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Office of the 
Deputy Inspector General 

November 7, 1986 

MEMORANDUM F R Mark L.~delma ~A/Africa Bureau 
~ " 

FROM: mes B. Durn I, Dep ~Inspector General 

SUBJECT: Audit of the Combating Childhood Communicable 
Diseases Project (Audit Report 7-&98-87-1) 

This report presents the results of audit of the Combating 
Childhood Communicable Diseas\~s project--AII)' s major activity in 
support of child survival in Buh-Saharar. Africa. This $89 
million AID project is part of a more than $500 million combined 
effort by international donors and recipient countries to reduce 
disease-related mortali ty and morbidi ty rates in children under 
five years of age. T6~ program results audit was made to assess 
AID's (1) coordination role in the chi Id Burvi val program, (2) 
project progress including the system to measure results, (3) 
recipient country particip3tion including financial support, and 
(4) management of the project. 

The audit found AID's project management particularly good for 
this complex project. AID officials in Washington and those in 
J..':e audited missions worked very hard to carry out the project I s 
many activities. The RIG/A/WA has stated - ••• this is the best 
managed of the regional projects we have reviewed to date.- Good 
progress was made immunizing children and pregnant women against 
intectious diseases, treatin~ diarrhea and malaria, and 
increasing the number of health care centers. 

The audit identified several problems which seriously reduce the 
long-term benef its AID expects from its ch i Id survi val efforts. 
AID did not succeed in coordinating donor efforts at the policy 
level and in the individual countries. Project progress in 
reducing mortali ty and morbidi ty rates was based on indicators 
rather than precise measurements. Not enough had been done to 
assure that recipient countries would have the trained people and 
money to continue the project when donor assistance ended. Also, 
AID needed to !letter coordinate acti vi ties in individual 
countries with regional activities. 

The Africa Bureau agreed to carry out seven of eight reported 
recommendations. The Bureau was studying the recommendation to 
develop plans to better measure recipient country ability to 
continue child survival activities when the project ends. The 
full text of the Bureau's commp.nts is included as Appendix 1. 

We appreciate the assistance and cooperation of the Africa Bureau 
staff and the many people in the field with whom my audit staffs 
in Dakar and Nai robi had the pleasure to work.. Please let me 
know wi thin 30 days of further actions taken in response to the 
report recommendations. 
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~XECUTIVE SUMMARY 

Each year, up to 25 percent of sub-Saharan African chilaren die 
before the age of five fronl chi Idhood communicable diseases, 
diarrhea an?] malaria. Therefore, a $500 million child survival 
pro9ram was initiated to help reduce the mortality and 
morbidity rates among children in 30 to 35 sub-Saharan 
nations. The program is administered through (1) the 
Cooperation for Development in Africa, comprised of seven 
member countries: (2) international multilateral agencies such 
as the World Health Organization, and (3) African governments. 
Donor countries were to contribute $250 million of the $500 
million. AID's $89 million Combating Childhood Communicable 
Diseases project is part of this program. The U.S. was 
designated by the Cooperation for Development in Africa 8S the 
lead donor and principal coordinator. 

The objectives of the AID project, authorized in 1981, were to 
(1) immunize and treat the target population against six 
childhood diseases I . dia.rrhea I and malaria, and (2) develop host 
governments' institutional capability to continue project 
activities. By June 30, 1986 AID had obligated $34.5 million 
for the project and spent $19.2 million. As of September 1986, 
AID had authorized bilateral projects in 13 sub-Saharan 
countries~ The project was managed by AID/Washington's Africa 
Bureau and implemen1ed by the u.s. Department of Health and 
H~~an Resources C~ter for Disease Control in Atlanta, Georgia; 
the World Health Organization; and the USAID Africa missions 
receiving project monies. 

The Office of the Regional Inspector General for Audit/West 
Africa performed a program results audit of AID's participation 
in the child survival program. Audit objectives \lere to (1) 
assess hID's coordinating role in the program, (2) assess 
progress of AID's project and the system to measure results, 
(3) determine whether the host countries adequately supported 
the project, and (4) evaluate AID management of the project. 

AID's overall coordination of the multi-donor child survival 
program was not effective. In AID's bilateral projects, the 
target population was being inoculated or treated for diseases; 
however, project impact was not ade~uately measured. In 
addition, host governments did no~ provide the required 
financial support to the project. Although AID needed to 
better coordinate bilateral and regional training activities, 
its overall project management was good. 

Progress was made immunizing the target populations against 
infectious diseases I treating diarrhea and malaria I trail" ~.ng I 
and increasing the number of health care centers. P.~.wject 
management was enhanc·~d because of a good annual evaluation 
system and the dedicated service to the project by AID/ 
Washington and USAID personnel. 
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As the lead donor of the Cooperation for Development in Afrie., 
program, AID was to coordinate efforts with bilateral and 
multilateral donors to make the best use of resources. 
Although the Africa Bureau attempted to coordinate efforts in 
the child survival program, it did not effectively do so. 
According to the Africa Bureau project officer, officials of 
donor countries did not adequately shara information on their 
programs. At the country level, Missions did not effectively 
promote coordination efforts. Consequ1ently, AID lacked the 
necessary infor.mation to make the best use of AID resources 
under the .overall child ~urv~val program. The Bureau agreed 
with report recommendations to improve donor coordination. 

AID Handbook 3 required establishment of a management 
information system to monitor and measure the project's 
progress in meeting objectives. However, the objectives were 
not measurable because adequate baseline data surveys on 
mortality and morbidity were not performed in all countries. 
Furthermore, project agreements required neither the 
establishment of objectives and timeframes nor the submission 
of reports on the status of host g4:>vernment institutional 
development. The World Health Organization was to play a major 
role in institutional development, but timely progress reports 
on its activities were not required. As a result, AID could 
not determine project impact. This report recommends that the 
Africa Bureau develop plans to measure (1) the reduction of 
mortality and morbidity and (2) the development of the host 
countries' institutional capabilities to continue the child 
survival program. The Bureau agreed to make further effort to 
measure the projects' impact on mortality and morbidity rates, 
but wanted to further study the recommendation aimed at 
measuring host country capabilities. 

AID policy stresses host government self-reliance, not 
dependency. Project agreements required the host countries to 
fund certain recurrent project costs, and eventually, to fund 
all project costs. However, because of financial constraints, 
host governments did not meet their corrullitments. 'Ihis resulted 
in slow project progress and cutbacks in project objectives. 
Also, lacking a syst~m to do so, USAIDs did not adequately 
monitor host government contributions. Some host governments 
may not be able to continue project activities when AID 
assistance terminates. The Bureau agreed to a report 
recommendation to develop a plan to meet project costs in host 
cou..'1tries. 

AID intended to support and strengthen host country child 
survival programs through World Health Organization sponsored 
training programs. However, little information on these 
training opportunities were prov~ded to AID-assisted bilateral 
programs and only limited participatio~ took place. The Africa 
Bureau failed to adequately d'efine the AID-designated regional 
liaison officer's responsibilities. As a result, host country 
institutional development was limited. The Bureau agreed to 
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clarify the duties of the regional liaison officer, and to 
improve opportunities for individuals from AID-assisted 
bilateral programs to participate in regional training. 

Although the Africa Bureau agreed with most of the audit 
findin9s and recommendations, the Bureau 'was concern ed that the 
draft audit report did not reflect Bureau and AID Mi ssion 
attempts to coordinate with donors anc] encourage host countries 
to make contributions. Al.so, the Bureau believed the report 
did not reflect the project's effective management which had 
been noted in the Regional Inspector General for Audit/West 
Africa transmittal memo to the draft audit report. 

The Bureau also stated that such issues ,as donor coordination, 
host country contributions, ~nd mea;surement of impact on 
mortality and institutional development were ones problematic 
to all AID and donor projects. The Africa Bureau believed 
project management had demonstrated impressive attempts to 
effectively deal wi~~ these issues. 

Africa Bureau comments have been incorporated in the final 
audit report and the full tex.t of the con®ents is included as 
Appendix 1. As a result of actions taken and planned, seven of 
eight report recommendations are resolved and can be closed 
upon completion of corrective action. The recommendation on 
measuring host country capability to continue project 
activities after AID assistance ends remains open pending 
additional Bureau study and comment • 
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AUD] T OF THE Cor-1D1\']'] NG CHII,DHOOD Cor-1MUNl CAIn,}: 

1\. Backl.1round 

DISEASES PROJECT 
PAWl' 1 - INTRODUC'J'ION 

Bilateral and multilateral donors and African governments Bre 
participating in a $500 million child survival program in 
sub-Saharan Africa to help reduce mortality and morbidity due 
to childhood communicable diseases such as measles, malaria and 
diarrhea. The bi1aterDl donors, comprising the Cooperation for 
Development in Africa (CDA}l/ and multilateral agencies such as 
the World Health Organizati.on (WHO) and the United Nations 
International Children's Emergency Fund (UNICEF) were to 
contribute approximately $250 million of the $500 million to 
support programs in 30-35 African countries. 

The U.S. contribution \rlas through AID's Combating Childhood 
Communicable Diseases (CCCD) project. Begun in 1981, this 
ten-year project We'4£:;' authorized for $89 million to pay for 
technical assist;ance, training and cornmodi ties such as 
vaccines, oral rehydration solutions, and chloroquine. 

Accepting this project as one of its program initiatives, the 
CDA designated the U.S. as lead donor and principal coordinator 
of the overall effort. In order to better coordinate program 
activities, thf:! CDA established a Health Technical Committee to 
exchange technology and program experience, and increase 
resources to Africa's childhood disease control activities. 
African countries receiving bilateral assistance were to 
contribute personnel and other resources and to eventually 
assume full support. The project also included regional 
activities to support the individual country programs. As of 
Ju..'1e 30,1986" AID had obligated $34.5 millior" and spent $19.2 
r ... llion. AID had authorized bilateral projects in 13 
sub-Saharan countries as of September 1986 (see Exhibit 1). 

The CCCD projt~ct had two major objectives: (1) immunize the 
target population in each recipient country against six 
childhood dist~ases '£/, and treat diarrhea and malaria, and (2) 
develop host government institutions 1:0 continue the effort 
after AID assistance terminated. 

,!/ Belgium, Canada, Federal Republic of Germany, France, Great 
Britain, Italy and the U.S. 

'£/ Measles, polio, tuberculosis, diphtheria, pertussis, and 
neonatal tetanus. 
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The project is managed by AID/Washington's Africa Bureau and 
implemented by the Center for Disease Control (CDC) through a 
Participating Agpncy Service Agreement with the Department of 
Health and Human Servicesr by The African Regional Office of 
the World Health Organization(WHO/AFRO) through an AID grant, 
and by grants to each of the participating countries (see 
Exhibit 2). 

B. Audit Objectives and Scope 

The Office of the Regional Inspector General for Audit/West 
Africa made a program results audit with objectives to: 

assess 
program; 

AID's coordinating role in the child survival 

assess AID project progress including the system to measure 
results; 

determine whether AID recipient cowltries were contributing 
to the project as planned; and 

assess AID's management of the project. 

