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EXECUfIVE SUMMARY

PREMI was amileston.::in·theHEALTHCOMprogram and~ indeed, in child survival efforts worldWide~'

It was a sustained national program focusing on four major cbild survival technologies '(imn1Uniz~ti~n,·... ·· . '.' _.,

diarrhea, growth monitoring, and breastfeeding). It married the techna!ogies of s6cialmarketirig to both'··· .•
:; :. ,.

mobilization strategies of UNICEF and to the strategies for routine maintenance of health ptactices. It:

brought together· the Ministry of Health (MOH) with the National Institute of me Child ~d Family"

(lNNFA), the agency of the country's First Lady, to realize its goals. It put a great emphasis onresearch

about the program's clients and about the functioning of the health system as the basis for its

programming.

As we will see it had some striking successes and some failures. Its obvious successes were in'ieaIizi~g'

a massive education and promotion effort, in sharply increasing immunization rates and, probably, in ; .'..
. .

moderately increasing use of Oral Rehydration Solution (ORS). Its failures were in falling short of

somewhat unrealistic goals, particularly in diarrheal treatment and'of greater moment, in pro~ucing little

long-term change in how child survival efforts were done in the Ministry of Health.

In brief, PREMI promoted complete immunizations and appropriate diarrheal disease treatment, mcluding ;' .'
~ . .

t.'le 'J,se of DRS packets, and to a lesser extent, growth monitoring and breastfeeding, between October .

1985 and June 1988.. A major feature of its activities werejomadas (vaccination days) wheiechildren

were to be v6ccinated and, often, could receive DRS packets and be weighed. This complemented

continuous promotion on child survival themes during the rest of the period, through both ,the health

system and mass media.

The research and evaluation program included many forms of data collection from many different '.•.

audiences, much ofwhich was used for formative purposes. This evaluation report stresses two of those

forms of data collection: The narrative history and the chapter on institutionalization reflect both formal .' . ;

and informal interviews and observations by the evaluation team, and documents written by others who '..
. . .:" . "..

worked in the project. The other chapters which stress quantitative analyses ofeffects and the process'

through which the effects were achieved depend on four know!edge-attitude-practice(KAP) surVeys:

111
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PREM! was directed through two institutions, the National Institute of the Child and Family (INNFA).
and the Ministry. of Health (see Figure 1). INNFA was a non-profit~ semi-autonomous government·
agency directed personally by the :First Lady of Ecuador, Dona Eugenia Cordovez de Febres Cordero,. .

.providing child and fainily services, especially to less-privileged sectors of thepopulatioil. Detailed
planning forPREMI mobilizations was carried out by a technical commission made up of the PREMI
coordinators at INNFA, MOH, Ministry of Education andUSAlD. A national executive co~ttee, ..
presided over by the First Lady,approved guidelines, strategies and plans prepared by the commission....
It was made up of high-level operational representatives of INNFA, the Ministries.of Health, Education,
Social Welfare, and Defense, plus representatives of Congress, the National Bishops Conference, the
medical schools and the media. Donor agencies USAID~ UNICEF, and PAHO were also represented: . .. .,

Communication was a central feature of PREMI's social marketing methodology. Messages aboutthe ..
PREMI campaign were carried on mass media ofall types as well as through interpersonal·channels .. The
Department of Communication and Social Marketing of INNFA prepared and distributed various.
materials, and new promOtional materials for the campaign were continuously produced. Foreach
jornada there were new materials, and betweenjomadas support materials were put into circulatio~: The '.
materials produced fell into several categories: those to promote a specific date or activity such as a
jomada or a contest; edu~ational materials for mass distribution; and support materials for interpersonal
promotion and educational activities.

RESULTS OF THE IMMUNIZATION PROGRAM

.";

. ..::

The PREMI immunization program involved seven focused vaccination campaigns (called jomadas)
between October 1985 and May 1988. Eachjornada was preceded to a varying degree by: i'

1) mass communication promotion encouraging participation just before each jomada, .

2) social mobilization at the local level by Ministry of Health staff and members of other
governmental and non-governmental instirutions, and

IV
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3) the organization of special immunization sites in addition to the normal health facilities to

ease access· to· vaccination.

The evaluation addressed three issues:

• r '.

. .' -.:

.' .:..

1. Did the PREMI program affect immunization rates? .: .' .

2. Were its effects equitably distributed across the socioeconomic spectrum?· .

3. What was the process through which PREMI's communication activities affected va~cinati6n .

behavior?

The answer to the first question was yes, although not to the degree that had been sought. Theoriginal

objective of the immunization program was to increase coverage of children under one yearold fr~m 48% ..

to 80%. That objective was not met, but in part because it assumed a level of baseline coverage much .

higher than had been realized.

. .. ,

..... " .'
In Figure 1, the 12 month complete coverage rate (relying on dated, card evidence) was around ~15% for·; ..

children who reached their first birthday before the start of PREM!. The comparable proponion was

"'. I

31 % for children who reached their first birthday after the initiation of PREM!. ' ...

Both of those numbers, however, understate the true coverage rates because they relied on dated, card

evidence. It was not possible to estimate the degree of underestimation for pre-PREMI coverage.

However~ for April 1987 we can adjust the estimate.· In Table 2, a 'best picture' estimate (illcluding ....•..

self-report as well as card data) of April 1987 concurrent coverage put 12 month completecoyetageat
. .:.

43%, while the comparable card-based, dated estimate was 32%. Thus the conservative estimatewas

about two-thirds of the best picture estimate. If we make a similar correction for the pre"7PREMI

estimates, the best picture shift would be from 20% to 43% coverage of children under one year old ~ .•.

Under one year old coverage is the ideal criterion because it captures on-time behavior; However the

international standard is 12 to 23 month old coverage. In our analyses we approximated that criterion

by using complete coverage by 18 months. For children who reached 18 months before P,REM'.I,'

complete, dated coverage was 21 %; for children who reached 18 months who had at least 11 ..mon~s

under the PREMI program, the coverage was about 55%. Adjusting each estimate to give-a 'bestpieture'

v



view (based on an apparent 17% underestimation for 18 month coverage in April 1987, according to .

Table 2) would creditPREMI with a corrected shift· of 25% to 66%.

Thus the most stringent view, dated card evidence of 12 month complete coverage, suggested the PIffiMI

shift was 15 % to 31 %. The rosiest picture, accepting card or self-reported data about compietecoverage

at 18 months, claimed a shift from 25% to 66%.

In addition, by Survey 3, even most of those left incompletely covered at eighteen months were, on their ...
. . .

way to complete coverage by two years ofage, approximately. Of children over 27 months ofage~ 80% .

to 90% were completely covered.

: . ;.

Overall, PREMI had led to a major increase in coverage - all estimates suggested that complete coverage .

doubled - and an increasingly eariy age for achieving that coverage. While the rates achieved felt short .,

of the goal of 80% by one year ofage, the goal was unrealistic as it was based on a greatly overestimat~

baseline leveL The major work left to do was to maintain coverage rates and continue to lower the age

of completion.

The second question, about equity of effects, also deserves a positive answer. Priorimmuitization

programs had left poorer Ecuadorans with a much lower rate of coverage than better"'Off Ecuadorans.

This changed with the introduction of PREM!. The substantial increases of PREMl were shared at least

equally among social groups and possibly were relatively larger among the worse-off groups. The poorer··

groups continued to have substantially lower vaccination rates than better off groups. Nonethel.essthey

had not lost ground as overall rates increased, and possibly gained somewhat.

The third question about the process of effects gains the most complex answer. The evidence used to

answer the process questions were a mix of comparisons over time and cross-sectional 'analysis:; They ..

did not provide definitive answers about causal processes that might come from quasi-experimental data.

Nonetheless, the data were consistent with several alternative causal models. All three ofthe proposed

paths through which the PREMlc-Ommunication program might have affected its audience were consistent .'

with the data.
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a) Individuals were exposed to PREMI messages, learned new information from that exposure,: .

and turned Lhat knowledge into better vaccination practice.

b) Communities with greater levels of exposure to PREMI messages also had high~raggreg~t~ ,

levels of knowledge about v~ccination. And, at least for individuals whose ownknowledgtr

. about vaccination was less, community knowledge replaced individual vaccination kn~wledgEf ...'

in producing better practice.

c) Community level ofpractice predicted individual level of practice, over and abov~the effeeisi

of individual characteristics, like education, wealth, knowledge of vaccination and individualj; _
. l .

exposure to PREMI messages. Indeed community average behavior was the'single best

predictor of individual behavior.
.j. ". ~.

We were unable to sort out the influences on community behavior since many community chirraeteristicsl

(including average education, wealth, vaccination lcno~ledge and exposure to PREMI mes~ages) wer~

highly inter-correlated, There separate effectS could not be separated. Thus the data were consistent withr .. ',
;.n argument that PREMI influenced individual behavior both because it taught individuals and because

it changed the climate in the community as a whole.

·RESULTS OF THE DIARRHEAL DISEASE PROGRAM

..',

'", ,"

: .:~

. ".. ':'

< '.:

1.PREMI produced an increase in ORS use from around 5% to around 20% of all cases of diarrhea...

2. This increase occurred in the context of Sharp increases in awareness, trial, and knowledge abouth6w; .'
. . . .: ....

to mix ORS.By eighteen months into the PREMI program, vinually everyone was awareofORS,,·'

60% had tried it, and nearly 80% could prepare it accurately (of the 95% of those who saidthey'

knew how to prepare it).

3. There was substantial evidence th2'REMI efforts were responsible for the sharp increases in use
. ", :

as well as in knowledge Amajoi:-ce was the distribution of packets at vaccinationjornadas, hut·

other efforts, including mass media promotion and, actions of health clinics, also mattered,

vll



4.0RS was used more readily in more serious cases. For example, 15% of children whose cases lasted ,

one day were given DRS, which was half the rate (30%) for children whose cases had lasted four of

more days. Nonetheless many cases described as being substantially'serious were not given ORS.

5- ' There were two major constraints on higher use of ORS:

a) About 30% of all cases were said to have been treated at a clinic. Only aboUt one-third of those '"
. . :". -.'

cases were given ORS. If all cases brought to the clinic had been given ORS, the whole sample

ORS use rate would hava been nearly 35% instead of 22%.

b) Nearly 60% of all cases were treated at home" and about one-quarter of them us¥ ORS. "

However almost all caretakerS who used ORS had obtained it either from a clinic (assu~edly on

a previous visit) or from a PREMI jornada. With the end of PREMI jornadas and theif free .

distribution of packets, and with the apparently, inconsistent distribution ofORS through clinics,

one can only aSsume that home use of DRS was likely to decline further after Survey 3. Lack "

of easy access to ORS packets for borne use was a sure constraint on expansion in its use~ Also, "
-. : .

this constraint on access will likely have exacerbated the apparent social inequity, in ORS, use.',

While prior trial of DRS was about equal across social groups, iast case use was highestamong ,"
... .

the most advantaged class (33% vs 18%.)

6) To some extent home use of DRS was supplemented by other forms of ORT, including varidusteaS~"

However one-half of home treaters were not using any form of ORT.

The PREMI program's efforts in promoting iInproved treatment of diarrheal disease were asuccess; they "

greatly increased the stock of informatiun and experience with ORS in the Ecuadorari population and they

increased overall use from 5% to 20%. On the other hand PREMI's eft'ortsmay have faIlen shon in that

they did liot create stable change in tbepraetices of the healt:') facUity personnel or establish adequate,

access to DRS packets on a permanent basis for home use. In a sense, the promotion side of thePREMI

program was an outstanding success; the attempt to modify the infrastructure of treatment and of

distribution was not.

Vlll
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INSrrrunoNAUZATION OF PREMI

How well this particular and nove! mix of social ....,arketing and traditional Ministryof Health procedureS '

work from an institutional perspective? Our answer has three parts: first, it actually worked in',some "

elements; second, the mismatch between these two approaches limited other success; finally the two'

pronged institutional struCture which' served as the basis for allowing the tWo approaches to; operate

proved to undermine integration of the approaches and thus institutionalization of the PREMI activities: '

1. There were massive mobilizations integrating the actions of INNFA and of the MOR: the mass media"

and other forms, of promotion and the vaccination and' ORS packet delivery worked together over ',. ,';

severaljornadas.For all the disappointment associated with later failures to match promotibnwith ;

serVice delivery, there was' a great deal of successful coordination.

2. The major area where PREMI fell short of realistic goals due to an INNFA/MOR mismatch ~as in '

achieving only a 20% rate of ORS use. lnthe diarrheal disease chapter we pointed to twomajQf

concerns: evidence that only one-third of the cases that were taken to the clinics were given ORS,and ,

the failure to establish any stable mechanism fOf supplyofORS packets for the many ~3ses thit~ere
. : . . ..

treated at home. For ORS, there was a substantial mismatch between INNFA's aggressiv~ social

marketing of ORS and the MOR's adaptation of its diarrheal disease policies and practices. : While '

distribution of packets atjornadas and heavy and effective mass media promotionwer~. producing

quite high levels of awareness, mixing knowledge and trial, MOH practices at clinics and policiesfor

continued use outside of clinic availability of ORS did not match.

3. It is when we tum to the issue of long term institutionalization of this social marketing capacity that '

the institutional tensions'loom much larger. EssentialIy the social marketing effort was' entirely located

in INNFA; it received both the funds and the technical advice to support this area. Those activities

were run within ilie broad PREMI framework and reflected many joint meetings with MOH personneL

Nonetheless, operationally they were carried out in isolation. It was clear that these activities were

not part of the MOH. Also, it was generally believed that the entire social marketing approach with

its heavy emphasis on mass media promotion was also ideologically alien to manyMOH personnel,

particularly in the healt.lteducation department. This department historically had emphasized ~maller

lX
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........

scale community-level promotion efforts; their failure to be incorporated into, orbe funded by, or

obtain any credit for. the social marketing efforts of PREMI did little to win them ov~r.

A major goal in themstitutionalization process was the integration of social marketing into the Ministry:

of Health. This plan never materialized. In the third year of the program, INNFAdecided to reduce

its involvement with PREM!. This decision, made at a time of pressure in.the Ministry ofHealth toUke "

leadership, was logical but it destroyed the possible link between INNFA and the Minisrryof Health fer .

the transition.

. :....
...•

. .... .
" ...

"

..... '

.' .~ :.

There are tWo views which might be taken of this undoubted iIistitutional failure. A pessimisti¢-viewis f' , "

the obvious one: what was the point of doing all of the communication and social marketing ifm>thing
.......

was to be left behind. Another view asks whether the long term problems should not be balance<:rwi-th' ,•. ,

a positive view of what was accomplished - for three years there was something good happening which

likely influence::! the health status of children for the better. Implicitly, this view asks an unanswerable

question: what would have happened if the entire PREMI program had been housed in the MOR and the , ,
. . ....

First Lady and INNFA had been uninvolved? Would the effective communication program stilFbave

been there? Would it have been better integrated with ongoing MOH service delivery? Might its

perspectives and some of its actions have continued to be pan of the routine MOH operating system?

Or, alternately, would the, dynamic and nov~l efforts been swallowed by the traditional' bureaucracy of

the MOH, which only would have sacrificed the successes documented in this volume without any, better

inStinitional izationoutcome?

In a sense, the things that madeINNFA's promotion effon work: its autonomy, its ability to actin ways,

, not customary inti'aditional ministries, its focus and single":m.indedness, its 'affiliation with the First Lady,

were also the things that got in the way of its integration with the MOH. It is not clear that the goal of

institutionalization could have been accomplished without sacrificing the goal of having an effect.

Thus it is easy to !ament the institutional division between INNFA and the MOH in, retrospect~

Nonetheless, PREMI did accomplish a great deal even with its two-headed organizational structure~

Perhaps it would have given up its substantial successes without producing long term institutionalization

had it been completely integrated within t.lte MOH.

x
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From the current perspec"'dve it certaiilly seems as though something more could have been done to

integrate MOH personnel into the ongoing social marketingeffon and then to improve the training effort

supporting the transition to MOHcontrol. It would likely have been worth the effon, although.its

outcome cannot be prediCted confidently_

As this story of PREMI and its communication effort ends, we repeat the need to balance~ on the one.

hand, failure todevelop social marketing and communication capacity for the long term and spectdatiOn ..

that it might have been done better some other way, with a recognition of substantial successes during

its years of operation. The potential for public health communication seems clearly documeDt~~ even·
. .

if the ways of permanently institutionalizing are not.
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INTRODUCTION

BACKGROUND AND DESCRIPTION OF THE HEALTIiCOM PROGRAM

Health Communication for Child Survival (HEALTHCOM) was a five-year communication p~ogram

designed to assist developing countries promote the widespread use of effective child survival s~ategies-;

HEALnICOM was sponsored by the Office ofHealth and the Office ofEducation within the Bureau fo~

SCience and Technology of the U;S. Agency for International Development. - The program was
administered by the Academy for-Educational Development. Tht: Center-for Int.ernational, Health, and __

Development Communication (CIHDC) at the Annenberg School for Co~unication.tJniversity()f-
.. : .

Pennsylvania was responsible for evaluating the impactof HEALTHCOM activities undersubJ.:ontiact --
- -

to the Academy for Educational Development.

. ,.1.

, --

: ;

. . :: ~. ~.-

..>
",' ..

The program worked in 17 countries, using a research and development approach to promote changes

in behavior -that affect child health. - The approach draws from the disciplines of social marketing,

communications, behavioral analysis, instmetional design, and anthropology. 2IIlong others. Specific 

activities focused on-immunization, the control ofdiarrhea, breastfeeding, nutrition, growth monitoring~ - - -~.- 

hygiene, and other behavior that promote child survival.

