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Preface

The 1994 Worldwide impact Conference was convened by USAID in order to demonstrate
the impact of the Child Survival grant program for ’'VOs since its initiation in 1985. The
conference was devoted to discussing impact, in terms of changes, in disease cases and
deaths; mothers’ protective child health practices; immunization and vitamin A coverage;
and costs of sustaining child survival interventions.

Conference presentations documented that PVOs, through their diversity of back-
ground and experience, are providing innovative cutting-edge inputs into improving the
health, child survival, and quality of life of vulnerable populations. Their strength ema-
nates from a decentralized, community-oriented approach and from their underlying
commitment to address the issues of equity through their diversity of focus, size, human
resources, and operational strategies.

Assuming an average project size of 30,000, the PVO Child Survival Grants Program
has directly affected an estimated 6 million people during the past decade. Considering the
underlying mortality risks averaging 160 deaths per 1,000 births, average project life of six
years, and the well-documented ability of PVOs to increase coverage, add interventions, and
increase quality, it is estimated that the 200 projects’ efforts have halved under-5 mortality
in target populations and prevented 135,000 under-5 deaths. Indirect benefits in terms of
sustainability and replicability would further increase that number.

The strong conclusion of this conference is that PVOs now have the capacity to absorb
more USAID funding for programs that promote community participation, partnership, and
empowerment.

(it Lot

Adele H. Liskov

Deputy Director

Office of Private and Voluntary Cooperation
Bureau for Humanitarian Response

U.S. Agency for International Development
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MORTALEY, MORBIDITY, AND NUTRITIONAL Sty

Abstract

This paper describes the impact of
Andean Rural Health Care’s (ARHC)
Bolivia Child Survival program on the
rates of infant and childhood
mortality. Four years of mortality
data (1990-1993) from three Child
Survival programs were pooled and
compared with data from two
geographically adjacent (control)
service areas and, separately, with
available Bolivian mortality data.
Analyses suggest that the infant
mortality rate has been lowered by
36 percent when contrasted with the
control areas. Among children less
than 5 years of age, the mortality
rate has been reduced by almost
one-half (49 percent) when con-
trasted with the control areas, and
by 35 percent when compared with
similar areas in Bolivia (available in
published reports). These latte. two
results are statistically significant.

The child survival interventions
which contributed to these reduced
mortality rates are discussed in light
of the resuits. The strengths and
limitations of the analyses and
interpretations also are presented.
Taken as a whole, iiese data provide
highly suggestive evidence that child
survival has been improved through
ARHC's application of its census-
based, home visitation Child Survival
programs.

Estimating the Infant/Child Mortality Impact
of a Bolivia Child Survival Program

DAVID S. SHANKLIN AND HENRY B. PERRY,

ANDEAN RURAL HEALTH CARE / BOLIVIA
Introduction

The assessment of the impact of health
programs on the well-being of partici-
pants is a crucial step to ensure the
delivery of cost-ctfective programs,
whether in industriallv developed
nations, or in the developing world.
The desired outcomes ot the allevia-
tion of suffering, improved heaith,
sense of well-being, and improved
economic productivity are goals ot all
health care interventions. Most otten,
program managers pereeive the
measurement of health outcomes
unnecessary hecause ot their implicit
faith in the etficacy of services being
provided, or because they perceive the
necessary studies as bevond the
resources of their programs. In the
latter case, program managers nuy
resort to measures of “process” (tor
example, number and quality of
services delivered, or number of
patients treated) as aceeptable proxi-
mate measures of program cttective-
ness. Even when it is possible to
collect and analyze more conclusive
“impact” data, we must recognize that
these data are, too, proximate in
nature. The averting ot death is
certainly one such measure, which at
best, must be described as a crude
measure tor improved health, well-
being, and productivity of the indi-
vidual or community. Nevertheless,
such measures are essential to demon-
strate the etticacy and cost-eftective-
ness of individual programs.

I'he methodology of Andean
Rural Health Care tARHC), a private,
nonprofit organization working in
Bolivia, South America, integrates the
collection and analysis of process and
outcome data in its health programs as
a crucial comiponent of a community-
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based approach to heaith care. Such
data help to target scarce resources to
the principal preventable causes of
illness and death, and also ensure
program accountabilityv. Program staft
and leadership know that they are ablc
to demonstrate the etficacy of the
work, both to service participants and
to agency donors. These data are used
on an ongoing basis to review progran
progress and, more importantly,
identity problems or weaknesses whicl
need to be resolved.

Because ot the difficulties
inherent in the study ot mortality,
relatively few United States Agenev for
International Development (UsALD)
funded Child Survival programs have
collected mortality data, and fewer
have reported results. Such difficulties
include a genceral lack ot high quality
vital events data for defined popula-
tions, a lack ot comparison or control
group data, and insutticient numbers
of deaths within relatively small
service areas to pernnt adequate
statistical tests ot differences. Often,
when mortality data are collected, a
retrospective survey approach is taken,
leading inevitably to underestimates ot
mortality, due to the inherent limita-
tions of this methodology.

Within the USALD Child Survival
(C:S) Program, 4 minimal amount of
data have been reported. In the
evaluation of the Northern Pakistan
Primary Health Care Program managed
by the Aga Khan Health Service, infant
mortality data tor one local service
area retlected a striking drop, trom 155
per 1,000 dive births in 1986 to 47 in
1990."" The authors report that the
baseline rate may be suspiciously high,
and the small number of deaths
preciuded tests of statistical signifi-
cance. Save the Children and World



Vision both are reported to have
collected mortality data, but these
authors have not seen reports describ-
ing them.'*

In the USAID-funded CCCD
project (Combating Childhood
Communicable Discases), a multi-year
project conducted in several African
nations during the mid-1980s, mortal-
ity rate impact was reported for
country initiatives in Liberia and
Zaire. **'' The proportion of children
(<3 years of age) dying declined by
17 percent in Zaire and by 32 percent
in Liberia.” Severe methodological
problems were reported in the collec-
tion of the mortality data, which
utilized a retrospective survey ap-
proach.™

Reports of longitudinal field
programs assessing overall child
mortality impact are surprisingly
few. ' The Matlab, Bangladesh,
Program of the International Centre
for Diarrhoeal Discase Research
reported an approximately 10 percent
reduction between 981 and 1987 as a
result of controlled maternal and child
health interventions.™ " In the
Jamkhed, India Comprehensive Rural
Heaith Care Project, the infant miortal-
ity rate has apparently been gradually
redaced over more than a decade, from
120 per 1,000 live births to the low
20s, through simple preventive and
curative services provided mostly by
low-caste and illiterate women selected
by the villages. '

Several programs in Africa have
reported substantial declines in child
mortality rates tollowing the introduc-
tion ot refatively comprehensive
primary care and child survival
services. [ Mlomp, Senegal, the
percentage of children dying before
the age of 5 tell from 37 percent to 8
percent over a 15 year period following
the introduction of hasic health
services. I tour vitlages in the West-
Kiang district ot The Gambia the
poercentage of children dying betore
the age of 5 fell from 49 pereent to 1
percent over several decades as aresult
of pnmary care and child survival
activities. " In Niakar, Senegal, the
percentage of Children dying betore
the age of 5 fell trom S0 percent to 16
percent tollowing the introduction ot
child survival and primary care
services."™ It is important to note that

all of these progranis demonstrating
improvements in child survival
provided relatively comprehensive
primary care services along with
specific child survival interventions.

During the 1970s and 1980,
several field studies were published
demonstrating impacts on infant and
childhood mortality as a result of
selected, targeted low-cost child
survival interventions." ™ There also
have been a number of cocaimunity
field trials assessing the impact on
child mortality of vitamin A supple-
mentation'™ " and antibiotic treat-
ment ol acute respiratery intection **
“* While most (although not all) report
favorable mortality outcomes, one
must remember that these studies
report the results of clinical field trials
of closely supervised and monitored
single interventions. They are there-
fore not representative of more routine
program implementation. Fhere is a
clear need to strengthen the assess-
ment of the impact of Child Survival
programs as they operate in the real
world, evaluating the overall impact
and cost-eftectiveness of the entire
primary health care program.

‘There are a number of method-
ological issues which must be consid-
cred before a study of mortality is
feasible. Clearly, in order to calculate
mortality rates, one must have accu-
rate data on the population of a
program arca by age and sex. Further-
nore, one must have an accurate
count of the deaths by age and sex. In
developing countries, this is a very
difficult task. Population data in such
settings usually do not exist. If they
do, more often than not, they are
based on national censuses which are
outdated or inaccurate. Furthermore,
the ovenwhelming majority of deaths
take place in the home without any
formal and direct contact with the
existing health system.

Those with extensive field
experience believe that retrospective
houschold surveys do not provide a
satisfactory degree of accuracy, particu-
larly during the neonatal period. "
Ideally, the classic randonmized,
controlled study methodology woutd
serve best. Yet, in the world of program
operations, this is not only difticult, it
is, practically speaking, impossible. A
more realistic approach is found in the
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quasi-experimental design literature.’®
In this vein, Chen™ (pages $76,580)
suggests that “the ideal design for
evaluating an intervention would
include an estimate of the long-term
trends occurring previously in the
same population, a documentation of
the changes in mortality during and
inunediately after the intervention
over a period of say five years, a
control group, and perhaps data on
causes of death that were targeted by
the intervention. All these conditions
are rarely met, and conclusions are
usually based on partial information
... Lven this method is subject to a
host of limitations as control and
intervention areas can never be fully
matched for all confounders.”

In the developing world, the
rarcly attainable “gold standard” for
the measurement of mortality rates is
the prospective identification of all
residents in a defined geographic area,
and the registration of vital events
(births, deaths, and migrations).'” This
is best achieved by means of ongoing
visitation of all homes in the given
area by persons who are known and
trusted by houschold members. All
other approaches, such as retrospective
household surveys carried out by
people not previously known to
household members, and indirect
approaches such as the previous birth
technique developed by Brass and
McRae, are potentially biased and
appear to yield consistent underesti-
mates of mortality rates because of
under or inaccurate reporting of deaths
by family members. "

In most areas of the developing
world, infant and childhood mortality
rates are slowly improving in the
absence of specific program interven-
tions, as a result of improved standard
of living. "This complicates the inter-
pretation of the underlying causes for
changes in death rates, especially in a
focal program evaluation context.
Bolivia is no cxception to this rule.
During the past 40 vears, infant
mortality rates have dropped from
151.2 per 1,000 live births (1950) to
90.7 (1990)."*% Daring the same time
period, under-5 mortality rates de-
creased from 252.5 (1950) to 1269 per
1,000 children {1990). More recently,
the National Demographic and Health
Survey reported the following:
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Selected Bolivian infant and
child mortality rates,
Demographic and Health Surveys,
1987, 1989, and 1992

Mortality rates 1988 1989 _ 1992
Infant 98 89" 75
infant, urban 69
Infant, rural 106
Child(<5 years) 150 1310 116
Child, urban 114
Child, rural 168
Child, parent speaking -
a native language 186
Child, mother’s
education <6 years 162
Child, father’s occupation
agricultural 177

1987, 1992, Preliminary Report, DHS, 1994
1989, Sommerfelt, et al., 1991

'

These tigures are based on the previous five
years of survey data, 1984-88. The remaining
fiqures are based on the previous 10 years
1979-88.

These data are based en a
nationatly representative sample of
7,923 women 15-49 vears of age who
were interviewed in Bolivia between
February and July 1989, The informa-
tion is based on the retrospective
reporting of all live births during the
preceding 10 vears. Of particular note
to this report are the signiticant
differences in mortality rates based
upon selected socio-economic factors
such as education, language spoken in
the home, and urbanicity. In a recent
study by Kees De Meer, et al,, determi-
nants of child mortality were assessed
i areas geographically close to ARHC's
altiplano service areas.” Among other
tindings, they report ditferential rates
ot permatal and neonatal mortality
across Quechua and Ayvmara communi-
ties which mav be accounted tor, at
feastin part it is suggested, by different
cultural pereeptions and practices
regarding infanticide. He also men-
tions the difficulty of data collection in
these populations due to a natural
suspicion ot outsiders,

Of course, we know that a host ot
other sociocconomic tactors may
directly intloence intant and under-5
mortality rates, such as inadequate
nutrition, poor hygiene and sanit ton,
inadequate water supply, altitude, and
size of community, among others.
Maternal factors alvo are important
and may indude age, parity, gesta-
tionai age, and pro-pregnancy weight,

ARHC program intervention

ARHC he. Ath program activities in
Bolivia begun in 1983, and have grown
incrementally during the past decade.
At the present time, ARHC is working
in five distinet service areas: two rural
service areas are located on the Boliv-
ian high plains (“altiplano”), two rural
service areas are located in the moun-
tain valleys, and one is located in a
peri-urban slum of a rapidly growing
city in the lowlands (Amazon basin) of
Bolivia. Both altiplano areas are
populated by Aymara Native American
populations who maintain a subsis-
tence life style based on agriculture
and limited domestic livestock produc-
tion. The mountain valley service
populations are almost all Quechua
Native “merican, who also depend
upon agricultural and livestock
production for their livelihood. The
urban population of the ARHC low-
lands program area also are primarily
Quechua who have migrated from the
high mountain vatleys in search of
more favorable cconomic opportuni-
ties.

Current ARHC health services
include primary health care available
to all individuals in the five service
areas, basic maternal health and child
survival services, and selected health-
related development projects, particu-
larly in water and sanitation. Current
basic maternal health and chitd
survival services inchude reproductive
health education and services; prenatal
health: care; assistance during child
birth; immunizations; growth monitor-
ing; education about health, nutrition,
hygiene, and sanitation; nutrition
rehiabilitation for malnourished
children; treatment tor intectious
discases, such as acute respiratory
infections and diarrhea; acute curative
services; and reterral for more special-
ized care when necessary.,

Program services are provided
primarily during home visits made by
tull-tiime, paid auxiliary nurses and/or
part-time conmmunity health volun-
teers. These statt members are sup-
ported by physicians and mid-level
health professionals located in project
health clinics or small hospitals, All
homes in ARHC service areas are
visited at least once annually, the

frequency of additic: al visits depen-
dent upon the risk profile ot individual
households. tHousceholds with children
under 2 years of age are scheduled to
be visited at feast every two months,
and households with chiidren aged 3
Lo S years are scheduled for home visits
at least every four months. Houscholds
with women of child-bearing age are
scheduled to be visited at least every
four months. Families with sick
individuals are visited more frequently,
based on need.

It is during these home visits that
the vast majority of the above de-
scribed services are provided. Mothers
and children also are reached through
“group concentrations” (scheduled
community group cducation activities
primarily for mothers) and through
participant visits to central clinics or
small hospitals located in each of
ARHC's service arcas. Cases which
require more specialized services are
referred or transported to urban
hospitals with whom ARHC maintains
written agreements.

The ARHC health care model
may be described as “census-based,
impact oriented.” For cach service area
where ARHC maintains a presence, a
written agrecment is signed with the
Bolivian Ministry of Health (MOH;) to
be the primary provider of health and
child survival services. MO staff and
materials are incorporated in ARHC
programs to minimize duphcation or
potential overlap of services. Censusces
are conducted, arca maps prepared,
and houses numbered. During the
census process, basic sociorconomic
data are collected on each household,
and vital events registries are begun.
Thereatter, vital events are recorded on
an ongoing basis. Community per-
ceived priorities for health care services
are ascertained. These, together with
the epidemiological data, provide the
basis tor establishing program priori-
ties. Capabte and interested persons
itving in the project areas are identitied
catly onand trained, usually in MOH-
sponsored programs. These individu-
als then become the primary providers
of health services at the houschold and
community fevel, Thas, ARHC
invoives local community members
from project inception, enhancing
community acceptance of, and partici-
pation in, project activities,
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ARHC staff are trained to collect
data and analyze them. A health
information system designed on site is
used to record basic information for
project reporting and evaluation
purposes. Monthly reports are com-
pleted on site, field staff meetings to
discuss analyses are frequent, and
annual evaluations are tully participa-
tory. On an annual basis, project
priorities are reassessed, and new
project work plans are established
which retlect these new priorities. The
paiticipatory, community-focused
process of the provision of basic health
services (including ongoing data
collection and evaluation) throagh
home visitation ensures high levels of
coverage, equity of service delivery,
community trust, statf awareness of
community health issues, staff willing-
ness to openty and critically discuss
local project strengths and weaknesses,

and community participation. Over 10
years of experience in the field have
now convinced ARHC leaders and staff
that responsiveness to local commu-
nity health prioritics through a
comprehensive primary health care
program is the only feasible way to
ensure lasting health benefits and
sustainability (both in long-term
institutional and financial terms) while
at the same time including the com-
munity in the process.

Methodology

Exhibit 1 graphically suminarizes the
introduction and expansion of health
services for cach of ARHC's five service
arcas. Additionally, the years for which
mortality data are available are indi-
cated. As may be seen, reliable mortal-
ity data became available in 1990, after
several vears of initial service in

EXHIBIT

Duration of ARHC program services, and years for

which mortality data are available
Altiplano

Carabuco

Ancoraimes (control) | tarty implementavon

Mountain valleys

USAID CS funding begins

Mallco Rancho K X X
Sipe-Sipe (control) FI
Lowlands :
Montero i XX '
‘83 ‘85 ‘87 ‘89 ‘91 ‘93
‘82 "84 ‘86 ‘88 ‘90 ‘92 ‘94
EXHIDIT 2
Death and population data for ARHC's
three established program sites
‘ '} Pooled
Rates by age ' S Lo mortality
categary Carabuco Mallco Rancho  : Montero - Yotal, rates
_ w091 92 93 91 '92 ‘93! - 92 93 |
0-11 moonths : _ :
# deaths 1325 19 16 13 S BNO7: 9 8 1227 747
# births 194228 215 171 164 194 111/159 142 185 ° 1643,

population 219 211 210 197 15Q°

150 150 135 125 1547

T ——— sT—

12-23 months : oy

# deaths 40 3 0 7 13 9 4 3437 186

population 236 295 228 193 212 187 194 139 202 1846

24-59 months R

# deaths S 2 3 4 4 N3 2 33 a2
lation 765 BOB 694 687 488 542 709 198 424 5518

0-59.months . P i

# deaths 22027 25 20 24 16 133 . 20 13 1803

population 12201274 1112 1077850 879 1053 672 751 ' B90B]

Soncrer Anrtaot censuses Bathooed death regstoes

1 Septecidae P22 montnitty (ot second pte bepare g goomanshized estirnate
¥ ! y

SEstnigte Lo 1991 Ceoves
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ARHC's “established” sites of
Carabuco, Mallco Rancho, and
Montero. ARHC's “new” sites of
Ancoraimes and Sipe-Sipe began
activities during 1992, and it is during
this first year that mortality data were
collected prospectively. For the
reported analyses here, these latter two
sites serve as “controls,” while the
former three serve as established
intervention sites.

Ancoraimes is geographically
adjacent to Carabuco on the altiplano,
and is similar to Carabuco culturally,
cconomically, and climatically. Sipe-
Sipcis located adjacent to the Mallco
Rancho service area, and also is similar
culturally, economically and climati-
cally toits neighbor. In both cases,
health services offered by the MOH
prior to entrance of ARHC were
sporadic, extremely limited in number,
and were largely clinically based.

For the three established areas,
data are available for a four vear post-
intervention period (1990-1993) but
not for an initial baseline. In the
adjacent control service areas, how-
ever, in which activities began recently
(1992), it was possible to start with
home visitation, vital events registra-
tion, and community censuses in some
of the communities. These control
arca data reflect mortality for an area
geographically proximate to ARHC's
intervention sites and socioeconomi-
cally similar. Thus, the analysis
reported here uses quasi-experimental,
post-test only design with non-
equivalent control group pre-test.

In addition to the control site
data, we reviewed existing data
available from public sources, most
notably the Houschold Demographic
and Health Surveys (DHS) of 1987,
1989, and 199294

A 95 percent contfidence interval
(C:1) was calculated for the odds ratios
of mortality rates estimated for: Dthe
three established intervention sites; 2)
the two control sites; and, 3) a com-
posite mortality rate based on the 1989
Bolivian Demographic and Health
Survey data.

Generally, conlidence intervals
are based on sampling theory. In the
cases of the intervention and control
sites, we are not dealing with samples,
but rather with total service popula-



MORIALITY, MORBIDITY, AND NUTRIHONAL STATUS

EXHIBIT 3

Death and population data from
ARHC's two “control” program sites

Age rates by Ancoraimes Sipe-Sipe  Total Mortality

category 4/92-3/93 4/92-3/93 rates
0~ 11 months

No. deaths 9 5 14 116.7
No. births 73 47 120
Population 60 51 1M1

12 - 23 months

No. deaths 3 4 7 57.9
Population 52 69 121

24 - 59 months

No. deaths 2 2 4 11.0
Population 183 181 374

0 - 59 months

No. deaths 14 11 25

Population 295 301 596

Source: Annual census and death requstoes, Ancoraimes and Sipe-Sipe.

EXHIBIT 4
Fetimates of the probability of death before age 5 years in
ARHC’s three established inters 2ntion sites

Cohcrt method
Number of deaths  Cohort size

Mortality  expected in cohort  at end of
Age group rate of 1,000 live hirths age period
0 - 11 months 74.7 74.7 925.3
12 - 23 months 18.6 17.2 908.1
24 - 59 months 126 ™ 11.4 896.7
Number of deaths
expected in the five
year period 103.3

“ The annual 24-59 month mortality rate (4.2) was multipled by three since this age period
covers three years of fife

=0.103

= Probability of death for
an individual between birth and
S years

Divided by 1,000 live births

95% Cli for estimated

probability of death =0.10341(0.103 x 0.1 0.15)

=0.103 ¢+ .015
=0.088t00.118

Under-5 mortality rate method
Number of deaths observed  180.3

Under-5 population 8,908
Annual probability of dealn = 180.3 + 8908
-0.020

Five year probability of death (0.020 x 5) = 0.100

95% Cl for the estimated
probabiity of death

- 0
=0.
=0

100 #+ (0.100 x 0.15)
100 1 0.015
08510 0.115

o

Source Birth and deoth registries, and unnual censuses, for Corabuco. Moallco Rancho, and
Montero

tions and, additionally, with populations having a small
number of deaths. These small numbers fluctuate from
year to year, leading to sizable variations in observed
annual mortality rates. In order to overcome this natural
variation in mortality rates of small populations, we
pooled mortality data for the three intervention sites over
a four year period, resulting in composite rates of infant
and child mortality for this same period. This is shown in
Exhibit 2. Exhibit 3 displays the mortality data and rates
for ARHC's two control sites.

Using a methodology to calculate confidence
intervals for mortality rates based on defined populations
described in the monograph, Health Connmunitics 2000:
Model Standards, we calculated confidence intervals by
multiplying the estimated mortality rate by the specified
fraction, which in turn, is estimated based on the number
of events (deaths) reported for the population being
studied.”” Necessarily, that fraction grows smaller as the
number of events reported for the population increases.

Confidence intervals and confidence limits were
calculated based on two different methods for estimating
mortality for each of the two sets of project data. One
method is a cohort approach in which a hypothetical
cohort of births is subjected to the mortality rates caleu-
lated for the population in question over a five year
period, and the percentage of the cohort which would die
at these rates is determined. A second method is to simply
calculate for the population of children the overall death
rate per 1,000 children per year and multiply this by tive.

EXHIBIT 5
Estimates of the probability of death yefore age 5 years
in ARHC’s two control sites

Cohort method

Number of deaths  Cohort size

Mortality  expected in cohort  at end of
Age qroup rate of 1,000 live births  age period
0 - 11 months 116.7 116.7 883.3
12 - 23 months 57.9 51.1 832.2
24 - 59 menths 33.00 27.5 804.7
Number of deaths
expected in the five
year period 195.3

" The annual 24-89 month mortality rate (11 .0) was multiphed by three simce this age penod
covers three years of life

Divided by 1,000 live births = 0.195 = Probability of death for
an individual between
birth and 5 years

95% Cl for estimated

probability of death
195+ 0.074
121 to 0.269

0.195 + (0.195 x 0.38)
0.

Under-5 mortality rate method

Numbers of deaths 25
Observed under-5
population 596

Annual probability of death 25 + 596 = 0.042

Five year probability of deoth 0.210 £ (0.210 x 0.38)

Probability of death =0.210 + 0.080
=0.130 to 0.290

Source: Ancorannes ard Sipe-Sipe bith and death requtres and unnual census.
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EXHIBIT 6

Demographic and Health Survey estimates
ot the probability of death before age § years
in Bolivia, 1979-88

Subgroup of children Probablllty of death“’

EXHIBIT 7
Probability of death before age 5 years in ARIC's
program arcas compared to that tor

control arcas and for similar arcas in Bolivia

Estimated
probability
of death before  95% confidence 95Y% confidence

Living in rural areas 0.168 Populati .5 . I limi
Living in the altiplano area 0.142 opulation age interva imits
Living in tt lley area .
ving in fhe vatiey area 0.159 ARH("s established program areas (Carabuco 1990-93: Mallco '
Living in the lowlands 0.120 R h 1991-93: and Mont 1992 93 .
Speaking a native Indian language 0.186 ancho ~73: and Montero, ) )
Mo(ho'r s educagon loss_lhan six years 0.162 Method 1 0.103 10,015 0.088 10 0.118
Father’s occupatiun agricultural 0.177 Method 2 0.100 40.015 0085100115
Overall average 0. 159 etho ’ - ) ov.
© Based on g conort method wlentical 1o that shown in ARHC s control areas (Ancoraimes and Sipe-Sipe, 1992) e =
Fxbaduts 4 and 5 See text tor descuption of methodology. i
Method 1 0.195 +.074 0.121 to 0.269

Estimate of the 95% Cl for the Method 2 0.210 +.080 0.13010 0.290

I

calculated probability of death = 0.159£(0.159 x 0.10)
0.159+0.016
= 0.143100.175

i

Soutce Sommertelt, etal, 1991, p 8

Both of these two methods are applied to the intervention
and control sites data, and are displayed in Exhibits 4 and
S, respectively.

Since the DHS summary provides only under-5
mortality rates (rather than rates by infant and child age
categories), the second method (which employs the use of
the overall mortality rate) was used exclusively. The DHS
data did not report the actual number of deaths occurring
in the sample of 7,923 women, nor confidence intervals
for their rates. We assigned a 95 percent contidence
interval of + 0.02 to the above, assuming that the actual
number of deaths on which these rates are based is around
400, a conservative estimate. This is summarized in
Exhibit 6.

Results

Infant mortality rates for the three established interven-
tion sites were 36 percent lower than those reported to the
simifar two control sites, although the small numbers of
control site deaths preclude statistical tests of significance.
Childhood mortality rates also were much lower in the
Child Survival project arcas: |49 percent lower when
compared to the control sites, and 35 percent lower when
compared to the Botivian DHS data. These results are
statistically signiticant (p<0.05) and are summarized in
Exhibits 7, 8, and 9,

The results reported above should be interpreted in
light of the probable biases of the ditferent data sets. For
the established intervention sites, there were no pre-
mtervention measures of mortality, primarily because the
ARHC census-based methodology had not been fully
developed during the carly stages of project implementa-
tion. This Lack ot pre-intervention data limits the inter-
pretability of possible changes over time in rates of intant
and childhood mortality. For example, it is theoretically
postible that mortality rates for these areas were, in fact,
fow to begin with. Only by measuring mortality rates
initially would we be able to exclude this alternative
explanation. Another aspect of these data are that the

ey
0

Slmilar areas elsewhere in Bolivia (1979-1988)

Method 1 0.159 +0.016 0.143 10 .175

Methad 1 Based on the cobort method desonbied m text
Method 2. Bused on overafl under- S mortabty rate descrbed
ntext

EXHIBIT B
Improvements in child survival estimated
for ARIIC’s program arcas

Improvement in child

Estimated probability of survival relative to

Population death before age 5 years comparlson groups

ARHC

program areas 0.103

ARHC control 0.202 49%

areas (0.202-0.103) x 100
0.202

Similar areas in 0.159 35%

Bolivia (0.159 - 0.103) x 100
0.159

1 This 1s the average of the rate calcutated with the cohort method (0.195) and with the under-5
mortality rate method (0.210).

EXHIBIT 9
Probabilhity of death for children less than 5 years in ARHC's
program arcas compared to that for control arcas and for
similar arcas in Bolivia

0.25
£
] 0.2 B}
U
°
S 0.15
> .
s 01 ‘
]
S
& 0.05

0 o .
ARHC sites Control sites Similar sites

Sources of mortality data


http:0.159+(0.159x0.10
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number of deaths is smatt on an
annual basis, increasing the variability
of rates, and making measures of
impact for any given year ditticult if
not impossible. Only by pooling data
over vears and over project sites, as we
do here, is it possible to begin to tease
out possible trends in mortality rates.

For the two control sites reported
here, we again face the prospect of
small numbers of deaths, with the
resultant difticulty ot discerning real
differences which may be tested
statisticallv. It is also likelv that not all
deaths were captured at this carly
point in the development of these two
new projects, due to the possible
reluctance to report all deaths on the
part of the respondents,

Finallv, regarding the national
data collected through the Demo-
graphic and Health Survevs, one must
be aware of several inherent limita-
tions ot the data, First, and most
mmportartly, it is likely that the
limitations of retrospective data
collection mentioned previously (or
example, faulty memory, or distrust of
survev interviewers by respondents)
resulted in the svstematic underesti-
mate ot the real mortality rates.
Secondly, mortality rate bias also may
vary based on the underlying socio-
cconomic factors of the population,
That is, individuals with less educa-
tion, living in poorer communities,
and speaking indigenous languages
may be more tikely to underreport
deaths compared to better educated
urhan-based, Spanish speaking respon-
dents.,

Another concern with these data
are that they retlect rates estimated for
the 10 vear period ending in 1988,
ldeally, we would atitize the 1992 data
set (1O vear period ot data, ending in
1991y which would better retlect more
current trends, However, onby overalt
national rates are available for dat
period, and these seriously underes-
mate mortality rates tor the popula-
tions of concern to us: impoverished,
primarily rural, Native American
populations with little education,
depending largely on subsistence
agriculture as a livelihood. More
detailed analvses and reports of the
1992 data set may be torthcoming in
the next several vears, making such
analyses possible. Given these limita-

tions of the data, and based on our
observation that mortatity rates differ
considerably within the Bolivian
population based on key socio-
demographic variables, we would
expect that mortality rates reported
from the control sites would be
highest, rates estimated from the DHS
data would be somewhat high (but not
as high as the control site rates due to
the underreporting bias), and that the
intervention sites would report the
lowest rates. This, in tact, is exactly
what we find, providing some indirect
validity tor our approach. Further, tor
the under-5 child mortality rates, these
difterences are statistically signiticant
(p<0.05).

There are natural limitations to
the utility of these mortality data.
While it is possible to assess the impact
of a given project over a three to five
year period, in all liketihood, it will
not be posstie o assess the impact of
individual interventions (for example,
immunizations, or growth monitoring)
or the ettect of the program on specitic
causes of death (tor example, malnutri-
tion, diarrhea, or acute respiratory
infection). That is because the number
of deaths attributable to a single cause
is small, precluding statistically
significant differences. A second
reason is that there may be significant
interaction between causes ot death. A
number of rescarchers have demon-
strated that when an intervention
addresses a particular cause of death,
mortality rates tor other causes of
death may also be aftected, and not
always in predictable directions.™ A
third reason is that the identification
ot cause of death may be unreliable,
espedially when causes ot death are
infrequently encountered, and pre-
death evaluation is frequently impos-
sible,

Conclusions

Based on the results of this study, it is
possible to signiticantly reduce child
mortality in selected developing
countries within a three tosix year
period, using a mix ot child survival
strategies promaoted by the USAID
Child Survival Program. Further
studices are necded to contirm these
findings, and to establish the effective-
ness of other child survival strategies

and programs. These results necessarily
add credibility and political support to
an already successful USAID Initiative.

The mortality data obtained for
ARHC's program areas are based on
routine systematic home visitation
carried out by health personnel who
are known to the families and who are
part ot a stable health program work-
ing in the area tor several yvears. This
method is a “gold standard” for
mortality assessment in developing
countries and represents as accurate
assessnment of mortality rates as can be
obtained under the circumstances.
The census-based, home visitation
approach to community health care,
which includes ongoing data collec-
tion and analvsis, assures high rates of
participant coverage, evquity of service,
program accountability and strength-
ening, and the trust, support, and
participation ot the community.

Based on the expericnce of
ARHBIC, assessing vital events and
mortality should be central to ongoing
Child Survival and Health program
operations. The ARHC methodology is
consistent with recommendations
made by a number of international
health agencies, including a recent
report from a panel ot the National
Academy of Sciences (H, page 150),
which states “there is a desperate need
tor more research on the eftectiveness
of integrated [Child Survival and
Health] programs and individual
interventions in a wider range of
environments.”

Compatison data are essential to
the interpretation ot program mortal-
ity data. These may be in the form of
baseline mortality rates of the same
service areas, or estimates genecated
trom control areas, or from other data
sets such as the DHS used in this
report. Ideally, more thim one set of
comparison data will be used in order
to strengthen interpretability and to
compensate tor alimost unavoidable
limitations ot any single comparison
group or study design.

Future mortality analysis within
the ARHC Bolivia program will be
broadened to include the analvsis ot
mortality in the two control sites as
they introduce and expand coverage ol
child survival and health services; the
addition of new contiol area data es
new project areas are undertaken; the



standardization of basic socioeconomic
data collection and analysis across
intervention and control sites to
monitor comparability; and, the
comparison of these data sets with not-
yet-released DHS data.
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Abstract

Using data from family registers, we
sought to compare diarrhea specific
mortality rates for two arcips ot
children under 6 years of age; those
who received vitamin A within the last
six months and thwse who did not.
Vitamin A coverage district-wide was
less than 14 percent at the beginning
of the project in early 1992, Coverage
i 1993 wvas estimated at over

50 percent from family registers. Data
were gathered by project field staff
from family registers in over 230
communities. These registers record
child vaccination coverage, vitamin A
supplementation, ORS distribution, and
child deaths due to diarrhea. An
analysis of May 1923 family register
data using a case-control methodology
showed that only 47 percent of
children who die{ had reccived vitamin
A as compared to /2 percent of
chifdren rvho were alive. Similarly, data
from December 1993 revealed that
only 59 percent of chiilirei who died
had received vitamin A as compared to
82 percent of children who were alive.
Children who were alive were signifi-
cantly more likely to have received
vitamin A than children who had died
(5/93 data: Chisquare = 68.6, p <
0.001, O.R. 0.35, $5% Cl = (0.27, 0.45);
12/93 data: Chisquare =9.48, p <
0.0021, O.R. = 0.33, 95% Cl = 0.15,
0.74). Our results <how that IEF
vitamin A supplementation efforts arc
associated with reduced child mortality
due to diarrheal discases in Chikwawa
District. Our method demonstrates a
simple mcthodology for analysis of
results from population-based family

registers.

Reduction in Diarrheal Mortality Due to Vitamin A
Supplementation in Chikwawa District, Malawi

JOSEPH CANNER, JEFFREY BROWN, JOHN BARROWS

INTERNATIONAL EYE FOUNDATION / MALAWI

International Lye Foundation has been
working in Malawi since the late
1970°s, mainly in the area of primary
eye care, blindness prevention and
vitamin A deficiency. In 1989, 1EF
entered the world of child survival,
with a pilot project in 45 villages in
Chikwawa and Nsanije Districts. In
1991, IEF received another three yvear
grant to expand to alf of Chikwawa
District, Nsanje District now being
covered by ADRAC Because of a no-cost
extension to the previous project this
project tormally began on the first of

January 1092, Funding tor this project

tinished on 31 August 19941, but we
have received a tinal three-year grant
to complete the project and turn it
over to the Ministry of Health.
Chikwawa District is nart of what
is known in Malawi as the Lower Shire
Valley, Ttis part of the Great Rift
Valley and is characterized by high
temperatures, low raintall, and short
growing season. Consequently,
vitamin A deticiency is a signiticant
problem, more so than in any other
area in Malawi. Lack of water also teads
to a number of other health problems
as well, most signiticantly diarrhea.
IEF'S project ine Chikwawa District
is carried out by about 20 health
surveillance assistants (HSAs) em-
ployed by the project. Thovare
trained for six to cight weeks in basic
primary health cares Fach TISA IS
respatisible tor 1O o 30 villages with
one to tour village heabth volunteers
(VHVS) in cach vitlage  Inoall, the
project currently invaolves about 480
villages and over 650 volunteers,
VHVS assist the HSAs in distribution of
commodities such as vitamin A, oral
rehvdration solution (ORS), and
condoms. VHVs also assist in educat
ing women concerning the following:

nutrition, diarrhea disease control,
sanitation, exclusive breastfeeding,
ALDS, family planning, an:d primary
eye care.

