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FOREWORD

If global health workers sometimes long for the days of 35 years ago, it is because both the world and the field were

simpler. Global health was a field that concentrated on infectious diseases and nutrition, with the principal players

being a few global agencies, such as WHO and UNICEF, ministries of health, medical mission groups, some bilateral

agencies, and a few universities.

How things have changed. Global health work now entails the infectious diseases and nutrition to be sure, but also

environmental problems, population pressures, chronic diseases, tobacco use, violence, injuries, behavioral

modification, occupational hazards, infrastructure development, micronutrients, and community organization. It

requires interactions and coalitions with hundreds of nongovernmental organizations, global and bilateral

organizations, foundations and special interest groups, plus knowledge of economics, Disability Adjusted Life Years,

computer skills, and involvement with programs to reduce illiteracy and poverty.

But, if the scope is greater, the rewards are unbelievable. Who would have thought 35 years ago that smallpox would

be eradicated, polio and guinea worm finished by the end of the century, measles tamed, onchocerciasis neutralized,

and lymphatic filariasis effectively treated?

Who would have thought that immunization systems would reach most children, that famine would be reduced, and that

.systems would be developed for treating diarrhea, acute respiratory infections, and malaria in rural clinics? Who

would have anticipated the power and low cost of vitamin A and the widespread use of iodine?

Who would have guessed that three competitive international development entrepreneurs could join forces to

cooperate with each other, all because they shared the goal of better health for children and their families living in

poor countries?

But, that is what happened. The Academy for Educational Development, John Snow, Inc., and Management Sciences

for Health came together to administer the Basic Support for Institutionalizing Child Survival (BASICS Project), and

they provided an example of cooperation that continues to astound.

BASICS, in turn, recruited some of the best global health talent ever assembled and asked them to be creative in

changing approaches for the improvement of global health. The publication you are about to read provides only a

sample of the impact they are having, in partnership with the world's most significant players in the field of child

health. From integrating the management of childhood illness into an understandable approach, to helping ministries

of health change everything from policy to logistics, to forming inner-city coalitions of churches, labor unions, and

health facilities to improve health, to the development of commercial markets for lifesaving products, BASICS is

combining science, management, and the marketplace to develop institutions and partnerships that will last.

Fifty years ago, the Marshall Plan was a high point for U.S. involvement in improving the lives of people in other

countries. Today, we can take pride in the fact that the United States Agency for International Development (USAID)

designed BASICS to improve the lives of children in the poorest countries. The results of this commitment are

tangible progress in child health and survival and a better world for everyone.

William H. Foege, M.D.

Presidential Distinguished Professor of

International Health, Emory University
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countries. Today, we can take pride in the fact that the United States Agency for International Development (USAID)

designed BASICS to improve the lives of children in the poorest countries. The results of this commitment are

tangible progress in child health and survival and a better world for everyone.

William H. Foege, M.D.

Presidential Distinguished Professor of

International Health, Emory University
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CHILD SURVIVAL: ASSESSING SIGNIFICANT PROGRESS

USAIDls Enduring Commitment
to Child Survival

rom the mid-1970 to the

mid-I990s. remarkabler progre was made ar und

the world in r ducing

preventabl childhood death . The

absolute number ofdeaths for children

less than 5 years old fell from about

14 million to just over 10 million per

year according to estimate of the

United Nations Children's Fund

(UNICEF) and the World Health

Organization (WHO).

This annual reduction in mortality of

about I perc nt has occurred in pite

of the emergence of important

countervailing forces. Ever-increa ing

numbers ofbirths, increasing resistance

ofPlasmodium fal iparum to anti­

malarial drugs, emerging bacterial

re i tan e to the medicine most

commonly u ed for the treatment of

pneumonia. and the relentless spread

ofthe AID epidemic are all ob tades

t bringing about further decreases

in child mortality. Although it is very

diffi ult to attribute the success of

the "child urvival revolution"

to specific interventions, there is no

doubt that. along with improvements

in socioeconomic status, female

literacy. and mod rn contraceptive

use, progress in the development

and implementation of international

public health programs has played

an important role.

Principal among the interventions

were three WHO programs: the

Expanded Programme on Immunization

(EPI) and tbe Programme for the

Control of Diarrhoeal Diseases

(COD). both developed in the

1970 ,and the Programme for the

Control of Acute Respiratory

infection (ARI), initiated about 10

years later. From the onset, each of

these program has been implemented

BASICS Project Strategic Vision
Continue and sustain reductions in morbidity and mortality among infants and children in developing countries. Integrate

interventions and link common elements to form effective delivery systems. Build national capabilities and institutionalize support

for child survival services.

• Increase coverage of, access to, and use of EPI, COD, ARI, malaria, and related child survival services.

• Develop and apply service provider performance standards for delivery of child health services, based on internationally

accepted algorithms and recommendations.

• Systematically assess and improve the functioning of critical components of the health systems delivering child survival

interventions.

• Develop and implement effective, resource-appropriate information, education, and communication strategies for inducing

and supporting appropriate preventive and care-seeking behaviors by families and health care providers.

• Develop and evaluate approaches to integrate delivery of child survival services.
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PATHWAYS AND PARTNERSHIPS: BASICS CONTRIBUTIONS TO CHILD SURVIVAL

on a global basis, with the close

technical and financial collaboration

of UNICEF, other bilateral donors,

including the United States Agency

for International Development

(USAID) ancl, especially, ministries

2

of health (MOHs) in most

developing countries.

USAID, in particular, had been a

strong and faithful partner of WHO

and UNICEF during this time,

adopting a "twin engines"

approach of vaccination and oral

rehydration therapy to its child

survival prograrruning.

The Global Bureau of USAID had

supported the Resources for Child

Health (REACH) Project to promote

vaccinations and ARI control, the

Primary Health Care Technologies

(PRITECH) Project to promote

diarrheal disease control, and the

HealthCom Project to promote

behavior change in public health

programs. In addition, the Africa

Bureau of USAID had supported,

for more than 10 years, the Combating

Childhood Communicable Diseases

(CCCD) Project, which dealt with all

of these conditions. Although

different approaches were adopted

and different mechanisms were

implemented by a wide number of

agencies and organizations, reducing

child mortality was widely accepted,

both in the international corrununity

and in countries, as an area of

highest priority. The consensus

contributed substantially to the

success of these efforts.

Success, however, breeds complacency.

By the early 1990s, organizational

changes, new trends in international

health prograrruning, the emerging

recognition of other major public

health problems, and a sense of

ennui had begun to make it more

difficult to mount support for child

health programs. The USAID

commitment remained strong,

however, and with the completion

of the projects previously mentioned

a single new entity-Basic Support

for Institutionalizing Child Survival

(BASICS)-was created.

The staffofBASICS, largely drawn

from the predecessor USAID projects,

found the field of child survival in a

state ofconsiderable flux. UNICEF

had put an enormous amount of

money and effort into its Universal

Childhood Irrununization initiative,

which culminated in the World

Surrunit for Children at the start of

the decade. This proclaimed success,

tragically followed by the death of

its charismatic and dedicated executive

director, James Grant, seemed to lead

to a period of rethinking, redirection,

and reflection as to future directions.

To stimulate renewed interest in the

funding of child health programs,
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WHO was in the process of

developing a new, integrated

initiative that would eventually

develop into Integrated Management

of Childhood IlJness (IMCI), but in

the early 1990s IMCI was still

largely unknown outside Geneva.

Finally, other bilateral donors in

North America and Europe, particularly

the Scandinavian countries, were

shifting their investments from

technical programs to more

fundamental, structural, "system­

building" projects that promoted

and assisted the processes of

decentralization, cost recovery, and

other health sector reforms.

The desire not to be excessively

buffeted about by these currents of

change was important in the

development ofthe BASICS structure

and strategic approach. BASICS

was characterized by a strong,

experienced staff and by an

unusually large and firm financial

commitment from USAID, which

made it possible to develop and

implement strategic plans at both

global and country levels.

It took time for the staff, drawn from

the three partner firms (Academy

for Educational Development, John

Snow, Inc., and Management

Sciences for Health), to implement

BASICS, to get to know each other,

and to adjust to working in what

were often new areas of technical

focus. There was a natural

tendency to want to function as

three separate projects rather than

as a single entity intent on

developing new, unified goals and

objectives. Noone doubted the

logic ofBASICS, but it took time to

develop a modus operandi.

At first, the size of BASICS was a

two-edged sword. There is no

doubt, on one hand, that the

financial security of the project was

an attractive feature. On the other

hand, the re-engineering of SAID

and the delegation of budgeting

authority from Washington, D.C.,

to the country missions made

operations more bureaucratic.

The need to account frequently,

and in great detail, to more than

70 sources offunding required both

an extremely complex information

system and the time and energy

ofstaffmembers who, at times,

found it difficult to exercise their

considerable technical skills.
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Added to this situation was the

very real perception of BASICS as a

behemoth that had the potential to

devour everything in its path. The

U.S.-based private voluntary

organizations (PYOs), in particular,

were appropriately skeptical of what

a giant-sized, administratively

complex entity could contribute to

the field. A very early challenge to

BASICS was to earn a seat at the

international policy-making table of

child health progranuning and not

to be perceived as having bought

its way in.

Figure 1.1 Pathway to Survival

BASICS was to build on and go

beyond the approaches of previous

child survival health projects by

pursuing more integrated or

comprehensive child survival

interventions. The aim was to

pursue both improvements in the

availability of quality services and

empowerment offamiJies and

communities to effectively identify

their health problems and seek

solutions for the problems.

Focusing on preventive, as well as

curative, interventions, the initial

technical focus was suggested to

be on diarrheal diseases, acute

respiratory infections, malaria, and

vaccine-preventable diseases.

Approaches were to be cost-effective

and able to be replicated locally.

BASICS was also to attract and

leverage resources from other donors

and the private sector. The project

was conunitted to institutionalize

technical innovation at all levels­

local, national, and global.

The project recognized that its

overall strategic approach needed
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to involve not only the application

of the best technical innovations­

the science of child survival-but,

in addition, the need to collaborate

with international partners to

ensure sustainability-the art of

child survival.

The first major contribution of

BASICS to the child health field

was the development, in close

collaboration with USAJD and the

Centers for Disease Control and

Prevention (CDC), ofa framework

that could guide its thinking in a

unified way. This framework came

to be known as the Pathway to

Survival (see figure 1.1). It is from

this mode~ that BASICS strategic

vision flowed.

The essential thought behind the

Pathway was that the way to make

further inroads into reducing

childhood mortality was to get

away from thinking in terms of

technological solutions. The answers

to the question-"What do children

die from?"-should not be the

names ofdiseases (for example,

diarrhea or pneumonia), because

the treatment for these conditions

(oral rehydration and antibiotics)

were known and available.

Instead, it would be more

challenging and accurate to ascribe

the causes of death to breakdowns

in the health system, both at the

community and health facility level.

Both WHO and UNICEF had been

heavily investing in community­

level interventions for a long time.

The Pathway was not so much

intended to be something new as it

was to be something that could

explain, both inside and outside the

project, the strategic way BASICS

intended to organize its thinking

and its activities.

The hallmark of the Pathway is its

emphasis on the socio-behavioral

aspects of child health, including

the need to concentrate on

improving caretaker knowledge and

behavior. This is in contrast to

what, in the past, had been primarily

a medical approach with an

emphasis on training health staff.

The premise of the Pathway was

not that the training approach was

wrong (indeed it was recognized as

continuing to be essential) but that

it needed to be complemented by a

more quantified analysis of

behavioral factors and a more

balanced array of interventions.

One appealing feature of the Pathway,

which has proven to be a robust

model, i" that it ean be quantified.

Earlyon B SICS developed a

mortality surveillance methodology,

which was implemented in EI Alto. a

poor suburb of La Paz, Bolivia. Part

of the survey was an interview of
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mothers whose children had recently

died. As expected, the cause of death

was most often ascribed to an aspect

of maternal behavior, either the

inability to recognize the potentially

severe nature of the child's illness or

medically inappropriate care-seeking

behavior. The performance of health

workers was not nearly as important.

The logical conclusion to draw would

be that if75 percent of the mortality

problem is shown to be at the level

of the household and community,

75 percent of the resources should

be invested there. Implementing

this logic has been problematic,

however. Health workers remain

easier to reach; ministries of health

prefer to place their emphasis on

improving the performance oftheir

personnel; and training, at least in

the short run, is easier and more

demonstrably effective than

individual behavior change.

Finally, although the Pathway

mortality survey has been an

educational and useful procedure, it

has not been widely replicated.

Identifying deaths in a community

in a timely manner is a difficult

undertaking and interviewing

mothers of recently deceased

children is a culturally sensitive and

challenging exercise, one that

requires a major commitment from

6

BASICS GLOBAL AND
NATIONAL LEVEL

PARTNERS

Ministries of Health

WHO

UNICEF

PAHO

World Bank

Bilateral Donors

PVOs and NGOs

Commercial Sector

Professional Organizations

local public health officials and the

approval of community leaders.

Because the survey is also a

resource-intensive and time­

consuming undel1aking, not all

US AID missions are willing or able

to support it.

Perhaps the most important

contribution of the Pathway to date

is that it has enabled BASICS to

address some of the problems

mentioned above. For one thing, it

is an easily understandable tool and

one that has relevance to all

aspects of a multifaceted child

health project. It is a tool that

BASICS staff has been able to use

in designing both the technical and

operational aspects of country

programs. It has been particularly

useful in reviewing those programs,

to see that appropriate emphasis is

being put on all aspects of the

Pathway, prevention and curative,

at both household and health

system levels.

Because the Pathway is easy to

explain to national and international

partners, it has been a very useful

tool in explaining the BASICS

approach in international forums.

With its emphasis on household

and community interventions, the

Pathway has been a way to explain,

in practical terms, the nature of the

relationship that BASICS wanted to

forge with nongovernmental

organizations (NGOs). In all, the

Pathway explains what BASICS is

about, although it may remain

underused and undersold.

Thus, the project had developed a

new conceptual model with which

to strategize its technical approach,

but it also recognized that working

with international partners was an

equally important component to

BASICS efforts.

A second critical component

of BASICS vision has been its

insistence on contributing to the
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child survival efforts of other

organizations and not engaging in

ideological confrontations by

developing its own projects based

on its own ideas. One of the major

constraints of USAID projects

has been their self-limiting

nature-they have a planned life

span of only five years.

As a result, it is nearly impossible

for a new project like BASICS to

organize itself, conceive new ideas,

field-test and refine those ideas,

implement them on a large scale,

evaluate their impact, and

demonstrate the results to other

organizations in a convincing way.

This is the role of the international

organizations, notably WHO, UNICEF,

and the World Bank, that are in the

business of child health for the

duration and that have the ability to

call upon an institutional memory

that goes much further back than

any individual USAID project.

Instead, the approach of BASICS

has been to work in as collaborative

a fashion as possible with those

agencies, to seek to function as a

full partner in maximizing the impact

of their work, and to contribute

to both the development and

implementation ofchild health

programs. The premise has been

that the only way to ensure the

sustainability of BASICS

intellectual contribution to the field

of child health is to get its ideas

firmly implanted on the agenda of

other organizations in a way that

allows those organizations to assert

ownership over the ideas.

BASICS has been reasonably

successful in this regard. Perhaps

the best illustration of the success

of this approach is that the term

"WHOIUNICEFIBASICS" is

frequently used in referring to the

major purveyor of child survival

interventions in the world today.

In EPI, IMCI, and communications and

behavior change activities, USAIDI

BASICS has come to be regarded

by the three major international

players in child health as a strong,

valued partner.

BASICS attached a great deal of

importance to finding ways to work

more closely with PYOs as partners.

From the start, a strong cooperative

relationship between a large USAID

project and the PYO community

seemed potentially beneficial for

both. BASICS could help the PYOs

become involved early on with

new global initiatives, such as

IMCI, and provide technical input

to those programs.

In fact, one of the most successful

BASICS contributions to date has

been the series of evaluations that

BASICS helped selected PYOs

carry out. Traditionally, PYOs are

not adequately funded to conduct

meaningful evaluations of their own

projects, but financial assistance

from BASICS, in conjunction with

the USAID Bureau of Humanitarian

Response, has allowed this to

happen in a growing number of

cases. From these evaluations,

BASICS (and the PYO) learned how

to better address community
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needs-what kinds of interventions

work and which do not-and then

to take these ideas to scale.

BASICS sponsored a meeting of

PVOs at which examples of"high

impact at small scale" were

presented. Ideas for replicating

these high-impact programs at a

larger scale are being discussed.

Because BASICS recognized that

the PVOINGO community had much

to offer when global programs were

implemented at peripheral levels,

they tried to establish functional

partnerships with many organizations,

both in Washington, D.C., and in the

field. Similarly, the PVO community's

8

recognition that BASICS has an

important role to play in keeping them

CUITent with new global initiatives

and in contributing to the continuous

upgrading oftheir technical knowledge

has been one of the more heartening

successes of the project.

Arguably, the most important

technica,1 contribution that BASICS

has made is its insistence that

nutrition interventions be

implemented in conjunction with

child health programs. Traditionally

set apart, with distinct Nutrition and

Health divisions in WHO, UNICEF,

the World Bank, and USAID,

nutrition programs had played a

secondary role, at least at global

and national levels, to health

programs despite the clear-cut

evidence that the two were

inextricably linked. The findings of

D. L. Pelletier, E.A. Frongillo, Jr., and

J.-P Habicht, "Epidemiologic

Evidence for a Potentiating Effect of

Malnutrition on Child Mortality,"

published in 1993 in American

Journal ofPublic Health, served as

a springboard to the project and

allowed for the development ofa

more completely integrated

approach. In addition, bureaucratic

changes at USAID, which

combined its global offices into

a single Office of Health and

Nutrition, and the request to

BASICS from the USAID mission in

Madagascar to assist in the design

of what they perceived as a

primarily nutrition-oriented project,

created a permissive environment.

But, perhaps the most important

spur to the development of a strong

nutrition group at BASICS was the

project's wholehearted embrace of

the WHOIUNICEF IMCI initiative.

This undertaking, which has

entirely replaced the CDD and ARI

programs, is an attempt to address

PATHWAYS AND PARTNERSHIPS: BASICS CONTRIBUTIONS TO CHILD SURVIVAL

needs-what kinds of interventions

work and which do not-and then

to take these ideas to scale.

BASICS sponsored a meeting of

PVOs at which examples of"high

impact at small scale" were

presented. Ideas for replicating

these high-impact programs at a

larger scale are being discussed.

Because BASICS recognized that

the PVOINGO community had much

to offer when global programs were

implemented at peripheral levels,

they tried to establish functional

partnerships with many organizations,

both in Washington, D.C., and in the

field. Similarly, the PVO community's

8

recognition that BASICS has an

important role to play in keeping them

CUITent with new global initiatives

and in contributing to the continuous

upgrading oftheir technical knowledge

has been one of the more heartening

successes of the project.

Arguably, the most important

technica'i contribution that BASICS

has made is its insistence that

nutrition interventions be

implemented in conjunction with

child health programs. Traditionally

set apart, with distinct Nutrition and

Health divisions in WHO, UNICEF,

the World Bank, and USAID,

nutrition programs had played a

secondary role, at least at global

and national levels, to health

programs despite the clear-cut

evidence that the two were

inextricably linked. The findings of

D. L. Pelletier, E.A. Frongillo, Jr., and

J.-P Habicht, "Epidemiologic

Evidence for a Potentiating Effect of

Malnutrition on Child Mortality,"

published in 1993 in American

Journal ofPublic Health, served as

a springboard to the project and

allowed for the development ofa

more completely integrated

approach. In addition, bureaucratic

changes at USAID, which

combined its global offices into

a single Office of Health and

Nutrition, and the request to

BASICS from the USAID mission in

Madagascar to assist in the design

of what they perceived as a

primarily nutrition-oriented project,

created a permissive environment.

But, perhaps the most important

spur to the development of a strong

nutrition group at BASICS was the

project's wholehearted embrace of

the WHOIUNICEF IMCI initiative.

This undertaking, which has

entirely replaced the CDD and ARI

programs, is an attempt to address



CHILD SURVIVAL: ASSESSING SIGNifiCANT PROGRESS

the five leading biomedical causes

ofchildhood mortality­

pneumonia, diarrhea, malaria,

measles, and malnutrition.

IMCI places a reasonably strong

emphasis on counseling mothers

about breastfeeding and weaning

their children. To be able to do this,

information must be obtained from

the community regarding culturally

appropriate foods and behaviors.

BASICS became an expelt at

carrying out studies of this nature,

and was recognized as such by

WHO, and this expertise was an

important contribution during the

early stages of the initiative.

IMCI was considered by many to

be only a training program, when

other things were called for, and the

training that WHO proposed was

felt to be too long and too difficult.

To address this last point, BASICS

commissioned the development

of the "complementary course,"

a training approach that maintains

the integrity ofthe IMCI algorithm

while using a broad array of adult

education techniques aimed at

health workers oflimited literacy.

This course is still being field tested.

Eventually, USAID became a strong

and important partner of WHO in

the further development ofIMCI.

BASICS took on the task of

implementing the initiative with

components from the ministry of

health in Zambia and was able to

contribute important "lessons

learned" at the early stages of

IMCI; however, the health sector

reforms being undertaken in Zambia

made it difficult for the ministry of

health to participate fully.

In the Americas, BASICS arduously

forged a strong and effective

partnership with the Pan American

Health Organization (PAHO). In the

Central Asian Republics, what

began as a small commitment to

improving training in CDD and

ARI in three countries grew into

an important partnership with the

WHO Regional Office for Europe

to explore ways to adapt and

implement IMCr. In Indonesia,

BASICS was in the forefront

of exploring the potential of

medical schools to become

involved in teaching IMCI at the

pre-service level.

But, perhaps the greatest contribution

that BASICS was able to make was

participation in and support of the

decision ofWHO and UNICEF

to broaden the IMCI initiative to

include not only training but also

components dealing with the

strengthening of health systems

and the participation of the

community. Reflecting its Pathway

to Survival orientation, BASICS

recognized that for IMCI to become

universally accepted, it would have

to address deficiencies in the health

system and, equally important, it

would have to influence mothers to

care for their children in a manner

consistent with at least the spirit, if

not the content, of the initiative.

Most important, BASICS has become

a full partner of both WHO and

UNICEF in further developing these

difficult, but necessary, aspects of

the initiative. By the cnd of BASI S,
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USAID was fully committed to the

implementation ofIMCI as part of

its child health programming and

was planning to undertake an

important and expensive evaluation

of its potential efficacy as part of its

research portfolio.

Two other technical areas must be

mentioned in a description of

BASICS contJibution to child health.

The role that BASICS has played in

the further implementation of

10

immunization programs is important.

Building on the activities in the fonner

Soviet Union shortly after its

dissolution, BASICS staffmembers

(former REACH staff) were important

advisors to the new Central Asian

Republics in the development of

their programs. From teaching

ministries how to procure vaccines,

to convincing and training health

staff to reduce missed opportunities

for vaccinations, to developing

highly useful monitoring systems,

the contributions of BASICS were

recognized and applauded by the

new governments.

Elsewhere, BASICS has emphasized

the need to assist countries in

developing sustainable immunization

programs. At times, this approach

seemed to conflict with the ideas of

those who are champions of

eradication programs. BASICS

recognizes the importance of bringing

the polio eradication effort to a

successful completion on schedule

and has made important contJibutions

to this effort. At the same time,

BASICS has insisted that this effort

be done in a way that contributes to

the ability of countries, especially

the poorest countries, to strengthen

their routine immunization programs.

Considerable debate has taken

place on this topic during the past

five years and, undoubtedly,

considerably more will occur in the

future. In the meantime, BASICS

continues to work with UNICEF,

WHO, and the World Bank on the

development and use of indicators

that can measure the sustainability

of immunization programs on a

country-by-country basis.

BASICS has pushed the concept of

child health beyond total reliance

on the public health system. While

the vast majority of BASICS support

and activities have focused on the

public sector, the project demonstrated

that it is essential to think in terms

of a broader health system that

includes private practitioners, the

commercial sector, and the NGOs.

Surveys have demonstrated that a

growing percentage of parents

access the private health facilities

and practitioners when their

children become ill.

As public funds become ever more

scarce, we can expect to increasingly

rely on the private health sector. It

is important for health workers and

physicians to provide quality care

and follow best practices, and to

give correct information to the
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caretaker. BASICS discovered in

several countries that the quality of

child health care being given by

private practitioners was woefully

inadequate, and that additional

training dramatically improved their

performance. The implications for

the private sector health providers

in the developing world are clear.

BASICS also showed that it is not

only possible, but also advisable, to

partner with the commercial sector

to achieve sustainable child health

goals. Private firms can succeed

financially and, at the same time,

help to improve child health. For

example, a pharmaceutical firm can

promote ORS (oral rehydration

salts), increase sales and revenues,

and increase usage, thereby

decreasing child mortality rates

from diarrheal diseases. BASICS

believed strongly in the principle of

marketing products at prices that

cover costs and provide a modesl

profit 10 the firm so that the effort is

sustainable and public health

objectives are met after the association

with BASICS comes to an end.

In general, BASICS contributed to

the child survival effort by broadening

the definition of the health system

beyond the public sector and by

illustrating the role played, as well

as the strengths and weaknesses,

ofprivate practitioners, the commercial

sector, and NGOs in child health.

The short time span ofBASICS initial

phase has necessitated a strong

focus of energy and resources on

capacity building. Structures have

been put in place, projects have been

implemented, and improvements in

child health and survival, as a result

of BASICS interventions, are

becoming clear and tangible. The

initial wise commitment ofUSAID

to a large, comprehensive project

has demonstrated that the synergy

of such an approach has multiplied

the opportunities within MOHs to

become involved in new child

survival activities and for MOHs to

build upon existing projects.

BASICS began work in an

environment of change. Health

problems have changed, but at the

same time possible interventions

continue to expand. New vaccines

are on the horizon, micronutrients are

gaining acceptance, and the malaria

field is looking forward to the

possibility of a new vaccine and the

reality ofa new drug. In the midst of

such technical change, the roles of

WHO and UNICEF continue to

change. More NGOs have entered

the field. Corporations have become

active in the development ofpublic­

private coalitions and USAID itself

has seen profound changes in

funding and areas of activity.

Nevertheless, there is an increasing

desire to change how child health

services are delivered by

integrating approaches into a more

logical framework. BASICS has

been pursuing a constantly moving

target, but most important, from a

moving foundation as well.

In the midst of this environment,

the organization has accomplished

II
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a great deal. The Pathway to Survival

model focused the project and its

global partners and caused them to

take a fresh look at where to assign

the avai [able resources for child

survival. Whether through

behavior change methodologies,

involvement of the private sector,

the integration of nutrition actions

into health programs, country-wide

health policy changes, improved

health worker perfonnance, more

efficient immunization programs, the

positive record of BASICS is shared

by all who were involved. It is clear

that the international effolt to

promote and implement IMCI would

have been much weaker without

BASICS involvement.

In the following pages the BASICS

project highlights some of the

innovations and "lessons leamed"

from developing and implementing

the Pathway during the past five years.

This document describes just a portion

of what the project has addressed.

On a grand strategic level, the

lessons BASICS represents have

involved partnerships.The

organization focused on the

refinement and application ofexisting

projects. BASICS was designed to

be transparent and accessible, not

only to the health facilities and

ministries of health it works with

around the world, but to other

agencies as welL

Perhaps the most significant strategic

change in child health in the past

five years has been the introduction

ofIMCI. When WHO fom1Ulated

the IMCI concept, BAStCS seized

the opportunity to be part of this

watershed change of approach to

child survival. Rather than viewing

programs in isolation, both the

causes and solutions to illness and

mortality would now be viewed as

interdependent. This is a shift in

approach that must be maintained

into the future. The hallmark

Pathway to Survival, BASICS

conceptual model, is a strong

departure from the linear, medically

oriented approach of thc past.

Working in 35 countries in long- and

short-teon capacities, the project

has institutionalized its strategic

vision among a wide variety of

international, regional, and national,

and even community, partners. In

many technical areas it is clear that

the innovations of the project are

unlikely to be reversed, so great are

their acceptance. By looking to the

long-term and working with

partners, BASICS has ensured a

greater sustainability for the field.
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COMMUNITY APPROACHES:
MOBILIZING LOCAL SUPPORT TO IMPROVE CHILD SURVIVAL

Community Partners
for Health, Nigeria

~
n countries throughout til

developing ~ orld, rapid

urbanization and growing

poverty have gi en ri e to

un anitary, crowded living conditions

that, in tum, pread health

problems. Dysentery, respiratory

infection, diarrhea-related iUne

and vector-borne di ea such as

malaria, d ngue and yellow fever,

are on the rise. With cutbacks in

international aid and increasing

decentralization ofhealth care

systems worldwide, it has become

increa ingly important for private

practitionrs, nongovernmental

rganizations, and community-based

organization to m et the growing

need for health education and ervices.

Many interoational organizations.

including UNIC f-~ WHO, and the

World Bank, have recognized that

the private sector is an fficient

channel in which to deliver clinical

service. The private sector already

serve a large and diver e clientele

in devel ping countrie ,and they

can often provide high-quality

service without the long lines and

inadequate supplie frequently

found in government faciJitie .

BASICS employs a rang of

community development strategie

around the globe to help build

support for local health initiatives.

StaO'members trajn community

health work r•• facilitate collabo­

ration between local organizations

and the private sector, create

edu ational materials, and dev lop

microenterpri e projects. Such

projects are currently underway in

Banglade h. Ethjopia, Guatemala,

Haiti, Honduras. India Madagascar,

Malawi, Nigeria, and Zambia.

In mid-l 994, USAlD and BASICS

launched the Community Partner

for Health (CPH) proj t in Nigeria.

A part of BASICS Urban Private

S ctor Integrated Health Project,

the injtiatjve Iinks community-based

organization and private health

facilities in low-income communities

BASICS Community Strategic Vision

Develop, implement, and evaluate approaches for directly involving the community in the design and execution

of child survival activities, and mobilizing community support for health.

• Achieve greater impact at the household and community levels.

• Promote BASICS package of Emphasis Behaviors.

• Work more effectively with communities on child health issues.

• Identify and promote collective action at the community level to solve or mitigate child health problems.

• Delineate and test models of community action for health that can be sustained and replicated.
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PATHWAYS AND PARTNERSHIPS: BASICS CONTRIBUTIONS TO CHILD SURVIVAL

The Kano Initiative in Nigeria

In late 191)6. BASICS expanded the CI'I-Ipro,iect

into the urhan area of Kann in IInrthern :'\igt·ria.

a prednminantly \Iuslim area. Follm\ ing

preliminary re~eal"Ch. an lIrhan Private Sector

InH'ntOl'~' wa~ cnnductell in early 191J7 ill III

commllnilil's. covering 147 health facilities. 1)9

community-hased organi/alinns. alld 158 palent

medicinl' \ell!lnl'S. LltinHltcl~·. 116 or::anizatilln~

\lere sell'eted lelr Ihe estahlishment of CI'II

Ilro,it'cts in lin' commullities: Bada\HI. (;oma.

Gmlle. Sheshe/\Iallda\\'ari. and Val,asi.

TIlt' memhership hase of CPIf pro,iects in Kano

differs significantly from that ill Lagos. Indigellous

healers. including herbalists. mid\\'i\Cs. and

harhl'rs. an~ the most nUlllerous. li.!Iowed closely

b~' paten I medicine wndors. Westcrn-sl~'lehealth

prO\iders. resident associations. and religious

Mleieties arc limited ill number. "o\\ewr. most

("I'll hoard members n'l>rl'srnleommllnily

organi/alinns. while few hoard memhers are female.

The goals of Ihe Kano CPI-I projecl are identical

to those of Ihe pro,ieets in Lagos. with t\\O notahle

diffl'n'lIees. The Kano rnoject aims In increase

tht, level oflilerac)' amnng \I'Ilm('n by 15 Ilercenl

h~ the l'nd ot' 1998. It alsn places a greater

elllphasis 1111 "family" ralher Ihall "fl'1l1ale"

(!l'cisillll-makillg. an alllll'lIach Ih:lt is IlIllre

culturally aecelltable in Mllslim societ~·.At this

\loint. alll"i\'e ('PH projects haw eSlablishl.'d lhl'i.·

mml:lgelllent slruClun.'S.complett'd Self-study

guides. dewlolled project proposals. :lnd

idl'ntil1ed priorities :wd health oh,ieethes.

to improve both child health services

and home health practices. The

project responds to the growing role

of private, or "entrepreneurial"

18

medical care in Nigeria, particularly

in urban centers. In 1985, more

than 13 percent of all officially

registered health establ ishments

were in private hands, an increase

of more than 8 percent in 3 years.

Since a military takeover of the

Nigerian government in 1993, the

country's economic and social

conditions have deteriorated,

including a steady decline in the

country's gross national product.

Severe cutbacks in the ftmding and

availability of public services have

exacerbated the situation. For

example, in 1990, immunization

coverage in Nigeria for most child­

hood antigens approached 80 percent,

but fell to 37 percent by 1993.

Thirty-six percent of children under

5 years are considered to be

moderately or severely underweight.

In the 1998 United Nations State of

the World s Children report, Nigeria

ranked as the 14th worst nation in

terms of child mortality rates, which

are (per 1,000 live births) 114 for

infants and 191 for children less

than 5 years of age.

In choosing to work in Nigeria,

USAID and BASICS responded to

a decline in international assistance

to the country. In 1994, U.S.

government sanctions were applied

to Nigeria because of evidence of

human rights violations and drug

trafficking. USAID child survival

programs were granted an exemption

to most U.S. government restrictions.

The first step that BASICS took

toward establishing CPH was to

conduct the Urban Private Sector

Inventory (UPSI). The survey aimed

to define the size, composition, and

service capacity of the Lagos urban

health sector. In essence, the survey

functioned as a census of the

community-based organizations

(CBOs) and health facilities that

were under consideration for

participation in the CPH project.

The UPSI, which covered thirteen

communities in five local government

areas, was based on a review ofexisting

records, interviews with local citizens,

and a street assessment and visual

survey offacilities and organizations

in various neighborhoods. After

several weeks offield inventory and

data analysis, target communities and

potential partners were delineated. The

survey identified 395 conununity­

based organizations (such as trade

and residential associations, social

clubs, women's groups, and religious

societies), 330 health facilities, and
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COMMUNITY APPROACHES: MOBILIZING LOCAL SUPPORT TO IMPROVE CHILD SURVIVAL

TOTAL

Resident associations

Table 2.1 Lagos Community Partners for Health

Religious society

Trade associations

Number

5 (2%)

23 (10%)

9 (4%)

26 (11%)

38 (17%)

59 (26%)

71 (31%)

231

During this process, the

BASICS Pathway to

Survival model was

distributed in both Yoruba

(the predominant local

language) and English to

illustrate the interdependent

roles that the home,

community, and health

system play in providing

effective care for children.

Participants expressed an

understanding of the personal and

professional benefits to be derived

from working more closely with

other organizations, sharing

knowledge and experiences, and

streamlining health care practices to

reduce costs. Health care workers

were also appreciative of the

opportunity to be perceived not

simply as business people but as

people having something to give

back to the community. The focus

groups, using participatory

methods, played a major role in

discussions and in establishing

Type of Member Organization

Indigenous health provider

Western health providers

Service (e.g., day care, Red Cross, Boy Scouts)

Social clubs

capabilities of the health facilities,

particularly with regard to

immunizations, were also considered.

Predominant representation was

from religious, trade, resident

associations, and allopathic health

facilities, as shown in table 2.1.

After the communities were

determined, BASICS staff organized

focus group discussions with potential

partners (identified through the

UPSI) to introduce them to the

objectives and goals of the CPH

project, discuss health concerns,

formulate potential partnerships,

and choose specific project sites.

They explained to me that there

is a way that our child will not die

and how to know our rights

in the commuDity.

That is why we joined.

Member of Lagos Islalld CPfI

Six communities in Lagos

were ultimately selected for

CPH projects: Ajegunle and

Amukoko in Ojo Local

Government Agency (LGA),

Mushin in Mushin LGA,

Ward E on Lagos Island,

Makoko in Mainland LGA, and

Lawanson in Surulere LGA. The

communities have a combined

population ofapproxirnately I million,

of which 18 percent are under 5. The

six pilot initiatives had an initial

outreach of approximately 250,000

people, based on organizational

membership and/or current patient

load. In 1996, the CPH model was

expanded to four communities in

the northern city ofKano.

414 chemist shops/pharmacies

and patent medicine vendors.

Potential project sites in Lagos were

initially screened, based on both

practical factors and the interest and

enthusiasm expressed for forming a

CPH. Participation criteria included

the existence or potential for contacts

with other organizations, outreach

capacity, management and

operational systems, staff

capabilities, membership levels,

registration with the government, a

non-political nature, and an emphasis

on involving women. The specific

Source: Lagos Community Partners/or Health. BASICS 1998.
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Participatory Community Assessment and
Planning Approach: Building on the
Strengths of Communities

F or the past few years, BASICS has taken a unique

approach to helping communities in Ethiopia

and Zambia improve their health conditions.

The Participatory Learning and Action (PLA) process

involves community members in assessing problems and

finding solutions. To this end, BASICS provides

technical assistance and training and serves as a liaison

between communities and ministries of health, the private

sector, and nongovernmental organizations.

The PLA process comprises 14 communities in Zambia

with a population of more than 26,000 and five

communities with more than 5,000 households in

southem Ethiopia. The process has four main phases,

carried out by community teams and health workers:

Building partnerships to link health professionals and

communities.

Selecting behaviors and problems that need to change.

Exploring reasons for these behaviors.

Developing intervention strategies.

Much of the information on health conditions in the

communities is gathered through a household survey run

by community volunteers and local MOH staff. Existing

structures aid this process, such as neighborhood health

committees in Zambia and kebeles (peasant associations) in

Ethiopia. The survey helped identify priority problems

among emphasis behaviors in maternal and child health

practices: infant and child feeding, immunization, home

health care, and care seeking. Public meetings among

community teams identified reasons for these behaviors

and possible interventions, such as building latrines to

improve sanitation, promoting better nutritional habits,

improving water systems, and providing better access to

roads for traveling to clinics and transporting medicines.

Lay people, such as community health agents and

traditional birth attendants, are trained by NGOs and

govemment staff in the detection, treatment, and referral

of fever and the most common childhood illnesses:

diarrheal diseases, pneumonia, and malnutrition. These

people are a crucial link to informing and mobilizing the

community, to improve health practices in the home or to

turn out for a national immunization day.

The community planning process builds on the strengths

of individuals and existing community structures. The

presence of an international organization, such as BASICS,

gives community health workers greater influence and

helps them to receive training or procure medical
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community ownership of the

CPH concept and process.

In discussions with potential

partners, many groups had

similar concerns regarding

the CPH project, including the

limited supply ofvaccines and

other medicines available at

private health facilities, the

ability ofthe health facilities

to handle additional clients, the need

for special services for the poor, and

the lack of knowledge among parents

about both preventive and home

health practices. Two central strategies

were identifIed: increasing the

capacity of local health providers

and expanding community education

about health care, particularly for

the under 5 population. Using

participatory consensus-building

techniques, follow-up meetings

focused on how to establish

paltnerships and set up operational

structures and guidelines.

All CPH projects were required to

establish a Memorandum of Under­

standing to outline organizational

goals, partner roles and responsi­

bilities, governance values, and

management structure. A unique

and essential feature of each CPH is

This program came to me at a point

when I was thinking about what

I could do fOi' my community . . ,

we saw it as a better alternative to

the inefficient government hospitaJs.

We are aloin love with its lofty

objectives, like tbe credit facilities

and reduced health cost.

Member ofLUIVU/lSOII CPH

a women's Empowerment Committee.

While BASTCS provided a standard

memorandum format and guidance

throughout the process, each

partnership developed a document

that reflected its particular needs

and objectives. The adoption and

understanding of such documents­

concepts unfamiliar to many partici­

pants-required lengthy discussions

and the constant resolution of

disagreements. However, the memo­

randums were ultimately recognized

as valuable in enhancing the

cohesion, cooperative nature;

operational quality; and long-term

sustainability of the projects. The

memorandums also served as a

basis for the constitutions required

for each CPH project. The process,

in tum, ensures recognition by

international donor agencies.

The BASICS lO-person, all-Nigerian

team held individual meetings and

facilitated Workplan

Development Workshops

with groups from the CPH

projects. These workshops

allowed each participating

project to design its own

plan of action within the

following areas of primary

concern regarding child

survival: diarrheal disease,

malaria, acute respiratory

infections, and measles and other

vaccine-preventable diseases. The

projects also addressed HIV/AlDS,

women's reproductive health,

democracy and governance, and

women's empowerment. Subproject

proposals that emanated from the

workplans have been developed by

individual CPH projects and submitted

by BASICS to USAID for microcredit

and income-generating activities.

Continued training of CPH boards

and health facility staff has

facilitated skill building and the

long-term sustainability of

BASICS work in Nigeria.

While the strategies of the CPH

projects vary depending on the

resources and needs of a

particular community, all

partnerships have two main

purposes: the improvement of child

health and the development ofCPH

21

COMMUNITY APPROACHES: MOBILIZING LOCAL SUPPORT TO IMPROVE CHILD SURVIVAL

community ownership of the

CPH concept and process.

In discussions with potential

partners, many groups had

similar concerns regarding

the CPH project, including the

limited supply ofvaccines and

other medicines available at

private health facilities, the

ability ofthe health facilities

to handle additional clients, the need

for special services for the poor, and

the lack of knowledge among parents

about both preventive and home

health practices. Two central strategies

were identifIed: increasing the

capacity of local health providers

and expanding community education

about health care, particularly for

the under 5 population. Using

participatory consensus-building

techniques, follow-up meetings

focused on how to establish

paltnerships and set up operational

structures and guidelines.

All CPH projects were required to

establish a Memorandum of Under­

standing to outline organizational

goals, partner roles and responsi­

bilities, governance values, and

management structure. A unique

and essential feature of each CPH is

This program came to me at a point

when I was thinking about what

I could do fOi' my community . . ,

we saw it as a better alternative to

the inefficient government hospitaJs.

We are aloin love with its lofty

objectives, like tbe credit facilities

and reduced health cost.

Member ofLUIVU/lSOII CPH

a women's Empowerment Committee.

While BASTCS provided a standard

memorandum format and guidance

throughout the process, each

partnership developed a document

that reflected its particular needs

and objectives. The adoption and

understanding of such documents­

concepts unfamiliar to many partici­

pants-required lengthy discussions

and the constant resolution of

disagreements. However, the memo­

randums were ultimately recognized

as valuable in enhancing the

cohesion, cooperative nature;

operational quality; and long-term

sustainability of the projects. The

memorandums also served as a

basis for the constitutions required

for each CPH project. The process,

in tum, ensures recognition by

international donor agencies.

The BASICS lO-person, all-Nigerian

team held individual meetings and

facilitated Workplan

Development Workshops

with groups from the CPH

projects. These workshops

allowed each participating

project to design its own

plan of action within the

following areas of primary

concern regarding child

survival: diarrheal disease,

malaria, acute respiratory

infections, and measles and other

vaccine-preventable diseases. The

projects also addressed HIV/AlDS,

women's reproductive health,

democracy and governance, and

women's empowerment. Subproject

proposals that emanated from the

workplans have been developed by

individual CPH projects and submitted

by BASICS to USAID for microcredit

and income-generating activities.

Continued training of CPH boards

and health facility staff has

facilitated skill building and the

long-term sustainability of

BASICS work in Nigeria.

While the strategies of the CPH

projects vary depending on the

resources and needs of a

particular community, all

partnerships have two main

purposes: the improvement of child

health and the development ofCPH

21



-
PATHWAYS AND PARTNERSHIPS: BASICS CONTRIBUTIONS TO CHILD SURVIVAL

Table 2.2 Change in Patient Loads at Five Community Health Centers"

capacities. Eight specific goals are

shared by all PH projects:

Environmental sanitation projects

have also been a priority, with CPH

projects educating and mobilizing

community members to clean up

drains, ditches, and homes to reduce

the causes of diarrhea, dysentery,

and malaria. In September 1996,

the youth leadership components of

most CPH projects launched week­

long public awareness campaigns

on HIV/AIDS prevention, complete

with condom and leaflet distribution

and talks on various aspects ofhealth.

