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I INTRODUCTION

In Africa, diseases that are preventable through vaccination contribute 20% of
the undEFage 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
nriority 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",
Over the decade, tremendous progress was made in immunization coverage and
disease prevention 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 scme 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.

il THE IMPACT OF IMMUNIZATION ON CHILD MORTALITY

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

' In Africa, a slightly lower goal of 75% coverage was set for 1990.
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tetanus and pertussis. (WHOQ/CEIS, 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 measies incidence and child mortality.

A

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 alil 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 al,
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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lil. STATUS OF IMMUNIZATION PROGRAMS IN AFRICA:
COVERAGE AND DISEASE REDUCTION

Progress in Immunization Coverage in Africa

During the late 1980's astounding progress was made in the improvement of
- immunization programs in Africa. As shown in Figure 2, regional coverage rates for
vaccines against tuberculosis (BCG), diphtheria, pertussis and tetanus (DPT),
poliomyelitis (OPV) and measles nearly doubled between 1986 and 1990. (UNICEF,
7/28/92)

Figure 2

CHILDHOOD IMMUNIZATION COVERAGE
AFRICA: 1986—-1990
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A regional coverage rate of nearly 60% in 1990 for the third dose of DPT 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
evaluate health 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

MEASLES VACCINATION COVERAGE 1984-91
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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
vaccinage'n coverage indicate that over 675,000 childhood deaths from measles,
tetanus and pertussis are prevented in Africa annually. {(WHO/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 necnatal
tetanus have been documented. Measles vaccination coverage and nicacles
incidence in three countries are shown in Figures 4 and 5 respectively. (CDC/USAID,
1990-91)

Figure 4 Measles Vaccine Coverage
Three CCCD Countries
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Immunization Program Challenges to be Faced in the 1990°s

Dggpite these laudable achievements, the Africa region still suffers from the
world's highest infant and child mortality rates and lags behind al' 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 inipcrtant cause 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

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.



Figure 7

o CHILDHOOD IMMUNIZATION: OPV3 COVERAGE
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Within the Africa region, there is widespread variation in coverage levels. As
noted previously, sorme countries have achieved and maintained high coverage levels.
However, the average OPV3 coverage for West Africa in 1990 was 50%, ten
percentage points 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 Countries" 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)



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 "zero" 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
assessed. However as shown in Figure 8, coverage in some countries is disturbingly
low and/or unstable.

Figure 8

MEASLES VACCINATION COVERAGE 1984-1991
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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 ail countries have
reported yet and there is some variation in the numbers depending on the source (i.e.,
surveys versus 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 coverage 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
future 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 poilio 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, vaccination 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




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 peopie is estimated to be as low as
1:10,3457TUNICEF, July 1992)

During the 1990’s, many countries are moving towards more comprehensive,
integrated health programs. 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 immurization.

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 impiications 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, ltalian,
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. [t 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 palicy
develop“nlents 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 1930.

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, the "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 engines".

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
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spacing, activities in acute respiratory infection control, health systems development,
vector control, water quality, malaria, nutrition of women, women’s health,
orphang/displaced 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 engines" 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 ratzs is the level of funding provided
for immunization programs. In this section, recent funding trends for immunization
prograrns 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%

Sugervision 20%

Vaccines 10-12%

T?a'nsport 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 "total cost per fully immunized child". 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 nave focused a lot of donor attention on the cost of
vaccines as a critical component of immunization programs. Vaccine prices since
1986 are outlined in the table beiow. 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 during the same period. (UNICEF, April 1992)

Figure 9
UNICEF Vaccine Prices Per Vial (US$)
Vaccine Doses , 1986 1987 | 1988 | 1989 | 1990 1991 1992
per Vial | L
BCG 20 0.82 087 |1.10 j1.10 | 1.00 1.10 1.30
_EPT 20 0.44 0.68 O..85 0.78 | 0.80 0.90 1.15
OPV 20 043 | 085 |[095 [085 |0.95 1.10 1.40
Measles 10 0.68 154 | 145 [1.30 |1.16 1.35 1.80
7 20 0.38 038 | 050 |040 |040 0.55 0.65

Source: UNIPAC/Supply Division

This increase in vaccine prices is significant and will have serious 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 Support of Inxmunizatiocn Programs in Africa

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

African Governments

National governments have most often covered the 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 governments 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 reflect the relative dominance of
donor organization priorities and levet of resources rather than a lack of commitment
on the part of national governments. The availability of donor resources may iead 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 betwren
0.1% and 0.5% of their gross domestic product (GDP) 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 GDP, this
allocation to immunization would be very significant, and more than likely, not feasible.

if countries were to allocate 0.1% of their GDP 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 thai long before 0.1% of the GDP of these ccuntries 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 resources".
(REACHJebruary 1990)

Donors

Within current immunization programs, vaccines, training, supplies, vchicles,
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 EP! 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. (WHO, May 1992)

UNICEF

UNICEF serves as the primary donor? 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, vehicies, training, supplies,
social mobilization and other program costs.

In 1990, UNICEF allocated $155 miilion 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 UNICEF's inajui cmphasis 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 may request 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 1889. Thirteen country
programs are currently experiencing shortfalls in funding. For Benin, Chad, Congo,
Liberia 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 ltalian 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 "health"
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 ltems (millions)

Budget 1986 (%) | 1987 (%) | 1988 (%) | 1989 (%) | 1990 (%) | 1991 (%)
ltem

" 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 $10Q million. Although this amount is substantial, it is not clear how much impact it
will yield in light of growing populations, continuing efforis 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 "PolioPlus" 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 "PoiioPius" 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
wwards countries and regions that have specific polio eradication plans and are 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 has been an
important bilateral donor to immunization programs in Africa. A major channel for
USAID support to immunization programs in Africa during the 198('s was the Africa
Child Survival Initiative - Combatting Childhood Communicable Diseases (CCCD)
Project.

' USAID funds have primarily 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 "Buy
America" policies, USAID generaily does not have a comparative advantage in
procurement. Vaccines from the United States cost anywhere from 5 to 100 times
more than vaccines procured internationally by UNICEF.® Needles can be purchased
from New Jersey at competitive prices.

USAID funding for immunization during the late 1980’s can be summarized in
terms of obligations. Expenditure 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. this figure does not include centrai 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.R.,
Cote d’lvoire, 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 result of the termination of the regionai CCCD Project. Aiso, USAID has
nearly stopped direct procurement activities for immunization in Africa. In 1991, only

% In 1992 UNICEF pays $0.03 for a dose of TT, $0.06 for a dose of DPT, $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 TT, $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 Africa durina the late 1980's was plentiful. A great
deal of financial, logistic and technical 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 iikely 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 countries 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 EPl 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 opan-ended
commitment to provide necessary resources as long as the country partner continues
to demonstrate commitment and political will by providing a fixed [increasing] and
substantial share of national economic resources to the program." (REACH, February
1890)

DELIVERY STRATEGIES
The types of vaccine delivery strategies pursued strongiy influenced program

coverage 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.
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Definitions of Different Strategies for Vaccine Delivery
Four main strategies are used to deliver immunization services. They are:

Eixed Facilities: This strategy provides immunizations at fixed health facilities, such as
health centers, clinics or outpatient departments of hospitals. The ideal situation
would be ¢o 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.

QOutreach: Outreach immunization sites are fixed places away from heaith 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.

Mobile Teams. In areas that are (00 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 all 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 or acceieiction 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 according to the type of delivery
strategi'ﬁsed. In Africa, one study found fixed facilities to be the least expensive
approach at about $7 per fully immunized chiid. 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 lll, 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 WHOQO, 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 heid that year. (WHO et al, 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 cn 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 accelerated

activities. Nigeria is one of the countries to experience a drop in coverage during
1991. In Chad, mass campaigns ended in 1939 in favor of intensifying fixed facility
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activity. The resuit was a 20-30% drop in coverage rates for all antigens in 1990 and
continuing through 1991. (CABLE, 8/6/92)

it Seems 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, acceleraicd
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 locally appropriate and efficient combinations of delivery
strategies that reach the maximum populations, but do not detract from the longer
term process of 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 centinue 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 sustainebility. 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 manner uiai encourages integration of child survival
activities,

* Local Financing: Increasing portion of overail 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,
r%?pectful 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 typos 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.

Documenting the effectiveness of immunization programs in reducing disease in
Africa is problematic. Current data on disease incidence are woefully inadequate. As
an example, all of Africa reported 611 cases of polio to WHO in 1990. Calculations
based on incidgnce and population estimate 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, \he 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 wili 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 delivery 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
mobilize 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 1V,
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
increasi‘ﬁ’é 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 tha costs of
immunization during the 1990’s, they will become more prepared to take over the
programs as donors gradually 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, talenied 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, inciuding diarrheal disease control
and acute respiratory infection control. However, EPI training programs are not yet
fully integrated within the existing education and health care systems. In-country
training courses sponsored by a variety of donors have rot 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 need it. In addition, EPI
workshops are most often held outside of the countries’ 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 in 110w aiid What 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 importarice in terms of sustainability.

i
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. Two eonditions,
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 the-share of the governments’ contribution and enhancing institutional
capacities can certainly strengthen immunization programs in Africa and reduce the
level of external resources required.

V. initiativés for the 1990’s

Governments and donors recognize the need for continued progress in
immunization coverage, disease reduction end 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 goais are reviewed. Although the neonatal tetanus
initiative is very relevant to Africa where TT 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. |t
specifically targets measles, the most serious of the vaccine-preventable diseases in
Africa in terms of childhood morbidity and mortality. 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 "shortages of vaccines 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. These projects provide intensive technical assistance
in management, 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 DPT 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 constraints. 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 sole 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 intcncive technical assistance is needed to improve immunization programs in
most African countrigs. It suggests the need to re-evaluate the extent to which
program resources are meeting the countries’ priority immunization needs.
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Polio Eradication

As mentioned previously, the global polio ¢ 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 towards 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 currently 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
laboratorv 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 giobal priority which is
net 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, the 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 the 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.