Fach volunteer is asked to
maintain a family register. This
register assists her in enumerating the
villagers she is responsible tor, so that
she can follow up children who are in
need of immunizations or vitamin A
supplementation. For cach family
with a child under the age of o, the
register includes the name of the
futher, mother, and children; birth
dates for cach; EPIcoverage; vitamin A
capsules received; and ORS. There is
space for up to two years” worth of
data. If the family moves, a line is
drawn through the page and a note is
added indicating where the family
moved to. It a member of the family
dics, a lineis drawn through that
member's record and the date and
cause of death indicated.

In order to recover information
from these registers tor monitoring
purposes, approximately every six
months the HSAS are asked to go to
vach volunteer and collect some
information from the registers. This
intormation incltudes, among othe r
things, proportion ot children receiv-
ing vitamin A within the last six
months, number of deaths due to
diarrhea in the last three months, and
ORS usage among children that died.

In addition, there were a number
of villages which were brought into the
project in early 1992 which had
completed two years” worth ot infor-
mation by carly 1990 For about 100
of these villages the complete informa-
tion trom the register was entered into
the computer. Analysis of these
records is still ongoing but some



information is available to supplement
the biannual abstracts.

The first abstract of data was
done in May 1995, Reports were
received from 230 volunteers, account-
ing for over 13,000 children. Inall, 72
percent of children had received a
vitamin A capsule in the last six
months. A total of 231 children died
of diarrhea in the last three months
and of these, only 47 percent received
vitamin A in the six months prior to
death. This results in a highly signifi-
cant association between vitamin A
supplementation and protection
against diarrhea mortality,

Results from the second abstract
of data, done in December 1993, were
very similar, Reports were eceived
from 225 volunteers, accounting for
over 13,000 children. Vitamin A
coverage overall increased to 82
percent, and among 29 deaths due to
diarrhea, 59 percent had received
vitamin A prior to death. Again, a
highly significant association.

While this analvsis does not
break any new ground regarding the
impact of vitamin A on mortality, it
does show how a family register system
can be used to document impact of
Child Survival projects on mortality.
These registers are being used by
women who are barely literate, and
have been designed to be easy to use
and abstract data.

However, if [were to stop here |
would not be telling vou the whole
story. We recently did another abstract
ot data, and the results were a bit
difterent. Vitamin A coverage overall
had increased to 84 percent, but
vitamin A supplementation among
those who died had also increased to
79 pereent, virtually wiping out the
association seen previously.

What tactors contributed to this
phenomenon? I have a few ideas and
mavhe vou have others, To start with
there are some basic biases operating
that may, or may not have contributed
to this.

In May 1993, 230 reports were
received out of 4 maximum possible of
27084 pereent)y. However, by Decemn-
ber 1993, tour new areas had started
operations, but there were only 225
reports received out of a possible 492
(46 percent) In fune 1994 we limited
the abstracts to four areas and tried to

get all reports from each area. Despite
the effort, 173 reports were received
out of a possible 234 (74 percent). This
fluctuation in reporiing, while it does
not correlate with the fluctuation in
the relationship between vitamin A
and mortality, still gives cause to
question the validity of the data.

A second consideration regards
the scasonal variations in discase
morbidity and mortality. In May 1993,
the death rate among children under
6, due to diarrhea, was 17.6 per 1000,
By December 1993, the death rate was
2.3 per 1000, and remained low in

June 1994 at 2.8 per 1000. Diarrhea is

most prevalent during the rainy season
which gnes from November to April,
peaking in February. Thus, some of the
anomalies we are seeing could be due
to seasonal fluctuations, although
again the scasonal variation does not
correspond with the change in the
refationship between vitamin A and
mortality.

In an attempt to further charac-
terize the seasonal fluctuations, family
registers were analyzed from 100
villages for which data are available for
two years. All deaths were ascertained
and plotted by month. Clearly, all
diseases are more prevalent during the
rainy scason of 1993, not just diarrhea.
This picture, however, raises more
questions than it solves, because it
leads one to wonder whether this is a
seasonal variation after all, a statistical
artifact, or due to some other factor.

In two arcas the family registers
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were given out in April 1992, Since
the VHVs were instructed to register
only live children, any deaths occur-
ring in the first three months of 1992
would have been ignored. Thus the
data for the rainy season of 1992 are
incomplete. Also, since the family
registers cover two years, they were
collected in March 1994, potentially
causing missing data on deaths that
may not yet have been recorded.
Thus, we are left to guess whether the
data for 1992 and 1994 are similar or
not to the data for 1993. Perhaps we
will know the true story when we
analyze family registers from other
arcas where data collection is ongoing.

There are two other possibilities.
1992 was a year of tremendous
drought in Malawi. One likely sce-
nario is that in carly 1993, just before
the harvest that ended the famine,
there was an abnormally high level of
mortality due to malnutrition and
related discases. In addition there was
considerable migration within the area
during the drought as people went
around to look for food. This could
have hampered adequate data record-
ing during 1992. These two factors
combined with the usual high disease
load during the rainy season could
have made 1993 an unusually bad
year.

The final possibility that is
apparent has to do with project
interventions. Perhaps we are too
modest in putting this one last. It is
indeed possible that due to both

Results at three time periods

May 1093

Received vitamin A

Alive 72%
Died 47%
OR = 0.35

959% Cl - (0.27, 0.45)
p-0.001

December 1993

Received vitamin A

Alive 82%
Died 59%
OR - 0.33

959% Ct - (0.15, 0.74)

p < 0.001

June 1994

Received vitamin A

Alive 84%,
Died 79%,
OR - 0.71

95% Cl = (0.28, 1.95)
p=0.46

Limitations

Incomplete data
May 1993:  230/274 (84%) VHVs reported
Dec 1993 225/492 (46%) VHVs reported
jJune 1994:  173/234 (74%) VHVs reported

Scasonal trends

May 1993: Death rate = 17.6/1000
Dec 1993: Death rate = 2.3/1000
lJune 1994: Death rate = 2.8/1000

"
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vitamin A supplementation and
availability of ORS in the village that
mortality due to diarrhea has indeed
decreased, independen. of seasonal
factors, over the course of the project
period. There have been aneedotal
reports in the villages of reductions in
diarrhea mortality, and health centers
report reductions in cases of severe
diarrhea.

So then, what is the likely
explanation for the lack of association
between vitamin A and the recent
(June 1994) survey? Perhaps, because
of both vitamin A and ORS, the deaths
due to diarrhea are those core cases
that would have happened in any
event, so that the vitamin A had no
impact on these cases.

What can we learn from these
data? Certainly these data tell us there
is an association between vitamin A
and decreased mortality, It is also
encouraging to see the potential of
family registers for documenting this
relationship. However, it also serves to
caution us, so that we examine other
possible causes of associations before
drawing conclusions. It also points to
the need for careful planning to avoid
missing out on seasonal trends due to
poor planning of data collection
activities,

T hope that in addition to
presenting some positive results from
our project, that this “airing of dirty
laundry” is in the spirit of this confer-
ence and will help us to design better
projects in the future.






IMMENIZATION COVERAGE, MOTHERY HEALTH PRACTICES, KNOWLEDGE

Abstract

Purpose - To present the community
impact of Food for the Hungry's Child
Survival project after four years of
working with mothers’ centers in three
remote high altitude areas of Bolivia.

Design of data collection - This paper
presents the results from three separate
systems of data collection: (1) the
project’s health information system
using EPI-INFO to analyze data routinely
collected from all mothers’ centers; (2)
the final evaluation results reported
from 35 focus groups and 115 key
informant interviews by two external
evaluators; and {3) the rapid knowl-
edge-practice-coverage (KPC) survey of
284 women reported by a Bolivian
cunsultant of the Johns Hopkins PVO
Child Survival Support Program.

Summary of results and

conclusions - This Child Survival (CS)
project covered sorne of the poorest
and most isola*ed zones in Bolivia. The
project sought to improve the quality of
the life of families in 134 communities
with 32,500 people, through health and
nutrition interventions among mothers
and children under 2 years.

The project exceeded most of its
targets - established 148 mothers’
centers instead of 134, « trained 469
health promoters instead of 268.
completely immunized 87 percent (vs.
80 percent) of the children, 12-23
months, and ¢ immunized 93 percent
(vs. 60 percent) of women of child
bearing age (CBA) with TT2-5. » The
use of oral rehydration therapy (ORT)
increased to 97.8 percent vs. a target of
75 percent. * Focus group discussions
showed good understanding of key CS

messages, acceptance of new ideas,
and increased capacity to find solutions
to problems. ¢ The KPC survey
showed widespread knowledge anc!
practice of growth monitoring and use
of the child health card (82 percent)
plus marked improvement in child
feeding practices. * Some mothers’
centers initiated income generating
projects, worked voluntarily, or
contributed cash to support their
centers’ activities. * The Ministry of
Health (MOH) participated in annual
evaluations and in the training of 187
community health workers (CHWs),
and signed formal contracts to
continue supervision and trainina
activities. * The project’s innovative
educational materials have been adopted
by other PVOs.

Community Impact of
PVO Child Survival
Project in

Bolivian Altiplano

ALLAN ROBBINS
FOOD FOR THE HUNGRY
INTERNATIONAL / BOLIVIA

Introduction

If your experience has been as mine,
idealism seems to decrease in direct
proportion to one’s proximity to the
problems. That is why it is exciting
when a project’s actual outcome
results far exceed those projected at
the onset. In almost all regards, this
project is just such a case. In four
years, the project established 148
maothers’ centers instead ot 134;
trained 469 health promoters instead
of 268; completely immunized

87 percent (versus 80 percent) of the
children, 12-23 months; and immu-
nized 93 percent (versus 60) percent) of
women of child bearing age with
TT2-5.

The use of oral rehvdration
therapy (ORT) increased to 97.8
percent versus a target of 75 percent.
Focus group discussions showed good
understanding ot key child survival
messages, acceptance of new ideas,
and increased capacity to find solu-
tions to their problems. The rapid
knowledge- practice-coverage (KPC)
survey showed widespread knowledge
.ad practice of growth monitoring
and use of the child health card (82
percent) plus marked improvement in
child feeding practices. Some moth-
ers’ centers initiated income generat-
ing projects, worked voluntarily or
contributed cash to support their
centers’ activities. The Ministry of
Health (MOH) participated in annual
evaluations and in the training of 187
community health workers (CHWSs),
and signed formal contracts to
continue supervision and training
activities. The project’s innovative
educational materials have been
adopted by other PVOs.



Background

Founded in 1971, Food for the Hungry
International (FHI), the recipient PVO,
is an organization of Christian motiva-
tion, committed to working with poor
people to overcome hunger and
poverty through reliet and integrated
self-development. FIII's strategy is to
meet both physical and spiritual needs
iin a symidotic or integrated manner.

The FHI/Bolivia Child Survival
project was carried out in three of the
poorest and most isolated regions of
Bolivia. The project sought to improve
the quality of life for families in 134
communities with a population of
32,500, ihrough health and nutrition
interventions and among mothers and
children under 2 vears. Project com-
meunities were located among steep
rugged mountains and high arid plains
at altitudes from 13,000 to 15,000 feet.
Access was ditticult to project commu-
nitics, many of which had no roads
and could only be reached by toot after
a many hours” walk. These communi-
ties, where temperatures often fall to
13 ¢, are often totally lacking ¥ 2alth
services,

I'he Fi/Bolivia Child Survival
project began in 1989 by seeking to
cncourage temale community organi-
zation by promoting “mothers’
centers” in cach of the 134 target
communities. PL-18O food was used to
supplement the diet of undernourished
children and mothers, and as a
motivation for mothers’ center mems-
bership. Through these mothery’
centers, FHI/Bolivia was able to
develop mechanisms of training which
were ultimately community-based.

I'he mothers” centers coordinated with
the Bolivian MOH to extend acceess to
EPL ORT, micronutrients such as
iodized salt and vitamin A capsules,
nutritional surveitlance, and ultimately
continued cducation tor the CHWS,

Stracturally, the Child Survival
project utilized a national director,
three regional supervisors (one in cach
work arcay 1o employed CHAW-
trainers, 135 volunteer CHW,,, over
170 volunteer community health
promoters, and 7,014 additional
mothers trained in child survival
interventions from 134 communitices,
This in a population of 32,500,

Mothers’ centers were the proposed
basic unit of the work, but a real
catalyst for the project’s success was
organizing the mothers of cach center
into three to four health-related
committees. Lveryone was involved in
small committees, each with its own
leader and one to two assistant leaders,
charged with planning, teaching, and
assessing progress on their specialty:
nutrnition, diarrheal management,
health-immunizations, hygiene, and
sometimes, home gardening.

Metho s of
measuring project impact

Data sources

The project goal employed three
methods to assess progress in meeting
project goals. First, a health informa-
tion system which monitored project
indicators over time. Scecond, annual
evaluations which employed qualita-
tive focus groups and key informant
interviews (35 focus groups and 155
Key informant interviews during the
tinal evaluation). And third, a tinal
rapid 30-cluster KPC survey which
could measure knowledge, practice,
and coverage of project indicators with
relatively high validity over the entire
project population.

Health information systeme:

Vasessed change over time

The project’s health intormation
system utilized the computer software
EPL-INFO at the national and regional
level to track progress on a regular bi-
or trimonthly basis. This allowed the
regional management admirable
vigilance of diverse project activities
and opportunity for adjustment. At
the local level, health promoter
trainers, community health workers,
and community health promoters were
involved in setting their own work
objectives and then in tracking their
progress in reaching them. By linking
the monitoring and evaluation system
to individual statt objectives, the
health information system was con-
verted from something that the central
oflice required into a tool tor feedback
an one’s own progress. Motivation
increased automatically. Also, solu-
tions could be started before the
central office even knew that problems

Rovintng

existed. Monitoring at the national
level every three months proved
sulficiently frequent for the project
supervision, but community workers
often insisted on gathering additional
information at more frequent intervals
so they could fine-tune their activities.

Focus group and Kev infornunt
interviesws: Assessed attitndes
During the two weeks of the final
evaluation, we conducted 35 focus
groups with mothers and 115 key
informant interviews with community
health workers and the leaders of the
mothers’ center committees. Focus
group discussions are helpful in
assessing the attitudes of participants
which often do not surface in more
quantitative methods. Our purpose
was to not only assess their attitudes
toward project interventions, but to
cvaluate their motivation to continue
child survival activities after project
funding ceased. These discussions
were recorded and transeribed, and
reprosentative quotes were then used
to itlustrate or underscore the more
quantitative findings and to provide
an indication to the intensity of
feeling that participants had about an
issue, They also brought out several
unlooked for arcas of impact. lor
example, a mother shared, “Our
households are cleaner now and our
husbands love us more!” (There was
laughter from the others and com-
ments like “Yes, that's right!”) Then
very seriously, she added, "When our
children died, our husbands hated
us.... Now we are an example to our
husbands and they show us more
altection.” One just does not get that
Kind of insight on family dynamics
from surveys,

Rupid 30 cluster KPC spnvey:
Vasessed Anowledye, practice, anid
coverage

The 30-cluster methodology allows
change and possibly impact to he
assessed by comparing project indica-
tors, from the baseline and final
cvaluation, with national child
survival statistics and noting the
change against national averages. I
the change is sufficient, results Trom
the final KPC survey can be compared
with a similar bascline survey to show
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significant improvement or deteriora-
tion. In Bolivia, 32 questions were
selected from the standardized ques-
tionnaire, translated from Spanish to
the Aymara and Quechua dialects, and
field tested. Field teams of trained
interviewers and supervisors, randomly
selected 30 communities/conglomer-
ates from the three project work areas
and, in a near random fashion,
interviewed 300 mothers with children
less than 2 vears ~f age. Since the
majority of communities selected for
the study were widely dispersed
internally, this means, very often,
having to travel several kilometers
from one houschold to the next. This
characteristic of rural Bolivia signifi-
cantly delayed the process of collecting
information.

Project impact

While none of these methods were
adequate in themselves to measure
project impact, particularly causality, a
review of the combined findings of the
three may give us strong indications as
to the nature of the changes in knowl-
edge, practice, and coverage and
attitudes to their probable source.

Infant fecding

The final KPC survey showed that

91.9 pereent of the mothers had first
breastfed their child during the first
cight hours tollowing delivery. Ninety-
one percent of children 0-3 months
were exclusively breastted or only
received water and breastmilk versus
59 percent nationally. The KPC survey
showed that 88 percent of inothers
were still breastteeding their children
through their 20th month versus

73 percent nationally. The KPC survey
showed that only 9 percent of children
had mashed toods introduced in the
tirst three months, but by the tourth to
sixth month, 82.1 percent had begun
receving appropriate supplemental
mashed toods, and by the seventh to
ninth month, 97.5 percent versus

S7 pereent nationally,

Marnayomon of dharelical diseases
The tinal KPC sarvey found that of
mothers of children under 2 with
diarrhea in the past two weeks, 77.5
pereent had given the same amount of

Women of childbearing age with 2+ dose

s T'T, national and project data

FHI/Bolivia Child Survival project 1985-1993
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or more breastmilk to their children
during the illness, 82.8 percent had
given their children the same amount
of or more tluids other than breast-
milk, and 75.8 percent had given their
children the same amount of or more
food.

The incidence of children under
S with diarrhea reported in the past
two weeks was down to 44 pereent,
surpassing the targeted 10 percent;
impressively ot these, 97.8 percent
were treated with ORT, well past the
projected 75 percent target. Ths
included ORT packets, home mixes,
staple-based liquids, and herbal teas as
stgar was often unavailable. This
widespread understanding of the
importance ot increasing fluids during
diarrhea has had an impact on the
severity of diarrheal episodes in the
project areas,

Vaccination covcrage (card)

In the project’s final year, the health
information system (HIS) showed that
access to vaccinations, measured by

Project year
smeusmm PROJECT SURVEY

the percent of children 12-23 months
who received DPTL, was on average 92
pereent. Coverage, measured by the
percent of children 12-23 months who
received OPVE, was on average 89
pereent; and measles coverage tor this
group stood at 89 percent, 115 pereent
ol the project’s target level. The drop-
out rate, measured by the percent
change between DPTL and DIPF3 or
children 12-23 months, was found to
be 3.2 percent by the HIS and 5.0
percent by the tinal KPC survey, The
final KP'C survey also tound that of
mothers with children less than 24
months, 824 percent had a child
health card and 93 percent had
received at feast two doses of tetanus
toxoid, 156 percent of the project’s
target.

The percent of completely
immunized children, 12-23 months,
had risen sharply to 87 percent,
surpassing, the targeted 80O percent,
BCG IS percent, DPT3 8O pereent,
Poliod B9 percent, measles 92 pereent,
all surpassing the targeted 80 percent
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Proportion of children less than 6 years with diarrhea in the past two weeks, and
proportion treated with ORT, FHI/Bolivia Child Survival project 1989-1993
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tourth vear targets. Where once there
was fear of vaccinations, there is now
widespread appreciation for their
clitcacy. As one mother related in a
tocus group, “Our children no longer
dic ot measles.” The percent of women
of child bearing age with I'T2-5 was 93
prercent, surpassing o targeted 60

prer ent.

Ntalrttion
Fhe percent ot tamilies using commer-
claliodized salt was 90 percent vs. a
target of 8O percent. This represented a
remarkable change ot attitude and
practice as local salt depaosits have long
made un-iodized salt treely available
Child mainatrition rates in the
project did not improve, Modest gains
were reversed in the project’s tinal
vear An ongomg drought acd other
tmacto-cconomic and tood producdtion
factors are strongly implicated as the
cause. The tinal KPCsurvey conducted
in September ot 1994, attempted to
evatuate the impact of child survival
interventions on tamily practices. It

wremmsy PROJECT SURVEY e o

® NATIONAL

found widespread knowledge and
practice of growth monitoring utilizing
the cnild health card (82 percent) and
a marked improvement in good infant
and child feeding practices among
families along the lines promoted by
the training in the mothers’ centers.
However, the most important
achicvement and the one which will
have the most fasting impact, has been
the apparent establishment of a lasting
“institutional” health organization, the
mothers’ center or commmunity health
center, in cach of the project commu-
nities which will continue the majority
of child sarvival activities and act as a
community catalyst to address com-
munity health problems. The Child
Survival project mothers’ centers have
enjoyed increasing support and
participation ot husbands and other
men. The child survival training has
been effective, Notonly do all project
communitics have a trained RIS, often
two; and at least three trained health
promoters who lead the various

ROBBINY

committees in the mothers’ center, but
in field evaluations the mothers
themselves have demonstrated a
surprisingly good understanding of key
child survival messages. The mothers
expressed widespread consensus to
continue their activities after the
project funding ended. Whether the
activities are sustained remains to be
seen and will depend to a great extent
on the ability and commitment of the
MOIH in each region. However, time
and again we heard the comment from
mothers, “Now that we have come this
far, we won't go back.”

This was a project that bad
impact.
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Abstract

Purpose - This paper will discuss how
the project has impacted the health
and nutritional status of mothers and
children 0-59 months in 54 tribal
villages with an estimated population
of 52,568 in West India. Most of the
objectives over the last four years
have been achieved; for example, fuil
immunization coverage of infants
before their first birthday has
increased from 31 percent to 88
percent; TT2 in women delivered in
the last year from 3.3 percent to 62.2
percent; ORT usage in diarrheal
diseases from 52 percent to 78.7
percent; and semiannual vitamin A
coverage among children 12-59
months up to 99.8 percent.

Methods - Knowledge and practice
survey, meeting with community
leaders.

Analysis of major findings - The
organization of current groups such
as the mahila mandals, formed as
part of the development efforts,
provided casy access to the women
who were mothers of the children
most in need of opportunities for
training and education. More
important was the fact that the child
care and development components
pertained to each other. The trust
gained because of one activity made
people more receptive to others, and
improvements in the family circum-
stances certainly improved the well-
being of mothers and children.

Impact of PVO Child Survival Interventions
on the Health of Mother and Child in

54 Tribal Villages of India

LALITA EDWARDS, WORLD VISION/INDIA

Background

Leonsider it a great privilege to present
the impact of child survival interven-
tions on the lives of women and
children in the tribal area of
Maharashtra. I stand here as a represen-
tative of women whose lives have been
changed. Irealize the power of women
to intluence the society and bring about
development in the community,

The Integrated Child Survival
project (ICSP), Navapur, is situated in
one of the most backward and underde-
veloped blocks of Dhute District of
northwestern Maharashtra. The three
main ethnic tribes of the area are the
Mauchi, Vasave, and Kakno. Navapur
block consists of 113 villages on a hilly
terrain with very low raintall. Only S
percent of farmers are above the poverty
line, Sixty-nine percent of tarmers have
less than tive acres of land. Maost
tarmers harvest only one crop. The
rainfall is erratic and during the rains,
mud roads make all the villages unap-
proachable. Even state transportation
stops plying at this time. The literacy
rateis as low as 34 percent. Supersti-
tions are very high; traditional healers
and quacks rule the life stvle of the
community. Local brewing of alcohol
frem a tlower called mahua is a major
oceneration in which the whole family
is involved. Alcohol consumption starts
at birth. As soon as the child is born, a
tew drops of strong smeliing, highly
intoxicating poison called “horo” are
aiven to the child and a cuptul to the
mother. After delivery the intant is
covered with only a thin dloth. The
mother is kept in a dark room and the
food stie ety three times a day is only
gruel.,

Most ot the population migrate to
Gujurat during the dry season tor better
paying jobs. At such time they leave

the families or just the children with
relatives or neighbors,

The Integrated
Child Survival project

World Vision initiated the project in
September 1989 and started work in
1990, The commitment was for 50
villages but the project happily
adopted 54 villages. In just three vears
the impact ot the chitd survival
interventions was phenomenal.

Fhe TO9RY baseline statistics were
alarming. EP@ coverage was only 344
percent with card and history, even
though the Ministry of Health (MO
promoted EPLin a big way, and one
government auxa v nurse midwife
was supposed to cater to just three
vitlages. Children were dying of
vaccine preventable discases, but at the
end ol the project, the picture changed
completely: achicvement was 88
percent (eard only), as against the
target of 75 percent,

Children were breastted for 24 to
A0 months, but they were andernour-
ished due to lack of weaning food and
because mothers themselves did not
set nutritious tood. More than 72
percent ol the women work at tarms or
away from home to support the tamily.

Diarrthea was one of the major
Kitlers. Most villages nad a0 access to
sate drinking water and were using
open wells or river water (where all the
animals graze and where the conumu-
nity takes bathis and washes clothes),

With the child survival interven-
tions, two major changes came into
being: 1) Fhe superstition that
drinking water tfrom the wells and
rivers pleased gods changed, and many
hand pumps were installed tor safe
drinking water, and 2) knowledpe and



use of the oral rehvdration solution
increased, saving precious lives. It is
worth mentioning that the knowledge
and practice gap of ORT was only o
percent at final evaluation,

It 1s most amazing that the block
development officer of the Navapur
block supplied 14 hand pumps to the
projectarea in 1993, and wanted the
project to install another 20 in villages
outside the target area.

During the 1992 diarrheal disease
cpidemic, the village schools had to be
converted into temporary hospitals to
provide intravenous thuids to dehy-
drated patients. The project staft
worked verv closely with the MOH,
and a massive education campaign was
launched by the project. In 1993, onldy
two deaths trom diarrheal disease were
reported.

Fhe baseline tor 12 was only 3.3
percent. At final evaluation, this
number increased to 62 percent (card
onlvy, the target being o0 percent.
High risk pregnancy was another
storve The impact area registers
approximately 20 abortions a tnonth,
Almost every other pregnant woman
1as had one or more abortions.
remature deliveries and low birth
veight babies were common, and
naternal mortabity was very high as
boing ta the hospital tor delivery was
mneommon.

At the end of three vears, high

Sk pregnancy reterrals or treatments
cre 99 percent. Women willingly
ttended antenatal clinics conducted
v the project statt or MOHL Anemia
as reduced as women accepted and
nsumed iron terrosulfate tablets,
Pregnant women would start
‘qmrin;; delivery Kits some time
dore deliverve These Kits indluded a

shed and sun-dred cloth to spread
vthe ground, clean clothes tor the
tant and mother, a new blade, dean
led thread 1o tie the cord, and
1l prece ot soap. The traditional
th attendants were then trained to
“the kit
No haseline statistics were
ilable tor vitamin A capsules
ninistered to children at an appro-
ateage. Vitamin A sapplementation
ost-partunt mothers within two
ke of detivery was unheard of. At
cnd of the project, 998 percent of
[dren had recdived appropriate

doses of vitamin A, and 99.5 percent of

women had received vitamin A within
two weeks of delivery.

Children were commonly left
without clothes on, and they would
develop pneumonia very casily. With
the regular administration of vitamin
A, itwas observed that the resistance
ot the children improved and they
were not prone to colds and coughs.
Another improvement was that
children had some clothes on even it
only on the upper part of the body,

The project achiceved all this in
such a short period by recruiting
couples. ‘They were trained together
on all issues, and the resulting benefits
were:

1. All the statt knew what to do and
when to doit, e.g how to detect high
risk pregnaincies or how to raise
bitfaloes.

2. Traintng in the farmer's clubs and
the mahila mandals became casier.
The village development workers (male
workers) taught the farmers while the
female workers taught the women'’s
RIOUps.

3. Fach statf member had a target to
fultill, and the couples had an advan-
tage as they were able to share the
dutics,

4. Couples were better able to cover all
the interventions without inhibitions,

5. When a community health worker
was prognant, she ate nutritious tood
during the pregnancy and after child-
birth, had regular checkups and
completed the child's immunization
schedule on time, This set a good
example for the other couples in the
same tribal group.

o. The couple began sharing domestic
dutics, a practice which is not carried
out in the villages, This set another
sood example tor the community.,

Next, tarmer’s ddubs and the
mahila mandals were tormed and
strengthened. ‘They plaved a vital role
in collaborating with the project statf
and adding to their ettorts, Health
camps were set upin the vitlages to
provide free gyncecological examina-
tions to the women. ‘The mahila
mandals took it on themselves to
motivate the women in the village,
They would visit the apprehensive
ones and assure them, they would

visit them after EPI sessions, especially it
there were problems at home. The
farmer’s club members were responsible
tor informing the men. Husbands and
in-laws were motivated and asked to be a
part of the immunization team. The
members were especially helpful towards
the handling ot the drunk men.

Mahila mandals were trained
extensively in the identification ot high
risk mothers. Those who had been
beneficiaries were used as change agents,
The members were able to identity the
high risk group and intorm the village or
community health worker, or the mobile
team statf. Pregnant women in their
first trimoester were also identified.
Sometimes, the members accompanied
the pregnant women for their referrals
and staved with them at the hospital as
needed. The men would contribute by
providing transport services,

After a training session, the women
would conduct a mini-session for those
who were unable to attend. This was
very important as it helped to change
the community’s attitudes and practices.
Some of the training and educational
sessions provided are as follows.

o Simple but informative training was
conducted in all mahila mandals and
farmer’s club mectings. The project
sought to change attitudes using knowl-
cdge that the trainees atready had. In
farmer's club meetings, examples
relating to soils, fertilizers, and harvest
were used.

o Film strips, slides, skits, and puppet
shows were conducted to impart health
and development education.

¢ School health sessions included
clipping nails, washing faces, combing
hair, ete, Health related songs and
messages were taught, and children were
cncouraged to educate their mothers and
neighbaors. Mothers were invited to be
observers.

e Home-based demonstration of hy-
gienically prepared nutritious food was
given at repular intervals, Women were
taught the cost cHectiveness of home
made snacks versus those purchased
from the market, This activity was
particularly popular with farmers as their
wives were being triained to save money.
e Mothers were taught to make simple
clothes for their children,

¢ Although hand pumps were installed,
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the community was still using water
from wells and rivers. Superstitions
that drinking water from hand pumps
would incur the wrath of gods were
dispelled by a demonstration from
project statf and mahila mandals.

e Willing post-partum mothers were
provided with a tull nutritious diet so
that the community could see that
neither mother nor child would be
harmed.

» Community members were given
opportunities to visit other develop-
ment projects. This gave them a
chance to travel out of their villages,
and learn from others on a firsthand
basis.

* Special training was provided to
buffalo beneficiary couples at a dairy
farming center in Vyara Gujurat, This
activity has been the most successful
scheme, and was adopted by the local
branch of the State Bank of India. The
result of this scheme is decreased
incidence of wife beating and alcohol-
ism. It has also helped to promote
small savings.

¢ Vegetable farming demonstrations
were given on the project demonstra-
tion plot. Mahila Mandals then used
the damyp area near hand pumps to
grow vegetables.

* Health education camps were
organized regularly for women and
adolescents.,

* Sports such as volleyball and cricket
were introduced in youth groups and
clubs to keep them from horo in the
evenings.,

¢ In collaboration with the National
Service Society, HIV/AIDS education

was given to students of a local college.

They were motivated to educate their

own village community on the subject.

Same of the observations made
by the tinal evaluators were:

“The level of community partici-
pation is commendable considering
that a few years ago, there were no
organized groups and no trained local
health workers.”

“More women are actively
involved in Child Survival activities
and are joining literacy classes.”
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“Gradually, selected child
survival activities are being phased
over to the village health warkers,
mahila mandals, and farmer’s clubs,
which free up time for staff’s adminis-
trative and supervisory activities.”

The evaluators talked to the
leaders and the following were some of
the responses received:

“Because of the advice and care
given to the pregnant mothers, these
mothers have better newborns.”

“Children used to suffer from
colds, coughs and diarrhea; now they
don’t fall sick so often. They are
healthier.”

“Before the project came, moth-
ers and children used to die. Now
death rates among children are down;
childbirth related deaths among
mothers are also down.”

“Children stay clean; they cat
better; thev like to go to school.”

This is surely a changed life.
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Abstract

Purpose - in August 1994, World Vision/
Senegal carried out a final evaluation of
the ongoing Child Survival project (CSP)
implemented in the rural subdistrict of
Niakhene, since October 1, 1991,

A major objective of this evaluation was
to measure changes in knowledge and
practices of mothers regarding the
various interventions of the CSP and to
measure the impact of the project on
immunization and maternal health care
service coverage.

Methodology - A standardized survey
methodology to carry out a rapid
knowledge practice and coverage (KPC)
cross sectional survey was used. Data
collected in the same area in the January
1992 baseline survey, using the same
methodology was used for comparison.
The following inforination was collected:
demographic data; weaning practices and
knowledge; knowledge and practices
regarding management of malaria and
diarrhea cases; vaccination knowledge
and coverage; and hygiene and sanitation
practices. The questionnaire was
administered to mothers 15-49 years with
children under 24 months of age.

Summary of the final evaluation -
Compared to the baseline survey results,
an impact has been made in the follow-
ing areas: 80 percent of children aged 12-
23 months fully vaccinated against 32
percent at the time of baseline; 50
percent of mothers used oral rehydration
therapy (ORT) to rehydrate their children
against 13 percent in January 1992; 81
percent of pregnant women received at
least two prenatal checkups before
delivering against 20 percent in January
1992; the percentage of infants less than
4 months of age being exclusively

breastfed incre=¢<ad from 67 percent to
90 percent; 66 percent of mothers
interviewed during the final evaluation
used chloroquine to protect their
children against malaria versus only 5
percent at the baseline.

Conclusions - The Thies CSP has
achieved the results at the estimated
cost per beneficiary of $2.85 per year
using the following approaches :

* Transfer of knowledge to mothers
through the training of village health
workers, promoters, and TBAs. These
trained women leaders were responsible
for the diffusion and promotion ot
health education activities.

* Involvement of the population,
particularly women, in the planning,
monitoring, and evaluation of all the
project interventions.

+ Support for community initiated
it..ome generating aclivities, such as
community gardens, milling machines,
etc., as a means of promoting project
sustainability.

¢ Implementation of a cost recovery
program based on user fees and
revolving drug fund as a means of
sharing project recurrent costs, such as
refresher traininy, renewal of essential
drugs, construction of health huts and
latrines, and village workers' compensa-
tion.

* Integration of the CSP with all the
components of World Vision/Senegal
integrated rural development programs.

I'HIAN

Impact of the Thies CSP
on the Health Knowledge
and Practices of Mothers
Living in the Sub-district
of Niakhene (Thies region)

LAMINE THIAM
WORLD VISION/SENEGAL

Program ba-kground

Country overv ew

The region of Tnies, located 100
kilometers nortle of Dakar, is the
second most densely populated region
of Senegal. It has a total population of
941,151 distributed within three
administrative departments, and a
population density of 143 inhabitants
per square Kilometer.

‘The Child Survival project (CSP)
is located in one of these three depart-
ments in the arrondissements of
Niakhene, Merina Dakhar, and
Mcouane. The arrondissement of
Niakhene was chosen for the purpose
of this presentation because it was
carmarked as a pilot zone and has 36
months of project exceution as
compared with cight months in
Merina Dakhar and Mceouane
arrondissements.

The Niakhene arrondissement
pilot project area is made up of four
rural communities composed of 248
dispersed and isolated villages with a
total population of 9,000 including
9,300 children 0-5 years ol age and
10,700 women of child bearing age.

The arca of Niakhene is classified
as nee ly with a very low rate ol project
intervention and a weak network of
health infrastructure. There is a health
post located in vach ol the four rural
communitics in the project area run by
1 minidstry of health (MOH) nurse.
There is also a health center at the
district tevel.

The annual population growth
rate is estimated at 3 percent. The
population is composed mainly (90
pereent) ol the Wolof ethnic group and
virtually 100 percent of the total
population is Muslin.
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The principal economic activity
is grainfed agriculture supplemented
by sedentary animal husbandry of
small livestock. The staple crops
include millet, peanuts, and cowpeas.

Major project objectives

World Vision has cight vears’ experi-
cnce in programming CSP activities in
both Louga (northern Senegal) and
Thies regions.

The Thies CSP started in FY 1992
as the health component of the
integrated developnient program of
World Vision/Senegal (WV/S). Agricul-
ture, potable water, women in develop-
ment, and literacy traming are the
other components,

I'he principal project objectives
were to ensure the tollowing results by
September 1994
1. 85 percent of children 12-23
months will have been fully immu-
nized by their first birthday.

2. 80 percent ot pregnant women will
have at least two antenatal visits prior
to the birth of their child.