The same year, the Lagos Island

CPH project trained volunteers in oral

rehydration therapy and other key

strategies to improve child health

care. In 1997, the Lawanson CPH

registered all CPH projects with

UNICEF; the effort later resulted in

the rapid distribution of 36,000 oral

rehydration salt packages during a

cholera outbreak in Lagos. In April

1998, BASICS organized a mock

parliament involving CPH projects

in Kano and Lagos that was attended

by more than 800 women. Topics of

discussion included health and

nutrition practices and child survival,

as well as the connections between

these concerns and women's political

vaccine stores, establishing regularly

scheduled immunization clinics,

and participating in national and

local immunization days.

54 %

106 %

Increase1997

2,445

8,021

Reduce the number of children

with acute respiratory infections.

Increase immunization coverage

among children under 2 years

and improve the availability of

effective, quality vaccines.

Increase the demand for and avail­

ability of modem child spacing

and family planning services.

Increase the level of awareness

of partner organizations and the

community on the incidence

and control of HIVIAIDS and

sexually transmitted diseases.

Ensure that the CPHs are self­

sustaining and can maintain

their capacities and services

over time.

Strengthen and expand the

participation and role of women

in decision making and

leadership botb in the CPH

projects and the community.

In the past few years, CPH projects

have taken a number of actions to

achieve these goals. All of the

partnerships have worked to reduce

mortality from childhood diseases

by increasing immunization rates in

their communities. Strategies include

linking with local government

1995

1,582

3,893
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Reduce the number of children

under 5 and pregnant women

who fall ill and die from malaria.

Reduce the number of children

under 5 years who suffer from

diarrhea, dysentery, and

dehydration.
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For the survival of your children

Type of Ser"ice

Inpatient

Outpatient

Promotional calendars, designed for the 1998 mock
parliaments, emphasized the connection between
health and governance.

* Include~ Elizir, las. Pine, Rikky, and Roek of Ages facilitie~.

Source: Documelltatioll Excercise: A Process EVllluatiou of the Lagos Commlilliry Partllers/or Hea/th
Programme. BASICS 1997.
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and economic empowerment, good

governance, and community action.

Throughout the development and

implementation of the CPH project,

BASICS has primarily played the

role offacilitator and guide, providing

knowledge, skills training, and limited

financial support. Materials, such as

the BASICS information, education,

and communication (lEC) packages,

have been widely distributed.

Training sessions have been held to

expand immunization programs,

ensure proper maintenance ofvaccines

through cold chain management, and

improve health care delivery services.

The BASICS project in Nigeria has

been periodically assessed by both

BASICS staffand CPH leaders. When

the CPH projects were established,

a guideline was put in place for boards

to review their own progress. In

addition, before the interventions were

launched, BASICS staff facilitated

CPH members to conduct a baseline

capacity building exercise (CBE) to

monitor progress toward their goals.

By repeating this survey after training

and health care education efforts were

carried out, the CPH projects evaluated

key concerns such as immunization,

child care, family planning, and

HIV/STD-related services.

Based on preliminary evaluations, it

appears that the Lagos and Kano

CPH projects have thus far focllsed

primarily on process issues, such as

building community unity and

establishing organizational and

management structures. More time

will be necessary to evaluate

changes, over time, in rates of

immunization coverage, use of

family planning services, and

other indicators of success.

There are, however, several areas of

significant progress. For example,

prior to the CPH intervention,

health facilities did not routinely

provide immunizations, but they

now do that as an integral part of

their services. By the end of 1997,

the Lagos-area CPH projects had

given nearly 16,000 immunizations

and more than 4,000 had been

given in Kano. In addition, patient

loads at many local health facilities

have increased dramatically, as

shown in table 2.2.

In some cases, CPH projects have

gone outside their original mandates

of focusing on public health and

child survival. For example,adult

education campaigns and financial

cooperatives have been launched.

This is due, in part, to the close link

between health and other areas of

social development. In addition,

more commlmity-based organizations

than health facilities have been

involved, increasing the incentive to
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focus on broad concerns. All CPR

projects also face the contining need

to both expand their membership base

and ensure financial solvency,

which requires a significant amount

of time and energy to be devoted to

collecting dues and organizing

fundraising activities. Fortunately,

some of these seemingly ancillary

activities provide members with a

sense of commitment to the

commlmity, and may even benefi t the

CPH projects, for example, when a

pOliion of a financial cooperative's

interest is given to a CPH treasury.

24

Community-based projects in Nigeria,

or elsewhere in the world, must be

able to function independently ifthey

are to be sustainable. Essential ingre­

dients to long-term success include

Legal status of each CPH as an

independent NGO.

Technical assistance, rather

than transfer of money, on the

part of donor organizations.

Incentives, such as improved

sanitation and teclm.ical assistance.

Capacity-building training in

management, finance, and child

survival strategies.

Income-generating activities

that respond to the needs of the

poorest in the community.

Participatory methods of group

problem solving/goal setting.

Projects will have more staying power

if they are highly participatory and

able to build upon a community'S

existing programs. Strong support

from the private sector is essential.

The CPH projects in Nigeria largely

meet these criteria. BASICS will

continue to be involved with CPR

projects in Lagos and Kano and to

provide technical assistance, as needed.

However, project management is

now up to the partners. The long­

term sustainability of the CPR

projects will rest on their ability to

resolve conflicts, adhere to the

guidelines spelled out in the

Memoranda of Understanding, and

reach out to community groups and

agencies working on other related

issues, such as local HIY/AIDS

programs, legal resource centers,

and women's groups. Cooperation

among the CPH projects will be

equally important in order to learn

from each other's successes and

mistakes and to widen the scope of

particular initiatives.
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The CPH projects have encouraged

citizens in Nigeria to identify their

resources, develop their abilities, and

take action in their communities. The

CPH model, therefore, has positive

implications not only for the future

of public and child health but also for

the broader task of local governance

in comrmmities worldwide. The mutual

respect, recognition, and trust that

characterize successful partnerships

provide a solid basis for cooperation

among disparate groups and

individuals who are often separated

by ethnic, professional, educational,

or religious differences.

Madagascar, Nigeria, and Zambia,

BASICS had community- based

operations in a number of other

countries. In Honduras, for example,

the Integrated Child Care Program

(AIN) Project, described in the

sidebar in chapter 8 on nutrition,

involves the community directly in

aJl efforts to improve the nutritional

status of the under 3 population.

Chapter 6 discusses monitoring and

evaluation, and Bolivia's Mortality

SurveiJlance Survey, which was a

community-based technique to

identify the cultural, behavioral,

social, economic, as well as clinical,

reasons why children die.

All three of the NGO activities

documented by the BASICS Private

Sector Working Group in chapter 5,

demonstrated the value of working at

the community level, including the

Hearth Nutrition Model (in Haiti,

Vietnam, and Bangladesh), mother­

to-mother breastfeeding support (in

Guatemala), the plantation-based

MCH model (in Malawi), and the

training ofcommunity immunizers

by other community immunizers (in

In addition, increased responsibility

for local health concerns forms a

natural bridge to other issues that are

critical in urban communities, such as

political organization, crime, and the

environment. Once organizational

structures are establishcd and programs

are made available, individuals feci

encouraged and empowered to create

change. A woman from Lagos

summarized the impact ofthese efforts:

"The CPH project has brought a

light of hope to our community."

In addition to the community activities

that were documented in Ethiopia,
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summarized the impact ofthese efforts:

"The CPH project has brought a

light of hope to our community."

In addition to the community activities

that were documented in Ethiopia,
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Table 2.3 Differences between Community-Based Treatment (CBTI) and
Community-Directed Treatment (CDTI)

Elements

Definition

Community
Authority

Community
Autonomy

Community
"Ownership"

Educational
Role of Health
Worker

Workload of
Health Worker

Indonesia). Monitoring of private

practitioners at the community level,

also described in chapter 5,

demonstrates an appropriate metho-

Community-Directed Treatment

CDTI is a process built on the experience
of community members and thus enhances
decision-making and problem-solving
capacity. Activities are both in and of the
community.

Community exercises authority over decisions.
Therefore, the conununity plans the
distribution, decides on the method of
distribution acccptable to them (e.g., central
place, house-to-house), and when to
distribute. Ensures sensitivity to community
decision-making structures and social life.

Community is informed about the detailed
tasks of distribution, but they decide who
should distribute and whether such persons
are strictly volunteers or should receive
some compensation.

The community is the lead stakeholder in
the provision of services, creating a sense
of ownership, and thus enhancing the
likelihood that the activities will be
integrated into the community's health
agenda. There is room for innovation by
the community.

The educational role of the health worker is
to communicate beneflts of the program to
the community and then pass on program
management skills to community members.

While start-up fieldwork may increase the
immediate workload of the health worker,
in the long term, an empowered community
takes more responsibility for program
implementation, thus reducing the health
worker's workload.

dology to improve the quality of

private health care providers. This is

crucially important as policymakers

start to take the entire health system

Community-Based Treatment

CBTI is a procedure wherein health
providers determine the steps and the
schedule to be followed. Activities are
based in the community but not
"owned" by the community.

Community does not exercise authority
over decisions on project design and
implementation. Project activities,
such as treatment dates and procedures,
are designed outside the community
without any, or limited, contribution
by the community.

Community is told who should
distribute, when to distribute, whether
or not to pay distributors,
and how much to pay.

The community is a recipient of
services within limits and rules set by
the provider. There is no sense of
ownership; the project is seen as
foreign.

The educational role of the health
worker is to communicate the benefits
of the program to the community and
instructions on how to comply with
procedures.

The health worker's workload remains
constant and high, because year after
year he or she must handle all
training, logistics, and outreach to
every village.

into consideration, with the private

practitioners, commercial sector, and

NGOs all collaborating with public

health facilities and authorities and

contributing to the improvement of

the health and nutrition status of the

country's under 5 population.

Finally, in Bangladesh, BASICS

implemented a slum strategy that

directly linked the leaders of the

communities to the NGOs and

contributed impressively to the

achievement of project

immunization goals in the urban

centers of the country.

The process involved in intervening

at the community level is as important

as the technical intervention itself.

No matter how technically complete

or sophisticated a health program is,

the chances of it having an impact,

and having that impact sustained at

the community level, are greatly

reduced if the corrununity itself is

not integrally involved in the planning,

design, implementation, and monitoring

of the exercise. BASICS has learned

that there are methodologies and

techniques that can facilitate

community involvement that, in

turn, can improve the chances that the

community will assume ownership of

Adapted from: APCHO-WHO-!vermectin/or Onohocerciasis Control.
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the activities, increase its knowledge

regarding child care, and modify its

practices, thereby reducing the

probability that its infants and

young children will die prematurely.

BASICS has come to distinguish

between community-based and

communi ty-directed interventions.

Table 2.3 differentiates between the

two. All too oftenpeople refer to an

intervention as "community based,"

which is a broad category. An

immunization program can be

community based, such as mobilizing

villagers for a national polio

vaccination campaign. However, if

the outside force is withdrawn, the

situation is likely to revert to

pre-intervention status, and

sustainabiJity suffers. The community

in such cases is largely passive.

On the other hand, with strategies

like the PLA, communities are made

full partners and active participants

in the program, increasing the

effectiveness of the programs.

This strategy becomes increasingly

important as serious decentralization

efforts are now being implemented.

Thus, the structure required before

real community empowerment and

action can be realized is now in

place in a number of countries (e.g.,

Zambia and Bolivia).

In the future, we must do more to

integrate the community effectively

in the implementation ofIMCI

programs. To date, BASICS and

others agencies promoting [MCI

have concentrated attention and

resources at the health worker and

facility level. Now, the multilateral

and bilateral donor agencies and

NGOs promoting IMCI will have to

take steps to ensure that the

approach genuinely involves the

community. They must utilize

strategies that empower the local

population, providing the means

and authority to identify their most

serious health problems and the

most appropriate means of

eradicating them.

Methodologies and techniques

directly involving communities

require further testing and

standardization; then they must be

promoted as part of!MCI to ensure

that those attempting to implement

IMC[ have guidelines and know how

to involve the community effectively.

The time and human and financial

resources so often spent doing the

same thing again, in this case,

should be spent instead on adapting

and implementing known, tested,

and accepted approaches of

community-directed programming.
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ADDITIONAL BASICS COMMUNliIi~

BASICS Work in Community­
Level Programs
Democracy and governance training: Nigeria
NGO partnership grants: Zambia
Community health worker training: Ethiopia, India,
and zambia
Child-to-Child/school-to-community: Ethiopia and
Madagascar
Participatory appraisal and planning: Ethiopia,
Honduras, and zambia
Community role models: M dagascar
Community volunteers: Guatemala and Haiti
Folk channels of communication: Bangladesh and
Madagascar
Cross-sectoral alliances: ethiopia, Madagascar, and
zambia

Partnerships between private sector and CBOs:
Nigeria
Microenterprise projects: Nigeria and Zambia
Village health or animation committees: Ethiopia,
Madagascar, and zambia
Two-way referral of mothers: Honduras
Political support: Bangladesh
Collaboration with private sector employers:
Malawi, with Projed HOPE
Community-based monitoring of provider
compliance: India
Community health festivals: Madagascar
Empowerment of women: Ind a and Nigeria
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Further Reading on
Community Adivities
from BASICS
Community-Based Approaches to Child Health:

BASICS Experience to Date by Mark Rasmuson,

Naheed Bashir, and Nancy Keith, eds. 1998.

Community Partnerships for Health: Working

Together to Promote Child Survival. 1999.

Nigeria Information Kit. 1999.

Highlights (one-page summaries)

Health StaffPartner with the Community for Better

Maternal and Child Health in Ethiopia

Working Togetherfor Health: Community

Partnerships in Zambia

Madagascar Community-Based Health Program

Provides Simple Tools that Promote Community Action

Experience Implementing the Preceding Birth

Technique (PBT) to Measure Infant Mortality in

Senegal and Mali

Nigeria s Community Partners for Health­

Mobilizing Urban Neighborhoods and Private Clinics

to Impmve Services

Indigenous Private Groups Help Improve Community

Health Services in India

Community Health Needs Study Guides Strategies for

Ethiopia Project

Further Reading on
Community Adivities
from Other Sources
Empowering Communities: Participatory Techniques

for Community-Based Programme Development by

Berengere de Negri, Elizabeth Thomas, Aloys

llingumugabo, and Ityai Muvandi. 1998. JHU/AEDI

Center for African Family Studies.
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POLICY DEVELOPMENT: CHANGING COURSE TO IMPROVE HEALTH

Nutrition Advocacy in Ghana

~
t's no secret that child health

and nutritional status are

closely linked to other social

and human conditions, uch as

poverty, education, and economic

development. Recent research has

clearly demon trated that better

health and nutritional status in

children directly contribute to the

economic and social development

ofa country. just as improvements

in socioeconomic conditions

contribute to better health.

While this fact may be evident to

health advocates around the world,

government officials and policymakers

who control the financial re ources

and define political priorities must

understand how important child

health programs are for the

development of their country.

Effective education tools can help

in thi proce s by communicating

information and making persuasive

arguments in support of pecific

interventions. In the current

technological age, computer

models and graphics are proving to

be increasingly successful in

influencing policy. Since its inception

in the early I990s, PROFILES, a

data-based approach to nutrition

policy development and advocacy,

has been used with a variety of

audience I including policymakers,

educators and health practitioners.

At the heart of PROFILES is a set

ofcomputer model that demonstrate

the co t-effectiveness of proposed

nutrition program and illustrate how

inadequate nutrition can impede

economic and social development.

The focus on nutrition in the

PROFILES program is a reflection

of the growing awareness of the

problem. For example, the enlightening

tudie of D. L. Pelletier, E. A.

FrongiIJo, Jr., and J.-P. Habicht in

1993 provided a clear link between

malnutrition and child mortality

( 'Epidemiologic Evidence for a

Potentiating Effect of Malnutrition

on Child Mortality" in the American

Journal ofPublic Health). Their

demonstration that more than half

BASICS Policy Strategic Vision
Promote policies and a process for their development that creates a framework for effective and efficient child health programs

and reduces infant and child morbidity and mortality rates.

• Use scientific evidence as a key foundation for policy advocacy and development.

• Partner with other key international donor agencies, both multilateral as well as bilateral, to jointly support and sponsor

child health-related policies that are consistent and mutually supportive.

• Adopt a broad policy perspective so that issues closely associated with child health are also taken into account when

developing child survival policies.
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PATHWAYS AND PARTNERSHIPS: BASICS CONTRIBUTIONS TO CHILD SURVIVAL

of all child deaths from 6 months to 6

years in developing countries are

associated with malnutrition has

provided a firm basis for direct

nutritional interventions. In a 1991

study, L. 1. Haddad and H. E. Bouis

found a consistent, linear relationship

between stunting and productivity in

agricultural laborers in the Philippines:

stunted workers produced less

("The Impact of Nutritional Status

on Agricultural Productivity: Wage

Evidence from the Philippines" in

the Oxford Bulletin ofEconomic

Statistics). These and other recent

32

studies provide convincing evidence

that nutrition is not simply a desired

outcome but also an essential element

of development programs.

PROFILES builds on this heightened

status ofnutrition by enabling

advocates throughout the developing

world to interpret data in terms that

they are interested in and can easily

understand. PROFILES clearly

demonstrates the connections between

malnutrition and illness, disability,

and mortality, as well as between

nutrition and economic productivity.

In this way, the program facilitates

the progression from data collection

to policy development, and finally

to actual program implementation.

PROFILES was originally tested in

Asia before BASICS was launched.

After the project was underway,

BASICS developed and applied the

program in Ghana, Mali, Senegal,

and Zambia. These efforts have

created the impetus for international

agencies, such as UNICEF and the

World Bank, to promote nutrition

programs around the world and have

persuaded governments to focus on

this critical area for intervention.

Information is usually presented

through PROFILES in a slide-show

format with a predetermined sequences

ofscreens containing graphs, tables, text,

or pictures. An interactive fonnat allows

users to alter data and assumptions

to illustrate the effects ofa particular

trend on development. Presentations

often compare two different scenarios

to show during a five-year period, the

difference between leaving current

nutritional practices unchanged and

adopting new programs.

The computer programs contained

in PROFILES summarize much of the

current scientific knowledge about
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nutritional impacts, and they calculate

outcomes as a function of the size and

nutritional condition of a population.

Data for a given population are used

to estimate and display the consequences

of protein-energy malnutrition; low

birth weight; improper child feeding;

and vitamin A, iron, and iodine

deficiencies. Several developmental

indicators are charted: mortality,

morbidity, fertility, health and

education costs, vision, school

performance, cognitive capacity, and

work productivity. United Nations

population models (including data

on growth, age, and gender) are

integrated into these calculations to

project consequences up to 30 years

in the future.

undertaken to enable domestic

personnel to continuously integrate

and update data, thereby ensuring

the survival of PROFILES beyond

the time of BASICS involvement.

Such an approach also supports the

trend toward decentralized health

care throughout Africa by providing

a cadre ofprofessionals able to lise

PROFILES for planning on the

district and local levels.

BASICS strongest application of

PROFILES has been in Ghana. The

project has taken place within the

larger context of the country's Vision

2020 initiative, which aims to raise

the standard ofJiving to that ofa middle

class country by the year 2020. The

PROFILES presentation builds on this

theme by pointing out that children

currently being conceived and born

will enter the workforce by that time.

It argues that the hope of becoming

a middle class country depends on

immediate investments in nutrition

in order to ensure the survival,

education, and productive capacity

of future generations (see figure 3.1).

The PROFILES process was facilitated

jointly by the Nutrition Unit of the

Ministry of Health and the Center for

Social Policy Studies at the University

of Ghana. This effort involved a core

group of technical experts and advisors.

Both groups included nutrition and

health professionals from a variety

ofgovemmentrninistries, universities,

and nongovernmental organizations.

In 1997, these professionals

participated in a workshop conducted

70 r------------------------

Figure 3.1 Summary of Productivity Gains

The West Africa regional staff of

BASICS took initial leadership in

implementing PROFILES by

translating the program into French

for use in the Francophone countries

of Mali and Senegal. In addition, a

curriculum was designed for a two­

week regional workshop on PROFILES

in October 1998, with representatives

from several African countries.

Numerous educational activities have

been initiated, including the training

of both epidemiologists and computer

programmers. The training was

60
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Summarizing all the potential productivity gains over the 5-year period, Ghana i. expected to gain $105 million
from the reduction of iodine dcficiency, $32 million from the reduction of stunting, and $16 million from the
reduction of iron deficiency.
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Summarizing all the potential productivity gains over the 5-year period, Ghana i. expected to gain $105 million
from the reduction of iodine deficiency, $32 million from the reduction of stunting, and $16 million from the
reduction of iron deficiency.
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by two nutritional epidemiologists

with PROFILES experience. Models,

scripts, and a computer presentation

were developed, as well as plans

regarding overall strategy, priority

objectives, and target audiences.

Nutritional goals were developed,

based on input from participants

and on the year 200 I as the target

date for reduced malnutrition, as

specified in the Ghana National

Plan of Action for Nutrition.

As a result of the workshop,

decision makers from a wide range

of government and donor agencies

committed themselves to supporting

nutrition-related activities. One

immediate result has been the

development of a new child

survival strategy by the ministry

of health that places improved

child nutrition as its top priority,

specifically citing the PROFILES

presentation in its situation analysis.

Following this success, the core

group of technical experts and

advisors has remained active,

modifying and using the

presentation with different audiences.

PROFILES has been used in Zambia

by the National Food and Nutrition

Commission, a government body

responsible for policymaking, planning,

and advocacy in the nutrition sector.

A core/advisory group process, similar

to that followed in Ghana, has been

used to modify the PROFILES

application. In tum, PROFILES has

contributed to a presentation that is

being used by donor and government

decision makers to increase awareness

of nutrition problems at the national

level. The Zambia application may

require further development to involve

Table 3.1 Predicted Under-Age-S (US) Deaths for 7Wo Nutrition Scenarios: PROFILES Senegal Application

Scenario Item 1995 1996 1997 1998 1999 2000 Total

Demographic
Projections Live births (thousands) 351 357 363 369 375 381

U5 population (thousands) 1,441 1,495 1,548 1,598 1,647 1,701

U5 deaths 29,131 29,258 29,727 30,037 30,187 30,819

U5 deaths per thousand live births 83.0 80.3 789 77.2 75.3 74.7

A. No Change
(Baseline)

Percent normal weight-for-age (%) 76.5 76.5 76.5 76.5 76.5 76.5

Total U5 deaths 29,131 29,258 29,727 30,037 30,187 30,819 179,159

Nutrition-related U5 deaths 10,070 10,112 10,276 10,383 10,435 10,653 61,929

B. Improved
Nutrition

Percent normal weight-for-age (%) 76.5 77.8 79.2 80.5 81.9 83.2

Total U5 deaths 29,131 28,699 28,598 28,327 27,895 27,894 170,544

Nutrition-related U5 deaths 10,070 9,557 9,147 8,673 8,143 7,728 53,318

Lives saved over scenario A ° 555 1,129 1,710 2,292 2,925 8,611

Table 3.1 shows yearly estimates of deaths for children under five years of age (US) for two different scenarios. Scenario A (No Change) serves as the baseline, while scenario
B (Improved Nutrition) estimates the impact of a hypothesized nutrition improvement program that reduces the prevalence of mild underweight by 30% and of moderate and
severe underweight by 25%, each over 6 years, in a linear fashion. Both scenarios assume relative risks of death of 2.5%,4.6%, and 8.4% for mildly, moderately, and severely
underweight children throughout the 6-year period and use ·the Population Attributable Risk procedure to make the estimates. Scenario A assumes the United Nations (U.N.)
median population projections and prevalences of mild, moderate, and severe underweight in US children arc equal to the 1993 Demographic and Health Survey (DHS)
findings of 17.3%, 05.0%, and 01.2% respectively, throughout the 6-year period. Both US mortality rates for each nutritional status category equals the rates implicit in the
U.N. projections, dropping gradually over the period in proportion to the U.N. total US rate. The hypothesized program saves 8,611 lives over the 6-year period. The
assumed values for relative risk are based on the results of Pelletier and colleagues (see first page of this chapter), which are reliable for children aged 6 to 59 months but not
necessarily for children under 6 months of age. Thus, the estimates shown here may not be reliable because they include children aged 0 to 5 months.
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more nutritionists and health

professionals in the analysis and

formulation of both data and results.

In Mali, PROFILES was applied in

response to a growing awareness of

the severity of malnutrition which

resulted from the release of the 1996

Demographic and Health Survey.

The survey revealed a sharp increase

in the prevalence of underweight and

stunted children during the past 10

years. Three nutritional epidemiologists

visited Mali in 1997 to discuss various

options for the application of

PROFILES, and they followed up

with a workshop to facilitate policy

analysis. A formal computer-based

presentation to key decision makers

subsequently resulted in the initial

development ofa nationwide, 10-year

nutrition investment plan.

In Senegal, PROFILES is being used

to educate decision makers on nutrition

problems and to foster cooperation

among a variety of agencies in

developing nutrition programs

(see table 3.1). To broaden the

reach of PROFILES, the application

software was translated into French,

the national language in Senegal.

The payoffs resulting from economic

development and heightened
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production are often more easily

understood and appreciated than the

benefits of investing in health or

education. In the countries where

BASICS has applied the PROFILES

program, policymakers have been

impressed by the strong evidence of

the link between nutrition and

national progress. PROFILES can

contribute to shifting spending and

policy priorities toward a greater

emphasis on nutrition. Improved

health and quality oflife readily

become national goals when

investments in children are shown

to be economically beneficial.

For example, a 1994 meta-analysis

study by N. Bleichrodt and M. P. Born

on the effect of iodine deficiency on

intelligence concludes that iodine

deficiency causes an average decrease

of 13.5 IQ points ("A Metaanalysis

36

of Research on Iodine and its

Relationship to Cognitive

Development" in The Damaged

Brain ofIodine Deficiency, ed. 1. B.

Stanbury, New York: Cognizant

Communication Corporation). Most

of this effect probably occurs in the

offspring of iodine-deficient

mothers. Thus, reducing iodine

deficiency in a population can, over

time, increase general intell igence,

which, in tum, enhances worker

productivity. Other studies have

linked iron deficiency anemia to

lower labor productivity. The

PROFILES models capture these

results and others to estimate the

potential gains in worker productivity

that could be achieved by reducing

or eliminating various nutritional

deficiencies. Thus, the application

in Ghana concluded that every

U.S.$lOO invested in nutrition

programs could result in U.S.$960

in increased productivity due to

improved health, strength, and

mental capacity among workers.

In the future, three factors will

largely determine the impact of

PROFILES on nutrition policy:

credible research and data, a

sufficient magnitude of estimated

improvements to justify increased

investments, and strong individuals

and institutions capable of advocating

for change. The degree to which

these conditions can be met varies

among developing countries, all of

which face the difficult task of

creating budgets and infrastructures

that can satisfy the needs of

burgeoning populations.

Placing nutrition and health at the

center of policy and spending

decisions is, therefore, more

complex than simply identifying

tangible costs and benefits. While

PROFILES provides a strong

technical tool for health advocates,

resulting evidence and analysis can

only be used to the degree allowed

by a spec,ific political and economic

context. Nonetheless, the information

and perspectives provided by

PROFILES offer clear alternatives

and guidance to policymakers as

they move into the future.
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Developing Health Systems
in Eritrea

r
hroughout the world,

agencies, professionals,

and community leaders

have a strong interest in

improving the health and well-being of

populations. They recognize the critical

contribution that healthy children

will make to economic and social

development in the future. Yet

many countries face severe

budgetary constraints and have limited

resources, knowledge, and training

with which to develop and deliver

health services. Financial constraints,

civil and political unrest, resource

depletion, and widespread poverty

create barriers to progress for even

the most willing and well­

intentioned governments.

Functioning infrastructures must be

in place before specific programs

can be launched, for example,

programs for immunization,

nutrition, health training, or

education. Therefore, international

organizations, such as BASICS,

WHO, or UNICEF, are frequently

challenged not only to design and

implement suitable interventions

but also to assist in the

development of capacity and

policy. Doing so ensures that

activities make a lasting contribution

to health conditions in a given country.

As part of its work in 12 African

countries, BASICS collaborated

with the MOH in Eritrea to

strengthen and expand the country's

health care delivery. Launched in

late 1994, the Eritrea Health and

Population Project (EHP) aims to

increase the availability and use of

basic health and reproductive health

services. This two-pronged

approach reflects an understanding

of the inextricable nature of

maternal and child health

condi tions; if a mother is well

nourished and has access to care,

she is more likely to give birth to a

healthy baby and to seek treatment

for her child when needed.

Newly independent Eritrea is

determined to revcrse the devastating

effects ofa 3D-year civil war that

severely weakened the country's

infrastructure and resources. The

country has been unique in its

desire to become as self-reliant as

possible and to depend only

minimally on foreign assistance.

Government agencies and policies

are being established to create a

base for sustained economic growth

and development that can, in tum,

improve social and health conditions.

To meet these goals, the MOH will

have to overcome formidable

challenges: high morbidity and

mortality rates for women, infants,

and children due to preventable

causes, such as diarrheal diseases,

malnutrition and micronutrient

deficiencies, tuberculosis, closely

spaced pregnancies, and

complications during childbirth.

Today, despite these obstacles, the

Eritrean mortality rate for children
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Figure 3.2 Average Number of Drugs Prescribed Per Encounter
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To address this critical situation, the

MOH designed a model for a health

service system that aims to ensure

intervention on several levels. Villages

with a population of l,OOO, select a

community health agent and a

traditional birth attendant who are

trained in health education, in when

to refer a sick child, and in basic

hygiene and sanitation.They are

also given supplies by the MOH for

first aid, maternal and child health,

and family planning services (MCI-II

FP). Complementing individual

service providers, health stations

provide integrated MCHlFP services,

preventive and curative care,

laboratory services, immunizations,

and outreach. Health centers provide

outpatient and inpatient services to

populations of 50-100,000, while

provincial hospitals and the national

referral hospitals handle the most

critical diseases and cases.

Injust a few years, the Eritrean

government made enormous strides

in developing health policies. In

1996, the MOH collaborated with

numerous international donor

hospitals, 35 health centers, and 113

health stations. Many facilities are

poorly equipped and lack basic

necessities, such as diagnostic and

laboratory equipment and supplies.

In the past, standards in the Eritrean

health care system have been quite

limited. Integrated services have been

lacking and curative services tended

to be emphasized over prevention.

As a result of destruction and damage

caused during the war, the population

on.2 million has access to only 15

more than 3 percent will result in a

doubling of Eritrea's population in

23 years, promising more pressure

on the country's fragile resources

and services in the future.

MHH Zimbabwe TanzaniaMassawaKeren

under 5 is half of what it was 40 years

ago (120 deaths per 1,000 Jive births)

according to UNICEF's State ofthe

World's Children 1998 report.

However, this and other indicators

of health are still problematic. The

1995 Eritrean Demographic and

Health Survey indicates that almost

59 percent of the country's children

under 5 are not fully immunized,

while 61 percent are severely or

moderately underweight and 38

percent suffer from stunting. In

addition, the use of contraceptives

is low. The current growth rate of
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organizations (such as BASICS,

UNICEF, WHO, Save the Children,

and the United Nations Population

Fund) to establish guidelines for

primary health care. These nationwide

policies addressed key areas of

concern, including reproductive health,

nutrition, childhood diseases, and the

treatment of tuberculosis and malaria.

Emphasis has been placed on

information, education, and

communication (lEC) campaigns to

improve the knowledge and

involvement of the general public in

health care, systems for quality

assurance of care, and the process

of decentralization of health

management to regional and local

levels. Additional efforts have included

the development of guidelines for

regional planning of child survival

programs, including immunization,

nutrition, and reproductive health.

In 1997, one year after establishing

guidelines, the Eritrean government,

assisted by BASICS, tackled the

establishment of a national drug

policy. This effort has provided a

framework for regulating and

implementing drug-related

treatments. Guidelines for drug

procurement have also been

developed, in particular the need to

increase the role of the private

sector in drug procurement through

both national and international

channels. In addition, an essential

drug list was formed to help health

care practitioners determine which

drugs should be used and when

specific drugs should be prescribed,

thereby saving money and limiting

unnecessary treatments.

Between 1995 and 1996, the average

number of drugs per outpatient client

prescribed by medical doctors in Eritrea

(see figure 3.2) dropped by 12.1 percent,
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from 2.06 to 1.81. Assuming a

similar prorated decline in the

average cost of a prescription, and

an outpatient population of 150,000,

the outpatient departments of

Eritrea's three largest hospitals

achieved a combined savings of about

U.S.$25,OOO between 1995 and

1996. This drop in the average

number ofdrugs prescribed is directly

associated with a 94 percent

compliance with the Essential

40

National Drug Lists. Furthermore,

the MOH strongly advocates rational

drug use through quarterly drug

information bulletins mailed to all

physicians and health workers in the

country. BASICS provided a

technical consultant to assist with

the drug policy project, which led

to the development of a revised and

more universally accepted national

list of drugs in 1995.

Most recently, the 1998 Standard

Treatment Guidelines were

developed to improve the quality and

consistency ofcare for Eritrea's

population. These standards,

contained in a manual to be

distributed to health facilities and

practitioners nationwide, ensure that

any patient seeking advice on prenatal

dietary habits or a child's illness, for

example, will receive the same level

of care and specific treatment

regardless of where he or she lives.

During the entire policy development

process, BASICS has offered support

to Eritrea through the Eritrean

Health and Population Project

(EHP). The initiatives described

previously serve as a basis for the

project, which assesses health-related

circumstances, helps implement

policies and guidelines, strengthens

systems, and trains health workers.

EHP focus areas include

immunization, oral rehydration

therapy, nutrition, acute respiratory

infection, malaria treatment and

control, family planning, pre- and

post-natal care, and HIV/AIDS

control. The EHP emphasizes the

need to inform and involve women

in health care projects, because their

enhanced decision-making power

both at home and in society is critical

to increasing the use of services by

mothers and their children.

Through the EHP, BASICS

provides technical assistance to the

MOH and regional and local health

facilities in the four contiguous

regions of Maakel, Debub, Gash­

Barka, and Anseba. The EHP has

the following six goals and a range

of strategies to accomplish them.

• Increase the capacity of the MOH

to strategically plan, develop,

manage, and implement policies

for the provision of child survival

programs to communities. A survey

ofhealth facilities and professional

capacity has been conducted, as

well as reviews of health care

financing and constraints on

decentralization. Assistance is

being provided to help regional

managers develop annual health
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plans. Training programs in

monitoring, evaluation, and

priority setting are also underway.

Strengthen the existing Health

Management Information System

(HMIS) by assisting the MOH

with the collection, analysis, and

dissemination of public health

information. Based on input from

hundreds offacility-based health

workers, national health indicators

have been developed, as well as

new forms and registers for data

collection. To date, more than

900 health information officers

have been trained to use these

data systems, which are in use in

all health facilities in Eritrea. In

addition, an instruction manual

on the HMIS has been written

for health workers in Tigrinya

(the dominant language in

Eritrea). Software programs to

collect health data and to register

patients have also been

developed and are in use by

both the central government and

the regions.

• Expand and improve local and

nationallogisticai systems to

deliver drugs, essential supplies,

and laboratory services to health

workers. Medical instruments,

chemicals, and supplies have been

ordered through an international

bidding process supervised by

the Pharmaceutical Corporation

of Eritrea (PHARMECOR). The

MOH and PHARMECOR staffs

have been trained in software

programs, drug management and

policy, drug quality control,

injection safety, and cold chain

practices to ensure the adequate

storage and handling of vaccines.

Other activities currently underway

include the design of warehouses

and the delivery and installation

of equipment and supplies for a

national drug quality-control

laboratory.

Build national capacity to train

health workers to plan, manage, and
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implement integrated child

health and family planning

programs at the conununity

level. A major achievement

in this area has been the

design and implementation

of a 4-year nursing

cuniculum at the University

of Asmara. Another

milestone has been the

adoption of the integrated IMCI

strategy by the MOB. The training

ofhealth workers in /MCl, including

the integration of lEC materials,

is in progress. In addition, an

analysis ofhealth and human

resources in Eritrea was submitted

to the MOH, as well as reports

on quality assurance techniques

and nutritional status. Reconunen­

dations for the feeding of infants

and children were deveJoped.

Support the planning, delivery,

and evaluation of integrated health

services through the collection

of baseline data and operations

research. Studies have been carried

out on a number ofcritical subjects,

including health system decentrali­

zation, doctors' prescribing

practices, and practices of rural

drug vendors and their clients'

drug purchases. The quality of

care and health logistics systems

have been assessed. Research
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BASICS technical assistance to the

Eritrea MOH and its departments was

very impressive. It was very timely
aDd current in terms of our technical

need . We are very satisfied. The
Project personnel also guided and

trained our staff in areas

that were very valuable to us.

Dr. Glrirlllae Tesfaselassie, Head of Office of
InlertlatiOl,al Cooperatio/l, Eritrea Ministry of Health

results on these and other areas

will continue to contribute to the

development of practice and

treatment standards.

Develop and implement lEC

programs to expand the use of

reproductive health services and

to help caretakers improve their

practices for the prevention and

management of childhood illness.

Members of the regional health

teams have received training

curricula on the use and testing

of IEC materials. IEC materials

and equipment have been supplied

to the MOH; their staff members

have received on-the-job training

in their use. Workshops have also

been designed to facilitate improved

conununication between clients

and health care practitioners.

Significant progress has clearly been

made in the few years since the EHP

was launched, in large part

because of the enthusiasm

and determination of the

Eritrean government. Given

the initially short C3-year)

time frame of the project,

many goals remain

unfulfilled; additional time

for both implementation and

follow-up will be needed to

fully assess the long-term impact of

the EHP. Future efforts will focus

on questions of financing,

decentral ized planning, reporting

deficiencies, design of the HMIS,

and the hiring of technical

assistance needed by the MOB.

Thus far, most energy and resources

have been devoted to laying the

groundwork for infrastructure

development within Eritrea's

health care system. It is the hope

of BASICS that the MOH and

regional and local health facilities

will be able to continue to expand

and improve their capabilities to

evaluate health-related problems

and to find innovative solutions.

Strong recognition of the

importance of primary care and

reproductive health services will

serve Eritrea well as the country's

leaders and people find new

ways to confront the challenges

ofthe future.
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While there are nmnerous approaches

to policy development, BASICS

concentrated on an approach that

relies on the use of scientific evidence

to develop child survival policy.

This data-based approach has proven

to be successful in several ways.

The approach can be a powerful

factor in the mix of considerations

that influence decision makers,

particularly when the information is

presented in dramatic fashion by

credible spokespersons. The data­

based approach provides a rational

targeting of resources, and it points

the way to additional data

acquisition and future research that

can strengthen the next round of

policy development.

Unlike most other approaches to

policy development, the data-based

approach enables all parties to the

proposal to learn systematically

about existing and proposed

policies and their likely outcome.

BASICS has also found it advisable

to involve additional sectors to support

the development of effective child

survival policies. For instance, in

order to get support for nutrition

policies, it was necessary to convince

policy makers that investments in

nutrition will have educational and

productivity benefits for the country,

in addition to health benefits.

BASICS determined that it is very

important to partner with other

donors, especially the multilateral

agencies (e.g., WHO, UNICEF, and

the World Bank). Having the

support of the international experts

and the organizations that have

resources is invaluable when

establishing and promoting child

health policies. Several agencies

advocating and supporting the

acceptance of a new policy are much

more effective than one organization

operating alone. BASICS work in

IMCI and with PROFILES has

demonstrated this conclusion.

Future needs in support of child

health issues include the development

of a policy advocacy tool that can

accomplish for child health what

PROFILES has accomplished for

nutrition. The tool will demonstrate

in monetary terms the benefits of

improved child health and reduced

child mortality. Policy makers are

typically supportive of child health

programs, but having evidence that

quantifies expected gains in terms

of lives and financial resources

saved can make their job easier and

help ensure sufficient resources.

Although BASICS has worked very

closely with multilateral donor

agencies, there is a need to strengthen

and sustain these relationships. The

donors complement one another in

these efforts-WHO promotes

policy direction, USAID provides

technical assistance and resources

to test innovative approaches,

UNICEF has the mandate and

resources to provide supplies and

equipment, and the World Bank

supplies the funds to replicate and

scale-up promising child health

strategies. There is much to do

and there are lives to be saved;

child health programs must take

advantage of the synergies that

come from strong donor

collaboration and partnerships.
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I ADDITIONAL BASICS POL~CY,

BASICS Work in Policy

PROFILES advocacy activities: Ghana, Mali, 5e egal,
and zambia

Innovative and needed health care finance reform
through the Health Network Project under the
Regional Economic Development Support Office
(REDSO): West and Southern Africa

Development of a national health care financing
strategy: Ethiopia

Development of national health care financing:
Tanzania

Immunization-related policies: Kazakhstan,
Kyrgyzstan, Moldova, Russia, Tajikistan,
Turkmenistan, and Uzbekistan

Integration of vitamin A: Madagascar

IMel as health care policy and training: Bolivia,
Ecuador, EI Salvador, Guatemala, Haiti,
Honduras, Madagascar, Nicaragua, Peru, and
zambia

Health care financing and IMCI: Eritrea, Ethiopia,
Kenya, Tanzania, and zambia

Health Network Support System (HNSS) and
PROFILES: Burkina Fa50, cameroon, Cote d"volre,
Ghana, Mali, Niger, Morocco, 5enegal, and 'TDgo
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Further Reading on Policy
from BASICS
Overcoming Remaining Barriers: The Pathway to

Survival by Ronald Waldman, Alfred V. Bartlett,

Carlos C. Campbell, and Richard W Steketee. 1996.

Accomplishments in Child Survival Research and

Programs by R. Bradley Sack, Ricardo M.

Rodrigues, and Robert E. Black. 1996.

Reviev.' ofChild Survival Funding: 1980-1995 by

Deborah McFarland. 1997.

The Recent Evolution ofChild Mortality in the

Developing World by Kenneth Hill and Rohini

Pande. 1997.

PROFILES: A Data-Based Approach to Nutrition

Advocacy and Policy Development by Barton

Burkhalter, Victor Aguayo, Serigne M. Diene,

Margaret B. Parlato, and Jay S. Ross. 1998.

Article in press
Nutrition Advocacy and National Development: The

PROFILES Program and Its Application by Bart

Burkhalter, Edward Abel, Victor Aguayo, Serigne M.

Diene, Margaret B. Parlato, and Jay S. Ross. 1998.

Highlights (one-page summaries)

The PROFILES Computer Model: A Tool to Build

Consensus for Nutrition Strategies

Eritrea Reaches Consensus on Primary Health Care

Policy: Building a Strong Foundation for the Future
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IMCI: MOVING AWAY FROM A DISEASE-SPECIFIC APPROACH

Applying Integrated
Management of Childhood
Illness in Zambia

very year in developing

COtmtries, about 12 million

children die before

reaching th ir fifth

birthday. Tragically, approximately

70 percent ofthese early death occur

because offive preventable conditi ns:

diarrhea, acute re piratory infection,

malaria, measles, and malnutrition.

The scope and impa t of these

conditions could be greatly reduced

through timely, relatively easy

interventions. Becau e children

often suffer from more than one of

the conditions-a part m that can

hasten the onset, exacerbate the

everity, and complicate the treatm nt

ofeach-a single diagno i is often

insufficient. Recognition that

addressing several problem

simultaneou Iy can reduce the

frequency and e erity ofillne

prompted the World Health

Organization's Division of Child

Health and Development (WHO/COO),

in collaboration with UNICEF, to

launch a groundbreaking strategy

known as the Integrated Management

ofChildhood Illness (lMCI) in 1995.

This approach focuses the compre­

hensive treatment needs of the sick

child. Through a range of integrated

interv ntions, the IMCI strategy

aims not only to treat immediate

symptoms but also to support

growth and development. It

combines improvements in overall

case managem nt with promotive and

preventive interventions in key areas,

such as nutrition and immunization.

At the h art of IMCI is a set of

guidelines that specifY the steps

needed to manage one or more of

the five major childhood illnesses.

WIlen used by first-line health

workers, the correct classification

BASICS IMCI Strategic Vision
Develop interventions that will address key factors that impact on health worker and health facility performance. Influence the

agenda of other, longer-lived agencies.

• Provide technical assistance and training to senior health officials of various countries as they prepare to implement IMCI.

• Develop methods, materials, and approaches for pre-service and in-service training of health workers in the management of

childhood illness, particularly focusing on front-line health workers and especially those with limited formal education.

• Develop strategies beyond training to improve the management of childhood illness, including the organization of health clinics,

monitOring and supervision of health workers, health worker motivation, drug supply, and other key elements of the health system

influencing the quality of care provided at health facilities.

