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Executive Summary 

The Impact of Child Survival Activities in Africa 

The Problem 
In 1988, approximately 21 million children were born in sub-Saharan Africa. An estimated4.3 million ­ or about 20 percent of them ­ will die before their fifth birthdays, unless ade­quate health care can be provided to combat the illnesses killing them. 

The A.I.D. Response
A.I.D. initiated activities in 12 African countries in 1981 to combat the common diseaseswhich become fatal for children in Africa ­illnesses, and malaria -

measles, whooping cough, tetanus, diarrhealwith the launching of the African Child Survival Initiative - Combat­ting Communicable Childhood Diseases (ACSI-CCCD) project. Five additional countries be­came child survival priority countries in 1985. A.I.D. activities in all 17 child survival prioritycountries in Africa work at three levels: 
" Immediate targetted delivery of services - vaccinations and oral rehydration ther­apy ­ is a principal means to pursue child survival goals. It is estimated thatusing these two simple, safe technologies alone could cut the annual infant andchild mortality rate in half. 
* Institutionalization of short-term projects into host country health programs isalso a key area of support. It is essential that child survival activities become per­manent features of national development programs. The CCCD project, for exam­ple, not only directly provides vaccinations and oral rehydration salts, but trainshealth workers to better diagnose and treat childhood diseases. 
" At the broadest level, A.I.D. continues to address the problem of poverty by sup­porting efforts to increase econom;.- growth crucial to Africa's development. Underthe new Development Fund for Africa (DFA), there is greater flexibility to more di­rectly address the socio-economic factors - poverty, illiteracy and inflation ­which have beein identified as major contributing factors to under-five mortality. 

The Results 
This report presents initial evidence of progress in reducing infant mortality rates throughvaccinations, oral rehydration therapy, and other child survival interventions. A.I.D.'s princi­pal worldwide Child Survival goal is lowering mortality to the rate of 75 infant deaths per thou­sand live births by the year 1990. It is clear that this goal in Africa will not be realized by thetarget year. Nevertheless, the goal remains an important indicator of what the stakes are. If thetarget were reached by the year 2000, it is estimated that a staggering 3.3. million childrens'deaths would be prevented that year alone in Africa. 
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Kenya has already achieved the Child Survival Initiative goal of 75 deaths per 1,000 live 
births. Of the remaining 16 countries where A.I.D. has focused its child survival efforts, it is ex­
pected that an additional six may achieve the target by 1995: Burundi, Cote d'Ivoire, Lesotho, 
Senegal, Togo, and Zaire. 

This is good progress considering that the target presents a significant challenge to African 
nations. Compared to Africa's 1980-85 rate of 118 infant deaths per thousand live births before 
age one, Asia's rate was about 100, while Latin America and the Caribbean's was 63 per thou­
sand. 

Expanded immunization rates promise further gains. Because of the importance of im­
munizable deseases in infant and child mortality, measles and DPT-3 vaccine coverage are used 
as indicators of progress toward the child survival goal. Measles coverage has increased in all 
but two child survival priority countries and has more than doubled in several cases. Kenya,
Lesotho, and Swaziland have a good chance of reaching and maintaining the Agency's child 
survival immunization target of 80 percent coverage by 1990. By 1995, Malawi, Senegal,
Burundi, Cote d'Ivoire and Rwanda will enter the probable category, making a total of eight 
countries which could meet the 80 percent immunization coverage target by 1995. 

What L important to recognize, but what is not illustrated by the data on immunization tar­
get attainment, is the significant improvement in the quality of the services that is being ob­
tained. Data from 12 of the countries shows significant changes: correct temperature storage
for vaccines increased from 60 to 90 percent and use of a sterile needle and syringe for each injec­
tion increased from 50 to 90 percent. These qualitative improvements have tremendous impact 
on the major objectives of child survival - reducing disease and saving lives. 

A.I.D.'s goal for improving child survival through expanded use of oral rehydration therapy
(ORT) is for 100 percent of the population to have access to a trained provider of oral rehydra­
tion salts (ORS), and for 45 percent of diarrheal cases to be treated with ORT. Lesotho has the 
distinction of already having achieved 100 percent access to ORT. ORT Units have been estab­
lished in 16 of 18 hospitals (89 percent) and local production of ORS has doubled. In Malawi, 
Swaziland and Togo, 100 percent of health facilities are now using ORS. In Burundi, Cote 
d'Ivoire, Liberia, Rwanda and Zaire the proportion of facilities using ORS ranges from 54 per­
cent to 77 percent. 

