHS. 1987,
Taking the DHS data into account. the
U.S. Bureau of the Census has recaleu-
lated the IMR for MALI using indirect
methods as 117/1000. The next (1990)
versioti of World Population Prospects
will, in all likelihood. reflect the lower
rate as indicated by DHS. WPP, 1988
shows an IMR of 166/1.000. ¢) Total Fer-
tility Rate: DHS, 1987,

aVaccination Coverage Rates: WHO.
uOral Rehydration Therapy: a) Aceess
is an estimate of the percent of the popu-
lation having access to at least one point
of distribution as reported by USAID/
Mali. b) Use is reported in "Connais-
sances. Attitudes Et Pratiques Des Méres
En Matiére De Thérapie De Réhydration
Par Yoie Orale”. a study financed by
PRITECH/USAID carried out by the
Programme National De Lutte Contres
les Maladies Diarrhéiques. Bamako. Sep-
tember 1989. The study was done in four
of the country’s seven regions where edu-
cational materials had been distributed
effectively.

sContraceptive Prevelence (modern
methodsi: DHS, 1987, ~Child Survival:
The Fourth Report™ cited the rate for all
methods.

u Nutrition: Al indicators: DHS. 1987,

Niger

sDemographic Indicators: W PP.
aVaccination Coverage Rates:

The rates for all aniigens are from a
Nationwide Survey. Ministry of Health.
Decemhber 1988 ax reported on the
USAID Health and Child Survival
Project Questionnaire. project number
683-0251.

sOral Rehydration Therapy: W HO.
aContraceptive Prevalerce: “Columbia
University KAP: 19877 as reported by
USAIDNiger.

aNutrition: The Adequate Nutritional
Status is from “Le Sys<teme de Santé et la
Politique de Développement Sanitaire au
Niger.” May 1989 a~ reported by US ALY
Niger.

Nigeria

mDemographic Indicators: WPP.
aVaceination Coverage Rates: W HO).
sO0ral Rehydration Therapy: WHO).
wContraceptive Prevalence (modern
methods): The CPR s from the World

Fertility Survey as cited in World Popu-

lation Profile: 1989. ~Child Survival: The

Fourth Report” cited the rate for all
methods.

Senegal

eDemographic Indicators: WPP. In
~Child Survival: The Fourth Report™.
the IMR reported was 86/1.000. a rate
reported by the DHS for the period 1981
10 1986. Current consensus at country
level. as expressed hy USAID/ Senegal. is
that the DHY estimate is too low.
sVaccination Coverage Rates: Rates for
all antigens are reported in “Senegal: Fol-
low-up Rapid Assessment. Universal
Childhood Immunization (L CI) and So-
cial Mobilization ~ Evaluation of
Senegal’s Immunization Programme™.
June 19 - July 6. 1989. UNICEF-Evalu-
ation office.

aOral Rehydration Therapy: WHO.
sContraceptive Prevalence imodern
methods): DHS. 1986.

aNutrition: All indicators: DHS. 1986.

Sudan

nDemographic Indicators: WPDP.
sVaccination Coverage Rates: WHO.
uOral Rehydration Therapy: WHO.
sContraceptive Prevalence (modern
methods): The CPR is from the World
Fertility Survey of 1979 as cited in World
Population Profile: 1989. “Child Sur-
vival: The Fourth Report” cited the rate
for all methods.

Zaire

aDemographic Indicators: W PY.
nVaccination Coverage Rates: All rates
are drawn from statistics furnished
through the ACSI-CCCD Project Report.
The figures shown are updates from the
ACSE-CCCD Project Report. 1988 based
on reports from the periphery in Zaire
not available at the time of publication of
that report.

aOral Rehydration Therapy: WHO.

Bangladesh

s Demographic Indicators: W PP. The
higher rate shown in “Child Survival:
The Fourth Report” was from 1985 and
was reported under the assumption that
natural erises (floods. ete. t had circum-
vented the deeline predicted by most
demographic models.

sVaccination Coverage Rates: WHO.
s Oral Rehydration Therapy: W HO).
sContraceptive Prevalence tmodern
methods): The CPR is reported in United
\ations, Population Division. World
Contraceptive Use (vew York. United
Nations. 1987). "Child Survival: The
Fourth Report” cited the rate for all
methods.

Egypt

wDemographic Indicators: a) Total
Population: the Statistical Yearbook.
CAPMAS. 1988, a~ reported by USATD/
Egyvpt. by Infant Mortality Rate. Life Ex-
pectaney. Children under 1 and Annual
Infant Deaths are statistics published by
the Ministry of Health/Egypt. as reported
by USAH/Egypt. The Infant Mortality
Rate confirms the provisional figure cited
in "Child Survival: The Fourth Report.”
¢) The Total Fertility Rate: DHS. 1983.
fortheoming. as reported by US \H)/
Eavpt.

aVaccination Coverage Rates: W HO).
aOral Rehydration Therapy:

Aceessis reported by WHO: Use is re-
ported in the = 7Tth CDD Programme Re-
port to W HO for 19877 as cited by
USAIDEgpt.

sContraceptive Prevalence rmodern
methodsy: DHS. 1988, forthcoming. as
reported by US AT/ Eg pt.