• Improve case management practices for childhood illnesses in the home and in the community, focusing on both preventive and

curative behaviors.
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PATHWAYS AND PARTNERSHIPS: BASICS CONTRIBUTIONS TO CHILD SURVIVAL

IMCI currently centers around the

training of health officials and

workers. During a course in IMCI,

participants learn about assessing,

classifying, and treating the most

common childhood illnesses, as

well as the routine updating of

immunizations, micronutrient

supplementation, promotion of

breastfeeding, and counseling to

reduce malnutrition. Special

attention is given to quickly

identifying the sickest children by

assessing for general danger signs

and then correctly referring those

who need specialized medical care.

Each country requires a

unique combination ofIMCI

interventions that depend on

the country's specific

disease-related trends, the

way that its health care

system is organized, existing

methods of treatment, and

the goals of its decision makers.

These factors guide achievement of

the three central IMCI objectives:

improving the skills of health

workers, improving the capacity of

health systems to deliver quality

care, and improving the child

health-related practices of families

and communities.

enhancing communication between

health workers and caretakers. In

addition, the practice of IMCI helps

health workers improve their skills in

assessing and classifying the illnesses

and conditions of sick children.

BASICS has been an integral part

ofsupport for IMCI in many countries.

The BASICS Pathway to Survival

model (see chapter I) identifies

interventions that are all related to

IMCI: improving the skills of health

workers, altering the health system

to support effective management of

childhood illness, and extending the

reach of health services into even

remote communities. To date, BASICS

has worked with WHO and UNICEF

to promote IMCI in 19 countries

around the world. (See map on page 60.)

Enormous strides have been made,

including the establishment of

national IMCI advisory groups and

the training of more than 5,000 health

workers in IMCI case management.

IMel offers Zambia the opportunity to

address many elements of health care

related to children in a comprehensive,
coordinated, and integrated manner.

This approach is not only in line

with the vision of our health reforms,
but it serves the best interest of children,

their families, and our nation.

Dr. Gavin Silwanrba, Director General, CBOH,
Government of the Republic ofZambia

Recognizing these benefits, a growing

number of multilateral and bilateral

agencies and nongovernmental

organizations have supported IMCI

worldwide. Since the program's

inception, 40 countries have

introduced or begun to implement

the program. The increasing appeal

and applicability of IMCI have

much to do with the global trend

toward the decentralization of

health care; the approach centers

around improving the quality of

services on the local level and

of illnesses result in

comprehensive care for the

sick child, including the

combined treatment of

conditions when appropriate,

counseling of caretakers

about home care, and

referral, as required.

According to the 1993 World

Development Report from the World

Bank, following an integrated approach

would have the greatest impact on

the global burden ofdisease. Because

IMCI focuses on prevention as well

as treatment, it is cost effective, despite

initial spending for training and

reorganization of the health system.

In addition, disease-specific

approaches are often insufficient

and waste scarce resources.
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IMCI: MOVING AWAY FROM A DISEASE-SPECIFIC APPROACH

Health workers are also taught

communications skills to help

caretakers better treat their sick

children and prevent future illness.

The IMCI process itself involves

several steps, beginning with a health

worker's assessment of a child's

condition through a history taking,

physical examination, and checking

of his or her nutrition and

immunization status. A color-coded

written algorithm helps the health

worker assess the child, classify the

child's condition, and provide

caretaker counseling on the child's

integrated treatment and care plan.

practical treatment skills, such as

administering drugs, feeding practices

during illness, and treating infections

at home. For several classifications,

caretakers are asked to return for a

follow-up visit with their child on a

specific date. They are also advised

on how to recognize symptoms that

signal when the child should be

immediately brought back to the

health facility.

One of BASICS strongest and most

successful efforts in the area of

IMCI has taken place in Zambia.

Following democratic elections in

1991, the Zambian government

launched a plan for comprehensive

health care reform. According to

demographic health surveys

conducted in 24 African countries,

Zambia was the only country to

experience an increase in under 5

child mortality between the 1980s

and 1990s. Today, approximately

one in five Zambian children dies

before his or her fifth birthday.

Many factors have contributed to this

situation, including poverty, high

fertility, malnutrition (exacerbated

by frequent drought), increased

resistance to anti-malarial drugs,

and the spread of HlY/AIDS.
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The treatment and care plan specific

to each child depends on the classi­

fication of his or her

signs and symptoms.

Health workers

counsel caretakers on

The IMCI Chartbooks, translated into several
languages, serve as the centerpiece for the

IMCI training experience.
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PATHWAYS AND PARTNERSHIPS: BASICS CONTRIBUTIONS TO CHILD SURVIVAL

In 1995, the Zambian government

requested that USAID provide the

technical leadership for the

country's strategic plan for child

survival. BASICS was charged with

the role of addressing child health

through the Zambia Child Health

Project (ZCHP), a bilateral effort

between USAID and Zambia. The

ZCHP covers a wide range of

interventions throughout the

country, including IMCI.

The implementation ofIMCI is not

dependent on establishing new

agencies or health facilities but

rather on collaborating with and

improving existing ones. During the

orientation phase ofIMCI,

50

discussions were held with policy

makers and health officials on the

implications of the program for

Zambia. Following those meetings,

the Ministry of Health (MOH)

agreed to implement the strategy.

Because IMCI matched well with

overall MOH plans to decentralize

and strengthen local services, the

Zambian government quickly adopted

the approach as the national policy

that determines how sick children

are diagnosed and treated.

In collaboration with international

donors, such as WHO and UNICEF,

as well as bilateral aid agencies,

especially USAID and local NGOs,

BASICS has supported the MOH in

moving forward with the implemen­

tation ofIMCI in Zambia. Health

facility assessments (HFAs) were

conducted in Copperbelt Province

and in both urban and rural areas of

Lusaka. The findings identify current

health worker performance and critical

areas for intervention. (See chapter

6 for more about the HFA process.)

The information gathered on existing

case management practices has

contributed to the development of

plans for an integrated system of

health care delivery.

IMCI was officially introduced in

Zambia in 1996 at an adaptation

workshop attended by officials from

numerous areas of the MOH and

the Central Board of Health

(CBoH), including the maternal and

child health/family planning,

nutrition, malaria, epidemiology,

and pharmaceutical units.

Representatives from hospitals and

health facilities also attended this

meeting, which resulted in the

establishment of an IMCI advisory

group. Since then, USAID, through

the BASICS project, has provided

funding, technical support, and

materials (such as wall chart

booklets and training modules) for

the introduction ofIMCI-based

case management. Initial project
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IMCI: MOVING AWAY FROM A DISEASE-SPECIFIC APPROACH

sites have been located in rural and

urban parts of Lusaka and the

Copperbelt in the north, with

expansion planned for rural areas of

the Eastern Province.

Zambia has been a model for how

the WHOfUNICEF training course

can be used in other BASICS

project countries implementing

IMCI. The course was adapted to

match local conditions. In Zambia,

for example, local conditions

prompted the review of existing

national guidelines on malaria and

nutrition. Adapted materials were

also developed to train health

workers and course facilitators. In

addition, BASICS has produced

educational materials that are used

during IMCI implementation and in

other aspects of the national health

program, such as the Mother's Card

and information for community

health workers and neighborhood

health committees.

To date, 300 health staff and trainers

from 17 districts have completed

the II-day IMCI training course.

By the end of the BASICS project

in Zambia in 1999, at least another

100 health workers and managers

will have been trained and four

training sites will have been

official ly established.

In 1997, BASICS field-tested the

IMCI Complementary Course in

Lusaka with participants from rural

areas of the Eastern Province. This

course is designed specifically for

health workers who are not

accustomed to large amounts of

reading and the extensive use of

written materials in their work.

Participants in Zambia included

environmental health technicians

and Zambian Enrolled Nurses, two

cadres of health workers with

minimal professional training. The

Complementary Course facilitators

use adult learning theory to draw

out and build upon participants'

current knowledge and practices.

In yet another step forward, the

IMCI course is being considered for

pre-service training. The Zambian

General Nursing Council and the

Medical Counci I of Zambia are

exploring ways to incorporate IMCI

training into their existing curricula.

Field-testing of the use oOMCI in

professional institutions, such as

schools of nursing and medicine,

may begin as early as 1999.

The overall eagerness of the MOH

and the CBoH to adopt IMCI has

been spurred by the need to

improve fundamental, preventive

methods of care. IMCI fits into this

goal by providing clear standards

that can be followed even when a

country's resources are constrained.

So far, IMCI in Zambia has had

important results: the adaptation of
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during IMCI implementation and in

other aspects of the national health

program, such as the Mother's Card

and information for community

health workers and neighborhood

health committees.

To date, 300 health staff and trainers

from 17 districts have completed

the II-day IMCI training course.

By the end of the BASICS project

in Zambia in 1999, at least another

100 health workers and managers

will have been trained and four

training sites will have been

official ly established.

In 1997, BASICS field-tested the

IMCI Complementary Course in

Lusaka with participants from rural

areas of the Eastern Province. This

course is designed specifically for

health workers who are not

accustomed to large amounts of

reading and the extensive use of

written materials in their work.

Participants in Zambia included

environmental health technicians

and Zambian Enrolled Nurses, two

cadres of health workers with

minimal professional training. The

Complementary Course facilitators

use adult learning theory to draw

out and build upon participants'

current knowledge and practices.

In yet another step forward, the

IMCI course is being considered for

pre-service training. The Zambian

General Nursing Council and the

Medical Counci I of Zambia are

exploring ways to incorporate IMCI

training into their existing curricula.

Field-testing of the use oOMCI in

professional institutions, such as

schools of nursing and medicine,

may begin as early as 1999.

The overall eagerness of the MOH

and the CBoH to adopt IMCI has

been spurred by the need to

improve fundamental, preventive

methods of care. IMCI fits into this

goal by providing clear standards

that can be followed even when a

country's resources are constrained.

So far, IMCI in Zambia has had

important results: the adaptation of
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Table 4.1 Percentage of Health Worker Practices Before and After IMCI1t"aining
in Lusaka, Zambia

March August February May
Health Worker Practice 1996 1996 1997 1998

Counted breaths for child with cough 2 70 61 84

Checked skin pinch for child with diarrhea 33 55 60 61

Prescribed antibiotics for a common cold 47 15 29 16

Prescribed antibiotics for non-bloody diarrhea 45 II 30 10

Explained how to use medications 24 68 40 80

Asked about the sick child's current feeding 47 71 64 79

Advised on child's feeding 16 46 44 49

Average minutes of consultation 5.4 minutes 5.9 minutes 4.6 minutes 8.3 minutes

clinical guidelines by government

agencies and an increase in the

level of knowledge and skills

among health workers.

Health policies have also been

updated to more adequately meet

international standards. For example,

immunization schedules have been

revised; drugs to treat problems, such

as ARI and dysentery, are more widely

available; and a greater number of

children now receive nutritional

supplementation with vitamin A and

iron. It is expected that the elimination

ofvitamin A deficiency in Zambia will

reduce mortality by 20--30 percent,

thereby saving an estimated 72,000

children each year. Guidelines have

been adopted in other areas,

including malaria management and

exclusive breastfeeding.

The initial stages of the IMCI process

have been continuously reviewed to
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ascertain the level of progress and to

allow for changes to be made. In

August 1997, a panel of local and

international reviewers coordinated

by the CBoH conducted a one-year

review of the IMCI approach in

Zambia. The review concluded that

the project is on course and

recommended that it enter the

expansion phase, during which all

elements ofIMCI would be stepped

up, training activities would be

launched in additional districts, and

monitoring and evaluation would

become more systematic.

A year after baseline HFAs were

conducted in the Copperbelt and

Lusaka, follow-up surveys sought to

identify changes in health worker

practices that resulted from workers'

participation in the standard IMCI

training course. The survey revealed

that health worker clinical skills in

classifying and treating child i.llnesses

and in counseling caretakers had

improved. For example, in urban

health facilities in Lusaka, only

2 percent of health workers counted

breaths per minute before IMCI

training; that figure increased to

70 percent at three months after

training and further increased to

84 percent at II months after training.

Also noted in the surveys was a

general tendency for performance

to slip somewhat after initial

improvements, but to then return to

a high level, as shown in table 4.1.

This tendency might be explained

by the fact that health centers

received little technical supervision

between the initial IMCI training in

1996 and early 1997. However, in

February 1997 (immediately

following the third survey), a

supervisory skills workshop was

held at which the Lusaka Urban

District Health Management Team

developed a plan for technical

supervision. Subsequently, district

staff reported visiting each health

center quarterly to carry out

technical supervision, including

observation of sick child case

management and extensive

feedback to health workers.

Another possible explanation for

this variation in performance is that
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IMCI: MOVING AWAY FROM A DISEASE-SPECIFIC APPROACH

IMCI in Latin America and the Caribbean

the number of patients visiting

Lusakan health centers increased

dramatically in 1997 following a

decision to close the outpatient

department of the capital city's

University Teaching Hospital. The

large patient loads that resulted

contributed to pressure to reduce the

duration of sick child consultations

at the eight health centers; that

situation could have influenced health

worker performance, In addition,

during the first year of IMCI, only

one or two workers at each health

center were trained, thereby

lessening the chances for co-worker

reinforcement or support for best

practices, By May 1998, however,

participating health centers were

close to meeting their training

goals, and they had strong groups of

IMCI-trained health workers and

on-site supervisors,

BASICS has met many challenges

and unforeseen events while working

to ensure that the IMCI intervention

succeeds in Zambia, For example,

starting in early 1998, IMCI was

significantly hampered for several

months by an embargo on training

imposed by the MOH, Undertaken

by the newly appointed minister of

health, this action was intended to

keep health workers at their places

of employment in the field, After the

In early 1997. IHSICS lind the I'an American Health Oq~anjzatjon (I',.\HO) jointl~

launched :l S-year ReJ,:ional 1i\ICI Initiative in l'i~hl countries throughout Latin America
and thc Caribbean (LAC). Coopenltion is cu ....cntly IIndcrwa~'with Bolivia, Ecuador, El
Salvlldor, GuatcllIala, Honduras, Nkaragua. I'em, and Ilaili. The objecti\'t' of the initiative
is to promote more d'fecliw dl'liver~' of child health sen iccs in th"ee I,ey' areas: the control
of di:II'Theal diseases, acute reslliratory infl'clions. and malnutrition. PAllO estimates that
these conditions, together \I ith diarrhea, malaria, and lIleasles. account for half of all deaths
iltchildren.undcr the age ofS in the LAC region.

National-ll'\c1lntenlJ,:ency' Coordinating COlllmittees han heen formed tu prm·idl' political
and lechnical support for this errllr!. Governmcnts (escepl Guatemala) have adopted thc
1!\IClstrllleg~. Olhers (except Haiti and Gualemala) ha\'c org:lI1izcd natiomtl I.\ICI clinicltl
courses and trained a large cadn~ of facilitators capahle of replicating Iheir nl'W ideas and
skills 011 l he .\nhregional and local knls. Tn datc, more Ihan 3,80n Ilersonnellhruughllut
L,\C ha,·e bcen trainl'll in DICI.

BASICS and P..\I10 have conll'ihuled significanlly' 10 the kwlof knO\\ledge llbout
l'hildhnod diseascs in general and I:\ICI inlcr\'cntions in particular. In addition In course
modules. II \I ide rangl' of informaliunllimalel'i:tls (including brochures, planlling guidelines.
technical documents :1111..1 articles, poslers. and ,'ideos) hal'c heen lranslatcd in In Spanish and
French. Thl'sl' materials haH provcn useful to the \\01'1.. of go\'ernmen! agl'ncies. health
facilities. educatiunal institutiuns. and cOllllllunil~'organizations. Simjlarl~'. the I\1('1 drug
management asscssment lIlanual has heen translated inlo Spllnish and fil'ld-tested in Bolivia.

In an efforl to hroaden the rcach of IMCltraining. fhe COIlllllementary Course for
ausiliary health 'lnrkers \\as alslllranslated and Iil'ld-tesled in 130lh'ia in 1998. In addition.
Ihe 1I0nduran government, \\ilh technical assistance fl'Cllll BASICS, has developed a 7-day
I,\ICI course using adult educatiun tt'chnique,s. (Thl' course is dcsigned for nUl'Sl' ausilbu'ies.
\\111I ClImpo\C more than (lO percent of he:tlth workers delin-ring sen'ict's to child,'enunder
5 ~ cars of age in Honduras.) Olher Iraining Cllursrs under den-Iollment include one fur
ctlmmllnily-It'\l'1 health workers. onc for facilitalors. and one designed for medical
aSSi\tllnts !lnd \·olunteers on communicating with mothers/caregi\'Crs.

\\orking cluscly I,ith j.:lI\ernment officials in Ecuador, BASICS has sought to dewlop a
nalional hehavior Ch:lIIgl", as well as inrormaliun, l'dul'alion, lind communications sll·atcg~'.

;\Iaterials and melhudology to carry out this plan-\\hich aims to incre:l\e Ihe demand and
usc or IMCI hy families and communitil's-wcl"l' cOll\olidated at a workshop inl'ady 1998.
,\rnund Ihe saml' lime, an e\aluation and planning wurl,shop 1'01' BASICS and l'A UO slaff
and ,\/OH alllhnrilil's '\<" alsn held in Ecuador. Earlier in 1997, nalional dnlg consullants
and ;\IOH pl'rsonnl'l frum the counlries had galht'rcd in Ecuador fill' a workshop to
informally Il'stthl' drug managemenl assessment manual.

The IIrst sleps toward thl' dl'velopml'nt of a regional stratl'gy IllclI\ing on heha\ior change
and community health wert' takcn dUI'ing 1998. with a draft papel' produced on Ihe subject
hy B:\5ICS. B,\SICS and I~\HO haw also formulated an operational research agenda for
the LAC. The first study in this Ilrocess-on Ihe usc of palmar pallor lu :lsseS\: anemill in
indigenuus populations Iiring at sea level and high altitlldes-'l3S complt'led in 1998.

11I,iusI nnr a ,ear's lime. the BASICS/PAllO initiali\'C has had ~l strong imp~ICI. In thl'
immediate future, the gllwrnlllentuf Gu:ttemala \I ill come un hoard with the 1:\lel
inilialiw, \I hill' national llcti\'itil's will hl' stepped IIll in lIaiti. In the lonJ,:er IeI'm, the
1m0\\ ledge and Ilnlctices of health worl'l'rs throughout the LAC rej.:ion 'lill he st,-engthened
and Ihe flualily nf lifc for children greatly imprnved.
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PATHWAYS AND PARTNERSHIPS: BASICS CONTRIBUTIONS TO CHILD SURVIVAL

minister had assessed the situation

and established new guidelines for

the operation oftraining by donor

agencies (including BASICS),

programs were resumed.

Currently, districts receiving IMCI

training for their health workers are

obligated to contribute either a part

of the necessary funding or

logistical support, such as

transportation. Fortunately, this

expectation has proven to be

positive by simultaneously reducing

the reliance on BASICS and

ensuring that local governments are

firmly committed to the concept

and implementation ofIMCI.
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Following the first year review meeting

on IMC[ in Zambia, a clear training

goal was established: 50 percent of

health workers in urban clinics and

100 percent in rural centers who see

sick children would be trained in

IMCl. The degree to which this

ambitious intent is fulfilled will

depend on many factors, but in

particular on the overall reorganization

of the country's health system.

IMCI was introduced during a time

of sweeping health reforms by the

Zambian government. Some of

these changes have included the

dramatic downsizing of agencies

and the dissolution of technical

units that were, paradoxically,

central to the IMCI process (such

as a decrease in members of the

IMCI Advisory Group).

This trend has placed BASICS in

the awkward position of providing

not only financial and technical

resources for IMCI, but also day-to­

day administrative and logistical

support. Such a situation flies in the

face of the objective of national self­

sufficiency desired by both BASICS

and the Zambian government. It is

also not sustainable in the long term.

The future ofIMCI implementation

wiJl therefore depend largely on the

improvement of existing health

systems and the strengthening of

new institutions that can support

the training and monitoring of

health workers.

Effective and practical interventions

to involve families and communities

in carrying out IMCI-recommended

actions will also play an important

role. During the course of the ZCHP,

neighborhood health committees

have been formed and cadres of

community health workers have

been trained to work in small

communities. (See chapter 2 for

more on BASICS' community­

based interventions.) In the months
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IMCI: MOVING AWAY FROM A DISEASE-SPECIFIC APPROACH

Preservice Medical Education in fMCI

While WUO was focusing tin the introduction of the II-day course, BASICS and a
,ctll:nmiltel' of the Indonesian Pedialric Association hef,:an, in Decemher 1995, Itl carr~' oul
fhe first modification of 1i\ICI training materials for use during thl' basic clinical education
urlndonesian medical sludents.

Called Pendidil,an Medik Pediatri Terpadu (PI\IPT), tlr IlItegralNI I'rdiatric i\]ediclll
Education. Ihl' educational dr\elopull'lIt effort built on the experience of leading Indonesian
ped'iatric faclllt~' memhers and BASICS technical "tllffwho were trained in medical
edllcation IIf diarrhea case mana~l'nl~nt some years earlier. Man~' of those faculty members

. and IheRASICS technical assistant were part of the P:\IPT commitlee chnrged with
de\l'loping the I,\ICI curricuhl for medical schools.

The cOlllmittee fit'sl adapted and Iranslaled th~ lMCI prorocol and genel"ic Iraining
malerials for Indunesia in collaboralion with till' nalional IMCI adyisor~' committeI.'. TIll'
committee members then developed sp~cial inserts to "'hridge" rhe hasic lMel materials
and treatment recommendations to an Indonesian physician's l(lJowicdgr and sldlllrwl, and

" ,io th~ condition of the facilities availahle to them in rural health centrrs or, in somr
situ:lIions. in ..efe....al hospitals. Throu/:hout Ihe developmenr I)rocess, facult~' members
partidpat~d in rhe WIIO IMCI course III aClluil'e hands-un undl'rslandin/: of the methods

.used in teaching lMCI sldlls lind in monitoring competence of Ihe participants. Although
Ihl' commillee ..eceivl'd ongOing ll'chnical support from BASICS, mnst of Ihe \HII'k \las
condurtl'd independenlly.

,
I

II

I Training physiciam and other hl'allh workers un the joh through the II-day IMCI course is
I,
I~ .coslly. Thereforl', II high priority is to devclop appl'llpriatel:\'ICI curricula and tcaching-
, :Ieuming materials for the pre-service edncation of health workl'rs.
~

X
"

I
L,

ahead, it will be important to

continue developing the skills of

local workers and linking IMCI to

corrununityactivities.

For example, neighborhood health

corrunittees and community health

workers should be familiarized with

the content and intent ofIMCI; that

knowledge would enable them to

talk with caretakers about children's

health in a more informed manner.

Local corrunittees would also be

better able to appeal to government

agencies to solve critical problems

that compromise children's health,

such as environmental pollution and

a lack of transportation to health

care facilities,

;Sj!ldies. conduded at six sites, lookl'd at the types of conditions and numhel's of sicJ,~ childl'l'n
in unh'ersit)' Iwsl)ital clinics, \lards, and peripheral hl'alth centl'rs used for teaching to

" ,dNermine ho\\ Ihesl' cases could he usrd in tl'achinf,: situalions.

'The Ilwdiried materials \\ere thl'n pllckaged as a bool, of basic readings and exercises for
I "students. ..\ mauulil for facult)' members til use in facilitalinj.( sludenllearniug sessions and

,~ •supen-ising clinical sessions, and a guidl' for carr~'ing flut a facult~· training workshop \\ere
\ "lliso de\doped.

In I9911. Ihrl'e workshops \\ ere held to introduce till' matrrials. teaching methods, ('chnical
'oasis, and Ilnlctical mNhods of IMCI to pediatric facult~' memhers. FOUI·tN'1I faculties or
·schuob sent I'eprc'ielltativcs 10 the worliSllllps. A lIla.im· oulcOllle was that faclllt~' members
,prepared plans In iUlruduce 1.\IClte:lching at Ihdr medic'll schools. I.atel· in 1998. a second
l"Ounll (If "orl,shops was held tn I'cvicw the faculties' experiences in introducillg 11'1('1 aud
ttl share approachrs 10 illlpl(,lIll'ntation IIf Ihl' I:\ICI teaching. A goal was set to impl('ment
i'ile newlMCltl'aching in all 14 uatiot... 1 faculties b~' October 11)98.

Another area for improvement is

better procurement of drug supplies

and their distribution systems. The

current use of drug kits that lack

drugs necessary for IMCI stymies

health workers' efforts to carry out

treatments recorrunended in IMCI

guidelines; this situation, in turn,

compromises the health of those

children whose caretakers do seek

treatment. To mitigate the problem,

a drug management assessment

manual and training guide­

developed by BASICS, the Pan

American Health Organization, and

the USAID-supported Rational

I

l

'Faculty lIlelllOerS trained in L\ICI and its l'ducational approach "el'e enthusiastic about
I:\ICI as a syst(,lllatic approach tn manaJ,:ing the must COllllllun childhood illnesses, although
no formal rnlluatilln of the materials and methods has been complel('d 10 date. Of particular
importance is the fact that thl.' training l'mpha,izcs aspects oftcn inadelJuatel~' addressed b~

'tc;a~hers and sludents. such as scn'ening fur malnutrition ;lIld counseling mothers.

The InduncshlJl experienCl' demollsh'ales thatl.\lClmatcrials aimed at middl('-le\'c1 health
\\!l~'!,erscan hl' modilil'd lill' physicians, and the standard 1i\ICI COUI'S(, can be successfull~

·modified 10 suil the different demand, of a presenice curriculum 101' physicians.
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While WUO was focusing tin the introduction of the II-day course, BASICS and a
,ctll:nmiltel' of the Indonesian Pedialric Association hef,:an, in Decemher 1995, Itl carr~' oul
fhe first modification of 1i\ICI training materials for use during thl' basic clinical education
urlndonesian medical sludents,

Called Pendidil,an Medik Pediatri Terpadu (PI\IPT), tlr IlItegralNI I'rdiatric i\]ediclll
Education. Ihl' educational dr\elopull'lIt effort built on the experience of leading Indonesian
ped'iatric faclllt~' memhers and BASICS technical "tllffwho were trained in medical
edllcation IIf diarrhea case mana~l'nl~nt some years earlier. Man~' of those faculty members

. and IheRASICS technical assistant were part of the P:\IPT commitlee chnrged with
de\l'loping the I,\ICI curricuhl for medical schools.

The cOlllmittee fit'sl adapted and Iranslaled th~ lMCI prorocol and genel"ic Iraining
malerials for Indunesia in collaboralion with till' nalional IMCI adyisor~' committeI.'. TIll'
committee members then developed sp~cial inserts to "'hridge" rhe hasic lMel materials
and treatment recommendations to an Indonesian physician's l(lJowicdgr and sldlllrwl, and

" ,io th~ condition of the facilities availahle to them in rural health centrrs or, in somr
situ:lIions. in ..efe....al hospitals, Throu/:hout Ihe dcvelopmenr I)rocess, facull~' members
participat~d in rhe WIIO IMCI course III aClluil'e hands-un und~rslandin/:of the methods

'used in teaching lMCI sldlls lind in monitoring competence of Ihe participants. Although
Ihl' commillee ..eceived ongOing ll'chnical support from BASICS, mnst of Ihe \HII'k \las
condurtl'd independenlly,

,
I

II

I Training physiciam and other hl'allh workers un the joh through the II-day IMCI course is
I,
I~ .coslly. Thereforl', II high priority is to devclop appl'llpriatel:\'ICI curricula and tcaching-
, :Ieuming materials for the pre-service edncation of health workl'rs.
~

X
"

I
L,

ahead, it will be important to

continue developing the skills of

local workers and linking IMCI to

corrununityactivities,

For example, neighborhood health

corrunittees and community health

workers should be familiarized with

the content and intent ofIMCI; that

knowledge would enable them to

talk with caretakers about children's

health in a more informed manner.

Local corrunittees would also be

better able to appeal to government

agencies to solve critical problems

that compromise children's health,

such as environmental pollution and

a lack of transportation to health

care facilities,

;Sj!ldies. conduded al six sites, looked at the types of conditions and numhel's of sicJ,~ childl'l'n
in unh'ersit)' Iwsl)ital clinics, \lards, and peripheral hl'alth centers used for teaching to

" ,delermine ho\\ Ihese cases could he usrd in tl'achinf,: situalions.

'The Ilwdiried materials \\ere thl'n pllckaged as a bool, of basic readings and exercises for
I "studenls. ..\ mauulil for facult)' members til use in facilitalinj.( sludcnllearniug sessions and

,~ •supen-ising clinical sessions, and a guidl' for carr~'ing flul a facult~' training workshop \\ere
\ "lliso de\doped.

In I9911. Ihree workshops \\ ere held to introduce till' matrrials. teaching methods, ('chnical
'oasis, and Ilnlctical mNhods of IMCI to pediatric facult~' memhcrs. Foul'tecn faculties or
'schuob senl I'cprc'icntativcs 10 the worliSllllps. A ma.im' oulcOllle was that faclllt~' members
,prepared plans tn inlruduce 1.\IClteachin~at Ihdr medic'll schools, I.atel· in 1998. a second
muml of \\orl(Shops was held tn I'cvicw the faculties' experiences in introducing 11'1('1 aud
ttl share approachrs 10 illlpl(,lIll'ntation IIf Ihl' I:\ICI teaching. A ~oal was s('tto impl('ment
i'ile newlMClteaching in all 14 uatiot... 1 f<lculties b~' October 11)98.

Another area for improvement is

better procurement of drug supplies

and their distribution systems, The

current use of drug kits that lack

drugs necessary for IMCI stymies

health workers' efforts to carry out

treatments recorrunended in IMCI

guidelines; this situation, in turn,

compromises the health of those

children whose caretakers do seek

treatment. To mitigate the problem,

a drug management assessment

manual and training guide­

developed by BASICS, the Pan

American Health Organization, and

the USAID-supported Rational

I

l

'Facully lIlembers trained in L\ICI and its l'ducational approach \\CI'(' enthusiastic about
I:\ICI as a syst(,lllatic approach tn manaJ,:ing the must comlllun childhood illnesses, although
no formal rnlluatilln of the materials and methods has been complel('d 10 date. Of particular
importance is the fact that the training l'mpha,izcs aspects oftcn inadelJuatel~' addressed b~

'tc;a~hers and sludenls. such as sCH'ening fur malnutrition ;lnd counseling mothers.

The IndulicshlJl experienCl' demonsh'ales thatl.\lClmatcrials aimed at middlc-le\'c1 health
\\!l~'!,erscan hl' modilil'd lill' physicians, and the standard 1i\ICI COUI'S(, can be successfull~

·modified 10 suil the different demand, uf a presenice curriculum 101' physicians.

55



PATHWAYS AND PARTNERSHIPS: BASICS CONTRIBUTIONS TO CHILD SURVIVAL

Pharmaceutical Management

Project and initially field-tested in

Bolivia-wilj be introduced in Zambia.

This instrument will allow drug

program managers to assess national

and local systems and facilitate their

efforts to improve drug supplies.

In addition, a functioning supervisory

system must be put in place to ensure

that health workers are able to correctly

administer the type of care stipulated

by IMCI and receive the support and

advice they need to do so. The IMCI

Advisory Group in Zambia faces the

challenge of increasing the pool of

course directors, facilitators, clinical

instructors, and supervisors (in

particular at the district level) while

demands for training grow and domestic

funding for IMCI remains limited.
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The Zambia project demonstrates

several important aspects of IMCl.

As one of the first countries to adopt

the intervention-and one where it

has been supported by BASICS­

Zambia has managed to document

health worker performance before

and after IMCI training. BASICS

built on the fact that training in the

areas of diarrheal diseases and ARJ

was offered in several project

countries, including Zambia, and

they chose to measure health

worker performance before IMCI

and then monitor it afterwards. The

data gathered through baseline and

three follow-up surveys are

invaluable and have filled a gap in

the type of information that critics

and policy makers interested in

IMCI have long wanted to see.

The unique, comprehensive approach

of the IMCI intervention has

contributed to the quality of child

survival programs in specific ways.

For example, the development and

promotion of the clinical algorithm

has provided a basis on which

governments and MOHs can build

an integrated child health framework.

In tum, this foundation enables policy

makers to form and revise health

policies to incorporate best practices

in sick and well-child care. The

algorithm also forces the

examination of a country's entire

health care system to ensure that

services are effectively delivered,

including on the corrununity level.

Through its work with IMCI, BASICS

has learned that the adaptation of

any health program is a fluid process

that cannot be completed during

initial meetings with key officials

and policy makers. Instead, this

work becomes more complete after

some training has occurred and

remains ongoing as a health system's

ability to provide services changes.

In addition, it has become clear that

IMCI cannot be effectively provided

in health centers if a referral network

and adequate systems for supervision

and drug supply are not in place.

Health workers can and have been

trained in the absence of these

necessary supports, but the likelihood

of successful application of IMCI

skills is greatly diminished. The

continuing success ofIMCI, therefore,

depends on ensuring that efforts to

improve the health sector in several

areas complement and reinforce

each other.

In this age of decentralization, further

actions in IMCI will be required in

the areas of drug management at the
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first level health facilities as well as

at the district level. Educational

efforts will focus on incorporating

the IMCI material into training

programs for doctors, nmses, and

other health professionals.

As WHO and partners work to develop

standard materials to assist the health

professional training institutions

incorporate the concepts and skills

development, the likelihood ofreaching

the private sector, as well as the public

sector, expands. New approaches to

in-service training wiJ] continue to

be developed and evaluated.

illness sooner, respond to it more

effectively, and provide the treatments

recommended by health workers.

Behavior change and commtmications

interventions designed to reinforce

the messages ofIMCI wiJ] be used

and commtmities will understand more

clearly what IMCI is and what it

means to their children.

The futme ofIMCI is a hopeful one

because many governments and

MOHs are dedicated to providing

an integrated package of health

services to their populations. In a

broader process that will have an

impact in all countries where IMCI

is applied; the content of the program

will change as global trends in

childhood disease shift and new

research is conducted. IMCI is not a

static intervention; it must be

modified according to specific

needs and conditions. IMCI is

helpful whenever better treatment

and communicative relationships

among caretakers and health care

workers are sought. In this sense, it

is an ideal intervention for a complex

and changing world, where ensuring

children's health and quality of life

should always be a paramount goal.

The cost of IMCI will inevitably be

studied systematically to determine

its effectiveness as countries that are

considering adopting the approach

demand information on cost benefits.

These queries will complement

operations research studies that are

being designed and canied out in a

number ofIMCI countries.

The newest efforts in institutionalizing

IMCI will be in examining family

and community practices. There will

be greater involvement oflocal NGOs

and international PYOs to support

the IMCI effort in reaching children

where they live. The role ofcaretakers

in IMCI will become more prominent

as we learn how to help them recognize
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BASICS Work in IMCI

Implementation of IMCI is carried out in a phased
manner beginning with introducing IMO, moving on
to preparing for and implementing initial activities
in selected districts, and finally to expanding
activities and geographic coverage.

The introductory phase (initiating contact with
national officials to provide information, holding
orientation meetings, training key MOH staff in
IMel, establishing an IMCI working group, and
obtaining MOH endorsement): Bangladesh,
Cambodia, Guatemala, and Nigeria

The early implementation phase (selecting initial
districts, adapting case management guidelines
and materials, training national and district level
facilitators, preparing and planning at the district
level, and training health workers, including
following-up the course participants): &1 Salvador,
Eritrea, Ethiopia, Haiti, Honduras, Indonesia,
Kazakhstan, Madagascar, Mali, Morocco,
Nicaragua, Niger, Senegal, and lOgo

The expansion phase (strengthening district-level
capacity; expanding training coverage and follow­
up; improving drug availability and management,
as well as monitoring and measurement of
outcome indicators; and intervening to improve
services at referral centers and to address needs at
the family and community levels): Bolivia,
Ecuador, Peru, and zambia
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Further Reading on IMCI
from BASICS
Training materials (chart booklet, 6 waU charts, 4 facilitator

guides, 7 case management modules, and training aids):

Generic Spanish IMCI materials

Generic French IMCI materials

Zambia-adapted IMCI materials

Teacher Guides:

Course Director 5' Guide

Facilitator s Guide jor Modules

Facilitator s Guide for Outpatient

Clinical Practice

Guidefor Clinical Practice for Inpatient

Practice

Training Modules:

Module I: Introduction

Module 2: Assess and ClassifY the Sick

Child Age 2 Months Up to 5 Years

Module 3: Identifji Treatment

Module 4: Treat the Child

Module 5: Counsel the Mother

Module 6: Management ofthe Sick

Young InfCmt Age I Week Up to 2 Months

Module 7: Follow Up

Training Aids:

Mother s Counseling Card

Recording Forms

Facilitators Aids

Answer Sheets jor "Assess and ClassifY the

Sick Child Age 2 Months Up to 5 Years"

Answer Sheets for Other Modules and

Lists ofPhotographs

Ecuador-adapted chart booklet

IMeI Complementary Course materials (Facilitator

Guide, Participant handbook, an. weT heet booklet,

Facilitator's cards)

Other materials produced (or with con iderable input,

editing, and/or funding of field-testing):

Handbookfor Drug Supply Management at

the First-Level Health Facility

Manual for Training Supervisors for the

Control ofDiarrheal Disease and Acute

Respiratory Infections Programs In the

Central A ian Republics

Rational Pharmac utical Management

Asse sment Manual

Highlights (one-page summaries)
Working Together for Health: Community Partnership

in Zambia

Health Facilities PreparelOr Integmted Child Health Care

Zambia Integrate the I/trition Minimum Package

into its Essential Heal/h Care Packa e

Task Force Shares Les ons As IMC! Moves Forward

in Africa

Further Reading on IMCI
from Other Sources
Supplement No I to Volume 75. 1997, Bulletin ofthe

World Health Organization, "Integrated Management of

Childhood Illness: A WHO/ ICEF Initiative"
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THE PRIVATE SECTOR: PARTNERING TO IMPROVE CHILD HEALTH

Marketing Oral Rehydration
Salts in Bolivia

~
POPUlatiOnSaround the

world grow, 0 do

demands for health

services. G vemment

resources are often out tripped by the

expanding need ,thereby making

new trategies to provide care not

only desirable but imperative. One

increa ingly succes ful approach to

promoting child health and survival

i the formation of partnerships

between the public and private sectors,

which can take advantage of the

complementary re 'ources ofeach.

Alliance are now wide pread among

government agenci s and private

health care providers; and

international, nongovernmental,

and private voluntary donor

organization. ommercial

enterpri s are another important

ource of private efforts to improve

child health. Parties include

pharmaceutical companies,

manufacturers ofsoap (to encourage

handwashing for proper hygien ),

and manufacturers of bednets

(tr ated with in ecticid to help

prevent malaria). Food processing

companies al 0 become involved by

enriching their product with

micronutrients, su ha iodine,

vitamin A. and iron.

At first glance, the rise in partnerships

between governments and bu inesses

may seem urpri ing. Private

enterprise have long been

considered far more intere ted in

profit than public welfare. yet they

exhibit a remarkable level of

enthusia. m for supporting social

concerns. At the same time,

government officials and mini tries

have proven willing to abandon

BASICS PubliclPrivate Sector Partnerships Strategic Vision
Contribute to the development of health care delivery systems that will achieve an appropriate balance of the public and private

sectors. Facilitate the development of functional linkages and collaboration between government and private sector entities and

activities that will lead to reductions in childhood morbidity and mortality. Provide child caretakers access to a greater range of health

services and commodities. Develop practical methods for working with the private sector to improve the quality, effectiveness, and

long-term sustainability of both curative and preventive services.

• Improve the contribution of private health care providers to public health objectives, particularly by improving the quality of

services provided by them.

• Improve efforts by NGOs and PVOs to facilitate mothers and other child caretakers in appropriate home case management,

disease prevention, and care-seeking behavior.

• Develop and improve activities of the commercial sector that support public health objectives.

• Improve the performance and effectiveness of government in interacting with private providers, NGOs and PVOs, and the

commercial sector to improve their contribution to public health objectives.

• Develop a global agenda and priorities for action by a range of donors and agencies that will advance understanding and build

capacity to form effective public/private sector linkages related to child health.
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their bureaucratic procedures and

images to embrace the innovative

nature ofentrepreneurs.

Benefits exist for all partners.

Businesses can gain opportunities

to develop new products and

expand their markets to phannacists

and other drug sellers, employer­

sponsored health clinics, hospitals,

and private practitioners, as well as

to improve company image (and, in

tum, profits). Similarly, over­

extended public agencies stand to

benefit from the financial, media­

related, and communications

resources of the commercial sector.

BASICS has launched several projects

around the world that bring together

governments (primarily through

ministries of health) and commercial

entities. Efforts in West Africa, Asia,

and Latin America focus on ways to
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expand and make more efficient the

production, promotion, and

distribution of products that can

improve child health and survival.

(See map on p.74.)

In 1994, BASICS began to collaborate

with PAHO and UNICEF to develop

a partnership between the MOH

and the private sector in Bolivia.

The primary objective of this project

has been to increase the availability,

accessibility, and use of oral

rehydration salts (ORS) throughout

the country, thereby alleviating the

dire impacts ofdiarrhea on the health

and survival of children. While

ORS has been available in Bolivia

through the public sector for many

years, infants and children continue

to die from diarrhea-related

dehydration. That fact prompted the

MOH to find ways to expand its

own limited distribution system.

Physicians, pharmacists, and parents

in Bolivia often do not understand

the value of a simple, easy-to-use

product like ORS; instead, they

promote and use more expensive

antibiotics and anti-diarrheals.

Phannaceutical companies have

little interest in setting up local

production and marketing operations

for ORS because of a perceived

lack of demand and a lack of

profitability compounded by the

high cost of importing the raw

materials needed for the product

and its packaging.

In addition, a large quantity of ORS

has been imported and distributed

at subsidized prices by international

aid programs, effectively limiting

the commercial market for private

ORS producers. BASICS and other

international donors continue to

grapple with the need to supply

medicines and treatments, such as

ORS, to people who cannot afford

to buy them while simultaneously

developing long-term, sustainable

market mechanisms. Striking a

balance between private sector sales

ofORS packets and the free

distribution ofORS by the Bolivian

government is a key factor in ensuring

the most widespread, effective use

of the treatment as possible.

In light of these problems, establishing

a public/private venture has been an

enormous challenge. Economies of

scale had to be created for the

commercial sector while expanding

the availability ofORS. To solve

this supply-demand problem and

other issues, a task force was

established with representatives

from the Bolivian MOH, PAHO,
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Improving Private Care in Bihar

UNICEF, and BASICS. The task

force asked two marketing experts

(one each from UNICEF and

BASICS) and a local marketing

consultant based in La paz to assess

the ORS situation in Bolivia,

The team ofmarketing experts

initiated contact with 17

pharmaceutical and consumer goods

companies to identify the best

business partners for the project.

Criteria used to score potential

collaborators included high-production

volume at low cost; national-level

distribution (in both rural and urban

areas); experience in direct-to­

consumer marketing; sales and

promotion to pharmacies, physicians,

and retailers; the capability to produce

ORS; and no anti-diarrheals or infant

formula in their product lines.

The two companies ultimately selected

were Drogueria INTI, which

controls a large share of the

Bolivian pharmaceutical market and

produces ORS locally, and

Laboratorios Alfa, a small ORS

producer. The task force worked

closely with the management ofthe

companies to convince them ofthe

value ofworking with the public sector

and to establish common objectives,

A Bolivian market research agency

was also contracted to survey current

The need to imohc the prhate sector in impro\'ing the public's health is evident in India,
II here IlIfll"e than RO percent of households rely on privatl' providers.l!nlortunatel~,the quality
,and scope of such care is often limited; most "villagl' doctors," who provide the 111I11, uf l:an~ to
'sid, children in rural areas, lack formal training and sources for up-to-date inlitrmation. In
add it iou, IlIl' paymcnt these 10l'al caregivcrs recl'ivc is liJr dispensing medicines; thllt S~'stl'lll

results in oll'ruse of drugs and injections, as wl'll as a hick uf attenlion to l'xamination
.tl'chni(lues, counseling. and prewnth'e measures.

This situation prompted BASICS to stud~' appruaches to improving till' qualit)' and
effectiveness of the care pl'O\'ided by Ihese \'illage doctors to sick children. Thl' study lias
ca ....ietl out in collahul"ation with three local "COs involvetl in rural community health in the
state of Bihar. Initiated in 1995, the study team lirst investigated the pnlctices of rural
,practitioners treating sick children. then intl'r\'Cned to impmw these l)I"actices o\'Cr a 7-l1lonth
.period. and IinaHy e\aluated the impal·t of the inter\'l~ntion activities.