The Future 
The greatest challenge which remains is institutionalizing such interventions into national 

programs. Faced with the conflict between severe budgetary pressure and the need to address 
basic health needs, African governments must be creative, looking at alternatives other than free 
public health care services. They must not only find ways to increase revenues, including in­
creasing reliance on user fees, but also how to most effectively reallocate existing revenues to 
those health services which can most efficiently reduce premature mortality and unnecessary
morbidity. To improve the survival of tomorrow's children, therefore, A.I.D. must support
these efforts to improve health delivery systems as a whole as well as those interventions which 
reduce mortality among infants being born today. 
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The Impact of Child Survival Activities in Africa
 

I. 	 Introduction (ACSI-CCCD). rhis effort was to combat 

million the common diseases which become fatal forIn 1988, approximately 21 cli-
measles, whoopingdren were born in sub-Saharan Africa. An children in Africa ­

or about 20 percent tetanus, and diarrheal illnesses ­estimated 4.3 million -	 cough,
ofesm 43willdionbefore atir fih brt along with malaria and other complicatingof them - will die before their fifth bieth- factors like malnutrition. In 1985, five more 
days, unless adequate health care can be countries were added. A.I.D. is now work­provided to combat the illnesses killing ing in 17 child survival priority countries 

igur17.
them. This level of mortality means a child 

born in Africa is 20 times more likely to die 
than a child born in the United States. Since 1981, $126 million has been obli­

gated for child survival a,.tivities in the 17
In response to the extreme human and fi-	 priority countries, which include just over 

half of the population in sub -Saharan Africa.nancial costs of high infant and child mor-
tality in the developing world, the U.S. Hundreds of health care delivery experts 

have been trained, and literally thousands ofCongress, in concert with a UNICEF global 
initiative, established a special Child Sur- African mothers and health care workers 

vival Fund in 1985. The goals set for this have worked towards improving child sur-

Child Survival Fund in Africa are: 	 vival on the continent. In order to achieve 

an infant mortality rate of less than 75 maximum impact, A.I.D. chose to work in 
deaths for every thousand births per those countries with relatively large popula­
year; tions where mortality rates are especially 

0 	 80 percent of children under 5 years of Figure 1. Child Survival Priority
 
age vaccinated for the major childhood Countries In Africa
 
diseases;
 

0 	 expanded access to treatment of diar­
rheal disease episodes for children 
under 5 years of age; 

a 	 expanded access to voluntary family 
planning information and birth spacing 
methods for 50 percent of couples; Snel­

* 	 less than 10 percent of children below Guln,' 

the standard of nutritional adequacy, LIberIa­
measured as 80 percent weight for Co 
height; and WNWr wands 

0 	 access to an appropriate anti-malarial Burundi 

treatment for at least 80 percent of chi-',­
dren under 5 years of age who visit a 
clinic for fever or malaria. 

A.I.D. had initiated activities in 12 Afri­
can countries in 1981 with the launching of Lesotho 

the African Child Survival Initiative - Com­
batting Communicable Childhood Diseases 



high. Special consideration was also given 
to countries whose governments are com-
mitting their own resources and where op-
portunities exist for collaborating with other 
donors. 

This report Thisrepotpresents initial evidenceevdenc ofofpesens iitia 
progress in reducing infant mortality rates 
through vaccinations, oral rehydration ther-
apy, and other child survival interventions.

atainmntDatasugesttha f te cildData suggest that attainment of the child 

survival targets will take longer and will be
hoed.attained attanedinfwercounriecountries tha hoped.in fewer than 

MoverrPt toward the targets, however, is 
visible in virtually all priority countries. 

A fact ab.ut data should be noted at theA Statistics from Africa are often based 
outset. Sdemics. 
on estimates from census or survey data. 
While their reliability may be open to ques-
tion, the statistics included in this report, 
taken from United Nations, World Health 
Organization, World Bank, and A.I.D. 
sources, are the best available. 

II. The Problem 

A. Infant/ChildMortality 

Of all the world's children, those in sub-
Saharan Africa facing the deadly combina-
tion of malnutrition and disease, are in the 
most precarious situation. Twelve out of 

every 100 children die ini Africa before age 
one, compared to 9 in the Near East, 6 in 
Latin America, and 2 out of 100 in the U.S. 
There is no simple answer to the question 
"Why do so many children die?." There is a 
biological cause for every death, but poverty 
plays a crucial role in paving the way for 
both the disease and eventual death. 

Over the past twenty years, food produc­
tion per capita has stagnated or declined in 
most of Sub-Saharan African countries. In­
comes, which would permit people to buy 
food from elsewhere, are low. Birth rates 
are high; children are often born only two 
years, or less, apart. Mothers find them­
selves stretched to provide care for children 

while devoting sufficient time to their agri­
cultural production activities and other jobs. 
Unclean water, poor sanitation and housing 
allow infections to spread rapidly. Measles, 
whooping cough, and malaria are endemic. 

Ratios of health care workers to populationare the lowest in the world. Many countries 
are vast in size; road and communication
networks are inadequate. No electricity ex­
istfor them at of e latin and 
ists for the majority of the population, andtecl hi eddt epvcie n 
medcin viabes u ee orcnines­
medicines viable is unreliable or nonexis­tent. 

Compounding the situation, civil strife 
and natural disasters have turned foodadntrldsseshv undfo 
shortages into famine and illness into epi-An estimated 30 million Africans, 
three-quarters of them women and children, 
were threatened by malnutrition and starva­
tion at the height of the drought of 1983-85. 
War and natural disasters, however, affect 
only a minority of African children. Many 
more are victim to the general poverty that 
pervades the continent. 