India

aDemographie Indicators: & PP.
sVaccination Coverage Rates: W HO.
sOral Rehydration Therapy: WHO.
sContraceptive Prevalence (modern
methods): The CPR is the rate reported
by the Government of India. Ministry of
Health and Family Welfare. 1986. as
noted by USAID/India in Cable/00621.
January 1988.

Indonesia

s Demographic Indicators: a) Al but In-
fant Mortality Rate. W PP, b) The Infant
Mortality Rate is taken from the DHS.
1987. The DHS. 1987 also reports a TFR
of 3.1z however. it is reasonable to believe
that the rate has dropped since the sur-
vey.

sVaccination Coverage Rates: WHO.
aOral Rehydration Therapy: a) Access:
WHO. b) Use: an unpublished 10 pros-
ince study by the Department of Health,
March 1989 as cited in the FY 1989
USAID Heslth and Child Survival Ques-
tionnaire for Project 497-0273.
sContraceptive Prevalence (modern
methods): DHS. 1987.

aNutrition: Medicn Duration of Breast-
feeding: DHS. 1987,

Morocco

sDemographic Indicators: a) Total
Population and Life Expectaney: W PP,
b) Infi m Mortality Rate and Total Fertil-
ity Ra e: DHS. 1987 ¢) Children Under 1
and Infant Deaths were caleulated using
the Population and Crude Birth Rates re-
ported in the W PP and the Infant Maor-
tality Rate from the DHS, 1987,
sVaccination Coverage Rates: Enquéte
Nationale sur la Couverture Vaceinale.
June 1989 carvied out by the Ministry of
Public Health,

2Oral Rehydration Therapy: W HO.
sContraceplive Prevalence (modern
methods): DHS. 1987,

sNutrition: All indicators: DHS. 1987,

Nepal

sDemographic Indicators: W PP.
sVaceination Coverage Rates: W HO.
aOral Rehydration Therapy: W HO.
sContraceptive Prevalence (modern
methods): United Nations. Population
Diviston. World Contraceptive Use (New
York. United Nations. 1987).

Pakistan

s Demographic Indicators: W PP.

s Vaceination Coserage Rates: a) The
rates for the antigens administered to
childven are from a survey done as part
of a national Primary Health Care Re-
view as cited in the USATD Mission Re-
sponse Form for FY 1989. b) Tetanus 1+
W HO).

s Oral Rehydration Therapy: W HO.
aContraceptive Prevalence tmodern
methods): The CPR is reported in United
Nations, Population Division. World
Contraceptive Use (New York. United
Nations. 1987} Child Survival: The
Fourth Report™ cited the rate for all
methods,

sAdequate Nutritional Status: This indi-
cator i~ taken from a Vational Mutrition
Survey, 1985-1987 carried out by the
Governmer.® of Pakistan as cited in the

FY 1989 L SAID Mission Response Form.
Yemen

sDemographic Indicators: a) Total
Population. Infant Mortality Rate. Life
Expectaney. Children Under | and Total
Fertility Rate are from the Central Plan-
ning Organization 1 YARG). a~ cited in the
FY 1989 Mission Response Form and
USAIDAY emen facsimile 967-2-251578.
These fligures are based on a reanalysis of
recent census data. b) Annual Infant
Deaths are caleolated as (Total Popula-
tion * Crude Birth Rate* IMR) where the
Crude Birth Rate i from W PP.

s Vaecination Coverage Rates: W H().
=Oral Rehydration Therapy: WHO.
sContraceptive Prevalence tmodern
methods): The CPR i from the Central
Planning Organization (YARG) and the
Population Strategy Team. as cited in

U SAIDYemen facsimile 967-2-251578.
Bolivia

aDemographic Indicators: W PP (The
DHS. 1989 reports an IMR of 96_;
aVaccination Coverage Rates: a) Rates
for the antigens administered to children
are from the DHS. 1989, They are com-
puted hased on assumptions regarding
the reliability of mothers” recall. by
TT2+: WHO.

eOral Rehydration Therapy: \ccess.
WHO: Use. DHS. 1989,

sContraceptive Prevalence (modern
methods): DHS. 1989,

sNutrition: All indicators: DHS. 1989,

Ecuador

aDemographic Indicators: a) All except
Infant Mortality Rate and Total Fertility
Rate. WPP. b) Infant Mortality Rate:

Rutstein. Shea Oscar. Fermo. Aurora V..
and Crespo. Antonio. “Child Survival In
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Ecuador.” a Report to the USAID Mis-
sion in Ecuador, 4 November. 1987. ¢)
Total Fertility Rate: Preliminary results
from “Encuesta Nacional Demografica y
de Mortalidad Materno y Infantil,” 1989,
aVaccination Covera, Rates: WHO.
#O0ral Rehydration Therapy: WHO.
sContraceptive Prevalence (modern
methods): Preliminary results from “En-
cuesta Nacional Demografica y de Mor-
talidad Materno y Infantil,” 1989.
aNutrition: a) Adequate Nutritional
Status: National Nutrition Survey 1987,
Ministry of Health. b) Appropriate In-
fant Feeding: DHS, 1987. ¢) Median Du-
ration of Breastfeeding: DHS. 1987,

Guatemala

sDemographic Indicators: a) All except
Infant Mortality Rate. WPP.

b) Infant Mortality Rate: DHS, 1987,
aVaccination Coverage Rates: WHO.
2Oral Rehydration Therapy: Access.
WHO: Use. DHS. 1987,
nContraceptive Prevalence (modern
methods): DHS, 1987,

sNutrition: a) Adequate Nutritional
Status: DHS, 1987. b) Median Duration
of Breastfeeding: DHS, 1987,

Haiti

sDemographic Indicators: a) All except
Total Fertility Rate. WPP. b) Total Fer-
tility Rate: Cayemittes, Michel and
Chahnazarian. Anouch. Survie et Santé
De L'Enfant En Haiti. Institut Haitien de
L'Enfance. 1989.

sVaccination Coverage Rates: WHO.
aOral Rehydration Therapy: WHO.
aContraceptive Prevalence (modern
methods): Enquéte Nationale Hatienne
sur la Contraception (ENHAC): Résultats
Prélimi atres. Institut Haitien de
I"Enfance and U.S. Centers for Disease
Control. Atlanta. 1990.

Honduras

aDemographic Indicators: a) Total
Population and Children Under 1: Na-
tional Census. 1988. Ministry of Plan-
ning. Coordination and Budget. b) Infant
Mortality Rate and Life Expectancy: Na-
tivnal Epidemiological and Health Sur-
vey. 1987, Seience and Technology Unit.
Ministry of Health. ¢) Annual Infant
Deaths are calculated by applying the
Crude Birth Rate as given in WPP to the
Total Population to estimate births and
multiplying by the Infant Mortality Rate.
uVaccination Coverage Rates: WHO.

n Oral Rehydration Therapy: WHO. The
most recent empirical estimate of ORT
Use is found in Epidemiological and Fam-
ily Health Survey: Honduras. 1987, The
report, prepared by the Honduran Minis-
try of Health. the Association for Family
Planning in Honduras (ASHONPLAFA).
Management Sciences For Health and
Family Health International. cites a use
rate for Litrosol. the name given to ORS
packets in Honduras, of 17.5 percent and
a use rate for herbal remedies. including
various home solutions. of 18.2 percent.
aContraceptive Prevalence (modern
methods): Nation#l Epidemiological and
Health Survey. 1987.

eNutrition: Adequate Nutritional Status:
National Nutrition Survey: 1987, as cited
in USAID/Honduras Cable/003525.

Peru

nDemographic Indicators: a) All except
Infant Mortality Rate. WPP.

b) Infant Mortality Rate: DHS. 1986.
aVaceination Coverage Rates: Ministry
of Health. Program Data for 1989 as
cited in USAID/Peiu facsimile, 31-27
80ra} Rehydration Therapy: WHO.
sContraceptive Prevalence (modern
methods): DHS. 1986. “Child Survival:
The Fourth Report™ cited the rate for all
methods.

sNutrition: a) Adequate Nutritional
Status: Encuesta Nacional de Nutricién y
Salud (ENNSA), 1984. b) Appropriate
Infant Feeding: DHS. 1986. ¢) Median
Duration of Breastfeeding: DHS. 1986.

Notes and Scurces
on Charts and Graphs

Chapter One

USAID Funding for Child Survival

Source: USAID Health Information Sys-
tem, CIHHI, Mareh 1990, Notes: Funds
from Population Account and Publie Law
480 are not included. The category Other
Child Survival (OCS) is derived from the
sum of the child survival portion of the
following health activities: water and
sanitation for health, malaria. other dis-
ease control, acute respiratory infections
and health s+ tems development. inelud-
ing health care financing. Twenty-seven
percent of the OCS category for FY 1989
is for the Nigeria Health Sector Support
project which cannot be attributed by
intervention at this ime.

