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H. EVALUATION ABSTRACT (do noti siceed the space provided)

The goal of -The Infant and Child Mortality and Morbidity Reduction Program-
PREMI is to reduce mortality and morbidity, especially in the rural areas, and
among children under five years of age. The project includes support to expand
and promote oral rehydratation therapy (ORT) and to expand immunization
programs (EIP), breast-feeding, and nutrition/growth monitoring.

The mid-term evaluation carried out by a team of 5 people, focused on an

in-depth analysis of the project's field operation system and management

structure and was oriented to recommending modifications in the proaect
implementation arrangements until the end of the project's life. The :
methodology consisted of gathering relevant program documentation, interviewing
project participants, reviewing' studies and analyses of existing results from
surveys completed during the project period.

Findings ard Conclusions: .

* The goal of vaccinating 80% of all children under 1 during 1985-1988 and
the objective of immunizing of all pregnant women in high risk areas with
tetanus toxoid have nct been met. The target of immunization of 100%
children between 1 and 4 has not been reached, though the coverage has
somewhat improved.

* The goal of PREMI's facilitation for training of MOH personnel has been met
guantitatively, put further analysis of the quality effects is needed.

* Most of the Technical Assistance (TA) received by PREMI lacked coordination
and an appropriate counterpart.

*  PREMI/AID coordination unit was critical for 'managing this project and for
coordinating the large number of implementing inztitutions and other
donors. Theé unit was important in implementing the early phases of the
project, but now its original role has almost disappeared and its
functional purpose is not clear. The unit must be redesigned because of
the changes in the MOH under the new adminstratica.

*  Due to lack of unity and continuity of effort, none of the major health
information activities were completed. .

* The evaluation team during the review of the design process identified the
following weaknesses: 1) lack of country-specific strategy for reduction of
infant and child mortality, 2) lack of targeting of limited resources, 3)
inadequate lead time for new project development and 4) lack of well
defined appropriate management and administrative procedures in the project’ -
amendment.

Recommerdations:

* Give priority to the immunization of children under 1 with a target of 80%
coverage with DPT, polio and measles vaccine. Enforce the requirement of
EZG vaccination for child registration mantaining the coverage rates of

. previous years. Maintain a 20% coverage target for DPT, polio, and measles

for children from 1 to 4 to achieve cumulative coverage of 80% in this age
group.

*# The programming of PREMI activities regarding nutrition/growth monitoring

and breast-feeding should consider the design of an overall strategy which

includes: a)approgriate child feeding practices, b) promotion of

‘breast-feeding and appropriate weaning practices, c) training to health

workers in growth monitoring and infant aad child nutrition, and d4) .

education of the mother in infant and child nutrition and in the use of the

health card.

* National campaigns for expanding services and increasing coverage rates
must be tightly tied to the goal strenghtening permanent institutions in
order to improve the quality of the CS services provided.

* TA should assist the counterpart with technical support, and the MOH or any
other national institution, must lead the implementation.
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Address the lollowing hema;

* Purpose of activity(iss) evaiuated * Priniipal recommendations
* Pyrposa of evalusuion and Methodo!ogy used ® {saz0ns jeamsd
® Finoings and conclusions {relale 12 Quesuons)

USAID/Quito Date this summary prepared: January 30, 1989

MIDTERM "EVALUATION OF THE CHILD SURVIVAL PROJECT (PREMI)
IN ECUADOR July and August, 1988

Purpose of the Activity Evaluated:

The goal of -The Infant and Child Mortality and Morbidity Reduction Program-
PREMI is to reduce mortality and morbidity, especially in the rural areas,
and among children under five years of age. The project includes support to
expand and promote oral rehydratation therapy (ORT) and to expand
immunization programs (EIP), breast-feeding, and nutrition/growth
monitoring. The specific objectives are to increase coverage for
immunization (DPT polio) of children, ages 0 to 1, from 48% to 80%; to
increase tetanus coverage for pregnant women from 1l1% to 50%; and to increase
ORT coverage from 21% to 85% in Ministry of Health (MOH) health facilities,
and from 2% to 50% at the community level. This objectives are expected to
be met by the end of the project, now scheduled for December 31, 1389.

Purpose of the Evaluation ard Methodology Used:

The mid-term evaluation carried out by a team of 10 people, intended to focus
on an in-depth analysis of the project's field operation system and
management structure and was oriented to recommending modifications in the
project implementation arrangements until the end of the project's life. The
evaluation was designed to analyze the following issues: a) specific Child
Survival (CS) strategy applied in Ecuador, b) the intervention's impact and
achievements regarding morbidity and mortality, c) the improvemént in the

.capacities of MOH and other institutions to design, implement and evaluate of

CS interventions, d) the role of the social communication and social

.marketing component in the global implementation of PREMI  and e) the

improvements in training and supervision activities in the MOH and other
institutions as a result of project activities. The methodology of the ™.
evaluation consisted of gathering relevant program documentation,
interviewing project part1c1pants, reviewing studies and analyses of exlst1ng
results from surveys rompleted during the prpject period.

Findings and Conglusions:

PREMI interventions have contributed to positive changes in infant mortality
in Ecuador between 1985 and 1988. Although this contribution did not help to
accelerate the on-going trend in infant mortality decline, it helped to
maintain the trend in a period of severe economic difficulties for the
population at risk. .

PREMI played a positive role in illness prevention and mortality among
children under 5, due to the efforts in expanding health services in
immunization and effective use of ORT and to strong effort for increasing
demand for those services by mean of social communication, -

The project was successful in helping to develop a national awareness about
CS and the most effective ways to diminish the risk of infant and child
morbidity and mortality.

The PREMI "Jornadas" were effective in bringing chlldren to the health units
for immunization but this effort did not reflect a significant increase in .
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The goal of vaccinating 80% of all children under 1 during 19§5-1988 and the
objective of immunizing of all pregnant women in high risk areas with tetanus
toxoid have not been met. The target of immunization of 100% children
between 1 and 4 has not been reached, though the coverage has improved
substantially.

The goal of PREMI's facilitation for training of MOH personnel has been met
quantitatively, but further analysis is needed of the quality effects.

Most of the Technical Assistance (TA) received by PREMI lacked coordination
and an appropriate counterpart, Long term TA clearly lacked leadership and
did not function as a team.

PREMI/AID coordination unit was critical for managing this project and for
coordinating the large number implementing institutions and other donors.

The unit was important in implementing the early phases of the project, but
now its original role has almost disappeared and its functional purpose is
not clear. The unit must be redesigned because of the changes in the MOH
under the new adminstration.

Due to lack of unity and continuity of effort, none of the major health
information activities were completed. There has not been a clear, approach
to improving (CS) information systems.

The mass communication activities, social marketing model and social
mobilization campaign designed by AID and implemented through INNFA, played
an important role in the development of the PREMI project. Without it the
project would not have met the positive results in child health and
mortality. However, it is not certain that the concepts and skills promoted
by the CS strategies have brought about permanent behavioral changes.

PREMI's initiatives have permitted Ecuador to increase the level of effort in
reducing child mortality and despite some shortcomings, valuable experiences

‘'were gained with MOH involvement in PREMI.

One of the major shortcomings of the project is the lack of results in
institution building, especially in the MOH, reflecting a major deficiency in
the project design, and not necessarily ascribed to failures in the
implementation of the project.

The evaluation team during the review of the design process identified the
following weaknesses: 1) lack of country-specific strategy for reduction of

 infant and child mortality, 2) lack of targeting of limited resources, 3)

inadequate lead time for new project development and 4) lack of well defined
appropriate management and administrative procedures in the project amendment.
The division of administration of the project between MOH, INNFA and USAID
has compounded the problem of lack of commitment and this practice should be
avoided in future project design efforts,

Recommendations’ .