While its application varied from country- to country, the HEALTHCOM approach use in -a1l5ites .

generally combined pre.;.prcgram and continuing research with a multiple channel communication program

to addtess public health problems on a national leveL The approach has three important stages:

pre-program planning and development, the instructional interventions, and ongoing monitoring and·

evaluation. The planning phase gathers information so that each project can be tailored to th~ ,specific_
. . ,",

needs of the target population. The instructional interventions combine some or all of radio, teleliision,

print, and face...to-face communication channels to educate an audience Cib~ut a specific healththeme~

Ongoing monitoring and evaluation contribute feedback about the relative sUccess of different aspectS of _
the program, aliawing fot' adjustments during the campaign. The final evaluation serves as an example

.....

1
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. .

for subsequent programs .using the. public health communication approach, in the .same countrY or

elsewhere. I
'; .. : ....

PREMI PROGRAM

· ". ~

-.
", '.its programming,

PREMI was a milestone in the HEALTHCOM program and, indeed, in child survival efforts worldwide.

It was a sustained national program focusing on four major child survival technologies (immunization. .:'

di~hea; growthinonitoring, and breastfeeding). It married the technologies of socialmarketmg toboth': ....,...:.: .•......

mobil~on strategies of UNICEF and to the strategies for· routine maintenance ofheaJ.th prac~ces.'It, ..'~.'."
brought together the Ministry of Health (MOH) with the National Institute of the Child and'Family ..:.;'_

(lNNFA), the agency headed by the country's First Lady, to realize its goals. It putagreate~Phasis
on research about the program's clients and about the functioning ofu'le health system as the basis for

. '."......: ._. -;". ," <

.' .'.~ : .
. :;" :

long-term change in how child survival efforts were done in the Ministry of Health.

".: .;....
" .. - '. ~ . :. '. .'

This document is a partial evaluation ofthePREMI program. It is a "partial" evaluaticmbecauseits' . ;. .:.
. ~.

focus is orithe effects of the communication component .of PRE~n rather than on the whole of the

PREMI program. It was commissioned under the HEALTHCOM program which was providing advice

in that area. Also it is "partial" because the major data collection aetivitiesreponedhere ended in April

1987 althoughPREMI continued through June 1988. Nonetheless, there is a good deal to be said even

within this partial view.

".c.;

. . . ..- : :".

In brief, PREMI promoted complete immunizations and appropriate diarrheal disease treatment, mcluding .'

the use ofORS packets, and to a lesser extent, growth monitoring and breastfeeding, between 'October

1985 atlQ June 1988. A major feature of its activities werejomadas (vaccination days) wherechildr~n

: .': .

~.. ".

tFormore information on the HEALTHCOM methodology see Rasmuson. M.R., Seidel, R.E., Smith. W~A"
& Booth, E.M. Communication for Child Survival. Prepared by the Academy for Educational Develcipmehtfor the
U.S. Agency for International Development, June 1988. .

· .,.':

· ". ':
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were to be .vaccinated and, often, could receive ORS· packets and be' weighed.. This 'complementedr

continuous promotion on child survival themes during the rest of the period, through both '., thehealm;:.

system and mass media.

The researchandevaluation~rogramincluded many forms of data collection from many. different '.....

. audiences, much of which was used for formative purposes. This evaluation report stresses tWoof those· ••...

forms of data collection: The ilarrative history and the chapter on institutionalization reflect both format .... _..

and informal interviews and observations by the evaluation team,imd documents written by .othe~S;Who:_.:_
worked in the project. The. other chapters which stress quantitative analyses of effects andthe process'- .

through which the effects were achieved depend on four knowledge-attitude-practice (KAP) :s~iveys~:; .

A KAP survey in December 1985 included- urban, sem-urban, and soineruraJ. caretakerspfchlldren; ,.

under five years old.· The 940 respondents reponed on exposure to PREMI, kilowledge aildattltudes

about vaccination, diarrheal treatments, and other areas of PREMI focus,· diarrheal treatnl.enrand ..., '.
.. ."

vacCination practices, andsocio-demographic background. This is referred' to as; S~ey L .

There was a supplemental KAP survey in April 1986. After data from the December 1985 survey~as' '.'

complete, analysis revealed that the prior sampling procedures substantially underrepresented rural people.. '

An additionai 500 rural caretakers'were sampled, responding to virtually the same questionnaire as had : . ,'.'
. . . . . . .:" -' ::.

been used in December. This data is used only sparingly in the presentation; instead the, December: .

survey was adjusted to make up for its underrepresentation of rural caretakers since that data was :

collected closer to the initiation of PREM!.

A representative national survey of caretakers was· undenaken in July and August 1986. In that survey···· .'

2,702 mothers and caretakers of young children responded to a new survey instrUment, which included .

some of the questions from the previous questionnaire. This instrument was developed in collabor:ation

with another cpoperatirig USAID project (project REACH) and reflected the needs ofthat project; as well .

as tht evolving needs of the PREMI program itself. These changes produced a far richer data set butalso

one where comparability over time was reduced. This is referred to as Survey 2.

3
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. .;.....: ....:.....
·.L .:"

A final KAP survey, with 1460 caretakers, was uridertakenin April 1987. Both the sampling procedures

and the insti'ument were basically parallel to the July/August 1986 survey. This is referred to as Surv~y
. .

3.

This report presents the results in four chapters. The first provides a narrative history of the :PREMI

program. The second examines the results of the immunization program, considering first the extent

of effects on vaccination rates and then tracing the process of the influence of the PREMI commu!n~tion .. , . .

program. The thirdcbapter presents results of the diarrheal disease treatment program. The eVCllu~tion ,. ..... .... .'
. . '.. . . ,. . ..".

closes with a chapter considering some of the institutional issues, borrowing heavily from a th~ughtful.

personal memoir by Marco Polo Torres. Director of the National Institute of the Child and' Family

(lNNFA) communication program.

HEALTHCOM in Ecuador was an extended project and many people have played imponant rol~sin the

evaluation as wellas in PRE~ itself. Some are listed as co-authors, butothers contributed substaIltially' "

to the evaluation as Interviewers, as compilers of documents on which we relied. or as critics of-earlier
. . ~ .

documents we have produced. They are not co-authors since they cannot be held responsible for what .. '

we say, but their contributions are greatly appreciated. They include Martita Marx, formerly:PR.EMI

USAID coordinator, Marjorie Pollack, who worked on the design of the questionnaires on ~ehalfof

Project REACH, as well as Ivm Laspina who headed the Research Unit at INNFA/PREMl.Data
.' :

collection coding and some preliminary analysis was undenaken by two Ecuadoranreseatchtlmls,E..'

Pinto & Co. and the Center for Planning and Social Studies (CEPLAES). CEPLAES in panicular and .

itsleadersRafaelUrrioHa and Francisco Carri6n, were central collaborators for surveys 2 and,3.

:" ..
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NARRATIVE IDSTORYOF TIlE PREMI PROGRAM

NATIONAL AND INSTITUTIONALSETIINGS

In 1985 Ecuador had a population of approximately eight million people of which one millio~ w~re ...

children under five years of age. Infant and child mortality were high: official estimates put I inf-cdlt

mortality in 1985 at 64 per 1000 live births with the rate higher, up to 200 per 1000, in rural areas. The ...

leading causes of child death were diarrheal arid respiratory diseases.

In 1985 the government of Ecuador created the country's first National Child Survival Program directed
.' .'

specifically at. lowering mortality and morbiditY from four principal causes: diarrheal disease~;

vaccine-preventabie childhood diseases, malnutrition, and acute respiratory infection. This program,

PREMI (plan de Reducci6n de Enfermedad y Muerte lnfantil), was supported by the United ;States··

Agency for International Development (USAID), UNICEF, the World Health 'Organization (WHO), aDd·····

the Pan American Health Organization (PABO).

. .

PREMI wa~ the outgrowth of several previo'.ls government efforts. For diarrheal disease control (DDCr.

the Ministry of Health had begun a program centered around Oral Rehydration Therapy (ORT) in 1979.

ORT was· to be promoted in government health facilities, in medical schools and among health workers;

Also, oral rehydration salts packets (ORS), used to treat dehydration resulting from diarrhea, wen~to be

distributed through the health system and community leaders. This program increased the number of

ORS packets in circulation~ but by 1984 the distribution was stillfar below the level needed to fully'covet

the target population. A 1981 USAID Integrated Rural Health Delivery System program included aDDe

componerit also focused on ORT in three Integrated Rural Development areas. That program was judged

to be a success and ready to be expanded to the nation as a whole.

For immunizations, Ecuador had established a nationwide Expanded Program of lnununizations in 1977,

part of the WHO worldwide child immunization initiative. The Ministry of Health program began as an ..

outreach house-to-house program and shifted to one providing routine availability of vaccinations on

demand at health facilities. In 1982 the program expanded to include "intensive phases... three or~e-week
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vaccination campaigns annually,during which the entire health system mobilized to vaccinate Children. .'

While these campaigns had improved coverage rates, morbidity and mortality were not reduced to

desired levels.

This was the background for PREMl which was supponed under the USAID Child Survival I~itiative:· .

Building on the previous efforts, PREMI's goal was to improve children's health throughafour-~ronged .'

program of child survival activities: immunization. oral rehydration therapy. breastfeating.andgroWth

monitoring. These Lour components would b~ addressed simultaneously through a systematic campaign' ."

for child survival directed at mothers of children under five years of age, health care and .community .

workers, and policy-makers. PREMI's basic plan was to develop mass demandror child survival ~ervices

using a social marketing model including research with the consumer and development-' and

implementation oia massive promotion and education campaign. A variety of communication channels, .

both mass media and interpersonal. would be employed to disseminate health and· campaign. related ..

messages to Ecuador's population. The program also featured training of health care personnel and a

strong evaluation component which included a variety of quantitative and qualitative methods..

This· was one of the first attempts in the world to carry out a large-scale mass mobilization strategy.

combining multiple child survival themes in a single coherent attack on infant mortality. Tne c~paign
was the first to promote the mass distribution of ORS to aU mothers who att~nded mass vaccination days, ..

and the fIrst to carry out mass weighing of infants.

PREMIwas directed through two institutionS, the National Institute of the Child and Family (lN~~A)

and the Ministry of Hea!th (see Figure 1). INNFA was a non-profit, semi-autonomousgovemment

agency directed personally by the First Lady of Ecuador, Dona Eugenia Cordovez de Febres Cordero•.
. . ...

providing child and family services, especially to less-privileged sectors of the p~pulation. :D~tailed

planning for PREMI mobilizations was carried out by a technical commission made up of the PREMI

coordinators at INNFA~ MOH. Ministry of Education and USAID. A national executive coiIiniitiee,' ,'.

presided over by the First Lady, approved guidelines, strategies and plans prepared by the commission." .

It was made up of high-level operational· representatives of INNFA, the Ministries of Health, Education,

Social Welfare. and Defense. plus representatives of Congress. the National Bishops Conference. the

medical schools and the media. Donor agencies USAID, UNICEF, and PARO were also represented,
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A limited version of this central organization was copied in Ecuador's 20 provinces with some variations.

Each province's executive committee was headed by the governor. A provincial technical committee,

headed by a representative of the Ministry of Health, was in charge of determining the process ·for .

carrying out national directives. Later on, provincial communication committees were set up.

The PREMI project had a specified division of labor. INNFA was in charge of communications arid mass

media, including developing radio and TV spots and print materials, coordination with a local advenising' .

agency for media planning and placement, and the development of an overall social marketing strategy

for the program. The Ministry of Health provided public health technical direction and the servicesiliat

PREMI advertised and maintained continuity with previous chit.. survival effons.

The PREMI program had adirector and staff within the MOH who coordinated the offices responsible

for specific immunization. diarrheal disease and other child survival areas, and maintained close links
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with the INNFAdireetor of communications. USAID provided advisors on each side of the PREMI
- - -

program, including a counterpart to the national MOH PREMl coordinator, an information systems-and

evaluation advisor, a training advisor to the MOH, and a communications advisor and a commullieation

research and evaluation advisor to INNFA.

" .. ", -

GOALS

The primary aim of PREMI was to reduce mortality and morbidity, especially of children un~.ertive' -- - - , -

years old and of mothers in Ecuador's poor and -rural areas. Specifically, infant mortality wasto--be

reduced from 72 to 50 per 1000 live births by 1989. Immunization coverage of children under one year

of age was to be increased from 48% to 80%, tetanus coverage for pregnant women from 11% t? 50%:< -- --,

ORT use was to he increased from 21 % to 85% in government health facilities and from 2%00 50% at _

the community leveL In addition, 80% of mothers of children under one year ofage and 30% of -

mothers of children aged 14 were to receive the child's health card and learn to interpret it.
, .. " 0: ...

- - -

In order to achieve these quantitative goals, the project-sought to increase both the supply of and the_

demand for immunizations and ORS. This expansion of both supply and demand waS recognized as the

central project objective. Nationwide demand for ORT and immunizations would be increased through

the comprehensive marketing strategy. At the same time, supply was to be increased by expanding

existing ORS and immunization services to new geographical areas and by establishing the ability to 

provideORT and immunizations at ail times rather than soiely during mobilization periods, Related _-

sub-goals included the improvement of the Ministry of Health's supervision and information systems,

training of health workers at all levels in the program ideology and ad~inistration, and the colcl chain --

improvements necessary to keep vaccine available at health centers. At the institutional level, the goal: -

was to enable the Ministry of Health to implement the four child survival strategies on a continuing basis

- that is. to make lasting changes in the primary health care delivery system and to increase INNFA's

abilities in mobilization and mass communication.

8
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ACTIVITIES

PREMIactivities directed at the public centered on weighing children and vaccination campaigns, with·,
distribution of ORS packets to mothers who brought children to be vaccinated. Thecommunieauon
campaign involved mass media use and interpersonal channels at both the national a..'ld,the locallevel.- ;
The project also included internal, research, and training activities imponant' to suppon the,pUbli~ .i'
activities. This section outlines the broad set of actiVities; the next section presents a chronology detailing ~'
PREMIactivities, focusing on the communication program.

PUBliC ACTlVI11ES

. .,.
. . ,"Seven national vaccination mobilizations, or jomadas. were carried 'out between October, 1985, and

August, 1987. The purpose of the campaigns was to have mothers bring their children to be completely
vaccinated. The first four mobilizations lasted three days each. To reduce extraordinary detnands on
health clinics, the last three jornadas were shortened to one day. In addition, ORS packets were
distributed to all mothers who brought a child during the early jornadas~

ORS distribution presented special problems. Not only did packets have to be distributed, but mothers
needed to be educated to use them correctly. Recognizing that during the vaccinationjomadai there'"
would not be time to provide individual instructions to each mother, PREMI planners sought'another

;".:means of instruction. A plastic bag was developed on which was printed aset of easily understoodvisuai
instructions on how to mix ORS. At the same time, the bag provided an accurate means to measure the
one Iiter of water needed to correct!y prepare ORS. The plast:; bag and two packets of ORS were given
to each mother who brought a child for vaccination.

Publicity for the campaigns was undertaken at many levels. One innovative interpersonal channel was
house-to-house visits by schoolchildren organized by their schools. Churches and other non-governmental
organizations (the Red Cross, etc.) also were encouraged to mobilize the population. Advenisingchannels
included extensive radio and television spots and newspaper spreads. Promotional materials included
posters, flyers, banners, and stickers. APREMI song received wide play on radio stations. In later
years, in addition to commercial advertising, mass media were used for education. A radio series
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covering health topics was broadcast, and accompanying printed material was distributed tolistenerswh()

requested· it.

The jornadas represented a tremendous mobilization effon. The massive publicity was just one ;partof

the process. The complexities of promotional materiai distribution were just a shadow of the logistical

effort involved in organizing and distributing staff and material to vaccination posts, .which required up
. ." ~~; .

to 6000 vehicles and 120 aircraft for the first jomada. Vaccination supplies had to be delivered to clinics

and to temporary vaccination sites, vaccinations had to be prepared, tables fordisttibution of ORS packets

and for weighing children had to be readied.
:: .. ".

While thejomadas were the most intensive part of the PREMI program, there were complementary

efforts throughout the time of the PREMI program. Promotion of imMunization and promotion of·

appropriate treatt:lent of diarrhea, and instruction in thecorreet preparation of bRS went on consistently; ..

particularly through radio and television. Later there were also efforts to promote breastfeedmg .and

growth monitoring, although at a lesser level than for vaccinations and diarrhea.

RESEARCH ACITVIl1ES

.:. :,,:":.. '

", .

The promotional·activity ofPREMI was bas~ on and supported by research. HEALTHCOM spobsored

three large sample KAP (1cnowledge~attitude·praetice)surveys which formed the baSis .for· the overall···

prograill evaluation, while numerous small studies were undertaken to clarify issues orprovidemid--point

information. Supporting research for the KAPs included a survey of 200 mothers to get quick feedback

about the fIrst mobilization, numerous focus groups and in..<fepth interviews. a cluster instrument at the

sites of the three KAPs to get community-level data, and in..<fepth interviews with mothers. to darify

information garnered from theJ(Aps. PREMIalso conducted concept development.and materials

pretesting studies. two KAPs of Ministry of Health personnel, behavioral studies. a cost-effectiveneSs

study of vaccination delivery costs. surveillance and observational studies ofhealth facilitieS.pharIilacists .

and pediatricians surveys. Unfortunately the final KAP was in April 1981 whichprecludedevaiuation

of the final stages of the PREMI program.
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TRAINING ACI1VI11ES

The PREMI project included a large training component. Among the many training activities were" .'

orientation for primary health care personnel in the goals and activities of the child survival 'program, .

seminars for community leaders about the PREMI strategy, seminars in research strategies and the

HEALTHCOM methodology for PREMI personnel. workshops for health educators, and aeold chain •..•.

maintenance course for technicians. The training component at MOH was delayed and except for the

Jornada related preparation of health personnel, it was only in full operation by mid-1987.

