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"FOrewo‘rd :

Ay e are nvmgr in remarkable times. Dunng the last year, much’ of the world has come to em-
W brace the cnncept of democracy and to place full value on the individual freedom that accom-
_panies it. The same changes taking place in the former Soviet Union are rippling through
" Africa, Asia, and Latin America. Democratic institutions are being formed and tested everywhere. .
Ultlmately, the beneficiaries of this change will be the world’s children. Until these -
. emergmg democracres begin functioning effectively, however, life foi many of their children will be far
from easy. The U.S. Agency for International Development (USAID) is committed to strengthening
fragile democracies to ensure that the children of the world not only survive, but flourish, to reap the’
benefits of the changes sweeping the world today.- : 7
What does our commitment mean? Partly, it is demonstrated in the remarkable accom-
phshments of the first six years of the USAID Child Survival Initiative. Indeed, for the first time, prog-
ress in family planning and child survival has resulted in the total number of annual chﬂd deaths
dechmng Additionally, it is now estimated that: :
¢ Annually, immunization against measles and other childhood diseases now pr ~yents
3.2 million child deaths; diarrheal disease control programs prevent more than one million;
‘ 9 Around the world, vaccination coverage has spared. Twenty-five USAID-assisted
countries provide basic child vaccination coverage to 80 percent or more of their children; '
# Thirty-seven USAID-assisted countries are usmg oral rehydration therapy to trest at
least 45 percent of diarrhea cases in children; and .
¢In countries with especially'strong immunization programs, mfanf and child mor- -

A

tality rates contmue to decline as rauch as two to three times.
X Noretheless, the battle is not vet won. Rather it is, and must remain; a battle ]orned
' More than 13 million children under the age of sive die each year; most of these deaths are preventable
. with the technologles at hand. As this report makes clear, child survival faces three broad challenges
in the-coming decade: - -
* .« First, financial and techmcal support for onging programs must be sustained even as
countnes and communities increasingly assume full responsrbrhty for them;
' Second, we must realize the full potential of the gevolution in brotechnology and
cominunications to tame the remaining threats to the children of the world; -and '
. @ Third, we must continue to manage existing programs with the same kind of dili-
gence that we are asking parents to apply in nurturing their children. A
. Childrea may only be 25 percent of the world’s popuiation, but they are 100 percent of
itsfuture. Asa whole new world opens up to thein, we must remain ever committed to their needs. At
USAID we remain comraitted to the Child Survival Imtlatrve The children whose hves are held in the ‘
balance are far foo 1mportant to neglect

Ronald W. Roskeus, Administrator
U.S. Agency forInternational Development , ,
April1992 - N -
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Chiid Survival Goal§, Strategies,
and Accomplishments

The U.S. Agency for International De-
velopment (USAID) initjated it(s child
survival program in 1985, committing
dtself to reducing child deaths through
simple, affordable, proven technologies.
Specifically, USAID collaborates with
the international community to increase

global vaccination coverage of BCG (tu-

 Under 5 Deaths Averted by EP

Africa . Asia

- A Global
"Look at the
Child SurVival

berct_llosis), measles, DPT3 (three doses
of vaccine against diphiheria, pertussis,
and tetanus), polio3, and tetanus? to 80
f)ercent; to promote the use of oral reﬁy—
dration therapy (ORT) in 45 percent of
all diax‘rhéa cases; to improve nurition
with an erﬁphasis o;nvbreastfveeding, and
proper infant -and child feeding; and to

promote child spacing to reduce the

" number of high risk births.

Through tl_le combined efforts
of USAID, the World Health Organiza-

- tion, the United Nations Children’s Fund,

host country governments, and other

Near tast Latin America & Caribbean

agencies and-donors, millions of chil-

ren’s lives are saved each year in the

. develbping world.

oltis estimated that immuni-
z.ation programs now avert 3.2 million
child deaths each year from measles,
pertussis, and neonatal tetanus.

¢ During 1990, ORT reported-

" ly saved over one million children.

In USAID-assisted countries,

significant gains have been made in im-

proving the survival and health status

of chiidren since 1985. T

¢ The number of countries
reporting an ORT use rate of more than
45 percent increased from four coun-

tries in 1985 to 37 countries in 1991.

070veral], infant e_lhd under five *

mortality rates declined by 10 percént

and 12 percent respective!y, with the

Near East region experiencing a 40 per-

0 to less than 15% 15 to less than 30%

cent reduction in under five mortality.-
\ . D_FI"S vaccination coverage
for children 12 to 23 months rose from
39 percent to 67 percent. A 7

© #Measlescoveragemore 2
doubled from 24 fo 60 bercent.

* Since 1985, USAID contrib-
uted more than $1.2 billion to child sur-
vival-related programs.

To gain a full appreciation Vfor '
USAID's contribution to child survival,
it is essential.to look beyond thie num-
ber of vaccinations provided and oral
rehydration packets distributed. The de-
velopment of lasting services is the un-
derlyiné key-to the progrém’s success.
USAID strives to promote sustainable
services, provide technical assistance
to field programs, mobilize the private
sector, both voluntary and for-profit or-

ganizations, collaborate with ather don-

30 to less than 45% 45% and more



ors and agencies, monitor, evaluate,
and refine services at the country and
program levels, and increase program

effectiveness through research.

The World Summit: Looking
to the Year 2000

Despite the progress that has been

made, 13 million children still die each

year 1rom preventable diseases. At the

1990 World Summit for Children, world

. Total; $251,125,000
" By Appropriation' - -

*Ottier includes Special Assistince tritfative, Edusation
* &nd Homah Resources, and Sshel D Fud

N

leaders pledged their continuing sup-

port to improving children’s lives. The

‘ United States joined with the world com-

munity to endorse the following goals:
the reducﬁon of under five deat,.s by one-
third, the reduction of maternal mortali-
ty by half, the reduction of severe and
moderate malnutrition by 50 perce °,
and the provision of universal access to
safe drinking water and sanitation for

all families by the year 2000.

" Cuirent Status and Pending

Challenges

© Acute respiratory infections have
emerged as the leading cause of child
death responsible for one-third (4.3 mil-
lion) of all ur.der five deaths.

+ Forty-three mijllion children
currently suffer from vitamin A deficiency
contributing to high child mortality and
morbidity. Vitamin A has been shown to
improve health and to be related to re-
ductions in overall child mo, (ality.

# Rapid increase~ in HIV/AIDS

prevalence will place even greater bur-

dens on the pace of child survival, espe-'

cially in Africa. By the year 2000, 10 mik
lion children will be infected with the
HIV virus, and in sub-Saharan Africa, 10
million children will be orphaned when
one or both par_énts die of AIDS.

¢ Exclusive breastféeding dur-
ing the first four to six months of life
although optimal is rarely practiced.
According to USAID-supported sur-

veys conducted in developing countries

) around the globe, more than half of

breastfed infants under four.months of
age are receiving unnecessary and po-
tentially dangerous water or other sup-
plements i addition to breast milk. -

, o Over 700,000 infants in de-
veloping countries die each year-from
tefanus infections transmitted through

unhygienic delivery procedures. Cover-

age of all women with tetanus toxoid
\-/accine which wouid protect their in-
fants remains low a‘ cnly 29 percent in
developing countiles.

¢ Each year, measles and its
complications claim almost 900,000 chil-
dren’s lives and produce lasting affects
which weaken a child’s resistance to
other illnesses.

¢ Throughout the developing
world, one in three children remain mal-
now.ished, a coadition with life-long ef-
fects on health and sound development,
and a contributing factor in 60 percent
of all child deaths.

# Sustaining the child survival
achievements will be challenged by the

growth of populations. While the global

Afiica Asia

fertility rate is declining, each year more
than 126 million infants are born in the
develo\ping world. »

° D'iarrhea'related dehydra-
tion continues to be the second lead-
ing cause of death, claiming the lives of
three million children each year.

¢ Malaria is resurging in re-
aions where malaria transmission had
almost been eliminated two decades ago.

In sub-Saharan Africa, malaria claims the

lives of a million children each year.

Millionss of doaths: figures donot = -,
refiect the impact of HIV/KIDS, ™" .

5
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mproving the lives of people -.heIping them to betorae healthy, |

productive members of their societies ~ is an esséntiat task of .

development. One of the most dramatic development success
stories of recent years is the improvement in the health and well-

being of the world’s children resulting from international child sur-

: vival efforts. As an integral part of this story, the U.S. Agency for International
K w Development (USAID) launched a major initiative to improve the survival prospects
and health of children. Working in collaboration with national governments, thé World Health
Organization, the United Nations Children’s Fund, univcrsities, private voluntary organizations,
“and other denors, USAID u\ndertook a program to reduce infant mortality rates in USAID-
“assisted countries from the 1985 average of 97 deaths per thousand live births to bélow 75.
The USAID child survival pr-ogram builds on « “istory of commitment to and experi-
énce with primary health care programs. Its strategy has heen to focuson a limiteQ, managf'zable mix
of low-cost interventions proven to have a-direct imbact on reducing mortality. The four rﬁain inter-
ventions involve; increasiﬁg immunization against cofnmon éhilahood diseases, exteriding the use of
oral rehydration therapy to prevent death from diarrhea-related aehydration, impfoving nutrition
among young ci)ildren, and reduciﬁg high risk births and improving maternathealth.
The USAID program has focussed on countries 'with particularly high mortality rates.
In 1985, USAID’s 22 “emphasis” countries compn"sed tv.v&thirds of infant mortality woridwide. USAID

has additionally supported child survival activities in at least 40 other countries.

The RecordtoDate - . . | \\
l Since 1985, USAID has committed over $1.2 billion to the child survi.val program. It is an investment
| whose returns have already beeh substantial. It has improved health prospects among the devel(;ping
world’s children and st‘rengthened the capa‘cities of developing countries to provide health services.
In 1990, the World Health Grganization announced that international child health ef-
‘forts have succeeded.in gxtending vaccinati:)n éoverage againsf all six of the major vaccine-preventable

childhood diseases - measles, diphtheria, pert\issis (whooping cough), tetanus, poliomyelitis, and




\

. . ' .
tuberculosis - to atleast 80 percent of the world’s infants. In 1984, barely 10 percent of the children in-
: I

' the developing world were protected against measles, and fewer than 25 percent against the other five

, diseases. ‘The World Health Organization estimates that immunization programs today prevent some

3.2 million deaths each year froni measles, .ieonatal tetanus, and pertussis, as well as some 440,000
cases of paralytic pollomvehtls

. Another’ million Tives are bemg saved each year through the use of oral rehydration

' therapy (ORT).ORT is a 51mple inexpensive and proven technique to prevent death from the dehy-

dration that usually accompanies diagrheal disease. Between 1984 and 1991 worldwide use of ORT

increased “rom 12 percent of diarrheal episodes to 36 percent. During that time, access to packets of

oral rehydration salts (ORS) more than doubled (trom 35 pereent to 79 percent). These figures rep-.

resent substantial progress toward the international goals of uni-

versal access to ORS and use of ORT in at least 45 percent of diar-

the 1980s. In developing countries {excluding China), infant mor-

rheal episodes. (Although increased intake of fluids are recom- “Saving one child is a miracle. As world Ieaders,
mended for all children suffering from diarrhea, the administration ‘we can realize such miracles, and then we can '
ofa specially prepared reh_ydration solutioi is not always required.) count them in millions” . . . George Bush, Presiden_t,
' As a result of these and other health interventions, United States of America at the World Summit for
infant nfortality and child mortality rates improved steadily during | Children, September 1990. -

tality (that is, deaths among those under one year of age) declined from 106 deaths per thousand live

‘ _ births at the beginning of the decade, to 95 in 1985, and to 83 in 1991. Deaths among childrer: under

 five declined from 167 deaths per thousand live births in 1980, to 149 in 1985, to 130 in 1991.

The record for USAID-assisted countries — with some of the highest 1985 mnrtality

levels in the world - is similarly impressive. Average infant mortality rates declined by 10 percent,

from the 1985 average of 97 per thousand live births to 87 per thousand in 1991. In some countnes w1th : '

particularly strong programs, declines were as high as 25 to 50 percent

Vaccination coverage rates and ORT use rates also increased substantially'in USAID-

. 3331sted countnes In25 countries, \accmatlon coverage rates were 80 percent or better by 1991, and_

-

another 16 countries had rates of at least 70 percent. In 1991, 37 USAID- ass1sted countries achleved
ORT use rates of more than 45 percent. : ‘ _

But the successes of the child survival program lie not only in targets met or even
deaths prevented, but also in the strengthened capacities they prowde the institutions and peoples of
developing countries. Child survival projects work to develop technical, admrmstratlve managerial,

logrst1cal communication, and research skills at all levels of the health system. This health infra-

structure, in turn is an essentlal 1ngred1ent in broader social and economic developmert
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The ability to-reach four out of five infants with health interventions is a major public

health triumph. It represents unprecedented access to health services in developing countries and

. provides a strong foundation on which more comprehensive health services can be built.

If development is fundamentally about improving fhe lives of people, there can be no -
better investment than in the health and well-being of today’s generation of children. If they enter
school healthy, they have better opportunity to learn. Moreover, as children survivg and thrive, parents
have fewer children; they themselves begin to have more time and energy forl nroductive. activities
and are be'tter able to invest in their children’s education. Better educated individuals earn more and
can contribute more to society.

Investments in child health benefit both current and future generations. They begin &
cycle that enables families, communities and nationé to break away from some of the effectsr of pover-
ty and economic deprivation. The long-term solution to overcoming childhood disease and death lies
in achieving sustained economic growth. However, important steps can be — and ére being —taken

even in the short-term to improve lives and enhance productivity.

[

A Two-Way Flow.of Benefits

The flow of benefits in the child survival program is not just from developed to developing countries.
‘The United States benefits in direct and indirect ways from investments in developing country health,
with many additional gain: to be realized in the decade ahead. The domestic benefits of foreign assis-
tance in health include savings in domestic health costs, the aVailabiiity of new technologies, and the
transfer of skills and knovﬂedge back to the United States. .

Between 1967 and 1977, USAID provided the eciuivalent of $84 million (in 1991 dol-

la:rs) for small pox eradication, primarily in West and Central Africa. As a result of the eradication of

‘small p-ox from the world, the United States today saves that much every three to four months by not

having to vaccinate its own population or conduct border checks. The successful eradication of polio,

a major child survival objective for this decae, would also provide dramatic and direct savings.

Child survival technologies used in developing countries are increasingly recognized

~ to be nnportunt in the United States as well. According to the U.S. Centets for Disease Control, over

200,000 children, most of them under age one, are hospitalized each yeér in the United States because
of dehydration associated with diarrhea. This represents 10 percent of pediatric acute care hospital
admissions and is estimated to add approximately $500 million to the nation’s annual health care costs.
Between 1973 énd 1983, an average of 500 children died annually from diarchea-related deh};dration,
accounﬁng for 10. percent of preventable infant deaths in the United States. The wider use of ORT -

developed overseas with USAID support - in the United States would provide a far less expensive and
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potenﬁaﬂy much more e'ffective approach to the -management of diarrhea. Currently, ORT is also being
tested for preventing dehydration in the elderly in the United States. .

USAID supports research on a Lost of other technologies and new vaccines - including
single l;SC injection devices, neecleless injection devices, tests for anemia, cholera, and pneumococcal
pneumonia, and vaccines for cholera, malaria, and rotévirus, among others ~ that could have significant
applications for Americans.

Doctors, nurses, educators, nutritionists, and public health officials working in inter-
national health often bring their experience and expertise to domestic heélth issues. In many ways, the
health issues facing poor, inner-city communities in the United
States resemble those in developing countries. The skills and expe-
rience of professionals who have worked overseas, along with some
of the proven technologies, could prove impor\tant in overcomiiig
domestic problems.

Finally, improved health contributes to more stable
and perhaps more democratic societies. By providing or assisting
~ others to provide health services, governments meet one of the

most basic needs of their populations. Moreover, child health ef-

forts are often community-based and built on citizen participation,

giving people experience in successfully demanding quality health services. Such democratic deci-

sion-making in health contributes to broad-hased, democratic, economic, and social development.

Future Challenges

With measurable impact already achieved, the temptation arises to declare victory and move on to
other battles. Such choice, however, would put at risk both the gains already made and those still pos-
sible. Despite substantial improvements in childhood mortality and morbidity, the job is not finished.
Some 13 million chil.dren under the age of five still die each year as a result of preventable or treatable
illnesses, and wide disparities still exist among and within countries in the developing world. Forty-two
of the 90 countries receiving health assistance 'frpm USAID still have infant mortality rates higher
than 75 deaths per thousand live births. The average infant mor tality rate among USAID-assisted coun-
trivs in the I atin America and Caribbean region is 51 deaths per thousaﬁd live births, compared to
102 in the Africa region. ‘ |

Durihg the 1980s, child survival activities succeeded in making unprecedented reduc-
_ tions in infant and child mortality, while simultaneously strengthening the institutions and systems

through which further gains can be made. The challenges for child survival in the 1950s fall into two
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. areas: 1) consolidating and building on the successes achieved in
child survival to date; and 2) addressing new issues arising from
changing econonric, demographic, and epidemiological patterns in

developing countries around the world.

ma R erhaps the most important task facing the child survival

P program is to ensure that the accomplishments achieved

in such a short time do not slip away. Gains already made
must be protected; at tﬁe same time, even successful programs
must make cbnstaht adjustments if they are to rerhain dynamic and
effective. USAID and others involved in chit survival activities
learned a great'deal during the 1930s about imnproving the health of
children and designing effective primary health care programs.

r

These lessons must be utilized to further strengthen health systems by meeting the new

challenges of 1) strerigthening the ability of countries 1o deliver health sefvices, 2) inte-
grating focussed, targeted interventions, 3) building a more comprehensive approach
to child survival, 4) im;;roving the quality of services providedLanii 5) expanding

the scope of monitoring and evaluation activities.

Challenge #1: Strengthening the Capzcity to Provide Services

Ensuring susfainability —.that is, the long-termcontinuation of a project’s activi-
ties and benefits Beyond the péﬁod of (!onor support - has become anr impor-
/ tant international quective. .Even aé_effoits continue to reach infant mortal-
ity and other goals, child survival programs ‘must begin to plan for susfainébility.
‘ral, ﬁnanéial and technical capaCity, as well as the politica! compﬂtment, to deliver effec-
'tivé' child health intervertions over the |_ong-terrm.>i | ' 7 |

A The political commitment to ensuring children’s healtﬁ has grown répidly in recent
years. In September 1990, thé leaders of 70 developed and developing countries met for an unprece-,
dented World Summit for Children. They took stock of the statué of the world’s chilqren' énd commit-
ted to further irﬁprovements. The leaders a}sq reafﬁrr;ed the crucial role children’s health and well-
being play in determining national well'-bein'g. Féﬂowing the Summit, countries around the world have

created high-level political committees and are currently in the process of preparing national action
. - ’ i .

plans. In addition to political will, countries must have the capacity to continue such programs. The




cumulative expenence of child survival programs around the world provides a growing body of evi-
dence that child health programs can be designed from the outset to increase the likelihood that their
activities and benefits will be sust\ained beyond the period of external project funding. Based on a
study of courtries that received USAID-healtjl assistance, the following conditions have been found to
-optimize the prbspects for long-term sustainaﬁility: \

¢ Projects should show demonstrable success in reaching clearly defined goals and
objectives. Su(_:ces/s is a most convinc:ing jzl_stiﬁcation for sustaining-a major ente@ﬁse. Community
leaders,-politicians, a_md brivate businesses seek to be associated with successful ventures. Mo_re impor-
tanfly, a successful program stimulates demand from the community for continuation of the services it
provides.. In Zaire, for exaxnple, maternal and child health centers were well sustained in large nart be-
cause they were able to show that they could serve the multiple objecti\}es of reducing the demand on
hqspital matérnity wards, pfoviding immunization and heaith education services, and training nurses |

.in maternal and child health. In Ecuador, the U.S. private voluntary\ organization Pfoject HOPE has
worked in communities to generate widespread demand for tetanus vaccinations, overcoming initial
resistance through education and demonstration 9f the vaccine’s effectiveness.

¢ Projects shouid strengthen national institutions. In order to achieve maximum ini-
tial impact, emphasis is frequently placed on a limited number of proven int\errv‘entions; The institu-
tions created or strengthened through these focussed interventions provide the foundation fnr sub-
sequent diversiﬁcati{)n of activity in an effective and efficient manner. In Mali, USA‘D sup'p‘ort‘has
helped the Ministry of Health de\;elop financial control and accounting syst:ems, ancl provide inte-
grated family health services ona daily basis at all centers in the Bamako District. In Morocco, USAID
support served to strengthen an innovative -communitil-based outreach system run by the Ministry of
Public Health which integrated family planning, and maternal and child health care.

Two important elements contributing to a strengthened institutional base in-develop-
ing countries are improVed‘éupérvisory skills, and a commitment and capacity to use data and infor-
mation for program planning and ‘évalua6011. In Niger, for example, USAIb supported and assisted in
the design, development, and testing of a national health manégemerit. information system that.gives "
the Ministry of Health a comprehensive overvi(;,w of health service delivery as well as .the c-.apaéi.ty to
feed the information back to hundreds of health facilities around the couniry., Cumbined with effective
supervisory sy‘stems; ns in the Ceniral African Republic and Rwanda,/suc_h heai%h information sys-
tems ;:an strengthen health institutions and improve the quality of services. .

v # Projects should achieve signiﬁ_cant Ieveis of funding from non-donor sources during
the life of the project. Long-term sources of funds can be developed either through gradual budgetary

increases from national governments or through cost recovery from the project’s beneficiaries. As in




most countries, the government of the Cer.tral African Republic has consistently provided a greater
percentage of project funding than required by the original project agreement with USAID, with the
result that it will not face a large incremental budget increase at the end of the project. Similarly, the
Malawi government has begun to factor into future budg‘gets the costs of providing child survival ser-
vices now‘ supported by USAID. . |

The polio eradication program in Latin America and the Caribbean, now on the verge
of succeeding in eradicating polio in the region, is funded largely by the countries themselves. Al
though USAID has provided substantial contributions, nearly 90 percent of the program’s recurrent

 costs are covered by national budgets. - '

In even the poorest countn’es, a portion of the community is able and willing to pay
for health care services. These sources can make a significant contribution to health care funding. In
Zaire, where gross national product per capita is estimated to be $260 per year, fee-for-service financ-
ing has provided approximately half of the recurrent costs of most health care services. In Cameroon,
revenues from £he sale of essential drugs and consultation feés at USAID-supported public health facil-
ities are used for a variety of purposes, including the resupply of essential drugs, the maintenance of
health center refrigerators, primary health care outreacl;, and selected supervisory activities. This
has resulted in high level political support for establishing cost recovery ¢:ug stores nationwide.

Cost recovery, contributing to sustainability, can be greatly enhanced when projects
are huilt on effective community participation. People’s willingness to assume some recurrent costs is
closely related to their involvement and participation in the planning, implementation, and evaluation
of activities. Also, stroné community participation in health programs can help encourage ;iemocratic
values and practices take root in villages and neighborhoods throughout the country. Privaté voluntary
organizations such as the Adventist Development and Relief Agency, CARE, a::d World Vision Relief
and Development cultivate strong community participation and support for their projects by estab-
lishing community health cornmittees and training local volunteers to deliver'project services.

The private sector can help reduce the burden of health care costs on the public sector.
An expandéd role for the private- sector in providing child survival services both increases the public’s
access to services and proﬁdes sorie protectior_l against loss of se;vices és a result of changes in a
country’s political or economic climate. Private sector activity in child survival includes the commerc-ial
sale of ORS and chloroquine (as in Malawi and Sudan, where private yo_luntary organizations have
established revolving drug funds for chloroquine), the-delivery of vaccinations (as in Rwanda, where
private mission hoépitals have played an integrél part), and the design and implementation of social
marketing efforts (as in Nigeria and the Philippines, where advertising. and public relations firms pro-

mote awareness of immunization and ORT campaigns). A slightly differeht approach is offered by the




experience of Indonesia, where USAID supports efforts to increase efficiency and cost recovery in
the hospital sector in order to free up resources for increased public spendihg on child survival. /

4 Project design should be negotiated ttirough a mutually respectful»process. Proj-
ects designed with local participation and negotiated through a respectful process of give and take
are more responsive o locally defined needs, objectives and capab'ilities; moreover, they develop local

leadership, a broader consensus, and a wider constituency committed to the project’s objectives. Fol-

lowing the completion of USAID. support to the highly successful National Control of Diarrheal Dis- .

eases program in Egypt, the national government established a general directorate in the Ministry of
Health to oversee the continuation of activities. The directorate was given considerable administra-
tive autonomy and its own budget funded from the sale of ORS at a marginal profit. Egypt's success in
sustaining the diarrheal disease control program em‘pha'sizes the i‘mportaflce of collabqration between
USAID and the national government, which was involved in the planning, decision-making, and imple-
-mentgtion of the project. | ‘

4 Projects should fnclude a strong training component. Human résource develop-
ment is essential fo successful project implement*ation and helps build a constituency for the project’s
activities. Interventions have the greatest likelihood for continuation beyond aﬁ initial influx of re-
sources and attention when those responsible for implementation understzind the objectives and strat-
egies of the intervention, and master the mécbanics of service delivery.

Training in the use of child survival interventions should be built into the curricula of
fnedical, nursing, and other schools, as well as into national ‘rainii.g institutions. Nursing schools in
Costa Rica and Kenya, and medical schools in the Dominican Republic and the philippines are expand-
ing curricula to include the correct m: nagement of diarrheal diseases and lactation management.

Continuing education that reinforces and upgrades the original training further con-
tril;utes to sﬁstainability by maintaini;lg and upgrading the skills of health workers, and improving
the quality of health care. When health care workers in Nigeria, the Central African Republic, and C6te
fi’Ivoire received i\n’-'service training based on systematic. monitoring of clinic .opergtiqns,_signiﬁcant

improvements in their performaace resulted.

The very effectiveness of the child survival interventions - and the rapid results they

have achieved - have contributed substantially to building community and policy level support. Remark- -

~ able progress has been made in building political support, m using effective health communication to

build demand aﬁd change behavior, in develgping methods to generate revenus, and in‘ strengthening

institutions, ang in developing the human resources that can deliver effective health services.
Ensuring the long-term sust;';l'mability of these resul$, however, will take time. In many

countries with the best prospects for sustainability, USAID had already made significant ihvestmehts




c -

in human and physical in’rastructure. Especidlly in the poorest countries, donors; including USAID,
must be willing to provide long-term support to permit a gradudl but steady transfer of technology,
'capamty ard respon31b1hty to those countries. .

Sustaining political commitment over the longer term and translating it into ongoing

advocacy for policies and programs that beneﬁt children is a major task for the-1990s.

A Challenge #2: Integratmg Targeted Interventions

In 1991, technical experts rewewed the evidence and concluded that focussed targeted inter-
ventions have achieved significant reductions in infant and child mortauty. The challenge for the
19905i is to sustain the delivery of these interyentions while éimultaneousi_v inqreaoing afGciency.
Donors and countries must learn to utiiize the infrastructure, human resources and communica-
{ion services developed and strengthened by child survival programs to provi'do briader, more inte-
grated services without reducing the effécfiveness of the focussad interventions. |
A‘ Many of the initial reductions in childhood mortality and morbidity under the inter-
national child survival effortila\ie been aéoomplished through the widesnread npplication of a small

number of technical interventions and the d*ssemination of infor-

mation about these intervention to families, especially mothers.

On Measles . . . “Health workers and parents do

nlot consider measles dangerous, but it kills' by dev-
astating a child’s immune syétem, opening the way
for a hos’r of-other iIln;sses and infections such ais‘
pneumonia and diérrhéa. Itis éspecially deadly to chil-
drenin de;leloping countries. Only by greatly expand-
ing thé umbrella of immunization can we hone to
shelter miilions of infants and young children frem
the scourge of meastes and its'com'piications"; ..

USAID, September 1990.

USAID concentrated its initial child survival efforts on four main -
interventions - immunizativn, ORT, nutrition, and réducing high
risk births - with parliculér eniphasis on extending vaccination cov-
érage against the’major yaccinenre\’éntable diseases and increas-
ing theiuse of ORT for diarrheal dioease.

The strategy of reiying on focussed, tmgeted inter-'

ventions achieved remarkable success in a very short time. The

* interventions a) are effective in preventing or treating the diseases

cauéing the great majority of preventable childhood mortality and
b) do not require expensive, long-term investments in high-level

trainirig, equipment or facilities. Thus even in very poor countries,

si'gniﬁcant» health gains - in terms of rapid reductions in morbidityiand mortality - havo heen r(_aalized.
-‘ _ Focussed, targéted interventions also serve as the basis for building strong primary
health care programs Initial successes in vaccination and diarrheal disease control provmie manage-
ment, distributmn educatlon, and community mobilization techniques that can help other in terventions
succeed. However, if continued progress is to be made during the coming decade, better 1m:egrat1qn of

the delivery of services must be achieved. As economic crisis is redncinghealth budgets throughou:

v




the déveloping world, greater efﬁciency 1s required simply to maintain current service levels.

‘ The neéd for increased efficiency js particularly acute at fhe clinic level, where a small
number of people (sometimes a single individual) is respoﬁéible for préviding a wide range of ser-
vices. Too many separate program‘s p\ut'undue stress and perform,ance' expectation_é on thesé’ com-

runity health workers. Separate programs also put an unrealistic burden on mothers, who cannot, in

addition to caring for children and engaging in income-generating activities, make repeated visits to

the clinic for different se ‘vices that would be provided more efﬁcientlyy dﬁring the same visit.

Integrated service delivery enables health workers to recognize and addgess the mul--

tiple diseases and risk factors that can affect children, particularly those living ih poverty, simultan-
eously as well as sequentially. While alleviating death from one cause does not necessarily preve;lt
* death frorﬁ ancther, there is incréasing evidence that diseases and the condgitions or risk factors that
increase susceptibility to diseases are mutually reinfercing. Children can become increasingly frail as
aresult of repeated bouts of acute disease and/or the cumulative result of chronic low-grade c()nditi_ons

or nutrient deficiencies. This frailty puts them at greater nsk of dying from other diseases.

The most effective interventions, therefore, are those that reduce frailty as well as mor-

’ tality. Measles vaccination, for example, is demonstrating an impact beyond merely rgducmg deaths

due to measles. In rural Bangladesh, the mortality rates for vaccinated children were as much as 46

percent lower than for nonvaccinated children, indicating that the vaccine both reduced mortality

directly attvibutable to measles and eliminated the debi]itating' consequences of the disease in those it

.did not kill. In Bangladesh and elsewhere, children immunized against measles have reduced mortal-

1tv risks throughott théir early childhoqd. The most vulnerable children benrefit the most; measles -

vacéination not only reduces overall mortality levels but also reduces inequalities among groups in
their survival chances. . ’ L
USAID’s experience has been thét integrated service delivery succeeds best where it
builds on the s'uccessfﬁl gind sustained delivery of an-initial focussed intervention, with additional ser-
vices phased in gradually. Indonesia built on pre-éxistiﬁg family planrﬁhg and nutrition sefvice’s by
adding imrhuni:ation and diarrheal disease control'ser"iceé It was one of-the first USAID-assist'ed
countries to dehver all four interventions on a natlonal scale through more than 240.000.posyandus, or
health posts. Indone ia is now adding a fifth mterventlon the promotiori of vitamin A (througn sup-
plements in the short run and food fortification and dietary.change in the long run), and is developing
ways to provide better maternal care at the community level.
| pensive interventions is effecti\'le'in rapidly imﬁroving infant and child health, and can servé as the

basis for subsequently building integrated prograins. Expanding successful programs to address a

USAID’s experience has shown that a focussed approach on selected proven and inex-
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broader range of country-specific conditions, while maintaining the effectiveness of the targeted inter-

ventions, is an important priority for the 1990s.