The fact that the MOH is the most important institution for CS interve.tion,
should be taken into account in the programming of the current project and in
the design of new CS iniciatives to expand and improve services and )
iniciatives to increase demand for those services,

The MOE needs further assistance to strengthen its ability to implement CS
interventions on a regqgular basis. Any USAID effort to support CS activities
in the country must give high priority to strengthen MOH institutional
capacity to design, implement and evaluate sustainable CS actions.

USAID should ensure the direct participation of the MOH in the design
process, facilitated throughout concensus building that will encourage
commitment by the agencies and individuals charged with implementing project
components, '

It is highly recommended that the new CS project orient interventions to
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those areas and individuals in the greatest need, rather than to continue
with a nation-wide approach, In order to orient CS interventions toward the -
provincial level, it is imp~rtant to strengthen the provincial administrative
and operating structures of the MOH.

Recent studies have shown the importance of neonatal mortality in overall
infant mortality rates. It is important then to design and implement
interventions targeting high risk pregnancies and births. The new country CS
strategy does this and is strongly supported by the evaluators.

The project design must provide strong guidance for the administration and
management of the CS interventions. It must establish effective coordinating
mechanisms through clear descriptions of responsibilities and lines of
authority for implementation.

Activities under the current CS project must be programmed until the end of
the project (December 19Y89) including a clear assessment of the MOH's ability
to lead the implementation.

Give priority to the immunization of children under 1 with a target of B80%
coverage with DPT, polio and measles vaccine. Enforce the requirement of BCG
vaccination for child registration and thus maintain the coverage rates of
previous years. Maintain a 20% coverage target for DPT, polio, and measles
for children between 1 and 1 to eventually achieve cumulative coverage of 80%
in this age group.

The programming of PREMI activities regarding nutrition/growth monitoring and
breast-feed.ng should consider the design of an overall strateqgy which
includes: a) appropriate child feeding practices, b) promotion of
breast-feeding and appropriate weaning practices, c¢) training to health
workers in growth monitoring and infant and child nutrition, and d) education
of the mother in ir:iant and child nutrition and in the use of the health card.
Acute Respiratory Infection (ARI) control intervention should be completely
redefined; the alrcady developed norms for ARI treatment should be translated
into programmatic efforts.

National campaigns for expanding services and increasing coverage rates must
be tightly tied to the goal of strengthening permanent institutions in order
to improve the quality of the CS services provided.

.Intensive use of social marketing is highly recommended for the CS effort and

the new project, with equal emphasic on the use of mass media and the
development of educational efforts for person-to-person communication. The
goal is to engender behavioral changes through education and self motivation.
Make a major commitment to developing and improving a Health Management
Information System (HMIS) in Ecuador. Recognize the scope of developing
comprehensive HMIS with a team of professionals (with appropriate support and
facilities), as’ an ongoing process which will gradually improve and become
more useful.

It is strongly recommended that the PREMI/AID Coordination Unit be
reestructured to deal with changes in the MOH uuder the new administration.
TA should continue playing a key role in activities of the current and new
projects. TA should assist the counterpart with technical support, and the
MOH or any other national institution, must lead the implementation.
Long-term and short-term TA must have a clear relationship with the
Ecuadorean counterparts, as a means to help to eliminate current problems in
the planning for and the selection and use of TA.

Process evaluation activities should be reprogrammed to cover the remainder
of the PREMI project which ends December 1989, Useful evaluations depends on
the proper analysis of good data and the data from the KAP studies should be
reorganized.

Promote the use of ORY and asist with education about appropriate feedirg
practices during diarrheal episodes.
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Midterm evaluation of the Child Survival Project (PREMI) in Ecuador
July and August 1988 '

L COMMENTS BY MISSION, £J0/W CFFICE AND ECRROWER/~RANTEE

USAID/QuiEg: The evaluation is very useful at this time as a basis for the new project
for continuation ef child survival activities

Borrower/Grantee: A version in spanish of the evaluation was recently sent to the
borrower. No cozments have been received yet.
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EXECUTIVE SUMMARY

1. Introduction

The present work reports the findings of the midterm
evaluation of the Child Survival Project 1in Ecuador. The
Ministry of Health (MOH) and the National Child and Family
Institute (INNFA) with the assistance of USAID, UNICEF and PAHO,
have completed two years and a half of the planned five-year
Infant and Child Mortality and Morbidity Reduction Program

(PREMTI) .

The evaluation, designed by the USAID/FHD, was directed by
Jaime Benavente and implemented by consultants contracted by
PRITECH. The evaluation team was asked to assess the current
implementation and management of the project, to assess progress
towvard the project purnoses and to make recommendations to the
MOH, INNFA and USAID on measures which could help assure that the
project will meet its objectives.

The current child survival initiatives (PREMI) in Ecuador
are sponsored and fnnded by USAID under the Integrated Rural
Health Delivery System Project. On June 1985, the USAID
Mission in Ecuador authorized a $4,000,000 add-on of Health
account Grant funds for Child Survival activities under the IRHDS
Project. These additional funds were obligated in June 1985 and
the PACD was extended by 21 months to June 1988. This is the
beginning of the GOE's Plan for Reducing Infant Morbidity and
Mortality (PREMI). On July 1987, USAID/Ecuador recommended that
the authorization for the IRHDS be amended to increase
Development Grant financing by $960,000 from the Child Survival
account and to extent the PACD by an additional 18 months to
December 1989. .

The goal of the project 1is to reduce mortality and
morbidity, especially in rural areas, uand among mothers and
children under five years of age. The child survival Project
includes support to expand and promote oral rehydration therapy
(ORT), and to expand immunization programs (EPI), breast-feeding,
and nutrition/growth monitoring.

The specific objectives are to increase coverage for
immunization (DPT polio) of <children, ages 0 to 1, from 48
percent to 80 percent; to increase tetanus coverage for pregnant
women from 11 percent to 50 percent; and to increase ORT coverage
from 21 percent to 85 percent in MOH health facilities, and from
two percent to 50 percent at the community level by the end of
the Project, now scheduled for December 31, 1989,



In order to successfully increase coverage in immunization
and ORT, the project design proposed: 1) to use mass med:a
campaigns and social marketing techniques in order to stimulate

demand for <child survival services; 2) to mobilize as many
ingtitutions and individuals as possible toward the gnal of
reducing child mortality; 3) to create a long-term capacity

within the MOH to deliver child survival services to the entire
country; 4) to strengthen MOH and other institutions to design
and implement <child survival activities; 5) to train rural
health workers in outreach and motivational activities; and 6)
to improve the current health management information system.

2. Purpose and Methodology

After two and a half years of implementation, in February
1988, the MCH, INNFA and the USAID Mission in Ecuador designed a
midterm evaluation of the child =survi.al prcgram (PREMI.) As

defined in the Project Paper, the midterm evaluation is intended
to focus on an in-depth analysis of the project's field operaticn
system and management structure, and is oriented to recommending
modifications in Project implementation arrangements for the
remaining 16 months of thke Project. The evaluation is to focus
pr:marily on: 1) the timeliness of activity implementation
vis-a-vis the planned schedule, 2) Project output attainment,
identifying factors which may be contributing to the attainment
of scheduled targets, and 3) Project staffing, the
appropriateness of technical assistance, and project
coordination.