CHRONOWGY
...... "."

The PREMI program can be roughly divided into three stages. During the first, 'intensive' 'stage, of

18 months, the entire public sector was mobiliied to deliver services. The second stage, calendar year
. '.'

1987, was a period of strengthening service delivery, expansion of desired health practIces, and

maintenance of the awareness and coverage levels achieved during the jornadas oime first sta.ge~. The ..
. . .

third stage was a time of winding down the program with full responsibility tumed'back to the, Ministry

of Health.

1985

The first task at PREMI's inception was to restructure the govenunent's child survival efforts. InApril,.

the First Lady was invited to Washingron where a USAIDIAED seminar on child survival was prepared

for her. By mid-1985, the project agreement with USAID had been signed, PREMI was officially

launched, andall organizational effotts were aimed at the first campaign. There were as yet no long-term

strategies. and institutional and implementation arrangements were unclear. A small communicatIonteam

was housed at INNFA. (The Ministry of Health had a conventional Health Education Unit. For reasons

discussed later, this unit played a limited role in PREMI. In fact, INNFAIPREMl developed a closer .

relationship with health educators at the Ministry ofEducation for which it could legally provide some

funding.)
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PREMI activities were focused around national mobilization campaigns. The first campaign, Oetober2S·
. .

to 27, 1985, required an int~ -~ive effort to put into effect the campaign strategy and organize advertising

and materials distribution. tv!;Cann-Erikson, a commercial advertising agency, was contracted to handle

advertisirig materials development and media placement. The Ministry of Education mobilized stUdentS
. .

who made house-to-house visits to mothers ofchildren under five years old to deliver a printed invitation

to the vaccination days from the First Lady. Radio and TV spots announcing the jomada and explaining ...
. ' ';' ..

PREMI'sgoals ~ere broadcast at saturation levels. During the three days oithe campaign the FirstLady ..

traveled througbout the country generating additional publicity.

The first KAP study was supposed to have been carried out before the first campaign inordert6have~ ~.
. l~ .

a baseline measure for comparison with post-eampaign data; However, the intensity of the preparations ..

for the first mobilization did Dot leave room to plan a major survey, so the survey wasdelayeduntil·

December, 1985, a month after the first vaccination campaign.

In order to prepare for the second mobiiization, a survey of 200 mothers was carried out to get: quick
. '. j",,:." .

feedback about the October mobilization. Because mass distribution of ORS had never i:ieerrundeitaken~ ....

before the first mobilization, there was concern that the ORS might be misused. In order to'make

decisions about future mass distribution,this small study focused on the issue ofORS safety:' Did

mothers understand that it was for diarrhea? Did they know how to mix it accurately?· The study.

suggested there had been little problem.

1986

. ".. "" ."

".

'", .:

". " ~..

The second mobilization campaign took place in late January, 1986. The basic format was the same as

for the first campaign. One difference was the reduced role of the First Lady during'the first few~days.....

Plans for the second mobilization had called again for home visits by schoolchildren, but the timing in

relation to the school calendar was not as propitious as it had been for thefirstjomada.Media co~erage

was poor because spots were not ready in time due to the· short production and pre-testing time.· This ....

problem was exacerbated by the absence of a contract with the Ecuadoran Radio Association due to delays ..

in obtaining the proper legal documents. Thus radio messages were not broadcast. All of these factors
. .

may have contributed to the noted decline in attendance levels from those of the firstjornada, partiCularly

12
. ~ ..

-. ~...



for children over·1 year of age which still had to "catch up" in vaccination doseS. One additional factor'

was the weather: rain during the jornada discouraged attendance.

. ..

. In early February, a USAID-funded seminar was held with the purpose of establishing a lasting. .

interinstitutional structure for PREMI. The participants were PREMI coordinators and representatives

ofPAHO, UNICEF, USAID, medical schools, and the Ministries of Health, Education~ SoCialWelfare~.· ." .

and Defense. A centralized program was developed that was then to be extendedto the proJinces.1iei. '.

post of Executive Secretary outside of the Ministry ofHealth was created~ but many sticking points were

not cleared up, and the undefined role of the Executive Secretary later caused problems andcQnfuSion... '.' .

However, an offshoot was that an MOHPREMI coordinator was named ShOltly thereafter':~c1s~Yed~H' ,.

in post until late 1987as overall coordinator.

The attention of researchers was focused on the first KAP survey. which had taken place the previous > ..... '.,

December. It was found that this survey had included urban and semi-urban areas, plus some nearby

rural areas only and so in order to provide information about the country as a whole, a rural KAP, to be.

combined with the first KAP, was undertaken in the spring of 1986

The third mobilization was held in June, 1986, after successful efforts to delay itin order to avoid'the ;

flurry of political activities and advertising around the May mid-term national election, Duritigthew~ek ..·

before the mobilization, high school students. distributed 250,000 posters for health facilities and500,OOO

flyers promoting the campaign. This campaign featured a new incentive developed in response to th~:

decline in attendance at the second mobilization. To help persuade mothers to complete me full

three-dose vaccination cycle for their children, PREMI created a vaccination diploma. Thediploma was '

widely promoted through mass media with the message "every child needs three visits for complete ....
. .

protection," and was awarded to mothers whose children under five years old had completed all of their :

vaccinations. Women interviewed afterward identified the diploma as an important incentive and 153,000

mothers received the diploma.

Also during this campaign, the growth monitoring component of the PREMlprogram was officially

inaugurated with children under two years of age being weighed at stationary vaccination posts. The '•. '

number of children under 2 weighed was reported as 145,000. A third component was face~to::'face

instruction in ORS preparation which was demonstrated to parents at vaccination posts by high school:

13



studems-or health personnel. To. coordinate these three distinct activities taking place at vaccmation

centers, a specific spatial organization of the tables at the vaccination posts was developed. (See FigUre

2.) The devising of this arrangement exemplifies the kinds of thinking and planning that took place as

PREMI planners attempted to implement this multifaceted program.

FIGURE 2
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During the third mobilization, a special effort was made to reach rural areas in response to the discovery

that during the previous campaigns rural vaccination teams were arriving at unscheduled times in rural

villages. It often took hours for the community.. get organized and sometimes the vaccination team tked

of waiting and left afte; vaccinating only a few children. To correct this problem, literacy volunteers arid
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rural teachers from the Ministry of Education were mobilized for four days before the campaign to visit

rural communities and inform them of exactly wh~n immunization teams would arrive.

Prior to this jomada, INNFA-sponsored teams (with MOH and MOE help) held regional and provincial

training events for health educators and Provincial Communication Committees to' tailor the jornada to

local conditions and train trainers for such community outreach with cDnsistentapproaches in p'romotlon.· .'

. and mobilization.

InAugust, 1986, the services of the McCann-Erickson,advertising agency were tenniilated~ l~vingthe:

Communication DivisionoflNNFA to carry out communication activities~ Research activitiescontinlled.

Survey 2 took place in July and August 1986 shortly after the t.~ird jornada. To eDhancePREMrs
i '.

research capabilities, aHEALTHCOM consultant conducted a training session in focus groups for the

PREMI staff and others from August 4to 30. A number of qualitative studies' at INNFA. were

subsequently fielded.
........:.

. :.:-;....

r • . - .:~

The fourth campaign was held in late November, 1986. As an incentive for mothers'tobring th(;,r infants' .....

for. vaccination, this campaign featured a gold star that was added to the vaccination.diplomas that had

been distributed during the previous campaign. The star was for moth~rs whose children under the age

of one year were completely vaccinated~ ORS packets were also distributed duringthiscampa~gn.

Publicity was again massive. Posters and mass media spots publicizedthe gold star. PREMI developed .

a 16-page almanac on the four child survival practices. which was carried in the Sunday editions oiall "

major national newspapers. Additionally, a sueam of technical bulletins was sent to newspapers before

and after the jornada. Numerous radio and television spots with specific messages about diarrheal:

disease, immunizations, and growth monitoring, as well as general spots announcingdatesofthejoJ7Ulija,>

were broadcast throughout the country.

Research continued on various aspects of the PREMI program. A cost-effectiveness study of vaccination

delivery costs (routine avail??ility vs. mobilizations) was done by the REACH project. (The

Cost-Effectiveness of Immunization Strategies in Ecuador. 9/28/87. HIID. Donald S. Shepard,R.

Robertson, C. Cameron, P. Saturno, M. Pollack, J. Manceau.) A. national morbidity and mortality study

- piggy-bciCked onto a carefully planned National Nutritio-1 survey - was completed under MOR
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sponsorship, the results of which were to be analyzed by PREMl to determineanyprogramimpaet.' ,

(CONADE [Consejo Nacional de Desarrollo]. MSP [Min. Salud PUblica]: Diagnostico dela Siiuacion; •.' "..... :.. '

Alimemariti, NutricionaJ yde Sa/ud de laPoblacion ECualoriana Menor de 5 AJtos - DANS. >W;l~'.'
Freife'et aI. .Quito. 1988.). A sUrveillance study of~ health facilities was designed to assess: the quality: '.':

andquan,tity of PREMI services delivered on a regular basis throughMOH health centers.FQ~usgroupsr'· -'::

were conducted with both highland and coastal groups to probe the earlier finding tl1atlnothers~ere riot:" ....•.•. :.'
bringing their children under one year of age for vaccination. A behavioral study address~tltesame+ .'.

problem was also fielded. PREMI also con4ucted two studies of MOl{ personnel in 80'h~ili facilifies!"
, .

to look at the knowledge, attitudes, and practices of health personnel and the quality of servi¢esaftheir,

facilities.

1987

InMarch 1987 an earthquake struck Ecuador. Subsequent relief efforts absorbed the attention of:· .', >

USAID. the Ministry of Health, and INNFA.delaying PREMI project actions.:

. '~:"

Training was enhanced throughout 1987. A series of INNFA-led seminars .was held on :qualitative (

research teChniques for health educators. social marketing, methodology of training, and impl~I!1entation1"

, . ..'

In April 1987, between the fourth and fifthjomadas, a major strategy readjustment shifted the'ori~mtation.

of the campaigns away from intensive campaigns to promotion of routine service delivery. Survey 3 was

carried out in April; before this strategic shift, and several months after the founhjornada: Thisshift,.
. . ." ,

reflected a growing frustration within the MOH about the administrative logistical burden of managing ;
: ;'.

the jornadas. A "Crystal Bell" campaign was launched as part of this strategy' to· promote. ongoing ••.

services offered by health units. A distinct bell sound was featured in monthly radio and televisi6n spo~.:·•.. , ... '

to remind mothers to take their children under two to health centers for growth monitohng.·· This.' .'
,.. .

continuing monthly reminder was combined with a year·long "Healthy Baby" contest. Mothers who
. ,

fulfilled the contest requirements (completed vaccinations for children, five well-baby visits. knowledge'
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of one of twoPREMI promotional jingles) received diplomas as well as the chance to participate in a

drawing for 180 children's education scholarships

Radio was heavily used for educational purposes in late 1987. A radio series of 30 eight-minute

programs on the importance of growth monitoring and proper nutrition was broadcaSt an7l commercial
. .

stations and 25 cultural radiostatioDS. In addition to. this' radio series, a 35-ehapterseven-week radio

course onthreePREMI themes (diarrhea, immunizations, growth monitoring and feeding) began airing .

in October on 93 radio stations.. The course was accompanied by a printed guide, and a~xiliarY~urses '.'

at local health centers were trained to act as lIaisons for mothers listeningto the programs. Th~. course' . I .'

,~ .

offered various incentives and prizes. Also, printed child swVlvalmaterials were distributed

supplements to a widely-circulated national lottery schedule, and through the Catholic Church..

.:', -.:'

Thefifthjornada was planned for May but deiayed until June due to the rainy season. It lasted;oll~day.

only, as did the sixthjornada, in August of 1987. As always. thejornadaswere publicized extensively.."

During this time, as another facet of the ORT-related child survival efforts, the -Ministry of Health .•....
established 15 Oral Rehydration Units (UROs) in hospitalheaIth units. New norms for diarrhealclisease

treatment were established according to severity of episode.

Various research endeavors continued at INNFA-PREMI. Rationa!e for such research was double: to<

>'.

'" .. ".,'

. . . .

contiilue fine-tune the communication component in the lightof some lack of progress evidenced:iilKAP

surveys, and also as an attempt to deal \-Vith a challenge of institutiOnalization: balancing demand:~ith .
. . .

provision of health services. In response to results from the surveys, focus groups were cartied out by

INNFA.;,PREMI to find out why mothers were not using ORS as expected. A surveillance study'

sponsored by PRlCOR at MOH was set up in some 40 health. facilities in order to test a pilot information .
. ' : .' .

. system, with a new daily reporting form. Simple data obtained as a spinoff of said project would ha.ve', .'

provided INNFA with information about theirnpactof the Crystal Bell campaigniil increasingheaIth '

center attendance, but the main study met with insurmountable difficUlties. Another iNNFA:pioneer .

study was aimed at lOO pharmacists found in the clusters where surveys 2 or 3 hadbeen field~,to

ascertain their views as health providers and their role in advising and prescribing for diarrhea and

respiratory infections. Still another INNFA study was directed to 20 health units in five provinces:

heaith workers' interaction with mothers and children was discussed and observed, the sequence· of steps

in mother--child attention was recorded, and exit interviews with mothers probed their perceptions of
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interactions there. Quality of service was also observed. During the same period, in~epth interviews

werecondueted with approximately 80 mothers in five provinces to clarify survey and focus~group

findings '.

Training activities included a one-day training session ofprovincial communication committees, spdl1S()red '.

by INNFA and the Ministries of Health and Education in late 1987. In a similar vein, in December,

1987,and F@ruary. 1988, three one-week supervision skill-improvement seminarsfor'Ministry o~Health:
and Social Security health workers wereheld~ In November, 20 vaccine bank caretakers Particip;~in'
a cold chain maintenance and repair course conducted by a technician from the Pan-American:Health

Organization.

In the first half of1987, asetback in ORS distribution occurred when two million ORS packets thatbad
. i

arrived the year before had to be destroyed. The packets had been held up in customs· and then~ stored

in a humid area, perhaps causing gro'Mh of a fungus. The problem originated with the 'manUfactUrer tif .

. the salts, whose mixing machines had been used earlier for a differentfoodstuff preparation.~eSalts
. " .-

were not dangerous or unfit for consumption. In a totally unrelated incident which likely increased MOH '.

wariness about the packets, neighboring Peru had indeed encountered faulty DRS packages pres~ly

causing the death of a few children. Although the Ecuadoran packets were thought to. be safe,. it was

understood that there was a considerable risk of a sharp backlash if the packets were distributed. The.

risk was' that people would be reluctant to use ORSpackets in the future if they opened a packet and
. . ': . :" ."..

believed it was contaminated. The net result was a severe shonage of ORSpackages which grew

increasingly dramatic over t:"~. following months.

1988
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PREMI, eu:td particularly the communication component at INNFA. was definitively ending.' Two' .

"transition:..to-:MOH" documents by Maceo Polo Torres were presented to PREMI MOH and AID

officials, and discussed with HEALTHCOM advisors. The papers dealt with alternative scenadosfor

organization and implementation of health communications at or around MOH. No actions ensued.

Eadier in January, 1988, as the final step toward institutionalization, the First Lady voluntarily resigned .

as the President of PREMI. rumingthis responsibility over to the Minister of Health. TheFirstLady's
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presence and the reliance on the ind-ependent INNFAagency for many PREMI activities had crear¢ati

extraordinary impetUS- and permitted a flexibility and operational intensity. The President's terniwas

ending August 10. and thus the First Lady's term and her personal focus for INNFA would be ending

with it. Maintenance of child survival activities would necessarily remaininthe-MOH.lt wasunlmowD.

what future role. if any, INNFA would have in child survivaleffotts. Instead of slowing down.INNFA

ended with a flurry of activities. impervious to the highly politicized environment. _(The presidenti~ --

elections had a first round in late January, and then runoffs inlate-May).

- In March 1988 a two-week workshop at the International Higher Education Center _for -Stu4i~ of

Communication in Latin America (CIESPAL...:.centroInternacional de- Estudios Superiorespjliala

Comunicaci6n en America Latina) was held for 18 participants from INNFA and the Ministrlesof

Education and Health. The objective of this workshop was to design a communication program fot health

edu~ation in schools. Participants worked on aradio infant health course and theaccoIIlpanying te~cherS~
guide, and materials (flipcharts and guides) for primary school instruction. Also in MarchIApril" 1988.

the radio health course was rebroadcast. with auxiliary nurses again in charge of liaison with mothers.

Several research pieces were in the final stages of analysis: a study of the characteristics of communities _

surveyed to provide supplementary structural information for analysis of the sUrVeydara; the health units.

pharmacists and in-depth interviews. Still another was starting: a longitudinal study ofdi.arrbea __

morbidity in hospitals. It was expected that research and evaluation activities would be continued at __

MOH. A final internal evaluation seminar was conducted in June.

The seventh national mobilization campaign took place on May 28. 1988. During this campaign a five

hour international radio broadcast was undertaken jointly with Colombian national radio. to link with the .

Colombian campaign which was taking-place at the same time.

