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“We nsed to play the vole of silent observer.
So many infants died, and
we corldn’t do anything about i,
Now we know how to teach and advise
the nothers, and oitr bal.ics ave living.”

Dedication: This publication is dedicared to the 11 pioncer urban projects within the
PVO ( 1ild Survival Program:

East Africa

African Medical and Research Foundation in Kenya,
Sfunded 1986, expansion grant 1990).

Minnesota International Health Volunteers in Kenya,
Sfunded 1988, expansion grant 199].

South Asia

World Vision Relief & Development in Bangladesh, funded 1988, expansion grant 1991.
Rotary PolioPlus in India, funded 1987, expansion grant 1992,

Save the Children Federation in Indonesia, funded 1985, expansion grant 1989.

Central America

LaLeche League International in Guatemala, funded 1988, expansion grant 1991.
Project Concern International in Guiaternala, funded 19806, expansion grant 1991,
Laleche League Intetnational in Honduras, funded 1988, expansion grant 1991.
Project HOPE in Honduras, funded 1988, expansion grant 1991.

Caribbean

PLAN International in Dominican Republic, funded 1989 to present.
Adventist Development and Relief Agency in Hairi,

Sfunded 1985, expansion grant 1988.



In the first five years of the Child Survival Program (1985-90) the Agency for In-

rermational Development commiteed over $848 million to Child Survival in
more than 60 developing countries, Over $70 million of that total was used o
support cffores of private voluntary organizations (PVOs) through the Burcau for
Food and Fumanitarian Assistance, Office of Private and Voluntary Cooperation.
In curn, about 13 percent of the $70 million was used to fund Child Survival
projects among urban populations. Now, in 1992, the FHA/PVC PVO Child
Survival Program supports 23 U.S. PVOs in carrying out 93 Child Survival
projects in 28 countries; 17 of chese projects are urban focused.

Congress in 1988 requested ALD. to undertake a study to determine the po-
tentially adverse effects of urbanization and the abilicy of A.LD.'s programs—
and those of other donors—to address these problems. Fifteen years carlier,
Congress had legislated for A.LD. a focus on poverty in rural areas, in the belief
that those areas were most in need of outside resources. Thus, public and private
funding, coupled with congressional support, reflect increasing recognition of de-
mographic and epidemiologic realities in developing countries: accelerated ur-
banization and rising rates of childhood disease in high-density populations.

A.LD. has placed special emphasis on parenerships with the private sector in
its child survival scrategy. In particular, we recognize the tremendous potential
of PVOs to leverage human and financial resources, to reach out and provide
needed services to specific populations—including urban ones—that the Minis-
tries of Health in many developing countries are unable to reach. Additionally,
PVO:s have demonstrated a unique capability to establish supportive relations
with Ministries of Health, thereby increasing the PVOs’ effectiveness in reaching
the underserved populations.

Since PVOs have been in the forefront of child survival, it is appropriate that
they were the firsc participants in the first urban Child Survival conference to be
supported by A.LD. The conference included 11 PVOs that have made signifi-
cant inroads in child survival interventions among the “invisible” urban poor.
Their lessons shared will benefit the whole child survival effort. But there is
much to be done. Urban health problems are immense, and solutions to them
deinand rigorously honest attention and significantly more human and financial
resources. As we look toward the PVOs to continue their leadership in these
endeavors, A.LD. stands committed to continuing its contribution to the vital
program for child survival.

%/1////// Mok

Sally H. Montgomery

Deputy Assistant Administrator

Oftice of Private and Voluntary Cooperation

Bureau for Food and Humanitarian Assistance
United States Agency for International Development



The children of the urban poor are in special need of protection. Problems associ-
ated with the poverty, poor education, and family disineegration characeeristic of
populations served by urban Child Survival projects threaten the practice of child
protective behaviors., Indeed, all too often the urban child is homeless, displaced
by civil strife or droughe, orphaned by AIDS, or pushed out to beg, hawk goods,
steal—whatever it takes to bring in money. The problems spill over into the
clinics, hospitals, and religious and social centers of che cicies in the developing
world.

Private voluntary organizations need to expand and incensify cheir involve-
ment in the alleviation of urban povertv. At the Urban Lessons Learned Confer-
ence, PVOs who work in markedly differenc cities found chey had more in
common with each other than with rural Child Survival project staff. This publi-
cation tells the unique story of urban Child Survival projects; examines con-
straints and strengths of community healch projects in crowded ciey slums; and
clarifies the similarities and differences between rural and urban programs.

The cases reported here are not models of faultless success. They are stories of
commitment, innovation, and trial and error. Urban remedies sometimes require
a different mix of services, unique delivery methods, and speciali.ed materials.

Give careful actention to lessons learned by these urban Child Survival
projects; PVOs starting urban health programs would be wise to adapt promis-
ing approaches and avoid known pitfalls. Most of all, remember that urban Child
Survival programs are still in the experimental stages. Be open to change. The
children need you.

Dory Storms, Sc.D.

Director

PVO Child Survival Support Program
Institute for International Programs
School of Hygiene and Public Health
The Johns Hopkins University
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Lintvoduction

Urban Growth and the Urbai Poor

By the end of chis decade more than half che world's population
will live in cities, and 45 of the 60 largese cities in the workl
will be situated in the less developed countries of the world. If
current trends continue, more than a billion people will be liv-
ing in the slums and squatter secelements of overcrowded cities
in Africa, Latin America, and Asia,

The source of this urban growth is a massive migration from
rural areas to the city, fueled by rural poverty and the expecta-
tion of the increased economic opportunity and services that in-
dustrialized, developed areas can offer. But only a small number
can realize their dreams. Economic depression, influenced by
unregulated development and unpredictable markets, and the
growth and concentration of populations (which of themselves
create an additional economic burden and increased demand for
services) make che realization of the dreams of rural immigrants
of a better life ditficult or impossible to reach in chis generation.

Urban poverty presents special and difficule challenges to
those working in child survival. The health problems of these
living in slums and squatter settlements are linked to causes
outside the scope of traditional health care. In their transitions
from rural to urban life, many of the urban poor have lost their
connections to the land, to food production, and to a stable, ho-
mogeneous community. Their communities are crowded, with
poor sanitation; they lack access to social services and employ-
ment opporcunities. They are subject to the health risks com-
mon in both rural and urban settings: infectious and diarrheal
diseases, malnutrition, environmentally related illnesses, sexu-
ally transmitted diseases, violence, and alcohol and drug
addiction,

Private Voluntary Organizations and Child Survival
Through the Child Survival Action Program, private voluntary
organizations (PVOs) collaborate with international donor
agencies and assist governments worldwide to promote the
health of mothers and children, focusing primarily on the poor.
Increasingly, PVOs are to be found working with urban neigh-
borhoods to alleviate the worst aspects of povertv and promote
greater community decision making in urban health and devel-
opment assistance.

The Child Survival Action Program was initiated by the
U.S. Agency for International Development (A.LD.) in 1985 to
address the causes of child mortality in developing countries by
extending the use of available but underused technologies.

Over the succeeding eight years, a diverse number of PVOs
have been awarded funding from the Agency for International
Development, Bureau for Food and Humanitarian Assistance,
Office of Private and Voluntary Cooperation (AID/FHA/PVC)
through a competitive Child Survival grants program. For some
PVOs, the child survival interventions are logical expansions of
previous efforts; for others, the newly found capacity to address

community problems through public health measures broadens
the scope of their historic mission.

PVO Child Survival projects most frequently include immu-
nizacion against common childhood discases; oral rehydration
therapy to prevent. death from dehydrating diarrhea; beeter nu-
tritional status through optimal breastfeeding and weaning
practices, growth monitoring, and prevention or treatment of
vitamin A deficiency; control of pneumonia and malaria; pre-
vention and care of high-risk pregnancics; child spacing promo-
tion; and improvement of water supply and sanitation. In a few
arcas, PVOs have found it necessary to add components to ad-
dress HIV/AIDS education and goiter control.

Some PVOs have large-scale projects in a dozen countries
where service delivery is the main focus, while others have rela-
tively small projects in one country focusing on community
mobilization. In both large and modest projects, the PVO per-
sonnel are committed to the dual goal of improving health con-
ditions for the most vulnerable of the communities in a2 manner
that strengthens self-reliance and respect.

The children of the urban poor are in special need of protection.

DORY STORMS



Urban Lessans Learned Conference

This report originaced in an incernational conference held o
guther lessons learned from the PVO urban projects. The ques-
tion was whether che existing child survival stracegics and man-
agement techniques thae PVOs had developed in their rural
Child Survival programs were appropriate o prevent childhood
morbidity and mortality in high-densicy populations. A forum
for sharing urbun perspectives in child survival was thought es-
sential to suggest some possible answers.

The conference would bring PVO project managers working
in 11 urban Child Survival projects together with PVO head-
quarters staff; healeh specialists from academic, private, and
government communities; ALD. representatives; and col-
leagues from collaborating agencies, PAHO, UNICEF, and
WHO. The conference was held September 1990, at the facili-
ties of che Centro Interamericano de Estudios de Seguridad So-
cial, and of El Colegio de México in Mexico City, Mexico.

During the course of the conference, project personnel re-
viewed, discussed, and evaluated lessons learned in the field.
They listened to technical presentations, made site visits to ur-
ban health projects in Mexico City, and worked on recommen-
dations, sharing accounts of accomplishments and strategies

that they believed would best shape che fucure activities of
urban and peri-urban programs in the developing world.

Early on it became apparent thae cthe urban programs were
broader than che tradicional child survival focus on childhood
infectious disease, seen in many rural programs. Delegaces were
confronting problems common to the urban environment: con-
taminated bottle feeding, substance abuse, HIV/AIDS, adoles-
cent pregnancies, domestic violence, polluted water, piles of
refuse, and smoke-laden air,

Strategic management was becoming a growing priority as
new urban program areas had deveioped, crowding basic child
survival interventions, making the projects “broader,” both in
scope and in the number of potential beneficiaries to be reached
in the densely populated communities. In terms of manage-
ment, PVOs identified more problems than solutions: volunteer
turnover, high migracion, overlapping agency responsibilities,
and weak community participation where the sense of "commu-
nity” was almost non -existent, While the new urban projeces
were seruggling with these issues, they were also erying to keep
sustainability a high priority in what are undeniably some of
the most disadvantaged settlements anywhere.

Inadequate dietary intake and low purchasing power contribute 1o vitamin A deficiency in children of the urban poor.

2
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Publication of Urban Case Reports
For many projects it was premature to describe full-fledged ac-
tivities. The decision was made e await publicacion of a full re-
port on PVO urban activities until mose projects had
completed three years of operation and been reviewed by an ex-
ternal evaluator. Then, case studies could be developed, citing
innovations or obstacles, and the work remaining.

During the time following the conference, the PVO com-
munity continued to investigace several basic concerns:

Sustairability—How can effective urban child survival effores
be sustained and the scale of impact broadened after Child
Survival funding ends?

Institutional growth—How can the insticutional framework
for community health programs of indigenous country or lo-
cal non-governmental organizations best be fostered?

Urban programming—Which approaches are the urban
project managers finding to be effective?

This year the conditions were met; external evaluations were
completed and more became known about what PVOs consider
effective in urban health and development. The projects, too,
had moved to expand their scale of impact, in terms of number
of interventions offered and size of beneficiary population. Of
the 11 projects, 10 have received an expansion grant, and one is
completing its final evaluation. Six projects have been operating
for four years, three projects for two years, and the remaining

three projects ave been in place for five to seven years,

The following pages summarize lessons learned by che 11
PVO urban projeces, and che presentations and recommenda-
tions made at the 1990 Lessons Learned Conference, "Child

Survival: The Challenges of Growth in an Urban Environment.”

"The case study section was derived from che reportes given at the
conference, and updaced with information from field visic an-
nual reports, and 1991-92 midterm and final evaluations,

Conditions are difficult in this poor community; a stray dog scrounges

for food,

DORY STORMS
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L The Sitnation:
Cases from Cities in East Africa

AMREF Child Survival Project in Nairobi, Kenya
MIHV Child Survival Project in Nairobi, Kenya



Afvican Medical &
Rescareh Foundation/Kenya

AMREF's impact arca is located in two slum areas within cwo
Nairobi divisions, where live approximately 65,000 immi-
grants with litele or no income, The population of Nairobi is
growing ac a rate of 10 percent per year, Acute shortage of
housing has led to large, unplanned, and densely populated
squateer seeelements thae lack sanitary facilicies. In addicion to
poor shelter, there is high unemployment and low levels of
ceducation.

Infant mortality is estimaced to be 125 per 1,000 live birchs
in this urban arca. The main healch problems faced by the com-
munities are diarrheal disease, respiratory tract infections, ma-
laria, measles, and scabies. An estimated 35 percent of children
under five are below two standard deviations of mean weight
for age. Thirteen percent of infanes ages 7-12 months and 46
percent of children ages 13-24 months fall into the category of
mild to moderate malnutrition. Non-exclusive breastfeeding
and early cessation of breastfeeding are problems; 34 percent of
children are introduced to foods by three months of age. This
may be a partial explanation of the high prevalence of diarrhea
among infants age two months.

Service delivery points for immunization are within walking
distance, but the facilities are congested and inefficient. This
discourages mothers who want to spend minimum time on
healch care, as they have other chings to do, including working
for money.

In 1986, AMREEF received a Child Survival granc to
strengthen the maternal 2nd child health tnterventions pro-
vided by the city of Nairobi. AMREF's strategy is based on
three essential processes: community participation, community
health volunteers, and appropriate technology.

Human Resource Management

Almost 360 AMREF-trained community health volunteers are
responsible for the day-to-day implementation of the project.
Volunteers are trained by project staff with the assistance of
volunteers who have experience from a previous project. Ini-
tially, AMREEF staff give volunteers three weeks of pre-service
training, then continue with in-service training. Volunteer
trainers also serve as supervisors.

AMREF gives non-monetary incentives (o maintain the mo-
tivation and enthusiasm of the health volunteers who volunteer
a minimum of 20 hours per month. Incentives include skills
training, volunteer T-shirts, a calendar of activities, diaries, pic-
nics, and priority clinical service at the Nairobi City Commis-
sion health centers upon presentation of a volunteer
identification card.

The project has stressed training of health workers and has
sponsored training for some very active Nairobi City Commis-

6

The older sister takes care of the babies while mother works,

sion nurses and intensified supervision and refresher training for
project volunteers. The project has also trained traditional birth
attendants in antenatal care, identification of high-risk pregnan-
cies, safe delivery, and referral of obstetrical emergencies.

Primary school children take part in the project too. Using
the strategy of the “Child-to-Child” program, students moti-
vate their fellow children and parents about good hygiene. They
also encourage their mothers to bring their younger siblings to
the clinic for services.

Local community residents are active in planning, organiz-
ing, implementing, and evaluating the pzject’s health initia-
tives. Community meetings are held monthly and, for the most
part, are well atctended. The success of the project very much de-
pends on the participation of the community, but the eco-
nomic, social, and cultural diversity makes community
organization slow and very difficult.

The project has responded to the spread of the HIV/AIDS
infection by holding two “AIDS Awareness” community meet-
ings, which attracted 30,000 people. The purpose of the meet-
ings was to raise awareness on AIDS and high teenage
pregnancy in the neighborhoods. Central government officials,
representatives of INCC, and other NGOs working in the area
attended the meeting, which was facilitated by three AIDS pa-
tients who are trained counselors. One person who attended
said, “This was a day when life came to a standstill. The meet-
ing that was planned to last two hours, started on time, but
went on for three more hours into the night.”



