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USAI D HEALTH POLI CY PAPER
| . Introduction

The goal of USAID s health assistance programis to inprove health status in
USAI D assisted countries as reflected in increased |life expectancy. Most
heal th probl ens in devel oping countries stemfrom poor environnenta
conditions; lack of health care and know edge; mal nutrition; infectious

di seases (including diarrheal diseases, respiratory illnesses, neasles,
tetanus and tubercul osis); and parasitic diseases. Hundreds of nmillions of
adults suffer fromchronic illness, but children are the nost vul nerable

group. Half of all deaths in devel oping countries occur in the age group of
five and under. The nost direct way to increase |ife expectancy and genera
health status in devel oping countries is by addressing the health probl ems of
children and their mothers. Thus, within USAID s health assi stance program

priority will be given to support for child survival and inproved maternal and
child health.
Child health will be approached primarily through sel ected child surviva

i nterventions-immni zations, diarrheal disease control and specifically ora
rehydration therapy (ORT), inproved nutrition and adequate birth spacing.
These interventions will also provide the basis for building up nore
conprehensive primary health care systens over tine. Priority will be placed
on I nmmuni zati ons and di arrheal disease control/ORT, but the choice of which
interventions to support will be made on the basis of country-specific

condi tions.

USAI D recogni zes that other health interventions in addition to the four
|isted above can make inportant contributions to child survival; and that

ot her health problenms in devel oping countries not specific to children or
their nmothers also need to be addressed. Therefore, other humactivities,
including primary health care, water and sanitation projects, and vector-borne
di sease treatnment and control, will also be supported where there is a need to
nmeet pressing country specific health problens. Health financing concerns
shoul d be addressed in all health projects. However, in sone countries

i mproving the financing of health care nay be the main USAID activity. \Where
heal th prograns beyond the four direct child survival interventions are
proposed for USAID support, an additional burden of proof will be required to
denonstrate their appropriateness.

Because substantial resources will be required to reach devel opi ng country
goals in health, USAID s policy enphasizes investnent in interventions known
to be cost-effective. Such interventions are essentially preventive in
nature, reducing potential future expenditures by averting di seases and
conditions which are very costly to treat. Because of the high cost of
curative care, USAID will not generally support curative activities except to
deal with common conditions for which prevention is either difficult or even
nore costly than treatment. G ven current technol ogies, exanples are

di arrheal disease, acute respiratory infection (ARl), nalaria,' and certain
wat er - borne di seases. Major investnments in the construction of physica
infrastructure, the operation of which will increase host country recurrent
cost burdens, will not be supported.

1. Background
A. Health Problens and Prospects in Devel opi ng Countries
Li fe expectancy at birth in many USAI Dassi sted countries is bel ow 50 years.

In those countries infant nortality is in excess of 100 per 1000 live births.
In addition, many children and adults suffer fromchronic, debilitating



di seases. Chronic illness leads not only to early nortality, but also to
reduced working tine and | ow productivity. The pattern of nortality in
devel opi ng countries neans that as many as half of all deaths occur anobng
children under five years of age. Sone fifteen million children die annually
i n devel oping countries due to the cunmul ative effect of repeated disease

epi sodes exacerbated and catal yzed by malnutrition. Low birth weight renders
i nfants vul nerable fromthe very beginning of life.

Infant and child nortality are the tragic results of conplex interactions

bet ween poverty and disease. A variety of devel opment efforts can contribute
to reductions in infant and young child deaths, disease and disability. These
i nclude: increased i ncone for poor people stemming fromgeneral agricultura
and econom ¢ grow h; reduction in hunger as reflected by the percentage of the
popul ati on receiving adequate levels of nutrient and caloric intake and by
reduction in the percentage of children under age five suffering fromchronic
and acute undernutrition; increased literacy and basic education |evels,
especi al |y anbng woren; inproved health services; and increased use of

vol untary planni ng services.