Specifically, this evaluation of PREMI 1is designed to

analyze the following 1issues: a) the specific <child survival
strategy applied in Ecuador; b) the intervention'’s impact and
achievements regarding morbidity and mortality; c) the

improvement in the capacities of MCH and other institutions to
design, implement and evaluate of child survival interventions;
d) the role of the social communication and social marketing
component in the global implementation of PREMI; and e) the
improvements in training and supervision activities in the MOH
and other institutions as a result of Project activities.

The evaluation methodology to assess the ©project’s
implementation performance to date and its future potential
consists of gathering relevant program documentation,

interviewing a broad spectrum of project participants, reviewing
studies, and analyses of existing results from surveys completed
during the Project period. No financing was made available for
additional analysis or collection of data. Indeed, documeits and
reports review played an exceptionally large part in this
evaluation. As a result, the work of the evaluation team was
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concentrated significantly in Quito as only few visits to the
provinces and health areas were possible.

The evaluation methodology was influenced powerfully by the
institution-building goals of the project. This turned out to be
a controversial in the evaluation as some participant challenged
the importance of such goals in the project and even the their
existence in the project design. Though this is a matter to
discuss in the section about evaluation results, all the five
members of the evaluation team considered that institution-
building was a relevant component in this project as it should be
in any developmental project.

The evaluation team consisted or a child primary health care
(PHC) programs expert, a public health administration
specialist, a social communication advisor, a health management
information system specialist and a health program evaluation
advisor. 1In addition, the team had the help of two other child
survival specialist and two resource persons.

3. Findings and Global Assessment

The evaluaticn team found evidence indicating that PREMI
interventions have contributed to ©positive changes in infant
mortality in Ecuador during the period 1985 %o 1988. Although
this contribution did not help to accelerate the on-going trend

in infant mortality decline, <child survival intervention, at
least, helped to maintain the secular trend during a period of
severe economic difficulties for the population at risk. Also,

child survival 1interventions have been important factors in
morbidity reduction among children under five years of age.

If PREMI played a positive role 1in preventing illness and
mortality among children under five, it was due to the efforts in
expanding health services in 1immunization and increasing
effective use of ORT, and to the strong effort for increasing
demand for those services by mean of social communication and
social marketing inputs. Even though this strategy produced only
short-term effects, PREMI's efforts increased public concern
about infant and child mortality and began the eventual
mobilization of a large number of people and institutions for
carrying out Child Survival activities.

Indeed, PREMI was successful in helping to develop a
national awareness about child survival and the most effective
ways to diminish the risk of infant and child morbidity and
mortality. This is an outstanding achievement because it
established the basis to make <child survival activities a
permanent component of the national health agenda in Ecuador.

Concerning specific child survival interventions, the
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evaluation team established that although the "Jornadas™ PREMI
were effective in attracting children to the health units for
immunization, this effort did not reflect a significant increase
in the ‘immunization coverage rates due to a reduction in regular
immunization activities between PREMI campaigns.

Furthermore, the goal of vaccinating 80 percent of all
children under 1 during 1985-1988 has not been reached. With
respect to proposed targets of . 100 percent for children between
1-4 years, coverage has improved substantially, even though the
goal was not met. The target of immunizing 80 percent of all
pregnant women in high risk areas with tetanus toxoid was not
attained. PREMI campaigns, however, helped to educate mothers
about the importance of completing the full immunization
schedule, and increased the number of children getting their
first immunization. PREMI has also contributed to the improvement
of the cold chain on a national level. The cold chain now covers
82 percent of the units involved in immunization activities.

Although there are not sufficient data to fully assess the
impact of the DDC component, indirect evidence indicates there
may have been some success. A more clear and definitive decline
could have been expected. Unfortunately, available data to
evaluate this aspect of the Project are both scarce and faulty.
The Project has failed to produce data to measure project success
regarding this component. However, preliminary results from the
KAPs studies 1indicate an important qualitative increase 1in
awareness, both among health workers and mothers, about diarrheal
diseases as serious mortality risks, and about the importance of

ORT to reduce this risk.

Actions oriented to achieve the goals in nutrition, growth
monitoring and breast-feeding were scarce from the beginning and
were discontinued due to institutional breakdowns. The major
continuous achievements in this component were the development,
production and distribution of educational materials on
nutrition/growth monitoring for MOH health delivery personnel,
and the procurement of scales for growth monitoring in MOH health
facilities. Another promising development in this area 1is the
research carried out by IIDES and Manoff International with
support from the Project and USAID. This research could provide
the bases for the design of a definitive component on nutrition,
gdrowth monitoring and breast-feeding, and 1identify the key

elements for implementation.

Although not part of the original Project design, ARI was
included as a PREMI component in 1986 due to its prevalence as a
cause of mortality and morbidity. There have been few
interventions in ARI under PREMI. Although the MOH developed
norms for ARI treatment and these have the general approval of
the medical community, the norm have not been translated into

programmatic efforts.
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practices. The strategy for increasing demand for services proved
successful in meeting immediate goals; but probably has not made
long-term changes in public attitudes or ©behavior. The emphasis
on social marketing meant not enough attention was paid to the
use of existing human resources, who could have played a key role
in face-to-face communication as the "sale force" of the Program.

In general, PREMI initiatives have permitted Ecuador to
increase the level of effort inrn reducing child mortality.
Building on experience already gained in the Ministry's EPI and
DDC, PREMI was able to engage various organizations and people 1in
its work. Nonetheless, most of PREMI’'s achievements significantly
lack sustainability, and 1if any of the 1interventicns were
replicated today the level of effort necessary to carry them out
would be the same as the level of effort needed when they were

originally implemented.

The MOH was relatively successful in expanding its service
delivery capacity during the two first years of the Plan.
However, this temporary expansion was a response to the demand
for services generated by the intensive use of mass communication
activities and the corresponding campaigns carried out to improve
coverages, especially in immunization and ORT. Several factors
have inhibited the transformation of MOH participation in this
national effort into permanent capacities. Some of these factors
are: the specific organization of PREMI; the existence of two
major institutions involved in the 1implementation of the
strategy; the initial, wvirtually wuncontested INNFA leadership;
the concentration of the demand growth actions in INNFA while the
supply expansion actions were concentrated in the MOH. Also the
MOH structure and organization did not respond to the needs of
PREMI and 1ts social communication focus,

In spite of these shortcomings, valuable experiences were
gained with MOH involvement in PREMI. The most valuable is the
participation of health workers in PREMI activities, and the
improvement. of the workers' awareness of the importance of Child
Survival. This awareness should be the basis for future afforts
in Child Survival. Though the MOH did not make full use of the
opportunities to grow institutionally, its commitment to new
“hild Survival actions leaves plenty of room for hopes.

One of the major shortcomings of the project is the lack of
results in institution building, especially in the MCH. This
problem should not be entirely ascribed to failures in the
implementation of the project. It reflects a major deficiency in
the project uesign, which did not emphasize activities to develop
the MOH ability to design and deliver child survival services on

a regular basis.

Most of the Project’s shortcomings are related to inadequate
and efficient implementation and administration capacities of the
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agencies involved in the Project. The evaluation team, during the
review of the design process, identified the following additional
weaknesses: 1) lack of a country-specific strategy for reduction
of infant and child mortality; 2) lack of targeting of limited
resources; 3) inadequate lead time for new Project development;
and 4) lack of well-defined, appropriate management and
administrative procedures in the Project Amendment.

The use of political support as a substitute for consensus
building led to inadequate commitment by agencies and individuals
charged with implementing Project components. Dividing
administration of the Project between at least three institution
(MOH, INNFA, and USAID) has compunded the problem of lack of
commitment. This division of administration and 1its inherent
problems, should be avoided in future Project design efforts.