Initiatives Designed for Sustainability
The Children’s Vaccine Initiative

The problem of vaccine supply is being addressed through a major initiative
spearheaded 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
industrial and developing countries based on population size and relative wealth.
Countries were categorized according to their potential for engaging in vaccine
production or shiare 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 chiidren 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 VIl 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 obkjective of the VIl 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
imrnunization 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
miliion in mission funding) to the gliobal VIl. 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 VIl revolving fund include GNP per
capita, government interest, level of immunizaiion coverage (i.e., 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 criteria, it is anticipated that Sub-Saharan African
countriei 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 Vil
revolving fund. First, the establishment of a revolving fund will require countries to
create a line item on the government budget for EPI vaccines, even if they are only
naying 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 VIl can be an important step towards greater sustainability of
immunization programs, its limitations must be acknowiedged. Vaccines, as noted
previously, only comprise 10-12% of im ..unization 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.?

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 ltaly 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 tc policy
resistance and administrative constraints. (UNICEF, July 1992)

* 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 akout 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 appear 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 8/11/92) However, it is important to note that with a limited target
population and a prolonged process approach, this I[nitiative 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
"overexertion" 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. Changes in donor commitment, funding leveis 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 personnal 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 and
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 Appreach 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 this 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’s.
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 veiucai £2sis, outside of the existing
health care infrastructure. Some of the new initiatives, 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.
Coveraé? 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 informaticn
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.

Vil. RECOMMENDATIONS

® Analysis of Coverage Rates: 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.

o 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 1o
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.

e 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
individuai donors (e.g., UNICEF and procurement) and complementarity of
donor inputs should be guiding principles in this process.

Strateqy 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 ard 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 are
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 VIl 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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BCG
CCCD
CDC
CEIS
DPT
EPI

FIC
GAG
GDP
HIV
OoPV
oyB
REACH
17T

ucCl
UNICEF
USAID
Vil
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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SUHHARY: 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°7S~+ 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 IMHUNIZATION
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 1885 TO NEARLY LO PERCENT IN 1990. HOWEVER,
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SOME COUNTRIES HAVE REPORTED LOWER CHILDHOOD VACCINATION
COVERAGE~RATES IN 1991 THAN WERE REPORTED FOR 19190.
PRELIMINARY INTERNATIONAL DATA INDICATES THAT THERE MAY
HAVE BEEN DECLINES IN GHANA~ MALX+ NIGERIA- SENEGAL-
TANZANIA~+ CAMEROON. HOWEVER- DEFINITIVE NUMBERS ARE
DIFFICULT TO OBTAIN AT THIS TIME.

B} HMISSIONS ARE REQUESTED T¢ PROVIDE THE MOST RECENT
NATIONAL COVERAGE RATES FROM THEIR COUNTRIES. INDICATING

THE SOURCE OF THE DATA.

€Y IF VACCINATION COVERAGE RATES HAVE RECENTLY DECLINED-
OR IF THEY HAVE SHOWN SIGNS OF INSTABILITY- MISSIONS ARE
REQUESTED TO ANSUER THE FOLLOWING QUESTIONS:

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

¢} ARE THESE® TRENDS EXPECTED TO CONTINUE OR IS COVERAGE
EXPECTED TO STABILIZc?

3} WHAT HAS HAPPENED TO THE BUDGET FOR_IMMUNIZATION.
INCLUDING BOTH THE DONOR AND GOVERNMENT CONTRIBUTIONS?

5

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 TIMMUNIZATION PROGRAM.
STRATEGIES AND ACTIVITIES? IF S0. WHAT ARE THESE C(HANGES
AND HOW HAVE THEY AFFECTED THE PROGRAM?

b} SPECIFICALLY~ WHAT MEASURES. IF ANY. ARE BEING TAKEN
TO ENSURE SUSTAINABILITY OF THE IMMUNIZATION PROGRAM? HOUW
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 T0 KEEP ABREAST OF C(HANGES IN EPI COVERAGE-
FPARTICULARLY 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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PLEASE SEND YOUR RESPONSES TO AFR/ARTS/HHR ATTENTION:

HOPE SUKSMN BY AUGUST 21+ 1992. THANK YOU. ye

Py

UNCLASSIFIED

\l"
A



UNGLASSIFIED

IFRLUMNMT XU

TELEGRAM.

AGENCY FOR INT'L DV
TELECOMMUNICATIONS  CENTER

PAGE 81 BUJUHB A3358 @717171 8689 868988 AID1721

ACTION AID-68

ACTION OFFICE AFAR-@5

INFO AFEA-B4 POSR=y RDAA-#1 HEAL-84 SEOP-81 SERP-71 AMAD-81%
POCE-81 /818 A8 08/29441

INFO L0G-B8  AF-58 /8824

R 8717141 AUG 82

FH ARZMRASSY BUJUMBURA

T0 SECSTATE WASHDC 1946 -
INFO AHEMBASSY NAIROBI

UNCLAS BUJUHBURA 83358
AIDAC

AID/W FOR AFR/ARTS/HHR:HOPE SUKIN
~ NAIROBI FOR REDSO/ESA/RHPHO

E.0. 12356: N/A
SUBJECT: IHMUNIZATION PROGRAMS IN AFRICA

REF: STATE 243956 . »

1. HOST RECENT NATIONAL COVERAGE RATES FOR BURUNDI,
ACCORDING TO THE ANNUAL VACCINATION REPORTS FROM
PEVCCCD PROGRAH/MINISTRY OF HEALTH/BURUNDI (1998,
1991), ARE AS FOLLOWS:

- 1939 ) 1391
BCG 984 88%
DPT 3 86¢& 842
HEASLES 15¢& 75&
POLIC 3 86¢& 38

BURUNDI IS ONE OF THE LEADING COUNTRIES IN HEETING
VACCINATION COVERAGE GOALS. AS THE FIGURES ABOVE
INDICATE, FOR THE MOST PART, THE EP! PROGRAM HAS
BEEN ABLE TO SUSTAIN THE HAJORITY OF VACCINATION
COVERAGE RATES. ALTHOUGH 2& CECREASES OCCURRED
WITH BCG AND DPT 3, HEASLES REMAINED AT THE SAME
LEVEL AND POLIO 3 ACTUALLY INCRFASED 4%

2. THE FOLLOWING PARAS CORRESPOND WITH THE
QUESTIONS POSED IN SECTION C OF REFTEL:

A) THE MOH CITES THE POLITICAL PROBLEHS OF NOVEMBER
199} AS THE REASON FOR THE DECREASES.

SPECIFICALLY, COVERAGE DECLINES OCCURRED IN
PROVINCES WHERE THE HOST FIGHTING TOOK PLACE.

B) COVERACE 1S EXPECTED TO, AT A MININUH, REMAIN
STABLE. USAID/BURUNDI’S PROPOSED HEALTH PROJECT
WILL ADDRESS SUSTAINABILITY AND COVERAGE RATE
INCREASES. THUS FAR, EPI IS CLEARLY.A HOH PRIORITY
PROGRAN.

C) USAID HAS GIVEN FUNDS FOR VEHICLES, GAS, AND
REPAIRS. UNICEF AND THE ROTARY CLUB SUPPLY THE
VACCINES. UNICEF HAS ALREADY CONTACTED US

INFORHALLY TO SAY THAT IN THE LONG RUM, THEY WILL
NEED FUTGRE SUPPORT FROM USAID TO COVER VACCINE
COSTS. IT 1S DIFFICULT TO ESTIMATE GRB
CONTRIBUTIONS

BUJUHB 833358 8717171 8689 068988 AID1I21

D) SHORTAGES NiD NOT OCCUR.

E) THE MOH EPI PROGRAM {S CURREMTLY BEGINNING A NEW
FOCUS ON THE ERADICATION OF POLI10O, NEO-NATAL
TETANUS, AND REDUCTION OF MEASLES. IT 1S TOO EARLY
TO DETERFINE IF THIS STRATEGY IS HAVING AN IHPACT.

F) THE MOH HAS LINKED SUSTAINABILITY OF THE EPI
PROGRAN TO BURUNDI’S ADOPTION OF THE BAHAKO
INITIATIVE (1.E., COST-RECOVERY AND COMMUNITY
PARTICIPATION IN THE DELIVERY OF ALL HEALTH
SERVICES, INGLUDING EP), THE PROPOSED
USAID/BURUNDI HEALTH PROJECT INCLUDES FUNDS AND
EXPERTISE TO HELP THE MOH ADDRESS THIS ISSUE
PERRY

i
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E.0. 12356: WA

SUBJECT: MEALTH: (HHUNIZATION PROGRAM IN AFRICA

REF: (A} STATE 243336, () ABIDJAN 12778

1. HISSION ACKHOMLEDGES RECEIPT OF YOUR CABLE OM THE
ABOVE SUBJECT. THE EPIDEHIOLOGY DIVISION OF THE HIHISTRY
OF HEALTH, GHANA, HAS COKDUCTED THO WATIONAL IMMURIZATION
COVERAGE ASSESSHENTS, THE HOST RECEHT M MARCH $392. THE
FIGURES BELOW IMDICATE IMNUMIZATION COVERAGE OVER TIif.

- HARCH 1982 1988 188
VACCIKE  RATE PERCENT  RATE PER CENT  PER CENT
8.C.G. 88.2 G8.8 36. 8¢
POLIO 1 69.3

POLIO 2 $7.9

POLIO 3 46.3 31.0 1.8
0PT 1 70. 8§

oPT 2 $9.1

oPT 3 43.9 40.8 1.8
MEASLES 4.9 3.8 28.§

ESTIHATED FIGURES

SOURCE: MOH ~ PHC/EPI/CDD REVIEW - MARCH 1932
- WHO CLUSTER SANPLING METNCS.

UNFORTUNATELY, THESE FIGURES, WXICH ARE EXPECTED TO BE
PUBLISHED FOR IHTERMATIONAL COMPARISONS, ARE SUSPECT.
OXE OBSERVEHX OF THE STUDY DOCUNENTED VIOLATIOH OF THE
SURVEY PROTOCOL {H A WAY TRAT MAY SIGNIFICANTLY IKFLATE
THE REPORTED RATES.