G obal goals for inmproverment in inconme and education |levels, reduction in
hunger, disease and early death, and increased access to voluntary famly

pl anni ng services are established in the Agency's Strategic Plan. Efforts to
i ncrease overall econom c devel opment will inprove the chances for child sur-
vival and general health status in the long term At the sane tine, selected
cost-effective technol ogies, specifically aimed at infants and children, can
have a direct inpact on nortality and norbidity at conparatively low cost in a
relatively short tine frane.

| mruni zati on agai nst chil dhood di seases, including nmaternal inmunization with
t et anus

t oxi ous and managenent of diarrhea with oral rehydration on therapy (ORT) can
significantly

reduce infant and child nortality and formthe basis for an effective prinmary
health care program Children saved from death due to neasles or diarrhea
dehydrati on nmay succunb, however, to the next disease episode especially if
nutritional status is low. Concurrent efforts to reduce malnutrition through
a focused nutrition package including breastfeeding, feeding during and after
di arrheal episodes, good weani ng practices, growh nonitoring and

suppl enentary feedi ng prograns where appropriate can help prevent this
"replacement nortality"” effect.

Adequat e birth spacing also has a significant inpact upon chances for child
survival. In developing countries, a child born within two years of a
sibling's birth is twice as likely to die as a child born after an interval of
nore than two years. An older child also has a greater chance of dying if a
sibling is born within two years after that child's birth. Lower parity and
births that are well spaced and are not at the extrenes of the nother's
reproductive life protect maternal health and help to ensure an adequate birth
wel ght. (Low birth weight is a major determi nant of infant nortality.)

I mproved maternal health as a result of better nutrition also affects child
survival through breastfeeding and the nother's ability to provide better
child care.

O her diseases that are major contributors to high infant and child nortality
i ncl ude vector borne diseases (especially nmalaria), acute respiratory disease,
and infectious and parasitic diseases caused primarily by poor environnental
conditions. Diagnosis and treatment of these conditions can be inportant and
cost-effective in areas where these di seases contribute heavily to child
nortality. Prevention of these diseases requires other kinds of

i nterventions, including vector control, inproved housing and provision of



safe water and sanitation.
B. USAID Response to Health Probl erms
1. Evolution of the Child Survival Approach

The Agency's policy to enphasize child survival interventions in its health
assi stance program has evol ved from USAI D and ot her donor experience in the
health sector. Past experience with conprehensive primary health care
prograns did not provide evidence of inmproved coverage hoped for, or of im
provenents in norbidity and nortality rates, particularly in children. The
current policy

al so has been influenced by the availability and accountability of

t echnol ogi es whi ch have a

dramatic effect on child survival.

In the 1970s, USAID began to enphasize a primary health care (PHC) approach
The U. S. Governnent participated in the Alma Ata Conference and was a
signatory to the Alna Ata Declaration supporting primary health care. The
1980 USAI D policy and program enphasi zed strengt heni ng PHC systens through
trai ning, health education, planning and eval uation, pharmaceutical supply,
adm nistrative and | ogistic support, and operational and applied research
Support for water and sanitation progranms, disease control, and inproved

pl anni ng and nanagenent al so was conti nued.

The PHC concept was further refined in AM's 1982 Health Policy Paper which
enphasi zed the inportance of determining the relative efficiency of
alternative health intervention packages and i nproved nanagenent and

admi ni stration of these prograns. Another focus was the promption of economi -
cally viable health prograns, enphasizing i nproved resource allocation
efficiencies, and self-financing. Finally, increased enphasis was given to

bi omedi cal research. Raising the health status of children and their nothers
was a primary objective of USAID s 1982 heal th policy, although the approach
to health care programs was nore conprehensive.

2. Child Survival as the Focus of Primary Health Care-M d-1980's

USAI D has funded activities aimed at child survival for many years through
general health service and PHC projects. During the past few years, increased
nati onal (including Congressional) and international Interest has focused on
provi sion of selected child survival interventions as cost-effective and
direct neans of inproving health and preventing nortality in devel opi ng
countries. USAID has agreed to assist in the achievermrent of internationa
child survival targets. These include the devel opnent of sustai ned devel opi ng
country capacity to provide i munizations to children under five years of age,
and ensuring access to ORT by all children in USAI Dassisted countries.

USAID s child survival approach is consistent with, but nore selectively
focused than, the nore general PHC approach previously advocated. Initia
enphasi s on selected child survival interventions will provide the basis for
nor e conprehensive PHC services as other selected health interventions are
added gradually. USAID will support not only accelerated delivery.of child
survival services, but also, and nore inportantly, investment in institutiona
devel opnent efforts which will ensure sustainability of child surviva
services within each country.

In addition to the continued enphasis on providing primary care, current
pol i cy enphasi zes the inportance of the secondary and tertiary |levels of the
health system particularly the financing and resource managenment aspects of
the health care systemas a whole, and their effect on child survival. These



aspects were not fully addressed in the previous PHC-oriented policies.
Fi nal |y, whereas nost PHC projects were concentrated in rural areas, current
policy also encourages direct attention to urban health probl ens.