The Ecuador Child Survival Country Strategy (CSCS) under
USAID Mission funds was completed in March 1988 and represents a
fresh and appropriate approach to the design process. The CSCS
is based on review of actual infant and child mortality in
Ecuador. This has resulted in a broadening of priorities from
immunization and ORS use to addressing by order of importance as
a risk factors for mortality: 1) low birth-weight/risk births, 2)
malnutrition, 3) acute respiratory infection, 4) diarrheal
diseases, and 5) vaccine preventable diseases. The 1985 design
process can be seen clearly when compared to the deliberate
design process being used to develop the proposed FY 89 Child

Survival Project.

4. Recommendations

During the last year of implementation the
inter-institutional character of the Project has dramatically
changed due to changes in the MOH between April 1987 and July
1988, INNFA's pullout from the Project, and the inauguration of
a new Administration in the country.

These changes have made the MOH the most important
institution for child survival intervention. This should be taken
into account in the programming of the current Project and in the
design of new child survival initiatives including both
initiatives to expand and improve services and initiatives to
increase demand for those services.

The MOH, needs further assistance to strengthen their
ability to implement child survival interventions on a regular
basis. Correspondingly, any USAID effort to support child

survival activities in the country must give high priority to
strengthening the MOH institutional capacity to design, implement
and evaluate sustainable child survival actions. The efforts in
institutional strengthening should be focused toward the regional

vii



or provincial levels rather than the central level of the MOH,
thus reinforcing the decentralization and regionalization already

taking place in the Ministry.

USAID should insure the direct participation of the Ministry
in the design process. This participation must be facilitated by
consensus building that will encourage commitment by the agencies
and individuals charged with implementing Project components. All
these will determine the development of a truly country-specific
strategy for reduction in infant and child mortality. The use of
political support as a substitute for this process of consensus
and commitment should be avoided.

We strongly recommend the new child survival Project orient
interventions to those areas and individuals 1in the greatest
need, rather than to continue with a nation-wide approach.
Project designers determine those geographic areas with the
highest infant mortality and morbidity, and identify tools (i.e.
growth monitoring) to screen for individuals most at risk within

the regions.

To orient child survival interventions toward the provincial
level with support from the central level and from technical
assistance. In order to achieve this, o strengthen the
provincial administrative and operating structures of the MOH to
achieve more effective program implementation, supervision, and
evaluation under provincial jurisdiction.

Immunization and ORT (including the use of ORS and other
liquids) should continue to receive emphasis in the Project.
However, we strongly support the decision o give priority to
nutrition/growth monitoring and acute respiratory infections.
These child survival strategies must be accentuated 1in any
future large-scale effort to improve child well-being in Ecuador:
the interrelation between factors such as acute respiratory
infection and malnutrition is a principal risk factor for infant

and child mortality.

Recent studies have shown the importance of neonatal
mortality in overall infant mortality rates (about half the
number of infant deaths.) Because neonatal mortality is so high,
it is important to design and implement interventions targeting
high risk pregnancies and births. The new country child survival
strategy does this. We support this decision strongly.

The Project design must also provide strong guidance for the
administration and management of the Child Survival
interventions. It must establish effective coordinating
mechanisms through clear descriptions of responsibilities and
lines of authority for implementation. Furthermore, relationships
between the various institutions in regard to Project

implementation must be clearly defined.
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Activities under the current child survival Project should
be immediately reactivated. In order to do this, activities must
be programmed until the end of the Project (December 1889). This
programming will require a clear assessment of the MOH's ability
to lead the implementation. The assessment should cover the MOH's
Division of Promotion and Protection, the specific programs (EPI,
DDC, Nutrition, ARI), and the MOH commitment to reinforce these
units if necessary. USAID technical assistance must play an
important role in supporting this assessment. The complete
programming of PREMI activities must be completed in no more than

a month.

Increase attention given to well-baby visits to guarantee
the delivery of integrated health services to infants and insure
better adherence to the vaccination schedule during the first
yvear of 1life. Establish a mechanism which would facilitate
adequate follow-up of children recruited through mass

immunization campaigns.

Give priority to the immunization of children under 1 with a
target of 80 percent coverage with DPT, polio, and measles
vaccine. Enforce the requirement of BCG vaccination for child
registration and thus maintain the coverage rates of previous
vears. Maintain a 20 percent coverage target for DPT, polio, and
measles for children between 1-4 to eventually achieve cumulative

coverage of 80 percent in this age group.

Through messages to groups at risk, continue to prcmote ORT
and the wuse of ORS and other liquids for aisarrhea control.
Promote the use of breast-feeding and, for older <children, the
use of cow’s milk during diarrheal episodes. Provide information
about appropriate feeding practices during diarrheal episodes.

The programming of PREMI activities regarding
nutrition/growth monitoring and breast-feeding should consider
the design of an overall strategy which constiders: 1) appropriate
child feeding practices; ii) promotion of breast-feeding and
appropriate weaning practices; 1iii) training to health workers
in growth monitoring and infant and child nutrition; and iv)
education of the mother in infant and child nutrition and in the

use of the health card.

Acute Respiratory Infection Control intervention should be
entirely redefined. The already developed norms for ARI
treatment, which have the general approval from the medical
community, must be translated into programmatic efforts. The
norms are the starting point for interventions design.

Campaigns Tfor expanding services and increasing coverage
rates must be analyzed in depth and redefined as needed.
National campaigns must be tightly tied to the goal straightening
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permanent institutions 1in order to improve the quality and
quantity of Child Survival services provided.

Both the current child zurvival effort and the new Project

need to make intensive wuse of social marketing, with equal
emphasis on the use of mass media and the development of
educational efforts for person-to-person communication. The

social marketing approach will require the participation of
existing human resources (doctors, health workers, educators, and
community leaders), who must serve as the "sale force” of the

Program.

A new proposal for the use of communication to support a
child survival program should be prepared. This proposal should
combine the marketing model wused in PREMI with others that
emphasize a reasonable level of face-to-face communication. The
goal is to engender behavioral changes through education and self

motivation. The communications program should generate a
long-term demand for health services while recognizing the
cultural diversi-y of the target population and the budgetary

limitations of the project.

Make a major commitment to developing and improving a Health
Management Information System (HMIS) in Ecuador. Recognize the
scope of developing comprehensive HMIS as &an ongoing process
which will gradually improve and become more useful. It calls for
an incremental, and hence modular, approach, but it must be
designed and imp.emented with the larger system in mind.

Create a team of svstems analysis and information system
professionals {HMIS Team) with approprilate support and
facilities. Certainly part of this team is already in place.
There is the MOH Nationai Informatics Department personnel and
the long term technical assistance.

The PREMI/AID Coordination Unit has lost most of its role,
though it has important resources that can ease the
implementation of activities wunder the current Project. We
recommend the Unit be restructured to deal with the changes in
the MOH wunder the new administration. The Unit’s resources must
be relocated and/or re-channeled. The need for <changes 1in the
Unit point to a need to redefine direct USAID involvement in
Project implementation. USAID must attempt to transfer the
control over these resources to the appropriate implementation

unit in the MOH.

Technical assistance should continue playing a key role in
activities under both the current Project and the new Project,
It is important to establish clear procedures for the wuse of
technical assistance. The TA should assist the national
counterpart and, thus, must be accountable to the counterpart.
The MOH (and any other national institution involved in the
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implementation) must lead the implementation; the TA should
provide technical support. Both long-term and short-term TA's

should strive to work as members of a team. If there 1is no
Ecuadorean counterpart to the TA, the TA 1is probably not needed.
A clear relationship between the TA and the Ecuadorean

counterpart will help to eliminate current problems in the
planning for, and the selection and use of technical assistance.
Technical Assistance for all Child Survival activities should be
provided under the responsibility and dire-ct i of  one
organization, with the explicit purpose of providing continuity
of long term and short term advisors over the 1life of the
project.