The study \las cllnductl'd in 110 \'illages with a tolal population of 54,000. 15lJerel'nt under 5.
Bihar has tltl' third highl'st ullder-5 morhllit~' ratl' amllng Indian states and its residents an'
gl'neraH~' poor andillitl'rate. Common childhood health problems includc acutl' respiratory
illl'edion, diarrhl'll. fl'\'Cr. and Illalnutrition.

The study applied t\lO central strategil's: a \ erhal case n'\'ie\\ (VCR) basl'd on intl'n'jews \I ilh
cllrl'takl'rs. to assess the flualily of carl' pro\'ided by practitioners to thl'ir children on a recent
consilitatiun. and a four-part intel'wntion methodology with I;\fonnation, fEedback,
ConTracting, and Ongoing; i\!onitoring (IN FECTO:\)) components. The VCR's questions werl'
based on pl'llctice guidelines dewlol'ed by the World Health Organization tor thl' Integrated
;\Innal!enwnt of Childhood IIInes'i (iMCI).

Used in pre'- and post-inrervcntion SUI'\'CYS, till' VCI{ IJru\'ided quantitatiH data on the
e"amination. tn'atment. lInti counseling practices of the pnlctitione'rs (for example. \\ hether a
\'illage doctflr counted rcspinltions per minule in children suspectl'd of pneumonia, weighed
children tll detect malnutrition, n'commended immunizalillns to those who needed them. or
treated diarrhea with OI{S), Inlervie\\s and focus groups wilh proViders were also ealTied out
to gatheJ' additional information useful in planning the interwntions. The information
gatlil'ring was done primal'i1y b~' community health workers (CHWs).

Results from the VCRs were then used to determine which pl'llcticcs and patterns should he
targetl'd through the l:'\fECTOJ\1 intervention. Two day-long sessions for llPPl'()xilllatt'l~ J5

,private prm·iders provided I"'(Irmation on tht' causes and treatment of ARI, diarrht'll. and
ft'\er, lind fEedhlld. ()JI tlwir uwn practices (llS assessed through the VCR). The ne\\' case
management guidelinl's In'rt' then negotiated \I ilh the pnlctilinnl'rs, and ConTracts for thosc
practkes from tlte guidelines, which the practitioners could agl'el' tll perform, wcrt' signed
srlecifically by each practitioner. A similar process WllS carriNI out during sisits hy thl' CHWs
to those pracliliollers \\ ho h:1I1 het'n unable tll attend the sessions. During the following weeks.
Ongoing ,\Iunitoring of Ihe practitioners' prngrl'SS and changed lreatull.'nl methods were

'can-it'd out h~ lhe CUWs using the VCR. with Ihe I'esults of the 1JJ0nitoring ft'd bllCk by thl'
CHWs to individual providers in theil' practices.

The inte.... entiou ill Bihar prowd highl)' effectiw in a relatiwl~ shm-t time. The pro\'iders \\ere
.\ el) pleased to lIa\'(' up-Io-d,lte iufOl'mation and quickly hegan to apply their nl'\\ Imowledge.
as shown in table 5. I. The~ recognizt'd the henefits of participating in the pruject and
impl'Clving theil' pJ'actices-inciudillg a higher patil'nt luad and inlTl'ased rl'spect and
rt'cognition in the cCJIJ1lnunit~'. B~' participating in thl' acti\'itil's. the communities involved
increased tht'ir IIIIl1l'rslanding of the differencl's betwcl'n good and poor care, and Iheir
changed expectalions heJllCc! til fadlitate imprtJ\l'lIIl'nts in the providers' practices.

'Using local standards of care and local pl'rsnnnt'l alrl.'ad~ trained to conducl simpk
householdsuJ-\'e~'s,run ml'etings, and negotiate agreements,. thl' VCR and INFECTOM can

'he readily adalJted 1011 idl'l~ varying local situations, nJr~ing tJpes of pri\'ate practitioners. and
dilTel'ent t) pes of local implellleuting organizations. from SlJllllI :'IiGOs (as in Bihar), to district
gO\ ernmellt health units or community organizatillns (as in Indonesilland Paldstan). Ginn the
increasing recognitiflll Ill' the critical role of the private st'ctor and private practitioners in the
health of children, Ihese approaches offcr great (lrulllisl' for similar successes throughout India
and in other countries around the world.
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Table 5.1 Changes in Private Practitioners' Case Management Practices
(for ARI, Diarrhea, and Fever)

'The post-test was conducted after seven months of exposure to the interventions.

Mentioned signs to look for indicating child is getting worse

but also assisted in developing an

effective, appropriate marketing

strategy with four chief components,

as follows:

Product Development: Focus

group discussions were held with

parents of young children in rural and

peri-urban areas to test preliminary

visual concepts, select potential

brand names, and refme the product's

key message. On the basis of the

preferences expressed, the ORS

product was named Suero de la

Vida, "Serum of Life" (SDV), and

promoted as "a special oral solution

that maintains and restores the

strength of the child by replacing

fluids lost during diarrhea." The

product identity was established by

its positive name, the cartoon

graphic used in the packaging, and

the happy promise of a child's

restored health.

Distribution: A survey conducted

to assess the attitudes and behavior

of pharmacists and shopkeepers­

key links in the distribution chain-

Promotion: Task force represent­

atives and marketing executives

from the ORS producers contracted

with an advertising agency to develop

a communication strategy with

specific messages aimed at each

target audience. Sixty percent of the

ad campaign budget was allocated

for interpersonal communication

between the companies' sales

representatives and physicians,

pharmacists, and retailers, with the

remaining 40 percent allocated to

radio, TV, and community activities

designed to reach parents.

Price: A price sensitivity measure­

ment study conducted in rural areas

indicated that consumers were willing

to pay 1 Boliviano (U.S.$0.20) for

a packet ofORS. This price was

unacceptably low to ORS producers

who would not be able to absorb

production and marketing costs

without subsidies. The task force

therefore agreed with ORS producers

to set the wholesale price at 1.70

Bolivianos (US.$0.34) with the

intention of allowing for reasonable

profits and stimulating distributors

to sell ORS.

Post-Intervention*
(percentage)

88

49

93

7l

90

68

66

99

25

65

Pre-Intervention
(percentage)

44

31

60

14

53

34

Market surveys not only helped clarify

the needs and attitudes of the ORS

market's primary audiences­

parents and health practitioners-

consumers' perceptions, attitudes,

and behaviors concerning diarrhea

and ORS in three different regions

throughout the country, each of

which comprised both rural and

urban communities. Research

findings helped persuade the

companies to join the project.

Surveys had revealed that a large,

untapped market for ORS did exist;

they had also highlighted a huge

gap between consumer knowledge

of ORS and the product's effects

and actual usage. It became clear

that success in reaching potential

consumers would depend on the

design and implementation of an

effective marketing strategy.

Practice

Asked about child's immunization card

Asked about care at home

Asked about child's history of illness

Used a watch or timer to calculate breathing

Recommended breastfeeding

Asked mother if she had any questions

Described how to administer medicines
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Table 5.2 Exposure to Suero de la Vida Campaign"

indicated that they knew about

ORS but did not stock it. Large

discrepancies were also found

between pham1acists' reports of

how often they recommended the

product for treating children's diarrhea

and the number of times they actual1y

did so. This divide between reported

and observed actions became a key

focus of the marketing strategy.

Therefore, the strategy included

three facets aimed at influencing the

behavior of pharmacists:

Encouraging pharmacists to stock

the product in response to

aggressive sales promotions.

Fueling consumer demand for SDV

Increasing the number of

prescriptions filled for SOY to

reinforce pharmacists'

confidence in SOV

The ORS project has aimed not only

to create market changes but also to

influence the behavior of consumers,

health practitioners, and pharmacists.

An easy-to-read and visually appealing

set of preparation instructions in the

ORS packets increased the likelihood

of correct use of the health product.

In addition, the MOH conducted

training sessions for public health

workers on the benefits and proper

use ofORS; that training improved

doctors' and nurses' knowledge of

correct management of diarrhea.

Orogueria INTI and, a year later,

Laboratorios Alfa, launched a similar

educational effort in the private sector.

The companies' sales representatives

contacted scores of physicians,

pharmacists, and nurses to disseminate

information on ORS and to ensure

that the product was available and

actively recommended and prescribed

(see table 5.]). The task force also

initiated mass media and community

activities to reach parents, increase

demand for and use ofORS, and gain

the support of local retailers. Efforts

were also made to expand the availa­

bility of the product beyond the usual

pharmaceutical channels into the

popular market (in tiendas, or small

shops, and among street vendors).

Materials, including brochures,

posters, stickers, and buttons, and

other point-of-purchase materials

were produced for distribution to

consumers at commercial outlets.

Radio and TY spots were aired

nationwide (see table 5.2).

Marketing was aimed at communities

nationwide, with an emphasis on

urban areas and rural localities with

higher population density. Certain

Factor

Exposure through any medium

Exposure to: Radio

TV

Printed materials

Packaging for the ORS product was designed to
present a positive image.

obstacles had to be overcome

during this process. For example,

MOH officials expressed the wish

for ORS distribution to be more

widely expanded to rural

communities, including to

indigenous people in remote areas.

However, they had not considered

the fact that government regulations

made it illegal to sell drugs

anywhere but pharmacies, which

are rare outside urban areas.

Following discussions with private

sector representatives, the MOH

designated ORS as an over-the-

Level of Exposure (percentage)

65

41

54

49

• Survey group = IA83 mothers of children under 5 years of age.
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counter drug; that decision made

the product more widely available

through both shops and pharmacies.

Public-private partnerships are

developed with the intention of

being long-term and sustainable.

Companies design their social

marketing strategies to boost sales

of a public health-recommended

product on a continuous basis. ORS

matches this intent because the

product can be used to treat a

widespread illness that may recur

frequently throughout childhood.

To determine whether or not ORS

use in Bolivia has increased as a

result of BASICS interventions, an

evaluation research was conducted

by BASICS staff in conjunction

with a Bolivian agency during the

spring of 1998.

The evaluation research had two

central goals: to measure behavior

change in pharmacists and mothers,

and to assess the effectiveness and

impact of the SOY campaign.

Baseline data attained from 1994

and 1995 surveys were compared

with current information garnered

from five types of research, as follows:

A household study of I ,483

low-income mothers of children
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Figure 5.1 Mothers' Knowledge ofAttributes of Suero de la Vida

r Rehydrates 43%

under 5 that investigated

sociodemographic factors,

exposure to the SDV campaign,

and knowledge and use of ORS.

Results were compared to the 1994

OHS and the 1995 baseline study.

• Twelve focus groups were

conducted with mothers of

children under 5 in four urban

and rural areas to ascertain their

views of the SDV campaign and

perceived benefits and problems

with the product.

A study of 194 pharmacies was

conducted in which simulated

clients posing as real clients

ascertained how often SDV was

available, how knowledgeable

pharmacists were ofORS (in

particular SOV), how often

pharmacists recommended the

product, and whether pharmacists

could explain how to use it.

Results were compared to the

1996 baseline study.

In-depth interviews with 194

doctors and 72 pharmacists in

six urban and rural areas gauged

perceptions of ORS and SOY,

recommendations about the

products, perceptions of

promotional materials, and

consumer knowledge and behavior.

• A process evaluation consisting

of interviews with SDY task force

partners (MOH, PABO, UNICEF,

USAlD, and the commercial

ORS producers) was conducted

to assess lessons learned and to

evaluate the effectiveness of the

campaign and the sustainability

of the activity.

Evaluation results indicate that the

knowledge ofmothers, recommenda­

tions made by pharmacists and

health practitioners on diarrhea

treatment, and the overall sale and

use of ORS increased as a result of

the interventions. Specifically, there

was an increase in both knowledge

and use ofORS among mothers as

compared to thel994 DHS data.

Spontaneous recognition of any

type ofORS (SDV) increased from

51 percent (1995 SDV survey) to

60 percent (1998 SOY survey).

Other 2%~

Saves Lives 2%

Restores Strength 5%

Does Not Know 12%

n=I,483

The pie chart, figure 5.1, indicates

the level ofmothers, knowledge about

the product. Forty-three percent of

mothers indicated that Suero de la

Vida rehydrates children; 36 percent

said that it helps cure diarrheal

episodes; 5 percent stated that it

restores strength; and 2 percent

indicated that it saves lives.

Mothers were asked during both the

1995 baseline and the 1998 endline

surveys to physically prepare the

ORS solution using a packet given

to them by the interviewer. Use of

potable or boiled water increased

by II percent, use of the entire packet

increased by 21 percent, and 19 percent

more mothers stirred the solution

until completely dissolved.

Pharmacists' recommendations for

ORS increased from 5 percent to

19 percent, whi Ie their spontaneous

recommendations ofanti-diarrhea1s

Stops Diarrhea 36 %
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Table 5.3 Evaluation Results on Behavior Change of Mothers and Pharmacists:
Knowledge and Practices Before and After the Suero de la Vida Campaign in Bolivia

Percentage
DHS 1994 1995 Survey 1998 Survey Increase

KnowledgelPractice (percentage) (percentage) (percentage) (1995-1998)

Mothers' knowledge of
(all) DRS for diarrhea treatment 84 69 88 27.5

Use of DRS by mothers in last
two weeks 32 39

Use among mothers who know
about DRS NA 61 74 21.3

Gap between knowledge and use
of DRS (ratio) 0.39 (ratio) 0.45 (ratio)

Use of oral fluids during diarrhea 62 78 25.8

Spontaneous recommendation of
DRS by pharmacists NA 5 19 280

DRS market share of diarrhea
treatments 8 19 137.5

fell from 63 percent in 1996 to 42

percent in 1998.

Recommendations by pharmacists,

made after the interviewers insisted,

showed a gradual increase in the

recommendations of SOY when the

simulated client asked the pharmacist

for something less expensive (ORS

in particular) or finally, SOY

The evaluation process enabled

project partners to clearly see the

results of their work, which in many

instances far surpassed expectations.

Injust two years since launching the

campaign, significant progress was

made in the distribution and use of
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ORS-including a near quadrupling

of recommendations of the treatment

by pharmacists and an almost 20

percent leap in mothers' knowledge

of how to correctly treat diarrhea.

(see table 5.3).

Such trends provide a strong incentive

to continue the collaboration between

the private and public sectors in

marketing ORS. The success of the

SOY campaign is also a catalyst for

replicating similar initiatives in

other countries. The surveys and

interviews conducted during the

evaluation study yielded several

important recommendations on how

to fine-tune the SOY campaign,

ensure its sustainability in the

future, and apply what has been

leamed to new projects.

For example, a greater effort will be

made to improve campaign coordi­

nation among the various partners

to carry out activities more efficiently.

Emphasis will also be placed on

consumer-oriented promotion

campaigns and on encouraging

Orogueria fNT! and Laboratorios

Alfa to expand their distribution

capacities beyond pharmacies. In

addition, consumer demand and

product sales in the future will

require the ongoing creativity of the

partners, who will need to maintain a

positive, appealing image of SOY

through improved flavoring.

The communications work of local

NGOs will continue to play an

important role in spreading the

message to new families and

communities about the importance

ofORS and the ease of using a

product, like SOY Similarly, health

professionals and pharmacists can

accomplish a great deal by talking

more with clients, increasing

recommendations of ORS, and

reducing the promotion of anti­

diarrheals and antibiotics.

Based on the current enthusiasm and

commitment of the SOY project
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partners, ORS use in Bolivia will

undoubtedly increase in the long term.

A crucial future step for the public

sector (in the form of both national­

and clistrict-level government agencies)

will be maintaining support for

education and promotion initiatives.

BASICS and its partners can support

this process by working directly with

municipalities and mayors to improve

the use of SDV The private sector

will also have tasks to pursue, in

particular convincing wholesalers to

come on board and help broaden

the distribution of SDV to stores

and supermarkets nationwide.

The type ofpublic-private partnership

initiated by BASICS in Bolivia is

complex; it involves a range of actors,

strategies, and often unpredictable

market forces. Yet, every country

has public institutions interested in

improving public health and companies

interested in increasing consumer

demand for their products. With

time and continued fine-tuning,

public-private ventures, such as the

SDV campaign, will continue to be

banner examples of how to improve

child health and save young lives.

The BASICS experience with the

SDV campaign and with other
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tioners was inconsistent with

standards for effective care. That

demonstrated need to improve quality

ofcare caused BASICS to develop

and use a practical approach for

carrying out a quality improvement

intervention with private practitioners

(INFECTOM). Run by various

local agencies-local NGOs as well

as local government health

offices-the INFECTOM approach

has produced demonstrable

improve-ments in quality in two

sites and is ongoing in three

additional sites. The challenges in

this area are to adapt these methods

to other cultures and types of

practitioners and to convince local

agencies to start using them.

,-

commercial sector partnerships provides

evidence of the benefit of achieving

the child survival goals that can be

obtained from working with the

private and public sectors. In many

cowltries, in fact, the private sector­

both private service entities and

private purchasers of those services­

already quanti-tatively dominates the

provision of health services, drugs,

and health-related products. Therefore,

ensuring that such private transactions

do contribute positively to the health

of the population must become an

important responsibility of

government. However, governments

in many developing countries have
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neither fully accepted nor mastered

and implemented the skills needed

for that function.

Other efforts by BASICS in the

private sector have contributed to

movement in this direction. Using

two new assessment tools, BASICS

has demonstrated that private

practitioners provide the majority

of care to sick children in the nine

settings in five countries where

these tools have been used.

One of these new tools, the verbal

case review, also showed that the

care provided by these private practi-

BASICS has collaborated with

PYOs and NGOs in other ways to

make apparent the role and benefits

of their private contribution to

health. BASICS-supported studies

showed how a PYO interaction with

a number of large plantations in

Malawi led to a sustained child

health program financed entirely by

those employers; how a PYO

working with local government

developed an inexpensive peer

training program for immunizers that

led to dramatic improvements in

immunization coverage; how a

PYO used poor mothers with well-
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nourished children as examples for

other mothers in the same conununity

and economic group, which also had

a dramatic impact on malnutrition

in neighborhood children through a

feeding program based on those

positive examples; and how a PVO­

supported women's support group

managed to carry out successful

promotion of breastfeeding to other

new mothers in a manner sustained

over many years. BASICS efforts

provided ample evidence of the

wealth of innovative and effective

methods that PVOs and NGOs have

developed. The methods need to be

identified, objectively documented,

and transferred to other agencies,

yet remain cost effective.

All three types of private sector

involvement-with commercial

producers of critical health products,

with private practitioners, and with

PVOs and NGDs-demonstrate the

importance ofdoing two things in the

future. First, they must include the

private sector along with the public

sector in programming for child

survival mortality-reduction goals.

Second, they must develop and

facilitate the adoption of practical

approaches for govemments to balance

their efforts effectively between direct

delivery of services and indirect

delivery through private resources.

Government must also be able to

manage and support the private sector

efforts so that they become a truly cost­

effective alternative to unaffordable

universal public services.

The public sector must collaborate

closely with the private sector and

vice versa. The benefit of doing so

is even more important when one

takes into account the increasing

difficulty the public sector faces in

financing health care for the entire

population. Recognizing the

potential synergy of resources, the

donors must do all that they can to

foster and strengthen the

partnership with the private sector

and to encourage the MOH to make

maximum use of the private

capabilities and resources. In times

of limited health and nutrition

resources, all potential allies must

be recruited and made part of the

child survival team.

In the future, it will be crucial for

any agency involved in child health

care programming to think in tenns

of a health system that consists of all

the components that contribute or

can contribute to achieving child

survival mortality-reduction goals.

Neither the public nor the private

health resources alone will be

sufficient to accomplish the goal.
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· 'To
I ADDITIONAL BASICS PUBUQPRIVATEJSECTOR

BASICS Work in the Public
and Private Sector

In the commercial sedor:
Increasing the accessibility and use of ORS:
Bolivia. Cameroon. Cote d·lvoire. India. senegal.
and Togo

Improving nutritional status through fortification
of staple foods: EI salvador. Cuatemala.
Honduras. Morocco. and Nicaragua

Preventing diarrheal diseases by promoting correct
handwashing: Costa Rica. EI Salvador.
Cuatemala. Honduras. and Nicaragua

Preventing diarrheal diseases by chlorination and
safe storage of water at home: Bolivia and
Zambia

Preventing malaria through the use of insecticide­
treated bednets and other material: Chana

Among NCiOs:
Work under small grants: Bangladesh. Benin.
Cuatemala. Haiti. India. Ind_esla. Malawi.
Mozambique. and Tanzania

Workshops: Burkina Faso. EI Salvador. and
Senegal

Technical assistance and special studies: Honduras.
Mali. and Senegal

WIth private practitioners:

Assessing and improving quality of private
practitioner care: Bangladesh. Eritrea. India.
Indonesia. Nigeria. and Pakistan

Assessing effectiveness of waiver systems for the
poor in privatizing health systems: Ecuador.
Gul..... Indonesia. Kenya. and Tanzania
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Further Reading from
BASICS on PubliclPrivate
Sector Adivities
Child Survival BASICS: The Private Sector-Critical

Partner in Improving Child Health and Survival.

1998. (Also available in French and Spanish.)

Mobilizing the Commercial Sector for Public Health

Objectives: A Practical Guide by Sharon Slater and

Camille Saade. 1996.

Social Marketing Matters newsletters, issues 1-7.

1995-1998.

Child Health Products: An Untapped Market. 1995.

Employer-Based Programs in Maternal and Child

Health: Project HOPE's Strategy for Attaining Long­

Term Sustainability ofHealth Promotion in Malawi

by Ciro Franco, John C. Quinley, Bettina Schwethelm,

Timothy E. Kachule, and Barton R. Burkhalter. 1997.

Innovative Approaches to Child Survival: Summaries

ofEvaluation Studies by La Leche League, Project

Hope, Project CONCERN, and World Relief by

Barton R. Burkhalter and Naheed Bashir, eds. 1998.

Evaluation ofImmunizer-Training-Immunizer Program

in Maluku, Indonesia: An On-the-Job Peer Training

Approach to Improving the Performance ofHealth

Workers by 1. Stephen Robinson, Barton Burkhalter,

Barbie Rasmussen, and Ristianto Sugiono. 1998.

The Hearth Nutrition Model: Applications in Haiti,

Vietnam, and Bangladesh by Olga Wollinka, Erin

Keeley, Barton Burkhalter, Naheed Bashir, eds. 1997.

Sustainability ofa Community-Based Mother-to-Mother

Support Project in the Peri-Urban Areas ofGuatemala

City by Irma h. de Maza, Maritza M. de Oliva,

Sandra L. Huffman, Rebecca S. Magalhaes, Maryanne

Stone-Jimenez, and Barton R. Burkhalter. 1997.

Equity in the Provision ofHealth Care: Ensuring

Access ofthe Poor to Service Under User Fee

Systems: A Case Study: Ecuador by David H.CoUins

Joaquin Paguay, and Mercy BaJarezo. 1996.

Equity in the Provi ion ofHealth Care: Ensuring

Access ofthe Poor to Services Under User Fee

Systems: A Case Study: Indone ia by Donna M.

Gibbons. 1995.

Equity in the Provision ofHealth Care: Ensuring

Access ofthe Poor to Services Under U. er Fee Systems:

A Case Study: Kenya by William Newbrander

Clarice Auma, and Mose Njau. 1995.

Equity in the Provision ofHealth Care: Ensuring

Access ofthe Poor to Services Under U. er Fee

Systems: A Case Study: Tanzania by William

Newbrander and Stephen Sacca. 1996.

Equite et Fourniture des Soin : Garantir L'acces des

Pauvres aux Service de Sante Dans les Systeme de

Soins Payants: Resume. 1996.

Equite et Fourniture des Soins: Garantir L'acces des

Pauvres aux Services de Sante Dans Ie Systemes de
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Mother Support Groups: A Review ofExperience in

Developing Countries by ynthia P. Green. 1999.

Implementation and Evaluation ofa Distance

Education Course in the Management ofCholera and

Diarrheal Diseases by Raphael Flores, Junia Robles,

and Barton R. Burkhalter. 1998.

Highlights (one-page summaries)
Handwashing Is Life aving

Guatemalan Breastfeeding Project Proves Effective

and Sustainable

Health Worker Peer Training in Indonesia Lowers

Immunization Costs, Increases Coverage

Mothers Help Improve Private Sector Provider Care

for Their Children

Preventive Health Care Program Ior Families on

Malawian Tea Estates Benefits Both Employees and

Employers

The Hearth Nutrition Model: Mothers Helping

Mothers

Indigenous Private Groups Help Improve Community

Health Services in India

Handwashing Campaign Benefits Both Central

American Communities and Soap Producers

Malawi Tea Estates and Project Hope

74

Study Identifies Barriers That Impede the Poor s
Access to Health Care in Developing Countries

Private Sector Partnership to Build DemandIor ORS

in Bolivia

NGO/PVO Support Program Organized

Health Workers in Central America Learn Cholera

and Diarrhea Management Through Distance

Education

Further Reading on the
PubliclPrivate Sedor from
other Sources
"Evaluation oIthe Hearth Program in Haiti:

Mothers Help Scale Up a Nutrition Program"

by Gretchen G. Berggren, Warren L. Berggren, Erve

Bottex, Barton R. Burkhalter, and Robert S.

Northrup. Chapter 4 in Scaling Up, Scaling Down:

Overcoming Malnutrition in Developing Countries,

T. Marchione (ed.). Newark: Gordon and Breach

Science Publishers. 1998.
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MONITORING AND EVALUATION:
ASSESSING QUALITY OF CARE AT HEALTH FACILITIES

Building Local Capacity

~
the I a t powerful

and mo'l vulnerable

segment of ociety.

children VIiII always

face fonnidable hallenge. Many

factors can prohibit them from

growing up bealthy and happy. from

political strife to inadequate

nutrition, to lack ofaccess to h alth

care. Improving child health and

survival worldwide is a proc s

without end, but one that pre ent

many opportunities and much hope.

To en ure the success of health

programs. they mu t be continuously

monitored and evaluated. which serves

to identifY what works. what doe n't,

and how change can be mad .

Improving the quality ofcare provided

to children and mothers at health

facilities is a process requiring a

number ofsteps. Thi process involves

etting clear program objectives,

a sessing current conditions,

developing and implementing

program strategic , and monitoring

and evaluating the impact of program

strategies on health. In the pa l, many

evaluation activities emphasized the

collection ofmia, with little attention

giv n to how program planning and

servic capacity could be in1proved.

Until r cently, tudies often have

taken so long to complete and analyze

that infonnation was outdated before

it ould be u d. 1n addition, many

programs have nol routinely

valuated th ir cost- ffectivenes',

so il has not always been clear

whether or not limit d resources

hav b en used wisely.

Public health planners and program

managers in developing countries

have recognized thes limitations.

The desire for more effe tiv

programs that ar u. tainabJe in

tbe long tcrm (combi ned with

declining government budg t ) bas

prompted the worldwide trend

toward the decentralization of

health care, from the national to the

local level. A' a result of this trend,

there is increasing recof,'llition of

the need for new method of

BASICS Monitoring and Evaluation Strategic Vision
Increase the capacity of developing countries to plan, implement, and sustain effective public health programs. Develop

evaluation and monitoring strategies that are appropriate, feasible, and cost-effedive.

• Develop, implement, and document innovative approaches to monitoring and evaluation of child survival programs in

developing countries.

• Provide on-going support to country programs, ministries of health, and other partners to facilitate regular and sustained

monitoring and evaluation of routine programmatic activities in developing countries.

• Develop and condud strategies for regular monitoring and evaluation of BASICS Project activities.
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planning and administering

facility-based care.

Simultaneously, the

Integrated Management of

Childhood Illness (lMCI)

program, developed by

WHO and UNICEF, has

been adopted by an

increasing number of ministries of

health and program managers in

developing countries.

The [MCI program is based on the

fact that more than 70 percent of

childhood deaths are attributable to

five interrelated conditions: diarrhea,

acute respiratory infections (ARI),

malaria, measles, and malnutrition.

Because young children can have

more than one illness at the same

time (malnutrition can predispose

children to infectious diseases, for

example), the IMCI approach, to

prevent death or continued illness,

promotes the simultaneous

management of the five conditions.

In early 1995, BASICS launched a

new monitoring and evaluation

approach that seeks to improve the

quality and effectiveness of care

provided at low-level health facilities.

The Integrated Health Facility

Assessment (lHFA) focuses on the

collection and use of data on the

78

Monitoring and evaluation has

become a fact of life for managers of

health programs; it is no longer a

hit-or-miss affair nor the province

of specialized external consultants.

DOl)' Storlll~', Cllild Survival Support Program, USAID

care provided to sick children when

they are brought to a health facility.

The IHFA is innovative in several

ways. In addition to being a tool for

monitoring the management of all

five major childhood diseases, it is

also relatively inexpensive and can

be administered quickly, which makes

it more feasible for countries with

limited resources.

Importantly, the IHFA focuses not

only on the evaluation of existing

programs but on solving local-level

problems, training health care workers,

and building service capacity. In this

way, the IHFA also serves to prepare

health care facilities-and, when

widely applied, entire countries­

for the implementation ofIMCI

programs. By mid-1998, BASICS

had used the IHFA approach in 15

countries throughout Africa, Latin

America, and the New Independent

States (NIS). (See map on page 88.)

Because the IHFA is a tool

for local health planning,

sampling units may include

administrative regions or

districts, or the catchment

area for specific health

projects and organizations. A

central aspect of the IHFA is

that it is to be carried out by the

people who are most closely

involved in health programs and

who will ultimately have the

responsibility for understanding and

carrying out necessary changes.

BASICS has collaborated with

district-level ministry of health

(MOB) teams to train local managers

to collect basic information from

health facilities and use it to develop

and sustain effective health worker

performance. This process helps

district officials learn about the

IHFA approach so that, in the

future, they will be able to conduct

monitoring on their own, using

local resources.

Following training, teams consisting

of a supervisor and two surveyors

are formed. With the help ofstructured

questionnaires (translated into local

languages), these teams observe health

workers as they manage sick children,

and they interview the child's

caretaker after each consultation.
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Health workers at each facility

are also interviewed. The team

uses a checklist to assess the

supports that are required for

delivery of effective health

care, including the availability

ofessential drugs, equipment,

and supplies.

Each team visits one health facility

per day-usually a small- to mid-sized

health station or post-for a total of

5 or 6 days. All children under 5 years

ofage who come to the facility during

the survey period and who are

described by their caretakers as

having diarrhe~ fever/malaria, cough!

difficulty breathing, or pneumonia

are included in the study. Caretakers

are given an enrollment card to

ensure that children can be followed

by the surveyors during all stages of

treatment and in different places in

the facility.

Questionnaires facilitate the

collection of data on 25 indicators

that summarize key assessment,

classification, treatment, and

counseling tasks required for the

integrated management of the sick

child, as well as infonnation on the

facility support required for high

quality care. (The IMCI standard

case management guidelines are

used to define the key elements of

Health workers have gained in

confidence and they have tarted to

work on their own. We have invested

in people. A few people, if motivated,

can cover the whole zone.

Zone medical officer in Eritrea

quality care.) The following types

of infonnation are collected on the

practices of health workers and

health facility support systems:

• The assessment tasks completed

by health staff for sick children

brought to the health facility.

These include evaluating

nutritional status, plotting

weight on a growth chart,

checking vaccination cards, and

investigating complaints of

diarrhea, ARI, or fever.

• The proportion of sick children

who received vaccinations

appropriately (or were referred

to another clinic) and who were

treated appropriately for

diarrhea, pneumonia, malaria.

Whether caretakers had their

own vaccination cards checked

and were given adequate

counsel ing by health staff on the

management of their child at

home. Counseling includes

infonnation on how to recognize

danger signs ofworsening

illness, how to administer

food and fluids, and how

to administer treatment,

including ORS.

Whether health workers

have received supervisory

visits in the last six months

and training in child

health in the last one to

three years.

Whether health facilities have

run out of essential drugs

(including anti-microbials, anti­

malarials, ORS, and vitamins) in

the last month.

Team supervisors are responsible

for checking and coding all

questionnaires at the end of each

facility visit. Local facility staff

members enter data into an Epilnfo

database each day and calculate

indicators. Data are analyzed and

discussed by all members of the

survey teams, who develop a swnmary

report offindings from the IHFA. In

meetings and through feedback to

supervisors, facility staffmembers are

encouraged to discuss the results

and try to find creative solutions to

prevalent problems.

In the 3 years since its implementation,

the IHFA has proven to be an effective
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planning, monitoring, and evaluation

tool. Results from the lHFA naturally

vary among countries and localities

and reflect different problems and

concerns. The IHFA is not a

definitive judgment on the abilities

of a hospital or clinic to fulfill its

mandate of treating illness but rather

a way to help district managers

evaluate the quality of essential

child care in their areas and help them

plan activities, based on their

assessments. By involving both

managers and staff, the IHFA also

strengthens local capacity for

program planning.

80

More than any other indicator of

progress, it is clear that the IHFA

process has boosted the motivation

of participating health practitioners

and program managers. By collecting

information through direct observation

and communication, health workers

have become more aware of their

own performance, as well as the

resources and limitations of their

workp'lace. New skills and knowledge

have been uncovered, and health

care practitioners want to learn

more. This transformation in staff

involvement in understanding their

own problems is an essential first

step toward improving child health

programs worldwide.

BASICS has reported on the use of

the IHFA in 112 health facilities in

four African countries (Eritrea,

Ethiopia, Madagascar, and

Morocco). In the sampled districts,

most health workers did not regularly

use an integrated or combined

approach to assessing and mana!:,ring

or treating sick children. Some

assessment and treatment tasks

were done well for diarrhea, ARI,

and fever, although nutrition

screening was rarely conducted on

sick children in areas where

malnutrition is a prevalent problem.

Many facilities had all the essential

equipment and maintained reasonably

regular schedules for supervisory

visits (though the quality of this

supervision was often poor). Many

aspects of standard case managment,

especially counseling skills, required

improvement. Follow-up actions

have included improving in-service

training, the supervision of health

workers, and clinic organization.

In all the countries where the IHFA

has been applied, health staff members

have developed local action plans that

can be implemented using available

personnel and limited financial

resources. Such plans include the



Preventing Ch-Id Deaths in Bolivia

T he death of a child is always tragic. Unfortunately,

the complex cultural, behavioral, social, and

economic factors detennining childhood illness

and mortality are often not understood. In 1995, BASICS

worked with local health workers and communities in EI

Alto, Bolivia, to examine the factors leading to childhood

death. The primary tool used to evaluate how and why

young children die in EI Alto was a community-based

mortality surveillance study. Seven surveyors were hired

and trained to conduct the study, which consisted of

interviews with caretakers of children under 5 who had

died in the past few months. Other sources of infonnation

were public and private health services. The surveyors

investigated both the medical or biological causes of death

(a "verbal autopsy") and the sociological aspects that led

to death (a "social autopsy"). The BASICS Pathway to

Survival (see p. 6) was applied to gauge when, how, and

what type of care was sought by caretakers and to help

identify gaps in the treatment process.

Child mortality rates in Bolivia have declined in recent

decades, from 252 per 1,000 live births in 1960 to 102 in

1996. However, newborn deaths are still high, and

progress has been particularly slow in rural areas. For

example, in the town of EI Alto, an area outside Bolivia's

capital city of La Paz, children under 5 make up nearly 15

percent of the population. More than 70 percent of EI

Alto's 500,000 residents, many of whom are Aymara

Indians who migrated from rural areas, live in extreme

poverty. Only one-third have access to sanitary facilities or

water in their homes. Consequently, malnutrition and

disease are prevalent among children.

Results from the mortality surveillance survey indicated

that nearly three out of four of childhood deaths in EI Alto

occurred during the first year of life, primarily due to

diarrhea and ARL Approximately 40 percent of mothers

did not know how to recognize the signs of illnesses or

when to seek help. As a result, many children were never

treated, and those who were often received care that was

inadequate or administered too late to prevent death.

Approximately 65 percent of children died within 3 days

of the onset of illness.

In numerous cases, help was sought from neighbors or

traditional healers, whose treatments did nothing or

contributed to a child's death. Medical practitioners were

contacted only as the illness progressed or became

severe. Nearly two-thirds of children who died were

never taken to a public health center or hospital, despite

the fact that most of EI Alto's residents live in close

proximity to them. In addition, most children who died

had not received essential infant vaccinations.

The picture that emerges from EI Alto is one of widespread,

yet preventable, childhood illness and death. Both the

care seeking and the types of treatment being used are

inadequate. Because the majority of deaths are due to

causes in the home (including inadequate nutrition,

sanitation, and attention to symptoms), improvements in

both health education and socioeconomic conditions are

imperative. At the same time, changes in the way that

medical care is administered are needed-by improving

access to health services, quality of care, and trust in

health care providers. Fortunately, the survey process

motivated many caretakers and community members to

understand their own actions and to learn more about the

causes and signs of childhood illnesses. BASICS

developed "EI Zambo Angolita," a 52-segment radio

soap opera designed to communicate infonnation about

infant and child health and disease prevention. A social

marketing campaign is underway to expand the scope of

the program throughout Bolivia, as well as ,to increase the

impact of its messages.

The El Alto shldy inspired the development and use of

this method in other countries. BASICS collaborated

with Johns Hopkins University to develop a manual on

how mortality surveillance studies can be used to

evaluate the causes of death and care-seeking practices.

Together with ministries of health, Save the Children,

Mother Care, and the Centers for Disease Control and

Prevention, BASICS has used the manual to train

regional health planners throughout Latin America and to

help district health managers in Bolivia, Guatemala,

Kazakhstan, Cambodia, Mozambique, and Guinea use the

manual to improve child health programs.
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Table 6." Results of Health Facility Assessments in Three Central Asian
Countries (CAIDP Program), 1996-1997

Pre-Training/Supen'ision Post-Training/Supervision
(percentage 1996) ('Percentage 1997)

Selected Indicator Uzbekistan Kyrgyzstan Kazakhstan Uzbekistan Kyrgyzstan Kazakhstan

Practitioner Actions:
Severity of child's 4 3 3 86 14 18
disease assessed

All child's key history 12 4 15 84 28 41
questions asked

Child's nutritional 42 31 9 73 33 18
status assessed

Counted breaths 42 33 68 100 87 97
for child with cough

Did not prescribe antibiotic 44 27 41 99 84 84
for non-pneumonia ARl

Prescribed antibiotic 17 50 63 100 80 88
for pneumonia ARl

Counseled Caretakers:
On giving liquids 43 50 72 98 87 93

On feeding 63 58 52 100 65 79

On when to return 55 48 44 99 74 88

Verified understanding 37 27 3l 90 62 68
of treatment

Verified knowledge of at 36 18 6 93 77 81
least three danger signs

Facility Supplies:
Cotrimoxazole available 7 41 47 80 50 65
on day of visit

Stock of inventory 3 8 13 65 85 15
cards for essential drugs

improvement ofsimple clinical skills,

such as assessment of nutritional

conditions and vaccination status

and using examination tasks (such

as counting respiratory rate, looking

at the ears and throat, and checking

skin turgor) to better classify child
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illnesses. These improvements can

be accomplished by providing

health workers with more training

and better supervision, as well as

helping them develop and use

checklists to monitor their own

behaviors.

Other strategies that have been

proposed following the use of the

IBFA include further training in

maternal and child health topics and

changing clinic schedules to allow

health staff more time to manage

children and talk with caretakers. In

many countries, a decision was

made to adopt the IMCI approach.

Another crucial element is the

availability of essential drugs and

vaccines through more efficient

stock procurement and

management. In many countries,

reducing the inappropriate use of

medications would help increase

their availability, as well as reduce

the prevalence of anti-microbial

resistance that results from overuse.

While evidence of the full impact of

the IBFA on the organization,

expansion, and improvement of

health programs has yet to be

assessed in many project countries,

mechanisms to do so have been put

in place in Eritrea, Ethiopia, Zambia,

Niger, and the NIS (Kazakhstan,

Kyrgyzstan, and Uzbekistan).

Results thus far are positive, as

shown in table 6.1.

In addition to better health worker

performance and patient care, cost

savings are clear. In facilities surveyed

in the three countries of the Central
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The Preceding Birth Technique: Experiences in Mali and Senegal

Asian Republics that are the focus of

table 6.1, the cost oftreating pneumonia

dropped 77.8 percent in Kyrgzstan,

62 percent in Uzbekistan, and more

than 38 percent in Kazakhstan.

Treatment costs of non-pneumonia

respiratory infections fell dramatically

to between 38 percent and 83 percent

in these countries.

The local, inclusive nature of the

IHFA makes it a relatively easy

process to implement in a range of

circumstances. Routine supervision

of local health workers is feasible in

many countries, while simple

checklists and discussions can help

solve many problems, However, it is

possible that many districts will not

be able to use the IHFA because of

the need for software and databases

that are often unaffordable or

unattainable. Designing a mechanism

for hand tallying would make the

IHFA more practical and better suited

to restricted economic and educational

conditions in many parts of the

developing world. In addition, more

experience is needed on the use of

local data for problem solving by

health workers. Other strategies for

reinforcing and sustaining health

worker performance, in addition to

supervisory-based strategies, will

need to be tested, including self-

All child heallh programs aim 10 pre\'enl IIH' dealhs nf yonng childn'n. ()espitt' Ihis. accurate
ano reliable measures nf childhnod dealhs in {Il'vclnpillg counlries are rarely anlilahle. TI1l'
preceding birth Irchnique (PRoT) iS:l simpll' and inexllrnsivc melhod for ohtainill~ rej.\ular
informalion on childhnlld morIa lily and for Illonitnl"ing changcs in ITInrlality' OHr time.

Thl' PBT requires lhatmolht'rs arc asl,cd aboullhl' survival of theil' preceding born child al
lhl' lime IlF;1 \ isi! 10 a lu:aUh Facilily For a SlIhsellurnl delivery'. nr just after a suhsequenl
delhery, ,\lolhers arc asked thrre key questinns:
• Han- ~()U e\er becn pre!!nant hrfon.' Ihis lasl pregn:lIlcy or deliwry'!
• Ifyrs. whal lias Ihe oulcome oflhis pregnancy (Ii\e hirth. still hirth. miscarriage, nr ahnrlion)'!
• If a livr hirt h. is the child alive tnday'!

,\n earl~ childhood morl:llity index is Ihen calculated by cOllnting all the pl'eceding horn live
hirths lhal died hl'forr thl' inquiry (I he numerator). and dividing by thl' lotalnumhl'r of liw
hirlhs-inclul.lin~babies Ihat died immediately after birth (thr denominator). The early
childhood mortalily indrx has heen delllun~trated10 he all accurale and reliahle ml'aSllre of
IIndl'r 2 mortality' in most l.levclupin~ counlry pOllulations. The major limit:ltionofthe
method is lhat it is facility-based and ma~' nut Ill' a measun.'of true ownlll mortality' in Ihe
~url'llundingpopulation due 10 selection hias. For this reason. it is used tn follow morlalit~

IIWIds mer lime. rather than eslimate ahsulull' leveh of morlalit).

BASICS undertook 10 lest thl' PUT approach in Iwo African counlries. Sene~'11 and :\lali. In
bolh counlJ'ics. Ihe IIll'lhod was tl'sted in a 6-monlh prospetlin studies hehwen April and
Scp[emht'r 1996. Health worl,ers were trained to use the PllT al Ihree possihle contacls wilh
the health Facility: al the time of antenatal xisits, "t the lime of delivery. and at the time of the
first illlmunilation \ish (1'01' BeG).

In Senegal. thl' IIll,thod \\as implrlllenled at six health facililies in four dislricts. The earl~

childhoud mortality index was estimated to hl' aJlpl'oximatd~' '00 per 1.000 live bi.'ths till' the
population coming 10 Ihew heallh facilities.:'\io significanl differences wen.' noted heh\l'en tht'
raIl'S calculated. usin~ cal'll of Ihl' lhrel' health facility con!;lcts.

'In Mali. the I'BT was il1lfllemented in 58 health facilities in till' dislricls of Kadiolo. Koulikouro ;lIld
I":ollliala. The l>arly' chihlhoud mortality indr\ was t'stimated tu he between 126 and 151 pl'r
I,OOUlh'e hirths for the IWllulalion coming In Ihrsr facililies. Again, no significanl differences
Ilcre noted in Iht, nlll's calculated lIsing each uf Ihr three facility contacls,

The majol' findings of thrse ,horl implemenlatilJn lrials wel'C
• Ilealth personnel in alllhrel' clinic sellings (antenalal, dt'liwry, and imlllunizalion) \\'l're

ahle til collect I'BT data frnm 1\lImen at the tinlt' of clinic visih,
• E:l.isling dala registl'rs can lie lIIodified to allo\\' I' BT data to he recorded.
• The l'ad~' childhood morlality indices did nol difli:r signilic'lIllly by lype of clinic \isil,

The qU31ity of the data collected suffered h('c;luse of inadrqmlll' health \\'1JJ"!'l'I' training lll1d
sUJll'n ision. Thi' was Ilarticularl)' true Ill' the immunization dinic I\orkrrs. \\'ho were not as
e\Jlcrienced in a~kinJ.: 4"t'stions 10 \Iomrn llIld childn'n, Bl'eallsl' BeG coverage is often
n'latiwly high in Ihese populations, Ihe illlll1l1nilllliun conl.lcl lIIay he lhe hesl opportunity
for cllllecling PBT data, For Ihis reaslln. mt'thOlls for impro\'ing the pnlctices of
iml11unilalion "'orl,t'n may dl'sen'c fUl'lhel' allcnlion.

