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Weare nviM~ in remarkable time8. During the last year, muchofthe world has come to em-
.bra~e the co~cept of democracy and to place full value on the individual-freedom that accom­

,panies it. TI1e 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.

. , . '. Ultiniately, the beneficiaries of this change will be the world's 'children. Until these
emerging democracies begin functioning effectively, however, life foi' m~ny of their children will be far
from easy. The U.S. Agen,cy for International Development(USAID) is committed to strengthening
fragile democnides to ellsure that the children of the I'/Orld not only survive, bu~ flourish, to reap the'
benefits of the ~hanl~es sweeping the world today..
. ,

What does our commitment mean? Partly, it is demonstrated in the remarkable accom-
.plishments of the first s:X years of the,USAID Child Survi';al Initiative. Indeed, for the first time, prog­
r.ef~S in family planning an~d child survival has resulted in the total number of annual chnd deaths
declining. Additionally, it is now estimated that: " ~.

, • Annually, immunization against measles andother childhood diseases now pr ~vents
3.2 million child dealhs; diarrheal disease control programs prevent more than one million;

, • Around the world, vaccination coveraRe has s!lared. Twenty-five USAID-assisted
couI}tries provide basic child vaccination coverage to 80 percent or more oftheir children; ,

, _ • Thirty-seven USAID-assisted countries are using oral rehydration therapy to tre~t at
least 45 p~n;ent of diarrhea cases in children; and -

, • In countries with esp,ecially'strong immunizatioll programs, infanf and child mor-.
talitY rates continue to decline as filuch 'as two to th.reetime~.

Nonetheless, the battle is not vet won. Rath~r, it is, all:d must remain; a battle joined.
"More than 13 million children under the age of .live die each year; most of these deaths are preventable
with the technologies at hand. As this reportinakes clear, child survival faces three broad challenges
in the·coming decade: .

• First, pnandai and technical sUPPQrt for onging progriuns must be sl1stained even as
countries and communities increasingly C'.ssume full responsibility for them; ,
. '. Second, we must realize..the full potential ofthe revolution in biotechnology and

cominuniCations to tame the remaining threats to the children of the .world;-and ."
, • Thir-d, we must continue to manage existing programs with the same kind of dili-'

gerice that we are asking P¥ents to apply in nurturing their children. .
. ,. Child~~il may onlyte 25 percent of the world's popuiation, buttheyare 100 percel1t of ,

its future. As a'whole new world opens up to the11l, we must remain ever committed to their needs. At
USAID we rem~in committed to the Child Survival Initiative. The children whose lives are held in the .
b~lance a~e far too important to n~glect.

Rona dW. Rosk s Ad'ministrator
U.s. Agency for-International Development. '

.April 1992

/. " , ,I·
~ • r ."3' ..~

, '. ~~



ag~ncies and.donors, millions of chil- cent reduction in under five mortality.

dren's lives are saved each year in ',he +DPT3 vaccination coverage

developing world. for children 12 to 23 months rose from

+It is estimated that immuni- 39 percent to 67 percent.

Child Survival Goals, Strategies,

and Accomplishments

The U.S" Agency fvr International De­

velopment (USAID) initiated its child

survival progtam in 1985, ~ommitting zation programs now avert 3.2 million • Measles coverage mon ;1

.its~lf to reducing child deaths through child deaths each year from measles, doubled from 24 to 60 percent.

.simple, affordable. proven technologies. pertussis, and neonatal tetanus. +Since lQ85, USAID contrib-

Speci,fically, USAID collaborates with berculosis), measles, DPT3 (three doses +During 1990, GRT reported- uted more than $1.2 billion to chilfl sur-

the international community to increase of vaccine against diphtheria, pertussis, .' Iy saved over one million children.

Under 5' Deaths Averted. by EPI

global vaccination coverage of BCG (tu- and tetanus), polio3:and tetanus2 to 80

Percent; to promote the use oforal rehy­

dration therapy (OR!) in 45 percent of

all diarrhea case8; to improve nntrition

with an emphasis 0.1 breastfeeding, and

proper infant and child feeding; and to

promote child spacing to reduce the

.. number ofhigh risk births.

Through the combined efforts

ofUSAID, the World Health Organl1:a­

.ti~n, the lInitedNationsChildren's Fund,

host country governments, a~d Qther

In USAID-assisted countries,

significant gains have been made in im­

proving the survival and health status

of children since 1985.

+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 1p91.

• Overall, infantahd under five

mortality rates declined by 10 percent

and 12 percent respectively, with the

Near East region experiencing a 40 per-

vival-r~lated programs.

To gain a full appreciation for

USAID's contribution to child'survival,

it is essentiaLto look beyond lhe num­

ber of vaccinations provided anc~ oral

;-ehydration packets distributed. The de­

velopment of lasting services is the un­

derlying k~y.to the program's success.'

USAID strives to promote sustainable

services, provide technical assistance

to field programs, mobilize the private

sector, both voluntary and for-profit or­

~anizations, collaborate with other don-

.. oRt Use Rates-in U~AID.As~lsted Coun ries! .
I ; J:, . .• .•

Africa Near f:ast

I

latin America & Caribbe_an o \0 less than 15% 15 to less than 30% 30 to leSs than 45% 45% i¥ld more



ors and agencies, monitor, evaluate, leaders pledged their continuing sUIT age of all women with tetanus toxoid fertility rate is declining, each year more

and refine services at the country and port to improving children's lives. The vaccine which would prote.ct their in- LlJan 126 million infants are born in the

program levels, and increase prowam United States joined with the world com- fants remains Iowa'. (,nly 29 percent in devel~ping world.

effectiveness through research. rr'wity to endorse the fOPJwing goals: (leveloping counlI les. • Diarrhea-related dehydra-

The World Summit: Looking the reduction ofunder five deaL." by one- + Each .year, measles and its lion continues to be the 's{'cond lead-

to the Year 2000 third, the reduction of maternal mortali- complications claim almost 900,000 chil- ing cause of death, claiming the lives of

Despite the progress that has been Iy by half, the reduction of severe and dren's lives and pro'duce lasting affects three million children each yea~.

made, 13 million children still die each moderate malnutrition by 50 pern " which weaR~n a child's resistance to • Malaria is resurging in re-

year trom preventable diseases. At the and the' provision of universal access to other illnesses. oions where malaria transmission had

1990 World Summit for Children, world safe drinking water and sanitation for • Throughout the developing altnost been eliminated two decades ago.
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world, one in three children remain mal- In sub-Saharan Africa, malaria claims theall families by the year 2000.

lion clrildren will be infected with the

HIV virus, and in ~ub-Saharan Africa, 10

million children will be orphaned when

one or both parents die of AIDS.

t Exclusive breastfCedingdur­

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 iilfants underfour.months of

age are receiving unnecessary and po­

tentially dangerous water or other sUIT

plements i addition to breast milk. .

tOver 700,000 infants in de·

veloping countries die each year from

tetwus infections transmitted through

unhygienic delivery procedures. Cover-

. Current Status and Pending nol.. ished, a cOlldition with life-long ef-

Challenges fects on health and sound development,

• Acute respiratory infections have and a contributing factor in 60 percent

emerged as the leading cause of child of all child deaths.

death responsible for one-third (4.3 mil- • Suswining the child survival

lion) of all UI,der five deaths. achievements will be challenged by the

t Forty-three million children growth of populations. While the global

currently suffer from '(itanlin Adeficiency

contributing to high child mortality and

morbidity. Vitamin Ahas been shown to

improve health and to be related to re­

ductions in ?verall child mOl Jllity.

t 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 mil-"

.. :.

.. By.A~

TOta]; ~261,n5;000
By Approprlatl~.·

'01!ier'includesSpeQaI~_, EdooaIia.l
l!Jld Humlii>~. andSahel Devei(>pmeni I'\Jild



I
mproving the lives of people - helping them to be~orLle healthy, .

productive members of their societies ... is an essentiat task of ­

development. One of the most dramatic development suc~eS3 _

stones of recent years IS the improvement in the heaith and WEll·

being of tbe world's chiIaren resulting frl)m international child sur-
I

vival efforts.•f\.s an integral part of this story, the U.S. Agency for International

Development (USAID) launched a major initiative to improve the survival prospects

and health of children. Working in collaboration with national governments, the World Health

Organization, the United Nations Children's Fund, universities, private voluntary organizatiom;,

and othfr donors; USAID underto0k a program to reduce infant mortality rates in USAIp-

assisted countries from the 1985 average of 97 deaths per thousand live birth~ to below 75.

The USAID child survival prowam builds on <. t.istory of commitment to and experi-

ence with primary health care programs. Its strategy has oet:il to focus on a limited, manageable mix _

of low-cost interventions' proven to have a·direct impact on reducing mortality. The four main inter­

ventions involve: ~l:0reas~g immunization against common childhood diseases, exte~ding the use of

oral rehydration therapy to pI event death from diarrhea-related dehydration, improving nutrition,.... ..

among young children, and reducing high risk births and improving materna}health.
, '

The lJSAiD program has focussed on countries with particularly h!gh mortality rates.

In 1985, USAID's 22 "emphasis" countries comprised two-thirds of infant mortality worldwide. USAID

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

The Record to Date , .

Since 1985, USAID has committed over $1.2 billion to the child survival program. It is an investment

whose returns have already been substantial. It has improved heaith prospects aIuong the developing

world's children and strengthened the capacities of developing countries to provide health services:

In 1990, the World Health Organization announced that international child health ef-
\ ,

'fclrts have succeeded in extepding vaccinatioa coverage against all six of the majorvaccine-preventable

chHdhood dis~ases - measles, ~iphtheria, pertussis (whooping cought, tetanu~, poliomyelit~s, and

I, :. ~:; \.... ._~' . I •
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~berculosis - to atleast 80 percent of the world's infants. In i984, barely 10 percent of the children ir
• 11'

the developing world were protected against measl~s, and fewer than 25 percent against the other five
I

, diseases. 'llie Wqrld Health Orgenization estimates that immunization programs today prevent some

3.2 million d~aths each year from measles, "eonatal t~tanu~, and pertussis, as well as some 440,000

.cases of paralytic poliomyelitis.
,

, Another'million lives are being saved each year through the 'use ,of (lral rehydt'ation

therapy (OR1). ORT is a simple, inexpensive and proven technique to prevent deatli from the dehy­

dration that usually accompanies diar-rheal disease. Between 1984 and 1991, worldwide use of ORT

increased 'rom 12 percent of diarrheal f'pisodes to 36 percent. During that time, access to packets of

oral rehyd~ation salts (ORS) more than doubled (from 35 percent to 79 percent). These ~gures rep-.

resent substantiai progress toward the international goals of uni­

versal access to ORS and use ofORT in at least 45 percent of diar-
/'

Children, September 1990.

United States of America at the World Summit for

count them in millions" ... George'Bush, President,

"Saving one child is a miracle. As ~orld leaders,
I J

we can realize such miracles, and then we can

rheal episQdes. (Although increased intake of fluids are recom­

mended for all children ~uffering from dmrhea, the administration

of a speci~ny prepared rehydration- solutioil is not always require'd.)

As II re~ult of these and other h.ealth interventions,

infant 1110\,tality and child mortality rates improved steadily during

the 1980s. In developing countries (excluding Chin2), infant mor-

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 children under

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

The rec~rd for USAID-assisted countries - with some ofthe highest 1985 m0rtality
,

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 countries with

partj.c,ularly strong programs, declines were as high as 25 to 50 percenJ.

VacCination coverage rates and ORTuse rates also increased substantially'inUSAID­

. assisted coun~es, In 25 countries, vaccination coverage rates were 80 percent or better by 1991, and.

another 16 count~eR had rates of at least 70 percent. In 1991, 3.7 USAID-assisted countries achieved

ORT use rates of more than 15 percent., ~

,But the suc..:esses of the child survival program lie not only in targets Ililet er even

deClths prevented, but also in the strengthened capacities they provide the institutions and peoples of
, - ,

developing countries. Child survival prpjects work to develop technical, administrative, managerial,

logistical, communication, and research skills at all levels of the health syste~. Thi~ health infra­

structure, in turn, is an essential ingredient in broader social and econ<;>mic developmer.t.

n. ;.



The ability to -reach four out of five infants with health interventions is a major public

health triumph. It rejJresents unprecedented access to health services in developing cO'lntries and

provides a strong foundation on which more '2omprehensive health services can be built.

If developm'ent is fundamentally about improving the lives 'Jf 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 survive and thrive, parents

have fewer children; the~ themselves begin to have more time and energy for productive. acti,..itie"

and are better able to invest in their children's education. Better edu~ated individuals earn more and

can contribute more to society.

Investments in child health benefit both currem and future generations. They begin a

cycle that enables families, communities a:td nations to break away from som~ of the effects of pover­

ty and economic deprivation. The long-term ~Jlution to overcoming childhood disease and death lies

in achieving sustained economic growth. However, important steps can be - and are 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 fr0m developed to developing countries.

'ine United States benefits in direct and indirect ways from investments in developing country health,

j with many additional gain: to be realized in the decade ahead. The domestic benefits of foreign assis­

tance in health include savings in ~omestic health costs, the availability of new technologies, and the

transfer of skills and knowledge back to the United States.

Between 1967 and 1977, USAID provided the equivalent of $8~ million (in 1991 dol­

h~rs) for small pox eradication, primarily in West and Central Africa. As a' result of the eradication of

~mall pox 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 cheeks. The successful eradication of polio,

a major child surviv"l objective for this dec~·~e, would also provide dramatic and direct savingg.

Chil~ survival technologies used in developing countries are increasingly recognized

to be important in the United States as well. According to the U.S. Centers for Disease Control, over

200,000 children, qlost of them under age one, are hospitalized each year in the United States because

of dehydration associated with diarrhea. This represents J0 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 and 1983, an average of 500 children died annually from diarrhea-related dehydration.

~ccounting for 10 percent of preventable infant deaths in the United Srntes. The wider use of ORT­

developed overseas with USAID support..:. in the United States would provide a far less expensive and

. I . ' "1
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potentially much nlore effective 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 r.ost of other technologies and new vaccines - including

single use injection devices, neecleless injection devices, tests for anemia, cholera, and pneumococcal

pneumonia, and vaccines for cholera, malaria, and rotavirus, among others - that could have significant

applications for Americans.

Doctors. nurses, educators. nutlitionists, and public health officials working in inter­

national health often bring their experience and expertise to domestic health issues. Tn many ways, the

health issues facir..g poor, inner-city communities in the United

States resemble thos,: in developing c;lUntJies. The skills and expe­

rimer of professionals who have worked overseas, along with some

"of the proven technologies, could prove important in overcoming

domesticproblems.

Finally, improved health contIibutes to more stable

and perhaps mor~ democratic soc ieties. By pr~viding or assisting

others to provide health servicef, governments meet one vf th?

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 democrdtic deei-

sion-making in health contributes to broad-based, demo~ratIc, economic, and social development.

Future Challenges

With measurable impact already achieved, the temptation arises to declare victory and move on to

other battles. Such a 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 children 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 th~ developing world. Forty-two

of the 90 countries receiving health assistance from USAID still have infant mortality rates higher

th~n 75 deaths per thousand live births. The average infant mortality rate among USAID-assisted coun­

tries in the I atin America and Caribbean region is 51 deaths per thousand live births, compared to

102 in the Africa region.

DIlring the 1980s, child 'survival activities succeeded in making unprecedented reduc-
~ .

lions in infant and child mortality, while simultaneously strengthening the institutions and systems

through which further gains can b~ made. The challenges for chIld survival in the 1990s fall into two

2
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it'/ and other goals, child survival programs 'must begin to plan for sustainability.

/

. areas: 1) consolidating and building on the successes achieved in

child survival to date; and 2) addressing new issues arising from

changing economic, demographic, and epidemiological patterns in

developing countries around the world.

P
·.' erhaps' the mo~t important task facin~ the Ch,ild su~vival

program is to ensure that the accomplIshments achIeved

in such a. short time do not slip a'<¥ay. GaiIls already made

must be proteCted; at the same time, ewn successful programs

must ~ake constllt adjustments if they are to remain dynam!c and

effective. USAID and others involved in chi!\. survival activities

learned agreat deal during the 1980s about irnp'roving the health of

children and designing effectivf' primary health care programs.

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

challenges of 1) strengthening the ability ofcountries to deliver health services, 2) mte-
, -

grating focussed, targeted interventions, 3) buildillg a more comprehensive approach

to child survival, 4) improving the quality of services providedLand 5) expanding

the scope of monitoring and evaluation activities.

Challenge'#1: Strengthening the Cap8city to Provide Services

, Ensuring sustainability - that is, the long-term/continuation of a project's activi-

/t/;;1f,;A lies and benefits beyond the.redod 01 dnaor support - has become a" Impo.

I !{I//~'~i tant international objective. Even as efforts continue to reach infant mortal-

~' "./lfj'"~ /
7~"
'it"

Programs must be designed toensllre that countries have the institutional, manage-
, . -

'rial, financial and teclmical capacit!" as. well as the politica~ commitment, fo deliver effec-.
tivc child health interver:tinl1ls over the long-term.-

, . I

The"political commitment to ensuring children's health h.as grown rapidly ill recent
, - .

years. In September 1990, the leaders of 70 developed and developing countries met fo!' an unprece- .

dented World Summit for Children. They took stock of the status 0f the world's children and commit-
• I

t~d to further improv:ements. The leaders also reaffirmed the crucial 'role children's health and well­

being play in determining national well-beirig. Following the S~~it, countries around the'world have

cr"eated-high-Ievel political ~Jminittees an~ 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

- ", f I .,_. • • • ~ h
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cumulative experience of child survival.programs around the world provides a growing body of evi­

dcnce that child health programs can be designed from the outset to increase the likelihood that their
_ l

activities and'benefits will be sustained beyond the period of external project funding. Based on a

study ofcourltries that received USAID-health assistance, the following condition:; have been found to

_optimize th~ prospects for long-term sustainability:

,+ Projects should show demonstrable success in reaching clearly defined goals and

objectives. SucceS's is a most convincing ju_stification for sustaining amajor enterprise. C~nununity... .
leaders,politicians, and private businesses seek to be associated with successful ventures. More impor-,

tantly, a successful program stimulatesdemand from the community for contin~ation of the ser.vices it

provides. In Zaire, for example, matenial and childhealth centers were well sustained in large part be­

cause they were able to show that they c~mld serve the multiple objectives of reducing the demand on

hospital maternity wards, providing immuniiation and health education services, and training nurses

,in maternal and child health. In Ecuador, the U.S. private voluntary organization Project HOPE has

worked in communities to generate widespread demand for tel:4nus vaccinations, overcoming initial

resistance through education and demonstration of the vaccine's effectiveness.

+ Projects should strengthen national institutions. In order to achieve maximum ini­

tial impact, emphasis is ft'equently placed on a limited number of proyen interventions. The institu­

tions created or strengthened through these focussed interventions provide the foundation for sub­

seqlient diversification of activity in an etJective and efficient manner. In Mali, USA1D sup'port has
I

helped the Ministry Qf Health develop financial control and accounting systems, and provide inte-

grated family health ~;ervices on a daily basis at all cen.ters in the Bamako District In Morocco, USI\lD

support served to strengthen an innovative community-based outreach system.run by tbe Ministry of

Public Health which integrated family planning, and maternal and child health care'.

Two important elements contriputing to a strengthened institutional base in -devel<;>j)­

ing countri~s are improved'supervisory skills, and a commitment and capacity to use data and infor­

mation for program planning and evaluation. I!1 Niger, for example, USAID supported and assisted in

the design, development, and testiIlg of a national ~ealth management. information system that,gives .

the Ministry of Health a comprehensive overview of health service deliv~ryas well as the capacity to, .
'feed the information back to hundreds of health facilities around the cQunjIY, ClJ~!:ined with effective

/ ,
supervisory systems, as in the Central African Republic and Rwanda, such health information sys-

temscan strengthen health institutions ~d improve the quality of servIces.

~ Projects should achieve significant level!; 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 gOvenlments or through cost recovery from the project's beneficiarie~i. As in
- , .'

~ <..- ..: -.- : j l'~' ~"..., \~



most countries, the government of the eer.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 n,ot face a large incremental budget increase at the end of the project. Similarly, the

Malawi government has begun to factor into future budgets the costs of providing child survival ser­

vices now supported by USAID.

The polio eradication program in Latin America and the Caribbean, !1bW on the verge

of succeeding in eradicating polio in the region, is funded largely by the couTltries 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 countries, 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. 1n

Zaire: where gross national product per capita is estimated to be $260 per year, fee-for-service financ­

ing has provided approximat~ly half of the recurrent costs of most health care services. In Cameroon,

revenues from the sale of essential drugs and consultation fees 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, primayy health care outreacli, and selected supervisory activities. This

has resulted in high level politkal support for establishing cost recovery (!;-~Ig stores nationwide.

Cost r('covery, contributing to sustainability, can be greatly enhanced when projects

are built 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, strong community participation in health programs can help encourage democratic

values and practices take root in villages and neighborhoods throughout the country. Private voluntary

organizations such as the Adventist Development and Relief Agency, CARE, a;id World Vision Relief

and Development cultivate strong community participation and support for their projects by estab­

lishing community health committees an.d training local volunteers to deliver project services.

The private sector can help rf>duce the burden of health care costs on the public sect<?r.
. .

An expandeJ role for the private sector in providin~ child survival services both increases the public's
I

access to services and provides SOLle protection against loss of services as a re~ult of changes in a

country's political or economic climate. Private sector activity in child survival includes the cornmerdal

sale of ORS and chloroquine (as in Malawi and Sudan, where private voluntary organizations have

established revolving drug funds for chloroquine), the delivery of vaccinations (as in Rwanda, where

private mission hospitals have played an integral part), and the design and impleinentation of social

macketing efforts (as in Nigeria and the Philippines, where advertising and public relations firms pro­

mote awareness of immunization and ORTcampaigns). Aslightly different approach is offered by the

_-_ ~l'-~ 'I - ,-.,



experience of Indonesia, where USAID supports efforts to in.crease efficiency and cost recovery in

the hospital sector in order to free up resources for increased public spending on child survival. I

• Project design should be negotiated through a mutually respectful process. Proj­

ects designed with local participation and negotiated through a respectful process of give and take

are more responsive to lo~ally 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 ~uccessful 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 emphasizes the importance of collaboration between. . -
USAID and the national government, which was involved in the planning, decision-making, and imple­

mentation of the project.

• Projects shOUld include a strong training com·ponent. Human resource develop­

ment is essential to successful project implemen':ltion and helps build a constituency for the pi'oject's

activities. Interventiolls have the greatest likelihood for continuation beYDnd an initial influx of re­

sources and attention when those responsible for implementation understand the objectives and strat­

egies of the intervention, and master the mecQanics of service delivery.

Training in the use of child survival interventions should be'built into the curricula of

medical, nursing, and other schools, as well as into national :rainil,g instituu')ns. 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: .1agement of diarrheal diseases and lactation management.

Continuing education that reinforce~ and upgrades the original training further con­

tributes to sustainability by maintaining and upgrading th,e skins of health workers, and improving

the quality of health care. When health care workers in Nigeria, the Central African Republic, and cMe

d'Ivoire received in~service training based on systematic monit0l1ng of clinic ,operations, significant
"

improvements in their performailcer~sulted.

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

ha'fe achieved - havy c6ntributed substantially to building community and policy lev~l support. Remark­

able progress has been made in building political support, III using effective health communkation to

build demand and change ,behavior, in developing tnethods to generate revenue, and in strengthening

institutions, amj in developing the human resources t~at can deliver effective health services.

Ensuring the long-term sustainability ofthese resul'.s, however, will take time. In many

ceuntries with the best prcspects for sustainability, USAID had already made significant investments

...



in human and physical in';astructure. Especially in the poorest countries, donors, including USAID,

must be willing'to provide long-term support to permit a gradual but steady transfer of tec~nolog},

cnpacity, ard responsibility to those countries.

Sustaining po~i[iC~1 commitment over the longer term and tnUlslating it into ooe-oing
,

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

Challenge #2: In~egrating Targeted Interventions

In 1991, technical ex~rts reviewe~ the evld~nce and concluded that focilssed, targeted inter­

ventions have achieved significant reductions In Infant and cl!.i1d mcrtcolty; Th~ challenge for the

1990s is to sustain the delivery of these interventions while simultaneously inC!reasln".- '!fficlency, .

Donors and countries must learn to utilize the inf(astructu{e, human resources and communica-

" . tion services developed and strengthened by child survival programs to provldo br<:ader, more Inte-

grated services without reducing the effectiveness of th~ focussad interventions,

Many of the initial reductions in r:hildhood mortality and morbidity under the inter­

national child survival effort have been accomplished through tht widespread application of a small

number of technical intervention~ and the d;"semination of infor­

mation about these btervention to famiiies, e~pecially mothers.

On Measles ... "Health workers and parents do

not consider measles dangerous, but it kiUs by dev-
/

astating a child'a immune system, opening the way

for a host of-other illnesses and infections such as

pneumonia and diarrhea, It is especially deadly to chll-

USAID concentrated its initial child survival efforts on four main

interventions - immunizatil:ln, aRT, nu~rition, and reducing high

risk births - ~th particul~ e~phasis on extending vaccination cov-

erage against the major yaccinecpreventable diseases and increas­

ing the use of okr for diarrheal disease.

The strategy o~ relying on focussed, targeted inter­

ventions· achieved remarkable success in a very short time. The

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

causing the great majority of preventable childhood mortality and

b) do not require expem:ive, long-term investments in high-level

training, equipment or fad~ties. Thus even in very poor countries,

significant healthgains - in ten~s of rap~d reductions in morbidity and mortality - have been realized.

Focussed, targeted interventio~s also se"ve as the basis for building strong primary

health care programs. Initial successes in vaccination and diarrheal diseas~ control provide manage­

ment, distribution, education, and community mobilization techniques thatc~ help other ir..terventions
. , .

,
dren in developing countries, \lnly by greatly expand­

Ing thd umbrella of immunization canwe hope to

shelter millions of infants,and young children frem

l__:_e_As_I:_~_:_~_;_:_:_:_e_:_:_:9_S o_~_n_d_it...S'_c_o_m_p_lic_a_tl_o_ns_'..,"_'_' J

succeed. However, if continued progress is to be made duqng the coming decade, better integratiqn of
, .

the delivery of ~3ervices must be achieved. As economic crisis is redu:::ing healtb budgets throughou~.. .

-
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the developing world, greater efficiency is required sImply to maintain current service levels.

The need for in,creased efficiency is particularly acute at the clinic level, where a small

number of people (sometimes a single individual) is, responsible for providing a wide range of ser-
. \

v~cpc:;. Too many separate programs put"t1ndue stres,; and performance expectations on these' com-

i~ltmity health work~rs. Sepa!"ate programs also put an unrealistic burden on mothers, who cannot, in

addition to caring for children and engaging in income-generating activities, make repeated ,,;sits to'

the clinic for different SE "vices that would be provided more efficiently'duriI!:g the same visit.

Tntegrated service delivery enables health ,workers to recognize and add~ess the mul- .

tjple diseases and risk factors that cap. affect children, particularly those living in pover,ty' simultan­

eously as well as seque:1tially. While alleviating death frOIl) one cause does not necessarily prevent

death from another, there is increasing evid~nce that dise'lses and the coooitionsor risk fact~Js 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-~ade conditions
_. . . c ..,

or nutrient deficiencies. This frailty puts thentat greater risk of dying from other diseases..