Preventing Deaths Due to
Dehydration

Source: ORT Use Rates for 1985 for all
emphasis countries from WHO. 1988 Use
Rates are noted in the country fact sheets
in this report. sources given above. Esti-
mates of the population under age five
are derived from WPP. Notes: The fig-
ures shown are an average of ORT Use
Rates. weighted by the population under
age five.

Increasing Protection

Source: Yaccination coverage rate- for
1985, WHO. The 1988 rates are noted in
the country fact sheets in this report.
sources given above. Estimates of the sur-
viving population under age one for 1985
are derived from WPP. Estimates of the
surviving population under age one for
1988 are in the fact sheets. sources given
above. Notes: The figures shown are an
average of country-wide vacceination coy -
erage rates. weighted by the surviving
population under age one.

Proving it Is Possible

Source: Vaccination coverage rates for
1985. WHO. The 1988 rates are noted in
the country faet sheets in this report.
sources given ahove.

Chapter Two
The Impact of Vaccination

Source: a) Measles in Lesotho: ASCI-
CCCD 1988-1989 Annual Report. The
data for the table provided by the U.S.
Centers for Disease Control. b) Neonatal
Tetanus in Indonesia: Report of the
WHO EPI Programme. WHO/EPI/CELS/
90.1. ¢) Polio in Latin America and the
Caribbean: Report of the WHO EPI Pro-
gramme. WHO/EPICEIS/). 1.

Making ORY: The Response to
Diarrhea

Source: ORT Use Rates for 1985. WH(Q).
The 1988 rates are noted in the country
fact sheets in this report. sources given
above.

Expanding Access

Source: Personal communication with
project staff from the implementing
agency, Population Services Internation-
al. Notes: Figures given are for phar-
macies selling the 500 cc. sachets of OR-
Saline as part of the Social Marketing
Project.

Getting a Botter Start

Seurce: A survey of 15 participating hos-
pitals as reported in “Proceedings of the
Invitational Asian Regivnal Lactation
Management Workshop.” june 29 - July
9. 1988. Noies: Based on vaginal births at
hospitals with over 94,000 annual deliv-
eries.

Uneven Odds

Source: Demographic ang Health Surveys.

Chapter Three
Chiild Survival and the PVOs

Source: a) CARE Records Progress In
Sudan: National Vaccination Coverage
and ORT Use Rates are noted in the
country fact sheets in this report, sources
given above. Rates in the Bava Distriet.
1989 CARE/PHC Unit Annual Report
and FY 1989 USAID Health and Child
Survival Questionnaire, project numher
938-0516. The ORT Use Rate from a clus-
ter survey of 40 villages in August 1989,
Notes: The Bara District project area has
a total population of approximately
166.100. b) PYQOs Targel Neonatal Teta-
nus: National Vaccination Coverage
Rates are noted in the country fact sheets
in this report. sources given above. Proj-
ect Hope project area rate is the result of
a modified cluster sample survey. carried
out in June 1989, as reported in FY 1989
USALID Health and Child Survival Ques-
tionnaire, project number 938-0507. The
CARE project area rate is the vesult of a
two-stage cluster sample survey. carried
out in June 1989_ as reported in USAID
Health and Child Survival Question-
naire. project number 938-0516. The
Save the Children project area rate is
drawn from the project area rosters as of
August 1989, as reported in USAID
Health and Child Survival Question-
naire. project number 938-0502. Notes:
The sizes of the populations in the three
project areas are: Project Hope/Guate-
mala. 232.7149: Care/Mali. 141.000: and
Save The Children/Indonesia. 18.304.

¢) Home Visits Improve Knowledge:
Rates are derived from a 30 cluster
sample (210 interviews) in August 1989 as
reported in USAID Health and Child
Survival Questionnaire, project number
938-0517. Notes: The population in the
project area is 169.000.

Increasing ORS Avallability

Source: FY 1989 USAID Health and
Child Survival Questionnaires

Notes: A country was considered to pro-
mote ORS production or market ORS if
one or more individual projects reported
such activity.

Engagin 2 the Private Sectorin
Developing Countries

Source: 1Y 1989 U SAID Health and
Child Survival Questionnaires.

Notes: A country was considered to he
promoting activity through the private
sector by applying a given strategy if one
or more individual projects reported
such activity.

Chapter Four
Who Gets Immunized?

Source: Demographic and Health *ur-
veys in 23 countries. analysis by the Insti-
twte For Resourc Development/Macro
Systems., Ine.

Closing the Gap

Source: Annual reports ot the Expanded
Programme on Immunization of the
World Health Organization.

Notes: Figures exclude China.

Broadening Access to
Immunization

Source: Minisiry of Health. Indonesia.

Miscelianeous Notes
USAID/Washington support for U.S. Pri-

vate Voluntary Organizations is provided
by the Bureau For Food For Peace and
Voluntary Assistance. Office of Private
and Voluntary Cooperation.