The PREMlprogram formally closed down at the end of June 1988. A closing ceremony was held at

the Presidential Palace, presided over by the Ministers of Health and Education, the First Lady and the

Armed Forces. USAID sponsored work on child survival at MOH continued as the Child SurVival_

Project as a new administration came to power. INNFA ceased all activities that could be understood as·

pan of MOH's scope of concern. USAID had been preparing a new project throughout 1988.
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, COMMUNlCATIONCOMPONENT
'.. ;.,.:

As h~ been detailed earlier, communication was a central feature of PREMl's social l1l3rketing

methodology. Messages about the PREMI campa,ignweie carried on maSs media of all types as well as '

through interpersonal channels. The Department ofCommunication and Social M~keting of INNFA. ,,':

prepared 'and distributed various materials, and new promotional materials for" the Campaign were" ' ,-

'continuouslyproduced. For each jomadathere were new materials, and betweenjomadai ~upport ;

materials were put into circulation. The materials produced fell into several categories: those to 'promote ',>, ",'e '••

a specific date or activity such as ajomada or a contest; educational materials for mass distribution; and'

support materials for interpersonal' promotion and educational activities.
"', ..

.:- .

". "-'

,.r ,

.j"
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Among, these materials were:

Posters (300,000) on child survival themes: five on vaccination and jornadas, for massive
distribution;

·oJieeach on norms for immunization, diarrhea treatments, proper feeding praetic~,for "
the health units and personnel;

• one calendar for rural households with information about the four survival practices;. . . .

• two for indigenous populations on vaccination

Vaccination Diploma (500,000) and Gold Star stickers (250,000)

A comic strip on child survivaIthemes included in the country's newspapers for sixmonths,Jin 90
,-

chapters ; ,

Millions of flyers, many locally produced

Pamphlets and booklets (over 400,000 total) on the four themes, the growth chan, diarrheal diseas~,
training, research results, social m~keting,educational modules, a "Vademecum" for pediatricianS ,

54 di.fferent radio spots, including the PREMIlong song and two songs on dehydration andORS '
preparation ' ,

"

27 different TV spots, a TVdocu-drama, an animated TV movie on PREMI acc~mpiishmentk;, phiS
several national "hook-ups" for campaign days

Over 2,500 press notes published ',<

.A' wide variety of promotional objects, such as PREMI stickers and weight control mini-stickers . ' :.

(happy face - sad face), small plastic cards for campaign helpers and mothers 'who partiCipated in
contests; matchboxes, postage stamps, vaccination posts.id

Local production of materials by Ministry of Health educators: pamphlets, flyers, banners, radio
spots, posters, bulh~tin boards and "mural newspapers"

The radio course "We Work for Health Children", 30 chapters, 18 minutes each, on the four child
survival themes, with accompanying booklets (15,000 sets of modules) ,

500,000 PREMI H~th plastic bags with calendar

About 2 'million DRS plastic mixing bags with instructions

Flipcharts and teacher's guides for health education at all primary schools

. ~

... : ... ..:-,

. "..:..

Distribution of centrally-produced materials was a frequent problem. There was no efficient, established;

timely distribution system at the Ministries of Health or Education. Also, there were inSufficient'

quantities of some of the posters and other printed materials, while others simply did nOt get to,outlying:

areas of the country in time or at all. INNFA's Department of Conununicationalld Social Marketing

took care of much of the distribution itself. On one occasion a private delivery firm was hired to handle
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distribution of more than 1000 packets to some 80 destinations in Ecuador's 20 provinces. but it did not

do an adequate job. In addition to centrally produced and distributed materials. locally-oriented materials"

were produced at the provincial level under the supervision of the Ministry of Education with,supplies

provided by INNFA.

Audiovisual production covered the entire range of possibilities from radio and television'spots to

documentaries and cassettes. Between campaigns educational sequences were broadcast, and during each
jornada promotiml for the event itself was featured. On radio there were short spots in a, \fariety of

fOrmalS. usually aired for 7·15 days, about 10 daily, priotto campaigns, and promoting healthjomadas.

dates. the need to complete vaccination dosages, emphasis on under-one-year-olds.signs of dehydration,

asking for an ORS packet and keeping one at home, 'preparation, instructioDS, weU·baby control, and
, ..
, ,

weighing opportunities. Aseries dealing with malnourishment featured a fictional character, Dr: Adriana

Bravo, and was aired by September 1987 (30 8 minute chapters). The radio course, aired in OCtober

1987 and repeated in April 1988 consisted of 30 chapters (18 minutes each) dealing with maDagement

of diarrheal episodes, vaccinations, growth monitoring, breastfeeding and weaning. It was accc)mpanied

by illustratedlearningbooldets and directed to mothers assembled and monitored by an auxiliary nurse.

Television spots were prepared in a variety of formats, portraying different ethnic groups, rural and urban

marginal mothers in coastal and highland settings; animated spots were aired later in the project; All TV

spots went through careful development and pretesting. In fact, virtually no TV or radio spot or I?rinted

material escaped this meticulous 'preparation process. A video docu-drama on child survival 'was' aired

in November 1986, and an animated story highlighting PREMI accomplishments, based on: research

results, was broadcast by the end of PREMI.

While the prestige and persuasive powers of the First Lady resulted in free TV coverage for PREMI iIl

the first jomada, eventually TV spots were paid for, to ensure best positioning to reach the intended

populations. During the World Cup soccer competition (mid·86), some TV time was donated and

throughout time was bought at very substantial discounts. The same happened with radio: the contracts

with AER (the radio owners' association) provided PREMI with very inexpensive radio broadcast time

in good time slots.
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Overall, throughout the PREMlproject, radio and television coverage was· high. MessageS, were'

broadcast on 225 member radio stations of the Ecuadoran Radio Association and 32 nonmember cultural ..' ". .

and religious stations, four national television networks and three local channels. However, ,mopit~ring

carried out during thePREMI campaign revealed that during at least one mobilization up to 25' percent.

of the spots contracted for broadcast were not actually aired.

",.'
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for each type of communication material were:.

The communication program ofPREMI incorporated a great range ofmaterials and channels, over tl1e t
approximately three years that it operated.. Torres (1990) estimated the entire direct cost of the .

communication component to be approximately SI,OOO,OOO. In later chapters, evidence for the reach
, . . . . ". ".

of the communication component will be presented. A conservative measure of campaign reach would'

be the 65 % of mothers/caretakers of children under five who could identify thePREMI acronym correCtly ...

(see Figure 7). In 1987, the midpoint of the PREMI program, there were approximately<L51nilllion

children in the 04 year old target group. If 65% of the Caretakers of such children werereac~ed,the '

exposed population would be slightly less that one million children. This would set the per-ch~dcost

of the communication component over three years at aboutSl.W.. Since the caretaker of theilYerage .....

child would have been exposed many times' during the three years of PREMI, the cost per e~posUI'e

would have been much lower than S1.00. If. for example, a caretalcer was exposed once permo~th over'.

the 30 months of PREMI, the cost per exposure would be about S.03. Despite frequent criticism of the'

communication budget by the MOH, these est.imates do not appear excessive. Proportion of expenditures

. . ; .:

" : This estimate is based on an estimate of govemment budget expenditures for production and distribution of' .
communication materials. A somewbathigher estimate would be made ifnon-govemment ·costs, including the cost
of volunteer time. would be iricluded. The mass media provided time at relatively lower cost than fuli. retail .....
commercial rates; the jomadas involved substantial volunteer time; the government clinic staff worked longer hours ..
than customary" All of these are components that have costs but which wel"e not costs to the government.
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Printed. materials
Posters
Pamphlets
Flyers
Booklets

Radio spots
TV spots
Local Production
Promotional Objects

10%
17%
3%
4%

34%

U%
26%
14%
14%

.(mostly print materials) ;.: ... "."

(including diplomas,: stars, . ~

stickers, plastic bags, ide~g .' ,. ;.
....•. :.

banners, records) ....',",.,
..
!....

Throughout PREMI, the communication component was phased with what was supposed to be happening

at the Ministry of Health and' the delivery of health services. Strategic guidelines and technical contents

came from the MOH and the PREMI Executive Committee, but also from INNFA's use ofresearch and

evaluation regardingservice delivery, coverage rates and trends, mothers' barriers to new practices.

Most communication processes revolved around campaigns and the "campaign syndrome" dominated the

project~ The shift towards emphasis on regular services only started in early 1987., l'hroughmid-86,

no strategy for the period between c2..l11paignshad really developed~ An excessive emphasis on ..'
. - .'

vaccination themes delayed intensive promotion for ORTand particularly the growth monitoring and

nutrition components.

Nonetheless. the content of the ·communication· component· addressed to ·each child survival practice

evolved as PREMI matured. Immunization messages progressed over time from the general. all-out

mobilization efforts for the fIrst campaign, and the promotion of when and where to vaccmate all

children, to more specific foci: special focus on the under-one-year-old children, a message emphasizing

"three times for three dosages" for complete protection, the Diploma for successful vaccination.

, .
• - ·1 •

. , -~

~. . _. ..~";' '",'

.. ~ ,"

Similarly, ORT started with' information' on diarrhea' and ORS and the risles of dehydration with a' .

recommendation that people ask for ORS packages; subsequently, there was an emphasis on "having one, .' .

(a packet) at home", th~ teaching of adequate preparation and administration of ORS, ORS as the best :'

remedy for diarrhea and restoration of liquids, ORS does not step diarrhea. and feeding duringa.,d aft~r ."

episodes.
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The' complex component dealin~ with growth monitoring:, breastfeeding and weaning plus well-baby

control was a late staner, in part because of' the extended attention given to the· above-mentioned .'

components, but mainly because not everything was ready at MOH to actually deliver what w3S:tobe " '

promoted. Thus, it staned 'with promotion for the new Health Card' which included a growth chart,
o :.

continued with encouragement for weighing children under 2 by the third jomada, and with the Crystal
Bell campaign promotion (in the spring of 1987) of well-baby monthly controL Feeding messages were

considerably delayed because MOH was just establishing its national program and empiricaIresultson

mothers' weaning practices as well as thefust results of childrens' malnutrition status, were just cOming ,
, ' ,

in. In fact,the topics were only addressed by the end of PREMI, through the radio course and series

and the poster "The Health House" .
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CHAPrER 2

RESULTS OF'11IE, IMMUNIZATION PROGRAM

INTRODUCTION
;....

The'PREMl',immunization program was described in a preceding section. In summary, ,it involved seven ,"

focused vaccination campaigns (calledjornadas) between October 1985 and May 1988. Eachlonuida
, ,".

was preceded to a varying degree by: " '

1) mass communication promotion encouraging participation just before each jomada,

2) social mobilization at the local level by Ministry of Health staff and members of other governmental

and, non-governmental institutions, and

3) the organization ofspecial immunization sites in addition to the normal health faci1itiestoeas~access'

to vaccination.

.. '.,: ":

,
J."

"',-' .
. '- ...

. .~'.:'

," .

, .

...:.: " .

. "," :."

In addition there was additional immunization promotion through mass media throughout non-jornada /"

times of the PREMI program.

In this section results are presented for the PREMI immunization effort through' four jdrnatfas untilApril; ,"

1987, which was the last survey data collection. The section starts with a straightforward presentatiot;l
.d • • • •

of outcome evidence: was there cbangein vaccination rates that can be attributed to the PREMI program? "

Then, the effects of the PREMI immunization program are contrasted for different strata, of Ecuadoran
.' . : ~ '",

society, lookingfor evidence of the equity of effects. Finally, it turns to evidence for the process through,
. - ."

, which the observed changes occurred -- in panicular, evidence that the communicationcomponeritwas

an independent contributor to the improvement in rates.
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: ..:: .

ESTIMATES OF·OVERALL EFFECTS

There are many ways to estimate immunization rates; stUdies are constrained both by the availclbledata'i ,.

. and the evaluation questions. As described previously, CIHDC has the following data:

1. Evidence of current levels of vaccinations from a predoritinandy urban sample in DeceIIlb~r1985~and~ .';
. .:. . .:..' :" .:.~ :··f :::

a predominantly rural sample in April 1986, was based on documentary evidence from :vaccination: ...,

cards (verified), and if no card were available, on the basis of caretaker claims of coverag~(claimed).:.

These surveys also questioned respondents about knowledge and attit'c.ldes about hmnunizati()~,asdid\
. .; : '. .

each 'of the subsequent surveys. .~

2. Evidence from representative national samples surv:eyed in July 1986 and April 1987aboud
.,.

vaccination ra:es was based in part on dated vaccination cards, in part on undiitedbutcard~vetified!

vaccination notation, and in part on caretaker claims. The dated card evidence was used for .....

estimating rates of coverage for ~lier time periods and for~lierages foe the childre~ stUdied.

Interviews were undenaken with caretakers of children under five years of age~ The great majorityof.

those caretakers were inothers of the children. For the December 1985 and April 198'6 sUr\-:eys>: .

,," ......

" ....":.-::.

vaccination status data were gathered about tbeyotingest child only.. In the subseqJ,u~ntsurveysdata ~eie!

gathered for all children under five years old in a family. Almost all of the. major vaccination practice:.. .

analyses (presented below) were based on children stUdied in Survey 3 inApril 1987. In Ulatsurvey':

1460 caretakers were interviewed and they provided data on 1966 children. They were a goodsanipH~,

of the entire Ecuadoran population, although the sparsely populated Eastern (Oriente) region was not •

represented.

Much of the data reported here was based on evidence from vaccination cards. Usually suchca,rd data

included the name and type of the vaccination and the date that it was given. When card data was not;

available, mothers were asked to report on what vaccinations their children had received.· All analyses

separated these two types of vaccination coverage eStimates.

The sub-section is organized by conclusions that we have drawn: FirSt, an answer to animpHCit.

evaluation question is presented and then the data supporting the conclusion is displayed and discussed. ,.
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As the result ofPREMI alar~e number of children were vaccinated. many more than were being
. '.' .

vacCinated by the routine system.

. Table 1
Children Vaccinated Each Month ,
Compared to Pre-PREMI Period
(dated evidence, 4/87,0=1966) ; :". :.

oPTl
.. (Average. per month)

Average: 6 months previous
to PREMI: (4/85~9/85) 100 (18:7)

PREMIjornada months 387 (72.3)
(11/85~ 1/86. 6/86.11186)

Non-jornada Months during 124 (23~ 1)
11/85·11/86 . .

Measles
(Averageper month)

100 (10.7)

715 (76.3)

135(14.4)

. ~ ....

.:"';

... : .

." ...: . .
. . i .

Table 1 contrasts the number of children who were being vaccinated during PREMI campaign mo~ths . 'J • •.. . .•~ .•..•

with the number receiving vaccinations both in the six months beforePREMI and dar-dlg the ncn-PREML· ...

months during the period of PREMI's operation. For clarityjust two types of vaccinations are presented .

- DPTland Measles -,- but they are representative of all the vacCinations.

". '-' . ".

For the sake of comparison in the table. the average number of children who obtained a particular
. .

vaccination in thepre-PREMI period was set to an index value of tOO. That is. in an averagepre-PREMI

month (April through September. 1985). 18.7 children in a sample of 1966 children between O.tb 60.

months old had dated card evidence that they had received DPT!. Thus, 18.7 was geno the indexvaIue

. of 100. During each month of the four jomadas. an average of 72.3 children in the same sample

received OPTl. The relative index value, then, is 387 ([72.3/18.7]XlOO).

Table 1 permits two conclusions: first, PREMI produced many extra vaccinations that would not have

been produced through the operation of the routine system. Second, the PREMI increase was. not

purchased by simply shifting to PREMI months the vaccinations that would have occurred in non":PREMI

ffi'Jnths.
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If PREMI months were simply absorbing the vaccinations that would have been given in the surroundirig'

months then one would have expected that the non-jornada months during thePREMI period would have

few vacciIJations. However, in faCt, their index levels are roughly equivalent to those forthepre-PREMI

period, good eyidence that thejornadaproduced new vaccinations, not just a shifting of vaccinations that

would have occurred anyway.

A methodo~,)gical risk with this analysis was its dependence on retrospective data basedbn dated 'cards...'
. ..' ' '.': :.,.-

Was there some risk that there were feweroider children in the sample who wereeligible~or the

appropriate vaccinations during the pre:-PREMIperiod? Also, was there some tendency for olderchildren ...
: . . . . .

to be without card evidence.eithefbecause vaccination cards were not so widely availablewhertthese'
-., .~: ," <'

children were younger or because their caretakers had more time to have misplaced them? Inde~both·

of these factors did operate to some extent, but neither was sufficiently powerful to explain thec6ntrast .'

between' PREMI and pte-PREMI periods. Appendix A . addresses the issue of differences bJtween

estimates based on the survey versus estimates based on Ministry of Public Health archives. The archiyes .'

do not consistently support the conclusions drawn here.
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. . FIGURE 3
DPl'l AND MEASLES VACCINATIONS BY·DATE
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In Figure 3. month by month data for OPT1 andmeasles are presented. The extieme,increasesassociated
. .

with PREMI months are unmistakable~ While the easy-to-see gradual upward trend over time may be, ,.

in part, a reflection of the biases of retrospective data, they cannot explain thePREMI peaks_ .. As ,a side .
" ".'

. note,· there are several smaller pre--PREMI peaks in Figure 3. They correspond to earlieC campaign days ..

(called pulses).

The PREMIiQrnadas produced a large increase in the number of children who were fully immunized...
... . .

The ideal outcome ofa vaccination program is to have every child fully vaccinated by the time he or she ..

is twelve months old~ For the evaluators of a vaccination campaign. the achievement of that goal would

30

. ': ',' .. :.'
... ;....



.' :..... "

:- ;:.,: .

." ". : /::.

be established if every child could show dated evidence of having achieved full coverage(includingBCG~' .'
DPTl,2, 3, Polio 1,2, 3,'and measles) before he or she turned one year old.