Figure 2. Selected Infant Mortality 
Trends In Sub-Saharan 
Africa, 1960-1985 
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Thousand Live Births
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Figure 3. Child Deaths in Africa, 
1951-2000 
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Africa's high infant mortality rate (IMR) 
- 118 deaths per thousand live births - is a 
central indicator of the complex of critical 
problems now threatening the continent, 
While IMRs have decreased 27 percent over 
the past 20 years (Figure 2), the actual num-
ber of deaths of African children under five 
years of age is increasing (Figure 3). The ap-
parent contradiction between falling rates 
and increasing deaths is explained by popu-
lation growth. 

One out of every five African children 
die before they are five; a rate which is dou-
ble that of Latin America and the Caribbean. 
Over half of all deaths in Africa come from 
the 20 percent of the population which is 
under five. While such numbers and statis-
tics tell only part of the story, they convey 
the breadth and depth of the problem. 

In sum, improving child survival requires 
a systematic understanding of all aspects of 
child mortality. Largely as a result of the 
success of new child survival programs, 
there has been a growing understanding of 
the various social, economic, and medical 
impediments to child survival and the 
means of their removal. Signs of progress 
have, in turn, spurred both international 

and national efforts to lower childhood 
death rates. 

A.I.D.'s worldwide Child Survival goal is 
infant deaths per thousand live births by 

the year 1990. It is clear that achieving this 
goal in Africa will require heroic efforts and 
will not be realized by the target year. Nev­
ertheless, the goal remains an important in­
dicator of what the stakes are. If the target 
were reached by the year 2000, it is esti­
mated that a staggering 3.3. million 
childrens' deaths would be prevented that 
year alone in Africa (UNICEF, 1988). 

B. Childhood Diseases 
Throughout sub-Saharan Africa, the pat­

terns of childhood disease are relatively sim­

ilar, although the order of prevalance differs 
from country to country: 

Today, about a quarter of infant and 
child mortality is caused by diseases for 
which vaccines have been developed: 
tetanus, whooping cough, measles, 
polio. 

Another third of children under five die 
from diarrheal diseases,which cause de­
hydration. Yet oral rehydration - a 
combination of sugar, salts, and water in 
specific ratios - will, along with proper
feeding, prevent or reverse dehydration 
in most cases. According to surveys 
conducted by the Ministries of Health in 
conjunction with A.I.D.-assisted projects 
in seven African countries, the preva­
lence of diarrhea among children at any 
one time can vary from 12-38 per cent. 
Malaria is endemic in the region, except 

in high-altitude zones. As high as 10 
percent of all deaths before age 5can be 
attributed to malaria or other illnesses 
whose onset is related to malaria. Che­
moprophylaxis and presumptive treat­
ment are effective in reducing the 
incidence of most malaria, but the recent 
increasing resistance of the major strain 
of malarii to drug treatment has in­
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creased both the number of cases and 
the mortality, 

Children born less than 24 months apart 
have a 60 percent greater risk of death 
than those whose births follow their sib­
lings at greater intervals. 

These general data were confirmed in a 
regional health survey, conducted through 
an A.I.D.-assisted -projectin Senegal in 1982 
(CDC, 1982). This survey revealed that 68 
percent of deaths of Senegalese children 
under 5 years of age were attributable to: 

diarrhea . ... 
respiratory infections 

. 24 percent 
. 23 percent 

ma aria 
measles 
tetai us 

........... 

.......... 
.. ........ 

9 percent 
7 percent
5 percent 

C. Poverty 

Poverty plays a crucial role in the high 
mortality rates in A'frica, paving the way 
both for disease and eventual death. Low 
incomes are a clear indicator of inadequate 
household food consumption levels. But the 
effect of the socioeconomic context in which 
children live - beyond the incomes of their 
parents - is also plainly evident. The im-
portance of education, for example, is un-
derscored by the fact that low mortality 
levels are more closely related to national 
levels of literacy than to levels and distribu-
tion of income (USAID, Demographic Data 
for Development project information, 1987). 
Bringing about child survival requires sys-
tematic understanding and response to the 
socioeconomic aspects of child mortality, 

Africa, afflicted by wars, drought, envi-
ronmental degradation, debt and recession 
has been the hardest hit area in the world. 
Over the past decade, the economic decline 
in many of the countries of sub-Saharan Af-
rica has resulted in a decreasing proportion 
of government spending devoted to health 
(Table 1). As per capita GNP has falen in 
Africa, along with other economic indica­
tors, spending on health has also declined 
by as much as 50 percent per capita in the 37 

poorest nations (UNICEF, 1989). Thus, until 
the basic issues of health attitudes and re­

source constraints are improved, child sur­
vival will remain an elusive goal. 

Table 1. Government Expenditure on 
Health as a Percentage of 
Total Government Expenditure 

-972 1986 
1972 1986 

Kenya 7.9 6.4 
Zaire 2.3 1.8 
Lesotho 7.3 6.9 

III. The Program Response 

A.I.D. is working on three levels to 
achieve its child survival goals. 

