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I. INTRODUCTION

In Africa, diseases that are preventable through vaccination contribute 20% of
the underage five mortality. Since 1985, countries and donors have allocated
substantial financial, human and material resources to expanding and improving
immunization programs. Immunization has been a primary component and top
priority of the child survival strategy of the United States Agency for International
Development (USAID), the World Health Organization (WHO) and the United Nations
Children's Fund (UNICEF).

With substantial donor input, countries throughout the developing world strove
to achieve the globa! goal of 80% coverage for childhood immunization by 1990 1

•

Over the decade, tremendous progress was made in immunization coverage and
disease J:jrevention in Africa. Achievements in immunization also represent
improvement in the accessibility and delivery of health services. It is the hope of
African countries, USAID, UNiCEF, WHO and other donors that success achieved in
immunization will strengthen the delivery of other primary health care services.

The outlook for immunization in Africa during the 1990's is not clear. Despite
the progress made to date, many countries still have coverage rates far below 80%.
There is a recognition that some of the achievements made during the 1980's may not
be sustainable.

This paper reviews the current status of immunization programs in Africa and
explores some of the factors contributing to low and/or unstable coverage, including
donor commitment, funding, delivery strategies and sustainability. Some of the
immunization initiatives for the 1990's are reviewed in relation to their potential impact.
Recommendations are made for future support to immunization programs.

This paper is not a comprehensive review of immunization programs in Africa.
It does not address many technical issues that are typically covered by WHO through
annual immunization program guidelines. This paper focuses on key issues related to
recent trends in program coverage.

II. THE IMPACT OF IMMUNIZATION ON CHILD MORTALITY

Immunization is widely recognized as one of the most significant and cost
effective interventions to prevent childhood mortality. In the absence of immunization,
it is estimated that over 1.4 million children in Africa would die annually from measles,

1 In Africa, a slightly lower goal of 75% coverage was set for 1990.
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tetanus and pertussis. (WHO/GElS, April 1992) Of the vaccine-preventable diseases,
measles takes the largest death toll on children in Africa. The figure below graphically
illustrates the relationship between measles incidence and child mortality.-

Figure 1
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Vaccination against measles has been shown to have a direct effect on child
mortality in several studies. As part of a measles study conducted in Senegal, five
related studies were critically reviewed. The authors concluded the follOWing:

Taken together this report and the other five studies all suggest a reduction in
child mortality after the age of vaccination of at least 30%, whereas all but one
found a reduction of 45-50% or considerably more. The beneficial impact of
measles vaccination has been found both in urban and rural areas. (Aaby et ai,
April 1989)

The life-saving benefits of measles and other childhood vaccinations are
tremendous. During the 1990's children in Africa face other deadly diseases such as
HIV/AIDS and resurgent malaria for which there are no easy solutions. It is therefore
even more critical that proven, cost-effective technologies such as vaccination be
made available and accessible to all children in Africa.
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III. STATUS OF IMMUNIZATiON PROGRAMS IN AFRICA:
COVERAGE AND D~SEASE REDUCTION

Progressin Immunization Coverage in Africa

During the late 1980's astounding progress was made in the improv~ment of
immuniza~,on programs in Africa. As shown in Figure 2, regional coverage rates for
vaccines against tuberculosis (BeG), diphtheria, rertussis and tetanus (DPn,
poliomyelitis (OPV) and measles nearly doubled between 1986 and 1990. (UNICEF,
7/28/92)

Figure 2

CHILDHOOD IMMUNIZATION COVERAGE,
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A regional coverage rate of nearly 60% in 1990 for the third dose of OPT meant
that more than half of the children in Africa came in contact with the health care
system at least three times during that year. This is an indication of the notable
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improvements that have been made in the delivery of immunization services. Through
successful efforts to increase coverage. innovative technologies have been introduced
and important lessons have been learned about how to plan. manage. implement and
evaluatenealth services delivery programs to maximize program accessibility and
effectiveness. Important lessons have also been learned about how to mobilize ali
sectors of society for the successful implementation of a health initiative.

By 1990. some countries exceeded the Africa regional target coverage rate of
75 percent. Shown below are six countries that have achieved and sustained at least
75% coverage for measles vaccination.

Figure 3
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It is more difficult to document the impact of immunization programs on disease
reduction in Africa because of a lack of good data. Gross estimates based on 1990
vaccination coverage indicate that over 675,000 childhood deaths from measles,-tetanus and pertussis are prevented in Africa annually. (\lVHO/CEIS, April 1992) In a
few countries where data are available, including Burundi, Lesotho, Malawi, Swaziland,
and Togo, sustained reductions in the incidence of measles, polio and/or neonatal
tetanus have been documented. Measles vaccination coverage and n 1t3~s!e~

incidence in three countries are shown in Figures 4 and 5 respectively. (CDC/USAID,
1990~91)

Figure 4
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Immunization Program Challenges to be Faced in the 1990's

Despite these laudable achievements, the Africa region still suffers from the--world's highest infant and child mortality rates and lags behind ai' other regions in
immunization coverage. In 1991, 28 countries in Africa were identified by the United
Nations to be in the highest under-5 mortality rate category. (UNICEF, 1992) Vaccine
preventable diseases continue to be an i11-iPCrt~~t ~?I_I~e_ of childhood mortality. The
table below estimates some vaccine-preventable deaths that continue to occur in
Africa despite current coverage levels. With higher immunization coverage levels in
Africa, over 750,000 annual child deaths could still be prevented.

Figure 6

Vaccine Preventable Deaths in Africa

I ,
Disease .. Total Deaths Prevented Not Prevented

Neonatal Tetanus 259,000 124,500 134,500

Pertussis 190,500 84,500 106,000

Measles 1,000,000 466,500 533,500

Source: WHO/CEIS, April 1992

When the world celebrated the attainment of Universal Child Immunization (UCI)
in September 1991 and achieved average coverage rates over 80%, Africa was just
approaching 60% coverage for most antigens -- a remarkable achievement for the
region but significantly below the global goal of 80% and the Africa regional goal of 75
percent. Figure 7 is a regional comparison of coverage with the third dose of oral
polio vaccine (OPV3). It is clear from this graph, that the Africa region lags behind all
other regions of the world.
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Figure 7

CHILDHOOD IMMUNIZATION: OPV3 COVERAGE
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Within the Africa region, there is widespread variation in coverage levels. As
noted previously, some countries have achieved and maintained higr, coverage levels.
However, the average OPV3 coverage for West Africa in 1990 was 50%, len
percentage pOi.lts lower than the regional average. A few countries were far below
that level, including Niger and Chad at 13% and 20% respectively. (UNICEF, 7/28/92)

As is true for other regions of the world, coverage of reproductive age women
with tetanus toxoid is lower than the levels of childhood vaccination achieved. The
regional average for coverage with the second dose of tetanus toxoid (TT2) in Africa in
1990 was 48 percent (WHO CEIS, April 1992).

The Global Advisory Group (GAG) on Immunization has identified a category of
"Lower Coverage Countriesll that generally have mitigating circumstances such as war,
civil strife, economic hardship, under-developed infrastructure and sparsely settled
populations. Fifteen of the 20 countries in this category are in Africa. (EPI/GAG,
October 1991)
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Each year there is a new target cohort born to be immunized. Coverage rates
most often refer to children under the age of one year. In terms of coverage,
immunization programs in essence start from IIzeroll each year. As shown in Figure 3,
some countries in Africa maintained high coverage levels in 1991 and a few, such as
Zimbabwe and The Gambia increased coverage since 1990. However, of the 28
countries reporting measles coverage for 1991, 18 or 64% have reported some
decline in coverage since 1990. Eight of these countries have experienced measles
coverage declines of more than 10 percentage points during this period. (UNICEF
7/28/92) Data are not yet available from all countries, so regional trends cannot be
assess6d. However as shown in Figure 8, coverage in some countries is disturbingly
low and/or unstable.

Figure 8
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When comparing 1990 and 1991 coverage data, two things are important to
bear in mind. First, 1991 data are preliminary. As noted above. not all countries have
reported yet and there is some variation in the numbers depending on the source (Le.,
surveysversus routine information systems). Second, given the intensity of the push
for UCI in 1990, some drop off in coverage was to be anticipated in 1991. However,
five of the six countries shown in Figure 8 dropped to levels below their 1989
coverage rates.

In sum, the generally low coveragp. levels in Africa compared with all other
regions of the world. the number of countries experiencing declines in coverage since
1990 and the magnitude of these declines give rise to serious concern about the
fl1ture of immunization and child survival in Africa.

Implications of Low Coverage and Perceived Coverage Declines

Disease Control The ultimate goal of any immunization program is disease
reduction. During the 1990's, the global Expanded Program on Immunization (EPI) is
adopting a targeted approach that emphasizes disease control goals and strategies.
These include a 95% reduction in measles cases by 1995, the elimination of neonatal
tetanus by 1995 and polio eradication by the year 2000. (EPI/GAG, October 1991)
Although good data on disease incidence are not widely available and recent trends
cannot be readily assessed, the first step in attaining disease reduction is to sustain
high levels of immunization coverage, at least 80 percent. Low coverage rates in
some African countries and the instability of coverage in others have serious
implications for our ability to further impact on childhood disease and death in Africa.

Public Confidence The tremendous progress of the late 1980's and the
widespread extension of vaccination services has instilled public confidence in the
health care system. Great demand for vaccination has been generated. Throughout
Africa, scenes of mothers waiting with their children in long lines at vaccination centers
have become very familiar. Faltering accessibility to immunization services will likely
result in faltering public confidence in the health care system. With new and more
complex threats on the horizon, such as HIV/AIDS and resurgent malaria, Africa can ill
afford a loss of the peoples' confidence in the health care system.

Access to Health Care Of all health interventions in Africa, ·v·aCCi'IQt;~!" is the
one that most often reaches the largest percent of the population. With outreach and
mobile strategies, vaccination services have been extended deep into the rural areas.
In this respect, vaccination coverage is an indicator of health care accessibility. At
best, access to health services will be only as good as vaccination coverage. For
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curative, more static services, access is likely to be significantly less. It is estimated
that only 56% of the population in Africa has regular access to any form of modern
health service. The ratio of health facilities to people is estimated to be as low as
1:1O,34~UNICEF, July 1992)

During the 1990's, many countries are moving towards more comprehensive,
integrated health orograms. Interventions such as the control of infectious diseases,
including malaria and acute respiratory infections, micronutrient interventions, maternal
health services including family planning, and other interventions are being added as
priority activities to ongoing efforts in immunization. Such interventions are critical to
further reducing childhood morbidity and mortality in Africa. Offering these services in
an integrated manner allows for a multi-purpose, synergistic approach to health care
delivery. For example, mothers can be educated about family planning and provided
birth control supplies when they bring their children in for immu:'".ization.

l.ow and/or unstable immunization coverage does not bode well for the
potential impact of additional and integrated services. It indicates that regular access
is limited and/or decreasing and consequently, opportunities for comprehensive and
integrated care are constrained and may be declining. A widespread, sustainable
delivery system will be required in order to maintain high vaccination coverage and
allow for the successful addition of other interventions.

The serious imp:ications of low and unstable immunization coverage in Africa
mandate a close look at immunization programs and the factors that contribute to
coverage. In the sections that follow, four major factors are considered: donor
commitment to immunization, funding levels, delivery strategies and sustainability
measures.

IV. ISSUES

DONOR COMMITMENT TO iMMUNIZATION

One of the most significant features of the immunization drive during the 1980's
was that all of the major health donors agreed in their ranking of immunization as a
top priority health intervention. UNiCEF, WHO, the United States, Nordic, Italian,
Canadian and other governments, Rotary international and other nor-governmental
organizations all promoted immunization as a key intervention in developing countries.
This convergence of donor interests and strong national government commitment
throughout most of Africa was a major driving force in increasing immunization
coverage rates. it appears that donor priorities are expanding in other important
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health and development areas during the 1990's and the relative priority ascribed by
donors to immunization as a health intervention is waning. Examples of policy
develoRments at UNICEF and USAID are illustrative.-

Beginning in 1977, the World Health Assembly adopted a resolution that included
the goal of providing immunization for all children of the world by 1990. In 1985, the
United Nations affirmed full support of this goal and seventy-four Governments and
more than 400 voluntary organizations pledged their support.

"UCI" or the attainment of Universal Child Immunization became the key
development objective for UNICEF during the late 1980's. UNICEF did continue to
work in growth monitoring, oral rehydration, breastfeeding and other areas, but efforts
in immunization dominated the organization's development agenda. Working with
Ministries of Health, UNICEF offices throughout Africa engaged in extraordinary
activities to attain 80% coverage. In 1991, the attainment of UCI on a global basis was
celebrated. This global accomplishment however, masked regional and country
variation. As noted above, the average coverage rate in Africa was 60% in 1990.

UNICEF's policy commitment to immunization remains high in the 1990's, but
the focus of UNICEF's program has expanded dramatically. At the close of the

\ .

decade during the World Summit for Children, 27 child health and development goals
were established. In the 1990's, UNICEF is expanding from its primary focus on
immunization to a number of other areas, including basic education, nutrition and
aiding children in especially difficult circumstances. In Africa and other regions,
UNICEF is also promoting the Bamako Initiative. As discussed in Section V, this
Initiative is focussed on the development of sustainable systems for the delivery of
health services. It is not specific to particular disease interventions, such as
immunization.

During the 1980's, child survival was one of USAID's top priority development
strategies and immunization was a key child survival intervention. Of the four major
child survival components, immunization and oral rehydration therapy, thp 'twin
engines", were given higher priority than nutrition and child spacing. Country missions
were encouraged to focus on raising immunization coverage as the first order of
business in health development. Most central, regional and bilateral health projects
focused primarily on the 'twin enginesll

•

As we enter the 1990's, the official USAID policy on child survival remains
unchanged. However, the definition of child survival has been widely expanded.
Today, in addition to immunization, oral rehydration therapy, nutrition and child



spacing, activities in acute respiratory infection control, health systems development,
vector control, water quality, malaria, nutrition of women, women's health,
orphan~isplaced children and health care financing can all be attributed, at least in
part, to child survival. Most of USAID's new bilateral health projects are more
comprehensive than their predecessor projects. They are integrated programs that
cover a number of health interventions and system development strategies.

Both UNICEF and USAID have expanded their top priorities in health beyond
immunization and other core child survival interventions. Given the multitude and
complexity of factors that influence maternal and child health in Africa, expansion
beyond the "twin enginesll is important. Without a more comprehensive approach, it
will be diificult to achieve maximum impact on mortality reduction and the
improvement of child health status during the 1990's. However, it is not clear that all
countries in Africa have the capacity to expand beyond immunization and other core
interventions at this time. This is especially true for countries with low or unstable
immunization coverage that may not be sustaining modest gains made to date.

..
The expansion of health program focus and scope does appear to have

caused a decrease in the level of priority and attention given to immunization by
UNICEF, USAID and other donors. It is likely that diminishing donor commitment to
immunization is one cause of faltering coverage rates in some African countries.
Further evidence of a decline in donor interest is presented in the following section.

FUNDING

A major factor in ensuring high coverage rat03 is the level of funding provided
for immunization programs. In this section, recent funding trends for immunization
programs in Africa are considered in terms of their potential impact on coverage
levels.

Immunization Program Costs

The total cost of an immunization program includes personnel, transportation,
vaccines, needles, syringes, ice packs and other supplies, refrigerators and other
equipment, vehicles, buildings costs, maintenance, training, communications and other
miscellaneous operating expenses. Data on the percentage costs of specific
immunization budget line items are difficult to find. One study conducted in 1986
estimated the following breakdown:
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Salaries 38-39%
Supervision 20%
Vaccines 10-12%-Transport 8-9%
Other 5-7%
Capital Costs 14-16% (REACH, March 1991)

A commonly used indicator to compare the cost of different immunization
programs is 110ta/ cost per fully immunized chi/dll

• This is the total cost of the program
(including technical assistance) divided by the number of infants fully immunized with
all required vaccines. Cost per fully immunized child varies notably across programs,
from $4 to $19, but averages about $15 per fully immunized child. (REACH, March
1991)

Recent price increases have focused a lot of donor atte:1tion on the cost of
vaccines as a critical component of immunization programs. Vaccine prices since
1986 are outlined in the table below. These prices will result in an increase in the cost
of vaccines to immunize one child from $0.69 in 1991 to $0.85 in 1992 and a global
increase in the cost of UNICEF vaccine procurement from $46.9 million to possibly $89
million dur!ng t~e same period. (UNICEF, April 1992)

Figure 9

UNICEF Vaccine Prices Per Vial (US$)

Source: UN/PAC/Supply D:'Nilon

I Vaccine 0058511986 11987 198~ 1989 1990 1991 1982
per Vial

BeG 20 0.82 0.87 1.10 1.10 1.00 1.10 1.30

DPT 20 0.44 0.68 0.85 0.78 0.80 0.90 1.15

OPV 20 0.43 0.95 0.95 0.85 0.95 1.10 1.40-
Measles 10 0.68 I 1.54 1.45 1.30 1.16 1.35 1.60

IT 20 10.38 0.38 0.50 0.40 0.40 0.55 0.65
...