\luch more I\ork needs 10 he donl' in Ihe area of compiling ancl analping morlality data and
usillg Ihese clat;l for nUl king local pl'ugram dl'cisions. :\Iorlality data could hr used locally to
identil:, high-risli gmups within a population. 10 monitor changes in mortality over lime. and 10
target high-risk ~mUIJS or individuals for hctlt'r oUlreach, or ulher sen'ices.

These l'arly trials suggesllhat this method is feasible in developing cOllntry settings and ean
he effecli\'l'ly implelHented hy local heallh \\orkrrs. :\Iore wicle~prl'ad testing Ill' the appnmch
is rt'clIlHmcnded hy inlcgrating it \\ith routine tnlining and SlIlJenision for lither primary
health carl' acth ities. Furth!'r Irials Ililineed til inxesligall' approaches for usinl! Plrr dala
fill' decision making.
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assessment, peer-based monitoring,

and better use of routine data systems.

To further test and develop this

approach, it will be important to

expand the reach of the THFA to

additional locations. BASICS has,

therefore, begun to train other

international organizations in the

IHFA process and to help them ex.plore

how they can customize it to fit their

own projects and needs. For example,

Save the Children and World Vision

are currently using the IBFA in

Ethiopia, and the Population

Council is testing its use in Guinea

and Zambia. Monitoring and

Evaluation to ASsess and Use

REsults (USAID's MEASURE

project), which is developing new

4

health facility survey mcthods for

use in several countries, will

incorporate an IHFA component into

its work. In addition, an interagency

task force (consisting of WHO,

UNIC F, USAI D, and the Centers

for Disease Control and

Prevention), currently working to

develop a monitoring and evaluation

approach for 1M r worldwide, will

use elements of the IHFA.

Because the IHFA enables health

facilities to monitor and evaluate

their own progress, it is critical for

the planning of sustainable, locally

based child health programs. After it

is adequately understood and

implemented, the IHFA may ultimately

lead to more targeted and suitable

technical assistance, which, in tum,

wi II help fulfill the goals of health

advocates worldwide.

BASICS identified the need to develop

monitoring and evaluation instruments

that will enable the district-level

health authorities manage their

programs. As mentioned in chapter 2

on community programming,

decentralization is already a reality

or soon will be in many countries.

Thus, increasing responsibility will

be delegated to district health officials,

and it is necessary to provide them

with the tools that will allow them to

function effectively. In addition to

the IHFA described in detail in this

chapter, BASICS developed and

tested two other instruments that are

meant for use by district health

managers, namely the Mortality

Surveillance Survey and PBT, also

mentioned in this chapter.

BASICS also invested in the verbal

case review (VCR) to evaluate the

practices of private practitioners.

This instrument is similar to the IHFA

in that it focuses on health worker

performance in diagnosis, treatment,

and counseling of sick children.

However, in this case, the

information comes from the
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caretakers themselves rather than

through observation of the

practitioner. The instrument was

tested and validated in the vicinity

of Calcutta in eastern India. It was

also utilized in several other countries

in the sub-continent, including India,

Indonesia, Bangladesh, and Pakistan.

The VCR demonstrated that it was

possible to improve private practitioner

health worker performance (see the

sidebar in chapter 5 on BA IC

experience in Bihar).

BASICS has been a staunch suppOiter

of monitoring and evaluation

(M&E) systems, not only as means

to track progrcss to the achievement

of program objectives, but also as a

planning mechanism. The HFA, as

explained, enables the local health

officer to identitY the health problems

in his area of responsibility and

develop ways to rectify thc situation.

BASICS M&E efforts also included

efforts to identify means to measure

the effectiveness of the radio behavior

change interventions as discussed in

chapter 9 (on communication and

behavior change). Radio has

proven to be a cost-effective means

ofdisseminating infonnation and

stimulating improved knowledge

and even child health care

modifications. Because the use of

radio is likely to be increased in the

future, it is important that

methodologies and techniques to

evaluate the effectiveness of radio

and social marketing campaigns be

developed, tested, and standardized.

In the future, there is a need to

ensure that sufficient resources are

invested in monitoring and evaluation

activities. Instead of being viewed

as a cost-consuming resource,

which could be used for program

activities, any funds expended on

monitoring and evaluation should

be seen as necessary to ensure the

cost-effectiveness of any program.

In addition, there must be greater

consensus on instruments and

indicators. The donor agencies and

NGOs involved in IMCI and child

survival programming will have to

collaborate more closely to standardize

survey tools and the definition of

the indicators monitored. This

action will make it possible to

compare the data collected by the

various donors and governments.

Moreover, it will enable the donors

to identify a core set of indicators

that all child survival programs will

collect and, in the process, enable

the donors to reduce some of the

duplication that now exists.
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BASICS Work in Monitoring
and Evaluation
Community assessment and planning: Ethiopi.a.
Morocco. and zambia
Preceding birth technique: Mali and Senegal
Mortality surveillance: Bolivia. Cambodia.
Guatemala. Guinea. and Kazakhstan
Integrated health facility assessments: Benin.
Bolivia. Ecuador. Eritrea. Ethiopia. Guinea.
Honduras. Kazakhstan. Kyrgyzstan. Madagascar.
Mali. Morocco. Senegal. Uzbekistan. and zambia
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Further Reading on
Monitoring and Evaluation
from BASICS
Community Assessment and Planningfor Maternal and

Child Health Programs: A Participatory Approach in

Ethiopia by Karabi Bhattacharyya, John Murray,

Wondimu Amdie, Mengistu Asnake, Mulugeta Betre,

Paul Freund, Tekleab Kedamo, Workenesh Kereta, and

Peter Winch. 1998.

Community Demand Study for the Essential Services

jar Health in Ethiopia Project by Karabi

Bhattacharyya, Paul Freund, Wondimu Amdje, and

Dargie Teshome. 1997.

Use ofan Integrated Health Facility Assessmentfor

Planning Maternal and Child Health Programs:

Results from Four African Countries by John Murray

and Serge Manoncourt. 1998.

Integrated Health Facility Assessment Manual: Using

Local Planning to Improve the Quality ofChild Care

at Health Facilities by John Murray and Serge

Manoncourt. 1998.

Child Survival BASICS: Alonitoring and Evaluation­

Tools for Improving Child Health and Survival. 1998.

(Also available in French and Spanish.)

Mortality Survey in Bolivia: The Final Report by Ana

Maria Aguilar, Ruth Alvarado, Dilberth Cordero,
Patrick Kelly, Adalid Zamora, and Rene Salgado. 1999.

Rural Drug Vendors in Eritrea: A Study ofPractices

and Training Needs by John Murray, Asqedom Mosazghj,

Bernardo Kifleyesus, and Nosa Orobaton. 1998.

Highlights (one-page summaries)

Community Health Needs Study Guides Strategies for

Ethiopia Project

Child Deaths in Bolivia are Preventable, Survey Shows

Eritrea Reaches Consensus on PHC Policy: Building

a Strong Foundationfor the Future

Bangladesh NJD Proce s Evaluation: Learningfrom

Experience

Health StaffPartner with the Community for Better

Maternal and Child Health in Ethiopia

Health Workers in Central America Learn Cholera

and Diarrhea Management through Distance Education

Analyzing the Co t-Effectiveness ofOral Cholera

Vaccine: The First Step for Decision Makers

Lot Quality Assurance Sampling: Identifying Areas of

Low Immunization Coverage in Urban Bangladesh

Articles
"Helping Health Workers to Plan with Communities in

Ethiopia and Zambia. " by Karabi Bhattacharyya and

John Murray. PLA notes. 32:4-8. 1998.

"Community Assessment and Planning for Child

Health Programs: A Participatory Approach in

Ethiopia." by Karabi Bhattacharyya and John Murray.

Health Policy and Planning. In pres. 1998.

"Cost-Effectiveness of Oral Cholera Vaccine: An

Analysis in Stable Refugee Populations at Risk for

Epidemic Cholera and Populations with Endemic

Cholera" by John Murray, Deborah McFarland, and

Ronald Waldman. Bull WHO In press. 1998.

"Conducting Local Rapid Asses ments in Di tricts and

Communities... The Manager, Family Planning

Management Development Project. Management

Sciences for Health, Boston, MA,Volwne VII, Nwnber 1,

1998.
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Renewal and Reform in the NIS

BASICS Immunization Strategic Vision
Contribute to the delivery and utilization of effective, efficient, and safe immunization services and the control of vaccine­

preventable diseases. Emphasize mid- to long-term planning for improved management and financing (including vaccine

procurement), implementation, and monitoring and evaluation.

• Increase safe and effective immunization coverage, especially among high-risk populations, through selective activities to

streng hen management and planning capabilities; upgrade the quality of services to increase and sustain demand for

immunization services.

• Introduce strategies to reduce morbidity and mortality due to vaccine-preventable diseases.

• Work toward ensuring the constant availability of funds and commodities required for the operation of immunization

programs.

the fonner Soviet republics. (See

map, p.103.)

In many ways, the health system of

the fonner Soviet Union was effective.

Soon after the Soviet Union began

to break up, Resources for Child

Health (REACH, a predecessor

project of BA JCS) launched

technical assistance projects in the

field of immunization and disease

control in the ew Independent

State (NlS). In 1994, after

BASICS picked up where REACH

left off. work focused on Moldova

and the C ntral Asian Republics

(CAR) of Kazakhstan, Kyrgyzstan,

Tajiki tan, Turkmenistan, and

Uzbekistan. Major additional work

ha been carried out in Russia and

the Ukraine. The overall goal of

the New Independent States

immunization program is the

strengthening ofimmunization

services to reduce disease,

disability, and death from vaccine­

pr ventable diseases.

nonnous progre in the

field of immunization

ha been made ince the

World Health Organization

(WHO) initiated the Expanded

Program on Immunization ( , PI)

20 year ago. Thanks to the work

of WHO, UNICEF, numerous other

organization , and governments

worldwide, global vaccination

coverage rates have increased from

10 percent in 1974 to approximately

80 percent in I990-progress that

now prevents an estimated 3 million

child deaths annually.

Yet today, 2 million children around

the world die each year from

disea es, such a polio, males,

diphtheria, pertu sis, tubercula i ,

and tetanus-all preventable by

vaccination that are r latively

inexpensive and straightfolWard to

admini ter. With the need in the

field so compelling, B IC makes

immunization a cornerstone of its

work in many parts of the world, in

particular Bangladesh, Africa, and
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An extensive array ofhealth facilities

with well-defined catchment areas

and up-to-date records on all families

allowed high levels of inununization

coverage and thorough follow-up on

preventive and disease control

measures. Vaccinations and other

health services were provided free­

of-charge in the public sector.

However, these achievements were

only possible because of heavy

subsidies by the state. Under a

centralized system, the ministry of

health (MOH) representatives in

each former republic followed

policies formulated in Moscow.

Variations in health conditions among

the provinces (ob/asts) regarding

the incidence of specific diseases,

90

infant mortality, and nutrition were

largely disregarded when policies

and strategies were formulated.

At the time of independence, the

NIS inherited a functioning yet

inefficient health system, but not the

means to finance or improve it.

More than 70 years of relative

isolation had left these countries

lacking in knowledge and skills

required to develop appropriate

policies, procure necessary supplies,

manage inununization programs,

and examine health data. Long­

controlled, vaccine-preventable

infectious diseases, such as

diphtheria and polio, rapidly re­

emerged, in large part because

vaccines could only be obtained

from abroad with scarce hard

currency at high prices.

In light ofthese conditions, the initial

objective of REACH was to guide

emergency humanitarian donations

of vaccines and conunodities in the

NIS. However, it inunediately

became clear that the success of

these efforts in the long term

required an expansion of program

goals to include the modernization

and strengthening of inununization

programs. In 1992, the REACH

project initiated a technical

exchange process between MOH

officials throughout the NIS and

international experts to revise

immunization polices and practices

according to WHO standards, an

effort that BASICS continued.

BASICS inherited and expanded

upon this work. The project

introduced new concepts of

program management, planning,

vaccine logistics, social mobilization,

and behavior change strategies to

improve management information

systems, and procedures for obtaining

vaccines on the international

market. Today, BASICS aims to

foster greater effectiveness,

efficiency, and self-sufficiency­

ultimately helping the NIS develop

structures for vaccine procurement

that can serve as alternatives to

traditional donor funding.

Many factors make this work

challenging and difficult. For example,

under the Soviet system, individual

oblasts had grown accustomed to

simply contacting vaccine manu­

facturers in Russia and having

supplies shipped almost immediately.

Consequently, few people at national

levels had the skills or knowledge

needed to obtain, properly store,

and distribute vaccines, or to manage

stocks. Under former regulations, it
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was common to administer an

excessive nwnber ofdoses to children,

with little attention paid to the

internationally accepted immunization

schedule. In addition, cold chain

practices (which keep vaccines at

the proper temperature during

transport, storage, and use, thereby

preserving their effectiveness over

time) were rarely implemented. The

equipment needed to do so, such as

refrigerators, aged and fell into a

state of disrepair.

To implement change and develop

new interventions in the NIS,

BASICS formulated three core

program objectives:

Build a viable national immuni­

zation program, including the

revision of immunization policy,

comprehensive operational

planning, and more effective

advocacy and donor coordination.

Strengthen institutional capacity

for implementation of national

immunization programs through

design of appropriate systems

and training in essential

management and technical skills.

Reduce the incidence ofpll0rity

vaccine-preventable diseases,

diphtheria and polio, through

technical support for national

control programs and campaigns.

Among the many legacies of the

Soviet era was a record-keeping

system with excessive amounts of

unnecessary data. Beginning in

1994, BASICS began to work with

the MOH in Kyrgyzstan to

streamline the country's health

management information.

Epidemiologists and pediatricians

from national, oblast, and rayon

(district) levels were brought

together to assess record systems

and practices, to find ways to

improve the monitoring of

immunization services, and reduce

the quantity of unused infonnation

being reported. Ultimately, records

were revised and training manuals

and monitoring tools were developed.

After a successful one-year trial, the

MOH implemented the new system

nationwide in August 1997, and is

currently working on expanding it

to include disease surveillance.

The Soviet medical system had also

created an administrative and practical

divide between child health care and

disease prevention and control. To

bridge this gap, BASICS has provided

technical and financial assistance to

establish centers for immunoprophylaxis

in Kyrgyzstan and Tajikistan. These

centers bring together pediatricians

and epidemiologists to coordinate

management and implementation

and to fonnulate policies on disease

control and prevention.

With an eye to the implementation

of such policies, BASICS initiated

the development of inclusive national

immunization plans in the five CAR

countries and Moldova. The plans

are tailored to the countries' diverse

situations, incorporate WHO

immunization standards, and

promote more cost-efficient services.

A major step has been to revise and

streamline vaccination schedules

and contraindication policies.

BASICS has also worked with

MOHs to organize seminars with

medical faculty and health

professionals to discuss current

WHO recommendations and

practices in Western countries.

To help modernize health policies

and practices, BASICS has facilitated

the translation into Russian of more

9\



Expanding Immunization
in Urban Bang adesh

Table 7.1 Main Achievements in Bangladesh Urban EPI Project

Assist the government of Bangladesh to improve and

sustain EPI delivery systems in cities and selected muni-

Poverty, landlessness, and unemployment in rural areas

have forced many people to migrate to cities, where 23

percent of Bangladesh's 120 million people now live.

Half of the urban residents are classified as poor and

many live in unsanitary, overcrowded conditions that

foster the development and spread of disease. In response

to these conditions, USAID launched an urban EPI

project in 1988 and BASICS took over the etTort in 1994.

The program had the following goals:

B
angladesh is an encouraging example of how

quickly child health can improve once adequate

financial and human resources are mobilized.

Through a governmental Expanded Program on

Immunization (EPI), the proportion of Bangladeshi

children fully immunized by age 12 months increased

from 2 percent in 1985 to 51 percent in 1997. However,

the persistent gap in health coverage between rural and

urban areas, and the higher rates of disease and infant

mortality in the urban slums, have long been concerns for

government officials, health organizations, and

international agencies. (See table 7.\.)

73

61

96

cipalities, with special emphasis on the urban poor.

Assist cities and towns to assume an ownership role

in planning, coordinating, implementing, and

monitoring urban child health services.

Strengthen child survival service delivery and the

introduction of IMCI, in coordination with the

government of Bangladesh.

These strategies have proven so successful that immunization

coverage in urban areas now exceeds the average national

rate. Successful National Immunization Days (NlDs) have

been held for the past three years, with the result that most

eligible children have been vaccinated

against polio. In addition, the number

of health posts filled in urban areas

has nearly doubled since 1996, while

all of the 84 municipalities involved

in the BASICS program have taken

concrete steps toward financial

sustainability of local EPI recurrent

cost. More than 1,200 officers and

numerous field workers have been

The primary program strategy is to assist the government of

Bangladesh in its eHorts to expand coverage among the

urban poor, including disease surveillance; supply of and

demand for immunizations; and capacity building among

local governments, cooperatives, and city corporations.

Specifically, BASICS !las helped map areas and identify

available health resources, organized coordinating

committees and task forces among service providers and

health ministries, assessed the behavior and knowledge

of populations regarding child health services, and

implemented communication interventions to increase

demand for vaccination.

1997 (percentage)

13

81 (1995)

46

1994 (percentage)Indicator

I-year-olds with measles vaccination

in slums (Dhaka)

NID polio coverage in urban areas

Reported non-polio acute flaccid paralysis

cases in urban areas vs. expected

Municipalities fully paying for local

EPI recurrent cost 32 95

Municipalities employing a medical officer 6 51

Filled posts of health staff in municipalities 26 44



trained in conducting thorough, sensitive disease

surveillance and appropriate response methods,

while BASICS information, education, and

communication campaigns have taught the peoople

of Bangladesh to recognize and report cases of acute

flaccid paralysis, neonatal tetanus, and measles in

their communities.

Still, segments of the urban population, particularly

those living in slum conditions, remain in dire need

of child health services. To identify those areas

where a higher number of children and mothers are

not immunized, BASICS adapted and applied the

Lot Quality Assurance Sampling (LQAS) survey

method. This approach helps managers identify

geographical areas or "lots" with unacceptable

immunization coverage. As a result, supervision can

be focused on low coverge areas. The LQAS has

been implemented in five Bangladeshi cities:

Khulna, Chittagong, Rajshahi, Dhaka, and Syedpur.

Under BASICS supervision, field workers from local

NGOs have been trained in LQAS methodology and

interview techniques, and databases have been

developed to identify the location of immunization

services in slums. Areas identified as severely

lacking in immunization coverage have been

targeted for intensified program activity, including

stepped-up vaccination sessions, social mobilization,

and communication with health workers. In the

future, the greatest challenge for domestic and

international agencies alike will not only be

expanding health services to more people, but also

improving the living conditions that affect the health

and survival of women and children.

than 200 technical and educational

documents related to immunization

and child health. WHO Russian­

language training manuals and case­

management charts, as well as

simple, inexpensive leaflets with

key health messages and treatment

instructions related to diarrhea,

acute respiratory infection (ARI),

and breastfeeding have also been

translated into Kazak, Kyrgyz, and

Uzbek. This information has been

reproduced in large quantities and

distributed in health facilities by

physicians andfeldshers (community

health workers), and in settings related

to immunization, well-child, and

prenatal care, as well as in

maternity homes and during social

mobilization campaigns.

One of the greatest challenges in

developing sustainable immunization

programs in the NIS is the ability of

countries to procure adequate supplies

of high-quality vaccines. The

Moldovan experience demonstrated

the need for standardized training

and reference materials on vaccine

procurement. BASICS conducted

vaccine finance and procurement

training in Moldova in 1996 for

MOH officials, who learned how to

conduct a vaccine tender and bid on

the international market. In

collaboration with Program for
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Appropriate Technology in

Health (PATH), BASICS has

also developed a Vaccine

Procurement Manual, which

presents information on how

to navigate the complex

process of vaccine

procurement, including

information on purchasing

options and procedures,

writing vaccine specifications, and

ensuring quality products.

The experience gained on the ground

resulted in another customized

training tool and reference guide for

use by MOH staff. Safe Vaccine

Handling, Cold Chain, and

Immunizations: A Manual for the

New Independent States, written in

Russian and English, with

contributions from WHO and

UNICEF, provides essential

information on the proper use,

handling, and storage ofvaccines and

the maintenance of cold chain and

injection equipment. In addition,

BASICS has provided technical

assistance on cold chain manage­

ment, refrigerator repair and

maintenance, and vaccine logistics

to each of the CAR and Moldova.

Many of the interventions already

discussed have focused on the long­

term, structural transformation of

94

By focusing on policies, practices, and

capacity building, (BASICS has]

strengthened the system and helped

to restore effective immunization

services with improved efficiency,

which can be afforded by the

countries themselves.

Dr. Mario Gra~·si and Dr. Sieghart Dittmann, World

Health Organization/European Regional Office

outdated, inefficient immunization

systems. However, BASICS has also

responded to immediate needs.

Starting in 1994, BASICS provided

technical guidance to several CAR on

the implementation of mass

campaigns to rapidly bring

diphtheria and polio epidemics

under control. In 1996, a BASICS­

assisted campaign on oral

rehydration in Dzambul oblast in

Kazakhstan distributed 11,500

leaflets (at a total cost of less than

$500) to families with young

children in all areas, including

remote steppe communities. The

campaign mobilized pediatric and

obstetric facilities, schools, police,

transport workers, and the media to

inform parents of the dangers of

diarrhea and dehydration in children

and the importance of oral rehydration

therapy and other forms of home care.

BASICS has provided technical,

financial, and administrative

support to organize NIDs

for the eradication of

poliomyelitis in Kyrgyzstan

and Tajikistan, including

training workshops, technical

assistance to help MOHs

develop strategies for

delivering services and

informing the public about

NIDs, and assistance in the

production of televised public

service announcements. Together

with WHO, UNICEF, and MOHs,

BASICS has also contributed

regionally to the development of

diphtheria control strategies, in

particular during an epidemic in

Moldova in 1994-1997.

As stated by one Russian participant

at a BASICS seminar, health

professionals in the former Soviet

republics are "awakening as iffrom

a long sleep." The changes that

have occurred throughout the NIS

in recent years, as well as the

impact of BASICS interventions,

must therefore be viewed within the

context of the enormous effort and

resources needed to leave entrenched

systems and inefficient methods

behind. Because of this dramatic

shift, past approaches and standard

operating procedures often have to



Supporting Diphtheria Control in the NIS

D
iphtheria in the Soviet Union was controlled for

almost 30 years following the implementation

of childhood immunization in the late 1950s.

In 1990, a diphtheria epidemic swept through the former

Soviet Union, spreading from the Russian Federation to the

Ukraine in 1991, and to 14 of 15 of the NIS by 1993-1994.

With the dissolution of the Soviet Union, rates of child

immunization coverage fell when sources of vaccine and

funding were disrupted.

1997, with an estimated 100,000 cases and 12,000 deaths

averted. (See table 7.2.) BASICS provided intensive

technical support to Moldova, which experienced the shortest

epidemic in the NIS. Through coordinated donor support, a

diphtheria mass immunization campaign, rapid case

identification, antibiotic prophylaxis, and supplementary

immunization of contacts in clusters of infection, the

epidemic was quickly contained.

Population movements and crowding are thought to have

provided the opportunity for the diphtheria organism to

gain a foothold and spread widely among unimmunized

cohorts, particularly adults. WHO declared an international

public health emergency and, together with UNICEF and

the IFRC, launched a major public appeal for financial

support to control the epidemic. More than 200,000 cases

have occurred in the NIS since the start of this epidemic.

In Russia, BASICS primary mandate was to assist the MOH to

modernize methods of public health communications.

Starting in 1996, the project used the raging diphtheria

epidemic as the opportunity to apply new communications

approaches to raise immunization coverage among adults.

Incidence fell from approximately 36,000 cases in 1995, to

14,000 cases in 1996, and 4,000 in 1997. These successes in

Moldova and Russia will be published in a Supplement to the

Journal ofInfectious Diseases in 1999.

, Table 7.2 Decrease of Diphtheria Incidence in NIS, 1995-97

The key lesson learned in the control ofthe diphtheria epidemic

was that the early implementation of well-recognized control

measures (vaccination of children, boosters to adults,

bacteriological screening and treatment, rapid epidemic

response, etc.) was crucial to effective diphtheria control.

Delays in applying these measures, often resulting from slow

provision of essential supplies and nationallintemational

commitment, must be avoided in future outbreaks. In the

international context, early and effective donor support and

coordination at technical and operational levels are essential

for successful epidemic control.

Diphtheria Incidence (Cases) Percentage

Country 1995 1996 1997 Decrease 1995-1997

Kazakhstan 1,106 455 162 85.4

Kyrgyzstan 704 412 291 58.7

Tajikistan 4,455 1,464 723 83.8

Turkmenistan 87 80 38 56.3

Uzbekistan 639 160 34 94.7

Moldova 418 97 49 88.3

Russia 35,652 13,604 4,057 88.6

Total 50,425 20,215 7,192 85.7

Source: WHOIEURO

BASICS began diphtheria control efforts in 1994 to contain the

spread of diphtheria in several NIS countries, particularly

Moldova and Russia. BASICS participated with the

European Regional Office ofWHO (WHO/EURO) in the

design of a joint strategy for diphtheria control. BASICS

also identified and translated into Russian key materials

and articles (a few dating from the 1930s when diphtheria

was the leading infectious cause ofchild mortality in the U.S.) to

provide the scientific lmderpinnings for the WHO policy

pronouncements, especially on such unfamiliar topics as

the treatment of contacts with antibiotics. BASICS, with

WHO and CDC, also prepared a

document, Planning and Conducting

Diphtheria Mass Immunization

Campaigns, which was translated by

WHO/EURO into Russian.

As a result of concerted national and

international action, diphtheria

incidence in the NIS was reduced

from a high of over 50,000 cases in

1995, to 20,000 in 1996, and 7,000 in
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Table 7.3 Annual Cost Savings (U.S. Dollars"') Due to Revision of Immunization
Schedules After Seven MOHIUSAID (BASICS)IWHO Policy Seminars, 1992-1995

Uzbekistan 12/92 4.46 $119,000 3.8

Kyrgyzstan 12/92 4.32 40,000 6.7

Turkmenistan 6/93 4.08 73,000 11.9

Tajikistan 6/93 3.91 161,000 15.6

Kazakhstan 6/95 3.60 246,000 16.5

Moldova 11/93 3.08 107,000 33.5

Georgia 1[/93 3.91 58,000 15.6

Total $804,000
• Assumes UNICEF prices. Table excludes the significant savings due to fewer contacts with the health system.

As health officials learn to negotiate

in the international market, the price

ofvaccines has dropped. For example,

be "unlearned" before new methods

appropriate to changed circumstances

can be adopted.

The positive effects of BASICS

technical assistance are also clearly

identifiable. For example, within a

few months oflaunching a diphtheria

control campaign in Moldova in

1995, 80 percent coverage in 7 to

10 year-olds (the most vulnerable

population) and 52 percent coverage

of people under 60 years of age had

been achieved.

To help exchange information on

immunization and other health

Also, because of BASICS recom­

mendations, Kyrgyzstan now includes

the monitoring of contraindications

as part ofthe country's health manage­

ment information system. Within

one year, the country had reduced the

number of children deemed ineligible

for immunizations due to contrain­

dications from 17 percent to 5 percent,

thereby increasing timely coverage.

In addition, following another

BASICS seminar in 1997,

Uzbekistan further revised its

immunization schedule, resulting in

annual savings of another

U.S.$400,OOO from vaccine and

syringes. As a result ofsimilar BASICS

seminars in Moldova and the CAR,

all of the countries now save

U.S.$ I .25 million annually in

vaccines and related supplies.

Savings as a
Percentage of
Earlier Budget

using funds made available by the

Ministry ofForeign Affairs in Japan,

Moldova was able to acquire

hepatitis B vaccine and syringes at

less than 90 cents per dose; the

country has since purchased other

vaccines on the international market,

at favorable prices, with its own funds.

Dramatic, rapid changes have been

made possible by the work and

collaboration of international

agencies and domestic health

officials and organizations. The

results ofBASTCS contributions to

these efforts are tangible, as

illustrated in table 7.3, which

provides a snapshot of annual

savings in vaccines and syringes

due to streamlined immunization

schedules. Additional savings were

achieved in each year by reducing

the number of individual contacts

with the health system to complete

the immunization schedule.

Annua'l Savings Due to
Revision of Earlier
Immunization Schedule

Current Cost per
Fully Immunized
Child (0-16 years)

Date of
Seminar

Even with this caveat in mind, the

progress made throughout the NIS

in the field of child health has been

impressive. Throughout the CAR

and Moldova, immunization schedules

and contraindications policies have

been streamlined, thereby realizing

great savings and achieving higher

coverage without sacrificing

effectiveness. A variety of innovative

solutions to common problems are

also being found in the areas of

policy, national planning, creation

of new management structures and

information systems, cold chain

processes, and modem methods of

public health communications.

Country
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concerns, BASICS aided in developing

Russia's first public health Internet

address (http:\\www.medlux.ru).

The "Medicine for You" website

provides the latest MOH and other

technical documents, access to the

international marketplace for

health-related merchandise, clinical

information on medications, and

communication with other health

professionals. Local users in

Moscow can also access a directory

to match needed medications with a

pharmacy location.

i
The integrated nature ofpast policies,

practices, training, supplies, logistics,

management, and monitoring must

be appreciated to arrive at a valid

diagnosis of current problems and

to identify appropriate solutions.

When it comes to the former Soviet

Union, international partners have

been forced to rethink and tailor

their approaches to immunization

and vaccine-preventable disease

control. A "cookie cutter" approach

that applies solutions learned in

other settings will not work in the

NIS, where health authorities have

just begun to think critically for

themselves and to recognize the need

to achieve consensus and public

support in a rapidly evolving,

pluralistic society. Donors have had

to do their homework carefully to

counter the healthy scepticism of

entrenched minds, so that in the haste

to achieve health reform, the countries

do not unintentionally lose positive

aspects of their previous system.

Many projects developed by BASICS

and its partner agencies can be

successfully expanded and replicated

in other localities throughout the NIS.

For example, the additional

translation of pol icies, guidel ines,

tools, job aids, and background

documents into Russian and national

languages is a critical element in the

education and training of health

officials and professionals. For

example, the materials selected and

translated by BASICS on vaccine

safety, post-vaccination

complications, and medical

contraindications have been widely

used in all the NIS.

The Vaccine Procurement Manual

will be useful throughout the NIS, as

well as elsewhere in the world.

Fortunately, since the original draft

was used in Moldova, interest in

expanding the manual's reach has

been expressed by the WHO and

the International Center for

Childhood and the Family. These

partners consider the manual to be a

potential model for developing

countries throughout the world on

how to negotiate for quality

vaccines at affordable prices on the

international vaccine market.

The job of reform in the NIS, while

well under way, is far from complete.

International partners will need to

continue to provide MOHs, centers

for immunoprophylaxis, and local

health workers with technical, moral,

and, in some cases, financial support.

Technical experts should be brought

together to resolve critical problems

and design coordinated strategies,

including policies to reduce the

resource constraints and poor

management of vaccine stocks that

often styInje immunization programs

and disease control efforts.

Targeted activities will also be

necessary, such as vaccine labeling

in Russian and other national

languages (i.e., with Cyrillic lettering);
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improved monitoring ofthe conditions

ofvaccine and equipment shipments;

the development of specifications

for vaccine transport materials, such

as domestically produced cold boxes;

and the assurance of safe injection

and disposal practices.

The health and social benefits, as

well as the cost savings, of efforts

to prevent childhood diseases are

readily apparent to both international

agencies and officials and health

professionals in the NIS. BASICS

has helped expose the NIS to

modem ideas and approaches, as

appropriate from both developed

and developing countries, to help

them "redevelop" within their means

to sustain past gains. However, the

future success of the programs that

have been initiated by BASICS and

others will depend on the continued

allocation oflocal government

resources amid the restructuring of
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health systems. This complex

process will fortunately be imbued

with the eagerness ofpeople through­

out the NIS to learu, change, and

find new ways to improve their lives

and those of future generations.

Donations of vaccine and cold chain

equipment to the NIS were not enough

to respond to a complex man-made

public health disaster which began

to unfold in slow motion, starting in

the early 1990s. Recognizing this,

USAID initiated through its REACH

(l 992-l 994) and subsequent

BASICS (1994-1998) projects a

technical exchange process not only

to respond to the immediate

emergency but also to strengthen

and moderuize the immunization

service so as to reduce future

dependence on external support.

With some variations from country

to country within the NIS,

depending on need and opportunity,

BASICS has provided a balanced

and comprehensive package of

technical assistance, encompassing

policy reform, program planning

and management, vaccine

procurement, training, colld chain

and logistics, public health

communications, data management

and monitoring, and translation and

adaptation of key documents.

The collapse ofthe Soviet Union has

challenged donors to "think outside

the box" to arrive at a valid diagnosis

and an appropriate course of action.

Unlike most developing countries

in which USAID normally works,

the NIS has a highly developed

system of preventive health care,

well-developed infrastructure, a

literate population, and skilled

health staff. In the NIS, as

elsewhere, BASICS has provided

technical guidance in recognizing

the integrated nature of past

policies, practices, training,

supplies, logistics, management,

and monitoring. In this process,

BASICS has encouraged the

empowerment and coping skills of

well-qualified host nationals and has

worked together with other partner

agencies to advocate sustainable

long-term solutions.

Public health disasters can be

anticipated, prepared for, and even

averted. The public health crisis in

the NIS is far from over. The re­

emergence of infectious diseases,

such as diphtheria, tuberculosis,

typhoid, cholera, malaria,

poliomyelitis, anthrax, and others is

an early warning ofthe impending

collapse of the public health

infrastructure and the absence of

alternative methods of organizing
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and financing health services to

meet the needs. The public health

infrastructure is extremely fragile

and requires increased support from

the host governments and partner

agencies. The job is not done. The

start that REACH and BASICS

have made will need to be

continued, by intemtional agencies

that recognize the economic,

political, and humanitarian

arguments of investing in programs

of primary prevention.

BASICS has learned that

immunization programs, to be

effective, require considerable

technical skill to build capacities

and develop strong systems. This

approach must be constantly

balanced against pressure for short­

term improvements that relate only

to a single disease. While disease

control is the objective of

immunization, the challenge is to

try to achieve that objective in a

sustainable manner that promotes

the building of local management

capacity. BASICS has learned that

long-term program sustainability

requires three pragmatic field-based

strategies that stress system

strengthening, disease control, and

financial/commodity support.

Improve the delivery of

routine EPI services. Children

and women must be immunized in

as complete, effective, efficient, and

timely a way as possible. Issues of

access, quality, and efficiency must

be addressed. Depending upon

country needs, activities should

involve such topics as training,

supervision, monitOling and disease

surveillance, upgrading cold chain

and logistics management, improving

the interaction between health workers

and caretakers, reducing missed

opportunities for immunization, and

improving planning and management.

Introduce strategies to reduce

morbidity and mortality from

EPI target diseases. National

governments require technical

support to address EPI disease

targets for polio, measles, and

neonatal tetanus in a manner consistent

with country priorities and systems

strengthening. Assistance is often

needed for advocacy, social

mobilization, planning, logistics

management for campaigns, high­

risk population identification,

evaluation, and research.

Ensure the continuous availa·

bility of required funds and

commodities for EPI. Donors

must work at country, regional, and

global levels and coordinate with

global partners to develop and

implement strategies to assist

countries in developing long-term

immunization plans. These plans

identify resource needs and funding

sources, mobilize private and public

sector partners to contribute to the

delivery of immunization services,

and help ensure a sustainable

supply ofvaccines.

Despite its relative maturity,

immunization programs in many

countries are surprisingly fragile
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and have remained rather static since

the early 1990s. Despite a global

renaissance in vaccine research and

development, most poor countries

with the greatest need have been

unable to incorporate new vaccines,

even though the ·introduction ofjust

two of the "new" vaccines-against

hepatitis Band haemophilus

influenzae type B-<:ould prevent an

additional 1.5 million deaths each

year. Sustained funding to introduce

these and newer vaccines will need

to be secured, and the capacity to

deliver the immunizations improved.

Immunization and other preventive

services must remain effective,

accessible, and utilized by all

segments of the population during

and after the process of health

sector reform, which has begun in

many countries. Decentralization

has resulted in a shift of functions

that were previously centralized and

necessitates local-level advocacy,

training, MIS, and others. Central

staff who are required to support
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the technical quality of decen­

tralization, have been decimated.

Integration of services at the central

and regional levels has resulted in

changes that, ifnot properly managed,

pose a risk to the effectiveness of

immunization. Moreover, approaches

for reaching high-risk populations

are needed in each country.

Innovative ways ofproviding services

in slums, over-coming institutional

barriers, creating demand among

the urban poor, enlisting political

support, and monitoring local

immunization performance all need

further attention.

Global initiatives, such as polio

eradication, neonatal tetanus, and

measles control/elimination, will

need to be translated and customized

at country level into efforts that are

epidemiologically sound,

operationally and programmatically

realistic, socially acceptable, and

affordable. A balance wi II be needed

to ensure that disease reduction

goals are met without sacrificing the

need to ensure longer-term

development and sustainability of

the immunization services. Global

disease reduction initiatives will

need to be deliberate in their

approach at country level to realize

their potential to strengthen the

capacity of all levels of the health

system to plan, conduct social

mobilization and surveillance, and

mobilize resources.

Attention is needed at global and

country levels to ensure safe

immunization and injection.

Decision makers at all levels must

be made aware that it is not enough

just to give injections-they must

be safe, as well. This is not easy to

sell, as improving injection safety

may not be perceived by policy­

makers as advancement toward a

public health goal but rather just a

requirement for additional resources.

There is a need for countries and

major international agencies to

formulate a more coordinated and

integrated approach to the develop­

ment and delivery of well-child and

sick-child health services at health

facility and community level.

Nutrition, immunization, and IMCI

programs and approaches can mutually

support each other and act more

effectively in synergy. It is important

to identifY the programmatic linkages

to faoilitate effective and coordinated

action. The areas of synergy, overlap,

divergence, and potential for

programmatic opportunities and

linkages need to be better appreciated

in the design and development of

comprehensive health services.



BASICS Work in
Immunization
Assessment (determining how BASICS, USAID, and
other partners might become more involved in
support of the national immunization program):
Bolivia. Ghana. Niunibia. Niger. 5enegeI. and 'nInzania

Cold chain and logistics (strengthening vaccine
transport, storage, handling, and forecasting of
requirements, as well as the routine management,
maintenance, and replacement of equipment):
Ethiopia. Ghana. K:rrgyzsIan. Maldova. Tajikistan.
Turkmenistan. and Uzbekistan

Community and publidprivate partnerships for health:
(creating lasting partnerships between neighborhoods
and private providers for development, including
immunization services): Nigeria

Coordination (improving the routine coordination
among all partners for support of the national
immunization program): Haiti

Cost-effectiveness study (demonstrating the utility of
local data to identify gaps and weaknesses in the
immunization program to improve management and
operations): Moldova

Diphtheria control (providing operational. management.
epidemiological, policy, and training support for the
control of the diphtheria epidemic in the NIS):
Armenia. Azerbaijan. Georgia. Moldova. Russia.
TaJikistan. and Ukraine

IMM~NIZATIONACTIVITIES

Disease surveillance (designing new methods for
implementing disease surveillance of vaccine-preventable
diseases in urban areas in Bangladesh and at
sub-district level in Uganda): Bangladesh and Uganda

IEC/public health communications (introducing and
applying modern methods of IEC/public health
communications for routine immunization and special
disease control initiatives): Bangladesh. K~rgyzstan.
Madagasc:ar. Russia. and Ukraine

Immunization program review (participating in
international multi-agency reviews of the national
immunization program): Bangladesh. Eritrea.
Ethiopia. and zambia

Injection safety (assessing the safe use and disposal of
syringes/needles within the health system, and
reviewing policy options): Eritrea

Introduction of Vitamin A (developing a manual with
WHO for the incorporation of vitamin A into
immunization programs and testing the manual):
Benin

Long-term sustained measles control (preparing
position papers for partners and designing field
methods): zambia

Continued



Management (advising on national structures for
improved management of the national
immunization and disease control program):
Kazakhstan, NIS, and Uzbekistan

Medical education and curriculum reform (introducing
key policy documents, tools, and reference materials,
translated into Russian, on vaccine safety, medical
contraindications, and post-vaccination
complications for incorporation into medical
education): Kazakhstan, Russia, and Uzbekistan

Monitoring and health management Information
system (developing improved methods and systems
for routine local-level monitoring of the immunization
program): Bangladesh, Kyrgyzstan, and Ukraine

National planning/program design (participating in
the planning and development of the national
immunization program): Niger and Uzbekistan

Policy reform (updating and customizing
immunization policies within the local context of
health sector reform, including decentralization,
integration, and privatization of services):
Kazakhstan, Kyrgyzstan, ftladagasca~

Uzbekistan, and zaMbia

Polio eradication and system strengthening (providing
support for cold chain and logistics, and social
mobilization and disease surveillance for national polio
immunization campaigns in the context of overall

strengthening of the routine immunization system):
Bangladesh, DR Congo, Eritrea, Ethiopia, Guinea,
Kazakhstan, Kenya, MozaMbique, Nepal,
Nigeria, Russia, 'taJikistan, TurkMenistan,
Uganda, Uzbekistan, and zaMbia

Refrigerator manufacturer assessment (assisting a
refrigerator factory to bring to market a freezer
that meets international specifications for vaccine
storage): Moldova

Service delivery strategies in urban slums (improving
access, utilization, and quality of routine
immunization services in urban slums): Bangladesh

Supply management (developing a computerized
system for the management of vaccine stocks and
other consumables at national level): Morocco

Trainingltraining materials (developing training
manuals and performance guidelines for health
staff responsible for immunization): Haiti,
Kazakhstan, Man, Morocco, and South Africa

Vaccine procurement assessment (assessing the
system for procuring vaccines for the national
immunization program): Moldova and Morocco

Vaccine procurement capacity-building (developing
capacity for conducting a procurement exercise of
quality vaccine at competitive prices on the
international market, including financing and
contracting mechanisms): Moldova and ZiMbabwe



IMMUNIZATION: ACHIEVING SUSTAINABILITY BY LINKING POLICIES, PRACTICES, SUPPLIES AND MONITORING

Further Reading on
Immunizationl Activities
from BASICS
Child Survival BASICS: Challenges in Immunization.

1996. (Also available in French and Spanish.)

Using Early Childhood Booster Doses to Maintain the

Elimination oJNeonatal Tetanus by Robert Steinglass. 1998.

The Polio Eradication Initiative: Monitoring Service

Delivery During National Immunization Days and Assessing

the Local Capacity to Strengthen Disease Surveillance

by Mark Weeks, Rebecca Fields, Carl Hasselblad,

Rose Macauley, and Robert Steinglass. 1998.

Process Evaluation oJthe First National Immunization

Day in Bangladesh by Karabi Bhattacharyya and

Rokeya Khanam. 1998.

Evaluation oj Immunizer- Training-Immunizer Program

in Maluku, Indonesia: An On-the-Job Peer Training

Approach to Improving the PerJormance ojHealth

Workers by 1. Stephenson Robinson, Barton Burkhalter,

Barbie Rasmussen, and Ristianto Sugiono. 1998.

Strengthening Capacity in Public Health Communication

Jor Diphtheria Control: A Case Study ojthe BASICS

Program in Russia by Mark Rasmuson, Naheed Bashir,

Robert Steinglass, Alexandra Murdoch, Nancy Keith,

Lyndon Brown, Raisa Scriabine, and Paul Olkhovsky. 1998.