2. OTHER SOURCES GF INFORMATION, SPECIFICALLY SERVICE
PROVISION REPORTS FRON THE EPIBEMIOLOGY DIVISION OF THE
HON PROVIDE FIGURES WHICH ARE SICKIFICANTLY LOWER, 1331
MUHITATION RATES ACCORDING TO THESE REPORTS ARE: 8CG,
548, MEASLES 338, POL10-2 39¢, AMD DPT-3 38& THE
HISSI0M BELIEVES THAT THESE FIGURES ARE A BETTER
REFLECTION OF THE INHUMIZATION SITUATION IN GHANA, BUT
THERE 'ARE NO RARD DATA TO SUPPORT A FIRM DECISION. ALL
REPORTED FIGURES SHOULD BE VIELED AS BEING IHDICATIVE,

AXD NOT DEFINITIVE. REGARDLESS OF OME‘S VIEW OF THE
SATA, LITTLE PROGRESS HAS BEEN MADE OVER THE LAST FOUR
VEARS.

7628V
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3. UKFORTUNATELY HANY HEALTH WORKERS EXPECT A DEGLINE
IN COVERAGE IN COKING YEARS WITH THE CMANGE (M EPI
PKOGRAH STRATEGY. IM THE MID ‘88'S THE GOVERNHENT OF
GHANA EHPHASIZED MASS IMMUNIZATION CANPAIGHS AS THE HAIM
STRATEGY FOR ATTAINING THE GOAL OF 849 PER CEMT COVERAGE
OF THE UNDER 2 YEAR OLDS BY 1998. THIS STRATEGY CANE TO
AN END IN 1390 WiTHOUT A PLANHED PHASING OUT PROGRAN, IN
TERMS OF ORGAMIZATION AND RESOURCE HOBILIZATION WHICH
WOULD BE EFFECTIVE FOR PROVIDING ROUTINE (HHUNIZATION
SERVICES AT STATIC AND OUTREACH HEALTH UKITS

COUNTRYWIDE.

4. IN ORDER TO AVERT THE EXPECTED DECLINE IH
IHHUNIZATION COVERAGE, A HENISTRY OF HEALTH TASK FORCE
IS CURRENTLY WORKING OUT THE ORGANIZATIONAL AND RESOURCE
MOBILIZATION STRATEGIES FOR ROUTINE IRHUNIZATION AT ALL
STATIC AND OUTREACH HEALTH UKITS COUNTRYWIDE AS PART OF
THE PACKAGE FOR CKILD SURVIVAL AHD DEVELOPHEMT PROGRAM.
IT IS EXPECTED THAT THIS STRATEGY WillL HOT ONLY
STABILIZE BUT (NCREASE COVERAGE TO THE LEVEL OF REBUCIHG
THE INGIDENCE OF IHHUNITABLE DISEASES.

S. THE GOVERNMENT OF GHANA AHD DONOR AGEMCIES SUCH &S
UNICEF, WHO AND SOHE NGOS HAVE SUPPORTED THE EP! PROGRAH
WITH THE WEEDED SUPPLIES SUCH AS YACCINES, COLD CHAIN
EQUIPHENT, NEEOLES AND OTHER LOGISTICS. THERE ARE
CONTINUOUS CONMPLAINTS FROH THE FIELD THAT PROVISION OF

NEEDLES AKD SYRINHGES NAS BEEN [MADEQUATE. [T IS UNCLEAR
WHETHER THIS IS DUE TO INADEQUATE PROCURENENT OF
EQUIPNENT OR WHETHER (T 1S DUE TO THE KNOWN HAJOR
PROBLENS WITH THE INTERNAL DISTRIBUTION SYSTER IN PARTS

OF THE COUNTRY.

6. A HAJOR CONCERM IS THAT UNICEF 1S MARKEDLY REDUCING
1TS CONTRIBUTION TO EPI FROH USD 1.39 MILLION 1H 1831 TO
6.56 HILLION [H 1392 AND AN AVERAGE OF £.5 MILLIOM
ANHUALLY 1393 TO 1985. SINCE APPROXIMATELY HALF OF
UNICEF’S GHANA BUDGEY 1S EXPECTED TO COME FRON CURRENTLY
URFURDED SUPPLEHENTARY FUNDING, (T IS UNCLEAR MOW MUCH
WillL ACTUALLY BE HADE AVAILABLE. THE HISSION IS UNAWARE
OF OTHER MAJOR DOXORS BECOMIMG INVOLVED iX EPL.

7. SINCE THE MINISTRY OF WEALTR DOES NOT SPLIT OUT EPI
PROGRANS IH TS BUDGET FIGURES, T IS IHPOSSISLE TO
DETERMINE WHAT DIRECTION BUDGET SUPPCRT (S HOVING.

8. A SPECIFIC EQUIPXENT PROBLEH TRAT UAS RECENTLY
REVEALED WAS THE FAILURE OF 35 SH1SS SOLAR REFRIGERATORS
WITHIN THREE WOATHS OF INSTALLATION IN 1987. THESE WAVE
HOT VET BEEN REPAIRED. FOUR VEARS WERE COKSUED N
CONDUCTIHG AN INDEPENDEHT EVALUATION, AND PROCUREMENT OF
PARTS. AK ADDITIONAL WINE MONTHS HAVE PASSED WMILE TRE
PARYS HAVE LANGUISKED AWAITIHG PORT CLEARAMCE. K 83
NOT KNOW THE EFFECT TH!S HAS WAD Od THE OVERALL EPI
PROGRAN, SIHCE SOLAR REFRIGERATORS -SEEXN OH HISSION SITE
VISITS HAVE BEEM FUNCTIOHING AS IRTEKDED. THE HISSION

"WISHES TO STRESS THAT YHESE UNITS WERE NOT REPEAT WOT

PEOCURED BY USAID OR WITH USAID FUNDS,

9. NEASURES BEING TAKEW &0 ENSURE SUSTAIMABILITY OF THE
IHIURITATION PROGRAN INCLUDE: -

(A} STRENGTHEWING OF THE DISTRICY HEALYM SVSTEN WITN A
REVISED FRAHEWORK FOR COMHUNITV BASED HEALTN CARE,

@) IKCREASIKG PHYSICAL ACCESS TO POPULATION, HEALTN
AND HUTRIVIOH SERVICES IM ORDER TO OFFER (MTZGRATED AND

COHPREHENSIVE SERVIGES PAGKAGE,

(C) DEVELOPING POPULATION, HEALTH AND HUTRITION

INCOMING
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SERVICES 70 IWCLUDE:

- THE INTRODUCTION #MD.USE OF COHMUMITY REGISTERS TO
INPROVE RECORD KEEPING ON VITAL EVENTS AND ASSISY IM
TRACKING COVERAGE OF SERVICES SUCH AS IHMUNIZATION.

- THE ESTABLISHKEKT OF COHNUNITY BASED GROWTH
BOKITORING SYSTEH,

= THE TRAINING AND SUPERVISION OF VILLAGE HEALTH
WORKERS SUCH AS TRADITIONAL BIRTH ATTENDANTS (TBA'S) TO
EMSURE PROPER ANTENATAL, DELIVERY AND POSTNATAL CARE AND
{HCREASED ACCESS TO FANILY PLANNING SERVICES,

~ INCREASED RELIANCE ON COMMUMITY BASED DISTRIBUTION OF
HOCERN CONTRACEPTIVES THROUGH VILLAGE NEALTH WORKERS
SUCH AS TBA'S, COMNUNITY CLINIC ATTENDANTS (CCA’S) (N
THE BAHAKO IKITIATIVE, CRENICAL SELLERS AND HARKET
SOMEN,

~ EXPANSION OF THE ROLE OF THE GHANA SOCIAL HARKETING

PROGRAN (5SHP) 1M THE PROMOTION OF INTEGRATED AND )
CONPREHENS|VE MATERMAL AND CHILD HEALTH FAMILY PLANNING

®CH/FP) SERVICES. -

- SUB COHTRACTING OF SERVICES TO WGO'S.

THESE HEASURES FORM PART Of YHE PROGRAH OF ACTIVITIES IN
THE KEALTH SECTOR IN THE GHANA NATIONAL PROGRAH OF
ACTION FOR CHILDREN AND WOHEN FROH 1952 - 2881 (o FOLLOW
UP YO THE WORLD SUMHIT FOR CHILDREN) WHICH HAS BEEH
ACCEPTED 6Y GOVERNMENT FOR TMPLEREMTATION. BROWN

IHMA RAaAtPr IR
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JERRY GIBSON; ABIDJAN FOR REDSO/WCA/HHR

E£.0. 12356: M/A
SUBJECT: IHHUNIZATION PROGRAH IN HALI ,

REF: STATE 243956 .

1. THE FOLLOWING tS A RESPONSE TO REFTEL. SIMCE THE

EPI WAS LAUNCHED M MAL1 1IN 1887, ONLY TWO
EVALUATIONS HAVE TAKEN PLACE: ONE IN 1998 WHICH
COVERED THE ENTIRE COUNTRY AND ANOTHER ONE IN 1991
VHICH COVERED OHLY THE DISTRICTS AND REGIONS WHERE
THE PROGRAM WAS CARRIED OUT JOINTLY BY THE HINISTRY
OF HEALTH (4SPSPA}, UNICEF AKD UNDP/OHS.

2. THE FIRST REPORT WAS {SSUED IN FEBRUARY, 1998.

NATIONAL COVERAGE RATES ACCORDING TO THAT SOURCE ARE
AS FOLLOWS:

POPULATION  BCG OTCPI DTC.P2 DVC.P3 HEASLES CCV

12-23 HONTHS 28 66 48 29 4 22
21-71 HOKTHS 38 81 66 48 76 45
12-23 T0 SYRS 65 53 0 13 24 ]

BY CONPARING THE COVERAGE RATES OF CHILDREN COHPLETLY
WACCINATED (CV) IN 198§ TO TROSE REPORTED IN 1881 N
REGIOMAL CAPITALS, WE WOTICE THE FOLLOWING TREKDS FOR
TRE 12-2) MOHTH POPULATION:

- PERCENTAGE PERCENTAGE
-- 1998 1891  INCREASE DECREASE
KAYES k1) 4 17

KOUL 10RO 43 $9 16

$IKASSO $1 LH] 4

$EGOU 18 45 u

noev! 29 23 6

640 45 37 [ I
TOHBGUCTOU 25 38 12

TEIS COKPARISON SHOWS A GEMERAL IKCREASE IM FIVE QUT
OF SEVEH REGIONS IN THE INKUMIZATION COVERAGE RATE.
THIS TREND HAY WNOT REFLECT THE ACTUAL SITUATION SINCE
iTS COVERAGE WAS LIMITED.