This increase in vaccine prices is significant and will have serioL:s implications
for the future financing of immunization programs. To keep this development in
perspective; it is important to recall that vaccines, although an essential hard currency
expense, comprise only 10-12% of the total budget for an immunization program.
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Financial Slipport of Immunization Programs in Africa

Funding for immunization programs in Africa has come from host country-governments and multilateral, bilateral and non-governmental donors.

African Governments

National governments have most often covered thA costs of salaries, some
communications, general expenditures and buildings. These costs do not usually
represent additional outlays for immunization programs but are part of the general
budget for operating the public health system. A 1990 synthesis of EPI cost
effectiveness studies suggested that national governmants in Africa are financing fewer
immunization costs than previously estimated. In this study, governments were found
to shoulder about 30-60% of program costs as opposed to the 80% assumed earlier.
The authors hypothesized that financing patterns may refl8ct the relative dominance of
donor organization priorities and leve~ of resources rather than a lack of commitment
on the part of national governments. The availability of donor resources may lead to a
redirection of government monies away from EPI toward other health programs (e.g.,
curative services). (REACH, September 1990)

Although governments may be able to provide additional support to their
immunization programs, a 1990 policy analysis demonstrated how difficult it would be
for African governments to fully support their immunization programs during the
1990's. This study estimated that African countries would have to spend betwAen
0.1 % and 0.5% of their gross domestic product (GOP) on immunization programs in
order to achieve 80% immunization coverage in the year 2000. (REACH, February
1990) With health care budgets comprising on average only 1-2% of GOP, this
allocation to immunization would be very significant, and more than likely, not feasible.

If countries were to allocate 0.1 % of their GOP to immunization, this study
projected that 27 of the 28 African countries studied would not achieve 80% coverage
by the year 2000. Fourteen of these 27 countries would have coverage rates below
40 percent. The global goal of 80% coverage at a cost of $15 per fully immunized
child would take many African countries more than 25 years to achieve, since it would
be that long before 0.1 % of the GOP of these countries was large enough to cover the
necessary costs.

The authors contend that "...even under the most optimistic (and unrealistic)
assumptions about economic growth, meeting an 80% coverage target is well beyond
the economic capacities of many countries. Under the more likely [growth]
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scenarios, many countries would be hard pressed even to allocate the amounts of
resources required to maintain existing coverage levels without external resourcesll

•

(REACH, February 1990)-
Donors

Within current immunization programs, vaccines, training, supplie~, ',,'8h:8!e~,

equipment and external technical assistance are primarily funded by the donors. In
addition, donors often support communication (e.g., mass media) and social
mobilization activities. The 1990 synthesis of EPI cost studies mentioned above,
suggested that donors cover between 40% and 70% of the costs of immunization
programs in Africa. (REACH, September 1990) This support includes both foreign
exchange costs such as vaccines, and local recurring costs, such as fuel and staff per
diem.

Many donors have provided beth financial and technical support to
immunization programs in Africa. What follows is not a comprehensive review of
donor support, but rather focuses on the inputs of selected major financial donors,
inclUding UNICEF, the primary multilateral donor, Rotary International, the most
significant non-governmental donor and the U.S. government, an important bilateral
donor. Although WHO is the lead provider of technical guidance and contributes
financially to EPI on a global basis, this paper does not include a detailed review of
WHO support. However, it has been reported that WHO funding for EPI in Africa is
declining during the 1990's. (\NHO, May 1992)

UNICEF

UNICEF serves as the primary donor2 to childhood immunization on a global
basis. UNICEF procures vaccine at competitive prices for most of the developing
world and also provides support for cold chain equipment, vehicles, training, supplies,
social mobilization and other program costs.

In 1990, UNICEF allocated $155 million globally to immunization. Of this
allocation, $51 million went to Africa. For Africa this represented a near doubling of
the $26.7 million allocated in 1988, (UNICEF's Operating Statistics June 1992) In fact,
with UNICt.:r';:j Illdjur ~~phasis on meeting the global targets by 1990, this amount
may have been excessive. It generated levels of effort among UNICEF staff and host

2 UNICEF support includes UNICEF's general resources as well as money channeled
through UNICEF to Africa from governments and other donors.
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country officials and health workers that could not have been sustained over the long
term. In this respect, some levelling off in 1991 of funding, activities and coverage
should have been anticipated.-

Executive Director James Grant recently declared that it is appropriate for up to
20% of general resources program expenditures to be allocated for immunization
activities. Above that amount, countries mGY!"A~LJest additional funding from global
funds. (UNICEF,2/28/92) Despite this high-level commitment to immunization,
expenditures went from $51 million in 1990 to $30.9 million in 1991. (UNICEF, June
1992) Although some decline from 1990 may have been expected, it is worrisome
that the 1991 expenditures are even lower than those for 1989. Thirteen country
programs are currently experiencing shortfalls in funding. For Benin, Chad, Congo,
Uberia and Zimbabwe, the budget shortfall represents over 40% of UNICEF's planned
program expenditures for 1992/93. One cause of these shortfalls was the 1990 cut off

of Italian government funding to UNICEF for UCI in Africa. (UNICEF 2/11/92, 8/14/92)

With UNICEF's move towards program expansion and integration, it is possible
that some immunization funding is now being reported in the more general IIhealth"
line item. However, UNICEF's budget for health in Africa remains at its 1990 level of
$50.3 million during 1991, making it unlikely that "health" is picking up where EPI is, .

dropping off. It is interesting to note that outside of the health sector, funding for
emergency reiief in Africa increased significantly from $19 million in 1990 to $34.8
million in 1991. This included responses to crises in Liberia, Somalia, and elsewhere.
During 1991, the number and complexity of emergencies in Africa increased. With the
current drought in Southern Africa, that trend is expected to continue. Below is an
outline of UNICEF's expenditures on EPI, Health and Emergency relief since 1986 in
millions of dollars and as a percent of UNICEF's total expenditures.

Figure 10

UNICEF Funding for Selected Line Items (millions)

Budget 1986 (%) 1987 (%) 1988 (%) 1989 (%) 1990 (%) 1991 (%)
Item

EP: 15 (13%) 28 (21%) 27 (18%) 38 (23%) 51 (24%) 31 (15%)

Health 22 (20%) 24 (19%) 31 (21 %) 36 (21 %) 50 (23%) 50 (24%)

Emergency 19 (17%) 18 (14%) 23 (16%) 16 (10%) 19 (9%) 35 (17%)
Relief

Source: UNICEF, June 1992
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At the June 1992 UNICEF Executive Board meeting, it was decided that
immunization funding would be straight-lined over the next five years at a global level
of $100 million. Although this amount is substantial, it is not clear how much impact it-will yield in light of growing populations, continuing efforts to increase coverage and
increasing vaccine prices. It is also not yet clear what percent of the $100 million will
be spent in Africa.

Rotary International

Rotary International has been the primary donor to Africa for polio vaccine.
Rotary's financial support is the result of a one-time global fund-raising effort.
Through this campaign, Rotarians around the world set out to raise $120 million to
eradicate polio from the face of the earth. Instead, they raised $240 million and are
currently supplying polio vaccine through UNICEF to nearly 100 countries around the
world. During the late 1980's, it was estimated that Rotary was providing through
UNICEF, 80% of the developing world's polio vaccine.

Between 1988 and 1990, Rotary committed approximately $30 million annually
to national immunization programs. These funds are awarded as IPolioPlus" grants to
individual countries for vaccine and to a much lesser extent, social mobilization, cold
chain equipment and surveillance. With respect to Africa, a total of approximately $44
miliion in iipoiioPiuSii grants have been awarded to 39 African countries and $19 million
has been expended since 1985. (Rotary, 7/16/92) The lion's share of these funds
have passed through UNICEF for vaccine procurement.

Polio eradication, the goal of Rotary's efforts, requires much more than routine
immunization. It must also include systematic reporting of all suspected cases, regular
vaccination "blitzes" or campaigns, establishment of laboratory networks and other
measures. According to WHO, global polio eradication will cost as much as $1 billion
or more in foreign exchange costs alone. (Rotary, July 1992)

Therefore, as Rotary's "global pot" of funds is drawn down and the challenges
of global polio eradication are fUlly realized, Rotary is becoming more strategic and
focused in their support of immunization programs. Rotary has decided to reduce
annual funding for UNICEF to about $10-15 million and to direct unobligated funds
i.0v...~!"ds countries and regions that have specific polio eradication plans and ar t3 well
on their way to implementing them. In the global plan for polio eradication, Africa will
be the last region tackled at the end of the decade. Therefore, the flow of Rotary
funding to Africa can be expected to slow over the next few years, with the exception
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of targeted efforts in the Southern cone countries as they push towards polio
eradication. Polio eradication is discussed further in Section IV.

-USAID

Since the smallpox eradication campaign, the U.S. government ha~ been an
important bilateral donor to immunization programs in Africa. A major charmel for
USAID support to immunization programs in Africa during the 1980's was the Africa
Child Survivallnitiativ~ - Combatting Childhood Communicable Diseases (CCCD)
Project.

USAID funds have primari:y and increasingly been used to support technical
assistance. USAID has also been involved in the procurement of vaccines, supplies
and logistics, but procurement for Africa has declined in recent years. With IIBuy
America" policies, USAID generally does not have a comparative advantage in
procurement. Vaccines from the United States cost anywhere from 5 to 100 times
more than vacdnes procured internationally by UNICEF. 3 Needles can be purchased
from New Jersey at competitive prices.

USAID ~nding for immunization during the late 1980's can be summarized in
terms of obligations. Expenditurc' data are not readily available. Between 1988 and
1990, USAiD obiigated just over $25 miilion for immunization in Africa. This amount
included regional funding as well as bilateral funding from 19 country missions in
Africa. '''his figure does not include central obligations because these numbers cannot
be disaggregated regionally. (ISTI, July 1992)

Between 1991 and 1993, planned obligations for immunization in Africa total
about $16.5 million, with bilateral money from ten country missions. By 1993, there
will be no regional funding for immunization programs in Africa and only seven USAID
country missions plan to obligate funds for immunization. These countries are C.A.A.,
Cote d'ivoire, Kenya, Mali, Niger, Nigeria and Togo. (ISTI, July 1992)

The decline in USAID funding for immunization is caused by several factors. In
part, it is a resllit of the termination of the regional CCCD Project. Also, USAID has
nearly stopped direct procurement activities for immunization in Africa. In 1991, only

3 In 1992 UNICEF pays $0.03 for a dose of TI, $0.06 for a dose of OPT, $0.07 for a
dose of OPV and $0.16 of measles vaccine. The Centers for Disease Control prices are
$0.14 for a dose of IT, $6.25 for a dose of DPT, $2.09 for a dose of OPV and $9.48 for
a dose of measles vaccine.
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two countries allocated funds for vaccine procurement. Another factor is the
expansion in program focus described above. As the priority of other health
interventions increases, the proportion of funds allocated for immunization is declining.-
General Comments on Funding

Funding for immunization in A~rlC'? 01_lrin!J the late 1980's was plentiful. A great
deal of financial, logistic and technic81 support was forthcoming from external sources,
including many donor agencies and organizations. With this support, immunization
coverage in Africa increased greatly. As we enter the 1990's, the major donors
appear to be reducing their inputs into immunization programs. It is likely that donor
funding declines are an important factor contributing to the instability of program
coverage in Africa.

It will be very difficult for African governments to rapidly absorb the full costs of
their immunization programs. If left to their own resources, it has been projected that
many countr;es in Africa would not reach 80% coverage for more than two decades.
Although studies have indicated that there may be much greater potential of
Governments to support their programs than was evident in the 1980's, significant and
rapid declines in donor funding for immunization will have serious implications for
disease control in Africa.

In the 1990 EPI cost analysis mentioned previously, the authors conclude that
donor partnerships for EPI must be established. "...donors will have to commit to
provide, on a continuing basis, the difference between country resources and
resources sufficient to meet the agreed upon target coverage levels. This means that
the donors obligations, in financial terms, will vary in relationship to the economic
capacity of the country partner. Of critical importance, as well, is that donors'
commitments cannot be time limited. Rather, they must be based on an open-ended
commitment to provide necessary resources as long as the country partner continues
to demonstrate commitment and political will by providing a fixed [increasingLooQ
substantial share of national economic resources to the grogram.1I (REACH, February
1990)

DELIVERY STRATEGIES

The types of vaccine delivery strategies pursued strongly influenced program
(;overage in Africa during the 1980's. In this section, recent changes in delivery
strategies are considered in terms of their impact on immunization coverage levels.

19



Definitions of Different Strategies for Vaccine Delivery

Four main strategies are used to deliver immunization services. They are:-
Fixed Facilities: This strategy provides immunizations at fixed health facilities. such as
health centers. clinics or outpatient departments of hospitals. The ideal situation
would bE ~0 have health centers within a reasonable distance of all families and
offering comprehensive basic preventive and curative services on a daily basis.
including immunization. However. access to health care facilities in Africa is limited. In
at least 18 countries. less than 50% of the population has access to a modern health
care facility (UNICEF. 1992). In rural and remote areas. the figure is much lower.
Moreover. with resource limitations. many fixed facilities do not offer comprehensive
services and can only provide immunizations weekly or monthly.

Outreach: Outreach immunization sites are fixed places away from health facilities
(e.g. community health posts) where permanent health facility staff visit regularly to
offer immunizations. Dates, times and sites of immunization must be pre-scheduled
and well known by the target community for the strategy to succeed. Outreach can
greatly increase access and coverage in areas around fixed facilities, but is limited by
staff. transportation and weather constraints.

!v1obile Teams: In areas that are ~oo remote to be served by fixed or outreach
services. special teams can be sent to visit a series of immunization sites. The teams
travel over a period of several days visiting prearranged villages and sites. This
strategy is particularly appropriate for nomadic or very sparsely populated areas. It is
an expensive strategy and is constrained by a lack of proper supervision and the iong
intervals between visits. In Burkina for example, mobile teams are scheduled to reach
each child only twice annually in their assigned areas of coverage, making it
impossible for the children to be fully immunized with aU vaccines during the first year
of life. (REACH, June 1992)

Acceleration: Accelerated strategies are designed to immunize a large number of
children at the appropriate age within a limited time frame. There are a wide range of
accelerated strategies, including mass campaigns, national immunization days, weeks
or months and local community door-to-door "pulses". Social mobilization and public
awareness building are extremely important components OT accei~i~tion to ensure that
the maximum target population is reached. Often during acceleration activities, fixed
facilities, outreach sites and mobile teams are all utilized.
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Costs of Different Delivery Strategies

The cost of immunization programs varies ac:::;ording to the type of delivery
strategYUsed. In Africa, one study found fixed facilities to be the least expensive
approach at about $7 per fully immunized child. Mobile teams and campaigns were
more expensive at approximately $11 and $16 respectively. (REACH, March 1991)

However, the variation on cost per fully immunized child within any strategy is
also significant. In West Africa, the costs of delivery through fixed facilities ranged
from $7 in Mauritania to $17 in The Gambia. Mobile costs ranged from $7 in Burkina
to $14 in Mauritania and campaign costs ranged from $8 in Mauritania to $19 in
Senegal. Some of the factors identified to influence the cost-effectiveness of
vaccination programs include coverage rates, size of the target population, the
number and type of personnel as well as their productivity, and the type and durability
of materials and supplies. (REACH, March 1991)

Recent Trends. in Implementation

As noted in Section III, accessibility to health facilities in many African countries
is limited. With the push for UCI during the late 1980's, accelerated immunization
strategies were'implemented throughout Africa to increase coverage beyond the reach
of fixed facilities. According to WHO, 85 acceleration activities were reported by 43
countries in Africa between 1986 and 1990. Most of these acceleration efforts were
national scale and this is a higher number than reported by any other region. (WHO
CEIS, April 1992)

Analyses have shown that these accelerated efforts had a tremendous impact
on coverage in some areas. For example, one study in Nigeria revealed that as many
as 50% of the immunizations given in 1988 were provided during the nine National
Immunization Days held that year. (WHO et ai, November 1989) Coverage in the rural
areas of Senegal increased threefold during a six month acceleration phase in
1986/87. (UNICEF, No.5) In Cameroon, nearly 60% of the doses of vaccine
administered during 1986 were administered on two national immunization days.
Increases in coverage were especially evident in difficult areas with otherwise low
performance. (UNICEF, No.4)

Since 1990, Nigeria and many other countries have not engaged in accel~'rated

activities. Nigeria is one of the countries to experience a drop in coverage during
1991. In Chad, mass campaigns ended in 1989 in favor of intensifying fixed facility
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activity. The result was a 20-30% drop in coverage rates for all antigens in 1990 and
continuing through 1991. (CABLE, 8/6/92)

Itseems clear that fixed facilities in many African countries are not yet able to
provide the level of coverage achieved through acceleration. Acceleration has allowed
these countries to push beyond the system and reach populations who otherwise
have no access to modern health care. In remote, inaccessible areas, acceleralt3:::!
strategies may be the only effective means of reaching these populations at this time.
The inability of countries to sustain high levels of access without acceleration is
already causing coverage declines and has serious implications for efforts to integrate
additional services into the immunization delivery system on a sustained basis.