Challenge #3: Building a Comprehensive Approach {o Child Survival

At the beginning of the child survival initiative, immunization and diarrheal disease control repre-
sented more than half' the total USAID child survival program. Today these two interventions con-
stitute less than a third of the program. As a result of initial immunization and ORT successes as
well as new information, a “second generation” of ciiild survival interventions is available to accel-
erate progress toward mare widespread child health. The challenge for the 1990s is to utilize these
second geheration interventions to build a more comprchensive approach to child survival.

The shitt in resources in USAID's child su:vival program is the result of three factois.
First, many countries have achieved the 011'giﬁal immunfzaﬁon and ORT goals. Secpnd, there is greater
appreciation of the int.errelationship among childhood diseases, and of the effect of people’s attitudes
and practices on health. And third, as a result of ongoing research supported by USAID and others,
there is increased confidence that additionél'technologies — within the éontext of the proven inter-

- ventions as well as selecied additional ones ~ can be applied effectively on a widespread basis. The
second generation interventions that already play an important role in USAID’s child survival pro-
gram iI_lclude control of acute respiratqry infection, breastfeeding promotion, reduction of micronutri-
ent deficiencies, and reduction of maternal mortality. In additicn, new technologies are being devel-
oped and introduced to further improve vagcination and diarrheal disease control. ‘

Control of Acute Respiratory Infections. Acute respiratory infections (ARI), including ‘
pneumonia, are the leading cat;se of childhood mortality, accounting for 33 percent of all childhood
deaths in the developing world, an estimated 4 2 rillion 'deatﬁs per year. Nearly one-fifth of these
deaths are due to respiratory com;lications fron. measles and pertussis. A high proportion of fatal
pneumonia in developing countries is caused by streptococcus and haemophilus influenza.

_ In the developed world, the incidence of pneumonia is generally kept low through pre-
.ventive interventions (including immunization for measles and pertussis), and early diagnosis»and '
treatment of cases not prévented. To date, in developing countries with limited health resources, large
scale application of similar case rﬁanagement strategies has not been affordable. Now, however, as a
result of research and pilot projects sponsored by the World Health Organization, United Nations Chil-
dren’s Fund, USAID, and others, a case management strategy has been developed that enables conmx
munity health workers to diagnose and treat AR

The case management strategy is based on early recognition of pneumonia with prompt

treatment of non-severe cases at home with standard antibiotics, and quick identification and referral




of se\;ere cases to a hospital. In countries with high mortality, the effective applichﬁon of pneumonia
case management could reduce under five mortality by at least 39 deaths per thousand live births. In
ad;iition, prevéntive strategies including new vaccines against ARI are being‘devéloped and tested.
The Promotlm; of Breastfeeding.-Breastfeeding is estimated to pfevent some §lx mil-
lion deaths per year in developing countries. Optimal breastfeeding practices recommended by USAID
ahd others include eiclusive breastfeeding for four to six months ano continued partial breastfeeding
through the first year,of life. Optimal breastfeeding is strongiy associated with lower incidence and
case fatality for diarrheal disoase, and consistently (if less strongly) associated with reduced incidence
“and death from ARI. Breastfeeding also prevehts a number of other infections, promotes the child’s
growth and development, benefits the mother’s health, sérves as a natural method of child spacing, .
and provides significant cost savings for families, health systenis and nations. »
Unfortunately, less than optimal breastfeeoing is widespread. Demographic and Health
Surveys condocted in 2{1 countries between 1986 and 1989 show that while the vast majority of infants |
are breastfed, less than half of the infants in 22 of the countries are exclusivelylbreastfed during the first

four months. As populations become more urban and economic pres-

sures more acute, traditional breastfeeding practices are often for- ) >

saken. Strategies and programs are needed to encourage and facil- On Acute Respirztory Infections . . . “There is no
itate continued optimal breastfeeding for all infants. longe. any question about the necessity of undertak-‘
\ USAIIj supports a variety of programs to promote - ing a global effort to contral acute respiratory infec-

‘ and encourage more widespread and\lo_nger b}eastfeeding. One tions. We cannot continue our progiess with child

program provides lactation management training for teams of doc- survival without a worldwide campaign”. . . Ronald

tors, nufses, and nutritionists from teaching hospitals in develop- W. Roskens, Administrator, USA'lD at the International

ing countries. A growing percentage of developing-country babios 1 Consultatior: on»the,ControI of Acute Respiratory

are delivered in hospitals, which generally have policios that inhib- Infections, December 1991.

it rather than promote breastfeeding. By workinig with staff from

teaching hospitals, the USAID program éncourages breastfeeding not‘only in those institutions, but
throughout the health sector, since participating teams in turn serve as trainers and lactation special- oo
ists, and initiate lactation education programs in their countries. ‘ i -
Reduction ¢* Vitamin A and Other Micronutrient Deficiencies. Millions of children
and women of child-bearing age throughout the developing world suffer from deficiencies in the
micronutrients vitamin A; iron, and iodine. In recent years, r~search supported by USAID.and others
has determined that these micronutrients not only prevent specific disorders shch as blindness, ane-
mia, and goiter, but also help reduce mortality among mothers and children, prevert mental and phys- '

_ ical disability, protect against infectious disease, and improve adult capacity for physical work.




Strategies to reduce vitamin A deficiency withiri the broader eontext of child survival -
programs mclude direct supplementanon food fortification, dietary diversiﬁcatlon (through educa-*
tion and promot}on of local productlon and consumption of foods rich in vitamin A), and the apphcatlon
of new technologies of food preservation (SU\,h as solar drying of mangoes) to compensate forvaria-
tions in seasonal food availability. Helen Keller International for example, promotes vitamin A in more ’

than 14 countries through commumty gardens, vitamin A supple

On Woinen's Health and Nutrition . . . “A substantial

ments, and food fortification.

In the case of iron deficiency, work has focussed on

amount of maternal morbidity and mortality has its research to identify effective supplementation and fortification
roots in these very early years. In short, our concern methods and the dietary patterns amenable to those metheds. Lim-
to improve womien's health forces us to look at the | ited field trials of iron supplementation and fortification are cur-
health, nutrition, and education of/ve,ry young girls” rently under way with support frorn USAID. ‘

. . Ann Van Dusen, Director of Health, Bureau for The addition of vitamin A interventions to other ‘
Research and Develo;iment, USAID at the National child survival activities provides a good e)_(ample of how the addi-
Co‘uncil for lntemational Health Annual Conference, 1 tion of second generation interventions can reinforce initial fo-

June 1991, _ cussed interventions. When Project HOPE made vitamin A avajl-

able in Guatem’ala (during the 1991 national vaccination campaign, J
many more parents brought their children for vac¢inations thar in previous years. ‘ A
Matemal Health. More than 500,000 women die annually of pregnancy and childbirth-
related comphcations and. countless others suffer from poor nutrition and health caused by made
quate diet and limited access to ,he:nm care services. The causes of maternal death include hemor- .
thage, infection resulting from unhygienic delivery, eclampsia, and obstrueted labor. ‘

. The same factors that jeopardize a mother’s health during pregnancy and delivery'also
jeopardize the life of her child. Data from Demographic and Health Surveys in 24 countries show‘that '
'api)r‘oximately half of all infant deaths take place during the first 28 days of life and are often directly
related to the quality of prenatal care and the birth process itsel{. Maternal health ap_pears to be a par-
ticularly signiﬁcant factor in the cause of perinatal deaths (i.e, stillbirths or deaths iri the first week of
life). Recent analyses of studies examining the link between perinatal and maternal mortali¢; suggest -
that at least three-fourths of perinatal deaths are associated with life threatening conditions to :women,
women's poor health or nutritional status, and inadequate delivery techniques. |

‘ USAID-supported efforts to meet women’s health needs an‘d reduce maternal mortal- -
ity include training‘ traditional birth attendants to perform safe, clean deliveries, and to identify and

refer high risk pregnancies to higher skilled care; targeting food programs to meet the nutritional

needs of women; and developing maternal health technologies. Projects in Bolivia, Guatemala, lndone
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sia, and Uganda are working te improve the quality of prenatal, intrapartum, and neonatal services by

‘updating -and strethh‘ening the skills of midwives and traditiorial birth attendants. In Ecuadot, tradi-

tional birth attendants are lear ning that some traditional' practices are in fact harmfud, how to perform
.cleaner and safer deliveries, and how to identifi pregnancies that may reouire higher skilled care. This
tralmng and supetvision has simultaneously strengthened acceptability of the birth attendants by the
Ministry of Health facility staff. USAID is also supporting the World Health Organization to promote a

home-based maternal record and a simple delivery kit that can be used by traditional birth attendants ~ - .

{
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and community health wo_rl(efs,

\
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New Technologies. While the past decade has shoWn the impact that diligent applica-

" tion of existing technologies ean have, the next decade will begin to show the potential of new tectr

‘nologies to improve child health: Immunization is a case in point. Coverage is high; however, all of

t

the vaccines used in global immunizatior  programs ‘are more than thirty years old. Recognizing these

limitations, a global Children’s Vaccine Initiat_ive has been.launched to accelerate the developinent
- and introduction of new vaccines; vaccines that require fewer doses, can be combined to ease delivery,

are more stable, and protect agamst such childhood killer: sas pheumonia, diarrheal disease, and malar- -

ia. Such technalogical improvements will benefit children and strengthen health systems in developed

as well as developing countries

Other technologxca,l developments also hold promise. While ORT is havmg an 1mpor :

' tant impact ()n mortahty in some situations, researchers are lookmg for ways to improve rehydratlon

- Chailenge -#4: Improving the Quality of Services

solutions and to make them more acceptable to mothers as well as ways to prevent diarrhea in the
first instance. Non-reusable syringes and easier to use injectable devices, and better techniques to

diagnose childhood diseases will also i improve efﬁcnency and service dehvery, and augment the lmpact

.of child health programs.

~

-Second generation interventions are an 1mportant step in the p1 ocess of building a
comprehensive approach to child survival. The challenge in the next few years will be to promoté
théir w1despread use, taking into account of locally and regionally specific conditions, while continumg

the “research to develop additional mterventions to address remaining health condlnom

—

The child survival program focussed initially on _increasing the number of people with accessr to

vaccination, ORT and other health services. Giyen'higl1 mortality ievels in most developing countries

and 'Iargé proportions of populations with no available services, expanding access to services of-

fered the best and most rapid results. Further reductions in mortallty, however, requife not only.

‘reaching those who are still unserved but also |mproving the qualiiy of the services provided.

-
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" cent to 76 percent of children less than two years old.

1

One of the most significant .accomplishments of the 198‘0S is the simple f_act that more
than 80 per.cent of the world’s childrén now have acc;ess to at least some health services. The low-cost
interventions of the child survival strategy give citizens in developing countries the means to prevent
and treat the most prevalent diseases threatening childrén.

Having access to services, howe\'/'er, does not mean that people fully utilize the ser-

vices or that service providers offer the best and most effective care possible. Studies by USAID and

* the World Health Organization show that health care workers can improve the effectiveness of the

- basic child survival interventions by, fqr example, screening children more consistently who may be at

ﬁsk for more serious diarrhea than the watery diarrhea that ORT can address, advising mothers to-
continue feeding children during diarrheal episodes, ensuring that mothers understand how to admin- |
ister ORT, ad.vising about follow-up treatments or return visﬁé, and taking advantage of all opportuni-

ties to complete the immunization series ot children brought to the clinic for other r'easons._

A study conducted in the Central African Republic by the Africa Child Survival Initia- .
tive - Combatting; Childhood Communicable Diseases project estimates that the elimination of missed
opportunities for vaccinatiné children could increase the coverafge of measles.yacciﬁation from 54 ﬁer—

Such improvements in what the health carf; worker actually does whil? interacting
with patients can improve the impact of already effective interventions. Responsibility for improve-
ments in quality, however, éannot rest with the health wor_ker alone. Community health workers often
have faf too many clinical responsibilities, as Well as clients, to give each the kind of attention heeded.
therfmeasures that can improve the quality of service delivery include developing guidelines and
providing continuing training for health care workers, encouraging supeivisors to assess performance
and initiate prot;lem-solviﬁg, and devéloping data collection and management systems that provide
information related to quality of care. ‘ ’ \

In many cases, problems oﬁce identified are easily amenable to solution:

¢ The development of two tools for use by‘ health workers and supervisors in Regi,
Pakistan improved health service. A checklist of tasks and a patient service form requiring health -
workers to-verify completiﬁg the tasks led té .improvéd patient counseliné. The proportion of malaria .
patients askéd about the duration of their fever increased from 48 percent to 78 percent. AR patients.

questioned about what had already been done at home increased from 13 percent to 71 percent, and

"mothers who knew when to return for the next vaccination rose from 8 to 56 percent.

#.In Santa Cruz, Bolivia; a strategy to reduce the number of missed opportunities to
vaccinate against neonatal-tetanus included more consistent vaccination- of women in hospitals and

héalth centers, house-tdhopse sweeps by vaccination teams through the slums, pei‘iodié immunization

\



in local markets, and training of birth attendants to administer vaccination. These initial steps were
found in 1991 to have been highly successful in reducing the number of missed opportunities and are

being followed with additionai measures. New elements include perifocal vaccination around cases of

neonatal tetanus, vaccination of primary school children, extend-

ing hours and locations of vac¢ination, and a communication plah to

_ imprové the knowledge, capabilities, and actions of health person-
nel, and the acceptance of vaccination by the public.

'USAID is committed to promoting continuous, in-

cremental improvemenf in the delivery of child health services and,

therefore, emphasizes the generation and analysis of information

to be used by program managers, supervisors, and health workers

to further improve program operations. Attempts to improve quali-

ty focus both on the performance of the health worker and the sup-
port services that influence the health worker-client interaction.
Increased attention to quality in the 1990s offers

donors and national governments the opportunity to maximize the

On Micronutrient Deficiency . . . “The end of ‘hiddeh
hunger’ is in sighf in this decade of the 1990s. We
know what must be done and how to do it, and our
presidents and prime ministers have committed their ‘
support. | am confident that, together, we can meet
the great challengc;, posed by micronutrient malnutri-
tion, leaving this conference with common strategies
and strengthened resolve to succeed in this great \
undertaking to eliminate this hidden enemy”. . .
James Grant, Executive Director, UNICEF at Ending
Hidden Hunger: A Policy Conference on Micrenutrient

Malnutrition, October 1991.

* effectiveness and reach of child survival and other health programs

even within the constraints ¢f limited resources.

Challenge #5: Expanding Monitoring and Evaluation Activities

To ensure the quality of child survival activities, USAID puts a high priority on program monitoring
and evaluation. The child survival program has developed a detailed framework for collecting data
and incorporating them into further program deveiopment. Important tasks for the 1990s are to
monitor progress toward global goéls set by the World Summit for Children'and more sbeciﬁc goals
adopted by UéAID, to continue to st :ngthen national capacities for program monitoring, and to
respond to the need for new, more specialized data.

From the outset of the child survival program, USAID emphasized the need to mea-

' sure carefully the results of its efforts a;ld to utilize that information to bring about program improve-

ments. USAID wprked with national governments and other donors to assemble a global body ofA
knowledge and an unusually comprehensive record of experience. Demographic and Health Surveys,
for exarﬁple, helped standardize global data collection and reporting on a number of indicators while
stimulating better use of data at the country level to guide policy and implementation decisions.

The enhanced capacity to monitor the health status of children is in itself a significant

accomplishment. At the global level, the high level of congruence in international data and the ability




to monitor progress toward a common set of goals have helped to generate interest in and sustain

attention for child surviva\l issues. When feaders at the 1990 World Summit for Children adopted new

targets for improved children’s health by the end of the centufy, they could do so confident that these

' y_vereA not merely empty rh;:toric, but firm goals against which countries caﬁ be held accountable. »
At the-national level, the child survival program’s focus on monitoring and evaluation

has enabled developing countries to develop the capacity to track progress within ongoing health infor-

mation systems. In conjunction with the availability of low-cost mi-

crocomputers, USAID resources and technical assistance help give
On Children’s Vaccine Initiative . . . “While some national governments acqﬁrate information about the health status
basic research will be necessary, this should not be of their populations for the first time. In Peru, the nationwide com-
the thrust of the Children's Vaccine Initiative. Rather, puterized health information system, désigned and imf)lemehted
CVII should maintain :;l strong focus on product devel- - . with assistance frbm USAID, has served almost exclusively as the
opment and on th.e is.sues that are important to make Ministry of Health’s cholera surveillance system since the-out-
new and improved vaccines rapidly and widely avail- break of the epidemic in January 1991. _
able”. . . Richard Bissell, Assistant Administrator At the project level, USAID"s approach to monitor-
for Research and Development, USAID at the Man- ing and evaluation has resulted in constant improvement and re-
agement Advisory Committee Meeting, Children’s finement of data collection and anélysis procedures which, in turn,
Vaccine Initiative, September 1991. | have been applied to strengthen project activities. When project |
' . managers have access to valid, pertinent info'rmation, they use it

to incorporate improvements in their p;ograms, resulting in further improvements in data quality. In

Mali, Save the Children Fedéfation, a U.S. private voluntary organization, helped put in place a health

information system that village health committees fmd family trainers use to identify chiidren who

have not been immunized. In Kolondieba Town, this information prompted the Ministryrof Health to
y . - add an extra day of vaccination per week at the local matermty center. )

The need for data describing the health status of children is likely to grow. First, the
targets adopted at the World Summit for Children include reductions in infant, child, and maternal
mortality, and reductions in malnutrition a:nong children. Increased information will be necessary to
monitor the rate of pfogress in achieving these goals and in targeting unserved popﬂlationsf_. 3

i Second, where large reductions in mortality have already been achieved, further ef-
- forts will need to focus on impm\;ing the quality of services provided, on understar'lding how and Why
people change behavior, and on targeting subpopulations not yet reached. As noted earlie.r, in-depth

studies of thg quality of services provided has resultéd in c()mprehensive efforts to improve monitor-

ing of the performance, supervision, and training of health workers. -

/ Monitoring changes in the knowledge and behavior of parents and health workers is
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equally importaht. Mziny child survival interventions require parents and health workers to acquire
 new kn}owlédge and to chénge their behavior in light of the new information. USAID-supported child

survival prpjects frequently incorporate sur\;eys of knowledge, attitudes and préctices to ensure that
. messages are being’communi‘cate'(\i effectively and new practicés are being adopted. ’

The need to target inéreasingly smaller population subgroups will requite innovatiye'
approaches to monitoring. In gene;al, those who do mot yet have access to even minimum child health
services are poo, disenfranchised, and geographically isolated. Finding and. reaching these s_ubp;)pu-
lations will require greater émphasis on surveillance systems 'Fo extend child survival.interventions to
the hardest to reach populations. Surveillance also assumes inc_reased imi)ortance where high
vaccinafion coveré_ge rates have been achie\}ed and disease control becomes possible.
The effort to eradicate polio in the Americas, for example, is increasingly focussed
on targeting vaccinations to smaller, localized §ubpopulations and on disea_sr- sur-
veillance to track the presence of the polio virus by identifying and isolating each case.

Athird reason for the continued evolution and reﬁnqment of child, survival

monitoring and evaluation is thie growing diversity of child survival interventions. As.

+ the child survival program undertakes more activities directed at
ARI, m‘i\cronutrient deficiencies, _measles, and other diseases, ex-
panded monitoring activities will be required. .

A major challenge for the 1990s is to meet the-needs
for expanded monitoring a‘nﬂ evajuation activities, while continuing .
to strengthen national capacities in *his area ‘and to collect and feed
back useable, hz;nds-on data at the program level. .

== he evidence suggests that child survival interventions do

not contribute to increased population growi1. By reducing

mortality and ensuring the healtb of surviving children,
successful interventions contribute 1 decreasing fertility and, ulti-
mately, slowing popylatioﬁ growth. Moreover, by promoting vetter
birth spacing, child survival and famiiy planning programs have mutually reinforcing effects. Once re- .
duced fertility rates are established and birth rates are declining, the moméntufn of population growth
begins to shift. Successive birth cohorts beéome smaller, resulting in a slowing of the growth rates in
the youngest age groups. ‘ 7

Despite dramatic successes in the promotion of family planning around the world, how-

ever, the total size of the under-five cohort will continue to increase until well into the next century. The




greatest demand for hehlth services .in the relatively young populations of developing countries will be
for measures that combat thf; largely preventable @iseases of childhood and those that address the
health problems of worhen of childbearing age. It is estimated that expenditures for child health will
“have to increase two 4percen't per year simply to maintain curreut levels of service. = - '
In the coming. years, child survival progréms must respond not onfy to issues of growth

and maturity arising from their own experience but also must adjust to broad changes in the larger
context in which they operate. In addition to the issues posed by a'still growing young population,
child survival must address a number. of emerging challenges, including threats from both new.and

resurgent diseases and the health needs of rapidly growing urban populations.

Challenge #6: New and Resurgent Diseases

Even as substantial reductions are made in mortality and morbidity, a number of new and resur-
gent diseases might undo some of the gains that have been achieved. Children’s lives are at risk
from diseases once presumed to bg well on the way toward control (malaria and cholera) or
unknown as recently as a decade ago (AIDS). One of the moét urgent tasks for the 1990s is to

reduce the transmission rates of new and resurgent diseases,

while simultaneously pressing forward on researci: to develop

On AIDS .. . “An éstimated 614,000 children, or seven
percent of the under 15 population nationwide, were
orphaned by 1990 . . .Aln sQme areas, an estimated'
16 percent of children under 15 have lost at‘ least one
of their parents . . . In the most heavily infected areas,
child health and nutrition in families caring for orphans
is also being affected . . . The ;:ommunities them-

- selves cauld become less and less able to implement
commuﬁity-based 'programs to care for theAsurvivors

' as the number of AIDS deaths increases”. . . Mrs.

| Janet K. Museveni, First Lady of Uganda at the USAID
1991 AIDS Preventioﬁ Conference, December 1991.

more effective means of prevention and treatment.-

HIV/AIDS. Dramatic increases in the incidence of

~ human immunodeficiency virus (HIV) infections and acquired im-

mune deficiency syndrome (AiDS) cases are predicted worldwide‘

during the 1990s. By the year 2000, there may be a cumglative total

of 30 to 40 million HIV-infected people; as many as 10 million of
— these could be infants and children. .

As heterosexual transmission becomes the prima-
ry means by which HIV infection is spread, women and children
are increasingly 2t risk. Apprpximately 30 percent of children born
to HIV-infected motheré'are infected themselves. About haif of
these children die be-fore their first birthday; almost all die before

age five. In some developing countries, HIV/AIDS could become

the leading'killer of children by the year 2000. The problem is particularly acute in Africa, where recent
estimates suggest that in some countries virtually all the reductions in child mortality achieved
through immunization and other health measures could be cancelled out by deaths from AIDS. Instead

of continuing to rise, life-expectaricy at birth in sub-Saharan Africa could drop below current levels.
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HIV/AIDS has health implications even 1or uninfected children. HIV-infected women

are more likely to give premature birth or to have low birth weight babies (whether the babies are
infected or no’t)‘. Moreover, as mothers becomé sicker, they are less able to care for their children; and
both the mothers’ and fathers’
capacity to earn income is de-
creased as illness progresses, |
leaving the family even poorer.
Some 10 million children in Af-
rica could be orphaned by the
death of one or both pareﬂts in
* the 1990s. These children are
left to care for themselves or be
cared for by extended famlhes
already affected by the loss of

productive adult members.
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The risk of HIV transmission can be as much as 20 to 50 times greater when another
sexually transmitted diseasé (STD) is present. Yet because STD infection is often asymptomatic, wo-
men may not even know they have an STD or that they and any children they bear are at greét risk. A
review of published reports suggests that where syphilis preyale;nce exceeds 10 percent among preg-
nant women, as it does in most African countries, from five to eight percent of pregnancies will result
in fetal or infant death, or the birth of an infant with 'syphilis. Other kinds of reproducive tract infections

also threaten women's and children’s health by contributing to fetal wastage aqd low birth weight, -
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Since transrission from mother to chiic during pregnancy is virtyally the only source
of Hlv,transmission among young children;a concerted attack on the.transmission of STDs offers
one of th‘erfew mears available for‘slowing the spread of HIV among children a‘nd for preventing dra; '
_ matic reversals of ga;ins in children’s health. With respect to HIV/AIDS, as in so many areas of chil-

dren’s health, educating the public and sdccessfully promoting behavior change are key to ensuring
,sﬁstained improvement. Also needed, however, are irpproved ‘capacities to diagnose 'andltreat STDs
within existing health care infrastructures. |

' Malaria. During the 1950s and 1960s, it was thought that malaria could be eliminatgd ‘
through a global eradication effort. As it became clear that the transmission of malaria depends on a
wide variety of.l'oca-liy and fegi‘onally §peciﬁc conditions, erédication efforts wére replaced gradually by
efforts aimed at preventioﬁ, treatment aﬁd control.

In recent years, rﬁalaria has made a dramatic resurgence, occurring in over 100 coun-
tries. Approximétely 40 percent of the world’s populaﬁon is at risk. About threequérters of these people ‘
live in areas where the incidence of malaria had declimed because of eradication efforts but is now on
the rise, in some cases surpassing earlier levels. 7

The incidence of malaria is rising even where efqdication efforts during the 1950s and
1960s were initially successful. Some strains of malaria ﬁave become resistant to chloroquiné, the main
drug for preventing and treating the disease; mosquito resistance
to once commonly used insecticides Has also inéreaséd. At the
same time that fewer tools are available to-combat malaria, oppor-
tunities fo; human cont;ict wi'th the malaria vector are increasing as
a result of population growth, migratioﬁ, and a variety of develop-
ment-related activities. ‘

‘ Some 250 to 300 'Ililliph new cases of malaria Ociaiy
worldwide each year. Young children and pregnant women are

among those at greatest risk of severe and complicated malaria. In

- sub-Saharan Africa, where 80 percent of all cases occur, approxi-

mately one million childrer. under age five die of malaria annually.

Those who do not die, acquire some level of immunity, but may also suffer poor growth, ﬁtﬁess and -
educational achievement. Malari,a during pregnancy can cause miscartiage, fetal death, intrauterine
gromh retardation, low bir‘th,v;/eight», and premature delivery. Until a.vaccine is perfected, the con- '
plications of malaria can best be prevented through early diagnosis an, treatment. USAID continues to
support resez;r,ch in the development of such a vaccine; hovs}ever, it may be some time before an effec-

tive vaccine is produc_gd, tested, and made available on a large scale.

LN




;m 1991, USAID assisted the World Health Organization in a global effort to develop
" new strategies for cbntrOll'mg malaria, orgahizing_ regional workshops-to focus on the specified prob-
lems of Africa, Asia, and Latin America. USAID also supported two major studies on malaria by the

Institute-of Medicine and the American Academy for the Advancement of Science, and will use their

recommendations to develop a new malaria strategy. B

- Cholera. Cholera, an easily transmitted diarrheal disease, reemerged in Latin America

in 1991, after having been absent from the continent throughout the century (see regional report on

Latin America and Caribbean). Cholera had similarly reappeared
in Africa two decades ago after an absence(of more than 70 years.
The swift, dramatic,i'esvu‘rggence in Latin Ameriga received tremen-

dous inte’rnatipnal attention, even though both incidence and mor-

tality are routinely much higher in Africa than in most countries of

La}tin America and even though devaths from other diarrheal.dis-
eéses are much greater. In ,1990, 90 percent of the world’s reported
cases of cholera were in Africa. |
Cholera is characterized by profuse watéry‘diar-
rhea, vomiting, and rapid dehydration. Because cholera is so feared,

many people do not think of it as another form of diarrhea, spread

On Maaria . . . “The issue for prioritization is not .
whether to sclect specific tec.iicivgies or control
strategies, but to roise the priority of solving the

problem of malaria. This is best done by enéouraging

_balanced research and control strategies and devel-

oping a mechanism for periodically adjusting support .

for promising approaches”. . . Malaria: Obstacles

" and Opportunities. A USAID-supported report of the -

'7 Committee for the Study on Malaria Prevention and

“ through fecal-oral transmission. In fact, througﬁ the first 11 months

Control, Institute of Medicine, 1991.

~of 1991, cholera took the lives of just over 16,000 people of all-ages
which, while important, is but a tiny fraction of the over 3,000:0()0 deaths due to diarrhea each year ih
children alone. Moreover, thé same strategies used by USAID and others in the child survival pro-
: gra.m are crucial for controlling fhe cholera epidemic. Pre;rention and treatment of cholera benefit
from strategies used in diarrheal diseaze control efforts, incl{lding epidemiological surveillance, rapid
dissemination of community education messageé, improvement\'of water and sanitation infras_tructure,

and services, and extensive use of ORT for case management.

Case-fatality for serious cholera can be as high as 50 peréeht without treatment; how-

ever,A just like other diarrhea-related dehydration, it is readily tfeatable with ORT. In fact, ORT was
developed with USAID _supp;)rt at the cholera'tabofatofy in Banglad_esh (how the International Center
for Diarrheal Disewse Reséarch)'d_uring the cholera pandemic in the 1960s and 1970s. - '

. Rapid detection, community education, and successful ORT treatment - all strength-

ened through child survival programs — have helped keep case-fatality rates low in many areas. In

Latin America, where surveillance systems, awareness of and access to ORT, and access to health,

* water, and sanitation services compare favorably with other regions, the case-fatality rate for cholera is




about one percent. The regional case-fatality rate for Africa, in contrast, is about nine percent, with
much higher rates in some countries (e.g., 13 percent in Nigeria and 20 percent in Carneroon). Cer-
tainly, the recent experience with cholera underlines the important contribution child survival pro-

grams are making to strengthen health syste'ns and to preparé them to meet new challenges.

i

Challenge #7: Rapid Urbanization

'Rapid rateS of growth in urban areas throughout the developing world mean that by the year 200(,
some 44 percent of developing country populations will be living _in urban areas. During the 19905,
child survival programs must focus more systematically on neglected poor urban areas. They must
examine pilot activities in Jakarta,‘ Dhaka, Lima, and elsewhere, as well as lessons from tne rural
experience, to determine what strategies will be most effective in addressing urzan child health,
issues while improving the likelihood of sustainability.