[l USAI D Policy Objectives
A. Overall Health Goa

USAID s goal in the health sector is to increase |ife expectancy in |ess
devel oped countries. Since infant and child deaths are half of the deaths in
these countries, USAID will focus on reduction of infant and child nortality
and norbidity as the main intermedi ate objective toward the ultinmate health
goal

B. Specific Health Sector (bjectives

USAID s prinmary objectives in the health sector are devel opi ng countries:
Reduce infant and early child nortality and norbidity;
Reduce maternal nortality and norbidity;

Use child survival interventions as the basis for building a nore
conpr ehensi ve health care system over tine;

Ensure that gains nade in inproving. child survival-and health are
sust ai ned; and

Devel op new, basic, effective technol ogies and inmproved systenms for
delivery of child survival services.

1. Reduction of Infant and Early Childhood Mrtality and Morbidity*

This objective will be achieved primarily through

I ncreasi ng i muni zation coverage. USAID will collaborate in an
international effort to devel op sustained capacity to provide inmunizations to
the world's children, with specific coverage goals defined at the country
I evel ;

Reduci ng di arrheal disease nortality by increased use of ORT and proper
feeding during and after diarrheal episodes. USAID has joined other donors
and devel oping countries in a worldw de effort to ensure worl dwi de access to
ORT by those who need it;

I mproving nutrition in young children through adequate breastfeedi ng and
i mproved weani ng practices, growh nonitoring and targeted suppl enentary
feeding (using PL 480 Title Il resources and prograns when avail able); and

| mproving birth spacing and maternal health in order to decrease the
occurrence of low birth weight infants and increase the survival prospects of
chi |l dren.

1

The Agency Strategy on Child Survival and additional USAID strategies on Immunization, Control of Diarrheal
Disease/ORT, Nutrition for Child Survival and Birth Spacing for Child Survival provide guidance on program strategy and project
design.



2. Reduction of Maternal Mortality and Morbidity

USAID wi Il pronote birth spacing, child bearing during the safest part of the
worman' s reproductive |ife, pre-natal and post-natal care, safe delivery
practices and adequate maternal nutrition in order to reduce materna
nortality and norbidity which affects both nothers and their children

3. Child Survival Interventions as the Basis for Health Care Services

Provi sion of selective child survival interventions is not an end in itself.
Child survival interventions are an effective and focused way to lay the
foundation for a nore conprehensive health care systemwi th gradual addition
of other interventions over tine. Increnmental strengthening of essentia
managenent systens, including inproved training and supervision, logistics and
i nformati on systenms are also inportant el enents of a strong health care
system

4. Sustainability of Child Survival Gains

Achi everrent and nai ntenance of child survival gains will require:

Promoti on of revised national policies which will foster inproved health
financi ng through resource nobilization, resource allocation, containnent of
escal ating recurrent costs, and the re-organi zation of the health services
delivery system

I ncreased private sector involvenent; and

| mproved coordi nati on among donor agenci es.

5. Devel opment of New Technol ogi es and | nproved Del i very Mechani sms

USAID wi Il continue to support bionedical research where there are favorable
prospects for early application of new technol ogies to devel opi ng country
health probl ens, particularly those of infants and children. USAID also wl|
continue its | eadership in applied/ operations research to address Waknesses
in health technol ogy delivery systens and to inmprove efficiency. 1In addition
USAID wi Il continue to address the programmatic obstacles to the effective use
of child survival technol ogies.

V. USAID Health Program Assi stance Activities
A. Child Survival

Priority for USAID health assistance will be given to service delivery and
research on selected child survival interventions. Qher health interventions
described in this paper may be supported, but an additional burden of proof
Wi g be required to denonstrate why these prograns are proposed rather than, or
in addition to, the priority child survival interventions.

1. Selected Child Survival Interventions
In order to achieve USAID child survival objectives, priority will be placed

on four interventions which formthe basis of the Agency Child Surviva
Strategy: imunization, diarrheal disease control enphasizing ORT, a focused



nutrition package and birth spacing’.

Enphasis will be given to i munization and diarrheal disease control/ORT.
Birth spacing and nutrition activities nmay be carried out sinultaneously, or
added as i mmuni zati on and ORT coverage | evels inprove. In nany countries,

fam |y planning and nutrition progranms are already established and shoul d not
be del ayed while inmunization and ORT coverage |levels are raised. As the
delivery systemis strengthened for each intervention in turn, additiona
services can be added.