The costs and impact of acceleration vary across countries and even within
countries. The question is not one of routine versus accelerated strategies. The
challenge ahead is to identify locafly appropriate and efficient combinations of delivery
strategies that reach the maximum populations, but do not detract from the longer
term process 0f developing an infrastructure and delivery system through which
comprehensive basic health services can be provided over the long term.

SUSTAINABILITY

Along with funding and delivery' strategies, a third issue to consider when
assessing the apparent declines and instability of vaccination coverage in many
African countries is whether immunization efforts have been designed and
implemented to maximize their sustainability. Sustainability refers to the ability of
programs to continue financially and institutionally after external support has been
terminated.

In this section, the immunization efforts of the 1980's are assessed in terms of
five conditions that have been· identified through a series of field studies to increase
the likelihood of sustainability. These conditions are:

*

*

*

Perceived Effectiveness: Technically effective interventions whose effectiveness
has been brought to the attention of relevant constituencies,
Integration: Strong implementing agencies with activities fUlly integrated into
the Ministry of Health in a mann~1 i,j-.al eil~~lJrages integration of child survival
activities,
Local Financing: Increasing portion of overall recurrent program costs borne
by local sources, including the national budget and communities,
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*

*

Training: Strong and institutionalized training program with trained cadre of
trainers, and
Design Process: Design and redesign efforts that occur in a process of mutual,
raspectful negotiation and are responsive to nationally defined needs, objectives
and capabilities. (USAID, December 1990)

Perceived effectiveness: This condition has been met to some extent in terms
of coverage, but not in terms of disease reduction. Both types of data are essential to
the effective management of immunization programs. With globally-accepted,
standard and simple methodology (30 cluster coverage surveys), countries have been
able to demonstrate the accomplishments of their immunization programs. In 1990, all
countries in Africa reported their national immunization coverage rates to WHO.
However, by mid-1992, 1991 coverage data for several African countries are still
unavailable. In order to be useful for program management, coverage data must be
standardized, complete, timely and accurate.

Documonting the effectiveness of immunization fJrograms in reducing disease in
Africa is problematic. Current data on disease incidence are woefully inadequate. As
an example, (\11 of Africa reported 611 cases of polio to WHO in 1990. Calculations
based on incidence- ':ind population estirtlate that the total number of polio cases was
actually over 50,000. (WHO/CEIS, April 1992) The CCCD project has established
model surveillance programs in a few African countries and WHO, UNICEF, Rotary
International, ihe REACH project and others are giving increasing attention to
surveillance. However, better documentation of disease reduction will be critical to the
attainment of EPI goals and will be an important tool for sustaining interest in and
commitment to immunization programs during the 1990's.

Integration: To date, this condition has not been met in most African countries.
Largely in response to the weak and underdeveloped health care delNery systems
existing in these countries, heavily subsidized immunization programs have often been
implemented on a vertical basis with separate procurement, administration, and/or
evaluation systems. In many countries, accelerated strategies have been pursued that
mobili7.e and are dependent on tremendous resources from outside of the health care
system. The expansion of immunization services has far outpaced other health
services, creating an autonomous delivery system, including outreach and mobile
capability. It is now recognized that sustainable program achievements require strong
infrastructure and support systems, including training, logistics, management,
information, etc. More and more programs are being designed to build capacity and
strengthen institutions. The challenge to these programs is to ensure that all of the
important EPI lessons and technologies are incorporated and built upon.
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Local Financing: This condition has not been met. As described in Section IV,
the likelihood of complete financial sustainability on the part of African governments for
immunization is minimal during the foreseeable future. However, the need to strive for-increasing self-sufficiency is clear. The trend for immunization program funding during
the late 1980's was one of donors increasing their inputs. Over the years, donors
have been putting more and more resources into immunization programs while
governments are providing less than we previously assumed. In Malawi, the
immunization program does not appear as a line item on the government's budget.
Six years into Chad's 10-year EPI program, the government has not contributed any
financial support. (CABLE, 8/6/92) If countries begin to shoulder some of thia costs of
immunization during the 1990's, they will become more prepared to take over the
programs as donors graduall~ turn to other development problems.

Training: This condition has been partially met in the sense that EPI training in
Africa has been very strong, but is not yet institutionalized. Through training of
trainers courses and courses in management and supervision, a strong, talented and
dynamic cadre of immunization managers, trainers and supervisors has been
developed throughout the continent. EPI training programs have served as models
for the development of other training programs, including diarrheal disease control
and acute resp,iratory infection control. However, EPI training programs are not yet
fully integrated within the existing education and health care systems. In-country
training COUises sponsored by a variety of donors have riot always been well­
coordinated. Most countries do not have overall national training plans to ensure that
training is obtained by those who need it when they nend it. In addition, EPI
workshops are most often held outside of the ~ountries' formal education system as
periodic in-service training activities. Although the REACH project has made some
progress in Kenya, EPI has not yet become an integral part of medical, nursing and
other health worker education programs in Africa.

Design Process: The initial EPI goals and strategies were not negotiated on a
national basis. The target of 80% coverage by 1990 was a global target. Although
Africa adopted a target of 75% coverage, this was only a slight modification of the
global target, rather than a determination based on local priorities and capabilities.
Unified, simple goals served to galvanize tremendous interest and accomplishment in
immunization during the early years of the UCI initiative. However, the 1980's revealed
tremendous variation if I i IUVV ailC '.~/hat the regions, countries and sub-national areas
can accomplish in immunization. The global goal may have been too high and
acceleration may have been too extreme for many countries in Africa to achieve and
sustain. Negotiating a balance between the global coverage and disease control
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goals set for the 1990's and the need for locally appropriate and negotiated goals and
strategies will be of critical importance in terms of sustainability.

-Summary

In terms of the five conditions thought to lead to eventual sustainability, the EPI
experience in Africa during the 1980's has not been very successful. T~".'0 ~nnrlitions,

local financing and mutually negotiated program design at the local level have not
been met. Integration of immunization services into existing systems and programs
has not been achieved in most countries. The remaining two conditions, perceived
effectiveness and institutionalized training have been partially attained. Based on
these sustainability criteria, it appears that for the most part immunization programs in
Africa during the late 1980's were not designed and implemented to facilitate their
sustainability. This is likely to be contributing to the perceived instability of
immunization coverage rates. Based discussions in Section IV, complete financial
sustainability is probably not an appropriate goal for immunization in Africa. However,
increasing thevshare of the governments' contribution and enhancing institutional
capacities can certainly strengthen immunization programs in Africa and reduce the
level of external resources required.

V. Initiatives for the 1990's

Governments and donors recognize the need for continued progress in
immunization coverage, disease reduction 2nd sustainability during the 1990's.
Several initiatives are underway with the objective of contributing to one or more of
these goals. In this section, selected initiatives are reviewed in terms of their purpose
and potential.

Initiatives Designed for Increased Coverage and Disease Reduction

At the 1991 World Summit for Children, the World Health Assembly goals of
neonatal tetanus elimination by 1995, 95% reduction of measles deaths by 1995 and
global polio eradication by the year 2000 were endorsed. In this section, efforts
towards the measles and polio goals are reviewed. Although the neonatal tetanus
initiative is very relevant to Africa where TI coverage is low and 52% of births are not
attended by trained health workers, it is not specifically reviewed in this paper.
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The Measles Initiative

The Measles Initiative is a recent USAID effort with the chief objective of
demonstrating that the immunization system can be made to work effectively in
countries that have iagged behind in building their immunization programs. It
specifically targets measles, the most serious of the vaccine-preventable diseases in
Africa in terms of childhood morbidity and l.':C'rtality. The Measles Initiative operates in
Kenya, Burkina and Niger.

The Measles Initiative is initially a two-year, $3 million effort. It is based on the
assumption that IIshortages of vaccinas and supplies are not the main reasons for low
coverage in most of these countries, and that a coordinated effort to improve the
management, communication and quality of care of the EPI can yield decreased
measles cases and mortality. (CABLE, State 312575) The Measles Initiative is a
combined effort of three major USAID projects: the REACH Project, HealthCom and
The Quality Assurance Project. Thes'9 projects provide intensive technical assistance
in !T!5nagement, planning, evaluation, communication and quality assurance.

As of mid-1992, surveys and baseline analyses had been completed and
workshops and trainIng had been implemented in the target countries. In Kenya and
Burkina, where'there is a high drop out rate between the first dose of OPT at six
weeks and the measies vaccination at nine months, effor':s focus on decreasing this
gap through raising awareness and sustaining demand. In Niger where coverage
rates are still very low, the major objective is to increase the population's access to
basic immunization services. (USAID, June 1992)

Although this Initiative may be appropriate in its effort to target measles and to
identify and pursue locally appropriate mixes of delivery strategies, it has some
significant c.onstraints. First, the Initiative is too short in duration and too small of an
investment to expect achievement of sustainable impacts. Second, it is disturbing to
note that one of the countries, Kenya, is now experiencing a measles vaccine shortage
with a budget shortfall of $2.5 million expected over the next three years. USAID has
been the sale supplier of measles vaccine to Kenya until recently when the mission's
operating year budget (OYB) was reduced. This situation brings into serious question
the Measles Initiative's design assumption that adequate logistics are available and
oniy' :~t::;~::':8 tl?r:hnical assistance is needed to improve immunization programs in
most African countries. It suggests the need to re-evaluate the extent to which
program resources are meeting the countries' priority immlJl1ization needs.
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Polio Eradication

As mentioned previously, the global polb " radication effort is being phased in
on a regiOnal basis. To date, polio has nearly been eliminated in Latin America and
efforts are greatly increasing in the Western Pacific. It is anticipated that the polio
eradication effort will intensify in Africa towardcs the end of the decade. The
advantages in human and financial terms of eradicating polio are significant. Globally,
it is estimated that polio eradication will result in the prevention each year of disability
for 600,000 polio victims, and of 20,000 unnecessary deaths. (Rotary, July 1992) The
cost savings from eliminatinG the need for polio vaccine in the United States alone
would curr~ntly be $220 million each year. (CDC, August 1992)

As noted in Section IV, polio eradication will require systematic reporting of all
suspected cases, regular vaccination "blitzes" or campaigns, establishment of
laboratory networks and other measures in addition to strong and effective routine
immunization programs. Globally, polio eradication will cost as much as $1 billion or
more in foreign exchange costs. Including local expenditures, the total cost will be
much higher.

The global pursuit of polio eradication does pose some serious issues for
immunization programs in Africa. First, polio eradication is a global priority which is
no1 a top health priority for many African countries facing HIV/AIDS. uncontrolled
fertility and resurgent malaria. Second. the polio eradication effort may pull resources
away from routine immunization services and temporarily from certain geographic
regions. Third, polio eradication is a very vertical intervention and may hamper efforts
to integrate basic health services. Fourth, tl-,8 types of interventions required by polio
eradication are very advanced for the current immunization situation in Africa. These
include nearly universal immunization coverage, zero-based reporting from every
district, outbreak response and laboratory capability. If these are implemented
rigorously with external resources for fast results at the close of the decade, the
chances of leaving behind a sustainable infrastructure for the delivery of other
immunizations and health services are limited.

As a global campaign with tremendous potential global benefit, polio
eradication will come to Africa late in the decade. To capitalize on the experience and
maximize its benefits, African governments and donors must identify and pursue those
aspects of polio eradication that will strengthen immunization and health care systems
over tile long term. For example, efforts made now to improve surveillance and
information systems will ensure a good foundation for eradication and are likely to
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result in additional long-term benefits, such as improved advocacy for immunization
and data-based decision-making in the health sector.

InitiativesDesigned for Sustainability

The Children's Vaccine Initiative

The problem of vaccine supply is being addre8sed through a major initiative
speafheaded by UNICEF. The Children's Vaccine Initiative is an effort to ensure the
development and introduction of new and improved vaccines at the lowest possible
cost. Two aspects of the Children's Vaccine Initiative are addressed in this section:
the Global Vaccine Supply Strategy and the Vaccine Independence Initiative (VII).

As part of the Global Vaccine Supply Strategy, a scatter plot was made of 130
in:lustrial and developing countries based on population size and relative wealth.
Countries were categorized according to their potential for engaging in vaccine
production or share production. Although this analysis showed great potential for
improving the global vaccine supply situation, it revealed that most African countries
and over 50% of the world's children fall into the lowest potential categories. (GAG,
October 1992) Although wealthier countries can become more independent in
vaccine supply in the near future, donors should anticipate providing vaccine for the
lower category countries for many years to come.

The Vaccine Independence Initiative (VII) is organized to provide a mechanism
for countries to become self-reliant in vaccine procurement. The VII includes four
components: planning for vaccine needs; procurement; a revolving fund; and a
mechanism for utilizing local currencies and replenishing the dollar based fund.

The short term objective of the VII is to establish a vaccine planning, financing
and procurement mechanism for high-quality, low-cost vaccines for EPI in a group of
countries that have the national budgetary resources to finance some or all of their
vaccine requirements. The long term objective is to ensure sustainability of national
immunization programs by assisting countries in becoming self-reliant in the
systematic procurement of quality, low cost vaccine delivered in a timely and
deperdable manner. (UNICEF, April 1992) USAID has committed up to $6 million ($4
million in mission funding) to the global VII. Most of this support will be for revolving
fund capitalization. A small portion will cover some technical assistance.

The criteria for countries to participate in the VII revolving fund include GNP per
capita, government interest, level of imrnunizadon coverage (Le., at least 50%),
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capacity of the local UNICEF office to absorb local currency and the strength of the
country's currency. Based on these criteri3, it is anticipated that Sub-Saharan African
countries will be among the latter countries to become involved.-

Notwithstanding the financial constraints noted above, there would be two
major advantages to early Sub-Saharan African country participation in the VII
revolving fund. First, the establish~e!"t of a revolving fund will require countries to
create a line item on the government budget for EPI vaccines, even if they are only
'Jaying for 5% of their vaccines. Second, the VII will strengthen the procurement
capability of the government. Both of these developments would contribute to a
foundation for improved sustainability.

Although of the VII can be an important step towards greater sustainabiiity of
immunization programs, its limitations must be acknowledged. Vaccines, as noted
previously, only comprise 10-12% of im <ii..mization program costs. Therefore, even if
African countries were to fully absorb, the cost of vaccines, 30-60% of immunization
program costs. would still need to be provided by external sources. 4

Bamako Initiative

Most donors are putting a higher priority on systems strengthening for
sustainability during the 1990's. One major effort in this regard is the Bamako
Initiative, spearheaded by UNICEF in collaboration with the World Bank and selected
bilateral donors, including Italy and the Netherlands.

The aim of the Bamako initiative is to revitalize the public health care delivery
system by strengthening district management While capturing some of the resources
the people themselves are spending on health. Four key interventions are pursued:
maintenance of immunization coverage; the prevention and treatment'of malaria, .'
diarrhea and acute respiratory infections; safe motherhood; and HIV/AIDS prevention.
The Bamako Initiative plans to incorporate and build on lessons learned through
immunization programs during the 1980's. As of mid-1992, the initiative was operating
in selected districts in 18 African countries with a total target population of 20 million.
Start up and implementation have been slow in some countries due to policy
resistance and administrative constraints. (UNICEF, July 1992)

4 This assumes (as noted in Section IV) that governments in Africa are currently
covering approximately 30-60% of immunization program costs. Adopting the costs of
vaccines would therefore bring the government burden to about 40-70% of program
costs, leaving 30-60% to be funded externally.
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The Bamako Initiative is designed primarily to address many critical
sustainability issues, including local financing through essential drugs, cost recovery
and community participation, integration of programs into existing institutions and
institutionalization of services.

It is too early to fully assess the impact of the Bamako Initiative. The Initiative
does ap~~ar to have political support in Africa and USAID offices in Senegal and

. Burundi report notable progress in linking the Bamako Initiative to EPI sustainability
(Cables, 8/7/92 and 0/11/92) However, it is important to note that with a limited target
population and a prolonged process approach, this Initiative will not solve the Africa's
immunization constraints in the short term. Coverage and sustainability objectives will
only be realized over the long term.