In general, developing-country urban growth rates have been two to three times greater
than those experienced in industrialized countries in the past; annual increases of more than three per-
cent are expected well into the next century. Contrary to widespread belief, more than 60 percent of the
population growth in urban areas is attributable to natural increase; less than 40 percent is due to migra-
tion from rural areas. l

At least half the urban population of the developing world today lives in extreme pov-
erty in the slums and shanty towns that have virtuaily n6 access to the health énd other services gener-

‘ ally considered a principal advantage of urban life. In some cities, the proportion of the urban popula-
tion living in desperate poverty is as high as 79 percen.t. ,

The urban poor are afflicted with the traditional diseases of underdevelopment as well
as the chronic and environmental diseases associated with industﬁalizat’ion. They suffer not only thé
infectious diseases and rﬂalnutrition associated with scarcity and contamination of water supplies and
the lack of sanitary waste disposal, but also the diseases associated with pollution of air, water, and
land from factories, transportation, energy produetion, etc. Overcrowding, inadequate disposal of hu-
man and commercial waste, and a lack of affordable and accessible health services further contribute
toill h‘ealth among the urban poor. /

In general, few data exist to a‘ccurately measure these conditions. Mo<t urban data are
aggregated and, therefore, hidé the extent of poverty, ill health, disability, and prematw e death. Fre-
quently, those worst off are net included at all because they are squatters occupying the land illegally.
Individual case studies, however, provide dramatic e.aruiples of the extent of intra-urban differences in

children’s health status. ‘ -

¢ In urban areas in Guatemala, infant mortality was found to vary from 113 per thou-
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sand live b§rths for the children of illiterate women in the poorest socioeconomic groups to 33 per
i'.housand among wealthier populations. |

¢ The infant mortality rate in the slums-of Nairobi, Kenya, is 200 deaths per thousand
live births, compaied with 74 per-thousand for Kenya as a whole. ‘

In most developing countries, hospitals and other high techno! 2y care absorb the
. majority ~of health expenditures. HoWever, these resources tend to be available to the urban elite but
not the urban poor, who are the fastest growing segment of the urban population. The modern hospi-
tals and outpafient departments that are nearby are in fact a wor’l’d awéy from the poor inhabitants of
urban areas and have inhibited the development of more accessible neighborhood hea‘lth centers. The -
poor use hospitals for emergencies, relying on traditional healers or pharmacists without formal med-
ical training for more routine care. Preventive measures are not stressed by any of these providers . .
hospitals, pharmacists, or traditional healers; access to preventive services remains limited in Both
the public and the private sector. ‘

Providing primary healih care to urban. populations has some particular difficulties.
While the concentration'df populatior; would seem to offer comman.cations and logistical advantages,
the ‘heterogeneous nature of urban populations and the lack of social cohesion often make such pro-

grams labor intensive and expensive to administer. In in<tances

where urban health authorities operate with a degree of indepen-  soposstomoinons " <t e s e ‘?_“"’»"""i""’"""ré"-“""‘“l )
dence from the national ministry of heaith, concerted attention to  as~ <o o oL e S0 S

Yealth issues in urban areas requires developing good working re-  4o. ’ .
lationsﬁips betwéen these two levels of government. Any sustain- 35 VT
able urban health effort must include the large pool of private sec- ‘310;, -
tor providers (doctors, nurses, midwives, etc.) already practicing in 25 Vel

urban areas; yet these providers traditionally are least responsive 20 S

to the preventive orientation of child survival and other primary

health care services. 10

Where child survival progrems have addressed ur-

ban health issues, the rewards have been substantial. In Bangla- v

+ 1980 1990 2000 2010 2020

desh, USAID began a five-year bilateral project, the Urban Volunteer Program, to train women fr9n1
slum communities to furn}sh pre\'/entive health care and referral information to slum\ resicents. Ini-
tially focussed on diarrheal disease control through health education anAd_ ORS distribution, it has
- expanded fo include nutrition, immunization, and family planning services, as well as an.arban sur-
veillance system. By 1991, a dramatic shift had taken place. Whereas urban areas had heen lagging

behind ir. 1988, by early 1991, hey had higher immunization rates than the rest of the country.
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Save the Children Federation, a U.S. private voluntary organization, works in three
| " urban slums of Jakarta, Indonesia promoting primary health care services through trained community
health volunteers. A project survey found immunization‘coyerage and ORT use_levels exceeded tar- -
gets in two of the three preject areas. Seventy-two percent of mothers su‘rveYetl used ORT, and 83
percent of children aged 12 to 24 months had been fully immunized.

It Guatemala and Honduras, La Leche League traius and certifies women from low-in-
come marginal urban communities to provide breastfeeding counseling and to conduct Lreastfeeding
mother support groups. In addmon to educaing mothers about optimal breastfeeding practlces the
volunteers also refer mothers to the public health system for other chﬂd survival services.

Asthe proportion and number of urban poor increase in coming years, new ways must
be found to address their health and nutritional needs. This does not so r_nucli require new programs

. as continuing to adapt existing programs by“'ﬁnding new ways of
reaching the neglected urban poor with basic child health services.
" ew development assistance programs have succeeded as

rapidly in meeting their objectives as the international ef-

fort to reduce infant and child mortality in developing coun-
tries. The child survival initiative has benefitted from a clear inter-
national consensus about its objectives and a general agreement
“to focus resources on a few proven mterventions :
With the initial mortahty reduction targets met in
many countries, and nearly met in others, new, harder to reach,
targ:fts have been set. The goals and plan of action agreed to at the

World Summit for Children reaffirmed the interriational communi-

ty’s continued commitment to improving children’s health-status and long—termlopportu,niﬁes. '
Acting upon that comimitment requires consclidating and building on past successes while sirnul-
" taneously adapting to new and f‘Hanging conditions. The successes of the first few y'ears. of the
chlld surv1va] 1n1t1ahve are documented in this report: € Four out of five of the world’s children
now have access to at least some aspect of modern health services. ¢ Many developing coun-
tnes are well on the way to building effective. health infrastructures that in turn contribute to
-national development. ¢ An impressive partnership has been created among donors, governments,
universities, the private sector, an(l nongovernmental and private_ Voluntary organizations. ¢ A focus
on research has helped to develop “second generation” interventions and strategies to address

many of the remaining child health problems. ‘




USAID’s role in these child survival successes has gone well beyond simply providing
services. Its emphasis on high-mortality countries, its leadership role in developing information and .
: communication capabilities s well as monitoring and evaluation systems, and its commitment to re-

search have been important contributors to progrec~ achieved to date.

Issues for the 19905

USAID ) contmued commitment to child survival in the 1990s is essentlal if the gains already made are.
not to be Iost and if the international goals are to be met.

The chlld survival program represents only three percent of USAID’s.annual develop—
ment assistance budget, or less than one percent of 1nternatronal affairs approprlatlons 1nclud1ng mﬂ-
itary sales. It is, in other words, a comparatwely small program. But it has the potential for last'ng
impact a) if efforts to consolidate and sustam current programs are
pursued with the same mtensrty as the effort to establish them and
b) if the wi lhngness to learn and adapt to changing condltlons and
needs continues to charactenze the program.

T ,pite the successes, the task ahead remains enor-
mous. Nearly-ISA million children still die-eVery year as a result of

. preventable or treatable 1llnesses There are major opportumtles for

further reductions in mortahty and morbidity, but they may be more

dLFﬁcult to accomplish. Remaining child health problems will not -

be as responswe to a fewselect 1ntervent10ns and will require more country- and locally -specific strat-
egies, Emergmg and resurgent dlseases will comphcate the task.

Moreover, further gatns must be achieved ata time when developing countries them-
selves have fewer resources to devote to health, and USAID and other development assistance agen-
cie¢ are under pressure ter meet-a host of competmg needs.

At a time when resources are scarce and needs are great, bu11d1ng upon proven Suc-
cesses represents sound mvestment and wise pohcy The chﬂd surv1val program has the advantages of
mter'natlona} consensus about what is needed, a proven track record, and,demonstrated ability to learn
from experience and adpt to ehanging circumstances: And, as a result of ongoing research, the pro-
gram will continue to provide the framework for intro.ducing newly perfected technologies.

_ The child survival program offers one of the surest ways of contri’ uting in a lasting
vvay to the health and productivity ‘of the people of developing countries. Its rsimple interventions, used
' on ariational scale, help strengthen country capacities to promote health by mobilizing the public and

- private sectors to meet priority health needs and by building the systems to face future chai!enges. o




\ urfng 1991, USAID supported
heaith and child survival activ-
ities in 39 countries throughout
the Africa fegion. While a large portion
of child survival-related activities were
concentrated in the eight child survival
emphasis countries (Kenya, Malawi,
Mali, Niger, Nigeria, Senegal, Sudan,
and Zaire), significant contributions to-
ward saving the lives of infants and chil-
dren were made in countries through-
" out the continent. Since 1985, the annu-
al infant mortality rates for.USAID-
assisted countries in the region have
dropped from 113 deaths per 1,000 live
births to 102. In 1991, seven African
countries (including one emphasis
country - Kenya) had infant mortality
rates below the target of 75 aeaths per
1,000 live births.

Significant strides have been

made in the past decade toward bn'ng—-

ing child survival and health care ser-
;rices to the majority of Africa's popula-
tion. The DPT3 vaccination coverage
rate of 57 percent demonstrates that
more than half of Africa’s infants are
seen by health care workers not once,
but three times, during the first year of
life. Vaccination coverage rates for chil-
dren 12 {0 23 months in the child sur-
vival emphisis countries have almost
doubled since 1985 for BCG, DPT3, po-
lio3, and measles. In the Central Afri-
can Republic, Mozambique, R'wanda,
Swaziland, and Tanzania, the va_ccina-

tion coverage rates for these antigens

have reached 80 percent. For the first
time, more measles cases and deaths
havebeen prevénted than have occurred
in the Africa region accordiag to the
World Health Organization.

-In Burundi, 80 percent vacci-
nation coverage rates for children 12 to
23 months accomplished in 1989 were
nearly sustained during 1990 without

reliance on vaccination campaigns. This

accomplishment méy be attributed to

the vaccination registration system,
which identifies children who do not
corriblete their-vaccination series for fol-
low-up. Vaccination campaigns, though
more expensive than routine services,

are still used effectively throughout the

region to maintain or increase coverage

rates. In the Central African Republic,

where a long labor strike interrupted

the routine vaccination program, cam- -

paigns are being used to maintain the
high ratespf coverage.

Reports of cholera in 1991 un-
derlined the importance of diarrheal dis-
ease in Africa and the need to strength-
en diarrheal disease and environment
control activities such as water and san-
itation. In 1990, 90 percent of all chol-
era cases worldwide occurred in Afri-
ca. The significantly lower case fatality
rafes in Latin America provide evidence
that strong diarrheal disease _control
programs, better water supply systems,
extensive surveillance systems, and

wider use of oral rehydration therapy

can lower fatality from the disease. Con”

tinued investments in these areas will
be necessary in Africa to improve exist-
ing systems and enable health person-
nel to respond appropri.';tely and rapid--
ly. In 1991, cholera epidemics in Niger
and Zambia were addressed with
stroﬁg support from USAID in the ar-
eas of educational materials for health
workers, radio and television mésages,
and technical assistan(;e in the develop-
ment of national strategies.

The routine use ot oral rehy-
dration therapy to prevent deaths from
diarrheal diseases in USAID-assisted
countries increased from 10 percent in
1985 to 41 percent in 1991. In many ar-
eas of Africa, where oral rehydfation

salts are notreasily accessible or afford-

able, a home-based solution is promot-
ed as an alternative. Of the 41 USAID
projects supporting activities to prevent
or control diarrheal diseases, 38 pro-
jects promoted home-based solutions or
local pbrridge. A number of promising
research activities are currently under-
way to determine the effectiveness of
various local porridges and.possible
additives such as salt to increase their
effectiveness. All of these projects sup-
porting the control of diarrheal disease
include the promotion of continued
breastfeeding or other feeding during
diarrhea, giving recognitio;n to the im-
portance of breastfeeding to protect
young children.

Throughout the Africa region,

_ increased importance is being placed

on the role that breastfeeding and olth‘
er infant feeding practices play in child
survival. With 90 perceﬁt of mother}s in-
itiating breastfeeding at-birth, breast-
feeding is more widespread in Africa
than in other developing regions. How-
ever, exclusive breastfeeding during
the first 4 to 6 months of life is rare, and
is, therefore, becoming a central issue
in child survival activities. Twenty-five
USAID-supported projects pfomoted
breastfeeding for its nutritional impact
in 13 countries during 1991. USAID also
sponsored aconference bringing togeth-
er West African physicians, nutrition-
ists, behavioral scientists, and program
managers to share experiences in pro-

moting healthy nfant feeding practices



. and integrating them with other child
survival interventions.
While these accomplishments
"in child survival are admirable, the re-
gion continues to lag behind the rest of
“the world in terms of the health status
of children and adults. Morbidity and
mortality rates for African children re-
main the highest in the world. During
1990.an estimated 24.5 million children
were born in Africa. As many as 4.2 mil-
lion of these children will die before
their first birthday. Famine, drought,
war, and lack of health care infrastruc-
ture are a few reasons why the general
health status remains poor.

More than two million Afri-
can infants die annually. Nineteen of the
39 USAID-assisted countries in Africa
still have an infant mortality rate above
100 deaths per 1,000 live births. Chil-
dren under five have the lowest vacci-
nation coverage rates, are least likely to
receive oral rehydration therapy during
bouts of diarrheal disease, and suffer
more froﬁl wasting or acute malnutri-
tion than in any other region. Less than
half of the population has reasonable

access to modern health care,
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to be immunized to achieve a 90 per-
cent coverage rate. Population growth

also fuels an accelerating rate of urban-

_ization, which threatens to overwhelm
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Over the past decade, the US-
AID regional project Africa Child Sur-
vival " stiative-Combatting Childhood
Communicable Diseases (ACSI-CCCD)
has supported 13 African governments
in three technical interventions - immu-
nization coverage, control of diarrheal
disease and control of malaria - using
four support strategies, including health
information systems, training/ supervi-
sion, health education and pperational
research. ACSI-CCCD is assisting in

the integration of health services at the

30 50 60 70 80

central and regional levels in several
countries to utilize scarce health re-
sources more efficiently. The Ministry
of Health of the Central African Repub-
lic, for example, is building on its suc- -

cess in vaccination and diarrheal dis-

“ease control, by linking additional pri-

ority interventions, including acute res-
piratory infections, the prevention and
control of HIV/AIDS, and the prome-
tion of birth spacing to the existing inte-
grated primary health care program.
Swaziland's Ministry of Healthis work-
ing with ACSI-CCCD to develop plars
to integrate maternal and child health
servicés with family planning.

The concept of integration of
services was a central topic at a USAID-
sp(msofed regional c\onference on infant
feeding and child survival. As mentioned
earlier, in September 1991, 50 West Af-
rican res;archers gathered to discuss
infant feediné practices and maternal
nutrition as they relate to child survival.
The o‘bjective was to exchange ideas
and experiences on improving maternal
nutrition and infant feeding through
maternal and child health, nutrition,
control of diarrheal disease, and family
planning interveptions. By the close of
the conference, eight country teams of
conference participants presented indi-
vidual countiy plans of action related to
promoting infant feeding and integrat-
ing it into other health activities.

Ministries of health are also

investigating alternative health care fi-

_ nancing schemes to ensure the most ef-

ficient use of health care funds. USAID
is assisting several countries to develop
ways of collecting fees-for-services and
fees for medications. In a reversal of bo]»
icy, the government o\f Zambia recently

legalized fee-for-service schemes. Where

it was once illegal to charge for health
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. care, the govefnment has now set a

- goal that 20 'per.cent of ward accommo-
dations in public insﬁtt:tions are to be
operated on a fee-paying basis. -

Activities to expand the role

‘of the private sector in an effort to re-

duce government spending in health
care are undérway in 13 countries in Af-

rica, seven of which involve for-profit

business in project activities. With a pri- -

mary health care system in place, Nige-
ria is increasingly receptive to private
sector involvement in health care. Ar-
" easin which its private sector is expand-

ing the availability of health and family

planning services, include: 1) social mar- |

keting efforts in family planning which
include health commodities such as oral
rehydration saits: 2) community and ser-
vice organizations such as Rotary In-
ternational whicht provide'vaccinau'ons
and other health services; and 3) Afri-
care, a U.S. private voluntary organiza-
tion, whiqh includes private maternal

and |chi]d health care providers in its pri-

mary health care network in Imo State.

In addition to sustaining these
éccomplishments made by the health
care delivery system, such as vacciha~
tion coverage, African governments will
need to meet the pressures of a rapidly
expanding population. Moreover, gov-

ernments also face new or resurgent
;

diseases that will undoubtedly sap al-

-~

ready limited resources.

Malaria is a continuing chal-
lenge in Afric;i. with 90 million clinical
cases each year, causing appm)dmately
one million child deaths. Chloroquine-
resistant Plasmodium falciparum, found
omly in Kenya and Tanzania in 1978,
has now been detected throughout sub-
Saharan Africa. As this-drug resistant
strain spreads, the incidence and clini-

cal severity of the disease also appear

Matawi Rwanda Uganda
16 be increasing. For exaﬁlple. reported
deaths due to malaria in Zaire rose from
2.1 percent of cases in 1984 to 5.8 per-
cent of cases in 1988,

Malaria particularly affects
pregnant woﬁen and young «children
and is a major cause of low birth weight.

Pediatric anemia in Zaire due to malaria

infection rose in 1987 to three times its -

Zare Zambia Céte d'lvoire
1984 prevalence. This resulted not only
in significant incteases in malaria-relat-
ed morbidity and mortality, but also in
significant numbers of transfusion-in-
duced HIV-infection in children.
Successful strategies for re-
ducing malaria deaths in Africa will use

combinations of interventions, such as

the elimination of mosquito breeding

sites and personal protection, rather,
than rélying on drug distribution. Sim-
ple effective tools are needed to help
people protect themselves against in-
fective mosquito bites. A recent study
in the Gambia found that insecticide-im-
pregnated bednets reduced mortality in
children 1 to 4 years old by 70 percent.
The AIDS pandemic has had
a greater effect on infant and child mor-
tality than earlier believed. In sub-Saha-
ran Africa, appro;(imately 500,000 HIV-
infected babies have been born to HIV-
infected mothers as of 1990. Another

: four to eight million may be born in the

next decade. Using current rural and ur-

‘ban HIV prevalence studies, the graph

to the left shows the estimated impact
of AIDS on current under five moriality
rates for six countries. The World Health
Organiéation estimates that during the
1990s AIDS may be responsible for an
increase of 50 percent over the expect,
ed rate of child mortality in large parts '
of Africa. USAID is currently assisting
West African countries in developing a
strategy for integrating HIV/AIDS pre-
vehtion activities into existing child sur-
vival programs. ‘
While applauding the signif- .
icant progTesé that has been achieved

in child survival to date, there is much

work yet to be done. This was a general

conclusion made during-the recent trip
of Dr. Louis Sullivan, the Secretary of
Health and Human Services, and Dr.
Ronald R(;skens, the Administrator of
USAID, to eight Afri'::m countries, “The
heads of state with who-m we spoke
shared our profound concern with the
barriers to child survival,” said Roskens.
“We all agreed that, in.the words of_.
President Museveni, meaningful devel-

opment must begin with the human be-

ing, especially the child.”



Bilateral Projects

¢ Health Care Financing Program

4 Family Planning Services and
Support

¢ PVO Co-Financing

" Regional Projects

¢ Africa Child Survival Initiative-
Combatting Childhood Commu-
nicable Diseases

+ HIV/AIDS Prevention in Africa

USAID/Washington
Support

U.S. Private Voluntary
- Organizations/FVA/PVC

# African Medical and Research
Foundation (Child Sutvival Grant)

+ Minnesota International Health
Volunteers (Child Survival Grant)

¢ World Vision Relief and Develop-
ment (Child Survival Grant)

Bureau for Research and
Deveiopment

# Demographic and Health Surveys
¢ Nursecare

# PRITECH (Technologies for
Primary Health Care)

+ REACH (Resources for Child
Health)

¢ WHO Global Program on AIDS

Short-Term Technical Assistance
and Support

" ¢ AIDSTECH

# Food and Nutrition Monitoring and
Support

¢ Health Financing and Sustainability

¢ HealthTech (Technologies for
Child Health)

& WIN (Wemen and Infant Nutrition: -
Wellstart)

100" Percent of children under age five .

10

1986

1987
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1989 199091

Demographic Indicators

Total Population........... 23.000.000 (89)
Life Expectancy at Birth..... 60 Yrs (91)

Children Urger 1... ...... 1,025,222 (89)
Annual Infant Deaths ......... 80,011 (8%
Infant Mortality ............... 747/1,000 (89)

Under 5 Mortality ......... 103/1,000 (91)
Maternal Mortality..... 657/100,000 (87)
Total Fertility......covmmreemrrcnrrnnn. 6.7 (89)

Child Survival Indicators

Oral Rehydration Therapy
ORS ACCESS....ceovveeerrrerinnne 63% (89)
ORT Use.uunevreercerererneens 63% (89)

Adequate Nutritional Status.......... N/A
Appropriate Infant Feeding .... 58% (89)
Exclusive Rreastfecding......... 24% (89)

Complementary Feeding........ 87% (89)
Continued Breastfeeding........ 83% (89)

Contraceptive Prevalence....... 18% (89)
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Vaccination Coverage

80% (90)
74% (90) -

Measles ..o 59% (90)
POlio3 ... 71% (90)
Tetanus2+ 25% (89)
DPT Drop-Out ..couceereecrnenecens 8% (89)

Other Health Indicators

Access to Improved Water
61% (88)
21% (88)

40% (88)
25% (88)

HIV-1 Seroprevalence

Urban.....oeereeeeenseenne 7.8% (30)
Deliveries by Trained

FLba(c 1T E:T | —— 50% (89)
See Data Notes
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Demographic indicators

Total Population ... 9,102,020 (91)
Life Expectancy at Birth..... 48 Yrs (91)
Children Under 1............. 456,160 (91)
Annual Infant Deaths ......... 71,901 (91)
Infant Mortality ............ 142/1,000 (91)

Under 5 Mortality ........ 246/1,000 (91)
- Maternal Mortality..... 420/100,000 (85)

Total Fertility.......ccomureimeerinecss 7.6 (91)

Child Survival Indicators

Oral Rehydration Therapy

ORS Access 56% (88)
ORT USe.corerrercrrnrecrnrcorenseenns 14% (88)
Adequate Nutritional Status... 70% (80)
Appropriate Infant Feeding........... N/A
. Exclusive Breastfeeding................. N/A
Complementary Feeding............... N/A
Continued Breastfeeding............... N/A

Contraceptive Prevalence......... 1% (84)
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Vaccination Coverage

BCG.... e eaenns 97%
D] 24 I SO 81%
Measles ....covvveererreereirerenens 80%
Polio3 .o, 79%
Tetanus2+....... 2%
DPT Drop-Out ...
Other Health Indicators
Access to Improved Water'
Urban...c..oceccnncneenriscennns 77%
Rural ............. eveeissesaestessensneraas 36%
Access to Sanitation
Urban.....ceecierercescrreessirenns 0%
RUT] oo 36%
HIV-1 Seroprevalence

Urban ... e 23.3%
Rural.. e
Deliveries by Trained *
Attendants........ccoeeevereeeirerienns 52%

See Data Notes
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Bilateral Projects
# Promoting Health Interventions
for Child Survival

+ Services for Health, Agriculture
and Rural Enterprise Development

o Human Resources and Institutional
Development

Regional Projects

¢ Africa Child Survival Initiative -
Combatting Childhood Commu-
" nicable Diseases .

o HIV/AIDS Prevention Vin Africa

USAID/Washingion
Support

U.S. Private Voluntary :

Organizations/FVA/PVC

¢ Adventist Development and Relief
Agen.y (Child Survival and Vitamin
A Grantk) ‘

# International Eye Foundation
(Child Survival and Vitamin A
Grants)

+ Project HOPE (Child Survival and

o ' DR o o Vitamin A Grants)
80 R . eSave the Children Federation
a L . (Child Survival Grant) -
LA - . ¢ VITAP (Vitamin A Technical
B : . Assistance Program/Helen Keller
& SN T S International)
v ’ + . eWorld Vision Relief and
% - .~ . Development (Chjld Survival and
’ - T o Vitamin A Grants)
4? ' R Bureau for Research and
‘ - Development
0 -
. * AIDSCOM
0 i ¢ Vitamin A for Health (VITAL)
! "« WHO Global Programme on AIDS

Short-Term Technical Assistance
and Support

¢ AIDSTECH
& Demographic and Health Surveys
¢ ORT Help (Peace Corps)

« PRITECH (Technologies for
Primary Health Care)

& VBC (Vector Biology and Control)

+ WASH (Water and Sanitation for
Health)

WA NA
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Bilateral Projects

¢ Dioro Child Survival '

+ Community Health and Population
Services

+ Integrated Family Health Services

¢ PVO Co-Financing ‘

Regional Projects

# A Child Survival Grant to the United
Nations Development Program

. ¢ Africa Child Survival Initiative -
Combatting Childhood Commu-
nicable Diseases

¢ HIV/AIDS Prevention in Africa

USAID/Washington
Support

U.S. Private Voluntary
Organizations/FVA/PVC

¢ CARE (Child Survival Grant)

4 Foster Parents Plan (Child Survival
Grant)

# Save the Children Federation
(Child Survival Grant)

¢ VITAP (Vitamin A for Health
Technical Assistance Program/
Helen Keller International)

* World Vision Relief and
Development (Child Survival and
Vitamin A Grants)

" Bureau for Research and
Development

+ Nutrition Education and Social
Marketing

¢ PRITECH (Technologies for
Primary Health Care)

# TAACS (Technical Advisors in AIDS
and Child Survival)

Short-Term Technical Assistance
and Support

¢ AIDSTECH
¢ Demographic and Health Surveys

o HEALTHCOM (Communication
and Marketing for Child Survival)

¢ WASH (Water and Sanitation for
Health) ;

311 Months  12-23 Months  24-36 Months

»

Demographic Indicators

Tolal Popujation............. 8,990,000 (91)
Life Expectancy at Birth .......... 45 (91)
Children Under 1..... .. 423,039 (91)

Annual Infant Deaths......... 49,425 (91)
Infant Mortality ............. 108/1,000 (87)
Under 5 Mortality ......... 249/1,000 (87)

Maternal Mortality... 2,900/100,000 (87)

Total Fertility......c...ccocevoevrennes 5.6 (87)

Chitd Survival Indicators .«

Oral Rehydration Therapy’

ORS ACCESS vocrrnrereirerecennrene 95% (89)
ORT USE.ueevrreererrreernercrinnanren 41% (89)
‘Adequate Nutritional Status... 60% (87)
Appropriate Infant Feeding .... 42% (87)

Exclusive Breastfeeding............ 8% (87).

Complementary Feeding........ 45% (87)
Continued Breastfeeding........ 90% (87)

Contraceptive Prevalence......... 3% (91)

198082 198385 198688 198991

Vaccination Coverage

BCG oot nnrasnneenes 39% (91)
DPT3ceesercrnereeassensereens 58% (91)
Measles ........ccooverieeerereeinns 56% (91)
Polio3...... ... 58% (91)
Tetanus2+...... ... 18% (90)
DPT Drop-Out .....vcvivnnnns 56% (90)

Other Health Indicators
Access to Improved Water

Urban.......... s 46% (88)
Rutal oo 20% (88)
Access to Sanitation

- Urban............; 90% (88)
Rural oo
HIV-1 Seroprevalence
Urban......coeeeecerinerreereeennes 0.4% (90)
RUMBLcoevinr e N/A
Deliveries by Trained
Attendants ......cooeovernenrenrennenens 32% (87)

See Data Notes
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Demographic Indicators

Total Population............. 8,038,000 (91)
Life Expectancy at Birth..... 50 Yrs (90)
Children Under 1............. 373,027 (91)
Annual Infant Deaths ......... 57,898 (91)
Infant Mortality ............. 140/1,000 (91)

Under 5 Mortality ......... 208/1,000.(90)
Maternal Mortality..... 700/100,000 (88)

Total Fertility..........coosmmmnveinn 7.1(91)
Child Survival Indicators
Oral Rehydration Therapy

ORS ACCESS vorrrrererreeereesiarens 81% (91)
ORT USE...cccvoveeersriaesnsrssarneenes 54% (91)
Adequate Nutritional Status ... 88% (89)
Appropriate Infant Feeding ........... N/A
Exclusive Breastfeeding................. N/A
Complementary Feeding......... e N/A
Continued Breastfeeding............... N/A

Contraceptive Prevalence......... 2% (91)

1980 1985

198082 198385 198688 198990

Vaccination Coverage

BCG 50% (90)-
DPT3. - 13% (90)
15 — b X €11
POlO3 oo 13% (90)
Tetanus2+ .. 44% (90)
DPT Drop-Out .... .N/A
Other Health Indicators ,
Access to Improved Water
Urban. .. 36% (88)
-Rural .. 49% (88)
Access to Sanitation
Urban.....ooeerveseesesneeea. reeeeenr 36% (88)
Rural .. 3% (88)
HIV-1 Seroprevalence ]
Urban N/A
Rural . N/A
Deliveries by Trained
Attendants.......... . v 47% (83)
See Data Notes '
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Bilateral Projects

¢ Africare Child Support
« Health Sector Support
¢ Family Health and Demography

" . Niger Health Sector

o Niger River Blindness

Regional Project

¢ Africa Child Survival Initiative -
Combatting Childhood Commu-
nicable Diseases

USAID/ Washmgton
Support

U.S. Private Voluntary
Organizations/FVA/PVC
+ CARE (Child Survival Grant)

+ Helen Keller Intematlonal (Vitamm
A Grant)

+ VITAP (Vitamin A Technical i
Assistance Program/Helen Keller
International)

Bureau for Research and
Development .

# CSAP Support (Health and Child
Survival Fellows)

* Demog’raphlc and Health Surveys
¢ ORT Help Peace Corps)

& PRITECH (T echnologies for
Primary Health Care)

. ¢ TAACS (T echnical Advisors in AIDS

and Child Survival)

Short-Term Technical Assistance
and Support

«AIDST ECH

+ Applied Research and Chlld Survival
Services

#+Nutrition Education and Social -

Marketing

¢ PRICOR (Primary Health Care
Operations Research)

¢ VBC (Vector Biology and Control)
# Vitamin A for Health (VITAL)

¢ WIN (Women and Infant Nutrition:
Education Development Center)



- Bilateral Projects

# Primary Health Care Support
Program

+ Nigeria River Blindness

Regional Projects

# Africa Child Survival Initiative -
Combatting Childhood Commu-
nicable Diseases

¢ Operations Level Managerﬁem
Development (MEDEX)

USAID/Washington

Support

U.S. Private Voluntary

Organizations/FVA/PVC . |

+ Adventist Development and Relief
Agency (Child Survival Grant)

¢ Africare (Child Survival Grant)

+ VITAP (Vitamin A Technical
Assistance Program/Helen Keller
International)

+ World.Vision Re]ief and Develop-
ment (Child Survival Grzat)

Bureau for Research and
Deveiopment
@ Applied Diarrheal Disease Research

# CSAP Support (Health and Child
Survival Fellows)

¢ Demographic and Health Surveys
¢ Diarrheal Disease Research (WHO)

Short-Térm Technical Assistance

and Support

¢ AIDSTECH

# Breastfeeding and Maternal and
Neonatal Health

4 HEALTHCOM (Communication
and Marketing for Child Survival)

#PRICOR (Primary Health Care
Operations Research)

4 PRITECH (Technologies for
Primary Health Care)

¢ REACH (Resources for Child
- Health)

& WIN (Women and Infant Nutrition:
Education Development Center)
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Demographic Indicators

Total Population......... 112,372,386 (91)
Life Expectancy at Birth..... 52 Yrs (91)
Children Under 1........... 4,926,227 (91)
Annual Infant Deaths ....... 522,305 (91)
Infant Mortality ......... e 99/1,000 (91)
Under 5 Mortality ......... 162/1,000 (91)
Maternal Mortality..... 800/100,000 (88)
Total Fertility.......ccoommerrervrerne. 6.7 91)

Child Survival Indicators -
Oral Rehydration Therapy

ORS ACCESS vuneerrvenreerarrennareens 60% (91)
(0] 04 R ¥ LTSRN 27% (90)
Adequate Nutritional Status.......... N/A

Appropriate Infant Feeding
Exclusive Breastfeeding.................

Complementary Feeding.....
Continued Breastfeeding............... N/A
Contraceptive Prevalence......... 4% (90)
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Vaccination Coverage

BCG ... 61% (90)
DPT3 33% (90)
Measles ......viereniereeneneens 46% (90)
Polio3....... v 33% (30)
Tetanus2+.... .. 58% (90)
DPT Drop-Out ......ccovvererrcerenne 44% (90)

Other Health Indicators
Access to Improved Water’

10% (88)

HIV-i Seroprevalence
Urban ....coevenercosmeneens cevneeen 0.5% (90)

Deliveries by Trained .
-Attendants .............. e ersereseaas 32% (90)

See Data Notes

U nder § Morsly -

19980 A 1995 2000

198990

198082 198385 198688



Demographic Indicators
Total Population............. 7,545,732 (91)

Life Expectancy at Birth..... 49 Yrs (91) .