On the primary level of immediate tar­
getted delivery of services, A.I.D. has chosen 
two important interventions - vaccinations 
and oral rehydration therapy - as the prin­
cipal means to pursue its goals. It is esti­
mated that using these two simple, safe 
technologies alone would cut the annual in­
fant and child mortality rate in half. 

Another set of child survival interven­
tions are aimed at the major causes of death 
and disease: immunizations against pre­
ventable diseases, oral rehydration therapy 
(ORT) for diarrhea, better child spacing for 
women subject to high risk births, chemo­
therapy for malaria, and nutrition activities. 
Some countries have added water and sani­
tation activities to their diarrheal disease 
control programs. Programs for acute respi­
ratory disease are just beginning in coun­
tries where immunization and ORT are 
already under way. 
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Zaire: An Integrated Child Survival Program 
A good example of an integrated - and successful - country child survival pro­

gram is A.LD.'s program to improve the quality of health care services in Zaire. 

A basic rural health project, managed by a Zairian private voluntary organization 
(PVO), is establishing community-supported systems of pri-iary health care in 80 of 
the country's 306 health zones. Part of a new approach, these systems provide pre­
ventive and curative treatment for the most prevalent health problems. Some 275 of 
the planned 720 curative centers have become full-service primary health care cen­
ters covering about 4.4 million people. Progress is tangible in some areas, such as 
reducing water-borne disease. Studies show that people living closer to project­
supplied water spigots have 35 percent fewer incidences of diarrhea. 

The ACSI-CCCD project, operating for more than three years under the technical 
guidance of the Centers for Disease Control, has firmly established immunization 
services in 193 of Zaire's 306 health zones. The results have been impressive: the 
number of children protected against measles has increased an average of 24 per­
cent each year, for a threefold increase overall; 400,000 measles cases annually are 
prevented by the program while polio cases have dropped sharply in number. The 
use of ORT has also expanded markedly, and the distribution of oral rehydratio. 
salts more than doubled between 1981 and 1985 under the program. A recent study 
showed that 72 percent of children with diarrhea in project areas were now treated 
with rehydration salts compared to 42 percent in 1985. 

* 	 An A.I.D.-supported study on financing the health zones in Zaire has made recom­
mendations for improving the cost-recovery capabilities of the system, making it 
more self-supporting and sustainable. 

* 	 A family planning project is helping to develop the national strategy for family­
planning information, education, and communication, and has established over 100 
centers. A complementary contraceptive social marketing program is being very 
successfully implemented by a PVO and has contributed to the rapid increase in 
contraceptive use - 88 percent in the past six months in project areas, Increased con­
traceptive use is an important way for mothers to more widely space births of their 
children and thus to increase the infants' chances for survival. 
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Over the medium to long term, A.I.D. is 
working to institutionalize the projects into 
host countryhealth programs to ensure that 
child survival activities will become perma-
nent features of national development pro-
grams. The ACSI-CCCD project, for 
example, not only directly provides vaccina­
tions and oral rehydration salts, but is train-
ing health workers and institutionalizing 
national health programs. Advisors from 
the U.S. Centers for Disease Control have 
helped strengthen program management 
and logistics, develop training mcdules, im-
prove sterilization techniques, and teach 
survey methodologies in 12 of the Child 
Survival priority countries. In immuniza-
tion, efforts are designed not only to im­
prove immunization coverage, but to 
sustain it over time. An important element 
of these efforts has been increased donor co-
operation, making it easier for the host gov-
ernments to make the needed changes.

Finally, A.I.D. is working on the broadest 

level to address the problem of poverty by 
increasing the economic growth crucial to 
Africa's development. Although not cov­
ered in this paper, A.I.D. is supporting the 
impetus of African leaders to promote 
growth which is broad-based, market-ori-
ented, and above all, sustainable. Under the 
new Development Fund for Africa (DFA), 
there is greater flexibility to more directly 
address the socio-economic factors - pov-
erty, illiteracy and inflation - which have 
been identified as major contributing factors 
to excess under-five mortality. Food pro-
duction and distribution are areas in which 
A.I.D. has particular expertise and which are 
essential to long term improvements in child 
health. 

IV. The Results 

A. Infant/Child Mortality 
Kenya has already achieved the Child 

Survival Initiative goal of 75 deaths per 
1,000 live births. Of the remaining 16 coun-

tries where A.I.D. has focused its child sur­
vival efforts, it is expected that an additional 
six may possibly achieve the target by 1995: 
Burundi, Cote d'Ivoire, Lesotho, Senegal, 
Togo, and Zaire. 

This is good progress considering that 

theltarget prican 	 lyofeater 
challenge to African nations, all of whom 
started with much higher IMRswhen the 
targets were set in 1985 than the IMRs pre­
vailing in other regions of the developing 
world. Compared to Africa's 1980-85 rate of 
118 infant deaths per thousand live births 
before aone, Asia's rate was about 100, 
while Latin America and the Canbean's 

In relation to the rest of sub-Saharan Af­
rica, it is clear the 17 priority countries as a 
group have made particularly strong prog­
ress. Despite the fact that they started out 
with higher IMRs in 1960-65, they now have 
a slightly lower IMR than the rest of the con­

tinent (Table 2). 