S. 70 percent of pregnant women will
receive at least two doses of tetanus
toxoid vaccine,

40 percent ot mothers with children
under 2 vears of age who want no
more children during the next two
vears will use modern contraceptives,

5. 50 percent of infants/children (ess
than 24 months) with diarrhea in the
past two weeks will be treated with
ORT.

6. 70 pereent of children 0-36 months
will be weighed at least once a quarter.
750 percent ot children 6-36 months
and pregnant women will receive
weekly malaria chemoprophylaxy
{chloroquiney trom July to December
of cach year.

Survey methods

Purpose

At the beginning, a baseline survey was
conducted in the project area. In
August 1994, WV/S carried out a final
cevaluation of the ongoing CSIL The
major objective of the evaluation was
to measure changes in knowledge and
practices of mothers regarding the
virious interventions and to measure
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the impact of the project on immuni-
zation and maternal health services
coverage. Information on the follow-
ing was provided by the bascline and
final surveys:

¢ Mothers’ knowledge about the
management ot diarrheal episodes,
immunization, weaning, and birih
spacing.

e Coverage rate of children 12-2
months with BCG, DTOP, measles, ana
yellow fever vaccines. (Verified by
looking at the immunization cards or
other papers which can testify to
immunization).

¢ Local events were used to correctly
identity the exact age of children.

e Mothers’ practice in the following
interventions: nutrition, diarrheal
management, malaria prevention,
maternal care including tamily
planning.

e Coverage rate tor tetanus toxoid for
mothers (verified by looking at the
maternal health card or other papers
which can testity to immunization).

* ORT and modern contraceptives use
rate.

¢ Access to tatrines and sanitation
facilitics.

Methodology

Asstandardized survey (KPC) methodol-
ogy designed in collaboration with the
PVO Child Survival Support Program

at Johns Hopkins University for use
during the baseline survey in January
1992 was again used by the project and
local MOV stan daring the cross
sectional survey carricd out in the
arrondissement of Niakhene in August
1994, Data collected in the baseline
survey were used as a basis tor
comparison.

Questionnaire

The same questionnaire used during
the baseline survey was used again
during the tinal survey with tew
changes. Administered to mothers
aged 1549 vears with children under
24 months of age, the questionnaire
contained 15 questions:

e Questions 1-2: Demographic data.
o Questions 3-7: Nutrition, weaning
knowledge and practices,

¢ Questions 8-9: Growth monitoring.

* Question 10: Malaria practice,

e Questions 11-20: Knowledge and
practice regarding management of
diarrheal discases.

* Questions 21-28: Vaccination
knowledge and coverage.

o Questions 29-40: TT immunizations;
practice of tamily planning and
delivery assistance,

* Questions H41--13: Water and sanita-
tion.

Determination of sample size
Thirty village clusters were selected
from the Niakhene arrondissement
according to vie WHO methodology
tor assessing EPL coverage. For the
determination ot the sample size, the
following tormula was used:
= 2% pq/d?
here n = the sample size;
= statistical certainly chosen;
estimated coverage rate, level
of knowledge;
= 1-p;
degree of precision

oo ’\JNED
H
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The degree of predision was set at
0.1 and p at 0.5, The resulting minimu
sample size was 9o, This sample was
doubled to compensate for the potontic
bias of the cluster method. The sample
was finally set at 200 to compensate tor
possible nonrespondents.

Fight mothers were interviewed i
cach ot the 30 clusters, During cach of
the baseline and the tinal surveys, 247
mothers were interviewed.

Survey adtivitios

The key survey activities included the
following :

* Social preparation of the villages
chosen for the study

e Training ot supervisors and intervie
ers

o Pilot test ot the questionnaire

* Data collection, entry, and analysis
e Feedback to project, health district
staff, and villagers,

Data collection was conducted
five days using tour teams of four
interviewers each. Each team was lec
a supervisor from the project and/ot
local MO staff, The interviewers we
MOH and WV nurses and midwives,



The data entry was carried out by
WV and MO statt under the supervi-
sion of the project manager. This
lasted four davs. The entry program of
Epi Info 5.01 was used to enter data,
The check program was used to
validate data entry and the analysis
program to analyze data entered.

Results

EPI

Through the social mobilization and
health education activities led by the
82 trained female village health
promoters and 41 traditional birth
ittendants (1A, mothers Knowledgo

Felated to EPLssues Bas been positively

hanged @ the percentage of mothers
vho know that o child needs tour or

ive contacts to be tullv immunized
nereascd from 29 percent (baseline
urvey) to S0 percent thinal survey),

As a result of the mothery’
towledge changes, the coverage has
rniticartvinereased as shown in
ivure 1.

Atotal of S58 percent ot chil-
ten 12223 months had received B G
inal evaluationy agamst 671 percent
mng the baseline survev, Sinlarly,
B3 percent of children of the same
e sroup had recersed DI agamst
13 percent meas b b the baseiine
rveve Almostall, &5 percent, ot
Hdren 12223 months had recenved
T as compared with 452 percent

sastired by the baselime sugvev The

H-m.lm vacoination tate tor chirldren
23 months alsomcreased tfrom b
rcent duning the baseline survev to

IRE 1
nunization coserage (card)
ong Children 1223 months

Ki)

WO DErr 02 DTS Reasles bulty

innnnezed

s $ASTLINE SURVEY eymmms FINAL SURVEY

824 percent during the final survey,
The most signiticant achiceve-
ment readies to the percentage of
children 12-23 months who were tully
immunized, which increased from 32
percent during the baseline survey to
80 percent during the tinal survey. Of
these, S3 percent were correctly
immunized according to the MOH
schedule against 17.8 pereent.

Diarrheal discases
The project has succeeded in modity-
ing signiticant!y the practices ot
mothers relative to the treatment of
charrheat diseases as shown in Figure 2.
Fitty percent ot imtfants/children
0-24 months with diarrhea in the past
two weeks were treated with ORT
(ORS, sugar/salt solution) against 133
percent during the baseline survey,
The project has also contributed
to a minor increase in the percentage
of children breastted during diarrheal
episodes. The percentage ot intants/
children with diarrhea during the past
two weeks who were given the same
amount or mote breastmilk has been
increased tram 097 percent (hasehne)
to 24 percent thimal evaluation).

FIGURE 2

Diarrhea discease control
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A similar change has been
noticed in the rate ot administering
tuids to children during diarrheal
cpisodes. The tinal survey indicated
that 78.9 percent ot intants/children
with diarrhea were given the same
amount or more thaids against 57.9
prrceat (haseline survey).

As o consequence of the creation
ot a village network ot trained 1BAs
and village health workers (VHWS), the
number of mothers who seek treat-
ment trom VHAWS for their children
with diarrhea has increased trom 2.2
pereent to 0.2 percent.

Also, there has beena signidicant
Imcrease in the percentage of the
houscholds with access to pit Latrines
ftrom 101 percent to 4501 pereenty dae
to the training of local crattsmen to
build Latrines, and through sensitiza-
tion activities Ted by the village
sdnitation committees membeers,

Another positive pact iealized
A5 aresult of the tranmny ot the raral
populations and the dridiing of 71
boreholes, s the decrease in the
percentage of children 0-23 months
who had diaerhea during the past two
weeks from S0L2 pereent to 3102
pereent.

Malaria control

There has been asigniticant change in
mothers’ practices related to malaria
prevention. Sistvesiy percent of
mothers used chloroquine
chemoprophviasas against s percent
during the bascehine survev, The
percentage of ciildren o- 36 monthy
and preynant women who recerved
weeklv mataia chemoprophviasy
reached approsimately 70 percentin
August 1994,

Nutrition improyement
Durning the three veans of the project,
there has beenra sirnthicant increase in
the growth monitonmng prosram
coveraye, oy measuted by grrowth
monttontn cands Frghitvdour percent
of chitldren had groswth cards against
DU percents bty nine percent were
weighed at feast once durge the Jast
thice months against 215 percent.

[he project measured changes in
the feeding practices of intants 0-11
months
e Nincty percent ot infants 0-3
mariths have been exclusively breasted
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against 67 percent, The final survey
showed that there were no mothers
who used bottle milk to feed their
infants 0-3 months of age,

¢ One hundred percent of intants 0-11
months are still breastteeding against
8.5 percent for the 12-23 months age
group. There has been an increase in
the number of mothers who intro-
duced semi-solid weaning toods (millet
porridge) between 4 and o months:
S1.2 percent against 22,6 pereent,
bascline, (lie, 3, 4, 5,0,

Similazly, there has beena
stgnificant increase in the introduction
of vitanin A rich toods and fruits
between o months and 7-11 months.

Matcrnal protection

[here has beena signiticant increase in
the use of maternal health care services
as indicated i brigure o, Lightv-one
percent of pregnant mothers received
At least two prenatal visits against 20
petcent thaseliner, Tetanus toxoid
coverave has beenmoreased by
approsinately the same magnitude, 81
percent agamst SX percent ibaseline),
Lhe totlowing changes i knowledge
and practices were also registered.
Seventv-three percent oo mothers knew
the reason why pregnant women
should Be vaconated agaanst TE ap
froim 298 percent thascline. Fighty
fotcent ot mothers knew that pregnant
wornen should consalt o health
protessional withion thie st tromester
of prednaney agaimst L percent
thaselimer. Both the basehine and final
carvey andiesed g dow contraceptive
prievalenice rate i Niakhicne,

Discussion

1P
I cach ot thie 41 village clusters, a
vacornation conter has been created to
tprove the FRTetticiencoy, Lo signidi-
canthviincrease the namber of chaldren
12 months tdby mmmanezed betore
therr tiest buthdas, the project has
pliced special conphieas on sl
mobnlizaton activities undertaken by
trained village health sworkers and
TBAS to encoutage mothers on the
mmportane e ol vacomation,

Vitlaye onutreach workers such as
FBAS, commumty health workers, and
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FIGURE 3
Percentage of infants who are being
given semi-solid foods by age group

90;
80,
70.
— 60!
c
7]
Y 50
&
40
30
20
10
0

4-6 mornths 7-11 months

mzam BASELINE SURVEY kusze: FINAL SURVEY

FIGURE 4
Percentage of infants who are being
given fruit by age group
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FIGURE 5
Percentage of infants swho are being
given vitamin A by age group
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village health committee members
were trained to provide healthy educa-
tion messages and to follow up
children who missed vaccination
opportunitics. Consequently, DPF
dropout rate (DPF1-DPT3)/DII) has
been decieased trom 32 pereent to §
percent (Figure 7).

UNICEF has complemented the
efforts of the project by providing EP1
supplies and equipment (cold chain
ete). The project has reintoreed the
MOH monitoring svstem through
periodic feedback meetings to evaluate
the success ot the EPL as measured by
accessibility, utilization, and etfective
coverag s indicators,

Diarrheal discases

Emphasis was placed on social mobili-
zation to rdatse the level of community
awareness to diarrheal diseases, to

FIGURE &
Percentage ot pregnent women who
received at least two tetanus tovoid
vaccine and at least two antenatal visits
prior to the birth of their child
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FIGURE 7
EP'Ldrop-out rate (DPHE-DIFLY) /DIPT
and overall drop-out rate
((HCG-Measles) / BCGH
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enable mothers to identity when
treatment is required, and to promote
appropriate sanitation, feeding, and
use of homemade solutions.

In order to increase the benefits
of the diarrheal disease control inter-
ventions, World Vision has dritled 71
bore-holes in the pitot area. Also local
craftsmen have been trained to build
481 latrines and 12:4 jars with faucets
to better improve the management of
notable water at the houschold level

Malaria prevention
The project has increased the
chemoprophylaxis program
(chloroquine) coverage which targets
children under 3 vears and pregnant
women, through training of outreach
workers, such as TRAs, health promot-
ers, and village health committee
members on the methods ot preven-
tion, induding personal protection
methods, and vector control tenviron-
mental management).

A pilot project with impregnated
nosquito nets is being conducted in
wo villages, The project expects to
1se lessons learned to expand this into
ither villages.

L’ulri(inn
atrition was emphasized through
aining of outreach werkers to train

1others on breastteeding and intant/
1ild teeding practices. The promotion
! srowth monitoring was emphasized
L o tool to strengthen nutrition
facation activities,

Another strategv involved the
tegration of community garden
tivities with the promotion of health
tivities.

aternal protection
itenatal care services ted jointly by
T BAS and health post chiels were
o« to decentralize the health care
livery svstem around the 41 village
ts built by the villagers themselves,
shands were also encouraged to
cnd social maobilization sessions,
nsequently, SO percent ot maothers
e their maternal cards,
Frning and equipping of TBAs

[e carricd out with a tocus on high
births and hve delivery skills and
reinforcement of the reterral

system between TBAs and health post
chiefs.

The low contraceptive prevalence
rate, in this predominantly Muslim
community, is particularly due to
religious and cultural taboos and
barriers. Also, the MOH family
planning program over the past 10
vears has been centralized in the urban
areas. [t was only recently that new
initiatives have been made to decen-
tralize this prograny into rural areas.

Sustainability strategies and
community participati-n

Fhe following approaches were used to
enable communities to increase their
ability to etfectivelv sustain the €SP
activities:

o Fmphasis on social mobilization
detivities to increase community
involvement in all phases ot the
project implementation including the
organization of quarterly feedback
meetings with the community health
workers.

« Reintorcement ot the community
health svstem through the training of
women leaders to become village
health promoters, TBAs, and village
committee members,

o Strengthening ot intersectorial
collaboration with the other WV
integrated development activities.

e Strengthening the collaboration
with the health post chiet in planning
and delivery of child survival interven-
tions.

o Use of indigenous resources to build
health huts and latrines.

o Initiation of income generation
activities.

o Collection of user fees ot SO CEA
{local currency) per vaccinated child,
100 CIA per prenatal visit, 200 CFA per
maternal card, and 1000 CFA per
childbirth assisted by THAS, The
health committees set the tees for
health services and manage their own
tinancial contributions,

o Use of procecds obtained from the
revolving druy tund through the
chemopraphylaxis (chloroquine)
program. (Lach of the 75 village
centers received a first stock of
chloroquine cans of 1000 tablets cach

Tiiram

for sale at five CFA per tablet. The
proceeds of the sale are used to
regularly renew the initial drug stock
during the rainy scason. This is in
addition to the government’s essential
drug program through the Bamako
initiative.)

Cost data

The Thies CSP has achieved these
results at an estimated cost per benefi-
ciary of $2.85 per year. The nutrition
intervention represents 20 percent of
the total direct cost. Diarrheal discases
control represents 20 percent of the
total direct cost. Immunization
represents 20 percent of the total direct
cost. Maternal care represents

20 percent of the total direct cost.
Malaria control represents 10 percent
of the total direct cost. Social mobiliza-
tion represents 10 percent of the total
direct cost.

Conclusions and lessons learned

World Vision/ Senegal, over the past
cight years, has brought .nany valuable
lessons which have positively affected
the sustainability of its CSPs, in both
Louga (northern Sencegal) and Thices
regions.

« WV/S approached and treated the
community as an equal partner in all
steps of the CSP's design, implementa-
tion, and cevoluation. CSPs were
presented as an integral part of the
community development activities,
addressing the basic needs of the
community such as water, food,
income generating activities, ete.

* WV/S emphasized building commu-
nity support and capacities through
the training of strong village structures
(women associations, health commit-
tees) to assure that the CSP's achieve-
ments will be sustained after the
projects themselves have been com-
pleted. Also, community health
cducation initiatives have been
strongly integrated into the agenda of
the village women's associations.

* The selection, training, and empow-
crment of the village women leaders as
health promoters or TBAS were essen-
tial for program cffectiveness, and
guaranteed the project sustainability.
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* WV/S has trained village health
committees to implement and manage
a successful cost recovery mechanism,
which includes revolving drug funds,
collection of user fees as a means of
sharing certain recurrent costs, such as
renewal of essential drugs, construction
of health huts, ete.

The success of the cost recovery
activities was based on an intense
activity of social mobilization carried
out by the WV integrated team. This
enabled WV/S to establish a relation-
ship with the villagers based on
partnership and mutual respect.
Villagers demonstrated a degree of
pride to be the owners of the halth
projects in their respective villages.

Nevertheless, the recent devalua-
tion of the CFA by 50 percent an-
nounced by the government in January
1994, and the chronic food production
deticit, constitute two major con-
straints which mav limit the willing-
ness and ability of the community
members to continue to ensure
financial viability of their own health
program activities in the future.

* Where theilliteracy rate is highly
significant, it is important to integrate
the CSP program into a literacy
training program to ensure a more
cftective impact on behavioral change.
* While it is possible to increase the
Knowledge of mothersin the CSP area
within a three vear implementation
period, it is nonctheless evident chat a
Linger project implementation period
is required to achieve significant
behavioral changes.
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Abstract

From 1991 to 1993, the Province of the
Moluccas in eastern Indonesia had the
lowest immunization coverage in
Indonesia. Project Concern Interna-
tional carried out a USAID-funded Child
Survival program in this island province
with the primary objective ot increasing
immunization coverage of the target
population.

PCI's child survival activitics in this vast
expanse of a thousand isolated islands
required the development of some
innovative approaches. These included:
1) establishing an immunization cold-
chain management database and
computerized moritoring scheme; 2)
enlisting support from outside the
health sector by involvement of local
government officials in monitoring the
local immunization clinic implementa-
tion; 3) initiating a peer-training
program for health center immunizers;
4) developing computer software for
streamlining the nationally used health
information system (HIS) for monitor-
ing and reporting local immunization
coverage; 5) establishing the usage of a
Tetanus Toxoid Life-time Immunization
card; 6) initiating policies to increase
access to TT through an accelerated
school immunization program; 7)
establishing community-based neonatal
tetanus surveillance; and 8) conducting
a social marketing program including
radio quiz shows, newspaper crossword
puzzles, and a school-based child-to-
mother health education program to
promote immunization program
awareness.

By the end of the project, pcpulation-
based survey data revealed ihe
immunization coverage of children 12-
23 moriths old had risen from 45
percent to 60 percent, while mid-1994
MOH monitoring figures showed an
increase to 85 percent for children
under 1 year.

ROBINSON

Innovations for Increasing Immunization Coverage

STEPHEN J. ROBINSON

PROJECT CONCERN INTERNATIONAL/INDONESIA

Background

Geographic

The Province of Maluku (or The
Moluccas) is located in eastern Indone-
sia and consists of more than 1,000
islands. located between the large
island of Sulawesi and the western end
of Irian Jaya (formerly Dutch New
Guinea), extending from 3 degrees
north latitude to 9 degrees south
latitude, it consists of four kabupatens
(districts) and one kotamadya (munici-
pality) divided into 56 kecamatans
(subdistricts) with 1,518 villages and
hamlets, Maluku covers an earth
surface area of 851,000 square kilome-
ters (cqual to the area of Pakistan) with
a land mass of only 10 percent of this
area. Maluku is comprised of mostly
hilly and mountainous land (57
percent) with a very low percentage of
lowland (15 percent) and undulated
land (28 percent). The area is mostly
of volcanic and coral origin with
several active volcanoes and moun-
tains ranging up to 3,000 meters in
height.

The total population of Maluku is
1,904,000 (projected from 1990
National Census) of whom 40 percent
are under the age of 15 years and 14
percent are under the age of S years,
The population density of Maluku is
extremely low averaging about 17
persons/km?, not including the capital
city of Ambon which has a population
of about 275,000, In Maluku the
number of families per village averages
about 200. Like much of Indonesia,
most of the population (81 percent) of
Maluku live in rural arcas. About 70
percent of the villages are located
more than 10 km away from the
nearest puskesmas (community health
center); and 65 percent cannot be
reached by wheeled vehicles.

There are 133 indigenous
languages spoken in Maluku. Unlike
the rest of Indonesia between 50-60
percent of the people are Christian,
the rest being Moslem or animistic.
The major products are fish, timber,
pearls, and spices (cloves, nutmeg,
and cinnamon).

Probfems

From 1991 to 1993 the Moluccas had
the lowest immunization coverage in
Indonesia. One-quarter of the popula-
tion endured a measles coverage of
less than 10 percent. Only 49 percent
of children under 2 were found to
have Road-to-Health cards, and only
16 percent of women had proof of
complete tetanus toxoid coverage in
their last pregnancy. These deficien-
cies were primarily due to the difficul-
ties encountered by the Ministry of
Health (MOH) in providing services to
a geographically isolated populace
spread over an area equal to 10
percent of the surface area of all of
Indonesia.

Immunization coverage at time of baseline
(PCI coverage surveys, 1991-92)

Maluku National (1991)
BCG 66% 94%
DPT1 67% 97%
Polio3 57% 89%
Measles 57% 85%
172 16% 53%
Drop-out 15% 8%

Most immunizations are given
by mobile teams at monthly village
integrated health posts (posyandu’).

' The posyandu is a commurty-supported monthly clinic that
provides immumzations, growth monitoring, nutrition
education, vitamin A, antenatal care, family planning, and
duarrheal disease control (ORS packets) for pregnant mothers
and chiddren under 5. It is organized by the community and
served by community volunteers (kader) with the provision of
technical assistance from local health center (Puskesmas) stoll.
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However, due to geographic remote-
ness, almost one-quarter of the
population was only served quarterly
or, at best, annually by posyandu.
Moreover, of those villages that were
readily accessible, only 71 percent are
active monthly.

Strategies

Cold-chain survey

A survey of all 101 health centers that
conducted immunization activities
throughout Maluku was conducted in
carly 1992, The survey included
information on staff, transportation,
cold-chain and immunization equip-
ment, vaccine stock, immunizer
training and knowledge about contra-
indications for vaccine, plus village
posyandu implemented. The informa-
tion was used to create an immuniza-
tion program management and cold-
chain database. The baseline survey
cevealed several problems that were
amenable to improvement:

1. There was a clear maldistribution of
physicians.

2. Only 63 percent of the facilities
were storing vaccine at the proper
temperature,

3. Only 43 percent of the facilities
were monitoring the temperature daily
as recommended by the Ministry of
Health and the World Health Organi-
zation (WHOQ).

4. There was a maldistribution of
transport vehicles.

5. Most immunizers were not vacci-
nating children who had fever, diar-
rhea, or even a cold, resulting in an
extraordinary number of potential
missed opportunities.

6. Lxpired vaccine was not being
discarded.

7. Vaccine stock books were not being
used.

Thus, although the presumption
had been that most cold-chain prob-
lems were due to the difficult geo-
rraphic situation, it became evident
from this survey that many of the
problems were due to lack of equip-
ment and statf, and deficiencies in
vaccine management and immunizer
knowledge. These latter could be
corrected,

The results of the survey were
reviewed at meetings of doctors and
immunizers in all five districts. Letters
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of instruction were issued by the
provincial MOH clarifying contra-
indications for vaccine and the policies
for vaccine storage and management,
A copy of the database was established
at the provincial MOH using PFS
(professional file system). With the
establishment of semi-annual updating
of the database, a regular pattern of
supervisory visits by the district EPI
officers was established. Over the
cnsuing two years the updated data-
base was reviewed and presented to
MOH at semi-annual meetings.

By the spring of 1994, the latest
data revealed that 82 percent of the
health centers had correct refrigerator
temperatures with 78 percent conduct-
ing regular temperature recording and
monitoring. Expired vaccine had
almost disappeared. Immunizers
demonstrated a marked improvement
in their knowledge of contraindications
and by qualitative survey were less
likely to withhold immunizing mildly
sick children.

From this work a simplified
supervisory checklist has been devel-
oped using the model proposed by EPYY/
Jakarta. In this program, nealth
centers are scored on 20 criteria related
to the cold-chain and immunization
program management. The checklist
has been computerized using PIS for
casy entry and ranking of health
centers. The program wili be installed
on all the district computers as part of
Child Survival X (CSX) activities.

Immunizer peer

management training

The above surveys brought us to the
realization that poor management
skills were often the cause for poor
immunization results. Good manage-
ment is not taught in a course—it is a
behavior pattern in an individual. If
you did not learn to organize yourself
as a young person, it is not likely vou
can learn to change this pattert, by
attending a course. Many old habits
and behavior patterns have to be
changed. This is not always possible.
Management skills must be learned on
the job if they can be learned at all.
And we have learned that the best
person to assist with this is another
immunizer—one who already has a
good management style. Thus, an
immunizer-to-immunizer training

program was developed wherein a
successful immunizer is rewarded with
a 10-14 day trip to another area where
the immunization program is running
poorly. Here the successful immunizer
works side-by-side with the “poor”
immunizer passing on points and
demonstrating techniques for more
cffective management of the program.

The program has been very
successful. All 10 health centers that
received an immunizer “consultant”
visit have subsequently demonstrated
significant improvement in coverage.
‘The cost of the program is nominal at
about 850 per 10-day visit. The MOII
in Maluku has agreed to continue this
program with their own funds begin-
ning in 1994.

Intersectoral cooperation

In Maluku, PCI has worked with the
MOH to increase the number of
posyandu which are implemented cach
month through the formation of
multisectoral, provincial, district,
subdistrict (kecamatan), and village
posyandu mapagement teams (PMTs)
which are responsible for monitoring
monthly indicators of posyandu
function. It has been found that
involving local government in
posyandu implementation and ‘
immunization program advocacy has |
been an effective means for increasing
resource mobilization. This same
strategy was used in achieving support
for Indonesia’s highly successtul famih
planning program. The health infor-
mation system (H1S) developed within
the framework of this PMT program
provides the local government leaders
wiih information cach month on
where posyandu implementation is
lacking in order to better target
resources. It has been seen that the
MOH alone cannot implement and, at
the same time, promote the immuniz
tion program. Thus these multi-
sectoral teams have proven to be an
effective way of improving multi-
sectoral and local government suppor
for child survival activities.

The posyandu monitoring data .
compiled by the head of vitlage
development for cach kecamatan usi
three indicators from the immuniza-
tion local area monitoring (LAM) an
one for posyandu attendance. From
the raw data, a score is calculated for



each village and a ranking performed.
The four lowest-ranked villages are
reported to the kecamatan goverr.or
who then is supposed to take action to
ameliorate the situation of poor
posyandu implementation in those
villages. The kecamatan data is sent
on to the district level where it is
compiled by the head of village
development, scored and the
kecamatan ranked. This delineates
which kecamatan are having the
greatest problems realizing posyandu
implementation.

Appropriate measures are then
vtaken. This usually requires a visit to
the poorly performing arca. Before
this HIS was developed, the local
government had no definite data on
which areas needed attention, much
less what steps to take.

The local provincial and district
vovernments have ensured the
sustainability of the posyandu manage-
inent team scheme by officially
lecrecing its implementation by law.
dudgetary provisions have already
been realized in the province and three
listricts for the fiscal years of 1994-95,
‘he remaining districts will follow.

:omputerized local area

wnitoring

wdonesia uses a LAN scheme as a
hanagement tool in the immunization
rogram. Based on the number of

es of vaccine given, health centers
bch month produce a series of bar
aphs depicting in rank order the
rreentage of the annual target

hieved by cach village in their arca.
s sub-standard villages are graphi-
jlly identified providing an opportu-
by for decision-making and targeting
sources. At the next level, district

[ managers re-draw the same graphs
cording to health center perfor-

nce. This data moves further up to
province and then eventually is
orted to the national EP@ office.

A complete report requires that
arate graphs be produced for DPT-1,
i0-3, Measles, TT1, 112 and drop-

tor DITT-Poliod, and TT1-2, These
n graphs are all drawn by hand.
1ough the procedure is a helpful
1agement exercise, the process is
-consuming and often suffers from
hematical errors. At the district

level the monthly task consumes
several days. Once the graphs are
drawn they must be photocopied and
sent on to the province by mail.

PCI has computerized the LAM
reporting with a program called
MANISE (managemen imunisasi
setempat, or local immunization
management) that facilitates data
entry, calculations, and printing of the
graphs. The usual two-day chore at
the district level takes less than one
hour on the computer, and graphs can
be reproduced on the printer in
minutes to provide extra copies for
feedback to the field. Data is senton a
diskette to the province where another
MANISE program compiles the data for
a national EP@report. The program is
written with Foxpro in Indonesian
with pull-down help menus. PCI has
helped to install it in three districts
and the provinee, and has recently
received a UNICEF grant to expand it
to five more provinces, plus write the
national program.

The program in itself is a money-
saver for the MOH. What normally
takes two whole days for the compila-
tion of data and the drawing of graphs
by hand is now accomplisned in 40
minutes with the software. The added
advantage is that the results are more
accurate and they can be quickly
relayed to the next level on the
network by sending a diskette only.
‘There is no further need to mail bulky
hard copices that require expensive
postage.

At the request of the EPl/Jakarta
to pilot this program in other arcas
and develop a viable computer net-
work for reporting, UNICEF in Indone-
sia has recently agreed to provide
funding support to install MANISE in
the districts of five additional prov-
inces. This will be undertaken during
CSX.

Elimination of nconatal tetanus
Indonesia has recently launched a
campaign to eliminate nceonatal
tetanus on Java and Bali by 1995 and
the rest of Indonesia by the year 2000.
The «urrent national T'T-2 coverage for
pregnant women is only 65 percent.
Indonesia has had a policy of only
allowing pregnant women to be
immunized with T1and more recently
elementary school children in two
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grades. In order to accelerate im-
proved TT coverage, PClin 1993
requested and obtained permission
from EPI/National to undertake a
program of immunizing all women of
~ _ildbearing age who attended the
posyandu (regardless of pregnancy
status). This increased the target
population of women cligible for I
immunization from 3 percent to about
25 percent (an cight-fold increase). As
expected, over the ensuing year, the
number of doses of T delivered
jumped four to five times the usual
number.

In addition, an accelerated
school immunization program was
devised. School girls receive five doses
of dT/TT between the tirst and ninth
grades of elementary school (ages 5 to
15). Adding the school program
further expanded the target population
to 70 percent of females (5 to 40 years
of age). P'rojections show that 95§
percent of this target group will all
have received three TT immunizations
by 1999, and 74 percent will have
received a full five doses by that time.

The new campaign emphasizes
that women of childbearing age need
five tetanus toxoid shots to attain life-
time immunity. In order to monitor
the program, PCH designed and printed
100,000 TT Lifetime cards for distribu-
tion and recording. Currently with the
support of UNICEF and WHO, and
based on the PCI field trials of the new
card, the central MOH is considering
modifying national LPI policy. A
policy meeting on this issue will be
conducted in mid-September. The use
of the Lifetime card will obviate the
further use of immunization cards for
marriage candidates and pregnant
woinern.

Elimination of neonatal tetanus,
however, requires a surveillance
program. Currently most cases of
neonatal tetanus reported come from
hospitals. The majority of cases are
not reported since villagers expect,
almost routinely, that a certain propor-
tion of newborns will expire each year.
PCI has developed a community-based
surveillance system using trained
traditional birth attendants (TBAs).
‘The TBAs report births and deaths with
a simple pictorial reporting form.
Newborns who die in the first month
of life are reported to the health center

29



IMAUNIZATION COVERAGE, MOTERS HEATTH PRACTICES, KNOWTTING)

where the midwife is obligad to make a
village visit to activelv trace the cause
of death through interviews. If a case
is found, the health center authorities
will summon all the village women to
attend two mass T immunization
sessions. The TBA reporting torm and
scheme have been endorsed by the
provincial MOF for all future TBA
training and development. The
reporting form costs less than 90 cents
per hundred.

Social marketing strategies

PCH has also supported the formation
of social marketing committees within
the posvandu management teams to
promote the development of a social
marketing program for posyandu
attendance and immunizations. ‘The
social marketing program includes the
following components:

1. Mass muedia—monthly radio quiz
show, newspaper quizzes, banners, and
“bumper stickers” for bicycle rick-
shaws.

2. Development of health education
messages delivered weekly in 600
churches and 110 mosques.

. TBAs distribute Road-to-llealth
cards and TT cards to promote immu-
nizations.

4. School posyandu program utilizing
clementary school students to instruct
their mothers and neighbors on the

importance of attending the posyandu.

Based on two pilot projects in
Malukue and Sumatra, it has been
tound that clementary school students
can be used as advocates for the
posvandu. PClin partnership with the
Ministry of Education has developed a
curriculum and trained tourth and
fitth grade physical education teachers
to use it in remote villagies where
multi-media campaigns cannot reach.
The 16 week curricufum requires
students to complete homework
assignments with their mothers in
specially designed workbooks, Tome-
work also includes the completion of
four “mini-surveys” in the neighbor-
hood covering posyandu attendance,
immunization coverage, breastfeeding,
and diarrhea management. This
provides a previously unitapped
conduit for maternal health education,
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The incorporation of a contest format
with points awarded for attendance of
registered children at the posyandu
provides substantial incentive for
student participation in the program.

Evaluation with pre- and post-
testing of randomly selected mothers
and examination of health center
records have demonstrated dramatic
increases in the proportion of children
with Road-to-Health cards, posyandu
attendance, and immunization
coverage in 10 pilot villages in Maluku,
Attendance at the posyandu and the
proportion of children with Road-to-
Health cards doubled resulting in a
two-fold increase in children com-
pletely immunized.

The program will be conducted
in 625 schools over the next three
years directly reaching more than
50,000 mothers. The Ministry of
Education in Maluku has sanctioned
the inclusion of this program into the
formal fourth grade teaching curricu-
tum. Participating teachers will receive
“credit points” toward professional
advancement and tuture promotijons.
Prizes (soap, toothpaste, shampoo,
margarine) tor the contest format have
been provided as a promotion by
Unilever. The major recurrent costs
will be the provision of the workbooks
which are about 50 cents cach.
UNICLF is currently promoting the
school posyandu program with the
National Ministry ot Education in an
effort to realize expansion of this
program to other provinces,

Results of immunization
innovations

By the final quarter of the project
(June 1994) a survey revealed that the
proportion of children with Road-to-
Health cards had risen from 49 percent
to 67 pereent. Average monthly
attendance at posyandu increased from
30 percent to 48 pereent,

With this increase in accessibility
to immunizations, it was not surpris-
ing to sce that a repeat immunization
coverape survey revealed that atl the
immunizations for children 12-23
months old had increased from the
baseline. Those completely immu-
nized increased from ST percent to 64

percent while the proportion com-
pletely immunized betore their first
birthday rose from 48§ pereent to 60
percent. Since, by convention, only
12-23 month old children are assessed,
there is always a lag of once year in
realizing the effects of immunization
interventions, The MOH monitoring
system tound that enough doses ol
measles were given to chitdren under |
in the past year (1993-1994) to achiceve
85 percent coverage,

Documented (with cards or clinic
registers) tetanus toxoid coverage
increased in pregnant women with T'1-
2 rising from |1 percent to 23 percent.
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Abstract

This paper presents the impact a
Child Survival project has had on the
health and nutrition of mothers and
children under 5 years living in the
Ogo Oluwa area of Western Nigeria.
The project served a target popula-
tion of 8,053 women (15-45 years)
and 8,644 children (0-59 months).
The project, jointly funded by USAID
and World Vision Relief and Develop-
ment, Inc., received an initial four-
year grant (FY 88-92), but has since
been granted an extension and
expansion {or another three years
(FY 93-95).

In improving the health of the target
populations, the project worked in
collaboration with the community,
local government, local mission
hospital, the Oyo State Agricultural
Development Program, and the
International Institute of Tropical
Agriculture. The project successfully
introduced the cultivation and use of
soybeans, and trained community
members as village health workers,
traditional midwives, and nutrition
promoters among other strategies.
The results of the midterm and final
evaluations conducted in 1990 and
1992, respectively, were analyzed.
Improvements ranging between 21.9
percent and 296.7 percent were
recorded in 14 out of 17 indicators
monitoring the five main interven-
tions, including nutrition ard child
spacing. Details of these positive
impacts are presented in the paper.

OLUMINA

The Impact of a Child Survival Project on the
Health and Nutrition of Mothers and Children in
a Rural Nigerian Local Government Area

OMOOLORUN G. OLUPONA
WORLD VISION/NIGERIA

Background

The Ogbomoso South Child Survival
project (OSCSP) which is funded by
the United States Agency for Interna-
tional Developmeni (USAID) and
World Vision Relief and Development,
Inc. began activities during FY 1989 for
an initial tour year period. The project
was initially contined to Ogo Oluwa
local governmment arca of Oyo Sate,
Nigeria, but has since been expanded
to an adjacent local government area.
The projectareais completely rural.
The total population in the project
area was estimated at 37,041, with
B,6:44 children under 5 vears and 8,053
women of childbearing age as target
populations '. Over 70 percent of the
adult population farm as the main
occupation, on a subsistence level.
Sixty-three percent of the women had
no formal schooling, while the average
schooling for those that had primary
and some post-primary cducation was
2.5 vears . The average tamily size was
8.5 persons. Health facilities were few
and far between, This paper presents
the impact the project had on the
health and nutrition of mothers and
children in the area.