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

tality. Measles vaccin~tion, for example, is demonstrating an il1wact beyond ~erely r~ducing deaths

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

perc~nt lower than Jor nonvaccinated children, indicating that tl)e vaccine both reduced mo~tality

directly atnibutable to measles and elinrinated the debilitating consequences of the dis'ease in those It

.dId not kill. In BaGgladesh lind elsewhere, ch~ldre? immunized against measles have reduced mortal­

ity risks througho\lt their early childhood. The most vulnerable children ber..efit the most; measles ­

vaccination not onlyreduces over.all mortality le"els but abo reduces inequalities among groups in

their survival chances.

USAID's experience has been that integrated service delivery succeeds best where it

builds on the successful and sustained delivery of aninitial focussed intervention, with additional ser­

vices phased in gradually. Indonesia built on pre-existing family planni~g and nutrjtion services by
J

adding imrnuni::ltion and diarrheal disease controlsef'.9.ces. It was one of-the first USAID-assisteu
. ,

countries to deliver all tour interventions In a'national scale through more than 240.000-posyandus,'or
-'"

health posts. Indonesia is now adding a fifth intervention, the promotiori of vitamin A (througb. 'sup-

plements in the shQrt run and food fortifica.tion and dietary.change in.the long run), and is developing

ways to provide better maternal care at the community level.

USAID's ex~erience has shown that a focussed approach o~ selected pr?ven and inex­

pensive interventions is effective in rapidly improving infant and child health, and can serve as th~

basis for subsequently building integrated programs. Expanding successful programs to address a
\
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broader range ofcountry-specific conditions, while maintaining the effectiveness of the targeted inter­

ventions, is an important priority for the 1990s.

Challenge #3: Building a Comprehensive Approach to 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 inform8Jtion, a "second generation" of Cifild sll~vival interventions Isavailablo to accel­

erate Ilro~ress toward mare widespread child health. The challenge for the 1990s is to u1:lIize thflse

seco'1d geheration interventions to build a more cC)mprchens!ve' approach to child survival.

The shift in resources in USAID's child su:'vival program is the result of three iactm"s.

First, many countries have achieved dlf' Oliginal immuniZation and ORT goals. Second, there is greater

appreciation of the interrelationship among childhood diseases. and of the effect of people's attitudes

arrl practices on health, And third, as a result of ongoing research supported by USAID and olhers,

there is increased confidence that additional technologies - within the conte;x:t of the proven inter-

. ventions as well as selecled additional ones - can be applied effe~tively on a widespread basis. The

second generation interventions that already play an important role in USAID's child survival pro­

gram include control of acute respiratory infection, breastfeeding promotion, reduction of micronutri­

IC'nt deficiencies, and reduction of maternal mortality. In additicil, new technologies are being devel­

oped and introduced to furtherimprove vaccination and diarrheal disease control.

Control of Acute Respiratory Infections. Acute respiratory infections (ARI), including

pneumonia, are the leading cause of childhoo~~ mortality, accounting for 33 percent of all childhood

deaths in the develooing world; :m estimated 4 ':!. F~illion deaths per year. Nearly one-fifth of these

deaths are due to respiratory comj.,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 dnd pertussis), and early diagnosis and

treatment of cases not prevented. To date, in developing countries with limited health resources, large

scale application of similar case management strategies has not been afforcable. Now, however, as a

result of research and pilot pr~jects spqnsored by the World Health Organization, United Nations Chil­

dren's Fund, USAID, and others, a case managemeGt strategy has been developed that enables com

munity health workers to diagnose and treat ARl.

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

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



, .
of severe cases to a hospital. In countries with high mortality, the effective application vf pneumonia

case management could reduce under five mortality by at least 39 deaths per thousand live births..In

addition, prev~ntive strate~es including new v.accines against ARI are being'developed and tested.

The Promotion of Breastfeeding. Breastfeeding is estimated to prevent "ome six mil-

l lion deaths per year in developing countries. Optimal breastfeeding practices recommended by USAID

and others include exclusive breastfeeding for four to six months and continued partial breastfeeding

through the first year.of life. Optimal brt:astfeeding. is strongly associated with lower incidence and

case fatalify for diarrbeal disease, and consistently (if less strongly) associated with reduced incidence

. and death from ARI. Breastfeeding also prevents a number of other infections, promotes the child's. '

growth and development, benefits the mother's health, serves as a natural method of child spacing,

and provides significant cost savings for families, health systems ai1d nations.

Unfortunately, less than .optimal breastfeedi'lg is widespread. Demographic and Health

Surveys conducted in 24 countries between 1986 and 1989 show that while thevast majority of infants

are breastfed, le~s than half of the infants in 22 of the countries are exclusively breastfed during the first

four months. As populations become more urban and economic pre5­

sures more acute, traditional breastfeeding practices are often for-

Infections, December 1991.

On Acute Respir::'tOry Infections ... "There is no

tions. We cannot continue our progi8ss with child

survival without a worldwide campaign"••• Ronald

W. Roskens, Adminis~rator, USAID at the International

ing a global effort to control acute respiratory infec-

longe.· any question about the necessity of undertak-

Consultation on the.Control of Acute Respiratory
'"

saken. Strategies and programs are needed to encourage and facil­

itate continued optimal breastfeeding for all infants.

USAID sUPP9rts a variety of programs to promote

and encourage more widespread and longer breastfeeding. One

program provides lactation management training for teams of doc­

tors, nurses, and nutritionists from teaching hospitals in develop­

ing countries. Agrowing percentage of developing-eountry babies

are delivered in hospitals, which generally have policies that itihilr

it rather than promote breastfeeding. By working with staff from

t~aching hospitals, the USPJD program encourages breastfeeding not only in those institutions, but

throughout the health sector, s~nce participating teams in turn serve llS trainers and lactation special­

ists, and initiate lactation education programs in their countries.

Reduction CC Vitamin A and Other Micronutrient Deficiencies. Millions of children

'.

and women of chilc!-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 micronuttients not only prevent specific disorders such as blindness, ane­

mia, and goiter, but also help reduce mortality among mothers and children, prever.t mental and phys- .

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

J ..: _ ~ u ~ : -11- '~_ I
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Sti'ategies to reduce vi!IDTIin A..deficiency within the broader context of child survival

programs'include direct supplementation, food fortification, dietary diversification (through educa- •

tion and promotion oi local production and consumption of foods rich in vitamin A), and the application

of new technologies of food preservation (such' as-solar drying of mangoes) to compensate fOfvaria­

tions in season~ food availability. Helen Keller International, for example, promotes vitamin Ain more
, '

j ' . I. .~.

'" ' , I', . /.
I' ,

On Women's Health and Nutrition ... "A_~ubstantial

amount of maternal morbidity and mortality has its

roots in these very early years. In short, our concern

to improve women's health forces us to look at the

health, nutrition, and educatiol1l of v~ry young girls",

...' "lnn Van Dusen, Director of Healtlt,Bureau for

than 14 countries through community gardens, vitamin Asupple­

ments, and food fortification.

In the case of iron deficiency, work has focussed on

research to identify 'effective supplemeptation and fortification

methods and the dietary patterns amenable to those meth0ds.. lim-·

ited field trials of iron supplementation and fortification are cur­

rently under way with support from USAID.,

The addition ofvitamin A interventions to other

child survival activities provides a' good example of how the addi­

tion of second generation interventions can reinforce initial fo-

cussed interventio~s. When Project HOPE made vitamin Aavqil­

able in Guatern.ala.during the 1991 national vaccination campaign,

many more parents brought their children for vacCinations than in preVious years.

. -
Resoarch and Development, USAID at the National

Council tor International Health Annual Confe7ence,

JunE1199f.

Maternal Health. More than 500,000 women die annually of pregnancy and chlldbirth­

related complications, and. countless others suffer from poor nutritioQ and health caused by ina'de­

quate diet and limited a~cess to ,health care services. The causes of maternal death include hemor­

rhage, infection resulting froffi).Ulhygienic delivery, eclampsia, and obstructed labor.

The same factors that jeop,ardize a momer's health during pregnancy and delivery' also

jeopardize the life of her child. Data from Demographic and Health Surveys in 24 countnes show,that

approximately half of all infant deaths take place during the first 28 days ;)f life and are often directly

related to the quality of prenatal care and the birth process itself. Maternal health appears to be a par­

ticularly significant factor in the cause of perinatal deaths (i.e, stillbirths or deaths in the first week of

life). Recent analyses of studies examiHing the link betweEn perinatal and maternal mortality suggest,
,

that at least three-fourths of perinatal deaths are associated with life threatening conditions to 'women,

women's poor health ornutritionarstatus, and inadequate delivery techniques.
, ~

USAID-supported efforts to meet women's health needs and reduce maternal mortal­

ity include training' traditional birth attendants to perform safe, cletlll deliveries, and to identify and. '

refer high risk pregnancies to higher skilled ca:-e; targeting food programs to meet the nutritional
. , .'

needs of women; and develuping maternal health technologies. Projects in Bolivia, Guatemala, Indone-
, ,
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sia, and Uganda are working tC' improve the quality of prenatal, intrapartum, and neonatal services by

'updating·and strengtllening the skiils of midwives and traditional birth attendants. In Ecuador, tradi­

tional birth attendants are learning that some traditiolJaipractices are in fact harmfui, how to perform

deaner and safer deliveries, and how to identify pr.egnancies that m~y require hi~her skilled care. This

training and supervision has simultaneously strengthened.acceptability of the birth attendants by the

~ Ministry of Health facility staff. USAID is also supporting the 'Yorld Health Organization to promotea

home-based maternal 'record ami asimple delivery kit that can be used by traditional birth attendants . :

and community health wo~kers,

'New Technologies. While tl-te past decade'has shQWIl the impact that diligent applica-

. tion of existing technologies fan have, the next decade will begin to show the potential of new tech-

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

the vaccines used in global immun~atior..yrograms'are more than thirty ye1fS old. Recognizing these

limitations, a glob~l Cliildren's Vacc.ine Initiative has been.Iaunched to accelerate the developi'nent

and introduction of new vaccines; vaccines that require fewer doses, can be combined to ease delivery,

are more stable, and protect against such childhood killers as pneumonia: diarrheal disease, and malar- .

ia. Such technological irhprovements will benefit children and strengthen health s~tems in developed
,

as well as developing countries.

Other technologica,l developments also hold·promise. While 0 RT is having an impor­

tant impact 6n mortality 'in some situations, researcheJ.:s are looking for ways to improve rehydration
\

solution's and to m,ake them more acceptable to mothers a~ weH as way~ to prevent diarrhea in the

ffrst instance. Non-reusable syringes and easier to use injectable devices, and better techniques to

diagnose childhood diseases will also improve efficiency and service delivery, and augment the impact I

.of child health programs.

.Second generation interventions are an i,mportant step in the proce~s of building a

comprehensive approach to child survival. The challenge in the next few years will be to promote. . .

their'widespread use, taking into account of locally and regionally specific conOitions, while continuing

the/research to develop additional interventions to address remaining health conditions.
i '. •

Challenge #4: Improving the Quality' of Services'

The child survival program ~ussed Initially on incr~asing the nlUmber of people with access to

vacc;ination, ORT and other~ealth services. Given high mortality levels in most developing countries

and 'large proportions of populations with no-available services, expanding access to services of-
'. , '. . . - \

fered the best and mG$t rapid results. Further reducthms in mortality, however,. require not ·onl~.

-reaching those who are stili unserved but also impro~ingthe quah~y of the services provided.

" I

,
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- Veccinated at all visits

- Actual coverage.

One of the most significant accomplishments of the 1980s is the simple fact that more

than 80 percent of the world's children nqw have access to at least some health services. The lo,w-eost

inte~ventions of the child survival strategy give citizens in developing countIies the means to prevent

and treat the mostprevalent diseases threatening children.

Having access to services, however, 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 worl~ers can improve the effectiveness of the

basic chil~survival interve~,tiQns by, fQ.r example, s~reening children more consistently who may be at

risk for more serious diarrhea than the watery diarrhea that aRT can address, advising mothers to

continue feeding children during diarrheal episodes, ensuring that mothers understand how to a~min­

ister aRT, advising abaut follow-up treatments or return visits, and taking advantage of all opportuni-
. ,

ties to complete the immunization series ot children brought to the clinic for other reasons..

Astudy conducted in the Central African Republic by the Africa Child Survival Initia­

tive - Combatting Childhood Communicable Diseases project estimates that the elimination Qf missed

opportunities for vaccinating children could increase the coverage of measles.vaccination from 54 per-

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

Such improvements in what the health care worker actually does whil~ interacting

with patients can improve the impact of already effective interventions. Responsibility for improve­

ments in quality, however, cannot rest with the health worker alone. COmrilunity health workers often. .

have far too many clinical responsibilities, as well as clients, to give each the kind of attention needed.

Other.measures that caR improve the quality of service delivery include developi~g guidelines and

providing continuing training for health care workers, encouraging supeivisors to assess performance

and initiate problem-solving, and developing data collection and management systems that provide

information related to quality of care.

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

• The development of two tools for use by health workers and supervisors in Regi,

Pakistan improved health service. Achecklist of tasks and a' patient se'rVice form requiring health .

workers to verify completing the t::lsks led to improved patient counseling. The proportion of malaria.

patients asked about the duration of their fever increased from 48 perce~t to 78 percent. ARI patients

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

.mothers ~ho knew when to return for the next vaccination rose from 8 to 56 percent.

•. In Santa Cruz, Bolivia; a strategyto reduce the number of missed opportunities to

vaccinate against neonatal· tetanus included more consistent vaccination of women in hospitals and

health centers, hotlse-to..house sweeps by vaccination teams through the slums, periodic immunization
I

. .:, J._,.- , \~'.' .' . ,: -.



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 additional measure~. New elements include perifocal vaccination around cases of

neonatal tetanus, vaccination of primary school children, extend­

ing hours ~d locations of vacCination, and a communication plan to

. improve 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 improvement in the delivery of child health services and,

therefore, emphasizes tbe generation and analysis of informatron

to be lIsed 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

effectiveness and reach of child survival and other'health programs

even within the constraints of limited resources.

-
011 Micronutrient Deficiency ... "The end of 'hidden

hunger' is In sight in tl'lls decade of th-e 1990s. We

know what must be done and how to do it, and our

presidents and prime ministers have committed theIr

support. I am confident that, together, we can meet

the great challenge 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 Conrerence on Micronutrient

Malnutrition, October 1991.

Challenge #5: Expanding Monitoring and Evaluation Activities

To ensure the .qu~lity 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 development. Important tasks for the 1990s are to

monitor progress toward global goals set by the World Summit.,for Children and more specific goals

adopted by USAID, to continue to st mgthen national capacities for program monitoring, and to

respond to the need for new, more specialiZed data.

Fro~ the outset of the child surviv,ll program, tJSAID emphasized the need to mea­

Sure carefully the results of its efforts and to utilize that information to bring about program improve­

ments. USAID worked with national governments and other donors to assemble a global body of

knowledge and an unusually comprehensive record of experience. Demographic and Health Surveys,

for example, 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 enhanc~d capacity to monitor the health status of children is in itself a significant

accomplishment. At the global level, the high level of congruence in intemation~1 data and'the ability

..



to monitor progress toward a <;ommon set of goals have helped to generate interest in and sustain

attention for child survival issues. When teaders at th,e 1990 World Summit for Children adopted new

targets for improved children's he~lth by the end of the centu;y, they could do so confident that these

were not merely empty rhetoric, but firm goals against whiCh countries can be held accountable.. ,

I

At the,national revel, 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 g:ive

On Children's Vaccine Initiative ... "While some

basic research will ~e necessary, this should not be

the thrust of the Children's Vaccine Initiative. Rather,

CVI should maintain a strong focus on product devel­

opment and on the issues that are important to make

new and improved vaccines rapidly and widely avail­

able". .. Ricl1ard Bissell, Assistant Administrator

national governments ac<:urate information about the health status

of their populations for the first time. In Peru, the nationwide com­

puterized health information system, designed and implemented

with assistance from USAID, has served almost exclusively as the

Ministry of Health's cholera surveillance system since the/out­

break of the epIdemic in]an\lary 1991.

At the project level, USAID's approach to monitor-
I

Vaccine Initiative, September 1991.

agement Advisory Committee Meeting, Children's

for Research and Development, USAID at the M&n-

/

ing and evaluation has resulted in constant improvement and re­

finement of data collection and analysis procedures which, in turn,

have been applied to strengthen project activities. When project

managers have, access to valid, pertinent information, they use it

to 'incorporate improvements in th,eir programs, resulting in further improvements in data quality. In

Mali, Save the Children Federation, a U.S. private voluntary org~ization, helped put in place a health

information system that village health committees and family trainers use to identify children who

have not been immunized. In Kolondieba Town, this information prompted the Ministry of Health to

add an extra day of vaccination per weeJ< at the local maternity cen.ter.

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 chi~dren. I~creased information will be necessary to

monitor the rate of progress in achieving these goals and in targeting unserved population~. ,

Second, where large reductions in mortality have already been achieved, further ef­

forts will need to focus on impr-oving the quality of services provided, on understanding how and why

people change behavior, and on targeting subpopulation~ not yet reached. As noted earlier, in-Clepth

studies of the quality of services provided has resulted in cOmprehensive 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



equally important. Many child survival interventions require parents and. health workers to acquire

new ~owledge and to change their behavior in light of the new information. USAID-supported child

survival projects frequerltly incorporate surveys ofknowledge, attitudes and practices to ensure that

. ~essages are being'communicated effectively and new practic~s are being adopted:

The need to target increasingly smaller population subgroups will require innovative'

approaches to monitoring. In general, those who do not yet have access to even minimum child health
. .

services are poor, disenfranchised, and geographically isolated. Finding and reaching these s,ubpopu-

lations will require greater emphasis on surveillance systems to extend child survivalinterventions to,

vaccination coverage rates have been achieved and disease control becomes possible.

The effort to era~icate polio in the Americas, for example, is increasingly focussed

on targeting vaccinations to smaller, localized subpopulations anti on disease sur­

vei!!ance to track the presence of the polio virus by identifying and isolating ea~h case.

Athird reason for the continued evolution Jnd refinement of child survival
, I

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

the chll\i survival program undertakes more activities directed at

ARI, mkronutrient deficiencies,measles, and other diseases, ex-

panded monitoring activities will be required.

Amajor challenge for the 1990s is to meet the needs

for expanded moni~Jring and evaluation activities, while continuing

to strengthen national capacities in~his area and to collect and feed
,

back useable, hands-on data at the program level. \

T
he eviclen~e suggests that child survival interventions do

not contribute to increased population WOVil...'. By reduCing

mortality and ensuring the healt!:' of surviving children,

successful interventions contribute w decreasing fertility and, ulti­

mately, slowing population growth. Moreover~ oy promoting tJetter

birth spacing, child survival and family planning programs have mutually reinforcing effects. Once re­

duced fe!"tility rates are established and birth rates are declining, the momentum ~f population growth

hegins to shift. Successive birth cohorts become smaller, resulting in a slowing of the growth rates in

tl1e youngest 3ge groups.

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

ever, the total size of the un~er-fivecohort will continue to increase until well into the next century. The

... '. t I '
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greatest demand for health services in the relatively young populations of developing countries will.be

for measures that combat the largely preventable diseases of childhood and those that address the. '

health problems of women of childbearing age. It is estimated that expenditures for child health will

have to increase ,two percent per year simply to maintain curreltt levels of service, '

In the coming years, child survival progr~ must respond not only to issues ofgrowth

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 ~ubstantial 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 di~eases once presumed to be well on the way toward control (malaria and cholera) or

unknown as recently as a decade ago (AIDS). One of ~he most urgent tasks for the 1990s is to

reduce the transmission rates of new and resurgent dIseases,

while simultaneously pressing forward on research to develop
, .

On AIDS ... "An estimated 614,000 children, or seven

percent of the under 1!i population nationwide, were

orphaned by 1990 ... In sQme areas, an estimated

16 percent of children under 15 have lost at least one

of their parents. '.' In tfi\9 most heavily infected areas,

child health and nutrition In families caring for orphans

is also being affected •. " The communities them-
-

selves could become less and less able to implement.
community-based programs to care for the slJrvlvors

as the number of AIDS declths increases"... Mrs.

Janet K. Museveni, First leIdy of Uganda at the USAID

1991 AIDS Prevention Con'ference, Decem~r 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 cumulative 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 'it lisk. Approximately 30 percent of c~ildren born

to HIV·infected mothers' are infected themselves. About half of

these children die before their first.birthday; almost all die before

age five. In some developingcountries. HIV/AIDS could become
, '

the leading killer of children by the year 2000. The problem is particularly acute in Africa. where ,ecent

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-expectancy at birth in sub-Saharan Africa could drop below current levels.
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HIV/AIDS is also

to HIV (in the United States the

contributing to increases in the

incidence of tuberculosis in Af·

rica, where tuberculosis is the

most common infection related

most common infection precip-

cared for by extended families

already affected by the loss of

productive adult members.

rica could be orphaned 'by the

death of one or both parents in

the 1990:;. These children are

left to care for themselves or be

itated by HIV is pneumonia).

Moreover, individuals not infect­

ed with tuberculosis are more

likely to become so due to in­

creased exposure to HIV-infected persons with active tuberculosis. Children are particularly susceptible.

The ri.sk of HIV transmission can be as much as 20 to 50 times greater when another

sexually transmitted disease (SID) is present. Yet because STD infection is often asymptomatic, wo-

capacity to earn income is de­

creased as illness progresses,

leaving the family even poorer.

Some 10 million children in Af-

HIV/AIDS has health implications even l::Jr 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 not). Moreover, as mothers become sicker, they are less able to care for their children; imd

both the mothers' and fathers'

. .

men may not even know they have an SID or that they and any children they bear are at great risk. A

review of published reports suggests that where syphilis prevalence 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 orinfant death, or the birth of an iilfan~ with syphilis. Other kinds of reproductive tract infections

also ~reaten women's and children's health by contributing to fetal wastage a~d low birth weight., .
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Since transmission from mother to chiil~ daring pregnancy is virtually the only source
/

of HIV,transmission among young children,a concerted attack on the transmission of STDs offers

one of th~ few means available for slowing the spread of HIV among children and for preventing dra-
, .'

matic reversals of gllins in children's health. With respect to HIV/AIDS, as in so many areas of chil-

dren's health, educating the public and successfully promoting behavior chanpe are key to ensuring

.sustained improvement..A1s~ needed, how~ver, are i,?prJved 'capacities to diagnosf and,treat STDs
, -

within existing health care infrastructures.

Malaria,. During the 1950s and 1960s, it was thought that malaria could be eliminate?

through a global eradication effort..As it became clear that the transmission of malaria depends on a

wide variety of local1y and reg10nally specific conditions, er~dication efforts were replaced gradually by
. ., ,

efforts aimed at prevention, treatment and control.

In recent years; malaria has made a dramatic resurgence,o~curring in over 100 coun­

tries. Approximately 40 percent of the world's population is at risk. About three-quasters ofthese people

live in areas where the incidence of malaria had declined because of eradi~ation efforts but is now on

the rise, in som~ cases surpassing earlier levels.

The incidence of malaria is rising even where eradication efforts during the 1950s and

1960s wefe initially successful. Some strain~ of malaria have become resistant to chloroquine, the main

,drug for preventing and treating the disease; mosquito resistance

to once commonly used insecticides has also increased. At the

.same time that fewer tools are availaLle to'Combat malaria; oppor-
I

tunities for human contact with themalaria,vector are increasing as

a result of population growth, migration, and a variety,of develop­

ment-related activities.

Some 250 to 300 million new cases of malaria occur

worldwide each year. Young children ~nd pregnant women are

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

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

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

Those who do not ,die, acquire some level of immunity; but may also suffer poor growth, fitness and

edu~ational achievement. Malaria during pregnancy can cause miscarriage, fetal death, intrauterine
, I

growth retardation, low birth weight, and premature delivery. Until a vaccine is perfected, the com-
l

plications of mal?ria can be~t be preyented throughearly diagnosis arid tre(ltrnent. USAID c~ntinlies to

support resear~h in the development of such a vaccine; however, it may be some time before an effec­

tive vaccine is produced, tested, and made available 011 a largt=; scale.

\ '.



ill 1991, USAID assisted the World Health Organization in a global effort to develop
. ,

new strategies for controlliI,lg malaria, organizing. regional workshopsto focus on the specified prob­

lems of Africa, Asia, and Latin America. USAID also supported two m3jor studies on malaria by the

Institut~of Medicine and the American Academy for .the Advancement of Science, and will use their

recommendations to develop a new malaria strategy.
. .

. Cho!P,J'8. Cholera, an easily transmitted diarrheal disease, reemerged in Latin Americ.a

in -i991, after having beenabsent from the continent throughout the c~ntury (see regl0nal report on

Latin America and Caribbean). Cholera had similarly reappeared

in Africa tw~'decades ago after an absence of more than 70 years.
. .

The swift, dramatic. resurgence in Latin America received tremen-

dous international attention, even though both incidence and mor­

tality are routinely mu~h higher in Africa than in most countries of

Latin America and e,,-en though deaths fromo!her diarrheal dis-
,

eases are much greater. In 1990, 90 percent of the world's reported

cases of cholera were in Africa.

Cholera is characterized by profuse watery,diar­

rhea, vomiting, and rapid dehydration. Bec;mse cholera is so feared,

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

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

-of 1991, cholera took the lives of just ove~ 16,000 people of all ages

•
On Malaria ... "The issue for prioritization is not.

whether to select specific tec;liiu:iJgies or control

strategies, bUlt to ro:-ise the priority of solving the

problem of malaria. This' is best d(me by encouraging

balanced researeh 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

Committee for the Study oil Malaria Prevention and

Control, Institute of Medicine, 1991.

. .
which, while important, is but a tiny fraction of the over 3,000,°9° deaths due to diarrhea each year in

children alone. Moreover, the sal1\e strategies used by USAID and others in the child sJrVival pro­

gram are crucial for contr.olling the cholera epidemic. Prevention and treatment of cholera benefit

from strategies used in diarrheaLdisea3e control efforts, including epidemiological surveillance, rapid

dissemination of community education messages, improvement ofwater and sanitation infrastructure,

and services, and extensive use of ORT for ca~e management.

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

ever, just like other diarrhea-related dehydration, it is readily treatable with ORT. In fact, ORT was

developed with USAID ~upport at the cholera-laboratory in Bangladesh (now the International Center

for Diarrheal Diseuse Research) during the cholera pandemic in the 1960s and 1970s.

Rapid detection, com~unity education, and successful ORT treatine~t - 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

aUla §iii
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about one percent. The regional case-fatality rate for Africa, in ('(lntrast, is about nine Dercent, with

much higher rates in some countries (e.g., 13 percent in Nigeria and 20 percent in Cameroon). Cer­

tainly, the recent experience with cholera underl;nes the important contribution child survival pro­

grams are making to strengthen health syste~ns and to prepare them t~ meet new challenges.

Challenge #7: Rapid Urbanization

Rapid rates of growth in urban areas throughout the developing world mean that by the year 200l,

some 44 percent of developing country populatinns will be living in urban areas. During t!le 1990s,

child survival programs must focus more system~tic3l1y on neg!eiCted p~or urban areas. They must

examine pilot activities in Jakarta, Dhaka, Lima, and elsewhere, as well as lessQns from tne rural

experience, to determine what strategles will be most effective in addressing ur~an child health,

issues while improving the likelihood of sustainability.