2. Oher Child Survival Interventions

A nunber of diseases not yet preventable by vaccination contribute to high
infant and child nmortality. Malaria and acute respiratory infections (ARl)

are maj or causes of death and disability. In tropical Africa alone, it is
estimated that at |east one nmillion infants and children die annually from
mal ari a. New cases of nalaria nmay reach upwards of 300 mllion worldw de per
year, of which at least 100 million are infants and children. The social and

econom ¢ inpacts of this disease have nade nalaria treatnent and control a
priority health activity in nost countries in tropical Africa, Centra
America, and a large part of Asia.

Between 1.5 and 3.5 million children die annually from ARL Bacteria
pneuroni as, whi ch account for the majority of-deaths in the devel opi ng worl d
due to respiratory infection, remain the nost treatable. Wth energing
vacci ne technol ogi es, they may al so becone preventabl e.

Thus, nmalaria treatnent and control, and di agnosis and treatment of acute
respiratory infections are essential to achieving child survival goals in many

countries. In countries or regions where such interventions contribute
significantly to reduction of infant and child nortality they may be
supported. Focused research to devel op vaccines for nmalaria and ARl wll be

enphasi zed. USAID also may help countries to inprove nalaria prograns to make
nore cost-effective use of resources.

Maternal health is inportant to child survival. Thus, in addition to birth
spacing activities, other maternal services such as maternal nutrition and
prenatal services nay be supported where they can increase the prospects of
child survival and reduce maternal nortality.

It also may be necessary to take into account di seases such as USAI DS whi ch
may adversely affect current or future gains in child survival. The

transm ssion of USAIDS heterosexually and transm ssion frominfected nothers
t hrough the placenta nmeans that increasing nunbers of infants will contract
the di sease. Qher diseases which contribute significantly to infant and
child nmortality may exist or energe in different geographic settings. Were
appropriate cost-effective interventions are identified to address these
probl ens, they also may be supported

Envi ronnental conditions such as poor water and sanitation can affect child
health and nortality. Although not considered direct child surviva
interventions, certain activities to inmprove water supply and sanitation can
be i mportant conplements to priority child survival progranms and nay be
supported when justified on these grounds.

2
Family planning service, which are usually funded from the Population account, are considered part of the Agency's child

survival effort.



3. The Delivery of Child Survival Services
a. Private Sector |nvol venent

In countries with high infant and child nortality, the coverage rates for

i muni zation and ORT are often |ow, and the government infrastructures are

| acki ng or very weak. The use of PVGs and other private sector . nmechani sms
to deliver services, as well as the strengthening of the government service
delivery capability, are inportant to building and sustaining child surviva
services. \ere government infrastructures are weak, PL 480 Title Il PVO
prograns can assist with |logistics systens, distribution, and contacts with
conmunities and famlies.

In the context of child survival, private sector mechani sms include private
physi ci ans and other practitioners; private pharnacists and traders, who
traditionally di spense pharnaceuticals; private health insurance

organi zations; and private manufacturers, as well as indigenous and U. S. based
PVOs. USAID has had consi derabl e experience in involving the private sector
in famly planning and health service delivery and, in particular, in the use
of social marketing and nmodem comuni cation techniques in health and famly

pl anning. Private sector approaches, social nmarketing and use of nodern
conmuni cati on techni ques should be included in child survival progranms where
appropri ate.

b. Sustainability of Services

Strengt hening child survival services will require efforts to inprove the
sustainability of the delivery systens. These efforts in focus primarily on
i mproved al |l ocati on of resources, cost containnent and organi zational reforns
in the health sector to ensure sustained |evels of recurrent financing for
child survival services. Inmprovenents in essential nmanagement systens
required to inplement the child survival service delivery such as inproved

i nformati on systems, training, supervision, drug/vaccine procurenment and

| ogi stics systens are al so necessary.

4. The Sel ected Country Approach for Child Survival Prograns

In order to achieve maxi numinpact on child nortality and norbidity within
budgetary constraints, USAID wll give priority in allocation of its resources
to selected countries. USAID will support nmajor child survival programs in a
nunber of countries selected on the basis of the:

Total number of infant and child deat hs;

Infant nortality rates;

Mobi l'i zati on and absorptive capacity;

Governnent comitment to child survival

Availability of funds from various accounts;
Qpportunities for effective donor collaboration, and

Expectation that USAID will continue to maintain a major program over at
| east the next five years.