). ANYUAY, THESE TRENDS ARE NOT EXPECTED VO CONTINUE
AS HANY DIFFICULTIES ARE NOW BEIHG EMCOUNTERED DURIKG

THE IMPLEHENTATION OF THE MAIHTENANCE PHASE. THE
POSSIBLE REASOHS FOR THESE CONSTRAINTS ARE AS

BAMAKO 05854 86 OF 82 1415322 6142 672116 A107307

FOLLOWS:

R*  THE CHANGES IN THE STRATEGY: THE £P1 STARTED
MITH A HOBILE PHASE WHICH LASTED 3 YEARS (1387-30)
AND CONSISTED IN HOBILE TEAHS OPERATING 3 PASSAGES IK
EACH CERCLE. THE MOBILE PHASE COVERED ALL THE
COUMTRY. THE EPI THEN SWITCHED TO THE MAINTENANCE
PHASE WHICH COVERS NEW-BORNS AND CHILDREN WHO WERE
HISSED BY THE MOBILE PHASE COVERAGE FOR ANY REASON.
SO THE TARGET POPULATION IS SEEMINGLY LOW COHPARED TO
THAT OF THE HOBILE PHASE. THE HAINTENANCE PHASE IS
IHPLEHENTED BY TWO (2) AIDE-SOIGNANTS 1N EACK
ARRONDISSEMENT. UNICEF PROCURED TWO (2) HMOBYLETTES
TO EACH ARRONDISSEHENT (ONE FOR EACK AIDE-SOIGNANTI
T0 ALLOW THE AIDE-SOIGNANTS TO COVER EVERY VILLAGE OF
THE ASSIGNED ARRONDISSEHENT.

B) THE AIDE-SOIGKANTS WERE RECRUITED AND SUPPOSED TO
BE PAID BY THE LOCAL COMHUKITY DEVELOPHENT COHMITTEE
LCD}. THE tCDS OFTEN FAILED IN PAYING THE SALARIES
TO THE ATDE-SOIGNANTS WHICH BROUGHT A LACK OF
HOTIVATION IN HOST AREAS. THE CHANGES IN STRATEGY,
THE LACK OF HOTIVATION OF HEALTH AGENTS AND THE
INTERIN PERIOD WHICH OCCURED BETWEEN THE TWO PHASES
CONTRIBUTED TO NEGATIVELY AFFECT THE (HHUNIZATION
PROGRAM COVERAGE RATES.

4. CONCERNING THE BUDGET FOR IHHUNIZATION, THERE 1S
KO SPECIAL BUDGET ALLOCATED TO £P{. THE MOH PROCURES
PERSONNEL AND INFRASTRUCTURE AND UNICEF THE VACCINES,

WEEDLES AND COLD CHAIN EQUIPHENT. IN SOHME AREAS
WHERE PVOS OPERATE, THEY PROCURE LOGISTICS SUPPORT
(VEHICLES, FUEL, MOBYLETTES, AND PERDIEM FOR THE
PERSOMNEL). FYI, USAID SUPPORTS FIVE U.S. BASED
PVO'S IN ASSISTING WITH EP1 PROGRAM IN THEIR
RESPECTIVE REGIONS,

5. THERE HAVE NEVER BLEM SHORTAGES IN SUPPLIES IN
TERHS OF VACCIKES AND NEEDLES BUT SOHETIMES THE COLD
CHAIN EQUIPHENT GEYS OUT OF ORDER AND THIS IS DUE
PRIKARILY TO LOGISTICS MANAGEMERT SYSTEM
INSUFFICIENCIES.

6. AS STATED ABOVE, THE STRATEGY CHAMGES WMICH
OCCURRED IN THE IHMUNIZATION PROGRAM NAVE KEGATIVELY
AFFECTED THE PROGRAH. BUT OTHER DIFFICULTIES
EXACERBATED THIS WEGATIVE EFFECT. DURING THE MARCH
EVENTS WHICH LED TO A CHANGE M THE HALIAN
GOVERNMEMT, UMICEF HAIMTEMANCE HATERIAL STOCKED INW &
WAREHOUSE YAS DESTROYED IN A FIRE INCLUDING SPARE
PARTS FOR VEHICLES AND MOBYLETTES: THIS PROVOKED A
SLOV-COWN OF IKHUNIZATION ACTIVITIES IN HOST AREAS
OVER A SUSTAINED PERIOD. MOREVER THE INSECURITY IN
THE NORTH OF MALIL (WHICH 1S STILL OHGOIKG) MEGATIVELY
AFFECTED EPY! ACTIVITIES 19l THAT AREA. OWLY FIXED
CENTERS ARE OPERATING IM GAO, TOHBOUCTOU, AND SOME
PARTS OF HOPTI, SEGOU O{IONO) AND XOULIXORO (NARA)
REGIONS. .

7. THE SOLE MEASURE BEING TAKEN TO EHSURE
SUSTAINABILITY 1S THE CREATION OF A NATIONAL

IHKUKIZATION FUND RIGHY AT THE BSEGIHHING OF THE
PROGRAH WHICH YHEORETICALLY IS TO BE REIHFCRCED 8Y A
SYSTEM OF COST RECOVERY OF [MMUMIZATION CARDS AND HAS
Y0 BE USED 70 FINANCE IMNUNIZATION ACTIVITIES.
HOWEVER, SINCE THIS FUND WAS CREATED IT HAS NEVER
WORKED AS PLANHED. THE FUND IS NANAGED BY THE CENTRE
HATIONAL D’ IHHUNIZATION (CKI}. THE CARDS ARE SAID
HOT T0 BE PAID REGULARLY. THE AHOUNY OF THE FUND IS

fIdME A AA T =0 S
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ACTION AlD-08

ACTION OFFICE AFAR-8%

INFO AFSW-86 APCW=3 POSP-01 POAR-82 GC-81 GCAF-82 GLCH-0)
FVA-B1 ROAA-B8] PVC-02 OFDA-B2 KEAL-B84 POP-06 ENGY-92

ANAD-81 FABP-82 POCE-B1 /843 A0 15701581

INFO L0G-28 AF-B9  CIAE-08 DODE-08 E8-08 . /863W
------------------ SSFAGD 1419122 /48 3§

R 1415282 AUG 92

FH AMEHBASSY BAHAKO

10 SECSTATE WASHDC $827

AHEHBASSY ABIDJAN g '\—\

‘\.‘,U

W

UKCLAS BAMAKO 05854
AIDAC

A1D/VW FOR AFR/ARTS/HHR HOPE SUKIN AND RD/HEALTH
JERRY GIBSON; ABIDJAN FOR REDSO/VCA/HHR

€.0. 12356: N/A
SUBJECT:  IMHUNIZATION PROGRAM IN HALI

REF: STATE 243956

1. THE FOLLOWING IS A RESPONSE TO REFTEL. SIHCE THE
EPI WAS LAUNCHED (M MALI IN 1387, ONLY TWO
EVALUATIONS HAVE TAKEN PLACE: ONE IN 1398 WHICH
COVERED THE EWTIRE COUNTRY AND AHOTHER ONE 1N 193]
WHICH COVERED OMLY THE OISTRICTS AND REGIONS WHERE
THE PROGRAM WAS CARRIED OUT JOINTLY BY THE MINISTRY
OF HEALTH (CiSPSPA}, UXICEF AND UNDP/OHS.

2. THE FIRST REPORT WAS ISSUED IN FEBRUARY, 1988.

NATIONAL COVERAGE RATES ACCORDING TO THAT SOURCE ARE
AS FOLLOWS:

POPULATION  BCG DTCP1 DTC.P2 DTC.P3 HEASLES CCV

12-23 HONTHS 78 66 L} 23 47 22
21-71 HONTHS 98 81 66 48 16 4
12-23 70 SYRS 65 53 27 13 24 1 4

BY COHMPARING TKE COVERAGE RATES OF CHILDREN COMPLETLY
VACCIMATED (CCY) 1N 1999 TO THOSE REPORTED tH 1991 IN
REGIONAL CAPITALS, VE WOTICE THE FOLLOWING TRENDS FOR

THE 12-23 HOKTH POPULATION:
- PERCENTAGE PERCEWTAGE

- 1999 1931  INCREASE DECREASE
KAYES 8 4 17

KOUL 1KORO 3 59 16

SIKASSO $1 55 4

SEGOU 18 45 7

Hortt 2% 23 ¢
GAO 45 31 3
TOMBOUCTOY 25 k1 13

TNIS COHPARISON SHOWS A GEMERAL INCREASE IM FIVE OUT
OF SEVEM REGIONS (N THE IMHUMIZATION COVERAGE RATE.
THIS TREND HAY MOT REFLECT THE ACTUAL SITUATION SINCE
ITS COVERAGE WAS LIMITED.