The audit was made at AID/Washington: CDC/Atlanta; WHO/AFRO, 
Brazzaville, Congo and in five bilateral cOlmtries -- Zaire, 
Congo, Togo, Malawi and Lesotho. The audit team reviewed 
project documentation, held discussions with officials of AID, 
CDC, WHO, recipient countries, and several international and 
other donor representatives. Audit field,~ork was completed in 
June 1986 and the Africa Bureau was provided a draft audit 
report in August 1986. Africa Bureau comments, received in 
late September 1986, have been considered in this final 
report. The full text of Bureau comments is in Appendix 1. 
The audit was made in accordance with generally accepted 
government audit standards. 
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AUOI '.I' OF' 'l'HB COMDNl'l NG CHll,OHOOl> 
COMHUNI CADIJE DI SEA 51-:S PROJEC'l' 

PAR'l' II •• RESUl,TS OF AUO} T 

AID's overall coordination of the multi-donor child survival 
program was not effective. In AID's bilateral projects, the 
target population was being :lnoculated or treated for diseases; 
however, project impact was not ad,equatcly measured. In 
addi tion, host governments did not prc>vide the required 
financial support to the project. Although AID needed to 
better coordinate bilateral and regional training activities, 
overall project management was good. 

Progress was made in immunizing the targ,et populations against 
infectious diseases, treating diarrhea and malaria, providing 
training, and increasing the number of health care centers. 
Project management was enhanced because of a good annual 
evaluation system, and the dc~dicated service of AID/Washington 
and USAID personnel. 

The Africa Bureau needs to improve coordination of both donor 
efforts in the child survival program and activities at the 
country level. A plan should be developed to measure project 
progress in reducing mortality and morbidity rates and in 
developing host country institutional capability. Furthermore, 
the Bureau needs to devise a plan for meeting project costs, 
and better integrate AID's regional and bilateral project 
activities. 

The report contains eight recommendations directed towards 
improving donor coordination, measuring project impact, 
addressing host country funding constraints, and improving the 
project's bilateral and regional interactions. 
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A. Findlngs and RecommendaU ons 

1. Need to Improve Donor Coordination 

As the lead donor of the Cooperation for Development in Africa 
(CDA) program, AID was to coordinate efforts with bilateral and 
multilateral donore to make the best use of resources. 
Although the Africa Bureau attempted to coordinate efforts in 
the child survival program, the Bureau did not effectively do 
so. According to the Africa Bureau project officer, donor 
countries' officials did not adequately share information on 
their programs. At the country level, Missions did not 
effectively promote coordination efforts. Consequetltly, AID 
lacked the necessary infox'mation to make the best use of AID 
resources under the overall child survival program. 

Recommendation No. 1 

We recommend that . the Assistant Administrator, Bureau for 
Africa, improve donor coordination of child survival activities 
in sub-Saharan Africa by: 

(a) determining the status of donor comltry and international 
organization contributions to the Africa-wide program, 
including the results of donor activities in the recipient 
countries; 

(b) periodically sharing data on program implementation, 
successes, and problems with other donors and international 
organizations, and 

(c) periodically reporting results of donor activities to the 
USAID missions. 

Recommendation No.2 

We recommend that the Assistant Administrator, Bureau for 
Africa :equire participating USAID missions to: 

(a) more effectively promote 
individual countries, and 

(b) periodically report on 
coordination and specific 
respective countries. 
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Discussion 

AID policy !/, is to coordinate assistance with other donors 
and to work with host country ministries when establishing 
in-country coordinating mechanisms. The CCCD project paper 
emphasized the need for coordination and identified several 
coordination levels: the CDA group meetings, the eCCD Advisory 
Council, and in-country coordination. As the lead donor, AID 
was assigned the role of principal coordinator. This 
coordination process should ensure that all needed information 
routinely flows through the various levels to help prevent 
confusion and duplication of .efforts. 

The audit disclosed, however, that coordination did not evolve 
as intended on the COA, CCCO Advisory Councilor country 
levels. As a consequence, AID did not have enough information 
about th~ status and results of other donor activities. 

CDA level - The Africa Burenu attempted, but did not succeed in 
promoting effective coordination of donor efforts at the CDA 
level. The CDA representatives met seven times since the start 
of the CCCD project, and an eighth meeting was scheduled, 
according to the AID representative who chairs this group. 
However, he said, these meetings have not resulted in improved 
coordination because member countries lacked political 
commitment and interest. 

Cmly two member countries, for example, complied with the 
Africa Bureau request to submit a listing of the scope, focus, 
funding level and duration of their health projects. 
Furthermore, Africa Bureau officials did not know if the 
members directed their field representatives to jointly engage 
the national gc-vernments in a dialogue on the procedures for 
and support of country level coordination. As a result, AlI) 
did not get thorough information on financial assistance 
provided to sub-Saharan African countries by its CDA partners. 

Advisory Council level - The Advisory Council was to provide 
direction ~~C policy guidance to the overall CCCD project, but 
the Council and the related technical working groups never 
met. Therefore, since the beginning, the project was being 
implemented without a clear, common donor policy. Each donor 
was left to implement its assistance program according to its 
own policy. 

1/ "Blueprint For Development: the Strategic Plan 
Agency for Internationall Development" (undated), 
Policy Paper, "Recurrent Costs" dated May 1982. 
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In the Congo, for example, AID )-).fj ... 1 o;,tr:-(l tt"- ~~~:tE.t"" .fft.:l"'l1.t~~(lJ C;·~;!~" 
a patient wos Dffected, whlJ£' th(' '~~e:r;""!F) 

organization had dpcidcd to E!::"~··t . .!~,~;~~ th,:? fie " oj? 

affected. In the meantime, the hos'l. \:C,' ':~;y Wt,.:; ,;;i.;!; •. 

which of the competing app:roache' ~-;~:" '; d Lu ;;:.", 

h>;~d f.:tf"~:-· 

l.···- fl.:'n:} 
,.,.H to 

national policy on malaria. Thit:; u:{"iueivfl .'iir.lit·'d tht' 
Government of Congo's d~velopment of II ,lear llPd J~iinitiv~ 
malaria policy. 

USAID/Zaire officials, who monitor the Congo program; be:llev~~ 
the Germans were not only attempting to prevent the Ji.2~se 
but were also treating malaria patients. In addition, they uid 
not believe there was confusion about a malaria pol3.cy. 
However, project officials ;in both \-Jashington and the Congo 
told the auditors that differences in the approach to mal~ria 
treatment caused confusion for the Government or t!1e Congo in 
developing a malaria policy. 

Country level Although some USAIDs assisted in establishing 
coordination committees and maintained regular informal contact 
with other donors, they did not effectively coordinate 
efforts. Zaire and Togo both set up coordination committees 
comprised of donor and government officials. Yet nei thel: 
committee effectively improved coordination be~ause members did 
not adhere to the meeting schedules. Malawi, Lesotho, and the 
Congo failed to establish donor coordination committees. 

Host government, AID and donor officials in the five countries 
visited said that they coordinated informally in the absence of 
meetings and frequently consulted each other on their 
respective activities; nonethele~s, instances of duplication 
occurreJ. In Zaire, for example, one CCCD p~oject official 
told us that AID and other donors had provided the same 
commodities, such as refrigerators and motolcycles, to one 
health center, while other hl:alth centers received none. The 
project office \yas not informed of these duplicative donations. 

Counter productive practices also occurred. In the Congo, for 
example, several donors provided inmunizations for the same 
targeted childhood diseases as the CCCD project. Because the 
project and organizations had not collaborated, these 
organizations immunized a significant portion of the Congolese 
target population without adhering to the World Health 
Organization prescribed iwnunization schedule. According to 
one donor, this practice was counterproductive because vaccines 
for different diseases mUI;t be administered to children a°.: 
specific stages and intervals to be effective. 

The Africa Bureau and the USAIDs were not reporting to each 
other on their respective CCCD coordination activities. 
Although not required, Africa Bureau coordination reports would 
assist USAIDs in learning about overall CDA efforts for CCCD 
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3Ct.~\,j'~h:6, p.f~d U::-:J\JiJ C('Oh inQtiollrC'rl..)r~',:: on donor Dctivitles 
jl ('act. ct::untry ""nlJ !Hi!d6t the '\f~Jc[' Hun.'au. Thir; flm·, of 
ii.form.!Ci.on wtHlld €'nhance 1\10'6 coordinution role lind 
facilitate problem Y2'solution. 

FOl" many reasons I AID has beerl unable to organi ::e 
formal coordination at the hcndquarters and coun':ry 
if the eeCD project is to have the broad, positive 
aims to achiev~, coordination must be improved, nnd 
responsibility to do so. 

Management Comments 

syst;:-rlluti C I 
level. But 
impact it 

it is AID's 

The Africa Bureau concurred with the finding and 
recomloendations. The Bureau stated that an AUgt:Bt 1986 meeting 
had been held among UNICEF p AID, and CDC officials on the 
status of UNICEF's child survival activities in all AID 
bi lateral coun tries. A ne\<} $6 million CCCD ~rant had been 
signed with UNICEF for child survival activities i;) Nigeria. 
In August 19B6, a draft listing of health projects in Africa 
was developed from the Ol~ganization for Economic Cooperation 
and Development data. The list provides information on donor 
contributions by amount, type, and pu!:"pose of t!ontribution for 
each year from 1973 to 1985. An updated list will also be made 
availab12 -co the Health Technical Committee fer the CDl\ meeting 
planned for November 1986. 

At the meeting, efforts will be made to strengthen the 
cooperation between donors by more precisely defining the 
content and procedures for information sharing. In addition, a 
cable summarizing the November meeting \<1i11 be sent to the 
USAIDs. 

In addition, the Africa Bureau will direct the USAIDs to assume 
a more active role in promoting donor coordination at bilateral 
levels by specifying the activities they ahould perform or 
support and guidelines for d<)flor acti vi ty reports. 

Office of Inspector General Comments 

Bureau actions undertaken or planned are responsive to the 
recommendations. Recommendations 1 and 2 are therefore 
considered resolved and will be closed upon completion of 
corrective actions. The Bureau's actions to improve donor 
coordination should ensure more effective use of the $500 
million to be spent for child survival activities in 
sub-Saharan Africa. 
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2. Need to ImprovE' he Miln1l9~!TI('nt Informnt_1::11 Syst£'m to Hetler 
r.'onj tor Project Pl-ogr£,f.s on the Sf] at{,Tn l )JHlTfiS 

AID Handbook 3 required establlshment a management 
information 6ystem to mo:d tor and rneDsurc the project' s 
progress in meeting objectives. However, the project 
objectives were not measurable because adcquatp baseline datD 
surveys on mortality and morbidity were not performed in all 
countries. Furthermore, proj~ct agreements required neither 
the establishMent of cbjectives and timefrarees nor reports on 
host government institutional development. The World Health 
Organization \01 a 5 to play a rna jor role in insti tuti-onal 
development, but timely progress reports on its activities were 
not required. As a result, AID could not d(.tcrmine project 
impact. 