In general, devel?ping-eountry 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 widespreCld belief, more than 60 percent of the

population growth in urban areas is attn'butable to natural increase; less than 40 percent is due to migra-

tion from rural areas.

At lea~t half the urban population of the developing world today Jive~ in extreme pov-
I

erty in the slums and shanty towns that have virtually no access to the health and other services gener·

ally considered a princ!pal advantage of urban life. In some cities, the proportion of the urban popula­

tion living in desperate poverty is as high as 79 percent. .

The urban poor are afflicted with the traditional diseases of underdevelopment as well

as the chronic and environmental diseases associated with industrialization. They suffer not only the

infectious diseases and malnutrition associated with scarcity and contamination of water supplies and

the lac~ of sanitary waste disposal, but also the diseases associated with pollution of air, wClter, and

land from factories, transportation, energy production, etc. Overcrowding, inadequate disposal of hu­

man and commercial waste, and a lack of affordable and accessible health servim's further contribute

to ill health among the urban poor.

In general, few data exist to accunltely measure these conditions. Mo~t urban data are

aggregated and, therefore, hide the extent of poverty: ill health, disability, and prematm e death. Fre­

quently, those worst off are n0t included at all because they are squatters occupying the land illegally.

Individual case"studies, however, provide dramatic eAdlupJes of the extent of intra-urban differences in

children's health status.

• In urban areas in Guatemala, infant mortality was found to vary from 115 per thou-
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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 s~gment of the urban population. The modern hospi­

tals and outpatient departments that are nearby are in fact a world away from the poor inhabitants of

urban areas and have inhibited the development of more accessible neighborhood health centers. The

poor use hospitals for emergencies, rdying 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 Doth

the public and the private sector.

Providing primary health rare to urban populations has some lJarticular difficulti~s.

While the concentration'of population would seem to offer commun,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 ~ ./ ~.~, :' ..... :,~I.lncr~asilJguibarii~~ion. 'I,.: .. : .
I 1 ~.. ".

where urban health autho;ities operate with a degree of ~nd~pen- li:OPopUl<ltiOIiin,bilrlOl1~

I -
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dence from ·the national ministry of health, concerted attention to

iealth issues in urban areas requires developing good working re­

lationships between these"two levels of government. Any sustain­

able urban health effort must include the large pool of private sec­

tor providers (doctors, nurses, midwives, etc.) already practicing in

urban areas; yet these providers traditionally are least responsive

to the preventive orientation of child survival and other primary

health care services.

Where child.s;Jrvival progrr'1lS have addressedur­

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

desh, USAID began a five-year bilateral project, the Urban Volunteer Program, to train women from. ~

slum communitie~ to furntsh pre~entive health ca~e and referral information to slum'resitients. Ini­

tially focussed on diarrheal disease control through health education and 9RS distribution, it has

expanded to include nutrition, immuniZation', and family planning servIces, .as 'well as an .urban sur­

veillance system. By 1991, a dramatic shift had taken place. Whereas urban areas had 1een lagging

behind ifl 1988, by early 1991 , ~~ey 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]akarta, Indonesia'promoting primary health care services through trained community

health volunteers. Aproject survey found immunization,coverage and ORT use levels exceeded tar­

gets in two ot the three prcject areas. Seventy.two percent of mothers surveyed used ORT, and 83'. . .

percent of children aged 12 to 24 months had been fully immunized.

111 GuC).temala and Honduras, La Leche League traius and certifj.es women from low-in­

come marginal urban communities to provide breastfeed4Ig counseling and to conduct treastfeeding

mother support groups. In addition to educating mothers about optimal breastfeeding practices, the.' .
voluntee;-" also refer mothers to the public h"ealth system for other child survival services.

As the proportion and number ofurban poor increase in co~ng years; new ways must

be found to address their health and nutritional needs, This does not so much require new programs
..

as continuing to adapt existing programs by finding new ways of
. .

reach~g the neglected urban poor with basic child health services.

F
ew development assistance programs have succeeded as

. . rapidly inmeeting their objectives as the intef1lational 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 proveninter~entions.

With the initial mortality reduction targets met itt

many countries, and nearly met in others, new, harder to reach,
"targets hav(' been set. The goals and plan of action agreed to at the

,.
World Summit for Children reaffirmed the international communi-

ty's continued commitment to improving children's health status and long-terrIl opportwlities..

Acting up~n that cominitment requires consolidating and building on past successes while simul- ­

. taneously adapting to new and 1'1angiI].g,conditions. The successes of the first few years' of the

child survival initiative are documented in this report: • Four out of five of the world's children
"-

now have access to at least some aspect ofmodern health s~rvices, • Many developing coun-

tries ~e well on the way to building effective.health infrastructures that ill turn contribute to

national development. • An impressive partnership has been created among donors, governments,

universities, the private sector, and nongovernmental and private.v0luntary organizations.• Afocus

on research has helped to develop "second generation" interventions and strategies to address

many of the remaining child health problems.
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USAI~'s role in these child survival successes has g')lle.well beyondsimply p~oviding

services. Its emphasis on high-mortality countries, its leadership role in developing information and _

~ communication capabilitie~ ::IS we~ as monitoring and evaluation systems, and its commitment to re­

search have been important contributors to progrer:" achieved to date.

Issues fpr the 19905

USAID's continued commitment to child survival in the 1990s is essential if the gains already made are

not to be lost and if the international goals are to be met.

The child survival program represents only three percent of USAID's, annual develop-
" .

ment assistance budget, or less than one percent of international affairs appropriations including ~l­

_itary sales. It is, in other words; a comparatively small program: But -it has the potential "for lasting

impact a) if efforts to consolidate and sustai~ current programs are

pursued with the" same intensity as the effortto establish them and
" . .

, b) if thc willingness to learn and adapt to changing conditions and

needs continues to characterize the program.

, .",pite the successes, the task ahead remains enor-

mou&. Nearly 13 million children stilt"die,every year as a result of

preventable or treatable illnesses. There are major opportunitiesfor

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

dLfficuIt to accomplish. Remaining child health problems will not

be as responsive to a few'select interventions and will require more' country- and locally-specific strat­

egies. Emeq~irig and resurg~nt diseases will complicate the task.

Moreover, further g~jns must be achieved at a time when dev~loping countries them­

selves have fewer resol;lrces to devote to health, and USAID and other development assIstance agen­

ci~; are under pressure tCf meet a host of competing needs.

At a time when resources are scarce and needs are great, building upon proven suc-
. ,

cesses represents sound investment and wise policy. The child survival program qas the advantages of

international consensus about what is-needed, a proven track record, and demonstrated ability to learn
, .

from experience and adapt to changing circumstances; And, as aresult of ongoing research, the pro-
" .

gram will continue to provide the fi."amework for introducing newly perfected technologies.

The child survival pnrgram offers one of the surest ways of contri: uting in a lasting
,

way to the health £1nd prod1J.ctivity of the people of deveioping countries. Its simple interventions, used

on artational scaie, help strengthen country capacities to promote health by mobilizing the public and

private sectors to meet priority health needs and by building the systemsto face ~ture chahenges. -

a

"



•During 1991, USAIO supported

health and child survival activ-

ities in 39 countries throughout

the Africa region. 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-

rates.' In the Central African Republic, able, a home-based wlution is promot-

where a long labor strike interrupted ed as an alternative. Of the 41 USAIO

the routine vaccination program, cam·· projects supporting activities to prevent

paigns are being used to maintain the or control diarrheal diseases, 38 pro-

high ratespf coverage. jects promoted home-based solutions or

Reports of cholera in 1991 un- local porridge. A number of promising

derlined the importance ofdiarrheal dis- research activities are currently under-

ease in Africa and the need to strength- way to determine the effectiveness of

en diarrheal disease and environment various local" porridges' and.possible

control activities such as water and san- additives such as salt to increase their

itation. In 1990, 90 percent of all chol· effectiveness. All of these projects sup-

out the continent. Since 1985, the annu- have reached 80 percent. For the first era cases worldwide occurred in Afri- porting the control of diarrheal disease

al infant mortality rates for USAID- time, more measles cases and deaths ca. The significantly lower (ase fatality include the promotion of continued

assisted countries in the region have havebeen prevented than have occurred raies in Latin America provide evidence breastfeeding or other feeding during
-

dropped from 113 deaths per 1,000 live in the Africa region accordi:lg to the that strong diarrheal disease control diarrhea, giving recognitioh to the im-

births to 102. In 1991, seven African World Health Organization. programs, better water supply systems, r::.rtance ')f breastfeeding to protect

countries (including one emphasis In Burundi, 80 percent vacci- extensive surveilla!lce systems, and young children.

country - Kenya) had infant mortality nation coverage rates for childn:n 12 to wider use of oral rehydration therapy 'Throughout the Africa region,

rates below the target of 75 cleaths per 23 months accomplished in 1989 were can lower fatality from the disease. Con·- increased importance is being placed

1,000 live births. nearly sustained during 1990 without tinued investments in these areas will on the role that breastfeeding and oth·

Significant strides have been retiance on vaccination campaigns. This be necessary in Africa to improve exist- er infant feeding practices play in child

made in the past decade toward bring- accomplishment may be attributed to ing systems and enable health person- survival. With 90 percent of mothers in-

ing child survival and health care ser- the vaccination registration system, ne! to respond appropriately and rapid·· itiating breastfeeding at·birth, breast-
. .

vices to the majority of Africa's popula- which identifies children who do not Iy. In 1991, cholera epidemics in Niger feeding is more widespread in Africa .

tion. The om vaccination coverage complete theirvaccination series for fol- and Zambia were addressed with than in other developing regions. How-

rate of 57 percent demonstrates that low-up. Vaccination campaigns, though strong support from USAIO in the ar- ever, exclusive breastfeeding during

more than half of Africa's infants are IT.ore expensive than routine services, eas of educational materials for health the first 4 to 6months of life is rare, and

seen by health care workers not once, are still used effectively throughout the workers, radio and television mssages, is, therefore, becoming a central issue

but three times, during the first year of region to maintain or innease coverage and technical assistance in the .develop- in child survival activities. Twenty-five

life. Vaccination coverage rates for chil­

dren 12 to 23 months in t~e child sur·

vival emphnsis countries have almust

doubled since 1985 for BCG, om, pO:­

li03, and measles. In the Central Afri­

can Republic, Mozambique, Rwanda,

Swaziland, and Tanzania, the vaccina­

tion coverage rates for these antigens

ment of national strategies. USAIO·supported projects promoted

The routine use ot oral rehy- breastfeeding for its nutritional impact

dration therapy to prevent deaths from in 13 countries during 1991. USA!O also

diarrheal diseases in USAIO-assisted sponsored aconference bringing togeth-

countries increased from 10 percent in er West African physicians, nutrition-

1985 to 41 percent in 1991. In many ar- ists, behavioral scientists, and program

eas of Africa, where oral rehyd~ation managers to share experiences in pro-

salts are notilJasily accessible or afford- moting healthy (nfant feeding practices



and integrating them with other child

survival interventions.

While these acoomplishments

. in child survival are admirrtble, the re­

gion continues to lag behind the rest of

.the world in tenus of the health status

of children and adqlts. Morbidity and

mortality rates for African children re­

main the highest in th~ world. During

1990, an estimated 24.5 million children

were born in Africa. As many as 4.? 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.
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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 su~­

cess in vaccination and diarrheal dis-

ease control, by linking additional pri­

ority interventions, including acute res­

piratory infections, the prevention and

control of HIY/AIDS, and the promo­

tion of birth spacing to the existing inte­

grated primary health care program.

Swaziland's Ministry of Health 'is work­

ing with ACSI-CCCD to develop plar.s

to integrate maternal and child h·:alth

services with family planning.

More than two million Afri- Continuing high population Over the past decade, the US- The concept of integration of

can infants die annually, Nineteen of the growth rates place heavy pressures on AID regional project Africa Child Sur- services was a central topic at a USAID-,
39 USAID-assisted countries in Africa scarce health care resources. By 2010, vival - 'itiative-Combatting Childhood sp()nso~ed regionalconfef.ence oninfant

still have an infant mortality rate above an additional 10 million infants will need Communicable Diseases (ACSI-CCCD) feeding and child survival. As mentioned

100 deaths per 1,000 live births. Chil- to be immunized to achieve a 90 per- has supported 13 African governm~nts earlier, in September 1991, 50 West Af-,

conference participants presented indi­

vidual counlry 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

fi~ient 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 pol­

icy, the government o"f Zambia recently

lega1ized fee-for-ser,vice schemes. Where

it was once illegal to charge for health80

-~~_20
10

'

7060

.. '. \

5040302010 Millions 10203040

"

50

, ,

6070

.",

. I ":'." :
80

55-59

30-54,

45-49

4fJ.44

35'39
30-34

'25-29

20-24

15-19

IfJ.14

5-9

'''0:4 '

75-79,

,7fJ.74

dren under five have the lowest vacci- cent coverage rate. Population growth in three technical interventions - immu- rican researchers gathered to discuss

nation coverage rates, are least likely to also fuels an accelerating rate of urban- nization coverage, control of diarrheal infant feeding practices and maternal

receive oral rehydration therapy during ization, which threatens to overwhelm disease and control of malaria - using nutrition as they relate to child survival.
~

bouts of diarrheal disease, and suffer the capacity of African cities to provide four support strategies, including health The objective was to exchange ideas

more from wasting or acute malnutri- basic services. Between 1990 and 2025, information systems, training/supervi- and experiences on improving maternal

tion than in any other region. Less than Africa's urban population is expected to sion, health education and operational nutrition and infant feeding through

half of the population has reasonable grow by 700 million-mOl:e than the cur- research. ACSI-CCCD is assisting in maternal and child health, nutrition,

access to modem health care. rent population of the entire conti'1ent, the integration of health services at the control of diarrheal disease, and family

planning interventions. By the close of

the conference, eight country teams of
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Regional
Africa Child Survival Initiative-CCCD • • • • • • • • • • • • • • • • •-
.HIV/AIDS P;-evention in Africa • • • • • • • • • • • • • •
Operations Le¥el Management
Development • • • .- .- •
Private Voluntary Organizations .. .. .. . ·.. • • • • ~ • • • • • • ~

Central Project Support
.

AIDSCOM • .' • • • • • •
AIDSTECH • • • • .. .- • .- . .. .. • • .. • •
Applied Diarrheal Disease Research • • - ~

--
Applied Research and Child
Survival Services • •• ..
Breastfeeding and Maternal and - -
Neonatal Health .. , .- - •
CSAP Support • .- • • •
Demographic and Health Surveys • • • • ·.- .- • • • • .- • • .. .- ....-
Food and NJtrition Monitoring
Support .. •
HBCU Research Grants • •
HEALTHCOM, • .. . • • •
Health Financing and

,,
Sustainability • • • .. .
HealthTech • .- ..
Nutrition Education and Social
Marketing • • • • •

,
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PRICORII • .. •-
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Project SUPPORT .- •
REACH ·• • • •
Technic~1 Advisors in AIDS and .
Child Survival ~ .- • • , •
University Development Linka~es
Project .- • •
Vector Biology and Control • .. • ., .- -

-
V)tamin Afor Health • • .. '" I .. .

\

Water and Sanitation for Health .. • .- .. • • • •
WHO/Global Programme on AIDS. ·..

.- .- • • .- • • .. ·.-
Wom~nand Infant Nutrition • I • .. .. • .- .. .
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..,. Ch'or~ulneResistant Mal~~a Spreads th!oU~. Afrt~a

.' '. ,'1991.: AdjUsted'hlJpact of A~DS 0," Urider 5 Mortail~ -".

infected mothers as of 1990. Another

sites and personal protection, rather~

than relying 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·

p:egnaterl bednets reduced mortality in

children 1to 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, approximately 500,000 HIV­

infected babies have been born to HIV-

. four to eight mil~ion may be born in the

next decade. UsingcUlTent rural and ur­

.ban HIV prevalence studies, the graph

to the left shows the estimated impact

of AIDS on current under five mOr'llIlity

rates for six countries. The World Health

Organization estimates that during the

1990s AIDS may be re!lponsible 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

vention activities into existing child sur­

vival programs.

While applauding the signif­

icant progress 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.Cote d'lvoire

~,-.- ,

ZambiaZaIreUgandaRwandaMalawi

..,.,30.

diseases that will lHldoubtedly sap al-,

ready limited resources. '

Malaria is a continuing chal-

operated on a fee-paying basis. -

Activities to expand the role

'of the private sector in an effort to re- .

duce governme'nt spending in health

care are underway in 13 countries in M­

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 involvell\ent in health care. Ar­

eas in 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 salts; 2) community and ser­

vice organiiations such as Rotary In­

ternational which provide vaccinations

and other health services; and 3) Afri­

care, a U.S. private voluntary organiza­

tion, which includes private maternal

and child health care providers in its pri-
I •

mary health care network in Imo State.

In addition to sustaining these

accomplishments made by the health

care delivery system. such as vaccina­

tion covecage, African governments will

need to meet the pressures of a rapidly

expanding population. Moreover, gov­

ernments also face new or resurgent. ,

car~, the government has now set a

. goal that 20 percent of ward accommo­

dations in public institutions are to be.

lenge in Africa, with 90 million clinical to be increasing. For example, reported 1984 prevalence. This resulted not only Ronald Roskens, the Administrator of

cases each year, causing approximately deaths due to malaria in Zaire rose from in significant in"rpa"pt; in mabria-f,.!at- USA!!), !0 e!gh! .tl.rr:~:l.'1 ~:J:'::1tric~. "'Th(:

one million child deaths. Chloroquine- 2.1 percent of Gases in 1984 to 5.8 per· ed morbidity and mortality, but also in heads of state with whom we spoke

resistant Plasmodium jalcipantm, found cent of cases in 1988: significant Ilumbers of transfusion-in- shared our profound concern with the

omy in Kenya and Tanzania in 1978. Malaria particularly affects duced HIV-infection in children. barriers to child survival,"said Roskens.

has now been detected throughout sub- pregnant women and young -'Children Successful strategies for re- "We all agreed that, in. the words of

Saharan Africa. As this drug resistant and is a major cause of low birth weight. ducing malaria deaths in Africa will use President Museveni, meaningful devel-

st,rain spreads, the incidence and c1ini- Pediatric anemia in Zaire due to malaria combinations of interventions, such as opment must begin with the human be-

cal severity of the disease also appear infection rose in 1987 to three times its. the elimination of mosquito breeding ing, especially the child."

-
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Vaccination Cove~age

BCG : 80% (90)
DP'1'3 74% (90)
Measles 59% (90)
Polio:L. 71% (90)
Tetanus2+ , 25% (89)
DPT Drop-Out 8% (89)

Other Health Indicators

Access t'1 Improved Water
Urban 61% (88)
Rural ; 21% (88)
Access to Sanitation
Urban 40% (88)
Rural 25% (88)

HIV·I Seroprevalence
Urban 7.8% (90)
Rural,... 1% (90)

Deliveries by Traiued
Attendants 50% (89)
See Data Noles
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Demograp~ic Indicators .

Total Population 23.000.000 (89)
Life Expectancy at Birth.....60 Yrs (91)
Children Ur.der 1... 1,025,222 (89)
Annual Infant Deaths 80,011 (89)
Infant Mortality 74/1,000 (89)
Under 5 Mortality 103/),000 (91)
Matemal Mortality 657/100,000 (87)
Total Fertility 6.7 (89)

Child Survival Indicators

Oral Rehydration Therapy
ORSAccess 63% (89)
ORTUse 63% (89)

Adequate Nutritional Status N/h
Appropriate Infant Feeding 58% (89)
Exclush'C B..~astfe~dir.;; 24% (89)
Complementary Feeding 87% (89)
Continued Breastfeeding 83% (89)

Contraceptive Prevalence 18% (89)
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Regional Projects

~ Health Care Financing Program

• Family Planning Services and
SUPPQrt

• PVO Co-Financing

• Africa Child Survival Initiative­
Combatting C:hildhood Commu­
nicable Diseases

• HIV/AIDS Prevention in Africa

Bilateral Projects

USAID/Washington
Support
u.s. Private Voluntary

. OrganizationsjFVAjPVC

• African Medical and Research
Foundation (Child Sutvival Grant)

• Minnesota IntemationalJiealth
Volunteers (Child Survival Grant)

• World Vision Relief and Develop-
ment (Child Survival Gl ant)

Bureau for Research and 1

Development

• 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 Sustainabi.lity

• HealthTech (Technologies for
Child Health)

• WIN (Women and Infant Nutrition: ­
Wellstart)
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• Promoting Health Interventions
for Child Survival

• Services for Health, Agriculture
and Rural Enterprise Development

• Human Resources and Institutional
Development

Bilateral Projects

USAIDjWashing'£on
Support
U.S. Private Voluntary
Organizations/FVA/P'IC

• Adventist Development and Relief
Agen.'y (Child Survival and Vitamin
AGrlillR,)

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

• Project HOPE (Child Survival and
Vitamin AGrants)

• Save the Children Federation
(Child Survival Grant)

• VITAP (Vitamin ATechnical
Assistance Program/Helen Keller
International)

• World Vision Relief and
Development (Chjld Survival and
Vitamin AGrants)

Bureau for Research' and
Development

.AIDSCOM

• Vitamin Afor Health (VITAL)

• WHO Global Programm,e 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 (Watrr and Sanitation for
Health)

Regional Projects

• Africa Child Survival Initiative ­
Comba!1ing Childhood Commu­
nicable Diseases

• HIV/AIDS Prevention in Africa

NtA

/:.',

. , ,
: . ORT Use Rates " . .

• • -j

40

30

1986 1987 ·1988 1989 199(}91

6-11 Months 12-23 Months 2P6 Months

70
-;

~
• ,

SO

~o

80 ..,

90

100 Percem of cl)11drehQ~ age I)ve

2000

_Uric!erSMo,taiily
• InrantMOrtalily

,.~.'

1995

1980-82 19B85 198&1l8 198~90

90

100. Percent Yacdnirted by 12 moirths or age, .

See Dsla Noles

Vaccination Coverage
BCG : 97% (90)
DPT3 81% (90)
Measles 80% (90)
Poli03 79% (90)
Tetanus2+ 72% (89)
DPT Drop-Out N/A

Other Health Indicators

Access to Improved Water'
Urban 77% (88)
Rural : 36% (88)
Access to Sanitation
Urban '/0% (88)
Rural 36% (88)

HIV-l Seroprevalenct:
Urban 23.3% (90)
RuraL N/A

Deliveries by Trained '
Attendants 52% (79)
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Demographic Indicators

Total Population 9.102.020 (91)
Life Expectancy at Birth 48 Yrs (91)
Children Unde'r 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 7.6 (91)

Child Survival lndicators

Oral Rehydration Therapy
ORSAccess " 56% (88)
ORTUse 14% (88)

Adequate Nutritional Status 7\f1., (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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Vaccinatj~n Coverage
BCG 89% (91)
DPTJ 58% (91)
Measles : 56% (91)
Poli03 58% (91)
Tetanus2+ 18% (90)
DPT Drop-Out 56% (90)

Other Health Indicators

Access to.Improved Water
l'rban 46% (88)
Rural 20% (88)
Access to Sanitation

. Urban ; 90% (88)
Rural. 3% (88)

HIV-l Seroprevalence
Urban 0.4% (90)
RuraL N/A

Deliveries by Trained
Attendants ~\2% (87)
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Demographic Indicators

Tolal Popwalioll 8',990.000 (91)
Life Expectancy at Birth 45 (91)
Children Under I 423,039 (91)

"

Annual Infant Deaths 49,435 (91)
Infant M0I1ality 108/1,000 (87)
Under 5 Mortality 249/1,000 (87)
Maternal Mortality.. 2,900/100,000 (87)
Total Fertility 5.6 (87)

Child Survival, Indicators

Oral Rehydration Therapy
ORS Access ~ 95% (89)
ORT Use 41% (89)

Adequate Nutritional Status 60% (87)
'Appropriate Infant Feeding 42% (87)
Exclusive Breastieedirrg 8% (87)
Complementary Feeding 45% (87)
Continued Breastfeeding 90% (87)

Contraceptive Prevalence 3% (91)
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USAID/Washington
Support
u.s. Private Voluntary
Organizations/FVA/PVC

t CARE (Child Survival Grant)

• Foster Parents Plan (Child Survival
Grant)

• Save the Children Federation
(Child Survival Grant)

• VITAP (Vitamin Afor Health
Technical Assistance Program/
Helen Keller International)

• World Vision Relief and
Development (Child Survival and
Vitamin AGrants)'

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

• HEALTHCOM (Communication
and Marketing (or Child Survival)

+WASH (Water and Sanitation for
Health)

Regional Projects

• AChild Survival Grant to the United
Nations Development Program

• Africa Child Survival Initiative·
Combatting Childhood Commu­
nicable Diseases

• HIV/AIDS Prevention 'in Africa

ail3teral Projects

• Dioro Child Survival'

• Community Health and Population
Services

• Integrated Family Health Services

• PVO Co-Financing



Regional Project

• Africa Child Survival Initiative·
Combatting Childhood Commu­
nicable Diseases

USAID/Washington
Support
u.s. Private Voluntary
Org~nizations/FVA/PVC

• CARE (Child Survival Grant)
• Helen Keller International (Vitamin

AGrant)

• VITAP (Vitamin ATechnical
Assistance Program/Helen Keller
International)

Bureau for Rllsearch and
Development

• CSAP Support (Health and Child
Survival Fellows) -

• Demographic and Health Surveys

• ORT Help (Peace Corps)
• PRITECH (fechnologie~ for

Primary Health Care)

.•TAACS (fechnical Advisors in AIDS
and Child Survival)

Short·Term Technical Assistance
and Support

+AIDsTECH

• Applied Research and Child Survival
Services

.'Nutrition Education and Social
Marketing

• PRICOR (PrimarY Health Care
Operations Research)

• VBC (Vec~or Biology and Control)
• Vitamin Afor Health (VITAL)
• WIN (Women and Infant NutritiOn!