Project design

In implementing this project, the staff
worked in collaboration with many
rroups. The communities selected
volunteers who were trained as village
health workers (VIHIWSs), traditional
midwives (INs), and nutrition pro-
moters (NPs). The cost ot the initial
training of these community based
workers was jointly born by the
community, the local government, and
the project. The communitices,
through the community development

committees (CDCs), provide accommo-
dation used as the health posts. These
posts serve as centers for immuniza-
tion, training of mothers in child
survival activities, treatment of minor
ailments, and other health promotion
activities. The project staft also
worked in collaboration with the
health statt of the focal government,

The Baptist Medical Center
(BMC) Ogbomoso is the project’s
pritmary partner. It serves as a referral
center for cases referred by the VHWS
and traditional midwives. The family
planning unit of the center provides
modern contraception services that are
not available at the community level.
The Kersey Chitdren’s Home is a
nutrition rehabilitation center run by
the BMC. All severely malnourished
children who cannot be successfully
rehabilitated at home are referred to
this center.

‘The project also liaised with the
International Institute of Tropical
Agriculture (1ITA) and Ovo State
Agricultural Development rogram
(OYSADEP). A team from [TFA demon-
strated the various uses of soybeans to
the project statf and VHWSs, The
soybean sceds that were given to the
farmers by the project for planting
were obtained from H1TA and
OYSADEDR. The staff of OYSADEP
conducted training for the farmers on
cultivation ot soybeans under the
sponsorship ot the project. These
agricultural extension workers also
provided technical support to the
farmers. The experiment was so
successful that the number of soybean
seeds recipients rose from 88 in 1991
to 1,430 in 1992, The project staff,
VHWSs and NPs train mothers on how
to enrich the family diet using soy-
beans.
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Results

The results of the midterm and final
evaluations conducted in 1990 and
1992, respectively ¥, are presented in
the table below. Both evaluations were
conducted using the World Health
Organization/Expanded Program on
Immunization 30 cluster methodology.

Discussion

The table shows some of the trends
that occurred between the two evalua-
tions. Almost all of the parameters
showed positive movements.

Controf of malaria

Malaria is a major problem among

the population served. In a survey
conducted in 1991, 58 percent of
chitdren under S years and 20.8
percent of pregnant women in their
third trimester were found to have
malaria parasites when their blood was
examined™. The positivity was evenly
spread among the different age groups
in the children whereas primigravidae
were the most affected among preg-
nant women, With an average of four
episodes per child per vear and loss of
appetite for tour to five days per
episode, as many as 20 days of defi-
cient intake per annum could be
attributed to malaria alone. As a result
of project activities through the
numerous health posts manned by
VHWS trained under this project, the
number of children who received
prompt treatment for malaria almost
doubled. Also, the number of preg-
nant women who received malaria
chemoprophylaxis was raised by one-
third. The number of women who
could have suffered from anemia and
premature labor and babies who could
have suffered from growth retardation
or even death in utero due to malaria
was thus reduced.

Child spacing

There is no organized social security
for aged people. For this reason, many
people rely on the benevolence of their
children in their old age when they
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can no longer provide for their needs.
Since infant mortality is high, there is
the tendency to bear many children
with the hope that some will survive
to adulthood. Any open talk about
modern contraception was frowned on
initially in the project area. However,
social marketing coupled with health
education has increased the awareress
of benefits and needs for child spacing
and other child survival activities, and
there has been a great increase in the
use of modern contraception. Within
two years, the rate has risen from 5
percent to 42 percent—an increase of
740 percent! The morbidity and
mortality associated with frequent
childbearing to both mothers and
children are thus reduced.

Immunization
Many people in the project area
believe in the efficacy of injections.

Health indicators among children
under 2 years and their mothers at
midterm and final (1990-1992)

% % %
Midterm Final Change

Children 1990 1992
Immunization
coverage:
BCGC 55.6 833 . 49.8
OPV/DPT3 435 72.5 66.7
Measles 539 657 219
Fully immunized
children 36.2 63.7 76.0
Drop-out rate 23.5 12,9 451
Nutrition:
Appropriate weight
for age 630 77.0 222

Con’rol of diarrheal diseases:

Fluids during diarrhea:

More 18.1 35,0 934
Less 52.0 41.7 535
Same amount 29.9 233 221
ORT usaqge rate 49.0 581 186
Solid foods during diarrhea:,

More 133 21.0 579
Less 53.3 65.0 . 22.0*
Same amount 33.4 4.0 581
Malaria control:

Chloroquine use 413+ 81.0+ 96.1
Maternal carc and

family planning:

TT12 12.1 430 296.7
Malaria

chemoprophylaxis  54.3+ 71,0+ 30.8
Modern ‘
contraceptive use 5.0 420 7400

+ higure hased on 1991 survey

The project staff capitalized on this
belief to promote immunization. The
proportion of children who were tully
immunized rose by 76 percent with a
concurrent reduction of dropout rate
by 45.1 percent. Measles, which had
reached epidemic proportions in the
past, is no longer common. The
greatest impact of immunization was
among mothers, among whom the
coverage rate for two doses of tetanus
toxoid rose by 296.7 percenit. Within a
short time the project is sure to
eliminate neonatal tetanus from the
community.

The mothers have demonstrated
their willingness to pay for immuniza-
tions for themselves and their chil-
dren, especially when available close to
their homes. For this reason, if the
government system fails to deliver
vaccines, private practitioners can fill
the gap. This ensures sustainability of
this service.

Control of diarrheal diseases

There was an increase in the number
of mothers who gave more fluids to
their babies with diarrhea. Concur-
rently, fewer mothers gave less or the
same amount of liquid thus reducing
the risk of dehydration. With more
mothers giving more tluid, mortality
due to diarrhea was reduced. However
65 pereent of mothers gave less food te
their babies during a diarrhea episode.,
This practice was 22 percent more
prevalent than that observed two vear:
carlier. ‘This is particularly worrisome
since an earlier study which looked at
important causes of malnutrition in
the area implicated persistent diarrhe,
as cither a primary or a sccondary
cause of death™. This practice,
therefore, may decrease some of the
gains of nutrition intervention, The
challenge for the project is to contine
to 1) increase the knowledge and
practice of continued feeding during
the acute phase and increased f(‘(’(lil?'l
during convalescence, and 2) improy
water supply and sanitation, both
important factors for diarrheal disea
prevention.



Child and maternal nutrition

There was only a 22.2 percent increase
in the number of children who
attained appropriate weight for age.
This is so because, more than any
other interventions considered in this
paper, the outcome of nutritional
interventions are affected by many
other health tactors. While a well-
nourished child is able to resist
discase, in most cases, each disease
episade in a child leaves him worse off
nutritionally. In addition to persistent
diarrhea, other tactors that are known
to affect nutritional status in the
project arca include seasonal variation
of tood availability, mode of teeding,
restriction in availability ot farm
input, presence of malnutrition among
other siblings, death of other siblings
pnd polygamy . The inkage that the
project had established with HTA and
OYSADEDP on the one hand, and the
Community on the other, addressed
Lome of these issues but considerably
nore ettorts must be made to address
hese underlving issues.,

Moreover, erronceous beliefs
hout causes of malnutrition have

wen corrected by the dramatic
hanges that were observed by moth-
s of severely malnourished children
ho were ferd a sovbean enriched diet.
1addition, the tarmers produced
hore soybeans than the tomily could
it The excess grains were sold

creby improving the economy of the
milv. Some ot the women have

ken to setting soy products as an
come generating activity., These

tors are having positive impacts on
¢ health and nutrition of the women
d children.

mnclusion

its short span, the Ogbomoso South
ild Sarvival project has brought

ut positive impact in the health

I nutrition of women and children
ts area of operation. The challenge
aosustain the impact and to con-

1e to make further improvements,
ficalarly in the nutrittonal status of
illr('ll. The project statf have always
ll this in focus,
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Abstract

Purpose - To improve the health status
of mothers and children among the
nomadic Maasai community of
Loitokitok in Kajiado District of Kenya.

Methods - mobile clinics » review of
Loitokitok Child Survival project
documents ¢ miaterm evaluation
focusing on qualitative and quantita-
tive assessment of the CSP operations
and achievements. Specific methods
included questionnaires, focus group
discussions, in-depth interviews,
observations, and examination of
records: target groups, mothers,
children, and community leaders.

Results — Full immunization coverage
of under-5s has increased from 38
percent (project baseline, 1987) to
71.5 percent (1993). = reduction in
poor nutrition from 38.3 percent
(1987) to 7.7 percent (1993). = ORS
awareness has increased from 47
percent (1987) to 91.3 percent (1993).
* modern contraceptive use increased
from 5 percent to 25.1 percent. ¢ five
Ministry of Health (MOH) dispensaries
have been renovated and are being
equipped with cold-chain capacity * a
major drop in prevalence levels for all
childhood diseases in the division. » a
total of 328 community volunteer
workers at all levels, and 18 MOH and
health sector agencies staff have
trained in community-based health
care and TOT knowledge and skills,
while 7,578 mothers have had health
education talks.

Conclusion - Effective community
mobilization, improved health
knowledge, and the willingness of
community members to use child
survival services were key to the
success of the project,

Child Survival Intervention among a
Nomadic Community in Kenya

JAMES ALLEGO, EVELYN NJOROGE, SIMON OLE MASI, HENRY O. ONDOLO
LOITOKITOK CHILD SURVIVAL PROJECT STAFF, WORLD VISION/KENYA

Introduction

In 1984-85, devastating droughts hit
East Africa. World Vision/Kenya
provided emergency relief during
the ensuing famine years. In 1988
USAID granted World Vision
funding to provide child survival
interventions to a community of
about 300 Maasai families who had
been rendered destitute by the loss
of their livestock and had settled at
Namelok Village in the Loitokitok
Division, Kajiado District, in the Rift
Valley P'rovince of Kenya. The
Loitokitok Child Survival project
(CSP) achieved improvements in
immunization coverage, nutritional
status of children, knowledge and
use of oral rehydration therapy
(ORT), and knowledge of methods of
prevention and control of communi-
cable discases. The project also
contributed to local capacity for
health service delivery by training
cadres of community health resource
persons, and by institutionalizing
maternal and child health and
family planning (MCH/FP) services
of the Ministry of Health (MOH)
through enhancement of the MO
dispensaries’ cold-chain capacity.
The USATD Mission in Kenya
pranted the project funding for a
sccond (sustainability) phase,
implemenited from 1992 to 1994, to
continue capacity building activities
to enable the communities to
assume greater responsibilities for
health care, and to enable the
district MOH to consolidate CSP
mobile services and integrate them
into community-based, static
services.

These achievements were made
despite numerous constraints, includ-
ing the migratory lifestyle of the
nomadic Maasai, high illiteracy rates
among the local population, and lack
of institutionalized systems tor plan-
ning and review of community-based
primary health care programs by the
MOH, NGOs, or communities. Behav-
ioral changes were also hindered by
cultural practices and taboos among
the Maasai, including carly martiage
and restricted social interaction
between men and women, female
circumecision, restricted teeding of
primigravidas, strong faith in tradi-
tional healers and belief in the power
of witchceraft assoctated with illness
and sudden death. Finally, the harsh
climate, difficult terrain, and lack of
roads caused logistical problems whicl
limit service delivery, particularly
mobile clinics.

Community participation and
involvement were the foundations on
which the project was activated. The
project design, key activities, and
interventions were based on those
health needs reported by the commu-
nity as major concerns: malaria,
prenatal and postnatal care, and
measles. Strong commitment from ¥
community and the MOI, a formal
system of ongoing and widespread
community involvement in project
planning, monitoring and implemer
tation, and World Vision's emphasis
collaborating with local NGOs and o
utilizing locally available financial ar
human resources contributed to the
positive changes achieved through
Loitokitok CSI.

The project continued to prov
a range of child survival services an
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build local capacity throughout the
second phase of the project. A com-
parison of data gathered during mid-
term evaluations of both phases of the
project (1990 and 1993) suggests that
the child survival and capacity building
interventions continued, and had a
positive impact on health status in the
Loitokitok Division communities after
JUSAID central funding ended.

Project area and local
population

I'he project arca covers Loitokitok
division, a 22,106 sq. km. area 250 km.
jouth of Nairobi. A large portion of
his semi-arid land is occupied by
kmhoscli National Park and West
hyulu Game Reserve.

In 1988, this division had an
stimated population of 81,000 people.
Is population density of 12 persons per
m? is one of the lowest in the country.
Hthough the arca historically has been
he home of pastoral Maasai, at present,
a result ot a recent intlux of mainly
kuyu and Kamba migrants, it has a
mparatively mixed population.

The Maasai are traditionally
madic, Keeping herds of cattle, goats,
Jd sheep. Their families tend to be

lygamous, extended, and relatively
nservative in retaining their tradi-
nal way of life. Pastoralism, as a
sic means of production, is at the
pter of Maasai social and economic

Water, pastures, settlements, and

ilies are organized around live-

ck. The residential pattern is based
n the enkang (enclosure occupied
rlp to 10 tamilies). Four or five of
¢ enclosures (enkangitie) are
iped into a cluster (emurua) repre-
ping 25 to 30 houscholds which
plly share resources such as water,
1, pasture, as well as sharing rituals,
‘)rali(mﬂ, and sccurity.

[(,male for the community-
'd Child Survival project

tical and cultural Tactors played a
ole in the development of this
nunity-based CSP. The primarily
adic local population living in

rsed settlements necessitated a

y decentralized approach to health

care delivery. The CSP placed great
emphasis on health volunteers, while
providing logistical support to enable
technical staff to reach the maximum
population. Considering the strong
influence cultural norms have on
health-related behavior in conservative
Maasai communities, maximum
utilization of local health care delivery
agents (motivators with a deep under-
standing of the cultural context of
attitudes and practices) was more
appropriate than the use of paid
technical professionals from other
communities.

The community itself had
exhibited interest and initiative that
suggested prospects for positive,
sustainable impact. In 1985 the
Loitokitok community, through the
local Namelok village leaders, ap-
proached World Vision/Kenya with a
request for assistance in meeting
priority health needs. Through
dialogue with the community and
informal look-listen-learn surveys,
World Vision/Kenya staff gathered
information indicating that malaria,
antenatal and postnatal care, and
measles prevention were major
concerns of the community. The
increasing openness of the Maasai to
new influences and behavioral
changes, as evidenced by Namelok
community’s transition from nomadic
pastoralism to settled agricultural
activity in the face of an ecological
disaster, provided a unique opportu-
nity to attempt to influence behavioral
changes in other areas, especially those
relating to family health. Finally, the
community’s willingness to undertake
fund-raising for a static health facility
at Namelok was a further indication
that addressing these health needs was
a top priority. ‘The demonstrated
willingness by the community to raise
funds, and in other ways support
health related activities, provided a
basis for further self-help activities.

The project also benefited from
the willingness of MOI officials to
collaborate with World Vision/Kenya
during project planning, so that the
project activities would complement
Ministry goals for health service
delivery and meet sonie of the MOII's
perceived needs. The high interest
level of Kenya-based PVOs in commu-
nity based health care delivery and in

the methodology of community based
training and general development work
opened many possibilities for collabora-
tion and sharing of knowledge.

Community involvement in
project implementation

The Child Survival project was designed
to ensure maximum involvement and
participation of the community
through representation at various levels
of the organizational structure. The
central management committee works
with project staff at the planning and
management level to oversee day-to-
day management and administrative
activities of the project. The committee
also conducts annual project perfor-
mance reviews, and develops the plan
of action and budget for the subsequent
year.

Twelve village health committees
link the community with the central
management committee, channeling
the community’s health and develop-
ment needs to the committee. They
also represent the community during
the design, management, and evalua-
tion of the project, nominate commu-
nity members for training, and super-
vise trained health volunteers. The
committees actively support the
monthly mobile clinic 1sits by ensur-
ing that a suitable site in the commu-
nity (usually under a tree, in a school or
church building) has been identified,
cleared and a temporary motor route
prepared by the community for the
convenience of the mobile team.

Health volunteers chosen by the
community are trained to support
project technical staff, promote health
activities at the village level, and
mobilize community participation,
Committee members, community
health workers, and TBAs participate
directly in health interventions by
giving health talks, referring patients,
and making follow-up home visits to
LPL defaulters and mothers of malnour-
ished children. It must be aoted that
this CSI"s marked success is atttibuted
in large part to the fact that mothers
faithfully and regularly brought their
infants and childven in for immuniza-
tions. Community, religious, ranching
and women’s group leaders, school
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teachers, and students are also key
resource persons.

Interventions have been success-
fully implemented through 20-25
mobile clinic centers identified by the
beneficiary community throughout the
division. At cach mobile clinic visit, a
battery of health care delivery services
are provided to reduce cost per unit
service delivery per beneficiary. The
Namelok dispensary, built with
community-raised funds, has provided
the necessary management and
logistical operations base for imple-
mentation of Child Survival interven-
tions, providing cold-chain facility for
the mobile immunization clinics and
referrals for curative services ana ante-
natal care.

In addition to the active involve-
ment of community members, the
local population donated land, funds,
labor, and materials for construction ot
a dispensary, project offices and staff
housing, a tree nursery, demonstration
garden, protective fencing, and water
pipes. They also provided monthly
wages for the water pump attendants,

Methods of study

In the various evaluation surveys
carried out during pre-project, mid-
term and final evaluations, a combina-
tion of cross-sectional survey and
study methods were used to acquire
information about the impact of
Loitokitok CSI. Project monitoring,
records, and reports were used to
validate findings.

Institutional and community
capacity building

The CSI renovated five MOH dispensa-
ries, now returned to MOHH control.
Four ol these have been equipped with
cold-chain capacity and currently
deliver immunization, growth moni-
toring, health education, antenatal and
postnatal clinics, and curative services
t community members. Dispensary
management committees have been
established and function in seven
dispensaries in the Loitokitok Division,
These committees have mobilized the
beneficiary communities to provide
resources for maintaining the cold-
chain facility through levying minimal
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cost sharing fees for services. In
addition, the committees, community
motivators and MOH staff nurses at
the health centers and dispensaries
hold quarterly information ¢xchange,
management review, and planning
meetings. An NGO liaison committee
has been formed to coordinate health
activities in the division through
regular forums for awareness creation
and training for management of
community-based health care services
and activities.

During USAID funding, the MOH
and clinic staff, along with traditional
birth attendants and community
volunteer workers at all levels, were
provided with skills and training on a
variety of topics including immuniza-
tion, child spacing and family plan-
ning, safe delivery, training of trainers
and teaching adult learners, the
participatory evaluation process, and
participatory rapid appraisal tech-
niques. Health awareness education
and management training contributed
to a positive change of attitude,
enhanced project ownership, and
empowered the community to manage
its development through mobilizing its
own resources. Training opportunities
are continuing in the communities.

TABLE )
Morbidity trends among children
0-23 months and 0-5 ycars, 1989-1993

1

MTE " FinalEval ! MTE

Phase | §. ‘Phase | . Phase Il
Disease Sept 1989 ¢ Sept1990: 1993
Skin diseases oo
in children oo
0-23 mos. 17.7% . 7.9%.; 1.0%
Diarrheal and B ;

vomiting diseases
among children

0-23 months  29.3 18.8
Malnutrition

rate among
children

0 -5 years 15

Malaria in
children

0-5 years 47.1 9.7

Eye diseases 63.5 6.7

Impact on morbidity

A comparison of data collected during
midterm and final evaluations of the
first, centratly USAID tunded phase of
the CSP, and data collected for the
midterm evaluation of the second,
locally USATD tunded phase, shows a
reduction in infant, child and mater-
nal morbidity, (Table 13, This would
suggest that positive changes in health
service delivery and health behavior
were maintained after the initial
project ended.

Project interventions also appear
to have contributed to paositive
changes in health knowledge in the
community. The ability of women of
childbearing age in the Loitokitok
communities to prepare and adminis-
ter home-made ORT increased from 62
percent in 1992 to 92.3 percent in
1994,

Improvement on environmental
health management is one ot the most
eftective ways of improving overall 1
health status of the people in any
community. There have been gradual
positive achievements in environmen:
tal health in terms of increasing the
percentage of the population practic-
ing improved environmental health
practices. The following are some of
the changes that have occurred since
the project’s inception: new pit
latrines have been constructed and a
being used by more than 20 percent
households, 25 percent of household
now use rubbish pits, 16 percent use
dish racks, and 30 percent use clothe
lines. Improvements have also been
made in access to sate water sources
and potable water; tor example, 20
percent of houscholds now have acc
to irrigation canals, and over 30
percent have aceess to piped water
(Nolturesh pipeline).

Discussion and conclusions

Our aim here is to provide facts bas
on our field experience. A commun
based program can make sustainabl
improvements in health status and
immunization coverage in the com
nity, given an appropriate commut
entry process and planning. The

Loitokitok CSP experience suggests



that it is possible to raise immuniza-
tion coverage to more than 80 percent
(Table 2) i rural communities such as
those of the Maasai, with effective
community mobilization and partici-
pation in the progranm, The suecess of
this project can be attributed to the
fact that priority was given to training
and creating appropriate awareness ol
the need and importance of immuniza-
tion. Given that the illiteracy rates in
Maasai land were high, it was a
difficult task. However, with the help
ol the local leadership, the elected
health committees and recruited
Pommunity motiv tors, the commu-
1ty was ctfectively mobilized and
heir positive attitude toward the

yrogram was maintained.
Community demand for an
ncrease in the number of health
enters in the project area, and a
trong outreach program also contrib-
ted to the project’s success. Instead

f waiting lor individaals to come to
e centers, staft visited families in
1eir Manyattas (“homesteads”) once a
onth, ensuring continuation of
ular project activities including
imunization, growth monitoring,
wenatal services, and health and
itrition education. Drop-out rates

¢ generally higher in such popula-

!nu 2
iimunization coverage, 1990-1993

Final Eval  MTE

u

: Phase!i Phasell
“cine 19904 1993
G '93.7% | 98.7%
] L 923 1 983
2 18894 940
3 79071 836
0 HTIREOY
h dose L 926 795
1 i 1 93.6
2 L 1 002
3 075370 832
asles 833 73.5
71.5
‘overaqe RO
ngwom-en o 10 oy 81.9
49 years) !

illy immunized” is defined as having
ved all of the correct doses at the correct
s/ages.

tions, but due to tollow-up of default-
ers by the community motivators and
the community health workers, the
drop-out rate was only 8 percent as
compared to the national average of 17
percent. The mothers” commitment to
protecting their children against
preventable discases has been the
strongest foundation for the success of
the project. The mothers had basic
knowledge of the reasons behind
health and disease even before the
introduction of the project. The
project provided them with an under-
standing of how to control and
prevent diseases in the community,

Lesson learned and
recommendations

¢ For collaboration, there must be
mutual written agreement by all
parties, spelling out clear roles, respon-
sibilities, and resources to be shared, in
a memorandum of understanding
docurent signed by the concerned
parties. I the absence of this, collabo-
rating partics may dishonor commit-
ments and obligations.

¢ Delay in the completion of the
renovations and equipment of the tive
MOH dispensaries with cald-chain
capacity, resulting from weakness in
supervising the contractor, led to
missed opportunities to reorient,
reorganize, and experiment with the
proposed integrated health delivery
strategices.

e ‘lo strengthen the management of
health services at the renovated
dispensary level, interagency dispen-
sary management committees com-
prised of the community representa-
tives, MOH and health NGOs have
been established and are tunctional,

¢ The service coverage showed
remarkable improvement within the
first phase but showed reduction in
seme indicators during phase (1,
associated with a drop in the number
of trained community health workers,
mainly due to fack of, or inappropri-
ate, incentives and unmet expectations
of the CHWSs, Total volunteerism does
not work,

ATLTGO  NIokewaE £ M Oxng o

* There were no deliberate attenipts to
tap input resources (cashy tor recurrent
costs by the community. There was no
gradual phascout of external funding.
* Collaboration, networking, and
cooperation between MO, NGOs, and
'VOs hold the key to tuture
ststainability and project success.,

e [nvolvement of the community and
community teadership in the design,
planning, implementation, and
evaluation of the CSP was key to the
SHCLESS.

o Effective community mobilization,
awareness creation, solidarity building,
and the willingness by the community
members to use child survival services
were also key.

o Community volanteerism works
when it is built upon already existing
community social structures and
human resources (e.8. THAs), due to
the existence of incentive mechanisms,
e Due to the remarkable achievement
of the L oitokitok CSI, the program
hosted several representatives from
both national and international
institutions for learning and experi-
ence exchange purposes,

o Itis important to balance the pace of
development activities implementa-
tion with that of the community’s pace
of change.

* Collaborative and networking
initiatives should aim at exchange of
information, experience, and resource
sharing rather than competition and
duplication of etforts and resources,
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Abstract

The project’s target area includes 44
communities of the peri-urban sfums
of the capital, Tequcigalpa. The
purpose of the project is to sustain
and replicate successful strategies
that increase mothers’ knowledge
and practice related to child survival
interventions, by providing training,
technical assistance, and support to
community members, groups, and
Ministry of Health (MOH) community
health center stafi. Indicators are
monitored through the project’s
health information system and KPC
surveys. The most recent survey (10/
923) demonistrates a very significant
impact of project activities on
mothers’ knowledge and practices:
68 percent of children « 2 years with
diarrheal episodes received ORT (23
percent in 1988); immunizatior;
coverage in children < 2 years, 83
percent (26 percent 1988); TT2
coverage in women of fertile age, 53
percent (29 percent 1991); 77
percent of mothers identify signs and
symptoms of pneumonia in children;
use of modern contraceptives, 46
percent (33 percent 1991). Other
accomplishments: 450 CHVs trained
and active; MOH staff trained in
project’s itnplementation strategies
and child survival interventions, in
which their knowledge increased
from 51 percent to 94 percent;
increase of community organization:
four community feeding centers; 28
vitlage health hanks.

Condusion  Mothers” and children's
health improves by mobilizing
community members and MOH
community staff to promote and
pvoavide child sarvival interventions,

Impact of a Child Survival Project in the
Peri-urban Areas of Tegucigalpa

CAROL FIWIN
ProCcT HOPE/HONDURAS

Honduras is a Latin America country
with atotal population of 5.1 million,
an annual population growth ot 3
percent and a poputation distribution
ol b percent urban and 6 percent
rural, with an intant mortality rate ot
031000 Tive births, (NP9

Project HOPE Honduras received
USATD tunding tor Child Survival
projects tor two tunding cveies: Sept
1988 through Feb P09l and Sept. 199
through August 1994,

Fhe CSIV projectwas imple:
mented Ot TOSK i 20 peti-uthan
communities of the capital of Hondu-
ras, Tegaonsalpa, whichos the Largest
atvin the countey, with an estinmated
population of T ovithon and sur-
tounded by slum areas The soal ol
this project was to contnibute 1o
reducing intant and chikd morbidiy
and mortality o the high nsk group ol
children under S vears old (tocany on
childien ander 200 This was achieved
by means of developing o comprehien-
sive community based outreach svsten,
of basic services whie hatlows ton
monitorng of health status and rapid
Mtention m the home andsor reteral
to the approprite Ninstiy of Health
INTOH) service site,

I Septo 1997 the €SV progect
extended activities e 20 €SIV connm
nities and expanded to M new com
munitics with a total population of
100,000 and o target population of
1,700 chiiddren uander 5 vears ofd and
SRS women of tertite ages The poal
of this project e to sustan and repli
cate sucoesshab stuategies that mcrease
mathen” knowledye ad improve
practices elated 1o child survival
mnterventions, by steenythening the
techmcal and administrative capabili-
ties of communty health center (CHC)

staff to train and supervise community
health volunteers (CHVS), and by
mobilizing community organization an
resources to turther the health ot
mothers and children,

To achieve this woal, Project HOP
i coordination with MO health cent
statt selected and tramed € HVS and
organzed community groups to pro-
mote and provide kev educational
messages and services at the communi
level through the implementation of th
tollowing strategies/activities tor cach
mtervention:

Immunization

¢ Home vinits to provide educational
moessages, identity chifdren with incor
plete mimuanization coverage, and
reterraly to the corresponding service
site

e Promote and conduct immunizatio
campans conducted brnvonthly at
established commuanty sites,

* Suppart national i zation
canmpaignes.

FPE coveragie percent of chitdren 12
to 4 months who received BOG, DIrp
OPV L and meastes vaccinge
“H
B/
86
8
KB4
83
82
#1

3 N o

80

<

BC.G DPTY OV Measles

Project obpective  90%
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¢ Home visits to provide educational
messages with emphasis on ORT
during diarrheal episodes; nutritional

management of the child with diarrhea

and preventive measures; identilica-
tion of children with diarrhea; distri-
bution of ORS; and referral of cases to
lthc correspending health services,

s Community clean up campaigns.

o Chlorination of water for family use.

ARI
I

Home visits to provide educational
nessages; identity children with ARI
fanger signs (pneumonial; reterral to
wealth services; and training of
nothers on management of ARFin the

O,

incnmuni.’l control: medical treatment =

creent of mothers who sought medical
catment for intant/child (less than 24
ronths) with cough and rapid, difficult
cathing in the past two weeks

89%
YES

el

o

Project objective: 70%

itrition

yrowth monitoring through home
its and group meetings.,

romotion of home and community
dens.

mplementation of supplementary
fing centers in coordination with
er PVOs and government institu-

15, tor children under S vears of age
enosed with malnutrition.
i

irpanization of mothers” groups for
management of teeding centers
promotion ot child survival
rventions,

itamin A supplementation and
notion of locally available vitamin
h toods.,

Exclusive breastfeeding:
Percent of infants under 4 months who
are being given only breastmilk

Project objective: increase to 30%

e Lducational messages through home
visits and group mectings emphasizing
exclusive breastteeding; weaning
foods; and nutritional management ot
the malnourished, sick and recuperat-
ing child.

Family planning and maternal
health

e Promotion of modern contraceptive
methods.

e Distribution of condoms through
CHYVs.

e Educational messages on prenatal
and postnatal care and reproductive
risk.

e Identitication and reterral to health
services for prenatal and postnatal care
of women with reproductive risk and/
or incomplete TT coverage.

o TT immunization of women of
fertile age dunng bimonthly commu-
nity-tevel campaigns,

Liwis

In addition, in July 1993 Project
HOPE implemented an income
generation project under a USATD
matching grant cooperative agreement
in selected communities of the CSVII
catchment arca. This project develops
village health banks to assist women in
increasing family income and improv-
ing health status through participation
in member-managed revolving credit
funds. Activities include health
education and promotion, specitic
health interventions, and sale or
distribution ot products that improve
community nutrition and health. Peer
pressure is used to ensure mothers
internalize and practice appropriate
child survival behaviors and partici-
pate in health activities,

Currently the project has imple-
mented 26 village health banks, which
benefit 655 women and their tamilies.

The organization and participa-
tion of community groups fostered by
the project has heen a Key toits
success. According to the external
midierm evaluation conducted in
August 1993, Project HOPE has made
important contributions to child
survival in Tegucigalpa. The project
has: 1) increased the service orienti-
tion of CHC staff toward the commu-
nity and strengthened their ability to
recruit and train CHVs; 2) developed
multidisciplinary CHC teams respon-
sible for the training and supervision
of all CHVs in their catchment area; 3)
successfully promoted multi-institu-
tional coordination/collaboration; )
assured that 14 communities have
skitted CHVs; and 5) trained and
provided support to additional CHVs

Modern contraceptive usage = pereent of
mothers who desire no more children

in the next 2 years, orare not sure,

who are using a modern contraceptive
method

Project objective: 38%

Tetanus toxoid coverage:
percent of mothers who received two
doses of TT vaceine

Project objective: increase to 35%
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in catchment areas of other local and
international PVOs.

Progress towards CSVII project
objectives is monitored through
community, project, and CHC
monthly reports and KPC surveys.
Since 1988, four KPC surveys have
been conducted for midterm evalua-
tions and to provide staff with data
that will permit timely and appropriate
decision-making.

The most recent survey con-
ducted in October 1993, presented the
following results for CS indicators:

Project achievements

¢ Accomplishment of the proposed
objectives,

* Substantial increase of MCH staff
capabilities to develop community
outreach activities, and their knowl-
edge of child survival interventions
(from S1 percent to 94 percent pre-
and post-test scores).

* Increase in community organization:
36 village health banks (26 funded by
Pioject HOPE), four community
feeding centers, five mothers clubs,
two youth clubs, and -4 health
comimittees formed.

¢ 450 CHVs trained and active in the
promotion of child survival interven-
tions at the community level.

¢ Strong integration of child survival
interventions with an income genera-
tion project to test the long term
sustainability of community based
health and economic activities,

Condusion

The above project achievements have
and, we hope, will continue to contrib-
ute to improving the health status of
mothers and children in the project
arca. The MOH community health
centers’ most recent annual evaluation
results show a significant decrease in
child mortality caused by diarrheal
diseasc and pneumonia, which they
attribute in a great manner to the
effective coinmunity outreach system
implemented by Project HOPE.
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Abstract

From the beginning (1987), the Dhaka
Urban Integrated Child Survival Project
has been designed to ensure
sustainability through the development
of an urban-based child survial delivery
system comprised of neighborhood
health committees (NHCs) and commu-
nity volunteers (CVs) drawn from local
residents. The community participates
in the design of project activities as well
as issues of implementation and
coordination. The community elects the
members of the NHC with one NHC for
approximately every 250-300 families in
their neighborhood, and each CV serves
approximately 100-150 families. The
NHCs select CVs and mediate any
problems that arise between the CVs
and the target families. Income-
generating activities are being imple-
mented to provide incentives to CVs,

The project carried out a study to
assess the NHCs’ and CVs' level of
commitment. A descriptive cross-
sectional study was done among 46
(13 percent) NHC members and 29 (12
percent) CVs through systematic
random sampling. The information
was collected using a structured
closed-ended questionnaire. The study
revealed very high commitment of
NHCs and CVs, in spite of the lack of
extensive incentives. The attrition rate
is 10 percent; most volunteers
demonstrate a very strong commit-
ment to their work and the commu-
nity. Ninety-three percent of NHC
members attend the monthly meeting
to review the progress of CVs’ work
and discuss problems that arise
between CVs and the community.
Seventy-seven and 70 percent of the
NHC and CVs, respectively, are well
aware of their roles and are involved
whenever health problems arise.
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Community Ownership of Mothers’ and

Children’s Health Needs

PRODOSH KUMAR ROY, WORLD VISION/BANGLADESH

Background

Bangladesh has one of the highest
growth rates of urbanization in Asia (6-
7 percent per year UNICEF estimate).
The urban population of Bangladesh is
currently about 22 million and is
expected to grow to 37 million by the
year 2000 AD.

Dhaka, the capital of Bangladesh,
is a rapidly growing city and now has a
population of more than seven million
people, many of them recent immi-
grants from rurid areas. This rapid
increase of popu’ation has strained the
local government:’ capability to
provide basic healtl, services to the
populace. Greatly affected are the
slum areas where there ore inadequate
or no bhasic services and the situation
of children and women remains a
matter of serious concern.

World Vision took on a real
challenge in working with the Dhaka
City Corporation to cover wards
(administrative units) 12, 13, 14 & 51
with an estimated population of
200,000, The Dhaka Urban Integrated
Child Survival Project (DUICSP) was
initiated in October 1988 with USAID
funding to World Vision Reliet and
Development, Inc., to provide immu-
nization, ORT, nutrition tincluding
vitamin A), and birth spacing interven-
tions.

Introduction of the study

From the beginning (1987) the
DUICSP was designed to sustain its
interventions through extensive
partnering and networking linkages
between key private and public sector
plavers and institutional strengthening
of ward consortia (the conveners of

neighborhood health committe:
Major emphasis has been given
equipping the consortium mem
with managerial, technical and

raising skills in preparation for |
phase over. The project helped
facilitate the formation of conu
infrastructure directed by the w
consortia and acts as a partner,

moting community ownership -
sustain the child survival interv
tions. The project area is divide
35 compartments having appro
mately 1100-1400 families in ea
compartment with an average f.
size of 5.5, The average number
members of NHCs in each comyj
ment ranges between five to sey
Fhere are 343 NHC members in
NHCs. The CVs total 240, avere
seven in cach compartment.

The community elected th
members ot their NHC with one
serving approximately every 25¢
tamilies in the neighborhood ar
CV serving approximately 100-1
families. The NHC selected CVs
coordinated interactions betwee
and target families in terms of €
interventions.