Recommendation No.3 

\'Je recommend that the Assistant Administrator, Bureau for 
Africa, in cooperation with the Centers for Disease Control, 
develop a plan ~o measure project progress in reducing 
mortality and morbidity rates associated with the targeted 
diseases. 

Recorr@enaation No.4 

\lJe recommend that the Assistant Administrator I Bureau for 
Africa, require each USAID, in cooperation with the Centers for 
Disease Control, to: 

(a) develop a child survival plan for each participating 
country I which specifies host country needs and what AID 
can provide to develop host country institutional 
capability in the areas of health education, training, 
health in f onTia tion systeffis and operations researchi 

(b) specify the objectives and tirneframcs for developing the 
host country's institutional capability; and 

(c) report periodically on project progress in developing host 
country institutional capability and reducing mortality and 
morbidity rates. 

Recommendation No.5 

We recommend that the Assistant Administrator, 
Africa, request the World Health Organization 
progress reports at least every six months. 

Discussion 

Bureau for 
to submit 

AID Handbook 3 requires that AID establish a management system 
to provide reliable data on program results for effective 
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progrem management and sound decision-making. The manogement 
system should include (1) definition of objectives; (2) 
development of quantitative indicatorG of progress toward these 
objectives: (3) orderly consideration of alternative means for 
accompli shing such objc::ti ves; and (4) adoption of methods for 
comparing actual against anticipated results of programs and 
projects. 

Because of an incomplete and amhiguous pr0ject information 
system, little data existed to accurately measure the project's 
progress in reducing mortality and morbidity associated wi,h 
the CCCD targeted diseases, and in developing the recipient 
countries' institutional capability. 

Reduction of the mortali ty and morbic~ rates - A tracking 
system was to be set up to nlon i tor and measure (1) the 
reduction of mortality ane morbidity rates and (2) access to 
treatments for the targeted diseases among children and 
pregnant women. However, in all ~ountries reviewed, mortality 
and morbidity systems were inadequate (see Exhibit 3). For 
example, one project goal 'was to reduce the mortality and 
morbidity rates by 50 percent through intensive irr~unization 
activities, use of oral rehydration in diarrhea cases, and 
chloroquine in malaria cases. Efforts had been made to collect 
data on the targeted population's access to oral rehydration 
solution and chloroquinel and the number of irr~unization£ 
provided (see Exhibit 4). However, this data was not 
effectively used to measure reductions in mortality and 
morbidity rates because baseline data were not representative 
of the taTget populations or did not cover all targeted 
diseases. 

In Zaire, for example, a large country consisting of nine 
regions, surveys were only conducted in the two regions of 
Kinshasa and Bandundu. Likewise, in Togo (five regions), 
mortality surveys only covered the Plateaux and Maritime 
regions. Surveys in the Congo (10 regions) concentrated on 
malaria and diarrhea in the urban areas of Brazzaville and 
Pointe Noire (the political and economic capitals of the 
country), and failed to address the six childhood communicable 
diseases. 

Health specialists associated with the bilateral projects said 
that baseline data surveys were not performed either in 
sufficient number or with the required accuracy because of (1) 
the high cost of undertaking these surveys (one survey in Zaire 
ccst an estimated $140.000), and (2) inadequate survey 
methodology for mortality and morbidity. 
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Africa Bureau and CDC/Atlanta officials believed the project 
was having impact, but agreed progress was difficult to 
measure. The Africa Bureau project officer said that they were 
working on ways to bettcr measure projcct impact. 

Four years after the start 
AfricA Bureau nor the 
assistance had in reducing 
sub-Saharan Africa. AID 
measure project impact. 

of the 
USAIDs 
child 

should 

CCCD project, neither the 
knew what impact the U.S. 
mortality and morbidity in 
develop a plan of action to 

Host Country Institutional CaEabilit~ The institutional 
development goa! of the project was to progressively build 
within Sub-Saharan governments II permanent national 
organizations to immunize all under one year olds, to treat the 
under five year old population for diarrhea and to control 
other selected endemic diseases in children on a sustained 
basis." To accomplish this goal the project provided 
assistance at both the country and regional levels in four 
components: health education/promotion, health information 
systems, operations research, and training. 

Progress in the four project components was made to varying 
degrees in the five countries visited (see Exhibit 5). 

In Zaire 960 persons had been trained versus the 895 
planned; while in Togo, only 342 of the planned 1,000 persons 
were trained. 

In Zaire, the health informaticn system (HIS) was 
computerized and providing basic information on project 
activities; however, in the Congo, the HIS had not been 
developed. 

One hundred sixty op~rations research activities 
planned project-vlide, but only 27 had been approved 
October 1985. Of the countries visited, Malawi had three, 
had two, Zaire and Lesotho had one each, mld the Congo had 

were 
as of 

Togo 
none. 

In Malawi, little had been accomplished in health 
education/promotion; whereas in Lesotho, impressivE: gains were 
made in developing health education training modules and in 
creating health education materials, including radio messages, 
treatment charts and immunization schedules. 

Despite the above activities and the 
institution-building, USAID and CDC 
determine progress in developing 
institutional capability. For example, 

project's 
officials 
the host 

emphasis on 
could not 

gcvernment 

The project agreements spe~cified the number of trainees in 
total. However, in many countries project officials did not 

- 11 -
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determine the number and type of trainees (doctors, hUTGCS ;nd 
health workers) nceded in the project to develop institutional 
capnbilitiea. 

Although numerous Health Informlltion System (fIlS) 
activities were being conducted in all countries, the 
CDC/Atlanta specialist stated that detailed plans had not been 
developed for implementing an integrated HIS structure. Thus 
the inputs necessary to establish an effective HIS at the 
individual country level were not determined, resulting in host 
governments not knowing what was needed to develop and/or 
strengthen HIS capability. 

Project documentation did not specify the number of 
researchers and the level and nature of expertise needed to 
develop institutional capability in operations research. 

In the area of health education/promotion, the num0ers and 
types of personnel needed to implement and manage health 
educatiQ1 programs were generally not specified. 

Project impact could not be measured because the elements of a 
management information system for that purpose had not been 
developed. For example, plans which delineated what each 
country needed in the four project components, and how AID and 
other donors could meet those needs, had not been prepared in 
any of the five countries. In addition, the project grant 
agreements did not require (1) the establ~shment of 
institution-building objectives and timeframes and (2) the 
periodic submission of progress reports on developing host 
country irnmuni?ation, malaria and diarrhea programs. 

Furthermore, \'JHO/AFRO did not provide timely progress report!:: 
on its health information system or regional training 
activities because the gr~1t agreement specified that WHO/AFRO 
submit such reports only every tW0 years. WHO/AFRO regional 
activities were intended to play a major role in developing a 
CCCD institutional base in the participating countries. In our 
view, biennial reports are too infrequent to effectively 
monitor these project activities. 

Management Comments 

The Africa Bureau agreed with two of the three recommendations, 
but deferred action on the recommendation concerning host 
country institutional capability. As concerns project impact, 
it stated that significant efforts had been made to develop 
reliable measures of mortality and morbidity. Because previous 
extensive surveys had proved expensive, time-consuming and 
difficult to institutionalize, the Bureau had relied on other 
data sources such as demographic and health surveys. 
Additional methods for obtaining indicators for program success 
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were being developed. The Bureau planned to submit its 
enhanced strategy to measure mortality and morbidity to the 
CCCD recipient coun:.ries for commcmt by J,muary 1987. 

The Bureau said that it was deferring decision on the issue of 
developing a separate plan specifying host country 
institutional capability, needs, objectives and timeframes. It 
believed the current country-specific project assessments and 
agreements included institutional capability development 
concerns, needs and plans, and that the management information 
system reflected host country development. 

The Bureau 
in March and 
reports. 

also stated that. l'nIO/AFRO submi tted progress reports 
July 1986 and will continue to submit future 

Office of Inspector General Comments 

Bureau actions taken and planned are responsive to 
recommendations 3 and 5, which are considered as resolved. 
Recommendation number 4 is open pending further Bureau study 
and response. Concerning recop.unendation number 4, the Africa 
Bureau provided updated project progress information on 
immun ization coverage and access t(> mC'laria and oral 
rehydration therapy. As a result \>Je revised part (c) of that 
recommendation. 

In further response to reco~flendation number 4, the Bureau 
provided additional information on progress achieved in 
development of host country capabilities. This information was 
intended to replace certain data in Exhibit 5. However, audit 
work performed did not verify the Bureau-provided information 
and, in some cases, was contrary to that provided. For 
example, during the audit we found that the development of 
health education promotion units in the five countries visited 
hJd barely started or was unkno\>m. In its response, the Bureau 
stated that all five countries had developed such units. We 
question whether broad statements of achievement, when meast,red 
against broad objectives, provides a meaningful indicator of 
institutional development progresse These broad measurements 
exist in varying degrees in the other three project 
components. As a result, we have not modified Exhibit 5 as the 
Bureau had requested. 

The development of the host countries V capability to continue 
project activities after AID funding terminates is a major 
project objective. We believe that AID management needs clear 
objectives, specific timeframes, and regular reporting on 
institution-building in order to monitor project progress and 
determine if UeS. funds are spent effectively for that purpose. 

- 13 -
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3. Need to Devise Plans for Me~ting Project Costs 

AID policy stresses host government self-reliance, not 
dependency. Project agreements required most host countries to 
fund certain recurrent project costs, and eventually, to fund 
all project costs. However, because of financial constraints, 
host governments did not meet their commitments. This resulted 
in slow project progress and cutbacks in project objectives. 
Also, lacking a system to do so, USAIDs did not adequately 
monitor host government c()ntributions. Some host governments 
may not be able to continue project activities when AID 
assistance terminates. 

Recommendation No.6 

We recommend that the Assistant Administrator, Bureau for 
Africa, in cooperation with other Cooperation for Development 
of Africa countries, multilateral donors, and the African 
governments, develop a plan for meeting project costs in each 
country. The plan should also provide implementation options 
based on reduced funding levels of host governments. 

Recommendation No. 7 

We recommend that the Assistant Administrator, Bureau for 
Africa, require the USAIDs to establish systems for: 

(a) obtaining data on host government contributions to the 
project as required by the grant agreements, and 

(b) reporting periodically to 
government contributions. 

the Africa Bureau on host 

Discussion 

According to AID policy, donor support should eventually 
terminate and each country should replace that support with 
their own resources. In complying with this policy, AID's 
project grant agreements required host governments to fund 
certain project recurrent costs and assume a proportionately 
greater share of other operating costs, such as vaccines, 
vaccine supplies, and anti-malarial and diarrheal medications. 
By the end of the project, four of the five countries visited 
were to assume all costs to ensure the continuation of project 
activities. To help ensure the sustainability of the program, 
fees for services (auto-finmlcing) systems were emphasized in 
some grant agreements. In addition, AID Handbook 3 requires 
USAID monitoring of project activities, including host 
government contributionso 

The audit fou~d that (1) host government 
contributions were inadequatt= and (2) USAIDs did not 
effective systems to monitor these contributions. 