‘Children Under 1.............. 315,741 (91)

Annual Infant Deaths ......... 27,503 (91) -
Infant Mortality .. ............ 82/1,000 (91)°

Under 5 Mortality ......... 209/1,000 (91)
Maternal Mortality .... 948/100,000 (88)
Total Fertility... ....cooeevrvernennns . 8.3 (91)

Child Survival Indicators

Oral Rehydration Therapy

ORS ACCESS....nvnieeerre s, 16% (88)
ORT USe..oncrcreereenes 27% (88)
Adequate Nutritional Status ... 72% (86)
Appropriate Infant Feeding .... 49% (86)
Exclusive Breastfeeding........... 7% (86)
Complementary Feeding... .... 68% (86)
Continued Breastfeeding........ 93% (86)

Contrz;ceptive Prevalence......... 2% (86)

400" Deaths per 1,000 live births

ol
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Vaccination Coverage

BCG e ... 92% (91)
... 60% (91)
Measles .....coocveverereicreneeneennn, 59% (91)
Polio3.....cccenevaanee 66% (91)
Tetanus2+.....ooeveeceeeeeeeeeeceeeene 45% (91)
DPT Drop-Out ......coorrrnnrrrnen 33% (91)
Other Health Indicators
Access to Improved Water
Urban..., . . T9% (88)
Rural ..o e 38% (88)
Access to Sanitation
Urban ... 87% (88)
| 2471 | O 20% (88)
HIV-1 Seroprevalence
Urban....cooece 0.1% (90}
Rural e 0.1% (90)
Deliveries by Trained
Attendants.........ccocovrrererinnns 41% (86)

See Data Notes
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Bilateral Projects

# Rural Health Delivery Services 11
¢ Family Health and Population
¢ PVO/NGO Support Project

USAID/Washingion

Support

U.S. Private Voluntary

Organtzation/FVA/PVC

# World Vision Relief and Develop-
ment (Child Survival Grant)

Bureau for Research and
Development

¢ HEALTHCOM (Comimunication
and Marketing for Child Survival)

© TAACS (Technical Advisors in
AIDS and Child Survival)

o Vitamin A for Health (Florida State

University & VITAL)

¢ WHO Global Programme on
AIDS

Short:Term Technical Assistance
and Support

* Dem'ographic and Health Surveys
# Health Financing and Sustainability

¢ ORT Help (Peace Corps, Dialogue
on Diarrhea)

¢ PRICOR (Primary Health Care

_ Operations Research)

¢ PRITECH (Technologies for
Primary Health Care)

¢ WIN (Women and Infant Nutrition:
APHAC le_aringhouse)



Bilateral Projéct

# Rural Health Stpport Project -
South

USAID/Washington
Support

U.S. Private Voluntary
Organizations/FVA/PVC

+ CARE (Child Survival Gran@)

+ Helen Keller International (Vitamin
A Grant)

- ¢ Save the Children Federation
(Child Survival Grant)

Bureau for Research and
Development

Short-Term Technical Assistance
and Support !

& Demographic and Health Surveys

100 Percent of Chikiron under age five -~ <

e,

10

1986

1987
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1989 199091

Demographic Indicators

Total Population........... 25,988,310 (81)
Life Expectancy at Birth..... 51 Yrs (91)
Children Under 1........... 1,054,446 (91)
Annual Infant Deaths ....... 115,579 (91)
Intant Mortality ............. 102/1,000 (91)

Under 5 Mortality ......... 160/1,000 (91)

Maternal Mortality..... 655/100,000 (83)
Total Fertility........coovvrerrrreerrne. 5.0 (89)

Child Survival Indicators
Oral Rehydration Therapy

ORS ACCESS...virrrrerrrirae v 22% (91)
ORT Use.ureeereerrercns e 36% (89)
Adequate Nutritionai Status........... N/A

Appropriate Infant Feeding ........... N/A
Exclusive Breastfeeding.......... 14% (89)
Complementary Feeding........ 45% (89)
Continued Breastfeeding........ 80% (89)

. 6% (89)

198082 198385 198688 1989

Vaccination Coverage

BCG vereecrecensiieiceveee 76% (89)
DPT3 60% (89)
Measles .......cooerercreeenrrennnns 61% (89)
Polio3........ .. 61% (89)
TTOLARUS2+ cnecceeeecrsereriressereanss 25% (89)
DPT DropOut ......cvvrrnrrrrnnens 22% (89)

Other Health Indicators

Access to [mpfoved Water

Urban .. 50% (88)
Rural ..o, 30% (88)
Access to Sanitation .
Urban .......cvenecnnrecesernerenens: 15%.(88)
| 2001 ) OO 15% (88)
HIV-1 Seroprevalence

Urban ... cerrecieccerssccnnnee 0.1% (90)
RUFAL.c..eovrrrencees el N N/A
Deliveries by Trained
Attendants........cccooveienreeenennes 69% (89)
See Data Notes

198082 198385 198688 1989



Demographic Indicators -
Total Population.......... 36,817,288 (91)
Life Expectancy at Birth..... 53 Yrs (91)
Children Under 1........... 1,509,531 (90)
" Annual Infant Deaths ....... 151,890 (91)
Infant Mortality -.............. 94/1,000 (90)
Under 5 Mortality ......... 150/1,000 (91)
Maternal Mortality..... 800/100,000 (80)

Total Fertility........ccorsssvereervnn 6.1 (91

Child Survival Indicators

Oral Rehydration Therapy
ORS Access...urrnnnnne.s -.... 50% (91)

Adequate Nutritidnal Status.......... N/A

Appropriate Infant Feeding .. .N/A
Exclusive Breastfeeding................. N/A
Complementary Feeding............... N/A,
Continued Breastfeeding............... N/A
Contrace;;tive Prevalence..' ............ N/A

198082 198385 198688 1989

Vaccination Coverage

BCG 59% (89)
19)0 - S g 38% (89)
Measles........ccoovuenci. S 44% (89)
Polio3 . . 38% (89)
Tetanus2+.....cceerspersenrrsrrres 29% (89)
DPT Drop-Out .......ccovrevrennrnnes 29% (91)

Other Health Indicators
Access to Improved Water

L T 65% (88)

Rural ... 15% (88)
Access to Sanitation
Urban 6% (88)
Rural ..o 10% (88)
HIV-1 Seroprevalence
6% (50)

errenraanenes I 3.6% (90)
Deliveries by Trained .
Attendants ..., N/A

See Data Notes
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Bilaterai Projects

¢ Basic Rural Health II

¢ School of Public Health

¢ Family Planning Services

¢ Shaba Refugee Health Project 7

Regional Projéct_s

# Africa Child Survival Initiative -
Combatting Childhood Commu-
nicable Diseases

L HIV/AIDS Prevention in Africa

USAID/Washington
- Support

. Bureau for Research and
Development
+ Applied Diarrheal Disease Research

¢ PRITECH (Technologies for
Primary Health Care)

Short-Term Technical Assist'ance
and Support

¢ AIDSTECH
¢ Health Financing and Sustainability

+ HEALTHCOM (Commiunication
and Marketing for Child Survival)

¢ ORT Help (Peace Corps)

¢ PRICOR (Primary Health Care
Operations Research)

o WASH (Water and Sanitation for
Health) 4



2 etween 1980 and 1991, infant

mortality rates in the 13 1S

¥ AlD-assisted countries in the
Asia region dropped from almost 114 to
89 deaths per thousand live births. None-
theless, almost 60 percent (4,344,748
deaths) of all infant deaths reported in
USAID;assisted countries worldwide in
1991 occurred in the Asia region. While
aggregate mortality figures are strong-

ly influenced by the size of India’s popu-

lation, an estimated 43 percent of infant

deaths in the region occurred outside
India. Of the five Asia child survival em-
“phasis countries (Bangladesh, India, In-
qonesia, N'epal and Pakistan), indone-
sia (with a rate of 68 deaths per thou-
sand) is the first emphasis country to
achieve an infant mortality rate of less
than the target of 75 deaths per thou-
sand live births. Infant mortality rates in
the Asia region remain among the high-
est in the world. Fxamples include Af-
ghanistan (165), Bangladesh (111), Cam-
bodia (120), India (91), Nepal (121), and
Pakistan (102).

Improvements in vacc’mati’on
coverage have been significant. Region-
al DPT3 coverage has doubled since
1985; and measles cbverage increased
from 9 percent in 1985 to 59 percent in
1990. The Philippines, Sri‘Lank‘a. and
Thailand report surpassing the USAID
target ‘of 80 percent coverage for BCG,
DPTS3, polio3, and measles. Althoﬁgh
vaccination coverage has not reaqhed

80 percent in Bangladesh, the country

kS

has experienced a dramatic increase in

coverage: DPT3 and polio3 coverage
rates have risen from under four per-
cent in 1985 to 62 percent in 1991. In
countries wherc BCG, DPT3, and polio3

coverage is high, attention is turning to

_ increasing lagging measles and teta-

- 'nus2 coverage. In 1991, Rotary Interna-

tional and the Lion's club cosponsored
a Measles Immunization day in India.

Alth_ough immunization prc-
grams have been expanded, there are
still portions of the population that are
not being reached. USAID-assisted pro-
jects are working in several countries to
extend vaccination coverage to isolated,
rural éreasand underserved urban ar-
eas. India’s urban slum communities are
the primary target for Rotary Interna-
tional’s 50,000 volunteers, who promote
immunization th_rough home visits and
assist health workers during vaccina-
tion sessions. Rotary International has
contﬁbuted to improvements in nation-
al vaccination coverage, esxl)ecially po-
lio3 coverage, which has more than
doubled since 1985.

Sustaining high vaccination

coverage while extending coverage to

high risk groups not currently reached

will require political support, adequate

resources, and demand for immuniza-

‘tion services. In Indonesia, where high

vaccination coverage has already been
achieved, .signs of sustainability are al-
ready evident: production of diphtheria,
tetanus, tuberculosis, and pertussis vac-
cines is underway, and private volun-
tary erganizatjons _and private physi-
cians are working to extend immuni-
zation services to remote, underserved
populations. However, much greater
support is stil! needed to ensure sustain-
ability of programs: expenditures for

children are small in proportion to chil-

dren’s health problems, apd preventive

health care activities compete with cu-
rative facilities, infrastructure needs,
and other Community‘pﬁorities.-
Diarrheal disease remains a
leading killer of children under five in
the Asia region. Cause of death studies
conducted in Bangladesh, India, Nepal,
and the Phifippines show dian‘h(;al dis-
ease to be theleading cause of death,
accou. g for one-third of all child
deaths. To reduce the mortality associ-
ated with diarrheal disease, USAID has
promoted the use of oral rehydration
therapy (ORT), though progress in the
region has been slow. Indonesia is the
only emphas’s country with an ORT
use rate over the target.of 45 percent,
énd only Pakistan is steadily approach-
ing the target. A combination of cultur-

al, social, and economic factors has hin-

dered the use of ORT, including con-

straints to the mobilization of women,
the communication of effective mes-
sages, and the access of Oral Rehydra-
tion Sa'ts (ORS). .

The diarrheal diseasé control
strategies include promotien of contin-
ued breastfeeding and appropriate in-
fant feeding during diarrheal episodes.

Ovef 20 USAID projects in six Asian

countries have incorporated breastfeed- )

ing and appropriate infant feeding inter-
ventions into their diarrheal disease
control programs. Breastfeeding is pro-
moted th_rough nutrition education, cur-
riculum development, policy develop-
ment, and operations research activities.

In Indonesia, the Ministry of Health is

training regency hospital teams in lacta .

tion management using a training mod-
ule developed by the USAID-suppbrted
Women and Infant Nutrition project.
Studies have shown risk fac-
tors such as lack of breastfeeding-and
poor nutritional status to be associated
with persistent diarrhea. Research on
the dieiary,management of diarrhea
reveale that simple foods such as noo-
QIes and yogurt reduce stool output,
and removal of lactose (milk sugar)
from children’s diets shortens the dura-
tion’of diarrhea. USAID-supported stad-
ies conducted by the International Cen-
ter for Diarrheal Disease Research in
Bangladesh, the Applied Diarrheal Dis-
ease Research project, and the World
Health Organization have shown the

importance of continued feeding in the

A



treatment of persistent diarrhea. A stan-
dard treatment algorithm for the treat-
ment of persistém diarrhea which cen-
ters on dietary management is being
tested in six countries, including Ban-
gladesh, India, and Pakistan.

The prevalence of malnutri-
tion in Asia is high. In Bangladesh, 60
percent of children under five suffer
froru moderate or severe malnutrition;
in Indonesia, the rate is 51 percent. Rex
cent studies in Bangladesh, Nepal, In-
dia, and Pakistan point to higher malnu-
trition rates among females than males.
The Women and Infant Nutrition proj-
ect is conducting studies in Nepal, In‘-
dia, and the Philippines to examine fac-
tors affecting/thc nutritional status of
adolescent girls.

Child survival and nutrition
programs are expanding 'to include ac-
tivities that address vitamin A deficien-
cy, which has been shown to be associ-
ated with child mortality in areas where
vitamin A rich foods are lacking. Com-
munity-based vitamin A sunplementa-
tion trials conducted i Indopesia, Ne-
pal, and South India revealed 30 to 54

percent reductions in under five mortal-

;. Declining Rate of Urban
100 Percent of popuiation fiving In uiban areas
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ity due to increased vitamin A intake.
Vitamin A activities supported by US-
AID are currently underway in Bangla-
desh, Indonesia, India, Nepal, and the
South Pacific. As the result of several
successful pilot projects, some of which
were supported by USAID, the Min-
istry of Healtl\l in Indonesia has adopt-
ed a policy to eliminate xerophthalmia
(night blindness) caused by vitamin A
deficiency by 1993.-In February 1991,
the Ministry of Health launched a na-

tional communicatious campaign, with

2010

1990 2000 2020
assfstance from HEALTHCOM, to in-
crease mothers’ awareness of the bene-
fits of vitamin A and l;) inform them of
how to obtain vitamin A capsules for
their children.

In Asiaﬁ countries where di-
arrheal disease control, immunization,
and nutrition programs are established,
other causes of death are beginning to
be addressed. Acute respiratory infec-
tions (AR) account for an estimated one-

third of all deaths among children un-

der five in the developing world. Studies

conducted largely in Asia have shown
that standard ARI case management re-
duces under five mortality by an aver-
age of 25 percent. USAID has initiated
ARI interventions in India, Indonesia,
Nepal, Pakistan, and Papua New Gui-
nea. Pneumonia has been documented
as the leading cause of death among
children in the Philippines. REACH
(Resources for Child Health) is work-
ing with the Philippine Department of
Health to improve and expand ARI ser-
vices. Work has begun on developing
health education toois for use by mid-
wives in educating mothers who seek
pneumonia treatment for their children.
The decade of the 1990s
brings with it new challenges. While
Asia’s population continues to be con-
centrated in rural areas, the urban pop-
ulation is expécted to almost double to
36 pefcent of the total population by the
year. 2000, placing increasing demands
on already overburdened health care
services. Donor support will need to be
balanced to respond to both the press-
ing needs of poor people in burgeoning
urban centers and the continued pres-
ence of the bulk of the population in
rural areas. USAID currently supports
programs to address the special health -
needs of the urban poor in B.angladesh,
India, Indonesia, and Pakistan. The US- .
AlD-assisted Urban Volunteer Program
in Bangladesh has successfully trained

women volunteers to communicate

" health and family planning messages,

promote child survival services, and re-
fer the seﬁously ill to local health clin-
ics in urban slums in Dhaka. Conlracep-
tive prevalence and ORT use rates in
the project area are 10 to‘ 15 percent '
higher than in non-project areas. -
Consolidating the gains al-

ready made in child survival is a niajor
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task for the 1990s. Strategies for achiev-
ing sustainability in the Asia region in-
clude integrating heaith care services,
encouraging private sector involve-
ment, and improving and establishing

health care financing mechanisms. In- ,

’

tegration of health care services has -

beeu extremely successful in Indone-

sia, where family planning, nutrition, di-

. 1 . . .
arrheal disease control, immunization,

and prenatal care services are delivered

“through monthly health posts held in

each commumity. In Pakistan, the Child
Survival project is working with the
Minish& of Health to expand the curric-
ula of natiopal Diarrhea Training Units
to include ARI, immunizafion, and nu-

tritioh interventions.

In Bangladesh and Pakistan,
private seétor' involvement in the pro-
duction and distribution of ORS is high-
ly successful. Pakistan’s two-pronged
approach is based on generic and brand-
specific promotion by private ORS pro-
ducers, and expanded distribution of
ORS through consumer outlets. As a’
result, brivate sector sales of ORS in-
creased by 75 percent between 1990
and 1991. In Bangladesh, USAID’s
Family Planning and Health Services
project is facilitating the distribution of
ORS through pharmacies and other
consumer outlets. Most .f'ecently, vil-

; ) \
lage women are being trained to sell

~ ORS packets door-to-door in under-

servecf, rural areas.
The development of effective

strategies for financing health care has

-y .- . .
“b=come an important issue in the

1990s. Tight uational budgets, popula-
tion grom, and lack of adequate infra- -
structure to provide services make it
necessary to mbbilize both government
and nongovernment resources for child
survival, In Indenesia, a study conduct-
ed by the Health Sector Financing,Proj
ect convinced the government to require

15 hospitals to use fees for hospital ser-

. vices to finance operational, mainte-

nance, and personnel costs. With assis-
tance from the project, legistation has
been passed to facilitate the introduc-

tion of health insurance in Indonesia.

_The Ministry of Health recently sup-

ported the joint’development of ahealth -
insurance plan by the Indontesian Med-
ical Association :'ind a local insurance
firm. In Indonesia, as in all Asian coun-
tn'e\:s, the greatesi challenge facing thé

government and foreign aid donors in

" the 1990s will be to provide affordable,

quality‘ health care to a fapit‘ily growing
population.



Demographic Indicators

Total Population......... 118,915,683 (91)
Lite Expectancy at Birth..... 22 Yrs (91)
Children Under 1........... 4,505,018 (91)
Annual Infant Deaths ....... 542,238 91)
Infant Mortality ............ 111/1,000 (91)
Under 5 Mortality ......... 174/1,000 91)

Maternal Mortality .... 550/100,000 (85)

Total Fertility......ccccoecuemmrrennneee 4.9 (89)
Child Sutvival Indicators

Oral Rehydration Therapy -
ORS Access 75% (91)
1024 N 01 -S 26% (91)
Adequate Nutritional Status... 22% (89)
Appropriate Infant Feeding ........... N/A
Exclusive Breastfeeding................. N/A~
Complementary Feeding............... N/A
Continued Breastfeeding............... N/A

Contraceptive Prevalence....... 40% (91)

1980 1985

198082 198385 198688 19¢391 .

Vac¢ination Coverage

........................................ 62% (91)
. 54% (91)
s s 62% (91)

- Tetanus2+.....ceeeeeereneenns reeeenne 74% 91) -
DPT Drop-Out c..veivevveereeenns 20% 91) .
Other Health Indicaters
Access to Improved Water
Urban ... 24% (85)
Rural 49% {85)
Access to Sanitation
Urban....ccoeeecseeereennee 24% (85)
Rural ..o, 3% (85)
HIV-1 Seroprevalence -
Urban ..o, N/A
Rural..... - N/A
Deliveries by Trained ’
Attendants ..o b 5% (89) -
See Data Notes '
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Bilateral Proje

ctg _

« Urban Volunteer Program
4 Family Planning and Health

Services )
@ Disaster Prepared

ness

USAID/Washington

Support

U.S. Private Voluntary
Organizations/FVA/PVC

¢ CARE (Child Survival Grant)

+ Helen Keller International (Vitamin

A Grant)
¢ VITAP (Vitamin A

Assistance Program/Helen Keller

International)

Technical

@ World Relief Corporation (Child

Survival Grant) .

+ World Vision Rel_ief and Develop-
ment (Child Survival and Vitamin

A Grants)

Bureau for Research and

Development

+ CSAP Support (Johns Hopkins

. University, Health
Survival Fellows)

¢ Diarrheal Disease

(International Center for Diarrheal

and Child

Research

Disease Research/Bangladesh)

Short-Term Technical Assistance

and Support
¢ Breastfeeding and
Neonatal Health

. ¢ WASH (W ater and
Health)

Maternal and

Sanitation for
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Bilateral Projects

¢ Child Survival Health Support

& Integrated Child Survival Develop-
ment Services

+ Private & Voluntary Organizations
for Health 11

¢ Vaccine and Immunodiagnostic
Development

+ Biomedical Research Support

& Program for Advancement of
Commercial Technology

¢ Contraceptive Development &
Research in Immunology

¢ Quality Control for Health
Technologies

& Partnership for Nutrition Program
+Maternal and Child Health

USAID/Washington
Support

U.S. Private Voluntary
Organizations/FVA/PVC

¢ CARE (Child Survival Grant)

¢ Rotary International (Child Survival
Grant)

& VITAP (Vitamin A Technical
Assistance Program/Helen Keller
Infernational)

o World Vision Relief and Develop-
ment (Child Survival Grant)

Bureau for Research and
Development

© Diarrheal Disease Research (WHO)
¢ WHO Global Programme on AIDS ,

Short-Term Technical Assistance
and Support

¢ AIDSTECH

¢ Breastfeeding and Maternal and
Neonatal-Health

¢ Demographic and Health Surveys
« ORT Help (Dialogue on Diarrhea)

¢ REACH (Resources for Child
Health)

¢ Vitamin A for Health (VITAL)

" e WASH (Water and Sanitation for
Health)
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Deinographic Indicators
Total Population......... 871,818,749 (91)

Life Expectancy at Birth..... 60 Yrs (91)
Children Under 1........ 25,587,248 (91)
Annual Infant Deaths .... 2,491,814 (91)
Infant Mortality ............... 91/1,000 (91)
Under 5 Mortality ......... 135/1,000 (91)
Maternal Mortality.. 1,250/100,000 (78)

Total Fertility......ccoooveneeverrumnenn 4.2 (91

Child Survival Indicators
Oral Rehydration Therapy

ORS ACCESS ..o receerncerrreennces 60% (91)
ORT USE..vveviveereeeereerienns 14% (91)
Adequate Nutritional Status........... N/A
Appropriate Infant Feeding ........... N/A
Exclusive Breastfeeding................ N/A
Complementary Feeding............... N/A
Continued Breastfeeding............... N/A

Contraceptive Prevalence....... 40% (89)

100, Percent vaccingted by 12 taontlis of age
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Vaccination Coverage

- BCG i, . 80% (89)
DPT3..oeeeeeerererescaseeens 79% (89)
Measles .....ooevrrrrerrernieeniniens 56% (89)
Polio3........... e 74% (89)
Tetanus2+ .....cveveeeeerrmrerenceremeees 67% (89)

DPT Drop-Out ..everereeccrcnivvirecnnns N/A

Other Health Indicators
Access to Improved Water

Urban.....oecvccoenerieiesnrasseneens 76% (85)
Rural oo 50% (85)
Access to Sanitation
Urban...oeeeeeeeereesereenens 31% (89)
Rural c..ooeeeeeccrecneeereseeriecans 2% (85)
HIV-1 Seroprevalence
Urban...ceresenenssneeeine 0.1% (90)
Deliveries by Trained
Attendants........co.coomormiereencens 33% (83)

See Data Notes
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Demographic Indicators

Total Population........ 179,321,641 (90)
Life Expectancy at Birth..... 62 Yrs (91)
Children Under 1........... 4,711,879 (90)
Annual Infant Deaths ....... 346,826 (90)
Infant Mortality .............. 68/1,000 (91)
Under 5 Mortality ......... 104/1,060 (91)
Maternal Mortality..... 400/100,000 (87)
Total Fertility.......ccoeorvvrernrnnns 3.0 (91)

Child Survival Indicators
Oral Rehydration Therapy

ORS Access......omirvceicicnnn. 92% (91)
ORT USE....eereeereerernneennneannees 57% (91)
Adequate Nutritional Status.......... N/A
Appropriate Infant Feeding ........... N/A

Exclusive Breastfeeding.......... 39% (87)
Complementary Feeding......... 82% (87)
Continued Breastfeeding........ 82% (87)

Contraceptive Prevalence....... 47% (91)

s

120 7
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Vaccination Coverage

BCG ..vvrrerrenrinrceesnenssnreenns 74% (91)
DPT3 56% (91)
Measles ..o S .158% 91)
Polio3 56% (91)
Tetanus2+....cocvveeeeerieeeieerenns 43% (91)
DPT Drop-Out ......coverirereenne 23% (91)
Other Health Indicators

Access to In.proved Water

Urban 60% (88)
| 2TT | 40% (88)
Access to Sanitation

Urban 40% (88)
Rural 45% (88)
HIV-1 Sergprevalence

Urban ... 0.1% (90)
Rural N/A
Deliveries by Trained

Attendants ..o 32% 91

See Data Notes

Infant and Unider 5 Mortallty Trends ./ . "~ = o
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Bilateral Projects

& Family Planning Development and
Services 11

# PVO Co-Financing 11

o Faculties of Public Health

o Health Sector Financing ~

¢ Private Sector Family Planning Project

+ Strengthening Institutional Devel-
opment

¢ Urban-based Community-Financing
Water and Sanitation

Regional Project

+ Technical Collaboration: Indonesia

USAID/Washington
Support -

U.S. Private Voluntary
Organizations /FVA/PVC

+ Adventist Development and Relief
Agency (Child Survival and Vitamin
A Grants)

+ CARE (Child Survival Grant) °

& Helen Keller International (Vitamin
A Gral}t)

# Program for Appropriate Technolo-

. gies in Health (Child Survival Grant)

¢ Project Concern International ~ -
(Child Survival Grant)

¢ Project HOPE (Child Survival and
Vitamin A Grants)

+ Save the Children Federation
(Child Survival Grant)

© VITAP (Vitamin A Technical
Assistance Program/Helen Keller
International)

Bureau for Research and
Development

+ AIDSCOM )
o Applied Diarrheal Disease Research

% Breastfeeding and Maternal and

N Anental TTA 1ol
NCULawt nacainn

& CSAP Support (Johns Hopkins)
& Demographic and Health Surveys

"« HEALTHCOM (Communication and

Marketing for Child Survival)
¢ TAACS (Technical Advisors in AIDS
and_Child Survival)

Short-Term Technical Assistance-~
and Support

+ AIDSTECH

¢ HealthTech (Technologies for Child
Health)

# PRICOR (Primary Health Care
Operations Research)

¢ PRITECH (Technologies for
Primary Health Care)

¢ Vaccine Development and Health
Research

+ Vitamin A for Health (VITAL)

¢ WASH (Water and Sanitation for
Health) )

¢ WIN (Women and Infant Nutrition:
Wellstart)



Bilateral Projects

¢ Child Survival and Family Planning
Services .

¢ PVO Co-Financing Il

¢ Development Training

.USAID/Washington
Support

U.S. Private Voluntary
Organizations /FVA/PVC

@ Adventist Development and Relief
Agency (Child Survival Grant)

¢ Freedom From Hunger Foundation
(Child Survival Grant)

+ Save the Children Federation
(Child Survival Grant)

+ VITAP (Vitamin A Technical
Assistance Program/Helen Keller
International)

Bureau for Research and
Development

¢ Demographic and Health Surveys

4 REACH (Resources for Child
Health) ’

. Short-Term Technical Assistance
and Support

+ Health Financing and Sustainability
» QRT Help (Peace Corps)

& VBC (Vector Biology and Control)
¢ Vitamin A for Health (VITAL)
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Demographic Indicators

Total Population........... 19,618,705 (91)
Life Expectancy at Birth..... 53 Yrs (91)
Children Under 1.......... ... 669,496 (91)
Annual Infant Deaths ......... 88,665 (91)
Infant Mortality ............. 121/1,000 (91)
Under 5 Mortality ......... 183/1,000 (91)
Maternal Mortality..... 850/100,000 (86)

Total Fertility.........orrrvnnns 5.7 (81)

~Child Survival indicators

Oral Rehydration Therapy

- ORS ACCOSS ... eierrareccmrenceinnns 80% (91)
ORT USE ccovveerrrcremeraerrirssiiecces 14% (91)
Adequate Nutritional Status.......... N/A
Appropriate Infant Feeding ........... N/A
Exclusive Breastieeding ................ N/A
Complementary Feeding............... N/A
Continued Breastfeeding............... N/A

Contraceptive Prevalence....... 18% (90)

’

Vaccination Coverage

58% (89)
71% (89)
.. 29% (89)

...... N/A
Qther Health indicators
Access to Improved Water
Urban...coeereerrerreeenseneenees 67% (88).
RUFAL et 33% (88)
Access to Sanitation
Urban......coeeeeceeereee 17% (85)
Rural ..o, SRR 1% (85)
HIV-1 Seroprevaler.ce
Urban ... N/A
RUTFAL.ooee e eeeensssessrscsesmssanians N/A
Deliveries by Trained
Attendants.fo.ooeeeneenncnenn 6% (88)
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Demographic Indicators

Total | opulation......... 126,405,044 (91)
Life Expectancy at Birth..... 58 Yrs (91)
Children Under 1......... 5,095,186 (91)
Annual Infant Deaths ....... 557,011 91)
Infant Mortality ......... ".... 102/1,000 (91)
Under 5 Mortality ......... 152/1,000 (91)
Maternal Mortality..... 270/100,000 (85)

Total Fertility..........ooonnreeccunnicens 5.5 (90)

. Child Survival Indicators
OralRehydration Therapy .

"ORS ACCESS..oovvrerirrinirinrnnians 85% (91)
ORT Use.....ioeeeeereeererens 43% (90)
Adequate Nutritional Status... 84% (85)
Appropriate Infant Feeding ........... N/A
Exclusive Breastfeeding ................ N/A

. Complementary Feeding............... N/A
Continued Breastfeeding............... N/A
Contraceptive Prevalence......... 9% (90)

"400; Deaths pei 1,000 live Births,

Vaccination Coverage

BCG ... N

Tetanus2+

DPT Drop-Out ....covrvceernnenn

Other Health Indicators
Access Lo Improved Water

.. 70% (90)

46% (90)
50% (90)
46% (90)
30% (90)
31% (90)

Urban 83% (85)
Rural ..o, ‘27% (85)
Access to Sanitation

Urban 51% (85)
RUFA] v e iveesnes 6% (85)
HIV-1 Seroprevalence
Urban...veeessscsssssssssssissnssssn N/A
Rural............... .N/A
Deliveries by "[‘rained

Attendants ........coorvveeereerennne 44% (90)
See Data Notes

"' .. Intant and Under 5 Mortality Trends

Bilatera!l Projects

+ Child Survival
+ Malaria Control 11

- ¢ Northwest Frontier Province Area

_ Development

USAID/Washington

Support

U.S. Private Volunta}y
Organizations/FVA/PVC

¢ Adventist Develpment and Relief
Agency (Child Survival Grant)

& Aga Khan Foundation (Child
Survival Grant)

+ World Vision Relief and Develc,
ment (Child Survival Grant)

Bureau for Research and
Development

¢ Applied Diarrheal Disease Research
¢ Demographic and Health Surveys

o PRITECH (Technologies for
Primary Health Care)

Short-Term Technical Assistance
and Support

o ORT Help (Peace Corps)
¢ VBC (Vector Biology and Control)

¢ WIN (Women and Infant Nutrition:
Wellstart)
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| 1 the Latin America and Caribbean
(LAC) region, the positive effects of
the child survival program are be-
con;in_g evident, though substantial chal-
lenves remain. In 1991, three additional
countries — Dominican Republic, El Sal-
vador, and Nicaragua - were designat-
ed as USAID child survival emphasis
countries. They joined the six emphasis
countries previously targeted in the
LAC region - Bolivia, Ecuador, Guate-
mala, Haiti, Honduras, and Peru.
Perhaps the most notable
child health gains in the LAC region
have been achieved in the area of vac-
cine-preventable diséases and vaccina-
tion coverage. The Accelerated Immun-
iiation Program, a regional project of
the Pan American Health Organization,
supported by USAID in collaboration
with other donors, began in 1986. One
of the primary gn.als was fo eradicate
polio in the region by 1990. As a result
of the polio initiative, the disease has
beeh virtually eradicated in'the LAC
countries, with the nhmbér of confirmed
cases dropping from 946 in 1986 to only
7 in 1991. The strategy to eradicate polio
includes three major components: 1)
achieving and maintaining high vacci-
nation coverage; 2) intensivs% surveil-

lance and case investigation; and 3) ag-

gressive containment of case outbreaks.