L hth Luformation Svstem

‘The project’s health information system is based on houschold
registration with each community voluniteer following 200400
families. Families are cligible for enrollment if they have residedd
inn the service arca for at least diree months,

Vaolunteers collect necessary data during houschold visits;
the data are then tibulated by team leaders, The forms differ
from those used in AMREF's rural health projects, (For ex-
ample, AMREF has designed its protocol for identifying de-
fauleers and for follow-up in light of the face tiat fumilics in
urban Nairobi have access to a variety of health providers, in-
cluding private doctors.) Health staff aggregate the tabulated
data, analyze it, and present the findings to the communicy and
the healeh cencer ona monehly basis, AMREF healeh seafl also
aarry out baseline surveys and conduct operational rescarch to
supplement the quantitative data colleceed by the voluneeers,

‘T'he Work Abead

Urban slum dwellers seldom participate in making policies that
affece their destiny. They live with a fear of eviction, which hin-
ders their free participation in the development of the commu-
nitics in which they live, Their insecurity results in i reluctance
on the pare of both landlords and residents to improve che hous-
ing and other amenities. There are many agencies involved in
these urban slum settlements, but their efforts and resources are
not coordinated to make an impact.

AMREF, in collaboration with the Nairobi City Commis-
sion, has played a major role in strengthening intersectoral coor-
dination and collaboration. For the collaboration to be effective,
it must operate at different levels—project, division, and prov-
ince. But, the high turnover rate of City Commission staff and
local leaders slows down the collaboration, since the new staff
need time for adequate orientacion before they can be effective
in joint activities,

Another problem AMREF must overcome is the frequent
migration found in these urban communities. Migration is re-
lated to an extremely high turnover rate among the community
volunteers. Project staff must train new volunteers every two
months. Frequent migration also is a major constraint to keep-
ing an accurate up-to-date population register. AMREF will
tackle the problem by developing a “to and from” transfer card.

The low income and weak purchasing power of the popula-
tion present a challenge to improving community nutritional
status. Although common weaning foods are available, the ma-
jority of the people earn such little amounts of money that they
are seldom able to buy sufficient food.

Sustainability

‘The level of poverty in the community hinders any local finan-
cial support for project activities, Also, the urban poor huve no
political support for gaining access to resources with which to
address their many problems. Development assistance profes-
siotals hive suggested that family income generation activity is
i possible ineans of uchieving cost recovery and project sustain-
ability. A recent stady of community healeh in Kenya finds that
income generation activities are not necessarily the answer to fi-
mancial sustainability of projeces, The seady finds no direct reli-
tionship between successful income generation uctivities and
increased community financial contribution to community
health projects.

For an in-depth look at this issue, AMREF organized a
“think tank” workshop in July 1991 for representacives of gov-
crnment and other non-governmiental organizacions, The par-
ticipants reccommended that project staff include persons who
have skills in assisting communities initiate and manage in-
come generation activitices. The pasticipanes cautioned that
strong income generation activities probably take more than

two years to establish,

AMREEF is strengthening the maternal and child bealth interventions
provided by the city of Nairobi.

AMREF PHOTO



Minnesota Lintevial ional
Health VolunteersiKenya

The MV Child Survival project is located in Dagoretti, the
wostern district of Nairobi, Kenya, The project concentrates on
three locations of Dagoretdd which surround the Chandaria/
MITIV Health Center. The people of Dagoretti are setdled in
relutively stable villages thue have informal boundaties known
by the villige chiefs and chairmen, A recent decision of the
Government of Kenya to open certtin areas in Dagoretti for
squatters to eseablish residence is resulting in very rapid growth
of the population to be served by the project health cencer,
Although the populacion is predominanely one ethnic
group, Kikuyu, the arca is extremely heterogencous econonsi-
cilly, It is a mix of a few relatively affluent landewners; a large
body of laboters, artisans, and service workers who supplement
cash employment with subsistence fasming activities; and a
growing population of landless, mostly unemployed squateers
who frequently lack any substantial resources or family ties,
Although immunization coverage is very high (96 percent),
childhood diarrhea and respiratory infections are problems. The
project baseline survey showed that 17 percent of the children
under two had experienced diarrhea in the last ewo weeks; 40
percent of the under ewos had a cough and difficule breathing
in the last two weeks. Home management of diarrhea is poorly
understood by mothers living in the erea. The bascline survey
showed that when ereating childhood diarrhea, nearly one-

Housing in Dagoretts, Kenya
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fourth of the mothers reduce or stop brenstleeding entirely; 22
pereent of mothers give less milk or other Huids, 71 percent res
duce or stop feeding and only 17 percent use ORS packets,

The MIFIV project supports g primaty health cate program
consisting ol stalt, community health workers, o network of
community health committees, and an operations center in the
Chandarit/ MIEIV Health Center, MIHTV selected the project
site in consultation with Dagoretti government officiuls, village
leadlers, the Nairobi City Commissions” Departments of Public
Health and City Planning, the Deparement of Pediatrics of the
University of Nairobi Faculty of Medicine, aid other non-gov-
ernmental organizations, Community members cite poor access
to watet, limited accessibility, and low quality of primary
healch care, unemployment, and poor sunitation as major prob-
lems. They also express a desite for better natrition and healeh
education.

Hauman Resonrees

The community health volunteer is the foundation of the
MIHYV Child Survival project. Community healeh workers re-
view children'’s health cards and refer defaulters to the health
clinic. They educate mothers abour proper feeding practices for
the child who has diarrhea and how to prepare and administer
ORS. Through home visits, community healeh workers refer in-
fants to the health center for growth monitoring and conduct
follow-up home visits. They educate the community about pre-
venting AIDS and STDs. In addition, community health work-
ers promote environmental action. The project assists its
workers to serve as model households by assuring that every
health worker has a safe, clean, well-ventilated latrine; a well-
kept garbage pit or common garbage collectton point; a safe,
fuel-efficient means of cooking; adequate houschold ventilation,
and safe water supply or a means of purifying water.

In the first two years MIHV trained 120 healch workers and
expects to train 300 by the end of year three. They are experi-
encing a 20 petcent dropout of health workers. The project
minimizes dropout by stressing group interaction. MIHV has
come to accept that not all health volunteers are able to devote
the same amount of time each week, and that the time each vol-
unteer has to give cant vary from week to week,

To assist the supervision and reporting of the volunteer's
work, a new category of volunteer, called community health
worker representative, has been created. (The word supervisor
has negative connotations in the project area and therefore the
project management wishes to avoid the use of the term.) Each
worker representative is responsible for 10 volunteer workers.

Before the project began, MIHV held over 60 meetings with
women's groups, church groups, and chiefs’ barazas (town



This woman is prowd of the health center which commnnity commitioes
plenned and the MIHY project supports,

mecetings) to disciiss the objectives of MIHV and the rationale
for community health care, They sought the community's input
on healeh problems and related community development con-
cerns. Now, three established area healeh committees and a
joint health committee work alongside the Child Survival pro-
gram, For example, the joint health committee identified spe-
cific environmental concerns and recommended action to deal
with potluted water in the streets and improperly constructed
pit latrines. A subcommiteee was established, and a ventilaced
pit latrine was built in the market arca as a demonstration
project, Other volunteer efforts were coordinated for burying
garbage, draining ditches, and burying water-containing vessels
for malaria mosquito control. These committees also partici-
pated in the planning of the new health center.

Health Information System

Representatives meet monthly with their assigned health work-
ers and collect information regarding number of home visits,
ORS training sessions, and follow-up visits made by the health
worker; number of veported cases of diarrhea, measles, tetanus,
and accidents; number of referrals made to the healch center;
and number uf vital events (births, deaths). The project officer
at the Healch Center chen reviews and summarizes these data.

The Work Abead
Collection of data from community volunteers has been diffi-
cult. The initial forms adopted by the project for volunteer re-
porting were designed fnr recording by staff at a supervisory
level. New forms are being developed to facilitate the collection
of data by volunteers. These forms will include referrals made
and referrals actually seen at the Health Center, as well as sus-
tainability indicators, and indicators for the child survival inter-
ventions.

The issue of incentives continues to spark intense discussion,
At present, it is expected that assistance provided to volunteers
to enable them to serve as model households will provide a sub-

stuntial incentive for volunteers to remain with die project,
Such assistance includes a regular allotment of detergent and
Dleach; assistutice in organizing groups to construct pit latrines,
rubbish pits, and water storage tanks; and perhiaps the provision
of building materials for voluneeers, if donors can be found,
Volunteers also receive the proceeds of w kiosk on the grounds
near the Health Center, which sells soda and food to people
working in or actending the Healeh Center,

Sustainability

MINV plans to maintain the community expertise and infra-
struceure which have developed during three years of the
projece. They have identified seven primary strategies they will
follow to further sustainabilicy:

(1) Integrate the primary health care program into the health
center by sharing staff, office space, supplies, and transporta-
tion to reduce financial burdens;

(2) Continue development of a cooperative relationship with
the Ministry of Health;

(3) Develop income-generating projects;

(4) Develop relacionships with other health centers, organi-
zations, and governmental agencies;

(5) Develop an organizational structure to continue the own-

ership and management of the Health Center;

(6) Team Kenyan counterparts with American volunteers to
continue to transfer skills and knowledge;

(7) Continue to emphasize community involvement and
volunteerism.

The PVO believes that the Child Survival program cannot
be sustained without the involvement of paid staff.

Children play around the gate of the fence surrounding the Chandaria -
MIHYV health center.
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DORY STORMS

Cuses from Cities in Sonth Asia

WYV Child Survival Project in Dbaka, Bangladesh
Rotary PolioPlus in 10 Cities of India
SCF Child Survival Project in Jakarta, Indonesia




World VisionlBangladesh

Urban Dhaka is a rapidly growing city and is now believed to
contain more than 6 million people, many of them recent im-
migrants from rural arcas, Living in shacks and small, crowded,
often mud-floor dwellings, chey inhabit land buile over sile de-
posies und garbage heaps, often near factories where some hope
to find work,

The city is divided into wards, cach rontaining 50,000-
100,000 peopls: who depend on ehe Dhaka Municipal Corpora-
tion for municimal services, including primary health care, In
1988, under the supervision of the Dhaka City Corporation,
Worla Vision took on the challenge of working in Kamalapur
ward, with an estimated population of 77,000, This was a
timely starc as the people of Kamalapur suffered a disastrous
flood seon after the project began, This forced World Vision
into 4 relief mode at the beginning of the project, but they were
eventually able to begin child survival activities, motivating
families to adopt and sustain positive health behaviors,

A key step was the geographic subdivision of the ward popu-
lation to the neighborhood service level. The ward is subdivided
into two zones, and the zones into 12 compastments, One com-
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A community health volunteer demonstrates preparation of ORS for
mothers,
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munity health worker and 8-12 community volunteers are re-
sponsible for services to a compartment of 900-1200 familics,

Comparements are further subdivided into 8+12 neighborhood
clusters cach to uccomplish door-to-door coverage. There, local
leadership can participate in craining neighborhood familics in
healch-refated behaviors,

Human Resources

‘The project depends on chree types of community resources:
neighborhood health committees, community volunteers called
resident homie visitors, and mothers’ groups. When the project
began, however, there was no local infrastructure to help projece
staff identify neighborhood leaders and establish local commic-
tees, and scanc information available—no maps, houschold
identification system, no demographic or sociocconomic data.
Community health workers reported that in the early stages of
the project it was difficult to interest anyone to join the neigh-
borhood health committee. Commiteees were formed primarily
on the basis of who showed up and who was willing to help.

At first, local leaders, slightly better off economically than
others in the ward, were reluctant to be involved in this new
initiative. It took most of the year after the flood to sensitize
them. Eventually, the old attitude of “"someone else should do
something about the poor people encroaching on the land”
changed, and now, people from different socioeconomic groups
take part in the project.

Community volunteers are literace local residents. Many are
young students who are eager for more training in almost any
area of their lives. During home visits, the volunteer educates
families on oral rehydration therapy, optimum breastfeeding
and weaning practices, and family planning. The volunteers also
give personal invitations to parents of eligible children under
two years to attend immunization clinic and vitamin A capsule
distribution sites. The volunteer is trained and supervised by a
project-trained community health worker. A supervision check-
list is used by each supervisor to ensure the quality of work
done by the volunteer during home visits.

The mothers’ groups are comprised of mothers who are
mostly illiterate, but eager to learn and train other mothers in
health behaviors. The mothers’ groups appear capable of report-
ing health statistics for their neighborhoods and could form the
nucleus of a rally post.

Health Information System

The project healch information system is based on population
registration. Because a number of highly transient people reside
in this urban slum, the healch information system classifies the
project beneficiaries as “registered” (residing in the area for six
months or more) or “unregistered” (cransient). The unregistered
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population poses problems as it is difficult to reach wich health
mossages.

The volunteers carry rosters of children under age six and
women 15-45, and keep a diary to report vital events and mi-
gration. The volunteer reports monthly to the neighborhood
health coordinator using a one-page reporting format, The
health information system takes approximately 10-15 percent
of the project worker's time,

In the first two years, the project conducted six sample sur-
veys. Heeding the suggestion of the midterm evaluation, the
project reduced the frequency of surveys. Also following a mid-
term evaluation recommendation, the project eliminated several
forms, including birth and death registers,

The Work Abead
World Vision's challenge in the next program phase will be to
respond to the ideas of neighborhood health committees in
ways that are both helpful and, at the same time, encourage
sclf-reliance. Some neighborhood committees are making effec-
tive links with local government resources. For example, one
health committee approached the Dhaka City Corporation'’s ac-
countability section to ask for assistance in mosquito control;
another worked on the removal of garbage that was collected by
the community; another identified a government food-for-work
program that could benefit the community.

The communities are also introducing new social roles—for
example, there is significant female leadership in neighborhood
committees. Although, the whole concept of a neighborhood

health committee is new to urban Bangladesh, government
leaders and local residenes express interest and excieement aboue
the concept. One satisfied commiceee member said, “There has
never been such an assembly, and we are very interested to see
that even in the slum of Kamalapur we can organize to help
ourselves.”

Another challenge for the project is to make progress in im-
proving the nueritional status of infants and children,
Bottlefeeding, mixed feeding, and carly weaning of infants are
problems found in the Kamalapur wards, Home visits reveal
cases of severe malnuerition,

Sustainability

Over the past three years, the community has increasingly pas-
ticipated in the implementation of the project. If, however,
project activities are to continue once Child Survival funding
ceases, the community will need to increase ies participation in
program planning and its coneribution of local resources.

Part of World Vision's sustainability plan includes increas-
ing community demand for health services and willingness of
families to seek services from elsewhere. Services will hopefully
be maintained by counterpart insticutions. World Vision has
tried to keep the costs low; they calculate thac the cost per po-
tential beneficiary is $4.25 (US dollars). The Ministry of Health
and Family Planning already provides all vaccines, vitamin A
capsules, and other logistical support, while the Dhaka City
Corporation works with the Ministry of Health and Family
Planning to provide training and supervision to community
health workers, volunteers, and neighborhood health commit-
tees. The potential for sustainability would improve if Dhaka
City Corporation were to establish a fixed health facility in

SHARING SESSIDN
MID TERM EVALUATION

) "SURVIVAL PROJECT . KAMALAPUR
WORLD" VISION OF’ BANGLADESH
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One of the evaluation team members, the director of Primary Health
Care at the Ministry of Health & Family Planning, speaks at the
sharing session,
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A trained community volunteer conducts a health education session for mothers.

Kamalapur ward, and if there were an urban immunization “It came about when local leaders began to see that ev-
policy, neither of which exist now. . )
This urban project identified four difficulties that hamper eryone, including themselves, could benefit from better

sustainability: (1) uncertain institutionalization by the City

Corporation o the Ministry of Healths (2 lack of goverament bealth and sanitation practices and that no one should

infrastructure; (3) political instability and (4) the slow pace of be left out. .. then they began to get involved,”
change in the social services sector. World Vision will investi-
gate local institutional development in the schools as a long- —Staff member, WV/IBangladesh

term strategy for health and other development interventions.