- 14 -
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Host governmpnt contributions - In the five countries visited, 
host government financial contributions were not provided a6 
specified in the project agreements (see Exhibit 6). Zaire, 
one of the first billlteral CCCD countries, had government 
funding shortfalls since the project began in 1983. Through 
its regular budget, the Government of Zaire provided only 45 
percent of the required proj~ct operating costs in 1983 and 35 
percent in 1984. In 1965, the Government of Zaire provided 
funds to cover only 60 percent of project staff salaries, and 
did not fund other operating costs, such as gasoline, per diem, 
and shippir rJ. In Lesotho, host government contributions of 
only 24 percent of the amount required led to slow project 
progress in the first year. The second year contribution 
improved considerably to 73 percent. 

Funding constraints were more serious in the Congo than in some 
other AID bilateral countries. The Congo government 
contributed only 28 percent of its agreed upon funding for two 
years (1984-85). Moreover, the Congo government did not budget 
any funds for the project in 1986. This situation remained 
unresolved at the time of our audit in April 1986. 

The three auto-financing systems we reviewed were not 
functioning as intended because host governments either did not 
develop or adequately monitor systems to see that funds were 
properly spent. For example in Zaire, the government did not 
ensure that funds received from the sale of diarrhea and 
malaria treatments were used to pay for more treatments. 
Instead, funds were used to cover the salaries of project 
personnel who had not been paid in months. Without the 
willingness of other donors to resupply these commodities, 
Zaire could not have continued its diarrhea and malaria 
treatment program. 

AID's assessment of host governments' ability to fund recurrent 
costs was unrealistic since most CCCD bilateral countries 
visited were under extreme economic hardships and International 
Monetary Fund austerity measures. For example, in Zaire, CCCD 
budget cuts of more than 50 percent could be attributed to the 
September 1983 currency devaluation of approximately 500 
percent and IMF required reductions in public sector 
expenditures. Similarly, the Congo had cash flow problems 
because of low oil prices. The 1986 national budget had been 
revised downward three times and was only one half its original 
amount. 

The lack of host gove~~ment funding was a major constraint to 
project progress in three of the five countries visited. 
Project activities were not expanding in some instances to the 
rural areas because of the lack of funds to transport cold 
chain refrigerators and Isupplies, to purchase training 
materials, or fund supervilsory visits e Project officials said 
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that if the 
commodities, 
constrained. 

donors 
project 

had not paid for 
progress would 

vElccines and 
have been 

other 
further 

Many bilateral CCCD countries will require project extensions 
because of the slow progress caused by the lack of host 
government funding. USAID/Zaire was in the process of reducing 
from 50 percent to 25 percent the objective of decreasing 
mortality and morbidity, and planned to decrease its 
anticipated coverage for diarrhea and malaria treatment. Other 
countries were expected to make similar reductions. 

AID management, host government, and other donor officials in 
three countries agreed that the major impediment to project 
success was the problem of host governmEmt funding. However I 
AID's policy of stressing host government self-reliance may not 
be achieved under current economic conditions. Donors agree 
that future assistance must be increased and extended for 
longer periods of time if projects are to continue as 
originally programmed. However, one donor representative 
stated that his organization did not want to be a "grocery 
store" for developing countries, and did not believe the 
financial hardships of those countries reason to automatically 
increase donor assistance. 

USAID financial monitoring - In three of the five countries 
visited, USAID data on host government financial contributions 
was incomplete or not ~vailable becam:;e a USAID system to 
obtain such information was not established. Therefore, in 
those cases, the audit obtained financial information primarily 
through discussions with AID, CDC, and host government 
officials. In the five countries visited, USAID and CDC were 
not periodically reporting to the Africel Bureau on host country 
financial contributions because they were not required to do 
so. As a result, USAIDs and the Africa Bureau did not have 
adequate information to make timely deciGions on host 
government financial problems. 

Conclusion The ability of host governments to continue 
funding AID projects is critical to economic development. 
Without such assurance, scarce AID and other donor resources 
are wasted. The recurrent cost problem in this project must be 
addressed by AID, other donors and the host governments. A 
coordinated plan is needed outlining what CCCD activities can 
be accomplished with realistic host government an~ donor 
resources. In ad6ition, AID needs to better monitor host 
government contributions to the project. 

Management Comments 

The Africa Bureau 
recommendations. They 

concurred in the finding and 
were developing guidelines for USAIDs to 
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4. Need to Better Integrate AID's Regional Training ActJvJties 
with the Bilateral Programs 

AID intended to support and strengthen host country child 
survival programs through World Health Organization sponsored 
training programs. However, little information on these 
training opportunities were provided to AID-assisted bilateral 
programs and only limited participation took place. The Africa 
Bureau failed to adequately define the AID-designated regional 
liaison officer's responsibilities. AI:; a result, host country 
institutional d~velopment was limited. 

Recommendation No.8 

We recommend that the Assistant Administrator, Bureau for 
Africa: 

(a) establish coordination duties of the regional liaison 
officer when coordinating training activitiey with the 
USAIDs and Centers for Disease Cont.rol technical officers, 
and 

(b) develop a system to periodically notify USAIDs of 
project-funded World Health Organization/Africa Regional 
Office training courses. 

Discussion 

The Combating Childhood Corr~unicable Diseases (eCCD) project 
paper stated that countries participating in the CCCD project 
were to have the option to use and draw support from regional 
training programs. Under a project grMlt agreement, the Africa 
Regional Office of the World Health Orgcmization(WHO/AFRO) was 
assigned the primary responsibility for this training. AID 
assigned a regional liaison officer to riRO/AFRO headquarters in 
Brazzaville, Congo to determine hOYl individual countries, 
especially those ~~~h CCCD bilateral prcjects, could best 
utilize WHO/AFRO services. 

However, the ceCD bilateral programs were not receiving 
adequate support from the WHO/AFRO training program. After 
long delays signing the WHO/AFRO grant agreement r the first 
training course started in June 1985. As of March 1986, 164 
Africans had been trained with only 30 (18 percent) coming from 
CCCD participating countries. Three bilateral project 
directors stated that they did not provide trainees because 
they had little or no information on the training courses. In 
fact, two directors, who acted as course facilitators for a 
WHO/AFRO training course in March 1986, were unaware that the 
course was financed by the CCCD grant agreement. 

USAIDs were not systematically informed of WHO/AFRO training 
courses for two reasons. 
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First, the Africa Bureau did not clearly establish the regional 
liaison officer's coordination role between WHO/AFRO and the 
bilateral projects. In early 1985 the regional liaison 
officer's coordination duties were informally delineated but 
not implemented. These duties included developing information 
on WHO/AFRO project acti vi tiE~s and coordinating how bi lateral 
CCCD projects could best utilize WHO/AFRO training. CDC 
officials intended to incorpc)rate these duties into the liaison 
officer's 1985 workplan. However, the workplan did not address 
the coordination of participclting country training needs with 
WHO/AFRO activities. As cl result, thfE; coordination did not 
take place. After the auditors brought this matter to the 
attention of Africa Bureau officials, they planned to clarify 
and formalize the liaison officer's duties and responsibilities 
so that coordination bE~tween vlHO/AFRO and the bilateral 
countries would be emphasized. 

The second reason bilateral project manag'ers were not informed 
of training courses was because WHO/AFRO operating procedures 
were based on a quot.a system which did nc)t specify that all 
sub-Saharan cOlli.tries be notifi.ed of all project-flmded 
training courses. Under the WHO/AFRO notification system the 
regional officers in charge of the particular training areas 
were responsible for (1) sending out notification letters of 
upcoming WHO/AFRO courses, (2) deciding which countries 
received letters, and (3) deciding on the number of candidates 
to be accepted from a given country. One regional officer 
stated that he forwarded letters to countries that had not sent 
many candidates I and to countries wher·e need existed. Another 
official believed that emphaBis should be placed on countries 
not having bilateral CCCD programs. 

Consequently, there was no assurance that participating CCCD 
countries would receive notification of WHO/AFRO training. 
Furthermore, none of the notification letters indicated that 
vlHO/AFRO courses were sponsm:-ed by the CCCD project. Several 
wHO representatives in the individual countries said that if 
WHO/AFRO had indicated courses were CCCD-sponsored, they would 
have better informed the appropriate personnel. 

The failure of WHO/AFRO to train CCCD participating country 
candidates limited the institutional development of those 
countries, resulting in less effective project implementation. 
Several CCCD project directors said training needs could have 
been reduced and the project enhanced if candidates had 
attended CCCD sponsored WHO/AFRO courses. For example, both 
Zaire and the Congo \I/ould have sent candidates to a 
senior-level epidemiology course in 1985 if they had been 
properly informed. 

The WHO/AFRO notification system needs to ensure that all 
bilateral CCCD countries receive notification of courses. 
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Letters should also indicate that courses are CCCD-sponsored. 
The efforts of the Africa Bureau to clarify the duties and 
responsibili ties of the 1ietison off ieer, when formal j zed, 
should improve coordinat.ion and communication between 
participating countries and WHO/AFRO. 

Management Comments 

On March 25, 1986, AID, WHO/AFRO, and CDC officers agreed upon 
(1) the duties and responsibilities of the liaison officer, and 
(2) a system to periodically notify countries of project funded 
WHO/AFRO training courses. Under the system, WHO/AFRO would 
notify ita national and regicmal representatives, the liaison 
officer would notify the CCCD field officers, and 
AID/Washington would notify the USAIDs. The system was 
scheduled to begin in September 1986. 

Office of Inspector General Cc)mments 

Based on the above actions, part (a) of the recommendation is 
considered closed upon issuance of this report. Part (b) of 
the recommendation is considered resolved and will be closed 
upon completion of corrective action. 
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B. Compliance and Internal Control 

Compliance 

The audit disclosed two instances of non-compliance with AID 
Handbooks and project grant agreements. These included (a) the 
lack of an adequate system to measure project progress towards 
objectives (finding 2), and (b) the failure of host governments 
to meet required recurrent COEit payments (finding 3). 

Other than the conditions ci tE~d, nothing came to our attention 
that would indicate that untested items were not in compliance 
with applicable laws and regulations. 

Internal Control 

Administrative controls needed improvement, but accounting 
controls were generally adequate. Finding 1 discusses the need 
to establioh a reporting system on donor coordination and 
finding 2 discusses the need for more frequent reporting on 
WHO/AFRO activities. Finding 4 notes that AID should ensure 
that bilateral project countries are adequat~ly informed of 
regional training opportunitiE!s. 