Education Development Center)

Bilateral Projects

• Africare Child SUPPQrt
• Health Sector Support
• Family Health,and Demography

" Niger Health Sector

• Niger River Blindness

],986 1987 1988 1989 1990-91
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Vaccination Coverage
BCG 50% (90).
DPT3 : ~ 13% (90)
Measles 21% (90)
Poli03 : 13% (90)
Tetanus2+ 44% (90)
DPT Drop-Out N/A

Other Health Il")dicators

Access to Improved Water
Urban : " 36% (88)

.Rural 49%. (88)
Access to Sanitation
Urban 36% (88)
Rural.: 3% (88)

HIV-l Seroprevalence .
Urban r.:'IA
Rural. : N/A
Deliveries by Trained
Attendants 47% (83)
See Data Notes
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Demographic Indicators

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

• Infant MortaUty 140/1,000 (91)
Under 5 Mortality 208/1,000(%)
Maternal Mortality 700/100,000 (88)
Total Fertility : ;.., 7.1 (91)

Child Survival Indicators

Oral Rehydration Therapy
ORS Access : 8!% (91)
ORTUse : 54% (91)

Adequate Nutritional Status 88% (89)
Appropriate Infant Feeding N/A
Exclusive Breastfeeding N/A
ComplelJlentary Feeding : N/A
Continued Breastfeeding N/A
Contraceptive Prevalence , 2% (91)
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Vaccination Coverage
BCG 61% (90)
DPTJ 33% (90)
Measles 46% (90)
Poli03 33% 130)
Tetanus2+ :.. 58% (90)
DPT Drop-Out 44% (90)

Other Health Indicators

Access to Improved Water'
Urban 60% (88)
Rural :................................ 30% (88)
Access to Sanitation
·Urban 10% (88)
Rura! 10% (88)

HIV-l Seroprevalence
Urban 0.5% (90)
Rural. : N/A

Deliveries by Trained .
-Attendants : 32% (90)
see Data Notes
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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 ~ 99/1,000 (91)
Under 5 Mortality 162/1,000 (91)
Maternal Mortality 800/100,000 (88)
Total Fertility 6.7 (91)

Child Survival Indicators

Oral Rehydration Therapy
ORS Access 60% (91)
ORT Use u 27% (90)

Adequate Nutritional Status N/A
Appropriate Infant Feeding N/A
Exclusive Breastfeeding N/A
Complementary Feeding N/A
Continued Breastfeeding· N/A

Contraceptive Prevalence 4% (90)
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USAIDjWashington
Support
U,S. Private Voluntary
Organizations/FVA/PVC

• Adventist Development and Relief
Agency (Child Survival Grant)

• Africare (Child SurVival Grant)

• VITAP (Vitamin ATechnical
Assistance ProgramlHelen Keller
International)

• World,Vision Relief and Develop-
ment (Child Survival Gr? :It)

Bureau for Research and
Deveiopment '

• Applied Diarrheal Disease Research

• CSAP Support (Health and Child
Survival Fellows)

• Demographic and Health Surveys

• Diarrheal Disease Research (WIlO)

Short-Term Technical Assistance
and Support

.AIDSfECH

• Breastfeeding and Maternal and
Neonatal Health

• HEALTHCOM (Communication'
and Marketing for Child Survival)

• PRICOR (Primary Health Care
Operations Research)

• PRITECH (Technologies for
Primary Health Care)

• REACH (Resources for Child
Health)

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

Regional Projects

• Africa Child Survi~al Initiative ­
Combatting Childhood Commu­
nicable Diseases

• Operations Level Management
Development (MEDEX)

Bilateral Projects

• Primary Health Care Suppon
Program

+Nigeria River Blindness



Short:Term Technical Assistance
and Support

• Den{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:
APHA Clearinghouse)

Bilateral Projects

• Rural Health Delivery Services II
• Family Health and Population

• PVO/NGO Support Project

USAID/Washington
Support
U.S. Private Voluntary
OrganizationjFVAjPVC

• World Vision Relief and Develop-
ment «(hild Survival Grant)

Bureau for Research and
Development

• HEALTr:COM (Communication
and Marketing for Child Survival)

• TMCS iTechnical Advisors in
AIDS and Child Survival)

• Vitamin Afor Health (Florida State
University & VITAL)

• WHO Global Programme on
AIDS
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Vaccination Coverage
BCG ~ .. 92% (91)
DPTI 60% (91)
Measles 59% (91)
Poli03 66% (91)
Tetanus2+ : 45% (91)
D?T Drop-Out 33% (91)

Other Health Indicators

Access to Improved Water .
Urban : 79% (88)
Rural : 38% (88)
Access to Sanitation
Urban 87% (88)
Rural 20% (88)

HIV-l Seroprevalence
Urban 0.1% (90)
Rural 0.1% (9,0>

Deliveries by Trained
Attendants 41% (86)
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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.. .. 6.3 (91)

Child Survival Indicators

Oral Rehydration Therapy
ORS Access 16% (88)
ORTUse 27% (88)

Adequate Nutritional Status 72% (86)
Appropriate Infant Feeding 49% (86)
Exclusive Breastfeeding 7% (86)
Complementary Feeding. '" 08% (86)
Continued Br{'astfeedi~g 93% (86)

Contraceptive Prevalence 2'¥, (86)

~._----...--_......
II,lR=96tOOS mr----...........-:.....

; , ~ - ,

120

40.

..
.i '."

1980 1985 1990 1995 2000

30

ID .~I';~
1986 1987 1988 1989 1990-91

90

60

50

.30

,10

19BQ.82 1983-85 198&88 198991 198082 1983-85 198&88 198991 f> 11 Months 1n3 Months 24·36 Months



Bilateral Project

• Rural Health Support Project ­
South

USAID/Washington
Support
u.s. Private Voluntary
Organizations/FVA/PVC

• CARE (Child Survival Grant)

• Helen Keller International (Vitamin
AGrant)

.• SaVe the Children Federation
. (Child Survival Grant)

Bureau for Research and
Development

Short·Term Technical Assistance
and Support I

• Demographic and Health Surveys

Demographic Indicators

Tot:!1 f'opulation 25,988,310 (91)
Life Expectancy at Birth..... 51 Yrs (91)
Children Under 1 1,054,446 (91)
Annual Infant Deaths 115,579 (91)
Inlant Mortality 102/1,000 (91)
Under 5 Mortality 160/1,000 (91)
Maternal Mortality 655/100,000 (83)
Total Fertility 5.0 (89)

Child Survival Indicators

Oral Rehydration Therapy
ORS Access 22% (91)
ORT Use 36% (89)

Adequate Nutritionat Status N/A
Appropriate Infant Feeding N/A
Exclusive Breastfeeding 14% (89)
Complementmy Feeding 45% (89)
Continued Breastfeeding 80% (89)

Contraceptive Prevalence 6% (89)

Vaccination C(w('rage
BeG 76% (89)
DPT3 60% (89)
Me~sles 61% (89)
Poli03· 61% (89)

. Tetanus2+ .~ ~. 25% (89)
DPf Drop-Out 2'2% (89)

O.ther Health lndir.ators

Access to Imp~oved Water
Urban 50% (88)
Rural 30% (88)
Access to Sanitation
Urban 15%.(88)
Rural 15% (88)

HN-1 Seroprevalence
Urban 0.1% (90)
RuraL - : N/A

Deliveries by Trained
Attendants 69% (89)
See Data Notes
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Demographic Indkators

Total Population 36,817,288 (91)
Life Expect2.ncy at Birth,.... 53 Yrs (91)
Children Under 1... 1,509,531 (90)

, AnImal Infan~ Deaths 151,890 (91)
Infant Mortality : 94/1,000 (90)
Under 5 Mortality 150/1,000 (91)
Maternai Mortality 800/100,000 (80)
Total Fertility 6.1 (91) .

Child Survival Indicators

Oral Rehydration Therapy
ORSAccess : 50% (91)
ORTUse 45% (91)

Adequate Nutritibnal Status N/A
Appropriate Infant Feeding NfA
Exclusive 8reastfeeding N/A
Complementary Feeding N/A,
Continued Breastfeeding N/A
Contraceptive Prevalence N/A

I

Vaccination Coverage
BCG : 59% (89)
DPTI ,. : ,. 38% (89)
Measles 44% (89)
Poli03 , 38% (89)
tetanus2+ : , 29% (89)
DPT Drop-Out , 29% (91)

Other Health Indicators

Access to Improved Water
lIrban 65% (88)
Rural 15% (88)
Access to Sanitation
Urban 6% (88)
Rural 10% (88)

HIV-1 Seroprevalenc~

Urban 6% (&Ol.
Rural , 3.6% (90)
Deliveries by Trained'
{\~ndants : N/A
See Data Notes

Bilateral Projects

• Basic Rural Health'II
• School of Public Health
• Family Planning Services
• Shaba Refugee Health Project

Reeional Projects

• Africa Child Survival Initiative·
Combatting Childhood Commu­
nicable Dise'ases

• HIV/AIDS Prevention in Africa

USAID/Washington
~ Support

Bureau for Research and
Development

• Applied Diarrheal" Disease Research
~ PRITECH (fechnologies for

Primary Health Care)

Short-Term Technical Assistance
and Support

+AIDSTECH

• Health Financing and Sustainability
+HEALTHCOM (Communication

and Marketing for Child Survival)

• ORT Help (peace Co,rps)
+PRICOR (primary Health Care

Operations Research)

• WASH (Water and Sanitation for
Health)
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B
etween 1980 and 1991, infant

mortality rates in the 13 US­

AID-assisted countries in the

Asia reginn 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

will require political support, adequate straints to the mobilization of women,

resources, and demand for immuniza- the communication of effective mes-

·tion services. In Indonesia, where high sages, and thf' access of Oral Rehydra-

vaccination coverage has already been tion Salts (ORS).

achieved, signs of sustainability are al- The diarrheal disease control

ready evident: production of diphtheria, 'strategies include promotion of cOntin-

tetanus, tuberculosis, and pertussis vac- ued breastfeeding and appropriate in-

USAID-assisted countries worldwide in has experienced a dramatic increase in cines is underway, and privatevolun- fant feeding during diarrheal episodes.

1991 occurred in the Asia region. While coverage: DPTI and poli03 coverage tary organizations and private physi- Over 20 VSAID projects in six Asian

aggregate mortality figures are strong- rates have risen from under four per- cians are working to extend immuni- countries h1Ve incorporated breastfeed-

Iy influenced by the ~ize of India's popu- cent in 1985 to 62 percent in 1991. In zation services to remote, underserved ing and appropriate infant feeding inter-

lation, an estimated 43 percent of infant, countries where BCG, DPTI, and poli03 populations, However, much greater ventions into their diarrheal disease

deaths in the region occurred outside

India. Of the five Asia child survival em­

'phasis countries (Bangladesh, India, In­

flOnesia, Nepal and Pakistan), lndone­

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. Examples include Af­

ghanistan (165), Bangladesh (111), Can1­

bodia (120), India (91), Nepal (121), and

Pakistan (l02).

ImprovemelJts in vaccination

covprage have been significant. Region­

al DPTI coverage has doubled sinee

1985; and measles coverage increased

from 9 percent in ~985 to 59 percent in

1990. The Philippines, Sri'Lanka, and

Thailand report surpassing the USAID

target of 80 percent coverage for BCG,

DPTI, poli03, and measles. Although

vaccination coverage has not r!?ached

80 percent in Bangladesh, the country

coverage is high, attention is turning to

increasing lagging measles and teta­

'nus2 covera~e. In 1991, Rotary Interna­

tional and the Lion's club cosponsored

a Measles Imm\l11ization day in lnoia,

Although immunization pre­

grams have been expanded, there are

still portions of the population that are

not peing reached. USAID-a~sisted pro­

jects are working in several countries to

extend vaccination coverage to isolated,

rural areas-and underserved urban ar­

eas. India's urban slum communities are

the primary target for Rotary Interna­

tional's 50,000 volunteers, who promote

immunization through home visits and

assist health workers during vaccina­

tion sessions. Rotary International has

contributed to improvements in nation-
I

al vaccination coverage, especially po-

1i03 coverage, which has more than

doubled since 1985.

Sustaining high vaccination

coverage while extending coverage to
,

high risk groups not currently reached

support is stil! needed to ensure sustain­

ability of programs: expenditures for

children are small in proportion to chil­

dren's health problems, ard preventive

health care activities compete with cu­

rative facilities, infrastructure needs.

and o,lher community pIiorities.

Diarrheal disease remains a

leading killer of children under five in

the Asia region. Cause of death studies

conducted ill Bangladesh, India, Nepal,

and the Philipplnes show diarrheal dis­

ease to be the'leading 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 rehydratio:1

therapy (0Rf), though progress in the

region has been slow. Indonesia is the

only empha~:s country with an ORT

USt rate over the target of 45 percent,

and only Pakistan is st;'adily approach­

ing the target. Acombination of cultur­

al, social, and economic factors has hin-

dered ,the use of ORT, including con-

control programs. Breastfeeding is pro­

m:Jted through 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-supported

Wpmen and Infant Nutrition project.

Studies have shown Iisk fac­

tors such as lack of breastfeeding and

poor nutritional status to be associated

with persistent diarrhea. Research on

the dietarymanagement of diarrhea

reveale,1 ~hat simple foods such as noo­

~Ies and yogurt reduce stool output,

and removal of lactose (milk sugar)

from children's diets shortens the dura­

tion'of diarrhea. USAID,supported stud- •

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
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conducted largely in Asia have shown

that st<>ndard 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 ARl ser­

vices. Work has begun on developing

health education tools for use'by mid­

wives in educating mothers who seek

pneumonia treatm~nt for their children.20202010
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trpatment of persistent diarrhea. Astan­

dard treatment ,algorithm for the treat­

ment of persistent diarrhea which cen­

ters on dietary management is being

tested in six countries, including Ban­

gladesh, India, and Paki~tan.

The prevalence of malnutri­

tion in Asia is high. In Bangladesh, 60

percent of children under five suffer

from moderate or severe malnutriti(~)IJ:

in Indonesia, the rate is 51 percent. Re~

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-

needs of the urban poor in Bangladesh,

India, Indonesia. and Pakistan. The US­

AID-assisted Urban Volunteer Program

in Bangladesh has successfully trained

women volunteers to communicate

, health and family planning messages,

promote child survival sen'ices, and re­

fer the seriously ill to local health clin­

ics in urban slums in Dhaka. Contracep­

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

_1990'

_2010
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dia. and the Philippines to examine fac- ity due to increased vitamin A intake. assistance from HEALTH COM, to in- The decade of the 1990s

tors affecting the I,utritional status of Vitamin A activities supported by US- crease mothers' awareness of the bene- brings with it new challenges. While

adolescent girls. AID are currently underway in Bangla- fits of vitamin Aand to infOIm them of Asia's poplliation continues to be con-

Child survival and nutrition desh, Indonesia, India, Nepal. and the how to obtain vitamin A capsules for centrated in rural areas, the urban pop-

programs are expanding to include ac- South Pacific. As the result of several their children. ulation is expected to almost double to

tivities that address vitamin Adeficien- successful pilot projects, some of which In Asian countries where di- 36 percent of the total population by the

cy, which has been shown to be associ- were supported by USAID, the Min- arrbeal disease control, immunization, year 2(l()(), placing increasing demands

ated with child mortality in areas where istry of Health in Indonesia has adopt- and nutrition programs are established, on already overburdened health care

vitamin A rich foods are lacking. Com- I'd a policy to eliminate xerophthalmia other causes of death are beginning to services. Donor support will need to be

munity-based vitamin A su~plementa- (night blindness) caused by vitamin A be addressed. Acute respiratory infec- balanced to respond to both the press-

tion trials conducted in- IndOJ)esia, Ne- deficiency by 1993, In February 1991, tions (ARl) account for an estimated one- ing needs of poor people in burgeoning

pal. and South India revealed 30 to 54 the Ministry of Health launched a na- third o(all deaths among children un- urban centers and the continued pres-

percent reductions in under five mortal- tional communicatiOIts campaign, with der five in the developing world. Studies ence of the bulk of the population in

mral areas, USAID currently supports

programs to address the sPecial health '
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Bilateral
I • • .. 0 • • • • ..

R.egional - • • •
Private Voluntary Organizations .. • ~ • • • • .. • •

..
Central Project Support
AIDSCOM • , •
AIDSTECH • • • •
Applied Diarrheal Disease Research

,
• • •

Breastfeeding and Maternal and
Neonatal Health • • • •
CSAP Support ~ • •
Demographic and Health SUiveys

,
• • • • • ..

Diarrheal Disease Research • , •
HBCU Research Grants • • ,

REALTHCOM • •
-

Health Financing and Sustainability • •
Health Resources Support • •• •

,
HealthTech • •
ORTHelp • • •
PRICORII • • •
PRITECH n • .. •
REACH • .. ~ .. •,
Techmcal AdVisors in AIDS and
Child Survival' ·-

-
--
University Development Lin~ages
Project • • •
Vector Biology and Control .. • •
Vitamin Afor Health .. .. .. .. •
Water and Sanitation for Health • .. .. - ~

WHO/Global Programme on AIDS • , • •
Women and Infant Nutrition .' .. • .. ..

task for the 1990s. Strategies fOI ~chiev- tegration of health care services has each community. In Pakistan, the Child

ing sustainability in the Asia region in- been extremely successful in Indone-. Survival project is working with the

elude in,tegrating health care services, sia, where family planning, nutrition, di- Ministry of Health to expand the cunic-

encouraging private sector involve- arrheal disease ~ontrol, immunization,' ula of national Diarrhed Training Units

ment, and improving and establishing and prenatal care services are delivered to inelud~ ARl, immUIiizauon, and nu-

health care financing mechanisms. In-, . through monthly health posts held in tritioh interventiGns.

In Bangla~esh and Pakistan,

private sector involvement in the pro­

duction and distribution of 0 RS 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, private sector sales of ORS in­

creased by 75 percent betWEen 1990

and 1991. In Bangladesh, l!SAIP's

Family Planning and Health' Services

project is facilitating the distribution of

ORS through pharmacies and other

consumer outlets. Most recently, vil­

lllge women are being trained t~ sell

ORS packets door-to-door in under­

served, rural areas.

The development of effective

strategies for financing health care has

. b~come an imp~rtant issue in the

1990s. Tight dational budgets, popula­

tion growth, and lack of adequakinfi'a­

structure to provide services make it

necessary to mobilize both government

and nongovernment resources for child

survival. 111 Indonesia, a study conduct­

ed by the Health Sector Financing,Pro}

ect convinced the government to require

is hospitals to use fees for hospital ser-

, vices to finance oper~tional, mainte­

nance, and personnel costs. With assis­

tanc~ from the project, legislation has

been passed to facilitate the introduc­

tion of health insurance in Indonesia:

,The Ministry ofHe~lth recently sup­

ported the jointdevelopment of a health

insurance plan by th,e Ind<?nesian Med­

ical Association and a local insurance

firm. In Indonesia, as in all Asian coun­

tri~s, the greatest challenge facing the

government and foreign aid donors in.
the 1990s will be to provide affordable,

quality. health care to a rapi~ly gro"\\ing

population.
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Demographic Indicators

Total Population 118,91ls,683 (91)
Life EXiJectanry at Birth..... ;:2 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 4.9 (8~)

Child Survival Indicators

Oral Rehydration Therapy
ORSAccess 75% (9'1)
ORr Use~ 26% (91)

Adequate Nutritional Status 22% (89)
Appr?priate Infant Feeding : N/A
Exclusive Breastfeeding N/A'.
Complementary Feeding. N/A
Continued Breastfeeding N/A
Contraceptiye Preval~nce 40% (91)

• Urban Volunteer Program
• Family Planning and Health

Services

• Disaster Preparedness

Bilateral Projects

USAID/Washington
Support
U.S. Private Voluntary
Organizations/FVA/PVC

• CARE (Child Survival Grant)
• Helen Keller International (Vitamin

AGrant)

• VITAP (Vitamin ATechnical
Assistance ProgramlHelen Keller
International)

• World Relief Corporation (Child
Surviy,al Grant) ,_

• World Vision Reliefand Develop­
ment (Child SurVival and Vitamin
AGrants)

Bureau for Research and
Development

• CSAP Support Oohns Hopkins
University, Health and Child
Survival Fellows)

• Diarrheal Disease Research
(International Centerfor Diarrheal
Disease Research/Bangladesh)

Short-Term Technical Assistance
ilnd Support

• Breastfeeding and Maternal and
Neonatal Health

,.WASH (Water and Sanitation for
Healtb)

1986 1987 1988 1989 1990912000. 1995

VacCination Coverage
BCG 86% (91)
DPTI 62% (91)
Measles :. 54% (91)
Polio3~ ; 62% (91)
Tetanus2+ : 74% (91)'
DPT Drop-Out 20~ (91) _-

Other Health Indicaters

Access to Improved Water
Urban : _ 24% (85)
Rural 49% (85)
Access to Sanitation
Urban 24% (85)
Rural 3% (85)

HIV-l Seroprevalence
Urban N/A
Rura~ N/A
Deliveries by Trained
Attendants , ! 5% (85) -
Set! Data !'Iotes
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Vaccination Coverage
BCG 80% (89)
DPTI 79% (89)
Measles 56% (89)
Polib3 : 74% (89)
Tetanus2+ 67% (89)
DPT Drop-Oul , N/A

Other Health Indicators

Access to Improved Water
Urban 76% (85)
Rural 50% (85)
Access to Sanitation
Urban 31% (85)
Rural 2% (85) .

HIV-l Seroprevalence
Urban 0.1% (90)
Rura1. N/A

Deliveries by Trained
Attendants 33% (83)
See Data Notes
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Del.l1ographic 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 (9i)
Maternal Mortality.. 1,250/100,000 (78)
Total ~erti1ity 4.2 (91)

Child Survival Indicators

Oral Rehydration Therapy
ORSAccess 60% (91)
ORT Use 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)
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USAID/Washington
Support
u.s. Private Voluntary
Organizations/FVA/PVC

• CARE (Child Survival Grant)

• Rotary International (Child Sunrival
Grant)

• VITAP (Vitamin ATechnical
Assistance Program/Helen Keller
International)

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

Bureau for Re,search 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

• ORr Help (Dialogue on Diarrhea)

• REACH (Resources for Child
Health)

• Vitamin Afor Health (VITAL)

• WASH (Water and Sanitation for
Health)

Bilateral Projects
• Child Survival Health Support
.. Integrated Child Sunrival Develop­

ment Services

• Private & Voluntary Organizations
for Health II

• Vaccine'and Immunodiagnostic
Development

• Biomedic~l Res~arch 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
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.
• Family Planning Development and

Services II

• PVO Co-Financing II
• Faculties of Public Health
• Health Sector Financing .
• Private SectorFamily Planning Project

• Strengthening Institutional Devel­
opment

• Urban-based Community-Financing
Water and Sanitation

Bilateral Projects

Regional Project

• Technical Collaboration: Indonesia

USAID/Washingtoil
Support
U.S. Private Voluntary
OrganizationsjFVAjPVC

• Adventist Development and Relief
Agency (Child Survival and Vitamin
AGrants)

• CARE (Child Survival Grant) .

• Helen Keller International (Vitamin
AGrant)

• Program for AppropriateTechnolo­
gies in Health (Child Survival Grant)

• Project Concern International
(Child Survival Grant)

• Project HOPE (Child Survival and
Vitamin AGrants)

• Save the Children Federation
(Child Survival Grant)

• VITAP (Vitamin ATechnical
Assistance ProgramlHelen Keller
International)

BureaiJ .tor Research and
Development

• AlDSCOM

• Applied Diarrheal Disease Research
+Breastfeeding and Maternal and
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• Infant MQrtalily •

Vaccination Coverage
BCG 74% (91)
DPTI : 56~ (!H)
Mea!'les- ~ : 58% (91)
Poli03 56% (91)
Tetanus2+ 43% (91)
DPT Drop-Out 23% (91)

Other Health Indicators

Access to k.proved Water
Urban 60% (88)
Rural 40% (88)
Access to Sanitation
Urban 40% (88)
Rural 45% (88)

HIV-l Seroprevalence
Urban 0.1% (90)
Rura1. N/A

Deliveries by Trained
Attendants 32% (91)
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 104/1,000 (91)
Maternal Mortality 400/100,000 (87)
Total Fertility 3.0 (91)

Child Survival Indicators

Oral Rehydration Therapy
ORSAccess 92% (91)
ORTUse 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)

• CSAP Support achn~ Hopkir.~)

• Demographic and Health Surveys
• HEALTHCOM (Communication and

Marketing for Child Survival)

• TMCS (Technical Advisors in AlDS
and Child SUivival)

Short-Term Technical Assistance­
ilnd Support

• AlDSTECH

• HealthTech (Technologies for Child
Health)

• PRlCOR (Prima.--y Health Care
Operations Research)

• PRlTECH (Technologies for
Primary Health Care)

• Vaccine Development and Health
Research

• Vitamin Afor Health (VITAL)
• WASH (Water and Sanitation for

Health)

+WIN (Women and Infant Nutrition:
Wellstart)

"
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. Meilsllis Coverage ~ ••
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See Data Notes

,-,. ,

"

", ~ ;."'

. If,:. ,.'

~U~5M!>'l8JitY
;,;",+Mortality

Vaccination Coverage
BCG ~ '88% (89l.
DPT3 71% (89)
Measles 58% (89)
Poli03 71% (89)
Tetanus2+ , 29% (89)
OPT Drop-Out N/A

Other Health Indicators

Access to Improvec Water
Urban 67%(88~

Rural 33% (88)
Access to Sanitation
Urban 17% (85)
Rural : 1% (85)

HIV-I SeroprevaleJ:ce
Urban N/A
RuraL N/A

Deliveries by Trained
Attendants .: 6% (88)
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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 12Vl,000 (91)
Under 5 Mortality 183/1,000 (91)
Maternal Mortality 850/100.000 (86)
Total Fertility 5.7 «(11)

,Child Survival Indicators

Oral Rehydration Therapy
. ORS Access 80% (91)

ORTUse _ 14% (91)

Adequate Nutritional Status N/A
Appropriate Infant Feeding N/A
Exclusive Breastfeeding ,N/A
COmplel:1l'ntary Feeding N/A
Continued Breastfeeding N/A

Contraceptive Prevalence 18% (90)

. . ORT,Use Kilen.' .,:.
.! --".-

-' .

.~ .
70

80

Bilateral Projects

• Child Survival and Family Planning
Services

• P'yO Co-Financing II
• Development Training

.USAI,O/Washington
Support
u.s. Private Voluntary
Organizations/FVA/PVC

• Adventist Development and Relief
Agency (Child Survival Grant)

• Frpedom From Hunger Foundation
(Child Survival Grant)

• Save the Children Federation
(Child Survival Grant)

• VlTAP (Vitamin ATechnical
Assistance Pr'Jgram/Hele'l Keller
International)

Bureau for Research and
Development

• Demographic and Health Surveys

• REACH (Resources for Child
Health)

. Short·Term Technical Assistance
and Support

• Health Financing and Sustainability
, QRT Help (Peace Corps)

• VEC (Vector Biology and Control)

• Vitamin Afor Health (VITAL)
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Demographic Indicators

Total I opulation ......... 126,405,044 (91)
life Expectancy at Birth ..... 58 Yrs (91)
Chiidren 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 (Sh)

Total Fertility 5.5 (90)

Child Survival Indicators

OraI-Rehydration Therapy
. DRS Access 85% (91)
ORT Use 43% (90)

Adequate Nutritional Status 84% (85)
Appropriate Infant Feeding N/A
Exclusive Breastfeeding N/A
Complementary Feeding N/A
Continued Bpeastfeeding N/A

Contraceptive Prevalence 9% (90)

Vaccination Coverage
BCG 70% (90)
DPTI 46% (90)
Measles : 50% (90)
Poli03 ~ 46% (90)
Tetanus2+ : 30% (90)
DPT Drop-Out 3!% (90)

Other Health Indicators

Access to Improved Water
Urban : 83% (85)
Rural '27% (85)
Access to SanitatIOn
Urban 51% (85)
Rural 6% (85)

HlV-l SeroprevaIence
Urban N/A
RuraL · : N/A

Deliveries by Trained
Attendants 44% (90)

See Data Notes

'. .. ORTUseRat"··: .'
j ' :' \, I ' ~

Bilateral Projects

• Child Survival
• Malaria Control II
• Northwest Frontier Province Area
. Development

USAID/Washington
Support
u.s. Private Voluntary
Organizations/FVA/PVC

• Adventist Develpment and Relief
Agency (Child Survival Gnmt)

• Aga Khan Foundation (Child
· Survival Grant) .