In the beginning, it was di
to achieve active community pa
tion. After an initial communit
preparation phase tocusing on ¢
sive interpersonal communicatic
social mobilization etforts durin
tirst phase of the project (three
conununity infrastructure buildi
(NHCs/CVs) became casier. The
four and a half vears of continw
cfforts to institutionalize the cor
nity participation through NIHC
Vs, the project management fe
need to assess the level of comm



of these groups to facilitate the
evolving project’s future direction.
Also, assumptions were made that the
ownership of mothers’ and children’s
health needs will depend on the level
of commitment,

Findings

; The project carried out a study to
assess the NHCs” and CVs' level of
commitment. A descriptive cross-
sectional study was done among 46 (13
percent) NHC members and 29 (12
percent) CVs through systematic
random sampling. The information
was collected using a structured closed-
ended questionnaire. The study
revealed very high commitment of
NHCs and CVs, in spite of the lack of
xtensive incentives. The attrition rate
s 10 percent; most volunteers demon-

trate a very strong commitment to
heir work and the cotnmunity.,

Ninety-thece percent of NHC members

ttend the monthly meeting to review

he progress of CVs work and discuss
roblems that arise between CVs and

e community. Seventy-seven and 70

ercent of the NHC and CVs, respec-

vely, are well aware of their roles and

e involved whenever health prob-

‘s arise.

mitations

In addition to a cross-sectional
idy by questionnaire, focus group
iscussi(ms could be used for more
‘cctive collection of qualitative data.

The study did not measure sepa-
Lely the Tevel of commitment
tween male and female and older or

unger srroups of NHCs and CVs,

The study did nov compare:

a) the performance (roles and
responsibilities) of NHC members
or;

b) CVs who werce aware of their
roles and responsibilities and those
who were not.

The study did not measure the
sent level of knowledge and skills

t would be required to continue

Id survival services for the commu-
‘l after the project phises over.

Discussion and conclusions

To facilitate the active participation of
the community in the management of
a Child Survival Project, interested
community representatives could be
organized into groups at the neighbor-
hood level. Through these neighbor-
hood groups, the community can
articulate their concerns and discuss
issues concerning the community,
especially those related to women and
children. With committed and
motivated project staff and strong
interpersonal relationship and net-
working, commitment from the
community groups can be achieved.
Once the community groups are
organized, positive leadership will
emerge from within the groups giving
shape to a community level organiza-
tion.

This communit level organiza-
tion or consortium can represent the
community in negotiating with
agencies tor the basic health concerns
of the community. More importantly,
they will be responsible for the
planning, implementation, monitor-
ing, and evaluation of the project
activities.,

From the findings it appears that
the community people, NHCs/CVs,
have undertaken some work in relation
to child survival interventions.
Though they need more training,
supervision, better coordination in
their joint cfforts, they are beginning
to articulate their ideas to give a shape
to the ward consortium which in turn
will direct the NHCs/CVs to achieve
ownership of the Child Survival
program.

Lessons learned

1. Urban communities usually have
more economic and cultural diversity
than thosce in rural areas, making
community organization difficult.
However, project efforts in community
organization can be successful if
interpersonal communications and
local networks are effectively mobi-
lized.

2. Staff dedication and commitment

to community participation are crucial
factors to ensure success of a project,

Row

3. Community ownership is impor-
tant for sustainability. An operational
definition of “community ownership”
is helpful for tracking its progress.

4. Sustainability must oo addressed
from the inception of the project, and
decisions about what can or should be
sustained should be determined
cooperatively between PVO staff, host
country institutions and the partici-
pant community.

5. Community volunteers, neighbor-
hood health committees, focus group
mothers, and traditional birth atten-
dants may not have sufficient commit-
ment to their tasks unless some
consideration is given to some kind of
incentive (monetary or non-monctary)
and recognition.

6. Commitment of the community,
especially by the leaders and elites,
reinforces changes of health behavior.

7. Technical and managerial
sustainability is possible to a certain
extent, but financial sustainability is
still difficult for mothers from the
poorest socio-cconomic class.

8. Projects designed in response to the
community’s needs have a greater
chance of success.

9. Less monitaring and supervision of
community volunteers” activity makes
their monthiy reporting irregular,

10. To sustain the level of commit-
ment/participation by community
people in any Child Survival program,
income generation initiatives should
be incorporated with the program for
sustenance of neighborhood health
committees and community volun-
teers.
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Abstract

If fessons on nutrition are applicable
even in conditions of great poverty and
are truly internalized by mothers, they
should affect the care of siblings
younger than the index children (i.e.,
those whose pacr nutritional status
caused mothess to be targeted for
nutrition counseling in the first piace).
We report here on the status of
younger siblings of index children,
using longitudinal growth monitoring
data collected in a community-based
health information system on all
children ever weighed between
January 1, 1987, and September 30,
1992, in four rural areas of Bangladesh.

During the period of this study, all
children aged 6 to 36 months were
eligible to participate in a growth
monitoring and promotion program.
“At risk” children (severely malnour-
ished or growth faltering) were
followed closely, and their mothers
were invited to participate in nutrition
training ses<sicng, We then compared
weights of severely malnourished
“inde.’ children (whose mothers were
likely to have participated in the
nutrition education sessions) to those
of their next younger siblings. At
corresponding ages, the younger
siblings weighed significantly more in
terms of percentage of median weight-
for-age (PMWA) than did the index
children: the PMWA of younger
siblings was about 5 percent greater
than that of index children. When
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normally nourished children (whose
mothers did not participate in the
sessions) were compared to their next
younger siblings, we found the opposite
pattern. Differences in birth intervals
between older and younger siblings were
probably not large enough to account for
these patterns. Although the prevalence
of severe malnutrition did not change
greatly during the study period, the
improved nutriticnal status of younger
siblings of severely mainourished children
may have contributed to the overall
decline in child mortality observed in the
project area.

Lffect of a Nutrition

Education Program or
the Weight of Younge
Siblings of Malnourist
Children in Banglades

KATHERINE KAYE

NAZMUL HASAN KHAN

AFZAL HOSSAIN

SAVE THE CHILDREN/BANGLADE

Introduction

The rational for integrating grov
monitoring into Child Survival
programs was based on percepti
that the process was a sensitive
screening children and identity:
those at risk for serious malnutr
and for evaluating the impact o
various nutritional and educatic
interventions at the individual .
population levels. In the case o
children who are growing well,
MONILOTINE Was SCen as 3 mean
reinforce positive caretaking bet
and to encourage the use ot oth
health services,

Monitoring ot children wi
itself not lead to any umprovein
growth: it is unconscionable to
childeen to death” without otfe
prompt and citective interventn
the torm of practical nutrition «
tion and supplementation) to i
who are faltering or severely ma
ished. Ttis tor the lack ot such
tive tollow-up that nutrition pre
have also been cnticized.

If lessons on nutrition are
structured in stuch a wav that m
them apphoable even m condity
great poverty and it they are tru
internahized by the target audie
one would expect the mother o
malnounshed child to exercse
knowledye i canmy tor childre
vounger than the mdes child t
one whose poor nutritional stat
caused her to be targeted tor o
ing in the tiest place). Here we
on the status of vounger sibling
malnounshed chldren, using L
dinal growth montonng data ¢
it rural areas ot Bangladesh thr



community-based health information
system,

Materials and methods

Study area, health information
system and growth monitoring
rogram

I'he data presented here are from
walth programs implemented by Save
he Children’s Bangladesh Field Office

fasirnagar, Rangunia, Ghior, and
tirzapur. Health and nutritional
wdices are worse in Nasirnagar than in
1e other areas, retlecting the region's
reater poverty, isolation, and cultural
mservatisim.

During the period included in
1is study (January 1, 1987, to Septems-
't 30, 1992), the total population
vered by Save the Children's pro-
am at all four sites increased from
00 to 75,7006, Program expansion
curred during consecutive USAID
nild Survival grants.

Fata presented here are drawn
»m Save the Children’s health
Formation svstem which is based on
pistration ot ail community residents
kI ongoing follow-up. The demo-
phic base captured in the registra-
N process is updated monthly, as
age health workers report on vital
‘nats (hirths, deaths, infout migra-
prs); during the period ot this study,
age health workers received sti-
1ds tor their work, Based on
rmation collected in registration
1S, rosters are created to assist
pge health waorkers with service
very ttor example, child spacing,

nunization, and preparation of
1); health data collected in these
ers are updated monthly. Since
O, HIS data have been computer-
in 4 program management
rination svstem (PMIS).

Growth monttoring and promo-
activities were implemented in all
areas, until the completion ol the
M srant in September 19920 Al
lren aged o to 36 months were
ble ta patticpate ingrowth
ﬂilmln): SESSTONS. SESSIONs were
fucted by vitlape health workers

or \ll')('l\'l‘xl”“ ol Save ”I('
fren's ticld coordinators and
icabassistants) and were usuaally

BFO) in four rural areas of Bangladesh:

held at a designated home. In cases
where houses were separated by large
distances, however, children were
weighed within their homes. All
children younger than one year and all
“at risk” children were weighed once
every month; children aged between
12 and 36 months were weighed
bimonthly. “At risk” children were
detined as those who were ) severely
malnourished (in the “red” zone on
weight-for-age cards); b) were yvounger
than one year and cither did not gain
or lost weight during a one month
interval; or ¢) were aged 12 to 36
months and ecither did not gain or lost
weight during a two month interval.

“Atrisk” children received
niedical check-ups; their mothers were
invited to participate in nutrition
training sessions. ‘Three groups of “at
risk” children were eligible to receive
food supplements: all severely mal-
nourished children, ail growth falter-
ing children younger than 1 vear who
had lost their mothers, and alt children
from the lowest sociocconomic classes
(C, D) where scarcity of tood was
thought to contribute to malnutrition.

Food supplements were distrib-
uted through community centers,
Mothers received rations tor seven to
10 days at a time, with the understand-
ing that rations would only be used for
the targeted child, Children receiving
supplements were visited at home
every two days by village health
workers. Children older than 6
months received chatu, a powdered
mixture ot roasted rice and dal (one
unit of which consisted of 100 gm rice
and 33 gm dal and provided 4600
calories), in quantities sutticient to
meet 75 percent of the child's total
daily caloric need tor the tirst month
ot supplementation and 50 percent
thereatter (tor example, children
weighing -B.S ke received 2 anits/day
tor the tinst month and 1.5 units/day
subsequentlyy. Children were supple-
mented until they had crossed above
the third degree of malnuatrition or
until thev were no fonger taltering; in
practice, this usually required two
months ol supplementation,

Nutrition sessions were otered
for six to seven davs at a center with
tollow-up at home every two days (two
to tour Liours per day); they were
conducted by tield coordinators and

Kave / KHAN / Hossas

village health workers. Topics covered
included the following: the importance
of breastfeeding until 2 vears, with
supplementation starting in the fifth
month; the importance of continued
feeding during illness; preparation of
chatu for use as a pre-cooked supple-
ment and weaning food; and prepara-
tion of a "khichuri” rice/vegetable/
lentil stew appropriate for children
from foods usually available at home,
Whether or not mothers ot “at
risk” children attended nutrition
education sessions was noted in
manual records but not entered into
the PMIS; thus we were not able at this
point to select from among mothers of
“at risk” children, a group who
participated in the education sessions
and a group who did not. We have no
reason to believe, however, that a
significant portion of mothers of
severely malnourished children
declined to participate; the availability
of food supplements would have been
an added inducement to participate,

Study design

Growth monitoring data which had
been collected in PMIS between
January 1, 1987, and September 30,
1992, were used to determine the
prevalence of various levels of malnu-
trition by vear and to compare weights
of older and younger siblings at
corresponding ages. Children aged 6 to
36 months were grouped into three-
month age intervals, tor example, 6-8
months, 9-11 maonths, 12-2. months,
cte. Comparisons between siblings
were made within the limits of these
intervals,

For determination ot change in
the prevalence of malnutrition,
children were classified according to
their percentage of median weight-for-
ape (MWAY; severely malnourished
children weighed 60 percent or Jess
than the median tor their age; moder-
ately malnourished children weighed
from o1-75 percent of the MWA; and
normally nourtished children weighed
moite than 85 percent of the MAWA,

The main purpose of this study
was to determine whether mothers
who had (probably) participated in the
nutritional education program had
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retained their new knowledge and
applied it in the care of younger
siblings. According to the criteria
described above, mothers eligible to
participate in the program were those
whose children were severely malnour-
ished or growth faltering. We thought
that mothers of severely malnourished
children were most likely to have
attended the sessions, because their
children would definitely have been
eligible to receive supplements;
therefore, we assessed the effect of
participation in nutrition sessions by
comparing difference in weights
between severely malnouristied index
children and their younger siblings (at
corresponding ages) to differences in
weights between less seriously mal-
nourished or normally nourished
children and their younger siblings. In
order to limit this comparison as much
as possible to one between children
whose mothers had and had not
participated in the nutrition education
sessions, we climinated from the less
malnourished or normally nourished
categories of index children those who
had been identitied as growth faltering
at any time during the study period
(and whose mothers might therefore
have been eligible to paticipate in the
nutrition education sessions).

For comparison of older and
younger siblings, growth monitoring
data for the entire S7-month study
perioc were considered together.
Children in cach three-month age
interval were grouped according to
their nutnitional classification at the
tinie ot weighing; if the child was
weighed more than once during the
three month interval, cither the
middle weight (in the case of three
recordings) or the second weight (in
the case of two) was considered.,
Weights tor the same child can be
included in ditterent three-month
intervals; during the 57 month study
period, a child should have been
weighed more than once as he or she
aged trom 6 to 3o months during the
study interval,

Next, sihling pairs were identitied
and clder siblings lubeled “index”
children, I an older sibling passed 36
months at any point during the study
period, hie or she was still considered
an index child; comparisons ol
welghts, however, were made only
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between children aged 6 to 36 months
during the study interval. Compari-
sons between older and younger
siblings were made for all children
together and with children stratified as
follows: those living in non-Nasirnagar
areas; girls and boys; and those
belonging to the two upper socio-
economic groups and the two lower
groups.

Results

Numbers of children in study areas
and proportions ever weighed
Table 1 shows the total number of
children aged 6 to 36 months who
lived in Nasirnagar and non-
Nasirnagar areas during the study
period, by three-month age group.
The proportions of children aged 6 to
36 months who were ever weighed
during the study period were as
follows:

Non-Nasirnagar Nasirnagar
1/1/87 -
12/31/87 849% 89%
1/1/87 -
12/31/88 91% 89%
1/1/87 -
12/31/89 98% 91%
1/1/87 -
12/51/90 97% 90%
1/1/87 -
12/31/91 97% 86%

(Froportions are not gieen for the penod fanuary through
Septermber 331992, because this was not a lull year )

Prevalence of malnutrition

in study year

Tables 2a and 2b show, for Nasirnagar
and non-Nasirnagar areas, the propor-
tions of children in each year who
were severely malrourished, mildly to
moderately matnourished, and nor-
mally nourishied. Throughout the
study period and in almost all age
groups, the prevalence of severe
malnutrition in Nasirnagar exceeded
that in other arcas. After 1989, the
prevalence of severe malnutrition
decreased slightly; its decrease was
more pronounced in areas other than
Nasirnagar, and was not consistent for
all age groups.

Comparison of index children

to younger siblings

Regardless of stratification for area of
residence (Nasirnagar vs. non-
Nasirnagar), sex of sibling or socio-
cconomic status, we observed the san
pattern of weight difference between
older and younger siblings as we did
when all children were considered
together. With index children groups
into four nutritional categories (se-
verely, moderately and mildly mal-
nourished, and normally nourished),
Table 3 presents the number of index
children and next younger siblings br
age; the mean pereentage median
weight-for-age for index children and
siblings in cach age group, and t-test
value and level of significance for th
difference in weight between index
child and younger sibling. For cach
nutritional category of index child,

TABLE 1
Children age 6-36 months living in project arca at midyear, by age group and resider
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TABLE 2A, B
Proportion of children age 6 to 36 months by Gomez classification, by age
residence

Age

group and

group M N S M N S M N S M N S M N
NON-Nas, 57 37 ;
o8  124°753 224 39 76519625 747 229 28 735 237 1.9 744 238 2.9 74.4 22/
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to32 166 868 6.6 73 872 S5 4B 9.0 4.2 24 934 42 25 923 53 43 918 3.9
31035 101855 43 72 872 57 38 928 34 42 926 3.2 3.2 925 42 28 930 42
aimagar’ S
108  13.2°729.240 60 767 173 63 835103 48 861 91 8.0 831 BY 96 815 89
ol 15,0 851 6.0; 91 818 90 121 835 44 79 869 52 104 854 4.3 11.384.7 3.9
‘tol4 (8.0 87149 B84 834 82 102 858 40 BO 879 4.1 9.6 872 3.1 116849 35
to 17 59,0 ) 849 6.0; 95 854 50 108 86.7 25 95 881 24 86 89.0 23 124850 2.6
to 20 éfll.? 854°36: 96 867 36 BH 889 23 88 895 18 B3 896 21 11.1 866 23
023 107,834 .60 84 888 29 7.2 B9¥ 31 76 907 1.7 77 897 2.6 100879 2.1
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te: $= severely malnourished, M= moderate to mildly malnourished,
N= normally nourished
BLE 3
est results for all children, by Gomez classification and age
Mean % median
lex ever Age Cases weight-for-age t value 2-1ail
htified as: groups Index Sibling Index Sibling . Probability
erely 6108 183 429 66.89 72.43 534 ' 0000
nourished 9to it 28 438 63.56 69.00 -6.16 0.000
12to 14 - 255 414 62.86 67.37 -5.59 0.000
15t 17 297 189 62.61 67.45 -6.7% 0.000
18 to 20 328 161 62.40 67 69 -7.85 0.000
211023 354 i 63.58 67 66 -6,02 0.000
241026 ' 367 309 62.79 6/ .48 2712 0000
271029 ¢ 388 292 - 63.88 68 37 -2.80 0.005
30t0 32 390 259 62.87 (8 49 -8.08 0.000
33t 35 322 178 61.73 68.19 -7.38 0.000
Leralely 6to8 200 814 75.53 76.74 -1.46 0.144
ourished 9t 1 . 253 813 7235 73.69 -1.93 0.054
12to14 2 310 . 805 7318 71.89 1.00 0.318
15t01/  +.372 ¢ 769 70.51 71.52 -1.79 0073
181020 7 430 755 70.36 72.41 146 0.146
21t023 T 475 695 70.80 /1 83 2212 0.034
241026 . 572 660 70.68 /1 38 157 ¢ 0.117
271029 602 627 7040 71 46 240 @ 0016
10 t0 32 624 572 70.85 71.86 -2.36 0.018
3310 35 _’__.16__2‘__; 410 70,42 72.39 _-_1_7_9__ 0.000
y 6Hto8 270 /94 82.36 80 94 188 ! 0.061
wrished 9to 11 323 /82 78.78 77.54 197 0.049
121014 372 /33 78.79 7546 273 0.006
15ta 1/ 422 689 76.94 7503 350 0.000
1810 20 483 : 685 76.91 /7434 5.39 0.000
211023 535 ; 632 77.60 749N 591 | 0.000
J4t026 . 561 566 77.44 74.76 591 0.000
271029 606 ¢ 542 77.83 74.96 642 0.000
0t 32 . 456 4 78.93 74.95 919 0.000
33ls 839 191 78.97 75.53 7.1 0.000
-al Hto§ C 148 ! 212 87.86 83.66 373 0.000
910 11 185 - 204 84.09 80.31 3.52 0000
12t014 . 153 181 86.46 /8 38 2,30 0.022
151017 ' 181 163 82.63 /7690 4.62 0.000
18to 20 170. 157 82,39 76.72 5.50 0.000
21102} 14} 82.81 7696 577 . 0.000
2410 26 (A 8291 7634 552 ! 0000
2/ 1009 109 83.60 76 66 586 ! 0.000
3010 12 103 84,48 7623 682 0.000
I1to 35 /3 84.28 7515 587 0.000

Kavt / KHAN / HOMAIN

Figures 1-4 illustrate weight diflerence
between index children and next
younger siblings.

Younger siblings of severely
malnourished index children weighed
significantly more than did their older
siblings at corresponding ages; the
difference between older and younger
siblings averaged to approximately 5
percent over all age groups. Younger
siblings of moderately malnourished
children also tended to weigh more,
though differences were not as signifi-
cant. We sec a reversal of this pattern
for younger siblings of mildly mal-
nourished and normally nourished
index children; in these cases, the
younger siblings tend to weigh signifi-
cantly less than their older siblings.

One possible confounding factor
here is the birth interval between older
and younger siblings: if the birth
interval between severely malnour-
ished index children and their younger
siblings is much longer than that
between moderately and mildly
nourished (or normally nourished)
index children and their younger
siblings, it may account for the reversal
in pattern of differences. The birth
interval between the index and
younger siblings of the severely
matnourished group was two to five
months longer than that between the
index and younger siblings in the
normally nourished category.

Discussion

It is difficult to study children’s
nutritional status, particularly in
relation to socioeconomic factors or
programn interventions, without
longitudinal data on identifiable
individuals. Although Save the
Children’s Child Survival project was
designed mainly to improve health
services and to increase the practice of
protective health behaviors at the
family level rather than to set a
framework for research, the project's
community-based health information
system did provide the necessary body
of longitudinal data. Had the comput-
erized longitudinal database included
information on mothers’ participation
in the nutrition education program, we
could have studied the effect of the
program more precisely.
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FIGURE 1

Percentage median weight-for-age for severely malnourished
index children and next-younger siblings (by age in months)
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Nevertheless, we were able to
document that the younger siblings of
severely malnourished children (whose
mothers probably participated in the
nutrition training sessions) did fare
better, nutritionally, than the vounger
siblings of children whose mothers
were probably not exposed to such
cducation. The birth interval between
severely malnourished children and
their younger siblings was only slightly
longer than that between less severely
malnourished children and their

younger siblings; it is unlikely that
such a small difference would account
for the growth patterns observed here,
but future studies which include larger
numbers of children could be designed
to control more rigorously for this
possible confounder.

Results from this study suggest
that mothers were able to apply the
lessons they learned in nutrition
training scssions to the care of younger
siblings. This most likely would not
have occurred had Save the Children’s

19 22 25

Age in months

13 16

INDEX CHILD % - NEXT YOUNCER SIBL

program consisted only of growth
monitoring; impact is due to the
program’s intensive and thorough
follow-up of malnourished children
Although the prevalence of
severe malnutrition remained almo
unchanged during the course of this
Child Survival project, child mortali
decreased from 24.58 to 10.01 in
Nasirnagar and from 12.1 to S.4'in
non-Nasirnagar arcas. ‘



Abstract

Approximately 400 women and their
second and third degree malnourished
children with an average age of 29
months participated in nutrition educa-
tion and demonstration workshops in
1990. The 15-day workshops were one
component of the Child Survival project
to improve health and nutritional status.
Mothers were trained on appropriate
feeding and weaning practices. In an
attempt to demonstrate to mothers how
children’s weight and health respond to
appropriate feeding, mothers prepared
daiiy meals and fed their children during
khe workshop. The weights of the
hildren were collected at the beginning
ind the end of each workshop and each

nent in her child’s weight.

22 of the children who participated in
he workshops; their weights and the
veights of their siblings were recorded.
sing the Gomez classification, the 1993
cights showed that 11.5 percent of the

8 percent in 1990 and a reduction in
hird degree malnutrition from 25.8
ercent in 1990 to 5.7 percent in 1993,

age between the different Gomez
asses at the 1993 weighing is not

ent is not just due to an age increase.
eights were also measured in a control

hova test of the change in standard
pight between the foyer participants
d a control group of children is not

mother was informed about the improve-

' During 1993, Save the Children located

hildren had normal weight as opposed to

hova tests also show that the difference

ignificant,” indicating that this improve-

oup of children for the same period. An

significant. However, the Chi square test
for the Gomez classes does indicate a
significant difference between the
participating and control groups with a p
value of 0.02.

This yata demonstrates that the behav-
iors acquired during the nutrition
education workshops have a sustainable
benefit to the participating children.
Further study is being done to evaluate
the impact of these behaviors in helping
mothers protect the siblings of participat-
ing children from malnutrition.

DUBUISON / LUDZEN | ZAYAN [ SWEDBERG

Impact of Sustainable
Behavior Change on
the Nutritional Status of
Children

ST. ELIE DUBUISSON

S. LUDZEN

A. ZAYAN

L. SWEDBERG

SAVE THE CHILDREN/HAITI

Introduction

Maissade Commmune, a Save the
Children (SC) impact area, is located in
the Central Plateau of Haiti. SC’s
program integrates four key sectors:
education, health, economic opportu-
nities, and sustainable agriculture and
natural resource management,

One of the key strategies used by
SC with the community of Maissade to
address malnutrition of children in the
commune is the nutritional demon-
stration foyer (NDJI),

‘The French word “foyer” may be
translated as “home” or “hearth.,” Ina
locally typical kitchen the NDF
provides a two-week intensive nutri-
tion demonstration course. It func-
tions as an itinerant, temporary health
structure within a health region in one
neighborhood at a time.

The toyer is led by two nutrition
educators “monitrices” and is attended
by 15-30 mothers or carcetakers, [ts
purpose is to educate the mothers in
the best possible wtilization of locally
available foods, using traditional
culinary methods and providing
mothers with a nutritious but afford-
able diet for their children. Additional
important health themes complement
the nutritional core of this course.

The education of the NDF is
achieved in the context of active
participation of the mothers; however
the foyers” most powerful educational
tool both for the mothers and for the
entire community is the changes
appearing in the children. ‘The best
demonstration lesson is seeing irri-
table, lethargic, matnourished children
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begin to smile, run, play, and interact
again.

Children participating in the foyers
are ages 3-48 months and are identified
through the growth monitoring records
of the health program as well as face-to-
face contact with project staff through-
out the program. Criteria for participa-
tion include one or more of: weight
falling in the M3 column (Gomez
classification), recognizable signs of
kwashiokor or marasmus and/or a
weight decrease over a period of two
successive weight sessions separated by a
two or three month period of time.

Over a period of four years, more
than 1,200 children under S years of age
have participated in the NDE

The sustainable agriculture sector
together with the associations of farmers
is addressing the problem of food
security in the commune. However, at a
particular period of the year, food
scarcity remains a serious concern. The
NDFE is proving to be a strategy which
assists mothers to make good use of the
amount of tood that is available. 1tisa
strategy in which mothers of malnour-
ished children learn how to improve the
quality and quantity of their children’s
diet with existing resources. Meanwhile,
the children are given an unprecedented
opportunity to catch up on their growth
while the mothers learn how to prepare
low cost nutritional meals for the family.

This study analyzes the impact of
the NDF on the nutritional status of
under Ss in the commune of Maissade.

Methods

SC has been facilitating foyers in
Maissade for four years. In order to
determine the impact of this activity on
the participating children a comparative
study was established which included
two groups:

Participant group: Children who
participated ina foyer with their mothers.
Control group: Children with character-
istics (age, nutritional status) identical to
the participant group but who did not
participate in a foyer,

Selection ariteria of
participant group

From the list of children who had
participated in the 1990 NDF, 122
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children were randomly selected from
a total of 400. A survey questionnaire
was prepared with the following
information: weight for age of children
before their participation in the foyer,
weight for age of children after their
participation in the foyer, weight for
age during these times, and the gender
of the children in the study.

Selection criteria of the
control group

In October 1993, children who had the
same nutrtional status and age of the
participating children in 1990 were
identified in the rally posts. The same
survey questionnaire was used to
collect information on 96 control
children.

Results

The group of 122 participating chil-
dren showed a significant improve-
ment in their nutritional status over
the three year period. By Gomez
classification the 1993 weights showed

that 11.6 percent of the children had a
normal weight as opposed to only 0.8
percent in 1990 and a reduction in third
degree malnutrition trom 24 percent in
1990 to 5.8 percent in 1993, There is
very little improvement in the group of
96 control children. (Table 1),

Of the participating children, S1.2
percent had a positive increase trom or
Gomez class to another while 8.3
percent had a negative change. In the
control group 25 percent had a positive
increase and 27.1 percent had a ncgatiJ
change (Table 2).

Discussion

The study design originaily chosen wi
matched case-control but there were
cnough non-participating children wi
weight data available in 1990 to perm
the use of this design which would al
stronger conclusions. The design is
retrospective with the controls choses
by contracting the children coming t
health rally posts rather than randon
selecting control children as was don
tor the participants.

TABLE 1
Proportion of foyer participants and controls,
classification 1990, 1993

by Gomez

Participant Participant .
Degree in 1990 Control in 1993 Control.
N 0.8% 5.29 11.6% 3.19%°
M1 22.3% 31.3% 42.1%  33.3%!
M2 52.9%  45.8% 40.5%  51.0%
M3 24.0% ) 1,7 5.8% 12;5%?

Also, as shown i Table 2, particgriting chiddeen had a 9 pont average

increase w thew

standurd weghts while the conteol group had o 1 pont averoge decrease The ANOVA

statistical test of this ditterence in standard wewght vicrease between th
control groups shows that st sgndwant (p 0001)

e puarticpating and

TABLE 2

Crossing of children between ditferent degrees of malnutrition before and after the

foycers.
Standard weight

Standard weight

increase No change decrease
Change Participant  Control  Change  Participant  Control: Change Participant Co
M3-M2 13 5 49 49 N-M1
M3-M1 9 6 i N-M?2 |
M3-N ) 1 M3
M2-M1 26 10 M1 M2 6
M2-N 7 1 TMI1-M3
MI-N a | M2 M3 )
Total 62 26 Total 49 46 Total 26
Percent  51.2 25 i Percent  40.5 47.9 Percent 8.3



Three years atter NDIss held in
1¢ communities of Maissade the
articipating children have an im-
roved nutritional status: 51.2 percent
ave a positive increase in Gomes
Lassitication and 2 overall average
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viars acquited s e a sastanable

Bt to the partiopating chilidien.

Abstract

In 1987, Save the Children/Hunduras
(ASCH) obtained a CSH grant ium
USAID to implement activities in 54 rural
communities of Honduras. Three years
later, ASCH sought assistance from the
Population Council to conduct opera-
tions rescarch to test the impact of
strategies designed to increase birth
spacing. The strategies tested were 1)
training personnel to offer reproductive
health services; 2) incorporation of
reproductive health counselors into
feeding centers; and 3) incorporation of
contraceptives into revolving fund mini-
pharmacies. The cffectiveness of these
strategies was measured by comparing
the results of baseline and final house-
hold surveys. Implementation of these
strategies resulted in greater access to
information, higher levels of knowledge,
positive changes in attitudes, improved
breastfeeding practices, and an increase
in access to and use of contraceptive

methods.

The percentage of women who jeceived
reproductive heatth information
incareased from 19 percent to 50 percent.,
The percentage of feeding center
beneficiaries with breastieeding
problems decroased from 21 percent to
6 percent, while the percentage of
women who continued breastfeeding in
spite of probletns rose trom 74.6 percent
L0923 percent in a one-year period.
Contraceptive prevalence increased in all
impact areas. Twenty percent of
contraceptive users reported receiving
their method from an ASCH volunteer.
Data collected during the nine months
after this project sugegest that the
strategics are sustainable. The mumbies
of new users inceeased by A8 percent,
mini pharmacies continue operating,
health centers provide services which
did not exist previously, and the
strategics tested have heenincorpao-
rated in ASCH CSEX project,

AR R RS TN A

Impact of the Integration
of Reproductive Tlealth
Strategies within Child
Survival 'rograms: Changes
in Knowledge, Attitudes,
and Practices of Mothers

LUIS AMENDOLA

SAVE LHE CHIEDREN/TTONDURAS
REBICRA LUNDGREN

THE POPUTATTON COUNCILL

Introduction

In 1987, Save the Children/Honduras
CASCHD obtained a grant trom USAID
tor the mmiplementation ot a Child
Survival project in the tural areas ot 1
Fsperanza, in the Department of
Intibca and Pespree, and in the
Departiment or ¢ holuteca This grant
was admini tered ander the ¢ SHHI
mitrative Yotvties were tutiated on
August 1 1987 and were to condlude
on Julv A1, 1997 However, ASCH
received a no cost extenston untid July
§1, 1992 This extended the dutation
ot the project to tive vears, T lanary
1992 interventions to amprose
maternal health were mcorporated
with funding wnd techmoat assistance
fram the INOPATL program ot the
Population ¢ annal,

ASCH ST swas implemented i
Jhcommumties of Ta isperanzaan the
northasest resion of the country; 30
communttics ot Pespnre, © holutecy;
and tive perrurhan neghborhoods of
fegucipgalpa. The total target popula-
ton was 20,000 mhabitants of whom
5,80 were children under s vears of
daste i SO00 were women ot child-
boarms aes The s Fot e project
was to dimonsh martaliey and morhid-
ity amony mothers aond chnldren. The
projectme huded the toltow g mter
ventions pmmunezation, promotion ol
oral rehvdration theraps cartv diagino-
st dnid timely treatent of acate
tespitatonyantections prenatal care,
bt spacins, proswth monitornmyg,
promotion ol breastteediny and
supiplemsntany fecding, aned preven:
tion ol HIV/ANTDS ana cholera ASCH
deaded to place apreater eonphases on
teproductive bealth because af the
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important influence of adequate birth
spacing on child survival.

Objectives and methodology

After the tirst three vears of the project,
ASCH realized that it was necessary to
develop specitic strategices to integrate
reproductive health into its Child
Survival program in order to improve
women's health, ASCH sought assis-
tance trom the Popuation Council to
conduct operations research to test the
impact of strategies designed to increase
birth spacing within the context of
child survival activities.

The strategies tested were 1)
training institutional and volunteer
personnel to otter reproductive health
services; 2) incorporation of
breastteeding and family planning
counselors into supplementary feeding
centers; and 3) incorporation of contra-
ceptives into revolving fund mini-
pharmacies.

The eftectivencess of these strate-
gices was measured by comparing the
results of baseline and endline house-
hold surveys after 18 months ot imple-
mentation. A special reproductive
health survey was designed as the KPC
survey measures relatively few variables
related to this topic. To guarantee
comparability of the data, the sample
design and size of the two surveys were
similar. A total ol 975 houschold
interviews were conducted in the
communitics, and 200 women were
interviewed in the lactarios at baseline,
For the tinal survey, 840 interviews were
conducted in the communities and 222
in lactarios. No signiticant ditterence in
soctocconomic and demographic
characteristics was observed between
the baseline and endline surveys,

Project implementation

Training

The tirst phase of the project consisted
in traintny institutional statt in repro-
ductive health, Subsequently, a training
module which induded reproductive
health manuals was developed tor
volunteers and counsclors,

Incorporation of breastfeeding and
family planning counsclors

ASCH works closely with the house-
wives’ clubs in charge of managing
complementary feeding centers, called
lactarios. I'rogram beneficiaries are
pregnant and breastfeeding women and
malnourished children nnder S vears.
ASCH felt that they wouald be ideal
locations for the dissemination ot
reproductive health messages. There-
tore, ASCH created a new volunteer, the
breastfeeding and family planning
counsclor, rather than rely on the
existing health volunteers, the majority
of whom were men and already over-
loaded with responsibilities. The
counsclors were selected from beneficia-
ries of the lacterios by the community.
Their activities included identitication
and reterral of pregnant women to
prenatal care, promotion of exclusive
breastfeeding, provision of information
about complementary tamily planning
methods during breastteeding, referrals
to contraceptive services, and follow-up
to contraceptive users,

Incorporation of contraceptives

into mini-pharmacics

ASCH opened 10 mini-pharmacies in
cach rural area, managed by health
volunteers. UNICEF provided the initial
stock of medicine, while ASCIH trained
the volunteers in prescription of the
medications end principles of smatl
business management. Fach region
established a cooperative which depos-
ited a percentage of the supply of the
funds generated by sales to restock the
pharmacies at wholesale prices. The
original supply of pharmacy stock did
not include contraceptives. Thus in
order to test the strategy of community
based distribuation, methods were
supplied and the volunteers in charge of
the pharmacios were trained in the
management of oral contraceptives and
condoms. The local atfiliate of the
International Planned Parenthood
Federation (1PPF) and the Ministry of
Health assisted ASCH in the training of
the volunteers and provided educa-
tional materials,

Education and promotion

ASCH also provided education on
reproductive health topics and pro-
moted exclusive breastteeding and
family planning through radio pro-

grams, home visits, group talks, and
referrals to services.