- 21 -
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AUDIT OF THE COMBATING CHILDHOOD 
COMMUNICABLE DISEASES PHOJECT 

PART 111 - EXHIBITS AND APPENDICES 



~lD Project 

Funding by countr~ uS of June 30, 1986 
( 0(.10) 

Exhibit 1 

Ob1igatjons Expend~t~~~ Date Prong Signed 

Bilateral Countries 

Cent. African Rep. $691,000 $255,000 May 1984 

Congo 655,000 168,00 0 June 1984 

Burundi 250~000 0 August 1985 

Guinea 885,000 2,000 June 1985 

Ivory Coast 880,000 0 June 1985 

Lesotho 416,000 154,000 May 1984 

Liberia 674,000 31!'2,OOO August 1983 

lo1alawi 1,428,000 95,000 June 1984 

Nigeria!.! None None 

Rwanda 1,072,000 434,000 June 1984 

Swaziland 716.,000 23 4 ,OCO June 1984 

Togo 1,140,000 418,,000 April 1983 

Zaire 5,046. ,000 2,596,000 August 1982 

Bilateral Countries' 
Funds $13,853,000 $4,738,000 

Regional Support 
Funds 20,706,000 14,478,000 

Total $34,559,000 $19,216,000 -========-= 

1/ Authorized August 13, 1986 for $14.3 million. 
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C.oMBATING CHILDH.oOD C.oMMUNICABLE DISEASES PROJECT 
Planned VB. Achieved Decreases in MortalitI and 

As of December 1985 

L E S .0 T H .0 C .0 N G .0 MAL A W IlL 

Planned Planned Planned 
Targ(1t Categories ~OP) Achieved (LOP) Achieved (LOP) Achieved 

Mortality/Morbidity 

-Neo Natal Tetanus 30% NK 80% NK NK NK 
-Polio 3.0% NK 80% NK me NK 
-Pertutisis NK NK NK N:( 30% NK 
-Measles 30% NK 80% NK 3.0% NK 
-Tubercu lOB is NK NK NK NK NK NK 
-Diphtheria NK NK NK NK NK NK 

-Diarrhea NK NK 5.0% NK 60% NK 

-Malaria NK NK 50% NK 30-351. ~/ NK 

1/ Only target reduction figures for mortality are con~idered for Malawi. 

!! 3St for children under 5 and 3.0% for pregnant women. 

MorbiditI 

TOG 0 

Planned 
(LOP) Achieved 

50'1:. NK 
50't NK 
NK NK 
NK NK 
NK me. 
NK NK 

50'%. NK 

5.01.. NK 

Z A I 

Planned 
(~O?) 

sot 
50'%. 
me 
50': 
NK 
NK 

50'%. 

50"! 

:\/ If AID/W concurs, Zaire intends to revise downward the target objectives for mortality nnd morbidity. 

NK - Not Known 

LOP - LiLe of Project 

R E 3/ 

Achieved 

NX 
me 
m: 
NK 
NK 
NK 

r;;'1C 

NK 



COMBATING CHILDHOOD COM)nJNICABLE DISEASES PROJECT 
Percent~es of Planned and Achi-eved Immunization Coverages and Access to 

Oral Rehxdration and Malaria TheraeI 
As of December 1985 

L E SOT H 0 CON G 0 MAL A W I TOG 0 Z A IRE 

Planned Phnned Planned Planned Planned 
Target Categories (LOP) Achieved.!! (LOP) Achieved (LOP) Achieved (LOP) Achiever (LQp) Achieved.~.1 

Interventions 

Immunization (EPI) NK 50% 80'7, 40% 80% 3S't 65% 12't Rural iO't 40'4 11 
321 Urban 

- BOG NR 88% 80% 80% 85% 83% €Sl 64't SO'%. 57'%. 
- DPT 65% 67% 80i. 59% 65% 50% 6Si. 21't sot 37': 
- Polio 65i. 66'7. 80'7. 59% 65i. 45% 65% 18% 50'%. 60'%. 
- Measles 70i. 651- 807- 527.. 70% 477- 6St 34% 70'7. 4Q"Z. 
- Tetanus/Women NK NK 80% NK 45'7. 32% 65% 31~'%. 70't 501. 

Diarrhea 80% NK 80i. 18% !!/ 60'7. 98% !!./ 65% lOO't !:..! 70't 67't !:/ 

Mala~ia NR NK 80"!., NK 30'7..-457- NK 65% NK 70t lC'O't 

11 As of December 1984 

~/ These coverage figures are based on the national population and not on the CCCD target population in the 141 zones 
of the PROAG. 

1/ lbe national coverage figure given for Zaire is for the first two quarters of 1985. 

4/ Health facilities with ORS 

* As of December 1984 

LOP - tife of Project 



COMBATING CHILDHOuD COl-1l-1UN I CABLE DISEASES PROJECT 
Objectives and Achievements in Proj,=~_ COillEonents 

As of December 1985 

L E S o T H 0 C 0 N G 0 M A L A W I TOG 0 Z A I R E 

'::-arget C,Hegories Planned Achieved Planned Achieved Planned Achieved Planned Achieved Planned Achieved 

C.;;;;:.?or:ents 

hea 1 tl"l In f 0 l:1:.at ion 
$)o6ter;.5 hQ NK NQ NK NQ NK NQ NK NQ NK 

urll:r .. t ions Research 
.5 t u d i t: b .. !.1 !;Q NK NQ NK 10-14 NK NQ NK NQ NK 

heidth ":ducation/ 
Promotion l;Q NK NQ NK 10-14 NK NQ NK NQ NK 

" I lralning.::. 1040 1098 SOD 38 NQ 3/ 1000 342 895 960 

~07i: Training target figures are taken from the grant agreements; they are not broken down by personnel categories, 
i.e .• doctors. nurses. etc. 

1\K - hot Koo .. n 
l~Q - hot Quant i ficd 

1.1 l\uml,er of Studies 

]) l~umbt:r of Traint:es 

1/ hU.t:lbe r of trainees could not be determined because information system was unclear. 



Z A I R E 

Year Planned Actual % ---
1983 $2,650,678 1..1 $1,180,847 
1984 533,375 ~.I 188,625 
1985 400,OQQ 1.1 120,350 

TOTAL 1l~'ttR~.~, $1,489,822 

COMBATING CHILDHOOD COMMUNICABLE DISEASES PROJECT 
Comparison of Planned Vs. Actual Contributions 

of Participating Countries 

T 0 G 0 

Contributed Planned~/ Actual2./ % Contributed 

45% $ 9,500 
35% 31,593 
30% 48,883 

42% $250,000 $89,976 36'7. 
""""""'" ::c:=c::==::::::u::::s ,......".....,.,=""""""" = 

C 0 N G 

Planned Actual2.1 

S 13,143 ° 120,000 $37,500 

$133,143 $37,500 
~.-" ~Oft-, 

11 1983 Rate of exchange Zaire 5.9 m $1. Planned contribution Zaire 15.639;000. Actual Zaire 6,967,000. 

0 

... Contributed I. 

ot 
jl~ 

28~ 
"""",.. 

!I Sept. 1983 devaluati~n changed exchange rate to Zaire 32 ~ $1. Planned contribution Zaire 17,068,000. Actual 
Zaire 6,036,000. 

11 Project requested for 1985 Zaire 16,000,000, but received Zaire 4,814,000. Exchange rate is ~stimated at 
Zaire 40 .. $1. 

!if $373,000 was TOgO:9 4-year planned contt'ioution through 1987, planned annual contributions .... ere not indfcaced. n''! 
$250,000 represents our estimate of the planned cont~ibution after 32 months or project implementatio~. 

11 Exchange rate CFA 400 = $1. 
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Planned 
Year 

1984 

COMBATING CHILDHOOD COMMUNICABLE DISEASES PROJECT 
Comparison of Planned Vs. Actual Contributions 

of Participating Countries 

S 0 T H 0 M A 1.. A 

Actual % Contributed Planned.!! Actual 

24% 

W-

$3~,300 $ 9,319 $374,300 $204 7 077 
1985 40 2600 29!676 73% 425,300 - 1:/ 
TOTAL $79,900 $38,995 49'%. $799,600 2/ 

' .. ---
il Figures are for fiscal years 1984/85 and 1985/86. 

~/ Actual contributions not available. 

.. 
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t Contributed 

55'%. 
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SUBJECT: AFRICA BUREAU RESPONSE TO THE DRAlT AUDIT 
RIPORT OF THE COMBATTING CHILDHOOD COMMUNICABLE DISEASES 
PROJEC'l' ... (6980421) - AUDI T REPORT NO. '7~698-86 

RIFbRENCI: DAlAR 98425 

DAKAR FOR RIG/A/WA, BRAZZAVILLE FOR COLLINS PASS TO 
BASSETT, KINSHASA FOR AWANGTANG, LILONGWE FOR GURNEY, 
LOrE FOR POPP, MASERU FOR DE GRArFENR~ID, CDC FOR IHFO 

1. SUMMARY: THE PURPOSE OF THIS CA~LE IS TO RESPOND TO 
TEl 1986 AUDIT PERFORMED BY THE RIG/A/WA OF THE 
CO~BA'I'TING CHILDHOOD COr-1MUNICABLI DISEASES (ceCD) 
PROJECT. PARA 2 ENTITLED EXECUTIVE SUM~ARY IS TO BE 
INSERTED IN PAGE :rIVE OF TH1~ DRAFT AUDIT REPORT. PARA 3 
PROVIDES THE RECOM~ENDATIONS OF THE AUDIT REPORT AND THE 
AlBIC! BUREAU RESPONSES TO THESE RECOMMFNDftTIONS. PARA 
4 FROVII£S A DISCUSSION OF RECOMMENDATIONS 3 AND 4. 
PARA 5 NOTES REVISIONS REGARDING FACTUA~ DATA. END 
SU,...,.iARY. 

2. EX~CUTIVE SUMMARY 

'IRE AFRICA BUREAU IS IN AGREEMENT WITH THE MAJORITY OF 
THI AUDIT FINDINGS AND RECOM~ENDATIONSo THE PERFORMANCE 
OF THE AUDIT WAS TIMELY. THE PROJECT IS CURRENTLY AT 
ITS HALFWAY MARK; HAS RECENTLY RECEIVED AUTHORIZATION 
INCREASING ITS PROJECT LIFE, FUNtING LEVEL, AND COUNTRY 
SPECIFIC ACTIVITIES FROM 12 COUNTRIES TO 14; AND WILL 
SOON :BE INITIATING ITS LARG:e:ST BILATERAL ACTIVITY IN 
NIGERIA ~lTB UNICEF. 

THE lECOMMENDATIONS REGARDING--DONOR COORDINAtrrON, HOST 
COUNTRY CONTRIBUTIONS t AND I~CCD WHO/AFRO COORDINATION 

UNCLASSIFIED 
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~aVF llYN WILL RIC1I'ED AND WILL ~r FULLY IMPLEMINTIn t 

FC_fVIP THI A7RICA ~UR:r.AU IS COHeFRN!D THAT TDr REPORT 
(ISP1CIALLY TNl lXECUTIVE SUMMARY) DOES ~OT Rl7LJCT 
!UHEAU AND MlSFION ATTFMPTS TO C00RDINATE DONORS AND 
lNCOURAGi HOST COUNTRY CONTPIBUTIONS, NOR LOES IT APPEAR 
10 hEfLICT THF PROJECT'S IJrECTIVE PERFORMANCF IN 
rANAGI~lNT ~HICH WAS REFERRED TO A~ QUOit THE ~EST 
r£NAGED or THE REGIONAL PROJECTS REVIEWED TO 
DA'l}; ••• UNQUOTE. 

