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APPLICATION OF A BTIATEGY TO REDUCE INFANT AND YOUNG
 

CHILD MORTALITY IN ASIA
 

ABSTRACT
 

The paper summarizes the health strategy of the United States
 
Agency for International Development (AID). The goal of the
 
strategy is to assist developing countries to (1) reduce
 
mortality among infants and young children, and (2) reduce
 
disease and disability among selected population groups. The
 
main strategy elements include: (1) Improved and expanded use
 
of available technologies: (2) Development of new and improved
 
technologies; and (3) Strengthening human resource and
 
institutional capability.
 

A more in-depth look is taken at how AID implements its
 
strategy in Asia emphasizing the primary goal of infant
 
mortality reduction. The paper provides a demographic overview
 
of the nine AID-assisted Asian countries. A summary of AID's
 
program support in Asia showing levels and trends by
 
sub-category is provided. Particular attention is paid to
 
projects supporting selective primary care.
 

Finally, the paper discusses the difficulties of implementing
 
the strategy in Asia and speculates on the chances for success.
 

I. AID Health Sector Strateql
 

The AID health strategy sets forth strategic guidelines for
 
Agency health programs and policy implementation. The overall
 
goal of the strategy is to assist developing countries to (1)
 
reduce mortality among infants and children under five years of
 
age and (2) reduce disease and disability in infants and
 
children, women of reproductive age and other members of the
 
labor force. While it is recognized that health status is
 
closely related to levels of socio-economic development such as
 
maternal education and household inuome, this strategy
 
considers only the more direct means of achieving its goals.
 
Given resource limitations in AID nd in developing counti.es,
 
emphasis is placed on the most cost-effective means of
 
achieving the goal, that is, the primary health care (PHC)
 

1This section of the paper is taken directly from the AID 
Health Sectcr Strategy, Agency for International Development, 
May 27, . 
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approach. PHC is defined in the strategy as including
 
"increased access to basic and affordable health-related
 
services, community participation, reliance on
 
para-professional workers, adequate referral and support
 
facilities and systems, and inter-sectoral coordination, as
 
opposed to hospital services dependent on high technology and
 
specialized manpower and available to only a small proportion
 
of the population." The strategy emphasizes collaboration with
 
developing countries to improve PHC services through: (1) the
 
improved and expanded use of available technologies: (2) the
 
development of new and improved technologies, and (3) the
 
strengthening of human resource and institutional zapability.
 

Under the strategy for improved and expanded use of
 
available technologies AID "assists countries to improve and
 
expand the coverage of PHC services through the transfer and
 
further developmpnt of selected cost-effective technologies, in
 
direct response to country health needs and resource
 
constraints." The appropriate mix of PHC services is
 
determined by in-depth country assessments, including
 
epidemiological, technological, economical, and organizational
 
analyses. Hnweve, AID promotes the use of selected
 
technologies which have general applicability, demonstrated
 
capacity and high potential to reduce infant and younq child
 
mortality and to cure and prevent morbidity. Thus, the AID
 
strategy emphasizes assistance for: (1) the "systematic
 
immunization of infants-and-young children against diptheria.
 
whooping cough, tetanus, measles, poliomyelitis, and
 
tuberculosis, as well as immunization of pregnant women to
 
prevent neonatal tetanus;" (2) the expanded use of oral
 
rehydration therapy (ORT), a simple solution of water, sugar
 
and appropriate salts, to manage diarrheal disease and prevent
 
death from dehydration: (3) family planning2information and
 
services where close birth spacing, high parity or unwanted
 
preqnancies contribute significantly to poor health; (4) the
 
integration of basic nutrition measures into health service
 
programs to combat the interactions between malnutrition and
 
infectious diseases emphasizing growth monitoring of at-risk
 
pregnant women and young children, promotion of breastfeeding,
 
edication regarding weaning, and the provision of food
 
supplements.
 

2Family planning is mentioned because of its significance as
 
a health intervention. The important role of population
 
dynamics and family planning in economic development is
 
recognized by AID such that there are separate strategies and
 
funding accounts for population and nealth. The funds spent
 
for population activities far exceed health expenditures.
 
However, because this paper focuses on AID health strategy and
 
health account expenditures, a detailed analysis of population
 
and family planning will not be included.
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In addition to the four priority areas. AID provides assistance
 
for other significant public health activities when warranted,
 
including: malaria control, prevention and control of tropical
 
diseases, preventive and promotive health education, and water
 
supply and sanitation projects.
 

Under the second major strategy element, the development of new
 
and improved technologies, the Agency has increased its
 
assistance for research to develop and adapt health
 
technologies appropriate for developing countries. Emphasis is
 
on biomedical research to develop new and improved drugs,
 
vaccines and diagnostic methods that can be ultimately adapted
 
for use in basic health service delivery systems for the
 
control of diseases and reduction of mortality.
 
Country-to-country assistance is emphasized and international
 
collaboration is welcomed for institution building. For
 
example, the Agency continues to expand its preliminary efforts
 
to develop a vaccine against human malaria.
 

Assistance is also be provided for related research in
 
epidemiology to monitor the impact and operational research to
 
improve cost-effectiveness of AID funded programs.
 

As part of the strategy for strengthening human resources and
 
institutional capability, AID assists developing countries "to
 
effectively deliver existing and improved health care
 
technology through policy reform, manpower development support,
 
management imprcvement and iustitutional development and
 
promotion of private sector participation in financing and
 
service delivery." AID advocates the following approaches:
 

1. AI creates a policy dialoclue with countries about host
 
country commitment on key strategic issues, including the
 
principles of the PHC approach, the allocation of resources
 
within the health sector. private sector participation in
 
health programs-, and community based support for PHC services.
 