VI. SUMMARY OF FINDINGS AND ISSUES

FINDINGS

Tremendous progress was made by immunization programs in Africa during the
1980's. Coverage rates nearly doubled for the region and declines in vaccine­
preventable disease and death were documented in some countries. Access to
immunization services was increased notably as services were extended deep into
rural areas. Innovations in social mobilization, training, technology and delivery
strategies, and improvements in planning, management and evaluation were realized
as a result of immunization efforts.

Yet, overall immunization coverage in Africa lags behind all other regions of the world
and there is evidence of program instability and coverage declines since 1990 in some
African countries. It is not yet clear whether this is a temporary slump caused by
lIoverexertionll during 1990 or whether it is more serious; However, the generally low
coverage levels in Africa, the number of countries experiencing unstable and declining
coverage rates and the magnitude of some of the declines give rise to serious
concern about the future of immunization and child survival in Africa.

The possible consequences of low, unstable and/or declinir,g coverage in Africa
include: reduced ability to control childhood disease and death, a loss of public
confidence in the health care system, and reduced opportunities for the provision of
integrated basic health services. Cl1anges in donor commitment, funding levels and
delivery strategies, and inadequate attention to the issue of sustainability have all been
found to be important factors in terms of past and future immunization program
coverage in Africa.
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ISSUES

Country Variation and Global Priorities: An important lesson learned from
immunization programs during the 1980's is the tremendous variation among
countries in Africa in terms of needs and capacities. Levels of achievement, extent of
infrastructure, availability of trained health personnel and other variables differ
markedly across regions and countries within Africa. The global goal of 80% (75% in
Africa) coverage by 1990 was too ambitious for many African countries to achieve 2nd
sustain. Goals of eliminating and eradicating selected diseases during the 1990's are
also likely to be too resource intensive and imposing for most African countries.
Attempts to achieve these goals and to expand into many other health areas in Africa
may hamper impact and threaten the longer term health care system development
process. Striking a balance between local and global priorities so that programs can
be tailored to meet each countries' needs and ensure maximum sustainable impact
will be an important challenge of the 1990's.

Funding Apprcach and Local Ownership: Donor funding for immunization in Africa
during the 1980's was plentiful and immunization programs were largely associated
with the donors. Since 1990, donor funding is declining while the costs of
immunization programs are rising. Most African governments are committed to their
immunization programs, but are not yet ready or able to fully absorb the costs of their
immunization programs. The time frame and scope of many of the new donor
initiatives are too short and too small to compensate for thiJ gap. ProViding sufficient
donor support while encouraging longer term financial and institutional sustainability
on the part of African countries is a second major challenge for the 1990's.

Accessibility: Acceleration strategies were effective at increasing access to
immunization services in many difficult and remote areas of Africa during the 1980'~.

However, these accelerated activities tended to be quite resource intensive. There has
been a reduction in accelerated immunization activities since 1990. Fixed facilities
have not been able to fully compensate for this reduction. Increasing access through
a locally appropriate, cost-effective and sustainable mix of delivery strategies is a third
major challenge for the 1990's.

Expansion and Integration: Many of the national immunization programs in Africa have
been narrowly focussed and conducted on a vo,i;(,a: t:2sis, outside of the existing
health care infrastructure. Some of the new initiativ~s, such as polio eradication, will
require even greater verticality. At the same time, most governments and donors are
striving to expand and integrate various maternal and child health interventions for
greater impact, efficiency and sustainability. Finding a way to maintain the
effectiveness of vertical programs while increasing program scope and integration is a
fourth major challenge for the 1990's.
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Information Systems: Weak information systems have made it extremely difficult to
measure the true impact of immunization programs. Data on coverage and disease
incidence are critical to the effective management of immunization programs.
Coverage data are standardized, collected and reported by many African countries.
However, not all countries are reporting and there continue to be problems in terms of
the timeliness, completeness and accuracy of reports. Data on disease incidence and
the systems to collect them are virtually absent in Africa. Improving informatic;,:
systems in a way that strengthens the overall health delivery system is a fifth major
challenge for Africa during the 1990's.

Emergencies.: Political instability and civil strife continue to be a significant constraint
to development in Africa. Crises in Liberia, Somalia, Zaire and other countries have
disrupted ongoing immunization and health programs. They have taken a significant
toll in human life and are diverting resources away from longer term development
efforts. Designing and implementing health development activities that facilitate larger
efforts to stabilize and enhance the economic and political conditions of African
countries may-be the greatest challenge to be faced during the 1990's.

VII. RECOMMENDATIONS

• Analysis of Coverage RCites: Further analysis of immunization coverage rates
since 1990 in African countries is urgently needed. The magnitude, scope and
causes of any declines in coverage must be identified and delineated. Analysis
of countries that have sustained high coverage levels will also be important.
These analyses should help in determining the level and type of support
required for country immunization programs in Africa over the years to come.

• Time Frame: The donors must adopt a longer term time frame in their support
to immunization programs in Africa. Tremendous work remains to be done to
reduce the heavy toll of vaccine preventable diseases on children in Africa. It is
clear that African governments cannot rapidly absorb the costs of or sustain
their immunization programs independent of donor input. Long-term
partnerships between donors and governments must be developed to ensure
ongoing support for immunization and to encourage increasing self-sufficiency
for immunization on the part of African countries.

o Funding: For the short term, the major donors should convene to review their
commitments to immunization programs in Africa. New initiatives should be
reviewed in terms of their contribution. The objective of this meeting should be
to ensure adequate resources, identify potential shortfalls, and reach consensus
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on how to compensate for any major gaps in country programs. Strengths of
individual donors (e.g., UNICEF and procurement) and complementarity of
donor inputs should be guiding principles in this process.-

• Strategy Development: It is time for USAID to update the Agency and Africa
Bureau health and child survival strategies to reflect the priorities of the 1990's.
There is an urgent need for a state-of-the-art strategy to serve as a framework
for the many new bilateral and central health projects being developed.

- Issues to be highlighted in the revised strategy include the continued
importance of immunization for child mortality in Africa; the stratification of
countries according to their needs, priorities and absorptive capacities; and the
importance of working towards greater sustainability. Approaches to be
incorporated into the revised strategy include increased attention to systems
strengthening, integration of basic health services such as immunization and
family planning, and improved .collection and use of information for better
management and decision-making.

- Recognizing the value of donor collaboration and consensus, USAID should
work closely with UNICEF, WHO and other donors in the process of strategy
development to help ensure that donor approaches and contributions me
complementary.

• Vaccine Supply: To address the issue of vaccine supply for Africa:

- USAID should encourage the early introduction of the Vaccine Independence
Initiative into at least one or two African countries. These countries should have
relatively strong immunization programs. Burundi and Kenya have been
suggested as possible candidates. Successful implementation of the VII in one
or two countries will serve as a model for other countries and will lay the
ground work for increased self-sufficiency in vaccine procurement.

- USAID should reach agreement with UNICEF that monies saved as a result of
industrial countries becoming independent in vaccine supply will be applied to
those countries that are furthest from self-sufficiency in vaccine supply.

- In addition, USAID should explore with UNICEF the potential for negotiation
with the private sector and vaccine manufacturers to limit vaccine price
increases.
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AIDS
BCG
eeeD
CDC
GElS
OPT
EPI
FIC
GAG
GOP
HIV
OPV
OYB
REACH
IT
UCI
UNICEF
USAID
VII
WHO

Annex A

Acronyms

Acquired Immune Deficiency Syndrome
(Tuberculosis Vaccine)
Combatting Childhood Communicable Diseases Project
Centers for Disease Control
Computerized EPI Information System
Diphtheria, Pertussis and Tetanus Vaccine
Expanded Program on Immunization
Fully Immunized Child
Global Advisory Group on Immunization
Gross Domestic Product
Human Immunodeficiency Virus
Oral Polio Vaccine
Operating Year Budget
Resources for Child Health Project
Tetanus Toxoid Vaccine (for women)
Universal Child Immunization
United Nations' Children's Fund
United States Agency for International Development
Vaccine Independence Initiative
World Health Organization
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Martin Mogwanja, Africa Desk
Harold Fleming, Program Office

Rotary International

John Wahlund, PolioPlus Program

Centers for Disease Control

Stan Foster, MD, Field Services Division
Jean Roy, Field Services Division



-\1> t~/1--C\ / "t-v

{OOvY'

UNCLASSIFIED-
.'

AID/AFR/ARTS/HHR:LACKERMAN:LAA
07124/92 647-8533
AID/AFR/ARTS/HHR:HSUKIN

AFR/EA:BBAHL {DRAFT}
AFRISA:RHARBER {PHONE}
AFR/ARTS/HHR:HSUKIN {DRAFT}
RD/H/ARD:MWHITE {DRAFT}

APPR: JW tiDRAFT: HS

CLEAR: { }

CLEAR: { }

CLEAR: { }

CLEAR: { }

CLEAR: { }

AFR/CCWA:GMERRITT {DRAFT}
AFRISWA:LWERLIN {PHONE}
AFR/ONI/TPPI:CCOLLINS {DRAFT}

ROUTINE BUJUMBURA, ACCRA, BAMAKO, LAGOS, MAPUTO, DAKAR, DAR ES
SALAAM, KAMPALA, ABIDJAN, NDJ~MENA, NAIROBI, YAOUNDE, MBABANE-
ROUTINE ABIDJAN, NAIROBI

AIDAC ABIDJAN FOR REDSO/WCA, NAIROBI FOR REDSO/ESA

E.O. 1~35b: N/A
. -".

.r:
TAGS:

SUBJECT: IMMUNIZATION PROGRAMS IN AFRICA

REF: {1} ACCRA 02005 {2} NAIROBI 11567 {3} BURUNDI 1991
API {4} KENYA 1991 API

SUMMARY: OVER THE LAST SEVERAL MONTHS, AFR/ARTS/HHR HAS
NOTED IN A FEW CABLES AND APIS, MISSION CONCERN AND/OR
COMMENTS ABOUT A PERCEIVED DOWNTURN IN IMMUNIZATION
COVERAGE AND ACTIVITIES IN AFRICA. WE HAVE ALSO HEARD
FROM VARIOUS SOURCES THAT UNICEF AND OTHER DONORS MAY BE
REDUCING THEIR SUPPORT TO IMMUNIZATION. AS WE ENTER THE
1990'S, HAVING ACHIEVED GREAT PROGRESS IN IMMUNIZATION AND
THE REDUCTION OF VACCINE-PREVENTABLE DISEASES DURING THE
1980'S, WE NEED TO BE FULLY COGNIZANT OF THE IMMUNIZATION
SITUATION IN AFRICA TO "HELP ENSURE THAT HARD EARNED GAINS
ARE CONTINUED AND SUSTAINED IN THE MOST EFFICIENT MANNER.
THIS CABLE REQUESTS MISSIONS TO PROVIDE A BRIEF UPDATE ON
THE STATUS OF IMMUNIZATION EFFORTS IN THEIR COUNTRY.

A} DURING THE LATE 1980'S THE AFRICA REGION MADE
ASTOUNDING PROGRESS IN THE IMMUNIZATION OF CHILDREN.
REGION WIDE COVERAGE RATES NEARLY DOUBLED FROM LESS THAN
30 PERCENT IN 1~85 TO NEARLY 60 PERCENT IN 1990. HOWEVER,
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SOME COUNTRIES HAVE REPORTED LOWER CHILDHOOD VACCINATION
COVERAG~ATES IN 1991 THAN WERE REPORTED FOR 1990.
PRE~IMINARY INTERNATIONAL DATA INDICATES THAT THERE MAY
HAVE BEEN DECLINES IN GHANA, MALI, NIGERIA, SENEGAL,
TANZANIA, CAMEROON. HOWEVER, DEFINITIVE NUMBERS ARE
DIFFICULT TO OBTAIN AT THIS TIME.

B} MISSIONS ARE REQUESTED TO PROVIDE THE MOST RECENT
NATIONAL COVERAGE RATES FROM THEIR COUNTRIES, INDICATING
THE SOURCE OF THE DATA.

C} IF VACCINATION COVERAGE RATES HAVE RECENTLY DECLINED,
OR IF THE V HAVE SHOWN SIGNS OF INSTABILITY, MISSIONS ARE
REQUESTED TO ANSWER THE FOLLOWING QUESTIONS:

1} WHAT ARE THE POSSIBLE REASONS FOR THE DOWNWARD OR
UNSTABLE TRENDS IN VACCINATION, COVERAGE?

2} ARE THESE'TRENDS EXPECTED TO CONTINUE OR IS COVERAGE
EXPECTED TO STABILIZ~?

3} WHAT HAS HAPPENED TO TH~ BUDGET FOR~MMUNIZATION, .
INCLUDJNG BOTH THE DONOR AND GOVERNMENt CONTRIBUTIONS?
WHY?· ....

4} HAVE THERE BEEN ANY SHORTAGES IN SUPPLIES {E.G.,
VACCINES, NEEDLES, COLD CHAIN EQUIPMENT}? IF SO, WHAT
WERE THE CAUSES OF THESE SHORTAGES?

5} HAVE THERE BEEN CHANGES IN THE IMMUNIZATION PROGRAM,
STRATEGIES AND ACTIVITIES? IF SO, WHAT ARE THESE CHANGES
AND HOW HAVE THEY AFFECTED THE PROGRAM?

,r :

~} SPECIFICALLY, WHAT MEASURES, IF ANY, ARE BEING TAKEN
TO ENSURE SUSTAINABILITY OF THE IMMUNIZATION PROGRAM? HOW
HAS THE PURSUIT OF SUSTAINABILITY AFFECTED THE PROGRAM'S
IMPACT?

D} WE REGRET ADDING TO THE MISSIONS ALREADY HEAVY
WORKLOAD WITH THIS REQUEST, BUT BELIEVE THAT IT IS
CRITICAL FOR THE AGENCY AND, MORE SPECIFICALLY, THE AFRICA
BUREAU TO KEEP A8REAST OF CHANGES IN EPI COVERAGE,
fA~TI(uL~~LY IF THERE ARE INDICATIONS THAT COUNTRIES ARE
EXPERIENCING SIGNIFICANT DECLINES. WITH THIS INFORMATION,
WE CAN DIALOGUE WITH OTHER DONORS. AS PUBLIC CONFIDENCE
HAS BEEN BUILT UP IN THE HEALTH SYSTEM'S CAPACITY TO
IMMUNIZE, IT WOULD BE A SHAME TO DESTROY THAT NEW
CONFIDENCE.
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E} PLEASE SEND YOUR RESPONSES TO AFR/ARTS/HHR ATTENTION:
HOPE SUK~ BY AUGUST 21, 1992. THANK YOU. YY

r •, .
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0) SHORTAGES nlD NOT OCCUR.
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ACTION OFFICE ~
INFO AFEA-04 POS~ nDAA-Sl HEAL-04 SEOP-Bl SERP-~l AHAD-Bl

POCE-a! IS19 AO a8/0S442

INFO LOG-OO AF-~O 1002U
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TO SECSTATE ~ASHDC 1946
INFO AMEMBASSY NAIROBI
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AIDAC

AID/W FOR AFR/ARTS/HHR:HOPE SUKIN
NAIROBI FOR REDSOfESAfRHPNO

E.O. 12356: NfA
SUBJECT: IMMUNIZATION PROGRAMS IN AFRICA

REF: STATE 243956

1. MOST RECENT HATIONAL COVERAuE RATES FOR BURUNDI,
ACCORDING TO THE ANNUAL VACCINATION REPORTS FROM
PEVCCCD PROGRAM/MINISTRY OF HEALTH/BURUNDI (1999,
1991), ARE AS FOLLOYS:

E) THE MOH EPI PROGRA~ IS CURRENTLY BEGINNING ANE~

FOCUS ON THE ERADICATION OF POLIO, NEO-NATAL
TETANUS, AND REDUCTION OF MEASL'S. IT IS TOO EARLY
TO DETERr.INE IF THIS STRATEGY IS HAVING AN IMPACT.