SUCH ISSUES AS DONOR COORDINATION, HOST COUNTRY 
CCNTRIBUTIONS. AND THE MEASUPEMENT or l~PACT ON 
MORTALITY AND INSTITUTIONAL DEVELOPMENT ARE CNES 
~RC!LE~ATIC TO ALL AID AND DONOR PROJECTS. THE AFRICA 
PUREAU !ELIEVES THE ceCD PROJECT HAS DEMONSTRATED 
I~PRESSIVI ATTIMP!S TO EFFECTIVELY DIAL WITH THISE 
ISSU1S. CCCD INITIATED AND CHAIRED ALL CD! HEALTH 
TICHNICAL COMMITTEE MEETINGS AND ~ET FORMALLY AND 
INFORMALLY WITH DOHeRS AT THE COUNTRY LF'EL. eeeD BAS 
TO DATI, PERFORMED FEASIBILITY STUDIFS OR COST STUDIES 
IN lACE OF TbE BILATERALS TEl AUDITORS VISITED EXCEPT 
lUR ONE, HAS ESTABLISHED STRICT PROJECT COST 
CONTFIBUTION REQUIRE~[NTS IN ALL PROJECT AGREEMENTS, AND 
HAS CFTEN SCALED PAcr PROJECT IMPLEMENTATION PACE OR 
LISCONTINUED AID DISPURSEMENTS WHEN HOST COUNTRY 
CONTRIBU7IONS WERE NOT FORTHCOMING, IN THE ATTEMPT TO 
PBO~OTE HOST COUNTRY FINANCIAL SUSTAINABILITY. AS TO 
TEl RECOMMENDAT:ON SUGGESTING THI PROJFCT IMPROVE THE 
MANAGr~ENT INFORMATION SYSTEM (MIS) BY DEVELOPING A PLAN 
iO Ml!5URE MOREIDITY AND MORTALITY REDUCTION: AID AND 
CDC STAll RISPONSIBLE FOR PROJECT MANAGEMENT AND 
lrPLEMENTATION BELIEVE THE EXISTING MIS USED BY eCCD 

PROVID1S SUBSTANTIAL INFORMATION ON PROJECT OUTPU! AND 
I~PACT AND A STRATEGY IS ALRIADY IN PLACE TO MEASURE 
CEANG15 IN MORTALITY AND MORBIDITY. LASTLY. ACTION IN 
RESPONSE TO RECOMMENDATION 4 REGARDING INCREASED 
DOCUM1NTATION OF INSTITUTIONAL DEVELOPMINT WILL BE 
DEFERREL UNTIL TEE NEXT PROGRESS REPORT SCHEDULED FOR 
JANUARY 1987 WHILl PROJECT OFFICIALS DETERMINE 
AFFLICA]ILITY TO CURRENT PROJECTS AND THl IMPLICATIONS 
lOR REQUIRING SUCH INCREASED DOCUMENTATION IN PROJECT 
EFFORT. 

3. FINDINGS AND RECOMrENDATIONS 

(1) NEED TO IMPROVE DONOR COORDINATION 

RECOMMEN rATION NO.1. 

THE ASSISTANT ADMINISTRATOR, BUREAU FOR AFRICA IMPROVE 
~ONOR COORDINATION OF CHILD SURVIVAL ACTIVITIES IN 

UNCLASSIFIED STATE 302446/01 
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SUJ-SAHARAN AFRICA !Y PERFORMING THE 10LLOWINGf 
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(A) DETERMINE THE STATUS 01 DONOR COUNTRY AND 
IN!IRNA!IONAL CRGANIZATION CONTRIBUTIONS ~o THE AFRICA 
wID£ pnOGRAH. INCLUDING THE RESULTS OF DONOR ACTIVITIES 
IN THE BiCIPIINT COUNTRIES 

(~) PERIODICALLY SHARE DATA ON PROGRAM I~PLrMENTATIONt 
AND PRObLEMS WITH OTHER DONORS AND INTERNATIONAL 
ORGAN I ZATI ONS 

PROG~ISS TO DATI: 

ON AUGUST 25, 1986 A DRAFT LISTING OF HEAL'rn PROJECTS IN 
AlRICA BASED ON INFORMATION FROM THE ORGANIZATION FOR 
ECONuMIC COOPFRATION & DEVE:LOPMENT (OECD) triAS PREPARED. 
THIS LIST PROVIDES DONOR CONTRIBUTIONS IN THE AREA OF 
HEALTH FROM 1973 TO 1985 REGARDING THE AMOUNT, TYPE AND 
PURPOSE OF CONTRIBUTION EACH liAR BY DONOR. AN UPDATED 
VIR~ION or THIS LIST WILL BE AVAILABLE FOR THE HEALTH 
TICB~JCAl COMMI7TEE ~EETING OF THE COOPERATION FOR 
DIVELOPMINT IN AFRICA PLANNED IN NOVIMBFR. 

ON AUGUST 20, 1986 A rIFTING WAS HELD AMONG UNICEF, AID 
AND CDC OFFICIALS IN NEW YORK TO DISCUSS THE STATUS OF 
UNICEF ChILD SURVIVAL ACTIVITIES IN THF 13 CHILD 
SURVIVAL eCCD BILATERAL COUNTRIES. 

IN SEPTEMBER A CCCD GRANT OF 6 MILLION DOLLARS IN 
SUPPLEMENTARY FUNDING WAS SIGN!D WITH UNICEF. THIS 
GRANT SIGNIFIES INCREASED COLLABORATION BETWEEN UNICEF 
ANt AID IN 'IHE IMPLEMENTATION OF CRIL:'1 SURVIVAL 
ACTIVITIES IN NIGERIA. AID, UNICEF t A~D THE GOVERNMENT 
or NIG1RIA \HLL :BF WORKING 'tOGETHER DtJ]ING THE NEXT :nVE 
YIARS TO\\ARlS STRENGTHENING NIGERIAN CAPABiLITY TO 
REDUCE INFANT MORTALITY AND ~ORBIDITY. UNICEF, THROUGH 
THIS GRANT BAS AGREED TO PERFORM TRAINING AND 
PR(CURIMENT OF COMMODITIES FOR AID IN NIGERIA. 

PLAN OF AC TIO!';! 

AS MENTIONED 120VI, THE SECOND MEETING OF THI HEALTH 
TtCHNICAL COMMITTEE OF THE COOPERATION FOR DEVELOPMENT 
IN AIBICA FOE 1986 HAS BEEN SCHEDULED lOR NOVEM~EB, IN 
WESi' GERt-'LANY. EFFORTS \1IILL "BE t1ADE TO STRJ!~NG'lEEN 
CCOPERATION :PY MORE PRECISE1~Y DEFINING THE CONTENT AND 
PROCEDURES lOR INFORMATION SHARING BETWEEN DONORS. THE 
CElli OF AFR/TR/HPN, AND THE CDC TECHNICAL ccor~~NATOR ? 
FOR THE CCCD PROJECT WILL ATTEND THIS PEETING. 

(c) PERIODICAL!Y REPORT RESULTS OF DONOR ACTIVITIES TO 
THI USAIDS. 

PLAN or ACTION: 

A CADLE SUt1MARI ZI NG THE NOV1!MBER t1EETH~G or THE HEALTH 
TECHNICAL COMMITTEE OF THE COOPERATION rOR DEV~LOPHENT 
iN AlBIC! WILL BE SINT TO THE USAIDS IN DECEM~iR, 19860 

UNCLAS SECTION 02 OF 05 STATE 302446 
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EI~lLAR CABLIS WILL BF SENT FOLLOWING rUTURE SUCH 
M~!TINGS. 

RICOMMENtATION NO.2. 

THI ASSISTANT ADMINISTRATOR, BUREAU FOR AFRICA: 

AppendiX 1 
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(A) DIP1CT THE USlIDS TO MORE EFFECTIVELY PROMOTE DONOR 
COORDINATION IN THE INDIVIDUAL COUNTRIES AND (!) REQUIRE 
USAIDS TO PERIODICALLY REPORT ON THE EFFECTIVENESS OF 
DONOR COORDINATION AND SPECIFIC DONOR ACTIVITIES WITHIN 
THEIR RESPECTIVE COUNTRIES. - -- -

FLAN OF ACTION 

A CABLE WILL BE DRAFTED FROM THE ASSISTANT ADMINISTRATOR 
tIRECTING USAIDS TO A88UMF A MORE ACTIVI ROLE IN 
PROMOTING DONOR COORDINATION AT BILATERAL LEVELS 
SPICIF1ING ACTIVITIES THEY SHOULD PERFORM OR SUPPORT AND 
ESTABLISHING THE CONTENT AND INTERVALS OF REPORTS 
RIGARDI~G THI DONOR COORDINATION MECHANISM AND SPECIFIC 
DeNOR AC~IVITIES IN THEIR COUNTRY. THE CABLE WILL BE 
DRAFTED IN EARLY OCTOBER, 1986 REQUESTI~G THI FIRST 
RIPORT (SUMMARIZING STATUS OF DONOR COORDINATIO~ 
ACTIVITIES) TO BE SINT IN BIFORE THE NOVEMBER CDA HEALTH 
TICHNICAL CO~MITTEE MEETINGo 

(2) NEID TO I~PROVE THE MANAGEMENT INFORMATICN SYSTEM 
TO lETTER MONITOR PROJECT PROGRESS ON THE BILATERAL 
PROGRAM. 

U~CLAS SICTION e2 OF 05 STATT 302446 
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TtiI ASSISTANT ADMINISTRATOR, BUREAU rop AFRICA IN 
CONJUNCTION WITH THE CENTERS FOR DISEASF CONTRbL t 

DIVELOP A PLAN TO MEASURE PROJECT PROGRESS IN JEDUCING 
fHi MORTALITY AND MORBIDITY RAT1S ASSOCIATED WITH THI 
TAFGETED DISEASES. 

PROGR1SS TO DATE: 

AFR/fI'R/HPN AND CDC :BELIEVE THAT THE CURRFNT filS (\1HICH 
NeW INCLUDES MEASURES OF FACILITY AND COMMUNITY 
PR~CTICIS) IS AD~QUATE TO MONiTOR PROGRAM IMPLEMENTATION 
AND TBE IMPACT ON SELECTED TARGET DISEASES. 

PLAN 0: ACTION: 

AJR/TR/HPN AND CDC WILL OUTLINE THEIR CURRENT STRATEGY 
TO MEASURE MORTALITY AND MORBIDITY ASSOCIATED WITH 
TARGET DISEASES. THIS STRATEGY WILL EE COMMUNICATED TO 
THE CCCD COUNTR1-SPECTIFIC PROJECTS FOR COMMENTS BY 
JANUARY, 1987. 