-.',-'

Figure 4 is a complex graph, but measures the achievement of this goal with some precision. 'ItmakeS..
use of the dati gathered in April, 1987. Eachpoinfon the line represents the propOrtion ofali c~ildren
\\Tho were'born during a particular.montP whose vaccination cards provided dated evidence that theywer~

.fully covered (had DPT3, Polio3 and Measles) before they were tWelv~ months old. The ass~pti()ri'js ;. ,. :'.
';' ."..

that if a mother couldprovide evidence thather child was vaccinated for DPT3, Polio3, arid measles, then · >..'. '.. .. . . " ".".". . . . ". .:." ,'", .';... ". ," ,"the child probably had the preceding vaccines as well. Children whose caretakers claimed but had no
card evidence that they were covered in a ti~ely fashion, are treated as not covered, as are chil~~~nwho
achieved full·. coverage after. their first birthday.

....
_.".;:

..":;.:.

'.. : ,: '.,

3 These points are actually smoothed data. Since there were only relatively small samples for eachmonthly '.birth cohort (approximately 25 children) an easierto read graph resulted when estimates from sets of three adjacentbirth cohorts were combined for each data point. Thus the May 1985 birth cohort point represents the.averageproportion with timely, dated coverage for April, May and .Junebirth coho~.s.
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"FIGURE 4, ,
COMPLETE COVERAGE AT 12 MONTHS BY BIRTIlDATE(N=lS01) ~'".." ..
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Figure 4 makes the effects of the PREMI program clear. Starting with the birth cohorts who reached '
-. . ,.'

, '

, their first birthdays after the initiation of PREMI (childrenbomafter SepteIriber,1984) ther~ isa '

continuing strong upward trend. For children who reached their first binhdays in the year before PREMI

began" oIl1y 15% on'average were fully covered. For all children who reached their first binhd~ys in ,

the 18 months after PREMI's initiation 31 % satisfied the timely coverage criterion. However it is also

clear that the more months before a child's first birthday in which PREMI operated, the more lilcelyhe "

or she was to have timely dated vaccination. Among children who did not reach their first birthday until '

at least six months into PREMrs opera~ion, the coverage level was 35 %.

. . ~"

.' .
, "

'.'.'....

'.; ....

..:..

A possible counter-explanation for these results might be that PREMI didn't so much produce a burst-of

vaccinations as it produced a burst of vaccination card distribution and dating. We can compare the

proportion of children who had vaccination cards by months under PREMI. While it also shows a

SUbSW1tial upward curve it is by no means as sharp as the full coveragecurve.:' '

32



A complementary and somewhat more straightforward picture of PREMI effects is presented in Figure

.' S. This. graph Uses data similar to that in Figure 4 but adds three ~implifying elements: a) it uses 18

months coverage as the criterion, b) it accumulates the complex chronologicalinfo~ation into;a single .

horizontal axis variable,. number of months PREMI operated before a child was .eighteen months 'old,. and .'.

. c) adds error bars around each monthly estimate indicating confidence limits (+1- 2standard,~orsJ.' ;,'

The effects of PREMI were dramatic. Children withzeroPREMI months averaged slightly mbr~than '.'

21 % coverage. Thispanem was unchanged among children who had up to six m~nths underjPREMI' .' '.

before the age of 18 months. However it began climbing steeply thereafter. and reached a plareau of .

about 55% complete coverage among children with' 11 or mere months under PREML .' " . ;.

: "'.

.: .
"'.'.

. ,'- ."

. . . .' FIGURES .'
COVERAGE ·AT 18· MONTHS BY MONTHS UNDER PREMI ..

.' BEFORE REAClDNG AGE OF 18 MON11IS(N=79S)
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These estimates for covera~e are lower limits for troe covera~e levels. and in panicular. are less than

could be claimed USini conventional WHO procedures.
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These are strict tests of achieved coverage levels, particularly if one focuses on t.":.~·by twel~e months"
. '." . ; -'. ". ". '.

criterion. They are lower limits for such coverage, and it is clear that other approaches, including some.

more commonly used, will produce higher estimates.. :.. "., .,'."

By using dated estimates and focllsingon coverage according to birth cohort as in Figure2,on~ can L
picture chronological trendsquite' sensitively. Moreover, since we hadilO pre-PREMI surveydata, datectt'

card evidence is the only approach we couldtalce to estimate what coverage had been like befdrePREMI .....";:

was initiated. However, such estimates are .very likely underestimates of true coverage. Surely some ,;,' •....

children whose car~takers ,could notproduce vaccination cards were actuallycover~, Also, b;i<>CUSing' '. "
on twelfth month' .coverage, on~ obtains" an underestimate compared~o. the estimates . thatcou~tries
ordinarily report, following theWorldHeaIth Organization (WHO) convention. WHO ~accination'

surveys. typically report coverage rates for all children 12 to 23 months old. Such, an es~ate ~ill .. ;

exaggerate the level' of timely coverage since it includes many children who may .not have adhieved .all ,

vaccinations by 12 months but do complete the series by 23 months. The 18 monthcoverage'figUres'~'
Figure 3 do approximate the WHO 12 to 23 month estimateS, although they still count alfchildren. _>

without dated evidence ofcoverage as uncovered.

Available data only pent1itsestimation of PREMI effects using the dated coverage data. However it is
• C' . • ," • :.", •

possible to estimate current levels of coverage at the time of the survey using alternative measurement

approaches. In doing so we can provide some indication of the degree to whicbthepreviousproc~ures
7 ;..."

may have produced reduced estimates of coverage.
":.:":

: ;"
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, Table 2
Coverage Estimates Based on Alternate

Procedures and Criteria

.;:..
, ,

. '<'.' ~ .

12 Months4

'. (N=125) .'

18 Months (N=103)

24 Months (N=96)

12-23 Months
(N=430)

Dated Card Estimate

32%

59%

61%

55%

Verified Card
Estimate

35%

61%

64%

58%

, .,
. ".- . .'

Self-report or Card , .
Estimate

43%
j
c'

71%

75%

66% ". !
i

.. ' ... '.~ "~; ~~

":.:- ... "

. , ' .. , •.... ,,'•... ' ...,'•.
Table 2 presents three columns of results. In the first column there are the estimates of coveragethat i ""..

were derived from dated and verified information. In the first line, for example, 32% of thos.echildren 'r

12 months old in April, 1987, the time ofthefirial survey, had datedevidenceofcomplete;coyerage.'

In the second column evidence from cards is also presented. However,in this case, a cnildwhose '

vaccination card indicated that he or she had received the appropriate vaccination but had no daie~ttached

was included as covered. For the twelve month olds this pushed the estimated coverage rate up, slightly,

to 35%.

In the third column of Table 2, children who had no evidence of vaccination ona card (often because "
. . . .. :. .

they had no card to show) but whose caretakers claimed that the child had receivedPoli03, DPT3and

measles, were counted as well. Under that more liberal interpretation,43% of 12 month oldscanbe

counted as being covered. While at fIrst glance, this estimate may be seen as just a retlection9fa desire.

by caretakers to please interviewers, there may be a more charitable interpretation possible.
", .....

Some mothers who take their children to private physicians may leave the cards with those physicians ..

They would be unable to show the cards to interviewers. This interpretation is supported by an-, .

examination of the relation between social class and ability to show cards. The highest social class group

4 These are based on tbe means of children between 11-13, 17-19 and 23-25 months old, respectively, so as to
increase the sample size and thus the stability of the estima~es.
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.... ,.

(the one most likely to take their children to private physicians) are less likely to .show· cards than .•...

mid-level social Class groups.

..... :.

:." .'

.' ;, ,

. i' '., .'
~. . ...

~. . ,.

." ~ :

In addition to cards left with physicians, there are lost cards and cards unavailable beCause interviews"take

place away from the home, and cards which weren't filled out or were incompletely or:incorrecdyflUed

out at the time of immunization. Even claimed vaccinations may contain an element of Underestimation, .."
. . ' • i" .:

since they depend on the ability of mothers to recall exactly which vaccinations a child had received. .r.>
Manyinothers whose children had been vaccinated might well be unabl~ to recall and as a r~ultthe :<.. ,:

children would be considered not covered even if they were. Thus claimed rates maYhav~ ~6th.an' ., ..
. '., : :

. upward and a downward bias - upward because ofa tendency to exaggerate to pleaseinterview~rs.and

downward because memory' may be faulty.

...... ' .:

The four r()wsin the table contrast 12, 18, and 24 month old coverage, and the WHO standard, 12 to "'-;
; ....

23 month old coverage. The toughest measur~ of coverage (and the one used in our estiin~tiori 'of' :.

PRl:MIeffeets)is.the 12 month old card verified and dated. It isless than: 60% of a comparabl~WHO
, .

standard-basad'estimate of coverage (verified 12-23 month old coverage).

While, we cannot provide over time comparisons to establish that this ratio is constant across liPte, we

would assume that the substantial gap between our conservative criterion and theWHOsumdard ctitedon .•....

would remain or be even larger for comparisons of p'ast vaccination rates.

.: .: .
.. 1·

, ...

'. ~ , '..

.. " ..:-

'. '.: : ~'"

lU' April. 1987, after 18 months of PREMl operation, it m!peared that the major immunization problem

Was timeliness of vaccination rather than failure to obtain vaccinationalto&ether.

Figure 6 displays the level of claimed and verified coverage by age at the time of the fincil surVey: In

previous discussion we made the argument that there is good reason to pay attention to claimed l~.velsof

coverage as well as card-verified levels of ~0v:;:age. Figure 6 shows an interesting pattern: claimed and '.

verified and verified-only coverage are very close through eighteen months; after that verified-only

coverage starts to decline, while claimed and verified continues an upward trend. The questions is: which

pattern is to be· believed?
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FlGURE6
CLAIMED AND VERIFIED FULL VACCINATION COVERAGE BY AGE IN APRIL 1987. (N=1510) ..

:'.. ~ :.
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.~ ". . <." ,_:, ..... .

While no absolute answer can be given. we propose that the claimed+ verified line is the more creaible. '
There are several justifications for thi~ position:

1. RecOgnition of claimed coverage required the respondent to claim that his or her child had gotten '
all three final vaccinations (poli03. DPTI and measles.) It wasn't an easy criterion to satisfy.

2. 'There· is a reasonable expectation that some children who had gotten vaccinations would lack the
vaccination card - surely some caretakers had lost it. some were interviewed- away from the .
home; some would have left cards with private physicians; some had not beengiven them by the
health facility.

.. ~ .. -

3. If claims were just exaggerations of real practice. one would expect that the gap betWeen
daimed+verified and verifled-only would be constant at every age level. or at least after riirie
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If the claimed+verified curve is accepted as the best estimate of current coverage; it Stlggestst'hat ..

between 80% and 90% of children older than 27 months of age were fully immunized. That is quite a

respectable immunization level and is in substantial part a reflection of the continuingPREMI¢ff'ort.·
" ..

UnfortUnately we do not have a comparable pre:..PREMI curve, although given the data al~eady preSented, ...

we believe it would be quite a bit lower.

4.

. '. '

.' ... ' .'

months of age.•. But the observed pattern is quite different than that; it continues to increas,eover .

age, precisely the panern one would expect if losses of cards or pre-PREMI failures toptovide

cards were the causes ~

.:., .... : '.

The notion of monotonically increasing coverage with age at a given point intime is more ..

credible on its face than a panern ofincreases through age 21 months and then adecline; 1\Yhile
. 'j ':'

younger children may have been the targets of thePREMI program, and thus one would expect

them to be achieving good coverage a~ earlier ages, the older children have had botbthe PREMl' ..
. . . ;, .

period. arid the eariier period to obtain vaccinations. Simply on the basis of availablemo~thsof:... j
. . . . I" '.': . "

eligibility one would expect them to have absolutely higher coverage levels. This expectatlon is .
'. .'...•. I

reinforced·sincePREMI.policy was to· vaccinate any ·child who came.to a center, regardless of .

age; so the older children would not have been turned away.
.~ ..

'. ,~ , .

. . ~ ..,' '.

:'" .

."; .',...,

:> '.

.' .:":'

These results suggest that, at least at the time these.data were collected, the true problem for Ecuador was

not to achieve adequate .. immunization levels, it was to achieve those levels in a timely fashion~ before

a child turned one year old. In these graphs (as in the results presented above) .about 45% of all children

were fully covered by their first birthdays. If a criterion of 80% coverage by first birthday were the

goal, PREMI had brought Ecuador substantially forward. It had not completed the task. Since we lack

follow-up data after the subsequentjomadas, and in panicular after the period ofjornadaswas over; we· .

cannot suggest whether there was further progress toward the sought after goal, or whether theiewas .

even some decline.
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EQUITY OF EFFECTS

The overall effects of PREMI were substantial. However reponsabout overalleffee:tsare ~nly ori,ePart ,",

of the picture. A massive child survival effort like PREMI seeks to improve the average level of the

population; it also has to care; particularly, about reaching thepoorest members ofthes,Ociety.,The " ,
.. :

children from the least well-off homes are most likely to suffer from high levels ofmortaliry;_if a.

program (of immunizations) can only reach those who are better off, if it, leaves beliindthose~ mO,sf

wlnerable to the immuno-preventible diseases, then it is a program of limited success.

,,: '
.. ' '.~:

......

". "'

. ,:'

In zeneral. the poorest children in Ecuador did as well or better with PREMI than t.hosewith ireater ,,' ','
. .~. ,: :.": ....:;

socioeconomic' advantages. '
." .":".'

Figure 7 presents comparative data for all the children over 12 months old from Survey 3. It contrasts -'.

children who reached theirfrrst birthday before the initiation ofPREMI, those who reached theiifirst

birthdays within six months of PREMI,and those who had between 7 and 12 months ofPREMI 'b;efore

reaching their first birthdays. Each group is divided into three socioeconomic groups (based on aOto
. . . ".:" ;'",

6 point reliable scale including television and radio ownership, education, access, to water aner to '" "
. . ,-

sanitation technology,and nualness). Then level of coverage achieved by the time children in each group

reached their ftrstbirthday was compared~ ,
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PREMI months were significant at the.conventional p < .05 level, although there was a slight trenatoward .. '

a negative interaction, suggesting that the less well off children gained more rapidly as a result ofPREMI.
than·thebetter offerable 3).

.". ";:

Table 3
Parameter Estimates for Ln[p/(l-p» of Coverage at 12 Months April 1987 Survey

.... ,:.:.

...

.".*.".-

.. .:, .. ~.:

"... ,", .... :-
.". ~:. :..... .

.::.,
.268.

25.70'

Constant·SES PREMlMontllS . Interaction
SES*PR.Mths

Reg!. Coeff. .317 .166 -~012

(st. err) . ;056·.' ;034 .073

T Value 5.70 4.90 -1.71

The results from parallel analyses done with July 1986 data produce consistent inferences,altho4gli there ."

are a relatively small number of children with more' ill six months underPREMI to testthishyPoti1esis •.

clearly.

HOW DID THE EFFECTS COME ABOUT?
.......

The PREMI effects are evident; If PREMI activities were to be maintained over time. it is clearthat·a··•• ·· ..

",..':....

large number of children would be receiving on-time vaccination coverage (50.to 60%)~ and 80 to 90%

would be completely covered by a little after 24 months of age. Yet, soon after the final measurement'•..

wave of this study the PREMI structure that had achieved this outcome began to change. At firstthi~' .•. ~ :«
. , . , ~'

reflected a belief that the 'intensivejomadas associated with PREMI success represented too 'large an,

effon and were too much of a burden on the health system. PREMI planners turned to other less

demanding approaches. Later. with the political shifts· preceding and following. the c~angein. .

government, there were other motivations to move away from the PREMI approach. This history is ...

discussed elsewhere in this document.
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Ho~ever, even if the govermllent of Ecuador has moved away fromthePREMIstrategy, it is ~tiU '.

possible to provide useful'advice to those interested in achieving similar outcomes,' both for Ecuador ,and' ,'

elsewhere. To do sowe mustextendoUI analyses past the presentation of outcomes to the expl3riation

of what produced those outcomes.
.. ' '.

..J'

....... ':_'.

.:,. :

.....

. : ,.

In particular, this, evaluation is, charged with establishing whether or not the specific
, ,

communicationJeduqition programsthaf were,' central to, PREMI(and,' which complemented ',service ' ,,; ., ,;' .

delivery changes including access to and aV~lability of vaccinations) ~ere effective. Since n~ri:eat ,. :

'experimental'designs were implemented which randomly assigned communication programs to some and

service delivery improvementS to others, any specific attribution of 'effects can onlybetentativ~. As

evaluators we open a process ,of exploration in the data, trying to indicate what we think ought toibe true

if the communication program was effective, and seeing whether the evidence is consistent ~ithour ·.. ·1.

expectations.

Locating evidence for the 'effectiveness of the communication component of PREMI requifesthe

specification of the several paths through which it might have affected immunization rates. Withthose ,'"
, ,

proposed paths in front of us it will be possible to search for relevant evidence. What, then, 'are the .,

possible paths?

. ' ... "

... "':'.'

........ '

. , '., .

. " '.
j ::'.

1. The individual knowledge hypothesis: Both through mass media and through local ,mobilization

efforts individuals may have learned about vaccination concepts (e;g., which diseases;Cari,be

avoided) or about vaccination mechanics (e.g. by what age to complete the series or how many

vaccinations are required). Either form of learning may have produced higher complian~e.

,'. :.'

......

,
'. ."

A parallel but simpler path doesn't require learning in any profound sense, butsuggeststhatthe

PREMIcampaign might have produced shon-term knowledge about the opportuIiity to;obtain':,:
, ,

vaccinations on a specific day. Obviously this would ease compliance without producing any '"

"learning" as it will be operationalized below.

:.,.