2. Support for manpower development is provided on a short
 
term basis for in-country training of community and mid-level
 
health workers, and their supervisors and for central manpower
 
planning unit-s. Although support is also provided for
 
long-term overseas study, of highest priority is development of
 
local training institutions.
 

3. Assistance is provided for improving developinq country
 
management capabilities for designing and implementing PHC
 
programs. AID's support for institutional development is
 
designed to improve planning, project design, financial
 
management, supervision, logistical eupport, and information
 
and evaluation systems.
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4. To ensure long-term financial viability of PHC delivery
 
systems new AID assisted projects take careful consideration of
 
recurrent cost considerations and attempt to identify financing
 
problems prior to project approval. Alternative sources of
 
financing and greater private sector involvement are studied
 
and often supported on a pilot basis.
 

AID also promotes greater donor coordination especially with
 
WHO, UNICEF, World Bank, and the orgenizations often referred
 
to as NGOs.3 In addition, AID encourages integrated
 
development planning and coordination of health programs with
 
activities in other sectors.
 

II. Implementation of the Strateq in Asia
 

This section will describe in more detail the Agency's
 
experience in Asia implementing the strategy, with a primary
 
focus on reduction of infant and young child mortality. While
 
the Agency strategy is relatively new in its current form,
 
AID's Asia Bureau adopted a similar selective care/infant
 
mortality reduction strategy in 1979.
 

A. The Epidemiology and Demography of the Asia Recion
 

Before reviewing AID's expcrience with its program assistance,
 
a brief description of the demographic and epidemiologic
 
setting is provided (see Table 1). Asia. as defined here, is
 
limited to the nine countries of South and Southeast Asia where
 
AID has country-to-country assistance programs. These include
 
Pakistan, India, Yepal, Sri Lanka, Bangladesh. Burma, Thailand,
 
Indonesia, and the Philippines. 4 As a group these countries,
 
with a total population of 1.2 billion persons, contain 1/3 of
 
the population of the developing world, or excluding China
 
around 45%. The number of children under age five in these
 
countries exceeds 180 million.
 

The region as a whole has a very high infant mortality rate
 
(IMR) of around 105 deaths per 1,000 live births: however, the
 
country specific IMRs vary from a low of around 40 in Sri Lanka
 
to a high in Nepal of about 145.
 

3NGOs - Non-qovernmental organizations including private
 
voluntary, non-profit, and profit organizations.
 

4AID also provides limited assistance for health activities
 
in the South Pacific. to ASEAN, and on a regional basis.
 
Support for these activities accounts for less than 2% of the
 
total budget.
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The nine countries can be disaggregated into three categories
 
based on national IMRs as follows: very high mortality
 
countries with IMRs over 100 (Nepal, Pakistan, Bangladesh,
 
India); high mortality countries with IMRs between 60 and 100
 
(Burma, Indonesia); and middle mortality countries with IMRs
 
less than 60 (Philippines, Thailand, and Sri Lanka). Health
 
status, health conditions, and quantity and quality of health
 
services vary as greatly as socio-economic and environmental
 
conditions within each of the countries, especially in India.
 
Thus, group or country level generalizations can be
 
misleading. Furthermore, data quality for the mortality,
 
health status, and health service variables is poor. Reliable
 
data on causes of deaths are particularly difficult to obtain.
 
The data can, tharefore, provide only rough estimates or
 
approximations but, nevertheless, are useful for comparative
 
purposes.
 

The very high mortality countries, not surprisingly, are all
 
located in South Asia. Gains in mortality-reduction have come
 
relatively slowly, in this region, and the UN projects that at
 
best by the year 2000 the four very high mortality countries
 
will still have infant mortality rates of at least 80. The
 
main cause of infant mortality is neonatal tetanus, with
 
diarrheal diseases (diarrhea, gastroenteritis, dysentary), and
 
acute respiratory infections (ARI: pneumonia, measles,
 
pertussis, influeza, and bronchitis) being the other two major
 
causes of post-neonatal. infant death. Perinatal mortality, due
 
to a variety of causes including prematurity, low birth weight,
 
and complications of labor, delivery, and pregnancy, is also a
 
major contributor to infant mortality. While specific causes
 
of death are mentioned here, the actual mortality situation is
 
very complex. Any given infant death most often has multiple
 
interacting causes and many contributing factcrs." One example
 
is pneumonia, often cited as a primary cause of death. It is
 
likely that decreased resistance of the host has resulted from
 
previous cases of measles, diarrheal diseases, nutritional
 
deficiency and other respiratory conditions, all contributing
 
to greater susceptability to pneumonia. Thus, citing a
 
specific cause of death tends to neglect the complexity of
 
mortality in infancy. The data is particularly negligent of
 
the important role played by nutritional status in infant
 
deaths. In Latin America, it was found that nutritional
 
deficiency was a contributor to over half of all infant
 
deaths.(A) Malnutrition is a major contributor to ARI and
 
diarrheal disease deaths and to perinata! deaths from low birth
 
weight. in table i it can De seen tnat tne percentage of low
 
birth weight newborns is extremely high in the very high
 
mortality countries, varying from roughly 30% to 50% of all
 
births.
 

(A)see References.
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As expected this group has poorly developed PHC systems that
 
effectively cover only small portions of the rural areas.
 
Immunization coverage levels and usage of oral rehydration
 
therapy also remain low. In a region of the world where
 
neonatal tetanus is the major cause of infant death, country
 
coverage levels for this vaccination range from 27% in Nepal,
 
to a mere 1% of the pregnant women in Pakistan and Bangladesh.
 