Rotary PolioPlus/ndia

"This Child Survival project is unigue in chat its effores are con-
centrated on asingle intervention. T'he PolioPlus Program in
India is pare of the global effort by Rotary International in sup-
port of the Expanded Program on Immunization of developing
nations, The India program started in 1987 with a Child Sur-
vival grane from USAID of approximately $4.9 million. The
purpose of this project is to strengthen India’s Universal Immu-
nization Program in urban areas.

When the grane stareed, the objectives of India’s Universal
Immunization Program were to reduce morbidity and mortality
due 1o six vaccine-preventable diseases by fully immunizing at
lease 85 percent of che children before their firse birthday wich
three doses cach of DPT and OPV, and one dose each of BCG
and measles vaccine, and to provide two doses of tetanus toxoid
to 100 percent of pregnant women. The Rotary PolioPlus
project in India specifically pledged itself to the eradication of
polio in India by the year 2000, though it promotes all vaccine
antigens.

Considerable progress has occurred. Polio immunization
coverage hus increased from 41 percent in 1985 to 85 percent in
1991, with a concurrent decrease in the incidence of che disease
{9,000 cases reported in 1990 versus 40,000 cases in 1989).
This has been accomplished through the planning, with the
government, of widely publicized national immunization days,
the development of training and program materials that sup-
port volunteers in the educaction of the population, and che put-
chase for distribution of 20 million doses of polio vaccine.

The project supports two major aspects of the government’s
immunization program: (1) provision of enough vaccine to im-
munize approximately 72 million children; and (2) generation
of widespread domestic private sector support for the Universal
Immunization Program by motivating 50,000 PolioPlus Task
Force volunteers consisting of Rotarians and other social-
minded non-Rotarian citizens of the country. The motto RE-
ACT (Rotarians REACT to the Immunization Challenge) spells
out the work of the volunceers:

R aise awareness levels about the need for immunization
E numeration, help with registration and follow-up

A ssist at immunization sessions

C old chain support

T rack progress in immunization coverage and disease
reduction
The volunteers work in close cooperation with the government
at all levels.
National Immunization days are produced by the Govern-
ment of India with support from Rotary, the Indian Medical

Association and other
service groups, The
events take place at
standard government
health pones. All vac-
cine ancigens are
given, “Pulse” immu-
nization days supple-
ment routine vaccine
services by providing
extra protection dur-
ing non-cpidemic
months, when sero-
conversion to vaccine
is higher, und before
the rainy season when
disease transmission
presents a greater risk,
Prior to immunization
days, Rotarians orga-
nize awareness marches in cities to prime the public throughout
India for the events.

In addition, PolioPlus has completed three videos and dis-
tributed them to clubs throughout the country. The latest uses
celebrities, graphics, and local footage to demonstrate what it
means to be a “Model Club” for PolioPlus, and to get involved
in local and ongoing immunization activities. Good collabora-
tion with local health officials, a detailed action plan, and a
monitoring committee thac meets monthly are among the main
points of instruction. Project contributions from the corporate
sector have ranged from printing immunization campaign an-
nouncements to the replication of 1,000 copies of a PolioPlus
video free of charge.

s

Dr. Dinesh Mohil is an epidemiologist
who has committed bis efforts to the
Rotary PolioPlus urban program to
Sully immunize childyen before their
first birthday.

T

Human Resources

India’s Rotary clubs have trained community-based volunteers
who focus on increasing the people’s participation in being im-
munized. The clubs have recruited and mobilized volunteers
from its 1,642 clubs and 58,000 members and a corps of nearly
50,000 volunteers who work in urban high-risk areas. The vol-
unteers pledge to donate 1,000 hours of their time to the
PolioPlus Program. They focus their efforts on poor, crowded
urban and peri-urban communities, identified by health offi-
cials because of low immunization coverage.

Volunteers are trained at community workshops organized
all over the country. Workshops for government EPI and Ro-
tary participants are produced by PolioPlus during the spring.
The community workshops are held in states where immuniza-
tion programs require the greatest support.
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Volunteers help raise awareness about India’s Universal Immunization
Program,

The Rotary PolioPlus Committee is organized ac the na-
tional level and replicated through the club structure of India;
training workshops are held at each level, and for the commu-
nity at large. Indian clubs are encouraged to “adopt”
underserved districes. A Rotary Club in Delhi, for example,
exemplified local accivity when it got together with the EPI di-
rector and PolioPlus staff to conduct the following: 1) enumera-
tion of an area in Delhi with very low coverage; 2) a “Walk for
Immunization” with posters, banners, and loudspeaker an-
nouncements; 3) three immunization mobilization camps, one
day each in January, February, and March.

The Work Ahead
The project is involved in refining strategies to use its human
resource potential more efficiently and effectively. Teachers and
students serve as educators/communicators for special activities.
Volunteers' training includes surveillance, and the Rotary Club
network is strengthened by published communications.

The next stage of the project will move the project ahead to
coverage and surveillance strategies, through routine and spe-
cialized activities. Future strategies include linking Rotary

PORY STORN

clubs with specific PHC/Healch centers, implementation of
new projects ac local levels, as well as continued exploration of
COPPOFLe SCCtor Support.

Sustainability

This project has been notable in making use of large numbers of
volunteers. Progress toward the achievement of its goal is at-
tributed, in pare, o interpersonal contace between Rotarians
and other members of the community, and Rotary's collabora-
tion with the governmene. Mass media campaigns alone are not
enough to generace or sustain increased demand for, and accep-
tance of, immunization.

An issue is the maintenance of the high level of volunteer
enthusiasm on such a widespread basis. The intensity of mobili-
zation days can be followed by a leedown in interest. It is neces-
sary to identify means of keeping volunteers involved on an
ongoing basis. Continued cffort to mobilize all levels of people
and crganizations necessary will be needed to sustain this pro-
gram until the eradication of polio.

A child is being vaccinated by a public health nurse at a static center.




Save the Childyven Federationlndonesia

"T'he poor areas of Jakarta are crowded, unsanitary, and lack ba-
sic infrastructure. In 1986, Save the Children started an ince-
grated urban development program in Kelurahan Duri Utara,
Jakarta, with child survival as the enery point, After the
completion of che firse three years, SCF obtained additional
funds to expand the program in two additional sections of the
city and increase the beneficiary population fourfold.

‘The major causes of death in the area are related to
immunizble discase (especially neonacal tecanus and measles),
diarrhea, malnutricion (often with complications from tubercu-
losis), low birth weights, too frequent births, maternal under-
nourishment, and dengue fever. The overall goal of the Jakarta
project is to increase infant, child, and maternal survival,

SCF facilitates the training of community health volunteers,
called kaders, so that they can organize community health edu-
cation, assist with volunteer health posts called posyandus, and
make home visits when appropriate. The Ministry of Health's
Posyandu Action Program is an integrated community health
outreach service, held monthly, for children under five years of
age and pregnant women,

Human Resonrces

A system of regular home visits by kaders takes place every
three months to all households that have children under five,
pregnant women, and couples eligible for family planning.
Kaders conduct health education, distribute ORS packets and
dengue fever larvacide, and collect health data during the home
visits.

The child survival activities revolve around the kader and
her motivation to conduct home visits, report activities, attend
the posyandu and coordination meetings, and prioritize visits to
the homes of the most “at risk” women and children. Necessary
qualities in a kader are a sincere concern about the community,
eagerness to learn, literacy, and most important, internal moti-
vation to do a good job. The fact that kaders are not financially
compensated for their services makes it difficult for the poorest
women to volunteer.

Focus group discussions confirm that the inactive kaders
perceive monetary incentives to be a prerequisite, while those
who are active and highly motivated value the monetary incen-
tives as merely a surprise, not a driving force. Non-financial in-
centives thar the active kaders appreciate include moral support
and recognition.

Supervision is sometimes too narrowly defined by govern-
ment systems. SCF considers supervision an opportunity to
identify and solve problems, and tie performance monitoring to
skills development. SCF has persistently nurtured the kaders,
and chis has helped in retaining volunteers. Compared to the

national rate of kader attricion (more than half), the project-as-
sociated Kaders show more job tenure. SCE found thae only 38
percent of the kaders they erain in home visits and health data
collection leave after two years of service,

Health Lnformation System

Kaders collece healeh data from the houscholds during their
regular home visits, An evaluation found chat 72 percent of
residents had recently been visited by a kader. One can assume
that the manual system is working well to enroll residents.
Kaders are paid to do the family enrollment, bue they are not
similarly compensated for updating health records. Data col-
lected during home visits are entered into the computerized
health information system, but the bases of the system are
manual records and rosters kept by the kaders.

The Work Abead

SCF is debating whether their present health information sys-
tem is too cumbersome to apply in this urban area. SCF has
found chat as the project expands beyond its original geo-
graphic area to include a much larger population, it is increas-
ingly difficulc to maintain adequate supervision for carrying out
project interventions and overseeing the health information sys-
tem. Recent in-migrants, who would benefit most from receipt
of health messages, fall outside the enrollment system. SCF is
attempting to modify the approach they developed during the
initial, much smaller Child Survival project.

SCF will also expand the cultural diversity of kaders. Evalua-
tion showed that Chinese residents are not as likely as other
Indonesian residents to use the posyandu. The reason for chis
may lie in barriers related to ethnicity. SCF will attempt to
address this by recruiting more Chinese kaders.

Sustainability

In reviewing which activities are most key to the project’s suc-
cess, SCF/Indonesia staff identify kader training and supervision
as those which have the greatest chance of continuation. Thus,
it is concentrating its efforts on institutionalizing a health coor-
dinator position within the Ministry of Health structure. This
position is a function previously performed by SCF staff, and
provides the community with someone who can continue with
training of trainers, and coordinate kader in-service and con-
tinuing education after Child Survival funding ends.

17






Cases from Cities in Centval America

LLI Child Survival Project in Guatemala City, Guatemala
PCI Child Survival Project in Santiago Atitlan, G uatemala
LLI Child Survival Project in San Pedro Sula, Honduras
HOPE Child Survival Project in Tegucigalpa, Honduras




Lal wehe League Diternationall G uatemala

The Laleche League Child Survival project operates in 17 low-
income peri-urban communities of Guatemala City. Like its
counterpare in Honduras, LuLeche/Guatemalu directs its cfforts
toward the promotion and support of optimal breastfeeding
practices, specifically exclusive breastfeeding for the firse six
months, The impetus of the project is preventive in character—
to support the lactating mother so that her infant will continue
to gee only breast milk for the first six months, and thus will
not be as likely to get ill with diarthea or respiratory infections
and need medical intervention.

LaLeche League information, education, and communication
campaigns educate and motivate mothers, health care providers,
community leaders, and national policy-makers by presenting
the benefits of breastfeeding and discouraging the carly incro-
duction of unnecessary supplements. Although a breastfeeding
booklet, poster, slide presentation, or radio series stimulates in-
terest in breastfeeding, experience has shown the need for con-
tinuous promotion of breastfeeding. This requires direct
person-to-person contact and suppore of mothers in order to
sustain and greatly increase the duration of breastfeeding.
LaLeche has documented that breastfeeding prumotion support
groups, on the average, increase the duration of exclusive
breastfeeding to 143 days.

The project works at the community level to support and su-
pervise breastfeeding-mother support groups, trains community
volunteers called breastfeeding advocates, conducts adoiescent
development and physiology sessions for adolescent females,
supports the formation of community health teams, and trains
staff of non-governmental and private voluntary organizations
in breastfeeding management and support. After nearly three
years, the project had reachied more than 31,000 mothers
through suppoir groups, informal contacts with advocates, and
training health promnters and communicy members.

Municipal health services can, unfortunately, be a constraint
to increasing the prevalence of breastfeeding. To remedy the
situation LaLeche has found it necessary to provide
breastfeeding promotion and support training to staff from the
Ministry of Health clinics, public hospitals, and private hospi-
tals, and include midwives in the training program. This makes
for consistency of breastfeeding messages and facilitates appro-
priace heln for 2 mother who experiences problems with
breastfeeding her child. For example, during the cholera epi-
demic, League project staff collaborated with government
health teams in the organization of rehydration centers for chol-
era patients and gave training sessions to nurses at the local hos-
pital on cholera and breastfeeding. LaLeche League/Guatemala
also holds regular breastfeeding training sessions for medical
students, teachers, community midwives, physicians, and
nurses.
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One unusaal feature is the special attention the League gives
to adoleaent mothers and mothers of prematare babies enrolled
inn two local general hospitals. Mothers are trained in the "kan-
garoo method.” This innovation (which originated in a hospital
in Bogota, Columbia) consists of the mother careying. skin-to-
skin, an infant between or against her breasts rather than che in-
fant being placed in an incubacor,

Laleche League/Guatemala has seen groweh in the numbers
of people it involves, and in the breadth of its approach, It is
better linked to other Child Survival inteeventions and has been
quite innovative, For example, project staff determined that
working mothers in peri-urban communities have a problem
storing expressed milk in the heat of their homes without re-
frigeration. A project staff member invented a breast milk
cooler made from materials available in the communities at
little or no cost. A guide demonstrating the assembly and use of
the lactogelador was written and distributed in the community.

Human Resources

In three years, project staff trained a total of 136 female volun-
teers from margmal urban communities as breastfeeding advo-
cates, 99 of whom are still actively involved—a retention rate of
73 perrent. It took some time to introduce the concept of
breastfeeding advocacy and gain the trust of the women in the
community. Of the total number, more than 50 percent of the
advocates were trained in the third year of the project. Laleche
has found that volunteer incentives and recognition arc impor-
tant motivators and so are continued educational opportunities.
The project offers inservice education to advocates through
regularly scheduled workshops and meetings.

Although the emphasis is on breastfeeding support and
management, the LaLeche project has made a special effort to
promote other important child survival intetventions. For ex-
ample, the advocates are oriented to all of the child survival re-
sources in their communities. Advocates refer mothers and
infants to health centers for prenatal care, family planning, vac-
cinations, and treatment of chronic diarrhea.

LaLeche's strategy is to train womnen volunteers as
breastfeeding advocates, and the advocates, in turn, start mother
support groups. Sharing experiences contributes to learning by
each group participant, Laleche/Guatemala voluntebss iniciated
40 breastfeeding-mother support groups of which 25 were still
active by the third year of che project. Groups meet at least once
a month; 277 meetings were held over a period of two years and
three months, with the number of meetings per month increas-
ing each year.

A.LD.’s Child Survival funds have also helped this PVO cre-
ate a stronger institucional base. Lal.eche International increased
staff interactions with other agencies, includirg technical assis-




tance. The League collabotates with CONAPLAN atd the
Instituto de Nutticion de Centto America y Panama. An ALD.
contract to promote child spacing has developed alongside the
Child Survival project. With assistance from CONAPLAN, the
League tested training materials on a simplified lactational
amenorrhea method of chitd spacing and trained advocates in
the methd.

Health Luformation System

"The advocite records information about the mother support
group meetings ot a speciil sheet and recorde informal contacts
and referrals on a recently developed Child Survival Interven-
tion Calendar. The project staff then con pile the numerous ad-
vocite repore forms. The project manager receives monthly
activity reports from advocates, monthly reports on individual
support group mieetings, and quarterly teports on uctive/inac-
tive advocates and groups. Data from reports are shared with
advocates at erimester workshops, and the results of project data
collection are shared with community healeh workers at bi-
monthly technical health team mectings,

The project carried out a Child Survival Knowledge and
Practice baseline survey to get a better understanding of
community-wide beliefs and practices of mothers of
young children. A repeac survey is scheduled for the
summer of 1992, Pictorial summaries of the results
of the latest K&P survey will be shared with a pi-
lot community.