Resuits

The following results are the product
of the efforts of the first non-govern-
mental organization in Honduras, with
the exception of ASHONPLAFA, the
International Planned Parenthood
atfiliate, to begin work in the field of
reproductive health, These results
demonstrate that ilmplementation of
these strategies resulted in greater
access to information, higher levels of
knowledge, changes in attitudes,
improved breastfeeding practice, and
an increase inacceess to and use of
contraceptive methods,

Access to information

e The women interviewed identified
ASCH volunteers and staff as the mos
important sources of family planning
and breastfeeding information in thej
communitics. The volunteer was
mentioned most frequently (511
percent) followed by the ASCH pro-
moter (40.5 percent) and the reprodu
tive health counselor (32,1 percent),
Other sources were mentioned much
less frequently.

¢ Tne pereentage of women who hg
received education about breastfeedi
and family planning increased signit
cantly (from 19 percent to 50 pereen

o Individual counscling was one of
the most important educational
activities of the project. A significar
difference was observed between the
percentage of women who received
individual orientation between the
baseline and »ndline surveys, which
increased from 308 percent to 540
pereent,

Attitudes and knowledge

e Knowledge of reproductive healt]
topics increased signiticantly. For
example, the pereentage of women
who mentioned inadequate |
birthspacing as a risk factor increasy
trom 6 percent to 18 pereent,

¢ The pereentage of women whao
desired more children decreased frof
37.6 percent to 25.5 percent. A
significant difference was also obse”
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between the percentage of beneficiaries
of the lactarios who desired more
children between the baseline and
:ndline surveys. The percentage
tlecreascd from 40 percent to 24

cent.

:astfeeding practices

ASCH volunteers and promoters
mseled women on how to increase
Adr production of breastmilk. Survey
ults show that awareness of the
portance of immediate postpartum
nding, breastfeeding on demand,
Texclusive breastfeeding during the
tsix months increased signiticantly
ween baseline and endline.

The percentage of beneficiaries of
*lactarios who mentioned a
astfeeding problem decreased from
percent to 6 percent. In the final
vey, 92 percent of the women who
orted a breastfeeding problem

ight help to solve it, while in the
cline survey, onlv 6 percent sought
istunce. The percentage of women
h lactation problems who contin-
I breastfeeding increased from 75
cent to 92 pereent.

ntraceptive use

Contraceptive prevalence increased
‘he three project areas. However,
difference was significant only in
urban arca, where it increased from
percent to 48.2 percent.

The health volunteer became an
ortant source of contraceptive
hods in the rural areas. Data from
endline survey showed that 16
ent of users in Pespire and 21
ent of the users in La Esperanza
ived their methods from ASCH
inteers.

‘he couple years of protection

Aided by the 10 mini-pharmacies in
ire sum increasea to 150 during a
> month period.

tainability of project activities

mmparison of the service statistics

2cted duing the nine month

ad atter completion of the project
1 the 11 nronths of project activi-

demonstrates that the strategies

i

tested by ASCH have been incorpo-
rated into the organization’s health
program and are sustainable without
special funding,.

* ASCH volunteers and promoters
counseled women on how to increase
their production of breastmilk.

¢ Data collected from the new Child
Survival project shows that during the
first six months of project implementa-
tion, ASCH reported an average of 144
contraceptive users per month. This is
more than the monthly average
achieved during the operations
research project (B4 users) and is less
than the average number referred
during the period between projects.
This suggests that ASCH has improved
its efficiency in terms of users. Witi
the initiation of additional health
activities, the average number of users
decreased. However, the number of
users still remained higher than during
the pilot project.

¢ The total number of contraceptive
users increased by 48 percent (from
915 to 1,766). The number of IUD
users almost tripled, while the number
of women using tubal ligation and oral
contraceptives doubled.

e [Lstablishment of 20 community
distribution posts which continue
operating and are self-financed
through their sales, including « profit
for the distributors.

s Incorporation of the strategics
tested into ASCH's CSIX project. After
six months of project implementation,
13 community-based distribution posts
have been established and S1 repro-
ductive health counsclors trained.

e ASCH personnel demonstrate more
positive attitudes towards participation
in family planning activities at all
levels.

s Provision of reproductive health
services such as pap smears and [UD
insertion in health centers which did
not exist previously.

s Collaboration with the 1PPE affiliate
contributes to the sustainability of
project activities by providing contra-
ceptives and follow-up of the contra-
ceptive distributors,

Implications for the institution

After analyzing the results of the
baseline and endline surveys, ASCH
staff selected the following points as
key for the implementation of the
maternal health component in the
new project, CSIX.

¢ Include men in reproductive health
activities.

* LEducate young people before they
initiate their reproductive lives.

¢ Conduct ongoing training and
folow-up for volunteers.

o Ensure effective coordination with
service providers.

¢ Disseminate and promote the
existence, location, and services of the
mini-pharmacies.

* Guarantee supplies in the mini-
pharmacies and other service delivery

institutions.

e Systematize the houschold visit,
focusing on the prevention of repro-
ductive risk.
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Abstract

This study uses longitudinal data
from the Bangladesh field office of
Save the Children (US) to examine
the relationship between participa-
tion in savings and credit programs
and fertility. Results suggest that
fertility rates for members are lower
than for non-members, though
differences are largely attributable
to region of residence: non-members
in more conservative areas are only
slightly more likely to have large
families than members residing in
those same areas. Nonetheless,
members are significantly more likely
than noin-members to use a modern
method of contraception, irrespec-
tive of social class or region of
residence. These data link participa-
tion in savings and credit groups
with increased use of contraception.
Even so, future research will need to
clarify the potentially complex
relationship between group activity,
the empowerment of women in
Bangladesh, and fertility.

Do Women's Savings and Credit Programs

Affect Fertility and Health?

A Case Study from Bangladesh

KIRK DEARDEN
NAZMUL KHAN
SAVE THE CHILDREN/BANGLADESH

Background

Discrimination against women in
Bangladesh, whether economic, social,
or political, deprives them of the
ability to lead healthy, satisfying lives.
Purdah institutionalizes this discrimi-
nation by confining women’s mobility
and actions outside the home and
severely limiting life chances. Women
who observe purdah, cither by their
own choice or by requirement, are
restricted past puberty, from going to
the market, mosque, medical facilities,
school, and fields, factories, and other
places of employment, effectively
excluding them from most forms of
cconomic, religious, intellectual, and
social life. In fact, it is often only
through intermediaries—young
children, husbands, fathers, and grown
sons—that women have access to the
world beyond the walls of their own
home (Abdullah and Zeidenstein,
1982). Women’s reliance upon others
for daily tasks often translates into a
lifetime of dependence. As one author
has observed (Cain, 1988), a woman is
considered fortunate if she can success-
fully transfer her dependence from one
category of male to another: first
father, then hushand, and finally son.
‘The implications for women are clear:
women who faithfully subscribe to
purdah exert limited control over
household resources and decision-
making and, along with children,
especially daughters, have restricted
access to nutritious foods, appropriate
medical attention, and social services
(Miller, 1993).

Lvidence from South Asia
suggests that participation in women's
groups enhances their material pros-
pects (Dwyer and Bruce, 1988).

Groups may also effect changes in
women’s outlook, increasing their
freedom within the family unit and
enabling them to mobilize communit
government (Dwyer and Bruce, 1988)

Introduction

In Bangladesh, Save the Children has
attempted to address gender inequitic
through a number of programs,
including women’s savings and credit
groups.

Program description
Women's savings groups consist of 1!
to 20 women who meet on a routine
basis to save money, gain access to
loans, and receive training in comm
nity development. Women who
participate in groups save two to five
taka/month, depending upon the
amount agreed to by all group mem-
bers. This money is pooled and used
for emergency and non-productive
credit. Grants to the Bangladesh fiel
office of Save the Children form the
working capital for most loans to
group members. Group members
themselves decide the order in whicl
loans are given (individual loans are
usually for $20-25). Extremely high
repayment rates are attributable, in
large part, to group pressure to pay
back loans in a timely manner.

Women's savings group memt
clect leaders from among their own
ranks. Savings group leaders are
generally better educated than grou
members. Save the Children field
based staff, including community
development organizers and village
development trainers, supervise
savings groups.

In addition to providing a mc



of saving money and accessing credit,
women’s savings groups arc also a
focus for other development work,
including training in gender aware-
ness, maternal and child health,
income generation, and education.
Save the Children has made a
leliberate effort to target asset-poor
vomen, in part because they are
enerally not able to obtain capital or
redit from commercial banks or at
itherwise fair interest rates. A number
f eriteria have been used to classify
nd target asset-poor women, includ-
ng the type of material thev use to
nnstruct houses, the quantity of
Itivable land which they own, their
yusehold assets, income, and self-
fticiecncy in food. Based upon these
‘teria, women are divided into four-
oups: A, B, €, and D. Members of
oup A are the most advantaged
wancially while members of group D
ve the fewest assets.

ethods

ita from the Bangladesh field office
Save the Children are used to
mpare married women of reproduc-
‘e age participating in savings groups
th married women living in the
ne communities who do not
rticipate. While savings groups are
tended to reach the poor, some
"lthier village women have joined

groups. Between 1987 and 1992,
percent of savings group members
‘e from the two highest classes (A

I B). Women's savings group non-
mbers (controls) were somewhat

re likely to be better off. Of non-
mbers, 40 percent belonged to

classes A and B. Women's savings
group members and non-members live
in four rural areas of Bangladesh where
Save the Children currently works:
Mirzapur, Rangunia, Ghior, and
Nasirnagar.

Mirzapur and Ghior are both
near Dhaka, and Rangunia is near
Chittagong; travel to these large cities
is frequent. On the other hand,
Nasirnagar, located in the northeast
corner of Bangladesh, is isolated. It is
often regarded as more conservative
than either Mirzapur or Ghior and
considerably poorer than Mirzapur,
Ghior, and Rangunia.

Table 1 provides information on
length of association with savings
groups. Asof March 31, 1993, 93
percent of all women in the study had
participated in savings groups for at
least one year. More than 40 percent
belonged to women's savings groups
five or more years.

Data for this study were collected
by “paid volunteers” (Save the Chil-
dren employees given a nominal wage)
who visited each household once per
month. The total population served
by paid workers during the period of
study was approximately 54,000. In
other areas where Save the Children
works, women’s savings group leaders
collect limited data. Because the
quality of data collected by women’s
savings group members varies, these
data are not included in the present
analysis.

A number of indicators were used
to compare niembers, non-members,
and their offspring. The intent was to
assess the extent to which membership
in savings groups impacted upon the
use of contraception, fertility rates,
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levels of malnutrition, and rates of
neonatal, infant, and child mortality.
Ixcept for contraceptive preva-
lence rates (which rely on the number
of women enumerated as of January 1),
all rates were calculated based on the
midyear population for members and
non-members. Between 1987 and
1992, the midyear population for
savings group members ranged from a
low of 1,397 (1987) to 2,621 women
(1992). Non-members were also the
least numerous in 1987 (7,545) and the
most numerous in 1992 (8,690).
Selection criteria for membership in
savings groups included social class
(those belonging to the two most
assetless classes), marital status (only
married women participate), and age
(women 15 years of age or older).
Table 2 provides information on
the number of live births by year for
women's savings group members and
non-members. Table 3 details the
number of children weighed, by age
group. Thus, between 1987 and 1992,
6,817 children were weighed at least
once while 6-8 months old. Between
1987 and 1992, children living in
intervention arcas who were identified
as being severely malnourished (<60
percent of the median weight for age
using the Gomez standard) were
weighed monthly. All other children
were weighed every other month.
Social class and region of resi-
dence are thought to exert an influ-
ence on fertility behavior and health
outcomes independent of membership
in savings groups. Consequently, all
analyses are stratified by class (classes
A and B on the one hand and Cand D
on the other) and residence
(Nasirnagar versus Mirzapur, Rangunia,

E1
gth of association with women’s
ings groups as of March 31, 1993

Number of Years Percent
o e
1«2 27
2<3 1
3<4 7
4<5 7
5<6 9
6<7 9
7<8 6
8<9 10
>9 9

TABLE 2

Live births by year
women’s savings group
non-members and members

Year Non-members Members Total

1987 1411 233 1644
1988 1438 284 1722
1989 1283 323 1606
1990 1178 364 1542
199 1234 294 1528
1992 177 269 1446

TABLE 3
Children weighed by age, 1987-1992

Age (in months) Number
68 - 6,817
9-11 6,951
12-14 6,825
15-17 6,827
18-20 6,767
21-23 6,643
24-26 6,422
27-29 6,369
30-32 6,024
33-35 4,548
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FIGURE 1
Children severely malnourished by age and membership status
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Percent of children severely malnourished
by membership status and residence
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TABLE 5
Comparison of contraceptive usage for members and non-members
by region of residence and social class

Group/ Non-members Members

Year Practicing Not pract!dng Practicing' Not practlclng X
NON.NASIRNAGAR

1987 891(27) 2458(73)  316(39) 488 (61) | 507+
1988 1067 (32) Z2257(68)  497(47)  565(53) 758
1989 1171 (34): A2224(66) 666 (51) _635(:‘9_) _»;‘HO.I"
1990 1252(37), 2169(63) ~ 745(53) 651 (47) ‘114.9%
1991 1337(39)° 2108(61) - 868(55)  702(45) 118.9%
1992 1410(41)- 2028(59) : 892 (60) 599 (40) - 147.9*
NASIRNAGAR .,

1987 412 (14) © 2550 (86) 57 (23) 194 (77) ' 14.4+
1988 451 (15) '~ 2635(85) - 80(20)  316(80) . 8.5
1989 386 (12) 2781 (88) 140 (27) - 386 (73) 76.9**
1990 636 (20) 2526 (80) 185(27) 504 (73) [ 15.3*
1991 766 (23) 2535 (77) 237 (32) - 505 (68) 24.6**
1992 815(25) , 2471(75)  258(35) 469 (65) 347
CLASSES A AND B : '

1987 523022) 1853(78)  105(38)  168(62) - 36.6*
1988 649 (27) . 1755(73)  152(43)  205(57) 36.6*
1989 701(28)  1776(72)  214(48)  233(52) 67.5%
1990 725(30) 1691 (70) 243 (50) 242 (50  73.4%
1991 792 (32) 1674 (68) 292 (54) 253 (46) 89.2
1992 811(33) 1618(67)  292(57)  222(43)  99.3*
CLASSES C AND D ’ }

1987  789(20) 3174 (80) 267 (34) 514 (66) 76.9*
1988 869(22) 3137(78)  242(26) . 675(74) | 9.4*
1989 1022 (25). 3117(75) 592 (43) .° 78B(57) 165.8
1990 1162(28)  3005(72)  688(43)  912(57) '120.9
1991 1310(31)+ 2970 (69) 813(46) . 955(54) :/129.8
1992 1413 (35) 2882 (67) 859 (50) - _845 (50) : 5159.0

Note: **pe 01 ***p< 00] Om deqree of Ireedom for all X! tests

TABLE 4
Comparison of contraceptive usage for women's savings group
members and non-members

Non- members Members

TABLE 6
Comparison of contraceptive usage for members and non-
members for women not contracepting as of January 1, 1987

Non-members Members

Year Practicing ; ‘Not practlcing Practicing Not practlzfrgé X? Year Practicing;Not practicing Practicing:Not practiclhg X2
1987 1312(21) 5026 (79) o 372(35): 68Z(65) i 109.4*** 1987 o ! 0 . o . 0 o

1988 1519(24) -~ 4891 (76) = 577 (40):. B879(60) ' 154.1** 1988 481(10) © 4131(90)  152(16) 774 84y 273+
1989 1720(26) 4896 (74) . 806 (44) ' 1021(56) 224,240 1989 721 (l7) i 3526 (83) 327 (28) 838 (ZZ)< 0 72.0*"
1990 1889(29) =~ 4694(71) 93045 1 55(55) ‘182 6t 1990 878(22) . 3032(78) = 409 (31) . 902(69) . 40.4**
1991 2098 (31) ' 4648 (69) ~ 1106 (48)’ 1207 (52) f210 6*** 1991 985(27) = 2721(73). 525 (36) . 915(64):  48.8**
1992 2226 (33) 4498 (67) T 1149 (52) 1069 (48) : 248.2*** 1992 1038 (30) ©  2385(70) 554 (40)  826(60) ' 42.8**
Note: ***pc 001 One mqru o frecdom for il X¢ tests B VV Note: ***p« 001 One degree of !reedom for alt X? tests Totals for each year (rows) will fluctt

and Ghior). As has already been
mentioned, the populace in Nasirnagar
is considered to be much poorer than
in the other three regions and socially
and religiously more conservative than
in Mirzapur and Ghior.

Results

Malnutrition

Data presented in Figure 1 suggest that
children of savings group members are
consistently less likely than children of
non-members to be severely malnour-
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due to death and cut migration n-mygrants post-1987 were not included m analyses

ished at all ages, though differences
between the two groups are slight.
Region of residence does appear to
affect a child’s chances of being
severelv malnourished: those living in
non-Nasirnagar areas were much less
likely to be malnovrished at every age
{data not shown). As expected,
members from classes A and B were the
least likely to be severely malnourished
(Figure 2'. In fact, rates od
malnutrition for this group hovered
between 1 and 3 percent for all ages.
Non-members from groups A and B

severe

were somewhat maore likely to be
malnourished, with non-members,
then members from groups Cand D
the most likely to be severely malno
ished.

Contraception and fertility

For all analyses related to women'’s
of contraception, those who were nie
sure if they were using a method at

time of interview were grouped witl
non-users. ‘Table 4 indicates that ‘
women'’s savings group members w+
more likely than non-members to
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TABLE 7

Comparison of contraceptive usage by members and non-
members for women not contracepting as of January 1, 1987,
by region of residence and social class

FIGURE 3

Contraceptive prevalence rate for women not contracepting as
of January |, 1987, by membership status
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opt a modern method of contracep-
. In fact, members were signiti-
ntly more likely than non-members
use contraceptives (p value for the
i-square test <001 every year
tween 1987 and 1992, During that
ne period, the contraceptive aceep-
iu‘c rate ot married members who
‘¢ 1504 vears of age climbed from
percent to 52 percent, an increase of
pereent. Non-members' use of
iraception gresy at about the same
5 however, they were consisiently
likely to use maodern methods of
iraception. 1t is ditticult to assess
extent to which group membership
uences the use of contraceptives:
ings group members were consider-
y more likely to be using a modern
thod in 1987 when data collection
an but more than a third ot all
men participating i savings groups
wed betore that date.

Members from non-Nasirnagar
ions were the most likely to use
iraceptives; non-members from
sirnagar were the least apt to use a
dern method (Table 5).

Social class played no role
whatsoever in explaining women's use
of contraceptives. Usage rates for non-
members from classes A and B were
virtually identical to those of non-
members trom classes Cand D (Table
5). Likewise, members from classes A
aird " were no more likely than
n. oers from lower social classes to
prosdee tamily planning,

Results presented in Table 5
suggest a marked ditterence in mem-
bers” and non-members” use ot contra-
Ciotives remain after controlling for
the effects of region ot residence and
social class, These differences were
statistically signiticant for both regions
of residence (non-Nasirnagar/
Nastrnagar) and tor both classes (AB/
CDyinevery year (lable §).

In an attempt to ascertain the
true impact of savings group participa-
tion on the adoption of family plan-
ning techniques, all women not
contracepting as of January 1, 1987,
were followed to assess the extent to
which non-members and members
moved from one status (non-user) 1o

another (user). Data presented in
Figure 3 suggest that members’ rate of
adoption was greater than that of non-
members. Differences in rates of
adoption were statistically significant
(using chi-square tests, p < .001) for all
years (lable 6). Members from non-
Nasirnagar arcas who were not
contracepting as of 1987 were the most
likely to adopt a method; non-mem-
bers in Nasirnagar were the least likely
(Table 7). Social class did not affect the
likelihood that women would adopt a
method by 1992 (Table 7).

[hese analyses only track wonien
who were not using a contraceptive at
one point in time. Women not using a
contraceptive as ot January 1, 1987,
could have used one before then,
raising the possibility that members!
greater propensity to use contracep-
tives preceded their activity in savings
groups.

Given these variations in the use
of contraceptives, it is not surprising
that total fertility rates for members
and non-members were also different,
The total fertility rate is the average
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number ot children that would be born
alive to a woman during her lifetime if
she were to pass through her
childbearing years conforniing 1o the
age-specitic fertility rates of a given
vear. (In this case, 1987 to 1992 rates
were taken from Population Reference
Burcau, 1985). Figure 4 indicates that
with the exception of 1990, the total
tertility rate tor members was consis-
tently lower than tor non-members,.

Because the total number ot
births by vedr tor some groups of
women was quite small te.g., women's
savings group members from classes A
and By, aggregate data tor the entire
period (198718992 were used in
stratitied analyses of tertility. Region
ol residence had o strong intluence on
fertility levels. Table 8 indicates that
while the total tertility rate for non-
members using aggregate date was 5.1,
non-members living in Nasirnagar had
a considerably higher fertility rate (o.1)
than non-members in Mirzapur,
Rangunia, and Ghior (:1.2). This
pattern was even more pronounced
among members.

Social class had a modoest etfect
on members” and non-members’ levels
ot fertitity, Data presented in table 8
stipgest that members from classes A
and B had the lowest rates of fertility;
non-members trom casses A and B had
rates comparable to members from

classes Cand D; and non-members

from classes C and D had the highest
overall rates.

Mortality

Children of savings group members
cnjoyed lower neonatal, infant, and
under-5 mortality rates than children
of non-members,
ol ditference between otfspring of

To assess the extent

savings group members and non-
members, refative risks tor neonatal
and intant mortality were calculated.
In this instance, relative risk compares
the risk of death for savings group
non-members to members. A relative
risk of 1 indicates no ditference in
mortality rates between the two
sroups. Statistical signiticance can be
determined by constructing 95 percent
confidence intervals around the
relative risk. When the 95 percent
contidence interval includes one, it is
not possible to conclude that there is a
significant difterence between groups.
Data trom the tirst column ot
Table 9 indicate that children of non-
members consistently experienced a
greater risk of deathin the first 28 davs
ot life than children of members. Tor
example, in 1989, 54 of every 1000
infants born to non-members died in
their tirst 28 days of life. In contrast,
only 46 ot every 1000 infants born to
savings group members died in the
neonatal period (results not shown).
Even so, differences between the two

groups are modest and not statistically
significant. Group membership
appears to exert a stronger positive
influence on neonatal mortality rates
in Nasirnagar than in Mirzapur,
Rangunia, and Ghior. For example, in
1990, otfspring of non-members in
Nasirnagar experienced a neonatal
mortality rate nearly 50 percent highed
than ofispring of members. In con-
trast, neonatal mortality rates tor nor
members in non-Nasirnagar arcas wet
never consistently higher than ihose
members. Data, by year, for classes A
and B are too spotty to reach detinitis
conclusions, but tor the entire period
(T98K-1991), rates of neonatal mortal
ity for members and non-members
were approximately equal (relative riv
= 0.94). Finally, children of members
from the two poorest sroups (classes
and D) experienced considerably Jow
levels of neonatal mortality than nor
members,

Many of these same patterns
hold for infant mortality as well (Tab
10). For example, the infant mortalit
rates for menmbers” and non-members
offspring in 1990 were 69 per thou-
sand and 87 per thousand respectivel
Differences between members and
non-members living in Nasirnagar, ¢
area of extreme poverty, were more
pronounced than for those living in
non-Nasirnagar arcas. Children of
members from the two lowest social

TABLE 8

Tatal tertility rates (1987-1992) by membership status, regional

residence, and social class

TABLE 10

Relative risk of infant mortality for children of savings grou

members and non-members by social class, location, and yei

, Non- (Classes‘ Classes v % Relative risk and 95% conlidence intervals for:
MNasirnagar  Nasirnagar . A&B . C&D T.)talf Non-members/ | Non- Classes . Cla
Non-members 6.4 42 a6 53 5‘ ? Year members Nasirnugar 1 Nasirnagar A&GB. . C¢
. o : | . 3 L e ——
: ! A q . : ;
Me ' . ”! I8 4‘7 . . : ])88 ]20 ; 1 12 099 i 0-81 ]
rmbers 6.2 40 (81,1.78)  (70,179) | (49,202) '(39,1.70) (85,
1989 1.25 Ty 0.89 P74 L
TABLE S (83,1.89) [ (74,215). © (45,1.75) (68,11.02): (80,
Relative risk of neonatal mortality tor children of savings group 1990 1.26 P 1.23 o 1.00 ; 146 0 1.
members and non-members, social class, tocation, and year (83,1.92)  (:74,205) | (.49,62.03) (53 401) (.85,
Relative risk and 95% confidence intervals for: 1991 1.12 oot o 0.92 : 090 b
slon-members/ Non- ‘" Classes Classes (.74,1.70) M (47,1.77) _,_(__32_23__92_, (75,
Year members Nasnrnagar Masimaqgar . A8B c&ab Total: 1.22 0.95 EREE W ) T 1.
1988 112 T 094 11 T 045 . 155 (1.00, 1.50) 9?0’]:5‘9“ (67,1.34) 1,704193) .(1.01,
(66,1.91)  (51,1.73) 0 (38,326) (17, 1.1_5_)_i (.81, 2.96)
1989 116 1.07 0.99 295 1.04
(67.200)  (54,211) (40,247 (40,21. 49) (.58, 1.85)
1990 Lo 149 088 142 | 135
(65, 2.16) - (.64,3.49) 0 (.37,2.10) (.33, 605) (.70, 2.60)
1991 1.29 SR P 5 1.07 : 077 . 149
(.71, 2.36) (61,3.24) (.44, 2.60) (28, 2.14) (.71,3.13)
Totat: 1.21 B (R 0.99 0,94. i 134
(91,1.60)  (84;1.73)  (.63,1.58) (52,1.69)! (.97,1.86)
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classes were significantly less likely
than children of non-members to die
in the first year of life,

It should be noted that while
nly a select group of individuals
elong to savings groups, all pregnant
omen, regardless ot membership
atus, have access to prenatal care,
ommunity health workers (CHAVS)
om Save the Chitdren visit homes
e a month toidentify pregnant
omen. CHW,s give nutritional
wnseling to expectant mothers and
se them to visit clinics spansored by
ve the Children. Fhese clinics offer a
nge of ante-natal services, including
Aght monitoring, urine and hemo-
obin checks, assessments of risk, and
fucation.

Ihe under-S mortality rate tor
ildren of members was only slightly
s than for non-members for the tour
af pened ending in 1991 (data not
owr). Ttis interesting to note that

1991 there were higher recorded
es of neonatal, ifant, and under-5
ildhood mortalitv. This may be an
itact ot improved reponting during
iovedr.

SCUsSion

ults trom this research indicate that
dren of women who participate in
2 the Children-sponsared savings
1ps are less likely to be severely
nourished. Region of residence
class are not important determi-
ts of severe malnutrition. Even so,
dren of group meinbers are still less
Iv to be severely malnourished

¢ the etfects of residence and social
sare controlled.

Women who belong to savings
ips are much more likely than non-
nbers to use contraceptives. Fyven
rcontrolling tor the ettects of
lence and sodial class, two tactors
ight to be highlv associated with
adoption ot modern contraception
angladesh, membership in
Wen's savings groups plays an
ortant role in distinguishing
ceen those who use contraceptives
those who do not. In tact,
rences between members and non-
thers were highly statistically

ticant tor every year, independent
tion of residence and sodial class.

50, because there is no informa-

tion on women's use of contraceptives
prior 1o joining savings groups, it is
not passible to assess the impact of
group membership on fertility-
regulating behavior,

While women’s savings group
members have lower levels of fertility
than non-members, much of the
variation can be accounted for by
region of residence: women living in
Mirzapur, Rangunia, and Ghior have
much lower levels of fertility than
women in Nasirnagar.

Group membership appears to
have a modest but positive influence
on neonates” and infants’ chances of
survival. The impact on under-5
mortality is less pronounced. It is
interesting to note that the effect of
group membership is much stronger in
poorer rural areas,

Itis not clear why membership
in savings groups atfects neonatal and
infant mortality but not under-3
mortality. It may be that regular
SVings, access to credit, mobility
outside the houschold, and contact
with non-Kin enhance women's ability
to cat more nutritious foods during
pregnancy and lactation, provide
appropriate supplementation to
infants, and access medical facilities,
factors thought to exert a strong
inttuence on survival (Rao, 1990;
Wallace, 1990). While it is true that
Save the Children’s prenatal services
are offered to all, regardless of affilia-
tion with savings groups, group
members may, in fact, be more aware
of services and more willing to travel
in ‘public space” to reach clinics.,
Alternatively, group pressure to adopt
health practices promoted by Save the
Children during women's savings
group meetings may exert a strong
influence on their behavior, ultimately
influencing rates of mortality, Even so,
itis not clear why these forces would
not also attect under-5 mortality. 1t is
possible that the number of under-3
deaths is notsafticient to detect
ditferences between savings group
members and nan-members.

While reductions in levels of
severe malnutrition, tertility, and neo-
natal and infant mortality may be
attributable to participation in savings
groups, other factors, including
women's control of resources (often
determined by birth order), position
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within the household, and exposure to
development activities other than
those offered by Save the Children,
could explain differences between
groups. In the case of contraceptive
usage rates, it is difficult to determine
why wenien who participate in savings
and credit groups are more likely to
adopt a modern method of family
planning. Data from this study suggest
that members were more likely than
non-niembers to use a method at the
outset of data collection. However,
rate of adoption for those not using a
method in 1987 was greater for
members than for non-members. A
recent study (Schuler, Meekers, and
Hashemi, 1992) on the fertility
behavior of women participating in
Grameen Bank and Bangladesh Raral
Advancement Committee groups
suggests that it is length ot association
with groups and not group membet-
ship per se which has a significant
cliect on current use of contraception.

These analyses account {or the
eftects of social class and region of
residence, allowing a more careful
review ot ditferences between members
and non-members. However, it may
be that regardless of social class or
region of residence, women who join
savings groups are qualitatively
different in their thinking and in their
behavior, from those who do not join,
Itis possible that self-sclection for
savings group membership contributes
to differences in health outcomes. In-
depth studies on savings group
members and non-members, along
with more detailed research on the
quality of their participation, could
provide important insights into the
social process of change which pre-
cedes changes in health behaviors and
outcomes. \While this researchis an
important ftirst step toward under-
standing the cross-sectional impact of
NGO-sponsored activities, further work
will need to identify how women’s
participation in community activitics
influences their own well-being as well
as that of their children.

Acknowledgments

This publication was made possible
through support provided by the
Office of i’rivate and Voluntary

61



SPLCIAL IMPTERENTATION ISt

Cooperation, Bureau for Humanitarian
Response, US Agency for International
Development, under Cooperative
Agreements PDC-0158-A-00-1058-00
and OTR-0500-A-00-9149-00,

The authors would like to thank
Drs. Amin, Atzal, and Najma and Tom
and Lisa Kritt from the Bangladesh
Field Office of Save the Children, Drs.
Warren and Gretchen Berggren, and
Dr. Katherine Kaye for valuable
assistance and guidance.

The views expressed in this paper
are not necessarily those of the
funding agency.

References

Abdullahy, 1. A, and S, AL Zeidenstein.,
“Village women of Bangladesh: Prospects
tor change.” Women in Development, vol.d.
IPergamon Iress.

Cain, M. “The Material Consequences of
Reproductive Failure in Rural Southy Asia”
I A Home Divided: Women wd Income in the
Fhird World, edited by D, Dwyer and J.
Bruce, 20-38. Stanford: Stantord University
Press, TURK.

Dwyer, 1Y, and | Bruce. A Home Divided:
Waomen and Income in the Fhind World,
Stantord: Stantord University Press, 1988,

Miller, B DL “Female Infanticide and Child
Negleat in Rural North tndia.” IncGender in
Cross-Cultural Perspective, edited by CB.
Brettell and C B Sargest, $23-435.
Fnglewood Clitfs, NoJ . Prentice Hall, 1993,
I'opulation Reterence Bureans. Population
Hanidbook, Washington, [L.C., T98S,
Schuler, SR D Moeekers, and S M.
Hashemi. The Ipact of Women®s Participa-
tion in Credit Programs on Family Planning in
Rural Bangladesh. Arlington, Va.: John Snow
International.

62






SUATAINARILITY AR USAILY FUsDING

Abstract

This paper discusses the successes and
problems associated with the
sustainability of the volunteer community
health worker program In Kasangati,
Uganda, conducted five years after
outside funding terminated. The broad
objectives of this qualitative study are (1)
to determine if services are being
delivered and if the target population is
being served (this included determining
the presence of CHWSs, an infrastructure
to support them, and evidence of services
being provided to the community); (2) to
determine what the community thinks
about the CHW procgram (since the
community was not directly asked
through surveys or focus groups,
satisfaction was suagested indirectly
through intervievss with key informants);
and (3) to determine if available
resources are adequate to sustain the
project (including the role that MIHV had
In supporting or impeding project
sustainability).

Purposes include (1) developing lessons
learned to assist in developing sustain-
able projects elsewhere and (2) dissemi-
nating the results and lessons learned to
the Kasangati community for use in
planning future initlatives. Thirty-two
semi-structured interviews were
conducted, and health center and CHW
records were analyzed. The results were
encouraging; the number of active CHWs
has Increased by half, and they are
working ciosely with the health center.
CHW:s have also organized themselves
and are active in community develop-
ment; they have been incorporated into
the local political structure. Concerns
include a cost sharing program that
probably cannot continue to support
continuing education and new CHW
training, and inconstant CHW supervi-
sion. On the whole, however, CHWs
appear to continue to value their work
and be valued by thelr community.
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niroduction

e Community Health Worker
(CHW) program at Kasangati Health
Center, Kasangati, Uganda, was
initiated in 1983 by Minnesota
International Health Volunteers in
partnership with Makerere University
as part of a larger community-based
health care project.

The goal of this follow-up
evaluation is to examine the successes,
problems, and lessons learned associ-
ated with the sustainability of the
CHW program after MIHV's tunding
was purposetully phased out in 1988,
The intormation in this presentation is
taken from the report “Sustainability
of the Primary Health Care Worker
I'rogram at Kasangati Health Centre,
Kasangati, Uganda” (Robertson, 1992).

In summary, | found that the
CHW program has sustained itself
without direct donor support for
nearly five years. The number of
CHWs has increased by half. CHWs
have organized themselves, and are
active in community organization and
development; they provide health
education, tollow high risk families,
and appear to enjoy increased commu-
nity status. On the down side, al-
though the cost sharing program has
provided financial support, it does not
fully cover operating costs, continuing
education tor health workers, or
training for new CHWSs, There are
some differences between the CHW
role and community expectations,
There is not consensus about an NGOY's
most etfective interventions to pro-
mote sustainable health care. On the
whole, however, CHWSs appear to
contribute to, and be valued by, their
communities.

dursose o the evaluation

A tive year follow-up evaluation has
following purposes:

1. Developing lessons learned to ass
MIHV in current efforts to develop

sustainable community-oriented he
care projects elsewhere in Fast Afric

2. Disseminating the results and les:
learned to Kasangati Health Centre
its use in planning future communi
initiatives.

Tvpe o1 evaluation and
Droad cojectives

‘This study employs three types of
evaluation based on the model deve
oped by Judith Garrard (1982): prog
monitoring, program satisfaction, a
program cost.

1. Program maonitoring: To determine
services are beiny delivered and if the t
poprdacion is being served. This inclu
determining the presence of CHWs,
infrastructure to support them, and
evidence of services being provided
the community,

2. Program satisfaction: To determin
what the community thinks about the
program. Since the community was
directly asked through surveys or fo
groups, satistaction was suggested
indirectly through interviews with |
intormants.

3. Program cost (sustainability): 1o
determine if availabie resources are ad-
equate to sustain the project. This incl
examining broader issues of
sustainability.



subjects and data collection
nethods

‘or two weeks in August and Septem-
ver 1992, Diane Manahan, an MIHV
rolunteer public health nurse, and |
‘ollected data through semi-structured
nterviews with CHWSs; members of a
ocal women’s group; health center
taff; faculty from the Institute of
‘ublic Health, Makerere University;
nd UNICEF representatives and Case
Vestern Reserve University faculty
vorking in Kampala. Health center
nd CHW records were also reviewed.

“onstraints and limitations

1 this qualitative study all subjects
rere purposctully selected. There was
o random selection. This study does
ot measure the level and quality of
W services, the impact of either
aining or CHW interventions, direct
mmunity satistaction, nor does it
ctermine the cost to sustain the CHW
rogran.

esults, discussion, and
rcommendations

he results were encouraging. The
HW program is a viable, functioning,
wd integral part of the community,
aespirit of volunteerism is strong.