F) THE MOH HAS LINKED SUSTAINABILITY OF THE EPI
PROGRAM TO BURUNDI'S ADOPTION OF THE BAMAKO
INITIATIVE (I.E., COST-RECOVERY AND COMMUNITY
PARTICIPATION IN THE DELIVERY OF ALL HEALTH
SERVICES, INCLUDING ~PI. THE PROPOSED
USAID/BURU~DI HEALTH PROJECT INCLUDES FUNDS AND
EXPERTISE TO HELP THE MOH ADDRESS THIS ISSUE.
PERRY

BCG

OPT 3

MEASLES

POL 10 3

1990

90&

86&

75&

86&

1991

88&

84&

75&

99&

BURUND I IS ONE OF THE LEAD ING COUNTR IES IN HEET ING
VACCINATION COVERAGE GOALS. AS THE FIGURES ABOVE
INDICATE, FOR THE MOST PART, THE EPI PROGRAM HAS
BEEN ABLE TO SUSTAIN THE MAJORITY OF VACCIHATION
COVERAGE RATES. ALTHOUGH 2& OECREASES OCCURRED
~ITH BCG AND OPT 3, MEASLES REMAINED AT THE SAME
L~VEL AND POLIO 3 ACTUALLY INCRFASED 4&.
2. THE FOLLOWING PARAS CORRESPOND ~ITH THE
QUESTIONS POSED IN SECTION C OF REFTEL:

Al THE MOH CITES THE POLITICAL PROBLEMS OF NOVEMBER
1991 AS THE REASON FOR THE DECREASES.
SPECIFICALLY, COVERAGE DECLINES OCCURRE3 IN
PROVINCES WHERE THE MOST FIGHTING TOOK PLACE.

Bl COVER ACE IS EXPECTED TO, AT A MINIMUM, REMAIN
SIABLE. USAIDfBURUNOl'S PROPOSED HEALTH PROJECT
UILL ADDRESS SUSTAINABILITY AND COVERAGE RATE
INCREASES. THUS FAR, EPI IS CLEARLY.. A MOH PRIORITY
PROGRAr..

Cl USAID HAS GIVEN FUNDS FOR VEHICLES, GAS, AND
REPAIRS. UNICEF AND THE ROTARY CLUB SUPPLY THE
VACCINES. UNICEF HAS AlREAD~ CONTACTED US

INFORMALLY TO SAY THAT IN THE LONG RUN, THEY WILL
NEED FUTURE SUPPORT FROM USAID TO COVER VACCINE
COSTS. IT IS DIFFICULT TO ESTIMATE GRB
CONTR IBUT IONS.

, I·
~. \ (
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ACCRA 85878 .~ Of 12 14B9.8Z 3BB8 '86116 AID6$84
30 UNFORTUNATELY "ANY HEALTH WORKERS EXPECT ADECLINE
IN COVERAGE IN COMING YEARS VITH THE CHANGE IN £1'1
PkOGRAH STRATEGY. IN THE HID '.,'S THE GOVERNnENT OF
GHANA EKPHASIZED MASS IHHUHIIATIOH CAHPAlaNS AS THE KAIH
STRATEGY FOR ATTAINING TKE GOAl Of II PER CENT COVERAGE
OF THE UNDER 2 YEAR ClDS BY 1998. THIS STRATEGY CAnE TO
AN END IN 1998 VITHOUT APLANNED PHASIN' OUT PROGRAM, IN
TERNS OF ORGANIZATION AND RESOURCE HOBILIZATION WHICH
WOULD BE EFFECTIVE FOR PROVIDING ROUTINE IKnUNIZATIOH
SERVICES AT STATIC AMD OUTREACH HEAlTH UNITS
COUNTRYVI DE.

4. IN ORDER TO AVERT THE EXPECTED DECLINE IN
Il1lfUNllATION COVERAGE, AI1I1I1STRY OF HEAlTH TASK FORCE
IS CURRENTLY WORKING OUT THE ORGANIZATIONAl AND RESOURCE
HOBILIZATION STRATEGIES fOR ROUTINE InI1UNIZATIOH AT ALL
STATIC AND OUTREACH HEAlTH UNITS COUNTRYWIDE AS PART Of
THE PACKAGE fOR CHILD SURVIVAl AIID DEVELOPIlENT PROSRAM.
IT IS EXPECTED THAT THIS STRATEGY VILL MOT OHLY
STABILIZE BUT INCREASE COVERAGE TO THE LEVEL OF REDUCING
THE INCIDENCE OF II1HUNIZABlE DISEASES.

SUBJECT: HEAlTH: IHHUNIZATION PROGRAM IN AFRICA

REF: (A) STATE 2439~6, 1111 ABIOJAIC 12718

1. 111 SS ION ACKNOIll EDGES RECE IPT OF YOUR CABLE 011 THE
ABOVE SUBJECT. THE EPIDE"IOLOGY DIVISION Of THE "IMISTRY
Of HEALTH, GHAHA, HAS CONDUCTED TWO NATIONAL I~NIZATIOH

COVERAGE ASSESSKENTS, THE HOST RECENT IN HARCH 1'92. THE
FIGURES BELOII INDICAT£ IHnUHIIATION COVERAGE OVER TInE.

HARCH 1992 19., 198

5. THE GOVERNHENT Of GHANA AND DONOR AGENCIES SUCH AS
UNICEF, WHO AND SOI1E NGOS HAVE SUPPORTED THE EPI PROGRAH
WITH THE NEEDED SUPPLIES SUCH AS VACCINES, COLD CHAIN
EOUIPI1ENT, NEEDLES AND OTHER LOGISTICS. THERE ARE
CONTINUOUS COI1PLAINTS FRon THE FIELD THAT PROVISION OF

NEEDLES AND SYRINGES HAS BEEN INADEQUATE. IT IS UNCLEAR
WHETHER TH ISIS DUE TO INADEQUATE PROCUREIlENT Of
£QUIPKENT OR WETHER IT IS DUE TO THE IIIIM woo
'ROBLENS WITH THE INTERNAL DISTRIBUTION SYSTEn IN PARTS
Of THE COUNTRY0

VACCINE RATE PERCENT RATE PER CENT PER CENT

8. C. Go &8.2 G'.I 36.8&
POI. iO 1 69.3
POliO 2 57.9
POL 10 3 46.1 37.G 21.'
DPT 1 70.9
DPT , 59.1
Df'T3 41.' 41.1 21.'
nEASLES « .• )S•• 15.'
£STIKATED FIGURES

SOORCE: ~ - 'NC/EPI/CDD REVIEW - KARCN 11"
11II0 ClutTER SAIIPL I. tETlCO.

UtlfDRTUNATEl'. THESE FI'UUS. iii ICII ARE U'£C1£D TO IE
I'UIL IstfED FOR llITEIlNATlOIIAI. COtI'AIlIIOllS, ARE IUSl'fCT.
011£ OISERVE~ OF tilE STUllY DOCIIfIEIfTED lfIIlUT I011 Of tilE
IUllVEY PROTOCOl III A VAY TlAT MY IIGNIFICAllny IMfLATE
TIE REPORTED RATES.

L DTHER SOURCES Of IIIFDRIlATlOIl, ItECIFICAlLY snVICE
I'llOYISIOII REPORTS Flott .TIIE £I'ID£"'OI.OGY DIVISIOII Of TilE
fIOI PROVIDE FIGURES WICIl AM SIClCIFICAllnf LOWER. lUI
IIftIIIIZATION RATES ACCORD I"' TO TIlES[ IEI'DRTI AIlE: leG,
1«' HEASLES Jll, I'OI.IO-J JI&. AIlIl DrT-' JI&. TIf'''"'011 IELIEVU TIIAT TIIESE flMU AIlE AlETTER
IUUCTIOII Of THE IIIIlUNlZATlCMI SITUATION III eHAlfA. IUT
TlEIE ·ARE 110 HARD DATA TO SUPPDRT A FIR" DECISIOII. ALL
IUOflTED FI'URES SHOULD IE VIEI!D AS I£ING IIIOICAlIVE,

AID 1I0T O£FIIlITlVE. aEGAROI.£U Of OU'S VIEW OF TilE
lATA, Lmu PROGRESS liAS IEEIL MDE OVER m LA$T FOUR
YEMS.

6. A KAJOR CONCERN IS THAT UNICEF IS HARKEDLY REDUCING
ITS CONTRIBUTION TO El'l FROH USD 1.39 HILLION IN 1991 TO
B.56 MILLION IN 1992 AND AN AVERAGE OF 1.5 HILLIOH
ANIIUAlLY 1993 TO 1995. SINCE APPROXIIlATHY IIAlF Of
UNICEF'S GHANA BijDGET IS EXPECTED TO ConE FROI1 CURRENTLY
UNFUNDED SUPPLEI1ENTARY fUNDING, IT IS UNClEAR "011 KUCH
WILL ACTUAlLY BE HADE AVAILABLE. TNE MISSION IS UNAWARE
Of OTHER WOR DONORS BECDHING INVOLVED IN EPI.

1. SINCE TIlE H'NISTRY Of HEAlTN DOES NOT S/'l1T OUT £1'1
I'ROGRAKS III ITS IUnGO fiGURES, IT IS ItrOsSlllE TO
DETER"IHE WHAT DIRECTION IUDGET SUPPORT IS noVIIIG.

I. A SP'EClfIC [OUIPI1ENT PROmLE" THAT WAS llECEmy
REVEALED liAS THE FAILURE OF 31 SWISS SOUl REFRIGERATORS
WIT"III THREE noKTNS OF INSTALLATION III 1,.7. THESE lAVE
IIOT YET IEEN REPAIRED. FOUR YEARS WERE eoIISIlIfED IN
CONDUCTIItG AN IKDEPENDEIIT EVALUATION, AMO HOCUREtEicT OF
PARTS. All ADDITIOIIAl lilliE IHlMTHS IIAVE PASUO WILE tilE
PARTS IIAVE LAIIGUISIIED AWIiITIIIG I'DRT ClEARAIlCE. \IE CO
NOT KNOW THE EFFECT TillS liAS IIAD ON THE OVERAlL £1'1
'ROGRAI1, SIIICE Scc.AR REFRIQERATORS'IEU 011 HISSION Sl1£
VISITS KAYE IEEN FUNCTIONING AS IRTE~DED. TIE "'$S'ON

·WISHES TO STRESS THAT THESE UNITS WERE NOT REPEAT NOT
PROCURED IT USAID OR WITH USAID FUNDS.

•• tEASURES IEIIIG TAKEII &0 ENSURE SUSTAIWILITY Of THE
1IIItJlliZATIOlI PROGRAII IIIClUOE:-

UU STRENGTHENING OF THE DISTRICT HEALTH SYSTE" VITI A
REVISED FRAKEVORK FOR COHHUIIITV lASED IEAtTI CARE,
8' IIICREASIIlG PHYSICAl ACCUS TO POf'Ul.ATIOIt, ilEAL Til

AIID IIUTllI1IOft SERVICES IN ORDER TO OFFER III1U«ATEO AIID
ConPREHEHSIVE SERVICES .AeKAGE,

CCI DEVELOftING 1'000ULATlOIt, HEALTH AND ItuTRITIOII
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• THE INTRODUCTION ~USE OF COKHUNITY REGISTERS TO
InflOVE RECORD KEEflNG OM VITAl EVENTS AND ASSIST IN
TRACKING COVERAGE OF SERVICES SUCH AS I""UNIIATIOM.

- THE [STABLISHKENT Of COKHUNITY lASED GROWTH
ftONlTORING SYSTEH,

• THE TRAINING AND SUPERVISION Of VILLAGE HEALTH
WORKERS SUCH AS TRADITIONAL IIRTH ATTEHDANTS rrSA'S) TO
ENSURE "ROPER AHltNATAl, DELI VERY AHD POSTNATAl CARE AHD
INCREASED ACCESS TO fAnlLY PLANHING SERVICES,

• INCREASED RELIANCE ON COMMUNITV BASED DISTRIIUTION Of
noo£RN CONTRACEPTIVES THROUGH VILLAGE ~EALTN WORKERS
SUCH AS TIA'S, COHKUNITY CliNIC ATTENDANTS reCA'S) IN
TIE BAKANO INITIATIVE, CHEnlCAl SELLERS AND nARKET
wott:lI.

• EXI'ANSIOII Of TNE ROlE Of THE GHANA SOC IAI. IlARKET ING
I'IOGRAI1 lGStIP) III THE PROI1OTlOH Of INTEGRATED AHD
COtIPREHENSIVE flATERNAL AND CNILD NEAl TH fAtf/l YPLANNING
tICtI/fP) SERV ICES.

- SUB CONTRACTING or SERVICES TO NGO'S.

TlESE Il£ASURES fORn PAIIT Of THE PROGRAn Of ACTIVITIES IN
TIlE HEAL TN SECTOR III THE GHANA IIATlONAl PROGRAII OF
ACTION fOR CH ILOREII ANi! It'OItEN fROtt' 199'2 - 2811 fA fOlLOII
UP TO TNE WORLD $O""IT fOR CHILDREN) WHICH HAS BEEN
ACtEPTED IY ~OV£RNIl£NT fOR 11lPl£/lENTATlOH. BROWll

lIunl.,.." .........
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A; THE CHANGES IN THE STRATEGY: THE £PI STARTEO
IIITH A110BlLE PHASE WHICH LASTED 3 YEARS !I987-90l
AHD CONSISTED IN 110BILE TEAMS OPERATING 3 PASSAGES IH
EACN CERCLE. THE MOBILE PHASE COVERED All THE
COUHTRY. THE EPI THEN SIIITCHED TO THE I1AINTENAHCE
PHASE WHICH COVERS NEil-BORNS AND CHilDREN WHO ~RE

MISSED BY THE 110BILE PHASE COVERAGE fOR ANY REASON.
SO THE TARGET POPULATION IS SEEI1INGLY LOll COI1PARED TO
THAT Of THE MOBILE PHASE. THE MAINTENANCE PHASE IS
IMPLEMENTED BY TWO (2) AIDE-SOIGNANTS IN EACH
ARRONDISSEMENT. UNICEf PROCURED TIIO (2) 110BYlfTTES
TO EACH ARRONDISSEMENT WHE fOR EACH AIDE-SOIGNANT)
TO ALLOII THE AIDE-SOIGNAHTS TO COVER EVERY VILLAGE OF
THE ASSIGNED ARRONDISSEMENT.

GCAf-82 eCCM-OI
POP-86 ENGY-82
15/81~92

ACTION OffiCE AfAR-85
INfO AfSW'86 AfCW'~OSP-81 POAR-02 GC-SI

fVA-SI RDAA-81 PVC-82 OfDA-02 HEAL-84
ANAD'SI fA6P'82 POCE-81 /843 AO

fl1 AI1EM6ASSY BAI1AKO
TO SECSTATE WASHDC 5827
AMEMBASSY ABIDJAN

AIDAC

AID/W fOR AfR/ARTS/HHR HOPE SUHIN AND RD/HEALTH
JERRY GIBSON; ABIDJAN fOR REDSO/IICA/HHR

(.0. 12356: lilA
SUBJECT: IMI1UNI2ATlON PROGRAM IN MALI

REf: STATE 243956

). THE fOllOWING IS A RESPONSE TO RHTH. SIHCE THE
(PI WAS LAUNCHED IN MALI IN 19&7, ONLY TIIO
(~AlUATIONS HAVE TAKEN PLACE: ONE IN 1999 VHICH
COVERED THE ENTIRE COUNTRY AND ANOTHER ONE IN 1991
WHICH COVERED ONLY THE DISTRICTS AKD REGIONS WHERE
THE PROGRAh WAS CARRIEO OUT JOINTLY BY THE I1INISTRY
or NEAlTN U1SPSPA), UNICEf ANO UNDr/OMS.

2. THE fiRST REPORT WAS ISSUED IN fEBRUARY, 199B.

BI THE AIDE'SDIGNANTS ~R[ RECRUITED AND SUPPOSED TO
BE PAID BY THE LOCAL COI1I1UNITY DEVELOPMENT COMMITTEE
QCD). THE LCDS OfTEN fAILED IN PAYING THE SALARIES

TO THE AIDE-SOIGNANTS WltlCH BROUGHT ALACK OF
110TIVATIDN IN MOST AREAS. THE CHANGES IN STRATEGY,
THE LACK Of MOTIVATION Of HEAL TH AGENTS AND THE
INTERIM PERIOD WHICH OCCURED BET~EN THE TIIO PHASES
CONTRIBUTED TO NEGATIVELY AFfECT Tltt IMMUNIZATION
PROGRAM COVERAGE RATES.
4. CONCERNING THE BUDGET FOR IMMUNIZATION, THERE IS
NO SPECIAL BUDGET ALLOCATED TO EPI. THE "OH PROCURES
PERSONNEL AND INFRASTRUCTURE AND UNICEF THE VACCINES.

NEEDLES AND COLD CHAIII EQUIPI1ENT. IN SOME AREAS
WHERE PVOS OPERATE, THEY PROCURE LOG IST ICS SUPPORT
(VEHICLES, FUEL, MOBYLETTES, AND PERDIEM fOR THE

PERSONNEl!. fYI, USAIO SUPPORTS fiVE U.S. BASED
PVO'S IN ASSISTING WITH EP' PROGRAM IN THEIR
RESPECTIVE REGIONS.