RiCOMMENLATION NO.4 

~BI ASSISTANT ADMINISTRATOR, BURIAU FOR AFRICA, REQUIRE 
EACH USIID, IN CONJUNCTION WITH CDC, TO: 

(A) DEVELOP! CHILD SURVIVAL PLAN FOR EACH PARTICIPATING 
COUNTRY, \'iHICB SPECIFIES BOS'f COUNTRY NEEDS AND WHAT AID 
CAN PROVIDE TO DEVELOP HOST COUNTRY INSTITUTIONAL 
CAPABILITY IN THE ARfftS OF HEALTH EDUCATION, TRAINING, 
HIALTH INFORMATION S~J;E~S AND OP1RATIONS RESEARCH; 

(In SP1CIFY THE OBJECTIVES AND TIt1IFRAMES }'OR DEVELOFING ~ 
~HE BOST COUNTRY'S INSTITUTIONAL CAPABILITY; 

(c) REPORT PERIODICALLY ON PHOJECT PROGRESS IN 
DIVELOPING HOST COUNTRY INSTITUTIONAL CAPABILITY, 
RIIUCING MORTALITY AND MORBIDITY RATES, AND E]PANDING 
I~~UNIZATION COVERAGE AND ACCESS TO ~ALfFTA AND O~AL 
RIBYDRAT ION THERAPY. 

PLAN OF ACTION: 

ACTION WILL BE tEFERRED ON THIS RECOMMENDATION UNTIL THE 
NEXT PROGRESS REPORT. (SEE PARA 4 BELOW FOR DISCUSSION). 

RICOMMENDATION NO.5 

TEE ASSISTANT ADMINISTRATOR, BUREAU Of AFRICA REQUEST 
THE WORLD HEALTH ORGANIZATION TO SUBMIT PROGRESS REPORTS 
AT LEAST EVERY SIX MONTHS. 

PROGRESS TO DATE 

THIS RECOMMENDATION HAS BEEN IMPLEMENTED. A REVIEW OF 
THE CCeD .. liliO/AFRO GRANT AGHEEt1ENT I S PERFORMED 

UNCLAS SECTION 03 OF 05 STATE 302446 
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QUARTERLY INVOLVING THI eeCD PROJECT OFFICIR, THE ceeD 
RIGIONAL LIAISON orFICER, AND WHO/AiBO OFFICIALS. A 
PROG~ISS REPORT IS PREPARED BY WHO/AFRO IN ADVANCE OF 
1Ml HI/VIEW. A R1VliW \VAS P1RfORMID IN MARCH. AND JUJ/f 
01 THIS YEAR, WITH ANOTHXR SCHEDULED IN DECFPBlR. leB6. 
FRCGHI;~S R!PORTS ARt AVAILA'RLI FOR t-1ARCH AND JULY. 

PLJ.N OF ACTION: 

TC CONTINUE TO REQUEST THE QUARTERLY PROGRESS REPORTS. 

(3) NEID TO DEVISE PLANS lOR MElTING PROJECT COSTS 

RlCOMMENDATION NO.6 

ASSISTANT ADMINISTRATOR. BUREAU FOR AlRICA IN 
CONJUNCTION ~ITH OTHER COOPERATION FOR DEVELOPMENT or 
Alf;ICA COUNTRIIS, t1ULTILATFRAL DONORS, AND Tar AFRICAN 
GCVERN~ENTS, DEVELOP A COORDINATED PLAN TO MEE~ PROJECT 
COSTS IN EACH COUNTRY, INCLUDING IMPLEMENTATION OPTIONS 
EASED ON REDUCED FUNDING LEVELS OF HOST GOVERNMENT. 

PROGRESS TO DATi: 

ON JULY 26, 1986 THE ADMINISTRATOR PROVIDED IN A WORLD 
rIDE CABLE (STATE 234273) A SUMMAPY OF THE AGENCY'S 
liEALTR FINANCING GUIDELINES. THE CABLE STATED THAT 
A.I.t. WILL CONCENTRATE POLICY DIALOGUE AND PROGRAM 
ASSISTANCE ON PROMOTING SUSTAINABLE HEALTH PROGRAMS. 
TEl CCCD PROJECT OFFI~ER IS PREPARING! PACKET or 
MAT1RIILS INCLUDING THE AGENCY'S HEALTH FINANCING 

UNCLAS SICTION 03 or 05 STATE ~02446 
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OUIDILINIS THAT WILL II SENT TO ceeD PROJECT COUNTRY 
MISSIONS AS REIIRENCE MATlF1ALS lOR PRO~OTING HOST 
COUNTRY HEALTH FiNANCING. 

PLAN 01' AC T1 ON: 

tEl ceCD PROJECT orFICER VITH ASSISTANCE rRO~ OTHER AID 
OffICERS AND AID CONTRACTORS WILL DEVELOP A GUIDELINE 
}'Olt MISSIONS rro USE ltJ DEVELOPING A cceD PLAN FOR HOST 

COUNTRIIS TO HFET PROJECT COSTS INCLUDING IMPLFMENTATION 
OF1IONS lASED ON REDUCID FUNDING LEVELS. THE PLAN WILL 
BI COMPLITlD BY DFCEMBIR. 1986 AND CABLED OUT UNDER THE 
ASSISTANT ADMINISTRATOF'E AUTHOFIZATION TO THE FIELD IN 
JANUARY, 1987 REQUESTING MISSIONS TO WORK WITH NATIONAL 
GOVERNMENTS AND DONORS IN LEVELOPING THI HOST 
COUNTRY-SPECIFIC PLAN. IT FHOULD BE NOTED THAT A FEW 
CCCD COUNTRY-SPECIFIC PROJECTS HAVE WORKED VFRY CLOSELY 
~ITH THEIR HOST COUNTRIE~ IN THIS AREA or MEETING 
PR 0 J F C 'I CO S 'I ~ • 

TBlS ISSUE WILL BE ADDRESSED IN THE NEXT HEALTH 
TEChNICAL COMMITTEE ~EETING or THE COOPERATION fOR 
DEVELoprE~T IN AFPIe! rOR DONOR INPUT A~D ASSIfTANCE. 

RECOMMENDATION NO.7 

THI ASSISTANT ADMINISTRATOR, BUREAU FOR AFRICA REQUIRE 
iEI USAIDS ESTABLISH SYSTEMS TO: 

(A) OBTAIN DATA ON HOST GOVERNMENT CONTRIBUTIONS TO THE 
PROJhCT PER THE GRANT AGREE~INT~ AND 

(E) REPORT PERIODICALLY TO THE AFRICA BUREAU ON HOST 
GOVERN~ENT CONTRIBUTIONS 

PLAN OF ACTION: 

A CABLE \HLL BE DRAFTED 'fROt'- THE ASSISTANT 
AD~INISTRATOR, BUREAU FOR AFRICA TEA! ~ILL REQUIRE TEE 
DSAIDS TO ESTABLISH SYSTEMS TO DOCUMENT HOST GOVErNMENT 
CONTRIBUTIONS TO THE PROJECT AND TO RIPCRT EVERY 6 
~ONTHS ON THE CONTRIBUTION STATUS. TBE CABLE WILL BE 
E If~ TIN NOV E r B ER, 1 ~ s, 

(4) NEED TO BEffTER INTEGR!1'E AID'S REGIONAL TFJdNING 
AC1' IV I'l' I IS \'iI TE TH E Bl LATERAL PROGRAt1S. 

RECOM~END!TION NO.8 

THE ASSISTANT ADMINISTRATOR , BUREAU FOR AFRICA 

(A) SPECIFY COORDINATION DUTIES OF THE REGIONAL LIAISON 
OFFICER WITH THE USIIDS AND CENTERS FOR DISEASE CONTROL 
TECHKICAL O,FICERS, AND (]) DEVELOP A SYSTEM TO 
PERIODICALLY NOTIFY USAIDS OF PROJECT-FUNDED WORLD 
HEALTH ORGANIZATION/AFRICA REGIONAL OFFICER TRAINING 
COURSES. 
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PROGRESS TO DATt: 
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ON KARCH ~5t 1986 A ~Er1IN~ ~AS HELD TO DISCUSf THF 
~UTIES AND RESPONEIM]LITIE~ or THt LIAlfON OFfIClR. 
DU~I!S AND RESPONSIBILITIES ~ERE MUTUALLY AGRIFn UPON 
ArCNG AID. ~HO/A~RO. AND CDC OFFICERS AND TPESE WFRE 
WRIT11N tOWN FOR THE RICORD. 

AI1ITIONALLY A SYSTFP ~AS AGRFED UPON TEAT ~OULD 
P1RILDICALLY NOTIFY COUNTRIES OF PROJECT FUNDID 
~hO/AFRO TRAINING COURSES. THl SYSTEM IS AS F0LLO~S: 
eNCl A TRAINING SCHEDULE J5 nlvrLOPED t ~HC/AFRO 
COMMUNICATES THIS SCHEDULE TO ITS NATIONAL AN~ REGIONAL 

REPEES1NTATIVIS. rfHE ltAISON OFFICER THiN CDt':t1UNICATES 
~HlS SCHIVULF TO THE eeeD fIELD OFFICERf AND AID/W 
ANNOUNC~S 7H15 SCHEDULE TO THE USAIDS. 

AC'I'IO~ PLAN: 

TC 1Rl THIS SYSTLM SIPTIPBEP 198E ~HI~ ~HE 3E/87 
~ORhP1AN JOR TRAINING IS corPLITID. TEf NEXT cceD AUDIT 
PROGRFSS REPORT ~ILL SUVMAfIZE THI PROJECT'S EJPEFIENCE 
kITH THE SYSTEM DESCRIBI~ ABOVE. 

4. DISCUSSION REGARDlkG RECOMMENDATIONS 3 AND 4: 

A. RE RECOMMENDA?10N 3: THE OVIRALL PROJECT OBJECTIVE 
FeE THE ceeD PROJECT IS A 25 PERC1NT REDUCTION OF 
MOhTALITY RATES AMONG eEILDR!~ LESS THAN FIVE YEARS OF 

UNC1!S SICTION e4 or e5 STATf 302446 
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AUl. It IS UNDEF~TOCD THAT THESI PEDUCTIONS WOULD !E 
ACHIIV1D AFTIR 4 - 5 YEARS OJ PROGkAM IMPL'MFNTATI0N IN 
ABEA5 PROVIDFD WITH ceCD P~OGRAM SIRVICFS. 