Table 2. 	Infant Mortality Rates Over 
Time (Deat pe gh00lv 
births, population weighted; 

1960-65 1970-75 1980-85 
All of Sub- 165 141 118 
Saharan Africa* 
17 CS priority 170 144 118 
countries 
Rest of Sub- 158 136 119 
Saharan Africa* 
Source: ISTI Reports 
*Note: Not including Angola, Ethiopia, or South 
Africa 

Analysis of the IMR trend lines for indi­
vidual child survival priority countries (Fig­
ures 4 through 7) is also encouraging. 
Despite not yet achieving the target levels, 
IMR rates have declined by a third in eight 
countries, from 171 deaths per 1,000 live 
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Figure 4. 	 IMR Trends in Kenya, 
Malawi, Mali, Niger 
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Figure 3. 	 IMR Trends in Nigeria, 
Senegal, Sudan, Zaire 
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Figure 6. 	 IMR Trends In Burundi, 
CAR, Cote d'lvoire, Guinea 
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Figure 7. 	 IMR Trends in Lesotho, 
Liberia, Rwanda, 
Swaziland, Togo 
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births' to 116 deaths per 1,000 live births for 
the periods 1960-65 and 1980-85 respec-
tively. For the other child survival priority 
countries, there has been a 24 percent de-
cline in IMR (from 163 to 124 deaths per 
1,000 live births) for the same periods. 

Clos copertiowit oter onos~of 
been an important part of A.I.D.'s efforts. 
For example, DANIDA (Danish Aid) and 
UNICEF are key donors in the child survival 
priority countries and Rotary International 

B. Immunization 
the relationship be-Studies show that 

tween vaccination and morbidity due to 
measles can be dramatic. Projecting the 
level of impact achieved in Lesotho, for ex-
ample, a vaccination program assuming a 
vaccine efficacy raze of 80 percent can result 
in the prevention of 32,000 cases of measles 
a year in a target population of 50,000 in­
fants of 9-12 months (Figure. 8). 

Figure 8 Measles Incidence and 
Estimated Measles Vaccine 
Coverage, Lesotho, 1981-87 
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Because of their importance, measles and 
DPT-3 coverage have been selected by A.I.D. 
as indicators of progress in extending im­
munization coverage and in achievement of 
fully-immunized levels. Measles vaccina­
tion records, summarized graphically in Fig­
ures 9 and 10, make it clear that the majoritythe child survival priority countries have 

made progress in immunization coverage. 
Measles coverage has increased in all but 
two countries and has more than doubled in 
several cases. Eight of the 17 countries havea measles coverage rate of 58 percent or 

more and a DPT-3 coverage rate of 53 per­cent or more (Table 3). 

Figure 9. Trends in Measles Coverage 
in Selected Priority 
Countries 

oPemt - nymtCoveraiKenya "-+- Mall "-SE Niger 

70 - Senegel * Sudan 

. 

80­

40 

30 

20­

104
 

81 62 82 4 35 87sa 86 
Source: WHO/EPI Reports 

Kenya, Lesotho, and Swaziland have a 
good chance of reaching and maintaining 
the Agency's child survival immunization 
target of 80 percent coverage by 1990. By 
1995, Malawi, Senegal, Burundi, Cote 



Figure 10. Measles Vaccine Coverage d'Ivoire and Rwanda will enter the probable 
Progress Over Time 	 category, making a total of eight countries 

which could meet the 80 percent immuniza­
tion coverage target by 1995. 

Baeine 17, What is important to recognize, but what 

guinwa (6L) is not demonstrated by the information on 
Nigeria (62) target attainment, is the significant improve-
Liberia (6O) ment in the quality of the services that is 

CAR (I3) being obtained through bilateral and multi-
Zaire, (40) lateral technical assistance. Data from 12 of 

Tobgo (64) the countries show significant changes: cor-
Burundi (64) rect temperature storage for vaccines in-

Coto dvolr (04) creased from 60 to 90 percent and use of a 
sterile needle and syringe for each injectionOSw"lan () 

Rwan°d (6.) 	 increased from 50 to 90 percent. These qual-
Rwanda (63) itative improvements have tremendous im-

M° elaw ,pact on the major objectives of child survival 
Lsotho (1) ___- reducing disease and saving lives. 