1e CHWS expressed pride in their
ork, commitment to the community,
1d i sense of increased influence and
«cision making power in the commu-
ty. The past medical director at
ssangati summed this up, stating,
hese people have been entrusted by
eir community; thev must perfor;
ey cannot Lail; they continue to take
is commitment very seriously.”

In spite of the energizing,
wouraging results, I have had to
termine the most usetul lessons
rned to share in this limited time, 1
cided to tocus on the three areas
entitied in this study that continue
challenge long-term sustainability of
¢ Kasangati project the maost: 1) costs
the program, 2) community percep-
ms and expectations of the CHWs, 3)
¢GOS tole in promoting sustain-
le health cares Rather than only
cusing on the successes, we can use
is opportunity to grapple with these

issues, and share some problem-solving
strategies.

Costs

In 1987 MIHV assisted in developing a
cost-sharing plan involving both
private and public support to sustain
health center activities and the CHWs,
A small fee is charged at the clinic for
curative services and medicines. All
health promotion activities—immuni-
zations, well child care, and prenatal
care—continue to be free. The cost
sharing is implemented by a commit-
tee of community members selected by
the community. If a family is unable
to pay for services, it meets with the
committee, receives a waiver, and
receives free care. No one is denied
care. The decision to institute cost
sharing was controversial; the Ministry
ot Health allowed this cost-sharing
plan only as a pilot project in 1987,
Since then, however, this approach to
cost recovery has been adopted as
government policy.

The Ministry of Health and
Makerere University also provide some
financial support, and pay clinic staff
salaries, though they struggle with
extremely limited resources. UNICEF
supplies immunizations and the
Danish Red Cross supplies the essential
drug Kits,

Even so, community-based
health care appears to cost more than
originally thought. The Kasangati
cost-sharing program is only a partial
solution to the problem ot health
financing. Most of the revenue is used
for clinic expenses; it does not cover
the costs of the CHW program,
continuing cducation, and training for
new workers. Even though the
community health workers are volun-
teers, the program needs basic finan-
cial support to operate (Wamai, 1992),
A T988 community survey sugpested
community willingness to support
primary health care workers either
with cash orin kind (Robertson, 1988).
Neither has materialized. During the
evaluation, the CHWS were engaged in
discussion regarding community-
based, income-generating potential.
All potential projects were in the
planning-stage and they needed
infrastructure and tinancial assistance
to move ahead.

Communities need to find a way

Rostrison

to personally and palpably suppont
CHWSs through selling crafts, collecting
dues, providing in-kind goods, ete. If
the community is unable or unwilling
to provide this support, another health
delivery strategy needs to be imple-
mented. A plan to cover costs, whether
through ongoing outside funding or
community members, should be in
place before CHWs are selected for
training. It is important to determine
the scale of a project that a community
can help support finandially and to
realize that there will be costs such as
ongoing training which cannot be fully
absorbed by the community. The CHWs
expressed frustration at being trained
without a fully developed system in
place to support then,

CHWs ability to meet

community needs

The CHWSs work closely with the village
governing committees and the health
center to meet community needs. Still,
there can be differences between
services that the worker is able to
provide safely and what the community
expects. The health center has come to
rely quite heavily on some of the CHWs
to follow up on referrals. Health visitors
and assistant health visitors (public
health nurses) used to be responsible for
home visits and health education in the
field, particularly tocusing on families
with children. This service has virtually
stopped due to Tack of transportation
and petrol. Now CHWSs are often
assigned families to visit, teach, and
follow up.

All health center staff stressed how
they valued the CHWS’ work with
referrals, though some did express
concern about the health workers’
rather minimal training and the com-
plexities of some of the referrals.
Obviously, these CHWS were never
intended to replace public health
nurses; such expectations of CliWs
invite frustration and tragedy. 1also
was concerned about the decreased level
of field supervision provided. The
CHWs themselves universally shared
this concern saying: “We feel like we
have been abandoned in the village,

We have so many questions that are not
answered.” On the other hand, CHWSs
have a very good sense of community
needs and resources and seem to take
referrals very seriously.
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Most informants thought that
the community does understand the
role of the CHW and values it. At the
same time, many believe that the
community also puts pressure on the
worker “to act like a doctor.” The
community would like the CHW to
carry more medication and first aid
supplies. 1t has always been a question
whether a CHW, who is more a teacher
than a practitioner, is truly valued or,
instead, becomes rather marginalized.
The health worker can be seen as a
person given a little prestige, but who
cannot really provide anything. The
issue of marginalizing the worker by so
limiting his or her interventions is
discussed in even some of the earliest
CBHC evaluation literature (Backet &
England, 1975; Foster, 1982; Nichter,
1984; Stone, 1986),

According to health center staft
and community leaders, the Kasangati
health workers are well known, well
regarded, and seen as role models by
the communities. Villagers come to
them for advice, and they are seen as
individuals with knowledge and
influence. Generally, being a CHW can
be a stepping stone toward a greater
role in the community (Robertson,
1992). A 1988 community survey
indicated surprisingly high regard for
the CHWS (Robertson, 1988).

Even so, considering the health
care needs of the people, itis not
surprising that they want more
curative services from their health
worker, In many settings, CHWs
should and do have an expanded role,
and safely provide more services, such
as immunizations, first aid, and
diagnoses and treatment for simple
diseases. The current MIHV project in
Uganda is starting to train workers as
vaccinators, and will move into other
health promotion areas.

The NGO's role in sustainability
I'here is not consensus about the
NGO's most effective interventions to
promaote sustainable health care,
Respondents had vaned and strong
opinions, which I will try to represent
properly. Even though all respondents
agreed that MIHV played an integral
role in the success of the project, most
also had real concerns regarding,
threats to continued sustainability.
Some of the concerns could have been
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addressed by MIHV; some could not.

The project’s infrastructure
remains shaky. A supervision plan was
left in place, but no plan for transition
was developed for supervisors” leaving,
Funds for vehicle maintenance, petrol,
supplics, and training are nearly non-
existent. Clinic stato are poorly paid
and overwhelmed; they must partici-
pate in the second economy to make
ends meet, They do not have the time
and energy to support the CHW as
MIHV project volunteers did. Some
participants believe that the commu-
nity is so poor that it is completely
unrealistic to expecta gre deal of
community participation, | cople must
continue to focus on subsistence,

All respondents were asked what
MIHV could have done ditferently to
further promote sustainability, recog-
nizing that issues such as staff salaries,
and general poverty of the community
are beyond the scope of an NGO,
Respondents were split in their
opinions whether MIIV stopped its
tinancial support for the project at the
appropriate time. About half believed
that MV involvement had reached a
platcau, that fees were being gener-
ated, and that it was time tor the
organization to leave. The other halt
believed that MIHV pulled out too
carly; that the management system
needed more assistance,

Several individuals recommended
that community development and
income-generating activities begin
before health seivices so that the
infrastructure and support for CHAWSs
are in place. Others believed that the
community would not oe interested in
this approach, and that income-
penerating activities become personal-
ized and benetit individuals rather
than communities. The people want
concrete evidence o assistance,

Some telt concerned that MV
level ol community involvement
contributed to 4 community pereep-
tion that this was MIHV's project and
not a4 community-owned project,
These individuals believe strongly that
NGOs should distunce themselves from
the community, as their conspicuous
involvement takes away the sense of
conmunity ownership. The ditficulty
that NGOs experience in working with
communitics to develop sustainable
health care was most apparent in this

question. In other words, about halt ol
the respondents believed that MIHV
should have done more, and about
half that MIHV should have done Tess,

In response to the challenge of
interacting appropriately with its host
community, it may be helptul for
NGOs to shittin their thinking and
expectations. The notr.n of commu-
nity-based health care has informed
the attitude and approach of NGO,
Howeser, experience suggests that
community-based health care is not g
conplete concept because it does not
take into account that the NGO s
working with its own mission, and is
also accountable toits tunders and
members. The term “community-
oriented health care” takes the dynam-
ics attecing NGOs into account, as
well as community telt needs.

[Uis dithicult to reconcibe a pure
community-based philosophy with
dactual practices. Perhaps recognizing
the philosophical ditterence between
community-based and community-
oriented health care can and the
analysis of the seemingly natural
tensions between tunders, NGOs, and
host communities, and provide insight
that might make sustainability more
achievable and dialogue about it more
coherent,

With this in mind, MY will
always have to struggle with tinding
balance inits commitment to multipl
decision makers and stakeholders,
There will also be tension regarding
appropriate fevels of expatriate volun-
teer immersion in the community:
how much enables empowernment ang
how much enables dependence? As
long as MIHV is involved, the projedt
cannot teel entirely commuaty-
owned, but people can teel highly
invested and committed to a project
that invalves them.

Condusion

In condclusian, the findings ot this
evaluation indicate mixed results,
Most important, the CHW progiram

b sustanied itselt for nearly five years
without ditect outside donor support.
The number ol CHWS has increased by
half, and the heaith center ana the
community apprar to vatue and utilize
CHW services, On the other hand,
bath the community and the dinic
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appear to put pressure on the health
worker to perforim at a level he or she s
not prepared for.

Sustainability continues to be
challenged by the general lack ot
O mMENity resources. Itis important to
recovnize that cost-sharing and small
naome-generating projects will prob-
ably not timancially support afl of the
progrant costs, particularly the cost ot

ongoing training, at least not in the
short term. Itis also important to hold
the community accountable tor provid-
my some level of basic tinancial orin-
Kind support. Continued development
f realistic methods of income genera-
Hon tor CHAWS and greater development
L conununty wealth appear necessary
o the long-term sustainability and
juality o the CHW program.,
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Abstract

Project purpose was to recruit low
income mothers and train them as
breastfeeding advocates (BA). Trained
BAs lead community mother support
groups and counsel mothers. Of 214
BAs trained during the project, 50
percent remain active.

The BAs in cach community select,
among themselves, a coordinator and
sub-coordinator, who attend monthly
half-day workshops and oversee a
community health information system
that provides BAs and League
personnel with data on breastfeeding
mother support groups (BIMSGs)
held, group attendees, informal BF
contacts, and referrals to health
services. A general coordinator acts as
liaison with La Leche League/
Guatemala and provides leadership to
all the BAs.

LLL/Guatemala personnel make a
monthly visit to each community to
motivate the BAs and to provide them
with a refresher course.

The sustainability of this project is
measured through the coordinator
system. Since funding ended in
February 1993, 15 BFMSG meetings
are held monthly and each BA
averages 20 monthly contacts. There
is 90 percent attendance at the
coordinators’ meeting and 80 percent
at the refresher courses.

Between 1990 and 1992 the percent-
age of infants 0-4 months who were
exclusively breastfed Increased 7
percent and under 6 months the
Increase was & percent. In the same
community breastfeeding duration
increased almost 5 percent.

BEAAZA S MAGALIAS S STOMGHIMENEZ

Sustainability of
Breastfceding Mother
Support Groups in
Guatemala

IRMA DE MAZA, REBECCA MAGALHAES,
MARYANNE STONE-JIMENEZ, 1A LECHE
LEAGUE INTERNATIONAL / GUATEMALA

Defining the La Leche League
International (LLLD model

Mother-to-mother support in
breastfeoding can be detined as the
giving ot emotional support and
technical assistance to one woman by
another. The LLLTmodel tor mother-
to-mother support is a tormalized
system begun 38 years ago in the
United States to fultill o need that was
once met by intormal or traditional
tamily networks, The LLLE model s
based on grass roots organizing and
consciousness raising, with a focus on
interpersonal and small group commu-
nication. As such, it is an excellent
maodel tor community based
breastfeeding promotion in a variety of
settings.

The mother-to-mother support
madel is carried out primarily through
mother support gronps and individual
counseling,.

A, The mother-to-mother support
proup is an intormal, guided discussion
group through which emotional
support and technical assistance are
provided. The goal ot mother-to-
mother support groups is threetold:

* 1o provide a knowledye base ot
adequate and appropriate
breastfeeding intormation, both
practical and technical;

* tocreate an atmosphere of emo-
tional support;

e tocnable cach mother to make her
own particular decisions,

Fhe informal, staided group
discussion format provides an opportu-
nity for expericnced breastfeeding
mothers to share technically correct
information, nractical suggestions, and
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personal experiences. The discussion,
as a dialogue rather than a formal class
where “experts” teach, allows mothers
to express doubts and thoughts about
breastieeding. In this case, the experts
are the mothers themselves.

B. Direct, informal mother-to-mother
support is provided on an individual
basis. Within the LLLI model, LLL
leaders counsel or provide information
to pregnant women and new mothers
by telephone, by correspondence, in
the doctor’s office, at the bus stop, in
the market, in the leader’s home, orin
the home of the woman being coun-
seled.

However, no matter whether this
support is provided in a group setting
or on an indiviaual basis, it always
takes place in an atmosphere of
acceptance where the following are
present: warmth, ecmpathy, eye con-
tact, supportive verbal and body
language, active listening, and praise.

Launching the La Leche League
International Child Survival
project

In 1988, La Leche League International
received funding trom the Agency for
International Development for a three
vear Child Survival project, later
extended for one year, La Leche
League of Guatemala executed the
project tor Guatemila, The stated goal
was to decrease infant morbidity
tespecially diarrheay and infant
mortality by tostering adequate
areastfeeding practices throngh the
tormatior ot mother-to-mother
support groups tor pregnant women
and breastfeeding mothers in several
peri-urban communitics surrounding
Guatemala City.

The target population or benefi-
ciaries of the project were low-income,
low literate women who very often
have a diminished level of self-esteem.,

Adapting the LLLI model
and designing and
implementing a mother-to-
mother support imodel for a
peri-urban community

Based on the results of a necds assess-
ment, the LLLI mother-to-mother
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support model was adapted and a peri-
urban model was designed and imple-
mented. The following steps were
taken during this process:

1. Establish the qualifications for the
volunteer breastfeeding advocate (BA)
and define the function and role.

2. Identity and select potential BAs in
their respective communitics.

3. Conducta training for the poten-
tiel candidates to become certified as
BAs for their communities.

4. Assist the certified BAs to form
mother support groups (MSG) in their
communities.

5. Establish a health information
system that includes:

a. Group sheets are used in the MSG
to record mothers” attendance and
their iniant feeding practices;

b. A record ef informal contacts made
by the BAs. Breastfeeding counseling
calendars were designed that allow the
BA to document, in a simple way, the
number ot breastfeeding contacts
made monthly, as well as the number
of referrals made to health services for
other child survival interventions. The
calendar also highlights the date for
the monthly mini-workshop provided
by LLL of Guatemala for the coordina-
tors and sub-coordinators.,

Educational materials and other
resources were developed to support
the BAs in their work. The challenge
for LLL of Guatemala was to develop
breastfeeding training and educational
materials that would be casily under-
stood and handled by the BAs, Two
distinct materials were developed that
form the basis for training BAs and
serve as a resource tor their work,

A training and reference manual for
BAs was developed that has many
illustrations and minimal text. A
second revised and amplified edition
has just been published with the
support ol the UNICEF/Guatemala
office. This manual summarizes the
content of the 24 BA breastfeeding
training course.

Asetof 12 cloth postess (two yds,
cach) was developed for the training of
the BAs and trainings of community
health workers. The cloth posters are

also used by the BAs in their mother
support groups to stimutlate group
discussion and reinforee the
breastfeeding information messages.
The poster set is available as slides with
a discussion guide in English or
Spanish.

Preliminary results of the Child
Survival project and lessons
learned

Training the breastfeeding advocates
and forming mother support groups
are a very labor and time intensive
process. LLL of Guatemala is con-
vinced, however, that the mother
support group strategy works., Our
observations show that this strategy
empowers women to make decisions
that positively effect duration of
breastfeeding in general and exclusive
breastfeeding in particular.

In the initial target community
of Santa Fe/la Libertad, exclusive
breastteeding under < months in-
creased 6.5 percent from 1990 to 1992,
In the same time frame exclusive
breastfeeding under 6 months in-
creased 7.0 percent. The percentage of
children between 20 and 24 months
who were still breastfeeding and being
given semi-solid or solid foods rose
slightly by 3.4 percent.

Not having been able to do so
vet, LLL of Guatemala would like to
conduct an impact evaluation, speciti-
cally designed to determine the impact
participation in mother support groups
has on breastfeeding practices.

A number of lessons can be
drawn from our experience to date in
implementing the peri-urban La Leche
League model, These lessons can be
divided into the following cight
categories:

Community needs. In the commu-
nity, the concept of “health” means
“not being sick.” There 1s little under-
standing of cause and etfect. The
prominent need in the community is
perceived as surviving—not health,
These perceptions must be addressed
in any program that targets this
population,



[stablishing an urban program.
Jommunity involvement in any
toject is of prime importance for a
roject to be successtul, Training
ridwives as BAs proved to be a
uccesstul strategy tor LLL of Guate-
wala. 1t has been our experience that
‘omen who are potential candidates

0 become BAs must be recognized and
espected community members,

Networking and collaboration.
networking and collaboration with
Jdinistry of Health and non-govern-
nental organizations working in

ommunities where there is an estab-
ished program ot breastieeding
dvocates and mother support groups
s of utmost importance. Networking
nd collaborating adds to the strength
if the groups and provides asystem of
wo-wav-referral. [naddition, it
acilitates shared training and techni-
al assistance opportunities,

raining. The initial sesston with the
andidates provides an opportunity for
ctlection in which the women
henvelves, throngh discussion and
uidance, come to an understanding of
he characieristics a breastteeding
dvocate should possess and what her
ole and responsibilities should be, A
ammary ol this retlective process and
dscusston provides the basis fora
itten statement of commitment as a
ommunity breastfeeding advocate,

upport and nurturing. We dearned
hat breastteeding advocates and
nother support groups need ongoing
wrturing similar to that provided to
L1 T eaders sithin the internal LLLI
truc turer LED of Guatemala provides
his through positive feedback, demon-
trated interest, support, guidance, and
noeentives. The incentives include
nonthiv workshops and refresher
ourses that provide timely informa-
ton on breastfeeding and various
icalth retated topics. We emphasize to
he BAS theirmmportant role in the
mprovement of health in their family,
heir community and their country

nd remd them that their work is
vell worth the ettort of careful plan-
ing and execution.

Jrban health information system,
he project showed us that informa-
ion systems must be kept as simple as
ssible: it data is not going to be

used, it should not be colfected. The
format of the data collection has been
modified as the understanding of the
comnmunity personnel grew and as
community nec:ds changed.

Sustainability of the peri-urban
LLL model

Although project funding ended in
February 1993, the peri-urban model is
still very much in action. Of 214 BAs
trained during the life of the project,
50 pereent remain active, 15 mother
support groups are held monthly and
cach BA averages 20 monthly contacts.
There is 90 percent attendance at the
monthly mini-workshops. Recently,
BAs from seven communities orga-
nized and coordinated a walk for
breastfceding in cach community, that
in total involved about 1,500 men,
women and children. The walk was
part of the LLEworld walk that
celebrates World Breastfeeding Week.
Incorder for the project to be
sustainable, the BAs need to be self-
refiant in their own communities and
independent. To help achieve this,
three strategies were developed:
1. Fach community clected a coordi-
nator and sub-coordinator who gather
at the LLL of Guatemala office
monthly for a mini-workshop, provid-
ing a valuable contact with LLL of
Guatemala. The coordinators and sub-
coordirators are responsible for the
monthly data collection torms in their
communities and relay important
intormation from the mini-workshop
upon returning to their comunities,
LLL of Guatemala's role is, theretore,
one of lacilitator,
2. The coordinators and sub-coordi-
nators elected, trom among thems-
selves, a general coordinator and a sub-
coordinator, who represent all BAs and
mother support groups. Decentralizing
and placing responsibility at the
comrmunity level allows the commu-
nity to teel ownership of the program.

3. Slowly, but surely, 1LL of Guate-
mala stepped out of attendance and
participation in the mother support
groups. BAs now organize and con-
duct the groups by themselves. LLE of
Guatemala comes to cach community
to facilitate a monthly refresher course

D MAZA S MAGALHALS £ STOnE NN

that serves as an updating meeting and
helps to maintain the unity of the BAs,
There is 80 percent attendance at these
courses, An additional ingredient that
helped with the sustainability of
project activities is the fact that LLL of
Guatemala has been an existing
grassroots organization working in
breastfeeding mother support groups
for 19 yvears and is totally committed
to this work. As alocal PVO, we utilize
this status to support the BAs, such as
asking local industries like COLGATE
to donate their products to the BAs at
the coordinator’s meetings and for
raffles in the refresher courses. For
example, a shoe factory has just given
LLL of Guatemala a donation of shoes,
one pair for cach active BA.

Figure t shows the number of
MSGs during project vears and 20
months post-project.

FIGURE 1
Breastfeeding mother support groups
during and after USAID funding

Child Survival Follow-up

project . 1993-°

1989-1992  August 1994 Total
No. of - .
BFMSGs 602 39 993
Group S
altendance 7,255 3,732 10,987
New o
mothers 2,976 1,182 4,158
Pregnant c B ’
women 1,077 - 650 1,727

Breastfeeding e
mothers 3,836 1,784 5,620
Figure 2 shows the individual contacts
made by BAs during project and 20
months post-project.

FIGURE 2
Contacts and referrals made by BAs
during and after USAID funding

Child Survival  Follow-up

project . 1993. -
1989-1992 ‘August 1994 Total

Individual :
contacts 37,485 10,284 . 147,769

No. of o
referrals 10,637 5,317 115,954
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Figure 3 shows the number and kind of
referral made by BAs during project
and 20 months post-project.

FIGURE 3
Type of referrals inade by BAs during and
after donor funding

Child Survival
project

1989-1992 Total
Respiratory
infection 1,259 (12%) 1,935
Growth and
development 1,415 (13%) 3,007
Immunization 1,605 (15%) 2,13
Dianheal
disease 1,606 (15%) 2,250
Malnutrition 1,232 (129%) 1,682
Prenatal care 1,951 (18%) 2,686
Child spacing 1,569 (15%) 2,263
Total 10,637 i 15,954

Through the Child Survival
Project, La Leche League International
and LLL of Guatemala had the oppor-
tunity to work with the population
that most needs breastfeeding promo-
tion and support. It has been enriching
for us to be able to interact with these
mothers and to learn from them.

Itis very stimulating and exciting
to have this chance to share our
experiences and lessons learned with
all of you. Qur hope is that what we
have contributed will be useful. Thank
you.

Abstract

In May 1994, USAID evaluated CARE-
India’s Title Il feeding program,
Knowledge and practices related to
health and nutrition among mothers
and Anganwadi Workers (AWWs) were
found to be better in CARE-assisted
ICDS projocts as compared to non-CARE
assisted projects. Within the CARE-
assisted projects, in “CARE-plus” areas
the knowledge and practices of
mothers and AWWs were better than in
the regular CARE areas. The CARE-plus
areas had received special inputs in the
form of a continuing health education
(CHE) program, acute respiratory
infection control (ARI) projects, bio-
intensive gardening programs or
savings and loans associations. The
ICDS supplementary feeding program
for children and mothers was sup-
ported by CARE in both the regular and
the CARE-plus areas.

USAID supported Child Survival projects
in three states till 1993. After cessation
of USAID funding, a CHE program was
implemented in the project areas. In
the early years of the CS projects, most
planning, implementation, and
monitoring and evaluation functions
were carried out by CARE staff. Over
the course of the CS projects, many of
these functions were transferred to the
government and in the CHE program,
community members designed the
interventions jointly with ICDS and
health functior.aries. Continuing
education, both in the CHE program
and other programs such as the ARI

control projects, has led to sustained
high levels of knowledge and practice in
the CARE-plus areas that were found in
the evaluation. Health programs can
achieve impressive results in the short
term through intensive deployment of
PVO staff and rapid training of workers
and education of mothers, However,
such improvements in knowledge and
practice can be sustained over longer
periods only if education is continued
through involvement of communities
and the government.
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Introduction

in May 1994, USAID conducted an
1ssessment of the Title H feeding
srogram operated by CARE/India. One
wurpose of the evaluation was to find
wt it knowledge and practices related
o health and nutrition among moth-
s and Anganwadi workers (AWWS)
~vere better in the CARE assisted
ntegrated Child Development Service
ICDS) projects than in the non-CARL
1ssisted projects.

The evaluation found that in
SARE assisted projects the knowledge
ind practices of mothers and AWAWs
vere better inareas which had received
pecial inputs than in regular CARFE
treas. CARE-plus arcas had received
pecial inputs in the form of a continu-
ng health education program, acute
espiratory infection (ARD control
wojects, biointensive gardening (BIG)
yrograms, or savings and loan associa-
ion (SLA). Overall knowledge and
ractice levels in CARE areas were
etter than in the non-CARE assisted
CDS projects.

In this paper, salient findings of
he evaluation related to knowledge
ind practice are presented. This is
ollowed by an exploration of the
casons for the ditference between
ARE-regular and CARE-plus areas.
dinally, the implications of CARFE's
ipproach to health education are
onsidered in the context of
ustainability.

mpact assessment

dethodology

he study wis conducted in 12 1CDS
yrojects in four states—NBihar,
Garnataka, Maharashtra, and Orissa.

The states were purposely chosen to
reflect the variety of states which have
CARE programs. Eighty Anganwadi
centers were visited—48 of these were
CARE-assisted AWCs, and 32 were non-
CARE. In cach center, the Anganwadi
worker and three to five mothers were
interviewed. Analysis was performed
using Epilnfo, the statistical software
developed by the Centers for Discase
Control and Prevention and WHO,
AWWS and mothers’ knowledge and
practices were analyzed for the CARE-
plus, CARE-regular, and non-CARE
areas.

Findings

Nutrition knowledge and practices
Information was collected on mothers’
and AWWs’ knowledge and practices
related to infant and child feeding
practices and to maternal nutrition.
AWWSs and mothers in the CARE-plus
arcas had better levels of knowledge and
practices than the other areas.

AWWs were assessed on eight
nutrition knowledge topics: 1) when
should breastfeeding be initiated; 2)
when should foods other than
breastmilk be initiated; 3) continued
feeding during diarrhea; ) giving a
malnourished child double rations; 5)
referring a malnourished chil:” o a
doctor; 6) counseling mothers of
malnourished children; 7) expected
weight gain during pregnancy; and 8)
need to ceat same amount or more food
during pregnancy.

Of the 144 responses collected
from 18 CARE-plus AWWs, 83 percent
were correct. Fitty-vight percent ol 240
answers given by CARE-regular AWWy
and 55 percent of 256 responses ob-
tained from non-CARE AWWs were
correct (see tigure 1), Among the CARE-
plus AWWSs, those associated with the
CHE had the best nutrition knowl-
edge—95 percent of 56 responses
obtained from them were correct.
Eighty-two percent of 40 responses from
BIG AWWSs, 71 percent of 24 responses
from SEA AWWs, and 67 percent of 24
responses from ARF AWWs were correre,

Figure 2 compares the nutrition
knowledge of AWWS from the three
arcas (CARE-plus, CARE-regular, and
non-CARL) for those messages for
which ditferences were statistically
signiticant. The graph shows the
percentage of correct answers given by

Lo/ Reony

18 CARE-plus, 30 CARE-regular, and 32
non-CARE AWWSs, CARE-plus AWWs
had better knowledge of messages
related to initiation of breastfeeding,
continued feeding during diarrhea,
expected pregnancy weight gain, and
malnutrition counseling.

Figure 3 shows the percentage of
mothers in areas who reported giving
the child colostrum, initiating foods

FIGURE 1
AWWS’ knowledge of nutrition
by type of project
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FIGURE 2
AWWS' knowledge ot nutrition
by message
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FIGURE 3
Mothers’ nutritional practices
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other than breastmilk for the child at 4
to 6 months of age, and contiuued
feeding during diarrhea. A significantly
greater proportion of mothers in the
CARE-plus areas reported correcet child
feeding practices than in the other
areas. Mothers' knowledge about
expected weight gain during pregnancy
was also assessed. Sixty-nine percent of
mothers in the CARE-plus arcas gave
the correct response; the proportion
responding correctly in the CARE-
regular areas was 3 percent, and in the
non-CARE arcas 39 percent mothers
gave the correct answer.

Case mmanagement

The knowledge of AWWS S related to case
management of diarrhea, acute respira-
tory infections, and malnutrition was
assessed. Sixty-nine pereent of 79
respondents correctly identified treat-
ment with cotrimoxa .ole and referral as
appropriate responses to pneumonia,

In CARE-ARL areas, workers were
knowlcdgeable about diagnosis of
pneumonia and about appropriate
doses of cotrimoxazole. Mothers in the
arca knew that it a child had fast
breathing, they should take the child to
the AWW,

Eighty-nine percent of 54 AWWs
identified oral rehydration salts and/or
salt sugar solution as the treatment
modality for diarrhea. Correct case
management of malnutrition by AWWs
consists of giving double rations,
referring to a doctor, and counseling
mothers about feeding practices. In the
CARL-plus areas, AWWS had! better
awarceness about the need to counsel
mothers whose children are malnour-
ished. There was no significant differ-
ence between the arcas in knowledge of
the other aspects of case management.

Explaining the difference
between CARE-plus and other
areas

CARL interventions

In the CARE-regular areas, the organiza-
tion supports the government’s [CDHS
program by providing food for children
less than 6 years of age and pregnant and
lactating mothers, Training is provided to
ICDS tunctionaries in food logistics. In
the CARE-plus arcas, in addition to these,
other interventions have been planned
and implemented in consultation with
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the state governments. These include
acute respiratory infection control
programs in six states (including Bihar
and Maharashtra), Child Survival (CS)
projects followed by continuing health
cducation (CHE)Y programs in three states
(Karnataka, Madhya Pradesh, and Orissa),
savings and loans associations in Orissa,
bio-intensive gardening in Karnataka, and
a bee-keeping project in Bihar.

In the CS projects, 1CDS workers
were trained in diarrhea management,
growth monitoring and promotion,
immunization, and vitamin A supplemen-
tation. The workers, in turn, conducted
education for mothers using participatory
methods. The CS project has, after
cessation of USAID funding, evolved into
a CHE program. The CHE educational
curriculum is decided by communities
and 1CDS and health workers and
includes many other health tepics in
addition to the CS content areas based on
the seasonality of discases. (See Figure
for an example of how information on
seasonality has been used in designing a
health education schedule.)  Workers and
mothers gained a broad-based under-
standing of the management of the sick
child and nutritional and health care of
the well child during the CS project. This
knowledge has been reinforced and
enhanced in the CHE program. The
regular CARIL areas received only food
logistics support from CARE field staff.
Many of the area assignments made to
CARE for the feeding program were based
on the existence of low health, literacy,
and socio-cconomic indices. In the
absence of efforts to promote health and
nutrition education, levels of knowledge
and correct practice among mothers and
AWWSs remained low in these areas.

CARE inputs
In the carly years of CARE's health

programming, most planning, imple-
mentation, and monitoring and evalua-
tion functions were carried out by the
organization’s staff.

For example, in the CS project in
Madhya Pradesh and Orissa, the curricu-
lum was charted out by the primary
health care unit in Delhi, training of
1CDS workers was conducted by CARE
staff (the field officers), educational
programs for mothers were monitored
by the ficld ofticers, and program
cvaluation was conducted by the
evaluation unit based in Delhi. Over the
vears, many of these functions have
been transferred to the government, and
in the CHE program, community
members have designed the interven-
tions jointly with the 1CDS and health
functionarics. This transfer has led to a
change in the role of CARE's field staff,
In the CS project, CARE field officers
were trainers of functionaries and
monitors of the educational program for
mothers; in the CHE program, they act
as facilitators. They guide and assist
government workers in planning and
implementing project activities. They
participate in monthly review meetings
with government staft and offer help
when the latter have ditficulties. They
make field visits and support govern-
ment workers in monitoring project
activities. In essence, the project has
been planned, and is operated, by the
government (and to some extent by the
community). CARE field staff have
taken on a consultative role.

The decrease in CARE input levels
is evident from the changes in statfing
pattern after the completion of the €S
project. In that project, a ficld officer
was assigned a block—an area consisting
of around 100 villages, with a popula-
tion of about 100,000). In the CHE
program a ficld officer is assigned a

FIGURE 4

Example of training calendar according o scasonality of discases

jan Feb Mar Apr May
Diarrhea T T XXX
Pneumonia XXX T T XX
Measles T T XX XXX
Malaria T T XX XX

X: Peak seasons of discases T: Training

jun  Jul  Aug Sep Oct Nov Dec

XXX XXX XXX

XXX

XX XX




district—which comprises about 10
blocks. Such low staff density is made
possible by the excellent network that
he ICDS program has established. Each
village has one AWW to implement
ICDS interventions—education of pre-
school children, supplernentary feeding
of children less than 6 years of age and
of pregnant and lactating mothers, and
health care for mothers and children.

iSustaining health education
he shift in CARE's role has allowed for
continuation of health education in
CARE-plus arcas after cessation of USAID
funding. In the CHE program, responsi-
bility for curriculum planning rests with
the community and government staff.
Government workers provide education
on topics of interest to community
members. For their own education, they
lfepend on the monthly meetings of the
1CDS and health departments where
}mcdicul ofticers and child development
project officers conduct training on
healch problems of seasonal importance.
Continuing education, both in the

CHIE program and the other PC pro-
grams such as the ARI control projects,
has ted to sustained high levels of

know ‘edge and practice in the CARE-
plus areas that were found in the impact

assessment.
Condusions

Health programs can achieve impressive
results in the short term through
intensive deployment of PVO staff and
rapid training of workers and education
of mothers. However, such improve-
ments in knowledge and practice can be
sustained over longer periods only if
cducation is continued thiough involve-
ment of communities and the govern-
ment. The CARE program provides an
example of how PVO programs can
succeed in promoting health on a
continuing hasis. CARE stalf began by
transterring knowledge and skills to
government workers and communities
and gradually made a transition from
being implementors to being facilitators,
Fhrough this process, asystem has been
established to provide ongoing educa-
tion to communities on health problems
that concern them.

Abstract

Save the Children/Honduras (ASCH)
received funding from USAID to implement
child survival activities in 54 rural communi-
ties from 1987 to 1992. Upon termination,
ASCH continued activities with its own
funds. In 1993, ASCH supported five full-
time staff in these communities. The
following year, the percentage of staff time
was decreased to 30 percent. From 1992 to
1994, the amount spent to sustain activities
was $12,000 per year, 8 percent of the
amount spent annually during the project.

In order to determine the sustainability of
project achievements and activities, given
this reduction in resources, ASCH con-
ducted a KPC survey in July 1994,
Sustainability was measured by the results
of the survey administered in 1992 at the
final evaluation of the CSIII project. To
date, 95 percent of the volunteers continue
working in the project activities and keep
on providing health information. The mini-
pharmacies continue to function, ali of
which are self-sufficient. Cost per project
beneficlary has decreased, from $3.80 to
$0.46. The analysis of the statistics of the
service delivery suggests that the coverage
of the Ministry of Heallh has increased, and
the cost-effectiveness of the interventions
has been successful. The results of the
evaluation suggest that the Incorporation
of sustained activities and of reproductive
health strategies to the health component
of the Child Survival project has improved
primary health care,

The most relevant results of the survey are:
EPI coverage Is over 90 percent In children
under 1year; the incidence of diarrhea and
death by dehydration decreased by almost
50 percent; the incidence of ARI was not
significantly reduced, but the knowledge
and treatment were improved. The
prevalence of contraceptive use increased.

We conclude that knowledge of child
survival and reproductive heaith and
coverage of MCH sarvices have Increased
despite decreased levels of effort from
ASCH.

AMIRDOLA / LUNDGRIN

Sustainability of Child
Survival Activities in 54
Rural Communities in
Honduras: The Impact of
Decreasing Institutional
Resources on Knowledge,
Practices, Coverage

LUIS AMENDOLA

SAVE THE CHILDREN/HONDURAS
REBECKA LUNDGREN

THE POPULATION COUNCIL

Background

In 1987, Save the Children Honduras
(ASCH) obtained a grant from USAID
Washington for the implementation of
a Child Survival project in the rural
areas of La Esperanza, in the Depart-
ment of Intibuca, and Pespire, in the
Department of Choluteca. This grant
was administered under the CSHI
initiative. Activities were initiated on
August 1, 1987, and were to conclude
on July 31, 1991. However, ASCIH
received a no-cost extension until July
31, 1992, This extended the duration
of the project to five years. In January,
1992, interventions to impreve
maternal health were incorporated
with funding and technical assistance
from the INOPAL program of the
Population Council.