A number of constraints adversely affect the inplenentati on of effective
health and child survival prograns. Even when external funding is avail abl e,
a country's capacity to absorb additional resources may be limted. Cutdated
policies and | egal frameworks often inhibit the introduction and delivery of
services. Inadequate planning and information systems, lack of infrastructure
and insufficient trained personnel also constrain the ability of countries to



ef fectively program avail abl e donor assistance and | ocal funds. The existence
of such constraints will be taken into account in Z selection of countries for
maj or child survival prograns.

B. Beyond Child Surviva

Among USAI D-assi sted countries, infant and child nortality rates, disease
patterns, environmental conditions, econom c growmh |evels, and governnent
policies differ widely. The Agency's priority will be on child surviva
because infant and child nortality and norbidity are high in the najority of
devel opi ng countries and in pockets of the populations of all countries.
Countries which have not been selected for major child survival prograns, but
whi ch have health prograns, will also be expected to give priority to child
survival interventions, although |evels of assistance in npbst cases will be

| ower .

O her health interventions can be supported in both selected child surviva
countries and other countries. However, an additional burden of proof will be
requi red where such prograns are proposed to explain why they should be
funded.

Activities supported by USAID which may affect child survival but are beyond
the four primary interventions include assistance for prinmary health care,
wat er and sanitation, vector control, health financing, and bionedical and
operations research. These health activities will continue to be a part of
t he USAID heal th assi stance program where warranted on the basis of one or
nore of the conditions described bel ow

For exanple, other health activities may reinforce the inpact of the primary
child survival interventions on infant and child nortality, or address

probl ens whi ch go beyond child survival. Were governnent commtnent to child
survival or ability to inplement child survival activities is insufficient,
but other health prograns can be inplenmented successfully, USAID nay support
these other health programs to the extent that U. S. support will further
policy reformin the health sector. USAID also may support health activities
that are necessary conmponents of other USAID devel opment projects, for exam
ple, nalaria control in irrigation project areas. Were |ack of potable water
and sanitation neasures are thwarting child survival gains, USAID may hel p
correct those environmental conditions.

In other countries, USAID support for child survival may not be required
because low |l evel s of infant nortality have al ready been achi eved. Many,
particularly sone in the Caribbean, Central Anmerica and East Asia, are
characterized by noderate i ncone |evels and established health systenms, but
the systens are not cost-effective. In such countries, USAID may want to
support health financing initiatives to ensure the maintenance of child
survival gains and the financial stability of the health-care. system

In both high and low infant nortality countries there may be a | evel above
which effective utilization of child survival interventions such as ORT and

i muni zation will not rise in the absence of changes in other conditions.
Specifically, increasing coverage of inmunization, ORT or other child surviva
services from60%or 70%to 80% or above may not be feasible in the absence of
i mprovenents in environnental, social or econom c conditions.

Al t hough priority will be given to specific child survival interventions, the
conpl ex interactions between the effectiveness of child survival interventions
and other factors should not be forgotten.

Heal th interventi ons which go beyond the scope of child survival activities



are descri bed bel ow
1. Primary Health Care

USAI D- supported PHC projects shoul d enphasi ze child survival. During

eval uation and/ or redesign of existing projects special attention should be
given to increasing the child survival focus of these projects. PHC services
shoul d be strengthened and expanded to neet clearly defined country specific
heal th needs through policy dial ogue, managenent inprovenent and: manpower
devel opnent support. However, the services should focus initially on phased,
sel ective interventions directed at inproving child survival with additiona
servi ces added incrementally.

2. Water and Sanitation

Urban water and sanitation projects will be funded mainly fromthe Economc
Support Fund (ESF) account. Low cost per capita community water and
sanitation projects will continue to be supported through PVO activities.

QO her community water projects will be considered for fun"g fromthe Health
account on a case-by-case basis. The projects nmust be justified as cost-

ef fective; have been shown to have an Inpact on child survival in the proposed
setting; and be proposed in conjunction with other child surviva

i nterventions.