Polio vaccination coverage rates exceed
80 percent in the Deominican Republic,
Honduras, and Nicaragua, and are more
than 60 percent in all USAID emphasig

\

countries except Haiti and Bolivia.

The polio surveillance system

developed under the eradication strate-

gy has been an extremely successful

component of the project. Nearly 15,000

health facilities and eight laboratories

in the region are currently involved in
the detection, monitoring, and report-
ing of polio cases. The highly effective
computerized polio surveillance system
will be replicated in the LAC region for
measles and tetanus, and the World
Health Organization has recommended
that the entire FAC strategy be used as
a reference for other countries under-
taking a polio eradication effort.

In addition to the polio initia-
tive, the fight continues against measles
in the region. In several English-speak-
ing Caribbean countries, where measles

is targeted for elimination by 1995, no

cases of measles have been reported -

for five years or more. Remaining chal-
lenges to combat vaccirie-preventable
diseases include reducing missed op-
portunities and high vaccination drop-
out rates, and improving the surveil-

lance of diseases other than polio. Neo-

natal tetanus also continues to be a child

health threat, as maternal tetanus vacci-+
nation coverage rates of two doses or
more are below 25 percent in most em-
phasis countries.

Cholera - documented in sev-

eral LAC countries in 1991 by strength-

ened surveillance systems - under-

scored the importance of diarrheal dis-
Rase interventions. Iifforts over the past
several decades to increase awareness
of oral reHydralion therapy (ORT), hy-
giene and sanitary practices, as well as
previous activities in diarrheal disease
research and training, contributed sub-
stantially to reducing the mortality bur-
den of the cholera epidemic.

) Control of the epidemic and
low case-fataljty rate, about one per-
cent, can also be attributed to swift, co-
ordinated response and preparation by
government ministries, donors, and
other agencies. Dissemination of edu-
cational messages by private voluntary
organizations on preventive measures,
diagnosis, and treatment of cholera have
been particularly effective. Under the
LAC Cholera Response Program, USAID
has provided technical assistance in
case management, water and sanitation

improvement, epidemiological surveil-

lance, surveys of knowledge, attitudes,

. and practices, and communication; it

has also support_ed procurement of oral

rehydration salts (ORS). Child survival »

activities may have suffered during
1991 as resources and attention were

diverted to the cholera epidemic; how-

ever, the increased awareness of the
causes and prevention of diarrheal dis-
ease will undoubtedly have a positive
impact on child survival in the region.

Alth'ough cholera is often
viewed as far more serious than other
forms of diarrhea, more common diar-.
rhea is the leading cause of infant mor-
tality in the region. Cﬁrrently. 37 pro-
jects in nirfe countries suppoit.activities
combining three approaches to reduce
morbidity and mortality associated with
diarrhea: the use of ORT to treat dehy-
dration, the promotion of appropriate
feediné practices during diarrhea, and”
hygiene educatioh.

Significant progress is being *
made toward increasing the awareness
of, access to, and early use of ORT dur-
ing episodes of diarrhea. Tens of thou-
sands of mothers and community
hedlth workers-have been trained

through USAID-funded projects te rec-

-ognize the symptoms of dehydration

and to administer ORT. The agency’s
target ORT use rate of f15 percent Has
been reached by Ecuador (70 percent)
and Honduras (70 percent), but ORT
use rates remain below 25 percent in El
Salvador, Haiti, and Guatemala.

To ensure sustainability of dn
arrheal diseése interventions, USAID
has supported local production of ORS
in several countries. In Guatemala, a
production facility at the University of
San Carlos will eventually have the ca-

pacity to meet nearly all the ORS needs

-



of govérnmeht hospitals and health
posts. With USAID assistance, Labora-
torios Unidos (LUSA), a local production
facility in Peru, has been instrumental
in meeting -increased demand for ORS
caused by the cholera epidemic. Loza!
ORS production has also been.support-
ed by USAID through the ministries of

health iq El Salvador and Honduras, -

and the private voluntary organizations
Plan International and Adventist Devel-
opment and Relief Agency in Haiti.
The achievements made in
child health and survival in the LAC
Vregion since 1985 are impressive and
compare favorably to other USAID-as-
sisted regions. Infant mortality rates
continue to fall; nearly half the empha-
sis countries have now reached the
LAC Bureau's target infant mortality
rate of 60 deaths per 1,000 live births:
Dominican Republic (59), Ecuador
(51), El Salvador (56}, and Nicaragua
(54), with Honduras (61) not far behind.
The challenges that remain, however,
" are ominous. Economiic crises in most
countries of the region have left govern-
ments with limited budgets for health

and other social services, prompting in-
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creased emphasis on efficiency and fi-

nancing issues. The Health Financing -

and Sustainability project assisted six
countries in the region to explore health
care financing options .

Rapid urbanization in the re-
gion has further exacerbated the prob-
lems associated with excessive popula-
tion growth and has precipitated a dis-
.linct array of health concerns. Poor en-
vironmental sanitation and overcrowd-

ing pose serious health threats to the

marginalized peri-urban populations.

Millions 5 10

-

1990 2000 2010 2020

Violence, substance abuse, and AIDS
continue to demand increased attention
from the tealth care system', Several
USAID-supported projects aim specif-
ically to overcome the threats of un-
healthy environments and the break-
down of traditional social structures in
urban slum areas. Thé Food-Assisted
Integrated Development project, admin-
istered by CARE in Lima, Peru, works
with groups of women in peri-urban
slums to organize community develop-

ment activities (for example, upgrading

water supply systems) and self-sustain-
ing feeding centers where int,egrated
health education, family planning, and
child survival services are also avail-~
able. La Leche League works in mar-
ginal urban communities in Guatemala
and Honduras to train women as breast-
feeding advocates. The volunteers
counsel mothers on optimal breastfeed-
ing practices, lead mot! er support
groups, and refer mothers to the public
health system for a variety of other child
survival services.

As child survival interventions
are reaching more children in the re-
gion, infant mortality rates are decreas-
ing concurrently with declining fertility
rates. The result will be a change in the
age structure of the population, bring-
ing with it changing morbidity and mor-
tality patterns. As indicated in the pop-

~ulation pyramid, the highest rate of
growth will occur in the 65 and over
age group, which will grow by 89 per-
- cent. The absolute number of children
under five, however, will remain ex-
tremely Iargé. The health care system
will face increased pressure to respond
10 the needs of a maturing population in
addition to the continuing pressure of a
new contingent of children. The chal-
lenge to health care systems and assis-
tance organizations V\(ill be to meet the
changing health needs of the popula-
tion without neglecting the require-
ments of each new group of newborn
children. USAID will continue to sup-
port the development of sustainable
child survival service delivery systems
in the LAC region, with increasing pri-
vate sector involvement where appro-
priate, to strengthen the foundation for
expanded, integrated prir’nafy health
care systems that will efficiently reach

all people.
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Bilateral N I O R Y S S ® ® .
Regional .
Accelerated Immunization oo oo
Andean Peace Scholarships ¢ | °
é

Health and Nutrition Technical Service * * |0
" “Intercountry Techr:ology Transfer ‘ '

ROCAP ™ | _ |
Food Assistance Program ¢ |
ORT. Growth Monitorinlg and Nutrifion Education | el

Regional Development Office /Caribbean
AIDS Communication and Technical Assistance

Private Voluntary Organizations ] 6 06 [0 o106 ¢

Central Proj“ét Support

AIDSCOM - - 4 00 el 0
AIDSTECH T e ole oo e
Applied Diarrheal Disease Research ’ ° .
Applied Research and Child Survival Sérvices *

* Breastfeeding and Maternal and Neonatal Health -} ¢ ¢'1 é ¢ | ¢ o
Derﬁographic and Health Surveys o ¢ |e.0 ¢
Diarrheal Disease Research . ¢
HBCU Research Grants .

HEALTHCOM ’ . g
~ Health Financing and Sustainability R o
Health Resources Support '

~ HealthTech . ®
Nutrition Education and Social Marketing ° ®
ORT Help - ¢ e °

- PRITECHII . - o o | . * 0
Project SUPPORT s
REACH _ : ¢ @ °
Technical Advisors in AIDS and Child Survivai ° .
University Development Linkages Project - °

Vaccine Development and Health Research

Vector Biology and Control . 0|00 o
Vitamin A for Health ® 'o ¢ o le o
Water and Sanitati6n for Health e s 0 °

Women and Infant Nuwrition =~ ' ¢ oo oo




Demographic Indicators

Total Population............. 7.535,218 (91)
Life Expectancy at Birth..... 55 Yrs (91)
Children Under 1.............. 293,294 (91)
Annual Infant Deaths ......... 30,894 (91)
Infant Mortality a............. 98/1,000 (91)

Under 5 Mortality ......... 151/1,000 (91)
Maternal Mortality .... 480/100,000 (91)
Total Fertility.................. s 5.9 (91)

Child Survival Indicators

" Oral Rehydration Therapy .

ORS Access......com.... e 56% (91)
ORT USE oomvevverreerers s 34% (89)
Adequate Nutritional Status... 81% (89)
Appropriate Tafant Feeding .... 51% (89)
Exclusive Breastfeeding......... , 59% (89)
Complementary Feeding........ 57% 189)
Continued Breastfeeding....... 73% (89)

Contraceptive Prevalence....... 12% (89)

1980 1985

100 Pércengvaédﬂateqwﬂmams?!age
®- - - N
&« o ; S %

70/ -

198082 198385~ 196688 198990

Other He'alth Indicators
Access to'lmproved Water

45% (90)
16% (90)

Deliveries by Trained '
Attendants...........cccoveecveienrnnnne 42% (89)
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Bilaieral Projects

o Child Survival PVO Network
« PVO Child Survival 11
« Community and Child Health

¢ Self-Financing Primary Health
Carell

o Water and Health I

# Reproductive Health

& Planning Assistance Grant
¢ Interactive Radio Learning
o Radio Education

* & AIDS Prevention and Control

¢ Alternative Development
¢ Chapare Regional Development

Regional Projects

' ¢ Accelerated Immunization .
¢ Andean Peace Scholarships

USAID/Washington
Support

U.S. Private Voluntary
Organizations /FVA/PVC

_ + Andean Rural Health Care (Child

Survival Grani)
¢ Esperanca (Child Survival Grant)

¢ Food for the Hungry International
(Child Survival Grant) -

¢ Foster Parents Plan (Child Survival
" Grant)

¢ Freedom From Hunger Foundation
(Child Survival Grant)

¢ Project Concern International (Child
Survival and Vitamin A Grants)

" o Save the Children Federation

(Child Survival Grant)

Bureau for Research and
Development

4 AIDSCOM

# Breastfeeding and Maternal and
Neonatai Health T

+ PRITECH (Techrfologies for
Primary Health Care)

¢ TAACS (Technical Advisors in
AIDS and Child Survival)

Short-Term Technical Assistance
and Support

o CSAP Support (John.Snow)
+ Demographic and Health Surveys

o HealthTech (Technologies for
Child Health)

¢ Nutrition Education and Social
Marketing

& REACH (Resources for Child Health)
¢ VBC (Vector Biology and Control)
¢ Vitamin A for Health (VITAL)

¢ WASH (Water and Sanitation for
Health) . :

¢ WIN (Women and Infant Nutrition:
Wellstart)



Bilatera, “ro’ :cts

& Child Survivai

4 Health Systems Management
+ PVO Co-Financing

# AIDS Support

Regional Projeét

¢ Accelerated Immunization

USAD/Washington

Support

U.S. Private Voluntary

Organizations/FVA/PVC

¢ Foster Parents Plan (Child
Survival Grant) -

#World Vision Relief and Develop-
ment (Child Survival Grany)

Bureau far Research and
Development :

¢ AIDSCOM ’

¢ AIDSTECH

# Demographic and Health Surveys

Short-Term Technical Assistance
and Support

# Breastfeeding and Maternal and
~Neonatal Health |

# Health Financing and Sustainability
¢ ORT Help (Peace Corps)

# PRITECH (Technologies for
Primary Health Care)

4 REACH (Resources for Child
Health)

# VBC (Vector Biology and Control)
# Vitamin A for Health (VITAL}

+ WIN (Women and Infant Nutrition:
Wollstart)

40

Demographic Indicators

Total Population............. 7,318,940 (91)
Life Expectancy at Birth..... 67 Yrs (91)
Children Under 1.............. 204,827 91)
Annual Infant Deatt:s ........ 12,695 (91)
Infant Mortality ............... 59/1,000 (91)

Under 5 Mortality............. 75/1,000 (91)
Maternal Mortality..... 300/100,000 (85)
Total Fertility.......oooovvereereceer 3.5 (91}

Child Survival Indicators

Oral Rehydration Therapy

ORS ACCESS.....oeereerreeeerereans 13% (89)
ORT USEueeeivrnrencrreernerienes 31% 91)
Adequate Nutritional Status... 87% (86)
Appropriate Infant Feeding ........... N/A

Exclusive Breastfeeding......... 14% (86)
Complementary Feeding........ 24% (86)
Continued Breastféeding........ 23% (86)

Contraceptive Prevalence....... 47% (86)

200 Deaths per 1,000 iive births
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Vaccination Coverage

BCG ... 68% (90)
DPT3 69% (90)
Measles .......cccrernevemniirccnens 96% (90)
Polio3..... ...90% (90)
Tetanus2+....... .. 24% (89)
DPT Drop-Out c.oeveeveveeenrcrnnees 28% (90)

Other Health Indicators
Access to Improved Water

[0 457:1 | DU 97% (90)
Rural e vecceereensesnnns 30% (90) -
Access to Sanitation

Urban .......ooeeeveeerisieas 45% (90)
RUTa] oot cevrnnens 38% (90)
HIV-1 Seroprevalence
Urban......ccecrreeeeccnnnee 1.6% (90)
Deliveries bil Trained »
Attendants.......oooeverereermerennnns 90% (86)

See Data Notes
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Demographic Indicators - Vaccination Coverage

Total Population......... 10,856,597 91)  BCG e e 8% (90)

Life Expectancy at Birth..... 66 Yrs (91) 2?32 88;

Children Under 1............. 325,675 (90) . 67% (90)

Annual Infant Deaths ........ 17.224 (90) 23% (89) :

Infant Mortality_ ............... 51/1,000 (87). 37% (89) . SAID Child : uryh{é nd °
X . . : Lhild Sury! 3
Inder 5 Mortality ........... 81/1,000 (91) Other Health Indicators alth Fact Sheet

Maternal Mortality..... 300/100,000 (90)

Total Fertility...... s 38(89)  Accesstolmproved Water
_ _ Urban . 85% (90)
-Child Survival Indicators RUFAD oo 50% (90)
Oral Rehydration Therapy Access to Sanitation
ORS ACCESS .o 55% (91)  Urban 85% (90)

50% (90)
Adequate Nutritional Status ... 76% (87)  HIV-1 Seroprevalence

Appropriate Infant Feeding 24% 87)/A  Urban ...ooooooooooeoovooeeeeeeoeeoeeeoee o N/A
Exclusive Breastfeeding ......... 31% (87  Rural N/A
Complementary Feeding ... 31% (80 Deliveries by Trained ’

Continued Breastfeeding....... 51% (87)  Attendants..................o.. 62% (87)
Contraceptive Prevalence....... 42% (89) ’ .
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Bilateral Projects

¢ Child Survival and Health

¢ Private Sector Health Delivery
Model

& Malaria Control
& Cholera Control

& Water and Sanitation for Health
Education

¢ Private Pharmaceutical Distribution
¢ Private and Volunteer Organizations

Regional Projects

¢ Accelerated Immunization
@ Andean Peace Scholarships

USAID/Washington
Support

U.S. Private Voluntary
Organizations/FVA/PVC

o Catholic Relief Services (Child
Survival Grant)

¢ Project HOPE (Child Survival
Grant)

Bureau for Research and
Development

¢ AIDSCOM

¢ Applied Diarrheal Disease Research
4 Health Financing and Sustainability

4 TAACS (Technical Advisors in -
AIDS and Child Survival)

Short-Term Technical Assistance
and Support

+ AIDSTECH

¢ Breastfeeding and Maternal and
Neonatal Heailth

. Demographic and Health Surveys
¢ Health Financing and Sustainability
¢ ORT Help (Peace Corps)

# VBC (Vector Biology and Control)
¢ Vitamin A for Health (VITAL)

¢ WASH (Water and Sanitation for
Health)

4 WIN (Women and Infant Nutrition:
Wellstart)

~



’

Bilateral Projects
¢ Maternal Health and Child Survival
Services .
& Mother Child Feeding
¢ Health Systems Support

¢ Family Health Services/Maternal
Child Health

¢ Salvadoran Den‘lographic
Association

# Health and Jobs for Displaced
Families.

ID Child Survival and -
galth Fact Sheet -

# Public Services Improvement
# Rehabilitation Services

e Community Based Integrated Rural
- Development -

# Private and Voluntary Organizations

Regiénal Project

¢ Accelerated Immuntzation

USAID/Washington RT U
Support 106'Pemegtom||orenupder_ageﬁv§ R
Bureau for Research and Lo e .
Development s . Lo _aoiw e
+ AIDSCOM , T
Short-Term Technical Assistance S8 e
and Support o S
w ] Lo T
+ AIDSTECH '
¢ Breastfeeding and Matenal and g0 oo~ o
Neonatal Health * ) ' S .
¢ Demographic and Health Surveys ~~ 5o - . :
¢ VBC (Vector Biology and Control) S )
* & Vitamin A for Health (VITAL) 0o e T
¢ WASH (Water and Sanitation for . ) e
- Health) ’ * B}
' 20 PO
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Demographic !ndicators A

Total Population....,........ 5,389,995 (91)
Life Expectancy at Birth..... 65 Yrs (91) .
Children Unuer 1.............. 187,035 (91)
‘Annual Infant Deaths ......... 10,962 (91)
Infant Mortality .............. 56/1,000 (91)
Under 5 Mortality............ 74/1,000 (91)
Maternal Mortality..... 148/100,000 (90) -
Total Fertility.....cverornnrencinns 4.6 (91)

Child Survival Indicators
Oral Rehydratior. Therapy

ORS ACCESSuvinrirnrarinereeraenecs 84% (89)
ORT USEreeeererrreerreneians 13% (88)
- Adequate Nutritional Status... 77% (88)
Approyriate Infant Feeding .......... N/A
Exclusive Breastfeeding................ N/A
Complementary Feeding.......c..... N/A
Continued Breastfeeding.............. N/A
Contraceptive Prevalence....... 45% (88)
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Vaccination Coverage

BCG v .. 60% (90)
DPT3..oecervre 76% (90)
MEASIES ...erveeeeereeeeessssrirensenees 75% (90)
Polio3 76% (90)
Tetanus2+........ everserseeserensrsrees 19% (89)
DPT Drop-Out

Other Health Indicators
Access to Improved Water

Urban...coeieceeeeerceesereeee 84% (90)
Rural ..o 13% 90y
Access to Sanitation ’
Urban ... ens 87% (90)
Rural ....o.ieeceeeeeee e 40% (90)
HIV-1 Seroprevalence

Urban ... iesesenennees N/A
RUFAL.oorevecsirsesssses e snecs s N/A
Deliveries by Trained
Attendants........... e renras 53% (88)
See Data Notes .
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Demographic Indicators Vaccination Coverage

Bilateral Projects
Total Poputation............ 9,482,121 (91) »Immunization and ORT Services
Life Expectancy at Birth..... 64 Yrs (91) for Child Survival
Children Under 1.............. 353,803 (91) & Rural Health
Annual Infant Deaths 26,826 (91) & Expansion of Family Planning
Infant Mortality ........... 72/L.000 B DPT Drop-Out ..o 51% (87) Services -
Under 5 Mortality.........110/1,000 87)) . e + Highlands Water and Sanitation
Maternal Mortality..... 248/100,000 (91)  Other Health Indicators ; o Water ami Sanitation
z::; Fsert]hty...|..;...(.’. ............ 55 O1) ﬁiﬁs to Ifnpm"ed Water 2% 90) + Orphans and Displaced Children
urvival Indicators | Rural 31% (90) . .
Oral Rehydration Therapy Access to Sanitation Regional Project
ORS ACCESS.coonerrirrierrrenenennnns 40% (91) ¢ Accelerated Immunization
ORT USE 19% (91) - ¢ Health and Nutnt]on Techmca]
Adequate Nutritional Status... 56% (87)  HIV-1 Seroprevalence Services
. "Appropriate Infant Feeding ..........N/A  Urban.. . N/A .
Exclusive Breastfeeding ..... OO /- N 1) OO N/A USAID/Washington
Complementary Feeding .............. N/A " Deliveries by Trained ’ Support- o
Continued Breastfeeding.............. N/A  Attendants.........oorrceee. 29%(87) U.S. Private Voluntary
Contraceptive Prevalence....... 19% (87)  see Data Notes Organizations/FVA/PVC

¢ CARE (Child Survival Grant)

o Foster Parents Plan (Child Survival
Grant)

o International Eye Foundation
(Vitamin A Grant)

# La Leche League (Chlld Survival
Grant) .

¢ Project Concern International
(Child Survival Grant)

# Project HOPE (Child Survival and
Vitamin A Grants)

 VITAP (Vitamin A Technical
Assistance Program/Helen Keller
International)

Bureau for Research and
Development

¢ AIDSCOM

« Applied Diarrheal Disease Research

¢ Breastfeeding and Maternal and
Neonatal Health

¢ Diarrheal Disease Research (WHO)

+ HEALTHCOM (Communication
and Marketing for Child Survival)

o Project SUPPORT (Supply,
Production and Promotion of ORT)

Short-Term Technical Assistance
and Support

¢ AIDSTECH

¢ Applied Research and Child Survival
Services

© Demographic and Health Surveys

# Nutrition Education and Social
Marketing

¢ ORT Help (Peace Corps)

¢ PRITECH (Technologies for

.Primary Health-Care) ’

# Vitamin A for Health (VITAL, °*

International Eye Foundation)

‘¢ WIN (Women and Infant Nutrition:
Wellstart) |

1980 1985 1990 1995 1986 1987

198082 198385 18688 1989-90 198082 198385 198688 198990 311 Months Months  24-36 Months




Bilateral Projects

¢ Expanded Urban Health Services

# Voluntary Agencies for Child
Survival

« Awareness and Prevention of Drug
Abuse :

+ AIDS Control
+CLASPII

¢ Presidential Training Initiative of
the Islands Caribbean

Regiohal Project

" Accelerated Immunization

USAID/Washington
Support”

U.S. Private Voluntary
Organizations/FVA/PVC

# Adventist Development and Relief
Agency (Child Survival Grant)

+ Foster Parents Plan (Child Survival
Grant) .

# Helen Keller International (Vitamin
A Grant)

# Save the Children Foundation
(Vitamin A Grant)

# VITAP (Vitamin A Technical
Assistance Program/Helen Keller
International)

+ World Relief Corporation (Child
Survival Grant)

+ World Vision Relief and
Development (Child Survival and’
Vitamin A Grants)

Bureau for Research and
Development
+ AIDSCOM

& CSAP Support (Health and Child
Survival Fellows)

¢ REACH (Resources for Child
Health).

Short-Term Technical Assistance
and Support

+ AIDSTECH

# Breastfeeding and Maternal and
Neonatal Health

¢ Health Financing and Sustainability

« PRITECH (Technologies for
Primary Health Care)

& VBC (Vector Biology and Control)
. ¢ Vitamin A for Health (VITAL)

‘¢ WASH (Water and Sanitation for
Health) .

" Republicof -
- Haiti oo -

. USAID Child Survival and * -
1. . HealthEact Sheet - -~ .

1986

1987

1988

“1989 199091

Demograpbhic Indicators

Total Population............. 6,653,149 (91)
Life Expectancy at Birth..... 56 Yrs (91)
Children Under 1.............. 214,395 (90)
Annual Infant Deaths ......... 26,055 (90)
Infant Mortality ............. 112/1,000 (90)
Under 5 Mortality ......... 158/1,000 (91)
. Maternal Mortality..... 600/100,000 (90)
Total Fertility.......coevrueerrrnrarenn 6.4 (90)

Child Survival Indicators
Oral Rehydration Therapy

Adequate Nutritional Status
Appropriate Infant Feeding

L 2 B nfant and Under § Mortality Trends:

+ "800 Desihs per 4,000 fa brths -
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Vaccination Coverage

BCG.... 72% (90)
DPT3ooreerreeessineeneenceeces 41% (90)
Measles ........ccooveerieeenneninnne ... 31% (90)
POlO3...oeeerrerrrcecninns 40% (90)
Telanus2+ ...ccccveeeereecrevccnnencs 22% (88)
DPT Drop-Out ......ooeveevreerencen 38% (87)
Other Health |ndicators
Access to Improved Water
Urban.............. .. 54% (89)
RUFA] oot enraeeens 29% (89)
Access to Sanitation
Urhan ... essareseees 38% (89)
B 211 I 12% (89)
HIV-1 Seroprevalence
Urban ...eevecrereesnreesseeenes 5.0% (90)
Rural ..o e ereeesemians 3.0% (90)
Deliveries by Trained :
Attendants........ooceeceveiriennnn.. 40% (88)

See Data Notes
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Demographic Indicators

Total Population........... .. 4,698,362 (89)
Life Expectancy at Birth..... 62 Yrs (87) °
Children Under 1.............. 172,848 (89)
_Annual Infant Deaths ......... 11,014 (89)
Infant Mortality ............. .. 61/1,000 (87)

Under 5 Mortality ........... 94/1,000 (91)
Maternal Mortality..... 300/100,000 (90)
Total Fertility......co.ccurvrrrerereanes 5.6 (87)

Child Survival Indicators

Oral Rehydration Therapy
ORS ACCESS..ereeerrnreens 65% (91)

Adequate Nutritional Status... 77% (87)
Appropriate Infant Feeding .......... N/A
Exclusive Breastfeeding................. N/A
Complementary Feeding.
Continued Breastfeeding.....

Contraceptive Prevalence

200 Deaths per 1,000 live births

»
’

180 . .‘;
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Vacdination Coverage

Other Health Indicators
Access to Improved Water

USAD Child Survi

Rura! ..., N
Access to Sanitation

HIV-1 Seroprevalence

Deliveries by Trained

(. dntant and Unger 5 Mortallty Trends

" ISR under 5 Mortality,

-100 Pgrcent of chitdrén under age five
EIRE 10feng Mortaity - R B

1988 1989 199091
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Bilateral Project

¢ Health Sector II
Regional Project

& Accelerated Immunization

USAID/Washington
Support

U.S. Private Voluntary .
Organizations/FVA/PVC

. & CARE (Child Survival Grant)

« International Eye Foundation
(Vitamin A Grant)

¢ La Leche League (Child Survival
Grant)

# Project HOPE (Child Survival
Grant)

# Save the Children Federation
(Child Survival Grant)

+ VITAP (Vitamin A Technical

. Assistance Program/Helen Keller

International)

+ World Relief Corporation (Child
Survival Grants)

Bureau for Research and

_ Development

¢ HEALTHCOM (Communication
and Marketing for Child Survival)

# TAACS (Technical Advisors in AIDS
and Child Survival)

Short-Term Technical Assistance

and Support

4 Nutrition Education and Social
Marketing

¢ ORT Help (Peace Corps)

* PRITECH (Technologies for
‘Primary Health Care)

* VBC (Vector Biology and Control)

+ WIN (Women and Infant Nutrition:

Wellstart)



Bilateral Projetts

¢ Expanded Program of Immunization
+ Assistance for Displaced Children

# Pro-Familia Family Planning

¢ PVO Co-Financing

¢ Economic Growth and Development

Regional Project

¢ Accelerated Immunization

o Health and Nutrition Technical
_ Service

- USAID/Washington
Support

U.S. Private Voluntary
Organizations/FVA/PVC

@ Adventist Deve:opment and Relief
Agency (Child Survival Grant)

¢ Project Concern International
(Child Survival Grent)

# Project HOPE (Child Survival and
Vitamin A Grants)

Bureau for Research and
Development

Short-Term Technical Assistance
and Support

. Démographic and Health Surveys
¢ Health Resources Support

+ PRITECH (Technologies for
Primary Health Care)

# VBC (Vector Biology anZ Control)

¢ WASH (Water and Sanitation for
Health)

- USAID Child Survival an
. ' Health'Fact, Sheet

1986 1987 1988 1989 199091

Demographic Indicators

Total Population............. 4,_()04,556 9D
Life Expectancy at Birth..... 65 Yrs (91)
Children Under 1.............. 152,746 (91)
Annual Infant Deaths ........... /8,506 (91)

Infant Mortality ...... .. 54/1,000 (91)
Under 5 Mortality ........... 81/1,000 (91)
Maternal Mortality...... 300/100,000 (87)

Total Fertility....c.ooonvurecrecennene 5.2 (91)
Child Survival Ir;dicators

Oral Rehv Iration Therapy

JRS ACCESS ..o 75% (91)
ORT USE...oreereceecereresisssnns 40% (91)

Adequate Nutritional Status... 90% (80)
Appropriate Infant Feeding ........... N/A

Exclusive Breastfeeding ............... N/A
Complementary Feeding ............... N/A
Continued Breastfeeding............... N/A

198082 19838

Vaccination Coverage

BCG ... 81% (90)
DPT3 65% (90)
MeaS|es .....ocvvvvrvreienrrereeirnnecasons 82% (90)
POlIO3 ....oeeeecercereiesereeeseeene 86% (90)
Tetanus2+....ccovveereecerrreeccneans 25% (89)
DPT Drop-Out ...ceevvvcrerencneees 55% (86)

Other Health Indicators *~
Access to Improved Water

Urban .....ooercnennencesieenecnnnns 49% (90)
Rural 18% (90)
Access to Sanitation
Urban........ooreevmeernreensenssecsnneesens 30% (90)
2001 1 15% (90)
HIV-1 Seroprevalence .

| 675 RO N/A
RUFEL oo N/A
Deliveries by Trained
Attendants......pveemereceserecrnecees N/A

-'See Data Notes

1990 1995 .- 2000




Demographic Indicators

Total Population........... 22,011,059 (91)
Life Expectancy at Birth..... 64 Yrs (91)

Children Under 1............. 623,408 (91)
»Annual Infant Deaths ......... 53,531 (91)
Infant Mortality ............... 81/1,000 (90)

Under 5 Mortality........ 107/1.000 (91)°

Maternal Mortality..... 300/100,000 (83)
Total Fertility.......coooeeceerreennneee 370D

Chitd Survival Indicators
Oral Rehydration Therapy '

ORS Access.....oervcrorcrnirennnns 23% (88)

ORT USE oot 25% (89)
Adequate Nutritional Status ... 78% (84)
Appropriate Infant Feeding.... 28% (86)
Exclusive Breastfeeding......... 32% (86)
Complementary Feeding........ 49% (86)
Continued Breastfeeding........ 57% (86)

Contraceptive Prevalence........ 24% (86)

200 Deaths per 1,000 e births

100 Perdent vaocinated by 12 months of age

-, - .
0 . s
80

io-

192 198385 198688 198990

.7 Infait and Under'S Mortality Trenss. -

Vaccination Coverage "Republic of
BCG . 83% (90) L Dag
) 2 SO 72% (90) o/, Peru
Measles .........cooerrveerrrveennnerenns 64% (90) P
Polio3......coooreerrneee 73% (90)

Tetanus2+ ....oeeeeeeeeecceeiceine 9% (89)

DPT DropOut ... 27% (86)

Other Health Indicators-
Access to Improved Water

Urban...coeoecicrene 83% (50)

54% (90)

81% (B0)
Rural ..., 53% (90)
HIV-1 Seroprevalence i
UPban ceeoeccncesrrseee 0.1% (90) - .
Deliveries by Trained
Attendants....,...cooovrerrcvvenrinns 49% (86)
See Data Notes
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Bilateral Projects .

o Child Survival Action
& PRISMA: Supplemental Feeding

¢ Strengthéning Private Sector Health
Institutions

¢ Private Voluntary Sector Family
Planning Services Expansion

o Private Sector Nutrition
4 Nutrition and Food for Work )
o Strengthening of CARITAS/Peru

& Food Assisted Integrated
Development

+ HIV/AIDS Education & Prevention

- o Upper Huallaga Area Development

+ Narcotics Education and Public
Awareness

_Regional Projects

¢ Accelerated Immunization
¢ Andean Peace Scholarships |

USAID/Washington
Support

Bureau for Research and
Development

+ AIDSCOM
¢ Applied Diarrheal Disease Research
+ Demographic and Health Surveys

# Diarrheal Disease Research (WHO)

# Project SUPPORT (Supply,
Production and Promotion of ORT)

¢ Vaccine Development and Health
Research : '

Short-Term Technical Assistance
and Support

o CSAP Support (John Short)

¢ HEALTHCOM (Communication
and Marketing for Child Survival)

o Health Financing and Sustainability
¢ Vitamin A for Health (VITAL)

¢ WASH (Water and Sanitation for
Health)

¢ WIN (Women and Infant Nutrition:
Wellstart) Lo

~ N
. -



n many Near East countries, consid-
erable improvements made in the
heaith status of infants and chiidren
have cleared the path for emerging chal-
_lenges to child survival strategies. In
two of the three Near East countries des-
ignated by USAID as child survival em-
phasis countries - Egypt and Morocco
= child survival goalshave been achieved
and even exceeded. The foremost chal-
lenge will be to consolidate and sustain
these gains, while extending covérage
to areas that remain underserved.
Except for Yemen, all USAID-
assisted countries in the region have
reached the target infant mortality rate
of 75 deaths per 1,000 live births. Egypt
has shown the most remarkable im-
provement; infant mortality fell from
123 deaths ;;er 1,000 live births in 1980
to 43 in 1988. The emphasis countries
have also exceeded the target vaccina-
tion coverage rate of 80 percent for
DPTS3 and Polio3. Egypt and Morocco
have exceeded the target coverage rate
for vaccination against measles, and
Yemen does not lag far behind, with a
coverage rate of 74 percent..
The use of oral rehydration
therapy (ORT) during episodes'of di-
arrhea varies widely in the region. Al-
though ORT use rates in some coun-
tries such as Yemen and Morocco have
increased only slightly, use rates are

weil over 50 percent in Egypt, Jordan,

and Tunisia. In Egypt, the National Con- -

trol'of Diarrheal Disease program, sup-

ported by USAID, the World Health
Organization, and the United Nations
Children’s Funs' has had a measurable
impact on diarrhea-related infant mor-
tality. Between 1982 and 1989, mortali-
ty due to diarrhea was reduced by over
64 percent for infants and by almost 73
percent for children ynder five. Due in
part to the program’s success, diarrheal
disease accounts for a smaller propar-
tion of child deaths than acute respira-

tory infection(ARI), now the leading
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cause of child mortality in Egypt. Since
USAID support for the diarrheal dis-
ease control program ended, there has
been demonstrated political commit-
ment to the program. Oral rehydration
salts (ORS) are now on the government’s
list of essential drugs, and incremental
price increases are encouraging local
production by private pharm:;ceutical
companies. These measures ensure con-
tinued availability of ORS following the
withdrawal of donor support.