POPULATION BCG DTCPI DTC. P2 DTC. P3 IiEASLES CC~

NATIONAl COVERAGE RATES ACCORDING TO THAT SOURCE ARE
AS fOllOIlS:

., ConPARIHG THE COVERAGE RATES Of CHILOREN COt1PLETLY
,AC:CIIIATEO ceCYl III U" TO THOSE REPORTED IN lUI III
RfGlOtlAl CAPITAlS, lIE NOTICE THE FOlLOIlING TREIIDS FOR
TIE 12-23 KOHlI/ POPULATION:

PERCENTAGE PERCENTAGE
1998 1991 INCREASE DECREASE

!(AYES 3S 47 17
IlCMIKORO 43 59 16
SIKASSO 51 ss 4
Sf'OU II 45 27
ftOi'T1 29 23 Ii
UO 45 37 •TOtIBOUCTOU 25 3S U

5. THERE HAVE NEVER BEEN SHORTAGES IN SUPPLIES IN
TERM) Of VACCINES AND NEEDLES BUT SOMETIMES THE COLO
CHAIN EQUIPMENT GETS OUT Of OROER AND THIS IS DUE
PRIMARILY TO LOGISTICS MANAGEI1ENT SYSTEM
INSUH ICIENC IES.

6. AS STATED ABOVE, THE STRATEGY CHANGES WHICH
OCCURRED III THE InHUNIIATION PROGRAn I/AVE NEGATIVELY
AfFECTED THE PROGRAIl IUT OTHER DIH ICUl TIES
EXAClRDATED THIS NEGATIVE EFFECT. DURING TNE "ARCH
EVENTS WHICH LEO TO A CHANGE III THE nAllAH
GOVERNMENT, UNICEf "AIMTEIIANCE KATERIAl STOCKED IN A
IlAREHOUSE VAS DESTROYED IN AfiRE II/CLUDING SPARE
PARTS fOR VENICLES AND "OBYLETTES: THIS 'ROVOKED A
SLOIl-DOUII Of IHKUNIIAIION ACTIVITIES III KOST AREAS
OVER A SUSTAINED PERIOD. nDREVER THE INSECURITY IN
THE IIORTH Of ItAL I I\Ilf'CH IS STILL OHGOIIIG) NEfiATIVEL Y
AFfECTED EPI ACTIVITIES III THAT AREA. ONLY fiXED
CENTERS ARE OPERATING IN 'AO, TOKBOUCTOU, AND SOME
PARTS Of "OPT!, SEGOU 01101/0) AND JlDUlIlIORO OIARA)
REGIONS.

22
45
a

47

76
24

29
48
13

48
66
21

12-23 noHTHS 7& 66
21-71 noHTHS ~8 81
12-23 TO SYRS 65 53

TIllS COl1PAIIISON SHOIIS A GENERAl INCREASE IN fiVE OUT
or SEVEII lEGIONS IN THE InHUNIIATION COVERAGE RATE.
'lIS TREND KA~ 1I0T REFLECT THE ACTUAl SITUATION SIIICE
11$ COVERAGE liAS U"ITEO.

J. ANYWAY, THESE TRENDS ARE NOT EXPECTED TO CONTINUE
AS KANY DifFICULTIES ARE NOll BEING EMCOUNTERED DURING

THE l~l[HfNTATION Of THE "AINTENANCE PHASE. THE
POSSIBLE REASONS FOR THESE CONSTRAINTS ARE AS

7. THE SOLE nEASURE BEING TAKEII TO ENSURE
SUSTAINABILITY IS THE CREATION OF A NATIONAl

IKMUNIIATIOH FUMD RIGHT AT THE BEGINNING or TME
PROGRAM VHICH TNEORETICAlLY IS TO BE REINfORCED BY A
SYSTE" Of COST RECOVERY or I""UNIZATIOH CARDS AND HAS
TO IE USED TO flllAHCE It1t1UIIIIATION ACTIVITIES.
HOIl£VER, SINCE THIS fUND liAS CREATED IT HAS NEVER
WORKED AS PLANNED. THE FUND IS KAHAGED IY THE CENTRE
NmONAl D'IIII1UNIZATlON lCIUI. THE CARDS AIlE SAID
HOT TO BE PAID REGULARLY. THE A"OUNT Of THE fUND IS

IID.lftl • AA. ...... DOIo.
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UNCLAS BAMAKO O~8~4
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A·' THE CHANGES IN THE STRATEGY: THE EPI STARTED
IIITH A MOBltE PHASE 1Il1lCH LASTED 3 YEARS 11987-98)
AND CONSISTED IN MOBILE TEAMS OPERATING 3 PASSAGES IN
EACH CERCLE. THE MOBILE PHASE COVERED ALL THE
COUNTRY. THE EPI THEil SIiITCHED TO THE MAINTENANCE
PHASE IIIfICH COVERS NEIl-BORNS AND CHILDREN 1IIf0 IIl:RE
MISSED BY THE MOBILE PHASE COVERAGE FOR ANY REASON.
SO THE TARGET POPULATIOH IS SEEMINGLY LO~ COMPARED TO
THAI OF THE /lOBILE PHASE. THE MAINTENANCE PHASE IS
IMPLEMENTED BY T~ (2) AIDE-SOIGNANTS IN EACH
ARRONDISSEMENT. UNICEf PROCURED TIIO (2l MOBYlETTES
TO EACH ARRONDISSEMENT WNE FOR EACH AIOE-SOIGNANT)
TO ALLOII THE AIOE-SOIGMANTS TO COVER EVERY VILLAC,E Of
THE ASSIGNED ARRONDISSEMEHT.

GCAF -82 GCCM-OJ
POP-06 EHGY-82
1~/81~9Z

ACTION OFfiCE AFAR-O~

INfO AFS~-86 A~8J POSP-81 POAR-82 GC-OI
FVA-81 RDAA-8l PVC-82 OFDA-82 HEAL-84
AMAD-81 FABP-82 PDCE-SI 1843 AO

R 141~29Z AUG 92
fM AMEM6ASSY BAMAKO
TO SECSTATE VASHDC 5827
ANEMBASSY ABIDJAN

INFO LOG-88 Af-88 CIAE-88 DODE-88 [B-88 ,/883~

------------------~Sf460 141912Z /48 38

AIDAC

AID/~ fOR AfA/ARTS/IIHR HOPE SUKIN AND RD/HEAL TH
JERRY GIB~ON; ABIDJAN fOR REDSO/VCA/HHR

E.O. 123~6: N/A
SUBJECT: IMMUNIZATION PROGRAM IN MAL I

REF: STATE 243956

I. THE fOLLOlilNG IS A RESPONSE YO RUTH. SINCE THE
[PI liAS LAUNCHED IN MALI IN 19&7, ONLY TlID
EVALUATIONS HAVE TAKEN PLACE: ONE IN 1998 IIIfICH
COVERED THE ENTIRE COUNTRY AND A~OTHER ONE IN 1991
\lHICH COVERED ONLY THE DISTRICTS AND REGIONS \/HERE
TilE PROGRAM VAS CA~RIED OUT JOINTLY OY THE MINISTRY
OF HEALTH lIlSPSPA), UNICEf AND UNOP/OMS.

2. THE FIRST AEPORT VAS ISSUED IN fEBRUARY, U98.

BI THE AIOE-~OIGNANTS IIl:RE RECRUITED AND SUPPOSED TO
BE PAID BY THE LOCAL COMMUNITY DEVELOPMENT COMMITTEE
Q.CD). THE LCDS OfTEN FAILED IN PAYING THE SALARIES

TO THE AIDE-SOIGNANTS \/HICH BROUGHT A LACK OF
MOTIVATION IN MOST AREAS. THE CHANGES IN STRATEGY,
THE LACK Of MOTIVATION OF HEALTH AGENTS AND THE
INTEPIM PERIOD \lHICH OCCURED BETkIEK THE T~ PHASES
CONTRIBUTED TO NEGATIVELY AFFECT THE IMMUNIZATION
PROGRAM COVERAGE RATES.
4. CONCERNING THE BUDGET FOR IMMUHIZATION, THERE IS
NO SPECIAL BUDGn ALLOCATED TO EPI. THE MOH PROCURES
PERSONNEL AND INfRASTRUCTURE AND UNICEF THE VACCINES,

NEEDLES AND COLD CHAIN EQUIPMENT. IN SOME AREAS
\/HERE PVOS OPERATE, THEY PROCURE LOGISTICS SUPPORT
NEHICLES, fUEL, MOBYLETTES, AND PERDIEn FOR TilE

PERSONNEL). fYI, USAID SUPPORTS fiVE U.S. BASED
PVO'S IN ASSISTING VITH EPI PROGRAM IN THEIA
RESPECTIVE REGIONS.

POPULATION BCG DTCPI DTC.P2 DTC.P3 NEASLES CCV

NATIONAl COVERAGE RATES ACCORDING TO THAT SOURCE ARE
AS fOll OIlS:

3. ANYVAY, TNESE TREIIDS ARE 1I0T EXPECTED TO CCWTINUE
AS ftANY DIFFICULTIES ARE NOV BEING ENCOUNTERED OURING

TilE InPLEKENTATION Of THE KAIIITEHAHC£ PHASE. THE
POSSIBLE REASONS FOR THESE CONSTRAINTS ARE AS

7. THE SOLE nEASURE BEING TAKEN TO ENSURE
SUSTAINABlllTY IS THE CREATION Of A NATIONAl

S. THERE HAVE NEVER BEEN SHORTAGES IN SUPPLIES IN
TERMS OF VACCINES AND NEEDLES BUT sonETIM£S THE COLO
CHAIN EQUIPM£HT GETS OUT or ORDER AND THIS IS DUE
PRIMARILY TO LOGISTICS MANAGEMENT SYSTEM
INSUrF ICIENC IES.

I~IZATION FUND RIGHT AT THE BEGINNING Of THE
PROGRAn WHICH THEORETICALLY IS TO IE REINFORCED IY A
SYSTIII Of COST RECOVERY Of I""UNIZATION CARDS AHD HAS
TO IE USED TO FINANCE IKnUHIZATI~~ ACTIV.ITIES.
IOIlf:V£R, SIIICE THIS FUND liAS CRE,,£. ;. ",$ !lEVU
WORKED AS PLANIIED. THE fUIID IS KANAGEO IY T~[ CENTRE
!II' !'MAl 0' IHI1UNIUTIOII /CIII!. TilE CARDS ARE SAID
1I0'j TO 1£ PA 10 R, ~UL ARL Y. TH£ Al10IINT or THE fUND IS

6. AS STATED ABOVE, THC STRATEGY CHAIIGES IIH ICN
OCCURRED 1M THE IKMUNIZATION PROGRAn HAYE NEGATIVELY
AfFECTED TNE 1ROGRA~ BUT OTHER DIFfiCUlTIES
EXAC£RBATED THIS NEGATIVE EffECT. DURING TNE ~\RCH

EVENTS III: ICII LEO TO A CIfAHGE IN THE IW.I AN
&OVERNnfHT, UNICEf KAINTENAHCE KATERIAL STOCKED IN A
WAREHOUSE VAS DESTROYED III AfiRE INCLUDING SPARE
!'ARTS FOIl VEHICLES AND IIOBYlETTES: THIS PROVOlIED A
SLOV-DOWN Of IHMUNIZATIOM ACTIVITIES IN noST AREAS
OYER A SUSTAINED PERIOO. IIOREYER THE INSECURITY IN
THE IIORTH Of IW.I MlICIi IS STILL ONGDINGI II£U-lVELY
AffECTED El'l ACTIVITIES III THAT AREA. ONLY fl ,

CENTERS ARE OI'ERA"NG IN 'AO, TOIIBOUCTOU, AIr, .~.!

PARTS Of "OPT I, SiGOU IN IONOI AHD JlOIIlI KDRO CNARAI
REGIONS.

22
45

•
47
76
24

29
48
13

48
66
27

12-23 MONTHS 78 66
21-71 MONTHS 98 'l
12-23 TO 5YRS 65 53

llAVES 38 47 17
KOUllKOllO 43 U 16
SIKASSO 51 55 4
SEGOII 11 4S 27

rlOI'TI 2S 23 •
GAO 4~ 37 •
TOtIIIOIICTOU 25 3. 13

TillS COIIPARISOIl SHOIIS A GENERAl INCREASE III fIVE OUT
OF SEVEII REGIONS III THE IKKUIIIZATION COVERAGE RATE.
TillS T'EKO KAY NOT 'EFLECT TNE ACTUAL SITUATION SINCE
ITS COVERAGE VAS LIIIITED.

IY COMPARIN"TKE COVERAGE RATES Of CHILDRCN CONPLETLY
YIiCCINAT£D ceCyl III lU. TO TNOSE REPORTED 'II lUI IN
.E&fOllAL CAPITALS, \f IIDTICE THE FOlLOVING TUllOS FOR
THE 12-23 NOlITH I'OfULATlOIl:

PERCENTAGE PERCENTAGE
lU. USI INCREASE DECREASE

II~I'I."~~' t" rn
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ACTION AID-9.G

2936 9799S1 AID4993 DAKAR 98484 1199S2Z 2936 9799S1 AID4903
SOPHISTICATED AND NOT APPROPRIATE FOR USE IN SENEGAL).

ACTION OFFICE AFAR-OS
INFO AF~U-96 PO~ POAR-02 FVA-OI RDAA-OI PVC-G2 fTN-OI

HEAL-04 AMAD-OI FABP-02 POCE-SI /S27 A9 11/1319Z

INFO LOG-Oe AF-09 /902U
------------------S44~29 111234Z /38

R ll09S3Z AUG 92
FM AMEMBASSY DAKAR
TO SECSTATE UASHDC 1584

UNCLAS DAKAR 98484

AIDAC

fOR AFR/ARTS/HHR, HOPE SUKIN

E. O. 12356: N/ A
SUBJECT: IMMUNIZATION PROGRAM IN AFRICA

REf: STATE 243956

1. fOLLO~ING IS MISSION'S RESPONSE TO QUESTIONS RAISED
IN REf. THE INfORMATION PRESENTED ~AS PROVIDED BY THE
SERVICE OF QUOTE GRANDES ENDE,11ES (GEl ENDOUOT[ ~HICH

MANAGES THE SENEGAL ENLARGED PROGRAM OF IMMUNIZATION
(EP II .

M PER REF PARA 00): THE NATIONAL COVERAGE RATES FOR
THE fiRST 1992 SEMESTER (JANUARY I THROUGH JUNE 39, 1992)
FOR CHILDREN AGED 0-11 MONTHS ARE:

BCG: 90 PERCENT
DTC-3: 60 PERCENT

MEASLES: 54 PERCENT

Fl PER PARA (C-S): THE ORIGINAL STRATEGY IS STILL IN
PLACE SINCE THE BEGINNING OF THE PROGRAM. THIS STRATEGY
INCLUDES THREE METHODS OF SERVICE PROVISION FROM Ul
fiXED DEliVERY POINTS (HEALTH POSTS AND CLINICS), (2)
REGULARLY SCHEDULED MOBIL TEAMS, AND ~I PULSE OUTREACH
fROM FIXED fACILITIES.

G) PER PARA (C-6): SENEGAL' I~ ;::-.: :~~~:~:;:~'~G THE
BAMAKO INITIATIVE ffil) BASED ON SALE OF ESSENTIAL
MEDICINES. THE SUPPLEMENTAL FUNDS RAISED U'LL COVER THE
RECURRENT COSTS Of CHILD SURVIVAL PROGRAMS INCLUDING THE
EPI COMPONENT. THE GOS PLANS TO USE BI STRATEGY TO
SUPPORT NEEDS OF ALL THE CHILO SURVIVAL PROGRAMS. IN
ADDITION, TNE GO~ HAS JUST BEGIN IMPLEMENTATION Of THE
OECENTRAL IZED HEALTH PROGRAM UHERE LOCAL AUTHORITIES HAVE
TAKEN CHARGE Of PLA~NING, IMPLEMENTING AND EVALUATING THE
CHILD SURVIVAL/FAMILY PLANNING PROGRAM (INCLUDING EPI).
INNOVATIVE COMMUNITY AND LOCAL fiNANCING SCHEMES ARE
BEING IMPLEMENTED TO SUPPORT THE HEALTH ACTIVITIES. AS
THESE STRATEGIES ARE JUST BEGINNING IT IS TOO EARLY TO
KNO~ IF THEY ~ILL PERMIT SUSTAINABILITY OF THE EPI
PROGRAM.
SHIRLEY

IN THE SAME
BCG:
DTC-3:
NEASLES:

PERIOD OF 1991
77 PERCENT
59 PERCENT
45 PERCENT

THESE RATES ~ERE:

B) PER REf PARA (C-Il: DESPITE THE INTENSIVE
SUPERVISION PUT IN PLACE THE RATES Of DTC-3 AND MEASLES
REMAIN LO~. THE MOST IMPORTANT REASON CITED BY GE IS THE
DIFFICULTY IN REACHING CHILDREN FOR DTC-2 AND 3. THIS IS
DUE TO THE LACK OF FOLLO~-UP SOCIAL MOBILIZATION AND IEC
MOTIVATION ~HICH HAVE FOCUSED ONLY ON THE INITIAL BIG
CAMPAIGN,

C) PER REF PARA (C-2): ITIS 0IFF ICUL T FOR GE TO
PROJECT THE TRENDS EXPECTED BUT IT SEEMS THAT THE ACTUAL
RATES COULD BE STAB:LIZED AT THEIR ACTUAL LEVELS.