2. The community effects hypothesis: Vaccination practice of most people in a community may be "

affected by the expectations of others. There are two complementary ways in which the PREMI •

program might have influenced individual behavior through community prOcesses.
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First there is a 'community knowledge' subhypothesis:PREMI produces increased knowledge: about .
'. . . ..

vaccination in some people in a community. That lrnowledgeis shared with others inthecommuniiy~ho

may not have beendireetlyexposed to PREMI messages. Then the community as a whole knows. more

abo~tv.aC,.ciIiations, and, regardless ofindividual exposure to PREMI,individuals are likely tobrin~ their .

ch· dren to be vaccinated. Thus the higher the average level of mowledgein the comm~ty the. more .

·lilcely.all its members are to comply.

". . -..".,

Second there is the 'vaccination behavior is sQcial behavior' hypothesis: PREMI reaches some niemi>eCsH . '

of the community who, whether they learn more about vaccination· ornot,increasetheirvaccfuation ..•.

compliance. That changing practice among a critical mass in a community then creates anewc,Hmat~<: .

of social expectation. Other people maybe motivated to vaccinate their children withoutdirectPREMl

.exposure and·without detailed knowledge ofvaccination concepts or mechanics. .They take their c~ildren .... :.'

for vaccination because they are expected to do so; they may not know precisely which vaccm'es~e

being admitiistered; they may not be able to recite the different schedules>for different.· vaedines;.

Nonetheless they take their children toclinics with the expectation that theywiU be vaccinated b~use

that is part of child nurturing in their community. . (One suspects that is the best explan3tio~for
vaccination compliance among the middle classes in some wealthier countries.) Under this hypOthesis

PREMl's communication component transmits an expectation to the commtinityat large·that children·.·.···

should be brought for vaccination particularly during the jomadas without necessarily transmitting ..•

detailed knowledge underpinning that. practice.

THE INDIVIDUAL KNOWLEDGE ffiTOTHESIS

Evidence for the first of these hypotheses is easiest to develop, although as with most evidencederiving , .

from cross-sectional associations,inferences are open to some challenges. We presenrboththeevidence.·

and the threats to inference. We seek to show three. results: a) that there was substantial exposure to

PREMI's educationaLprograms, b) that exposure to PREMI led to individual knowledge, and c) that

individual knowledge led to individual vaccination practice.

PREMI - > Exposure-> Knowledge- > Practice
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. -' .'

PREMI· established a presence in the consciousness of the EcuadoranDeo~
.' .: ~

:.....

. : .)...... ~.... ,'.....

~. ..... :.
'.' t· ..

Immediately after the firstjornada (in October 1985) about 30% of the population knew the acr~nym, .. :' '.',

PREMI,eWithout further prompting~ By August 1986, after two more rounds of jornadas, about: 65%
.. . :. '. '·i:··· .

of the population recognized the acronym~ This substantial re6Jgnition remained eight months lat~~; in

April 1987,65% of the population still remembered the term, although there had been no national ".,

jomada since the previous October. More than 80% claimed to know about thePRE~fl:vacCi~~ion , .....• ,

campaign (as opposed to. the more difficult recognition ofthe acronym) in August 1986, once they were .'

reminded of the meaning. of PREMI:
.'; .

As a side note, fromihe beginning there were some socioecononiic groups which were more likely to .

know about PREMI than others. At the time of the first survey, the gap betWeen the lowest and highest,'

SES groups in recognition ofthe acronym was nearly 40%; with thelowestgrotip at 9% and the highest .... :

at 50%. By the lastmeasurement wave tlle gap was nearly 50%: the lowest group at 36% and the highest

. at 85 %.These data are displayed in Figure 7. Obviously, there was substantial improvement in every

social group, but original gaps still remained.

':-.' .

. .. -: .

. ' '.' ..
: ~

.. ,' .. ~ .

,
.,.....

. ~ ......

.'. .
, .'
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'F1GURE'. . . 8
PREM! RECOGNITION BY SOCIOECONOMIC LEVEL

AND TIME OF SURVEY (N=S614) ,
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It waS also clear thatthe recognition of PREMI reflected each of the major channels: through \lIhich it .

worked, although the mass media seemed' to stand out, particularly in the beginning. DUring!theSPlit

surveys which took placeinthe first six months of PREMI's operation (a mostly urban and s'eriii~urban

su~ey (n=974) in November, 1985, and a rural supplement (n=500) in April, 1986), respo~dentsc c.•

consistently reported radio and secondarily television as the major source of their knowledge about

':...,.

·PREMI.
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Table 4
Sources reported in response to

"Where did youleamabout the PREMI Vaccination Campaigns?"
among those who knew what PREMI was

. ;

Sources Count Percent of
. cases

Radio 460 70%
TV 386 59
Home Visit 37 2
Newspaper 77 12
Posters 274 42
Family-Friends 137 21
Vacc. Centers 74 11
Student Parades 14 2
Other .' 34 5

Totals 654 228.3

. "

.::, ... -
. ~~ ..

....." ..

.. '.,

.....

Table 4 inciudes only the 44% of the respondents in the two early surveys (N= 1474) who recognized

what PREMI was and who knew about the vaccination campaigns. Clearly the mass media stO~dout as
the major channels from which they recalled hearing about the PREMI program. ' '"

The high radio and television source recognition reflects the widespread distribution of radio . and

. television in Ecuador. About 80% claim to own radios and close to 60% claim to own televisions across'

all of the surveys.

The relatively few people who recalled having someone visit at home or having seen student parades was
something of a surprise since. in the campaign planning and in the enthusiasm immediately after the

. . .. . .

c·ampaign launch much was made of the.imponance of such mobilization·channels.. If these reSults 'are

to be believed, the perception in the communities was that contact with organized personal outreach was

rare, although one~fifth of the respondents claimed to learn about it from the informal interpersonal"

channels of family or friends. Clearly one wants to be careful about attributing too much to the precise

numbers; however the extreme differences between mass media channels and organized interPersonal

channels as perceived sources of information may be worth ~ome attention,
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There is little doubt, then, that the PREMl communication program reached its audience. . The next

question is whether it :.1 any effect on that audience other than creating recognition of the name.

, ..

PREMlwas associated with sii@ificant change in knowledge about vaccinations (insofar as there is'
....",

intemretabledata about such knowledee). I

:-",

The schedule for and process ofdatacoUeetion was described in a previous chapter. Two characteristics'

of that process constrain our ability to answer questions about knowledge change: 1) there' was no

'before' PREMI study so we lack a clean baseline, and 2) substantial modifications in the survey,

questionnaire and in administration conditions between the early Survey 1 on the one hand and the later r ..',

Surveys 2 and 3 on the other provide relatively few specific items which permitcolnparison, even

between early and late PREMI period knowledge.

..... :.

While these constraints weaken the inferences one can make, we present two types of evidence that are :..•..
. .

relevant:

1) over-time comparisons of knowledge about vaccination items which are comparable across

questionnaires; arid

2) correlational evidence that exposure to PREMl messages over the mass media is a significantpredictor
. . .

of knowledge and that knowledge is associated with behavior, even when variables which-might

threaten that inference are controlled.

Over-Tf.17.e C'Jl.wansons of Vaccination Knowledge

Only two measures allow roughly equivalent estimation of vaccination knowledge over the PREMI period:

one shows clear evidence of improvement in knowledge and one shows no effect. The first was about·

whether arnot mothers were able to name particular vaccinations in response to the question "Which
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vaccines should children under one year get'?"s The easiest way to look at the answers is the proportion

of mothers at each survey who responded that they did· not know the names ·of any vacdnatiqns which

a child must have before he or she is one year old. In the following table the observed proportions at

each measurement wave. are compared and then a weighted total is given which corrects· for differences, .

in SES distribution among the samples at each measurement wave.

, ..

.':. ,,:

Table 5
Proportion of respondents who·could not name any

vaccinations that children must have before
their first birthday by KAP and SES·

:: .

":" ". : ....
r-." ". ..' ': "..

Time of Survey
", ". "."

SES Level 11/85 . 4/86 7/86 4/87

Lower 51 % (98) 44% (330) 53% (747) 46% (391)
Medium 24% (304) 25% (378)

."

(149) 32% (762) 24% ,.".

Higher 16% (550) 14% (14) 15% (1189) 14% (684)

Weighted Total 27.6% 25.3% 30.0% 25.7%

Clearly there had been little change in the proportion of people who could name no vaccinations. "In

contrast. the number of respondents who knew when children" were to" start the vaccination series .

improved throughout the PREMI program. The following table. parallel to the preceding one in format,

presents the responses to the question" At what age should one begin to vacdnateone's child?"6 The

acceptable correct response was that one should begin before the child was. three months old. Because

BCG is given at birth. and thus "at birth" should have been the only correct response, a mother ,may

have been confused by the question. Since the BCG vaccination is given automatically at the time of

delivery in hospitals. the fIrst time a mother has to bring a child for vaccination is before he or she is

S In the first surveys the exact question was ~ LCual 0 cuales vacunas debe recibir un niiio durante su primeraiio
de vidar In the second and third surveys the exact question was ~ ~Que vacunas deben recibir los niiios menoreS
de unaiio?~

6 For the early surveys the exact wording was ~LA que edad debe empezar a vacunarSe a su nino?- For the "
last two surveys the question was •~A que edaddebe comeozar a vacunar a su niiio?~
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three months old under the policy for vaccinations then in place in Ecuador. We then accepted any.'

answer up tothree months as correct.
: ." .. :.,

Table 6
Proportion or respondents who knew that
children should begin vaccination before

three months by KAP and SES
." ,

.', .
"." .' .." .

SES Level

Lower
Medium
Higher

. Weighted
Total

Time of Survey

11/85 . 4/86 7/86 4/87·

53% (98) 66% (321) 78% (711) . 83% (391)
65% (297) 65% (148) 93% (762) 92% (378)
73% (550) 79% (14) 96% (1189) 95% (684)

65.3% 71.5% 90.3% 90.9%

".': .

."j .: '. ".

There is clear improvement in knowledge about when to start vaccinations.

Ci-oss-sectionaI. Associations berween PREMl Exposure. Knowledge aM Behavior

Unfortunately, on!y these two questions ailow a fair comparison of knowledge over the course· of the

PREMI program (and even the earliest measures were t.aken after the initiation ofPREMI). Additi~nal'

evidence for the impact of PREMI must come from cross-sectional evidence that exposure to .PREMI

messages was associated with both additional knowledge and, directly or indirectly, behavior. In the

following pages we present evidence that supports the following inferences:

1. Vaccination knowledge is substantially associated with appropriate vaccinationbehavior.

2. Exposure to PREMI messages is substantially related to vaccination knowledge.

3. Exposure to radio messages, in particular, is slightly related to vaccination behavior directlyasweU

as (like television message exposure) indirectly through effects on vaccination knowledge.
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The analysis involves eight variables which are described below and in Table 7.

Vaccination Level. The number of vaccinations that a child received was substantially arefleaion ofhis

or her age. Thus we Iieeded to develop a measure of vaccination performance that allowed fair
} . : .

comparison among children, regardless of their age. A regression equation was used to predict the

number of vaccinations on the basis of a child's age in months. Then each child was assigned a'residual
. . . • . ! .

score, computed by subtracting his or her vaccination performance from the predicted performance for ..;
. ", . .

someone of that age. Thus the Vaccination Level estimates how much better or worse somtX)~edid

.relative to the expectation for their age. 7

. "

"',:"

. .~::-",

Vaccination Knowledge. Vaccination knowledge is a 17-item scale which incorporates measures of both

the respOndent's 1) ability to name diseases which can be avoided through immunization andi~ ;abil~ty
to recite logistical facts about getting vaccinations (how many for each disease; ages to start and; finiSh).

The overall scale was sufficiently reliable with a Crortbach's alpha of .78., It was not possible to create
. . ..

separate acceptable scales for knowledge of diseases and logistical knowledge.

Wealth. Individual wealth was estimated on the basis ora 13-item scale which included what possessions
I

were to be found in the household (stove, sewing machine; refrigerator, bicycle, automobile, teleph~ne), ...

materials used in household construction (roof, walls and floor), access to utilities (water, waste disposal,

electricity) and the number of persons per bedroom. The overall scale was quite reliable withal} items

standardized, with an alpha of .86. Since all items were standardized the scale mean was close to zero.

Some of the earlier analyses reported made use of an SES scale which included educational level and

ownership of mass media..Since they were to be used as distinct variables in this analysis, they wereleft

out of the wealth scale.

7 The analysis regressed the number of vaccinations on age, the square of age and the cube of age smceeacb
of those terms added substantially to the power of the prediction. The resulting equation was:

V=.64*Age - .017*Age2 + .OOOlS*Age3 +.046.

This equation accounted for 53 % of tbe variance in vaccination level. Each child was assigned the residlial.
subtracting the predicted vacCination score from the observed score.
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EdllClllion. The number of years of education 'claimed.

" Television Watching. The number of hours per day that an individual claimed to watch televisi()n. AU

responses greater than 10 hours were set equal' to 10 hours.

Radio Listening. The number of hours per day that an individual claimed to listen to radio.

: "." ".-

Radio Message' Discrimination. Respondents' were asked whether they could recall any' health mes~ages

they heard on the radio and whIch ones they were. They were given a point for eachtopicth~ycited'": '

including vaccination, diarrheal disease, breastfeeding, growth monitoring and general child survival. '

Television Message Discrimination. Respondents were asked whether they could recall any, health
.

messages t.ltey saw on television and which ones they were. They were given a point for each broad topic

they cited including vaccination, diarrheal disease, breastfeeding. growth monitoring and general child '

survival.

Table 7
Means and Standard Deviations of Variables

for Cross-sectional,Analysis

."".

.:.

.:.":

...... :

," '.

, Vaccination Level Residual
Vaccination Knowledge
Wealth
Education
Television Watching
Radio Listening
TV Message Discrimination
Radio Message Discrimination

Vaccination Knowledge and Vaccination Level

Mean
0.00
7.92
0.12
6.78
2.96
3.52
1.46
1.68

Standard
Deviation
1.95
3.70
7.81
4.16
3.29
3.46
1.41
1.43

": :..':

The correlation between vaccination level and vaccination knowledge was .26. The basic relationship

is pictured in Figure 9.
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There are two obvious threats to an inference that knowledge influenced vaccination behavior. First mere

is some risk that the· observed association between knowledge and level reflects the influence·.of otheJ;

forces on both variables. Thus, for example. wealth or.edueationallevel might produce·both increased

vaccinationmowledge and superior vaccination level. However when a statistical control for wealth aDd
education is included there is only a moderate reduction in the level of the association betWeen knowledge ..

and level(panial correlation is .18; P< .001).

.3 +-T"'""""l~--r-""'T"""~~--"--=-""'T"""~"""""""'~'"

o 1 2 3 4 S 6 7 8 9 1011 12 13 14 15 1617

FIGURE 9
VACCINATION LEVEL BY VACCINATION KNOWLEDGE (N=1449)

3

-S-= 1«I
C.-u
u= 0~

= -2j

Vaccination Knowled&e

The second threat is that the true causal direction runs from vaccination level to vaccination1cnowledge

that is that the more times one takes a child for vaccinations the more one learns about them, rather than

the reverse. There is no sure way to sort this issue of causal direction with cross-sectional data.

Essentially one must assume the causal direction, or at least that their is mutual causality,while

recognizing that statistical analysis will provide no defin:tive answer.
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Exposure to PREMI messages and Vaccination Knowledge

The second association is that between exposure to PREMI messages and level of knowledge. Again.

there are clear (bivariate) associations betWeen exposure to television or radio health messages and

vaccination knowledge. (Television message discrimination has a correlation of .406 and ra(iib message

discrimination has a correlation of.315 with knowledge.) Figure 10 displays those two results.' , ,',

, FIGURE 10 , " : "
VACCINATION KNOWLEDGE BY MEDIA MESSAG~ DISCRIMINATED (N= 1449)

12

........

':

1

•
•

2

TV Messages
Radio Messages

3 4

.. " ., .....
..,...' . ~. ".

" ...:.' :.. ~

... , ....

. ... - ,"

Media Messages Discriminated

The threats to an inference that exposure to media messages leads to knowledge are similar to those for

knowledge and level of vaccination. First there is a concern that the exposure to TV and radio health

messages variables are b'Jt a stand-in for overall media exposure, which is, in tum, but a stand-in foC'

the wealth to be able to afford to purchase a television or radio. Or there is a concern that the ability'

to discriminate media messages (that is to spontaneously remember and repon haVing heard health

messages) is but a function of education. Since both education and wealth are known to be related to
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vaccination knowledge (r~ ......=.398r.............=.459) there has to be a ·cOncem.that the

message discrimination with knowledge relationships are an artifact of the effects of wealth or education .,' .....•...

. or possibly of general access to radio or television rather than attention to· PREMI health mes~es.pe!'·· _, ..'

se.However this concern turns out to be unjustified. The partial correlations for the: message

discrimination variables and knowledge are reduced compared to the simple correlations when;COtltrolS ..; .

for education wealth and general exposure to the medium are inclUded. However for bo~ radio and

television they remain substantial and statistically significant at p < .001.
. . .:.: .~. ""

. .

" =.!':

.....,...:

r(kDawlodac.TV .......J.{__• ~.TV -!dliD&l =.185

The second threat to an inference that exposure to. health messages caused improved' vaCcination .

knowledge is reverse causation. Is it possible that people who know .more .about vaccination a:re~I1lOi'e .

likely to remember having heard health messages on radio and television rather than aetuallyhavinga··.···.

higher level of exposure to those messages? As with the previous analysis. no statistical prOCed~re will' , . , .' ,
".

sort outthat issue definitively. Again we will try to make the case fora preferredcausal order-below.
. ~ .