While taking care to sustain
these accomplishments in immuniza-
tion and ORT use, USAID is expand-
ing child survival programs in the Near
Efast region to address additional health
needs such as AR], child spacing, nutri-
tion, optimal breastfeeding pracﬁces,
and women'’s health issues. Effectively

meeting these needs will require the

1990 2000 2010 2020

development of new technological and
pfogrammatic solutions.
s The successful use of mass

media to improve health practices was

Vshown in Jordan, where HEALTHCOM

worked with the Queen Noor al Hus-
sein Foundation on a nationwide breast-
feeding and child spacing campaign .
during 1989 and 1990. Television and
radio spots reached 94 percent of moth-
ers interviewed; the proportion of moth-.
ers displaying correct knowledge about
the proper timing of the initiation of
breastfeeding and the importance of
colostrum (first milk) increased from
41 to 74 percent.

To help Eustain child survival
and other health progx:ams, a major new
focus of USAID health assistance to the
region is developr;\ent of health sector

financing and institution-building strat-

- egies. The goal is to improve financial

management and increase involvement

" of the private sector in health care so

that alarger portion of government bud-
gets can be cost effectively allocated to
programs for people with the least abili-
ty 1o pay foy services. Private sector ac-
tivitiés, including assistance in the pri-
vatization of public health services and
involvement of for-profit businésses in
project activities, have been initiated by
eight USAID-supported projects in
Egypt, Jordan, Morocco, and Yemen.
The USAID-funded Cost Re-
covery Programs for Health projeét in

Egypt, for example,will target selected



hospitals and clinics for conversion to

fee-for-service facilities. In Morocco, so-

cial marketing actiyities help promote -

privately produced family planning and
child survival products such as the PRO-
TEX condom and Biosel, an oral rehy-
dration salt. One social marketing pro-
gram was initially directea toward fami-
ly plaﬁning products and later expanded
to include ORS and weaning food.

In the area of women'’s health,
efforts have been made to reduce ma-
ternal risk and to improve women's-ac‘-
cess to health care. In October, Morocco
-hosted the Maghrebian Coﬁference on
Safe Motherhood, which followed the
establishment of the Maghrebian Asso-
ciation of Midwives in September. Rep-
resentatives to the conference from var-
ious international organizations, includ-
ing USAID, and North African coun-
tries, including Morocco and Tunisia,
discussed the medical, economic, and
socio-cultural causes of maternal mor-
bidity and mortality, and developed
strategies to reduce them, focussing
particularly on the role of the midwife

in maternal care.

In Yemen, one approach to im-

prove women's access to health ser-
vices has been to increase the number
of trained female health care providers.
With the assistance of REACH, USAID’s
Accelerated‘ Cooperation for Child Sur-

vival project supports nurse-midwife

training courses. In 1991, about 25 per-

cent of the students enrvolled in these
courses were women, a major achieve-
ment in a country where only 29 females
for every 100 males are enrolled in pri-
mary education.

. Improved access to health ser-
vices for women and children in Moroc-
co has been achieved through the Vis-
ite a Domicile de Motivation Systéma-
tique, a community-based outreach pro-
gram that provides integrated family
plénning' and child survival services to
women living more than three kilo-
meters from fixed health facilities. The
program operates in 30 of Morocco's 40
provinces, reaching 70 percent of the
rﬁral population. To further expand ser-
vices into previously inaccessible areas,
USAID has funded all-terrain vehicles
to be used by the Ministry of Health as
mobile service delivery units.

Other challenges facing the
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HealthTech
ORT Help . ‘
Project SUPPORT .
REACH ‘ ¢ |0
Technical Advisors in AIDS dnd
Child Survival 'Y
Water and Sanitation for Health S o | e ¢
Women and Infant Nutrition °

Near East region in the decade to come
resemble those of most developing na-
tions: the consistent pressure of popula-

tion growth, rapid urbanization, and the

3 19%
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Changir;g morbidity and mortality pat-
terns associated with the evolving age
structure of the population. To respond
to these challenges, child survival pro-
grams must continue to devote increas-
ing attention to devéloping cost-effec-
tive, carefully targeted interventions
that ensure that the basic health needs
of tﬁe most vulnerable groups are met.

The successes achieved thus
far can be attributed to three main fac-
tors: the use of appropriate technologies,
effective mobilization of public and pri-
vaze local resources to complement pub-
lic and donor coiitributions, and the ef-
fective use of mass media and social
marketing. As strategies are developed )
to meet future challenges in the region, ‘
it will be important to continue to incor-

porate these approaches,



Bilateral Projects

4 Child Survival

# Control of Diarrheal Diseases
4 Cost Recovery for Health

+ Schistosomiasis Research

@ PVO Development Program

USAID/Washington
Support

Bureau for Research and
Development

¢ CSAP Support (Johns Hopkins
University, Health and Child
Survival Fellows)

# Demographic a_nd ‘Health Surveys
*  Health Financing and Sustainability

Short-Term Technical Assistance
and Support .

+ HEALTHCOM (Communication
and Marketirig for Child Survival)

# HealthTech (Technologies for Child
Health) - '

¢ WIN (Women and Infant Nutrition:
Wellstart)

" ORY Use Rate

311 Months

¢

12-23 Month3

24.36 Months

2]

Demographic Indicators

Total Population......... 54,059,000 (89)
Life Expectancy at Birth..... 61. Yrs (91)

Children Under 1.......... 1,683,064 (91)
Annual Infant Deaths ......... 75,155 (91)

Infant Mortality ..... 43/1,000 (88)
Under 5 Mortality ... 49/1,000 (88)
Maternal Mortality..... 299/100,000 (84)
Total Fertility........ccouumrrrrerer. 4.4 (88)

Child Survival Indicators

Oral Rehydration Therapy
ORS ACCESS....ooerrrrererrerenieene 95% (91)
ORT USe...coorecrereeeerenns 58% (91)

-Adequate Nutritional Status.... 83% (88)

Appropriate Infant Feeding .. N/A
Exclusive Breastfeeding.....
Complementary Feeding

Continued Breastfeeding . x............ N/A
Contraceptive Prevalence....... 37% (88)

1980 .1985

198082 198385 198688 198990

. . R \
Yaccination Coverage

BCG.... ' 89% (90)
DPT3.: P 87% (90)
Measles ...corrrcernnnecrensianne 88% (90)
Polio3., 87% (90)
Tetanus2+ ....coveeeerveveerneerenrennens 28% (80)
DPT Drop-Out ......covecrrennnn. 10% (90)
Other Health indicators
Access to Improved Water
........................................ 96% (88)
......................................... 82% (88)
100% (88)
34% (88)
HIV-1 Seroprevalence
Urban............ et « N/A
Rural... . N/A
Deliveries by Trained *
Attendants...........ooeereereveernnens 35% (88)

See Data Notes

1990 1995 2000

H
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Demographic Indicators

Total Population........:.. 25,708,632 (91)
Life Expectancyat Birth..... 63 Yrs (91)

Children Under 1.............. 809,888 (90)
Annual Infant Deaths ......... 62,576 (90)
Infant Mortality ............... 73/1,000 (87)
Under 5 Mortality ......... 102/1,000 (87)
Maternal'Mortality..... 300/100,000 (74)
Total Fertility...........oeereerrcrene.. 4.6 (87)
Child Sprvival Indicators

Oral Rehydration Therapy

ORS Access....rirvcreerans e 0% (91)
ORT Use...... . 8% (91)

- Adequate Nutritional Staws... 80% (87)
. Appropriate Infant Feeding ... 47% (87)
Exclusive Breastfeeding ......... 48% (87)
Complementary Feeding........ 48% (87)
Continued Breastfeeding........ 62% (87)

Contraceptive Prevalence....... 30% (8’(')

38385 198688 198991

Vaccination Coverage

BCG...... ... 98% (91)
DPT3..... .. 91% (91)
Measles 92% (91)
Polio3 91% (91)
Tetanus2+ .....ceceveereresieninne 64% (90)
. DPT Drop-Out .. 15% (8%

Other Health Indicators
Access to Improved Water

Urban......occvecvnnnrvrnrcrnerncnnnes 100% (88)
Rural . 25% (85)
Access to Sanitation
L8] 2071 P 100% (88)
RUPAL e 16% (85)
EIV-{ Seroprevalence -
Urban ..o N/A
RUFAL..coccrvcinrerreinnnrnesssensese N/A
Deliveries by Trained
Attendants........cc..cooooeerveernnnnne 26% (87)

Sea Data Notes

198082° 198385 198688 198991

0-11 Months  12-23 Months  24-36 Months

Bilateral Projects

# Population and Child Survival
# Family Planning Support III
¢ Sector Support Training

USAID/Washington
Support

-Bureau for Research and

Development

¢ AIDSCOM
¢ Demographic and Health Surveys

¢ TAACS (Technical Advisors in
AIDS and Child Survival)

Short-Term Technical Assistance
and Suppont

¢ AIDSTECH
¢ Health Financing and Sustainability

+ REACH (Resources for Child
Health)



Bilateral Projects
¢ Accelerated Cooperation for Child
Survival -

« Technical Services and Feasibility
Studies

LISAID/Washington
Support

Bureau for Research and
Development

# Demographic and Heaith Surveys

¢ HEALTHCOM (Communication
and Marketing for Child
Survival)

¢ REACH (Resources for Child
Health)

Short-Term Technical Assistance
and Support ’

¢ ORT Help (Pgace Corps)

¢ WASH (Water and Sanitation for
Heal'th)

" -USAID Child Survival and -
.~ Heglth Fact Sheet -
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Demographit Indicators

Total Population............. 9,274,173 (89)
Life Expectancy at Birth..... 44 Yrs (89)
Children Under 1.............. 408,064 (89)
Annual Infant Deaths ......... 60,541 (89)
Infant Mortality ............ 136/1.000 (89)

Under 5 Mortality 179/1,000 (81)
Maternal Mortality .. 1,040/100,000 (£5)
Total Fertility......cocoveererivercnienns 8.7 (89)
Child Survival Indicators

Oral Rehydration Therapy

ORS Access

ORT USe..coeerrrrrreiersrncennee
Adequate Nutritional Status........... N/A
Appropriate Infant Feeding ........... N/A
Exclusive Breastfeeding .
Complementary Feeding............... N/A
Continued Breastfeeding............... N/A

Contraceptive Prevalence......... 4% {89)

" 400 Deatns per 1,000 tive births *

=
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240
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Vaccination Coverage

Polio3...........
Tetanus2+........ccovereveecrieeenne
DPT Drop-Out ....coocerneeririresinias N/A

Other Health Indicators
Access to Improved Water

Urban ... oo, 100% (88)
Rural oo 48% (88)
Access to Sanitation
Urban.......vececcereerecneens 66% (88)
RUrab. ..o seenees “N/A
HIV-1 Seroprevalence

Urban ... ~ N/A
Rural.......o e cnprees N/A
Deliveries by Trained
Attendants.........ccooeereeeeriennns 10% (82)

Sse Data Notes

BB Under 5 Mortality
I Infaiit Mortalty

-

1990 T 1995 2000

100 Percent vaccinated by 12 months of age  *
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CSF: Child Survival Fund; HE: Health; ARDN: Agriculture. Rural Development,
and Nutrition: DFA: Development Fund for Africa; ESF: Economic Support Fund.
All numbers are in thousands of dollars.

Africa Region

Benin
Botswana

Burkina Faso

Burundi

Cameroon

Chad

Cote d'lvoire
Ethiopia
Gambia
Ghana

Kenya

Madagascar

Malawi

Rural Water Supply: Increases access to safe water by construction of wells in rural areas and promotes
health education and improved sanitation practices through communication with mothers.

Program Development and Support: Provides technical assistance for design and evaluation of health
and child survival projects. - .

Health Financing and Family Health: Addresses maternal and child health issues through nutrition
education, training of health workers in oral rehydration therapy, prevention of high risk births, and
social marketing of condoms for HIV/AIDS control.

FYS1 Vitamin A Grant to Helen Keller International: Targets over one million women and children in
eight provinces to reduce vitamin A deficiency by promoting increased consumption of vitamin
A-rich foods.

Program Development and Support: Pravides technical assistance for design and evaluation of health
and child survival projects which include diarrheal disease control and immunization activities.

Maternal Child Health/Child Survival: Works through a consortium, including Harvard and Drew
Universities and the Academy for Educatienal Development, to support health care delivery services,
such as oral rehydration therapy, immunization, and nutrition in the southern province of Adamaoua.

National Family Health: Supporis and sustains efforts to limit high risk births through strengthened
primary health care services.
FY91 Child Survival Grant tu Population Services International: Works with the private commercial

sector to make essential health products and child survival services more easily accessible and available
through information. education, communication, and social marketing.

. Child Survival Project: Strengthens the administration and delivery of maternal and child health and

family planning services in selected prefectures and assists the Ministry of Public Health to operate and
maintain a national health information systen.

Family Planning and Health Project: Aims to increase maternal and child health services with a focus
on reducing high risk births.

Orphans Assistance: Helps children currently in institutions to develop skills to prepare tr..m to leave
their institutions and rejoin society.

Program Development and Support: Provides technical assistance for design and evaluation of health -
and child survival projects which include diarrheal disease control and immunizatio - activities.

Family Planning and Health and HIV/AIDS Prevention: Promotes primary health -are and child survival
with oral rehydration therapy, immunization, and programs to prevent high risk births.

Family Planning Services and Support: Supports nationwide family planning efforts to promote health

and family planning services including child spacing, diarrhea management. immunization, and nutrition.

PVO Co-Financing: Promotes health and child survival services in Kenya through U.S. and local private
veluntary organizations.

FY91 Child Survival Grant to Minnesota International Health Voluntzers: Provides services through
the Chandaria Community Health Center including maternal child health services, family planning,
antenatal care. and immunizations with a fee-for-service system to help make it seif-sustaining.

Avotra Orphanage: Grant to AVOTRA, a local private voluntary agency, to improve and expand its two
orphan centers. .

Promoting Health Interventions for Child Survival: Assists the Ministry of Health to improve maternal
and child health and water and sanitation services and to increase the availability and use of these
services in rural areas.

Services for Health, Agriculture and Rural Enterprise Development: Strengthens and expands capacity
of local and U.S. private voluntary organizations to provide primary health care, child spacing, and
HIV/AIDS services. .

FY91 Child Survival and Vitamin A Grants to International Eye Foundation: Works with the Ministry
of Health to establish a community-based system to provide child survival services in 45 villages of the
Chikwawa and Nsanje districts of the Lower Shire Valley including blindness prevention with semi-
annual vitamin A supplementation.
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' Project

-,

Malawi FY91 Child Survival Grant to Project HOPE: Provides child survival services in private tea and coffee 2000 . O 0 0 0

v estates in the Thyolo District of Malawi focusing on children under five and women of child-bearing age.
Mali PVO C(rFlnancing Suppons indigenous and U.S. non-governmental orgamzahons to implement village- 0 0 0 2655 0
level outreach activities including child survival,
Community Heaith and Population Services: Targets women and children facing potential health risks 0 0o 0 3849 0

by providing health and family planning services at district and community health centers, private clinics,
.and pharmacies. ’

FY91 Child Survival and Vitamin A Grants to Werld Viston Relief and Development: Helps the Minis- ¢ 350 0 25 0 0
try of Health work with mothers in the Sikasso Region to reduce the high rate of children vaccination

dropouts and to reduce vitamin A deficiency through mcreased production and consumption of vitamin

Arich foods. .

Mozambique  PVO Support Program: Involves pri'vaté voluntary organizations in emergency activities including health 0 0 0 %18, 0
- and child survival services to children. : -
Primary Health Care Suppcrt Project: Provides technical ass:stance to the Ministry of Health to develop 0 0 0 9340 0

policy reform in the heaith sector including budget allocations to primary health care, and to p-omote
private sector involvement in the pharmaceutical industry and in the provision of health care services.

Niger Health Sector Support: Supports the Mmlstfy of Health in the development and implementation of -0 0 0 1438 0
appropnate health care policies and the management of health care resources and services, especially
in child curvival interventions. :

’ Family Heaith and Demography: Increases family planning semces through integration jnto the nation- 0 0 0 705 0
wide health services delivery system. , ) e
Senegal Family Health and Poputation: Provides famxly planning services to reduce high risk births through 0 0 0 250 0

famlly planning service conters and by increasing the role of the private sector such as the private phar-
macies which distribute family planning supplies.

PVO/NGO Support: Suppor1< local and U.S. not-for-profit agencies working in health and child survival 0 0 0 286 0.
activitles. , - .
FY91 Child Survival Grant to World Vision Relief and Development: Trains village health workers to 500 0 0 0 0

provide child sufvival services to mothers and children within an integrated, sustainable community
development program in rural Senegal. . .

Togo Program Development and Support Provides technical assnstance for design and evaluation of child 0 0 0 24 0
* survival projects. . .

Health Sector Support for Child Survival: Assnsts the M1mstry of Health to plan, administer, and deliver 0 0 0 984 (1
child survival and primary health care services.
Togo Child Survival: Cunsolidates and strengthens child survival services through improved manage- 0 0 0 154~ 0
ment of public health services and mobilization of private and local community resources. )

Uganda West Nile Community Self-Reliance Il: Includes a water supply development component which 0 .0 -0 210 0

" addresses the lack of protected sources of water for approxlmately 90 percent of the rural population.

Control of Diarrheal Diseases/Nutrition: Continues support through UNICEF for the purchase of 0 0 0 2000 0
packets of oral rehydration salts for children to be distributed through health clinics and dispensaries. :
FY91 Child Survival Grant to Adventist Development and Relief Agency: Uses community-based 600 0 0 0 0

-health care clinic services to deliver key child survival interventions toward reducing the deaths of moth-
ers and under-five children in the southeast of Luwero District, an area devastated during civil conflicts.

Zaire Schoo! of Public Health: Assists an independent and fully accredited School of Public Health train an 0 0 0 260 0
expanded cadre of health workers in child survival interventions through Tulane University! -

. ~ Small Projects Assistance: Supports small health and child survival activities. . 0 0 0 © 25 0

Zimbabwe - FY91 Child Survival Grant to World Vision Relief and Devalopment: Assists the Ministry of Health 400 0 0 0 . 0

reduce infant, child and maternal morality and morbidity by strengthening the child survival and pn :
ary health care programs in the Shamva District, northeast of the gapital, Harare. )

Regional Africa Child Survival Initiative - Control of Communicable Childhood Diseases: Supports a muiti-donor 0 0 0 18563 0
effort by the U.S. Center for Disease Control, UNICEF, WHO and others to combat childhood diseases
in nine sub-Saharan African countries through appropriate diarrhea case management, immunization,
and malaria control activities; and to develop training, health education, health mfonnahon systems, and
health care financing capabilities in those countries. .

African Development Support: Provides technical assistance to missions and regicnal offices for design, 0 0 0 135 0
implementation, and evaluation of health and child survival programs.

Operations Level Management Development: Supports the design, testing, and development of MEDEX ~ 0 0 0 17 0
management technologies within the Ministries of Health in Botswana and Lesatho. -~ *
AAAS Mataria: Supports a regional technical advisor for malaria. ' 0 0 0 24 0
Private Voluntary Organization Support: Strengthens U.S. and African private voluntary organiza- 0 0 0 203 0

tions’ activities including those engaged in child surywal programs.

Africa Subtotals : 3050 0 927 53365 0




Asia Regfon

Afghamstan

Bangladesh

Cambodia

India

indonesia

Nepal

Pakistan

Philippines

Health Sector Support: Provides training and medical supplies cross-border to health care units which

support immunization and diarrheal disease control through primary care services to mothers and children.

Technical Services and Supqort Provides support for health and child survival activities.

‘PVO Support Project: Expands child survival and health program activities thrgugh grants to US. and

local private voluntary organizafions for services within Afghanistan.

Commodity Support Program: Makes available food, pharmaceuticals, and medlical supplies among other
humanitarian goods for distribution in rural Afghanistan.

Family Planning and Kealth Services: Promotes the marketing of oral rehydration salts.through mater-
nal and child health programs and 100,000 outlets nationwide, and expands immunization coverage in
the urban slums.

Urban Volunteer Program: Trains women health volunteers to promote the use of oral rehydration ther- -
apy and to make referrals for immunization and nutrition services to residents of the Dhaka slums.

FY91 Child Survival Grant to World Relief Corporation: Provides child survival services to 89,000
people in rural areus of Julma and Khalilmagar districts in cooperation with the local private voluntary
organization, Christian Service Society.

FY91 Child Survival Grant to CARE: Promotes sustainable child survival services working with Minis-
try of Health and Family Welfare to train field workers in immunization, maternal health, vitamin A
delivery, control of diarrheal disease, and high risk birth interventions.~

FY91 Child Survival and Vitamin A Grants to World Vision Relief-and Development: Provides immu-
nization, oral rehydration therapy, nutrition (including vitamin A supplementation), and birth spacing
services to women and children living in two densely-populated urban areas of Dhaka.

Humanitarian Aid for Cambodian Children: Meets the special health néeds of Cambodian children
with expanded immunization, nutrition, oral rehydration therapy, malaria prevention, and health educa-
tion programs provided through U.S. pnvate voluntary organizations.

Child Survival Health Support Assists the Mmlstry of Health, through UNICEF and local non-gov- .
ernmental organizations, in a major expansion of child survival initiatives by promoting oral rehydration
therapy, immunization, control of acute respiratory infections, and high risk birth management.

Quality Control for Health Technologies: Supports creation of an independent biological testing labo-
ratory to improve the quality of preventive health care-by ensur'ng safe and effective vaccines are  *
delivered to children and mothers.

Strengthenlng Institutional Development: Strengthens independent non-governmental organizations’
participation in health and child survival development initiatives, mcludmg training and other insti-
tution building activities.

FY91 Child Survival Grant to Project Concemn International: Provides vaccinations to women and
children and seeks to increase use of oral rehydration therapy and to imptove nutritional status of chil-
dren inthe Maluka and Riau Provinces through training traditional blrth attendarnts to prov1de mater-
nal and child health services.

FY91 Child Survival and Vitamin A Grants to Adventist Development and Relief Agency: F ocuses

on the role of traditional hirth attendants in 38 government Puskesmas centers to provide improved ante-
natal care, vaccinations, child nutrition (including increased consumption of vitamin A through home
gardening and supplementation), and family planning.

Child Survival and Family Planning Services: Stresses maternal and child health and family planning
activities with higher quality services for rural and disadvantaged populations.

PVO Co-Financing H: Provides U.S. and local private voluntary agencies with grant support to expand -
child survival and health-activities.

FY91 Child Survival Grant to Save the Chlldren Federation: Emphasizes the role of the female com-
munity health volunteers and mother’s groups in reaching families with educational messages on diar-
rheal disease management, immunization, growth monitoring and nutrition, maternal health, and in
early r. cognition of acute respiratory infections. ' : _

Malaria Control Ii: Supports the Ministry of Health’s nationwide malaria control program including:
insecticide spraying, case detection, training health workers, and operations research activities.
Northwest Frontier Province Area Development: Includes support for developing potable water sup-
plies in the Gaddon-Amazai area. .

Enterprise in Community Development: Focuses on primary health care, including child survwal pro-
grams implemented by local communities. .

Child Survival Program: Supports unproved access to child curvwal services.such as oral rehydration,
immunization, and maternal and child health care services.

PVO Co-Financing HlI: Strengthens 1nd1genous private voluntary organizations in health promotion

-and child sumva] activities.

National Health Finance Development on]ectf Assists the Philippine Department of Health in the
reform of its medicare program and in the development of the legal and regulatory basis for health
maintenance organizations toward developing alternative delivery systems.
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- HE

 Counry

Philippines

Solomon
istands

Sri Lanka

South Pacific
Region

: ‘Proj“e'ct_

Urban and Industrial Environment Management Informanon regarding child survival activities is not -0
currently available.

FY91 Child Survivat Grant to Founidation for the People of the South Pacific: Assists the government = 500
with the design, implementation and evaluation of a National Control of Diarrheal Disease Program tar-

geting over 65,000 children under five in the Solomon Islands.

PVO Co-Financing H: Strengthens private voluntary organizations’ ability to contribute to expanding 300
health services through the many health institutions in Sri Lanka. -

Papau New Guinea Child Survival Support: Assists the Foundation for the People of the South Pacific 434
to train community health nurses in Vanuatu for health care services to include immunization, the con-
trol of diarrheal diseases, nutrition, and improved weaning practices.
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Asia Subtotals

17210

27022

1478 0
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Latin America and Caribbean Region

Belize

Bolivia

Chile -

Dominican
Republic

Ecuador

Program Development and Support: Provides technical assistance for design and evaluation of health 83
and child survival projects.

Increased Froductivity Through Better Health: Supports the Ministries of Health and Natural Resources 0

in reducing the morbidity and mortality of women and chlldren by controlling the incidence of malaria,
dengue fever and gastrointestinal diseases.

Child Survival Support: Supports the Ministry of Health, with assistance from Project HOPE, in providing 124
child survival services including oral rehydraticn therapy, immunization, growth monitoring, improved
infant and child feeding practices, and the control of acute respiratory infections.

Program Development and Support: Provides support for health care financing studies. 88

Reproductive Health: Supports the Ministry of Health and local organizations extend voluntary family 584
planning services to prevent high risk births.”

Self-Financing Primary Health Care 1l: Through PROSALUD, a local private organization, works to 562
improve the health status of agricultural workers and their families in the La Paz, Cochabamba, and

Santa Cruz regions through a network of private clinics operating within the existing agricultural

cooperatives.

Alternative Development: Includes support for development of potable water supplies in the Cochabamba 0,

region to improve family health.

Water and Health Il: Works with communities, through CARE, to expand potable water and sanitation 2000
systems in La Paz and Cochabamba using educational campaigns to promote the use of oral rehydration
therapy, immunization, and improved nutrition.

Interactive Radio Learning: Develops radio health programs directed toward primary school children 0
to communicate health educatlon messages which have proven effective in improving and changing
family health behavior.

PVO Child Survival lI: Provides technical assistance and training te a network of voluntary organizations 3165
engaged in activities which address ways to reduce infant and maternal mortality through child survjval
programs.

FY91 Child Survival and Vitamin A Grants to Project Concern Intematlonal Extends primary health 675
care and child survival services, including vitamin A supplementation, in rural and peri-urban commu-

nities in the highlands of Bolivia targeting over 35,000 women and children using local health teams

to mobilize community participation.

Special Development Activities: Supports health and child survival development activities through locai 0
organizations.

Central Contraceptive Procurement: Supports child survival birth spacing activities. 120
Immediate Improvement of Primary Health Care: Supports efforts to strengthen primary health care. 0
Child Survival: Assists nationwide programs, through U.S. and local private voluntary organizations, 565
to reduce infant and child morbidity and mortality with child survival interventions including oral rehydra-

tion therapy, nutrition education and prevention and control of acute respiratory infections.

PVO Co-Financing: Supports private voluntary organizations to promote better health care, nutrition, 0
water supplies and improved sanitation.

FY91 Child Survival Grant to World Vision Relief and Development: Works with the Ministry of Health 225
and other private voluntary organizations, private practioners, and the community to provide health and

child survival services in selected peri-urban communities in Barahona Province.

Child Survival and Health: Supports Ministry of Health efforts to reduce infant and child mortality - 2376
focusing on key interventions to combat neonatal mortality-related problems, malnutrition, acute respi-

ratory infections, diarrheal diseases, and vaccine preventable diseases.

Water and Sanitation for Health Education: Assists rural communities install cost effective safe water 0
supplies and latrines to improve family health.
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Ecuador Cholera Control: Provides for procurement of packets of oral rehydration salts and technical assistance” 120 500 0 0 0
: i in support of a national cholera confrol program. : :

El Salvador Health and Jobs for Displaced Familles: Supports the Ministry of Health's program to prowde health 0 0 2071 0 0
and nutrition services for displaced and relocated families.
Health Systems Support: Assists the Ministry of Health with its efforts to increase child survival and 0 1040 0 0 - 0
related activities in local health systems nationwide, including the recruitment and training of community
health promoters. -
Rehabilitation Services: Supports rehabilitation activities through a local private voluntary organization, 0 750 . 0 0 0

Teleton Foundation (FUNTER), which provides technical assistance, training programs, and development
of prosthetic devices including services to handicapped children.

Family Health Services/Matemal and Child Health: Expands the activities of the nongovernmental family 0 705 0 0 0
planning service system and provides family planning and maternal/child health services to rural commu- ’ ‘
nities through the Salvadoran Demographic Association.

Community-Based Integrated Rural Development: In cooperation with the Ministry of Health, Save the 0 1380 . 0 0 0
Children Federation provides families in eastern and northern regious of the country with immunization, -
oral rehydration therapy, nutrition education, and potable water.