The Work Abead
This PVO has attempted to obtain quality daca
within the limits of the breastfeeding advocates
who collect basic project data. The system still is
being refined. At present the number of forms is
considerable: individual mother and group sheets, co-
ordination reports, technical assistance reports, con-
tinuing education reports. According to the
recommendation of DataPro consultants and commu-
nity requests, an evaluation form will be developed for
use before and after mother support meetings.
Initiajly LaLeche League did not take seriously the
need to assess realistical'y the volunteers’ understand-
ing of the task ahead. Many volunteers dropped out
as they encountered the realities of their work, Now
LaLeche League has developed new interview proce-
dures to help the potential advocates understand
more about the expected responsibilities and com-
mitments.

Sustatmability
Project stafi have fearnied that Laleche must have a cleat strat:
cpy for keeping in regulur contact with trained advocates, They
triust cstimate volunteets' abilities realistically, and continue to
miotivate volunteers by reinforcing an understanding and coms-
mitment to their work, Without the wotk of volunteer advo-
cates, the breasticeding supportt activities will coase to exist,
Communitics must be motivated as well, The Leaguce is
sceking to increase the involvement of community
organizations in Guatemala in the identificas
tion and support of udvocates so that com-
munity organizations will assume more
“ownership” of the program and facilitace
the continuation of the breastfeeding-
mother support groups.
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Profect Goncern Latevuational|Guateniala

PCHGuatenala catries out a Child Suevival project in the mu-
nicipality of Santingo Atitlan, which has « population of 28,94
members of the ‘Tautuhil linguistic group. Although the loca-
tion is a rapidly expanding market town, almost all heads of
houscholds in Santiago sustain their familics through small
scale farming, migrant labor on the coastal plantation, o as la-
borets on the surrounding farms.

‘The PCI project supports the Ministey of Tlealth program
citlled "channeling,” a fumily registration system which secks to
bring selected health services to cach liome as well as to im-
prove use of health facilities. Matertial and chikd health volun-
teers provide community outreach services. Bach volunteer
forms « mother’s committee or fathet's committee within her
assigned service area, Through monthly hotne visits and group
cducacional mectings, the volunteers promote changes in family
health behavior and increased use of availuble healeh services.

The program functions on a fee-for-service basis. To increase

Antigen-Specific Coverage of Infants in Service Area
by Year, 1986-89
PCHGuatemala Child Survival Project
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participation, PCLarranges that fumnilies ensolled in the pro-
price hreak ™ at the Clinica Santiaguito 1 lospi-

pram receive a
tal,

Human Resorrces Management

‘The project works with apptoxitmately 129 volunteees, the nia-
jotity of whom are illiterate. Inaddition, this community
project has trained 1Y tradditional birth attendants to promote
tetanus toxoid vaccine for eligible women.

Botl rural and urban child suevival projects stress the im-
pottance of having government healtly workets support the vol-
unteers and provide referral services for the more serious health
problems. The suppott is essential to raise volunteer morale and
assute quality of job performance, and encourage job tenure.
But in one service area, the government health post personnel
do not wish to work with the trained volunteers. In a second
ared, the Ministry of Health has great difficuley maintaining
governmental health seaff.

Health Lnformation System

The volunteers use a system of croguis, or map sketches, to tack
home coverage, During the monthly home visit, the volunceer
records, on a very simple pictorial form, the significant events
that have occurred since the last visit, This includes recording
births and deaths of children under five years, cases of diarrhea,
cases of malnutrition, completed immunizations, and packets of
oral salts distributed to the home,

At the clinic, the PCI project director aggregates the data
from each volunteer to create overall statistics on illness and
coverage for the entire service area. Volunteers and traditional
birth attendants receive feedback during monthly meetings.

Sustainability

Continued guerilla activity makes it difficult to keep to the
planned schedule of activities. For example, PCl/Guatemala
postponed a training course, as well as a planned survey, for
three months due to periods of political difficulties. The unrest
also affects the participation of volunteers. An average of 81 per-
cent of volunteers report weekly. The figure fluctuates with the
level of violence in the community. In such circumstances, the

project may be unable to develop & sustainable progearm.




Lal eche League Inteviationalll londuras

Nutnerous studies show that non-breastfed babies under six
tmonths of age are ut a higher risk of dying chan breastfed babices
of the same age. In Honduras, Laleche League is attempting o
adupt the model of mother«to-mother support of breastfeeding
to fit the needs of urban poor women. “I'his innovative project is
promoting optimal breastfeeding practices in San Pedro Sula,
and in the departients of Cortes, Santa Barbara, und Copan, for
#3,335 pregnant women and mothers of children under two
years of age, with special emphasis on adolescene mothers,

LaLeche Leagiie considers uny buby born and raised in s low-
income environment whao is bottlefed (or mixed bottle and
hreastled) to be "ae risk." The 1990 bascline survey in San
Pedro Sula showed that the prevalence of exclusive breastfeed-
ing was quite low. Mote than theee-quarters of mothers of chil-
dren under age two introduce watet, along with milk, in the
first two months following birth,

"The project is preventive in character. Breastfeeding is an in-
tervention that has an impact on many different aspects of
health, such as control of diartheal discases and acuee respiratory
infections and prevention of vitamin A deficiency, Laleche
League tries to reach che pregnant and lactating mother before
any medical intervention is necessary for the child. But, when
curative services are necessary, proper breastfeeding practices
continue to be of paramount importance. (A good example of
this is the advice to mothers to continue breastfeeding when che
child is ill with diarrhea,)

LaLeche's chief message is “exclusive breastfeeding for the
first six months of life.” LaLeche League uses a variety of chan-
nels to communicate their breastfeeding message—person to
person, the media, and group sessions. Mothers learn about the
value of exclusive breastfeeding and techniques to maintain suc-
cesstul breastfeeding through mother support groups, informal
contacts with voluntecrs, and through the help given to moth-
ers who call or visit the LaLeche League office for breastfeeding
counscling. The project staff also produce a weekly newspaper
and a weekly television program about breastfeeding, and give
talks to local groups.

Human Resonrces

The project recruits women for training as breastfeeding advo-
cates, called conseferas, through formal contact with non-govern-
mental organizations working in health activities and through
health institutions operated by the Ministry of Health and the
Social Security Institute. Volunteers promote child survival
through breastfeeding-mother support groups and informal
community contacts. The project gives them a small monetary
incentive. This incentive is usually a stipend for expenses in-
curred at refresher training and coordinator meetings held by
the project, or for expenses involved in the advocate’s conduct-

ing groups outside her assigned community,

LaLeche League is experimenting with placing breastleedingy
acdvocates in ewo health centers and one govertiment hospital,
‘T'he advocite working in the hospital hielps the mothers of pre-
matare newhorns und other newborns who are hospitalized, She
began in September 1991 and in one month spoke to 780
mothers, Her work in the milk bank las helped the hospital
nurses to aceept the ideas of exclusive breastfeeding and lacta-
tion management,

The advocate gives practical help to the hospital seaff, For
example, she recruits the mothers of babies with problems to be
the subject of w “case stucdy” for the doctors und nurses, During
the cuse presentation, the group discusses feeding procedures
and ways the mother could be involved in caring for her hospi-
talized baby. In November 1991, the mother of a baby with
septicemia participated in the case study, The mother's breast
milk was being discarded, and the baby had not been recuperat-
ing. After discussing the case, the nurses agreed to try the baby
on mother's milk alone. The baby improved so much in three
days that the hospital staff allowed the mother and baby to re-
turn home, With such encouraging resules, the Ministry of
dealeh is considering forming similar programs in other arcas
of Honduras.

LaLeche League also teaches health workers from other non-
governmental organizations how to integrate promotion of ex-
clusive breastfeeding with other child suevival interventions,
such as immunizations, nutrition education, and maternal
health. This addition has proved to be an important modifica-
tion of the LaLeche League model, Both advocates and the
mother support groups played an important role in educating
mothers about preventing dehydration due to diarrhea when
cholera cases were confirmed in Honduras at the end of October
1991,

Project management estimates that each trained health pro-
fessional reaches five women, and each trained community
member reaches one additional woman. By expanding vheir
breustfeeding promotion beyond the formation of mother sup-
port groups, this project has achieved greater impact in the
peri-urban areas of Honduras. Important affiliations include
members of the community health care center, other commu-
nity-based groups, non-governmental organizations, selected
midwives, and existing health providers.

Another innovative strategy developed by this urban project
is the use of referral coupons to encourage a mother’s attendance
at health clinics for family planning, as well as for other child
survival support activities,
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The Work Abead with Mother Suppiort Groups

It is u challenige to organize breastfecding-=mother support
groups among urban poor, sometimes iflicerate women, Issucs
of mistruse, reluctance to share concerns, and unecuse at speaking
it i group face every new breastfeeding support group, But, che
evaluations of the mother support groups show that members
ire exclusively breastfeeding for longer periods of time, “These
findings suggest that although group mectings are more diffi-
cult to organize, suppott groups are more cffective than indi-
vidual conturts in promoting exclusive breastfeeding. “I'he
group scems to represent the urban version of the exeended fam-
ily that is common in rural arcas,

LaLeche League has experienced several problems in working
with groups. The first problem was the PVO's inexperience in
the formation of mother support groups in a poor urban popu-
lation. They also had difficulty in identifying appropriate and
reliable female community leaders te conduct groups.

Another problem LaLeche League expetiences is that
breustfeeding udvocates are able to get neighbors to attend only
a particular group. Project staff have witnessed evidence of ti-
valry among neighbors who won't go to a certain person's
house. Thus, LaLeche League looks for community sites or loca-
tions that will be acceptable to all mothers,

It is necessary, however, to attract more mothers to the sup-
port group meetings, since the number attending any one
group is small in comparison to the number of pregnant and
lactating women in the community. It is also necessary to keep
promoting the formation of new groups since the urban mother
support groups tend to dissolve when the babies of the original
members grow older.

The Wark Abead with Volunteers

LaLeche League has found it difficult to keep urban volunteers
working over a long period of time. Breastfeeding advocates
leave the project mainly because they find raid employment.
Breastfeeding advocates, in general, express satisfaction in their
work, but are discouraged when only a small number of moth-
ers attend the breastfeeding support group meetings. Another
problem for advocates is the difficulty of counseling mothers
about good breastfeeding practices when the volunteer's infor-
mation is not “shared” by the health professional attending che
mother. So, LaLeche League has developed a “pool” of trained
volunteers and from this pool now selects those who are the

24

Lmpact of Number of Volunteers, Support Groups, and
Informal Contects on Group Attendance,
Lal eche Leaguell londuras Child Survival Project

Log Ineement
10,000
- 2502
1000
69y 141 177
100
- 23
10~
= _
# Volunteers  # Support # Informal Attendancy
Groups Contacts

W 151 Trimester % 3rd Trimester

Source: Annual Repors, 1991

most enthusiastic, dedicated, and knowledgeable to be
breastfeeding advocates.

LaLeche Lrague has not found a reporting system that allows
the breastfeeding advocates to collect the basic data needed,
while at the same time maintaining a high quality of data in-
tegrity. The project notes, “Creating a simple reporting system
is extremely difficult.”

Sustainability

Aithough the breastfeeding advocates are volunteers, they still
need to be supported by a structure that can give the volunteer
regular in-service education in breastfeeding counseling, answer
their questions, and provide moral support. LaLeche League at-
tempts to insticutionalize the breastfeeding advocates of mother
support groups through collaboration with local non-govern-
mental organizations, which are part of an umbrella organiza-
tion called FOPRIDEH. Laleche League is currently training
non-governmental organizations working in low-income com-
munities so they can maintain support for advocates after the
project ends.




Project HOPEHondnyas

The largest marginal barrio of "Tegucigalpa is Las Crucitas,
There the HOPE Child Survival project serves 20 neighbo-
howds of the 79 comprising the sector, which is located in the
hills on the western outskirts of the city.

The Ministry of Flealth e ncouraged Project HOPE to select
these particular neighborkoods because they lacked health vols
untcers. A primary problem among the children of the barrio is
the generalized low level of nuerition, related to the level of
poverty.

One of the most well-realized of the urban Child Survival
projects, HOPE has been working in this arca since 1983, Be-
fore the child survival activity officially began in 1988, HOPE
personnel mitde house-to-house visits to introduce and explain
the project’s objectives, survey community needs, and solicit
opinions, Existing community organizations, mothers clubs,
and patronates cooperated with HOPE in developing plans to
deal with local health problems.

The goals of the project are very ambitious. HOPE works to
reduce mortality from diarrheal disease of children under two;

“She told e about Dot to feed hine and gate me a
seferveal 1o the health comer; wheve the physician
told e excactly the samie.... When 1 got bonte,..she began
1o terch me cbout my child's diet, She continned to weih
iy sont almiost every month, and now be is thre
yeavs oldd cnd bis weight is normed."

- mother credits her son's wormal protcth
to growth munitoring and bealth education
Srome a commimity health worker in

Teguciyalpee, Honduras, At seven monthy,

by st Dad the weight of a tico-month-old,

Friends sit at a roadside stand on the outshirts of Tegucigalpa.
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reduce the incidence of neotatal tetanus by increasing tetanus
toxoid imnsunization covetage for wornen of childbearing age;
reduce the incidence of viceine preventable disease in children
ancd infants; and increase mother's knowledge and practice of
exclusive breasteeding, optimal weaning, safe child spacing,
prompt oral rehiydration, timely immunizations, and medical
referral for ucute respiratory infections,

‘The project works with and supports structures wichin the
community which address endemic problems through commus
nity action, Mother's clubs are responsible for the administra-
tion of all aspects of hactarios (feeding centers), constructing or
renting the centers, arrnging for security, and providing sup-
plies. Bach neighborhooud has a functioning health committee
coordinated by trained voluneeers, T'he commiteees have been
able, us hoped, to address local healeh problems, chioosing topics
like dengue fever for discussion, and have formulated activities
to combat problems.

There are six health centers in Las Crucieas, one CESAMO (a
health ceneer with a physician) and five CESARS (healch center
with auxiliary nurses only). The Ministry of Health provides
supplies and healeh workers; HOPE provides training manuals
and trains government health workers and community health
volunteers.

FIOPE/Honduras follows Ministry of Health guidelines, and
HOPE-trained volunteers work in concere with government
auxiliary nurses in the project area. Other non-government or-
ganizations cooperate wich HOPE in the child survival effore,
including the U.S. PVOs: International Eye Foundation, World
Relict, World Neighbors, and Save the Children. The national
family planning association, ASHONPLAFA, trains commu-
nity volunteers in family planning; Junta Nacional de Bienestar
Social and CARE provide foodstuffs to the Las Crucitas barrio.

The project coordinates with the Mayor's office and keeps
community needs visible to city government. Communities can
request and receive basic training from the Mayor's office in
group education, environmental hygiene, and home gardening.
In addition, Project HOPE is assisting FINCA/Honduras in the
establishment of eight community banks. HOPE's involvement
with FINCA has begun to offer financial options to women’s
groups. The banks are located in the same building as the feed-
ing centers, each strengthening che other,

Human Resources
Approximately 175 health volunteers take part in the project.
They receive training and attend scheduled mectings on week-
ends. Similarly, volunteers visit families at night and weekends.
This schedule accommodates the needs of the community and
allows the volunteer to work for money during the day.

HOPE has incorporated a number of incentives to motivate
good job performance: basic skills courses, certificates, commu-
nity recognition, food for work, and donation of hygienic mate-
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This yonngster attends a feeding center in Honduras.

rials and seeds. It is estimated that 30 volunteers leave a year
(17 percent of all trained volunteers)—an indication of success-
ful retention.

Health Information System

Health volunteers record child survival activities in family reg-
istration notebooks. Auxiliary nurses supervise and verify data
collection and present information monthly to the project tech-
nical team, which is responsible for analyses, interprecation, and
feedback. An effort has been made to refine the system by defin-
ing which is the most useful data for decision making, thus
concentrating on the collection and feedback of information
that has direct applications to project needs.