0 20 40 so 10 100
 
Peroent Coverag°
 

Table 3. Comparison of Vaccine Coverage Data Over Time, 1983-1987 
Seventeen Child Survival Priority Countries in Africa 

Measles Coverage Rates DPT-3 Coverage Rates ORT Indicators
 
(Percent of Children (Percent of Children) in 1985/86


1983 1987 Change 1983 1987 Change % Access %Use
 

Burundi 45 58 +13 27 73 +46 30 9 
CAR 16 18 + 2 14 18 +4 10 6 
Cote d'Ivoire 30 85 +55 25 71 +46 10 4 
Guinea 1 10 + 9 15 10 -5 10 1 
Kenya 55 60 + 5 58 75 +17 40 23 
Lesotho 73 79 + 6 55 77 +22 100 6 
Liberia 23 40 +17 23 22 - 1 13 6 
Malawi 67 60 . 59 75 +16 23 10 
Mali 5 7 + 2 3 3 0 20 2 
Niger 19 N/A N/A 6 5 -1 4 1 
Nigeria 17 20 +. 3 5 18 +13 25 18 
Rwanda 42 61 +19 59 75 +16 21 8 
Senegal 40 70 +30 54 53 -1 26 3 
Sudan 2 22 +20 3 29 +26 38 8 
Swaziland 47 74 +27 49 74 +25 N/A N/A 
Togo 21 48 +27 18 41 +23 56 9
 
Zaire 29 39 +10 16 36 +20 48 18 
Weighted 
Average 23 33 +10 17 34 +17 30 14 
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C. Oral Rehydration Therapy (ORT) 
The marked improvement in quality of 

care and reduced morbidity which results 
from the use of oral rehydration therapy 
(ORT) in health facilities is not easily mea-
sured. The 	success of ORT in preventing 
death, however, is clear and dramatic. Fig-
ure 11 summarizes data from Kamuzu hos-
pital in Malawi showing the fall in diarrheal 
mortality which accompanied the increasing 
use of ORT. 

Figure 11. 	 Effect of ORS Use on 

Diarrheal Mortality in 

Kamuzu Hospital, Malawi, 

1981-1986 

Percent 	 Death* per Thousand 

6o-

40 6 
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0l lsai-10a4 1.1-16 0 

Percent casee Deathe per 1.000 
Treated with ORS Under Five Admissions 

A.I.D.'s goal for the ORT programs is for 
100 percent of the population to have access 
to a trained provider of oral rehydration 
salts (ORS), and for 45 percent of diarrheal 
cases to be treated with ORT. Lesotho has 
the distinction of already having achieved 
100 percent access to ORT. ORT Units have 
been established in 16 of 18 hospitals (89
percent) and local production of ORS has 
doubled. Six other countries (Nigeria, Sene-
gal, Sudan, Zaire, Burundi, and Togo) have 

all made significant progress in improving 
access to ORS. 

In Malawi, Swaziland and Togo, 100 per­
cent of health facilities are now using ORS. 
In Burundi, 	Cote d'Ivoire, Liberia, Rwanda 
and Zaire the proportion of facilities using 
ORS ranges 	from 54 percent to 77 percent.
Thus, it is conceivable that, by 1995, five 
more of the 17 countries could achieve 100 
percent access to ORS. In general, the 
greater the 	political commitment to child 
survival and specifically to ORT programs, 
the greater the likelihood that countries will 
achieve national goals. 

Because greater ORT use depends on 
continued training of health care workers 
and mothers in effective case management 
and supervision, A.I.D. plans to emphasize
these aspects. In Senegal, a recent mid-term 
evaluation of the national Control of Diar­rheal Disease Program revealed that all 
cases of diarrhea observed were evaluated 
for the state 	of dehydration and 88 percent 
were correctly diagnosed. Most facilities 
surveyed (63 percent) displayed posters
promoting the use of ORT. 

D. Malaria 

Of all the regions in the world, sub-
Saharan Africa is the most threatened by
malaria today. Over the last decade, one of 
the greatest health challenges has been anincreasing resistance of the major strain of
malaria, Plasmodium falciparum, to 

chloroquine and other affordable drugs 
(Figure 12). As resistance has developed, 
both the number of cases and the mortality 
have increased. 

For example, the data on Zaire presented 
in Figure 13 show the dramatic increases in 
the number of reported cases since 1984. 

Fourteen of the 17 child survival priority 
countries have malaria activities focusing on 
chemoprophylaxis of high risk groups, pre­
sumptive treatment of fever, drug sensitiv­
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Figure 12. Spread of Chloroquine Resistant Plasmodlum Falciparum Malaria 
in Africa, 1978, 1983, and 1987 
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ity surveillance systems and operations re- pregnated with insecticide, (2) continued 
search. Through (1) research into alterna- training and surveillance, and (3) annual re­
tive drug regimes, and other preventive view of national malaria policies, it is hoped 
measures, such as bed nets and curtains im- that progress will be made in reducing mor­

bidity and mortality due to malaria. In a 
promising initial response, national malaria 

Figure 13. Plasmodium Falciparum control plans are being developed in 11 of 
In-Vivo Response to 12 endemic countries. 
Chloroquine Treatment and 
the Malaria Case Fatality E. OtherHealth Problems 
Rate in Zaire Another factor which has proven to be a 

significant contributor to high infant mortal-

Percent Deths pe ity rates is high risk births. Women over 
100 soccssful 1000 Cases age 35 or under age 20, who are delivering 

their fifth child or more, or whose last preg­
-5 nancy terminated less than 24 months pre­

so viously, are considered to be high risks. 
-4 Better child spacing and reduced conception 

0o in certain age groups may reduce the IMR as 
much as 25 percent. Thus, health education, 
child spacing services or outreach programs 

40 that focus on these women should be an im­
a portant part of child survival programs. 