Coverage levels for infants for the two other vaccines which
 
could have a major impact on infant mortality, i.e., measles
 
and DPT, are no more than 3% for measles and between 2% and 35%
 
for DPT. ORT usage levels are also extremely low, with
 
national coverage levels below 10% in all countries: that is,
 
less than 1 in 10 diarrhea cases of children under age five is
 
being treated with ORT.
 

The data on access to potable water and sanitation facilities
 
remain mixed. Roughly 30% of the population in the group has
 
access to potable water. This is relatively high when compared
 
to other "better off" countries in the region and may be due to
 
inconsistancies in the data. Of course, access to potable
 
water is much lower in rural areas than in urban. The group
 
has very limited- access to sanitation facilities with country
 
levels varying from a high of 20% in India to a low of 1% in
 
Nepal.
 

The high mortality group consists of Indonesia and Burma. The
 
UN projects that by the year 2000 these countries will improve
 
sufficiently enough to reach middle mortality status. The main
 
causes of infant mortality appear to be the same as in the very
 
high mortality countries, i.e., diarrheal diseases, ARI,
 
perinatal mortality, and neonatal tetanus. However, the
 
relative importance of neonatal tetanus is less, such that
 
diarrheal diseases and ARI are the main causes of infant death
 
with nutritional defiancy being a significant contributing
 
cause. Roughly 1/5 of the babies are born with low birth
 
weight.
 

This country group generally has more established national
 
basic health systems with broader coverage than the very high
 
mortality countries. However, the administrative structures
 
and support systems remain relatively weak. Immunization and
 
ORT coverage is also very low. There are no natioral programs
 
to immunize against measles. Neonatal tetanus coverage remains
 
around 10% of the pregnant women and that of DPT varies between
 
10% and 25- Use of ORT is between 5% and 15%. While a fifth
 
of the population has access to sanitation facilities, roughly
 
only one in seven has access to potable water.
 



The middle mortality country group consists of two of the more
 
developed South East Asian countries, the Philippines and
 
Thailand, and of Sri Lanka. a lo- income country with
 
relatively high levels of expectation of life, nutrition, and
 
literacy. The UN projects that the infant mortality rate in
 
these countries will improve to levels between 25 and 30 by the
 
year 2000. Neonatal tetanus is not a major cause of infant
 
death for this group. Perinatal and neonatal deaths are the
 
major contributors to infant deaths. However. diarrheal
 
diseases and ARI remaia major problems for infants and young
 
children.
 

This group can be characterized as having established and
 
developed health services systems with fairly comprehensive
 
coverage. Low birth weights make up more than 15% of all
 
births. Immunization and ORT coverage levels are higher than
 
in the other countries in the zegion but, with the exception of
 
DPT, are still quite low. Thailand and Sri Lanka still do not
 
have a national measles Immunization program. National ORT
 
usage levels are below 30%. More than half the population has
 
access to adequate sanitation facilities; however, only roughly
 
1/3 of the people have access to potable water.
 

B. AID Asia Region Pror-ims and Projects
 

The total AID assistance packEge fo: health as a percentage of­
total resources for health 41 the nine countries is quite
 
small, i.e., less than 2% of the tota]. AID's level of
 
assistance for health in Asia has been on the average less thar
 
$50 million per-year during the last six years; whereas the
 
nine governments alone are spending in excess of the equivalent
 
of $3 billion per year.(B) This does not include private
 
sector payments, which are substantially more than public
 
expenditures, nor does it include other donor support.
 

The AID program assistance is usually provided in
 
country-to-country project agreements. These agreements vary
 
in length and level of funding but are usually for three to six
 
years and include AID support of $5 million to $50 million, in
 
addition to a country counterpart contribution. As AID
 
projects tend to be rather complex and contain many components,
 
it is difficult to place projects into a single category.
 
Appendix I provides information on the projects AID supports in
 
Asia. A summary of AID's financial assistance for these
 
project3 ty s'b-category fc': the e- - 07 t^
'95i
 

provided in Table 2.
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Several general statements about AID assistance for health
 
and nutrition in Asia can be made:
 

(1) From 1979 to 1983. funding levels were relatively
 
constant at around $40 million annually; however, expected
 
funding levels in 1984 or 1985 will jump to o-rr $50 million a
 
year.
 

(2) Between 1980 and 1985, excluding small scale PVO
 
projects, twenty country projects5 will have been started,
 
including eleven health/nutrition service delivery, four water
 
supply and sanitation, two malaria control, one disease control
 
research and two health education projects.
 

(3) Since 1980, when the Asia Bureau Strategy focus on
 
infant mortality was implemented, almost 2/3 of all support has
 
been for health/nutrition services.
 

(4) The level of support for health services as a
 
percentage of total health support has increased substantially
 
from 29% during 1979/80 to 51% in 1984/85.
 

(5) Funding for malaria control decreased significantly
 
from 1979 until 1983. The level of funding for malaria since
 
1983 exaggerates the priority of the disease within the
 
strategy as most of the funding for malaria since 1983 has been
 
for the relatively costly purchase of commodities for
 
Pakistan.
 

(6) There has been little support for health education and
 
disease control research since 1980. These two components were
 
not emphasized in the prior Asia region strategy but are two
 
key components of the new Agency strategy.
 

The above summary of AID assistance in Asia provides only a
 
limited understanding of the AID program for health and
 
nutrition. A closer examination of the sector sub-categories
 
and specific projects provide a much clearer picture. A
 
description of program sub-categories with examples of ongoing
 
project support follows:
 

(1) health/nutrition services - includes support for
 
expanding and improving PHC programs in general or specific PHC
 
interventions such as immunization or ORT. AID funds are
 

5This includes an already completed PHC Project in Burma and
 
three other projects planned for 1985 not listed in Appendix I.
 