3. Vector Control

Vect or- borne di seases affect over half of the world' s popul ati on and cause an
extraordi nary anount of illness and deaths throughout the devel opi ng worl d.
Yet prograns of vector control incur heavy recurrent costs. In areas where
such di seases cause mmjor health problenms for children, or where child
survival activities may not be feasible in the absence of such support, USAID
support for vector control projects may be considered. However, USAID will
focus its future activities in this area on bi otechnol ogi cal approaches to
prevention of major vector-borne diseases |ike nmalaria, onchocerciasis,

schi stosoni asis, and gui nea worm i nfection

4. Heal th Fi nancing

An appropriate health financing systemis critical to the ability of a society
to sustain and nortality health care nust be considered in an USAI Dassi sted
health projects. Thus, health financing activities will be supported as part
of child survival programs and in order to establish a sound financial basis
for a health care systemas a whole. Special attention to health systens
finance in mddle incone countries will be a major part of USAID assistance
outside of child survival.?®

Host country inability to cover recurrent costs of preventive health care may
result from excessive governnent spending on personal, curative care and-
excessive utilization of secondary and tertiary care facilities. Health
financing activities should address devel opnent of private services, fees-for-
service, efficient resource allocation and utilization; equitable distribution
of resources, cost containment, and the overall organization of the health
system Excessive reliance on donor funding for costs of prinary and
preventive health services nmust be avoi ded.

USAI D shoul d use policy dial ogue, design and inplenentation of health

3
Agency Health Financing Guidelines providing detailed guidance in this area have been issued separately.



projects, and special health financing initiatives as nechanisns for
supporting the devel opnent of sustainable health care systenms. In al
countries, projects should address the question of cost effectiveness. This
frequently neans rel ating cost savings and the nobilization of new resources
to activities, like child survival, which are nost cost-effective in inproving
heal t h status.

5. Research

USAID will continue to invest in basic and applied research to devel op new
technol ogi es for child survival and to inprove the delivery and effectiveness
of existing technologies. Continued priority will be on inprovenents in

di arrheal disease control and imruni zati on. Research activities will include
devel opnent of a nmlaria vaccine, inprovenents in neasles, pertussis and ot her
vacci nes; nmore cost-effective systens for service delivery; better eval uation
techni ques; and i nproved techniques for diagnosing di seases with severe inpact
on child survival.. USAID also will support bask research on the next
generation of child survival needs, such as new vacci nes, |ow birthweight,
acute respiratory infections, the role of micronutrients in child health, and
maternal nutrition. Finally, the Agency is giving special attention to
research on inproved approaches to financing health care, including operations
research and pilot activities to involve the private sector in

the delivery of critical health services.

V. Funding

Fundi ng for USAID child survival prograns and for other health activities wll
cone fromthe DA Health Account, the Child Survival Fund (for child surviva
activities only), the ARDN account (for nutrition activities not funded from
the Health Account), the Popul ation Account (for fam |y planning activities),
ESF, Sahel Funds and | ocal currency generations from PL 480 and ESF. PL 480
Title Il food resources also will be increasingly used to achieve child
survival objectives.

VI. Donor Coll aboration

Achi everrent of internationally agreed targets for child survival through

i muni zation, ORT, and other critical health interventions will require
careful donor coordination. A nunber of nultilateral and bilateral donors are
contributing to this effort, but nmaxi muminpact will only be achi eved through
col l aboration at both international and country levels. |In areas where the
U.S. has a conparative advantage, such as communi cations and soci al narketing
and bi onedi cal and operations research, USAID should take a | eadership role.

VI1. Evaluation

USAI D nmust satisfy several different requirenents for information and data

t hrough the nmonitoring and evaluation of its child survival and other health
programs. Data are needed for: 1) reporting to Congress on progress in
neeting targets for imrunization; 2) reporting on progress in achieving

desi gnated CRT and inmuni zati on coverage targets; 3) reporting on the

i mpl enentati on of the Agency's child survival activities and health prograns
as required for all USAID projects; 4) evaluation of the inmpact and cost of
sel ected child survival projects; and 5) operations research to inprove the
delivery, acceptance and effectiveness of child survival interventions. A
standardi zed system for collecting information on projects has been devel oped,
and the capacity for nonitoring and eval uati on should be incorporated into al
project plans. USAID will collaborate with WHO, UNI CEF and ot her donors in
noni toring progress toward nmeeting international goals for inmunization and
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ORT.

Eval uation of health projects which are not directly ainmed at child survival
will be

especially inportant, since these projects will have been approved on an
exceptional basis and future projects will be conmpeting with child survival
activities for scarce health funds.
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