20 In Botswana, an A.I.D.-funded project 

managed by UNDP has identified high risk 
0 -0 perinatal factors and is developing manage­

.311 1987 ment guidelines for staff to use in identify-
Ohloroeuln Faepone =ease Fa..,v ing and treating these factors. The project 

11
 



has supported update seminars for physi-
cians and matrons, on-the-job training for 
community health nurses, supervisory activ-
ities to strengthen village-level perinatal ac-
tivities. It has also sponsored research in 
such areas as birth surveys, maternal mor-
tality, traditional birth attendants and high 
risk factors associated with home and insti­tutional deliveries. Other countries ­
tutenaalawi MaliNger ge rie, -Kenya, Malawi, Mal, Niger, Nigeria, Zaire,Swaziland and Togo - have also recently
begun similar project interventions to ad-

begpofchions t adonor 
dress the problem owithout 

Finally, an area which has yet to be ade-
quately addressed in the child survival pri-
ority countries is the problem of nutrition. 
Since malnourished children are twenty 
times more likely to die than well-nourished 
children, and malnutrition underlies more 
than half of childhood deaths, A.I.D.'s child 
survival effort is initiating programs in this 
critical area. The programs emphasize 
breastfeeding, growth monitoring, im-
proved feeding practices, dietary manage-
ment of diarrhea, targeted feeding programs 
and Vitamin A interventions, where appro-
priate. 

V. 	BCuilac Institutional 
Capacity 

While there have been considerable 
achievements under A.I.D.'s Child Survival 
program in Africa, the greatest remaining 
challenge is institutionalizing them into na-
tional programs. Thus, sustainability of 
child survival programs. continues to be a 
vital issue and top priority in the Africa Bu- 
reau. Faced with the conflict between severe 
budgetary pressure and the need to address 
basic health needs, African governments 
must be creative, looking at alternatives 
other than free public health care services. 
They must not only find ways to increase 
revenues, including increasing reliance on 
user fees, but also how to most effectively 
reallocate existing revenues to those health 

services which can most efficiently reduce 
premature mortality and unnecessary mor­
bidity. Typically, the majority of govern­
ment spending on health goes to expensive 
curative services in hospitals, rather than to 
inexpensive preventive health measures 
such as immunization and prena.,i care. 

Sustainability remains a challenge be­
cause strengthening the infrastructure of antoa rga ae ie ti 	 eghnational program takes time. Itis a lengthy 
process for host-country structures to use 

aid efficiently and to sustain activities 
relying on continued infusions of 

massive amounts of donor assistance. De­
spite the success in ORT, for example, prog­
ress in building low-cost intervention 
techniques into community systems, i.e., by 
training mothers and village health care 
workers to increase fluid intake using home 
fluids, homemade salt and sugar solutions, 
as well as manufactured ORS, has been dis­
appointing. As research in Nigeria showed, 
only 	 a small percentage of the mothers 
trained in the preparation of a salt/sugar so­
lution at home were able to mix it correctly 
under observation. 

In order for programs to be sustainable 

and well integrated into national organiza­tional structures and budgets, it is vital that 
they be technically sound. In many cases, 

this has not happened. Nor are adequate 
staff and resources to assure program sus­
tainability available in all of the countries. 
At the country level, child survival priorities 
and objectives should be established and na­
tional level dialogue should be carried out at 
least annually, emphasizing program imple­
mentation. 

Not suprisingly, there are a host of exten­
uating factors hindering program effectiv­
ness. In areas of political unrest and civil 
war (e.g. Southern Sudan), systems to de­
liver available child survival technologies 
break down. In these situations, under-five 
mortality rates over 500 deaths per 1,000 
livebirths are not uncommon. Political sta­
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bility is clearly an essential prerequisite to financing objectives as part of an overall 
child health. sustainability strategy. 

Geographic and climatic conditions gen- Finally, the issue of obtaining better 
erate tremendous logistical and cold chain quality data is one which must be ad­
problems for five of the child survival prior- dressed. Without reliable statistics to make 
ity countries (Mali, Niger, Nigeria, Sudan projections or comparisons, it is virtually 
and Zaire). Servicing a health post in north- impossible to draw meaningful conclusions 
ern Mali, for instance, is comparable to ser- about progress or program effectiveness. 
vicing a health post in Maine from 
Washington, D.C., over bad, rutted roads. VI. Agenda for Child 
Mali and Niger are strengthening a primary Survival in Africa 
health care infrastructure upon which to 
build an immunization program, but prog- Although the challenges and constraints 
ress continues to be slow because of the are many, seven areas of progress during 
governments' limited resources and person- the eighties give great hope for child sur­
nel. It is unlikely that either country will vival in Africa in the nineties, as African 
achieve the coverage goals by 1995. Sudan governments are: 
must resolve its civil war to do so. 0 giving increasing priority to child spac-