The project was implemented in
24 communities of La Esperanza in the
northwest region of the country and in
30 communities of Pespire, Choluteca.
The total target population was 26,000
inhabitants, of whom 3,780 were
children under 5 years of age and
5,350 were women of child-bearing
age. The goal of the project was to
diminish mortality and morbidity
among mothers and children. The
project included the following inter-
ventions: expanded immunization
program, control of diarrheal discases
and promotion of oral rehydration
therapy, carly diagnosis and timely
treatment of acute respiratory infec-
tions, prenatal care, birth spacing,
growth monitoring, promotion of
breastfeeding and supplementary
feeding, and prevention of HIV/AIDS
and cholera,
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Project implementation

Service delivery was implemented
through volunteers. The project
trained one or two volunteers in cach
community. All were selected demo-
cratically by their communities.
Volunteers were trained in project
interventions, management of a
community information system,
referral systems, and community
organization. The velunteers, sup-
ported by ASCH promoters, conduct
promotional and educational activities,
organize vaccination campaigns,
distribute oral rehydration salts, detect
high risk pregnancies, distribute
condoms and oral contraceptives, and
refer women to health services. Health
promotion activities are implemented
through group talks, home visits, and
radio programs.

A distinguishing characteristic of
ASCH's work is the integration of
diverse projects to improve the quality
of life. Thus, child survival activities
are complemented with projects in
potable water, latrines, and generation
of resources (goat and rabbit breeding,
small tarms, fish cultivation, tamily
gardens, ete.). Another key aspect of
ASCH’s work is the creation of inte-
grated development committees which
coordinate the efforts of ditferent
community groups. Inter-institutional
collaboration is another comnerstone of
ASCH's strategy. Through the National
Board of Social Weltare and CARE,
“child teeding centers” have been
established in cach one of the commu-
nities in which ASCIH works. These
feeding centers offer supplementary
nutrition to children under the age of
5, and to pregnant and nursing
women. This activity provides an
incentive tor the participation of the
mothers in educational activities and
contributes to the organization of the
comnumnity.

Achieving project sustainability
is a priority for ASCH. Activities which
ASCH belicves will contribute to the
sustainability of their project include
inter-institutional collaboration, a
conununity intormation system, the
transmission of health education
miessages through radio broadcasts the
integrated nature of their development
work which motivates and supports
community volunteers, strategics
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which are based on community
organization and participation such as
community volunteers, establishment
of revolving fund mini-pharmacies and
the incorporation of reproductive
health counselors in feeding centers.

Objectives and methodology

USAID funding for child survival
activities in these 54 communities
ended in July 1992, At this time,
ASCH began supporting continued
activities with its own funds. Frem
1992 to 1993, the first year after USAID
funding ceased, ASCH supported five
full-time statf to continue activities in
these communities. The following
year, the percentage of staff time
allotted to these communities was
decreased to 30 percent. The remain-
ing percentage of their time was spent
in the new impact areas included in
CSIX. Total funding for the five year
project was $493,340. From 1992 to
1994, the amount spent to sustain
project activities was $12,000 per vear,
approximately 8 percent of the previ-
ous amount dedicated per year.

While ASCH learned a great deal
about the etfectiveness of their activi-
ties during CSIH, the organization is
now interested in evaluating the
sustainability of their program. In
order to determine to what degree
project activities and achievements
have been maintained, given the
reduction in funding and staff time,
ASCH administered a KPC survey in
July 1994, The results of this survey
were compared with the results of the
KPC survey administered in 1992 as
part of the project’s final evaluation.
(No baseline survey was administered
when this project began in 1987.) This
allows comparison of knrowledge,
practices, and coverage at the time
USAID funding tor child survival
activities in these communities ended,
with the same indicators two years
later,

Sustainability of the project was
measured in the folowing ways:

1. Comparison of the results of the
1992 and 1994 KP'C surveys. Mothers
of children under 2 years of age were
randomly sclected to participate in the
survey. Two hundred and cighty
women were interviewed in the
bascline survey and 300 in the final

survey. The following variables were
analyzed: incidence of diarrhea,
knowledge regarding appropriate
management of diarrhea, growth
monitoring, vaccination coverage,
incidence of acute respiratory infec-
tion, identification of serious symp-
toms in ARI, prenatal care, reproduc-
tive intentions, contraceptive use and
knowledge of prevention of cholera
and HIV/AIDS.

2. Continuation of volunteers
measured by the percentage reporting
activities.,

3. Analysis of the sales of the mini-
pharmacies during the two periods
(CSIT and the following nine months),

4. Improvements in community
infrastructure.

5. Comparison of MOH statistics on
incidence of diarrhea.

6. Comparison of the cost of the
interventions implemented during
CSHT and the 1992-1994 period.

Results

Institutionalization of activities

In order to determine the degree to
which project accomplishments have
been sustained, ASCH analyzed service
delivery data. The organization found
that volunteers continue to conduct
activities in their communities with
reduced support from ASCH pronmot-
ers. Promoters now visit these commu-
nities bimonthly rather than weekly.
Vetunteers also meet with ASCH
promoters monthly to provide support
and training. Continuation of the
volunteers is very high; only S percent
have stopped reporting activities.
Ninety-cight percent of the pharmacies
continue to function, and all have
incorporated contraceptive methods
into their stock. All the pharmacies
are self-finunced through their sales,
including a profit for the distributors,
The reproductive health counselors
continue to provide education,
support, and referrals,

A comparison of the service
statistics collected during the nine
month period after completion of CSIII
with 11 months of project activities,
demonstrates that the family planning
activities are sustainable without
special funding. The total number of
users increased by 48 percent (from
915 to 1,766). The number of 1TUD



users almost tripled, while the number
of women using tubal ligation and oral
contraceptives doubled.

Due to the reduced level of effort,
the cost per project beneficiary has
decreased from $3.80 to .46,

Diarrhea prevention and
tianagenient
An analysis of Ministry of Health data
showed an 80 percent reduction in
new cases of diarrhea attended from
1988 to 1993 in ASCH's target area.
'his may be due to the combined
impact of child survival educational
activities and the installation of
latrines and potable water systems.
According to the KPC survey
results, the incidence of diarrhea and
death by dehydration decreased by
almost 50 percent. However, the
percentage of women using antibiotics
to treat diarrhea doubled from 30.2
percent to 61.4 percent. The use of oral
rehydration salts was reduced from 91
percent to 40,3 percent,

Growth monitoring

The percentage of children who have
been weighed during the last four
months decreased substantially from
92 percent to 08 percent. This may be
due to the fact that the volunteer now
conducts the sessions without the
support of the promoter. Nevertheless,
Ministry of Health data indicate that
cases of severe malnutrition in ASCH
communitics have decreased.

Linmmunization

Immunization coverage has been one
of the most successtul interventions.
Over 90 percent of children under 1
year had been vaccinated in 1992,
Coverage continued to exceed 90
percentin 1994,

Acnte respiratory infection

The incidence of ARI was not signifi-
cantly reduced. The percentage of
women who knew the signs and
symptoms of AR! did not change (75
percent and 73 percent). The percent-
age of women who stated that they
would take children with these

symptoms to the health center was
reduced from 84 percent to 66 percent.,
One possible explanation for this
finding is the fact that the pharmacies
are stocked with antibiotics for the
treatment of ARIL

Reproductive health

In general, the percentage of women
with appropriate practices related to
reproductive health has remained the
same or reduced slightly. For example,
the percentage of women attending
prenatal care decreased from 88
percent to 75 percent. Similarly, the
percentage of women attending in the
first trimester decreased from 86
percent to 76.3 percent. The percent-
age of women with three doses of
tetanus toxoid remained approxi-
mately the same (42.1 percent versus
38 percent). *With regards to family
planning, 58 percent of the women
interviewed desired to space their next
pregnancy in the 1992 survey as
compared to 53 percent in 1994,
Contraceptive prevalence remained
stable, 21.6 percent in 1992 and 19.4
percent in 1994,

Cholera

In spite oi the ongoing cholera epi-
demic in ASCH's target areas, no cases
have been reported in any of ASCH's
rural communities. The percentage of
women who could describe the illness
and appropriate treatments remained
at approximately 80 percent in 1992
and 1994,

Conclusion

Analysis of ASCH, Ministry of Health,
and survey data demonstrates that
ASCH volunteers have continued
conducting health promotion activities
with reduced support from ASCH. The
pharmacies continue operating, the
number of family planning users has
increased, and vaccination of children
continues. However, it appears that
the volunteers are conducting fewer
growth monitoring sessions.

AMINDOLA [ LUNDGRIN

Survey results and Ministry of
Health data indicate a decrease in the
prevalence of diarrhea, although
appropriate treatment of cases with
oral rehydration salts has decreased.
Indicators of other interventions
including EPI, ARl reproductive health
and cholera have remained stable or
decreased slightly.

These results are considered
positive, in light of the 88 percent
decrease in cost per beneficiary.
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Abstract

We report here on the results of a qualitative
study on drug revolving funds (DRFs)
conducted by SC/Malawi in collaboration
with the University of Malawi Center for
Sodial Research. The study was conducted 10
months after program phase-out from the
SC/Mbalachanda impact area to evaluate the
DRFs’ sustainability and key lessons learned.
The methodology included (a) interviews
with MOH staff at health centers and at the
district level, (b) focus groups with 10
randomly selected villagers in each of the 10
randomly selected villages, and (¢) records

review.

Through the SC Child Survival program in
1988, 142 DRFs were cstablished, covering a
population of approximately 30,000 in 120
villages. The initial cost for drugs to institute
the DRFs was $6.70 per village. Eight types of
drugs were available through .hese funds,
including Bactrim and Fansidar.

By July of 1994, this study demonstrated that
a considerable percentage (58 percent) of Lhe
DRFs initially started in 1988 were still
functioning; 45 out of 142 (32 percent) were
stable and operating successfully; and 37 oul
0f 142 (26 percent) were still functioning but
diminishing in cost recovery. The remaining
DRFs had either collapsed or had not
revolved since SC's phase-out. Some of Lhe
lessons learned include: the DRFs led to a
significant increase in the accessibility and
availability of low-cost basic drugs at the
community level; the DRFs have promoted
better relationships between the community
and volunteer health promoters; supervision
of volunteers and maintaining of consistent
druqg supplies for replenishment are areas

that need further attention,

We condude that the CRFs’ intervention used
by SC/Malawi has been highly successful, ha
a potential for long-term sustainability, and
may be replicated eisewhere. These results
may also contribute to positively influence
national policy impact on drug distribution
systems and cost recovery at the community

level.
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The Malawi Drug Revolving Fund Experience:
Impact, Sustainability, and Lessons Learned

STANLEY JERE AND MARCIE RUBARDT
SAVE THE CHILDREN/MALAWI

Background

Save the Children Federation/Malawi
(5C/Malawi) began implementing a
community-based integrated rural
development program in Mbalachanda
area, in the northern area of Malawi in
1983, The development program was
completed in October of 1986, by a
Child Survival project (CSID tunded by
USAID. The main goal was to reduce
infant mortality and morbidity through
training of tamilies in protective
behaviors, The total target population
was approximately 38,000 inhabitants
and the main beneficiaries were
children under S years old and women
of childbearing age. In 1989, 5¢/
Malawi obtained USAID funding o
continue implementing a Child
Survival project, under the CSV
initiative. This project covered
Mbalachanda area with expansion to
Mkhota impact area in the central area
of Malawi. SC/Malawi received a no-
cost extension for this grant until July
of 1993,

SC/NMalawi's CS community-based
strategy included the training of
volunteer health promoters (VHDS)
who were supported by community
health supervisors (CHSs) and village
health committees (VHCS). The €S
projects included the following inter-
ventions: immunizations, management
of diarrheal diseases, growth monitor-
ing and nutrition ceducation, malaria
control, management ol acute respira-
tory inlections, antenatal care, and
child spacing. THV/AIDS prevention
interventions were included in €SV

A community necds assessiment
conducted towards the end of 1987
suggested frequent shortages of essen-
tial drugs at the health posts in
Mbalachandvand a need for aceessible
curative as well as preventive care. This

assessment entailed a series of meet-
ings with village headmen, VHPS,
CHSs, and VHCs, In 1988, 142 drug
revolving funds (DREs) were estab-
lished in Mbalachanda through the
CSII project and with support from
UNICEL, covering a population of
approximately 30,000 in 120 villages.
Chloroquine and aspirin were the first
drugs introduced. In 1990, Fansidar,
Panadol, and Bactrim were introduced,
as well as magnesium, eye ointment,
and car drops.

Implementation of the DRFs

Once community members expressed
their willingness to pay for accessible
care and drugs, SC/Malawi developed a
logistics plan ior supply, distribution,
inventory, bookkeeping, auditing,
supervision, and re-supply, allowing
for input of those villages willing to
participate. The management compo-
nent consisted of training of VHPs in a
recording system tor the inventory
control of the drugs (which included
an understanding of the expiry dates)
and an accounting system for the
purchase and sale of medications.
Booklets consisting of MOH protocols,
accounts, and inventory ledgers were
distributed to trainees,

VDS trained by SC/Malawi were
responsible tor managing and distrib-
uting the medicines according to
protocols. A member of the VHC was
appointed treasurer and made respon-
sible tor accounting. ‘The VHC was
also responsible for setting the price of
the drugs based on the prices at the
health centers, local shops, and costs
ot replacement. Prices were reviewed
periodically by VHCs inorder to cover
intlation.

Villages have been grouped in
order to facilitete resupply. Whena



group of villages ran out of medicines,
‘a request was made to the district with
the support of the supervising health
surveillance assistant (HSA). SC/
Malawi distributed approximately a six
month supply per village to each HSA,
Each HSA distributed the correspond-
ing supply to cach supervised VI in
the presence of the village headman,
chairman, and treasurer of the VHC.
SC/NMalawi kept a supply butter stock
in their area office in case a village ran
out of supplies prior to the next
requisition. This ensured the credibil-
ity and reliability of the system since
the most demanded drugs were alwavs
available.

Betore SC/Malawi phased-out of
Mbalachanda area, the district health
ofticer appointed the area health
inspector (AHID to be responsible for
the operation and overall supervision
ot the DRIS. The AHI requested all
HSAs to continue supervising VHDs
and coordinating with the VHCS,
When the CSV project ended in 1993,
the butter stock was lert with the AHIL

Objectives and methodology

SC/Malawi conducted a qualitative
study of the DRES in collaboration
with the University of Malawi Center
for Social Rescarch 10 months after the
Jose of the CSV project. The purpose
of the study was to evaluate the impact
ind sustainability of the DRI,

The methodology included: ()
nterviews with MO stafl at health
enters and at district tevel, () focus
sroups with 10 randomly selected

|\'i|l;|gcrs in cach of 10 randomly
selected villages, and (¢) records
review.

Criteria was developed by
rescarchers to categorize DREs as cither
successful or unsuccesstul. The follow-
ing were the indicators ot a clearly
suceesstul DRE:

* The supply of drugs 1s continuous
and in sufticient quantities that drugs
do not run out quickly.

e Avariety ob drugs are available that
can treat most common ailments.

e Costs of drugs are lower than those
at private hospitals or nearby groceries
e Credit is available to those who are
sick, but lack cash.

¢ The village health promoter is
knowledgeable, competent, friendly,
and trustworthy.

* The promoter does not abuse her/his
authority or mislead villagers into
thinking that she/he can administer
injections.

¢ Records are kept of treatments given,
stock balances, and drug sales proceeds;
records are reviewed regularly by the
supervising HSA.

* A secure place has been found for
storage of drugs and proceeds.

¢ Drugs are sold before their expiration
date.

o A village health committee or village
headman monitors closely the stock
levels, prices, and cash flow and takes
action to rectify problems that may occur.

Findings

We report here on some of the prelimi-
nary findings of this study:

1. Proportion of DRFEs still functioning:
(Figure 1) By July of 1994, this study
indicated that a significant percentage (58
percent) of the 142 DRIs initially started
in 1988 were stili functioning. From the
58 pereent functioning, 45 out of 142 (32
percent) were stable and operating,
successfully, and 37 out of 142 (26
pereent) were still functioning but
diminishing in cost recovery.

The remaining DRFs either col-
lapsed (32 percent) or may have collapsed
(10 pereent). The study suggests that the
three main reasons that DRFs collapsed
related to (a) problems of imanagement
and/or record keeping by VHI, VHC, or

Jiat / Runak

FIGURE 1
Status of drug revolving funds in
Mbalachanda arca as of July 1994

STABLE OR
OIMINISHED
31.7%
(45/142)

COLLAPSED
324%
(46/142)

DIMINISHING**

26.1%
E COLLAPSED®
:gx/omv COLLAPSED G77142)
(14/142)

¢ Fund hasn't revolved since SC left
*¢ Fund has dechined since SC left

treasurer; (b) the departure or death of
VHP; and (c) the need for a DRF in the
village was not strong.

2. Appreciation of the DRI by villagers and
satisfaction with VHPs:  Tocus groups with
villagers suggest that the DRFs are worth-
while. The main reasons cited by vilfagers
were (a) that drugs are available nearby
and can be obtained on credit; (b) the
VHP prescribes drugs competently; and (c)
drugs are cffective. Most villagers ex-
pressed satisfaction with the performance
of the VHDS.

3. Understanding and support of the DRF
concept:  The study team suguests that
one of the most important indicators for a
DRF's potential to be sustained is the
extent to which community members are
willing to pay for the drugs. About 50
percent of community members in focus
group discussions expressed support,
willingness to pay, and understanding of
the DR concept.

4. Provision of credit: - Provision of drugs on
credit was found in 70 percent of the
villages visited by the study team.

S. Prices of drugs: Table 1 shows a

TABLE

Drug prices in July 1994 for one tablet or application, by source (in tambalas)

DRF's average Grocery' average

Drugs (range) (range)
Fansidar 60

(50-90) -
Aspirin 7 5

(5-10) (3-6)
Panadol 19 27.5

(3-35) ()
Bactrim 29

(20-45) —
Magnesium 16 25

(3-30) )
i’ye ointment 7

(5-10) -
Car drops 20

‘) -

NGIES:

'Groceries wete in futhini, Kanyankhunde, and Mbalachanda areus.

'CMS = Central medica! stores (includes 17.5% mark-up)
‘MPL = Molawi Pharmaceuticals Limited
‘Pharm = Pharmanova

Kabwafu CMS? MpL? Pharm*
hospital
1-80‘ 7 32 - 1 ];"'"'"—'—'———"
3 2 4 —2—
18 6 13 7
21 18 32
13 22 12 —:1_
700°* 67
81 B -

* Not avatlable by application, but by tube/bottle.
Each tube/bottle contains 25-28 applications.

(*) = Available at ane location only

— = Not available
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comparison of drug prices and drug
availabitity in the impact area in the
DRFs, groceries, hospital, central
medical stores, Malawi Pharmaceutical
Limited and Pharmanova. In general,
the drug costs are tower and a wider
range of drugs is available in the DRFs
when compared to the other sources.

7. Interest in increasing the variety of drugs
and including contraceptives in DRFs:

The majority of focus group participants
demonstrated interest in increasing the
variety of drugs as well as including
contraceptives. Several participants
spelled out the advantages of contracep-
tives for child spacing and condoms for
HIV/AIDS prevention.

Probleins and corrective actions

The drug revolving funds were generally
well received and maintained by the
beneficiary communities with a signifi-
cant number of them still functioning
and revolving nearly one year after SC
phased over its activities. However, the
evaluation report highlighted several
problems that were faced botls in the
course of the DRF implementation and
in their maintenance after phaseover.
In all cases these experiences provide
guidance for how SC might proceed
differently in the future and in most
cases, corrective action has been, or is
being, taken with the existing DRF
project.

1. Maintaining consistent supply of druss
Resupply is dependent on the area
health inspector (AHI) purchasing
needed drugs from the central medical
store. Consistency is difficult due to
lack of reliable transport, inconsistent
supplies of certain drugs in the central
medical store, and inadequate buffer
stock to cover lapses or to allow villages
to revolve their funds as they run out of
drugs.

Corrective actionf/reconnnendations

e SC s purchasing drugs to increase the
baffer stock.

e SCis repairing the health inspector's
motorcycle.

e Villages to revolve their funds
through the buffer stock independently
of when the buffer stock revolves
through the central medical store, in
order to maintain supply and limit
dwindling due to intlation.

2. Mismaunagement of funds at village level
‘The misuse of funds by promoters and

78

subordinate staff and incomplete record
keeping threaten sustainability at the
village level.

Corrective action/recommendations

¢ Resupply bicycles to HSAs, enabling
close monitoring and supervision of
funds.

* Annual refresher training planned
with MOH for HSAs and promoters in
simple record keeping, management,
and appropriate drug use.

¢ [nvolve more headmen and health
committee members in monitoring DRF
accounts at village level.

¢ Simple record keeping systems in
place and enforced at all levels.

3. Inappropriate prescriptions by VIS
This occurs due to lack of adequate
refresher training, lack of simple
reference materials and protocols, need
for supervision to review prescribing
practices, and village pressure for
drugs.

Corrective action/recommendations

* Annual refresher course planned
through MOH.

* Simple protocol and dosages now
attached to drug packages when dis-
pensed.

* HSAs to do spot checking of prescrip-
tive practices.

* Village education regarding appropri-
ate use of drugs.

4. Motivation of and satisfaction with
promoters: While difficult tor the project
to influence, village satisfaction and the
thriving of a DRF are dependent on the
trustworthiness, motivation, and
competence of the VHP. The question
of incentives with the inherent prob-
lems of sustainability and threat to
velunteerism is also related.

Corrective action/recommendations

* Project needs to work with village and
HSA in selection, supervision, and
evaluation of promoters.

* Annual refresher course planned.

* Develop creative schemes of sustain-
able incentives.

Lessons learned

Nearly six years have passed since the
DRFs were established in the
Mbalachanda area and almost one year
has passed since SC/Malawi phased-out
from the area. The following lessons
learned are likely to have relevance to
the Malawian government and to other
local and international institutions
willing to establish DRFs:

1. Initial planning and collaboration
with local government and/or other
institutions may be one of the main
contributors to long-term sustainability.

2. Awareness-building and pre-imple-
mentation field-tests are important
prerequisites to proper introduction of
the DRFs.

3. DRFs led to a significant increase in
accessibility and availability of low-cost
basic drugs at the community level.
Where health centers are far away, and
drug availability at these facilities is
erratic, communities feel a strong need
for DRFEs.

4. Provision of drugs on credit was
highly appreciated by community
members.

5. Participation of community mem-
bers in the selection of VHPs may lead
to greater satisfaction with the VHIS
performance.

6. Including a variety of drugs may
increase the chances of suceess and
acceptance of the DRIs.

7. Rigorous monitoring of drugs, sales,
monthly balances, and careful account-
ing are essential to operation of DREs.
8. Roles and responsibilities of the VHE,
CHS, VHC, and/or other supervisor
should be clarified initially and rein-
forced periodically.

9. Regular supervision and refresher
courses on management and technical
issues for VHPs and other individuals
who will be dispensing drugs will
ensure that problems are detected carly,
before disrupting the operations of the
DRFEs.

10. Maintaining consistent drug
supplies for replenishment is an area
that deserves special attention,

11. Strong supervision, management,
and administrative systems are essential
to the success and sustainability of
DRFs.

Conclusions

We conclude that the DRFs established
by SC/Malawi have achieved several
successful outcomes. This intervention
has a potential for long-term
sustainability, for replication celsewhere,
and for addition of other drugs and
contraceptives. The study tfindings may
also positively influence national
policies on drug distribution systems
and cost recovery at the community
level.
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Enhancing the Impact of
Community-based Village
Health Workers: Lessons
from Imo and Abia States
in Nigeria

CHIBUZO ORIUWY
AFRICARLNTGERIA

VHWs have been the linchpin of
Atricare efforts to strengthen maternal
and child health services in targeted
rural communities, using child survival
strategies such as immunization, ORT,
nutrition, growth monitoring, and child
spacing. This poster describes the
accumulated lessons of eight years of
Child Survival project implementation
in southeastern Nigena, focusing on the
impact of VHW-led activities, and
appropriate strategies for sustaining
community-based village health
workers. Extensive quantitative data
from houschold surveys, VHW records,
and local dinic registers demonstrate
the effectiveness of the project's PHC/
VHW strateqy for improving household
health knowledge and practices
through which maternal and child
morbidity and mortality could be
reduced. Results from o WHO 30-cluster
sample household survey showed that
counselling of mothers by the VHWs
improved the rate of full immunization
for children aged between 12 to 23
months from 24 percent to 59 percent.
Percentage of mothers who fortified
their child’s weaning foods with protein
rose from 14 percent in 1990 to 63
percent in 1991 Over the course of
project implementation and expansion
from one local government area in
1987 to seven areas in 1994, readhing a
population of 350,868, Africare
supported health activities have been
increasingly inteqgrated with local
government primary health care:
programs. Central to this emphasis on
local management has been the
increased understanding by local
government of the role of VHWS and
the importance of local support for
VHW activities if child survival health
services are to be sustained heyond the
period ot external danor support. A
follow-up evaluation of the project is

recommended |

Child Survival on the Tea
Estates in Malawi—

An NGO Private Sector
Model

CATHERINE THOMISON
GFORGE SANDY
PrO1ECE HOPE/AN A AW

In the Thyolo district in the southern
region of Malawi, the Project HOPE
Child Survival program is implementing
a primary health care (PHC) project
with the tea estates whose employees
and dependents comprise 1/3-1/2 of
the population of the district. The
project has demonstrated the effective-
ness of working through the estates to
provide a PHC network by training 30
estate employees as PHC workers and
300 volunteers in HIV/AIDS prevention,
family planning, diarrheal diseases, ARI
and malaria control, nutrition, and EPI.
PHC activities have been successfully
integrated into the existing estate
medical services; sanitation and
hygiene on the estate compounds have
improved visibly; and education
activities have had an impact on health
knowledge and practices. For example,
62 percent of the women with children
under 2 years interviewed in the final
KPC survey understand when to
introduce weaning foods compared to
40 percent at baseline, and 20 percent
are using modern family planring
methods compared to 4 percent at
baseline. The project, which will be
expanded to Mulanje district private
estates and has been requested by
estates in all regions of the country,
demaonstrates a model for increasing
PHC through the private sector, which
in turn decreases pressures on the

government health services. |

Impact of a Community-
based Information/
Fducation/Communication
Campaign on Knowledge
and Practice of P'renatal
and Postpartum Care

AFZal Huss s
NANMA KIaeN
KATHIRINE KAY]
SAVE THE CHITDREN/BANGLADESH

Despite the decrease i child mortality
which followed implementation of
child survival interventions, neonatal
mortality rates remained fairly stable
and continued to account for a high
proportion of infant mortality. Save
the Children initiated an intensive
information cducation/communica-
tion campaign to promote appropri-
ate nutritional and heaith care
practices during pregnancy and the
postpartum period; the approach was
noteworthy because it targeted
influential family decision makers
(husbands and mothers-in-laws) as
well as pregnant women. The
campaign was implemented in part of
SC's CSVIIl project area (4 remot>
rural area in Nasirnagar) and covered

a population of approximately 25,000,

The campaign resulted in signifizant
increases in levels of knowledge and
practice on the part of pregnant
women and other family members
regarding nutrition, intak2 of iron
tablets, attendance at prenatal care,
contraception, seeking care tor
problems n delivery, preparation of
items needed for hygienic deliveries,
and other hehaviors. Mothers
perceived that other family members
were more suppurtive of these
behaviors. There was also a signifi-
cant improvement in the delivery
practices of 1BAs. Although o
reduction in infant maortality was
observed during the period over
which the (1 C campaign was designed
and implemented (1991-1993), lack of
acontrol group as well as small
population sice make it impossible to
attribute the redudction entirely to

project interventions. Improved TBA



delivery practices were significantly
associated with reduced neonatal
morbidity. This successful IEC
strategy will be replicated to improve
maternal, perinatal and neonatal
health throughout SC’'s entire CSVII!
project area in Bangladesh. u

The Implementation

of Community

Gardens as an

Effective Strategy to Improve
the Nutritional Health

Status of Mothers and
Children in Nicaragua

ATERFRTO ARAC A
WOrTO Rt CORPORATTON/
NICARAGEA

Purpase of strateqgy: To train
community women in the develop-
ment of vegetable gardens and food
preparation and teach them the
importance of adequate food
consumption particularly focusing on
pregnant women and children under

5 years.

Methodology: Data was obtained
through World Relief's health
information system which monitors
children’s weight gain through
growth monitoring sessions. Health
statistics were also ohtained from the

Nicaraguan Ministry ot Health,

Prindipal accomplishments: 1) an
warease of 40 percent in the number
of women attending health training
sessions, 2) 70 percent of the
communities within the C$ project
ared have o community garden, 1)
100 percent of the promoters and
community volunteer leaders have
been trained in garden development,
4) 1oO0 women to date and 20 local
health committees have heen trained
in the nutrition intervention, %) the
establishment of community leador-

ship groups who direct and involve

the community in the use of gardens,
6) vegetables produced in the gardens
are distributed amongst the families
and added to their meals, and 7)
mothers have acquired new tech-
niques on varied food preparation.l

The Dhaka Urban
Integrated Child Survival
Project Experience: How
an Urban Community is
Meeting Its Needs

MOZIBUR HOWLADER
WORLD VISION/BANGT ADESH

The Dhaka Urban Integrated Child
Survival project has been addressing
the major child health problems in
urban Dhaka by implementing six child
survival interventions such as preven-
tion and treatment of vitamin A
deficiency. Night blindness (NB) due
to vitamin A deficiency among children
is being combatted through short- and
long-term nutrition programs. The
prevalence of NB among high-risk
children has dropped from 2 5 percent
to 0.1 percent. A key strategy has
been the development of a community
infrastructure consisting of neighbor-
hood health committees, wond
consortium, and community volun-
teers. This cadre of workers plans,
implements, and monitors the periodic
high potency vitamin A capsule
distribution as a short-term mechanism
to combat vitamin A defidiency.

To assess the elfectiveness of commu-
nity volunteers, the project conducted
a cross-sectional descriptive study. A
total of 450 houscholds with mothers
who have children 0-71 months old
were selected from the community
through cluster sampling. The
information was collected using
structured questionnaires. The study
revealed that 100 percent of the
houscholds were covered by the
volunteers, 97 percent of the target
children received anpropriate doses of

vitamin A, and 92 percent of mothers
were given nutrition education at the
time of household visits.

This study shows that the community,
given the necessary logistics and
training, could contribute to the
solution of common health problems
such as vitamin A deficiency. n

All for Health: PLAN
International’s
Partnership Experience
in Haitj

LUIS TAM

MARIE ZEVALLOS
ALOYSIUS PERLIRA
PLAN/HAIN

PLAN International is a child-focused
development organization working in
30 developing countries and
benefitting more than 660,000
children, their families and communi-
ties. Health is one of PLAN’s key
program areas. In 1987, PLAN opened
its field office in the rural and impover-
ished district of Croix-des-Bouquets,
Haiti. Agriculture is the main eco-
nomic activity, but is severely limited
due to the poor soils and the lack of
water. [n 1990, PLAN was awarded a
grant to implement a Child Survival
project in the Croix-des-Bouquets
district. Partly a consequence of the
1991 military coup and the diplomatic
and economic sanctions to the
government of Haiti, the project was
reduced in both coverage and scope.
A new strategy for service delivery was
tested, that is, that the project
activitie. De implemented by a health
center of the Miaistry of Health in the
area of Turbe, and by HELP, Inc., a local
non-governmental organization

we king in the area of Vaudreuil. Both
institutions are PLAN partners in this
endeavor. The presentation desaibed
the development of this partnership
and its impact on the effectiveness and
sustainability of the health program in
this district. u

81



ROUNDIABLE PRESENTATIONS

The Impact of Village
Management Committees
on Service Delivery in
Rural Nepal

82

CHANDA RAI

RABINDRA K. THADPA
DHANA MALLA

JENNIFER E. DAY

SAVE THE CHILDREN/NEPAL

Save the Children, US has established
and mobilized village management
committees in rural Nepal to improve
the provision of primary health care
services in communities. Management
committees have helped create a sense
of community ownership for several
Child Survival (CS) project activities,
thus leading to greater community
support, greater program impact,
greater project sustainability, and
greater likelihood of successful
phaseover to the community.

Health post and outreach clinic
management committees have been
organized through CS projects in
Siraha (terai or eastern plains region)
and Nuwakot (central hills region).
Committee members are sclected by
the community in a joint meeting with
SC/Nepal project staff and the district
heaith office; they motivate and
educate fellow villagers regarding
health care services, register mothers
and children at clinics and health
camps, monitor health post activities,
demonstrate and sell ORS, and raise
funds by charging minimal fees for
health cards (son:> of which are used
to subsidize clinic and referral services
for the poorest villagers) or establish-
ing drug revolving funds.

Data were presented on the impact of
management committees on atten-
dance at health posts and outreach
clinics, using service-based statistics,
and on cost recovery. Findings were
presented on the quality of Siraha
clinic services (such as EPI, FP, teaching,
or ORT), using quality assurance tools
developed through the project. n

The Incorporation

cf Community Natural
Organizations in the
Transmission of Basic
Messages in Child Survival

ALBERTO ARAICA
WORLD RELIEF CORPORATION/
NICARAGUA

Purpose: To demonstrate that the
integration of schools and churches is
a successful and sustainable alternative
to project specific teaching about child
health.

Methodology: The data were
gathered through the World Relief’s
health information system.

Main achievements and conclusions:
The incorporation of 90 percent of
schools and churches in the transmis-
sion process of basic messages in
health. The increase by more than 50
percent of trained women. The
training of 70 percent of teachers and
church leaders selccted as new
volunteers in health, and their
incorporation into the community
work. The incorporation of the new
interventions of health as a part of the
academic program of the schools.
Schools and churches as permanent
organizations for the community have
great potential for sustaining commu-
nity education about health. B

Gender Equity:

A Fundamental Issue to
Ensuring Sustainability of an
Urban-based Child Survival
Program

SYLVESTER COSTA
WORLD VISION/BANGLADESH

This paper will discuss the significant
achievements of the Dhaka Integrated
Child Survival Project in five administra-
tive wards of Dhaka City Corporation
(DCC) with an estimated population of
197,245, of whom 43,325 (22 percent)
are women of 15-45 years. The project
emphasized women's participation in
execution and implementing child
survival interventions. Sixty percent of
project staff, neighborhood health
committee members, &na community
volunteers are female. The project has
orgenized and trained 78 focus group
mothers and 56 traditional birth
attendants who represent and provide
voluntary support/services, especially to
slum communities.

These groups’ active involvement
farilitated the achievement of project
objectives such as full immunization
coverage among children 12-23 menths
from 15.5 percent to 92.5 percent; TT2
coverage from 15.4 percent to 92.8
percent; ORT usage from 57 percent to
74 percent; semiannual vitamin A
capsule distribution to children frc.n 24
percent to 80 percent; and contracep-
tive prevalence from 27 percent to 72
percent.

As a result of these achievements, the
national EPI has recommended in its
1993 EPI report that similar health
committees in other urban areas be
organized o Lang together the
appropriate MOH, DCC, NGOs, . .vate
professionals, and representatives from
local community groups to prepare a
strategic plan for imrunization.
Wormen's maximum <articipation and




involvement in the leadership and
health-management process enabled
the project to gain social support from
influential decision makers in the
families and the communities. These
women have become pioneers in
establishing a community-based health
services center to sustain Child Survival
project achievements and its service
quality. n

Impact of the Child Health
Initiatives for Lasting
Development (CHILD)
Project on the Government’s
EPI Program in Bangladesh

FLOKENCE DURANDIN
Nizav U, AHMED
CARE/BANGLADESH

Background - CARE/Bangladesh
implements the Child Health Initia-
tives for Lasting Development Project
(CHILD) in Sylhet District of the
Chittagong Division. Since October
1991, USAID has funded CHILD, which
operates in five thanas. The target
population of the project area is
488,024 and includes all children
under age 6 years (242,114) and all
women of reproductive age 15 to 49
years (245,114). It comprises four
major interventions: immunization,
control of diarrheal discase, vitamin A,
and family planning for the preven-
tion of high risk births.

The main objectives of the project are
to increase child survival service
coverage and to improve mothers’
knowledge and practices related to
asic health and family planning

issues.

Conclusion - It appears that the
CHILD project strategy has been
effective within a short time. There is
evidence from the data presented
that immunization services have
greatly improved within the three
years of the project. Other data from
CARE’s health information system and
the MOHFW management informa-
tion system also show that the
operation of the outreach sites is
more regularized, orgauized, and
effective, which incrcases the
opportunity for the children and their
mothers to receive quality services at
the community level. The midterm
evaluation of the project also found
that MOHFW workers are more skilled
and visible in the community. B
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