EPI Update 33: Using National Immunization Days to

Deliver Vitamin A with WHO. 1998

Highlights (one-page summaries)
Moldova Health Ministry Officials Learn to Procure

Own Vaccines

Using Indicators to Monitor the Sustainability oj

Immunization Programs

Balancing Science and PracticeJor Immunization in

Russia and the Us.: The Novgorod Seminar

"Medicine for You" World Wide Web Page Launched in

Russia

Bangladesh NID Process Evaluation: Learning/rom

Experience

PSAs Help Stem Diphtheria Epidemic in Moldova

Eliminating Polio in A/Nca: BASICS Role in the Global

Effort

Health Worker Peer Training in Indonesia Lowers

Immunization Costs, Increa es Coverage

Cost-Effectiveness ofOral Cholera Vaccine: A First

Step for Decision-Makers

Lot Quality Assurance Sampling: Identifying Areas of

Low Immunization Coverage in Bangladesh

Cold Chain and Vaccine Procurement Manuals Assist

NIS to Control Disease Effectively

Selected Trip Reports
Report on a MOH (Kazakhstan), WHO (EURO), and

USAlD (BASICS) Seminar on Child Immunization

Policies. Practices, Supplies. and Policy-Setting in

Kazakhstan. 31 May-3 June 1995. No. 330.

Seminar on Balancing Science and Practice for

Child Immunization in Russia and the U.S.A.,

Novgorod. Russia. 17-19 September 1996. No. 406.

Nationwide Implementation ofa Management

Information System for Immunization: The Kyrgyz

Republic. 9 May-8 June 1996. No. 288.

Dipththeria Control in the Republic ofMoldova, 29

April-19 May 1997. No. 983.

Updating Immunization Policy Within the Context 0/
Health Sector Reform. 16 Fehruary-14 March 1998.

No. 1012.
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Filhtin, Malnutrition
with MlnPak

or decade ,nutrition wa

given Ie s credence than

other health-related

interventions, uch as

immunization, anitation. or the

training ofdoctors. The ubject was

long perceived as simply a result of

poverty and was, therefore, addres ed

eparately from other issue .

Fortunately in the early 1990s,

Da id Pelletier of Cornell

Univer ity took existing tudies on

nutrition and repackaged them to

show more clearly the strong link

between all forms of malnutrition

and child mortality.

As a result, awareness of the po itive

impact that proper nutrition can

have on all oth r a pects ofchild

health ha spread and the fight

again t malnutrition is becoming a

key component of integrated health

programs. This shift has been rooted

in the pro en effectiveness and

relatively inexpen ive nature of

nutrition programs. For example,

exclusive brea tfeeding for about ix

months (rath r than using breastmilk

substitute, uch as formula and dried

milk powder), and inge ting

adequate amounts of micro­

nutrients, uch as iron, iodine, and

vitaminA can en ure a child's

healthy growth and trengthen

resistance to di ease.

To help promote nutrition in health

service , BASI S ha developed a

"Minimum Package" (MinPak) of

nutrition intervention. BASICS

helped define the components of the

approach in 1996 in partnership

with the USAID-funded OMNI

(Opportunities for Micronutrient

Intervention) and LINKAGES

(Improving Nutrition and

Reproductive Health) projects

(implemented by John Snow. Inc.,

and the Academy for Educational

Development, re pcctively) and in

collaboration with WHO and

UNICEF. Many of the MinPak

recommendations are similar to

those contained in documents, such

as the World ummit for Children

charter and the International

Conference ofNutrition guidelines,

BASICS Nutrition Strategic Vision
Raise nutrition programming to equal importance with other efforts that reduce the incidence and prevalence of childhood diseases

that can lead to mortality. Integrate nutrition components in all child survival programs, when appropriate.

• Develop, introduce, and evaluate integrated approaches for prevention and treatment of childhood malnutrition.

• Incorporate and institutionalize effective behavior change and communication components with respect to young child-feeding

behavior in child survival programs.

• Test and promote widespread use of methods that inform and persuade decision makers at all levels of the importance and

feasibility of reducing malnutrition.
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Figure 8.1 Distribution of 10.4 Million Deaths of Children Less Than 5 Years
Old in All Developing Countries, 1995

and they have demonstrated to be

among the most cost-effective and

feasible strategies to improve child

health worldwide (see figure 8.1).

In 1997-1998, BASICS launched

MinPak projects in Benin, Eritrea,

Madagascar, Senegal, and Zambia.

(See map, page 116.) MinPak is not

a free-standing program; instead, it

is designed to fit into existing

maternal and child health activities at

the facility and community levels. It

comprises a set of priorities that can

change nutrition-related policies,

knowledge, and practices. (See

chapter 3, section 1, on BASICS

work to develop nutrition policy.)

Importantly, such actions can be

taken with little or no drain on

limited family incomes or

interuption of health worker duties.

In essence, MinPak helps show how

certain basic steps can make an

enonnous difference in improving

the nutrition of infants and children,

and in the long-tenn health status of

an entire nation.

MinPak identifies six priority

actions that can be taken by caretakers

and family members who are respon­

sible for what and how children and

pregnant women eat. Health care

facilities are critical players because

they provide essential services and

micronutrient supplements, while

health workers give individuals

appropriate infonnation and

counseling. Local and national

policymakers also play an important

role by supporting and promoting

both nutrition, in general, and the

specific interventions ofMinPak, as

well as by integrating them into

official health policies and guidelines.

An integrated approach, such as

MinPak, is more effective and less

costly than the adoption of individual

interventions. The natural connection

between different nutritional

interventions (such as giving vitamin A

to breastfeeding women to correct

deficiencies in themselves and their

children) means that more than one

problem can be addressed at the same

time. In addition, policymakers and

health providers find it more

convenient to apply infonnation

and guidelines across the board,

rather than in a piecemeal fashion.

Other 12% -

Diarrhea 19% --

AR124% -~
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rMalaria7%

Measles 6%

-- Neonatal 32 %

Percentages of deaths associated with:
Acute Respiratory Infections (ARI) 24.0

Malnutritlon__ ~

Diarrhea 19.0
Malaria 7.0
Measles 6.0

Source: World Health Organization. 1998.

The MinPak program has an overall

goal ofensuring that at least 80 percent

of households in communities at

high risk for child health problems

practice the six priority behaviors.

These behaviors can be implemented

at several points throughout a child's

early life to ensure a mix ofpreventive

and curative services: when prenatal

and maternity care is given, following

delivery and during the postpartum

period, during postnatal checks,
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during immunization contacts, and at

the time of well-baby and sick-child

visits. In addition, special initiatives

outside the health field, such as

fortifYing foods with micronutrients,

can help increase coverage of

MinPak components.

Each of the MinPak elements has

particular benefits and avenues for

intervention, as described below:

• Exclusive breastfeeding to

about 6 months of age.

Exclusive breastfeeding gives

infants immunological protection,

provides them with the ideal

source of energy and nutrients,

and prevents contamination (and

subsequent infection) from other

fluids or foods. Breastfed infants

are 65 to 90 percent less likely to

develop vitamin A deficiency

and are 14 times less likely to die

from diarrhea than those infants

who are not breastfed at all. In

addition, breastfeeding

suppresses fertility and facilitates

better spacing of children; those

consequences, in tum, have

positive implications for maternal

and child health. To establish

good breastfeeding practices,

mothers should be counseled

before and after delivery about the

importance ofbreastfeeding and its

frequency and duration;

furthermore, mothers should be

helped to manage any breast­

feeding problems after delivery,

should they arise.

• Appropriate complementary

feeding starting at about

6 months with continued

breastfeeding until24 months

of age. After about 6 months of

age, an infant's immune and

digestive systems are developed

enough to accept foods without

harm. While breast milk cannot

provide all nutrients for older

infants, it still remains an

important complementary

nutrition source because of its

high proportion offat, calcium,

protein, vitamin A, and other

nutrients. Health workers play

an important role in helping

caretakers ensure that children

eat frequently and receive age­

appropriate quantities and types

of food. Such counseling is also

essential to addressing taboos

against certain key foods.

• Adequate vitamin A intake

for women, infants, and

young children. USAID­

funded research in the 1980s

found a strong correlation

between vitamin A deficiency

and childhood mortality. Recent

studies have concluded that a

single dose of vitamin A given

to women shortly after childbirth,

and every six months for children

6-59 months, results in both a

significant improvement in their

health status and reduced severity

ofchildhood diseases and deaths.

Health workers can provide

dietary counseling to pregnant

women and mothers of young

children to improve their intake

ofvitamin A-rich or fortified foods,

and they can give vitamin A

capsules to new mothers and small

children. Official policies can also

encourage the consumption of the

nutrient. For example, requiring

food manufacturers to fortify

commonly used products, such

as sugar, with vitamin A (as has

been done in Zambia) is a proven

method of improving child health.

. Adequate nutritional care

of sick and malnourished

children. Appropriate and
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adequate nutrition when a child

is sick can help prevent the

onset of other diseases and

reduce the likelihood of death.

For example, giving vitamin A

to children with measles has

been shown to reduce mortality

from the disease by almost two­

thirds. During an iUness,

appetite decreases just when

nutritional needs are greatest,

and children often become

unable to digest food or absorb

vital nutrients even after they

recover. Health workers and

caretakers need information to

understand how ongoing and

recuperative feeding and

sufficient fluids are essential to a

child's continued recovery.

When a child is malnourished

the correct protocols for

rehabilitating the child need to
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be followed. After recovery,

appropriate and adequate

amounts of food and micro­

nutrients need to be given to

ensure continued growth and to

prevent relapse.

Adequate iron intake. Iron

deficiency anemia is the world's

most common nutritional

deficiency; it primarily strikes

children under 3 years of age

and pregnant and lactating

women. Anemia in mothers

results in a predisposition to

stillbirths, low birth weights,

and early infant mortality.

Anemic women are also less

able to care for children or

perform heavy physical tasks

because of their weakened state.

Regular supplementation during

pregnancy with ferrous sulphate

tablets combined with folic acid,

and iron drops given to small

children, are effective and

immediate ways to prevent

anemia. It is also possible to

fortify flour with iron to ensure

that mothers and children

receive this critical mineral.

Regular use of iodized salt

by all families. Iodine deficiency

is the greatest single cause of

brain damage and mental

retardation among children

worldwide. It is also widely

associated with stillbirths, fetal

deterioration, and impaired

cognitive function in children.

Caused by a lack of iodine in

soil, and consequently in locally

grown foods, the syndrome can

be prevented through the use of

iodized salt. This low-cost,

effective intervention is

underway worldwide and has

already resulted in lower rates of

iodine deficiency-related

disorders throughout Africa,

Asia, and Latin America.

National policies ensure the

production or importation of

iodized salt, while community

education and mass media

campaigns encourage its

purchase and consumption.

MinPak was first developed and

introduced in Africa. USAID has

made funding and resources available

throughout the continent, while

BASICS ongoing child survival

activities have provided a strong

context for the approach. For

example, the implementation of the

IMCI initiative (see chapter 4)

supports particular components of

MinPak. The way in which MinPak
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has been applied varies from country

to country depending on available

health care structures, resources,

and conditions. Efforts have been

strongest in Madagascar, Senegal,

and Zambia.

In mid-1996, BASICS introduced

MinPak in Madagascar. A BASICS

assessment in the country had

revealed high rates of stunting,

anemia in pregnant women, and

vitamin A and iodine deficiencies.

Some programs in MinPak-related

areas already existed, such as limited

distribution of iron tablets and

breastfeeding counseling at hospitals.

UNICEF and the World Bank were

supporting salt iodization and

monitoring projects. In addition, the

government of Madagascar had just

adopted the IMCI approach,

thereby paving the way for nutrition

interventions and the strengthening

of MinPak.

The initial strategy adopted in

Madagascar was to provide technical

assistance to the Ministry of Health

(MOH) and local health teams to

develop MinPak activities in two

districts, Fianarantsoa and Antsirabe.

Health workers were trained in

breastfeeding, growth promotion

(including adequate feeding of the

young child), and improvement of

vitamin A, iron, and iodine status.

Key infant and child feeding messages

were broadcast on district radio

stations, while district and community

health workers received counseling

cards on these subjects (for example,

how to advise families to use

iodized salt). Together with OMNI,

LINKAGES, and UNICEF,

BASICS has also helped develop a

nutrition work plan to support the

MOH, district health offices, and

private organizations in

implementing nutrition activities.

Existing national policies provided

the starting point for the promotion

ofMinPak in Senegal. When BASICS

started its work with MinPak in 1997,

legislation mandating the iodization

of salt by manufacturers was in

place and both breastfeeding and

iron/folate supplementation programs

were operating nationwide. However,

the impact of these policies was

limited and sporadic, with health

services reaching only half of the

Senegalese population. In addition,

the prevalence of malnutrition was

very high. BASICS chose to focus

on improving capacity to provide

health care and increasing the

demand for and quality of nutrition

services in the target districts of

Sokone and Koungheul.

The central strategy for implementing

MinPak in Senegal was first developed

at a workshop attended by regional

and district health workers and

representatives from selected

private organizations. The capabilities

of community health workers have

been strengthened through the

109



PATHWAYS AND PARTNERSHIPS: BASICS CONTRIBUTIONS TO CHILD SURVIVAL

development of training guides and

programs and the establishment of

supervisory contacts. Another

approach has been to provide health

workers with protocols and job aids to

help integrate the MinPak interventions

into their activities. Materials on infant

feeding, the use of iodized salt, and

vitamin A were identified and

reproduced, while posters describing

MinPak components and actions were

created. Counseling cards with key

child nutrition messages were also

developed and distributed to both

district health agents and community

health workers.

A few months after MinPak was applied

in Senegal, all health workers in both

focus districts had been trained in

implementing the priority

interventions and in communication

and counseling techniques. Nutrition

services have increased since the

intervention was initiated, with

breastfeeding counseling and

micronutrient supplements now

lID

widely available at health centers.

In the district ofKoungheul,

community groups already involved

in breastfeeding have begun to

implement MinPak by developing

an action plan for home visits by

health workers, community

discussions, and the dissemination

of information. More broadly,

BASICS now supports the MOH in

expanding the coverage and scope

of MinPak through the

incorporation of growth promotion

at the community level. Dubbed

PAIN (Paquet d'Activites lntegrees

de Nutrition), French for "bread,"

the new program is being initiated

in 15 districts throughout Senegal.

The government of Zambia showed

an early commitment to addressing

the problem of malnutrition by the

establishment in 1967 ofthe National

Food and Nutrition Commission,

one of the first technical agencies

on nutrition in the world. Limited

activities have been implemented to

encourage breastfeeding and salt

iodization, and efforts to increase

vitamin A intake through

supplementation and sugar

fortification have recently been

initiated. Nonetheless, malnutrition

continues to be widespread and

requires more consistent, broad,

and effective interventions.

During Zambia's recent health sector

reform process, a Central Board of

Health (CBoH) was established in

the mid-1990s to focus on curative,

preventive, and promotional

strategies to address health

problems. CBoH guidelines include

the six MinPak recommendations

and a discussion on how these

recommendations can be integrated

into both existing primary health

care programs and the evolving

Zambia Child Health Plan

(operated in collaboration with

BASICS).

As in other countries where MinPak

is being implemented, the Zambian

MOH has not treated the program

as a separate intervention, but has

integrated it fully into existing

health services. Commitment to

doing so is high because of ongoing

health reform efforts that aim to

improve the quality of care and

outreach services on the district and

community levels. (See chapter 2

on the importance of community­

based efforts.) Neighborhood

Health Committees (NHCs),

composed of community leaders

and health workers, have been

charged with the task of adapting

national health guidelines­

including those contained in

MinPak-to local needs. The NHCs
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collect infonnation from households,

meet to develop interventions, and

work with health care volunteers.

Many have also fonned Nutrition

Clubs for local residents to

exchange ideas and information on

nutritional practices.

Changing the behaviors ofcaretakers,

farrrilies, and commumties is essential

to improving the nutritional status

ofa population. The MinPak program

spurs this process by defining a

tangible role for the health sector

and concrete measures that it can

take to help households and

communities adopt beneficial

nutrition habits. In each of the three

African countries where the ministry

of health has applied MinPak, the

intake of vitamin A, iron, and

iodine has improved over a short

period of time. Although these

activities will take longer to fully

assess and to reach the coverage

goal of 80 percent, gains have also

been made in breastfeeding

counseling and delivery of

micronutrient supplements.

Because of MinPak, many specific

interventions have been integrated

into existing health services and at

various points ofcontact with patients.

As mentioned previously, efforts

III
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outside health care systems-such

as forti fication of food products

with micronutrients or media

campaigns-have also been

initiated to increase coverage.

MinPak has not been operational

long enough to facilitate a definitive

assessment of its impact. While

clear examples of progress exist, it

is too early to judge the impact of

MinPak as a complete package or

as an intervention separate from

overall health refonn efforts.

Nonetheless, the implementation of

MinPak has clearly been critical to

placing nutrition in the spotlight.

MinPak presents the issue of

nutrition in such a way that the

subject and its implications can be

addressed in a systematic manner.
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After key areas are identified and

explained, the development of a

clear vision and strategies can occur.

By establishing priorities and limiting

activities to a selected set of

interventions, MinPak has helped

focus health resources more

efficiently. In addition, the process

of assessing MinPak has prompted

discussion with donors and MOHs

around the world on how to continue

reducing the incidence and severity

of malnutrition. Thanks to MinPak,

attention in many countries has shifted

away from simply treating and

rehabilitating malnourished children

to preventive actions and the

integration of nutrition interventions

into a range of health services. For

example, before the introduction of

MinPak in Senegal, no clear

protocols existed on when vitamin A

should be taken; four months after

the initial intervention, vitamin A

coverage in one district surveyed

had grown from 0 to 20 percent.

MinPak has helped policymakers

and health workers be more results­

oriented and has provided a

tangible role for the health sector in

supporting households and

conununities to adopt nutrition­

related practices. The number of

health managers with knowledge

about nutrition interventions and of

community-based organizations

using MinPak has increased

significantly. In the long run, this

interest and commitment will result

in the more rational use of health

resources and a nationwide capacity

to improve nutrition.

BASICS will continue its work in

the selected African countries to

promote gains in coverage, with the

aim of attaining (and sustaining)

coverage in MinPak interventions

for 80 percent of the relevant

population. Opportunities abound

for applying MinPak in other

countries and locations as well.

USAID has conunitted to making

the program one of the three main

components of its child survival

efforts (together with immunization

and the integrated management of

childhood illness). In addition,

UNICEF, WHO, the World Bank,

and private organizations, such as

Save the Children, have endorsed

MinPak and supported field activities.

This participation is crucial because

of the global reach of these

organizations and their ability to

simultaneously initiate MinPak

interventions while maintaining

other nutrition activities.
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Collaboration among international

donors and other organizations will

continue to be essential in fully

implementing MinPak. In the

future, memoranda of

understanding, joint development

guidelines, and other instruments to

formalize cooperative efforts will be

needed. In addition, the necessary

procurement and distribution of

micronutrient supplements and

other supplies will depend on the

expansion of international sales and

assistance agreements, and

improved logistical systems. The

widespread fortification of food

products is another crucial step that

will require increased cooperation

with the private sector.

organizations will also be key to

strengthening the role of nutrition in

health care.

More specifically, MinPak has shown

that the adoption of protocols (on the

use of micronutrient supplements,

for example) into national health

policies can significantly increase

coverage of nutrition interventions.

Health workers clearly benefit from

treatment guidelines and the

availability of educational and

training materials, which can improve

their knowledge, skills, and practices.

The need for closer cooperation

among nongovernmental organizations

and community groups and leaders

has also become evident. These groups

can spur significant improvements

on the local level by seizing unique

opportunities to promote nutIition,

such as the distribution of vitamin

A as part of national immunization

day activities.

The full integration of nutrition

messages and practices into health

care is a relatively new strategy but

one that has proven successful

through the application of MinPak

in selected countries in Africa.

Ultimately, the progress made in

nutrition programs rests on the

recognition by a range of people

concerned with health care, from

individuals to governments to

international agencies, that what we

feed our children today determines

their well-being tomorrow.

The MinPak experience has

demonstrated that efforts must be

made to develop a social and

economic context within which

specific nutrition-related

interventions can be adopted. This

process depends on adequate and

efficient financing for health services,

as well as greater attention to

specific local conditions and needs.

Suitable infrastructures, including

health care and food distribution

and delivery systems, are also

essential. Improved communication

among government institutions,

health facilities, and private
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ADDITIONAL BASICS WORK~ IN

BASICS Work in Nutrition

PROFILES analysis (an interactive software
package, intended for policy makers, that allows
nutritionists to tailor the benefits of addressing
malnutrition to their country setting): Bangladesh.
Ghana. Mall. Senegal, and zambia

IMCI food box (feeding recommendations that are
tailored to the country setting and based not only
on locally available foods but also on the practices
that mothers are willing to adopt when feeding
their children): Benin, Bolivia, Burkina Faso.
Cote d'ivoire. Ecuador. Eritrea. Guinea.
Honduras. Kazakhstan. Madagascar. Mali.
Mauritania. Morocco. Niger. and zambia

Minimum package of nutrition behaviors (MinPak)
introduction (a set of six cost-effective interventions
that can be easily integrated into health contacts
at facilities and in the community): Benin. Eritrea.
Madagascar. Senegal. and zambia

Community growth promotion (a focus for health
and nutrition activities in the community; because
poor growth in young children is a proxy for
health and nutrition problems; early detection of
growth faltering or underweight can be used to
prevent a serious decline in health and nutrition
status): Honduras. Nigeria. Senegal. and zambia

Other activities: Bangladesh. Benin. cambodia,
Eritrea. Ethiopia. Ghana. Guatemala. Honduras.
Kyrgyzstan. Madagascar. Mali. Morocco.
Mozambique. Niger. Pakistan. Russia. and
Uzbekistan

\~
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Further Reading from
IBASICS on Nutrition
Activities
Child Survival BASICS: Nutrition. 1998. (Also

available in French and Spanish.)

Improving Child Health Through Nutrition: The

Nutrition Minimum Package by Tina Sanghvi and John

Murray. 1997. (Also available in French, Spanish, and

Portuguese. )

Malnutrition and Child Mortality: Program

Implications ofNew Evidence. 1995. (Also available

in French and Spanish.)

Sustainability ofa Community-Based Mother-to­

Mother Support Project in the Peri-Urban Areas of

Guatemala City: A La Leche League Study by Irma

Ch. de Maza, Maritza M. de Oliva, Sandra L.

Huffman, Rebecca S. Magalhaes, Maryanne Stone­

Jimenez, and Barton R. Burkhalter. 1997.

The Hearth Nutrition Model: Applications in Haiti,

Vietnam, and Bangladesh by Olga Wollinka, Erin Keeley,

Barton R. Burkhalter, and Naheed Bashir, eds. 1997.

Large-Scale Application ofNutrition Behavior Change

Approaches: Lessons From the Field by Margaret

Parlato and Renata Seidel, eds. 1998.

Deseno por Dicilogo. 1998.

Program Review ofNutrition Interventions in District

Health Services: A Checklist by Tina Sanghvi, Serigne

Diene, John Murray, and Rae Galloway. 1998.

Highlights (one-page summaries)
The Hearth Nutrition Model: Mothers Helping Mothers

Zambia Integrates the Nutrition Minimum Package

into its E sential Health Care Package

Guatemalan Breastfeeding Project Proves Effective

and Sustainable

The PROFILES Computer Model: A Tool to Build

Consensus for Nutrition Strategies

Large-Scale Communication Strategies Enforce

Nutrition Messages in West Africa

Delivering a Minimum Package o/Nutrition Services

in Senegal

Further Reading on
Nutrition from
other Sources
EPI Update 33: Using National Immunization Days to

Deliver Vitamin A with WHO. 1998
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BEHAVIOR CHANGE: SUPPORTING HEALTH THROUGH
COMMUNICATIONS

Using Radio to Promote Key
Health Behaviors

l'J\ A I work in behavior

(j change has help d

Mlr~) developing countries

~ implement programs that

use multiple channel of communi­

cation to promote h althy behavior

in fanlilies and communities.

Among tho e channel are heallh

workers who communicate clearly

and sympathetically with their clients:

community groups that mobilize

support for health programs. and

mass media programs that entertain

their audiences while disseminating

key health me sages. The' and

other channels have been used in

BASlCS COWllry programs to create

an entire environm nt in which

individual behavior change is

'upported and made easier.

Whil radio is only onc component

of this larger systematic approach to

change, it bas been one of the mo t

impOrlalltLOols for BASICS by

u ing radio in new, innovative ways.

During the past five years, there has

been an upsurge ofintere t in the

role of radio in development

communication. In Africa and

around the world tran istor radio

ownership is increa ing. There has

been an explosion in the number of

pri ately o"vned radio station a'

democratic reforms loosen

rc trictions on the press. In fali,

for example, more than 70 new

community radio stations have

begun operations within thc past

five years. Health workers and

other development specialists have

been quick to see the proliferation

of radios a' an opportunity to

communicate messages to even

remote populations.

Radio listenership is high and is

increa 'ing in developing ountries.

In West Africa, approximately 80

percent or men and more than 50

percent of women report listening

to radio with some regularity. The

medium thus has great potemialto

reach both men and women with

health infonnatioll. Radio can be used

to deli er messages that raise

awareness about pecific health

BASICS Communications and Behavior Change Strategic Vision
Ensure that effective Communications and Behavior Change components are included in all child health programs.

• Integrate behavior change into the larger process of child survival program planning, from identification of problems in

behavioral terms through effective interventions and measurement of clear indicators of change.

• Create a supportive environment for behavior change at both national and community levels, combining health communications

targeted at individual caretakers with community action, organizational change, and policy advocacy strategies.

• Make health providers and health systems more behavior- and consumer-oriented, organizing services to meet community

demand and helping individuals successfully prevent illness and care for Sick children In their homes.
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behaviors, increase learning, change

behavior, and save lives. Effective

radio programming can lead to an

increase in health care utilization in

the communities where health

interventions are being implemented,

especially when broadcasts from a

community station bring the message

home in familiar local terms.

Recently, broadcasters, specialists in

the health community, and government

officials have expressed a renewed

interest in the medium. In April

1998, for example, USAID and the

Voice of America (VOA) co­

sponsored a first-of-its-kind

international conference on

broadcasting and child survival; the

conference brought together a wide

spectrum of health officials from

developing countries, aid agencies,

and international broadcasters to

advocate for greater attention to and

higher quality of child health

broadcasting. As a result of such

meetings, new strategic alliances

are being formed to create, test,

and implement new approaches to

enhance radio's effectiveness.

BASICS has contributed to this

movement in health communication

through several irmovative programs.

As the technical platform for its radio

work, BASICS has developed the
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"emphasis behaviors" approach

(see sidebar). Building on this

platform, BASICS has taken the

following actions:

Partnered with an international

radio broadcaster (VOA) to

promote health issues and

deliver targeted messages to

listeners in Latin America,

Central Asia, and Russia.

Developed a state-of-the-art radio

drama in Bolivia to reach rural

audiences with entertaining

messages about more rapid

careseeking for pneumonia and

other major childhood illnesses.

Designed tailored radio production

workshops in West Africa to

increase the quantity and quality

of radio programming for child

survival and to strengthen

regional and national partnerships

for long-term health

communication planning.

In 1996, BASICS provided funding

and technical guidance for a VOA

reporter to interview Quechua and

Aymara Indians in Bolivia, as well

as doctors, health care officials, and

cabinet ministers. The information

gathered was used to develop a

lO-program radio series on

maternal and infant mortality. In

addition to increasing awareness of

child survival issues in the Bolivian

population, the programs sought to

motivate local media to serve their

communities with public service

radio programming.

The radio series, which was broadcast

on numerous national and local stations

throughout Bolivia during the summer

of 1997, focused on a wide range of

problems, analyzed their causes, and

presented possible solutions. Topics

that normally receive little public

attention and are often controversial

were openly discussed, including

traditions that compromise a child's

health, family planning, abortion, tips

to improve communication between

doctors and caretakers, child abuse,

and reasons why caretakers sometimes

refuse to use hospitals. The final

program in the series featured an

interview with the Bolivian president

on the country's high infant and child

mortality rates and the government's

new health plan, which offers free

medical exams and hospitalization to

mothers and to infants with respiratory,

diarrheal, and other childhood diseases.

A strong component of the series

was its frank and often shocking

testimony from Bolivian women

and children on abuse, hunger,

neglect, and illness. Listeners also

heard the perspectives and proposals

of health experts, government

officials, and politicians. Taken

together, these diverse views

presented a balanced picture of the

problems and health concerns that

!

I
I .,'Combining International Broadcast

,with Local Rebroadcast

,\s in Rulh ia. public health autlwritics in
Kazaldlstan face high ratl's ofmajol' childhood

,diseases. Tellluing up with VOr\ fol' a second time,
B.\SICS sponsored a reporter's trip to Kazakhstan
tu dewlop radio programs on cuncnt child hl'alth
issues. Usiug inl{)rnultion l-(athercd in meetings

.with olTicials from the i\I0H,Iocai health workcrs,
mothers. and children, Ihe rcporter prepared a
·sc\(~n-part serie,,"f 6-rninute programs titled
'''Impro\'ing Child lIeallh in Kaz:lkhstan.'· The

•. programs feutured in-deplh discussions on sewral
kc~ topics. including dialThcal diseaSl', acute
,re~pirator~ illness (ARI), breastfeeding, and

o'immu nilation.

1 \;0.\ and its affiliates broadcast the programs
""throughoul Kazuldlstan in August 1997,

:' ~\ hill' ~e\'eral radio stations in ihe I>zhamhul ohlast
• (rl'gion) hroadcastlhem twice a da~' during most of

(
~ ,'Octllher. Plans til rebroadcast the series on 62

'additional stations in the region are underway. In
I -addition, all program tapes andl{ussian-Iangua/.:e

\ 'Iranscril)b II ill be made a\'ailable to Kazakhstan's
,,\101-1 and to BASICS for dissemination in lither
t3l"geted areas.

" BASICS team tra\'e1ed 10 Kazakhstan ill late
1997 tn e\ nluate lhe impact Ill' the VO;\ rlldin
bmadcush. The team cllnducted eight locus groups
\1 ith Illothel's or childn:n lindeI':; yeal's of age. Thc
mothers rc\ ie\\ed the segment of thc hroadcast on
i\RI and thcn discllsse(1 the lIuality of the prllgram
and Pt'll\ ided informalion on how and where tl)('y
I'ecei\'cd health-relatcd informatillll. The team also
conducted illtcr\'icws with :\101-/ stan-who had heen
in\'ohed in making thl' programs. This rcscarch
rewa led Ihat, despite a limitcd radio 3udiencc in
Uzhamhul. hoth mothers and :\1011 staff \,ie\H'd
thc progrulIls as high lIuality and useful. Thcy
bc/ic\ed thaI radio cllllid he used mOJ'e extensi\'ely
to promote health issues.
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needed to be addressed. The program

proved so popular that local

newspapers published extensive

stories based on the radio scripts,

and a number of health

organizations requested copies of

the tapes for broadcast to rural

populations, including one that has

translated all 10 programs into

Quechua and Aymara (the central

indigenous languages in Bolivia).

The BASICSIVOA radio project

represented the first of its kind

involving an international health

project with an international radio

broadcaster. The major goals for

BASICS were to set up a partnership

with an international broadcaster, to

encourage rep0l1ers to cover child

health and survival issues, and to

create a mechanism to facilitate this

kind of collaboration for other

countries. The experience not only

disseminatcd important health

information to the audiences it reached

in each country, but also, and perhaps

more importantly, served a clitical

advocacy function within the VOA.

The success of the approach helped

VOA reposition itse'lf as more of a

humanitarian broadcast institution

and to take a leadership role on child

health issues with other international

broadcasters, as evidenced by

VOA's co-sponsorship of the

Broadcasting for Child Survival

conference in April 1998.

Officially launched in Bolivia on

July 16, 1997, the radio drama El

Zambo Angolita (EZA) was designed

to reinforce child health practices at

the household and community levels

and to improve care seeking for

sick children under 5. Based on the

findings of a mortality survey that

BASICS conducted in El Alto,

Bolivia, in 1996 (see chapter 6), this

weekly 50-episode series foUowed the

life of a fictitious Bolivian soccer

star who lost his little sister to a

preventable childhood disease.

The drama combined the following

three powerful instructional elements

into radio education for the first time:

True stories, in the words of the

parents of children who had died

from a childhood illness, taken

from "ill ness narratives"

gathered in the mortality study

(see sidebar).

An interactive component in each

episode, in which the narrator

quizzes listeners about the key

health messages, including danger

signs of pneumonia, timely care

seeking, benefits ofbreastfeeding,

care of newborns, and nutrition.
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The entertainment component,

or the melodramatic story of

EI Zambo.

Broadcast to Altiplano Valle Sur,

Chiquitania Centro, and Valles

Crucenos health districts, El Zambo

Angolita was aired on 12 stations of

the ERBOL (Educaci6n

Radiof6nica de Bolivia) radio

network with sponsorship from

UNICEF To support the program,

thousands of promotional posters and

brochures were distributed to health

facilities and in public meeting places

to encourage listeners to tune in to

the radio series. The effort was

supported by local Catholic priests,

health workers, literacy groups, and

community organizations, all eager

to foster support for EZA. In

addition, the director of a national

sports academy, known for involving

troubled and disadvantaged children

in soccer, arranged a tour ofjunior

soccer teams in the EZA broadcast

areas to play local teams for the

promotion of EZA and to use

soccer stars to record promotional

messages. The series also received

national attention and was featured

in at least 15 newspaper articles.

A survey of859 households, completed

in May 1997, provided a profile of

the target population and yielded

baseline data on the knowledge,

attitudes, and practices of mothers of

children under 5 on a number ofhealth

issues. In August 1998, a follow-up

survey was conducted and analyzed

to compare changes in knowledge

and behavior among segments of the

population who were exposed to the

broadcasts with those who were not.

Already, however, some important

lessons have been learned about the

process of developing a successful

radio drama of this kind.

A design dowment is an essential

ftrst step in the creation of a serial

drama. It is used as a project

blueprint for every ne working

on script writing, production,

promotion, management, and

evaluation.

Colorful posters promoted
the radio drama.
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Radio stations are more willing

to broadcast radio dramas without

charging for air time when (1) they

are contacted through personal

visits, (2) the production of the

series is completed, and (3) assis­

tance is provided to them to attract

private sponsors or advertisers.

• Even a good quality radio serial

requires adequate media channel

selection and broadcast scheduling

to ensure that it reaches its target

audience. Research data on

listenership patterns of the target

audience needs to be available

when finalizing a media plan

and broadcast schedule.
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• Building appropriate partnerships

makes a big difference in the

success of a radio drama series.

International, national, and local

partners can contribute credibility,

technical assistance, financial

backing, and logistics for the

implementation of the project.

Community-based groups and

organizations are valuable allies

for the promotion of the series

and reinforcement of the health

messages at the local level.

BASICS has worked since early 1997

to train approximately 100 radio and

health services representatives

throughout West Africa on the

effective use of radio in improving

health conditions for children. A series

of 2-week workshops have focused

on introducing a new radio format

to the region: short, creative spots

designed to deliver frequent, targeted

health messages in local languages.

The specific objectives of this regional

training initiative have been to increase

participants' skill levels, to provide

a forum for radio and health personnel

to develop working partnerships, to

increase the use of radio for broad­

casting child survival messages, and

to strengthen regional health

communication networks. Participants

at the workshops have analyzed

existing research findings to guide

message development; written,

produced, and translated spots into

local languages; pretested spots for

specific target audiences; and

designed simple means ofmonitoring

and evaluating their programs.

Two of the workshops, held in

Ouagadougou (1997), were regional

programs implemented in

collaboration with the Family Health

and AIDS Project. Drawing

participants from Benin, Burkina

Faso, Cameroon, Cote d'Ivoire,

Mali, and Togo, the programs

focused on family planning and

AIDS themes, as well as child

survival. National workshops were

held in Senegal (1997) and Mali

(1998), and a subnational workshop

was held in Benin (1998).

BASICS collaborated with WHO's

Child Health Division in planning

the training curriculum and has used

the 1995 WHOIUNICEFI USAID

Guide for Using Radio Spots for CDD

Programmes as a main teaching

resource. On the basis of experiences

in these workshops, BASICS is now

developing complementary materials

that are more applicable to the West
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African context. The materials

include guidance on tJ:anslating

scripts and programs into

African languages; effective

use of local musicians,

comedians, and storytellers;

and creating a participatory

training process.

To follow up on its training

efforts, BASICS has continued to

provide support to workshop

participants. In Mali, for example,

BASICS is working with a group of

community radio stations in three

regions to plan and evaluate a

campaign on maternal and child

nutrition. The evaluation,

completed in late 1998, includes

both an assessment of the impact of

the training on workshop

participants and before-and-after

surveys to determine knowledge

and behavior change that results

from the broadcast of the spots.

Already, workshop participants in

Senegal have reported some significant

results in terms of institutionalization

of the workshop techniques.

RTS, the national radio station

in Senegal, has incorporated

focus groups and other qualitative

research techniques from the

workshops into the station's

Radio is too important a topic

for it to be left in the hands of

jou rnalists, and health is too

important a topic for it

to be left in the hands of

health services personnel.

Yaya Drabo, IEC Regiollal Ad,'i-sor, BASICS

training program.

RTS and Sud-FM, a private station,

have developed radio spots of their

own in support of vaccination,

worldwide breastfeeding week,

oral rehydration days, and a

MOH campaign to fight a

bilharziosis epidemic.

RTS has also commissioned

semiannual listenership studies

to help target and shape messages,

doubled air time devoted to

health, and employed linguists

to ensure accurate translation of

messages into local languages.

A Senegalese workshop

facilitator who is a faculty

member of the Dakar-based

communications school, ISSIC,

has created a course in radio

spot development at the school.

BASICS work with radio in

Bolivia, Kazakhstan, West Africa,

and other cOW1tries has

demonstrated the power of the

medium to make a difference

in the health and well-being of

children. It has also yielded

important information about

the costs of successful

partnership and programming.

Securing financing for

broadcast time is a major concern

of radio stations that BASICS has

worked with, especially in West

Africa. Post-training evaluations

from the project's regional workshops

indicate that insufficient material and

financial resources are viewed as

sigrtificant obstacles by both radio and

health personnel. Small community

radio stations, in particular, voiced

frustration with donor and MOH

expectations for free broadcast time.

Donors are actively supporting the

establishment of independent radio

stations, yet at least some radio

stations are wondering how long

they must broadcast "for free" in

order to "payoff" donor contributions.

While iiee public service broadcasting

of health messages is an ideal to be

promoted and a reality in some

developing countries, in many

countries, projects and organizations

interested in accessing radio time

may have to establish a financial
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relationship with the stations.

Direct payment for air time

is one option. Even when

payment is required, radio

stations are frequently

willing to give discounted

rates to social programs. For

example, the MOH in Mali

negotiated a nominal rate

with the national radio station,

ORTM, for broadcasting nutrition

messages developed at training

workshops sponsored by B SICS.

Another option is program sponsorship

by either the commercial sector or

the donor community. In Mali, the

SOMARC Project, NICEF, and

the Panos Institute have all sponsored

programs with social objectives on

both private and public radio stations.

Sponsorship arrangements can be

made directly with individual radio

stations or, as BA ICS did in

Bolivia and Mali, through radio

station associations or membership

organizations. A third option is in­

kind compensation-provide

equipment or materials that radio

stations in developing countries

often find in short supply.

In larger countries with more donor

activity and more competitive media

environments, programs with similar

objectives may be able to pool their
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This VOAlBASICS project has a

great potential for mutuaJ benefits...

Often many international media,

including the VOA, concentrate on

the "big news makers," forgetting the

popuJation that is only mentioned in

the news as one more statistic.

Z/llima Palacio-Viflegas. VOA reporter

media funds and negotiate long-term

contracts with the media through a

single media buying unit, thereby

offsetting high costs of air time and

making even prime broadcast time

more affordable to small buyers.

Production quality is a second

important aspect of cost conccrns.

Health programs on the radio must

have a high production value to increase

their appeal and competitiveness.

High quality, relvant programs are

much more likely to be broadcast

by media outlets without charge,

during prime-time viewing hours.

If programs arc of substandard

quality, there is httle chance that

stations will air the program at

times when viewership is highest.

Finally, research and evaluation are

integral componcnts of radio interven­

tions and must be added to radio

program budgets. Formative research

is used to improve program content

and administration, while

evaluation research is

conducted to measure program

impact on sustained

behavior change.

Important questions to answer

through fonnative research

are coverage (geographic

coverage of the radio stations

that will broadcast the programs) and

listenership (percentage of the

target audience that listens to radio

and listening times). Fonnative

research can also help improve the

message content of programs

through pretesting (for example, to

determine if health themes are

appropriately blended into the story

line) and provide feedback to

platmers on whether the frequency

of broadcasts is sufficient to ensure

that the audience is exposed to them.

Evaluation of whether a series of

radio programs has changed audience

knowledge, attitudes, and behaviors

is complicated but increasingly

necessary to justify the investment.

Following are some evaluation design

considerations.

This chapter bas focused on one

particular aspect of BASICS work in

communicatiorl and behavior change--
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the innovative use of radio as a health

communication tool. In addition to

those lessons already cited, the major

conclusions from this experience

may be sununarized as follows.

Radio, because of its pervasive global

reach, is a potentially powerful and

cost-effective medium for health

communication. A number of studies

have documented the contribution

of radio to effective health

communication programs, and

evaluation studies by BASICS m

Latin America and West Africa are

expected to add to the knowledge

of how particular radio formats­

the EZA drama in Bolivia and radio

spot campaigns in Mali and

Senegal-influence the knowledge

and behavior of listeners.

Good radio, however, is not cheap.

High-quality programming that

broadcasters are willing to put in

prime-time, and that attracts the

attention of audiences, requires

investment. Investment is also

required in the infrastructure to

produce high-quality progranuning.

There is a critical need, particularly

in Africa, for investment in training

and equipping local broadcast

institutions if they are to play the

important role they could play in

effective health communication.

These factors make evaluation all

the more important. It is cssential­

to justify greater investment-to

carefully evaluate, document, and

disseminate the results obtained from

radio experiences. Besides

documenting the impact and cost­

effectiveness of different formats,

conununicators need to know more

about what creative elements (drama,

humor, fear) are most effective in

different cultural settings and how

"dose-effect relationships" influence

structuring of radio campaigns­

that is, what magnitude of effects on

audience knowledge and behavior

can be achieved by different doses

or "bursts" of media activity.

From a global program and an

organizational perspective, resource

mobilization looms as the greatest

challenge in the near future. There is

an urgent need to continue to support

and build international broadcasting

networks that link organizations

like the VOA and the BBC with

international health organizations

like UNICEF, WHO, and BASICS.

These networks offer important

advocacy opportunities for child

health at the global level, and, when

linked to media organizations in

developing countries, they are a

source of critically needed training

and production resources.

Options for Evaluating
Radio Impact

Is there a population not exposed
to the intervention that is nearly
equivalent ,in characteristics to
the exposed population? If so,
a nonequivalent control group
design may be used to compare
two nearly equivalent popula­
tions before and after the
intervention.

Can data collection begin before
the intervention (for example,
at selected sentinel sites)? If so,
time series design that measures
trends before and after the
intervention can be used.

If a time series design cannot
be implemented, a pre- and
post-test design may be used
by applying the same
questionnaire (usually a KAP
survey) before and after an
intervention in the exposed
population. Questions on
exposure may be added to the
endline questionnaire.
Baseline (pre-program results)
may be compared against
endline (post-program results).

Partnerships with the private

commercial sector should also be

actively sought to sponsor child

health programs at the national and

regional levels.

In spite ofenthusiasm for the

medium, however, radio should

never be used or evaluated as an

isolated communication tool.

Radio works best and has its

125



PATHWAYS AND PARTNERSHIPS: BASICS CONTRIBUTIONS TO CHILD SURVIVAL

greatest effects when it is combined

with other instructional elements,

particularly with strong community­

based interpersonal communication

efforts. While this chapter has

focused on BASICS work in radio,

the project's focus in its country

programs has been on behavior change

through strategies that combine radio

and other media with other multiple

communication channels.

A number of BASICS country

programs illustrate the effective use

of multichannel strategies. The

Madagascar program, for example,

has made innovative use of radio by
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bringing radio producers into

communities to record and then

broadcast health skits performed by

local drama groups. But, the

program has also employed an

extensive array of other

communication interventions:

counseling cards used as teaching

aids by both health workers and

community volunteers, diplomas

that recognize a family's completion

of its child's immunization

schedule, a child-to-child program

operating out of community

schools, and networks of respected

parents and "friends of health" who

serve as community role models.