HOPE/Honduras has made good use of survey and evalua-
tion findings. The baseline survey showed HOPE the need to
re-orient the priorities of the project and to work more elosely
with the Ministry of Health. HOPE has corrected inicial paral-
lel efforts by greater collaboration with the Ministry nf Health,
Midway in the project, an evaluation suggested that the project
again adapt its activities by integrating the Las Crucitas
CESAMO and Project HOPE teams, and strengthening che
technical and administrative capabilities of Las Crucitas staff in-



volved in child survival interventions, Subsequent revisions in
project duration and resources were made jointly by the project
courdinator, the director of the CESAMO, key projece staft, and
their Lus Crucitis counterpurts,

T wcldition to periodic surveys, HOPE conducts focus
proups to gain local input and ascertain the level of underseand-
ing of educational messages promoted by project volunteers, [n-
terviews by the project social worker investigate the
icceptability of the project to the community, Recent inter-
views established thae mothers' groups perceive the project to
be eftective in meeting community needs, particularly in the ar-
as of nutrition, diurrheal discase control, and immunization,

Change in Mathers' Health Knowledge and Bebarioy

T'he results of a survey carried out after three years of operation
indicate that mothers now know more about the proper dictary
management of childhood diarrhea,

The use of ORS (Litrosol) increased from 23 to 32 percent,
Project staff consider this still very low, taking into account che
intensive education of the public and the casy access to ORS at
the community level. (Bach volunteer keeps a small store of
packets of Litrosol at her house.)

Survey data also indicate that mothers are initiating
breasefeeding earlier; 74 percent of mothers now report
breustfeeding their child within the firse hour after birth (at
baseline, 51 percent of mothers had indicated thae they had
sturted breastfeeding in the first hour),

‘T'he Work Abead

This project faces the problem of community instability, similar
to that encountered by other urban projects. Survey data indi-
cates, for example, that immunization coverage of children 12-
23 months of age has declined from a high of 93 percent at
baseline to 79. This reduction in coverage is thought to be due
to the increased migration into the area following winter flood-
ing and the increase in unemployment. The project is now us-
ing the project information system to compile listings of
children with incomplete immunization coverage, so the volun-
teers can more easily identify children who lack total coverage.

Sustuinability

The project's focus on colluboracion is the key to sustaining
community demand for child survival seevices, The situation is
less optimistic in terms of sustaining the supply of child sur-
vival services, FHOPE/T Londuras has given careful consideration
to future costs and how they can be met, The original plasn was
that the Ministry of Health would lave the resources to carry
the mijor continuing costs of the program,

‘The Ministry of Healeh had agreed in principle to absorb
project personnel at the end of the Child Survival funds, 1cap-
pears, presently, that the government will not have the neces-
sary funding to do so. Because of the economic recession,
neither the community ieself nor any individual PVO has the fi-
nancial potential to carry the program forward on its own,

HOPE intencs to cover expenses in the future through re-
source sharing and cfficient use of personnel and equipment.
And they will continue to work with women's groups to de-
velop large income generation projects that could enhance the
impact of present child survival activitics,

“WWhen the volunteer visited me and told me to
o 1o the health conter for prevatal care, 1 lied to her
and told ber that 1 bad alveady gone. Bu: the
volnteers continued to visit me cnd talk to ne
aboit the iniportance of continuing to go...
and many other things and so [ decided

one daty to o to the health center.”

A Honduyan mother of seven childven whn oredited ber
last son's sonmcomplicated bivth ohen she was 1) to the

persistence of Project HOPE volunteers.
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Cases from Cittes in the Caribbean

PLAN Child Survival Project in Santo Domingo, Dominican Republic
ADRA Child Survival Project in Port-au-Prince, Haiti
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PLAN Uternational
Dominican Republic

The PLAN/Dominican Republic Child Suevival projece covers
six sections of Herrera diserict in the city of Santo Domingo.
There are 1114340 inhabitants in chis arca of dense population
and frequent migration, The average monthly income for this
populacion is less than US$50. The most common employment
in the area is chivipern or unskilled temporary work, There is a
low level of muternal educacion. Still, 98 percent of all births
are attended by a healeh professional, reflecting the greater use
of hospitals in urban arcas.

Working with a local non-profit insticution, the Dominican
Institute for Integral Development, PLAN provides design, as-
sessment, financing, and supervision support to immunization,
nutrition, water, and sanitation activities, and to the control of
diacrheal discases, acute respiratory infections, and high-risk
pregnancies. The goal of the PLAN project is to protect
children’s health, and increase family und communiey self-suthi-
cieney. Their strategy is to improve basic service delivery (espe-
ctally for children in che poorest and most disadvancaged
regions), and alleviate or eliminate risk factors to infanc and
child healeh.

PLAN offers counseling and nntritional supplementation on an
outpatient basis to malnourished children less than tuo years.
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Human Resonrees

Most urban projects have a "wish list” of desired resources: more
money, matcerials, time, transport, cte, One resource in abun-
dance in urban arcas, however, is human resources—~from com-
munity volunteers, to teachers and students, to mothers and
fathers.

Volunteers are the heart of the PLAN Child Survival urban
project. There are 115 volunteer health promoters who are re-
sponsible for direce contact with families through home visits,
and administrative duties. Volunteer health promoters and
project workers periodically visic the homes of beneficiary fami-
lies and offer services and education.

‘This urban project works with many other community re-
sources in addition to volunteers. For example, PLAN utilizes
the many schoolteachers in the area who carry out family plan-
ning promotion. Another example is the recruitment of moth-
ers whose children were saved, thanks to the timely use of oral
rehydration therapy, to visit homes with the volunteer and
share their experiences with other mothers.

Health Luformation System

PLAN also maintains a computerized health information sys-
tem to monitor project services to the population. The PLAN
health information system has four characteristics: (1) it helps in
managerial decisions; (2) the main forms are the family profile
and the promoter’s monthly report; (3) volunteers collect data
and supervisors do quality control, and (4) it uses a computer
for data processing and analysis.

Change in Knowledge and Practice

The 1991 midterm evaluation reports that the project’s organi-
zational and administrative structure has made the execution of
child survival activities possible in this challenging environ-
ment. Specifically, the evaluators found measurable improve-
ment in the diarrheal disease control and immunization
programs; evaluators documented increased use of oral
rehydration salts and increased DPT 3 coverage. With contin-
ued effort, improved nutritional status of the population is ex-

pected.

The Work Abevd
As with many new community-based projects, the constraints
faced by PLAN are related to human resource management,
health information systems, and sustainability strategies. The
category of difficulties is common to both urban and rural child
survival projects and the “needed actions” to address these diffi-
culties are also similar in both urban and rural locations.

The project works with two volunteer groups, 1) young



women with no children, about to finish high school or other
stutdies, und 2) mothers with children. Each of these volunteer
sroups has different needs and availability of time, and can cas-
ily become overloaded with technical and idministrative tasks,

‘The midterm evaluators found that more investment in vol-
unteers is needed, Selection criteria for the volunteers are very
broad, their jobs need redefinition, and incentives are not at par
with the quantity and quality of work expected. In addition,
the project has still to initiate in-service continuing education
and traming. Monthly sapervision spends too much time on ad-
ministrative goals (such s concentration on how to prepare the
monthly volunteer report) vs. spending more time in stimulat-
ing the volunteer's motivation through skill development. The
consequence is an annual volunteer dropout rate of 50 percent.

Moreattention will be given o increasing che quality and
effectiveness of the voluneeer's work. The project plans to rede-
fine the precise technical and administrative tasks that are ex-
pected of a volunteer health promaoter, and to provide the
volunteer with strengthened supervision. The projece will begin
using supervisory checklists; there are many excellent examples
of checklists that have been developed by Child Survival
projects and have shown good resules,

Incentives will be tried to address waning motivation.
Among the incentives the project feels may be appropriate are
greater formal recognition of che voluneeer's work and training
(certificates of merit, seniority , and training); greater participa-
tion in activity planning; non-monetary incentives (books,
scholarships, loans, clothing); a small monetary incentive (justi-
fied by inflation); basic medical kit (rotating fund type); and the
assurance that in case of a work-related accident, the volunteer
will receive medical aid from the project.

PLAN hopes to expand the one-time, five-day seminar for
the volunteer to a basic course chat is offered at different pertods
of the year, and complemented with intermediate and advanced
training courses. These courses will offer practical knowledge
and skills needed to educate mothers on the value of child sur-
vival interventions. The project also plans to study the atticude
of mothers toward the volunteers and measure the mothers’
level of health knowledge. In that way, the project staff will
learn which aspects of the volunteer's interaction with mothers
have been more cffective.

The project has identified several restrictions on a mothier’s
acceptance of exclusive breastfeeding practice. Bottle-feeding of
young infants and too early introduction of foods other chan
breast milk are common practices. In the PLAN impact area,
84 percent of all children were receiving supplemental food and
drink by four months. Focus groups showed the mother's lack
of knowledge of the risks involved in using the bottle. Such
problems are also being reported by other urban projects.

The project needs to screngthen its educational program.
The strategy of learning from successfully breastfeeding moth-
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ers may be more appropriate in this situation than the use of
volunteers who are young high school seniors and whe have not
had children. Mothers may not relate as well to the young vot-
unteer on the topic of breastfeeding as they do to another
breastfeeding mother.

Also, because the vast majority of births occurs in the hospi-
tal, there is need for PLAN to work with hospital staff to in-
crease the quantity and quality of breastfeeding advice given to
women in the antenatal clinics, maternity wards, and postpar-
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tum clinics. The project will explore use of appropriate educis
tional materiads produced by othier institutions and mass media
programs that have achieved suceess,

Duce to the difficule environment in which the projece works,
it is not surprising that some difficultics are fuced in imple-
menting the computerized family registration and health infors
mation system, PLAN has found that more information is
collected chan is needed to make periodic management deci
sions. In consequence, the volunteers and supervisors spenid ap-
proximately 30 percent of their time performing the
administrative tasks necessary to maintain the syseem, Plus, it
seems not all the volunteers are fully equipped to carry out the
task well, The subsequent data entry and analysis onto the com-
puter database delays feedback to project staff, volunteers, and
the community—a common problem but a critical issue, Un-
der-registration of infants under 12 months seems to be due to
the migration into the city; a solution for chis problem is still co
be found.

Reorganization of the health information system will be
done with tic participation of its main users, that is the volun-
teers and supervisors. PLAN will do this by asking key ques-
tions, “How often do [ need to collect this information item for
managerial purposes?” “What will be the cost in time and effore
for collecting and processing the information?” The new design
will probably not require more than 5 to 10 percent of the field
worker's time to implement.

Sustainability

There are no community organizations the project has found
that could serve as aleernate deliverers of services now supplied
by the project. And because of the multicultural nature of che
population, and migration, there is no organized majority
“voice” of the inhabitants to call for creation of such an alternate
service provider. In the project's experience, the high cost of liv-
ing and low income available for unskilled workers in this ur-
ban area also exclude the possibility for successful income
generating programs. Sustainability is limited, in this case, to
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lookitig at the increase of demund for services,

T'o maintain and incresse demand for setvices, more frequent
contact iy needed with mothers to inform fumilies of the impor-
tiunce und correct use of services, Considering the high dropout
rite of volunteers und the need for more in-service training and
supervision, planned modifications of the training and supervi-
sion components arc importunt for increased coverage.

In the future, PLAN will be secking ways to coordinate
project activitics with local healeh service providers (both public
and private) who can offer institutional endorsement of the
child survival interventions carried oue by the project, Examples
of this coordination are joint workshops, and project visits by
high officials.

“Supervision does not mean visiting the volunteer’s
honie and [illing the nionthly veport, Snpervision is
visiting the pronoter, personally training andlor finding
out her tsaining needs, visiting the homes nnder
her vesponsibility, endorsing her work in these
homies, corvecting the volunteer and ber mistakes,

In other words, making the volunteer feel
she is supported and at the same time

nionitoring the quality of ber work.”

—Midterm Evaluation Repors,
PLAN/Dominican Republic



Adventist Development &
Relief AgencylHaiti

ADRA/Haiti received its firse Child Survival grant in 1986 to
work it Port-aii=Prince, "The project is closely ussociated with
the Adventist Hospital located in the same Bergamothie dis-
erict, Adventist medical work began in this area in 1908, and
there has been an ongoing relationship with the people of the
surrounding neighborhoods since that time,

The service community, whicli is located six kilometers (rom
downtown Port-au-Prince, has a population of more than
20,000, most of whony are rural migrants with hopes of greater
opportunity in the city, Unemployment is high, literacy low,
The area is overcrowded with insufficient sanitation facilitics,
Diarrhiea in children is common; many children are incom-
pletely immunized.

When community leaders and ADRA project stafl assessed
local neighborhood ticeds, residents expressed eheir desire for a
healeh promotion program. The project created a rally post sys-
tem which gives mothers a place to gather for child survival
outreach services, Each communiey provides a building for ies
rally post, and is responsible for maintenance of the post. The

initiation of the Child Survival project encouraged the hospital
to diversify its activities and to hecome more otiented toward

the primary health care needs of the mothers and children liv-
ing in the area,

Hnman Resotirees
‘The project employs trtined health agents to provide seevices at
the tadly post and to supervise volunteers, The community
chooses the persons to be trained, In order to become a health
agent of volunreer, the applicant must be literaee and Dave a
demonstrated commitment to the community. All volunecers
receive the same basic training, with the most capable volun-
teers receiving additional eraining in healeh incerventions and
the healeh information system, ‘T'rained health agents are used
to train the new volunteers, Suppleniental eraining is provided
once a week for dhe healeh agents and once a month for the vol-
unteers.

The project has also developed serategies that are not depen-
dent on the presence of a healeh facilicy. For example, each vol-
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Volunteers are provided with a scale to use for growth monitoring activities in the Port-an-Prince neighborhoods.
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unteet s provided with a scale to use for growth motitorng ac
tivities in hier/his own neighborhoods. Local mothers' dubs
setve as health and Laeaily planning centers. ADRA has added a
Program in picnatal cate to its inteiventions, tiaisng health
agents atid traditional birth actendants in the conuaunity.

Health Liformation System

ADRA/Haiti has evolved a data collection system which con-
sists of the use of botne kept records, including a Road to
Health Chare (in Creole), a separate immunization card, and a
prenatal record. Separate tally records are maintained at rally
posts on which are recorded data eelated to participants in
growth shonitoring, immunization, orl rehydration therapy,
and tamily planning prograrr.. Records are summarized on
master lists at monthly rally posts. These are, in turn, summa-
rized on a supermaster list by project staft, The project has re-
cently received technical assistance in computerizing its data
syster,

Change in Health Knowledge and Bebavior
T'here are many accomplishments atter four years of the project,
despite the political changes chat have rocked Haiti in the past
years. Access to immunization has increased. ADRA has found
home visits by volunteers to be effective in motivating mothers
to seck out immunizations. A reward system, for those children
and women who have completed immunization, works to in-
crease attendance at che rally post and decrease “dropout” races.
Mothers are enthusiastic and knowledgeable about oral
rehydration therapy, and there has been dramatic improvement
in home management of diarrhea. Nutrition education and
growth monitoring seem to be contributing to a reduction in
the number of cases of marasmas and kwashiorkor seen in the
hospital. Sanitation has improved in the Bergamothe area; less
trash is seen in the communicy covered by the rally posts. The
number of infant deaths has reportedly dropped.

‘The Work Abead

ADRA/Haiti shares the successes and constraines of many urban
projects. The project is well known and accepted by the com-
munity, and the staff is competent and committed. Neverthe-
less, che turnover among volunteer staff and the dropout rate
among participants is high. The project scruggles with the
problem of tracking a transient population, and developing ef-
fective incentives to encourage volunteer and resident participa-
tion.