1hl CCC~ PROJECT. IN ITS STRATEGY TO MEASURE MORTALITY 
"EDUCTION HAS MADl S!GNIFICANT EFFORTF TO D~V~LOP 
hllIABLI M1THODS FOR MORTALITY ESTIMATION. MORTALITY 
ANt USE OF HIALTH SFRVICES (rUHS) SURVEYS WEHr PEHFOR~ID 
IN TH1 11R8T JURIE ceeD PROJECTS--LIBERIA. TOGO AND 
ZAlhE-- WITH SUBSIQUINT FOLLOW-UP/REINTEnVIEW SURVEYS 
CAHltIElJ OUT }'OR VERIFICATION. SINCE THISE SURVEYS 
PRO~ID IJPINSIVl, TIrE-CONSUMING AND DIFFICULT TO 
INSTITUTIONALIZE; THF PROJECT RELIES ON OTHEF SOURCES OF 
~O~TAlITY VATA SUCH AS DEMOGRAPHIC AND HEALTH SURVEYS 
ftRFORME~ BY WESTINGHOUSE UNDER CONTRACT WITH AID. THE 
MONITORING S1RATEGY fOR THE CCCDPROJECT ISSIMltAR TO 
THeSE OJ OTHER AID CHIlD SU~VIVAL ACTIVITIES IN THAT 
rORTALITY IS MEASURED IN A FEW SELECTED AREAS OF A 
COUNTRY PROJECT OR IN A FEW SELICTID COUNTRIES OF A 
FIGIONAL PROJECT. 

TEE ccrn PROJECT IS CONTINUING DEVELOPMENT OF A 
MANAGIMINT INFORMA~lON SYSTEM (MIS) EOR NATIONAL CCCD 
PROJECTS. THE ~IS GATHERS AVAILAELF PROGRAM DATA ON 
PROCESS INDICATORS OF THE IMPLEMYNTATION OF ceCD 
INTIHVIN1IONS AND OUT~OMI MEASURES SUCR AS THE NUMBERS 
c] rEASLES CASES AND PROPORTION OF CHILDREN REING 
PROPERLY TREATED WITH ORAL REHYDRATION A~D ANTI-MALARIAL 
DRUGS. ~EE t~IS PRESENTS THIS DATA IN A (}RilPHIC FORM 

CO~PARING RECENT PERFOR~ANCI (LAST DATA 10k 1985) WITH 
PREVIOUS YIARS, AS EXEMPLIfIED IN THE 1985 CCCD ANNUAL 
REFORT. 

IN ADDITION, THE CeeD PROJECT IS DEVELOPING TWO 
!DDliIONAL ~ETHODS FOR OBTAINING IMPORTANT INDICATORS OF 
PROGRAr--: SUCCESS: (A) A HOUSEHOLD BASED HEALTH PRACTICES 
SUR V I Y ! N D (B) A HE A L T H FA elL I T Y 5 lJR V E Y 'r 0 ASS E SST R E 
FIHIORMANCE OF HEALTH ~ORKERS. 

F. IN RIFiRINCE TO RECOMMENDATION 4: THE ISSUE OF 
1IVILOPING A SEPARATE PLAN SPECIFYING RCST COUNTRY 
INSTITUTIONAL CAPABILITY NEEDS, OBJECTIVES, AND 
TlrEFRArES, WITH PROGRESS REPORTS IS CURRENTLY UNDER 
AiR/TR/FPN AND CDC CONSIDERATION~ THE eGCD 
COUNTRY-SPECIFIC PROJECT ASSESSMENTS AND AGREEM~NTS 
INCLUDE INSTITUTICNAL CAPABILITY DEVELOPMENT CONCERNS. 
~IIDSf AND PLANS ALTHOUGH TEIY ARI NOT PRESENTED IN THE 
rA~NER REQUESTED BY TEE AUDIT REPORT. THE CCGD MIS 
PROVIDES INFORMATION ON PROGRAM PROGRESS WHICH REFLECTS 
HOST COUNTRY INSTITUTIONAL CAPABILITY DEVELOPMENT. ANY 
SPECIFIC ACTION PERfORMED IN BESPONSE TO THIS 
RICOf'ir'1EN D1 TI ON in LL REQUIR E ADD1 TI ONAL R]~V lEW AND 
DISCUSSION AMONG AFR/TR/HPN, CDC, uSAIDt AND ceCD FIELD 
OFIICIALS. 

5. FACTUAL DATA: 
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- A. EXHIBIT 3 01 THE REPORT CONTAINS PLANNED is 
ACHIIVID D!CREASES IN f>10RT.U,ITY J.ND MORIHL!TY. IT 
SHOULD BE NOTED TRAT THESE PLANNED TARGETS ARl LOP 
TARGETS. 

B. EXHIBIT -4 COPTAINS INCOMPLETE DATA ]1EGARDING 
PIFCINTAGtS OF PLANNED AND ACHIEVED IMMUNIZATION 
CCVERAG1S AND ACCESS TO ORT AND MALiRIA TREATMENT. 

l~prJCndix 1 
Pflge 10 of 10 

- C. CDC BAS PLANS CONTAINING OBJECTIVES AND 
ACMIEVEMENT FOR EACH OF THE PROJECT COMPONENTS SHOWN IN 
EXHIBIT 5 AS NOT KNOWN OR NOT QUANTIFIED. 

4. REVISIONS 
DOCUt',ENTS AND 
'I'O R IG/A/WA. 
BT 
#2446 
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OOMBATTING am:..DHOOD COMMUNlCABlLE DISEASES PROJECT 
Objectives and. llchievements in Project O:::mI.c::!:ents 
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TOGO 

t.XHlblT .5 

,~ • J , .. 

orazget. Categories P1a.nned "Ach.ieV(;.':d~ Planned Achieved* Planned Achieved. '€I Plan.~ .Achi eved * Plan.ned Achieved· 
LOP 

~ts 

Health ~tiQ1ll 
~ Established Yes Begc.J."1 Yes BiC"gUn Yes Yer- Yes Yes Yes 

Opera~ Research 
SbJdi~ 2 1 10-14 13 2 3 

Bsalth ~tion/ 
~ 1Unit.~' Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

- "" '>1 '\lnAA "'r>.GO 41 c:nn ,:!Q c .... 1~."",,'l No 3/ lC·OO 931 895 960 4/ ".ll:'a.l.nl.ng !:! ..II.V""JV JL.v:;;;;rru .:.: JVV .......... ....... ..IIl..lIl.;..v ...... ..a.. 

hU1rE: Tra.ining 'Il:.aJcge~ tigt'lres are taken from the grant agreements; t...i1:ey are no+~ bJ."""Oken OOJ>11r. b)' pe.t"sannel categories, 
i.e. 1J d:oct.ors" nurses~ etc. 

l:l« - Not Kn:oftn 
h.lQ - Not Qualified 

1/ Number of Studies 
2/ Number of T .... J.inees 
3/ Number of trainees could not be determined because infOl.'1I.lation systerus W"dS U'!.'lClear .. 
4/ Number of trainees trained in 1985 only not LOP .. 
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List of Report Recommendl!lUons 

Recommendation No.1 

\,le recommend that the Assistant Administrator I Bureau for 
Africa, improve donor coordination of child Burvival 
activi~ies in sub-Saharan Africa by: 

(a) determining the status of donor country and 
internati one 1 or9anizut.~')n con tributi,on 6 to the 
Africa-wide program, including the results of donor 
activities in the recipient countries; 

(b) periodicallj sharing data 0n program implementation, 
successen, and problems \.;i th other donors and 
internatlonal organizations, and 

(c) periodically reporting results of donor activities to 
the USAID missions. 

Recommendation No.2 

We recommend that the Assistant Administrator, Bureau for 
Africa require participating USAID missions to: 

(a) mere effectively promote donor coordination in the 
individual countries, ru1d 

(b) periodically report on the 
coordination and specific 
their respective countries. 

Recommendation No.3 

effectiveness of 
donor activities 

donor 
within 

We recommend that the Assistant Administrator, Bureau for 
Africa, in cooperation with the Centers for Disease 
Con trol, develop a plan to measure pro:ject progress in 
reducing mortality and morbidity rates aSEociated with the 
targeted diseases. 

4 

4 

8 
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Recommendation No.4 

\tle recommend that the l-\ssistant /\dminist:rator g Bureau for 
Africs, require each USAID, in cooperation ~ith the 
Centers for Disease Control, to: 

ea) develop a child survival plan for each participating 
country, which specifies host country needs and what 
AID can provide to develop host country institutional 
capability in the areas of health education, training, 
health information systems and operations research; 

(b) s~ecify the objectives and timefrarrH~s tor developing 
the host country's institutional capability; and 

(0) report periodically on project 
host .::ountry institutiolal 
mortality and morbidity rates. 

Recommendation No.5 

progress 
capability 

in developing 
and reducing 

vie recommend that the Assistcmt Administrator, Bureau for 
Africa, request the Worlrl Health Organization to submit 
progress reports at least every six months. 

Recommendation No.6 

vJe recomm~nd that the Assistcmt Administrator, Bureau for 
Africa, in cooperation with other Cooperation for 
Develor.men t of Africa countries, mul tila'teral donors, and 
the African governmen ts I develop a plan for meeting 
project costs in earh cot:m try. The plan should also 
provide implementation options based on reduced funding 
levels of host governments. 

Recommendation No, 7 

it/e recommend that the Assi stan t Administrator, Bureau for 
Africa, require ~he USAIDs to establish systems for: 

(a) obtaining data on host government contributions to the 
project as required by the gran t agret=men ts, and 

(b) reporting periodically to the Africa Bureau on host 
government contributions. 

8 

8 

14 

14 
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Recommendation No. B 

We recommend that the Assifl,tant Administrator, Bureau for 
Africa: 

(0) establish coordination duties of the regional liaison 
officer when coordinating training activities with the 
USAIDs and Centers for Disease Control technical 
officers, and 

(b) develop a system to periodically 
project-funded World Health 
Regional Office training courses. 

notify USAIDs of 
Organization/Africa 

18 
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Report tistribution 

Assistant Administrator, Bur~au for Africa 
Assistant to the Administrator for Management 
AFR/CONT 
AFR/TR/HPN 
XA/PR 
LEG 
GC 
AA/XA 
M/FM/ASD 
PPC/CDlE 
SAA/S&T/Health 
CDC/Atlanta 
REDSO/WCA 
REDSO/WCA/WAAC 
USAID/Accra 
USAID/Bamako 
USAID/Bangui 
USAID/Banjul 
USAID/Bissau 
USAID/Bra7zaville 
USAID/Bu ;uf,lbura 
USAID/Conakry 
USAID/Dakar 
USAID/Freetown 
USAID/Kigali 
USAID/Kinshasa 
USAID/Lagos 
USAID/Lilongwe 
USAID/Lome 
USAID/Maseru 
USAID/Mbabane 
USAID/Monrovia 
USAID/N'Djamena 
USAID/Niamey 
USAID/Nouakchott 
USAID/Ouagadougou 
USAID/Praia 
USAID/Yaounde 
REDSO/ESA Nairobi 
IG 
Deputy IG 
IG/PPO 
IG/LC 
IG/EMS/C&R 
AIG!II 
RIG/II/Dakar 
RIG/A/Cairo 
RIG/A/Manila 
RIG/A/Nairobi 
RIG/A/Singapore 
RIG/A/Tegucigalpa 
RIG/A/Washi.ngton 
Director PSA Washington (IG) 
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