• World Vision Relief and Develc,>-
ment (Child Survival Grant)

Bureau for Research and
Develop'ment

~ Applied Diarrheal Diseasf' Research

• Demographi<; am1 Health Surveys
• PRITECH (Technologies for

Primary Health Care)

Short·Term Technical Assistance
and Support

• ORT Help (peace Corps)

• VBC (Vector'Biology and Control)

• WIN (Women and Infant Nutrition:­
Wel!start)
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ened surveillance systems - under- forms of dialThea, more common diar·.

scored the importanc(l of diarrheal dis- rhea is the leadi~g cause of infant mor-

ease interventions. Efforts over the past tality in the region. Currently, 37 pro-

several decades to increase awareness jects in nine countries support.activities

of oral rehydration therapy (ORl), hy- combining three approaches to reduce

giene and sanitary practices, as well as morbidity and mortality associated with

previous activities in diarrheal disease diarrh~a: the use of ORT to treat dehy-

research and training. contributed sub- dration, the promotion of appropriate

stantially to reducing the mortality bur- feeding practices during diarrhea, and"

den of the cholera epi~emic. hygiene education.

Control of the epidemic and Significant progress is being

low case-fataijty rate, about one per- made toward increasing the awareness

cent. can also be attributed to swift. co- of. access to, and early Ulle of 0 RT dur-

ordinated response and preparation by ing episodes of diarrhea. Tens of thou-

government ministries. donors, and sands of mothers and community

other agencies. Dissemination of edu- heJlth workers' have been trained

cational messages by private voluntary through USAID-funded projects to rec-

organizations on preventive measures. .ognize the symptoms of dehydration

diagnosis. and treatment ofcholera have and to administer ORT. The agency's

been particularly effective, Under the target ORT use rate of 45 percent ltls

lAC Cholera Response Program, US/JD been reached by Ec.uador (70 percent)

has provided technical. assistance in and Honduras (70 percent). but ORT

case management. water and sanitation use rates remain below 25 percent in.El

improvement. epidemiological survpil- Salvador. Haiti, and Guatemala.

lance, surveys of knowledge, attitudes, To ensure sustainability of di-

and practices, and .communication; it arrhe.al disease interventions, USAID

has also supported procurement of oral has supported local production of ORS

rehydration salts (ORS). Child survival in several countries. In Guatemala. a

activities may have suffered during production facility at the University of

1991 as resources and attention were San Carlos will eventually have the ca-

diverted to the cholera epidemic: how- pacity to meet nearly 'III the ORS needs

I
n the Latin America and Caribbean

(LAC) region. the positive effects of

the child survival program are be­

coming evident. though substantial chal­

ler.~es remain. In 1991. three additional

countries - Dominican Republic. El Sal­

vador. and Nicaragua - were designat­

ed as USAID child 3urvival 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 natable

child health gains in the LAC region

have been achieved in the area of vac-

cine-preventable diseases and vaccina­

tion coverage. TIle Accelerated Immun­

ization Program. a regional project of

the Pan American Health Organization.

supported by USAID in collaboration

with other donors. began in 1986. One

of the rrim:lry £,o:lls was to er:loi,ate

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 number ofconfirm~d

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) intensive surveil-
I

lance and case investigation: and 3) ag-

gressive containment ofcase outbreaks.

Polio vaccination coverage rates exceed

80 percent in the Dominican Republic.

Honduras, and Nicaragua, and are more

than 60 percent in all USAID emphasi~

countries except Haiti and Bolivia.

Thepolio 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, nlOnitoring, and report­

ing of polio cases. The highly effective

computerized polio surveillancesystem

will be replicated in the LAC region for

measles and tetanus, and the World

Health Organization has recommended

that the entire I-AC stratpgy 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-sp~ak­

ing Caribbean countries, where measles

is targeted for elimination by 1995. no

cases oT measles have been reported

for five years or more. Remaining chal­

lenges to combat vaccine-preventable

diseases include reducing missed op­

portunities and high vaccination drop­

out rates, and improving the surveil­

lance of diseases other than polio. Neo­

nal<ll tetaIius also continues to be a child

• ! ., - ,. l

. I, "'.-
j - • ~ -

health threat, as maternal tetanus vacd-·

nation coverage rates of two dosesor

more are below 25 percent in most em­

phasis countries.

Cholera - documented in sev-

eral LAC countries in 1991 by strength-

ever, the increased awareness of the

causes and prevention of diarrheal dis­

ease v:,ill undoubtedly have a positive

impact on child survival in the region.

Although cholera is often

viewed as far more serious than other



100 Percent at popuratibn IMng In urban areas

of government hospital~ and health

posts. With USAlD assistance. Labom­

torios Unidos (LUSA). a local production

facility in Peru. has been instrumental

in meeting increased demand for ORS

caused by the cholera epidelHic. Lo,~l

ORS'production has also been.support­

ed by USAID through the ministries of

health in EI 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

region since 1985 are impressive and

compare favorably to other USAID-as-
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water supply system,;) and self-sustain­

ing feeding centers where integrated

health education. family planning. and

child survival services are also avail·'

able. La Leche League wor.ks 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-
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sisted regions. Infant mortality rates creasrd emphasis on efficiency and fi- Violl:'nce. substance abuse. and AIDS ing concurrently with declining fertility

continue to fall; nearly half the l:'mpha- nancing issues. The Health Financing - continue to demand increased attention rates. The result will be a change in the

sis countries have now reached the and Sustainability project assisted six from the nealth care system. Several age structure of the population. bring-

LAC Bureau's target infant mortality counthes in the region to explore health USAlD,supported pro!ec1s aim specif- ing with it changing morbidity and mor-

rate of 60 deaths per 1,000 live births: care financing options. ically to overcome the threats of un- tality patterns. As indicated in the pop-

Dominican Republi.c (59), Ecuador Rapid urbanization in the re,' healthy environments and the break- -ulation pyramid, the highest rate of

(51), EI Salvador (56). and Nicaragua gion has further exacerbated·the prob- down of traditional social structures in growth will occur in the 65 and over

(54). with Honduras (61) not far behind. lems associated with excessive popula- urban slum areas. The Food-Assisted age group. which will grow by 89 per-

The challenges that remain, however, tion growth and has precipitated a dis- Integrated Dewlopmen! project. admin- - cent. The absolute number of children

are ominous. Economic crises in most tinct array of health concerns. Poor e!1- istered by CARE in Lima. Peru. works under five. however. will remain ex-

CQuntriesof the region have left govern, vironmental sanitation and overcrowd- with groups of women in peri-urban tremely large. The health care sy~tem

ments with limited budgets for health ing pose serious health threats to the slums to organize community develop- will face increased pressure to r!,spond

and other social services. prompting in, marginalized peri-urban populations. ment activities (for example. upgrading to 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 will be to meet the

changjng 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 regio:l. with increasing pri­

vate sector involvement where appro,

priate. to strengthen the foundation for

expanded. integrated primary health

care systems that will efficiently reach

all people.

I.
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Demographic Indil;ators

Total Population 7.535,218 (91)
Life Ex~ctancy at Birth; 55 Yrs (91)
Children Under 1 293,294 (91)
Annual Infant Deaths 30.894 (91)
Infant Mortality 98/1,000 (91)
Under 5 Mortality 151/1,000 (91)
Maternal Mortality 480/100,000 (91)
Total Fertility 5.9 (9l)

Child Survival Indicqtors

Oral Rehydration Therapy
ORS Access 56% (91)
ORT Use _ 34% (89)

Adequate Nutritional Status 81% (89)
Appropriatelllfant Feeding 51% (89)
Exclusive Breastfeeding ,59% (89)
Complementary Feeding 57% "(89)
Continued Breastfeeding. v 73% (89)

Contrac~ptive Prevalence 12% (89)

Vaccination Coverage ..
BCG ..~ 48% (90)
DPTJ 41% (90)
M~asles 53% (90)
Poli03 50% (90)
Tetanus2+ 20% (89)
OPT Drop-Out 46% (89)

Othe( Health Indicators

Access to-Improved Water
Urban 81% (90)
Rural 29% (90)
Access to Sanitation
Urban " .. 45% (90)
Rural 16% (90)

HIV-I Seroprevalence
Urban N/A
Rural N/A

Deliveries by Trained
Attendants 42% (89)
See Data N~tes

Bilateral Projects

• Child SUlvival pva Network

• pva Child SUlvival1l
• Community and Child Health

• Self-Financing Primary Health
Care II

• Water and Health II

• Reproductive Health

• Planning Assistance Grant
• Interactive Radio Learning

• Radio Education

• AIDS Prevention and Control

• Alternative Development

• Chapare Regional Development

Regional Projects

. • Accelerated Immunization

• Andean Peace Scholarships

USAIDjWashington
Support
u.s. P.rivate Voluntary
Organizations/FVA/PVC

• Andean Rural Health Care (Child
Survival GranL)

• Esperanca (Child Survival Grant)

• Food for the Hungry International
(Child Survival Grant)

• Foster Parents Plan (Child Survival
· Grant)

• Freedom From Hunger Founchtion
(Child Survival Grant)

• Project Concern International (Child
Survival and Vitamin AGrants)

• Save the Children Federation
(Child Survival Grant)

Bureau for Resl3arch and
Development

.AIDSCaM

• Breastfeeding and Maternal and
Neonatai Health

• PRITE{;H fThchd'ologies for
Primary Health Care)

• TMCS (Technical Advisors in
AIDS and Child Survival)

Short-Te'rr~l Technical Assistance
and Support

• CSAP Support Oohn.Snow)

• D~1J1ographic and Health Surveys

• HealthTech (Technolories for
Child Health)

• Nutrition Education and Social
Marketing

• REACH (Resources for Child Health)

• VEC (Vector Biology aI)d Control) .
• Vitamin Afor Health (VITAL)
• WASH (Water and Sanitation for

Health)

• WIN (Women and Infant Nutrition:
Wellstart)
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See Data Notes

Vaccination Coverage
BCG 68% (90)
DPT3 69% (90)
Measles 96% (90)
Poli03 90% (90)
Tetanus2+ 24% (89)
DPT Drop-Out 28% (90)

Other Health Indicators

Access to Improved Water
Urban 97% (90)
Rural 30% (90)
Access to Sanitation
Urban -"~5% (90)
Rural 38% (90)

HN·l Seroprevalence
Urban 1.6% (90)
RuraL N/A-Deliveries by Trained
Att~ndants 90% (86)
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Demographic Indicators

Total Population 7,318,940 (91)
Life Expectancy at Birth 67 Yrs (91)
Chfldren Under 1 204.827 (91)
Annual Infant Deatl;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 3.5 (91)

Child Survival Indicators

Oral Rehydration Therapy
ORS Access 13% (89)
ORTUse 31% (91)

Adequate Nutritional Status 87% (86)
Appropriate Infant Feeding N/A
Exclusive Breastfeeding 14% (86)
Complementary Feeding 24% (86)
Continued Breastfeeding 23% (86)

Contraceptive Prevalence 47% (86)
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U.S. Private Voluntary
Organizations/FYA/PVC

• Foster Parents Plan (Child
SUlvival Grant) .

. I

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

Bureau for 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)

.. REACH (Resources for Child
Health) .

• VEC (Vpctor Biology and Control)

.. Vitamin Afor Health (VITAL)

• WIN (Women and Infant Nutrition:
V:cllstart)

USAH>/Washington
SlJPport

• Accelerated Immuniz'Ition

• Child SUivival
• Health Systems Management

• PVO Co-Financing

• AIDS Support

Regional Project
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Regional Projects

+Accelerated Immunization

• Andean Peace Scholarships

Bilateral Projects

• Child Survival and Health

• Private Sector Health Delivery
Model

• Malaria Control

• Cholera Control
• Water and Sanita.tion for Health

Education

+l'rivate Pharmaceutical Distribution

• Private and Volunteer Organizations

USAID/Washington
Support
U.S. Private Voluntary
OrganilationsjFVAjPVC

• Catholic Relief Services (Child
Survival Grant)

• Project HOPE (Child Survival
Grant)

Bureau for Research and
Development

.. AIDSCOM

• Applied Diarrheal Disease Research

• Health Financiag and Sustainability
.. TAACS (Technical Advisors in

AIDS and Child Survival)

Short·Term Technical Assistance
and Support

.AIDSfECH

• Breaslfeeding and Maternal ancJ
Neonatal Health

• Demowaphic and Health Surveys

• Health Financing and Sustainability

• aRT Help (peace Corps)

• VEC (Vector Biology and Control)

• Vitamin Afor Health (VITAL)

• WASH (Water and Sanitation for
Health)

• WIN (Women and Infant Nutrition:
Wellstart)

1989 1990-911986 1987 198820001995

'.

,.uMerS Mortai~ -
'>_'-fllllt'Mortlility

Vaccination Coverage
BCG - 88% (90)
DPTI 68% (90)
Measles 61% (90)
Polio3 ; 67% (90)
Tetanus2+ 23% (89)
OPT Drop-Out 37"J (89)

Other Health Indicators

Access to Improved Water
Urban 85% (90)
Rural 50% (90)
Access to Sanitation
Urban 85% (90)
Rural 50% (90)

HIV-l Seroprevalence
Urban N/A
Rural N/A

Deliveries by Trained
Attendants 62% (87)
See Data Notes
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Demographic Indicators

Total Population 10,856,597 (91)
Life Expectancy at Birth .'. 66 Yrs (91)
Children Under 1 325,675 (90)
Annual Infant Deaths 17.224 (90)
Infant Mortality 51/1,000 (87)
'Jnder 5 Mortality 81/1,000 (91)
Maternal Mortality 300/100,000 (90)
Total Fertility - 3.8 (89)

.Child Survival Indicators

Oral Rehydration Therapy
ORS Access 55% (91)
aRT l:~e : 70% (9il

Adequate Nutritional Status 76% (87)
Appropriate Infant Feeding 24% (87)/A
Exclusive Breaslfeeding 31% (87)
ComplemeHtary Feeding.: 31% (87)
Contjnued Breastfeeding 51% (87)

Contraceptive Prevalence 42% (89)

198(}82 198:Hl5 1986-88 1989-90 198(}82 1983-85 1986-88 1989-90 6-11 Months 12·23.Months 24-36 Months



Bilateral Projects

• Maternal Health and Child SUlvival
SelVices

.• Mother Child Feeding

• Health Systems Support

• Family Health SelVices/Maternal
Child Health -

• Salvadoran Demographic
Association

• Health and Jobs forOisplaced
Families,

• Public SelVices Improvement

• Rehabilitation SelVices

• Community Based Integrated Rural
, Developl'nen't

• Private and Voluntary Organizations

Regional Project

• Accelerated Immunization

Demographic Indicators

Total Population"",.""". 5.389,995 (91)
Life Expectancy at Birth"". 65 Yrs (91)
Children Un"ur 1""".""". 187,035 (91)
Annual Infant Deaths """". 10,962 (91)
Infant Mortality .""""""" 56/1,000 (91)
Under 5 Mortalit):,,,,,,,,,.,, 74/1,000 (91)
Maternal Mortality"." 148/100,000 (90) .

Total Fertility"".~"".""""".""" 4.6 (91)

Child Survival Indicators

Oral Rehydratior. TIleralJY
ORS Access"""."""""."" 84% (89)
ORT Use " " "" " 13% (88)

Adequate Nutritional Status ,,:,77% (88)
Appropriate Infant Feeding :.~ N/A
Exclusive Breastfeeding "." ,," N/A
Complementary Feeding """."".,,. N/A
Continul;'d Breastfeeding"...":"... ,, N/A

Contraceptive Prevalence."".. 45% (88)

Vaccination Coverage
BCG ""..""""""" "..""."""."". 60% (90)
DPTI""."".."""""..."..""..""... 76% (90)
Measles """""..."""....."".."".. 75% (90)
Polio3 "..""".""".."..""".".. ,,".. 76% (90)
Tetanus2+ """"~"""""" "" 19% (89)
DPT Drop-Ou~ """"" "" 24%(86)

Other Health Indicators

Access to Improved Water
Urban"."" "" """""""""".. 84% (90)
Rural " " " ". 13% (90)
Access to Sanitation
Urban ...."""" :"""..".:""""".. 87% (90)
Rural .."".:"" """."".."".."". 40% (90)
HN-tSeroprevalence
Urban " """ ".."".."" :.."""..".. N/A
Rural .' N/A

Deliveries by Trained
Attendants ..."...".: ..""...:"...."" 53% (88)
See Data Notes
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USAIDjWashington
Support
Bureau for Research and
Development

.AIDSCOM

Short-Term Technical Assistance
and Support

.AIDSTECH

• Breastfeeding aDd Mate:nal and
Neonatal Health'

• Demographic and Health SUlVeys

• VBe (Vector Biology and Control)

• Vitamin Afor Health (VITAL)

• WASH (Water and Sanitation for
- Health) ,

•,

, ~
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Regional Project

• Accelerated Immunization

• Health arid Nutrition Technical
Services

Bilateral Projects

.. Immunization and 0 RT Services
for Child Survival

• Rural Health
• Expansion of Family Planning

Services

• Highlands Water and Sanitation

• Water ami Sanitation
• Orphans and Di~placed Children

USAID/Washington
Support·
u.s. Private Voluntary
Ofganizations/FVA/PVC

• CARE (Child Survival Grant)

• Foster Parents Plan (Child Survival
Grant)

tlnternational Eye Foundation
(Vitamin AGrant)

• La Leche League (Child Survival
Grant) ,

• Project Concern International
(Child Sl1rvival Grant) .

• Project HOPE (Child Survival and
Vitamin AGrants)

• VITAP (Vitamin ATechnical
Assistance ProgramlHelen 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)

• Project SUPPORT (Supply.
Production and Promotion of0 RT)

Short·Term Technical Assistance
and Support

.AIDSTECH

• App1ied Research and Child Survival
Services

• Demographic and Health Surveys

• Nutrition Education and Social
Marketing

• ORT Help (peace Corps)

• PRITECH (fechnologies for
.Primary Health'Care)

• Vitamin Afor Health (VITAL;
International,Eye Foundation)

'. WIN (Women and Infant Nutrition:
Wellstart) .

-

-,, . ORT Use Rat,

.' ,Adequate;Nutrition' I,.
~ '" ,

20001995
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. . Measle,S Coverage , . '..

See Data Notes

Vaccination Coverage
RCG 62% (90)
DPT3 · 67% (~O)

M~asles 68% (90)
Poli03 ~ 74% (90)
Tetanus2+ 18% '(89)
DPT Drop-O~t ., 51% (87)

Otherifealth Indicators

Access to Improved Water
Urban , 92% (90)
Rural 31% (90)

Access to Sanitation
Urban 72% (90)
Rural 33~ (90) ....

HJV.I Seroprevalence .
Urban :.. N/A
Rural. ; N/A
Deliveries by Trained
Attendants 29%- (87)

19901985

DPT3 Coverage '" ~. ..
1980

19801l2 198:J.ll5 1986-88 1989-90

. ..
, . . ''liifant and Under 5 Mortality Trends

Demographic Indicat~r§

Total Population 9,.t82,121 (91)
Life Expectancy at Birth 64 Yrs (91)
Children Under 1 353.803 (91)
Annual Infant Deaths 26.826 (91)
Infant Mortality : 72/1,000 (87)
Under 5 Mortality ) 10/1,000 (87)
Maternal Mortality 248/100,000 (91)
Total Fertility 5.5 (91)

Child Survivallndicatol's

Oral Rehydration Therapy
ORS Access 40% (91)
ORTUse I9% (91.)

Adequate Nutritional Status 56% (87)
Appropriate Infant Feeding N/P.
Exclusive Breastfeeding N/A
Complementary Feeding .' N/A
Continued Breastfeeding N/A

Contraceptive Prevalence 19% (87)
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Vaccination Coverage
BCG '72% (90)

. DPTI 41% (90)
Measles :.. 31% (90)
Poli03 40% (90)
Tetanus2+ 2:% (88)
DPT Drop-Out 38% (87)

Other Health Indicators

Access to Improved Water
Urban 54% (89)
Rural 29% (89)
Access to Sanitation
Urban 38% (89)
Rural : 12% (89)

HIV-I Seroprevalence
Urban 5.0% (90)'
Rural , 3.0% (90)

Deliveries by Trained
Attendants 40% (88)
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Demographic 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 6.4 (90)

Child Survival Indicators

Oral Rehydration Therapy
ORSJ\.ccess 52% (91)
ORT Use 20% (91)

Adequate Nutritional Status N/A
Appropria~e Infant Feeding N/A
Exclusive Breastfeeding..: N/A
Complementary Feeding N/A
Continued Breastfeeding N/A
Contraceptive Prevalence 9% (1<9)

1986 1987 1988 '1989 199Q.91

, . '" OR! Use Rates ..•. J

Bilateral Projects

• Expanded Urban Health Services
• Voluntary Agencies for Child

Survival

• Awareness and Prevention of Drug
Abuse

• AIDS Control
• CLASP II

• Presidential Trainil)g Initiative of
the Islands Caribbean

I.

Regional Project

'. Accelerated Immunization

USAIDjWashington
Support·
U.S. Private Voluntary
OrganizationsjFVA/PVC

• Adventist Development and Relief
Agency (Child Sunival Grant)

• Foster Parents Plan (Child Survival
Grant) .

• Helen Keller International (Vitamin
AGrant)

• Save the Children Foundation
(Vitamin Aqrant)

• VITAP (Vitamin ATechnical
Assistance ProgramlHelen Keller
International)

• World Relief Corporation (Child
Survival Grant)

• World Vision Relief and
Development (Child Survival and'
Vitamin AGrants)

Bureau for Research and
Development

.AlDSCOM

• CSAP Support (Health and Child
Survival Fellows)

• REACH (Resources for Child
Health)

Short-Term Technical Assistance
and Suppor.t

.AlDSTECH

• Breastfeeding and Maternal and
Neonatal Health

• Health Financing and Sust.ainability
• PRITECH (fechnologies for

Primary Health Care)

• VBC (Vector Biology and Control)
.• Vitamin Afor Health (VITAL)
.• WASH (Water and Sanitation for

Health)



160

• Accelerated Immunization

Bilateral Project

• Health Sector II

Regional Project

USAID/Washington
Support
U.S, Private Voluntary
Organizations/FVA/PVC

• CARE (Child Survival Grant)
• International Eye Foundation

(Vitamin AGrant)

• La Leche League (Child Survival
Grant)

• Project HOPE (Child Survival
Grant)

• Save the Children Federation
(Child Survival Grant)

• ViTAP (Vitamin ATechnical
, ,Assistance Program/Helen Keller

International)

• World ReliefCorporation (ChUd
Survival Grants)

Bureau for Research and
Development

• HEALTHCOM (Communication
and Marketing for Child Surviv.al)

• TMCS (Technical Advisors in AIDS
and Child Survival)

Short-Term Technical Assistance
and Support

• 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)
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VacCination Coverage
BCG 95% (91)
DPT3 88% (91)
Measles 82% (91)
Poli03 90% (91)
Tetanus2+ 16% (89)
DPT Drop-Out 9% (90)

Other Health Indicators

Access to Improved Water
Urban 84% (90)
Run:! : 59% (90)
Access to Sanitation
Urban 82% (90)
Rural 67% (90)

HIV-l Seroprevalence
Urban N/A
Rural. N/A
Deliveries by Trained
Attendants 90% (87)

19901985
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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)
TotaH'ertility 5.6 (87)

Child Survival Indicators

Oral Rehydration Therapy
ORS Access 65% (91)
ORTUse : 70% (91)
Adequate N)ltritional Status 77% (87)
Appropriate Infant Feeding ., N/A
Exclusive Breastfeeding N/A
Complementary Feeding N/A
Continued Breastfeeding N/A
Contraceptive Prevalence 33% (87)

100 f>e,tent vacelndted by 12 moirths of age-. . ...
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Vaccination Coverage
BeG 81% (90)
DPTJ 65% (90)
Measles 82% (90)
Polio3 86% (90)
Tetanus2+ 25% (89)
DPT Drop-Out 55% (86)

Other Health InClicators '.

Access to Improved Water
Urban 4mJ (90)
Rural 18% (90)
Access to Sanitation
Urban 30% (90)
Rural 15% (90)

HIV-l Seroprevalence
Urban N/A
Rural. : N(A
Deliveries by Trained
Attendants , N/A

.. see Data. NoleS

1990

Infan, and Under.5 Mort~lIty,Tr!lnds • .,

19851980

198(}82 198:Hl5 198&88 1989-90

. .
. DPT3 cove; rge .. .