Maternal Heaith and Child Survivz! Services: Promotes preventive health and child survival services 3885 1000 0 0 500
through private voluntary organizations in r.ral areas where such services are weak or nonexistent.

Guatemala Expansion of Family Planning Services: In cooperation with indigenous piivate voluntary organizations 370 0 0 0 0
and the private sector, assists the Ministry of Health to integrate child survival interventions into
national family planning services.

Highlands Water and Sanitation: Provides water supply service, excreta disposal facilities and health 200 1371 0 ~0 0
education to 500 participating rural communities in the western highlands benefitting approximately
220,000 persons, including women and children.

Water and Sanitation: Works th.ough CARE at the community level in the western part of Guatemala to 0 30 0 0 0
support health post staff, community leaders and voluntary community heaith workers to distribute oral ‘

renydration salts packets and to conduct effective educational sessions in all targeted communities includ-

ing latrine construction and use.

Special Development Fund: Assists local organizations develop small water and sanitation programs to 0 9 0 0 0
improve health and child survival.

Giphans,/Displaced Children: Supports efforts to coordinate assistance to orphans and displaced children 0 300 0 0 0
*through priva:= and voluntary agencies, other international donofs and local organizations. ' .

FY91 Child Survival Grant to La Leche League: Carries out a breastfeeding promotion project in the peri 100 _ 0 0 0 0

urhah area of Guatemala City.

FY91 Child Survival Grant to Project Concern Interational: Extends the provision of health services to 700. 0 0 0 0

rural and urban municipalities along the border of Lake Atitlan addressing health problems such as acute

respiratory infections, vaccine preventable diseases, malnutrition, diarrheal disease, high risk births; and

vitamin A deficiency. .
FY91 Child Survival and Vitamin A Grants to Project HOPE: Works in the Department of Totonicapan 525 0 25 0 0

in the western Highlands, training village health workers and traditional birth attendants to deliver child
survival services, mcludmg vitamin A supplementation and nutrition education.

Haiti Special Development Activities: Assists local organizations develop small, self- h°lp commumty health . 0 1 0 0 0
: and potable water activities. )
Voluntary Agencies for Child Survivat: Pr0v1des techhical assistance to numerous local and US.private 3000 1660 125 0 0
voluntary organizations to strengthen their child survwal interventions including training health workers .
. and physicians.
Expanded Urban Health Services: Supports the Center for Development and Health, a local private vol- 1910 217 0 0 0

\ untary orgamzatxon to provide a wide range of child survival and other health services, especially the ~
expansion of vaccination coverage to mothers and children in low-income urban areas of Haiti.

FY91 Child Survival and Vitamin A Grants to World Vision Relief and Development: Provides assis- 3% - 0 20 0 0
tance toi improve the health services available, especially to women and children on the island of Gonave,
mcludmg activities to reduce vitamin A deficiency through nutrition education and supplementation.

Honduras Health Sector II: Supports the Ministry of Health to prowde comprehenswe health care services empha- 4352 0 0 0 0
‘ sizing child survival interventions and rural water and sanitation services. -
FY91 Child Survival Grant to La Leche League: Promotes increasing the rate and duration of breast- 100 0 0 0 0

feeding in the first six months of life through training health personnel and supporting local support
groups in San Pedro Sula and the Departments of Cortes, Santa Barbara, and Copan.

FY91 Child Survival Grant to Project HOPE: Works with the Ministry of Health in peri urban slums of 500 0 0 0. 0
Tegucigalpa to imcrease immunization coverage and other child survival activities using community health -
volunieers to promote an increased demand for preventive services.

Jamaica AIDS/STD Preventlon and Control: Supports efforts to preveat and control the spread of acquired ifnmu- 0 55 0 0 0
nodeficiency syndrome and other sexually transmitted diseases.

North Coast ‘Development Support: Information regarding child survival activities is not currently available. 0 654 0 \ 0.

.
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" Nicaragua

Peru

Regional

ROCAP

PVO Co-Financing: Supports private voluntary oréanizaﬁons,Working in community health, child sur- 2896
vival, orphan assistance, and emergency medicine. .

Expanded Program of immunization: Provides sunpon for the national immunization program targeting - 1219
women and children. ' \

FY91 Child Survival Grant to Project Concern Intemnational: Establishes a support system for delivering 275
child survival interventions to mothers and chlldren in the peri-urban bamo of Acabualinca in the city
of Managua.

FY91 Child Survival Grant to Adventist Development and Relief Agency: Works in three districts of 800
north-central Nicaragua to provide mothers and children with basic health services including increased
vaccination eoverage, promoting dietary management of diarrhea at the household level, growth monitor-

ing, and nutrition education.

FY91 Child Survival and Vitamin A Grants to Projeet HOPE: Extends hospital-based activities in Boaco 500
into the surrounding community focusing on.a mix of child survival interventions, including immuniza- :
tions, vitamin A supplementahon dlarrheal disease control control of pneumoma and promotion of good

" nutritional practices.

Narcotics Education and Public Awareness: Targets mothers and women of reproductive age with edu- 0
cational‘messages lhrough drug education and public awareness programs.

Strengthening Private Sector Health Institutlons: Strengthens the role of the private sector in improving 3025

child survival services through expanded training of private sector health professionals, operations re-
search through private institutions, and'support for social marketing activities through local orgamzatlons.

Accelerated Immunization il: Continues support to Pan American Health Organization for assistanceto 2000 .

countries in the region to control transmissiort of the polie virus and supports national immunization
efforts for six WHO-designated vaccine-preventable diseases including neonatal tetanus.

Program Development and Support: P?owdes desighi and evaluation support for health projectsin coun- - 13
tries of the region. : .

Intercountry Technology Transfer: Support lmprovements in dehvenng health and child survival inter- 592
ventions, including vitamin A research, in the advanced déveloping countries of the region.

Health & Nutritioh Technical Services Support: Supports health, child survival, vitamin A and other 3756
nutrition activities, HIV/AIDS prevention, and water znd sanitation services in the region. .-

Advanced Developlng Country Training: Provides resources for training professionals.in advanced devel 107
oping countrles for programs mcludmg health and child survival.

Partners in Development and Volunteerism: Pror ates hnkages between U.S. and local private and vol- 0
untary organizations for development activities in the region, including health and child survival.

Program Development and Suppert: Provides design and evaluation support for child survival and health 0
projects in the region.

INCAP lnstmctlonal Strengthening: Assxsts regional and natlonal msututlons strengthen nutrition train- 0
ing programs for policy makers, including health ofﬁcxals
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Near East Region

Egypt

: Jordan

.
Morocco

Yemen

v

Child Survival: Supports a nation- vvide child health program, including services and research related to 0

immunization, breastfeeding, growth momtormg, maternal health and nutrition, birth spacing, and acute
respiratory infections.

'-'amlly Health Services: Enhances the ability of thegovernment and nongovernmental orgamzatxons to . 0
improve the delivery of health services.

Population and Child Survival: Continues support for the Mijnistry of Health’s programs for immuniza- 2000

tion, control of diarrheal diseases, birth spacing, and nutrition through information campaigns and mobi-
lization of the private sector. '

Accelerated Cooperation for Child Survival: With assistance from the REACH and HEALTHCOM proj- \
ects, assists the Ministry of Health expand child survival activities in five governorates.

1000

Near East Subtotals ’ o : ) 2000

i¢00

Global

Matchlng Grants to PVOs: U.S. privste voluntary organizations implement hesl*h and child survival pro- 48

grams.in developing countries through matching grant funds.

Ocean Frelght Reimbursement for PVO Health Activities: U.S. private voluntary orgamzatmns are reim- 0
bursed for costs of shipping denated goods overseas for health and child survival projects.

PVO Vitamin A Support Grant to Helen Keller International: Technical assistance is provided to private 0
voluntary prganizations in the design, monitoring and implementation of vitamin A programs.

. Technical Support/Ctild Survival: Johns Hopkihs University, and other organizations provide technical 906

assistance, to private voluntary organizations in management and evaluation of child survival programs.

92
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"provide worldwide field and applied research support to improve maternal and neonatal care and preg-

PVO Child Survival Operations Program: Johns Hopkins University provides technical support in selec-
tion and management of child survival projects implemented through U.S. private voluntary agencies.

Child Survival Grant to Rotary Foundation: Worldwide immunization programs are supported with incre-
mental funding through a grant to Rotary Foundation International.

Foed Aid Institutional Development Support: Growth monitoring and maternal health activities associ-
ated with the USs food aid program are promoted worldwide. : ’

FAD: Growth momtormg and maternai nutrition through food aid programs worldwide continue to be sup-
ported through this project.

", Village Health Services: Selected studles and analyses addressing child survival issues are conducted as
problems are identified. . . N .

Integrated Studies and Systems: Comprehensive evaluations of health and child survival programs are
undertaken to monitor progress toward goals and objectives.

Information as a Tool in Development: Technicel and statistical information o child survival from
USAID and other donors is acquired, processed, and transferred to host country institutions and USAID

. missions to improve the planning and implementation of child survival programs.

Tropical Disease Research: The World Health Organization Social Program for Research and Training
in Tropical Diseases researches more effective methods for the diagnosis, treatment, prevention, and
control of six major tropical diseases, all of which affect children. -

Demographic and Health Surveys (DHS): The Institute for Resourcé Deve]opment assists countries

. il developing national capacities to collect and analyze demographic and health <lata through surveys

which provide information on the status of child survival interventions and infant and child mortality.

Health Resources Support: The U.S. Department of Health and Humaan Services, through an agree-
ment with USAID, provides technical support in 1mp1ementa(10n and evaluation of health and child sur-"
vival programs.

ORT Health Education and Long-term Planning (GRT HELP): Multiple ager.cies support information
exchange among developing country leaders and health providets on aspects of diarrheal disease control.

Vaccine Developinent and Health Research: The U.S. Department of Health and Human Services
implements programs to test and improve vaccines to combat childhood diseases st:ch as measles and
rotavirus.

Vector Biology-and Control: Medical Service Corporation International and associated organizations
provide technical assistance and applied field research in the areas of vector biology, epidemiology, and
operations for vector-borne disease control programs in developing countries.

Asia/Pacific Public Health Management Program: The University of Hawaii School of Public Health
lmplements a program of grants to schools of public health in the region to improve the defivery of
health services through applied research, technical assistance, and training of faculty

Child Survival Action Program-Support (CSAP-Support): Johns Hopkins Umversnty and other 1mple
menting agencies promote child survival programs through advisors and fellows, operztions support,
applied and evaluation research, and information management-and dissemination.

Applied Diarrheal Disease Research (ADDR): Harvard University supports country -specific applied

" research on priority diarrheal disease problems.

Bre_astfeedlng, Matemal and Neonatal Health and Nutrition: John Snow, ‘Inc. and other agencies

nancy outcomes.

Malaria Vaccine Field Studies: This project provides a venue, in agreemenf With host countries, to con-
duct fie]d studies for developing malaria vaccines capable of having a positive impact on malaria mor-
bidity and mortality, especially in children.

Technologies for Child Health (HEALTHTECH): Program for Appropriate Technology in Health

addresses critical needs in product development for child survival technologies, including more effec-
tive immunization technologies.

Technologles for Prlmary Health Care Il (PRITECH) Management Sciences for Health and other
cogperating agencies, serve as a central resource ior techmcal aSSIstance in implementing diarrheal
disease control programs worldwide.

Technica! Advisors in AIDS and Child Suivival (TAACS): Technical advisors recruifed from federal
and state agencies and schools of public health, in cooperation with the U.S. Department of Health and
Human Services, assist-in implementing child survival programs.

* Water and Sanitation for Health Ill (WASH): Camp Dresser and McKee International Inc. and a consor-

tium of other specialized organizations provide technical assistance on a broad range of services to help
plan, implement, and evaluate environmental, rural and urban water and sanitation programs.

Health Financing and Sustalnabllity (HFS): Abt Associates, Inc. and other implementing agencies pro-
vide technical assistance, conduct applied research and dlssemmate information orrhealth care financ-
ing and sustainability issues. . -

Malaria Vaccine Research % Development: Multiple organizations support the development of vaccines
against human malaria to impact malaria morbjdity and mortality, especially in children.
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- Global Resources for Child Heatth Il (REACH): John Snow, Inc. provides expertise for immunization, including 2735 \1000 0 0 0
participation in the special measles initiative, and acute respiratory infection programs through opera- ’
tions research, cost analysis, and disease surveillance.

NURSECARE: The MEDEX program of the University of Hawaii School of Medicine trains nurses in the 750 0 0 0 0
delivery of child survival and maternal health services through primary health care programs in Africa -
and Latin America. - . . _

~ Communication and Marketing for Child Survival Il (HEALTHCOM): The Academy for Educational 2977 1080 0 0 0

Development provides worldwide field support for communication and soc” .narketing efforts in the
health sector to increase the use of child survival interventions such as or-  hydration therapy and
immunization, including the special measles initiative.

Supply, Promotion and Production of ORT (Project SUPPORT): Program for Appropriate Technology 220 0 0 0 0

in Health provides technical assistance for promotmg wcal manufacturmg, quality control and distribu-
tion of oral rehydration salts through the private sector.

Diarrheal Disease and Research and Coordi.-ation: The World Health Orsanization and International 2550 0 0 0 0
Center forDiarrhoeal Disease Research, Bar gladesh support research, training, and information
_ dissemination on control and treatment of diarrheal diseases.

Data for Decision Making in the Health Gector (DDM): Harvard Institute for International Develop- 1000 0 0 0. 0
ment and associated institutions provicie technical assistance to developing countries to make better use
of data collected by the health and other sectors for decision and policy making purposes resulting in
better allocation of health resources.

Applied Research and Child Survival Services (ARCSS): The Center for Human Services, with other 0 1320 0 0 0
cooperating agencies, undertakes applied research to improve the cost-effectiveness and quality of health
care, particularly child survival services, including the special measles initiative.

Functional Implications of Marginal Malnutrition: A Collaborative Research Support Program (CRSP) 0 41l 0 0 0
provides information on the effect of marginal food intake on human performance in developing countries.
Food and Nutrition Monitoring and Support: International Science and Technology Institute, Interna- 326 250 741 0- 0

tional Food Policy Research Institute, and the University of Arizona promote the integration of human
food consumption and nutrition considerations in development policies, programs, and projects.

Nutrition Education and Socia! Marketing Field Support: The Academy for Educational Development 0 300 100 0 0
supports host country efforts to design, implement and evaluate nutrition education programs. .
Combatting Iron Deficiency: The Nutrition Foundation and Kansas University support efforts to reduce 50 0 -0 0 0

the incidence of iron-deficiency anemia in mothers and children.

Vitamin A for Health: Private voluntary organizations, research foundations, and other implementing 0 0 3624 . 0 0
agencies conduct research activities, provide service delivery and technical assistance on the prevention ’
of vitamin A deficiency.

Women and Infant Nutrition: A Family Focus (WIN): WELLSTART and other cooperatmg agencies pro- 1679 431 515 0 0
vide an integrated package of appropriate feeding services and technical assnstance to improve the nutri- i
. tional status of women, infants, and children.

Food Technology and Enterprise for Development: This project will create or adapt existing food pre- 0 0 72 0 0
cessing and marketing technologies to increase the quantity, nutritional quality, safety, and affordability
of foods consumed by malnourished women and children in selected developing countries. ~

Training Evaluation and Support Services: This project provides vital links among missions, participants, 0 315 -0 .0 0
training providers, and the American host community. )
Small Projects Assistance: Peace Corps volunteers carry out oral rehydration therapy and immunization 0 400 0 -0 0
activities through small assistance grants.
HBCU Research Grants; Historically Black Colleges and Universities support biomedical and operational 0 782 0o - 0 0
research activities related to child survival initiatives, mcludmg immunization and diarrheal disease
control. 7 ,
A.L.D. Istael Cooperative Development Research: Israeli research, technical assistance and training . 0 1000 0 0 0
address a range of development activities, including immunization for health and child survival. .
Eastern Europe Region: The Bureau reports child survival actmty as part of emerging and humanitarian 0 3424 0 0 125
assistance.
Global Subtotals ) ) - 7 32476 20755 8991 776 125"
Grand Totals . ~ 966381 661002 14773 541413 19474

.

N.b. Amounts listed are estimates that are attributed to child survival, but may be a small proportion of project tbtals.
1. In addition, $1,283,000 of Child Survival Fund allocations were reserved for earmarked non-child survival activities in Cambodia and Lebanon.

2. Includes the following accounts: Education: $1,195,000 for Indonesia, El Salvador and one Global project. Selected Development: $3,242,000 for Indonesia,
"Philippines, Bolivia, Guatemala, Haiti, Jamaica, LAC Regional, Peru andtwo Glebal projects. Special Assistance Initiative: $3,759,000 for the Philippines and Eastern
Europe Region.

3. Includes the following accounts: Selected Development: $1,175, 0()0 for Ethiopia, Madagascar and Mozaml)lque Sahel: $250,000 for Senegal.
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U.S. Private Voluntary

Organizations

¢ Adventist Development and Relief
Agency

+ African Medical and Research
Foundation

+ Africare
¢ Aga Khan Foundation/USA
# Andean Rural Health Care

¢ Association for Voluntary Surgical
Contraception

¢ CARE )
# Catholic Relief Services

@ Centre for Development and
Population Activities

« CHILDHOPE

¢ Christian Service Society

& Church World Service

. Coordinat\ion in Development Inc.

° Espéranca‘lnc.

¢ Experiment in International Living
¢ Eye Care International

+ Food for the Hungry International

. # Foundation for the Peoples of the
South Pacific

& Freedom from Hunger Foundation
¢ Health Volunteers Overseas

# Helen Keller International

¢ International Child Care Inc.

+ International Eye Foundation

¢ International Medical Corps

& La Leche League International

¢ Medical Assistance Program
International

+ Minnesota International Health
Volunteers

+ National Council for International
Health

+ Pan American Development
Foundation

¢ Parents Resources Institute for
Drug Education

¢ Pathfinder Fund
# PLAN International
¢ Population Services International

¢ Program for Appropriate Technol-
ogy in Health

e Project Concern International

# Project HOPE
# Rotary International

& Salvation Army World Service
Organization

# Save the Children Federation
# World Relief Corporation

+ World Vision Relief and Devel-
opment

U.S. Universities

¢ Atlanta University

¢ Boston University

¢ Case Western Reserve University
¢ Charles R. Drew University

¢ Clark Atlanta University

& Cleveland State University

4 Columbia University

4 Emory University

¢ Florida A&M University

_ #Florida State University

¢ Georgetown University
+ Hannemann University
¢ Harvard University:
& Howard University
# Jackson State University '

) ¢ Johns Hopkins University
« Kansas University
4 Lincoln University
& Meharry Medical College
¢ Michigan State University
¢ Morehouse College
¢ Morgan State University
¢ New York University
¢ Purdue University
o Rutgers University
# State University of New York
+ Tennessee State University
# Texas Southern University
# Tufts University

- ¢ Tulane University
¢ Tuskegee University

¢ Uniformed Services University
for Health Sciences

# University of Arizona

& University of California

# University of Hawaii

# University of Illinois

& University of Maryland

# University of North Carolina
# University of Pennsylvania

¢ University of South Alabama

¢ University of Southern California
& University of Virginia

# Virginia Polytechnical Institute
¢ Xavier University of Louisiana

i}
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The group of USAID-assisted countries in-
cludes all countries receiving USAID as-
sistance for health activities at some time
during the ¢hild surviva! injtiative.

Project-specific information is drawn from

the 1991 Health and Child Survival Project

Questionnaires and other reparting docu-
ments such as annual reports and evalua-
tion reports submitted by USAID-funded
projects. .

Mortality and population data do not re-
flect the impact of the HIV/AIDS epidem-
ic except where noted.

Global and regional aggregates for infant

and under five mortality, immunization
coverage, use of oral rehydration therapy

(ORT). and access 1o oral rehydration -

salts (ORS) for emphasis countries, US-
AlD-assisted countries, anddeveloping
countries are calculated from individual
country values extracted from the USAID
Health Information System, CIHI/ISTI.
The system retrieves data from a number
of primary sources including the Esti-
mates and Projections Section of the Pop-
ulation Division of the Department of In-
ternational Economic and Social Affairs,
the United Nations; the World Health Or-
ganization (WHQ); the Center for In-
ternational Research of the U'.S. Depart-
ment of Commerce Bureau of the Census;
Démographic and Health Surveys of the
Institute for Resource Development/Mac-
ro Systems, Inc.: the USAID Missions:
and other cooperating agencies of USAID.
The numbers appearing in some of the
bar graphs and pie charts are rounded to
the nearest whole number while the
graphs are drawn to include fractional

- parts of numbers. Thus, two “bars” or
“slices” may appear to be of different sizes
while the numbers attributed 1o those
“hars” ar “slices” may be the same.

Graphs'and Figures

Giobal Fact Sheet

“Under 5 Deaths Averted by EPI” - WHO/
EPI/CEIS/91.1

“Killers of Children Under 5" - Estimates
provided by WHO/CDD, 1991.

“Child Survival Funding FY91" - USAID
Health Information System, CIHI/ISTI,
March, 1992. Note: Funds from the Popu-
lation Account and Public Law 480 are not
included. The category Other Child Sur-

_vival (OCS) is derived from the sum of the
child survival portion of the following
health activities: water and sanitation for
health, malaria, other disease control,
acute respiratory infections, and health
systems development, including health
care financing.

Essay and Regional Summaries

“Impact of Vaccination” - Michael A. Koe-
nig. “Mortality Reductions from Measles
and Tetanus Immunization: A Review of
the Evidence.” A paper prepared for the
Johns Hopkins Institute for International
Programs/World Bank Seminar on Child
Health Priorities in the 1990s, Baltimore,
MD, 1991.

“Missed Opportunities” - USAID and U.S.
Department of Health and Human Ser-
vices. Africa Child Survival Initiative-Com-
batting Childhood Communicable Diseases,

3
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1990-1991 Preliminary Technical Annual
Report. Atlanta, GA: Centers for Disease
Control, 1991.

Population Pyramids - Data providéd by
the Center for International Research of
the U.S. Department of Commerce Bu-
reau of the Census, 1991

Urbanization Graphs - Ellen Jamison.
Wagld Population Profile: 1989. Washing-
ton DC: U.S. Department of Commerce
Bureau of the Census, 1989.

“Chloroquine Resistant Malaria Spreads
Through Africa”-Centers for Disease Con-
trol. Health Information for International
Travel, 1991. HHS Publication No. (CDC)
91-8280. Atlanta, GA: US. Department of
Health and Human Services. Public
Health Service, 1991.

“1991: Adjusted Impact of AIDS on Under
5 Mortality” - Note: Data provided by the
Ceater for International Research of the
U.S. Department of Commerce Bureau of
the Census. The under 5 mortality rates
adjusted for the impact of HIV/AIDS are
derived from a simple model currently un-
der development by the U.S. Department
of Commerce Bureau of the Census; AIDS

"Division, Bureau for Research and Devel

opment, USAID: and CIHI/ISTL The
model incorporates assumptions regard-
ing the transmission rates from mothers
to their children and the subsequent mor-

" tality rates of those children born with the

disease. The assumptions are based on
the best available data from studies re-
ported in the literature. Where data are
available, prevalence rates are based on
surveys of pregnant women in urban ar-
eas and in rural areas. Where surveys are
available in urban areas only, rates in rural
areas are assumed 1o be a fraction of those
in urban areas. The impact of AIDS on
<hild survival is most striking in those
countries where the majority of births oc-
cur among women living in high preva-
lence urban areas (Zambia) or where the
prevalence is high in both rural and urban
areas (Uganda).

Fact Sheets

Vaccination Coverage Graphs are based
on three year averages. Where data were
not available for all three years, the aver-
age or single figure was used for the three
year period.

Definitions

Demographbic indicators

Total Population: The mid-year estimate
of the total number of individuals in a
country. . .

Life Expectancy at Birth: An estimate of

, \

the average number of years a newborn
can expect to live. Life expectancy is com-
puted-from age-specific death rates for a
given year. It should be noted that low life
expectancies in developing countries are,
in large part, due to high infant mortality.
Children Under Age 1: The mid-year esti-
mate of the total number of children un-
der age one.

Annual Infant Deaths: An estimate of the -

number of deaths occurring to children
under age one in a given year,

Infant Mortality Rate (IMR): The estimat-
ed number of deaths in infants (children
under age one) in a given year per thou-
sand live births in that same year. An IMR
may be calculated by direct methods
(counting births and deaths),or by indi-
rect methods (applying well-established
demographic models).

Under 5 Mortality Rate: The estimated
number of children born in a given year
who wi]l die before reaching age five per
thousand live births in that same year.
The under 5 mortality rate may also be

- calculated by direct or indirect nethods.
Matemal Mortality Ratio: The estimated .

number of maternal deaths per 100,000
live births where a maternal death is one
which occurs when a woman is pregnant
or within 42 days of termination of preg-

nancy from any cause related to or aggra-

vated by the pregnancy or its management.
Although sometimes referred to as a rate,
this measure is actually aratio because
the unit of measurement of the numerator
(maternal deaths) is different than that of
the denominator (live births). The mea-
sure would be a rate if the units were the
same. Extremely difficult to measure, ma-
ternal mortality can be derived from vital
registration systems (usually underesti-
matéd), community studies and surveys

+ (requires very large sample sizes) or hos-

pital registration (usually overestimated).

Total Fertility Rate: An estimate of the av-
erage number of children a woman would
bear during her lifetime given current ag
specific fertility rates. :

Child Survival Indicators

ORS Access Rate: An estimate of the pro-
portion of the population under age five
with: reasonable access to a trained provid-
er of ORS who receives adequate supplies.
This is a particularly difficult indicator to
measure; therefore, it may fluctuate dra-
matically from year to vear as improved
methods of estimation are devised.

ORT Use Rate: An estimate af the propor-
tion of all cases of diarrhea in children un-
der age five treated with ORS and/or a
recommended home fluid. ORT u$e may
be determined using administrative means
or surveys. In general, administrative esti-
mates are based on estimates of the num-
ber of.episodes of diarrhea in the target
population for a given year and the quanti-
ty of ORS available. Thus, the changes in
the estimates of the frequency of diarrhea
episodes can alter the ORT use rate as
well as "real” changes in the pattern of use.
Surveys are more precise in that they fo-
cus on actual behavio: of mothers in treat-
ing diarrhea during the two week period
prior to the survey.

Adequate Nutritional Status: An individu-

al child of a certain age is said to be ade-

quately nourished if his/her weight is
greater than the weight corresponding 10
“two Z-scores” (iwo standard deviations)

below the median weight achieved by chil-

dren of that age. The median weight and,
the distribution of weights around that

median in a healthy population are taken

from a standard established by the Nation-
al Center for Health Statistics, endorsed
by WHO. The indicator for the population

as 2 whole is the proportion of children 12

through-23 months of age who are ade-

quately nourished.

Appropriate Infant Feeding: A composite

_ eStimate of the proportion of infants (chil-

dren under age one) being breastfed and
receiving other foods at an appropriate
age according to the following criteria:
breastfed through infancy withg bottle-
feeding, exclusively breastfed through
four months (120 days) of age, and receiv-
ing other foods if over six months of age
(181 days). Water is not acceptable int the
first four months (120 days). ORS is con-
sidered acceptable at any age. Surveys are
the only source of data to formthis indica-
tor. Surveys yield an estimate of how many
infants are being fed correctly at the mo-
ment of the survey. They do not give an in-
dication of the proportion of individual chil
dren fed appropriately throughout their
first year of life.

The breastfeeding indicators listed below
have been recalculated in 1992 from the
original data sources according to the def-
initions developed by the WHO Working
Group on Infant Feeding.

Exclusive Breastfeeding: An estimate of

. the proportion of infants less than four

months' (120 days) of age who receive no
foods or liquids other than breast milk.

.Complementary Feeding: An estimate of

the proportion of infants six to nine months
of age (181 to 299 days) still breastfeeding
but also receiving complementary wean-
ing foods. .

Continued Breastfeeding: An estimate of
the proportion of children breastfed for at
least one year. In this report, all values pre-
sented for this indicator are the proportion
of children 12 to 15 months of age at the
time of the survey still receiving breast
milk.

Contraceptive Prevalence Rate: An esti-
mate of the proportion of women, aged 15
through 44, in union or married, currently
using a modern method of contraception,
unless otherwise noted.

Vaccination Coverage in Children: An es-
timate of the proportion of living children
between the ages of 12 and 23 months
who were vaccinated before their first
birthday - three times in the cases of po-
lio and DPT (ditheria, pertussis and teta-
nus) and once for both measles and BCG

« (tuberculosis). Vaccination coverage rates

are calculated in two ways. Administrative
estimates are based on reports of the num-
ber of vaccines administered divided by
an estimate of the pool of children eligible
for vaccination. Survey estimates are based
on sample surveys of children in the tar-
get age group and may or may not include
children without vaccination cards whose
mothers recall that their children had
been vaccinated.



Vaccinatlon Coverage in Mothers: An es-
timate of the proportion of women in a giv-
_ entime period who have received two dos-
es of tetanus toxoid during their pregnan-
cies. Currently under worldwide review,
this indicator is being changed to account
for the cumulative effect of tetanus toxoid
boosters. A woman and her bahy are pro-
tected against tetanus wh'-n a mother has

had only one or, perhaps. uo boosters dur-
" ing a given pregnancy o iong as the wo-
man had received the appropriate number
of boosters in the years preceding the preg-
narcy in question (The appropriate num-
ber of boosters required during a.1y given
pregnancy varies with the number re-
ceived previously and the time elapsed),
“the revised indicator is referred to as TT2+.
Rates are computed using administrative
methods or surveys.

DPT Drop-Out: An estimate of the propor-
tion of living children between the ages of
12 and 23 months who received at least
one DPT vaccination but who did not re-
ceive the entire series of three vaccina-
tions before their first birthdays.

Other Heaith Indicators

Urban Water Supply Coverage: An estimate
of the proportion of all persons living in ur-
ban areas (defined roughly as population
centers of 2.000) or more persons) who live

within 200 meters of a stand pipe or foun-

tain source of water.

Rural Water Supply Coverage: An estimate
of the proportion of all persons not living
in urban areas with a source of water close
enough to home that family members do
not spend a disproportionate amount of
time fetching water.

Urban Adequate Sanitation Supply Cover-
age: An estimate of the proportion of all
persons living in urban areas with sanita-
tion service provided through sewer sys-
tems, or individual in-house or in-com-
pound excreta disposal facilities (latrines).

Rural Adequate Sanltation Coverage: An
estimate of the proportion of ali persons

not living ig urban areas with sanitation
coverage provided through individual i,
house or incompound excreta disposal fa-
cilities (latrines).

HIV-1 Seroprevalence -Urban: An estiméte

of the proportion of all persons (pregnant

women, blood donors, and other persons
with no known risk factors) living in urban
areas infected with HIV-1, the most viru-
lent and globally prevalent strain of the
human immunodeficiency virus.

HiV-1 Seroprevalence - Rural: An estimate
_of the proportfon of all persons living in ru-

ral areas infected with HIV-1.

Deliveries by Trained Attendants: An esti-

mate of the proportion of deliveries attenc-

ed by at least one physician, nurse, mid-

wife, or trained traditional birth attendant.

Sources and Comments

Each year, data on the child survival indi-
cators are collected from USAID missions
on the Mission Response Form (referred
to as MRF with the given yearj dissemi-
nated along with the above mentioned
questionnaires.

Another major source of information is
the Demographic and Health Surveys (re-

/

ferred to as DS with the year of the sur-
vey), Institute for Resource Development/
Macro Systems, Inc.