3. ANYWAY, THESE TRENDS ARE WOT EXPECTED TC CONTIRUE
AS NANY DIFFICULTIES ARE NOW BEING ENCOUNTERED DURING

THE INPLEMENTATION OF THE MAINTEHANCE PHASE. THE
POSSIBLE REASONS FOR THESE CONSTRAINTS ARE AS

R INT'L DEV.
IONS  CENTER
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FOLLOWS:

4* THE CHANGES (N THE STRATEGY: THE EPI STARTED
WITH & MOBILE PHASE WHICH LASTED 3 YEARS (1887-38)
AND CONSISTED IN MOBILE TEANS OPERATING 3 PASSAGES IN
EACH CERCLE. THE MOBILE PHASE COVERED ALL THE
COUNTRY. THE EP! THEN SWITCHED TO THE HMAINTENANCE
PHASE WHICH COVERS NEW-BORNS AND CHILDREN WHO WERE
MISSED BY THE MOBILE PHASE COVERAGE FOR ANY REASON.
SO THE TARGET POPULATION IS SEEMINGLY LOW COHPARED TO
THAT OF THE HOBILE PHASE. THE MAINTENANCE PHASE 1S
IKPLEMENTED BY TWO (2) AIDE-SOIGNANTS IN EACK
ARRONDISSEMENT. UNICEF PROCURED TWO (2) MOBYLETTES
70 EACH ARRONDISSEMENT (ONE FOR EACH AIDE-SOIGKANT)
70 ALLOW THE AIDE-SOIGNAHTS TO COVER EVERY VILLAGE OF
THE ASSIGNED ARRONDISSEMEKT.

8} THE AIDE-SOIGNANTS VWERE RECRUITED AND SUPPOSED TO
BE PAID BY THE LOCAL COHMUNITY DEVELOPHENT COHMITTEE
QCD). THE LCDS OFTEM FAILED IN PAYING THE SALARIES
10 THE AIDE-SOIGNANTS WHICH BROUGHT A LACK OF
MOTIVATION IN HOST AREAS. THE CHANGES IN STRATEGY,
THE LACK OF MOTIVATION OF HEALTH AGENTS AND THE
INTEPIN PERIOD WHICH OCCURED BETWEEN THE TWO PHASES
CONTRIBUTED TO NEGATIVELY AFFECT THE IHHUNIZATION
PROGRAH COVERAGE RATES.

4. CONCERNING THE BUDGET FOR INMUHIZATION, THERE 1S
NO SPECIAL BUDGET ALLOCATED TO EPi. THE HON PROCURES
PERSONHEL AND INFRASTRUCTURE AND UNICEF THE VACCINES,

NEEDLES AND COLD CHAIN EQUIPMENT. IN SOHE AREAS
WHERE PVOS OPERATE, THEY PROCURE LOGISTICS SUPPORT
(VEHICLES, FUEL, HOBYLETTES, AXD PERDIEN FOR THE
PERSONNEL). FYI, USAID SUPPORTS FIVE U.S. BASED
PVO'S 1N ASSISTING WITH EPI PROGRAH 1K THEIR
RESPECTIVE REGIOKS.

S. THERE HAVE NEVER BEEN SHORTAGES IN SUPPLIES (N
TERKS OF VACCINES AND NEEDLES BUT SOMETIMES THE COLD
CHAIH EQUIPHENT GETS OUT OF ORDER AND THiS 1S DUE
PRIMARILY TO LOGISTICS HANAGEMENT SYSTEM
IKSUFFICIENCIES.

6. AS STATED ABOVE, THE STRATEGY CHAMGES WMICH
OCCURRED [N THE IMNUNIZATION PROGRAM HAVE HEGATIVELY
AFFECTED THE PROGRAM. BUT OTHER DIFFICULTIES
EXACTRBATED THIS NEGATIVE EFFECT. OURING TNE RMARCH
EVENTS W ICH LED TO A CHAHGE IN THE MALIAN
GOVERNMENT, UNICEF MAINTENANCE MATERIAL STOCKED !N A
YARENOUSE WAS DESTROYED 1N A FIRE INCLUDING SPARE
PARTS FOR VEHICLES AND MOBYLETTES: TNIS PROVOKED A
SLOV-DOWN OF IHHUKIZATION ACTIVITIES IH HOST AREAS
OYER A SUSTAINED PERIOD. HOREVER THE IHSECURITY I
THE NORTH OF MALT OMICH IS STILL ONGOING) HEGATIVELY
AFFECTED EPI ACTIVITIES IN THAT AREA, ONLY #' -0
CENTERS ARE OPERATING IN GAD, TOHBOUCTOU, AN, ...f
PARTS OF HOPTI, SEGOU GNIONO) AMD XOULIKORO GARA)
REGIONS. .

7. THE SOLE HEASURE BEING TAKEN TO ENSURE
SUSTAINABILITY 1S THE CREATIOH OF A HATIONAL

INHUMIZATION FUND RIGHT AT THE BEGIMNING OF THE
PROGRAN WHICK THEORETICALLY 1S TO BE REINFORCED BY A
SYSTEH OF COST RECOVERY OF [MHUMIZATION CARDS AND HAS
10 BE USED TO FINANCE INNUHIZATION ACTIVITIES,
WOWEVER, SIHCE THIS FUND WAS CREi«(. :@. . .5 HEVER
WORKED AS PLANNED. THE FUHD IS MANAGED BY THE CEMTRE
u7 OHAL D' IKHUMIZATION (N1}, THE CARDS ARE SAlD
%0; 10 BE PAID RTSULARLY. THE AHOUNTY OF THE FUKD IS
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ACTION AID-08
ACTION OFFICE AFAR-0%5
INFO AFSW-86 POSRedd POAR-82 FVA-81 RDAA-81 PVC-82 STN-01

HEAL-84 AHAD-B1 FABP-82 POCE-81 /827 A8 11/13182

INFO L0G-88  AF-08 /8024
------------------ 544928 111234 /38

R 1189537 AUG 92
FH AHEMBASSY DAKAR
T0 SECSTATE WASHDC 1584
UNCLAS DAKAR 03484
AIDAC
FOR AFR/ARTS/HMR, HOPE SUKIN
E.0. 12356: N/A
SUBJECT: IHMUNIZATION PROGRAH IN AFRICA
REF: STATE 243356
1. FOLLOWING iS HISSION'S RESPONSE TO QUESTIONS RAISED s

IN REF. THE INFORMATION PRESENTED WAS PROVIDED BY THE
SERVICE OF QUOTE SRANDES ENDEAIES (GE) ENDQUOTE WHICH
HANAGES THE SENEGAL ENLARGED PROGRAH OF IHMUNIZATION
EP1).

Al PER REF PARA (B): THE NATIONAL COVERAGE RATES FOR
THE FIRST 1392 SEMESTER (JANUARY 1 THROUGH JUNE 38, 1932)
FOR CHILDREN AGED B-11 HONTHS ARE:

- BCG: 98 PERCENT
- DTC-3: 68 PERCENT
- HEASLES: 54 PERCENT

IN THE SAHE PERIOD OF 1991 THESE RAVES WERE

- BCG: 71 PERCENT
- DTC-3: 59 PERCENT
- HEASLES: 45 PERCENT

B) PER REF PARA (C-1): DESPITE THE INTENSIVE
SUPERVISION PUT IN PLACE THE RATES OF DTC-3 AND HEASLES
REMAIN LOW. THE HOST IMPORTANT REASON CITED BY GE IS THE
BIFFICULTY IN REACHING CHILDREN FOR DTC-2 AND 3. THIS IS
DUE TO THE LACK OF FOLLOW-UP SOCIAL HOBILIZATION AND IEC
HOTIVATION WHICH HAVE FOCUSED ONLY ON THE INITIAL BIG
CAHPAIGN.

C}  PER REF PARA {C-2): 1T 1S DIFFICULT FOR GE TO
PROJECT THE TRENDS EXPECTED BUT IT SEEMS THAT THE ACTUAL
RATES COULD BE STABILIZED AT THEIR ACTUAL LEVELS.

D) PER PARA (C-3): THE GOS HELD AN INTER-HINISTRIAL
HEETING ON EP! ON HAY 14, 1332 AND AGREED TO PROVIOE (IN
ADDITION TO PERSONNEL SALARIES AND FACILITIES): {1} 158
HILLION CFA FOR FY 1992; (2) TO ALLOCATE A PERMAHENT
BUDGEY TO SUPPORT THE LOGISTICS (VEHICLES, COLD CHAIN
EQUIPHENT); AND (3) TO SUPPLEMENT PURCHASES OF VACCINES
AS PRICES ARE NOW INCREASING.,  (THIS BUDGET WILL AMOUNT
380 HILLION CFA EACH YEAR BEGINNING FY 1993). UNICEF,
BELGIUM AND FRENCH DONORS CONTINUE THEIR SUPPORT TO THE
EPI PROGRAH

E} PER PARA (C-4): NO SHORTAGE HAS OCCURRED DURING THE
LAST 3 YEARS. THE BIGGEST PROBLEH HAS BEEN THE LACK OF
HAINTAINANCE LEADING TO BROKEN DOWN COLD CHAIN
EQUIPHENT.  {SOME COLD CHAIN EQUIPHENT 1S T0O

DAKAR 88484 1189521 2936 8786851 A1D4BE3
SOPHISTICATED AND NOT APPROPRIATE FOR USE IN SENEGAL).

F) PER PARA {C-5): THE ORIGINAL STRATEGY IS STILL IN
PLACE SINCE THE BEGINNING OF THE PROGRAM., THIS STRATEGY
INCLUDES THREE METHODS OF SERVICE PROVISION FROH (1)
FIXED DELIVERY POINTS (HEALTH POSTS AND CLINICS), (2)
REGULARLY SCHEDULED MOBIL TEAMS, AND (3) PULSE OUTREACH
FROM FIXED FACILITIES

G)  PER PARA (C-6): SENEGAL 1§ iTWw LNTUININTING THE
BAHAKO INITIATIVE (B!) BASED ON SALE OF ESSENTIAL
HEDICINES. THE SUPPLEMENTAL FUNDS RAISED W'LL COVER THE
RECURRENT COSTS OF CHILD SURVIVAL PROGRANS INCLUDING THE
EPI COMPONENT. THE GOS PLANS TO USE B! STRATEGY TO
SUPPORT NEEDS OF ALL THE CHILD SURVIVAL PROGRAMS. IN
ADDITION, THE GOZ HAS JUST BEGIN ITHPLEHENTATION OF THE
DECENTRALIZED HEALTH PROGRAM WHERE LOCAL AUTHORITIES HAVE
TAKEN CHARGE OF PLANNING, IHMPLEHENTING AND EVALUATING THE
CHILD SURVIVAL/FAHILY PLANMING PROGRAM (INCLUDING EPI).
INNOVATIVE COMHUNITY AND LOCAL FINANCING SCHEMES ARE
BEING IHPLEHENTED TO SUPPORT THE HEALTH ACTIVITIES., AS
THESE STRATEGIES ARE JUST BEGINNING T IS YOO EARLY TO
KNOW IF THEY WILL PERMIT SUSTAINABILITY OF THE EPt
PROGRAH.