D~mographic IndicatorS

Total Populati9n 4.064,556 (91)
Life Expectancy it 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 5.2 (91)

Child Survival Indicators

Oral Rehy lnltion Therapy
JRSAccess 75% (91)
aRT Use 40%'(91)

Adequate Nutritional Status 90% (80)
Appropriate Infant Feeding N/A
Exclusive Breastfee4ing N/A
Complementary Feeding .; N/A
Continued Breastfeeding N/A

Contraceptive Prevalence 23% (81)

1986 1987 1988 1989 199091

• Expanded Program of Immunization
.. Assistance for Dlf,placed Children

• Pro-Familia Family Planning
• PVO Co-Financing
• Economic Growth and Development

"

Bilateral Pr.ojects

Regional Project

• Accelerated Immunization
• Health and Nutrition Technical

Service

. USAID/Washington
Support
u.s. private Voluntary
OrganizationsjFVA!PVC

• Adventist Deve;apment and Relief
Agency (Child Survival Grant)

• Project Concern International
(Child Survival Gr;:nt)

• Project HOPE (Child Survival and
Vitamin AGrants)

Bureau for Research and
Devek>pment

Short-Term Technical Assistance
and Support

• Demographic and Health Surveys
~ Health Resources Supp?rt

• PRlTECH (Technologies for
Primary Health Care)

• VBC (Vector Biology an~ ~ontrol)

• WASH (Water and Sanitation for
Health)



• Accelerated Immunization

• Andean Peace Scholarships

Regional Projects

USAID/Washington
Support
Bureau for Research and
Developme~t

• AlDSCOM

• 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

• (SAP Support (John Short)

• HEALTHCOM (Communication
and Marketing for Child Survival)

• Health Financing and Sustainability

• Vitamin Afor Health (VITAL)

• WASH (Water and Sanitation for
Health)

• WIN (Women and Infant Nutrition:
Wellstart)

Silateral Projects

• Child Survival Action
• PRISMA Supplemental Feeding

• Strengthening Private Sector Health
Institutions

• Private Voluntary Sector Family
Planning ServjC!~s Expansion

• Private Sector Nutrition

• Nutrition and Food for Work

• Strengthening of CARITAS/Peru
.-Fo·od Assisted Integrated

Development

• HIV/AIDS Education & Prevention
, • Upper Huallaga Area Development

• Narcotics Education and Public
AWlireness

-. . 'l - . ;- t
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Vaccination Coverage
BCG 83% (90)
DPT3 ~ 72% (90)
Measles 64% (90)
Poli03 73% (90)
Tetanus2+ 9% (89)
DPT Drop-Out 27% (86)

Other Health Indicators'

Access to Improved Water
Urban 83~, (90)
Rural 54% (90)
Access to Sanitation
Urban : 81% (90)
Rural 53% (90)

H[V·I Seroprevalence
Urban 0.[% (90) -
Rural. , ~ N/A

Deliveries by Trained
Attendants , 49% (86)
see Data Notes
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Demographic Indicatom

Total Population 2~,Ol1,059 (91)
Life Expectancy at Birth 64 Yrs (91)
Children Under I 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 3.7 (9.1)

Child Survival Indicators

Oral Rehydration Therapy
ORS Acces!L 23% (88)
0RT U!'e 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 Preval~nce 24% (86)
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I
n many Near East countries, consid­

erable improvements made in the

health status of infants and children

have cleared the path for emerging chal-

_lenges to child sur-vival strategies. In

two of the three Near East countries des-

ignated by USAID as child survival em­

phasis countries - Egypt and Morocco

'- child survivalgoals have been achieved

cause of child mortality in Egypt. Since development of new technological and

USAID support for the diarrheal dis- ptogrammatic solutions.

ease control program ended, there has The successful use of mass

been demonstrated political commit- media to improve health practices was

ment to the ,program. Oral rehydration shown in Jordan, where HEALTHCOM

salts (ORS) are now on the government's worked with the Queen Noar al Hus-

list of essential drugs, and incremental sein Foundation on a nationwide breast-

price increases are encouraging local feeding and child spacing campaign

production by private pharmaceutical during 1989 and 1990. Television and

and even exceeded. The foremost chal- ported by USAID, the World Health companies.These measures ensure con- radio spots reached 94 percent of moth-

lenge will be to consolidate and sustain Organization, and the United Nations tinuedavailability of ORS following the ers interviewed; the proportion of moth-.

these gains, while extending coverage Children's Fun" has had a measurable withdrawal of donor support. ers displaying correct knowledge about

to areas that remain underserved. impact on diarrhea-related infant mor- While taking care to sustain the proper timing of the initiation of

Except for Yemen, all USAID- tality. Between 1982 and 1989, mortal~ these accomplishments in immuniza- breastfeeding and the importance of

assisted countries in the re~ion have ty due to diarrhea was reduced by over tion and ORT use, USAID is expand- colostrum (fi(st milk) increased from •

reached the target infant mortality rate 64 percent for infants and by almost 73 ing child survival programs in the Near 41 to 74 percent.

of 75 deaths per 1,000 live births. Egypt percent for children ~nder five. Due in East region to address additional health To help sustain child survival

has shown the most remarkable im- part to the program's success, diarrheal needs such as ARI, child spacing, nutri- and other health programs, a major new

provement; infant mortality fell from disease accounts for a smaller propor- tion, optimal breastfeeding practices, focus of USAID health assistance to the

123 deaths per 1,000 live births in 1980 tion of child deaths than acute respira- and women's health issues. Effectively r~gion is development of health sector

to 43 in 1988. The emphasis countries tory infection(ARI), now the leading meeting these needs will require the financing and institution-building strat-

; .' "'11 -
. Continued UrbaniZatI n EXpe(!ted in the Near ast . - .;, -

. I' 'E -, 1 . ~, ~ J •• { • • • ~

have also exceeded the target vaccina­

tion coverage rate of 80 percent for

DPTI and Poli03. ~gypt and Morocco

have exceeded the tar~et coverage rate

for vaccination against mea.sles, 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<lS Yemen and Morocco have

increased only slightly, use rates are

well over 50 percent in Egypt, Jordan,

and Tunisia. In Egypt, the National Con­

trorof Diarrheal Disease program, sup- 1950 1960 . 1970 1980 1990 2000 2010 2020

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 to pay for services. Private sector ac­

tivities, including assistance in the pri­

vatization of public health services and

involvement of for-profit businesses 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 project in

Egypt, for example,will target !;elected



tive, carefully targeted interventions

that ensure that the basic health needs

marketing. As strategies are developed

to meet future challenges in the region.

it will be important to continue to incor­

porate these approaches.

fective use of mass media and social

of the most vulnerable groups are met.

The'successes achieved thus

far can be attributed to three main fac­

tors: the use ofappropriate technologies.

effective mobilization of public and pri­

{a:e local resources to complement pub­

lic and donor contributions, and the ef-
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hospitals and clinics for conversion to prove women's access to health ser-

fee-for-service facilities. In Morocco, so- vices has been to increase the number

cial marketing activities help promote " of trained female health care providers.

privately produced family planning and With the assistance of REACH. USAID's

child survival products such as the PRO- Accelerated Cooperation for Child Sur-

TEX condom and Biosel. an oral rehy- vival project supports nurse-midwife

dration salt. One social marketing pro- training courses. In 1991, about 25 per-

gram was initially directed toward fami- cent oi the students enrolled in these

ly planning products and later expanded courses were women. a major achieve-

to include ORS and weaning food. ment in acountry where only 29 females

In th'e area of women's health, for every 100 males are enrolled in pri-

efforts have been made to reduce ma' mary education,

ternal risk and to improve women's ac- Improved access to health ser-

cess to health care. In October. Morocco vices for women and children in Moroc-

,hosted the Maghrebian Conference on co has been achieved through the Vis,

Safe Motherhood. which followed the ite aDomicile de Motivation Systema-

establishment of the Maghrebian Asso- tique, a community-based outreach pro-

ciation of Midwives in September. Rep- gram that provides integrated family

resentatives to the conference from var- planning' and child survival services to

ious international organizations, inc1ud- women living more than three kilo-

ing USAID, and North African coun- meters from fixed health facilities. The

tries, including Morocco and Tunisia. program operates in 30 of Morocco's 40

discussed the medical, economic. and provinces. reaching 70 percent of t~e

socio-cultural causes of maternal mor- rural population. To further expand ser-

bidity and mortlllity, and developed vices into previously inaccessible areas,

strategies to reduce them. focussing USAID has funded all-terrain vehicles Near East region in the decade to come changing morbidity a~d mortality pat-

particularly on the role of the midwife to be used by the Ministry of Health as resemble those of most developing na- terns associated with the evolving age

in maternal care. mobile service delivery units. tions: the consistent pressure of popula- structure of the population. To respond

In Yemen. one approach to im- Other challenges facing the tion growth, rapid urbanization, and the to these challenges. child survival pro­

grams must continue to devote increas,

ing attention to developing cost-effec-



.'. .:. Infant and Undflr 5MOltalliy T~ends " .
• , I • - .• -

Bilateral Proje~ts

• Child Survival
• Control of Diarrheal Diseases
t, Cost Recovery for Health

• Schistosomiasis Research

• PVO Development Program

USAIDjWash'ington
Support
Bureau for Research and
Development

• CSAP Support Gohns Hopkins
University. Health and Child
Survival Fellows)

• Demographic and Health Surveys
\• Health Financi~g and Sustainability

Short·Term Technical Assistance
and Support

• HEALTHCOM (Communication
and Marketing for Child Survival)

• HealthTech (Technologies for Child
Health) .

• WIN (Women and Infant Nutrition:
Wellstart)

De'!'og'raphic 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 4.4 (88)

Child Survival Indicators,
,Oral Rehydration Therapy
ORS Access 95% (91)
ORTUse 58% (91)

.Adequate Nutritional Status 83% (88) .
Appropriate Infant Feeding N/A
Exclusive Breastfeeding N/A
Complementary Feeding N/A
Continued Breastfeeding.., N/A

Contraceptive Prevalence 37% (88)

Vaccination Coverage
BCG : 89% (90)
DPTI 87% (90)
Measles 88% (90)

Polio3 ~ 87% (90)
Tetanus2+ 28% (00)
DPT Drop-Out 10% (90)

Other Health Indicators

Access to Improved Water
Urban 96% (88) :
Rural ;.. 82% (88)

Access to Sanitation
Urban , 100% (~8)

Rural 34% (88)

HWI Seroprevalence
Urban : N/A
Rural. N/A
Deliveries by Trained
Attendants 35% (88)
See Data'Not611
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J.11 Months 1n3 Month; 24·36 Months 198082 198J.85 1981Hl8 1989·90
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Demographic Indicators

Total Population 25.708,63.2 (91)
Life Expectancy~t 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)
MatemaI'Mortality 300/100,000 (74)
Total ~ertility 4.6 (87)

Child S1lrvival Indicators

Oral Rehydration Therapy
DRS Access : 7rfk (91)
mIT USP 8% (91)

Adequate Nutritional Status '" 8rfk (87)
•Appropriate Infant Feeding 47% (87)
Exclusive Breastfeeding 48% (87)
Complementary Feeding 48% (87)
Continued Breastfeeding 62% (87)
Contraceptive Prevalence 3rfk(87)

I

. . ,nfant and U

Vaccination Coverage
BCG 98% (91)
DPTI : 91% (91)
Measles 92% (91)
Poli03 91% (91)
Tetanus2+ 64% (90)

. OPT Drop-Out : 15% (8~)

Other Health Indicators

Access to Improved Water
Urban 1Ort'k (88)
Rural 25% (85)
Access to Sanitation
Urban 1Ort'k (88)

'Rural : 16% (85)

HIV 1Seroprevalence
Urban N/A
Rural N/A
Deliveries byTrained
Attendants 2-6% (87)
S<!a Data Noles

., -~ . .
: O~T Use Rate~

. - -.-. -.
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Bilateral Projects

• Population and Child Survival
• Family Planning Support III
• Sector Support Training

USAIDjWashington
Support
Bureau for Research and
Development

.AIDSCOM

• Demographic and Health Surveys

• TMCS (l'echnical Advisors in
AIDS and Chi"ld Survival)

Short-Term Technical Assistance
and Support

.AIDSTECH

• Health Financing and Sustainability

• REACH (Resources for Child
Health)

1980 1980 1990 1995 2000 1986 1987 198& 1989 199<J.91
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Bilateral Projects

• Accelerated Cooperation for Child
Survival

• Technical Services and Feasibility
Studies

- llSAID/Washington
Support
Bureau for Research and
DElVelopment

• Demographic and Health Surveys

• HEALTHCOM (Communication
and Marketing for Child
Survival)

• REACH (Resources for Chiid
Health)

Short-Term Technical Assistanc!'
and Support

• ORT Help (p~ace Corps)

• WASH (Water and Sanitation for
Health) .' 'ORT Use Rates - .

:, -

Demographic Indicators

Total Population 9.274.173 (89j
We Expectancy at Birth 44 Yrs (89)
Children Under 1 408,064 (89)
Annual Infant Deaths 60.541 (89)
Infant Mort!\lity 136/1.000 (89)
Under 5 Mortality 179/1,000 (91)

Maternal Mortality .. 1.040/100.000 (B5)

Total Fertility 8.7 (89)

Child Survival Indicators

Oral Rehydration Therapy
ORSAccess 16% (89)
ORT Use 6% (89)

Adequate Nutritional Status N/A
Appropriate Infant Feedin!( N/A
Exclusive Breastfeeding N/A
Complementary Feeding N/A
Continued Breastfeeding N/A

Contraceptive Prevalence 4% (89)

Vaccination Coverage
BCG 99% (90)'
DPT3 89% (90)
Measles 74% (90)
Poli03 : 89% (90)
Tetanus2+ 20% (90)
DPT Drop-Out N/A

Other Health Indicators

Access to Improved Water
Urban 100% (88)
Rural 48% (88)
Accpss to Sanitation
Urban 66% (88)
RuraL ~N/A

HIV-l Seroprevalence
Urban_ :. N/A
RuraL N/A

Deliveries,by Trained
Attendants 10% (82)
S", Data Notes

100 l'erCEllt of chlkll.en Under age five 400 Deaths per 1.000 live births • liI'lJndef5 MoIlality

• Inlaiill@rtality

00 350

80 320

70 280

240

50 200

40 If;O .:

30 120

.80

10

. HIA' '111111 HIA

1986 1987 1988 1989 199(}91

40

1980 1985 1990 1995 2000

198~2 1983-85 1986-88 1989-90

, '

.. \. -
'. ~. ~easle!! Coverage

40

20

70

30

100 PerCEllI va<dnatedby 12 months 01 .ge

90

60

50'

10

~ 1 t

. ", ,DPT3icovera; e .'

70

40'

100 Percent vaccinated lll' 12 monthsc,! age

50..

80

:'.'.1
1980~2 1983-85 1981Hl8 1989-90



I

CSF: Child Sur:ival Fund: HE: Health: ARDN: Agriculture. Rui'al Developlllent.
and 1\utrition; DFA: Developmrnt Fund for Africa: ESF: Economic SUPP0l1 Fund.
All numbers are in thousand~ of dollars.

Country Pr , '
-. I

, " CSF ;,. HE'_ARDN·· DFA . ESF
.. I • _ .'. • •

Africa Region

Benin Rural Water Supply: increase~; access to safr water by construction of wells in rural arras and promotes 0 0 0 198 0
health education and improved sanitation practices through communication with mothers.

Botswana Program Development and Support: Provides technical assistance for design and evaluation of health 0 0 0 32 0
and child sUlvival projects.

Burkina Faso Health Financing and Family Health: Addresses maternal and child health issues through nutrition 0 0 0 275 0
education, training of health workers i,n oral rehydration therapy, prevention of high risk births, and
social marketing of condoms for HIV/ AIDS control.

FY911/itamin A Grant to Helen Keller International: Targets over one million women and children in 0' 0 402 0 0
eight provinces to reduce vitamin Adeficiency by promoting increased consumption of vitamin
A-r;ch foods.

Burundi Program Deve~opment and Support: Pnivides technical assistance for design and evaluation of health () () () 46 0
and child survival projects which include diarrheal disease control and immunization activities.

Cameroon Maternal Child Health/Child Survival: Works through a consortium, including Har:ard and Drew 0 0 0 954 0
Universities and the Academy for EducatiBnal.Deve!opment. to support health care delivery services,
such as oral rehydration therapy. immunization. and nutrition in the southern province oi Adamaoua.

National Family Health: Supports and sustains efforts to limit high risk births through strengthened 0 () 0 688 0
primary health care ser:ices.

FY91 Child Survival Grant tli Population Services International: Works with the private commercial 200 0 0 0 0
sector to make essential health products and child survival services more easily accessible and available
through information, education. communication, and social marketing.

Chad Child Survival Project: Strengthens the administration and deliverv of maternal and child health and 0 0 0 950 0
, family planning ser:ices in selected prefectures and assists the Mi~istlY of Public Health to operate and

maintain a national healtb information system.

Cote d'lvoire Family Planning and Health Project: Aims to increase maternal and child health ser:ices with a focus 0 0 0 409 0
on reducing high risk births.

Ethiopia Orphans Assistance: Helps children currentl); in institutions to develop skills to prepare tL'm to leave 0 0 0 505 0
their institutions and rejoin society.

Gambia Program Development and Support: Provides technical assistance for design and evaluation of health . () 0 0 60 0
and child survival projects which include diarrheal disease control and immunizatio' activities.

Ghana Family Planning and Health and HIV/AIDS Prevention: Promotes prinlary health 'are and child survival 0 0 0 535 0
with oral rehydration tlierapy, immunization, and programs to prevent high risk births.

Kenya Family Planning Services and Support: Supports nationwide family planning efforts to promote health 0 0 0 536 0
and family planning services including child spacing, diarrhea managemenl. immunization, and nutrition.

PVO Co-Financing: Promotes health and child sur:ival ser:ices in Kenya through U.S. and local private 0 () 0 250 0
vtlluntary organizations.

FY91 Child Survival Grant to Minnesota International Health Volunt~ers: Provides ser:ices through 550 0 0 0 0
the Chandaria Community Health Center including maternal child health ser:ices, family planning,
antenatal care, and immunizations with a fee-for-service system to help make it seif-sustaining.

Madagascar Avotra Orphanage: Grant to AVOTRA, a local private voluntary agency. to improve and expand its two 0 0 0 182 0
orphan centers.

Malawi Promoting Health Interventions for Child Survival: Assists the Ministry of Health to impyove matemal 0 0 0 1251 0
and child health and water and sanitation ser:ices and to increase the availability and use Jf these
services in rural areas. '

Services for Health, Agriculture and Rural Enterprise Devel:lpment: Strengthens and expands capacity 0 0 0 195 0
of local and U.S. private voluntary organizations to provide primary health care, child spacing, and
HIV/AIDS ser:ices.

FY91 Child Survival aAd Vitamin A Grants to International Eye Foundation: Works with the Ministry 250 0 500 0 0
of Health to establish a community-based system to provide child survival ser:ices in 45 villages of the
Chikwawa and Nsanje districts of the Lower Shire Valley including blindness prevention with semi-
annual vitamin Asupplementation.

-



Malawi FY91 Child Survival Gfant to Project HOPE: Provides child survival services in private tea and coffee 200 0 0 0 0
estates in the lbyolo Dis~ct of Malawi focusing on children under five and womennf child·bearing age.

Mali PVO CH=lnancing: Supports indigenous and U.S. non-governmental organizations to implement village- 0 0 0 2655 0
lev~1 outreach activities including child survival. '

Community Health and Population Services: 'I;argets women and children facing potential health risks 0 0 0 3849 0
by providing health, and family planning services at district and community health centers, private clinics,

-Md pharmacies.

FY91 Child Survival and Vltam!n AGrants to World Vision 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
drop-outs and to reduce vitamin Adeficiency through increased production and consumption of vitamin
r\-rich ~oods.

Mozambique PVO Support Program: Involves privat~ voluntary organizations in emergency activities including health 0 0 0 3678 0
and child survival services to children.

Primary Health Care Suppcrt Project: Provides technical as~;stance to the Ministry ofHealth to develop 0 0 0 9340 0
policy reform in the-heaith sector including budget allocations to primary health care, and to p.-omote
pp.vate sector involvement in the pharmaceutical indust;Y and in the provision of health care services..

Niger Health Sector Support: Supports the Ministry of Health in the development and implementation of o· 0 0 1438 0
appropriate health care policies and the manag~ment of health care resources and services, especially
in child ~urvival interventions.

Family Health and Demography: Increases family planning services through integration into the nation- 0 0 0 705 0
wide health services delivery system.

Senegal Family Health and Population: Provides family planning services to reduce high risk births through 0 0 Q 250 0
family planning service c.:nters and by increasing the role of the private sector- such as the private phar-
macies which distribute family planning supplies.

PVO/NGO Support: SupportF-local and U.S. not-for-profit agencies working in health and child survival 0 0 0 286 0
actiVities.

FY91 Child Survival Grant to World Vision Relief and Development: Trains village health workers to 500 0 0 0 0
provide child survival services to mothers and children within an integrated, sustainable community
development program in rural Senegal.

Togo Program Development and Support: Provides te~hnical assistance for design and evaluation of child 0 0 0 24 0
survival projects.

Health Sector Support for Child Survival: Assists the Ministry of Health to plan, administer, and deliver 0 0 0 984 0
child survival and primary health Care services.

Togo Child Survival: Cunsolidates and strengthens child survival services through improved manage- 0 0 0 1554
.

0
ment of public healthservices and mobilization of private and local community resources.

Uganda West Nite Community Self~ellance II: Includes a water supply development component which 0 0 0 210 0
addresses the lack of protected sources of water for approximately 90 p~rceIit of the rural, population.

Control of Diarrhe;tl 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, all area devastated during civil conflicts.

Zaire School 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 throu~h 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 pri-
mary health care programs in the Shamva District, northeast of the~apital, Harare.

Regional Africa Child SurVival Initiative • Control of Communicable Childhood Diseases: Supports a multi-donor 0 0 0 18563 0
effo~ by the U.S. Center for Disease Control, UNICEF, WHO and others to combat childhood diseases
in nine ~ub-Saharan African countries through appropriate diarrhea case management, immunization,
and malaria control activities; and to develop training, health education, health information systems, and
health care financing capabilities in those countries. -
African Development Support: Providl.:s technical assistance to missions and regional 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 He~th in Botswana and Lesotho.

AAAS Malaria: Supports a regional technical advisor for malaria. 0 0 0 24 0
Private V.oluntary OrganIZation Support: Strengthens U.S. and African private voluntary organiza- 0 0 0 203 0
tions' activities including those engaged in child suryival pro~ams.

Africa Subtotals 3050 0 927 53365 0
7



Asia Regi,on

Afghanistan Health Sector Support: Provides training and medical supplies cross-border to health care units which 0 2079 0 0 4599
support immunization and diarrheal disease control through primary care services to Il)others and children,

Technical Services and ~uPl\Ort: Provides support for health and child survival activi?es. 0 0 I 32. 0 0

pva Support Project: Expands child survival and health program actiVities through grants to U.S. and 0 25 644 0 1087
local private voluntary organizations for services withinAfghanistan.'
Commodity Support Program: Makes available food, pharmaceuticals, and megical supplies among other 0 0 31Z 0 234
humanitarian goods for distribution in rural Afghanistan. . /

Bangladesh Family Planning and Health Services: Promotes the marketing of oral rehydration salts,through mater- '650 1900 0 0 0
nal and child h,ealth programs and 100,000 outlets nationwide, and expands immunization coverage in
the 'lrban slums.

Urban Volunteer Program: Trains women health volunteers to promote the use of oral rehydration ther- 2000 0 0 0 0
apy and to make referrals for immunization and nutrition services tQ residents of the Dhaka slums.

FY91 Child Survival Grant to World Reilef Corporation: Provides child survival services to 89,000 450 0 0 0 0
people in rural an'as of J.ulma and Khalilmagar districts in cooperation with the local private voluntary
organization, Christian Ser.vice Society.
FY91 Child Survival Grant to CARE: Promotes sustainable child survival services working with Minis- 250 0 0 0 0
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 ami Vitamin AGrants to World Vision Reilefand Development: Provides immu- 525 0 25 0 0
nization, oral rehydration therapy, nutrition (including vitamin Asupplementation), and birth spacing
services to women and children living in tWo densely-populated urban areas of Dhaka.

Cambodia Humanitarian Aid for Cambodian Children: Meets the special health needs of Cambodian children 5000 0 0 0 0
with expanded immunization, nutrition', oral rehydration therapy, malaria prevention, and health educa-
tion programs provided through U.S. private voluntary organizations.,

India Child Survival Health Support: Assists the Ministry of Health, through UNICEF and local non-gov- 1091 3739 0 0 0
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- 0 1000 0 0 0
ratory to improve the quality of preventive health care-by ensurng safe and effective vaccines are
delivered to children and mothers.

Indonesia Strengthening Institutional 'Development: Strengthens independent non-governmental organizations' 2250 1421" 247 0 '0
participation in health and child survival development initiati,ves, including training and other insti-
tution building activities.
FY91 Child Survival Grant to Project Concern International: Provides vaccinations ~o women and lOt5 0 0 0 0
children and seeks to increase use of oral rehydration therapy and to improve nutritional status of chil-
dren inthe Maluka and Riau Province,s through training traditional birth attendants to provid,e mater-
nal and child health services.
FY91 Child Survival and Vitamin AGrants to Adventist Development and Relief Agency: Focuses 300 0 50 0 0
on the role of traditional hirth attendants in 38 government Puskesmas centers to provide improved ant~

natal care, vaccinations, child nutrition (including increased consumption of vitamin Athrough home
gardening and supplementation), and family planning. .

Nepal Child Survival and Family Planning Servlces:'Stresses maternal and child health and family planning 0 1454 0 0 0
activities with higher quality services for rural and disadvantaged popul'!.tio~s.

pvo C~nanclng II: Provides U.S. and lotal private voluntary agencies with grant support to expand 0 20 19 0 0
child survival and health, activities.
FY91 Child Survival Grant to Save the Children Federation: Emphasizes the role of the female com- 445 0 0 0 0
munity health volunteers and mother's groups iq reaching families with educational messages on diar-
rheal disease management, immunization, growth monitoring anti nutrition, maternal health, and in
early r.-::ognition of acute respiratory infections. '

Pakistan Malaria Cqntrolll: Supports the Ministry of Health's nationwide malaria control program including 0 0 0 "0 1200
insecticide spraying. case detection, training health workers, and operati?ns research activities.

Northwest Frontier Province Area Deveiopment: Includes support for developing potable water sup- 0 ,0 0 0 94
plies in the Gaddon-Amazai area.

PhilippInes Enterprise in Community Development: Focuses on primary health care, including child survival pro- 0 1050 150 0 0
grall'S implementeq by local communities. _

Child Survival Program: Supports improved access to child survival services such as oral rehydration, 2000 11000 0 0 0
immunization, and maternal <V1d child health care services.
PVO Co-Flnanclng III: Strengthens indigenous private voluntary org~izations in health promotion 0 610 0 0 0

.and child survival activities.
National Health Finance Development Project: Assists the Philippine Department of Health in the 0 1345· 0 0 0
reform ofits 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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Philippines Urban and Industrial Environment Manaternent: Information regarding child survival activities is not '0 500 0 0 0
currently available. •

Solomon FY91 Child Survival Grant tei Foundation for the Peoplt of the South Pacific: Assists the govemment 500 0 0 0 0
islands 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.

Sri Lanka PVO Co.-Financing II: Strengthens private voluntary organizations' ability to contribute to expanding 300 79 0 0 0
health services through the many health institutions in Sri Lanka.

South Pacific Papau New Guinea Child Survival Support: Assists the Foundation for the People of the South Pacific 434 800 0 0 0
Region 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.

Asia Subtotals 17210 27022 1478 0 7214

latin America and Caribbean Region

Belize Program Development and Support: Provides technical assistance for design and evaluation of health 83 0 0 0 0
and child survival projects.

Increased Froductlvity Through Better Health: Supports the Ministries of Health and Natural Resources 0 191 0 0 0
in reducing the morbidity and mortality of women and children 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 0 0 0 0
child survival services including oral rehydratiGn therapy, immunization, growth monitoring. improved
infant and child feeding practices, and the control of acute respiratory infections.

Bolivia Program Development and Support: Provides support for health care financing studies. 88 0 0 0 0

Reproductive Health: Supports the Ministry of Health and local'organizations extend voluntary family 584 0 0 0 0
planning services to prevent high risk births.-

Self-Financing Primary Health Care II: Through PROSALUD. a local private organization. works to 562 0 0 0 0
improve the health status of agricultural workers and their families in the La Paz. Cochabamba, and
Santa Cruz regions through a network of p;;vate clinics operating within the existing agricultural
cooperatives.

Alternative Development: Includes SUPl'ort for rlevelopment of potable water supplies in the Cochab.amba 0 0 86 0 58
region to improve family health.

Water and Healtllll: Works"with communities. through CARE, to expand potable water and sanitation 2000 0 0 0 0
systems in La Paz and Cochabamba using educational campaigns to promote the use of oral rehydration
therapy, immunization. and improvpd nutrition.

Interactive Radio Learning: Develops radio health programs directed toward primary school children . 0 90 0 0 0
to communicate health education messages which have proven effective in improving and changing
family health behavior.

PVO Child Survival II: Provides technical assistance and training to a network of voluntary organizations 3165 0 0 0 0
engaged in activities which address ways to reduce infant and matemal mortality through child survival
programs.

FY91 Child Survival and Vitamin AGrants to Project Concern International: Extends primary health 675 0 25 0 0
care and child survival.services, incluaing vitamin Asupplementation, in rural and peri-urban commu-
nities in the highlands of Bolivia targ~ting over 35,000 women and children using local health teams
to mobilize community participation.

SJ)eclal Development Activities: Supports health and child survival development activities through local 0 18 0 0 0
organizations.

Central Contraceptive Procurement: Supports child survival birth spacing activities. 120 0 0 0 0
Chile - Immediate Improvement of Primary Health Care: Supports efforts to strengthen primary health care. 0 1040 0 0 0
Dominican Child Survival: Assists nationwide programs, through U.S. and local private voluntary organizations, 565 180 0 0 0
Republic 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, 0 127 0 0 0
water supplies and improved sanitation.

FY91 Child Survival Grant to World Vision Relief and Development: Works with the Ministry of Health 225 0 0 0 0
and other private voluntary organizations, private practioners, and the community to provide health and
child survival services in selected peri-urban commu.nities in Barahona Province.