Early results from the Madagascar

program, in terms of increasing

immunization coverage and other

program outcomes, are very

encouraging. But, as in the case of

BASICS work in radio, further

experience is required to evaluate

the impact and to identify which of

the community models that BASICS

has explored yields the best balance

of tangible results and long-term

sustainability. As the picture becomes

clearer, successful community models

should be scaled up in countries

where they have been introduced,

and the models should be introduced

into more countries.

The vision that has driven the

Madagascar program is the same

vision that BASICS advocates:

creating supportive environments for

behavior change. It is the vision that

should continue to animate health

communication programs in the

future. In this vision, well-planned

radio and other mass media

strategies are integrated with

effective community approaches, as

in Madagascar. Combined, these

"social technologies" become as

important a part of any child health

program as the medical technologies

involved; they are the key to the

acceptance and participation of the

people they are meant to serve.
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BASICS Work in
Behavior Change

~ND.!~EHAVIORCHANGE ACTIVITIES

Comprehensive behavior change programs:
Bangladesh, Bolvia, Madagascar, and Russia

Social mobilization for polio, diphtheria, and other
immunization programs: Bangladesh,
Kazakhstan, Kyrgyzstan, Moldova, 'nIJikistan,
and Russ a

Formative research studies: Bangladesh (disease
surveillance). Ecuador (health worker
communication), Ethiopia (community demand).
Guatemala (physician performance), Kazakhstan
(ARI and diarrhea). Kenya (febrile illness),
Madagascar (nutrition). Russia (immunization),
Senegal (nutrition), nd zambia (febrile illness)

Development and evaluation of community-based
strategies: Ecuador, Ethiopia, Guatemala, Haiti,
Honduras, India, Maclagascar, Morocco,
Nigeria, and zambia

Training in communication and behavior change
methodology: Benin, Bolh,ia, Eritrea, Ethiopia,
Mozambique, Niger, and Russia
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Further Reading from
BASICS on Behavior Change
Adivities
Sustaining Health Worker Performance in Burkina

Faso by Karabi Bhattacharyya, Lonna Shafritz, and

Judith A. Graeff. 1997.

Emphasis Behaviors in Maternal and Child Health:

Focusing on Caretaker Behaviors to Develop

Maternal and Child Health Programs in Communities
by John Murray, Gabriella Newes Adeyi, Judith

Graeff, Rebecca Fields, Mark Rasmuson, Rene
Salgado, and Tina Sanghvi. 1997.

Gender Bias in Health Care Among Children ~5 Years:

Opportunities for Child Survival Programs. A Review

Paper Preparedfor the BASICS Project by Kathleen

M. KuIZ and Charlotte Johnson-Welch. 1997.

Child Survival BASICS: Behavior Change in Child
Survival-Three Guidelines for Increasing Impact.
1996. (Also available in French and Spanish.)

Highlights (one page summaries):
"Emphasis Behavior" Messages Promote Positive

Behaviors to Improve Children's Health

Innovative Radio Programming in Bolivia Focuses on
Child Health Messages

In the Developing World, Young Boys Receive Better
Health Care than Girls. Study Indicates

PSAs Help Stem Diptheria Epidemic in Moldova

"Medicine for You" World Wide Web Page Launched

in Russia

Creative Radio Soap Opera Delivers Health Messages

to Save Children~\' Lives

West Africa Hears Good News on the Radio

Madagascar Community-Based Health Program

Provides Simple Tools that Promote Community Action
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Health StajJPartner with the Community for Better

Maternal and Child Health in Ethiopia

IEC Fontms Bring Health Communication to Mozambique

Large-Scale Communication Strategies Enforce
Nutrition Messages in West Africa

Further Reading from Other
Sources on Behavior Change
Activities
Radio Guide: A Guide to Using Radio Spots in
National CDD Programmes, WHO/USAIDIUNICEF.

1994. (English and French)

A Tool Box for Building Health Communication

Capacity. AED. 1995. (Arso available in English,

French, Spanish, and Portuguese.)

Communication for Health and Behavior Change by

Judith A. Graeff, John P. Elder, and Elizabeth Mills

Booth. AED/Jossey Bass. 1993.

Facts for L!le. UNICEF. 1993.

Improving Interpersonal Communication Between

Health Care Providers and Clients by Berengere de

Negri, Lori DePrete Brown, Orlando Hernandez, Julia
Rosenbaum, and Debra Roter. URCIQuality Assurance
Project. 1997.

Learning to Listen to Mothers: A Trainers' Manual to
Strengthen Communication Skills For Nutrition and
Growth Promotion, Jane Vella and Valerie Ucccellani,

AEDlNutrition Communication Project. 1993.

Websites
The Communication Initiative: www.communit.com

The Journal ofHealth Communication: www.aed.org/
jhealthcom
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CHILD SURVIVAL AND HEALTH SECTOR REFORM:
STRENGTHENING THE HEALTH SYSTEM

Instituting Health Reform
Worldwide

f the more than 30

O govemm nl that

B SICS worked with

between 1993 and

1998, nearly all were r forming and

r organizing their health sector.

BASICS, teamed with ho t country

and intemati nal partners, played a

critical role in shaping and

implementing health reforms by

supporting the development of key

policie and working with

counterparts to develop n w

strategie' to impro child health.

Through it long-tenn country

programs, BASICS also h Ip d

str ngth n the upport systems that

are critical to delivering effi ctive

service and are, themselves, a

common target for health r form.

No two countries approach the

reform oftheir health sectors in

exactly the same way. In the I990s,

countries, including Zambia, Ghana,

Uganda, and Bolivia, embraced

radical reform that affected almost

every aspect of their public health

systems. Other cOlUltries, Maciag car

and Senegal, took a cautious, t p­

by step approach, working on one

set of refomls or one a pe t of their

health system at a time. While

reforms varied from country to

country, most reforms included one

or more of the following elements

that affected BASICS work.

Minimum package of
essential care. Many governments

have clearly defined the services they

will provide. based on an

epid miological analysis of disease

burden and the likely cost-benefit

of various intervention strategies.

Minimum package' of care are a

government" gujde to achieving a

. ustainable mix of preventive,

promotive, and urative services.

On e adopted, they help allocate

scarce human and financial

resources and influence national

policies related to all aspects of

primary health care.

Decentralization. In the late

19805 and early 1990s, most

national health ministries began

decentralizing to the district or

municipal level. A a re tilt,

respon ibility for the management

and support of health services

shifted to the local lev I, and

District Health Management Teams

(DHMT) b came a common

feature of most health systems,

\1>\
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even those with few qualified

personnel at the district level. A

small number of countries (Bolivia,

Uganda, and the Philippines) took a

more radical step of devolving

budget and management responsibility

to local government officials who,

while charged with supervising

DHMTs, are outside the Ministry of

Health (MOH) chain of command.

Community ownership and

support Governments have created

community health boards, established

locally managed cost-recovery and

revolving drug schemes and, in a few

cases, provided funding in their

regular budgets for community-
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initiated health projects. Community

partnerships with the public health

sector are also possible, but they are

not well defined or operational in

most countries.

Integration. To varying degrees,

reformers have combined at least

some aspects of the previously

single-purpose child survival

programs, including the Expanded

Programme on Immunization

(EPI), the control of diarrheal

disease (CDD), and the acute

respiratory infection (ARl)

programs. In settings where

integration has occurred, health

providers may have assumed new

multipurpose roles and, for greater

efficiency, some support systems

may have merged.

Health sedor financing.

Reformers have experimented with

different sector-wide financing

alternatives, including national health

insurance, managed care, cost-sharing,

and the privatization of health

facilities. In a few cases, partnerships

with the commercial private sector

have also been established to increase

the availability of low-cost health

products, like oral rehydration

solution (ORS), and to reduce

government subsidization. In the

1990s, a number of countries and

international assistance agencies

also pioneered a "basket" or pooled

funding approach to break down the

walls between donor-supported

projects and to encourage a single

reform agenda.

Long term, it is hoped that these

reforms will increase efficiency,

access, quality, and use of health

services. Short term, depending on

how they are conceived and

implemented, sector reforms may

have both positive and negative

implications for child health services.

Decentralization, cost recovery, and

community involvement have
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increased the possibility oflocal

investment in child health services.

Local health boards and conunittees,

in some settings, now raise funds to

purchase supplemental drugs and

supplies, support clinic outreach,

provide emergency transport, and

support other community

improvement projects. But, the

demand for qualified staff at the

district level has outstripped the

supply in many countries, leaving

vacant or only partially filled district

posts, and health facilities and

communities without the guidance

and support they need to play an

effective role in the health system.

Integration has also produced

mixed results. While holding the

promise of increased efficiency, in

some settings, integration has

caused initial instability in well­

established programs like EPI and

COD, and has threatened the

quality and coverage of the critical

services they support.

In most countries, when reform

begins, a wealth of information and

experience is vested in the "vertical"

or single-focus child sUlvival programs.

Dedicated program staff, many with

15-20 years experience perfecting

their specific interventions, have

valuable knowledge and experience

to share. But, if their programs are

targeted for reorganization, as they

often are, these technical leaders

may not be consulted or they may

resist rather than fully participate in

the reform process.

A similar problem arises for countries

when decentralization and the

integration of vertical programs

result in the "downsizing" of staff at

the central MOH. If this occurs

early in the reform process, and

specialized technical staff are

reassigned nationwide to meet the

needs of newly empowered regions

and districts, few experienced

professionals may be left at central

level to participate in the ongoing

policy debate and redesign of

critical support systems.

BASICS provided technical

assistance and promoted the

participation of national and

international child health specialists

on reform teams in many countries.

By focusing on the quality and

utilization of services, and on the

behaviors that promote health and

survival, BASICS helped maintain

a focus on child health throughout

the complex reform process.

BASICS influenced reform policy

by-

Collecting and using data

on child health for national

decision making. BASTCS and

its partners encouraged and

supported periodic program reviews

for EPI, COD, ARI, Integrated

Management of Childhood Illness

(IMCI), and nutrition. BASICS

introduced standardized tools, such

as the Health Facility Assessment

and various household and

community surveys (described in

earlier chapters), and developed the

counterparts' ability to use these

tools at the country and regional

level. BASICS also supported a
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number of special studies to inform

essential drug policies and health

care financing policies in Zambia,

Mozambique, Tanzania, Ethiopia,

Eritrea, and elsewhere. The information

compiled from the studies was used

to inform and influence key

decision makers.

Supporting policy formula­

tion. BASICS formed and

participated in national working

groups that ultimately changed

health policies and programs in

many countries. In Eritrea, for

example, working groups developed

national primary health care, drug
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treatment; information, education,

and communication (IEC); and other

important policies. Across Latin

America, Asia, and Africa, working

groups adapted the IMCI package,

modified policies, and supervised

IMCI training activities. In other

settings, working groups revised

national malaria policies, developed

health management information

systems, and debated health care

financing policy. Planners and

working groups were involved in

studies of special interest and the

results were translated into action.

BASICS also employed a promising

regional network approach that

linked decision makers across

countries and influenced key child

health policies related to reform.

Through regional network activities,

lessons learned in one setting were

shared with decision makers

grappling with similar problems and

choices in a different setting.

Adapting, testing, and

demonstrating child health

interventions that are

reform sensitive. BASICS,

CDC, Eritrean Health and Population

Project (EHP), and others established

and studied the feasibility of an

integrated strategy for malaria

control in pilot districts of Kenya,

Benin, and Zambia. BASICS, WHO,

PAHO, and UNICEF introduced the

IMCI training package across the

regions, and they are now

experimenting with community

IMCI in various countries.

BASICS, with host country

counterparts in countries including

Honduras, Ecuador, Nigeria,

Ethiopia, Zambia, Madagascar, and

Senegal, developed training

packages for preventive care that

encourages community action­

nutrition, immunization, sanitation,

and behavior change. In each case,

BASICS and its country counterparts

learned important lessons in real­

life service delivery settings, under
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positive and negative effects of

sector reform on immunization

programs in countries as different

as Zambia, in Africa, and Kyrgyzstan,

in the Newly Independent States.

Results from these special studies

are meant to influence global

strategies to support immunization

programs worldwide.

In four of BASICS long-term

countries-Zambia, Ethiopia,

Eritrea, and El Salvador-project

staff and consultants participated

early in the planning and implemen­

tation of national health sector

reform. This early and constant

technical input has produced reforms

that are internally consistent,

technically sound, and confirmed

by experience in other settings.

When complete, the reform process

in these countries should result in

efficient public health systems with

improved utilization and coverage,

and quality child health services.

different types and levels of reform,

before taking new child health

strategies to scale.

Documenting the effects

of sector reform on child

health programs and

services. BASICS helped decision
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makers in many countries measure

their health system's child health

performance before, during, and after

specific reforms and intervention

strategies. Working hand in hand

with the WHO/Global Programme

on Vaccines and Immunization,

BASICS also documented the

Integration often calls for massive

retraining efforts to transform

family planning, inununization,

sanitation, and other single-purpose

field workers into health providers

capable of delivering a complete

package of care. This is a daunting
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EI Salvador: Building a Strong Foundation for Health Sedor Reform

task, one that most governments are

not prepared to undertake.

IMCI training uses technology that

can successfully upgrade skills in

the management of a number of

childhood illnesses, previously

treated one at a time. The

overwhelmingly positive response

to IMCI by many governments is

due, at least partly, to the fact that

it fits well with reform. IMCI

meets "felt needs" for greater

integration of services, more

efficient training, and improved

health worker performance. But,

IMCI is neither a complete

solution to integration nor is IMCI

sustainable unless overall training

capability is strengthened, and

more efficient and less costly

training alternatives are developed.

When MOHs decide to integrate

health care services, most go beyond

the management of childhood illness

to the integration of most or all

maternal and child health services.

This type of integration requires

complicated training decisions about

who should be trained, in what skills,

for how long, where, using what

training methods. When these

decisions are made, child health and

training experts should participate

in the decision making.

In EI Salvador. alkr a l:rneration of chil \\ar. key politkians. pulic~' makers, "n<l hl'alth
s~ stl'm n"'nagas are coopenlting in a compn~hensi\'l' health sector refurm thai encomlnhsl's
policy ch"nge, legislatiolJ, reslrucluring of Ihe heallh s~slelll, and improwllIcllts in sl'r\il'l'
deli""ry. Thc LJSAIO i\lission, I'AHO. the Inter-Amerkan l)ewlolHl1l'nl Bank (lJ)K). and the
(;erman aid agcne~. GTZ.lIfl' sUPllllrling Ihe rd'ormdforls,

In early 191)H, the :\IOI! asl,cd lIS'\JJ) to help with the staller! rdorm d'/ilrt and lSAID
turned III BASICS, 8,\SICS identilkd a curl' group of health planners ,md praclitiuncrs
from Honduras. Culombia, and Paragnay. \\ ho had eXllcriellce with relilrm and the
dceenl ralil.ation of heullh sl'l'\'iees. This group \Iorked with the :\1011, thl' Jlrl'sidelltiall~

·appoinled Natiullal II1'~lllh Commission, and Ihe Sub-Colllmittce lin Health oftl1l' nation'"
legislature, Frullllhe IIntsel. USAII) and BASICS "tie 111 pled 10 establish consensus with the
key. leader, on wh'II IIl'allh reform "ould I1Ican ror EI S~II\· ..dur, 10 define Ihe kl'~ issues, and
10 engelldl'r clllhlhonllion and lIgn'Cml'llt on 114)\\ to pruceed.

'I he ~IOH was dear from lhe starl Ihat il wanted a "S..h'adoran mllllel" 10 cml'r!!:e. The
;\llliollllilleallh Commission pl'llduced a health reform II hite papl'r Ihal oullincd Ihl' rcquin'd
Il'!,\al. Sh·ul·turat and resource eummillllenls. TI1l' :"ational ;\sselllhl~ 's Suh-Comlllillce on
Heallh sludied the rich health reform experience ill Laliu Amel'ica. and Ihe) n'achcd oUllolink
\\ith lIell parlners inlhe c\l'culh'e hnlllch, mcdical professioll, alld country·s uni\Crsities.

,\ sl'ries of hl'alth rl'form illh'oC"Cy and consensus \lurkshops \\el'e orl,:anized. ('asc studil's
from Call1lda. Costa Ric... Colomhia. 1I0ndur..s, llnd l'aragml~' wCl'e anal~l.cd. FOCIIS !!:ruUI1S,
consistjn~ of heallh slaff,lucal officials, ;\fGOs. and ordinar~' citizl'llS, \Iere organil.l'd amulld
till' country 10 compile inpul and ideas on reform issucs, such as uni\(~rsal hcalth insurance,
Siudy tuurs Wl'n' arran}.:cd for juintteal1ls to visil sl'wral Lillin American counlries 10
ubsene fir-;thand Ihe hl'alth reform eXIll'riellce.

The ,\10H \Ianled ils staff and IUC.llofficials l'mpO\wred III 0llerate in a decentralil.l'd health
s~ slem. To nchie\'{' consensus and sUPlwrt. the MOH hegan an intl'nUl1 pmcess 10 dd'inc lhl'
hl'allh delh'l'ry sll'uclure lind the heullh c,trl' serviccs packilge il would cuntain. The~
carefully l"amilll'd lIceess. lJualil~ of care. l'Ost-sharing, drug supply, logistics. and nell mil'S
for Ihe :\I()H, 101':11 hl'allh slal.... elecll'd officials. and i\GOs. The \101-1 carcl'ull~' hridgcd
traditional intra-ministerial barril'rs hetll~en ccntnll and provincial st..n, between public
health and hospital specialists. aud llm(lIlg technical staff. phlnnl'rs, and adminislratile
sp~cialisls.

Wilh liS.\ID support. Ihc :\IOJ-Iemhraced 1.\IC1 as its national child hl'alth ca!'l' slrall'g~
and a core ell'mellt Ill' its esscntilll heallh care packagr. Worldng \\ilh Il'chnical consultants
frnm BASICS,lhe ,\lOB too]. sleps tolinl, Il\lel allhc facilit~ knl "ilh till' l'llllnlr~ 's
e\tenshe nehlUrk of II liblie and :'IiGO-suJlPortl'd lolunlee!' commllnit~ hl'alth workl'l's
(eIlW). To date, hundlTds of hcalth staff hal~ ree~h'ed clinical skills trainin!!:. Thl' \1011 o-Ino
i\GOs an' devcloping a nl'\\ elf\\' 1,\lCI Irainin!: course. hased Oil gl'lleric materials and
produced by I'AIIO and B,\SICS. Thl' course Ilill increase CHW capal'it)' III l!'l'at and n'fl'I'
cases III' pre\alent ehildholld disease. incllldinl,: pneumonia. diarrhl'a, and malnutrition.
CommUnil) oq~anil.ationand heha\ior c1lange inlervcntillllS althe community and housl'lltlld
Il'l cIs are part of the approach.

EI Salvador's plan for heallh ref(lnn h,IS the ri!!:ht CllmpOlll'lltS: a hillaJ'lisall polilical
l'Uns~nsus and mand"le. an enahling Il'gal and legislati\'(' fnlme\\llrl•• an essential package of
sl'nices alld pcrformance standards. nell' cosl-sharing methods, and lIne\\' public-pri\ah'
partnership. Cruchllto thl' initial a(hances Ilf 1998 was the time ill\eslcd by l:SAID and
UASICS to engender culhlhoration and COlllll'ralion among IIII' ke) stakdltllders. I'lIlilicians,
pulicy mal.!'rs. and health Sp!'cilllisls noll' sllea" Ihe same languagl' Ill' reform: 1'llUilI aCl'l'SS,
quality sen'ices. and aecountahility to Ihl' 'leoplc. For lIS;\Il) and BASICS, thl'ir SUCCl'SS is
lI11tlchiid health can' "ill be rooted in the lIel\ hcalth services structurc.
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and are available to provide

future training to NGO and

government health workers.

In Zambia, BASICS and other

USAlD and international partners

helped Zambia's Central Board

of Health develop a completely

new, integrated training cuniculum

for Primary Health Practice,

which includes content on IMCI,

nutrition, immunization,

malaria, family planning,

maternal health, HIY/AIDS, TB,

and community partnership.

BASICS and its national and

international partners (WHO/ PAHO,

UNICEF, MOHs, and PYOINGOs)

worked in 25 countIies in Asia, Africa,

Latin America, and the Newly

Independent States to introduce and

develop capability in IMCI training.

In many of these countries, including

Bangladesh, Ethiopia, Eritrea, Zambia,

Bolivia, and South Africa, BASICS

also supported training in a more

comprehensive package ofpreventive

and curative care.

In Ethiopia, BASICS technical

assistance revamped the

community health training

program and strengthened the

Southern Nations, Nationalities

13

and Peoples' Region (Sl PR)

regional training institution. In

neighboring Eritrea, BASICS

and other international partners

strengthened the national nursing

school by supporting the

development of a new nursing

curriculum and, collaborating

with a U.S.-based university,

training the school's nurse tutors.

In Bangladesh, BASICS coordi­

nated the development of

national Child Health Guidelines

and developed a new, integrated

training package for paramedica'l

workers. Six Bangladeshi

nongovernmental organizations

(NGO) workers were trained

In Bolivia, BASICS provided

technical support to three regional

training sites where both IMCI

and integrated Primary Health

Care (PHC) training are now

provided on a fee-for-service

basis to government and NGO

health workers.

In South Africa, BASICS and

I TRAH/Prime worked with the

MOH and the Eastern Cape

Provincial Health Office to

develop a distance education

training program for community

nurses. The program objective

was to upgrade primary health

care skills without taking

trainees from their posts for

lengthy training workshops.
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Transforming national

priorities into local action.

During decentralization, key

functions are delegated to district

health offices and, in some cases, to

local governments. To achieve

national health goals through

district action, a special effort must

be made to ensure that all district

health teams are familiar with

national health policies and that

they are aware of the most cost­

effective alternatives for delivering

key services. National policies must

be standardized and then

transfonned into guidelines and

planning tools that district

managers can use. To perform their

new functions, district health staff

require management training and

continuous support from regional

and national health offices.

When health refonn is launched, a

technical assistance organization

like BASICS can playa key role by

helping district managers develop

reference materials and training.

Working with the MOH in numerous

countries, including Zambia, Eritrea,

Ethiopia, Bolivia, Madagascar, and

Senegal, BASICS developed guidelines

and other useful tools for preparing

district health plans and training of

DHMTs. The inclusion of technical

child health content in annual

planning guidelines proved to be

particularly important. Experience

in Zambia demonstrates this point.

Zambia's 1992 decentralization act

empowered local health boards and

DHMTs to plan and manage health

services. In 1995, the MOH

produced an annual guide for

district planning, but this guide

focused almost exclusively on

financial planning. In early 1997,

working with BASICS and its other

partner organizations, the MOH

developed the country's first

Integrated Technical Guidelines for

Primary Health Care for use by

front-line health workers. The

document detailed the technical

basis and national nonns for all

PHC services, including child

health. Simultaneously, a technical

supplement to the arulUal planning

guide was produced. While the

technical guidelines presented the

content of national policy, the new

planning supplement helped each

DHMT assess its own health

situation, prioritize problems, and

select service delivery options.

Since 1997, Zambia's Central

Board of Health has used this set of

tools successfully to guide and

influence DHMT planning.

Training district health

management teams. BASICS

supported the training ofDHMTs in

almost all its long-tenn country

programs. Different methods were

used in each setting, including

fonnal classroom training, annual

and strategic planning workshops,

and participation in district-level

studies ofhealth facility performance

and household behavior.

Planners at all levels face health

needs that outstrip available

resources, but this is particularly

difficult for inexperienced DHMTs

and facility managers. In creating

realistic annual health plans,

planners must be encouraged to

target their investments to the

population groups at greatest risk

of illness and death. In child health,

this may mean that certain services

are routinely provided at all sites,

while other services must be

delayed or provided only in certain

geographic areas or to certain

target groups. At the district level,

it may also mean favoring primary

health care instead of curative and

referral health services. Under the

best circumstances, these are

difficult choices. It must be

recognized at all levels that it is

impossible, with existing health

sector resources, to meet all needs
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Eritrea: Gn-the-Iob Training in
District Planning and Management

In 1995. ~~ hc'n BASICS began \lorldng in Erill"l'll.
none of the countr'y's six n'gions had health plans.
DUl'ing the tilllo\ling Ihree ~ c'ars. BASICS
supporled the i\IOH drol'l to deCl'ntralize and
strengthen health planning and management by
pro"iding training ami direct technical assishulel' III
l'egion:11 and district managers and Ihl'ir national
Il.'\l'I supen isors. For this purpose. Ihe
Stn~ngthcningor Uistricl ur Regillnall-leallh
i\lanagl'ml'nl Teams (SDH\lT or SIU-I.\IT)
allproach. originall~ dewlolled by WI-IO. \Ias
adopted. Particlllarl~'"l'Il slliled for Erilrea. the
apprnach re(llIires limill'd human resources al the
regiunal and 101'.. 1 hc'alth facilit~' le\rh.

Thl' SRI-li\IT ..ppruach b b..scd on principles of
0\\ ncrship. leam\\'orl,. repetition. incn'mental
learning. and IIIl1ln;ll supl'urt. requiring HII mell1lJers
of Ihe hl,.. lIh le<lm to hecullle aelil'cly involvl'd ill
the identilk.. liun, analysis, and sulution III' prllblems.

The finl slell in tlH' planning process \\as II

Iln'parahlr~' meeling althl' regiollalll'\c1 to
r'll11ili .. rize Ihe he'llls of IIl1ils coordinaling IIl<1laria
culltrol. c'II\'irnnmc'ntal healt h, .lI1d TI3/1-1 1\' "ith
Ihe concepl and principks of SlHl:\tT. Then. in
n,\SICS-suPI)Ortcd \lorl,shops, n'gillnHlllnd
facility 11.'\1'1 managers analyzed C\isling health
data. ic1l'nlilkd prohlems. set priorities. and
de\('lop~dohjccti\'l's and ac'non plans. Key principl~s of
phlllning.lmdg('ling. and coordination \\ere
rl'infon:ed Ihrou~h practical field e\perience.llnd
continuous sup~nisionand fe~db:lcl,"l're pro' ickd.

Emphasis \las placed onlraining individual \ltlrl,~rs

and Cl"ealin~ health Il'ams. '\llhe suh-rel:ionalll'\el.
leams cllnsist~dof .. n adminislnltor. a regional
public relalions IImc~r. and heads of heallh cc'ntl'rs
and ht'alth Sllltions. AI Ih~ facilily' J~\'CI. t~a!llS \\~re

cumposcd of health worl,crs, \illllge administrators.
and rrprescntatin's from \'iIIag~ assemhlies. ~\Olllen

and youth .lssocialilHlS. and olher comtnunily-hascd
organizations.

Ill'alth lellms \wre encouraged to prrpan' realbtie
1)lans h~' delining actions Ihal they could e\pecl 10
achieH' "ith the' hunu1II and malrrial I'l'sources
a\ailahle. This prun'd mon' difficult than e\lll'eled,
as Ihere is ,1 nalurallendcncy 10 \lanl 10 do 1II0re
than is feasihk. The realistic strategy' adoilled in
E"ill'l'll \~as 10 lilCUS each leam on selecting and
deH'loping a plan to address ifs 1(1) one or hHI

Ill'alth pruhll'ms 1'01' that year.

l3y the end of BASICS in"lIl\enll'nt in 199H. all sis
hc'alth regions had de\'l'loped and carried uul thrir
heallh pllllls for each of lhe two prior years.
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for all people; this is key to ensure

that DHMTs and national

govenunents set and reach child

health goals in the years to come.

BASICS training for district

managers focus on assessing health

needs, setting priorities, and

planning with the community.

Sboen!gtl1len

A participatory approach to

HMIS development, Health

sector refonn may require that

countries thoroughly revise their

national HMIS, which, at a minimum,

should be collecting timely data on

health service utilization, reportable

diseases, and availability of drugs

and supplies. During the refonn

process, the need for up-to-date,

streamlined, and thorough infonnation

at all levels of the health care

system is a powerful incentive to

improve a country's HMIS.

BASICS advisors provided direct

technical assistance in developing a

new HMIS for the governments of

Eritrea, Zambia, Ethiopia, Madagascar,

Kyrgyzstan, Kazakhstan, and

Ukraine. HMIS development and

roll-out reached the national level in

three countries (Zambia, Eritrea, and

Kyrgyzstan). BASICS contributed

its expertise in child health in the

use of routine HMIS data for health

planning and decision making, and

in the design and computerization

ofinfonnation systems.

Designing or redesigning an HMIS

provides an important opportunity

for building consensus and training

managers on the job. In the process

of selecting health indicators, for

example, inconsistencies or omissions

in national policies arise and can be

corrected, District, regional, and

national managers, mobilized to

discuss their infonnation needs and

perspectives, frequently help

planners define not only what they

will communicate, but also how

they will communicate with each

other in the future.

In its HMIS work, BASICS placed

the greatest value on using data at

its point of origin, Those most likely

to make changes in their day-to-day

work, changes that will result in

improved child health services, were

involved from the beginning to the

end in HMIS design, The sidebar

on Kyrgyzstan explains this approach.

National HMIS development

in Zambia and Eritrea. Since

1996, BASICS has assisted the
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governments of Zambia and Eritrea

in the complete redesign, computer­

ization, and introduction of their

national HMIS. Both systems are

integrated and designed to meet the

needs of highly decentralized health

systems. The systems, however, are

quite different.

Zambia's HMIS required the disman­

tling of numerous vertical systems

and development of a new, more

streamlined system to meet the needs

of a rapidly changing and intel:,'Tated,

and decentralized health system.

Composite indicators, self-assessment

techniques, supportive supervision,

and other quality assurance approaches

were incorporated into Zambia's HMIS.

Eritrea's new HMIS is much simpler.

A newly independent country when

BASICS started work in 1995,

Eritrea was emerging from 30 years

of war. Its health system was weak

but fully integrated, so dismantling

an old system was not a problem.

Eritrea was seriously constrained,

however, by a lack of human and

material resources outside the

capital, Asmara; this was important

when the decision was made to

keep the system simple.

Compiling and attempting to make

sense of the massive quantities of

data generated by any national HMIS

is a complex process. When

developing an integrated HMIS, it

is important to use a finite number

of indicators to monitor and evaluate

the health system's performance.

The items of information collected

and the information flow must also

be streamlined and simplified. This

process can be frustrating for global

and national program managers who,

under the single-purpose child

health programs of the past, collected

much more information on each

intervention than is possible with an

integrated HMIS.

While the ncgotiation and selection

of a smaller set of indicators can be

difficult, it clearly encourages

managers at different levels of the

health system to determine their

critical needs. It also forces them to

ask how much information they can

legitimately require already

overburdened front-line health

providers to collect, and it pushes

them to find better ways to use

periodic facility and community

studies and structured supervisory

visits, and to supplement information

from routine HMIS reports.

BASICS successfully assisted the

two MOHs in Zambia and Eritrea

in computerizing their national

r ~yrgyzstan: The Successful Design of
ran HMIS Module

B.\SICS \\Ilrkrd "ith Kyrgyzstan to dl'\"rlllp a
datll collcction and moniloring approllch that \\lIS
dl'signl'd 10 impru\'l' managemcnt il/ld srlf..
asseSSI1ll'nt by district and hl'alth facility
mamlgers. Instead oftry'ing to rl'form thl'entire
;\IIS at once, thl' 1'1011 startcd with immunization.
A worldnl.: gronp \\as appointl'd to definl' nrcds.
1'1'\ ise rccord..kecping rlrocrdures. and dC\l'lop
Illoniluring tools. This gmuJl repl'cSl'ntl'd alllhl'
dbcilliines l'oncerned "ith child helllth and child
health ,>el"\ ices, including national and local
epidemiologists, pl'diatl'icians, and Illcdical
Snpl'I"\ isors.

To streamlinc record.. l,erping and repol'ling, thc
working group defined onl~ four kcy indicators
for the scrvice delin-r~' len-I:

OPT] cowrage ralcs

Contraindicalion rates for DI'1' vaccine

\'aceilll' usagl' for OPT \acdne

l~l'I'rigl'ratorlempl'ralun's

l\e\t, they CIInsolidated sewral I'l'porling forms
into u single page and developrd monitoring tools
thai madc it casy ttl calculatl' and graph each
indicallll" h~ hand. Training manuals for health
worker.s al local. supenisory, and dislriet lewh
\\cn' aho producl'd. The \\IlI'k l'mphasil.cd sciI'..
monitoring by the fronl line Iwalth wllI·l,cr. and
the training pilel,age iucluded hOlh supel"\'isinn
and self..asscssmenl checklists.

j.\flcr a slIcel'ssful ~'ear-Iong trial in onc dislrict.
the .\1011 implemcnled thl' I'e\ised Hi\IIS lill'
immunization seniccs nalioIl\\ ide. Intmductiol1 of

I the illltnuniJ:atillnllllldule alonl' resulted in a

1

4, nalional red oct ion in the rn'llII en!'y of
"prcscl'ibing" eontraindicatiol1s fmlll 20 pl'I'Cl'nt
loll'SS than 5 percl'nt and a SO pern'nl reduction
in nll'cinl' \\astage, In the fulure, thc ,\IOH of
,"'~rg~,.stan plans to use Ihis pmcess In illlpro\'l'
,the olher modules or its natiollilll1MIS.

Ching health \\ nrkers lhe l'pidl'miologic sldlls to
mllniltlr their 0\\'11 \\'nrk nol only impro\'l's the
quality of the dala thl')' pn",idl'. it is alsn a sourcc
of pride and an incentin.' for high p('l'formunce.
Thi<, approach to thl' design of information
s~stel1ls and their CIIII1I)onenls can he allplied to
impro\l' monitoring llllU inlilJ'lIlation for any
hcalth sen·ice.

L
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Zambia: Adding Supportive Supervision
and Self·Assessment to HMIS

"'mm l'arl~' 19% thrnu/.:h 199M. BASICS ulhisurs
wurl,ed closely with Zamhian health authorities.
mUIT, OA:'iIlH. \HIO. and USAID'~ Quality
.\ssurance I'mjcct to design. fil'ld-tesl, and
introduce a nl'\\ natill/mille III\IIS. The system
integrates key indicators from previnnsly wrtic.ll
child Iwallh prognHlls. It illso gocs fUI·ther to help
ilia nagel's and supervisors identity and soh I'

prohlems together. Sevenll QUlIlily Assurance
(Q.\) tllols were huilt into the s~stem til tl"iggl'r
da!:l anal~'sis alld makl' H:\IIS data irl1mediatcl~'

applicahle to program planning.

Assessment. Analysis. and Actinn (i\AA)
guidelim's illtroduce a III'oblem-~ol"ing proCl:SS
based on Hi\IIS indicators. AAA guidl'lincs are
USNI by health facility slaff and OHi\IT memIJers
during regular supenision sessions. The~
pr('scribe a cycle of actions, wilh thc resuUs fronl'
l'ach aclion bccllming Ihe fllcus fllr the next. Sh
steps kad fmm assessment, to analysis. III action,
as shllwn in figure 1(1.1.

Quarterly sclf-assessmcnl is anolhl'l" I,,~y ekment
in Zamhia's nl'\\ 1-1i\IIS. ThL, exercise has heallh
ccnlcr managers and community Il'adl'l's.lhrllugh
their I\cighhlll"hood Hl'alth Committees. comllan'
the seniccs Iheir tcams actually pro\ idc to those
(hal \\l're planned. Srrvice delin'I'~' indiclllnrs lUI'

compared 10 health nl'l'ds (catchmenl population.
expeclt'd pregnancies, I'xpl'cted delh'crics, and
children under I ~'car) and factors thai affecllhc
sllppl~ of services (human resourccs. drug
sup)llics, scnice utilizatioll, and staff
performance). Al'lcr prohtcms are identified
during the (ILHlr(erl~' self-assessllll·nt. solutions can
he de\'eloped and impll'mcnted. \\ ilh or \\ ithnut /I

supl'nisnr.

SuppllrtiH supcnision is line of the principal
tnllics co\'ered during the InllS training of U1nlT
and Ilro\'incial slarf. Training for supl'nisors in
Ihe A,\A guidelines, and in Ihl' principlcs nf wlf­
assessment. coaching. ano mellillring. arc key In
Ihe slIccess nftlu' nl'\\ InllS.

1>11 ur, heallh facilit~ sl.IIT. and i'\eighhllrhood
!ieallh Committees in Zambia's 72 admillislraliw
dislricts haw hl'ell trainl'd In usc the IIew 1·Ii\IIS.
:'ill\\ fully operalionlilacmss Ihe cOlllllry. and
compult'rizeo at national and dislrid lC\'rls. Ihe
nl'\\ 1-1:\ lIS alhm s health 1:lcilily stalTand supe.... isors
10 scflheir O\\n t.trgl'ls and tn idl'nlify lind correct
pCrfllrl1lallCe prllhlellls al (he localll'\'C1.
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HMIS and training a staff to maintain

them. Computerization is of increasing

interest to host-country govemments

and, as the hardware and software

become more accessible and easy to

use, it is a growing option, even at

the district level.

While a redesigned HMIS is a

positive start, it will not ensure

effective information management

over time, After an HMIS is in place,

supervisors and facility managers

need further training and supervision

to encourage and help them use the

HMIS data. They also need

supplementary tools--checkl ists,

simple surveys-to supplement

routine data from the HMIS.

"Quality of care" is a good example

of an indicator that is not easily

obtained from an HMIS. Finding a

tool that routinely gauges quality of

care could have a major impact on

child survival in the future.

Supervision has traditionally been a

weak area in public health programs.

In many countries, designated

supervisors receive little training or

they have been trained to focus only

on a single intervention, such as

immunization, family planning, or

diarrheal disease. Supervisors may

be less qualified or experienced

than the people they supervise and,

therefore, unable to judge or

influence their performance.

Transportation and other necessary

supports for supervision are also

consistently weak. Finally, even when

supervision takes place and problems

are detected, frequently supervisors

do not provide enough systematic

feedback or follow-through.

Reformers often try to rectify this

situation by integrating supervision

and instituting new supervisory

requirements. Supervisors in most

countries are expected to have

technical competence in a wider

range of interventions than ever

before. Depending on the degree of

integration, a single supervisor may

be responsible for several areas at

once. Maternal child health

supervisors, for example, may need

to work with family planning, case

management of sick children,

antenatal care, growth monitoring,

and immunization. After many years

of single-purpose programming,

few supervisors have this training,

Decentralization has exacerbated

the problem because the number of

inexperienced supervisors requiring

training and support in multiple

health care interventions has also

increased dramatically.
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In this environment, BASICS worked

with in-country counterparts and

international partners to streamline

supervisory systems, train supervisors,

and continually encourage the more

active, consistent, and effective

supervision of health workers.

Activities in this area include-

Standardized, integrated checklists

for use during supervisory visits were

developed in almost every country

where BASICS worked. Supervisors

received help designing and using

these checklists that, based on national

nOlms and standards for performance,

are intended as a guide to the many

components of primary care.

supervisors in supportive

supervisory methods (coaching,

mentOTing, and problem solving);

and the introduction of self­

assessment tools that providers and

facility managers can use to

measure their own performance.

Operational research and local

problem-solving initiative were

supported through training and small

grants from BASICS in Cambodia,

Ethiopia, and other countries.

Investment in small locally developed

projects not only encouraged the

discovery of appropriate solutions

for entrenched problems, it also

motivated managers and supervisors

to take more initiative to improve

their programs.

Supervision, and altematives to

traditional supervision, like quality

assurance, are critical to sustain

health provider performance after

training. The Zambia case study

shows the dramatic impact that

supportive supervision can have on

IMCI knowledge and skills. It is

followed by a description ofBASrCS

experience working with USAID's

Quality Assmance Project, introducing

!MCr after "quality teams" were formed

and the principles ofquality assurance

were adopted by a regional health

office and several of its satellite districts.

STEPS

Identify Who
Needs to Work
on the Problem

2 Define the
STEP Problem

Operationally

Analyse and Study the
Problem to Identify
Major Causes

ASSESSMENT

Identify Problem and Select
Opportunities for Improvement
• Identify problems
• Agree on criteria
• Select area to work on

STEP5

Develop Solutions
and Action for
Quality Improvement

STEP!

STEP6

Implement
and Evaluate
Quality
Improvement
Efforts

Figure 10.1 Assessment, Analysis, and Action: AAA Guidelines, Quality
Assurance Problem Solving Applied to HMIS Data

Quality assurance initiatives were

facilitated by BASICS in Zambia,

Niger, Cambodia, Kyrgyzstan, and

Ukraine to reinforce the training

and supervision of health workers.

The USAIDIREDSO East and

Southern Africa Health Network,

with support from BASICS, AVSC,

JHPIEGO, and other USAID

projects, also supported quality of

care workshops and consensus

building across that subregion.

Techniques included the

development and monitoring of

locally appropriate performance

standards; the training of
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Zambia: Supportive Supervision
of IMel

In 1l)97-19911. II.\SICS once a:.:ain d~monslnlle(1

Ihruugh operations research in Zamhia thaI
support in' supenision is an effect in- ''''y 10
im[lrme llll' lJualit~ of child health can'. ['rior
lothis intern-nlion. Ihe supenbioll of clinical
can' 'Hlr"~rs "as Iypically infrelllll'nl and
unstruclurnl. Supl'r"isors rarl'ly ohwn rd
ht'ailh "orl'l'rs "hill' Iht'y "l'rl' r\alllinin:.:
llalit'nls and. in Ihl' abscnn' of a checldisl. I,r~

aspt'cts of t'an' "I'rr oftcn o,,,,'lool,ed. Instt'ad.
sUllen isor~ visils focuSl'd primarily on
administrali, e issues.

In res[lonSl'. BASICS "tlrk~d "ilh Zamhia\
Cenlral Board ol" Health (CHoH) 10 illlroduc~

all inlt'gratt'd cheddisl Ihal struclurl's
supenisioll alltl focuses tht' suprnisor's
allt'nlioll 011 the I1U<llily of sen ins heing
prmidl'd. l'sing IIll' c1ll'ddisl. districl
supenisors visil ~:Ich health ernler in their area
t'wry tlUarltT and usr Ihe I:\ICI st'ctioll (scr
Chapll'r ~l 10 oh"'rw and t'\alualc Olll' or 1I10re
hcailh '\tlrkl'rs.

lilt· sleps yit'ldt'd dr.unalic impnl\'ClI1cnts in
health "orkcr Ilerfol"lllanCe, <IS illustraled in
liJ,.:un' 11I.2. Fm' t'\:llllpll'. accordiug to a ba.seliut·
sur\l'Y ,"moch 1996) in Lusaka. only 2 Ilernllt
of health mlrkt'rs wcn' ctlunling rcspiralllr~'

rate in childn'n prescnling "jlh cough or
difficull hn'alhing. ,\ su nt·y· in Augusl 1996
lilllnd Ihal folhming Imining. Ihis figure had
incn'u,,'d to 741 peret'lll. Sh. 1I10nlhs lalt'r.
hmH'\ cr. pt'rftlrlll;Wet' h:lll dl'lcrioralt'd to 6-1
pcrcellt, hUI il rost· ;lgain 10 114 perccnl in Iht·
thinl follo"-IIII sunc~ ('lay 199M) hccausl'
suppurliH supen isiun, CTlll'hasi.dng Ih.. use
of chcddhl\, \las introduced.

Indicatlll's n'laled to CUll nseling (r\plaining
Illm III gin' medications .1I1d Illaldng in111liries
lin I't·t'ding practicl's) and Ihc ratiOlHllllSt' uf
drugs shU\\l'd similar Irends. Ikfon' training,
practitillnt'rs pn'scribed antibiotics I'or commoll
t'olds in ~7 petTenl of C;lSl· ... a ligul'l' that
dmpped to 15 pt'lTt'nl sh months ane.' training.
.\ yt'ar after training, Ihe impmpl'r prl'stTiption
uf drugs again dimhetl tu .10 percent, hUI "it h
ilion' fn'lIUl'1l1 supenisiun alld the usc of
dll'ddisls. this leH'1 drclilll'd again 1o 15 percl'nt.
Tht, salllt' In'mls "ere t',ident in lhe treatment
pn'scriht'd for non-hluutly diarrhe'l cascs.
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BASICS contributed to positive,

often dramatic, improvements in

child health, worldwide. However,

there is work to do in every

developing country to strengthen

the systems that support child

health services. USAID's continuing

support, through projects like

BASICS, and the monitoring,

shaping, and support of health

sector refonns could make an

important difference to child

health and survival.

The following issues will require

particular attention in the future:

Maintaining adequate child

health expertise in the

reformed health system. If

reorganized health systems are to

contribute to improved child

survival, more attention must be

paid to staffing each level of service

with appropriately trained managers

and supervisors. When

decentralization and integration

policies are pursued together, as

they often are, an MOH may be

completely restructured.