SHIRLEY
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ACTION AID-88

ACTION OFFICE AFAR-8%5

INFO AFEA-B4 FANS-82 FAON-83 RDAA-81 ENGY-82 ANAD-61
818 A8 21/23282

INFO OG-80 AF-89 CIAE-83 DODE-88 EB-88 L /883

------------------ S8S8AF 2112371 /48 38
R 2112227 AUG 92
FN AMEHBASSY DAR ES SALAAM
10 SECSTATE WASHOC 8689
INFO AMEMBASSY NAIROB!

WICLAS DAR ES SALAAM 94833 e
B
W o

AID/N FOR AFR/ARTS/HHR ATTH: HOPE SUKIN; NAIROBI FOR Y -
REDSO/ESA, N. MEUSE >

AIDAC

E.0. 12356: N/A
SUBJECT: |HHUNIZATION PROGRAHS (N AFRICA

REF: STATE 243956

1. GENERAL: THE HINISTRY OF HEALTH IN TAMIANIA (HOH)
FOLLOWS THE GUIDELINES Of THE WORLD HEALTH ORGANIZATION
HE ITS EXPANDED PROGRAM ON {HMHUNIZATION (EPI) WHICH
KECOMHEND THAT ALL CHILDREN RECEIVE BCG VACGINATION
AGAINST TUBERCULOSIS, THREE DOSES OF DPT VACCINE FOR THE
PREVEHTION OF DIPHTHER{A, PERTUSSIS AND TETANUS, THREE
DOSES OF POLIQ VACCINE, AMD A VACCIHATION AGAINSY
MEASLES. CHILDREN RECEIVE ALL THESE VACCIMES BEFORE

TREIR FIRSY BIRTHOAY.

2. N 1988°S THE GOVERMMENT LAUNCHED A NATIOHAL
CAHPAIGN TO VACCINATED ALL ELIGIBLE UKDER FIVE CHILDREN,
AN0 ANTENATAL HOTHERS. OIFFERENT SOURCES OF RESOURCES
BOTH HATERIAL, FINARCIAL AND HUHAN WERE PULLED TOGETHER
FROM DONORS HAINLY DANIDA AND UNICEF AS WELL AS THE
GOVERNHENT OF TANIANIA (GOT) THAY COLLECTIVE EFFORY
COMTRIBUTED TO THE 72 PERCEMT IHMUNIZATION COVERAGE OF
5L CHILDREN UNDER ONE YEAR OF AGE ESTIMATED BY THE EPI
PROGRESS REPORY, 1389/1899).

3. ACCORDING TO TANZIANIA DHS COMOUCTED FRON OCTOSER
1891 TO HARCH 1892, (HHMUNIZATION COVERAGE AVERAGES 66
PERCERT, ACCORDINGLY, TOHS CONFIRNMS THE If#UMIZATION
COVERAGE BASED O# THE EPI RECORDS FOR TKE PERIOD 1388/35,
WEICH COMPARES WELL WITH TOHS. THE EPI MAHAGERS REPORT
WAS PRESENTED 1O THE NATIOHAL HOTHER, CHILD HEALTH AND
FAMILY PLAKNIXG @ICH/FP) COORDINATING COUNCIL NEETIHG
BELB N HOSH! TOWM FROM AUGUST OTH TO 1274, 1992,

SPECIFIC VACCINATION COVERAGE RATES OF CHILOREM 12 T0 23
MONTNS OF AGE ACCORDING YO EP1 REPORT AND TDHS:

- 1889/98 1991/1992
- EP| REPORT TDHS REPORT
- PERCENTAGE) (PERCENTAGE)
[ 1= 92 1}
or1a 16 14
POLIES 66 1
MERSLES 1% 75
ML n 66

TIE TOHS ALSO PROVIDES IHAUNIZATION COVERAGE RATES (1N

UNCLASSIFIED

AGENCY FOR INT'L DEV.
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PARENTHESIS) BY REGIONS WHICH ARE AS FOLLOWS: ARUSHA 67}
KILINANJARO 85) TANGA (6S) HOROGORO (73) COAST {63)
LINDI (78) HTWARA (81 PERCENT) RUVUHA (78) IRINGA (37)
HBEYA {(81) SINGIDA 78) TABORA (73) RUKWA (86) KIGOHA
(78) SKINYANGA (45) KAGERA (68) HWANIA G56) HARA (4@)
BAR ES SALAAM (68).

4. IF AMD VHEN THE EPI PROGRESS REPORTS OF 1598/31 AND
1991/92 Anc AVAILABLE, COVERAGE RATES WiLl BE FORWARDED
10 You.

S.  REASONS FOR THE DOWNWARD TRENDS IN VACCIMATION
COVERAGE ARE AS FOLLOWS:

A} THE PROGRAH WAS (HITIATED OH CAMPAIGN MANKER. IT
APPEARS THAT THE NOMENTUM HAS OECLINED ALONG WITH
SHORTAGE OF RESOURCES ESPECIALLY FROH THE GOT.

B}  ALTHOUGH AT THE CENTRAL LEVEL EP{ PROGRAM SEENS TO
BE MAHAGING WELL PROBLENS PREVAIL AT THE DISTRICTS ARD
SERVICE DELIVERY POINTS SUCH AS; SOHE AREAS QUTREACH
VACCINATION SERVICES CANNOT BE CONDUCTEDQ BECAUSE
DISTANCES INVOLVED ARE 70O LONG, SERVICE PROVIDERS HAVE
NO HEANS OF TRANSPORT, NO FUNDS FOR FIELD ALLOVANCES,
REFRIGERATORS NOT WORKING BECAUSE OF KEROSINE SHORTAGES,
POOR SUPERVISION OF HCH/FP CLINICS. VACCINE WASTAGE (N
SOHE DISTRICT tS RECORDED AS HIGH AS 88 PER CENT, FOR 8CG

AND HEASLES AND AROUND S8 PER CENT, FOR DPT, POLIO AND
T1.

C)  THERE 1S AW INCREASE IN HI1V/AIDS, AND MALKGTRITION
PREVALENCE (N HANY AREAS WHICH ALSO HAS CONTRIBUTED TO
THE DECLINING VACCINATIOK.

D) THE EPI PROGRAM 1S ERTIRELY DONOR DEPENDEMT WITH
VERY LIMITED CHANCES OF GOT CAPACITY TO SUSTAIN THE

PROGRAM IF DONORS DECREASE THEIR SUPPORT OR IN CASE THEY
PULL QUT. FOR EXAHPLE GOT IS EMTIRELY RESPONSIBLE. FOR
THE SUPPLY OF KEROSENE FOR THE REFRIGERATORS AND
STERILIZERS MATIONWIDE., KEROSENE SHORTAGE EXPERIEMCED I
HARY REGIONS HAS ALSO CONTRIBUTED TO DOVNWARD TREND OF
YACCINATION COVERAGE.

6. BUDGET: FOR THE PAST THREE YEARS THE GOT BUDGET
RENAINS THE SANE WHILE DANIDA, WHICH 1S THE NAIN DOKOR
HAS ALREADY SHOWN ITS IMTEMTION YO REDUCE ITS
CONTRIBUTION. OO FIGURES AVAILABLE AT THE NOMERT),

7.  SHORTAGES (M SUPPLIES WAS EXPERIENCED MORE AT
DISPENSARY (CLIHIC) LEVEL HAINLY DUE TO POOR ORDERING, OR
SOIME SUPPLIES WERE HOT AVAILABLE AT ALL AT REGIONAL ARS
CENTRAL LEVEL, TRANSPORT 1ll HARY AREAS ESPECIALLY QURING
RALHING SEASONS REI /NS A BIG PROBLEM. €G. UNTIL JUNE
1998 25 OF THE 128 VEHICLES IN THE FIELD VERE GROUNDED
BUE TO LACK OF SPARE PARTS OR ACCIDENTS, 1M OTHER WORDS
20 DISTRICTS HAD HO GOLD CHAIN TRANSPORT FACILITIES,

8. THERE HAVE MOT BEEN HAJOR CHANGES M THE
{ISUNIZATIOH PROGRAH, ONLY HINOR CHANGES TO ENSURE
CONTIHUATION OF THE PROGRAN. SOME OF THESE CRANGES ARE;

A)  DECEMTRALIZATION OF PROGRAM MAMAGEMENT TO REGIONAL
AND DISTRICT LEVELS.

8)  INTEGRATION OF EPI VITH OTHER PRIMARY HEALTH CARE
PROGRANS,

INCOMING -
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C)  STRENGTHENING OF HEALTH MANAGEHENT TEAHS AND HORE
TRAINING AT DISTRICT LEVEL.
oaw
0)  GOT CONTIKUE PAYIMG SALARIES OF KEY STAFFS OF EPI
PROGRAN WHO ARE ENPLOYED ON SECONDHENT BASES.
MEASURING THE INPACT OF THESE CHANGES AND THE PROGRAM I
GENERAL ESPECIALLY BY DISEASE SURVEILLAHCE REHAINS A
PROBLEN BECAUSE D!STRICT DISEASE REPORTS ARE LATE AND
IRREGULAR. RECENTLY (AUGUST 1982) THERE HAVE BEEN

REPORTED MEASLES OUTBREAKS IN THE FOLLOWING REGIONS:
COAST, TAWGA, NTNWARA, RUVUHA, SHINYAHGA AND KIGOMA.

9.  T0 ENSURE SUSTAINABILITY OF THE IMHUNIZATION PROGRAM
THE FOLLOWING HEASURES HAS BEEN TAKEH;

Al GOT STARTED TAKING SOLE RESPONSIBILITY FOR SOHE
PROGRAN ENTITIES EG. KEROSENE SUPPLY, AND PAYHENT OF SOHE
EPI STAFF SALARIES.