Demographic Indicators: The primary,
and unless otherwise noted, source for the
demographic indicators is World Popula-
tion Prospects: 1990 U.N. Tape #PR0206,
(referred to as WPP) prep-red by tl.. Esti-
mates and Projections Section of the Pop-
ulation Division of the Department of In-
ternational Economic and Social Affairs,
United Nations. The source for Under 5
Mortality data, unless otherwise noted, is
Mortality of Ci.. Iren Under Age 5: World
Estimates . | Projections, 1950-2025, ST/
ESA/SER.A/105, 1988 published by the
same ‘xction {(also referved to as WPP).

Vaccination Coverage: The primrary, and
unless otherwise noted, sources for vacci-
nation coverage data are the annual re-
ports of the Expanded Programme on Im-
munization of WHO (referred to as WHO).

ORT: The primary, and unless otherwise
noted, sources of data on ORT, both access
and use, are the annual reports of the Di-
arrheal Disease Control Programme of
WHO (referred to as WHO). An advanced
copy of the indicators to be published in
the next report was provided by that pro-
gram. These data are provisional and sub-
ject to chanee.

Maternal Mortality and Deliveries -by

-Trained At*tendants: The primary, and un-

less otherwise noted, source of data on ma-
ternal mortality and on the percentage of
deliveries performed by a trained atten-
dant is the WHO Publication, Maternal
Montality. A Global Factbook (referred to as,

© WHO/MCH/MSM/913).

HIV/AIDS: All HIV seroprevalence data is
drawn from the HIV/AIDS Surveillance
Database, compiled by the Center for In-
ternational Research, U.S. Department of
Commerce Bureau of the Census. The re-
ported prevalences are the results of the
latest surveys in populatinns without spe-
cial risk factors.

Water and Sanitation: Water and Sanita-
tion data come primarily from two sources,
a data diskette provided by WHO (referred

- to as WHO Diskette, 10/29/91) and field

reports of the USAID) supported Water and
Sanitation-for Hea.ch project (referred to
as WASH).

Kenya

Demographic indicators: Populaiion and
Infant Mortality - the 1989 Census, as yet
unpublished, reported in MRF-90. Chil-
dren Under Age 1 and Annual Infant Deaths
- derived from WPP and 1989 Census data.
Maternal Mortality - community study in a
rural district cited in WHO/MCH/MSM/
91.3. Total Fertility - DHS, 1989. Child Sur-
vival Indicatars: ORT Use, Nutrition, Con-
traceptive Prevalence, and DPT-Drop-out -
DHS, 1989. TT2 - 1989 National Immuniza-
tion Survey cited in MRF-90. Other Health
Indicators: Water and Sanitation - WASH.
Deliveries/TA - DHS, 1989.

Malawi

Demographic indicators: Maternal Mor-
tality - survey using the sisterhood meth-
od in a densely populated district citzd in
WHO/MCH/MSM/9} 3. Child Survival
Indicators: ‘Adequate Nutritional Status -

The _.ational Sample Survey of Agricul-
ture, 1980/81, National Statistics Office,
Zomba, Vol. 111, 1984 recorded in the WHO
Anthropometry Database. Contraceptive
Prevalence (15-49) - unpublished 1984
Family Formation Survey cited in USAID/
Malawi cable 00015 dated 1/89. Other
Health Indicators: Water and Sanitation -
WASH.

Mali .
Demographic Indicaters: Population - Di-
rection Nationale de la Statistique et de I'ln-
farmatique, based on 1987 census. cited in
MRF-91. Children Under Age 1 and Annu-
al Infant Deaths - derived from WPP and
DHS, 1987. Infant Mortality - "5, 1987
(Note: Taking the DHS data into account,
the U.S..Bureau of the Census has recal-
culated the IMR for Mali using indirect
methods as 116/1,000 for 1990). Under 5
Mortality and Total Fertility Rate - DHS,
1987. Maternal Mortality - civil registra-
tion citea in WHO/MCH/MSM/91.5.
Child Survival Indicators: Nutrition - DHS,

. 1987. Contraceptive Prevalence - Family

Planning Logistics Management Project
cited in MRF-91. Vaccination Coverage for
Children - National Survey, March 1991
cited in MRF-91. TT2 and DPT Drcp-Out -
Rapport D'Evaluation De La Couverture
Vacctavle 4u Mali, MSP-AS, UNICEF,
PNUD/OMS, Bamako, February, 1990 cit-
ed in MRF-90. Other Health Indicators:
Water and Sanitation - WASH. Deliveries/
TA - DHS, 1987.

Niger

Demographic Indicators: Population and
Infant Mortality - extrapolations from the
1988 Census cited in MRE-91. Life-Expec-
tancy and Under 5 Mortality - BUCEN/CIR.
Ckhildrer; Under Age 1 and Annual I:fant
Deaths - derived from WPP and 1988 Cen-
sus data. Maternal Mortality-- paper pre-
sented at 1989 conference cited in "WHO/
MCH/MSM/ 91.3. Child Survival indica-
“tors: Adequate Nutritional Status - Le Sys-
téme de Santé et la Politique de Développe-
ment Sanitaire au Niger, May 1989 cit-
ed in MRF-90. Contraceptive Prevalence
(method and age group unspecified) -
midterm evaluation of the USAID-funded
Family Health and Demographic Project
cited in MRF-91. Other Health indicators:
Water and Sanitation - WASH.
Nigeria
Dewnographic Irdicators: Maternal Mor-
tality - WHO Regional Bureau cited in
WHO/MCH/MSM/91.3. Child Survival
Indicators: ORT Use, Contraceptive Prev-
alence (1549), and Vaccination Coverage
for Children - DHS, 1990. Other Hea!th In-
dicators: Water and Sanitation - WASH.
Deliveries/TA - DHS, 1930

Senegal

Demographic Indicators: Maternal Mor-
tality - study of 24 villages cited in WHO/
MCH/MSM/91.3. Child Siivival indica-
tors: Nutrition and Contraceptive Preva-
lence - DHS, 1986. Other Health Indica-
tors: Water and Sauitation - WASH. Deliv-
eries/TA - DHS, 1986.

Sudan

Demographic Indicators: Maternal Mor-
{ality - citation from article in Arab Medical

Journal cited in WHO/MCH/MSM/ 91.3.

Total Fertility - DHS, 1989/99. Chiid Sur-
vival Indicators: ORT Use, Nutrition, Con-
traceptive Prevalence, and Vaccination
Coverage for Children - DHS, 1989/90. Oth-

-er Health Indicators: Water and Sanitation

-WASH. Deliveries/TA - DHS, 1989/90. ‘
Zaire

Demographic Indicators: Maternal Mor-
tality - institutional rate cited in WHO/
MCH/MSM/91.3. Child Survival Indica-
tors: standard sources. Other Health Indi-
cators: Water and Sanitation - WASH.
Bangladesh -

Demographic Indicators: Maternal Mor-
taliry - study of 149 villages in one region
cited in WHO/MCH/MSM/91.3. Total
Fertility - Bangladesh Fertility Survey,
1989 cited in MRF-90. Chiid Sun-ival Indi-
cators: Adequate Nutritional Status - Na-
tional Survey. 1989 conducted by the Ban-
gladesh Bureau of Statistics and UNICEF.
Contraceptive Prevalence (women under
50) - Contraceptive Prevalence Survey, 1989
reported by USAID/Bangladesh. Vaccina-
tion Coverage - National EPI Coverage
Survey, February 1991 (DPT Drop-Out -
WHO). Other Health Indicators: Water
and Sanitation - WHO Diskette, 10/29/91.
Deliveries/TA - WHO/EB83/ 2 Add. 1,
1988 cited in WHO/MCH/ MSM/91.3.

India .

Demographic Indicators: Maternal. Mor-
tality - WHO Regional Health Information
Bulietin cited in WHO/MCH/MSM/91.3.

Child Survival Indicators: Contraceptive
Prevalence \age unspecified) - Family Plan- -

“ning Practices in India: Third \ll India

Survey cited in MRF-90. Oti.2r Health In-
dicators: Water and Sanitation - WHO Dis-
kette, 10/29/91. Deliveric/TA - World
Health Statistics Annual - Vital Statistics
and Causes of Deaty cited in WHO/MCH/
MSM/91.3.

Indonesia -

Demographic Indicators: Total Populatjon
- Census done by the Ceniral Bureau Of
Statistics (BPS), 10/90 cited in MRF-90.
Children Under Age 1 and Annual Infant
Deaths - derived from WPP and Census
data. Maternal Mortality - Indonesian Mid-
wives Association cited in WHO/MCH/
MSM/91.3. Total Fertility - DHS, 1991.
Child Survival Indicators: ORT Use, Nutri-
tion, Contraceptive Prevalence (15-49),
and Vaccination Coverage - DHS, 1991.
Other Health Indicators: Water and Sani-
tation - WHO Diskette, 10/29/91. Deliver-
ies/TA - DHS, 1991.

Nepal

Demographic Indicators: Maternal Mor-
tality - WHO 1986 Regional Information
Bulletin cited in WHO/MCH/MSM/91.3.
Child Survival Indicators: Contraceptive’
Prevalence (methods and age unspecified)
- surveys don~ by the Mimistry of Hiaith
and New Era reported by USAID/Nepal.
Other Health Indicators: W_afer and Sani-
tation - WHO Diskette, 10/29/91. Deliver-
ies/TA - WHO/ EB83/2 Add. 1, 1988 cit-
edin WHO/MCH/MSM/91.3.

Pakistan

Demographic indicators: Materna! Mor-
tality - National Demographic Susvey us-
ing the sisterhood method cited in WHO/

Y



MCH/MSM/91.3. Total Fertility - DHS,
1990/91. Chiid Survival Indicators: ORT
Use, Contraceptive Prevalence (15-49),
and Vaccination Coverage - DHS, 1990/91
(Note: The results of a national EPI review
in Pakistan in 1991 were substantially dif-
ferent from the DHS results: BCG - 98%;
VPTS - 96%: Measles - 97%; Polio3 -96%;
and TT2 - 87% with 86% of all children fully
vaccinated.). Nutrition - National Nutrition
Survey, 1985-1987 carried out by the Gov-
ernment of Pakistan cited in MRF-89. Oth-
er Health Indicators: Water and Sanita-
tion - WHO Diskette, 10/ 29/91. Deliver-
ies/TA- DHS, 1990/91.

Egypt _
Demographic Indicators: Total Popula-
tion, Infant Mortality, Under 5 Mortality -
Central Agency for Population Mobiliza-
tion and Statistics (CAPMAS), 1989 cited
MRE-90. Children Under Age 1 and Annu-
al Infant Deaths - derived froin WPP and
CAPMAS. Maternal Mortality - study in
three governates in upper Egypt reported
in unpublished document WHO/FHE/
PMM/85.9.18 cited in WHO/MCH/
MSM/91.3. Total Fertility - DHS, 1988.
Child Survival Indicators: Nutrition and
Contraceptive Prevalence - DHS, 1988. Vac-
cination Coverage - clinic-based monthly
reporting to the Ministry of ‘Health for
7/90 to 6/91 cited in MRF-91. DPT Drop-
Qut - 1990 coverage survey .ited in Annu-
al Report, 1991, UNICEF Egypt. Other
Health Indicators: Water and Sanitation -
WHO Disk- ette, 10/29/91. Deliveries/TA
- DHS. 1988

Morocco

Demographic Indicaters: Children Under
1 and Annual Infant Deaths - derived from
WPP and DHS. 1987. Infant Mortality, Un-
der 5 Mortality, and Tptal Fertility - DHS,
1987. Maternal Mortality - paper present-
ed at 1978 conference cited in WHO/
MCH/MSM/91.3. Child Surviva! Indica-
tors: ORT Use - MOPH/WHO cited in

- MRE-91. Nutrition, Contraceptive Preva-
lence, and DP7" Drop-Out - DHS, 1987.
Vaccination Coverage for Children - 1991
MOPH Coverage Survey cited in MRF-91.
Cther Health Indicators: Water and Sani-
tation - WHO Diskette, 10/29/91. Deliver-
ies/TA - DHS, 1987.

Yemen

Demographic Indicators: Total Popula-
tion, Life Expectancy at Birth, Children
Under Age 1, Annual Infant Deaths, Infant
Mortality, and Total Fertility - The Central
Planning Crganization (YARG) cited in
the MRF-89 and USAID/Yemen facsimile
967-2-251578 (Note: These figures are
based on a reanalysis of recent census
data). Maternal Mortality - small commu-
nity study cited in WHO/MCH/MSM/
91.3. Child Survival Indicators: Contracep-
tive Prevalence (methods and age unspec-
ified) - YARG and the Population Strategy
Team cited in USAID/ Yemen facsimile
967-2-251578. Other Health Indicators:
Water and Sanitation - WHO Diskette, 10/
29/91. Deliveries/TA - World Health Statis-
tics Annual - Vital Statistics and Causes of
Death cited in WHO/MCH/MSM/91.3.

Bolivia
Demographic indicators: Infant Mortality
- standard source (Note: The DHS, 1989

reports an IMR of 96), Maternal Mortality
- estimate put forth by the Government of
Bolivia (Note: A figure of 609 appears in
the Regional Plan of Action for the Reduc-
tion of Maternal Mortality in the Americas,
Document No. CSP23/10. XXIII Pan
American Sanitary Conference cited in
WHO/MCH/ MSM/91.3). Child Survival
Indicators: ORT Use, Nutrition, Contra-
ceptive Prevalence (15-49), and DPT
Drop-Out - DHS, 1989. Other Health Indi-
cators: Water and Sanitatiun - WHO Dis-
kette, 10/29/91. Deliveries/TA-DHS. 1439,

Dominican Republic

Demographic Indicators: .viaternal Mor-
tality - a Pan Ameri: an Health Organi-
zation (PAHQ) report cited in WHO/
MCH/MSM/$1.3. Child Survival Indica-
tors: Nutrition and Contraceptive Prev-
alence - DHS, 1986. DPT Drop-Out - PAHO
facsimile, 12/19/91. Other Health Indica-
tors: Water and Sanitation -WHO Diskette,
10/29/91. Deliveries/TA-DHS, 1986.

Ecuador

Demegraphic Indicators: Children Under
1 and Annual Infant Deaths - derived from
WPP and Rutstein, et. al. Infant Mortality -
Rutstein, S., A. Fermho, and A. Crespo,
Child Survival in Ecuador, A Report to the
USAID Mission in Ecuador, November,
1987. Maternal Murtality - Regional Plan of
Action for the Reduction of Maternal Mortal-
ity in the Asmericas, Document No.
CSP23/10, XX1II Pan American Sanitary
Conference cited in WHO/MCH/MSM/
91.3. Total Fertility - preliminary resuits
from Encuesta Nucional Demogrdfica y de
Mortalidad Materno y Infantil, 1989 re-
ported by USAID/Ecuador. Child Survival
tndicators: Nutrition - DHS, 1987, \a. -
quate Nutritional Status - National Nutri-
tion Survey, 1987, Ministry of Health. Con-
tra eptive Prevalence {15-49) - preliminary
results from Encuesta Nacional Demografi-
ca 'y de Mortalidad Materno y Infantil, 1989
as reported by USAID/ Ecuador. TT2 -
EPI National Program Monitoring System
reported in a 1990) Health and Child Sur-
vival Project Questionnaire. DPT Drop-
Out - PAHO facsimile, 12/19/91. Other
Health Indicators: Water and Sanitation -
WHO Diskette. 10/29/91. Deliveries/TA -
DHS, 1987.

El Salvador

Demographic Indicators: Maternal Mor-
tality - estimate put forth by the Govern-
ment of El Salvador (Note: A figure of 300
appears in the Regional Plan of Action for
the Reduction of Maternal Mortality in the
Anmericas, Document No. CSP23/10, XXIII
Pan American Sanitary Conference cited
in WHO/MCH/MSM/91.3). Child Sus-
vival Indicators: ORT Use and Contracep-
tive Prevalence - Family Health Survev,
1988. Nutrition - Evaluacion de la Situacion
Alimentaria Nutricional en El Salvedor.
DPT Drop-Out-PAHO facsimile, 12/19/91.
Other Health Indicators: Water and Sani-
tation - WASH. Deliveries/TA - Family
Health Survey, 1988. -

Guatemala

Demographic Indicators: Children Under
Age | and Annual Infant Deaths - derived
from WPP and DHS. Infant Mortality and
Under 5 Mortality - DHS, 1987. Maternal
Mortality - National Study of Maternal

Mortality, 1989-1991 conducted by Geral:
do Medina Giron. Child Survival Indica-
tors: ORT Use - National Health Informa-
tion System cited in 1991 USAID Health
and Child Survival Project Questionnaire
for Project 520-0288. Nutrition, Contracep-
tive Prevalence, and DPT Drop-Out - DHS,
1987. Other Health indicators: Water and
Sanitation - WASH. Deliveries/TA - DHS.
1987.

Haiti

Demngraphic Indicators: Children Under
1 and Annual Infant Deaths - derived from
WPP, 1990 and WPP, 1983, Infant Mortali-
ty Rate - WPP, 1988 (Note: In a personal
communication, the United Nations ac-
knowledged that they had reversed a deci-
sion made in preparing WPP, 1990 and
now preferred a trend forecast more simi-
lar to that of 1988). Maternal Mortality -
Regional Plan of Action for the Reduction of
Maternal Mortality in the Americas, Docu-
ment No. CSP23/10, XXIII Pan American
Sanitary Conference cited in WHO/MCH/
MSM/91.3. Total Fertility - Cayemittes,
Michel and Anouch Chahnazarian, Survie
et Santé De 1" Enfant En Haiti, Institut Hai-
tien de L'Enfance, 1989. Child Survival indi-
cators: Contraceptive Prevalence - En-
quéte Nationale Haitienne sur la Contracep-
tion: Résultats Préliminaires, Institut Haitten
de U'Enfance and U.S. Centers for Disease
Control, Atlanta, GA, 1990. DPT Drop-Out
- PAHO facsiile, 12/19/91. Other Heaith

Indicators: Water and Sanitation - WASH.

Deliveries/ TA - WHO/EB83/2 Add. 1,
1438 cited in WHO/MCH/MSM/91.3.

Honduras

Demographic Indicators: Total Population
- projection based on the National Census,
1988, Ministry of Planning, Coordiation,
and Budget cited in MRF-90. Life Ex-
pectancy at Birth, Infant Mortality, and
Total Fertility - National Epidemiological
and Health Survey, 1987, Science and
Technolofy Unit, Ministry of Health. Chil-
dren Under 1 and-Annual Infant Deaths -
derived from the National Epidemiologi-
cal and Health Survey, 1987 and WPP.
Maternal Mortality - Regional Plan of Ac-
tion for the Reduction of Matemal Mortality
in the Americas, Document No. CSP23/ 10,
XXIIi Pan American Sanitary Conference
cited in WHO/MCH/MSM/ 91.3. Child
Survival Indicators: Oral Rehydration
Therapy - standard source (Note: The
most recent empirical estimaie of ORT
Use is found in Epidemiological and Fami-
ly Health Survey: Honduras, 1987. The
report, prepared by the Honduran Min-
istry 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% and a use
rate for herbal remedies, including vari-
ous home - "tions, of 18.2%). Adequate
Nutritional status - National Nutrition Sur-
vey, 1987 cited in USAID/Honduras Cable
00525. Contraceptive Prevalence (15-49) -
National Epidemielogical and Health Sur-
vey: Honduras, 1987. Vaceination Cover-
age for Children - EPI Management Infor-
mation System cited in the 1991 USAID
Health and Child Survival Project Ques-

“ tionnaire for Project 522-0216. DPT Drop-

Out - PAHO facsimile, 12/19/91. Other
Health Indicators: Water and Sanitation -
W..SH. Deliveries/TA - National Epidemi-
ological and Health Survey, 1987.

. Nicaragua

Demographic Indicators: Maternal Mor-
1ality - Regional Plan of Action for the Re-
duction of Materna! Mortality in the Americ-
as, Documen: No. CSP23/10, XXIII Pan
American Sanitary Conference cited in
WHO/MCH/MSM/91.3. Child Survival
tndicators: Adequate Nutritional Status -
Ministry of Health as cited in the WHO
Anthropometric Database. Contraceptive
Prevalence (1549) - Contraceptive Preva-
lence Survey cited in World Population
Profile, 1989 compiled by BUCEN. DPT
Drop-Out - PAHO facsimile, 12/19/91.
Other Health Indicators: Water and Sani-
tation - WASH.

Peru

Demographic Indicators: Childrer, Under
1 and Annual Infant Deaths - derived from
WPP and USAID Hea.th Sector Assessriient,
1990. Infant Mortality - USAID Health Sec-
tor Assessment, 1950. Maternal Mortality -
Regional Plan of Action for the Reduction of
Maternal Mortality in the Americas, Docu-
ment No. CSP23/10, XXIII Pan American
Sanitary Conference cited in WHO/MCH/
MSM/91.3. Child Survival Indicators: Nu-
trition - DHS, 1986 except for Adequate
Nutritional Status - Encuesta Nacional de
Nutricion y Salud, 1984. Contraceptive
Prevalence - DHS, 1986. TT2+ - USAID/
Peru reports this figure as comi.g from
the Ministry of Health and p~i:s that it re-
flects the number of wor.en given two
doses of tetanus toxoid di ring the calen-
dar year and not the percer.tage of women
protected. DPT Drop-Out - 'AHO facsimi-
le, 12/19/91. Other Health Inyicators: Wa-
ter and Sanitation - WHO Diskette, 10/29/
91. Deliveries/TA - DHS, 1986.
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" 411060 deaths [ 31 to 122 deaths .
Deaths per 1,000 live births )
Figures do not reflect any possible impact that HIV/AIDS may have.
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Cape Verde 383,365 39 75 79a 88a 87a 5 5.4 — 19 -

South Africa 36,095,184 65 8 63a 67a 69a — 43 45 — -
Botswana 1,352,694 61 82 78 86a 82 64 66 32¢ — 41c
Kenya ‘. 3,000,000b 74b 103 59a 74a 71a 63b 6.7b 18b —  24b
Sudan 25,988,310 102 160 61b 60b 6Bib 36b 5.0b 6h — 14b

Lesotho 1,829,581 92 124 76a T76a 752 69a 5.8 de - -

Cote d'Ivoire 12,504,984 90 138 35 42b 35 16c 7.4 1 206 —
Zimbabwe 10,034,799 58 103 69a 73a 723 88 55 36¢ 15¢ 11c
Togo 3,652,247 88 141 57 61 61 33b 6.6 3c 34c  10c

Zambia 8,805,971 74 117 76 719 77 89 7.2 — — —

Congo 2,352,162 67 105 75 79 79a 26 6.3 — 3d  —

Swaziland N 819,297 110 160 85b 89 8% 85b 6.5 17c - —

Nigeria 112,372,386 99 162 46a 33a 333 27a 6.7 4a — —

~ Cameroon 11,433000a 88a 143 56a 56a 54a 84 6.0a 1 — —

Zaire 36.817.288 94a 150 44b 38v 38 45 6.1 — — —

Gabon 1,213,723 97 158 76 78 78 10b 5.2 — - —

Tanzania 28,448,706 99 163 83b 85 82b 83 7.1 6¢c - —
Ghana 15,543,872 84 134 60a 57a 56a 21b 6.3 5¢ 38c 2c

Benin 4,788.433 87 172 70 67 67 45 7.1 1i — —
Liberia 2.666,185 131 193 47b 27b 28 9 6.7 6e — 15e

Malawi 9,102,020 142 246 80a 8la 792 1ldc 76 1g 30k -
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Rwanda 7.509.698 115 192 83a 84a 83a 24c 81 8a —
Angola 10,322,436 130 219 38a 23a 23b 12d 6.3 — —
Niger 8.038.000 140 208 21a 13a 13a 54 7.1 — 12b
Chad 5832215 125 210 34b 22 22b 15 58 — —
Mozambique 16,109.001 1502 226 84 84 84 35 7.1 - —
Burundi 5640793 113 178 752 86a 86a 49 68  1d  44d
Mauritania 2,086,610 120 201 33a 28a 28a 54b 6.5 — —
Uganda 19,568,648 97 158 40a 42a 42a 30 73 3c 32
Guinea 5944290 138 236 18a 17a 17a 65 7.0 — —
Burkina Faso 9,276,168 126 222 42 37 37 16c 7.2 — -
Gambia © 832000a 135 267 73 90 93 7% 67 — —
Sierra Leone 4,268,430 146 277 Tha 83a 83 60 6.5 — —
Mali 8.990,000 108d 249d 56 58 58 41b 5.6d 3 40d
Cen. Afr, Rep.  * 3,133,368 98 210 82 82 8 24 62 — —
Ethiopia 50,820,190 126 239 37a 44a 44a 32b 6.8 — —
Somalia 7,6856/46 125 . 239 30b 18 18 78 6.6 —_ —
Madagascar 12425577 113 174a 33 46 46 11b 6.5  — 56h —

Alt 0ata are for 1991 except where indicated: a= 1990: 5=1989: c=1988; d=1987. e=1986: {=1985: g=1984: h=1983: 1=1982; ;=1981: k=1980. Mortality figures are rates per 1.000 live births.
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Contraceptive prevaience 1s for moaern methods only. Contact the Center for international Heaith Information 1CiHI) for notes and sources.

By 2010 Africa’s total population will approach one billion.
Fifty-four percent of the population will be of working age - increasing 90 percent between 1990 and 2010.
Forty-three percent of the population will be under 15 years of age.

Working Age

80 70 60 50 40 30 20 10 Miliions 10 7 20 30 40 7 507 - 60 70 -80

Figures include USAID-assisted and ~on-assisted countnes in the sub-Saharan Africa geographica! region: figures do not reflect any impact
that HIV/AIDS may have. Source: BUCEN 19901.

Prepared under AID Contract No. OPE 5951 Z-00-8004-00
with the Office of Health, Bureau for Research and Development
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Thailand 54,532.000a
Sri Lanka 17,441,650
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Fiji 776,009
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Indonesia 179.321,641a 68 104 58 56 56 57 3.0a 47 —  39d

india 871,818,749 91 135 56b 7% T74b 14 42 400"  — —
Philippines 60,477,000a 41 65 85a 89 88a 25 37a 22 3B —
Pakistan 126,405,044 102 152 50a 46a 4d6a 43a 5.5a 9a 16f —

Bangladesh 118,918,663 111 174 54 62 62 26 49 40 8% -
Nepal

Afghanistan 17,869,726 165 304 20a 25a 25a 26 6.8 - — —

19,618,705 121 183 58 7ib 71b 14 5.1 — — —

Cambodia 8,437,714 120 176 38 47b 47b  6c 4.5 — —_ — -

Tonga 120,000 250 —  8ic 92c 92¢ 25 40b — — —

All data are for 1991 except where ingicated: a= 1990: b=1989: c--1988: d=1987: e=1986: f=1985: g=1984: h=1983:1=1982: j=1981: k=1980.

Montauty figures a-e -aies per 1.00C vve oirths. In Cainbodia. the under 5 mortairty raze fluctuated great:y unng the civit unrest of the 1970s and 80s. thus percent reduction is 1ot shown here.

Contracept:ve orevalence 1s for mogern methods only. Contact the Center for international Health Information (CIHI) for notes and sources.

The population of Asia will increase by 01e billion between the years 1990 and 2010.
The population between the ages of fifteen and sixty-four will increase by 782 million persons
and in 2010 will represent sixty-six percent of the region’s population.

80+ Years of age . . : . ) 1890
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4549
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1519
10-14
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28 2010

Working Age

30 25 20 15 10 5 Millions 5 10 15 20 25 30

Populatior: * gures inctude ail LSAID-assisted and non-assisted countries in the Asia geographicat region. including China. Popuiation tigures for Tonga. Papua New Guinea and Fyt,
however. are ret included. Source: BUCEN/1991.

1#’5#}?%}?‘”: Sukh Preparea under AID Contract No. DPE 5951 Z 00-8004-00
534 with the Office of Hea'th. Bureau for Research and De ~lopment
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Jordan 4,154,829 37 42 89 94 95 77 5.6 27 — —

Tunisia 8,358,927 46 8 8la 87a 87a 63 3.6 40c 12¢  2ic

Egyot 54,059,000b 43¢ 49c 88a 87a 87a 58 44c 3¢ 17¢ -
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Morocco 25,708,632 73d
Cyprus 707,261 11
Oman 1,563,554 36
Lebanon 2,763,465 43
Yemen o 92744736 136b

102d

15

137

42

179

92

76b

96a

39

74a

91 91
93b 93b
96a 96a
82 82

89a 89a

4b

19e

10c

6b

46d  30d 20d

2.3 — —

71 — —

8.7b — —

48d

All data are for 1991 except where indicated: a= 1990: b=1958%: 2=1988: d=1987: e=1986: f{=1985; g=1984: h=1983; 1=1982: |=1981: k=1980. Mortality figures are rates per 1.000 live births.
Contraceptive prevatence 1s for mocern methods only. Contact the Center for internationat Health information (CIHI) for notes and sources.

The total population in the Near East region will increase an estimated
sixty-three percent by the year 2010. It is projected that there will be even growth
' among all age categories.
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Barbados
Chile
Guyana
Nicaragua
Uruguay

Guatemala

St. Lucia
Honduras
El Salvacior
Jamaica
Costa Rica

Trinidad
& Tobago

Peru

Dominican
Repubiic

Bolivia

Panama

Population

Total

255,629
13,386,134
802,482
4,004,556
3,112,517
9,482,121

153,000a

4,698,362b
5,389,995

2,485,083

3,086,482
3,300,360
22,011,059
7,318,940

7,535,218
2,466,184

infant ‘
Mortality

[
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19
50
54
21
72d
18b
61d
56
15
17
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81a

59
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Under 20 deaths

.72 211030 deaths

110d
24a
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21
21
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107
75
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72a

69a

41a
86a

{0 31 to0 40 deaths

B3 411060 deaths -~

87a

73a

90a
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. 86a

Deaths per 1,000 live births’

13c
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70

25b

31

34b
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Y
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=

23

18d
4

33d

45¢

"~ 51b
_ 57e

46d

- 24e

47e

12b
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Ecuador 10,856,597 51d 81 61a 68a 67a 70 3.8b 42b 24d 31

Mexico 90471739 38 62 78a 66a 96a 66 33 45 — 38

St. Vincent 106000a 26b 40a 96b 980 92b 98 29a 40 — —

Atigua 64000a 11b 28a 89 9%. 9% — 17a 3 15—

Dominica 850002 14b 16a 88b 94b 9b 50  2.6a . 47] g — B "
Belize 190000 250 43a 8la 84a 80a - 65 52 3A — —

Brazil 163310957 59 80 78a 8la 93 62 33 sl —  de = .
Argentina 32710332 30 35 95 852 8% 70 28 — — —

Venezuela 20230473 34 41 622 63 72a 80 36 — 8§ — Lo
Ml 6653149 112a 158 3la 4la 408 20 6d4a G —  —
Colombia 33,618,909 38 | 63 82a 87a 93a 40 .30 54e. 14e 19

Paraguay 4399857 40 57 69a 78a 7T6a 42 44 3/a Ta — A
Grenada 84000a 30b — 852 80a 69a 70 49a 21f — —

:th ';\Iltltss . 400002 41b — 9% 9% 9% 5 273 '38g' - = -

Al data are for 1991 except where indicated: a= 1990: b=1989; c=1988: d=1987: e=1986. f=1985: g=1984: h=1983; i=1982; j=1981; k=1980. Mortality figures are rates per 1,000 live births.
Contraceptive prevalence Is for modern methods only. Contact the Center for Interational Health Information (CIHI; for notés and sources.

Over the next two decades, the working adult population of the Latin America and Caribbean
region is expected to increase fifty-four percent. The fastest growing age group, those sixty-five years and older,
will increase by eighty-nine percent. T

80+ Years of age ) : | : . . ' B 19%0
7579 _ A .k ) - - mm o0 .
7074 . B A B ' S . virdnghge
6569 S ' 5 » A
6064
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50-54

3539
3034 °
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1014 !
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Figures inctude all USAID: d and non: sted countries in the Latin Amenca and Caribbean geographical region. Source: BUCEN 1991.
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