Downsizing at the central level is

common, but, when downsizing is

too drastic or too fast, it can be very

disruptive. Where an urgent need

exists for technical guidance and

oversight of newly decentralized

functions, too often professionals

are not available to meet that need.

The same is true at the regional level.

Moving technical support as close

to the periphery as possible and

integrating planning, supply, and

infonnation systems across

programs makes sense. But, even

when reformers allocate sufficient

positions for child health program

specialists at the regional and

district levels, the positions are

sometimes difficult to fill with

qualified candidates. Too few child

health specialists, covering too

many decentralized units, leaves

inexperienced managers without

adequate support, and leaves a

newly decentralized health system

without the senior and mid-level

staff it needs to guide and monitor

service delivery and health status.

The solutions to these problems are

not simple, but answers must be

found for refonned health systems

to meet child health goals.

Studying, refining, and

avoiding the unintended

consequences of sector

reform. To avoid false starts,

disappointing results, and a refonned
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health system that fails to meet

priority child health needs, careful

consideration must be given to the

details of each reform. If experienced

and influential child health

programmers are included when

reforms are planned, the reforms

are more likely to have a solid

technical basis. More often than

not, however, reforms are planned

in haste without investing the time

required to thoroughly understand

and anticipate their consequences.

After a reform is in place, using

operations research and other

forms of systematic inquiry, every

country should continually examine

the aspects of the reform that are

working and not working. When

unintended consequences of a

given reform threaten to undermine

the delivery, quality, or use of

health services, immediate

corrective action must be taken.

Here, too, it is important to pay

attention to the details.

Developing more integrated

training options. Before

embarking on an integrated training

strategy, planners should consult

with both training and child health

program experts who know, from

their own experience, what it will

take to achieve desired skill levels.

BASICS worked in a number of

countries to develop training

capacity and upgrade health worker

skills in integrated care. Both IMCI

and more comprehensive primary

Figure 10.2 Survey Findings from Eight Lusaka Health Centers Three Months
Before and 2, 8, and 22 Months After IMCI training

May '98
(n=136)

Feb '97
(n=155)

Aug '96
(n=217)

Supervision with checklist starts Feb '97

IMCI Training Jun '96
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The impetus to rationalize the

provision of health care, streamline

support systems, increase cost

sharing, and move decision making

to the local level is logical, but

making these changes is not a

simple process. Responsible

decisions about what elements of

care, training, supply, and oversight

to delegate to the lower levels of

the health system, for example,

cannot be made without giving

careful attention to the technical

and programmatic issues affecting

each child health intervention. The

same is true when decisions are

made about the integration of

services and support functions, how

user fees will be charged and

applied, and many other aspects of

reform. Technical expertise and

attention to details are critical.

Counted breaths for cough/diff. breath

_ Antibiotics for common cold

••• Explained how to use medications

_ Asked about feeding

Average minutes of consultation
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care training packages were

developed and used.

[MCI training is one way to combine

courses, but it does not cover all

child health content and it is still
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costly. IMCI expansion depends on

increasing the efficiency of the

standard training strategy to improve

its effectiveness. BASICS continues

to work with its p31tners to develop

and introduce more cost-effective

training approaches, such as shorter

[MCI courses and customized

courses for different levels of health

workers. BASICS is also

collaborating with UNICEF, WHO/

PAHO, MOHs, and PYOINGO

partners to develop and test

community-based,IMCI-eompatible

training courses.

Beyond [MCl, when countries need

to train large numbers of primary

care providers, they often resort to

"quick and dirty" training courses

that cover all subjects. These

courses are a low-cost altemative to

the multiple, single-purpose training

programs of the past; although less

expensive at the start, the results are

usually disappointing. This is

particularly true when trainees

need clinical and interpersonal

communications skills, because

this type of skill development has

special requirements: more time

for practice than is possible in a

short course, special training sites

that are not likely to be available

without additional investment of

time and resources, and trainers

who are well trained.

BASICS has developed integrated

primary health care training packages

with some success, but there is still

much to be done. Planners need
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Table 10.1 Effect of Communicating the Discrepancies Between Health
Worker Performance and Child Health Standards-Konni District, Niger

Indicator May 1997 June 1998
(Baseline) (RPA)

n=138 n=41

Percentage of mothers counseled for danger signs 38% 83%

Percentage of mothers counseled for treatment of

their sick child 70% 73%

Percentage of children having their nutritional

status checked 7% 45%

Percentage of children having their vaccination

status checked 41% 65%

criteria to detennine the most cost­

effective training options under

different circumstances and they

need training packages, beyond

IMCI, that they can adapt and use.

Making global program

guidelines fit newly

decentralized and/or

integrated health systems.

When BASICS worked with WHO/

GPV to assess the impact of

decentralization on the well­

established EPI in several countries,

one of the most important findings

was that standard program review

materials could not be used without

extensive adaptation. The traditional

approach to an EPI program review

(i.e., working through national

program managers), may no longer

work in countries that have truly

integrated their health care systems

across programs and decentralized

management and cost-recovery to

the regional, district, and local levels.

Other commonly used program

support materials may also be

outdated in the current refonn

environment. A revised approach is

needed, not only for EPI, but for

other globally supported child

health programs. However, while

many child survival leaders recognize

the need for a more refonn-friendly

approach, some worldwide disease

control initiatives in immunization

are designed with the very specific

objectives of reducing morbidity

and mortality of selected diseases

and interrupting transmission of the

causative agent. Such efforts tend

to focus greater attention than

before on single-purpose delivery

systems within already-vertical

programs rather than deliberately

building integrated systems that

address a range of health problems.

Improving the supply of

drugs. IMCI training is improving

health worker knowledge and skill,

but too little has been done to

strengthen other systems that must

be in place for providers to apply

their newly acquired skills for the

care of sick children. A trained

health provider has little purpose

unless the appropriate pharma­

ceuticals are available. Likewise,

vaccines are quickly rendered

useless if they are handled by

individuals with no training in cold

chain management and limited

access to functioning cold chain

equipment. BASICS has trained

officials of several governments in

international tender and bid

procedures, and worked with

USAID's Rational Pharmaceutical

Management project to train district

managers in forecasting and handling

drugs and supplies. In the future,

more work is needed in this area.

Developing tools that

measure the quality of

child health services. HMIS

and supervision systems can provide

useful infonnation about services,

including data on the number of

trained providers per facility, patient

load, the use of pharmaceuticals

and vaccines, and disease burden.

However, these systems have been

disappointing in their capacity to

measure provider perfonnance on

indicators of service quality.
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Measuring adherence to diagnostic

and treatment protocols, standards

for cold chain management, and

counseling guidelines require direct

observation, highly competent

supervisors, and adequate time.

When supervisors have the time and
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skills to assess quality of care,

important benefits result. When this

is not possible, a more systematic

application of the quality assurance

methods described earlier could be

one solution. BASICS has also

observed excellent results from

periodic health facility assessments

that measure the quality of provider

performance through direct

observation. If the price of such an

assessment could be reduced and

the tools successfully adapted for its

use at the district level, tills strategy

could be an important alternative to

more frequent supervisory visits.

Teaching and learning new

ways of working (teams,

working groups, task forces).

Decision making in a truly integrated

and decentralized system is, by

definition, more complicated than

in a single-purpose child health

program. In an integrated system,

before any action takes place at the

national level, analysis and

agreement may be required from

child health specialists, as well as

any number of cross-cutting

divisions or units, all working under

different directors, with different

mandates and different budgets.

The appl ication of sound

programmatic judgement is

desirable, but when there is an

urgency to act, and limited child

health technical expertise is

available, lines of responsibility can

be blurred and other divisions

(procurement and supply, training,

IEC, personnel, HMIS) may bypass

technical child health experts.
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New ways ofworking collaboratively

within health systems must be found

and new skills in facilitation,

negotiation, and problem-solving will

be required. The institutionalization

of multidivisional task forces, work

teams, or resource groups that cut

across divisions and administrative

levels might be a solution. Better

definition of the relationships

between newly created ministry

divisions and the individuals assigned

to them might also produce positive

results. Staff, especially senior

managers, will need orientation and

training in consensus-building and

team management. Facilitation and

negotiation skills will be the key to

individual success in any integrated

or decentralized health system.

Applying quality assurance

techniques and stimulating

local initiative. At the core of

decentralization is the belief that

those who are closest to the

delivery of health services are best

suited to organize and manage them.

However, with decentralized systems

and an increase in new managers, it

is foolish to just hope they will be

able to perfolm their new jobs.

To be effective, managers need

training, adequate support, and

regular supervision. The assessment

of their own practices in relation to

local needs is central to good

performance. Managers can be

encouraged to find ways to harness

local initiative in health care and to

motivate teams of health workers.

However, few guidelines, manuals,

or training programs currently exist

to teach motivational or problem­

solving skills. This is an area that

USAID projects could pursue in the

future, by ensuring that a common

quality assurance approach is used

and taught across its many projects.

Evaluating the impact of

health sector reform on
child health. To date, the attention

of national reformers has focused

almost exclusively on building the

foundation for a strong and sustainable

health system. There has been no

systematic study and there is no tested

methodology for studying the impact

ofhealth sector reform on child health

services or child stu'Vival. Indicators

tracked somewhat inconsistently from

country to country and organization

to organization relating to program

outputs, which are the number of

health workers trained and the numbers

of services provided. While important

for tracking, these are not enough.

It is time to evaluate the major

structural, fiscal, and administrative

changes from sector reform in the

context of the health system's overall

performance and contribution to

measurable improvement in the

health status of each country's

population. To do this, the host

country and international partners

working on health sector reform

and child health must first agree on

indicators that measure public

health outcomes and then put

systems in place to measure and

track the outcomes, over time.
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ADDITIONAL BASICS ACTIVITIES ;

BASICS Work in System
Strengthening
Support for Decentralization: Bolivia. cambodia.
EI salvador. Eritrea. Ethiopia. Indonesia.
Madagascar. Mali. Niger. 5en~al. South Africa.
and zambia

Strengthening integrated training programs and
institutions, including IMCI: Bolivia. cambodia.
Ecuador. Eritrea. Ethiopia. Guatemala. Honduras.
Indonesia. Madag8SCltr. Nigeria. Peru. and zambia

Technical Assistance to develop new Health
Management Information Systems: Eritrea. Ethiopia.
Guatemala (NGOs). Kazakstan. Kyrgyzstan.
Ukraine. and zambia

Technical Assistance to influence Health Care
Financing: EI salvador. Ecuador. Ethiopia. Eritrea.
Guinea. Ind_esia. Kenya. Mozambique. Tanzania.
and Uganda
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Further Reading on System
Strengthening from BASICS
Use ofan Integrated Health Facility Assessment for

Planning Maternal and Child Health Programs:

Resultsfrom Four Aji-ican Countries by lohn Murray

and Serge Manoncourt. 1998.

Community Assessment and Planning/or A1aternal

and Child Health Programs: A Participatol)J

Approach in Ethiopia by Karabi Bhattacharyya, lohn

Murray, Wondimu Amdie, Mengistu Asnake,

Mulugeta Betre, Paul Freund, Tekleab Kedamu,

Workenesh Kereta, and Peter Winch. 1998.

Immunization and Health Reform: Making Reforms

Workfor Immunization, by Rachel Fielden and Ole

Frank Neilson. Geneva: World Health Organization!

Global Programme on Vaccines and Immunization, in

cooperation with BASICS and DANIDA. (Available

from WHOIGPV, Geneva.) April 1998.

Using Datafor Decision Making: A Case Study 0/
Developing a Health Management Information

System in Zambia by Central Board of Health/Zambia,

supported by BASICS!USAID!Zambia.

Results o/Health Care Financing Studies in Ethiopia

by Logan Brenzel. 1999.

Evaluation ofthe REDSOIESA Health Network by

Gerard Bowers, Margaret Gachara, and lames Setzer. 1998.

Selected Trip Report
Lessons Learnedfrom Approaches to Improve the

Case Management ofSick Children in a Quality

Assurance Environment in Niger. 1998. No. 977.

BASICS Highlights (one-page summaries)

Working Together for Health: Community

Partnerships in Zambia

Eritrea Reaches Con ensus on Primary Health Care

Policy: Building a Strong Foundation for the Future

Health Facilities Prepare for Integrated Child

Health Care

Further Reading on System
Strengthening from Other
Sources
Integrated Technical Guidelines for Front Line Health

Workers. Central Board ofHealthiZambia. May 1997.
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THE PATHWAY AHEAD:
CHILD SURVIVAL CHALLENGES FOR THE NEXT DECADE

Future Considerations in Child
Survival

• Is the child survival package of

interventions, till appropriate for

the problems facing us in the

decade ahead, or do we need

different technologies?

• [fwe solve the problems in the

health system, would child

health improve more than if we

continue the current inve tment

in technology?

• Would an inve tment in broader

concerns, uch as female literacy

and empowerment, ommunity

education, or food upply, have

broader benefits and be more

efficient in the long term than

continuing the more narrowly

focused child survi al

interventions?

• Would a bottom-up, multisectoraI.

community-driven approach­

urged by many PYOs-be more

su tainable and effective in the

long term?

• Even ifnew approaches are more

effective, would donors be

motivated to make the ongoing

commitments that broader

development initiatives require?

• Does the donor support of a

technology-oriented child

survival approach indicate a

short-term view and a need for

quick results that will satisfy

constituents, or does their

upport indicate a belief in the

appropriatenes of the strategy?

• Is the recent and increasing

upport for emergency relief

effort another indicator of

donor reluctance to deal with

the complexitie of local

y terns and extended capacity

development?

During the past ten years, changes

in the political, social, and economic

environment strongly influenced

decisions about health ervices.

Because of the inefficiencies in

highly centralized and subsidized

h alth sy terns, decision makers in

numerous countries attempted to

reform the health system. The

reforms focu ed on decentralizing

health service planning and
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management, and recovering costs

for services and drugs through user

fees. Donors, who support the

reforms, endorse them for their

efficiency. Nevertheless, for even a

basic minimum package of

services-including most

technologies aimed at child

survival-attention has shifted

away from quality and technical

effectiveness in favor of economic

and financial advantages.

Shrinking resources for central

technical units directing programs,

such as immunization, make it
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harder to mount the training and

management efforts needed to ensure

effectiveness in, for example, cold

chain, vaccine, or drug logistics.

The competition for resources

between preventive services

(immunization or breastfeeding

promotion) and curative services,

particularly in hospitals, has intensified

with the shift in decision making to

the local level (where special

interests may influence local decision

makers). At the same time, cost

recovery efforts create barriers for

the poor who need services. Equity

considerations have been dealt with

through fee waivers and exemptions

for poor families or target populations

(see sidebar in chapter 3), but this

strategy is not always successful.

Another change in the health

environment is the recognition that

chronic adult illnesses, including

cardiovascular disease, diabetes,

and cancer, are increasing and must

be recognized in developing

countries as economic conditions

improve and as people live longer.

As David Gwatkjn of the World

Bank noted recently, recognition of

this epidemiologic transition has

tended to ignore the fact that the

poor (especially children) continue

to suffer from the pretransition

problems of infectious illnesses and

malnutrition. Today, the burden of

morbidity and mortality in children

far outweighs the health problems

of adults, and yet the shift in focus

to adult health suggests a reallocation

of resources to meet the health

problems of adults, not children.

A shift in resources toward expensive

adult services, which dominate

health budgets in developed

countries, will probably create a

greater inequity of services for the

poor and a continued failure to

reduce the higher infant and child

mortality rates of poor families.
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In many developing countries, a

collapsing economy adds additional

stress to the health system. While

the process has been gradual in

Africa, 1998 brought an acute crisis

in many apparently strong countries

in Asia-Indonesia, Thailand, and

Malaysia. These countries are facing

severe shortages ofpublic and private

resources that, in some cases, are

already causing increased

malnutrition in children. Public

services have nearly collapsed in

the former Soviet Union and they

are threatened in China.

Advances in medical services made

during the past two decades are

dissolving in a matter of months,

while the potential for self-sufficient,

sustainable services to ensure child

health has all but disappeared.

While economic recovery has

started in some countries, in many

countries the development of health

services has been set back by at

least a decade. Donors do not know

how to respond to situations when

families are newly unable to pay for

child health services and

government resources must

increasingly be used to provide

salaries instead of services.

The net result of these and other

changes is greatly increased

competition for resources both in

the public and private sectors,

coupled with additional challenges

to those trying to maintain the

technical quality and effectiveness

of child health services.

As decision making shifts from the

central to the local level, the number

of officials making technical and

resource allocation decisions will

increase dramatically. These

officials need data to make

decisions, new skills to analyze and

apply that data to manage child

health programs, and objectivity,

based on data, to overcome the

temptation to redirect efforts and

resources away from established

child survival services.

The new environment requires

different inputs than those

currently used in child survival

programming-inputs directed

toward health system strengthening

and capacity development at

peripheral levels, rather than

specific interventions and projects.

Determining what proportion of

child health resources to allocate

for these divergent objectives is a

critical question that the child

survival community must face in

the next decade. Decision makers

may need to expand their horizons

and look to other services,

individuals, and sectors that can

deliver health services, especially

when public health systems are

facing reduced resources.

Despite a dramatic drop in infant

and child mortality, a significant

percentage of the population of

even successful countries continues

to suffer and die from problems that

are part of the Integrated

Management of Childhood Illness

(IMCI). Children are not covered

by lifesaving preventive services,

including immunization, vitamin A

supplementation, and adequate

child feeding. It is important to

stay focused on the established

child survival efforts.

There are significant child health

problems that need attention and

should be part of the agenda for the

next decade.

Perinatal and neonatal

deaths are closely linked to

several factors: health of the

mother during the pregnancy;

use and effectiveness of

antenatal care; detection and

management ofcomplications

during labor and delivery;
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Table 11.1 Newborn Deaths in Developing Countries (1993)

Source: Mother-Baby Package: Implementing Safe Motherhood in Countries. WHO 1994.

Cause of Death

Birth asphyxia

Birth injuries

Neonatal tetanus

Sepsis

Pneumonia

Diarrhea

Prematurity

Congenital anomalies

Others

TOTAL

inunediate post-partum

management of problems, such

as asphyxia or low birth weight

in the newborn; and the parents'

and practitioners' detection and

management of illness in the

month following birth

(particularly the tendency of

parents to delay consultation for

problems during this period).

Simple, effective technological

methods for managing problems

are available, but they have

received inadequate attention by

child survival programs. Skilled

services are often not available

at the birth location. Finally,

complex and intense structures

of cultural beliefs influence the

family's behavior during the

birth of a child. In many

countries, neonatal mortality is
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Proportion of All

Newborn Deaths (percentage)

21.1

10.6

14.1

7.2

190

1.5

10.3

11.1

5.1

100.0

60 percent or more of all infant

mortality and 25 percent of total

mortality. To improve child

survival, we must reduce

perinatal death (see table 11.1).

Malaria still causes a

significant number of child

deaths in many developing

countries, particularly in Africa.

The widespread emergence of

resistance to chloroquine, the

standard drug of the past, has

made treatment less effective

and more costly, with

accompanying increases 5.5

times the expected number of

deaths. Experts are starting to

recognize the impact of malaria

on pregnancy and the resulting

intrauterine growth retardation

and increased risk of vertical,

HfV transmission and its insidious

impact on anemia. The World

Bank estimates that malaria

causes a I percent deficit in

gross domestic product for

endemic African countries. New

technologies and approaches are

being developed; the challenge

is to incorporate them in a large

scale, sustainable way.

HIVIAIDS is present in 15 percent

or more mothers in many devel­

oping countries. Mothers and

fathers who die from AIDS leave

large cohorts of orphans who

suffer from poor care, malnutrition,

and diseases that accompany

malnutrition (see figure 11.1).

AIDS also causes a significant

number of child deaths. HIV has

made exclusive breastfeeding­

usually an effective way to prevent

infection and malnutrition­

risky for mothers with this

disease and for their children.

Tuberculosis (TB), now linked

to AIDS, is becoming a serious

problem for children. Like

malaria, TB has developed

resistant organisms, making

treatment more difficult and

expensive. If there are minimal

resources, detecting TB in

children, particularly in areas
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Figure 11.1 What Happens to Children When Their Mother Dies

with widespread malnutrition

from non-T8 causes, is

diagnostically difficult.

Drug-resistant organisms

are beginning to complicate the

management ofthe most common

child infections, including malaria,

diarrhea, and acute respiratory

illness (ARl). Detecting emerging

resistance and identifying patients

carrying resistant organisms, are

growing challenges for the child

survival community. Additional

challenges must be met as drug

resistance spreads: paying for

and supplying the expensive

new drugs to treat resistant

strains, developing practical

clinical protocols that consider

the possibility of resistance, and

developing and delivering new

vaccines to prevent the illnesses.

Ongoing efforts are being made to

develop cost-effective and workable

ways to deal with these problems,

even as we try to improve more

traditional child survival approaches.

In the decade ahead, it is critical to

expand both basic and operations

research to ensure the success of

these efforts.

Studies must consider the possibility

that interventions directed at gender

issues, education and empowerment

of women, income and agriculture

improvement, democracy building,

and other fundamental broad

develop-ment concerns may be

equally effective or more effective

in overcoming perinatal health

problems as the biomedical child

survival approach. In addition,

broad developmental programming

promises substantial other non­

health benefits that should be

considered in cost-benefit analysis

and program decision making.

C I

Hard work remains if we are to

enhance the effectiveness of current

child survival approaches and
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improve the technologies and their

delivery. As experts and practitioners

use the newest technical innovations

to save lives, it is clear that a social

dimension is part of the global

effort. To continue progress, the art

and science of child survival must

be integrated, especially during a

time of change.

USAlD's objective to increase the

use of effective, improved, and

sustainable child health

interventions sets targets for

higher rates of coverage, an

increased use of methods by

providers and families, and

sustainability of the intervention.

To improve sustainability in today's

environment of limited resources,

Daughters

No parent dies c=J Father dies Mother dies

Source: Mother-Baby Package: Implcmenting Safe Motherhood in Countries. WHO 1994.
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cost-effectiveness must be improved.

These goals apply to several areas:

Immunization: BASICS' three

main goals have been to improve

the coverage and quality of routine

immunization services, to introduce

disease control and surveillance

activities consistent with strengthening

routine systems, and to work to ensure

the continuous availability ofessential

resources for immunization­

material, financial, and human.

Despite the relative success of

immunization, the system for

routinely delivering and sustaining

this cost-effective intervention in

developing countries is fragile, subject

to inconstant financing and political

commitment. No single plan is likely
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to resolve the intractable problems

that still remain after 25 years of

program development.

To address the challenges of

effective cold chain management,

protection of the hardest-to-reach

high-risk groups, and a sustained

commitment and interest in this

basic service, perseverance must be

coupled with both innovation and a

sufficient level of resources. Global

approaches to disease control,

currently focused on polio

eradication (with measles

elimination being considered),

need to be tailored to work within

local communities-both to be

successful and to ensure that

success is not gained at the expense

of longer-term development and

sustainability of immunization and

other health services.

The changing landscape of country

health systems, donor policies, and

vaccine technology presents new

challenges and opportunities.

Health sector reform, still

evolving, emphasizes integration,

decentralization, and self-financing.

The management of immunization

services is being de-institutionalized

and re-institutionalized in a new

context, with the consequences not

fully known. The situation must

be carefully monitored and

adjustments made to ensure that

efficiency does not come at the

expense of effectiveness.

New vaccines can reduce childhood

mortality from pneumonia and

diarrheal disease. Yet, experience

during the past decade with the

hepatitis B vaccine introduction

indicates that it will be a challenge

to increase the investments in

vaccines by both developing and

developed country governments.

Approaches, which are coordinated

and creative, need to maximize the

benefit of immunization as a child

survival intervention.

We need policies and strategies for

customized, integrated, and innovative
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solutions for the variety of disparate

constraints facing the immunization

program, in various settings. By

exploiting potential linkages and

forging new alliances, we can make

gains. There is a continuing need to

concentrate on developing strong

and competent routine

immunization systems that can

sustain past accomplishments and

ensure future gains, such as

including new vaccines.

Countries and international partners

must be flexible enough to fonnulate

a more coordinated and integrated

approach to the development and

delivery of well-child and sick-child

health services at the health facility

and community level. Nutrition,

immunization, and IMCI programs

and approaches can mutually

support each other and act more

effectively together. We also need

to develop and test mechanisms for

cost-effective linkages.

IMel: Following an era when single

disease or vertical intervention

programs may have been overem­

phasized, integrating interventions

around the encounter of a sick child

with a provider has been a powerful

impetus for improvement efforts. In

a number of countries, BASICS

played a critical role in testing IMCI

practices and evaluating the related

training course developed by WHO,

particularly in Zambia (see chapter

4). A range oflMCI-related tools

were developed to facilitate

implementation, identify problems,

and launch alternative approaches,

for example, the complementary

IMCI course for less-literate health

workers.

IMCI's value is widely accepted.

Countries clamor to launch the

program; completed activities

appear to be successful. However,

the program has just started. Even

in countries with the most active

effort, such as Zambia, training has

covered only a small percentage of

all the providers who are treating

sick children at the primary level.

How to reach all of them with the

II-day WHO course continues to

challenge MOHs.

BASICS, WHO, and UNICEF

recognize that a great deal of work

must be done if the IMCI initiative

is to succeed in additional countries.

In the next few years, they will

work to improve clinical quality

through IMCI training and improve

health systems that support trainees

and their activities, particularly

course components (supervision

and drug logistics, and health

promotion and behavior change

activities at the community level).

Collaboration and partnership

between organizations and

participants at the international,

national, and local level are critical

to meeting the challenge. NGOs

should be completely involved in

the implementation ofIMCI at the

community level. Private

practitioners, who provide most of

the care to sick children, need to

actively participate to reach the
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appropriate quality of care

coverage for populations. A broad

consensus would bring strength to

the IMCI initiative.

However, coordination and

partnership are not easy to achieve.

A collaboration may be the "slowest

common denominator." At a strategic

level, not all organizations attach the

same importance to IMCI, which

may compete with other priorities.

At the operational level, some

participants may think that one or

more components of the initiative

are overemphasized while their

priorities are neglected.
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Fortunately, there is agreement that

IMCI includes the major biomedical

causes of mortality in children, that

it is an appropriate combination of

preventive and curative care, and

that its approach is not too top­

down. IMCl is also appealing to

MOHs searching for high-quality,

relevant technical content to

deliver through their newly

reformed health systems.

A careful study ofIMCI's impact

after it is implemented under true

field conditions would help identify

realistic expectations for the

approach. Experience suggests that

barriers to effective lMCI

implementation exist at every phase

(i.e., training, managing routine

drug supply, supervision, local

training of additional health

workers needed for support, and

modification of clinic routines to

accommodate the more time­

consuming lMCI procedures). An

effectiveness evaluation could set

relative priorities within programs,

suggest where important problems

are likely to be, and include

comprehensive cost estimates for

full-scale implementation.

More important, evaluation would

provide data on anticipated

improvements in health and

mortality from IMCI. A future

challenge will be to determine the

proportion of funds that should be

spent on IMCI and other curative

programs. The estimated funds

could be compared to funding for

children after they are sick; or for

preventive efforts, such as

immunization, that were taken to

national scale, produced high levels

of coverage, and proved their

effectiveness in reducing morbidity

and mortality in actual field

delivery systems.

Nutrition: One of BASICS' major

achievements is the addition of a



THE PATHWAY AHEAD: CHILD SURVIVAL CHALLENGES FOR THE NEXT DECADE

Figure 11.2 Child Deaths Due to Malaria

full-fledged nutrition component to

traditional child health programs

(see chapter 8). The disciplinary

separation between the health and

nutrition communities has always been

difficult to overcome, but the

incorporation ofnutrition interventions

into health programs like IMCI has

given nutrition experts unusual

access to policymakers in MOHs.

At the same time, development of

the minimum package of nutrition

interventions by BASICS

crystallized practical and effective

actions that can be understood by

both policy makers and clinically

oriented health officers.

A number of countries have

launched large-scale micronutrient

supplementation programs, often in

conjunction with mass vaccination

campaigns. The longer-term

success of nutritional efforts,

however, depends on reaching

mothers who are making decisions

about breastfeeding or what to feed

their children. Communication,

involvement with communities, and

behavior change for caretakers and

families are the key activities, and,

currently, the activities are not an

important part of most health

systems. IMCI includes nutrition,

but the counseling component of

the IMCI clinical protocol, the heart

of its nutritional content, is the last

topic on the II-day training agenda

and the least effectively performed

in post-training assessments in

Zambia and Indonesia. Busy

practitioners, pressed for time, do

not give counseling the attention it

requires and deserves.

An enormous gap exists between

recognizing the importance of

malnutrition and fully integrating

nutrition into the thinking and

programming of health officials

and providers. In the coming

decades, major donors and

international agencies must make

a commitment to narrow this

gap in nutrition interventions.

2%

Before Chloroquine Resistance
Became a Problem

Malaria: The tools and strategies

for controlling malaria and the

epidemiological pattern ofthe disease

have changed profoundly in the I990s.

Malaria control programs had to

adjust to the widespread resistance to

chloroquine (the primary malarial

treatment), improved recognition of

malaria's impact on pregnancy and

the course of HIV infection,

urbanization, decentralization of

health systems, and increased

importance of the private sector (see

figure 11.2). The primary approach

to malaria is still to treat malaria cases.

New tools for treatment are

available: replacement drugs for

chloroquine, administering drugs

in new and less technically

25%

After Chloroquine Resistance
Became a Problem

Source: Kevin Marsh, Lancet, Vol. 352, September 19, 1998.
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demanding ways (e.g.,

artesunate suppositories),

and recognizing that

treatment outside health

facilities is both feasible and

beneficial. Systems are still

needed to monitor malaria

drug resistance, as are

collaborative mechanisms

that rapidly incorporate the

information into national drug

policies, treatment guidelines, and

delivery systems. This would ensure

that effective drugs are available

where they are needed, including

drugs for the treatment of severe

and complicated malaria cases in

areas where referral is not possible.

Controlled efficacy field trials have

demonstrated that insecticide­

treated mosquito nets (bednets) can

reduce all-cause mortality in

children by 20 percent. The

challenge is to make this simple,

inexpensive technology widely

available in a sustainable and

efficient malUler. BASICS has

facilitated public/private

partnerships between insecticide

and mosquito net manufacturers and

key international agencies (WHO,

World Bank, UNICEF, the u.K.

Malaria Consortium, and a group of

private voluntary organizations

through CORE).
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There is no public health

intervention without behavior

change, and it is wise to invest in

carrying out the necessary

behavioral research.

De ZOy.5a el al. 1998. 76:117-133.

The partnerships have the potential

to make this technology widely

available through self-sustaining

programs, which, in tum, could

decrease donor dependency and

increase the possibility of moving

bednet technology from small-scale

studies of effectiveness to national

and regional coverage in areas of

high malaria risk. Ongoing support

will also be needed for this work

and for the reorientation of

national program strategies to

educate the caretakers about the

treatment of their sick children

outside health facilities. There

should also be better response to

changing patterns of drug

resistance so currently available

technologies can be used to their

full potential.

Behavior change and community

involvement: During the past two

decades, the adoption of new health

behaviors has been critical to the

success ofchild survival efforts.

Yet, the lessons learned

about how to produce

behavior change and the

resources required continue

to receive inadequate attention,

in part because managers of

these activities are often

medical persons, unfamiliar

with the science and effective

practice of behavior change.

Training courses are often designed

using techniques that ignore

fundamental principles of adult

learning, treating experienced

health workers like novices and

ignoring the follow-up needed to

ensure implementation. In addition,

the counseling of mothers by health

workers consists of commands

instead of discussions. Too often,

the first component of treatment

protocols, like IMCI, is omitted

when time is limited. Despite

widespread recognition that the

beliefs and behaviors of mothers

must be understood prior to

designing behavior-related

messages in communications

programs, frequently the messages

are formulated by men sitting

around conference tables in national

health ministries and launched

without critical testing of their

acceptability or effectiveness.
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BASICS made communication and

behavior change a standard component

of child survival programs. The

project promoted a comprehensive

approach to behavior change, which

includes individuals, health workers,

and communities, using appropriate

methods to identifY principal

determinants of behaviors related to

child health and nutrition, selecting

appropriate methods and channels

for communicating the behaviors to

caretakers, and modifYing the inputs,

based on continuous monitoring of

the results. New tools and training

strategies to build local capacities were

developed, in particular, a planning

guide focused on key behaviors

proven to have a strong impact on

child and maternal health.

While many countries have used

this guide to prioritize and plan

local programs, substantial gaps

remain between the knowledge and

practice of desirable behaviors. In

addition, few programs have

mounted effective, large-scale

behavior change efforts. Work is

needed to reorient child survival

programs away from the health

system and health workers and

toward the family and community.

More resources and a longer

timeframe are needed for

communities to mobilize and

engage in these efforts. Behavior

change strategies involve multiple

channels. Schools, community

organizations, and the mass media,

as well as health workers, are

needed to plan and sustain long­

term changes. The focus of health

worker training will also need to

include two-way communication

and adequate follow-up.

Child spacing and maternal

health: In the late 1970s, UNICEF

recognized the positive and well­

demonstrated impact on the health

and mOltality of infants already

born when the infant's mother

delays her next pregnancy.

Consequently, the use of

contraceptives and family planning

were included in its list of priority

child survival technologies. In

practice, however, there has been

little or no direct link made between

child health activities and family

planning efforts.

One exception to this rule is the

aggressive promotion of exclusive

breastfeeding, in part because it

delays menstruation and, therefore,

delays pregnancy. Both MOHs and

health facilities separate family

planning and child health

programs. When the focus is on
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parents with completed families, the

efforts fail to recognize the benefits

for the infant when there is

adequate spacing prior to the next

birth. Integrating child health and

family planning activities, both in

their implcmentation and in the

minds of parents, are important

objectives for the future.

Mother-oriented actions like antenatal

care and maternal nutrition also

have a powerful effect on the health

and development of the fetus and

newborn. Only about 50 percent of

mothers receive antenatal care and

the care is usually substandard.

Unfortunately, these actions are

often structurally and functionally

separated in health services.
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Opportunities are often missed

during sick-child or well-child

encounters to carry out maternal

health-related activities or

immunization of mothers to prevent

maternal tetanus and neonatal

tetanus in a subsequent bitth.

Integration of these services is

critical but alone they are not

sufficient. Those involved with

child health must also improve the

number and quality of antenatal

care visits. Ignoring the health of a

fetus is irrational, yet this is often

the approach to child health.

Concerns about antenatal care must

be addressed through joint strategic

planning by the ministry units and

the development of integrated

service delivery activities. This may

require operations research testing of

case management and patient flow

protocols to ensure that the

encounters occur even during busy

clinic sessions. Antenatal activities

could also be combined with

preventive encounters with well

children, such as immunization or

weighing and growth promotion.

Child health teams could be

responsible for the nutrition of the

mother: iron deficiency and other

influences on low birth weight,

deworming, malaria treatment, and

socially transmitted diseases (STD).

Postnatal care, a critical time for both

the mother and baby, is not routinely

given, even though most of the

maternal and neonatal deaths occur

during the first week after delivery.

To improve child health statistics,

maternal health must receive

attention before and after delivery.

These concerns have been beyond

the scope of work for most child

health workers but, to ensure that

newborns are as healthy as possible,

they must become priorities.

HIV/AIDS and other emerging

infections: In some countries, in

high transmission areas, HIV rates

for pregnant women are 25 percent

or above. Children born with HIV

die at an alarming rate. It is unlikely

that either palliative treatment or

pharmaceutical methods ofpreventing

HIV transmission from mother to

child will be affordable i.n developing

countries. If breastfeeding (a

conduit for HIV transmission) is

discontinued, the risk of death

from diarrhea or other infections

will increase.

The prevention of HIV infection in

women may be the most cost-effective

approach to improve child health,

and it may be the COITect strategy
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for child health-related activities.

Yet, the effectiveness of current

approaches to HIV prevention have

been disappointing. AIDS has the

potential to set child survival back

to worse conditions than during its

inception in the 1970s. Hard work

is needed to develop new approaches.

Efforts to develop or improve the

technologies of chi Id survival often

draw attention away from the

system components and capacity,

which are critical to delivering

them. Con·ecting this deficiency is

essential to the US AID Results

Package, which emphasizes

increasing access, improving

quality, and sustaining impact

through improved efficiency.

The objectives demand attention at

various areas of activity. Information

exists from other fields about how

to improve quality of services, but

the full range of methods are only

now being applied to child health.

Processes are still comparing standard

and current practices. Many

organizations have not incorporated

the team approach, which has been

so successful in sustaining quality

improvement efforts.

Obtaining data by monitoring

population-based outcomes and

delivery processes are basic to

effective management, as is

responding to that data to correct

documented shortfalls and

implementation problems.

Immunization was the first

intervention to use information

effectively, but curative child

survival components also need to

follow their example. Policy issues

and choices are particularly critical

in an environment of severely

limited resources. Indonesia, in its

cun·ent state of economic collapse,

is a telling example. Effective

monitoring revealed an insidious

rise in the malnutrition of mothers

and children, a problem that must

be reversed by policies that balance

health services and access to food.

A balance between technologies

and broad policy, planning, and

management processes will need

to maximize child health benefits

and balance development inputs

through a range of service delivery

and infrastructure options. There

will be a special premium on

engaging a different set of experts

and pursuing a broader agenda of

intermediate objectives. For

example, information systems and

policy and operations research

activities are needed to give

decision makers objective data that

can be used to make choices

between specific child health

activities and broader relief or

development efforts (for example,

female education, food security, or

income generation).

Choices should be made based on

their potential impact for both

child health and other social

objectives. Corrective activities,

focused on management, will be

adopted to respond to failures in

either processes and coverage, or
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outcomes and impact. As health

systems decentralize, the capacity

and desire to plan and manage in

response to child health data must

be conveyed to a much larger cadre

of decision makers, operating at

provincial, regional, or district

level. To help them make

appropriate decisions, and to meet

child survival objectives, resources

intended for child health may be

diverted to managerial and policy

capacity development. Financial,

infonnational, logistical, and human

resource systems will require

closer attention.

A narrow focus on interventions is

counterproductive if child health is

to be improved. Child health projects

must extend their purview and
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expertise to include system

strengthening activities and the

inclusion of management experts to

address these new realities. When

the success of donor inputs is

measured, indicators of system

functioning in policy, planning,

operations research, and

management must be considered

Paying substantial attention to the

critical infrastructure of policy and

planning (and the managers who

select health and broader

development activities and effectively

deliver them) is an inescapable

priority for the future. This approach

requires different skills and

manpower leadership, and

management skills and manpower,

than those currently prevalent in

the child health development effort.

To make this shift, numerous

components must change.

Providing the information

needed: To ensure objective and

appropriate decisions and actions,

priority should be given to

structures and activities that provide

useful infonnation and strengthen

infrastructure. A variety of

cost-effective, infonnation-related

activities are needed, including

the following:

Routine information and reporting

systems that limit data to critical

and usable indicators. Speed of

reporting and effective analysis

of data should also be increased

so it can be applied, for example,

using local monitoring data to

manage immunization activities.

Critical indicators must be

developed for specific interventions,

such as monthly coverage rates

that trigger an immediate

response if the rates are low.

• Ad hoc management research,

where the recognition of

problems trigger targeted, but

limited, data gathering, and

help diagnose problems or

identify possible solutions.

Later, more demanding

operations research can
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examine, at a higher level of

statistical validity, the choices

between delivery approaches

and why they succeed or fail.

Policy research, requiring

concerned policymakers to be

involved earlier than with usual

operations research, and that

tailors its data to the specific

policy options available to the

decision maker. The PROFILES

intervention (see chapter 3)

describes how nutrition data can

be assembled and combined with

economic development data so

providers can easily understand

the connections between child

health and economics.

Evaluation research that can

validate conclusions from routinely

reported data and provide both

the stimulus and basis for a

reconsideration of strategic

and operational choices.

Cost research that provides

information about the cost of

activities and can facilitate

decisions being made on the

basis of both cost and

effectiveness. The economists'

involvement in child health will

increase in importance in the

coming decade, in particular,

the design of data collection

and analysis for research and

assistance, using the data to

ensure that decisions made

about child health are realistic.

To facilitate the research, tools

need to be developed and

disseminated. BASICS has already

standardized methods to ensure

the quality of the methods and

resulting data, and to allow

comparison between different

delivery areas and countries. The

Health Facility Assessment tool for

IMCI evaluation (see chapter 6) is

a good example of these efforts.

Donors will need to actively

collaborate in monitoring and

evaluating ongoing programs.

Collaboration will demand

consensus on a set of core

indicators related to major

intervention activities, as well

as sharing the responsibility and

funding for data collection on a

country-by-country basis. The

current situation, with each donor

sponsoring its own indicators and

data collection, duplicates field

activities and does not allow for

comparison across projects or

countries. DHS surveys, although

conducted infrequently, are a good

example of mutual collaboration.

Using information for action:

Strengthening the capacity of policy

makers, planners, and managers to

use the available information is

equally important. Activities to

ensure that data are used effectively

include asking decision makers to

determine the data to be collected;

developing ways to analyze and

present data so the decision maker

is led, almost inescapably, to

management action; and providing

training on how to integrate data­

based decision making into daily

and weekly schedules.

These activities should include not

just health specialists, but also

financial personnel, to ensure the

consideration ofcritical issues related

to cost recovery and equity. Methods

to integrate choices across sectors

should also be developed and related

to benefits broader than child health,

for example, improved female

education. This will place child

health objectives on a higher level
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medical and nursing education)

to improve the knowledge and

skills of providers upon

graduation, rather than waiting

until they are on the job.

Scaling-up interventions with a

limited scope of activities or

population covered to meet the

challenges of integration with

other health services. This

would also extend program

reach to larger populations and

less personally manageable

delivery systems.

and ensure that they are considered

by societal leaders. With decentrali­

zation, the number of decision

makers that require informational

support increased dramatically.

Critical policy and planning issues:
Other general development issues

affect decision making in child health,

and they should be considered for

the future. As donors and govemments

ny to strenb'1:hen critical infrastructures,

there will be important challenges

for policy, plarming, and management

efforts, including the following:

Adapting child health

interventions to a complex,

rapidly expanding, urban
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environment with special

problems and sources of care.

Integrating child health with

development efforts in a range

of sectors.

Striking an appropriate and cost­

effective balance between

efforts aimed at health services

and providers, and efforts

geared toward communities and

families. (The recent attention

paid to community aspects of

IMCI is a visible manifestation

of this issue.)

Taking on the challenges of

pre-service education (basic

Achieving sustainability within

the limited finances and capacity

oflocal areas, even if this

requires a reduced level of

sophistication for the services to

be provided. A key part of this

process is the development of

methods to involve communities

in decision making, which

would, in tum, ensure greater

support for health programs.

Developing partnerships, in

particular deciding who can

most appropriately carry out

child health-related activities.

Partnerships can be formed

between donors who plan jointly

but divide responsibilities,

between government divisions,
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or between government and the

private sector (NGOs, private

practitioners, and the commercial

sector). It is inevitable that all

types of partnerships must be

pursued as ministries face both

their resource limitations and

their realization that, to improve

child health, information from

other sectors is critical.

Improving child health depends on

strengthening and extending child

survival interventions based on

technology, while simultaneously

considering the changing

environment where these efforts

must occur. Evolving and, in some

cases, new, child health problems

must be considered, with critical

infrastructure and health system

issues, including the private sector.

Is continuing the focus on a few

effective child health interventions

still appropriate, or should we try

to change the child survival

strategy of the past 20 years?

Specific actions will ultimately

affect the prevention, recognition,

referral, and treatment of child

illness (see the Pathway to

Survival). However, additional

effort should be made to strengthen

the infrastructure and to link the

interventions with other health­

related areas and development

activities. To accomplish this goal, a

wider range of partners must join

child survival efforts, and more

attention must be paid to supporting

structures, partners, and activities than

in the past. Multilateral agencies­

WHO, UNICEF, and USAID­

continue to be impOltant because

they generously contribute policy,

equipment, and technical assistance.

The Pathway to Survival framework

for action has moved child survival

forward. The Pathway helped

identify gaps in capability, which

led to improvements in the

available strategies and tools.

BASICS experience with the tools

has identified the need for

interventions aimed more broadly

at the systems and the environment

where child health exists, which is

critical for progress in the future.

The strategies and challenges

ahead, while different from those

of the past, are now clear. With

more than 30,000 children under

the age of 5 dying every day, there

is much work to be done.
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