A last global recommendatinn has to do with Evaluation.
Evaluation activities should be reprogrammed to cover the
remainder of the PREMI Project which ends December 1989. LUseful
evaluations depends on the proper analysis of good data. The data
from the KAP studies should be reorganized. Analyses of programs
should be careful planned based on  the avallability of data.
Where necessary, additional data 1in a useable format should be
generated. Good Jdata and good analys&is are essential to the
design, implementation and review of the Project.
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I. INTRODUCTION AND BACKGROUND.

1. INTRODUCTION

The present work reports the findings of the midterm
evaluation of the Child Survival Project 1in Ecuador. The
Ministry of Health (MOH) and the National Institute of the Child
and Family (INNFA) with the assistance of USAID, UNICEF and PAHO,
have completed two years and a half of the planned five-year
Infant and Child Mortality and Morbidity Reduction Frogram

(PREMI) .

The evaluation, designed by the USAID/FHD, was directed by
Jaime Benavente and implemented by consultants contracted by

PRITECH. The evaluatinn team was asked to assess the current
implementation and management of the project, to assess progress
toward the project purposes, and to make recommendations to the

MOH, INNFA and USAID on measures which could help assure that the
project will meet its objectives,

This evaluation was originally planned for early May 1988
but there were problems in hiring appropiate consultants at the
right time. The evaluation effort was also frustrated by the
lack of readily available and easily accessible information on
the history of the project's planning, implementation and
outputs. While there was ample amount of it, the information was

not particularly well organized.

The evaluation team consisted of a child primary health care
{ PHC) programs expert, a public heaith administration
specialist, a social communication advisor, a health maragement
information system specialist and a health program evaluation
advisor. In addition, the team had the help of two other child
survival specialists and two resource persons.

The members of the team were Magdalena Vanoni, Roberto
Calder n, Marco Encalada, James Eckroad and Jaime Benavente.
Magdalena Vanoni had principal responsibility for evaluating
PREMI program’'s achievements and impact, and for assessing the
implementation and outcomes of child survival activities such as

immunization, diarrheal disease control and the use of Oral
Rehidration Therapy (ORT), and child growth monitoring. Roberto
Calder n had primary responsibility for evaluating overall

project management and administrative issues and for assessing
the improvement in the capacities of MOH to design, implement and
evaluate child survival strategies. Marco Encalada was
primarily responsible for assessing the INNFA/PREMI effort in
mass communication and social marketing, focusing on global
strategy, planning, material production, dissemination and
evaluation. James Eckroad was responsible for assessing PREMI
management information system activities and program evaluation
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research activities. Jaime Benavente served as the team leader
and was primarily responsible for the overall assessment of the

program and its strategy.

As indicated above, several other people assisted 1in the
development of this evaluation. Ana Maria Aguilar assisted the
team leader in analyzing the 1institutional and implementation
strategies chosen for the Child Survival Program in Ecuador.
Jorge Sierra assisted the child PHC programs expert in assessing
the program’s impacts  and  achievements by  focusing on  the
achievements of the diarrheal disease control program. Joanne
Jones from USAID assisted the health adm:stration specialist in
the institutional assessment. Antonio Crespo  assisted the child
PHC programs specialist in the assessment of program’s impacts
and achievements., Patricia Moser, from USAID/Washington Regional
Office, also provided valuable criticisms and suggestions.

This report was prepared by Jaime Benavente. All the
members of the evaluation team contributed to the conclusions and
recommendiations  presented  in this  report. Preliminary reports
prepared by the different consultants are also available at
request. This midterm evaluation was conducted during the period
from July 11 to August 12, 1988,

2. HISTORY AND SETTING

For a number of vears, USAID health assistance Las
emphasized prcecgrams that improve the health of the mother and
child., Since 14983, however, programas which prevent infant and
child d-aths have been emphasized. USAID supported the
development of  permanent programs tc vaccirate and make ORT
available. These are  the  "twin engines” of USAID's child
survival program, USAID's child survival strategy also
ccmprises rolated interventions such as acute respiratory

infections control, nutrition, breastfeeding, and child spacing.

USAID's specific goals are to helyp particular third world
countries reduce infant mortality rates to under 75 deaths per
thousand live births and child mortality to under 10 deaths per
thousand 1live births per year before the end of the century.
Since 1985, when the special Child Survival Fund was established
by the U.S. Congress, USAID has committed nearly 500 million
dollars to support child survival activities throughout the third

world.

Ecuador became a priority country for child survival efforts
within the U.S. child survival initiative when it was selected by
USAID as one of six countries for mortality reduction activities
in the Latin American and Caribbean region.







This dramatic decline in the proportion of infant and child
deaths from immuno-preventable diseases was a result of the
first nationwide effort to implement an immunization strategy,
one of the first national efforts to reduce 1infant illness and

mortality.

The ievel of infant morbidity and mortality has been a MOH

concern since the second half of the 1970s. Indeed, the
magnitude of the problem in the country expedited the
participation of international agencies such as PAHO/WHO in

assisting in the design and implementation of child survival
programs such as immunization and diarrheal disease control. The
ambitious goals were "health for all” by the year 2000 and
"universal child immunization" by 1980.

In 1977, the M™MOH of Ecuador established the Expanded

Program on Immunization (EPT) in order to check the high rates
of c¢hild mertality and morbidity from immuro-preventable
diseases. Ecuador was one of the first countries in tatin
America to do so. In 1982, the MOH, also with technical and
financial support from international agencies started a national
campaing for intensive immunization

This initial MOH/EP! program achieved 1important goals
between 1979 and 1982: a dramatic improvement in DPT vaccination
coverage rate of children under one, a moderate improvement of
the cold «c¢hain, traitning in EPI, increases in the number of
personnel workirg in EPI activities and a part of the MOH bhudget
devoted to the program. Even though coverage rates had improvad

considerably by 1683, they remained somewhat low and they have
not yet reached the level necessary to produce specific decreased
rates in morbidity and mecrtality. Cnhildhood mortality and
morbidity patterns from the six major immuno-preventable diseases
have showed little change over the past ten years.

Considering the high rate of infant mortality due to
diarrheal diseases, in 1979 the MOH started a program for
diarrheal disease control (DDC.) The general objective of the
DDC program was to reduce diarrheal mortality and morbidity in
children under five years of age through: 1) the promotion of
oral rehydration therapy (ORT) and breastfeeding as a preventive
measure against diarrhea, 2) the establishment of a surveillance
system for diarrheal diseases, and 3) the promotion of active
community involvement in the DDC program. Two of the major
strengths of this MOH program was a strong commitment to ORT as
the basis for the DDC program and its ability to ensure the
widespread availability of oral rehydration salts (ORS)
throughout the MOH network. Between 1979 and 1985, Ecuador's DDC
program made important progress, although shortcomings inhibited
the effectivenes and outreach of the program. For these
reasons, the achievements of the DDC program were not as dramatic
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as in the case of the immunization program,

In 1981, with USAID support, the MOH launched the Integrated
Rural Health Delivery System Project 1in an effort to improve
child health. The goal of the project was to design and test
models for reducing mortality and morbidity, especially of
mothers and children under five, in Ecuador’s poor rural areas.