Ecuador Child Survival and Health: Supports Ministry of Health efforts to reduce infant and child mortality 2376 0 0 0 0
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 instaii cost effective safe water 0 153 0 0 0
supplies and latrines to improve family health.
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Ecuador Cholera Control: Provides for procurement of pack,ets of oral rehydration salts and technical assistance 120 500 '0 0 0

/ in suppor1; of a national cholera control program.
EI Salvador Health and Jobs for Displaced Families: Supports the Ministry of Health's program to provide 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 nationwidl', including the recnilitment and training of community
heal!.; promoters.

Rehabilitation Services: Supports rehabilitation activities through a local private volWltary 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.

~amlly Health Services/Maternal 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. ,
Communlty-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 regions of the country with immunization,
oral rehydration theraPY, nutrition education, and potable water.

Matemal Health and Child Survlvel Serv)ces: Promotes preventive health and child survival services 3885 !DOO 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 plivate voluntary organizations 370 0 0 0 0
and the priWite sector, assists the Ministry of Health to integrate child survival interventions into
national family planning services.

Highlands Water andSanitatlor.: 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 a'ld Sanitation: Works th;ough CARE at the community level in the western part of Guatemala to 0 300 0 0 0
support health post staff, community leaders and voluntary community health workers to distribute oral .
renydratiun 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.

Orphans/Displaced Children: Supports efforts to coordinate assistance to orphans and displaced children 0 300 0 0 0
'through privQ: ~ and voluntary agencies, other international donors and local organizations.

FY91 Child Survival Grant to La Lache League: Carries out a breastfeeding promotion project in the peri: 100 0 0 0 0
urbap area of Guatemala City.

FY91 Child Survival Grant to Project Concern International: 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, m.aInutrition, diarrheal disease, high risk 'births; and
vitamin Adeficiency.

FY91 Child Survival and Vitamin AGrants to Project HOPE: Works in the Department ofTotonicapan 525 0 25 0 0
in the western Highlands, training village health workers and traditional birth attendants to deliver child
survival services, including vitamin Asupplementation and nutrilion education.

Haiti Special Development Activities: Assists local organizations develop small, self-help community health 0 1. 0 0 0
and potable water activities.

Voluntary Agencies for Child Survival: Provides techhical assistance to numerous local and U.S..private 3000 1660 125 0 0
voluntary organizations to strengthen their child survival 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 organization, to pnlVide a wide rangt' "f 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 AGrants to World Vision Relief and Development: Provides assis- 390 0 20 0 0
tance to improve the health services available, especially to women and children on the island of Gonave,
including activities to reduce vitamin Adeficiency through nutrition education and supplementation.. .

Honduras Health Sector II: Supports the Ministry of Health to provide comprehensive health care services empha- 4'352 0 0 0 0
sizing child survival interventions and rural water arid sanitation services.

FY91 Child Survival Grant to La Lache 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 o , 0
Tegucigalpa to increase immunization coverage and other child survival activities using community health
volunteers to promote an increased demand for preveritive services.

Ja:;laica AIDS/STD Pr!lventlon ahd Control: Supports efforts to prev:=l1t 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 su~val activities is not currently available. 0 654 0 0 O.



. Nicaragua PVO Co-Financlng: Supports private voluntary organizationsworking in community health, child sur- 2896 1385 0 0 0
viva!, orphan assistance, and emergency medicine. ,
Expanded Program of Immunization: Provides support for the national immunization program targeting 1219 0 0_ 0 0
women and children.

FY91 Child SlIrvlval Grant to Project Concern International: Establishes a support sy~tein for delivering 275 0 0 0 ()

c,hild survival intervent10ns to mothers and children in the peri-urban barrio ofAcabualinca in the city
of Managua.

FY91 Child Survival Grant to Adventist Development and Relief Agency: Works in three districts of 800 0 0 0 0
north-central Nicaragua to provide mothers and children with basic health services induding increased
vaccination coverage, promoting dietary management of diarrhea at the household level, growth monitor-
ing, and nutrition education.

FY91 Child Survival and Vitamin AQrants to Project HOPE: Extends hospital-based activiti~s in Boaco 500 <1 50 0 0
into the surrounding community focusing on.a mix of child survival interventions, in<.'Iuding immimiza-
tions, vitamin Asupplementation, diarrheal disease control, control of pneumonia, and promotion of good

. nutritional practices. '. . . . J

Peru Narcotics Educatlon,and Public AwarenilSS: Targets mothers and women of reproductive age with edu- 0 12 o , 0 77
cational'messages through drug education and pu~lic awareness programs.

Strengthening Private Sector Health Institutions: Strengthens the role of the p'rivate sector in improving 3025 '0 o . 0 0
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 organizations.

Regional Accelerated Immunization II: Continues support to Pan American Health Organization for assistance to 2000 0 0 0 0
countries' in the region to control transmission of the polio virus and supports national immunization
efforts for six WHO-designated vaccine-preventable diseases induding.neonatal tetanus.

Program Development and Support: Provides design and evaluation support for health projects in coun- 13 34 0 0 0
tries of tife r~gion. .

Intercountry Technology Trailsfer: SuppOli improvements in delivering health and child survival inter- 592 0 0 0 0
ventions, including vitamin A-research, in the advanced developing countries of the region.

Health Be Nutrltlafi Technical Services Support: Supports health, child survival, vitamin Aand other 3756 2569 575 0 0
nutrition activities, HIV/AlDS prevention, and water wd sanitation services in the region. ~

Advanced Developing Country Training: Provides resources for training professionals,in advanced devel- 107 35 0 0 0
oping countries'for programs including health and child survival.

, ..
Partners In Development and Volunteerlsm: Prorr ;)tes linkag~s between U.S. and local private and '101- 0 75 0 0 0
unt1lry orga~izations for development activities in the region, including health and child survival.

ROCAP Program Developmant and Support: Provides design and evaluation support for child survival cind health 0 75 0 () ()

projects in ~he region.

INCAP Instructloll81 Strengthening: Assists regional and national institutions strengthen nutrition train- 0 1396 400 0 0
ing programs for policy makers, including health officials.

, <'

Latin America and Caribbean 'Subtotals 41902 17323 ~377 0 635
I

Near East Region

Egypt Child Survival: Supports a nation-w.ide child health program, including services and research related to o· 0 0 () 8009
immunization, breastfeeding, growth monitoring,maternal health and nutrition, birth spacing, and acute
respiratory infections.

Jordan ~amily Health Services: Enh;mces the ability ofth6'government and norigovem,mental organizations to 0 0 () ..0 3500
improve the delivery of ,health services. .-

Morocco Population and Child Survival: Continue~ support for the Ministry of Health's programs for immuniza- 2()i)() 0 0 0 ()

tion, controfof diarrheal diseases, birth spacing, and nutrition through information campaigri.s and mobi-
lization of the private sector.

Yemen Accelerated Cooperation for Child Survl'lal:·With assistance from the REACH and HEALTHCOM proj- Q 1000 0 0 ()

ects, assists the Ministry of Health expand child survival activities'in five governorates.

Near East Subtotals 2000 1000 0 011500-

Global Matching Grants to PVOs: U.S. privrte voluntary organizatio!ls implement heolih and child survival pro- 48 () 0 0 ()

grarns.in develqping countries through matching grant f,!nds.

Ocean Freight Reimbursement for PVO Health Activities: U.s. private voluntary organizations are reim- () 92 0 0 ()

bursed for "costs of shipping dC;lated goods overseas for health and child survival projects,

PVO Vlta",ln ASupport Grant to Hel9n Keller International: Technical assistance is provided to private 0 0 1941' 0 ()

voluntary (lrganizations in the design, monitoring and lmplementation of vitamin Aprograms.

Technlcal-5upportjCl:lld Survival: Johns Aopkihs University, and other organizations provid~ technical 906 0 ()
..

() ()

assi~tance. to privat~ voluntary organizations in management and evaluation of child survival programs.
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Global PVO Child Survival Operations Program: Johns Hopkins University provides technical support in selec- 525 0 0 0 0
tion and management of child survival projects implemented through U.S. private voluntary agencieS.
Child Survival Grant to Rotary Foundation: World.wide immunization programs are supported with incre- 791 0 ,0 0 0
mental funding through a grant to Rotary'Foundation InternationaL

Food Aid Institutional Development SUPPllrt: Growth monitoring and maternal h~~lth activities associ- 0 0 1027 '0 0
ated with theU.S.'s food aid program are promoted worldwide.

FAD: Growth mOhitoring and ma!ernai nutrition through food aid programs worldwide continue-to be sup- 0 0 186 0 0
ported through this project.

'. Village Health Services: Selected studies and analyses addressing child survival issues are conducted as 0 116 0 G 0
problems are identified. . . • " " , ,

Integrated Studies and Systems: Comprehensive evaluations of health and child survival programs are 0 355 785 0' 0
underta~en to monitor progreSs toward goals and objectives.

Infonnatlon as a Tool In Development: Technicd and statistical informatio~ on child survival from 265 414 0 0 0
USAID and other donors is acquired, processed, and transferred to host country institutions and IJSAID
missions to improve the planning and implementation of child survival programs.

Tropical Disease ResJlarch: The World Health Organizatipn Social Program for Research and Trainin~ 0 500 0 0 0
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 InstiMe for Resource Development assists countries 0 712 0 0 0
in developing national capacities to collect and analyze demographic and health ~lata through surveys
which provide information on the ~tatus of child survival il\ter'ientions and infant and child mortality.

l:Iealth Resources Support: Ihe U.S. Department of Health and HUf.lan Services, through an agree- 385 826 0 0 0
ment with USAID, provides technical support in implementation and evaluation of health and child sur- '
vival programs.

aRT Health Education and Long·term Planning (ORT HELP): Multiple ager.ciessupport information 1142 40 0 0 0
exchange among developing country leaders and health providers gn aspects of diarrheal disease controL

Vaccine Developinent and Health Research: 'The U.S. Department of Health and Human Services 1225 '60 0 0 0
implements programs to test and improve vaccines to combat childhood diseases s,"ch as measles and
rotavirus.

\

Vector Biology and Control: Medical Service Corporation International and associated organizations 0 1427 0 0 0
provide technical assistance andappJied field research in the areas ofvector biology, epidemiology, and
operations for vector-borne disease control programs in developing countries.
Asia/Pacific Public Health Management Program: The Un;.versity of Hawaii School of Public Health 0 83 0 0 0
implements a program of grants to schools of pubijc health in the region to improve the delivery of
health services through applied research, technical assistance, and training of faculty.'. /

Child Survival Action Program-5upport (CSAP~upport):Johns Hopkins University and other imple- 2220 113.8 0 109 0
menting agencies promote child survival programs through advisors and' fellows, oper~tigns support,
applied and evaluation research, and information management,and disseminatiOn.
Applied Diarrheal Disease Research (ADDR): Harvard University supports country-specific applied 1000 140 0 0 0- research on priority diarrheal disease problems.

- , .
B"!8Stfeedlng, Maternal and Neonatal Health and Nutrition: John Snow, 'Inc. and other agencies 3950 0 0 90 Q
provide worldwide field and applied research support to improve maternal and neonatal care and preg-
nancy outcomes.

Malaria Vaccine Field Studies: This project provides a venue, ~n agree!Jlent With host countries, to con- 0 50 0 0 0
duct field SIDdies for developing malaria vaccines capable of having a positive impact on malmja mor- '
bidity and mortality, especially in children.
Technologies for Child Health (HEALTHTECH): Program for Appropri'lte Technology in Health 2150 0 0 0 0
addresses critical needs in product development for child survival technologies, including more effec-
tive immunization technolo.gies.
Technologtes for Primary Health Care II (PRITECH): Management Sciences for Health and other 2500 150 0 415 0
cOQperating agencies, serve as a central resource for technical assistance in implementing diarrheal

,

disease control programs worldwide.

Technical AdvIsors -in AIDS and Child Survival (TAACS): Technical advisors recrui(ed from federal 140 448 0 0 0
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 III (WASH): Camp Dresser and McKee International Inc. and a consor- 0 1305 0 162' 0
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 sanitatio,n programs.
Health Financing and Sustainablllty (HFS): Aot Associates, Inc. and pther implementing agencies pro- 2942 0 0 0 0
vide technical assistance, conduct applied research and disseminate information on'health care financ-
ing and sustainability issues.

Malaria Vaccine ReseafC?h Be Oevelopment: Multiple organizations support the development of vaccines 0 2186 0 0 0
against human malaria to impact malaria morb)dity and mortality, especially in children.

.• ,,' 'JI .'
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Global Resources for Child Health, II (REACH): John Snow, Inc. provides expertise for immunization, including 2735 !OOO 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 MI;DEX 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 II \HEALTHCOM): The Academy for Educational 2977 1080 0 0 0
Development provides worldw;de 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 Pr~uction of ORT (Project SUPPORT): Program for Appropriate Technology 220 0 0 0 0
in Health proviaes technical assistance for promoting ;ocal manufacturing, quality control, and distribu-
tion of oral rehydration salts through the I!riva,e sector.' . .

Diarrheal D!sease and Research and Coordliatlon: The World Health Or~anization and International ·2550 0 0 0 0
Center forDiarrhoeal Disease Research, B~r{ladesh support research, training, and information
dissemination on control and treatment of diarrheal diseases.

Data for Decision Making In the Health ~ector (DDM): Harvard Institute for International Develop- WOO 0 0 o. 0
ment and associated institutions provil:e 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 Surv!val 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: ACollaborative Research Support ProgralI) (CRSP) 0 4ll 0 0 0
provides information OIl the effect of marginal food intake on human performance in developmg 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 Social Marketing FJeld Support: The Academy for Educational DeVl'lopment 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 effOlts to reduce 50 0 .0 0 0
the incidence of iron-deficiency anemia in mothers and children.

Vitamin Afor 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 Adefici'ency.

Women and Infant Nutntlon: AFamily Focus (WIN): WELLSTAJIT and other cooperating agencies pro- 1679 431 515 0 0
vide an integrated package of appropriate feeding services and technical assistance to improve the nutri-

. tional status of women, infants, and children.

Food Technology and Eoterprise for Development:,This project will create or adapt existing food pro- 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 ho~t community.

Small Projects Assistance: Peace Corps volunteers carry put oral rehydration therapy and immunization 0 400 0 0 0
activities through small assistance grants.

HBCU Research Grants; Historically Black Colleges ~nd Universities support biomedical and operational 0 782 0 0 0
research activities related to child survival initiatives, including immunization and diarrheal disease
control.

A.I.D. Israel Cooperative Development Research: Israeli r~search, technical assistance and training 0 1000 0 0 0
address a range of development activities, including immunization for health and child survival.

East~m Europe Region: The Bureau reports child survival activity as part of emerging and humanitarian 0 3424 0 0 125
assistance.

Global Subtotals 32476 20755 8991 776 125',

Grand Totals 96638 1 661002 14773 541413 19474

N.b. Amounts listed are estimates that are attributed to child sun:ival, bu; may be a srnall proportion ofproject totals.
1. In addition, $1,283,000 of Child Survival Fund allocations were reserved for earmarked non-ehild 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 amLtwo Glebal projects. Special Assistance Initiative: $3,759,000 for the Philippines and Eastern
Europe Region. .

3. Indudes the following accounts: Selected Development: $1,175,000 for Ethiopia, Madagascar and ¥ozambique. Sahel: $250,000 for Senegal.
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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
liD 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 eligibIe­
for vaccination. Surveyestimates are basrd
on sample surveys of children in the tar­
get age group and mayor may not include
children without vaccination cards whose
mothers recall that their children had
been vaccinated.

al child of a certain age is said to be ade­
quately nourished if hjs/her weight is
gT"ater than the weight corresponding 10

"two Z-scores" (two standard deviations)
below the median weight achieved by chil­
dren of that age. The median weight and,
the distribution of Iveights 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 a 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 with '119 bottle­
feeding. exclusively breastfed through
four months (120 days) of age. and receiv­
ing other foods if over six months of age
(lSI days). Water is 110t a<;ceptable ill the
first four months (120 days). ORS is con­
sidered acceptable at any age. Surveys are
the only source of data to fonn·this 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 .Breastfeedlng: An estimate of
the proportion of infants less than four
months' (120 days) of age who receivp no
foods or liquids other t11an 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 food's.
Continued Breastfeedlrm: 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 children12 to 15 months of age at the
time of thesurvey still receiving breast
milk.
Contraceptive Prevalence Rate: Anesti­
mate of the proportion of women. aged 15
through 44. in union or married. currently
using a modern method of contraception.
unless otherwise noted.

the average number of years a' newborn
can expect to live. Life. expectancy is com­
puted. from age-specific death rates for a
~iven year. It shool.d 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 sanll' year. An IMR
may be calculatrd by dirrct methods
(counting birtl,5 and deathsl,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 wiil 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 ~ethods.
Maternal 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 tennination 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 a-ratio 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
mated). 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 age­
specific fertility rates.

Child Survival Indicators
ORS Access Rate: An estimate of the pro­
portion of the population under age five
with reasonable accessto a trained provid­
er of 0 RS who receives adequate supplies.
This is a particularly difficult indicator to
measure; therefore. it may fluctuate dra­
matically from year to year as improved
methods of estimation are devised.
ORT Use Rate: An estimate Qf the propor­
tion of all cases of diarrhea in children un­
der age five treated with ORS and/or a
recommended home fluid. ORT use may
be detemlined 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 0 RT 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-

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 fpr the three
year period.

Definitions

Demograpbic Indicators

Total Population: The mid-year estimate
of the total number of individuals in a
country:

Ute Expectancy at Birth: An estimate of

1990-1991 Preliminary Tecllllical Annual
Report. Atlanta. GA: Centers for Disease
Control. 1991.

Population Pyramids - Data provided by
the Center for International \\esearch of
the U.S. Department of Commerce Bu­
reau of the Census. 1991.

U,banization Graphs - Ellen Jamison.
Wl1(ld Populatioll Profile: 1989. Washing­
ton DC: U.S. Depilrtment of Commerce
Bureau of the Census. 1989.

"Chloroquine Resistant Malaria Spreads
Through Africa" -Centers for Disease Con­
tro!. Health IlIlonnatioll lor ltltenlat;OIIOI
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 OIl Onder
5 Mortality" - Note: Data provided by the
Center for International Reseacch of the
U.S. Departinent of Commerce Bureau of
the Census. The under 5 I'lOrtality 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 Deve~

opment. USAlD: and CIHI/ISTI. The
model incorporates assumptions regard­
ing the transmission rates from mothers
to their children and the subsequent mor­
talit)' rates of those childreh born with the
disease. The assumptions arr based" on
the best available data from studies re­
ported in the literature. Where data are
available. prevalence rates are based on
surveys gf pregnant women in urban ar­
eas and in rural areas. Where surveys are
available in urban areas only. rates in rural
areas are assumed to be a fraction of those
in urban areas. The impact of AIDS on
{'hiM survival is most striking in those
countries where the majority of billhs 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).

Graphs and Figures
·Globel Fact Sheet
"Under 5 Deaths Averted by EPI" -WHO/
EPI/CEIS/91.1
"Killers of Children Under 5" - Estimates
providrd by WHO/CDD. 1991.
"Child Survival Funding FY91" - USAID
Health Information System. (lHI/IST!.
March. 1992. Note: Funds from the Popu­
lation Account and Public Law 4S0 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 dev~lopment. including health
carr financing.

Essay and Regional Summaries

"Impact of Vaccination" - Michael A Koe­
nig. "Mortality Reductions from Measlrs
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 thr 1990s. Baltimore.
MD.I99l.
"Missed Opportunities" - USJ\lD and u.s.
Department of Health and Human Ser­
vices. Africa Child Sun'ivalltlitiative-Com­
batting Childhood Communicable Diseases.

The group of USAID-assisted countries in­
cludes all countries receiving USAID as­
sistance for health activities at some time
during the child survival i1litiative.

l'roject-specific infonnationis drawn from
the 1991 Health and Child Survivall'rojert
Questionnaires and other reporting docu­
ments such as annual reports and evalua­
tion rrports submitted by USAID·fundrd
projects.

Mortality and population data do not re­
flect thr impact of the HIV/ AIDS epidem­
ic except where noted.

Global and regional aggrrgates for infant
and under five mortality. immunization
coverage. use of oral rehydration therapy
(ORT). and access to oral rrhydration
salts 10RS) for emphasis countries. US­
AID-assisted countries. anddeveloping
countries are calculated from individual
country values extracted from the USAID
Health Infonnation System. ClHI/IST!.
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 1"ations; the World Health Or­
ganization (WHOl; the Crnter for In­
ternational Research of the U.S. Depart­
ment of Commerce Bureau of the Census;
Demographic and Health Surveys of the
Institute for Resource Development/Mac'­
ro Systems. Inc.: the USAID Missions:
and other cooper.lting agencies of USAID.

TIle numbers appearing in some of the
bar graphs and pi~ 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 attr~buted to those
"bars" or "slices" may be the same.



Vaccination Coverage In Mothers: An es­
timate of the proportion 'of women in a giv­
en time period who h"ve received two dos­
es of tetanuS toxoid during their pregnan­
cies. Currently under worldwide review,
this indicator b being changed to account
for t.'Je cumulative effect of tetanus toxoid
boosters. A woman and her balJy are pro­
tected against tetanus wh~'n a mother has
had only one or, perhaps. 110 boosti'rs dur­
illg a 6'iven pregnancy so lon~ as the wo­
man had received the appropnate number
ofboosters in the years preceding the preg­
narcy in question (The appropriate num­
ber of boosters requir~d during alY given
pregnancy varie~ with the number re­
ceived previously and the time elapsed),
11ie revised indicator is referred to as Tf2+.
Rates are computed using administrative
mtthods or surveys.

OPT Drop-Out: An estimate of thp propor­
tion of living children between the ages of
12 and 23 months who received at least
one DJ7f vaccination but who did not re­
teive the entire series of three vaccina­
tions before their first birthdays.

Other Health Indicators

Urban Water SuPJlly Coverage: An estimate
of the proportion of all persons living in ur­
ban areas (defined roughly as population
cen:ers of2000 or more persons) who live
y,ithin 200 meters of a stand pipe or foun-
taIn source of water. .

Rural Water SupplyCoverage: 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 spenJ a dispropo~tionate amount of
time fetching water.

Urban Adequate Sanitation S\lpply Cover­
age: An estimate of the proportion of all
persons Ii\~ng in urban areas with sanita­
tion service provided through sewer sys­
tems, or individual in-house or in-com­
pound excreta disposal facilities Oatrinl's).

Rural Adequate Sanitation Coverage: An
estimate of the proportion of 011 persons .­
not living ill urban areas with ~anitation

coverage provided through individual il,­
house or in-compound excreta disposal fa­
cilities Oatrines).

HIV-1 Seroprevalence -Urban: An estimate
of the proportion of all persons (pregnant
women, blood donors, and other persons
with no known risk factors) living in urban
areas inf\'cted y,ith HlV-l, the most viru­
lent and globally prevalent strain of the
human immunodeficiency 'lirus.

HI'(-l 5eroprevalence - Rural: An estimate
of the proportton 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 iJhysician, 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 th~ Mission Response Fonn (referred
to as MRF with the given yeari d~ssemi­

nated along with the above mentioned
questionnaires.

Another major source of information is
the Demographic and Health Surveys (re-

ferred to as C: IS 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
tioll 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, unkss otherwise noted, is
Morlality of Ci. ·.rell Ullder Age 5: World
Estimates .. 'Projectiolls, 1950-2025, ST/
ESA/SER.A; 105, 1988 published by the
same '-"-'ction (also refened to as WPP).

Vaccination COllerage: The prilpary, and
unless otherwise noted, saurces for vacci­
nation coverage data are tlte annual re­
ports of the Expanded Programme on Im­
munization ofWHO (referred to as WHO).

ORT: The primary, and unless otherwise
noted, sources ofdata 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 indic'ators to be published in
the next report was provided by that pro­
gram. These data are provisional and su'Tr
ject to change.

Maternal Mortality and Deliveries by
-Trained A~endllnts: The primary, and un­
less otherwist' noted, source cf data on ma­
ternal mortality and on the percentage of
deliveries perfonned by a trai:l<;d ~tten­

dant is the WHO Publication. Motemal
MOrlality. A Global Factbook (referred to as.
WHO/MCH/MSM/91.3).

HIV/AIDS: All HIV seroprevalence data is
drawn from the HI\'/AlD~ Surveillance
Database, compiled by the Center for In­
ternational Research. U.S. Department of
Comm('rce Bureau of the Census. The re­
ported p~evalencfs are the results of the
latest surveys in populati'lns without spe­
cial risk factors.

Water and Sanitation: Wate. and Sanita­
tion data come primarily from two ,Ollrces,
adata diskette providej by WHO (referred
to as WHO Diskette, 10/29/91) and field
reports of the USAl9 supported Water and
S;;nitatiOl.for Hea.th project (referred to
as WASH).

Kenya

Demogrllphlc Indicators: Population and
Infant Mortality - thp 1989 Census, as yet
unpublished, reported in "IRF-90. Chil­
elren Under ,\ge 1alldAnnuallnfant Deaths
-derived from WPP and 1989 Census data,
Maternal Mortality -community study in a
rural district cited in WHO/MCH/MSM/
9l.3. Total Fertility -DHS, 1989. Child Sur­
vivallndlcators: ORT Use, Nutrition. Con­
traceptive Prevalence, and DJ7f-Drop-out­
DHS, 1989. IT2 - 1989 National Immuniza­
tion Survey cited in MRF-9O. 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 den~ely populated district ciu'd in
WHO/MCH/MSM/9} .3. Child Survival
Indlcators:'Adequate Nutritional Status-

Th,;ational Sample Survey of Agricul­
lure, 1980/81, National Statistics Office,
Zomba, V61.III, 1984 recorded in the WHO
Anthropollletry Database. Contrace'ptive
Prevalence (15-49) - unpublished 1984
Family Fonnatlon Survey cited in USAlD/
Malawi cable 00015 dated 1/89. Other
liealth Indicators: Water and Sanitation ­
WASH.

Mali

Demographic Indicators: Population - Di­
rertioll Natiollole de la Statistique et de 1'111­
fQnllatique, based on 1987 census. cited in
MRF-91. Children Under Age I and Annu­
al Infant Deaths - derived from WPP and
DHS, 1987. Infant Mortalitv - f''fS, 1987
(Note: Taking the UHS dat; into account.
the U.S.. Bureau of the Census has recal­
culated the IMR for Mali usir.g indirect
methods as 116/1,000 for 1990). Ur.der::>
Mortality and Total Fertility Rate - DHS,
1987. Maternal Mortality - civil registra­
tion citea in WHO/MCH/MSM/91.:>.
Child Surviv..1Indicators: N'utrition - DHS.
1987. Contraceptive Prevalence· Family
Planning Logistics Manap-ement l'roject
cited in MRF·9i. Vaccination Cover::ge for
Children - National Survev, March 1991
cited in MRF-91. Tf2 and OJ7f Drc;>-Out ­
Rapport D'Et'aluatioll De La CO/lverlure
Vacci;zde 4/1 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 MRF-91. life Expec­
tancy and Under 5Mortality -BUCEN/OR
Cl]ildrer. Under Age I and Annual bfant
Deaths -derived from WPP and 1988 Cen­
sus data. Maternal Morulity·- paper pre­
sented at 1989 conference cited in 'VHO/
MCH/MSM/ 91.3. Child Survival Indica-

,tors: Adequate Nutritional Status - Le Sys­
teme de Sallie et la' PolitiQfle de Dtiveloppe­
mellt Sallitaire au Niger, May 1989 cit­
ed in MRF-90. C'lntraceJltive Prevalence
(method and age group ullc;pecified) ­
mid~nn evaluation of the USAlD-funded
Family Health and Demographic Project
cited in MRF-91. Other Health Indicators:
Water anr) Sanitation -WASH.