L INTEGRATION OF EPI PROGRAN VITH OTHER PHC PROGRAM TO
REDUCE RUNHING COSTS ESPECIALLY FOR MOH.

©  COMHUKITY ENCOURAGEMENT TO CONTRIBUTE TOWARDS KEALTH
SERYICES. :

D)  RESEARCH FOR ALTERHWATIVE MOOE OF PROGRAM OPERATION
€G. EPi IS PILOTING SOLAR REFRIGERATORS TO REPLACE
NEROSEHE REFRIGERATORS.

IFUKIZATION IS A PERMANENT EVEHT [N TANIARIA, THE COST
NGVEVER ARE UNAFFORDABLE BY THE GOT. THE TREND FOR
LiRWUNITATION COVERAGE WILL CONMTINUE TO 60 DOWN IF ABOVE
MENTIONED PROZLEM WILL NOT BE SOLVED 1M TIHE.

18. WE HOPE THIS IKFORNATION 1S THOUGH TO SHOW YOU WHAT
IS HAPPENING IN TANZANIA AS FAR AS IMHUNIZATION COVERAGE
IS CONCERMED. WE ARE READY TO PROVIDE YOU WITH MORE
IBFORHATION AS YOU WISH. WE REGRET AHY DELAYS IH
RESPONDING TO YOUR CABLE. THE DELAY HAS BEER CAUSED BY
DIFFICULTIES IN CBTAINING OFFICIAL IHFORMATION FRON THE
HOM PARTICULARLY EP1 PROGRAN. DE JARMETTE

INCOMING
TELEGRAM
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PAGE 81 KANPAL 4762 2512521 1922 880128 AID6ISS
ACTION AID-88

ACTION OFFICE AFAR-@S
INFO AFEA-84 AFCU- 0PO-21 POSP-81 POAR-§2 RDAA-21 HEAL-84

POP-§6 AMAD-8]1 AFON-86 POCE-S1 /835 RS 25722091

INFO LOG-§8 AF-@6  HHS-g5  /888W
------------------ $97893 2513931 ¥38

SHipPY

1 2512487 AUG 82

FH AMEKBASSY KAHPALA

T0 SECSTATE WASHDC 3656
INFQ ANEMBASSY ABIDJAN
AHEMBASSY KAIROS!

COC ATLANTA 6A//38333//

OWCLAS KAKPALA 84762

AIDAC

AID/V FOR AFR/ARTS/HHR, HOPE SUKIN; AFR/EA/U; RO/K
ABIDJAN FOR REDSO/WCA/HPK

NAIROBI FOR REDSO/ESA/HPN

COC ATLANTA FOR IHPO, K. MURPHY

E.0. 12356: H/A
SUBJECT: HEALTH: [MMUNIZATION IN UGANDA

REF:  STATE 243956
1. USAID HAS MO INVOLVEHENT WITH THE THMUNIZATION

PROGRAN 1H UGANDA, AS UNICEF HAS PROVIDED STRONG
SSPPORT TO EPI ACTIVITIES THROUGH THE MINISTRY OF
EEALTH SINCE 1984, (¥ RESPONSE YO REFTEL, UNICEF
KAPALA STATES THAT EVEN THOUGH THE COVERAGE RATES ARE
IDENTICAL FOR 1399 AMD 1981, THSRE VAS ACTUALLY AN
IBCREASE (N COVERAGE IN 199i. ACCORDIHG YO UMICEF, W
1951 ¥.4.0, REVISED THE PERCENTAGE USED FOR
CALCULATING THE NUMBER OF INFANTS [N TME POPULATION TO
4.7 PERCENY, WHEREAS IN PREVIOUS YEARS 4.8 PERCENT NAD
BEEW USED, THUS, HORE CHILDREN WERE VACCINATED LAST
YEAR THAN (N 1938, BUT THE RATES WERE COIHCIDEMTALLY
TBE SAME. THE COVERAGE RATES ESTABLISNED FOR BOTH.
1999 AND 1881 VERE: )

PERCENT
—8¢¢ 25
—fEASLES 7]
—P0L 105 n
-—$13 77

4 N 1§30 TT2 COVERAGE WAS 31 PERCEMT OVERALL. IN

1921 RATES VERE STATED K PREGNANT AHD WON-PREGNANT

CATEGORIES WITH 99 PERCERT OF PREGHANT FEHALES

RECEIVING VACCINE AND 22 PERCENT OF OTNERS. .

3. UMICEF ADDS THAT ALTMOUGH THERE HAS BEEN KO
DECREASE 1N EiPHASIS ON EPI IN UGANDA, COVERAGE HAY
WELL DECLIME THIS YEAR BASED OM EVIDENCE SEEN IN TRE
FIRST $IX HONTRS OF 1592, SOHE OF THE REASONS OFFERED
WERE THE LACK OF CPERATIONAL FUNDS FROW TEE HIMISYRY,
LOV MORALE OF WORKERS, OETERIORATING CONBITION OF
PROJECT VERICLES, COMPETING AREAS OF INTEREST FOR

SO0 SUPPORY, AND OUTBREAKS OF IMFECTIOUS BISEASES
SECH AS MENINGITIS AND CHOLERA THAT DIVERT STAFF AND
OTRER RESOURCES.
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PAGE B1 OF 82 NDJAME 83722 80 OF 82 8688471 1176 667892 AIDA8S? NDJAME 83722 86 OF 82 8688471 1176 667832 A1D3852
ACTION AID-88 i 52 11
.................................................................. 2 43 7
ACTION OFFICE AFAR-8S H] ig g
INFO AFSW-06 AFGH-83 POSP-B1 POID-81 RDAA-81 HEAL-B4 ENGY-82
AMAD-81 POCE-81 /825 A 86/18141 THUS IT CAN BE SAID THAT DPT AND MEASLES WERE RELATIVELY
------------------------------------------------------------------ STABLE, BUT SUSTANTIAL GROUND WAS LOST ON BCG AND
INFO L0G-08 AF-88  CIAE-68 DODE-80 EB-80 /883N TETANUS TOXOID. CONGLUSIONS DRAWN FROM THESE SURVEYS
------------------ 52AD52 9618681 /22 38 INCLUDED THE FOLLOWING POINTS:
R 9683431 AUG 82
FH AHEHBASSY NDJAHENA -- THE CAMPAIGNS WERE NOT VERY SUCCESSFUL IN FIXED
TO SECSTATE WASHDC 4726 ’ FACILITIES
INFO AHEHBASSY ABIDJAN -~ HISSED OPPORTUNITIES ACCOUNTED FOR ABOUT 18 TO 28
PERCENT, AND LACK OF ATTENTION BY HEALTH STAFF TO THE
UNCLAS NDJAHMENA 83722 APPROVED VACCINATION CALENDER WAS NOTED.
-~ RECOHMHENDATIONS TO INCREASE COVERAGE INCLUDED:
AIDAC BETTER TEACHING ON THE DESIRED CALENDER, RETRAINING
HEALTH STAFF ON BOTH THE CALENDER AND HOW TO AVOID
FOR: AID/W FOR AFR/ARTS/HHR, HOPE SUKIN, NAIROBI FOR RE MISSED OPPORTUNITIES, BETTER INTEGRATION INTO THE
PRIMARY HEALTH CARE ACTIVITIES, AND INTENSIFiATION OF
E.0. 12356: N/A ADVANCE AND HOBILE STRATEGIES.
TAGS: EAID, CD EITHER A STABLE SITUATION OR FURTHER DECLINES CAN BE
SUBJECT: IMMUNIZATION PROGRAMS IN AFRICA EXPECTED IN THE NEXT TWO YEARS. HANAGEMENT OF HEALTH
STAFF HAS DETERIORATED, SALARIES ARE ABOUT & MONTHS
REF: STATE 243956 SEHIND IN THE RURAL AREAS, AND IMMUNIZATIONS HAVE BEEN
! FREE TODATE. THUS HEALTH STAFF CANNOT [NFORMALLY EXACT
NDJ FILE CODE: HS-2 . PAYMENT FROH CLIENTS FOR PERFORHING THEH. THE COLD

CRAIN HAS DETERJORATED. UNICEF OELIVERED THE NECESSARY
SUMHARY: ON BASIS OF VISITS/WORK IN SEVERAL AFRICAN

COUNTRIES HISSION HEALYH OFFICER BELIEVES THAT PEAK KEROSENE TO CLINICS WITH REFRIGERATORS, AND {7 NOW SEEMS
YEARS OF 1989799 WERE RESULT OF FRENETIC UNICEF T0 BE SOLD (IN LIEU OF SALARY).

ACTIVITY, OFTEN TARGETED TO ACHIEVE UNIVERSAL COVERAGE

RATES WITHOUT APPOPRIATE ATTENTION TO STRENGTHENING 3. FINANCING.