0) PER PARA (C-3): THE GOS HELD AN INTER-MINISTRIAL
MEETING ON EPI ON MAY 14, 1992 AND AGREED TO PROVIDE (IN
ADDITION TO PERSONNEl SALARIES AND FACILITIES): lI) 159
MILLION CFA FOR fY 1992; n) TO ALLOCATE A PERMANENT
BUDGET TO SUPPORT THE LOGISTICS (VEJilCLES, COLD CHAIN
EQUIPMENT); AND U) TO SUPPLEMENT PURCHASES OF VACCINES
AS PRICES ARE NO~ INCREASING. (THIS BUDGET ~ILL AMOUNT
309 MILLION CFA EACH YEAR BEGINNING FY 1993). UNICEF,
BELGIUM AND FRENCH DONORS CONTINUE THEIR SUPPORT TO THE
EP I PROGRAM.

El PER PARA IC-41: NO SHORTA.GE HAS OCCURRED DURING THE

LAST 3 YEARS. THE BIGGEST PROBLEM HAS BEEN THE LACK OF
MAINTAINANCE LEADING TO BROKEN DOUH COLO CHAIN
EQUIPMENT. (SOME COLO CHAIN EOUIPMENT IS TOO
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ACTION AID-'S

ACTION OffiCE AfAR'~
INfO AFEA-e4 FAMs-e2 FAOM-B3 RDAA-Bl ENGY-U2 AMAD-81

IBU AB 21/23282

IlIfO LOG-BO AF-se CIAE-se DODE-BS £B-88 I/S8311
------------------5859Af 211237Z /48 38

• 211222Z AUG 92
fN AKEMBASSY DAR ES SALAAM
TO SECSTATE liAS HOC 86B9
INfO AKENBASSY NAIROBI

UNCLAS DAR ES SALAAM 94833

AIDAC "~\1 t~, "'.:
--'

AID/V FOR ArR/ARTS/HHR ATTN: HOPE SUNIN; NAIROBI FOR "
I£DSO/ESA, N. NEUSE

Eo O. 12356: N/A
SUBJECT: IMMUNIZATION PROGRAMS IN AfRICA

Iff: STATE 243956

1. GENERAL: THE MINISTRY OF HEAlTH IN TANZANIA 1110H)
FOlLOIIS THE GUIDELINES Of THE IIORLD HEAlTH ORGANIZATION
II ITS EXPANDED PROGRAtl ON IMMUNIZATION ([PI! \lHICH
I£COHKEND THAT AlL CHILDREN RECEIVE BCG VACCINATION
AGAINST TUBERCULOSIS, THREE DOSES·Of OPT VACCINE fOR THE
'REVENTION Of DIPHTHERIA, PERTUSSIS AND TETANUS, THREE
DOSES Of POliO VACCINE, AND A VACCINATION AGAINST
HEASLES. CHILDREN RECEIVE ALL THESE VACCINES BEfORE

TIEl. FIRST BIRTHDAY.

L IN 1988'S THE GOVERNMENT LAUNCHED ANATIONAl
~ArGN TO VACCINATED AlL ELIGIBLE UNDER FIVE CHILDREN,
AID ANTENATAl HaTHERS. DIFFERENT SOURCES Of RESOURCES
IOTII MT£RIAL, fiNANCIAL ANO NUIIAH IlERE PUllED T~ETHER

fIOtI DOIIOOS MINL YDANIDA AND UNICEF AS IlEll AS THE
CiOWtRNI1EHT Of TANZANIA CGon THAT COlLECTIVE EFFORT
COITRIIUTED TO THE 72 PERCEIIT Ii1i1UNIZATIGN COVERAGE Of
8lL CHILDREII UNDER ONE YEAR Of AGE ESTIIlATEO BY T"E EPI
I'tOGR£SS REPORT, UIS/UU).

J. ACCORDING TO TANZANIA DHS CONDUCTED FRan OCTOBER
1IIi TO HARCH 1"2, InNUNIZATIOM COVERAGE AVERAGES 56
rDCfNT. ACCORDINGLY, TDKS CONFIRm TICE IlItUilllATlOH
COtERAGE lASED 011 THE EPI RECORDS FOR THE PERIOD l'.'/S8,
WlICI COMPARES LtLL VITH TDHS. THE EPI IlAHAGERS REPORT
Mal 'RESEIITED TO TilE NATIONAl ~TH£R, CHILD nEAl TN AND
FMlILY 'LANNING Otell/FP) COORDINATING COUNCIL ItEETING
IElD III HOSHI TOVN FROi1 AU~UST OTH TO 12TH, 1"2.

;pfeIFle VACCINATION COVERAGE RATES Of CHILDREN 12 TO 23
IIOITIS Of AGt ACCORD ING TO EP I REPORT AND TDHS:

1111/11 11'1/1592
EPI REPORT TDHS REPORT
.UCENTAGEI Il'ERCEIITAGEI

I(.E 12 11
1If'T3 76 H
f'GI.ll3 66 71

fUSLES 71 75
It&. 72 66

TJ[ TDHS ALSO PROV~DES IHNUNIZATIOH COVERAGE RATES (III

DAR ES '4833 'S Of e2 211227Z 4132 875488 AID3727
PARENTHESIS) BY REGIDHS \llfICH ARE AS fOlLOIIS: ARUSHA 1S7)
Kill MAHJ ARO 85) TANGA (65) MOROGDRO 17 3) COAST (63)
lINDI I7S1 MTIIARA (81 PERCENT) RUVUtIA (16) IRINGA 1S71
MBEYA (81) SINGIDA 7el TABORA 031 RUKIIA 11;6) KIGOMA
17 el Sk INYANGA (45) KAGERA /681 MIIANZA G61 MARA /U)

DAR ES SAL AAM /681.

4. IF AND l~EN THE EPI PROGRESS REPORTS Of 1999/91 AND
1991192 A", AVAILABLE, COVERAGE RATES IIILL BE fORI/ARDED
TO YOU.

5. REASONS fOR THE DOVNIIARD TRENDS IN VACCINATION
COVERAGE ARE AS fOLLOIIS:

AI THE PROGRAM liAS INITIATED ON CAI1PAIGN MANNER. IT
APPEARS THAT THE nOKENTUn HAS DECLINED ALONG IIITH
SHORTAGE Of RESOURCES ESPECIALLY FROM THE GOT.

C) ALTHOUGH AT THE CENTRAL LEVEl EPI PROGRAI1 SHMS TO
BE I1AHAGING \lELL PROBLEMS PREVAIL AT THE DISTRICTS AND
SERVICE DELIVERY POINTS SUCH AS; SOKE AREAS OUTREACN
VACCINATION SERVICES CANNOT BE CONDUCTED BECAUSE
DISTANCES INVOlVED ARE YOO LONG, SERVICE PROVIDERS HAVE
NO MEANS Of TRANSPORT, NO fUNDS fOR fiELD ALLOIIANCES,
REfRIGERATORS NOT IIORKING BECAUSE Of KEROSINE SHORTAGES,
POOR SUPERVISION Of i1CH/fP CLINICS. VACCINE IIASTAGE IN
SONE DISTRICT IS RECORDED AS HIGH AS 8S PER CENT, fOR BCG

AND NEASLES AND AROUND 5S PER CENT, fOR OPT, POLIO AHD
n.

C) THERE IS AN INCREASE IN HIV/AIDS, AND i1ALNUTRIVION
PREVAlENCE IN MANY AREAS \lHICH AlSO HAS CONTRIBUTED TO
THE DECLINING VACCINATION.

01 THE EPI PROGRAM IS ENTIRELY DONOR DEPENDENT IIITH
VERY LIMITED CHANCES OF GOT CAPACITY TO SUSTAIN THE

PROGRAM If DONORS DECREASE THEIR SUPPORT OR III CASE THEY
PULL OUT. fPR EXAMPLE GOT IS ENTIRELY RESPONSIBLE. FOR
THE SUPPLY or KEROSENE fOR THE REFRIGERATORS AND
STERILIZERS NATIONIIIDE. KEROSENE SHORTAGE EXPERIENCED In
KAIIY REGIONS NAS ALSO CONTRIBUTED TO DOVNIIARO TRENO Of
VACCINATION COVERAGE.

6. IUDGET: FOR THE PAST THREE YEARS TilE GOT BUDGET
REKAINS THE SANE WHILE DANIDA, WHICH IS TnE ItAIII DONOR
HAS AlREADY SHOIIN ITS INTENTION TO REDUCE ITS
COOTRIIUTI011. /HO FIGURES AVAILABLE AT TNE HOllElfTl.

7. SftORTAGES IN SUPPLIES WAS EXPERIENCED noRE AT
DISPENSARY ~LI"IC) LEVEL HAINLY DUE TO POOR ORO£IIING, OR
SOIl[ SUPPliES IlERE NOT AVAILABLE AT ALL AT REGIONAL All?
CEIITRAl LEVEL. TRANSPORT III ItAIIY AREAS ESPECIALLY ilURING
HAltllNG SEASONS IIEI ,:NS A BIG PROBLEII. EG, UIITIL dUN[
119. 2$ Of THE 12. VEHICLES '" THE FIELD VERE GROUNDED
!Iut TO LACK OF SPARE PARTS OR ACcIDENTS, III OTHER VORDS
2. DISTRICTS HAD NO COlD CHAIN TRANSPORT FACILITIES.

I. THERE HAVE NOT BEEN KAJOR CHANGES 1M THE
InNUNIIATION PROGRAn, ONLY MINOR CHANGES TO ENSURE
CONTINUATION Of THE PROGRAM. SOH[ Of THESE CHANGES ARE;

AI llECENTRAL IUTI ON Of PROGRAM "ANAGEIlENT TO REGIONAL
ANO DISTRICT LEVELS.

81 INTEGRATION Of EPI VllH OTHER PRIKARY HEAlTH CARE
I'ROGRAItS,
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CI STRENGTHENING OF HEAlTH ~AGEH£NT TEAMS AND MORE
TRAINING AT DISTRICT LEVEL.-DI GOT CONTINUE PAYING SAlARIES OF KEY STAFFS Of El'l
fROGRAM WHO ARE ENPLOYED ON S[CO"ONE"1 BASES.
nEASURING THE INPACT OF THESE CHANGES AND THE PROGRAM IN
~ENERAl ESPECiAlLY IY DISEASE SURVEILLANCE REMAINS ~

fROBLEM BECAUSE DISTRICT DISEASE REPORTS ARE LATE AND
IRREGULAR. RECENTlY (AUGUST 1992) THERE HAVE BEEN

IEpORTED HEASLES OUTBREAKS IN THE FOlLOIIING REGIONS:
COAST, TANGA, MT liAR A, RUVUMA, SHINYANGA AND KIGOMA.

,. TO ENSURE SUSTAINABILITY OF THE IMMUNIZATION PROGRAM
TUE FOLLOIIING MEASURES HAS BEEN TAKEN;

AI GOT STARTED TAKING SOLE RESPONSIBILITY FOR SOME
fROGRAM ENTITIES EG. KEROSENE SUPPLY, AND PAYMENT OF SOM£
El'l STAFF SAlARIES.

II INTEGRATION or EPI PROGRAM IIITH OTHER PHC PROGRAM TO

tEDUCE RUNNING COSTS ESPECIALLY FOR MOH.

~ COMMUNITY ENCOURAGEMENT TO CONTRIBUTE TOIIARDS HEALTH
SUVICES.

OJ RESEARCH FOR ALTERNATIVE HOOE OF PROGRAM OPERATION
Eli. EPI IS PILOTING SOlAR REFRIGERATORS TO REPLACE
I£~OSENE REFRIGERATORS.

InMUMIZATJON IS A PERMANENT EVENT IN TANZANIA, TNE COST
IOIIEVER ARE UNAFFORDABLE IY THE GOT. THE TREND FOR
li~JNIIATIOH COVERAGE IIILL CONTINUE YO GO DOlIN IF ABOVE
nENTlONED PR03~EM IlIll NOT BE SOlVED IN TINE.

1.. lIE HOPE THIS INFORMATION IS r~OUGH TO SHOll YOU VHAT
IS HAPpENING IN TANZANIA AS FAR AS IKMUNIIATIOH COVERAGE
IS CONCER/IED. lIE ARE READY TO pROV IDE YOU III TH MORE
IIlfORMATlON AS YOU IIISH. \IE REGRET ANY DElAYS IN
IESPONDI~G TO YOUR CABLE. THE DELAY HAS BEEN CAUSED BY
.,FFICULTIES IN OBTAINING OfFICiAl INFORMATION FROM THE
ftOlI fAllTICUlARLY [PI fROGRAM. DE JARNETTE

INCOMING
TELEGRAM
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PAGE 'I KAHI'Al '4762 251252Z
ACTION AID-II'

1122 "'12' AI06388 KAHI'Al 14762 2512521 1122 a"12' AI06311

ACTI ON OfF! CE AEA!l:.@1
INFO MEA-'. MCII-lf""RoPO-,1 'W-II1 POAll-n ROM-'1 HEAl-'4

pgp-16 AIfAD-'1 MOH-n POCE-'I 1135 AI 25/2UU

IIIFO lOG-IS M-riS HHS-Il6 1111811
------------------557893 25131131 '38

I 251241l AUG 92
fn AIlEIlBASSY IIAltPAlA
TO SECS,ATE WASHDC 3656
IlIfO AKEKBASSY ABIDJAN
AI'lItllASSY IIAIROBI
cot ATLANTA GA//38333//

UWCLAS KAKPAlA '4762

AIDAC

AID/W fOR ArR/ARTS/HHR, HOPE SUIIIN; AFRIEAlU; RDIN

AaIDJAII FOR REDSO/WCA/HPII

IAIROel fOR REDSO/ESA/HPN

CDC ATLANTA FOR IHPO, K. nURPHY

Eo O. 12356: lilA
SUlJECT: HEAlTH: IKHUNIZATION IN UGANDA

IH: STATE 243956

L USAID HAS 110 INVOLVEnEliT WITH TilE IHI1ONllATlON

rIOGRAH III UGANDA, AS UNICEF HAS PRO~ID£D STROMG
sarPQRT TO EPI ACTIVITIES THROUGH THE nllllSTRV Of
IEALTH SIIICE 1984. III RESPONSE TO REfTEL, UIIICEF
lAftPAlA STATES THAT EVEN THOUGH THE COVERAGE RATES ARE
IDEI/TICAl FOR 1991 AND 1991, TK~RE WAS ACTUAllV All
IIICaEASE III COVERAGE III 1591. ACCORDillG TO UIIICEf, III
1"1 w.a.o. REVISED THE PERCENTAGE USED fOR
CAl.CUlATING TME IIUIlIIER Of INfANTS III TIE POf'UlATIOII TO
4.7 PUCOT, I/llEREAS III 'REVIOUS VEW 4.' PERCENT lAO
IEEI USED. TIUS, noRE CHllDREII WERE ~ACC/NATED LAST
lUI fMAII III 115', IUT TilE RATES WERE COINCIDENTAlLY
IE W1E. m COVERAGE RATES EST~t1S1ED FOIl lOT••
m. AIID lUI VEU: .

pnCEIIT
IS
74
77
77

2. III IUD TT2 COVERAGE VAS 31 PERC(KT OVERALL. III
1JSl RATES WERE 'TATED III PREGNAMT AID MOII-PREGNANT
CoITUOIlIES IIITII It PERCEIIT OF PREGHANT FEIW.ES
l(eflYING YACCIIIE AND 22 PERCENT Of OTIERS.

J. UIJICEF ADOS TilAT At TI/OUGH THERE BAS IEEN I!O
I[CIU$[ III t:"'IIASIS 01/ EIJI III UiAIIDA, COVERAGE flAY
lEU DEClII/[ TlIS YEAR lASED 011 EVIDEIICf: SWI III TRE
nm SIlt tIOIfTlIS Of 1112. SOI1E OF TII£ ft:ASOIIS OfFEllED
IDf TIlE LACIl OF Cl'ERATIOilAL FUNDS FROtt TIlE nllllnay.
LCII tIOIlAU OF WORKERS, DETERIORATIHi COtJOITJOII OF
I'IIJrCT VEl/letU, COIfPE1'IIIG AREAS Of IITEREST F~

10lOI SUPPORT, AIID OUTIREAKS Of IIIFECTIOUS DISEASES
.. AS tEIl/lIGITIS AIID CHOlERA THAT DIVERT STAfF AND
mo mOUReES.