Nigeria

Delnographlc tdlcators: Maternal Mor­
tality - WHO Regl'lIIal Bureau cited in
WHO/MCH/MSM/91.3. Child Survival
Indicators: ORT Use, Contraceptive Prev­
alence 05-49), and Vaccination Coverage
for Children - DHS, 1990. Other Health In­
dicators: Water and Sanitation - WASH.
Deliveries/TA· DHS, 1990.

Senegal

Demographic Indicators: Maternal Mor­
tality - study [If 24 villages cited in WHO/
MCH/MSM/91.3. ::h1ld S..;vlval Indica­
tors: Nutrition and Contraceptive Preva­
lence - DHS, 1986 Other Health Indlr,a­
tors: Water and Sa"itation -WASH. Deliv­
eries/TA- DHS, 1986.

Sudan

Demographic Indicators: Maternal Mor­
tality - citation from article in Arab Medical
joumal cited in WHO/MCH/MSM/ 91.3.

Total Fertility - DHS, 1989/90. Child Sur­
vlvallndlcators: ORT Use, Nutrition, Con­
traeeptive Prevalenc(\, 'and Vacc;nation
Coverage for Children- DHS, 1989/90. Oth­
er Health Indicators: Water and Sanitation
-WASH. Deliveries/fA-DHS. 1989/90.

Zaire

Demographic Indicators: Maternal Mor­
tality - institutIOnal rate dted in WHO/
MCH/MSM/91.3. Child Survival Indl(;a·
tors: standard sources. Other Health Indl­
cat~rs: Wat~r and Sanitation - WASH.

Bangladesh

Demographic Indlca~ors: Maternal Mor­
lality - study of 149 villages in one region
citeJ in WHO/MCH/MSM/91.3. Total
Fertility - Bangladesh FertHity Survey.
1989 dted in MRF-9O. Child SUl"'ivallndl­
cators: Adequate Nutritional Status - Na­
tional Survey. 1989 conducted by the Ban­
glade~'!J Bureau of Statistics and UNICEF.
Contraceptive Prevalence (women un~er

SO) -Contraceptive Prevalence Survey, 1989
reported by USAID/Bangladesh. Vaccina­
tion Coverage - National EPI Coverage
Survey, February 1991 (DJ7f Drop-Out­
WHO). Other HQalth Indicators: Water
and Sanitation- WHO Diskette, 10/29/91.
Deliveries/TA - WHO/EB83/ 2 Add. I,
19158 cited in WHO/MCH/ MSM/QI.3.

India

Demographic Indicators: MaternaLMor­
tality - WHO Regiol/al Health Illfomwlioll
Bulletill cited in WHO/MCH/MSM/91.3.
Cllild Survival Indlc'ators: Contraceptive
h-evalencp \Jge unspecified) -Famil:- Plan-'"

.ning. Practices in India: Thirr \11 India
Survey cited in MRF-90. OtUr Health In­
dicators: Water and Sanitation -WHO Dis-­
kette, 10/29/91. Deliveric/TA - World
Health Statistics AI/Ilual - Vital Statistics
alld Causes ofDeat;! cited in WHO/MCH/
MSM/91.3.

Indonesia -

Demographic Indlcators~ Total Populatjon
- Census done by the Cemral Bureau Of
Statistics (BPS), IO/~O cited in MRF-90.
Children Under Age 1 and Annual Infant
Deaths - derived from WPP and Census
data. Maternal Mortality -lndonesian Mid­
wives Association cited in WHO/MCH/
MSM/91.3. Total Fertility - DHS, 1991.
Child Survival Indicators: ORT Use~ Nutri­
tion, Contraceptive Prevalence 05-49),
and Vaccination Coverage - Dl-!S, 1991.
Other Health Indicators: Water and Sani­
tation -WHO Diskette, 10/29/91. Deliver­
ies/TA- DHS, I~i.

Nepal

Demographic indicators: lvlaternal Mor­
tality - WHO 1986 Regiollal IllformatiOIl
Bulletill cited :n lA-1-l0/MCH/MSM/91.3.
Child Survival Indicators: Contraceptive
Prevalence (methods and age unspecified)
- surveys don~ by the Ministry of Hulth
and New Era reported by USAID/NepaL
other Health Indicators: Water and Sani­
tation -WHO Diskette, 10/29/91. Deliver­
ies/TA - WHO/ EB8.1/2 Add. I, 1988 cit­
din WHO/MCH/MSM/91.3.

Pakistart

Demographic Indicators: Materna! Mor­
tality - National Demographic SUivey us.
ing the sisterhood method cited in WHO/



MCH/MSM/91.3. Total Fertility· DHS,
1990/91. Child 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%;
iJrn . 96%; Mea\>les . 97%; Poli03 ·96%;
and IT2 . 87% with 86% of all children fully
vaccinated.). Nutrition· National Nutrition
Survey, 1985-1987 camed 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.

~gypt .
Demographic Indicators: Total Popula·
tion, Infant Mortality, Under 5 Mortality ­
Central Agency for Population Mobiliza­
tion and Stati~tics (CAPMAS), 1989 cited
MRF-90. Children Under Age 1and Annu·
al Infant Dellths - derived from 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 Indlcato~: 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
Out - 1990 coverage survey _ited in AII/IU­

al Report. 1991, UNICEF Egypt. Otller
Healtlt Indicators: Water and Sanitation ­
WHO Disk- ette, 10/29/91. Deliveries/TA
- DHS, 1988

Morocco

Demographic Indicatc-rs: Children Under
1and Annual Infant Deaths -derived from
WPP and DBS. 1987. Infant Mortality, Un­
der 5 Mortality, and Tpml Pertility - DHS,
1987. Maternalll~ortality - paper present­
ed at 1978 conference cited in WHO/
MCH/MSM/9l.::I. Child Survival Indica­
tors: ORT Use - MOPH/WHO cited in

. MRF-91. Nutrition. Contraceptive Preva·
lence, and DPT Drop-Out - DHS, 1987.
Vaccination Coverage for Children - 1991
MOPH Coverage Survey cited in MRF-91.
other Health Indicators: Water and Sani­
tation -WHO Diskette, 10/29/91. Deliver­
ies/TA - DHS, 1987.

Yemen
Demographic Indicators: Total Popula­
tion, Life !::xpectancy at Birth, Children
Under Age 1, Annual Infant Deaths, Infant
Wortality, and Total Fertility -The Central
Planning Organization (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. DeliverieslTA - World Health Statis­
tics Annual - Vital Statistics and Causes of
Death cited in WHO/MCH/MSM/91.3.

Bolivia

Demographic Imllcators: Infant Mortality
- stan$rd source (Note: The DHS, 1989

reports an IMR of 96). Maternal Mortality
- estimate put forth by the Government of
Bolivia (Note: A figure of 600 appears in
the Regiollal Plall ofAction for the Reduc­
tion ufMaternal Mortality ill the Americas.
Document No. CSP23/10, XXIII Pan
American Sanit:lry Conference cited in
WHO/MCH/ MSM/91.3). Child Survival
Indicators: ORT lise, Nutrition, Contra­
ceptive Prevalencl' (15-49), and DflT
Drop-Out - DHS, 1989. Other Health IndI­
cators: Watl'r and 'Sanitati"n - WHO Dis·
kette, 10/29/91. DeliveziesffA- DHS. 1489.

Dominican Republic
Demographic IndlcatorF' .viaternal Mor­
tality - a Pan Ameri: dll Health Organi·
zation (PAHO) r<'port cited in WHO/
MCH/MSM/91.3. Child Survival Indica­
tors: Nutrition and Contraceptive Prev­
alence -DHS, 1986. DPT Drop-Out -PAHO
facsimiie, 12/19/91. other Health Indica­
tors: Water and Sanitation -WHO Diskette,
10/29/91. DeliveriesffA-DHS, 1986.

Ecuador

Demographic Indicators: Children Under
1and Annual Infant Deaths -derived from
WPP and Rutstein, et. al. Infant Mortality·
Rutstein,S., A. Fenno, and A. Crespo,
Child Survival ill Ecuador, A Report to the
USAlD Mission ill Ecuador, November,
1987. Maternal Mvrtality -Regiollal Plan of
Actioll for the Red'lctiOlI ofMatenzal Mortal­
ity in the Americas, Document No.
CSP23/l0. XXIII Pan American Sanitary
Conference cited in WHO/MCH/MSM/
91.3. Total Fertility.- preliminary results
from Encuesta Nucimzal Demogrlifica y de
Mortalidad Matenzo y Infanti/, 1989 re­
ported by USAID/Ecuador. Child Survival
!ndlcators: Nutrition - DHS, 1987. :'0. - ,
quate Nutritional Status - National Nutri­
tion Survey, 1987, Ministry of Health. Con­
tr", rptive Prevalence (15-49) -preliminary
results from Encuesta Nadonal Demogrlifi­
ca y de Mortalidad Materna y Infanti/, 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 Indlcmors: Water and Sanitation ­
WHO Diskette. 10/29/91. Deliveries/TA­
DHS, 1987.

EI Salvador

Demographic Indicators: Maternal Mor­
tality - estimate put forth by the Govern­
ment of EI Salvador (Note: Afigure of 300
appears in the Regional Plan ofAction for
the Reduction ofMatenzal Jilortality in the
Americal, Document No. CSP23/IO, XXIII
Pan Anlerican Sanitary Conference cited
in WHO/MCH/MSM/91.3). Child Sur­
vivallndlcators: ORT Use and Contracep­
tive Prevalence. Family Health Survey,
1988. Nutrition -Evaluacion de la Situacion
Alimentaria Nutricional en EI Salvador.
DPTDrop-Out- PAHO facsimile, 12/19/91.
other Health Indicators: Watet and Sani­
tation - WASH. Deliveries/TA - Family
Health Survey, 1988.

Guatemala
Demographic Indicators: Children Under
Age 1 and Annual Infant Deaths - derived
from WPP and DHS. Infant Mortality and
Under 5 Mortality - DHS, 1987. Maternal
Mortality - National Study of Maternal

: ··T ":": .. -.1
- '. r - . .:..'

~. .. '" ~., . .

Mortality, 19119-1991 conducted by G('ral'
do Medina Giron. Child Survival ltltllca­
tors: ORT Use - National Health Inforrna­
tion System cited in 1991 lJSAID Health
and Child Survival Projl'ct Questionnaire
for Project 52(){)288. Nutrition, Contracep­
tive Prevalence, and DPT Drop-Out - DHS,
1987. other Health Indicators: Water and
Sanitation- WASH. Deliveries/fA - DHS,
1987.

Haiti

Demographic Indicators: Children Under
1and Annual Infant Deaths -derived from
WPP, 1990 and \\iPP, 198-3. Infant Mortali­
ty Rate - WPP. 19811 (Note: In a personal
communication, the United Nations ac­
knowledged that they had reversed a deci­
sion made in preparing WPP, 1990 and
now prl'felTed a trend forecast more simi­
lar to that of 1988). Maternal Mortality ­
Regiollal Plan ofActiOlI for the Reductioll of
Maternal Mortality in the Americas, Docu­
ment No. C51"23/10, XXIII Pan American
Sanitary Conference cited in WHO/MCHI
MSM/91.3. Total Fertility - Cayemiltes,
Michel and Anouch Chahnazarian, Suroie
et Sante De I.'Enfant En Haili. Institut Hai~
tien de L'Enfance, 1989. Child Survlvallndi­
clltors: Contraceptive Prevalence - En­
quete Nationale Hailienne Sllr la Contracep­
tioll: Rtisultats Preliminaires. lnstitut Hailien
de {,Enfance and U.S. Centers for Disease
Control. Atlanta, GA 1990. DPT Drop-Out
- PAHO facsimile, 12/19/91. Other Health
Indicators: Water and Sanitation -WASH.
Deliveries/ TA - WHO/EB83/2 Add. 1,
1~88 cited in WHO/MCH/MSM/91.3.

Honduras

Demographic IlJ.dlcators: Total Population
-projection based on the National Census,
1988, Ministry of Planning, Coord!nation,
and Budget cited in MRf-90. Life Ex­
pectancy at Birth, Infant Mortality, and
Total Fertility - National Epidp;niological
and Health Survey, 1987. Science and
Technology 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 ofAc­
tion for the Reduction ofMatenzal Mortality
ill the Americas, Document No. CSP23/ 10,
XXIIl Pan American Sanitary Conference
cited in WHO/MCH/MSM/ 91.3. Child
Survival Indicators: Oral Rehydration
Therapy - standard source (Note: The
most recent emDirical estimate 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 ;,tatus - National Nutrition Sur­
vey, 1987 cited in USAID/Honduras Cable
00525. Contraceptive Prevalence (15-49) ­
National Epidemiolo~cal and Health Sur­
vey: Honduras, 1987. Vaccination Cover­
age for Children - EPI Management Infor­
mation System cited in the 1991 USAID
Health and Child Survival Project Ques­
tionnaire for Project 522-Q216. OPT Drop-

Out - PAHO facsimile. 12/19/91. Other
Health-Indicators: Water and Sanitation ­
W L.SH. Deliveries/TA - National Epidemi­
ological and Health Survey, 1987.

. Nicaragua

Demographic Indicators: Maternal Mor­
tality - Regional Plall ofAction for the Re­
ductioll ofMatenza! Mortality ill the Americ­
as. Documer;:. ;'40. CSP23/l0, XXIII Pan
Atllt'rit."1B Sanitary Confuence cited in
WHO/MCHI1I1S~1/91.3. Child Survival
Indicators: Adl'qLlate Nutritional Status·
Ministry of Health as cited in the WHO
Anthropometric Database. Contraceptive
Prevalence (15-49) - Contraceptive Preva­
lence Survey rited 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: Childru, Unde.­
1and Annual Infant Dl'o!hs -<!envad from
wpp and USJUD Hea,th Sec/or Assess,i;<nt,
1990. Infant Mortality - USAlD Health Sec­
tllr Assessment. 1990. Maternal Mortality ­
Regional Plan ofActioll for the Reduction of
Maternal Mortality ill the Americas, Docu­
ment No. C~P23/1O, XXIII Pan American
Sanitary Conference cited in WHO/MCH/
MSM/91.3.Chlld Survival Indicators: Nu­
trition - DHS, 1986 except for Adequate
Nutritional Status - Encuesta Nacional de
Nutricioll y Salud, 1984. Contraceptive
Prevalence - DHS, 1985. TT2+ - USAID/
Peru reports this figure as com;,g from
the Ministry of Health and [1'-:.:5 that it re­
flects the number of wop,en given two
doses of tetanus toxoid d\ ring the calen­
dar year and not the percer, lage of women
protected. DPT Drop-Out-I'AHO facsimi­
le, 12/19/91. Other Health Inc;lcators: Wa­
ler and 3anitc:tion -WHO Diske~e, 10/29/
91. Deliveries/TA- DHS, 1986.
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Deaths per 1,000 live births
Figures do not reflect any possible impact :hat HIVjAIDS may have.
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Cape Verde 383.365 39 75 79a 88a 87a 5 5.4 19f

South Africa 36,095,184 65 85 63a 67a 69a 4.3 45j

Botswana 1,352.694 61 82 78'1 86a 820 64 6.6 32c 41c

Kenya 3,OOO,000b 74b 103 59a 74a 71a 63b 6.7b 18b 24b

Sudan 25.988.310 102 160 61b 60b 6ib 36b 5.0b 6b 14b

Lesotho 1,829,581 92 124 76a 76a 75a 69a 5.8 4e

Cote d'lvoire 12.504,984 90 138 35b 42b 35b 16c 7.4 1 20e

Zimbabwe 10,034.799 58 108 69a 73a 723 88 5.5 36c 15c He

Togo 3,652,247 88 141 57 61 61 J3b 6.6 3c 34c 10c

Zambia 8,805,971 74 117 76 79 77 89 7.2

Congo 2,352.162 67 105 75a 79a 79a 26 6.3 31d

Swaziland 819,297 110 160 85b 89b 89b 85b 6.5 17c

Nigeria 112,372,386 99 162 46a 33a 33a 27a 6.7 4a

. Cameroon 11,433,OOOa 8$a 143 56a 56a 54a 84 6.0a 1

Zaire 36.817.288 94a 150 44b 38b 38b 45 6.1

Gabon 1.213,723 97 158 76 78 78 lOb 5.2

Tanzania 28,448,706 99 163 83b 85b 82b 83 7.1 6c

Ghana 15,543,8"12 84 134 60a 57a 56a 21b 6.3 5c 38c 2c

Benin 4.788,433 87 172 70 67 67 45 7.1. li

Liberia 2.666,185 131 193 47b 27b 28c 9c 6.7 6e 15e

Malawi 9.102.020 142 246 80a 81a 79a 14c 7.6 19 30k
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~~Lf1Rwanda 7.509.698 115 192 83a 84a 83a 24c 8.1 8a ', ...~. , '=- 1" .--... •
..':;l;,';i·il}i~., -'

Angola 10.322,436 130 219 38a 23a 23b 12d 6.3 "'1!t;~i?'~1
'_~.:r:''1,i- '~,\.1:f,,~-J:~"7

Niger 8.038.000 140 208 21a 13a 13a 54 7.1 12b "'f:t~~~~i!J,f4;~ _,vr.;Ai,,->. ''''a

Chad 5.832,215 125 210 34b 22b 22b 15 5.8 'i"~~tt~1mjJij' .;,..F!&.>

"~Mozambique 16.109.001 150a 226 84 84 84 30 7.1 ;l; _.
.". -.
,.;1, I _

Burundi 5,649.793 113 178 75a 86a 86a 49 6.8 ld 44d 89d -~~.;1-'.. •

Mauritania 2.086.610 120 201 33a 28a 28a 54b 6.5 '~.-.~:" _ 1.--1

Uganda 19,568.648 97 158 40a 42a 42a 30 7.3 3c 32c 70c~r _.:,
Guinea 5.944.290 138 236 18a 17a 17a 65 7.0 ~.. '" .,

37 ~7 16c 7.2 ~Burkina Faso 9.276.168 126 222 42

Gambia 832.000a 135 267 73 90 93 75 6.7 ~
Sierra Leone 4.268,430 146 277 75a 83a 83a 60 6.5 BtIIm.
Mali 8.990.000 108d 249d 56 58 58 41b 5.6d 3 40d 8d~...~ .

•r~Cen. Afr. Rep. 3.133.368 98 210 82 82 82 24 6.2 ~~ .i

50.820.190 239 37a 44a 44a 32b 6.8 '~IiEthiopia 126 \~.
Somalia 7.685,646 .125 239 30b 18b 18b 78 6.6 'Ki?'
Madagascar 12,425,577 113 174a 33 46 46 11b 6.5.. 56h

~JI aaD are for 1991 except where Indlcatea: a= 1990: b=1989: c=1988: d=1987. e=1986: f=1985: g=1984: h=1983: 1=1982: 1=1981: K=1980. Mortality figures are rates per 1.000 live births.
Contraceptive prevalence's 'or moDern methods only. Contact the Center for Interoatlonal Health leformaliOn 'CIHI) for notes and sources.

By 2010 Africa's total population will approach one billion.

Fifty-four percent of tile 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.

80+ Years of age

75-79

70-74

65-69

60-64

55-59

50-54

45-49

40-44

35·39

30-34

25-29

20-24

15-19

10-14

5·9

0-4

• 1990

.2010

Working Age

80 70 60 50 40 30 20 10 Miliions 10 20 30 40 50 60 70 80

Figures ,nclude US·\!D·asslstea ana con-assisted countnes ,n me suo-Saharan Afnca geographical region: f,gures do not reflect any Impact
thaI HIV/AIDS ma, have. Source: BUCEN 19'11.

P,epared under AID Contract No. OPE 5951 Z-OOBD04·00
With the Office of Health. Bureau for Research and Development
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Thailand 54.532.000a 33a 42 80a 92d 92a 43 2.3 64d 30d 4d

Sri Lanka 17,441.650 25 38 81b 89b 87b 76 2.5 41d 43d 14d

Papua New 3.967.754 55 72 52b 53b 52b 46 5.0Guinea

Fiji . 776,009 25 28 84a 97a 96a 16 2.9



Indonesia 179,321,641a 68 104 58 56 56 57 3.0a 47 39d

Imlla 871,818,749 91 135 56b 79b 74b 14 4.2 40b

Philippines 60,477,000a 41 65 85a 89a 88a 25 3.7a 22e 35i

Pakistan 126,405,044 102 152 50a 46a 46a 43a 5.5a 9a 16f

Bangladesh 118,918,663 111 174 54 62 62 26 4.9b 40 78b

Nepal 19,618,705 121 183 58b 71b 71b 14 5.7

Afghanistan 17,869,726 165 304 20a 25a 25a 26 6.8

Cambodia 8,437,714 120 176 38b 47b 47b 6c 4.5

Tonga 120,OOOa 25b 81c 92c 92c 25 4.0b

All data are for 1991 except where InPicated: a= 1990: b=1989: c"1988: d=1987: e=1986: f=1985: g=1984: h=1983: 1=1982: )=1981: k=1980
Mortall~ figures a'e 'ates per 1.CO': ",e births. In Caillbodla. t~e under 5 mortality rate fluctuated great::, cunng the CIvil unrest of the 1970s and 80s. tnus percent reduction IS ,lot shown here.

ContracepllVe prevalence IS for mOdern methods only. Contact the Center for 10ternatlonal Health Information ,CIHI) for notes and sources.

The population of Asia will increase by O:1e billion between the years 1990 and 2010.

Tr.e 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.

Working Age

80+ Years of age

75·79

70-74

65-69

6Q-64

55-59

50-54

45-49

40-44

35-39

.3{}-34

25-29

20-24

15-19'

10-14

5-9

Q-4

30 25 20 15 10 5 Millions 5 10 15 20

• 1990

• 2010

25 30

P0Puiatior • ,Jres Include all uSAID-assisted and non·asslsted countnes In the ASia geographical region. Including China. "opulatlon figures for Tnnga. Papua New GUinea and FIJI.
however. are eN Included. Source: BUCEN/1991.

Prepared under AID Contract No. OPE 5951 Z 00800400
wIth tne Office of Hea'th. Bureau for Research and De' ~Iopment
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2le

l7e

12e

27

37e

40e

4.4e

5.6

3.6

77959489

81a 87a 87a 63

42

85

43e

46

374.154.829

8.358.927

54.059.000bEgypt

Tunisia

Jordan



73d 102d 92

76b 93b 93b 4b

39 82 82 10c

48d20d30d4.6d

7.1

2.3

3.5

8.7b

89191

74a 89a 89a 6b

96a 96a 96a 1ge

707.261 11 15

2,7~3,465 43 42

9.274.173b 136b 179

1.563,554 36 137

25.708,632

Lebanon

Yemen

Oman

Cyprus

Morocco

All data are for 1991 except whpre indicated: a= 1990: b=1989: ;:=1988: d=1987: e=1986: (=1985: g~1984: h=1983: 1=1982: 1=1981: k=1980. Mortality figures are rates per 1..000 live births.
Contraceptive prevalence IS for "loce·n methods only. Contact the Center for InternatIOnal 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 grm'lth
among all age categories.

80+ Years of age

75-79

70-74

65-69

60-64

55-59

50-54

45-49

·10-44

35-39

30-34

25-29

20-24

15-19

10-14

5-9

0-4

30 25 20 15 10 5

Males

Millions 5 10 15 20

.. 1990

m1 2010

Working Age

:10

Figures Include USAID·asslsted and con·asslsted countries In the Near East and f'lorth Africa gevgraphlcal region. Source: BUCEN 1991.
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Prepared under AID Contract No. OPE 5951l-008004·00
with the Office of Health. Bureau for Research ana Development
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Barbados 255,629 10 13 87a 91a 90a 15 1.8 46k 5j

Chile 13,386,134 19 23 98a 99a 99a lc 2.7 4e

Guyana 802,482 50 33 73b 83b 79b 15 2.5 25j

NICElr&gua 4,004,556 54 81 82a 65a 86a 40 5.2 23j 10k

Uruguay 3,112,517 21 28 82a 88a 88a 96 2.4

Guatemala 9,482,121 72d 110d 68a 67a 74a 19 5.5 19d 44d

St. Lucia 153,000a 18b 24a 82a 8S, 90a 75 . 3.8a 4j

Honduras 4,698,362b 61d 94 82 88 90 70 5.6d 33d 23d

EI Salvador 5.389,995 56 74 75a 76a 7Ca 13c 4.6 45c 33c

Jamaica 2,485,083 15 21 74a 86a 87a 10 2.5 - 51b

Costa Rica 3,086,482 17 21 90a 95a 95a 78c 3.1 57e 7i

Trinidad 1,300,360 14 21 70a 82a 87a 70 2.8 46d 9d 10dBe Tobago

Peru 22,011.059 81a 107 64a 72a 73a 25b 3.7 24e 22g 32e

Dominican 7,318,940 59 75 96a 69a 90a 31 3.5 47e 13e 14eRepublic

Bolivia 7,535.218 98 151 53a 41a 50a 34b 5.9 12b 19b 59b

Panama 2,466.184 22 31 99a 86a 86a 55 3.0 54g 17k

Information System

1601 North Kent Street

Suite 1001

Arlington. Virginia 22209

703-524-5225
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8f

4e

8j
I

14e 1ge ..
7a
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24d 31d

38d

10.856.597 51d 81 61a 68a 67a 70 3.8b 42b

90,471,739 38 62 78a 66a 96a 66 3.3 45d

106.000a 26b 40a 96b 98b 92b 98b 2.9a 40j

64.000a llb 28a 89a 99a. 99a 1.7a 37j

85.000a 14b 16a 88b 94b 94b 50 2.6a 47j

190,000 25d 43a 81a 84a 80a ·65 5.2 .32f

153.310.957 59 80 78a 81a 93a 62 3.3 57e

32,710,332 30 35 95a '85a i9a 70 2.8

20,230,473- 34 41 62a 63a 72a 80 3.6

.6,653,149 112a 158 31a 41a 403- '20 6.4a 9b

33,618.909 38 .63 82a 87a 93a 40 .3.0 54e

4,399,857 40 57 69a 78a 76a 42 4.4 35a

84,000a 30b 85a '80a 69a 70 4.9a 27f

Venezuela

Haiti­

Colombia

Belize

Brazil

Argentina

Paragwly

Grenada

Dominica

Mexico

St. Vincent

Antigua
& Barbuda

Ecuador

St. Kitts
&Nevis

4O,ooOa 41b 99a 99a 99a 5 2.7a 38g

All data are for 1991 except where Indicated: a= 1990: b=1989: c=1988: d=1987: e=1986: f=1985: g=1984: h=1983: 1=1982: j=1981: k=1980. Mortality figures ;Ire rates per 1.000 live births.
Contraceptive prevalence IS for modern methods only. Contact the Center for International Health Information ICIHI: for notes 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.
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Figures Include all USAID-asslsted and non'llss'sted countries In the Latin America and Caribbean geographical region. Source: BUCEN 1991.

Prepared under AID Contract No. DPE 5951L00-8004.QO
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