-9­

provided for training, informational programs. logisticE.
 
management information systems, drugs and other commodities,
 
research, evaluation and monitoring, planning, and construction
 
(low priority). Specific examples include:
 

(a) support for PHC service delivery in seven of the nine
 
countries in the region: in the Philippines, Indonesia,
 
Thailand, Burma, Nepal, India and Pakistan:
 

(b) in Indonesia, support for specific elements of PHC
 
through the Expanded Immunization Program Project and for
 
diarrheal disease control and ORT;
 

(c) projects in India and Indonesia supporting nutrition
 
surveillance and targeted feeding programs;
 

(d) a project in the Philippines and studies in Pakistan to
 
address the problem of financing health services. The purpose
 
is to support studies and experiments to look for alternative
 
sources of financing (local government, private, user's fees)
 
to relieve the long term recurrent cost problems for the
 
central government:
 

(e) two projects in Indonesia to improve the long term
 
planning and management capabilities in the Ministry of
 
Health. One is at the central level: the other at the
 
provincial; and
 

(f) support for the addition of oral rehydration salts to
 
family planning social marketing projects in Bangladesh and
 
Nepal.
 

(2) water and sanitation - includes support for pruvision
 
of potable water and sanitation facilities and systems.
 
Funding is for technical assistance, training, monitoring,
 
commodities, and-construction. The assumption is that much of
 
the infrastructure for the basic water supply and sanitation
 
systems is in place, or is to be financed elsewhere, and that
 
a strong commitment exists for maintenance. New construction
 
is a low priority. New projects are planned for Sri Lanka and
 
Thailand which will help to improve the institutional
 
capability to maintain and finance water supply systems.
 

(3) malaria control - support given to malaria control
 
programs is similar in nature to that provided for PHC. AID
 
provides bueuLc for malazia o$ntzcoi in raxis:an. ari Laia,
 
Indonesia, Thailand, and Nepal. The purpose is to improve the
 
cost-effectiveness of malaria control spraying and treatment
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programs by improving institutional capability to make better
 
use of epidemiology and operations research. Substantial
 
support is provided for pesticides, spraying equipment and
 
related transport.
 

(4) disease control research - includes support for basic
 
biomedical research to develop and test new vaccines and new
 
therapeutic and diagnostic technologies for disease control for
 
PHC systems. AID plans to support the development of new
 
technologies for PHC through the Biomedical Health Services
 
Project in India and through the addition of a research grants
 
funding program to the PHC Financing Project in the
 
Philippines. A second project in India supports research on
 
maternal nutrition, low birth weight and perinatal mortality.
 

(5) health education - includes support for the development
 
of institutions of higher learning (schools of public health.
 
nursing schools, medical schools) which train health officials
 
and provide technical assistance and research to organizations
 
implementing health programs;
 

(6) planninq/qolicy - includes a variety of small research
 
studies and analyses for AID missions for program and project
 
design;
 

(7) Private Voluntary Organizations (PVOs) - support is for
 
a variety of small scale health projects of PVOs:
 

C. Special Initiatives
 

A special commitment has been made by AID to place top priority
 
on increasing support for expanded access to ORT. ORT has
 
tremendous mortality reducing potential: it is a simple
 
technology that is easy to deliver: it can be applied in the
 
household; and it is highly effective in preventing death from
 
dehydration.
 

As in other regions of the world, AID has made extra efforts to
 
increase its support for ORT in Asia wherever feasible. A plan
 
for increasing our support in Asia includes a regional analysis
 
of, (1) the scope of the problem: (2) current levels of
 
coverage: (3) government programs and policies: (4) other donor
 
support; (5) constraints to successful widespread use of ORT:
 
(6) actions to be taken to overcome constraints; and
 
(7) possib1e =reas for additional zI surDort. The reaional
 
analysis has led to support for much more detailed country
 
assessments. AID and the Governments use the ORT country
 
assessments to program additional AID support for ORT.
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It is possible that the current process to expand access to ORT
 
will be followed by similar approaches for other key
 
interventions, such as immunizations and nutrition growth
 
monitoring and food supplementation.
 

III Thoughts on the Strategy for Asia
 

The first two sections of the paper presented AID's overall
 
strategy, described the status of health and health services in
 
Asia. and discussed the approach taken by AID in Asia to
 
implement the strategy. This section will do two things:
 
(1) very briefly touch on the difficulties of strategy

implemeutation: and (2) provide some thoughts about the
 
soundness of the AID Asia strategy. The comments and
 
judgements in this section are those of the author and do not
 
reflect views of AID.
 

Several additional points regarding the nature of AID's
 
assistance in Asia need to be made before proceeding with the
 
discussion. First even before 1980, AID supported health
 
service delivery projects. These projects included assistance
 
for the expansion and imptovement of basic health care services
 
for the most significant health problems. The activities often
 
had a rural focus, as do the current PHC programs. The main
 
difference between the "old" approach and that of the current
 
strategy is in the degree of specificity. Generally speaking,
 
the health and nutrition projects begun after 1980 were focused
 
on fewer services. Furthermore, before 1980/81 when the
 
current strategy had an effect on budgetary allocations, a
 
smaller percentage of the total program support for health was
 
for health services. Much greater proportions of the budget
 
were used for malaria control and water supply and sanitation.
 
The "old." pattern of expenditures ended in 1980, as can be seen
 
in Table 2.
 