Within this framework of national concern and international
cooperation, in 1983 UNICEF offered to the GOE financial support
for the expansion of breastfeeding promotion, growth monitoring,
DDC and EPI programs. As did USAID, UNICEF promoted these
strategies as simple and Jlow cost interventions, which, when
simultaneously applied, could help to bring about significant
reduction of morbidity and mortality among infants and children.
In 1984, the GOE committed itself to the UNICEF child survival
strategy, and the MOH prepared a proposal for UNICEF called Apoyo
a las Estrategias para Reduccion de la Mortalidad Infantil
{Assistance for the Program tfor Reduction of Infant Mortality.)

The UNICEF offer and the general propesal written in the MOH
coincided with the creation of the special Child Survival Fund,
which established by the U.S. Congress (14985) as part of a
worlwide Child Survival Iniciative. The creation of this Fund and
the emphasis of USAID on <child survival programs provided
extensive resources to the MOH/UNICEF initiative.

3. THE PREMI PROGRAM AND ITS CONTEXT

In 1985, the Government of Ecuador, with the assistance of
USAID, PAHO,and UNICEF, designed a national program for child
survival -- the Infant and Child Mortality and Morbidity
Reduction Program, PREMTI. This national program proposed
simultanecus implementation of four Child Survival Activities:
growth monitoring, promotion of breastfeeding, childhood
immunizations, and control of diarrheal diseases in children
under five years of age. However, two of these activities, DDC
and EPI, were emphasized under USAID Project asistance design.
The implementation of PREMI activities started in October, 1985,

The current child survival initiatives in Ecuador are
sponsored and funded by USAID under the Integrated Rural Health
Delivery System Project. The IRHDS (Project No. 518-0015, Loan
No. 518-U-040) Project was authorized by the Acting AA/LAC on
August 1981. The originally authorized LOP USAID funding was
$1,000,000 Grant and $6,000,000 Loan. Its original purpose was
to develop & model 1low cost health delivery system in three
regions and to replicate successful delivery systems nationwide
once the gystems were developed and tested. In the area of
primary health care (PHC), the Project design emphasized Ministry
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of Health (MOH) 1institution building activities to achieve a

descentralization of MOH services in the pilot areas. Thus, the
major foci of the Project were on MOH institution building
activities; expanding primary care services, especially
diarrheal disease control; immunizations; maternal child care;
health education; and provision of water and sanitation services
in the target areas. Nutrition activities and activities aimed
at building community participation 1in Project implementation
were also supported. The IRHDS Project has been ronsidered a
success by USAID and the GOE institutions involved, especially in
the health sector, though no comprehensive evaluation reports

have been produced to support this view.

In June 1985, the USAID Mission 1in Ecuador authorized a
$4,000,000 add-on of Health account grant funds for Child
Survival activities under the IRHDS Project. These additioral
funds were obligated in June 1985 and the PACD was extended by 21
months to June 1988. This is the begining of the GOE's Plan for
EKeducing Infant Morbidity and Mortality (PREMI). In July 1987,
USAiD/Ecuador recommended that the authorization for the IRHDS be
amended to increase Development Grant financing by $960,000 from
the Child Survival account and to extend the PACD by an
additional 18 months to December 1989,

Additionally, funding from other donor resources has been
made available since 1985 to assist the GOE in implementing
PREMI . The participation of other donors in PREMI has been
significant. Over the past two vears UNICEF has provided nearly
$600,000 for program start-up, including activities in all four
of the Child Survival strategies. PAHO has also provided
asslcstance valued at $20,000 to the vaccination program, mainly
technical assistance to improve the cold chain. For the period
of 1987-91, approximately $1,260,000 will be provided for the
immunization program by UNICEF (%$224,500), Rotary ($392,000),
PAHO (23,500), and IDB and USAID/W through PAHO (IDB, $225,500;
USAID/W, $393,800). Furthermore, 35 US Peace Corps volunteers
are working 1in health activities, many 1in providing Child
Survival services in MOH <clinics or in developing teaching
materials for community organizations.

The goal of the project 1is to reduce mortality and
morbidity, especially in rural areas and among mothers and
children wunder five years of age. The child survival Project
includes support to expand and promote oral rehydration therapy
(ORT), and to expand immunization programs (EPI), breastfeeding,
and nutrition/growth monitoring.

The specific objectives are to increase coverage for
immunization (DPT polio) of children, ages 0 to 1, from 48
percent to 80 percent; to increase tetanus coverage for pregnant
women from 11 percent to 50 percent; and to increase ORT coverage
from 21 percent to 85 percent in MOH health facilities, and from
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two percent to 50 percent at the community level. These
objectives are expected to be met by the end of the Project, now
scheduled for December 31, 19889.

In order to successfully increase coverage in immunization
and ORT, the project design proposed the following activities:

- To wuse mass media campaigns and social marketing
techniques in order to stimulate demand for child.

survival services.

- To mobilize as many institutions and individuals as
possible toward the goal of reducing child mortality.

- To create a long-term capacity within the MOH to deliver
child survival services to the entire country.

- To strengthen MOH and other institutions to design and
implement child survival activities,

- To evaluate and finance continuing coordination and
administrative s2rvices over the extended period of the

Project.

- To train rural health workers in outreach and
motivational activities in order to increase immunization
coverage by non-MOH institutions that can play a key role
in mobilizing support for PREMI and for delivering child
survival services.

- To imprcve the current health information network in
order to provide essential feedback on specific demands
for services and on capabilities for service delivery.
This feedback will enable MOH to improve logistical
planning, support, and the rational wuse of health

resources.

The two key institutions chosen in the Project design to
lead these efforts were the Ministry of Health and the National
Child and Family Institute (INNFA). These two institutions have
the support of other GOE agencies suctk as the Ministry of
Education and Culture (MEC), Ministry of Welfare, the Social
Security Institute (IESS), private voluntary organizations, the
Ecuadorian Bishop's Conference, and international agencies such
as USAID, UNICEF and PAHO. An international, multi-institutional
approach was sought in support of the primary plan to stress
social mobilization and community participation in the
development and implementation of child survival activities,

By Project design, a National Committee was organized in
order to enlist 1institutional participation to achieve this
social mobilization. An Executive Committee in charge of
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establishing program agendas and schedules was organized. To

support these activities, USAID provided the continued services
of a project coordinator, project manager, and evaluation
advisor.

Major outputs of the Child Survival activities were to
include:

(1) a health information system which would allow the MOH
to record health data and plan health service delivery
for nearly one half of all Ecuadorean children under

five years of age;

(2) infant mortality data gathered on 10,000 households
which would measure the impact of PREMI on infant
mortality and serve as an essential data base for

future analyses;

{3) 250 health «clinics equipped with standardized,
calibrated infant weighing scales;

(4) 50 professionals in the MEC trained in Child Survival
issues;

(5) Child Survival educational materials developed, tested,

and produced for MEC and health workers' use.

4. EVALUATION METHODOLOGY

After two and a half years of implementation, in Febfuary
1988 the MOH, INNFA and the USAID Mission in Ecuador designed a
midterm evaluation of the Child Survival Program (PREMI.) As
defined in the Project Paper, the midterm evaluation is an
in-depth analysis of the project’'s field operations and
management structure. The &analysis recommends necessary
modifications in Project administration and organization for the
remaining 16 months of the Project. The evaluation focuses on:
1) wether or not program activities were started and run on
schedule; 2) how well the project 1is meeting 1it's goals,
including identifying the factors which are helping or hindering
the achievement of those goals; and 3) Project staffing, the
appropriateness of technical assistance, and project

coordination.
Specifically, this evaluation of PREMI analyzes:

a) the appropriateness of the child survival strategy used
in Ecuador, and of the institutions and administrrative
and service organizations involved.



b) the program's effectiveness 1in reducing morbidity and
mortality; providing immunization services and diarrhea
control; improving growth monitoring, breastfeeding and
weaning practices; and controlling acute respiratory

infections.

c) the improvement in the ability of the personnel of MOH
and other institutions, to design, implement and evaluate
child survival programs and the role of technical

assistance.

d) the role of social communication and social marketing in
the implementation of the child survival program; and

e) the improvements 1in training and supervision in the MOH
and other institutions as a result of Project activities.