MANAGEMENT OF YHE PROGRAM WITHIN MINISTRIES OF MEALTH,
UNICEF MOUNTED A HAJOR PEV PROGRAM IN 1386. NOW & YEARS

AND WITHOUT CONSIDERATION Of COSTS (ESPECIALLY WITH INYO A 19 YEAR PROGRAM, THE HOH HAS CONTRIBUTED ZERO
MOBILE STRATEGIES), AND TiiEREFORE, SUSTAINABILITY. CHAD INTO WHAT WAS SUPPOSED TO BE AN INCREASING SHARE OF THE
IHHUNIZATION PEAKED [N 1989, AND THEN DECLINED FOR PEV BUDGET. FOR 1992, WHILE FINAL FIGURES ARE NOT
REASONS DETAILED BELOW. END SUMHARY

A1DAC
1. IN CHAD, THE BACKGROUND QUOTE PROGRAHME ELARG! DE
VACCINATION UNQUOTE (PEV) WAS STARTED IN 1985, AND (TS FOR: AID/VW FOR AFR/ARTS/HHR, HOPE SUKIN, NAIROBI FOR RE
ACTIVITIES GREW STEADILY TO ENCOMPASS HOST OF THE
COUNTRY, THE PEV STRATEGY INCLUDES THE FOLLOWING POINTS: £.0. 123%6: N/A
~- THE FIXED STRATEGY IS USED FOR ALL LOCALITIES LESS TAGS: EAID, CD
THAN 5 KH FROM A HEALTH FACILITY SUBJECT: IHHUNIZATION PROGRAHS IN AFRICA
-- THE ADVANCED (OR PERIODIC} STRATEGY IS USED TO COVER
AREAS 5 TO 28 KM FROM A HEALTH FACILITY. AVAILABLE, UNICEF EXPECTS TO HAVE A SLIGHT DECREASE IN
-- MOBILE VACCINATION TECHNIQUES ARE RESERVED FOR AREAS FUNDING AVAILABLE.
MORE THAN 20 KH FROM A FIXED FACILITY.
PEAK VACCINATION FIGURES APPEAR TO HAVE BEEN REACHED IN 4. SHORTAGES.
1989, WHEN A QUOTE HASS CAMPAIGN UNQUOTE WAS MOUNTED.
THE 1998 FIGURES REFLECTING THE ACTIVITIES OF ALMOST ALL THESE ARE NOT A HAJOR CAUSE OF THE PROBLEHS, THROUGH
THE FIXED FACILITIES SHOWED A 28 PERCENT DROP IN BCG, A PER10DIC OUTAGES OF SPECIFIC VACCINES AND NEEDLES HAVE
29 PERCENT DROP IN DPT 3 AND A 31 PERCENT DROP FOR OCCURED.
HEASLES.

S.  CHANGES IN PROGRAM.

2. RECENT DEVELOPHENTS
THE TWO HAJOR CHANGES WHICH HAVE OCCURED RECENTLY ARE

IN JANUARY, 1998 A NATIONAL SURVEY.ON IHHULZATION WAS RESTRICTING THE TARGET AUDBIENCE TO CHILDREN UNDER A
CONDUCTED USING CLUSTER SAMPLING. BOTH THE 1398 AND
1991 FIGURES FOR A COMPARABLE SURVEY ARE SHOWN BELOV. YEAR, AND INTRODUCING TT 5 FOR PREGNANT MOTHERS. 1T IS

70O SOON TG HEASURE THEIR EFFECTS.

NATIONAL PERCENT COVERAGE ATTAINED.
6. SUSTAINABILITY.

IHHUNIZATION TYPE 1398 1991
. NO NEW MEASURES BEING TAKEN NATIONWIDE ARE KNOWN 70
BCG 59 48 HISSION. #T 1S QUESTIONABLE FOR HOW LONG THE DONORS CAN
DPT 28 2 CONTIHUE TO SUSTAIN EPI PROGRAHS WITHOUT FINANCIAL
HEASLES 32 33 OBLIGATIONS ON THE PART OF THE GOC. BOGOSIAN

YELLOW FEVER 36 8
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PAGE @1 NAIROB 17559 8713562 7145 ©68906 AID1446

ACI&PN AID-920

ACTION OFFICE AFAR-@5

INFO AFEA-~QA4 RDPO-0O1 POSP-0@1 RDAA-Q1 PRPC-42 HEAL~G@4 AMAD-@ 1
PODI-@1 AFON-06 POCE-@1 /827 AQ @7,/721432

INFO LOG-00 - AF-0d /002w

R 07135082 AUG 92
FM AMEMBASSY NAIROBI
TO SECSTATE WASHDC 9782

UNCLAS NAIROBI 175589
AIDAC
FOR AFR/ARTS/HHR, HOPE SUKIN

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

REF: STATE 243956

1. NATIONAL IMMUNIZATION RATES IN KENYA HAVE NOT
RECENTLY DECLINED AND ARE CURRENTLY SEEN AS RELATIVELY
STABLE.

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

RATES (LESS THAN 6@ 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
Wit SOON BE ASSESSED IN A UNICEF-~-SPONSORED NATIONAL
COVERAGE SURVEY TO BtE 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 AND THE NATIONAL KENYA
EXPANDED PROGRAMME ON IMMUNIZATION WILL, THUS, HAVE MORE
CONCLUSIVE DATA ON RECENT COVERAGE TRENDS ONCE THE
SURVEY DATA ARE RELEASED. HEMPSTONE
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PAGE 81 YAOUND 07445 1868281 9644 873117 AlIDBEET YAQUND 97445 1889201 9644 #73117 AlDEBS7
ACTION AlD-88 4. SUPPLIES: DUE TO GRC BUDGETARY COMSTRAINTS,

USAID/CAHEROON EXPECTS THAT THERE WILL BE AN OHGOING

PROBLEM [N THE 1598°S WITH VACCINE SUPPLIES.

ACTICN OFFICE AFAR-85

INFO AFCV-83 ANAD-T /863 Ag 18789312 USAID/CAHERQON HAS DISCUSSED WITH THE MOH THE
------------------------------------------------------------------ POSSIBILITY OF USING LOAN MONIES FROM THE WORLD BAK'S
IKFO L0G-88  AF-08 /982v HEALTH SECTOR PROGRAM WOM IN DEVCLOPHENT TO AMELIORATE
------------------- S6CFO8 1889221 /38 THIS PROBLEM. TO DATE, THERE HAVE BEEN NO SHORTAGES
R 1869181 AUG 92 ' OF OTHER VACCINATION-RELATED SUPPLIES.

FH AMEMBASSY YAOUNDE

TO SECSTATE WASHDC 1387 S. VACCINATION STRATEGIES: AS MENTIONED ABOVE, THE

HOH IS IN THE PROCESS OF FULLY INTEGRATING

VACCINATIONS IKTO {TS NEW PHC PROGRAM. SPECIFICALLY,

VACCINATIONS WILL BE ADMINISTERED AS A DAILY ACTiVITY

IN HEALTH CEMTERS; VACCINES WILL BE DELIVERED BY PHC

LOGISTICS SYSTEHS; AND VACCIHATION HOKITORING AND DATA

AFR/ARTS/HHR FOR HS. HOPE DUKIN COLLECTION WILL BE FOLDED INTO PHC SUPERVISION AND
HEALTH IHFORMATION SYSTEMS

URCLAS YAQUNDE AT445

AIDAC

£.0. 123%6: N/A
SUBJECT:  IMHMUNIZATION PROGRAMS IN AFRICA - CAHEROON 6. SUSTAIHABILITY: EVIDENCE FROH PHC PILOT PROGRAHS
INDICATE THAT THE RECURRENT COSTS GF VACCINATION

SERVICES (EXCEPT FOR VACCINES} CAH BE BORNE 8Y
EXISTING COST RECOVERY MEASURES (FEES FOR SERVICES AND

RESPONSES TO REFTEL ARE AS FOLLOWS: SALES Of DRUGS). COOK

REF: STATE 243956

1. VACCIMATION COVERAGE IN CAMEROON: THE LASY
HATIONWIDE VACCINATION COVERAGE SURYEY (N CAMEROON WAS
CONDUCTED IN DECEMBER 1996. THE RESULTS WERE AS
FOLLOWS: MEASLES 38 PERCENT; DPT-3 44 PERCENT;
POL10-3 42 PERCEHT; BCG 74 PERCENT; COMPLETELY
VACCINATED 27 PERCENY; AND TT-2 FOR PREGNANT WOHEN 28
PERCENT.  (THESE FIGURES ARE BASED ON WRITTEN EVIDENCE
FROH HEALTH CARDS ONLY). THERE IS MO INDICATION THAT
VACCIKATION COVERAGE HAS DECLINED SIMCE THIS SURVEY.

CAHEROON HAS TRADITIONALLY HAD LOWER VACCINATION
COVERAGE RATES THAN SOHE OTHER AFRICAK COUNTRIES
BECAUSE OF ITS POORLY FUNCTIONING HEALTH SYSTEH,
PERIODIC RUMORS ABOUT THE SAFETY Of GOVERHMENT
ADHINISTERED VACCINATIOH PROGRAHS, AND THE MINISTRY OF
HEALTHS DISINCL INATION TO MOUNT LARGE-SCALE
VACCINATION CAMPAIGNS TO TEHPORARILY BOOST COVERAGE.

2. EXPECTED TRENDS: USAID EXPECTS THAT VACCINATION
COVERAGE RATES WiILL BEGIN SLOWLY TO INCREASE IN THE
1998°S DUE TO THE IHPLEMENTATION OF THE MIRISTRY OF
HEALTH'S NEWMLY ADOPTED PRIMARY HEALTH CARE (PHC)
PROGRAN BAStD ON THE INTEGRATION Of SERVICES AWD
COHMUHITY FINAHCING. ACCORDING TO THIS MEV PROGRAN,
YACCIMATIONS WILL BECOHE AN INTEGRAL PARY OF THE DAILY
ACTIVITIES OF HEALTE FACILITIES AMD OF REGULARLY
SCHEQULED CONHHUNITY OUTREACH VISITS. (SEE YAOUNDE
5823 FOR A FULL DESCRIPTICK OF THIS NEVW PHC PROGRAH).
IN THE PILOT PHC PROGRAMS NOW UNDERWAY, YACCIMATION
COVERAGE 1S ON THE IMCREASE.

3. BUDGETS FOR IMMUNIZATION: DUE TO uancaium o
ORGOING ECONONIC CRISIS, THE MINISTRY OF KEALTH'S
BUDGET FOR THE EXPANDED PROGRAM OH IHMUMIZATION (EPD)
HAS DECLINED SIGNIFICANTLY, AS A RESULY, THE MINISTRY
OF HEALTH (HOK) HAS GREATLY CURTAILED ITS PURCHASE OF
VACCINE.

USAID/CAMEROON AND OTHER DOWOR FUNDIKG FOR HEALTH HAS
HOVED AWAY FROM SUPPORT OF “VERTICAL™ PROGRAMS L IKE
EPI AND DIARRHEAL DISEASE COMTROL AMD TOVAROS SUPPORT

OF THE HOH'S NEV INTEGRATED PHC PROGRAM. UMICEF,
WMICH IS THE PREDOMINANT DONOR OF THE KATIONAL EPIL,
NAS HAINTAINED FAIRLY STEADY SUPPORT FOR THE PROGRAM.