One other point about AID's assistance for health in Asia
 
deserves mention. Given the limited resources for AID programs
 
for health in Asia, AID has focused its support on selective
 
care. However, it is alsu worth noting that 1/3 of program
 
resources are being spent for other health activities including
 
the improvement of water supply and sanitation systems.
 
biomedical research, the improvement of health education
 
institutions, malaria control and for small-scale PVO
 
activities. For the most part these activities are indirectly
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related to and supportive of the main thrust of the selective
 
care strategy; that is, infant and young child mortality

reduction.6While these other activities are important,

selective care is the centerpiece of the strategy.
 

A. Implementation Difficulties
 

Since much has already been written about the difficulties of
 
implementing health projects in developing countries, the
 
subject will be only briefly discussed here. One of the best

summaries on problems with implementation of health services
 
projects is contained in a recent American Public Health
 
Association summary of AID experience with PHC.(C) 
Major

problems include: (1) inadequate provision of escential
 
support services for PHC (supervision, drugs, transportation,

etc.). limited national funding, projects too complex, lack of

long term community comamitment, uneven performance and
 
acceptability of community health workers, weak, overly

complicated monitoring systems, and poor project design.
 

Ir addition to inherent problems of PHC projects described
 
above, there are special difficulties that are faced by AID as
 
an organization in the implementation of health projects.

There are questions of adequacy of human and financial
 
resources, bureaucratic-complexity, conflicting political and
 
economic interests, constantly changing policy priorities, and
 
questions about the relative priority of health programs in
 
economic development. These must also be considered.
 

Many of the constraints to successful implementation of PHC are

related to the complexity of the approach. There has been a
 
tendency to try too much all at once. Implementing

institutions have great difficulties in dealing with so many

problems simultaneously. Experience indicates that greater

concentration is required. A more selective, simpler program

which is easier to control and monitor should stand a better
 
chance for success.
 

6Malaria control is an exception. In Asia, malaria is not 
a

major contributor to mortality. However, the Agency has a long

histQry of support for malaria control programs in Asia: and it

is likely that such cupport, wniie ±imltea, wili continue.
 
Furthermore, in selected areas malaria morbidity is high and
 
needs to be controlled. AID's Asia Bureau is currently

reviewing its malaria strategy and searching for ways to
 
program funds more cost eflectively. However, because of the
 
strategy focus 
on infant and young child mortality reduction,

there will not be further discussion on malaria control.
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B. Soundness of the Strategy
 

This section will discuss the plausibility of the selective
 
care approach as a means to reduce infant and young child
 
mortality. Since 1981, which is really the first year that the
 
selective PHC strategy adopted by AID Asia Bureau could have
 
any discernible program effect, over 2/3 of AID's support for
 
health in Asia has been programmed for PHC. There is a strong
 
interest within AID to make the selective care approach even
 
more selective, focusing particularly on strengthening "key"
 
interventions such as ORT and neonatal tetanus. The argument
 
for selectivity is that: (1) AID and developing countries have
 
limited resources to invest in health and a selective approach
 
is the most cost-effective: (2) there are a limited number of
 
existing technologies (ORT, immunization, family planning) that
 
can potentially save millions of lives and which can be easily
 
delivered and are socially acceptable: and (3) that the rapid

and highly visible progress that can be made in mor':ality
 
reduction will instill a sense of confidence in beneficiaries,
 
service providers and policy makers that will lead to
 
development of a much more successful health system and.
 
ultimately, improved health statu-s.
 

The above hypothesis is one that has been widely accepted in
 
the scientific community and among donor agencies including
 
UNICEF with their "GOBI"'7 approach. There are, however, some
 
serious questions about the validity of the selective care
 
approach that need to be considered. Basically these are:
 
(a) Can the selective care strategy be implemented? and
 
(b) Will it reduce mortality? There are a very limited number
 
of studies that document the relationship between PHC, or basic
 
health services, and infant and young child mortality
 
reduction. The success of a number. of pilot PHC projects in
 
effecting mortality reductions, at least in the short term, has
 
been shown.(D) The evidence of this relationship was most
 
convincing for those pilot projects which included strong
 
nutritional components. Furthermore, while it is true that
 
China, Sri Lanka, and Kerala State in India have been
 
successful in achieving relatively low levels of infant
 
mortality given their overall economic conditions, the exact
 
role of service delivery in the mortality decline is unclear.
 
China is a special case given its unique political setting and
 
its long term commitment to improve social services. Thus,
 
there is a lack of evidence at the national level establishing
 

- _ Pa causaZL -,ett;! teen.. 5vC .zry ....sl'y5i 

reduction. In fact, data from two very
 

7GOBI meaninq: G=growth monitoring; O=oral rehydration
 
therapy; B=bteastfeeding; and I=immunizacion.
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comprehensive, well documented large PHC pilot studies, the
 
Lampang Health Development Project and the Bohol MCH/FP
 
Project, very clearly showed that the projects had no
 
measurable mortality reducing effect.
 

A second question about the PHC approach has been raised by
 
Henry Mosley(E) who claims that the complete PHC concept is
 
not really being implemented and PHC programs are often nothing
 
more than lay-workers delivering new technologies. The other
 
central components of PHC as envisioned at Alma Alta. that is
 
community participation, intersectoral coordination, and the
 
use of traditional practices, are generally not included in
 
national PHC programs. Thus, the effectiveness of PHC is based
 
on a cause of death model that is too narrow in its focus.
 
Infant mortality is usually due to multiple causes. For
 
example, while ORT may prevent a death from a particular bout
 
of diarrhea, the typical infant remains at high risk of death
 
due to a variety of other factors (malnutrition, frequent bouts
 
of respiratory and diarrhea disease. etc.). Thus, Mosley
 
argues that the "selective approach will be effective only when
 
a specific diaease has a high prevalence coupled with high
 
fatality among otherwise healthy persons, e.g..neonatal
 
tetanus- and- for- falciparum-malaria."
 