The appointment of a new Child Survival cvordinator in
1990 allowed the project to consider ways in which personnel
could be more effective. The coordinator developed a workplan
delineating activities, regularized staff meetings, and strength-
ened interoffice communication. The ADRA project created a
volunteer field supervisor post to interact with and supervise
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When community leaders and ADRA staff assessed focal needs,
sesidents expresed their desire for a bealth promotion program.

volunteers, and gave project personne] opportunities for outside
training. Community health committees have become more in-
volved in monitoring the program. The committees have also
tuken a greater role in selecting volunteers and have started to
oversee their activities.

There is a dynamic network of non-governmental organiza-
tions in Haiti willing to provide complementary services and
supplies to PVO programs. As administrative organization im-
proves, PVOs will be able to take advantage of technical assis-
tance available from other agencies to muitiply the effect of
their own considerable effort.

Sustainability

Meetings with community members, community leaders,
health agents, health volunteers, and other community workers
have resulted in a consensus that new initiatives must be sought
and encouraged to recover the cost of health services. ADRA is
investigating several approaches to revenue generation. Some
communities have expressed willingness to pay for additional
care and help maintain program activities. The community is
extremely poor, and cost recovery is difficult, but the project is
experimenting with a few activities for which there is a market.
such as the manufacture of tissue roses. This activity receives
technical assistance from non-Child Survival funds.

Political problems in the country add to the challenge of
providing ongoing health support. Unr:st affects the schedule
of activities; official administrative changes make it difficulr ro
depend on relationships with the Ministry of Health; supplies
are disrupted. Wichin this framework, ADRA continues to
adjust its program and maintain its connection with the
community.
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Priovities for PVOs
in Wnitiating Uvban Health Programs

The most important trend in the developing world at present is
the rapidly growing number of people living in cities, The
prowth rate tor urhan populations is far higher than for popula:
tions outside the cities. Morcover, at least half ure living in con-
ditions of deprivation,

The Root Canse of the Uvban Crisis—Porerty

The root case of today's urban crisis in developing countries is
poverty. Poverty in rural areas drives people to cities, Urlun
poverty, driven by unemployment and underemployment,
keeps the poor endlosed in shums and squatter setelements.
Their health problems are cnormous and are linked to problems
outside the scope of health care as conventionally defined, such
as lack of land tenare, poor sanitation, inadequate food produc-
tion, lack of aceess o social services, »nd fack of employment
opportunities. Although these facts may be too familiar to ¢v-
eryone active in the field of urban health, not enough is known
by the public ae large, and too lictle is reflected in health and
social policies.

‘Fhe massive burden urban poverty places on government
overwhelms health service delivery syseems. Primary healdh
care, which has been quite suceessful in reaching the rural poor,
has been eried only on a limited scale in citics, but the time has
come to focus on schemes that aim for universal coverage of
hard-to-reach segments of society, both urban and rural. Pilot
projects and other small-scale interventions have great value,
but the more important and elusive question is how to develop
cffective health care for the whole population, particularly the
urban poor.

Challenges to Urban Health Programs

Urban communities, especially those who live in the slums,
usually have more economic and cultural diversity than those in
rural arcas, making community organization difficule. Withoue
effective organization, long-term improvement in the health of
the community is unlikely. A high rate of in- and out-migra-
tion of city dwellers in developing countries also hinders the
provision of continuous and consistent health care.

Another set of challenges to urban healch programs involves
sustaining benefits over the long term—nurturing local de-
mand for heatth services, mobitizing the community to request
permanent government health facilities, and creating incentives
for participation and long-term involvement of community vol-
unceers. Volunteerism without any tangible marerial benefit is
unrealistic in a country struggling with widespread poverty and
unemployment,

Through the implementation of innovative primary health
care programs, health can become a key factor in mobilizing
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and educating nthan sham communitics. Phe challenge s to go
beyond tatpeting only heatth and to develop an integrated
stratepy responsive to diverse needs sanitution, literacy, em-
ployment, income generation, ete.) through development
schemes owned and supported by the community,

Some special challenges need to be wddressed in implement -
inge arban health programs. Beyond the lack of homaogeneity
and organization, individualism is high in urban arcas and a
sense of collective responsibility correspondingly low, In pen-
cral, the poorese of the poos are otten the most difficult to reach,
although their need for health care is greatest,

Most urban health programs, fike more conventional ap-
proaches, reach affluent groups more casily than they do the
fandiess, the homeless, the jobless, the slum dwellers, and
“street children,” The difficulty of access is not a physical one,
as is ofter the case in rural arcas, Rather it is socioculeural, in-
volving ignorinee, lack of self-confidence, and a sense of alien-
ation,

There will likely be a muleiplicity of agencies involved in ur-
ban health programs. As a result, coordination will be more
necessary but harder to achieve, Issues of territory and responsi=
bility overlaps will be comneon, and problems resulting from
them will take time and resours = to resolve,

(’ o ay ‘1}" ! y ‘
A tubewell, provided by the World Vision project, is being nsed by the
COmmHnity,
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Resistance to fundamental change in health care is preatest
in urhan settings where medical resources are often concers-
trateck, 1 has beetr noted that opposition 1o primary health care
is Hikely to be from health care professionals, private health care
providers, clinies, and hospitals, It may also come from the pen-
eral public and the politiciuns. Strategicos to defuse opposition
and to tuey it into collaboration must be pursued with vigor
and intovation,

T'he Positive Side

Compared o rarabarcas, the future of primary health care in ur-
ban arcas is not by any means totally discouraging. Indecd,
some characteristics of urban settings present an unusual oppos-
tunity ta reach more people iness time at less cost.

High poputation densities facilitate health care delivery and
lessen the problem of Togistic support, Surveys in che
Ramalapuar Child Survival project involve a fraction of the time
necessary to do similar ones in rural Senegal or Mauritania, By
carcfully planning immunization campaigns, World Vision Tras
beetrable to completely immunize 85 pereent of children under
one in less than 15 months wichout heavy invesements in ve-
hicles and maintenance. The high rate of unemployment in
Dhaka assures a pool of highly qualified candidates for all posi-
tions required by the project. By being in the capital ciey, the
project’s relationships with MOH, other agencies, and PVOs
wete casily nurtured, and a high degree of collaboration was
possible as a resule of casier communication and exchange of
ideas and plans, The Kamalapur urban project has spene signifi-
cantly fewer dollars per beneficiary per year than World
Vision's rural-basced projects.

Lastly, che shicer number of urban poor and their proximity
to government, at least in the capital cities, ensure thae their
healeh problems can be kept on the political agenda.

Strengthening Intersectoral Action in the *90s

PVQs in developing countries know that intersectoral coordi-
nation and collaboration are key to any sustained progress in
improving health. To be effective, this coordination must oper-
ate at different levels: locally, regionally, and nationally. There
is a need to establish a coordinating mechanism which should
be dependent on local and national contexts. No single ap-
proach is likely to have universal application, since communi-
ties are ditferent and have needs that vary in location and
timing. Intersectoral collaboration and action must be based
on needs identified at the local level, with community
involvement.

The following are some roles PVOs may play in urban CS ac-
tivities:

w Lmployment and Lncome Generation
Uncenploytent, underemployiment, low incotme, and poor
healthy march hand i band, and attempts to improve the
health of the urban poor are not likely to have any lasting ef-
fect unless they form part of an overall attack on poverty.
Family income is digectly linked to food and netrition,
Thas, income-getieration is at important non=-health compo-
nent as well as i challenge for PYOx implementing urban
health progrums in the "00s. The types of incomic-generating
activities will vary according to local nmarket conditions,
available raw materiais, and manpower skills, Income-gener-
ating activities should be labor intensive and maximize the
use of human resources if income is o be generated in o sus-
tained way.

u Lotw-Income Housing

While initiating urban health programs, PVOs shoutd care-
fully consider issues r2lated to housing problems, especially
low-income groups. But at the same time this typ.e of initia-
tive should not resule in the displicement of the urban poor
and cheir replacement by relatively well-off families who can
afford becter housing, thus making the poor remain badly
housed and even pooter, PVOs should consider investing,
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along with other health intesventions, in low-cost housing
for the urban poor. Research indicates that the relationship
between levels of health and the quality of housing is related
primatily to sanitation fucilities e conditions and not to
quality of house structure. It is ulso essentiul to provide cen-
ure to the land to legitimmize low standatd but affordable
housing units which cat be gradually improved.

& Weater Supply and Sanitation
An important role PVOs can play in the "90s is to emphasize
the major problem of water and sanitation in urbun slums.
Becuuse of the influence of water supply and sanitation on
health, many health problems will diminish juse by focusing
on these ewo major needs, Water supply and sanitation,
along with nutrition, have a greater impact on public health
than any medical treatment provided.

W Litevacy and Lducation
‘There is conclusive evidence to show links between basic
educational attainments and health status, The most obvious
example is the relacionship between differentials in child
survivad and mothers’ level of education. There is also a close
correlation between educational levels in women and their
acceptance of family planning. Poor countries which have
given priority to education, particularly for women, have
lowered mortality rates more dramatically than those with
higher per capita income but less educated populations, Re-
alizing these facts, PVOs should integrate this vital compo-
nent while premoting urban health.

Conclusion

The availability of health services is better in urban areas,
though there are likely to be economic and social barriers de-
spite the physical proximity of services. Settlements of the ur-
ban poor often lack traditional community organizations, and
those that exist may have to take new form before community
involvement in health programs can be cffective. Also, lack of
land tenure security is a fundamental problem underlying other
problems and making thern peculiarly hard to combat. Most of
the major causes of high child mortality have clear and direct
links to poverty, which is manifested as poor housing and un-
healthy neighborhoods without access to potable water, sanita-
tion, and garbage collection.

PVOs, both local and foreign, have generally focused their
attention toward alleviation of rural poverty in most countries.
Their contribution to the improvement of the condicion of the
urban poor has been extremely limited. There is a great need to
expand and intensify this involvement. May we take this as a
major challenge as we approach the coming of the next century.

From a presentation by Dr. Kabir Abmed, M.D., M.P.H., World Vi-
sion of Bangladesh
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Sustainability of Child Survival Programs
Under Financial Constraint

A consensus exists among most PVOs thiat w project is o success
when:

& ‘The project achieves its objectives,

n Bencliciury populations use existing healeh services, and they
ask for increased service,

® The Ministry of Healeh or other local agency makes real pro-
vision of logistical, technical, and resource materials,

8 The community continues to support and participate in
health committees and community development activities,

& Volunteers remain committed to regularly giving some time
to home visits and community education.

This definition of project success is also the way most PVOs
define sustainability, Less clear is the proper strategy for achieve
ing sustainable health programs wor che urban poor.

As you plan for sustainability, ask yourself these basic ques-
tions: When will the Child Survival funding end? What key ac-
tivities should continue for at least three years after the end of
PVO aid? Who (what group) will manage and carry ouc those
activities? The project can outline a clear management strategy
for sustainability based on the answers to these questions.

Macro-level Factors Affecting Praject Tmpact

The term “sustainability” refers to no specific duration. You, as
projece manager, should consider “sustainability” to mean for
three to five years after the Child Survival funding ends, rather
than think of sustaining the interventions indefinitely. Decide
which type of services you must sustain depending on the
strengehs and weaknesses of the project area in question. You
should weigh the factors that influence child survival: the con-
dition of the national economy, maternal education levels, nu-
trition levels, sanitation and transportation infrastructure, and
the organization of health services.

Political changes and violence are common in countries suf-
fering economic stress. The combined instabilities often make
progress difficult. Political change complicates the introduction
of innovative programs needed to meet contemporary problems,
Such areas are ripe for political violence, which further decreases
social cohesion.

Increasing poverty complicates the development of sustain-
able implementation strategies because it decreases the project’s
ability to recover its costs. Persistent economic stress engenders
a sense of futility and low self-regard. People grow increasingly
isolated from each other and from an awareness and belief that
something can be done about community problems.

Furthermore, worsening economic conditions decrease the

A health volunteer veads ber activity report at an in-service training
session.

institutional measures available to combat community prob-
lems, (For example, financing of public health services depends
on the economy. If a country is in economic distress, it will
reallocate funds away from government health services to other
needy sectors.) Unfortunately, donor countries are not going to
make a major short-term difference in the overall economic de-
velopment of a country. A donor country can, however, aid in
the sustainability process by financing targeted Child Survival
programs, directed to correcting the very problems that resule
from economic slow-downs.

Strategy Development

PVO field experiences show that certain parts of project design
and management enhance sustainability more than others. A
PVO project manager would be wise to:

W Get Consensus on Goals and Strategies—Involve, from the be-
ginning, the group who will eventually take over the man-
agement of project activities. Keep well informed and ask for
ideas from the district health office or a local organization.
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Binse Plans one Comminity ey Negotiate issues concetning
sustainability from the start of the project. Solicit ideas from
the community, through a process of mntual yespeet and
give and take.

Incrane Techmical Knowledge and SEith - Dlire qualified techini-
cal health stafl and pet outside technical experts whets
needed, Carry out insservice education to strengthen techni-
cal cupabilities of community health volunteers, Strengthen
links to public health professionals and educational insticu-
tions in country,

Tutegrate Ditertentions— Integrate key interventions into estaly-
lished administrative stractures in the Ministry of Health or
other government agency, or local PYOL Anintegrated in-
tervention is more likely to continue when donors withidraw
Child Survival funds,

Evalnate Techmical Effectivenen—- Find out whae institutional
objectives the project is actually achieving; refine what is not
working. Mothers, government, donors, and healeh profes-
siomals alike, want effective programs. A project proves it is
cfiective if the community uses strengthened healeh services,
and if mothers improve their health knowledge and prac-
tices, making children's infections or illness less likely.

Nurtire Strong Lecadership—Phase project management over
to well-informed, competent counery nationals ac least a year
before Child Survival funds end so there is time to address
any in-service needs.

Diversify Sources of Support——Scek funding for child survival
activities from national or local government sources and
from the private sector.

Capacity Building
Certain activities build capacity within the community and lo-
cal institutions to carry out interventions in effective ways.

Vel
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W Strens Training of Health Workers Include considerable pre-
service and insservice training in the project to enable the
health staft and volunteers to apply the teehtiology and is-
terpret findings correctly. Pry to understand hetter the
hicalth workers' beliefs about illness wnd disease, and coreect
misconceptions, Reinforce those cultural attitudes about nu-
trition and health that are helpful to mothers and childesn,

& Drain Staff to Monitor Pesformance - Build capacity of the
healeh team o assess achievements through simple evalua-
tion techniques; projects thit can document their suceesses
litve w better chance of maintaining financial and political
support,

W Build Staff " Uvaining Skilly- - “Teach health workers how to
motivate and educate mothers, Role play infe mal, interac-
tive learning techniques; use locally available teaching mate-
rials for demonserations that make sense in the local culture,
Spend time on training of trainers.

W Build Mothers' Skills—T'ransfer essential information and
health care skills to mothers and other child caretakers in the
family, and help them to decide wisely about their fumily's
health,

o Offer Group Support—Develop community level support
groups that can reinforee positive healeh behaviors and give
social support ro the mother,

m Strengthen Both Supply and Demand—PVOs have found that
they must have a stated plan for provision of seevice if they
intend to create community demand for service. If, for ex-
ample, a PVO urges increased condom use to prevent HIV
infection, then they must also give attention to procurement
and adequate supply. Similarly, if a project raises mothers’
awareness of childhood pneumonia, it must be able to to re-
fer the sick child to a hospital or clinic, where antibiotics are
available,

w Asiure Congruent Health Messages—Check chat efforts of gov-
ernment health workers, private physicians, and traditional
healers are consistent with the health behaviors promoted by
the project volunteers. Conflicting health messages confuse
mothers.

m Strengthen Financial Base—Increase the efficiency of existing
child survival services by operating in a low-cost manner.
Another possibility is to introduce more appropriate tech-
nology to decrease costs. Explore alternative ways to improve
revenue generation, such as financial support through health
insurance schemes and user fees.