: ,.'
. .i

Vaccination Level and Exposure (0 PREMI Messages·

Exposure to PREMI messages is likely toinflueIice vaccination level through intervening effects on
. . .

vaccination knowledge. However there is some possibility that there would also be direct ~ffects of

exposure to PREMI messages on·behavior. Possibly media messages motivate timely visitS to vaccination

sites (particularly in the contextof vaccination days) withoutproducing any incre;..se in knowledge·about

vaccinations that would show up on the scale. Caretakers may learn only that they are expected:to '"take .

your child for vaccination next Monday." If this direct path existed one would expect to find associations .

between the media message discrimination variables and the vaccination level variable even \\rhen one .

controlled for vaccination level as well as wealth and education. The resulting partial correlations do

suggest such a result for exposure to radio messages (partial r= .07; p=.OO5) and a parallel tre.Dd for

exposure to television messages (partial r=.05; p=.03). However the extent of each relationship is
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minima). The relationships among all eight variables can be summarized effectively in the path diClgraIll

shown in Figure ILl
"'.:'.

t', •

I. ••••

......
'.' ..

. :.: .
i,

.. ,::

8 Figure 8 is based on the data gathered iri April, 1987. A very similar set of results is producedfromthf <
same analysis carrie4 out with data gathered in July, 1986; A few of the variables were created differenilygiven
some changes in the questions in each survey. However they are fundamentally parallel and thematch'iri.
coefficients and in the variance accounted for in what are two independent studies is striking. The following table:
contrasts all of the coefficients. .Some of the coefficients that did not reach the P<.05 level' of significaDCC in the
April 1987aIialysis and were left out the Figure 9 are included in the table. Su;.ce the July, "1986 samPle Was •larger
(0-2700 versus 0-1450) coefficients were significant in one arialysis but nQtanother. Ifstandardized coefficientS,
'were not larger than .05 at either measurement wave they are not reported.

.: ~ .

.. , ....

Standardized path coefficients and R2S from reiavlIflt equations
from April. 1987 tn~ 1440) and July, 1986 (n=2700) surveys.,

.. :.,.Rad Listen

.1591.118
.0591.020 .143/.141

.271/.321
.236/.189

.084/.085 .085/.103 .400/.139 .179/.129 .357/.356 .036/.068

.013/.094 .309/.303 .112/.124 .122/;092 ,0511.079

.08/.08 .29/.25 .40/.22 .14/.08 .15/.16 ,004/.007
. ~.

Vac. level Vac. know TV m.d. Radio m.d. TV Watch
.187/.134

R2

,-~~----------~--""'"'"--------------~~-~

, Predictors
Vac. Know.
TV msge disc.
Rd. msge dis.
TV Watching
Radio Listen.
Wealth
Education

There area few differences, clearly. Education is more associated with vaccination behavior in July, 1986 tbari
in April, 1987, and wealth is a less powerful predictor of Television message discrimination in July. 1986 than in
April. 1987. However, almost all of the other coefficients and the variance accounted for at each wave appear to
be consistent.
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. FlGUREll .
PATH DIAGRAM PREDICTING VACCINATION LEVEL AND KNOWLEDGE

(STANDARDIZED COEFFlCIENTSIN=1449)
.".:. -

.. : ....

.' .

(l~ r sq·=.71J . (l:';rsq. =.92)

rne essential results tor the pam Qlagram retlect the earlier discussion:

.. ~:. ". . .'.

j .. :-." ':"" .:" .

. ". :;~". . ...

. '. . ~ .

/. : ........ -

..•.. :

. : .....

'.. ,."

1) Age-adjusted vaccination level is not well explained (8% of the variance accounted for). Of the

variables that are significant predictors. vaccinationmowledge is the strongest predictor with· wealth

and radio message exposure having small direct relationships.

2) Vaccination knowledge is somewhat bener explained by the model (almost 30% of the variance.

accounted for). Education is a strong determinant, but both television and radio message.

discrimination are also substantial independent influences.
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3} Television message discrimination isthe outcome ofwealth, television watching and to a leSserexteilt: .'

education. Radio message discrimination isa function of radio listening and to a .lesser extent .. '

education and wealth.

. .

4) Television watching reflects wealth (and the ability to own a teleVIsion). Radio listening is not \vell .... '.
.... " . . .: -. '-:

explained- by either education or wealth.. Although it takes some .money to purcbasea radio,. ifa;' .

household also has enough money to purchase a television, television watching is likelY,to replace ..•. 

radio listening. Thus heavy radio listeners are to be found at an intermediate socioeconomi~ l~vel, .'
.' . ".

wealthyenough'to purchase a radio but not weathy enough to own a television.

Figure 9 and the conclusions drawn from it provide some support for the "individual knowledge" path.

The data are consistent with an argument that individual exposure to health messages produced better .

. knoWledge about vaccinations, which i~ turninfluencedvaccinationpractice~ Thisis ilotthe wtiole~tory,,·:.•·

but itmay explain PREMI's influerice, in part. This is evidence for one conventional view of'howmass

health promotion campaigns work by changing what people know.

COMMUNITY EFFECTS HYPOTHESES

Thus far we have discussed evicience for individual processes of behavior change; evidence thatindividuaL

exposure to PREMI messages led to individual vaccination knowledge and behavior. However that was. . ','

but one of two broad hypotheses put forward to explain how it was that PREMl might have produced its, .'

large effects on vaccination practice. The other path to effects included two hypotheses: the "community

knowledge" hypothesis and the "vaccination behavior is social behavior" hypothesis. Both suggested that

some of the effects of the PREMI campaign occurred through change at the community level. Both

arguments say that the effect of the campaign can be seen in individual actions even if individuals have

not been directly exposed to campaign messages.

The "community knowledge" hypothesis argues that PREMI message exposure affects the average level

of knowledge in the community which, in turn, influences individual knowledge and then individual •.

practice.

57



The •vaccination behavior is social behavior' hypothesis does not require the intervention of individual

knowledge. It focuses on changes in community expectations regardless ofthe mechanism through which

they ·change. PREMI mobilization activities, mass media broadcasts and direct· action.··byclinic

persorinel created· a new atmosphere at the community leveL There was an increasing sense in the

community that one must vaccinate one's children. That led to new patterns of typical coIDmunity

behavior; that typical behavior became expected for·each. individual whether they were directly exposed .

toPREMIaetionsor not..

The samples for each study were selected through a two-stage cluster sampling procedure. First 60

villages (and city sectors) were chosen through a random process and then individuals in villages were .

selected througha second random process. We treated the 60 clusters as commuriities and:the·people

selected within each community. as representative of that community.

We examined each influence path in turn. However u;e examination of these research questions required··

the creation ofparallel community level variables to the eight mdividuallevel variablesdesCrib~abOve..
They were created in the. following way:

Two types of community-level variables were created based on the cluster as the unit ofaggregatioIL

The first type was simply the mean of all respondents in the community. This was used foranalysesaf

the community level. The second type was .community means corrected· for the score of the:individual.

These were used as additional variables for analyses of individual practice. By eliminating the

individual's score incalculating the community mean we avoid the risk of using the individual's score

both as the thing to be explained and as a part of the explanatory·variable.9

9 The proper procedures for estimating so-caUed contextual effects are in dispute. The procedure,we adopted'
is a conservative one; By eliminating the individual's score from the community mean we avoided overestimating
the relationship by predicting the score with itself. However in doing so we created a negative bias in our estimate
of the correlation between individual scores and the community mean. If the best estimate of the cOlDIIlunitymean
is the mean of the entire community sample, and we take out an individual who bas performed well on vaccination,
the remaining mean tends to underestimate the true mean. Vice versa, if the individualperfonned poorly, the
remair;ng mean is likely to overestimate the true community mean. Asa result the correlation between community
mean~ and individual scores is an underestimate of that relation. Since we generally prefer to make conservative
claims we accept this risk r..tther than choosing to risk overestimation.
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The "community knowledge" hypothesis

Community
,PREMI-> Community- > Individual-> Individual
Exposure Knowledge Knowledge Behavior

~ .. .,: :.:.

.,: .. "

~. .

.~. .'.

If the "community knowledge" path is to besupported each of the following three expectations should ,r';

b~,true; starting from right to left in'the diagram, above. ' , ,
" r

.).

. . ", ," : '. ":. ". .

First we ~eedto show that individual vaccination knowledge was related to vaccinatioribehavibr.That
" -:-

has already been demonstrated in Figures 9 and 11. ,:'

I·

-. ..
: -":. .

/-. ",

~ ... "

~..

Next, we need to 'show that community vaccination knowledge was related to individual knowledge. ,The.'
. . '. '. ". ~. : .. '. . .

simple correlation between average community knowledge (excluding the individual's own score) and ;
" ,

individual knowledge was substantial, with r= .395. However, that isn't really enough. "For there:i:o,be

convincing evidenc~ of the influence ofcorlununity knowledge; one would want to show thataverage ,', ,f ",
cOinmunity knowledge added something to what we, could alreadyac;count for with mdividual~level j,

variables. Jf such things as education and exposure to PREMI messages and wealth d~ as goodajob

without adding in community knowledge, then a simpler inference would be to deny this path of

influence. And. indeed, the resultssuggest that there was a direct community kn6wledge irifl~en~ebut ,"
,

that it was smalL The individuaUevel variables(education, TV and radio message discrimina~on, and

,: .

However there is another possible way t.;at community knowledge might have effected mdividual

behavior. Is it possible that community knowledge and individual knowledge interacted (nega~ively) in ' "

affecting individual behavior? This would suggest that among people who lived in communities where

relatively few people knew much about vaccination, individual vaccination knowledge might 'h<ive made

an important difference. However in communities where many people already knew about vacciriation

the effect of individual differences in knowledge may have been much smaller. ,This hypothesized

influence path (although of small magnitude) was consistent with the data. Wealth. education and

individual vaccination knowledge together accounted for about 8% of the variance in vaccination leveL "

59

, ..
"- ..



Adding in. community. vaccination knowledge added little to that. However, adding in the interaCtion

between community and individual knowledge added a significant (P< .005), albeit sfnall~ effect•.8%..

The effect can be seen more clearly in Figure 12.10

FIGURE 12
VACCINATION LEVEL BY COMMlJNITY

AND INDIVIDUAL VACCINATION KNOWLEDGE

: '~' ..

:, ..

•
Less Knowledgable .Communities
More Knowledgeable Communities

" .... ; :

. :>" ...

. ... ".. '

8 10 12

Individual Vaccination Knowled&e

10 There may be some apparent inconsistency between our willingness to downplay the. direct cOIn.munity
knowledgepatb while attending to this interactive path. even though the first analysis produced a larger gain in
variance. There are thref: subjective justifications for this. FilSt, the additional variance associated was ahsolutely
larger hut relatively smaller, given what bad been accounted for by other variables. It was tougher to account for
variation in vaccination level than in vaccination knowledge and any success in doinl so game~ some attention:
Second, it is generally more difficult to find statistically significant interaction effects than main effects. Tblrd, the
interaction effect was intrinsically interesting. It was a non-obvious finding, and on those grounds deserved some
additional pUmlit.
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Figure 12 portrays the, interaetionbetween community and individual knowledge calculated on'the basis
. "

of the regression equationpredieting age-adjusted vaccination level. The curve labeled 'more

knowledgeable communities' estimates the effect of individual vaccination knowledge among people who
. . .. . . .

live in communities one standard deviation above the mean on community knowledge. The cUr\7e labeled"

'less knowledgeable communities' provides a parallel estimate for communities one standard :de~iation

below the mean. In both cases other variables (education and wealth) are assulI1edtob~at: their

respective means. l1

How can Figure 12 be interpreted? Among those people who knew very little, (on the left side of the " '

figure) living in a community with many other knowledgeable people increases their vaccinat~onlevel. "

Among those people who knew a good deal about vaccination (the right side of Figure' 12), theJevel of

vaccination knowledge among others in the community mattered little. Community knowle,&e pulled.

up the behavior of those whose own level of knowledge was poor, but did not pull down the 'behavior

of those whose personal lcnowiedge was high.

To summarize, there was some evidence consistent with the second piece of the commiJnityknowledge'

path, both for a direct effect of community knowledge on individual knowledge, a.'1d for the ,effect of

community knowledge on behavior in the absence of individual knowledge. We now turn to 'evidence

for the third element of this path: that community PREMI exposure led to community knowledge~

To do this analysis we moved from individual data to community-level data. with each of the 60

communities as a single unit for the analysis. We needed to show that the more the community' asa

whole was exposed to PREMI messages the more it developed a higher average knowledge leveL The

simple correlation between radio and television message discrimination measures and the vaccination

knowledge measures at the community level were quite strong:

II The regression equation (with unstandardized coefficients) used to generate Figure 12 was:

Vacc Lev =.01 *Educ + .02*Wealth + .28*VaccKnow + .20*CommVaccKnow -.02*Interaction -2.42

All coefficients, exc~pt for Education, were statistically significant at P < .01.

61

'. ".:.'; ~

'.' .
. :-"



r(TV ~l(-"iaoIioa 1I:Dowledp)' _ • 807

r(raoIio ~)(_iawriw ~) =.721
., .. : .... :

However there was a substantial risk that these observed high correlations were merely an anifact ofother

causes- wealthier communities and better educated communlties were more likely to have both higher>..,': ."

access to media and more people knowledgeable about vaccinations. . We testec;l to see whether the

apparent effects of PREMI' exposure were merely an artifact of these' pre-existing, differences 3IIlong ,.
. . . : i-;

communities. The other characteristics of communities (largely captured by the average ed~~O~) ,.

accounted for 67 % of the variance in average community knowledge. The two PREMI' exposUre

measures (radio and TV message discrimination) added an additional 7% (P< .002). Almost aU of that

additional influence is associated with the level of radio message discrimination. Thus the third link in"

the influence path for the community knowledge hypothesis was supported.

The data were consistent with the operation of the community mowledge path. Figure 13 presentS a

combined path diagram for the entire route of influence~

'. ".' <
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(1;'r.sq~=.91)Other Influences
see figure 8

Community
Education

FIGURE 13
COMMUNITY.KNOWLEDGE PATH DIAGRAM

(l-r.sq. =.70)

Individual Vaccination
Knowledge

~teraction Community 1
-& Individual V~ination
Knowledge (+.8% to r.sq.) '.

Community Vaceination
Knowledge

i
(l-r.sq. = .26)

":,' .".

Other .Influences-·
see Figure 8

, :.:

Figure 13 provides data consistent with the second path, with PREMI working 'through CO~Uility:.·

knowledge. It suggests that community knowledge influences individual knowledge which~ :in tum~·

influences individual vaccination behavior. Also, community knowledge is a replacement for individual ..

knowledge as an intluence on behavior when an individual's own knowledge is low.

THE "VACCINATION BEBAVlOR IS SOCIAL BEBAVIOR" HYPOTHESIS.

This is the final path proposed asa possible route for PREMI influence. Like the previous model' It

involves a number of presumed links. Again, the evidence review addresses eachliilk in the diagram

below. from left to right. However. evidence about the last link,between community expectations and

.......

. .~ ..

individual behavior, is only indirect. We move directly to establishing the association between the
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second element; community behavior, and the fourth element, individual behavior. We then will argUe

that the process through which that influence flows is through community expectations. . ..' .

Community
PREMI- > Community- > Community-> Individual
Exposure Behavior Expectations Behavior

Individual Behavior is associated with Community Behavior. These analyses establish. that;indeed, ....

community behavior was substantially associated with individual behavior. In the previous analyses we

have seen that individual vaccination level is poorly explained, in general. All of the i~ivid\laI

. characteristics accounted for about 8% of the variance in the age-adjusted vaccination level nleasure....
I·:

Community behavior added substantially to this predictive power. In total, with both community behavior
I . .

and individual predictors included, almost 12% of the variance in individual vaccination level was

:'.-: ..

accounted for. 12

c·
(

.l :-.'.

. '. ~.

In addition, community vaccination level was the single strongest predictor of individual vaccination level .. .' .

(r= .272; p < .001). Indeed, three-fifths of the explained variance (or 7.4% of 11.7%)is attributable to .
. ..

community vaccination level if it is entered first. Thus if we know what other people in the co~unity

did, we can make a better guess about an individual child's level than we can knowing any individual

characteristics of that child or hislher caretaker. Community vaccination levels say more than the level

of education of the mother, the wealth of the family or the mother's knowledge about vaccinatipn....
.. .

... ,:.. : ....

What does that result suggest? Why is it that community behavior and individual behavior are

substantially associated? In general there are two likely ways that such an association might occur.

[2 It is clear that norie of our analyses account for a great deal of individual variation in age-adjusted vaCcination
behavior. There were several possible explanations for this. First, recall that age alone accounted for 53% of the
variance in vaccination level. Thus the raw scores were clearly reliable. However when the age effects were .
removed, the residual scores were left with a much greater proportion of error. Second, it may be that whether
or riot a caretaker took a child for two more or fewer vaccinations (the standard deviation of·the residUal score) .
than her neighbor with a child of the saine age was, in fact, substantially a matter of happenstance. She.was free .
onthe day the jornada occurred and ber neighbor wasn't. The next day the situation might have been reversed..
The aggregate pattern of vaccination behavior may have been lawful; individual differences may have been mUch
more the reflection of random forces. Some of the analyses that follow will explore this issue in greater detail.
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First" there is the possibility that other factors produce. both individual behavior and cOmmunity·

behavior-that what influences one person in the community influences' everyone in the co~unity in

the same way, independently. There are obvious hypotheses that fit this logic. For example,: people.in

a community share an ease of access to tocal clinics; people who live ina rural.town without a,dinic w~l

have a harder time obtaining vaccinations for their children than people who live near a clinic that is

well-supplied with vaccination materials. One would expect a substantial correlation between community

behavior and individual behavior as a result. Any other characteristic (e.g. degree ofeffectiv~routreach

activities by local medical staff; the extent of vaccination mobilization efforts) that was shar;edamong ,

people in a community would produce a similar association, without there being a dir.ect cau~al link.