Health financing is a key element in an ing; 
integrated strategy to sustain the outcomes 0 recognizing the importance of data to es­
and benefits of health services. Ongoing tablish priorities, setting objectives and 
health care .inancing studies in 14 of the 17 targets, monitoring implementation, 
countries are leading to important policy di- documenting progress, and identifying 
alogue on the allocation of scarce health re- problems for solution; 
sources. In addition, several child survival 
priority countries have adopted plans for recognizing the importance of decentral­
cost recovery. A.I.D.'s ACSI-CCCD project ized management in effectively manag­
also plans to develop country-specific health ing and implementing child survival 

programs; 

Senegal
 
With only 3 percent of the national budget allocated for health, one of the ways 

A.LD. is supporting the Senegalese Government to improve the health system is by ini­
tiating user fees for health services and medication. A.LD. is also placing emphasis on 
the introduction of preventive child survival interventions and family planning ser­
vices. Already, over 2,000 health workers have been trained through the program to 
staff -local health huts to do growth monitoring, imnzunizations, malaria: prevention, 
and ORT. 

A family health and population project has shown success in all areas, including the 
significant step of promulgating a National Population Policy. Under the project, over 
180 physicians and nurses have been trained, a national family planning curriculum has 
been developed, and over 60 public sector and 17 private sector family planning clinics 
are providing services to over 20,000 couples. Reflecting these changes, the use of con­
traception has risen from a low of 1percent in 1978 to nearly 5 percent in 1987. 
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creogndzigthe neredfrqu aity healoh( 
care and its prerequisites (on-the-job 

training and supervision) for effective 
implementation of child survival strate-giesm 

" 	 using, increasingly, cost sharing mecha-
nisms to expand the availability of 
health care; 

* 	 beginning to improve the capability of 
mothers and communities to provide 
basic preventive and curative care; and 

" 	 giving increasing priority to preventive 
health care. 

Improvements in child survival are im-
portant not only in the area of social justice, 
but to economic development and political 
stability. Development of sustainable im­
provements in health services is a slow pro­
cess, requiring a long term commitment on 
the part of governments and collaborating 
partners. Of special importance in this area 
has been the success of UNICEF in convinc­
ing national leaders on the social and politi-
cal importance of child health. 

An A.I.D. team is currently developing a 

follow-on activity for the nineties. This will 
involve a major increase in cooperative 
planning and implementation by African 
governments as well as cooperating multi-
lateral, bilateral, and PVO partners. Con­
gressional support to child survival through 
the Development Fund for Africa is impor-
tant to this process; for all the parties in-
volved, a long-term commitment and 
support will be vital to strengthening the 
momentum and seeing the process through. 

There are, however, three constraints that 
significantly threaten the current progress 
being made in child survival and which 
must be be placed at the top of the agenda: 
high population growth rates; drug-resistant 
malaria; and AIDS. 

First, the populationgrowth rate of sub-Saharan Africa increased almost 20 percent 

over the last 20 years, from 2.5 percent per 
year to 3.0 percent per year (Figure 14). Thepopulation growth rate of the 17 child sur­
vival priority countries during the same pe­

riod (the two lines designated as CS 
emphasis and as ASCI-CCCD) has increased 

Figure 14. 	 Trends in Growth Rates In
 
Sub-Saharan Africa, 1960­
1985
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over 30 percent, from approximately 2.44 
percent to 3.27 percent, far outstripping the 
growth of the African economy. The esti­
mated population of the region in the year 
2000 will be 700 million people. 

However, African governments have in­
creasingly come to recognize the importance 
of slowing population growth in order to 
achieve economic development and political 
stability. Population policies have been or 
are being developed in 20 African countries. 
Child spacing services are being expanded 
and contraceptive utilization rates, although 
low, are increasing. There are major, donor­
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supported population programs in 12 of the 
17 countries reviewed in this paper. These 
activities are especially important given that 
the success of continuing programs in child 
survival will lower childhood mortality and 
will contribute to increasing the overall 
population growth rate. 

Second, the major strain of malaria in Al- rica, Plasmodium falciparum, has devel-

oped increasing resistance to chloroquine 
and other affordable drugs over the last de-
cade. As resistance has spread westward in 

Africa, both the number of cases of malaria 

and the mortality have increased. Research 
continues in an attempt to find economical

masues.andand ffetivepreentve 

Third, a new problem area has emerged 
in the last decade - HIV infection (AIDS). 
In central, eastern, and southern Africa in­
creasing percentages of pregnant women are 
being identified as infected. This carries 
with it a significant risk of perinatal infec­
tion and early infant death. As HIV trans­
mission in Africa is primarily transmitted 
heterosexually, lowering rates of transmis­sion will require a major change in sexual 

arepractices. Many African overnments 
y g 

givinglaboratorieshigh priority to this area. ZaireCoopera-andtire in Kinshasa, 
Aidjanotoie ithatechnia asi 

Abidjan, Cote d'Ivoire, with technical assis­
and the t n tes of ealtre 

the National Institutes of Health, are 
making major progress in understanding 

the disease and in identifying approaches to 
limiting transmission. 
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