From a presentation by Dr. M. Harvey Brenner, Professor of Health
Policy and Management, The Jobns Hopkins University, U.S.A.




L. PVO Lessons Lecorned cnd Reconmendeations

Child Survival Strategies Specifir to Urban Areas
Child Survival Strategies Common to All Community-Based Programs
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Child Sureival Strategios Specific to Urbuan Areas

The case studies document the individual istories of 11 arban
Child Survival projects in the developing world. “This section
sunitnarizes wliat the PVO project manugers have learned and
presents their recommendations,

PVO sealt say that working with disadvantaged urhan come-
munities reaffirms certain basic principles of good project devel-
opment. Those principles are described in the next section, but
include:
careful planning;
carly actention to sustainability;
community ownership;
collaboration wich the MOI L,
low=cost, effective interventious;
prevention of common causes of child deatly;
focus on sub-groups most “at risk";
measurable objectives for health behuvior outcomes;
only necessary data collection;
regular monitoring and suptportive supervision;
in-service and refresher training;
technical assistance;
scheduled evaluations;
community and staft feedback;
adjustment of project strategies,

PVOs also speak of the unique opportunities and constraints
present in urban community-based programs. Such urban-spe-

cific factors impact on the way PVOs organize and deliver child
survival services, and support the community. The following is
a summary of “how to" facts and recommendations for building
sustainable child survival activities for the urban poor.

Project Planning Phase
Background Study Recommendeations
First, know your urban communities. Review available health
statistics and studies. Walk around the communities, and talk
with people about their issues and health status. Learn whether
there are minorities or especially disadvantaged groups living
apart from the majority of the residents in the ditferent city dis-
tricts. Don't make assumptions about the entire community
based on the perceptions of only a few groups. Urban environ-
ments are extremely varied and culturally diverse.

Inter-Agency Planning Recommendations

Adapt to existing programs and systems of health delivery and
capitalize on urban-specific opportunities,

Fragmentation and overlap can offcet cthe advantage of having
more health services available. The number and diversity of
health care providers in the city range from government depart-
ments to private providers and traditional healers. The relation-
ships among municipal, federal, and state systems is often
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complex. A PVO must spend more time in networking aniong
health providers to achieve the coordination of services thae is
essentinl in uthan arcas,

fixpect that an utban Child Survival project will take longer to
develop than a rural project, Medical resources concentrate in
urbuti seetings, which complicates the inetoduction of innova-
tive programs needed to meet contemporary problems, Issues of
authority and territory are frequently the busis lor resistance to
change, PVOs should allow time to resolve these issues with the
numerous healeh care providers and structares in urban arcas,
Most urban PVO projects have taken an exerat year to secure the
necessary agreements for new child survival effores,

Civaup Fornnation Recommendations

Group formation is critical to the long-term improvement of
the health of community members, Groups can speak for them-
selves and their interests long after a particular project ends.
PVOs will find community organization difficult in impover-
ished urban communities, Limiting factors are the cultural di-
versity and mobility of the residents, and the low level of
experience in collective problem solving.

Faced with non-cohesive neighborhoods, some PVOs form local
healeh commiteees to serve as project advisors, Such attempts
are seldom successful. Health committees muse evolve within
the community if the groups are to speak for the residents,
Make the extra effort and time to identify local leaders and en-
courage their participation in the planning of project activities.
Most communicies will rally to improve the survival and qual-
ity of children’s lives.

Despite the lack of organization, the visibility of the urban poor
does assure them some political attention. If even a few groups
in the community learn to articulate community needs and
speak for solutions, a response from city officials is possible.

Project Implementation Phase

Human Resonrces Recommendations

Urban community health volunteers work for shorter periods
than their rural counterparts. The urgent need to make a living
competes with the desire to volunteer in service to the commu-
ntey. Fimttieral need feads poor residents o take advanrage of
competing opportunities to make money.

Because there is a high rate of volunteer attrition in utban
projects, PVOs should recruit and train more volunteers than
they need initially. That way, trained volunteers will be avail-
able to replace those who stop working. Otherwise, recruitment
and training sessions must be frequent.

Selection of volunteers and block monitors should be done by a
representative community committee. Community health vol-



unceers should be accoustable to the community, with the
PVO fucilitating the process of selection, Check dat volunteers
adequately represent the various populition sub-groups
(cthnicity, duration of residence, ete.)

Financial realities call into question the potential for sustaining
a core of trained volunteers, Many project managers recommend
paying urban health volunteers w small stipend for community
waork, or allowing some form of community reimbursement.

PVOs recommend thae urban projects try forms of community
involvement in addition to volunteers. For example, mothers’
support groups, child-to-child approaches, and women's savings
groups can spread the health message and provide support to
more formal healeh worker seevices.

Management of Services Recommendations

The scope and size of urban health problems will be greater
than in rural areas. Concentrate on those child healeh problems
where project effores can make a difference in survival and pre-
vention of serious iliness. Develop and use referral networks for
other problems.

Community-centered child survival serategies need not be lim-
iting; they empower the community to address other needs.
PVOs have seen urban health commiteees expand to address
sanitation, education, employment, houschold income genera-
tion, and the environment. The key is that if a group is effective
in addressing child health needs, it will be likely to push for
other schemes that have strong community support.

The density of the urban population facilitates health care deliv-
ery. The urban poor, however, often live on the periphery of i-.-
ies, or in rapidly growing squatter settlements where there are
few fixed-site healch facilities. PYOs can help develop outreach
systems. Coordinate community health activities with services
from the fixed healch center or clinic.

Health center services are often not available at convenient
hours for urban families. Arrange the health clinic’s hours to
better meet the needs of working mothers. PVO staff have
found it best to make services available in the evenings and on
weekends to accommodate mothers who are away from home
during the day.

Since regular night and weekend work is frequent in urban set-
tings, contract with healch staff and volunteers who can work
those hours.

Susceptible pockets of un-immunized children can exist in
crowded urban areas. Special strategies must be employed to
control the incidence of measles and other vaccine preventable
diseases. Consider implementing rapid coverage assessments,
and regularly review EPI performance indicators. Obtain tech-
nical help to initiate disease surveillance.

Muximize fiuce-to-fuce contace between the arban communities
and project staft, volunteers, and supervisors, Flealth begins in
the hiome, note in the oftice, Crowded conditions make it pos-

sible to reach more people at home in less time and at less cost.

Informationt iducationl Communication Recommendations
Develop a healeh education serategy to lessen che gap between
knowledge and behavior, Urban populations are more likely to
have heard healeh messages, and have a higher level of knowl-
edge of interventions, They do not however necessarily use
OR'T, space births, protect themselves from HIV infection, etc.

Urbwan populations are ethnically diverse. Differing beliefs and
customs require the use of a variety of education stracegies,

Use aleernative monitoring technigues (such as sentinel sites,
focus groups, cluster samples), to test periodically whether the
different urban subgroups are translating the educational mes-
suges into correct healeh behaviors or practices.

Working mothers often find it necessary to leave their children
with alternative care givers. PVOs recommend that health
workers identify these alternative care givers and include them
in healeh education activities.

Established communication networks do make it easier for
agencies to coordinate cfforts and avoid unnecessary duplica-
tion. The time a PVO spends in interagency sharing will de-
crease possible conflict in health messages to families.

Health Informatien and Evaluation Recommendations
Start by mapping the community. Update the map periodically
to see how much change is occurring in the community.

Set coverage objectives, realizing that a significant proportion of
the population moves every year.

Population migration makes it difficult to monitor project
achievemnent, Projects that use a family registration system
must update it frequently to keep track of migration into and
out of the project service area. In addition, PVOs will find it
useful to carry out rapid assessment sutrveys to supplement in-
formation from the registration system.

Anticipate that the monitoring and evaluation scheme will
need revision. Projects need technical advice in the design stage,
and should refine their health informarion system as they accu-
mulate experience. To date, there is no model for the most de-
sitable urban data system. The best advice is to keep it simple
and practical for the people who collect and use the data.

Periodically, PVOs should use available local and international
technical assistance to evaluate progress and adjust project strat-
egies. Learn from others.
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Child Suveival Steategies Common 1o All €

PVOs lave found that there are basic similaricies between com-
munity-based Child Survival progriams for the rural and urban

poor. For that reason, certain recommendations from PVO seaff
cross geographic boundaries and stand as guides to all commu-
nity-bused child sugvival work, Those recommendations follow.

Pwject Planning Phase

NGO-Covernment-Community Partners Recommendations
[t's & mistake to try and do everything by oneself. Instead, plan
and implement projects together with government, other
NGOs, private providers, and community leaders. Sometimes
the mose helpful PVO action is to strengthen collabomtive
healeh effores among existing community groups.

PVOs and partnets, together, must face issues of sustainability
and replication before a Child Survival project even begins, It
does not provide a service to anybody when healeh models can-
not be sustained or are too expensive to be replicated.

The implementation strategies of every PVO should comple-
ment national scrategies and be consistent wich Ministry of
Healch norms and standards. If national policies are lacking in
some areas (this is especially true in new interventions), PVOs
can educate and i afluence policy change.

Government has to have responsibility to provide support, in-
cluding funds for expansion, if chis is pare of the basis of col-
laboration. From the outset, there needs to be a clear agreement
between government and the PVO, preferably in writing,
which clarifies the basis of cooperation between the government
and the PVO concerned.

Projects must recognize the community’s informal organiza-
tion—not just its formal structure——and, whenever possible,
work within the natural community struceure. The com-

munity’s participation is essential at all stages of the process.

Develop a working relationship between international PVOs
and local non-governmental organizations.

Encourage networking among all PVOs with Child Survival
projects in country, and share experiences and lessons. Promote
a national NGO organization.

Baseline Data Recommendations

Collect and interpret baseline data before developing the
project’s detailed implementation plan. Baseline data are neces-
sary to the formation of realistic objectives and appropriate
strategies.

Surveys should be quick, scientifically sound, and simple. Don’t
increase survey time and costs by collecting unnecessary data.
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commuitity-Based Programs

The project must discuss the purposes of the survey with the
community as carly in the process as possible, (This might be
the community worker's first task.) Make data relevant o com-
munity needs and useful for project management.

Provide proper training of surveyors and supervisors, Pre-test
survey cuestionnaire as part of training.

Project and government staff, community workers, and outside
technical assistance should combine to do the baseline survey, A
project should nor rely exclusively on outside agencies to get
data.

Share results, as soon as available, with the community, the
staff, other PVOs, the Ministry of Health, and donors. Agree
upon a small number of precise, achievable, and measurable ob-
jectives, based on survey results,

There should be objectives for cach intervention (immunization,
control of diarcheal discases, nutrition, etc.). The stated objec-
tives should include a working definition. For example, define
“proper use of ORT," or, define what is meant by “reduce mal-
nutrition,”

Health Informeation Systems Recommendations

The health information system should be part of the initial
project design. Consult with the Ministry of Health and the
community, to make certain the system does not duplicate ex-
isting efforts or is needlessly complex.

The health information system should be as simple as possible.
Limit the number of data collection forms to those that are pre-
tested and found to be useful in project management.

Staff should be trained in simple qualitative and quantitative
data collection and analysis methos.

Properly trained staff and counterparts maintain and make bet-
ter use of a health information system. Data collectors need to
know the purpose of the data collected. Schedule pre-service
and in-service training on the health information system; de-
velop manuals. Also, PVOs might approach USAID missions to
see if PVO staff can take part in health information training op-
portunities.

Create a health information system that has sufficient flexibility
that management can test, adapt, and modiiy the system ac-
cording to the project’s experience.

Process indicators are important for PVOs to monitor, also. In-

clude process indicators as part of the project design, the de-
tailed implementation plan, and scheduled evaluations.




Project Implensentation Phase

Ouality of Servsees Recommendations

Managers and supervisors must be positive role models for the
rest of the project stafl, ‘They need to be in the field frequently
wo assure quality of performnce,

Workers need clear job deseriptions thae specify their contribu-
tion to project goals, Quality is enhanced if those involved in
the project, at all levels, internalize the project goals.

Volunteers must have adequate supervision,

Supervisors should be supportive and reward good performance.
Commendation and recognition of health workers, when a job
is well done, builds morale and team spirit,

Introduce a formal system to regularly monitor and improve the
quality of overall service performance. Use daea for decision
making, motivation, and encouragement. Timely, regular feed-
back of information motivates projece counterparts, national/lo-
cal planning groups, data collectors, and communities,

Employ short-term technical assistance to spot check quality of
key interventions, and make recommendations for performance
improvement. More established projects can team with local
universities to do operacions research on alternative means of
improving quality.

Use qualitative techniques (such as focus groups or key infor-
mant interviews) to assess community perceptions of the effec-
tiveness and acceptability of project services.

Sustainability Recommendations

Present che full facts to the community about the length of the
project’s Child Survival funding. As the project progresses,
identify those activities thac will require continued community
resources. Negotiate a schedule when community members will
assume more management responsibility.

Involve the Ministry of Health from the start if the PVO plans
eventually to phase activities into the MOH program. Set in-
terim bench marks when MOH units will assume greater re-
sponsibility. A plan increases the likelihood the transfer will

occur.

Community members ustally hold strong opinions ubout
whethier to reimburse community health workers, Resolve the
question of reimbugsement before recruiting community work-
ers. Make certain there are non-monetary incentives for commu-
nity workers such as refresher training, supportive supervision,
and recognition of good performance,

Recognize that most PVO projects experience a gension be-
tween achieving sustainability ina project's three-year duration
and ensuring che quality of its services, Do what is possible
within the local context. Set realistic financial goals; experiment
with alternative financing possibilitics. Gee university or local
NGO help in designing operations research to test out financ-
ing modes and sustainable delivery methaods,

There is no general agreement on what constitutes recurrent
costs. PVOs need beteer definitions from donors, but they also
must invest time in calculating and tracking recurrent costs of
key activitics,

Child Survival workers should transfer child-protective skills
and knowledge to families. That way, mothers and other care-
takers can sustain positive healeh behaviors,

Assess sustainability of key activities at midterm. Team mem-
bers should include community leaders, MOH staff, and others
important to sustainability.

PVOs cannot expect houschold income generation to support
project costs of key child survival interventions. Family income
generating activities may take longer than three years to show
any profit, and even then, families may wish to spend the cash
on private providers, or perhaps something other than health
and nutrition.




IV, Strategies of Other Agencies for Specied Urlian Problens

Support to Breastfeeding Mothers
Family Planning Promotion
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Suppnt to Breastfeeding Mothers

Breastfeeding is a nutural resource that can make i major con-
tribution to healely and family planning goals, It provides the
best possible nutrition for both physicat and mental develop-
ment, supplying all the nutrients and fluids most infunts need
for the first six months of life. In addition, breastfeeding does
not expose babies to the risks of contaminated bottles, artificial
nipples, and breast milk substitutes,

Breastfeeding, especially exclusive breastfeeding, provides
protection against diarehea and common life-threatening infecs
tious discases, Breast milk containg a varicty of imimuniological
and other fictors that protect against infection, When diarthea
or other infections occur, in most cases, they are found o be less
severe among breastfed infants, and can be treated more casily.

Lixclusive breastfeeding through the first four to six months
of life delays thie return of ovulation and menses. Many studics
have demonstrated that duration, frequency, and intensity of
breastfeeding contribute to the biological mechanisms that re-
sult in an increased interval between births,

The current levels of postpartum fertility suppression that
result from breastfeeding cannoc be readily replaced by existing
family planning services, Fertility rates in developing countries
would be much higher if women did not breastfeed.