The evaluation team gathered relevant program document-
ation, interviewed a broad spectrum of project participants,
reviewed studies, and analyzed results from surveys completed
during the Project period. No financing was available for
additional analysis or collection of data. The review of
documents and reports played an exceptionally large part in this
evaluation. As a "'result, the work of the evaluation team was
concentrated in Quito. Only a few visits to the provinces and
healith areas were possible.

The evaluation methodology payed significant attention to
the institution-building goals of the project. This turned out to
be a controversial 1in the evaluation as some participant
challenged the importance of such goals in th2 project and even
the their existence in the project design. Though this is a
matter to discuss in the the section about evaluation results,
all the five members of the evaluation team considered that
institution-building was a relevant component in this project as
it should be in any developmental project.

The different consultants participating in the evaluation
effort prepared preliminary reports that were the basis for this
final evaluation report.
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result, multiinstitutional focus of the original Projec
has not led to the strengthening of institutional ties .
which might have benefited future operations.

Relations for USAIP Project TImplementation (betwee -
USATID, INNFA, and MOLE) have functioned fairly well, bu-
lacked consistent , full-time leadership. The -
purticulary lacked MOH commitment to support the require -
activities. Aduinistrative support has been weak from
both the MOH and AID. Financial arrangements have bee:
more complex than necessary or decsireable, and leadershi,:
has not been clearly given from any sources other thar.
the First Lady as President of PREMI. Neither the:
Ministry of Health nor USAID have moved to fill thre gajr
presented with the resignation of the First Lady from th::
Presidency of PREMI! in mid-1988.

For operational purposes, implementation arrangement e
have relied greatly on USAID to procure essential Projec!
technical assistance and equipment/supplies. USAID hes:
taken on management responsibilities which its level ct”
staffing and bureaucratic processes cannot support. This.
has increased delays in Project operations anc:
activities.’

5. CHILD SURVIVAL INTERVENTIONS

As we indicated earlier, the goal of the project is to
reduce mortality and morbidity, especially in rural areas, and
among children under five vears of age. The PREMI Project
includes support to expand immunization programs (EP]), to expand
and promote oral rehydration therapy (ORT), breastfeeding, and
nutrition/growth monitoring. During the last year, there were
some attempts to support interventions to control acute
respiratory infections (ARI). With the information available,
this section reviews achievements in these child survival
interventions.

5.1. THE EXPANDED PROGRAM ON IMMUNIZATION:

Ecuador was one of the first countries in Latin America
to adopt the Expanded Program on Immunization (EPI1) by
July 1977. Before that date, immunization campaigns were carried
out on occasional national vaccination dayvs or on user demand at
the health units.

The EPI eliminated the campaigns and introduced new
immunization strategies, including home visits, intensive
coverage of small areas by mobile health teams, and the
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strengthening of immunization activities of regular units of
operations. As 8 result, coverage improved for children under
five. Butnot, unfortunately, to sufficiently high levels.

In 1982, 'Intensive Vaccination Days' were initiated.
Immunization was provided very three months by the operati. nyg
units of the Mil on specially designated days and at fiy..r
locations.

Prior efforts had suffered from insufficient promotional
activities due to budget constraints. The the introduction

of regular intensive immunization days helped to improve coverar .
levels.

I 1985, with the implementation of PREMI, immunization
activities increased greatly, particularly with respect to
promotion, social mobilization, inter-institutionsal
participation, strengthening of the cold chain, and provision of

supplies. The strategy used was similar to that of the

"Intensive Varcination Davs", but in additior to immunizati cn
other compcenents were included. The new strategy was call ¢d
PREMI Campaign Daye end was carried out on a national level wi th
intensive promotional efforts. Not ornly the MOH, but also ~th er
public and ~voluntary institutions were involved in t he

vaccination activities.

From October 13985 to May 1988 seven PREMI Campaigns have
taken place, one in 1985, three in 1986, two in 1987, and one in
19G8.

5.2 EVALUATION OF COVERAGE RATES:

To mssese program impact, immunization coverage rates
betweernn 1976 to 1987 were estimated and examined. Special
attention was given to the period of the PREMI Campaigns, which
started in 1985. In order to be able to examine trends, MOH
vaccination information was used. Coverage rates refer to the
percentage pf the total population in the specific age groups,
who vaccinated.

a) Children under 1 year.- Figure 1 demonstrates a gradual
increment in immunization coverage. A significant
improvement was observable by the end of the period,
even though coverage rates had not reached expected
levels.

CG.- Coverage rates for this vaccine increased
continuously until the year 1985, when a small decline
was observed. This was probably due to the fact that BCG
waes not administered during the PREMI Days and that BCG
immunizations are not required for the registration of
children in the Civil Registry. The decline in 1983 was

o2]
9]

Y



b)

related to an intense and prolonged winter which impaired
transportation and communication and required the use of
human resources in other urgent activities. Overall,
since 1982 the coverage rates for BCG can be considered
acceptable because they have exceeded the 80% mark.

DPT. - Coverage with DPT is not satisfactory to
datcbecause the set targets have not been reached.
However, a progressive improvement 1is evident beginning
in 1982. An exception is the year 1983, for the reasons
mentioned earlier.

Polio. - Even though effective coverage rates have not
vet been attained with this vaccine, there is a tendency
fcr continuing improvements from 10% in 1976 to 51% in
1987. As expected, coverage decrease ' for 1983, followed
by a significant recovery to a level of 47% in 1984,
which was then maintained with small variations until
1987.

Measles. - The vaccine began to be used more extensively
in Fcuador in 1974. Its use was suspended in 1975. it

was reintroduced in 1976, achieving a 3% coverage in that
year and reaching 40% by 1978. From then on, the levels
have remained markedly lower wuntil 1984, when they
reached 54%, then stabilized more or less until 1987,

Children between 1 and 4.-

As can be seen in Figure 2, coverage rates for this age

group are Jlow. However, it has to be taken into account
that goals for the older children were reduced in
velation to the group under 1. The coverage targets were
80% until 1980, 45% in 1985, 30% in 1886, and 20% after
that. This reduction in the vaccination goals was

supported by the actual proportion of fully immunized
children fcr each vaccine, as displayed in Table 3, which
demonstrates that protection for this age group has
reached 60.7% for DPT, €60.5% for polio, and 61.3% for
measles,

BCG.- The low coverage of this age group with BCG is
Justified by the high coverage rates of 80% or more for

children below 1.

DPT.- A gradual and moderate increase to a level of 25%
for this vaccine was observed until 1984, after the
temporary decline in 1983. The diphtheria epidemic in

1984 temporarily increased the demand for vaccine, but
coverage rates dropped to 18% in 1985, reached 20% in
1986, and fell to a low level of 9% in 1987.
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IMMUNIZATION COVERAGE TRENDS, AGE GROUP 0 TO 1
ECUADOR 1976 - 1987
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IMMUNIZATION COVERAGE TRENDS, AGE GROUP 1 TO 4
ECUADOR 1976 - 1987
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Polio.- The general coverage trends for polio follow
those of DPT.