SHIPPY
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INFO lOG-09 AF-OO CIAE-OO DODE-09 EB-90 1003W
------------------52AD52 06109&Z 122 38

ACTION OFFICE ~
INFO AFSW-06 AF~ POSP-O! POID-O! RDAA-O! HEAL-04 ENGY-92

AMAD-9! PDCE-S! 1925 A9 06/!9!4l THUS IT CAN BE SAID THAT OPT AND MEASLES WERE RELATIVELY
STA8LE, BUT SUSTANTIAL GROUND WAS LOST ON BCG AND
TETANUS TOXOID. CONCLUSIONS DRAWN FROM THESE SURVEYS
INCLUDED THE FOLLOWING POINTS:

PAGE 01 OF 02 NDJAME 03722 00 OF 02 060847Z
ACTION AID-OO

!176 067&92 AID9&52
TTl

2
5

NDJAME 03722 99 OF 02 960&47Z
52
48
19

1176067892
II
7

II

AID9&52

R 060843Z AUG 92
FM AMEMBASSY NDJAMENA
TO SECSTATE WASHDC 4726
INFO AMEMBASSY ABIDJAN

UNCLAS NDJAMENA 03722

AIDAC

FOR: AID/~ FOR AFR/ARTS/HHR, HOPE SUKIN, NAIROBI FOR RE

E. O. 12356: NI A
TAGS: EAID, CO
SUBJECT: IMMUNIZATION PROGRAMS IN AFRICA

REF: STATE 243956

NOJ FILE CODE: HS-2

SUMMARY: ON BASIS OF VISITS/1I0RK IN SEVERAL AFRICAN
COUNTRIES MISSION HEALTH OFFiCER BELIEVES THAT PEAK
YEARS OF 1989/QO IIERE RESULT OF FRENETIC UNICEF
ACTIVITY, OFTEN TARGETED TO ACHIEVE UNIVERSAL COVERAGE
RATES ~ITHOUT APPOPRIATE ATTENTION TO STRENGTHENING
MANAGEMENT OF THE PROGRAM IIITHIN MINISTRIES OF HErlLTH,

AND IIITHOUT CONSIDERATION OF COSTS ~SPECIALLY IIITH
MOBILE STRATEGIES), AND T;;EREFORE, SUSTAINABILITY. CHAD
INMUNIZATION PEAKED IN 1989, AND THEN DECLINED FOR
REASONS DETAILED BELO~. END SUMMARY

I. IN CHAD, THE BACKGROUND OUOTE PROGRAMME H ARG I DE
VACCINATION UNOUOTE (PEV) liAS STARTED IN 1985, AND ITS
ACTIVITIES GRE~ STEADILY TO ENCOMPASS MOST OF THE
COUNTRY. THE PEV STRATEGY INCLUDES THE FOLLOIiING POINTS:
.- THE FIXED STRATEGY IS USED FOR ALL LOCALITIES LESS
THAN 5 KM FROM A HEALTH FACILITY
-- THE ADVANCED WR PERIODIC) STRATEGY IS USED TO COVER
AREAS 5 TO 20 KM FROM A HEALTH FACILITY.
-- MOBILE VACCINATION TECHNIQUES ARE RESERVED FOR AREAS
MORE THAN 20 KM FROM A FIXED FACILITY.
PEAK VACCINATION FIGURES APPEAR TO HAVE BEEN REACHED IN
1989, WHEN A QUOTE MASS CAMPAIGN UNQUOTE liAS HOUNTED.
THE 1990 FIGURES REFLECTING THE ACTIVITIES OF ALMOST ALL
THE FIXED FACILITIES SHO~ED A 20 PERCENT DROP IN BCG, A
29 PERCENT DROP IN OPT 3 AND A 31 PERCENT DROP FOR
MEASLES.

2. RECENT DEVELOPMENTS

IN JANUARY, 1990 A NATIONAL SURVEY.ON IMMUZATION ~AS

CONDUCTED USING CLUSTER SAMPLING. BOTH THE 1990 AND
1991 FIGURES FOR A COMPARABLE SURVEY ARE SHO~N BEL 011.

NATIONAL PERCENT COVERAGE AT1AINED.

IMMUNIZATION T~PE 1999 1991

BCG 59 48
OPT 29 22
MEASLES 32 33
YElLOII FEVER 3& 33

-- THE CAMPAIGNS IIERE NOT VERY SUCCESSFUL IN FIXED
FACILITIES
-- MISSED OPPORTUNITIES ACCOUNTED FOR ABOUT 19 TO 20
PERCENT, AND LACK OF ATTENTION BY HEALTH STAFF TO THE
APPROVED VACCiNATION CALENDER liAS NOTED.
-- RECOMMENDATIONS TO INCREASE COVERAGE INCLUDED:
BETTER TEACHING ON THE DESIREO CALENDER, RETRAINING
HEALTH STAFF ON BOTH THE CALENDER AND HO~ TO AVOID
MISSED OPPORTUNITIES, BETTER INTEGRATlryN INTO THE
PRIMARY HEALTH CARE ACTIVITIES, AND INTENSIF,ATION OF
ADVANCE AND MOBILE STRATEGIES.
EITHER A STABLE SITUATION OR FURTHER DECL INES CAN BE
EXPECTED IN THE NEXT TIIO YEARS. MANAGEMENT OF HEALTH
STAFF HAS DETERIORATED, SALARIES ARE ABOUT 6 MONTHS
SEHIND IN THE RURAL AREAS, ANO IMMUNIZATIONS HAVE BEEN
FREE TOOATE. THUS HEALTH STAFF CANNOT I~FORNALLY EXACT
PAYMENT FROM CL IENTS FOR PERFORMING THEM. THE COLD
CHAIN HAS DETERIORATED. UNICEF DEL IVERED THE NECESSARY

KEROSENE TO CLINICS IIITH REFRIGERATORS, AND IT NOli SEEMS
TO BE SOLO liN LlEU OF SALARY).

3. FINANCING.

UNICEF MOUNTEO A MAJOR PEV PROGRAM IN 1986. NO~ 6 YEARS
INTO A 10 YEAR PROGRAM, THE NOH HAS CONTRIBUTED ZERO
INTO IIHAT ~AS SUPPOSED TO BE AN INCREASING SHAR( OF THE
PEV BUDGET. FOR 1992, ~HIlE FINAL FIGUR':S ARE NOT

AIDAC

FOR: A1D/~ FOR AFR/ARTS/HHR, HOPE SUKIN, NAIROBI FOR RE

E. O. 12356: H/A

TAGS: EAID, CD
SUBJECT: IMMUNIZATION PROGRANS IN AFRICA

AVAILABLE, UNICEF EXPECTS TO HAVE A SLIGHT DECREASE IN
FUNDING AVAILABLE.

4. SHORTAGE S.

THESE ARE NOT A MAJOR CAUSE OF THE PROBLEMS, THROUGH
PERIODIC OUTAGES OF SPECIFIC VACCINES AND NEEDLES HAVE
OCCURED.

5. CHANGES IN PROG~AM.

THE TIIO MAJOR CHANGES ~HICH HAVE OCCURED RECENTLY ARE
RESTRICTING THE TARGET AUDiENCE TO CHILDREN UNDER A

YEAR, AND INTRODUCING TT 5 FOR PREGNANT MOTHERS. IT IS
TOO SOON TO MEASURE THEIR EFFECTS.

6. SUSTAINABILITY.

NO NEil MEASURES BEING TAKEN NATIONIiIDE ARE KNOIIN TO
MISSION. IT IS QUESTIONABLE FOR HOW LONG THE DONORS CAN
CONTINUE TO SUSTAIN EPI PROGRAMS IIITHOUT FINANCIAL
OBLIGATIONS ON THE PART OF THE GOC. BOGOSIAN
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ACTION OFFICE
INFO AFEA-04

PODI-01

AFAR-05
RDPO-01
AFON-06
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POCE-01

RDAA-fZll PRPC-J2 HEAL-04
/027 A0 07/2143Z

AMAD-01
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R fZl71350Z' AUG 92
FM AMEMBASSY NAIROBI
TO SECSTATE WASHDC 9782

UNCLAS NAIROBI 17559

AIDAC

FOR AFR/ ARTS/HHR, HOPE SUK I N

E. O. 12356: N/A
SUBJECT: HEALTH: IMMUNIZATION PROGRAMS IN AFRICA

REF: STATE 243956

1. NATIONAL IMMUNIZAT:;:ON RATES IN KENYA HAVE NOT
RECENTLY DECLINED AND ARE CURRENTLY SEEN AS RELATIVELY
STABLE.

OF
WITH
AND

2. WHILE COVERAGE RATES HAVE NOT DECLINED IN RECENT
YEARS, TECHNICAL ASSISTANCE THROUGH THE REACH­
COORDINATED MEASLES INITIATIVE PROJECT, IS BEING
PROVIDED TO THE NATIONAL EPI PROGRAM WITH THE GOAL
IMPROVING'CURRENT COVERAGE LEVELS FOR ALL ANTIGENS,
A SPECIAL FOCUS ON MEASLES. CONSISTENTLY, PERIODIC
ROUTINE SURVEILLANCE DATA INDICATE MEASLES COVERAGE

RATES .LESS THAN 613 PERCENT IN SOME DISTRICTS) ARE THE
LOWEST FOR ALL ANTIGENS. ALL ASPECTS OF EPI SERVICE
DELIVERY ARE BEING REVIEWED IN AN ATTEMPT TO IDENTIFY
AND PROPOSE MEANS TOWARDS MINIMIZING ANY BARRIERS TO
ATTAINING HIGHER MEASLES COVERAGE RATES.

3. THE CURRENT STATUS OF IMMUNIZATION LEVELS IN KENYA
WILL SOON BE ASSESSED IN A UNICEF-SPONSORED NATIONAL
COVERAGE SURVEY TO BE CONDUCTED IN 1992 BY THE CENTRAL
BUREAU OF STATISTICS AND THE MINISTRY OF HEALTH. REACH
TECHNICAL ASSISTANCE IS BEING PROVIDED. TO UNICEF IN
DEVELOPING THE SURVEY PROTOCAL'AND IN DATA ANALYSIS AND
INTERPRETATION. DONOR AGENCIES ANO THE NATIONAL KENYA
EXPANDED PROGRAMME ON IMMUNIZATION WILL, THUS, HAVE MORE
CONCLUSIVE DATA ON RECENT COVERAGE TRENDS ONCE THE
SURVEY DATA ARE RELEASED. HEMPSTON~
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UNCLAS YAOUNDE R7(4~

AFRI AR rS/HHR FOR MS. HOPE DUK IN

YAOUND 8744~ 189929l 9644 873117 AID9S87
4. SUPPLIES: DUE TO GRC BUDGETARY C014STRAINTS,
USAID/CAMEROON EXrECTS TNAT THERE ~ILL BE AN OUGOING
PROBLEM IN THE 1999'S ~ITH VACCINE SUPPLIES.
USAID/CAHEROON HAS DISCUSSED ~ITH THE MOH THt
POSSIBILITY Of USING LOAN MONIES fROM THE VORLD BANK'S
HEALTH SECTOR PROGRAM NOW IN DEVELOPMENT TO AMELIORATE
THIS PROBLEM, TO DATE, THERE HAVE BEEN NO SHORTAGES
OF OTHER VACCINATION-RELATED SUPPLIES.

~. VACCINATION STRATEGIES: AS MENTIONED ABOVE, THE
MOH IS IN THE PROCESS OF FULLY INTEGRATIHG
VACCINATIONS INTO ITS NEil PHC PROGRAM. SPECIFICALLY,
VACCINATIONS IIILL BE ADMINISTERED AS ADAILY ACTIVITY
IN HEALTH CENTERS; VACCINES WilL BE DELIVERED BY PHC
LOGISTICS SYSTEMS; AND VACCINATION MONITORING AHD DATA
COLLECTION IIILL BE FOLDED INTO PHC SUPERVISION AND
HEALTH INFORMATION SYSTEMS.

9644 873117 AID9997

11/99312

Af-S9 19S211
------------------~6CfD8 189922Z 138.

ACTION OfFICE AFAR-9~

INfO AFCII-S3 AI1A~ 1999 A9

INfO LOG-SS

PAGE 81 YAOUND 87 44~ 188929l
ACTION AID-SS

R 18S918Z AUG 92
FM AMEI1BASSY YAOUNDE
TO SECSTATE IIASHDC 1987

£. O. 17356: NIA
SUBJECT: IMMUNIZATION PROGRAMS IN nfRICA - CAMEROON

REF: STATE H39~6

RESPONSES TO REF TEL ARE AS FOLLOIIS:

6. SUSTAINABILITY: EVIDENCE FROM !'HC PILOT PROGRAMS
INDICATE THAT THE RECURRENT COSTS Of VACCINATION
SERVICES ([XCEPT FOR VACCINES) CAN BE BORNE BY
EXISTING COST RECOVERY MEASURES ~EES FOR SERVICES AND
SALES Of DRUGS). COOK

1. VACCINATION COVERAGE IN CAMEROOR: THE LAST
NATIONIIIDE VACCINATION COVERAGE SURVEY IN CAMEROON WAS
CONDUCTED IN DECEMBER 1999. THE RESULTS \/ERE AS
rOLL OIlS: MEASLES 38 PERCENT; DPT-) 44 PERCENT;
POLI0-3 42 PERCENT; BCG 74 PERCENT; COMPLETELY
VACCINATED 27 PERCENT; AND TT-2 FOR PREGNANT WOMEN 28
PERCENT. ITHESE FIGURES ARE BA~ED ON VRITTEN EVIDENCE
FROM HEALTH CARDS ONLY). THERE IS NO INDICATION THAT
VACCINATION COVERAGE HAS DECLINED SINCE THIS SURVEY.

CAMEROON HAS TRADITIONALLY HAD LOIlER VACCINATION
COVERAGE RATES THAN SOME OTHER AFRICAN CDUNTRIES
BECAUSE OF ITS POORLY FUNCTIONING HEALTH SYSTEM,
PERIODIC RUMORS ABOUT THE SAFETY or GOVERNMENT
ADMINISTERED VACCINATION PROGRAMS, AND THE MINISTRY or
HEALTH'S DISINCLINATION TO MOUNT LARGE-SCAlE
VACCINATION CAMPAIGHS TO TEMPORARILY BOOST COVERAGE.

2. EXPECTED TRENDS: USAID EXPECTS THAT VACCINATION
COVERAGE RATES ~ILL BEGIN SLOWlY TO INCREASE IN THE
1990'S DUE TO THE IMPLEH£NTATION Of THE HIMISTRY Of
NEAL TH' S NEWl Y ADOPTED PRIMARY UEAl TH CARE (PH C)
PROGRAM BAStO ON THE INTEGRATION Of SERVICES AND
COMMUNITY FINANCING. ACCORDING TO THIS .E~ PROGRAM,
VACCINATIONS \lILL SECOnE AH INTEGRAl PART Of THE DAIL Y
ACTIVITIES OF HEALTr. FACILITIES AND Of REGULARLY
SCHEDULED COMMUNITY OUTREACH VISITS. ~EE YAOUNDE
5B23 fOR A FULL DESCRIPTION Of TNIS NE~ PHC PROGRAM).
IN THE PILOT PHC PROGRAMS HO~ UNDER~AY, VACCINATION

COVERAGE IS ON THE INCREASE.

3. BUDGETS fOR IMMUNIZATION: DUE TO ~~ftUU" ~

ONGOING ECONOMIC CRISIS, THE MINISTRY Of NEALTH'S
IUDGET fOR THE EXPANDED PROGRAM ON IMMUNIZATION ~Pl)

MAS DECLINED SIGNIFICANTLY, AS A RESULT, THE MINISTRY
Of HEAl TH !I1OH) UAS GREATL YCURTAILED ITS PURCHASE Of
VACCINE.

USAID/CAMEROON AND OTHER DONOR FUNDING FOR HEALTH HAS
MOVED AllAY FROM SUPPORT Of ·VERTICAl" PROGRAMS LIKE
EPI AND DIARRHEAL DISEASE CONTROl AND TO~ARDS SUPPORT

or THE MOH'S NEil INTEGRATED PHC PROGRAIl UNICEF,
WHICH IS THE PREDOMINANT OONOR Of THE NATIONAL EPI,
lAS MAINTAINED fAIRLY STEADY SUPPORT FOR THE PROGRAM.