Mosley proposes that a broader determinants of mortality model
 
be applied in planning-health strategies. Such a model would
 
examine the interaction of social-economic determinents with
 
biological intermediate variables and their demographic
 
effects, As an example, Mosley cites that Kerala and West
 
Bengel in India have similar-coverage levels of medical
 
facilities. However, the significant differences in health
 
status-between the two states is due to differential use of
 
facilities which is directly related to differences in levels
 
of social development. In the same paper Mosely argues that
 
most of the declinces in mortality in Kenya in the last 20
 
years are due to changes in maternal education and household
 
income. Thus, Mosley concludes that health services delivery
 
programs can be improved if they are designed on a scientific
 
basis based on a broad determinants of mortality model.
 

John Brisccle(F) and others claim the PHC approach is unlikely
 
to be successful since many governments are not seriously
 
committed to it. Briscoe argues that comprehensive PHC has
 
been successful in reducing mortality when a strong and lasting
 
commitment has been made ti it, as is the case in China. He
 
claims that the standard excuses for failure for PHC programs,
 
that is, scarcity of financial resources and lack of political
 
will, confuse the real problem. He argues that adequate
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financial resources for PHC are availble: however, most of the
 
resources for health will continue to be spent in large urban
 
hospitals catering to the curative health needs of the middle
 
and upper classes. He feels that selective PHC will not be any
 
more effective than comprehensive PHC under these conditions.
 
Furthermore, he argues that selective care as an approach will
 
not have a significant mortality reduction affect. Thus, he
 
f-eels that support should be directed only to those countries
 
which show a serious commitment to the health of the rural
 
population.
 

These are strong arguments that must be considered seriously.
 
The rate of the mortality decline in developing countries in
 
Asia and worldwide is levelling off.(G) The changes appear
 
related to a decline in the capacity of health programs to deal
 
effectively with evolving disease problems in the developing
 
world and to a slow down in health related economic and social
 
progress. Diarrhea. preuruonia,, and-malnutrition which now
 
predominate the developing world are problems which are less
 
susceptible to public health interventions. Creative
 
approaches to health care are needed.
 

The selective care approach should be given a fair chance. The
 
greatest chance for long term success is in demonstrating short
 
term progress. The advocates of selective PHC argue that a
 
dramatic demonstration in mortality reduction will influence
 
poLicy makers to reallocate health resources to the rural area
 
while simultaneously motivating service providers and
 
stimulating demand among service users. Thus, after the
 
initial -,access. a much.more favorable climate would exist for
 
the improvement of health; one in which the concerns of Mosley
 
and Briscoe would be addressed. The above argument is curious
 
in that it proposes a process that runs counter, or opposite,
 
to the normal development process: that is, it proposes that
 
development proceed policy.
 

The verdict on selective care is not out. The greatest chance
 
for success lies with the power of demonstration. However,
 
Mosley and Briscoe argue that chances for success are related
 
to external variables, including government commitment and the
 
socio-economic determinants of mortaity. These concerns could
 
be best addressed by establishing the initial selective care
 
activities in specially chosen demonstration aeas with
 
favorable environments. Initial successes would provide the
 
impet,s for expanded coverage.
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More needs to be known before reasoned judgement can be passed
 
on the validity of the selective care approach. In particular,
 
answers to the following must be sought:
 

(1) Can government PHC programs provide quality selective
 
care services?
 

(2) Will, and under what conditions will, the selective
 
care approach, if implemented successfully, reduce mortality
 
measurably?
 

(3) Will a dramatic demonstration of mortality reduction
 
from selective care stimulate demand of the client and increase
 
the motivation of the service provider?
 

(4) Will a successful selective care program influence
 
policy makers to reallocate health money to rural areas?
 

It is the task of all of us to ensure that the above questions
 
are answered fairly and completely.
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TABLE 2
 

AID Health/Nutrition Sector Funding in Asia by rub-CategoryA/
 
($ sillions)
 

Subcategory/Year 
 FY 79k/ FY 80 FY 81 
 FY 82 FY 83 FY84 FY 85
 

Health/Nutrition Services 
 5.8 17.3 28.7 24.1 31.4 30.2 
 25.9
 

Water & Sanitation 
 3.5 16.1 9.4 3.0 - 8.5 3.1
 

Malaria Control 
 30.5 3.6 
 1.2 1.5 11.3 9.8 13.1
 
Disease-Control Research 
 1.4 ­ - - - 6.5 

Planning/Policy 
 0.9 0.6 0.8 1.0 1.1 
 1.6 1.3
 

Private Voluntary

Organizations (PVOs) 1.3 1.6 1.1 1.6 
 0.7 1.3 1.0
 

Health Education 
 - 0.5 ­ 1.7 ­ - 6.5
 

TOTAL 43.4 39.7 41.2 
 32.9 44.5 51.4 57.4
 

U/From AID Bureau of Program and Policy Coordination, February, 1984. Includes funds from the
Health (104) and the Nutrition (103) Accounts and '.he Economic Support Fund.
 

V/ FY Fiscal Year October 1 to September 30. Funding levels for FY 79 through FY 83 ate actual
obligations for FY 84 estimated, and for FY 85, proposed.
 

ASIA/TR/PHN
 
04/04/84
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APPENDIX I
 

Current AID assisted Projects in Asia
 
(Excluding PVO Projects)
 

Nepal
 

Integrated Rural Health/Family Planning (1980-85)
 

The project will improve the management capacity of the
 
Government of Nepal's Ministry of Health (MOH) and integrate
 
several distinct ongoing health and family planning activities
 
under one administrative/management organization.
 