Measles.- Coverage rates for the measles vaccine showed
considerable improvements, from 10% in 1977 to 23% in
1984, Low levels of coverage are observed for 1983,
1986, and 1987, with a coverage of barcly 8% in the
latter year.

5.3. VACCINATION ON DEMAND AND DURING CAMPAING DAYS BETWEEN 1985
AND 1988:

The following information was considered in evaluating
immunization coverage during 1985-1988&:

- Coverage rates between 1980-1984 are representative of
regular immunization activities of the MOH and serve as
reference points;

- Coverage rates during 1985-1988 are for the PREMI phase;

- Number of doses of vaccine administered on PREMI days;

- Relative contribution of the PREMI Campaign Days to the
total Immunization activities in each year between
1985-198%;

- Cumulative protection of the population under 5 years;

- Discontinuation rates in the less than 1 year old group
prior and during the evaluation period.

The latter information was unavailahle for the 1-4 year
olds, because children who did not receive the first vaccine dose
during the campaigns were not svstematically followed. In
addition, it is not known how many of them received the first
dose as part of the regular immunization activities.

Information for each PREMI Campaign included all vaccine
doses administered during the entire month, not only on the

designated dave, Regular vaccination activities beteen Dic.
1985 and Jun. 198¢ cencompassed all months during which no PREMI
days were  scheduled, i.e., 11 months in 1985, 9 months in 1986,

and 10 months in 1957, The activities for 1988 were based on the
first trimester and included one PREMI] bDay and three months of
regular activities,

Coverage rates for the evaluation period and the five
vears prior are displayed in the following Table.



TABLE 3
IMMUNIZATION COVERAGE OF CHILDREN UNDER 1 AND CHILDREN
BETWEEN 1 AND 4 DURING 1980-1984
(In percent)

Less than 1 1-4 Year
YEAR BCG DPT3 Polio3 Meas BCG DPT3 Polio3 Meas.
1980 75 10 19 24 8 8 10 14
1981 82 26 27 31 7 11 12 16
1982 103 35 35 44 14 18 18 22
1983 85 31 32 31 6 11 11 12
1984 104 18 47 59 10 25 21 23

Source: MOH National Division of Statistics. Evaluation Team.

Tat:le 3 demonstrates that between 1980-1984, coverage
increased for all vaccine types for both the younger and older
age group, indicating increasing acceptance of services by the
mothers.

The period from 1985 to 1988 covered by PREMI (see Table
4) shows that coverage rates first decreased in 1985 for all
vaccine types, increased slightly in 1986 - more so for DPT and
polio than for BCG and measles - and for DPT and polio reached
coverage levels in 1987 which were close to the rates in 1984,
coverage for BTG and measles, however, remained lower.

TABLE 4
IMMUNIZATION COVERAGE OF CHILDKEN UNDER 1 AND CHILDREN
BETWEEN 1 AND 4 DURING 1985-1988
{In percent)

Less than 1 1-4 Year

YEAR s e e

BCG DrT3 Poliod Meas BCG DPT3 Polio3 Meas
1985 102 11 39 51 9 18 21 14
1986 93 3 19 5 20 14 16
1987 85 5 51 46 2 9 8 22
198814 19 14 12 3 1 2 12
¥ Corresponds to the first four months of 1988.Source: NOH

National Division of Statistics. Evaluation Team.



PREMI Days. The following programmatic aspects were
evaluated for the PREMI Days:

¢

Number of vaccines administered
~ Number of participants
~ Number of childrea who complete immunization

Number of Vaccines Administered. This variable will be
evaluated in relation to the number of doses administered during
each of the seven campaign periods between 1985 and 1988. The
last PREMI Day was conducted only by the MOH.

Table & lists the number of doses administered during
each PREMI Campaign, separately for infants and children between
1-4.
TABLE 5

NUMBER OF DOSES ADMINISTERED DURING THE PREMT VACCINATION
CAMPAIGNS, BY VACCINE TYPE. ECUADOR 1985-19¢g8
(In thousand)

CAMPATGNS VACCINE

TOTAL ONE TWO THREE FOUR FIVE SIX SEVEN
0-1 Years
BCG 179,8 31,2 21,0 3,5 30,6 30,5 24,4 32,6
DPTI1 275,8 55,0 34,8 40,4 40,8 36,3 29,3 39,1
DPT?2 202,8 24,8 38,8 29,5 28,6 21,5 28,6 28,2
DPT3 116,5 12,3 14,7 17,7 14,9 16,0 18,5 21,4
Poliol 279,3 58,2 35,3 39,4 16,9 35,6 24,1 40,8
Polio?2 203,2 24,1 38,6 28,1 28,5 24,3 28,3 30,6
Polio3 114,8 12,3 14,4 17,0 14,8 15,9 18,1 22,4
Measles 167,5 32,6 21,9 25,8 23,1 20,5 17,6 26,1
TOTAL 1,538,7 250,7 219, 207,7 222,3 203, 193, 241,14
1-4 Years
BCG 97,8 45,7 17,0 12,8 8,9 5,6 4,8 5,1
DPTI1 188,8 92,3 27,2 21,6 14,4 9,9 8,5 15,0
DPT2 228,6 53,3 70,7 41,3 22,58 12,8 12,7 15,1
DPFT3 323,55 70,9 55,5 2,8 41,7 24,6 20,5 24,5
Poliol 18,8 91,7 27,8 21,2 14,7 9,7 8,5 15,0
Polio?2 229,6 53,9 71,2 41,3 22,8 12,7 12,7 15,1
Polio3d 3zv,4 72,2 57,0 83,0 15,0 24,6 20,8 1,9
Measles 306,3 115,2 42,0 44,0 32,4 22,4 17,1 33,2
TOTAL 1,890,7 595,1 368,5 358,1 205,5 122,1 105,6 147,8

Source: PREMI/MOH. Evaluation Team



A total of 1,587,743 doses of vaccine were administered to
children under one during the seven PREMI Campaign Days. The
first dosc of DPT and polio accounted for the largest proportion
of vaccine use, followed by the second dose of the same vaccines,
the measles vaccine, and finally the third doses of DPT and
polio. BCG was only administered in the operating units (health
units) of the MOH, due to technical requirements.

A total of 1,892,732 doses of vaccine (including 99,755
doses of BCG) were administered to the 1-4 vear olds. The first
campaign accounted for about 30% of all vaccine use of the 7
PREMI Days. With this age group the greatest demand was for
third dose of DPT and polio, followed by measles, and first doses
of DPT and polio.

TABLE 6
TOTAL ACTIVITIES EXPRESSED IN NUMBER OF DOSES
ADMINISTERED TO CHILDREN UNDER 5 YEARS BY
CAMPAIGN AND YEAR - ECUADOR (1985-1988)

(In thousand)

CAMPAIGNS YEAR TOTAL

16865 250,7 250,7

1986 619,41 219,14 207,7 222,3

1987 397,3 203,5 193,17

1988+ 241,14 241,14

TOTAL 1,538,7 250,7 219,14 207,7 222,3 203,5 193,7 241,4
1-4 Years

1985 595,1 595,1

1986 922,1 368,5 348,1 205,5

1987 227,17 122,1 105,6

1988+ 141,8 141,8

TOTAL 1,892,7 595,1 368,5 348,1 205,5 122,1 105,6 147,8
¥ Corresponds to the first four months of 1988. Source:

PREMI/MOH. Evaluation Team
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and for health communication and cducation. 1 this is nol
done none of the rest will work. Communication should be a

significant part of the total planning process in public

health programs.
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