In some countries, both the initiation and the duration of
breastfeeding have increased impressively as national policy-
makers, the medical community, support groups and familics
have begun to recognize the many benefits of breastfeeding,
Breastfeeding promotion and support programs work.

Unfortunately in some aress, breastfeeding has declined in
the wake of modernization and urbanization. In tities, women
are more likely to give birth in hospitals, to work in the wage
sector of the economy, and to live without a network of family

Young mothers need family support to avoid bottle feeding and continue
exclusive breastfeeding for the first 4-G months of life.
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i social support for breastfeeding, Most hospitals do not et
phasize breastfeeding und employers rarely provide working
mothers with adequate opportunitics o breastfeed,

Breustfeeding support prograens may be sponsored by gove
erament, hospitals, privite health care providers, and commu-
nity organizations. "The hospitalbased or clinical model
generally uses outreach nurses or cettified lactation-support per-
sonnel to provide in-hospital and follow-up support, ‘The effec-
tiveness of clinical programs increases greatly when these
programs develop their own mother support system or coordi-
nate with privice, non-profit community groups that offer
breastfeeding counseling and support, "These non-medical
groups comprise a second model using trained peet counselors,
who may function in the primary health-care setting, in the
home, or through community lectures and contacts,

The third model, grassroots woman-to-woman counseling,
has been spread most widely through groups like LaLeche
League International, which emphasizes the support of one
breastfeeding mother to unother. LaLeche League is an interna-
tional urganization that was founded in 1956 to give informa-
tion and encouragement, mainly through personal help, to all
mothers who want to breastfeed their babies. LaLeche League
recognizes the unique importance of one mother helping an-
other to overcome problems she is having breastfeeding her
child, and the effectiveness of mother-to-mother support groups
to sustain and reinforce cthe practice of breastfeeding. The
League now exists in 46 countries and serves more than
100,000 women in the world each month through group meet-
ings, telephone help, referrals, materials, or individual one-on-
one support.

From presentations by Dr. Sandvra Huffman, Center to Prevent Child-
hood Malnutrition, and Dr. Miriam Labbok, Institute for Reproduc-
tive Health & Natural Family Planning, USA; and Paulina de
Smith and Mari Carmen Mariscal, LaLeche Leaguel Mexico

Family Planning Promotion

MEXFAM and Gente Joven (Young People) are organizations
in Mexico working to provide information and orientation on
sexuality and reproductive health to teenagers and adults. Years
of experience working in urban communities have resulted in
the development of innovative programs concerning family
planning which include community promotion, education, and
medical services.

These organizations base their programs on what they per-
ceive to be the needs of urban adolescents:

m better communication with parents;




® adule (and parent) role models who have a cleat and positive
uetitude alout their own and tecnage sexuality;

8 infortation on sexuality, human reproduction, the preven:
tion of sexually transtitted diseases, and conttaceptive
methods to wvoid unwanted pregnancies;

& hiclp with defining their personal vidues and making sound
decistons that inight affect their future,

MEXEAM carries out several basic strategices in family plans
ning promotion, Firse, they identify highly populated urban
cones with a low previdence of contraceptive use. They then
provide the irea with o family medicine clinic that offers contra-
ceptive services and counseling, Voluntary healdh promoters
visit homes to inform them of family planning services. In
zones with low prevalence of contraceptive use, MEXFAM of-
fers ongoing support to family planning services provided by
existing health institucions.

MEXFAM supports fumily planning programs chrough the
araduction of learning materials which contribute to the dittu-
ston of family planning messages to groups and population sec-
tors which currently are uninformed. They also provide
technical assistance in family planning services to organizacions
concerned with training their personnel on these topics.

Gente Joven has an educational program oriented around
five basic topics which ateract youth. The tapics are offered in
workshop sessions lasting two hours, providing adolescents
with a basic orientation to reproductive health and fertility con-
trol. These topics are communication within the family, pu-
berty and the process of human life; sexuality and adolescence;
sexually transmitted diseases and their prevention; and che con-
sequence of undesired pregnancies and the use of contraceptive
methods to prevent unplanned pregnancies.

From a presentation by Dr. Jaime Valencia, Fundacion Mexicana
para La Planeacién Familiar (MEXFAM)

HIVIAIDS Education

Most HIV/AIDS control programs of developing countries wel-
come the help of non-governmental organizations to monitor
the course of the AIDS pandemic within national boundaries, to
inform about human immunodeficiency virus infection, and
implement an array of programs to prevent the further spread of
infection. Current policy is to integrate HIV/AIDS prevention
programs within existing health and population programs and
to build national capabilities to undertake long-term prevention

programs.

A high degree of sustained involvement on the part of donor
agencies, federal and municipal government, and private pro-
viders working in partnership with non-governmental or pri-

vitte voluntary ofganizations will be neeessaty if the AIDS
pandemic is to be controlled. Uthan policy makets and licalth
officers must incorporate comptchensive HIV/AIDS prevention
activities in urban health programs to prevent the spread of
HIV infection to women, newborns, adolescents, and other
family members at high risk.

Information, education, and communization programs are a
key strategy to promote behavioral chunge to prevent HIV in-
fection. The first step in many countrics is to convinee national
leaders of the need for such progeams. The start of an awareness
program for the general public has sometimes been seriously
delayed because of the government's unwillingness to permit
use of the miuss media to convey controversial messages about
sexuality, Some governments have allowed for a restrained
number of informational activities but have kept themselves re-
moved, thereby weakening the messages and denying the need
for behavioral change. Fortunately, many governments have
been quick to recognize the threat that AIDS poses to their
peaple, and are strong supporters of public communications
about HIV/AIDS prevention activities.

Public information campaigns use a variety of media and
communication techniques to reach as many people as possible
with messages about the causes, effects, and prevention of
AIDS. The messages focus on providing basic facts, dispelling
rumors and misconceptions, and breaking down the barriers to
discussing sexual behavior,

An example of an urban TIEC program implemented by a
non-governmental organization is the AIDS telephone hotline
in Nairobi, which was developed by a non-governmental orga-
nization, Africa Health Services, to inform people about the dis-
ease. People call the hotline to get answers to their questions
about AIDS. The hotline provides people with easy access to in-
formation about AIDS, refers people with health problems, and
is able to maintain confidentiality.

The goal of AIDS education is to help people translate infor-
mation about AIDS into the adoption of the safest protective
behavior possible. Education seeks to move people beyond be-
ing aware, to being concerned and knowledgeable, and on
through the stages of behavioral change to sustained change.
Carefully designed, well-executed, and sustained communica-
tions to the general public help prevent the spread of HIV
infection.

From a presentation by Dr. Charles Maringo. Africa Health Services!
Kenya




Lnvivonmental Protection

Recent envitonmental changes and population growth have had
w sighiticant negative cllect on public health in Mexico. T'he
population has grown as lile expectancy rates have incressed and
mortality tates have dropped. Rapid industrialization bas con-
centrated populations in large cities. Emissions from energy
use, and pollution generated during production and consumy-
tion, damage the quality of air and water. Migeation into citics
from the countryside has created a larger work force and a con-
sumer market. The more people, the more the demand on the
environment. And, the more difficult it is for government to re-
spond when populations grow quickly.

The situation is particularly difficult in Mexico because u
general socictal recession (increased poverty, construction de-
clines, and industrial closures) has caused the government to ac-
cumulate a large budget deficit, making it more difficult to
fund effores to ameliorate or reverse the degradatinon of the envi-
ronment while at che same time meeting the demand for ser-
vices and housing.

The environtiental stress brought about by rapicd industtial-
izatioti atid increased production las put pressure on fumily
health conditions in Mexico, as it has in other countries of the
wortld. Although rescarch on environmental health und child
survival is scanty, researchiers have documented mortality, acute
mothidity, und developmental impairment effects as conses
quences of air pollution. Thete is, for example, the hazatd of
leaded fuel emissions from tratic congestion, Studies in the
Mexico valley have found that lead exposure is so high that
some newborns have levels of lead in their blood high enough
to cause mental and physical impairment, Chronic health conse-
quences trom severe air pollution are still to be uncovered, Te is
believed that smoke-filled air from factories and indoor cooking
in poorly ventilated homes contributes to chronic respiratory
illness in children, Future tescarch should be oriented toward
predicting the magnitude and character of health risks related
to air pollution and other envitonmental pollutants,

These environmental concerns are not limited to one country
or one region of the world, and can be found in rural, urban,
and peri-urban areas. However, the children of the urban poor
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The bealth committee working with MIHV/Kenya took action 1o deal with polluted water in the streets and coordinated efforts for burying garbage.
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need special protection. Hazardous envitontmental conditions in
the urban slums and squatter settletnents expose childeen to
open sewers, unsafe water, polhated ai, fead trom veliicle emis-
sions, inadequate shelter, fat infeseed rubbish dumps, tosic
tutnes, hazardous waste .. .the list goes on,

PVOs should docament information on health ovitcomes and
environtnental risks, policies, and regulations existing i, the ur-
ban neighborhoods served by the Child Survival projects, And,
PVOs must mobilize communities to take enviconmental ac-
tion. Dataand commitment to deceeasing mothidity and mor-
tality can influence the course of change in environmental
licalth policy now starting to take place.

Fvom u presentation by Dy, Garlos Scotos-Burgo,
Divector General, Escrelet de Salud Priblice de México

Prevention of Alcobol & Substance Abuse

Drug and alcohol addiction are common problems found in
most countries throughout the world: Mexico is no exception.
Prevention and treatment programs have been created to de-
crease the number of cases of drug and alcohol addiction, and to
provide guidance in human interactions. The Centros de
Integracién Juvenil in Mexico City is an outstanding example
of such a community based, family direceed, urban program,

The Centros de Integracion Juvenil combines both human
and material resources from the public, private, and social sec-
tors, to provide preventive and treaement services for drug and
alcohol abuse in Mexico, Mulcidisciplinary mental health teams
and volunteers aid their local communities in understanding
and addressing drug and alcohol problems.

Drug and alcohol prevention programs are considered part of
the health education program provided for youngsters. Their
objectives focus primarily on community sensitization and the
creation of an understanding that drug and alcohol abuse are
real health problems common to every community.

Media campaigns create general awareness about the magni-
tude of the drug and alcohol problem in the community. In-
creased awareness creates the conditions for effective
participation.

Group presentations are also a major educational activity.
The strategy focuses on sensitizing community members to lo-
cal problems of drug and alcohol abuse, and involves the com-
munity in generating possible solutions to the problem

This non-governmental organization believes it is important
to give family members the social skills to deal with problems
of drug and alcohol abuse, both at a personal and family level.
Staff train community members in communication, family dy-
namics and methods of handling and expressing emotions. The
group training also develops knowledge and skills which enable

teetmgers and adults to patticipate in deug and alcohol preven-
tive activities.

Frnmi ca presentation by Lic. Jesis A, Gabrevea Solis,
Divector Ceneval, Gentyor de Integraciin Juvenil/ Mexicn

“Health Begins in the Home"

I Mexico, the Program on Maternal and Child Health provides
universal services to those most vulnerable groups from the gen-
eral population—rmothers and children. Wormnen within the
ages of 19 and 49 comprise approximately 26 percent of the
population while 117 peteent of the population are children
undet the age of five. Intestinal infections, and preumonia are
among the major causes of death among children; maternal
deaths are chiefly Jue to hemorrhages during pregnancy or
libor, toxemia, and puerperium complications. The program
intends to decrease maternal and infant mortality by 30 percent
within the next five years,

In accordance with Ministry of Flealeh policies, 4 unique ma-
ternal and child health initiative is improving ourreach to dis-
advantaged families. This initiative is called “Healeh Begins in
the Home.” Without such special strategies to reach the urban
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poot, they often are missed by routine health services.

The program makes a special elfort to uddress the health
needs of ueban tamilies. Somie of the major constrains found
among these commuities are family dissolutions, bieths in
youtg teetagers; promotion of bottle feeding and a luck of coti-
tinuity in breastfeeding; deficient diets; and lack of clea, formal
goals for community providers,

The steategies set forth by the Progrun on Matertial and
Child Health emphasize prenatal care, the promotion of
breastiveding, infection control, nutritional usprects of child
growth and development, and the evaluation of mother and
child seevices,

The health center in cach arca offers all primary health care
services, including immunizations and programs dealing with
nutrition, family planning, and child growtis and development,
Another service the government provides for the community is
a traveling mobile dental office which is stationed on cert -in
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streets on different days of the week, giving free denal, and oc-
casionally medical, attention for children and adults,

Some of the estublished community-patticipating seevices
ate popular “community kitchens” where both children and
adults are fed breakfase for u small fee, and meals are prepareed
by several of women who volunteer from the surrounding arca,

Intersectoral coordination results in a wider range of com-
munity health services, Community members are organized to
train others und demonstrate a sincere sense of unity, carryiig
out joint activitivs such as the repairing of rouds and promoting
better water, sanitation, und chlorination technigues,

Fvom « presenteation by Lic, Yolanda Senties,

Director General de Salud Materm Infantil, Mexico, and
Jrom information obtained by workshop participants
during site visits to three communities,
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‘The Challenges of Child Survival in an Urban Envivonment

Objectives

L. To develop an understanding of
the consequences of rapid urban
growth an the health stacus of chil-
dren,

2.To explore key implementation
| strategies for protecting the urban
child ac risk.

I 3.To learn how “people-to-people”
contact maodels, such as mother sup-
I port groups, are being used to moti-
vate and sustain desired health
behavior.

tems for identification and follow-up
i of high-risk families in areas with
! dense populations and high migra-
i tion.
i

|
|
i 4.To discuss health information sys-
|
1

5.To discuss ways to mobilize com-
munity participation for improved
heatth conditions for urban and peri-
urban communities.

6.To examine strategies and con-
straints involved in achieving sus-
tainability of child survival
interventions in urban communities.

Purticipants

Country national managers of urban
PVO Child Survival projects in Africa,
Asia, and Latin America attended the
conference. They represented 11
projects in cight countries. A.LD. spon-
sored one country national from each of
the following: African Medical & Re-
search Foundation/ Kenya; Adventist
Development and Relief Agency/ Haiti;
LaLeche League International/
Guatamala; LaLeche League Interna-
tienal/Honduras; Minnesota Interna-
tional Health Volunteers/Kenya; Plan
International/Dominican Republic;
Project Concern International/Guate-
mala; Project Hope/Honduras; Rotary
PolioPlus/India; Save the Children Fed-
eration/Indonesia; World Vision Relief
& Development/Bangladesh.

In addition, one representative from
each of x> 1) PVO headquarters at-
tended.

The conference was organized by
The Johns Hopkins University in co-
ordination with the Maternal and
Child Healch Department of the
Ministry of Health, Mexico City, and

Lic. Jesis A. Cabrera Solis
Dircctor Genetal, Cenitros de
Integracion Juvenil

Mexico City, Mexico

Judy Canahuati

Project Director
Lal.eche League International
San Pedro Sulw, Honduras

Dr. Carlos Canseco
Haospital Universitario
Monterrey, Mexico

the National Institute of Public
Healch, Cuernavaca.

"The conference was funded by the
Oftice of Private and Voluntary Co-
operation, Burcau for Food and Hu-
manitarian Assistance, Agency for
International Development. Other
collaborating agencies represerited
were Fundacion Mexicana para la
Salud, El Colegio de México,
MEXFAM, and Centros de
Integracion Juvenil, from Mexico;
the Pan American Health Organiza-
tion; and UNICEF. Participants
from the United States included rep-
resentatives of Georgetown Univer-
sity, Community Systems
Foundation, and the Center to Pre-
vent Childhood Malnutrition.

Participants shared a common
background in health. Among the
resource specialists were physicians
with expertise in public health, epi-
demiology, biology, nursing, phar-
macy, and sociology. |
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