Additionally, the project will assist in expanding the health
 
delivery and family planning services to a larger segment of
 
the rural population. The areas to be supported are (1)
 
management and planning; (2) delivery of rural health services
 
including malaria control activities; (3) delivery of family
 
planning services; (4) training and health education, and (5)
 
community participation in health services.
 

Bangladesh
 

None
 

Pakistan
 

Primary Health Care (1982-87)
 

This project is designed to build on the accomplishments of
 
the previous AID-financed basic health services project to
 
assist the Government of Pakistan (GOP) to improve the quality
 
and expand the coverage of Primary Health Care Services in the
 
rural areas. Components to be financed include: (a) program
 
management; (b) medical technician and community health worker
 
training; (c) program operations: (d) research and evaluation;
 
and (e) accelerated expanded program for immunization and oral
 
rehydration therapy and for training TBAs.
 

Malaria Control II (1982-87)
 

The p ij is tc a~si's* znm -7-DF-i~~n iti, HEaa& 

Control Program (MCP). The Malaria Control II project will
 
build on the achievements of the previous project by assisting
 
the GOP to contain or further reduce the incidence of malaria.
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This will be accomplished by: (1) increasing the capability of
 
the federal, provincial and municipal health services to
 
effectively control malaria; and (2) assisting the MCP move
 
from a vertically organized program emphasizing total coverage

house-spraying and active case detection surveillance methods,
 
to an integrated program utilizing a selected mix of vector
 
control measures and a better balance between active and
 
passive case detection and treatment methods.
 

India
 

Integrated Rural Health/Population (1980-85)
 

The purposes of the project are to: (1) improve access to
 
health and family planning services that promote fertility and
 
mortality reduction, and (2) improve and expand the services
 
and support systems of the Government of India's (GOI) model
 
health plan. The project will assist the GOI to implement its
 
mode] plan for basic health-and family planning services in 13
 
districts in five states selected on the basis of economic and
 
health needs.
 

Biomedical Services for Health (1985-1990)
 

There are two main purposes of the project: (1) to provide

assistance for basic biomedical research for the development

and testing of new diagnostic and therapeutic technologies that
 
can be delivered through PHC systems for the control of major

disease problems of infants and young children; and (2) to
 
assist the Government of India (GOI) improve the capabilities

of selected state health departments in the application of
 
epidemiological and diagnostic techniques.
 

Inteqrated Child Development Services (1983-88)
 

The project has two main purposes: (1) to assist the GOI
 
effort to coordinate its feeding programs with nutritional
 
surveillance activities to target food supplementation and (2)

to support research on maternal nutrition, low birth weights,

and perinatal mortality.
 

Burma
 

Primary Health Care II (1983-87)
 

Tnis pro"-ecL supports a long term burmese effort to 
reauce
 
infant and young child morbidity and mortality by expanding the
 
coverage and improving the quality of the Government's PHC
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system. Particular emphasis is placed on improvement of
 
training, management, and supervision and the purchase of PHC
 
commodities.
 

Indonesia
 

Health Training Research and Development (1978-87)
 

The purpose is to strengthen: (a) The Ministry of Health
 
(MOH) institutional capability to plan, implement and evaluate
 
the planning, recruitment, training and management of public
 
health personnel: (b) the client-oriented design and
 
implementation o applied intramural and extramural research
 
and special operational/policy studies; (c) a Ministry
 
management information system with special emphasis on
 
subsystems relating to the management of public health centers
 
and to health personnel: (d) the MOH institutional capacity to
 
plan and implement a national program aimed at the reduction of.
 
mortality/morbidity from diarrbsal diseases.
 

Comprehensive Health Improvement ProQram (1981-86)
 

The project is designed to assist the Government of
 
Indonesia (GOI) strengthen provincial capabilities to delivery
 
health services in three outer island provinces. This is to be
 
done by increasing the number of paramedical personnel and by
 
improving the capabilities of provincial officials to target,
 
manage and evaluate their health/nutrition activities.
 

Expanded Immunization Proqram (1979-85)
 

The project is designed to accelerate and expand the
 
present national immunization program throughout Indonesia.
 
The project objectives will be accomplished by: increasing
 
immunization coverage; building an effective national
 
immunization organization and infrastructure; and improving
 
"cold chain" technology. The expected outputs include: (a) a
 
basic capability of the Indonesian Ministry of Health to manage
 
a nation-wide immunizat.ion program including the training of
 
vaccinators, establishment of an effective transportation
 
network for vaccine distribution, and establishment and
 
maintenance of refrigerated facilities for vaccine storage; (b)
 
an increase in local production capacity for high quality
 
tuberculosis, diphtheria. pertussis, and tetanus vaccines: (c)
 
a strengthened epidemiologic surveillance system for vaccine
 
preventable childhood diseases.
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Village Family Planning/Maternal Child Welfare (1980-85)
 

This project integrates simple health, nutrition, and
 
income-generating activities with the well-established village
 
family planning network. Expected outputs are a village-based
 
program that regularly delivers basic health and nutrition
 
information and services to mothers and small children; a
 
series of research subprojects to promote community management
 
and support of nutrition activities: evaluation studies and
 
workshops to assist the Government in designing and
 
implementing village health and nutrition services.
 

Timor Malaria Control (1981-85)
 

The objectives of the project will be accomplished by
 
developing a self-sustaining malaria control program on Timor
 
Island that will lower the prevalence of malaria. The expected
 
outputs include: malaria studies and control measures
 
selected; personnel trained: houses sprayed and other
 
preventive measures taken: persons treated with anti-malaria
 
drugs; a proven system for logistical support: commodities
 
delivered; and effective system of program management: a
 
functioning surveillance system to monitor incidence of
 
malaria; and laboratory technicians in health centers and
 
hospitals trained in. the ability to recognize the malaria
 
parasities.
 

Thailand
 

Rural Primary Health Care (1978-1985)
 

The main purposes are: (1) to make PHC services more
 
readily available to the rural poor; (2) to improve the quality
 
of service delivery through training of paramedical personnel;
 
(3) to improve the nutritional status of children under age
 
five years through growth monitoring, local food production,
 
and nutrition education; (4) to improve monitoring and
 
information systems: (5) to provide maternal education on water
 
and sanitation: and to improve upon the distribution of ORT.
 

Anti-Malaria (1979-83)
 

The project is designed to reduce morbidity and mortality
 
due to malaria. The principle strategy is to interrupt
 
parasite transmission by establishina a network of treatment
 
clinics and a cadre of 25,000 village malaria collaborators.
 



-24-


Water and Sanitation (1984-1989)
 

The purpose is to improve the institutional capability of
 
the National Water Supply and Drainage Board to design and
 
maintain cost-effective water supply systems in rural
 
Thailand. Focus is on operations and maintenance and long term
 
financial self-sufficiency.
 

Philippines
 

Primary Health Care Financing (1983-1988)
 

The purpose of the project is to improve access to and
 
utilization of sustainable primary health care services managed
 
and financed by communities and by the Government. AID
 
inputs: (a) techni.;al assistance to design and evaluate
 
approximately 24 health care financing schemes: (b) funding for
 
eight major health sector studies: (c) technical assistance.
 
training, and other cots involved in (1) developing improved
 
village health workers (VHW) and midwife training, supervision
 
and-support,protocols, (2) purchase of VHW kits. (3) improving
 
the information campaign for selected PHC services and (4)
 
improving support to the National Botica SA Barangay Program.
 

Panay Unifiled Services for Health (1978-1984)
 

The purpose-is to improve the health conditions in 600
 
depressed villages on Panay Island through the installation of
 
a village-based Health Care Delivery system that will provide,
 
in.an integrated fashion, basic preventive, educational and
 
health promoting services and essential environmental
 
sanitation infrastructure.
 

Bicol Integrated Health, Nutrition and Population
 
(1979-1984)
 

The project purpose is to deliver basic health, nutrition
 
and population (HNP) services to targeted villages through an
 
economical delivery system; to improve environment and
 
household water supplies; to increase local government
 
financial support for HNP programs; and to increase
 
participation of village workers and residents in HNP
 
programs.
 

*Baranaav Water IT (1Q80-85)
 

The purpose is to assist up to 100 local government units
 
(LGUS) in the planning, construction and operation of rural
 
waterworks.
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Sri Lanka
 

Malaria Control (1978-84)
 

The purpose is to control the incidence of malaria and to
 
institutionalize an effective malaria control program (MCP).
 
Support is provided for commodities for spraying and training
 
and technical assistance to improve the institutional
 
capability of the MCP administration.
 

National Institute of Health Services (NIHS) (1980-84)
 

The purpose is to strengthen the NIHS as a national
 
training center for PHC personnel.
 

Jaffna-Market Town Water Supply (1980-1984)
 

The objectives-of this project are to improve the quality,
 
availability and reliability of drinking water for the people
 
on the Jaffna Peninsula by (1) improving the design and
 
construction of drinking water supply systems for the two
 
market towns; (2) the preparation of a master plan for drinking
 
water systems and sanitation facilities for the peninsula: and
 
(3) the development and implementation of long and short term
 
training course in public health, water supply and sanitation.
 

Regional and Other Projects
 

Interreqional Malaria Training Secretariat (1982-85)
 

The purpose is to institutionalize training programs for
 
personnel in malaria control programs (MCP) to ensure that
 
sufficient, adequately trained staff are available to staff
 
MCPs in Asia.
 

Loan Financing and Health Technology (1984-1986)
 

The purpose is to transfer appropriate health technologies
 
from the US and other developed countries to Indonesia and
 
Thailand. Private sector production of health products
 
directly related to the basic health needs of the poor majority
 
will be financed by loans from local banks. Technical
 
assistance will be provided by the project.
 



-26-


REFERENCES
 

A. 	Puffer, R. R. and Serrano, C. V. Patterns of Mortality in
 
Childhood. PAHO, WHO, Washington, D.C. (1975).
 

B. 	Nortman, D. (1983) Population and Family Planning

Programs, A Compendium of Data Through 1981. New York.
 

C. 	Parlato. M.B. and Favin, M.N. (1982) Primary Health Care
 
Progress and Problems, An Analysii of 52 AID Assisted
 
Countries. American Public Health Association, Washington,
 
D.C.
 

D. 	Gwatkin, Dr., J. R. Wilcox and J. D. Wray (1980) Can Health
 
and Nutrition Interventions Make a Difference? Overseas
 
Development Council.. Washington, D.C.
 

E. 	Mosley, Henry (1983). "Will Primary Health Care Reduce
 
Infant and Child Mortality? A Critique of Some Current
 
Strategi , with.Special Reference to Africa and Asia."
 
Paris.
 

F. 	Briscoe, J. (1983) "Selective Primary Care Revisited:
 
Water Supply and Health in Developing Countries."
 
Washingtonr,. D.C.
 

G. 	Gwatkin, D. R. (1980) "Indications of Change in Developing

CountrTMortality Trends, The End of An Era?" Population

and Development Reviaw. Volume 6. Number 4. New York.
 