The alternative explanation is the social explanation: individuals are influenced by their social netWork
.' .

and tend to do what tb.eir neighbors do regardless of their own characteristics. Comm:unitybehavioris·. 1

the best measure of the expectations for behavior that are being communicated in a partic~lar social .

network. Others' behavior indicates the preSsure for conformity which may be explicit or sUbtl~,verbal •.

or non-verbal, but which tends to influence everyone's behavior. People may or may not be able to

articulate the nature of local social norms or the process through which they. receive pressure to conform', .

to them. Nonetheless, the influence may be present.

We have already shown that community behavior was associated with individual behavior. lothe rest.· .

of this section, there are two remaining tasks. The first will be to show that other Characteristics of

communities did not explain the observed association of community behavior and individual ;behaviot~

so as to support the'claim that the association reflected the social expectatiOns e::tplanation. Second, once ' .

that concern has been dealt with, we return to the leftmost arrow in the diagram and examine explanations

for differences among communities in vaccination levels and in particular focus on the relation between, .•...

community PREMI exposure and community behavior.

The correlaIion berweencommunity behavior and individual behavior largely stood up even when other' .

available characteristics held in common by a community were controlled. However the characteristics

it was possible to measure were a limited set. In particular, it was not possible to create a measure of

outreach and mobilization activities by the local clinic staff which was logically independent of

vaccination behavior. It was possible to create each of the following measures:
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a) distance from the clinic (in minutes required to get there: mean=31.5, s.d=34)t

b) perception of problems with service at the Clinic, in particular whether the waiting time was a problem

(20% mentioned this), whether the quality of attention was a problem (20%) or any other problems
I

(9%).

c) activity of the clinic, indicated by contact with the clinic for reasons other than vaccinatipn (35% .'

reported getting an ORS packet at the local' clinic; 48" reported baving learned how to mix ORS at .
the clinic).

.': ..

. ... ,"".

. >.

The partial correlation between community and individual behavior was .17 even wben eacb .of the

available measures was controlled; it remained the best predictor of individual behavior. whiletbere '.
. . :..... "':' ,,-;:, .

.remained some possibility for skepticism largely because of the weakness of the measures to 'test the'·

alternative explanation, the data were.consistent with·the social explanation.

The evidence was thus clear that:

1) There was parallel behavior and knowledge within communities.

. ':,.:.

2) Average vaccination behavior in a community predicted individual behavior better than allmdividual

characteristics put together.

3) CootroHingfor third variables likely to explain the observed relation between community behavior artd

individual behavior failed to dislodge a social norm explanation for the association.

.~. ",:, . .'

In order to complete the presentation of evidence under this third path, we must tum to evidence that'

community behavior was itself a reflection of community exposure to PREM!. We need to present a

model explaining community behavior and consider whether the model suggests thatPREMI activities

were an important influence on that behavior.

Whar Accounted for Community Variation in Behavior?
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Communities differed sharply in vaccination behavior. The overall mean on the age-residual vaccination

score was zero, by definition, but community means varied from -2.8 to + 1.2, with the middle 50%

of community means lying between -.4 and +.56. Thus among the 60 communities there was a great

deal of variation relative to the age-predicted mean. .The 25th percentile community. was virtually one

full vaccination lower than the 75th percentile community.

The amount of variation among communities can be compared to the spr~d of individual scores: One

mightexpect the individual variation to be much larger, but the difference in scores between the 25$ and .

75th percentile individuals was only about 1.2 vaccinations~ ·It appeared that for the center of the

distribution the communities were almost as different from one another as were individuals.

Clearly communities varied in their behavior. What accounted for that \'ariation? Essentially can,
. ," . .

accounted for about 37% of the variance in comrilunity .vaccination behavior knowing'onIy .commllIlity

average wealth. We improved predictive power little by adding other variables toa regression equation.

However· while that was both a powerfal finding and not a·surprising one, there are some conce~with .

inferring that only wealth mattered:

1) There were only 60 communities which means that associations had to be substantial before they reach

statistical significance.

2) The correlations among predictor variables (average wealth, average education, and so on) werequite.

substantial. Multivariate analyses found that anyone of a number of predictors accounted for the'

same variation in the outcome variable. however once one predictor was entered the others appear to

have little additional predictive power. Thus the tendency for one predictor to represent a sefiesof

others limited causal attribution ofeffects to the one predictor which was present in an equation.

The following table displays the correlations of each series of relevant predictors with the outcome·

variable, average vaccination level and with each other.
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Table 8:
. Correlations among community level variables

(N=60)

(2) (3) (4) (5)
.561 . .463 .469 .573

.906 ;683 .916
.639 .869

.785

(1)
(2)
(3)
(4)
(5)

Mean
Vaccination
Residual
(1)

Mean
Wealth

Mean
Education

Mean Radio Mean TV
Messages Messages

Mean
Vaccination
Knowledge.
(6) ..
.545 .
.789'

...821
.721
.807

... , .....

The equation used to account for variation in the mean vaccination residual forced wealth· in ~ the first
predictor set. 13 Once· wealth was entered no· other variable added substantially to the variance ~collnted

fot. (Thus education, exposure to media messages and vaccination knowledge added but.an additional··

[and non-significant] 2% to the equation's power.)

However, re-examining the set of correlations it was clear that wealth h.ad no substantial advantage over

the other predictors. For example, vaccination knowledge had vinuallythe· same correlation ~itb .
. . . ~'.

vaccination residual (t= .545) as did community wealth (r= .561). However those two predictor variables·'

were highly correlated (r= .789). When wealth was forced in as the first predictor, the predictive power

of vaccination knowledge was accounted for. There was no sorting between those two predictors as .

influences on vaccination behavior except by assumption. The same thing was true for every other OIie

of the predictor variables.

The appropriate inference was that there existed communities that are more or less advantaged in many

ways - in wealth and education, but also in access to mass media (and the messages broadcast'conthose

media) and in knowledge of vaccination. Some of those advantages were pre-existing; some may have

reflected access to P:REMI although there was no direct evidence one way or another. Thus, this analysis··

dead ends here. There appeared to be substantial evidence that community influences on individual

behavior were powerful, more powerful than any individual influence. However we were unable to sort

;) The equation used wealth both in its raw form and in a squared and cubed form; the variance accounted for
mc ~J from 31 % to about 37 % when the equation including the polynomial terms was estimated. The final
equation was as follows: V = .02S*W-.OO3*W::+ .0000*W+ .125.
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out influences on the overall community behavior. In panicular, we could not make a clear statement

about how PREMI's actions influenced community behavior, even though we knew that community

behavior mattered a great deal.
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SUMMARY AND·CONCLUSIONS

This chapter addressed three issues:

1. Did the PREMI program affect immunization rates?

2. Were its effects equitably distributed across the socioeconomic spectrum?

3. What was the process through which PREM!'s communication activities affected vaccination behavior?

The answer to the first question was yes, although not to the degree that had been sought. The original:

objective of the immunization program was to increase coverage of children under one year old from 48%.

to 80%. That objective was not met, but in pan because it assumed a level of baseline coverage mudl

higher than had been realized.

In Figure 1, the 12 month complete coverage rate (relying on dated, card evidence) was around 15% for

children who reached their first birthday before the start of PREMI. The comparable proportion was'

31 % for children who reached their first birthday after the initiation of PREM!.

Both of those numbers, however, understate the true coverage rates because they relied on dated, card

evidence. It was not possible to estimate the degree of underestimation for pr~PREMlcoverage.

However, for April 1987 we can adjust the estimate. In Table 2, a 'best picture' estimate (including

self-report as well as card data) of April 1987 concurrent coverage put ·12 month complete .coverage at...

43 %, while the comparable card-based, dated estimate was 32 %. Thus the conservative estimate was

about two-thirds of the best picture estimate. If we make a similar correction for the pre-PREMI

estimates, the best picture shift would be from 20% to 43% coverage of children under one year old ~.

Under one year old coverage is the ideal criterion because it captures on-time behavior. However the

international standard is 12 to 23 month old coverage. In our analyses we approximated that criterion

by using complete coverage by 18 months. For children who reached 18 months beforePREMI,

complete, dated coverage was 21 %; for children who reached 18 months who had at least 11 months

under the PREMI program, the coverage was about 55 %. Adjusting each estimate to give a 'best picture'

view (based on an apparent 17% underestimation for 18 month coverage in April 1987, according to

Table 2) would credit PREMI with a corrected shift of 25% to 66%.
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Thus the most stringent view, dated card evidence of 12 month complete coverage, suggested thePREMI

shift was ·15% to 31 %. The rosiest picture, accepting card or self,;,reponed data about completecoverag:e

at 18 months, claimed a shift from 25 % to 66%.

In addition, by Survey 3, even most of those left incompletely covered at eighteen months were on their
. .. .". ... .!

way to complete coverage by two years of age~ approximately. Ofchildren over 27 months:ofage, 80~

to 90% were completely covered.

Overall, PREMlhad led to a major increase in coverage -- all estimatessuggested that compl~te coverage·

doubled - and an increasingly early age for achieving that coverage. While the rates achievedfell shon

of the goal of 80% by one year of age, the goal was unrealistic as it was based on a greatly overestimated··

baseline level. The major work left to do was to maintain coverage rates and continue to l~wer the age

of completion.

The second question, about equity of effects, also deserves a positive answer. Prior immunization··
: ."

programs had left poorer Ecuadorans with a much lower rate of coverage than better~ff Ecuadorans;

This changed with the introduction of PREMl. The substantial increases of PREMI were shared at least

equally among social groups and possibly were relatively larger among the worse~ffgroups. The poorer ..

groups continued to have substantially lower vaccination rates than better off groups. Nonetheless they

had not lost ground as overall rates increased, and possibly gained somewhat.

The third Question about the process of effects gains the most complex answer.. The evidence used to

answer the process Questions were a mix of comparisons over time and cross-sectional analysis. They

did not provide definitive answers about causal processes that might come from quasi-experhnental data.

Nonetheless, the data were consistent with several alternative causal models. All three of the proposed

paths through which the PREMI communication program might have affected its audience were consistent

with the data.

a) Individuals were exposed to PREMI messages, learned new information from that exposure, and

turned that knowledge into bener vaccination practice.
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b) Communities with greater levels of exposure to PREMI messages also had higher aggregate levels of

knowledge about vaccination. And. at least for individuals whose own knowledge about vaccination

was less; community knowledge replaced individual vaccination knowledge in producing better'

practice.

c) Community level of praeticepredicted individual level of practice, over and above the effects of '
. . . ! .....

'individual characteristics, like edlication, wealth, knowledge of vaccination and individual exposure

to PREMI messages. Indeed community average behavior was the single best predictor of individual'

behavior.

." .. " ....~

. ..:.:.-."

:'.:..:.:. :..>:..
. ; . " .. ". ~~: ...".

We were unable to sort out the influences on community behavior since many community characteristics

(including average education, wealth; vaccination knowledge and exposure to PREMI messages) ,were"

highly inter-correlated. Their discrete effects could not be separated. Thus the data were consistent With' ,

an argument that PREMI influenced individual behavior both because it taught individuals and!beeause
"I

it changed the climate in the community as a whole.

. :.: .

".: :
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choices.

RFSULTS OF THE ORAL REHYDRATION THERAPY PROGRAM

. .

A goal of the PREMI program was to increase the use of Oral Rehydration Salts (ORS)to combat .•

dehydration due to diarrheal disease. Prior to PREMI it was estimated that only 2% of diarrhea cases '...••.

were treated with ORS. The goal was to increase use t050%. A major reason for the lowle~el ofuse

before PREMI was due to the lack of ORS availability. Therefore, PREMI sought to incr~e ORSus~" '.

both through heavy promotion through mass media and interpersonal channels ~ well: as through,

distribution efforts centered on the vaccinatiDnjornadas. The PREMI··aetivities related to'ORSwer¢'

described in a previous chapter: This chapter looks at the results of that program. It b~gins with a: .'
presentation of PREMI effects on ORS' use. It then turns to. evidence about the process: of' PREMI:. '

.J~

effects. Finally it puts the major objective of increasing ORS use in the context of other trea~ent:
." : .."

~ ~

: - ... ". . ..""..

Oral Rehydration Solution was introduced on a national scale to the Ecuadoraripublic simultaneously

with~ and in large part through, the PREMI program. While there had been some distribution' ~fORS.· , '.

packets previously, it was focused on a few areas and was otherwise limited. Thefrrst PREMIjornqda; ' , ..

in October 1985 was the occasion for the first mass distribution of ORS packets and mixing bags; every;, ..•..•....

caretaker who brought her child for vaccination was given two ORS' packets and the mixing bag~ Inthe i

six month period surrounding the launch of PREMI nearly one packet was distributed for every child in

the country. This was four times the rate of the immediate pre-PREMI period~
". ~: .. ;

Unfortunately we do not have survey evidence about ORS use prior toPREMI~ The first survey was •...

begun more than one month after the first PREMljornada. However the packet distribution data sugges~ '.

that ORS was but a minor treatment choice before its introduction with PREML

This conclusion is based on Ministry of Health archives concerning the number of ORS. packets '.•...

distributed inthe eighteen months prior to PREMI. It was estimated that, based on the data from Figure

14 and other information about diarrheal incidence and population size, no more than 6% of all episodes"

among children under five years old could have been treated with ORS even if every packet previously

distributed had been used. (This was a somewhat higher estimate than the assumption of 2% mentioned"

above, as used in project planning documents.)
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FIGURE 14
AVERAGE ORS PACKEI'S DISTRIBUTED EACHMONTII

BEFORE AJ~l) DURING PREMI LAUNCH PERIODS ..~... .'
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In contrast, the best estimates for the PREMI launch period (based on both packet distribution data and

survey data) were that between 17% and 25% ofall cases were treated with ORS.Therefore PREMI;

including all its components, appeared to have had a substantial influence on increased use of ORS.

Ideally the evaluation would be able to show such increases in use without the process of combining

archives and surveys on which this analysis relies. Nonetheless there were some estimates of increases .

in last case use which will be discussed later. In contrast, there was not good data about pre-PREMI to

PREMI increases in trial, in awareness, or in various forms of knowledge. As this discussion lays out

both the effects of PREMI and the process through which effects were produced, itis limited to survey

data from the period after the initiation of PREMI. Thus most of the analyses compare early PREMI to

later PREMI data, rather than pre-PREMI to PREMI data.
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Since the early PREMI su...-vey started after a good deal of DRS promotion and jOrnada-related
distribution, it was no surprise to find that ORS awareness, knowledge, and use were already substantiaL
The assumption is that these substantial early PREMI levels were likely. to be the result of PREMI
promotion, in large pan, rather than measures of the pre-PREMI levels, given low levels of ORSpacket
availability. Nonetheless, direct evidence is not available that these early levels of awareness, knowledge, ..
and trial were a reflection of PREMI efforts. Thus the analyses below will address PREMI eff~in two
parts:

I) .One part will discuss the eff~ of the initiation of PREMI on last case use.

2) The next part will discuss the continuing effects of PREMI on all other DRS variables after the first i··

period of operation.

In general, two patterns emerged: On the one hand, the continuation of PREMI produced high levels of
ORS trial and detailed mixing knowledge; on the other, despite those effects, there was no continuing
increase in last case use. This discussion tries to show that the flat usage rate pattern refle¢tstwo
contradictory effects. The increases in knowledge and trial were confounded by decreasing availability
of packets.

EVIDENCE OF PREMI EFFECTS ON ORS USE

This section will discuss the evidence about pre-PREMI to PREMI shifts in ORS use. Using the packet
distribution archival data and a variety of consistent assumptions, comparative use rates in the pre-PREMI
and PREMI periods was estimated. Then, the rates comparing early and later PREMI periods based on
survey data were re-estimated.

The following assumptions were made:

1) The Ecuadoran population induded approximately 1.5 million children under five years of age in 1985
and was growing by 3% per year. (Rodriguez, 1987)

2) One and one-half packets of ORS were used per diarrhea episode. (About one packet was used per
episode, and that there was additional wastage arno.unting to one-half packet per case.)
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3) Every packet of ORS was used on a chUa under tiveyears old.

4) Each child had four episodes of diarrhea per year. 14

Given these assumptions and estimates the pre-oPREMI ORS use rate was calculated in the following .
. .

manner. Before the fustjornada, 779,000 packets of ORS were distributed over an 18 month period.

These packets could have been used to tteatroughly 29,000 cases per month (779~OOO+ 18 months+L5

packets per episode). The Ecuadoran population under the age of five had approximately500,000 cases
of diarrhea per month (1,500,000 x 4 episodes per child per year .;. 12 months per year)~. The number ...

of treated cases perIIionth (29,000) divided by the number of cases per month (500,000) equals a 5.8%

use rate.

Using the same· procedures, parallel estimates were made based on the data in Figure· 12 for the PREMI

launch period and then displayed in Figure 15. By this approach, theORS rate was 26.3 % for the period

immediately following PREMI's launch, more than four times the rate for the pre-oPREMI period.. The ..

immediate question is: How good are these estimates, both absolutely and relatively?

14 An accepted fonnula for estimating the annual incidence of disease is the incidence (1) equals duration ofcases
(D) divided by current cases (P) divided by 100. In the 7/86 survey D=3.62, and p= .09. 3.62/.09/100=4. See
MacMahon, B. and Thomas, P. ~idem.iology:Principles and Meth~. BostOD MA:Little Brown and Co. 1970.
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FlGLlJtE 15
FSI1MATFS OF LASI' CASE. USE BASED ON PACKErS DISI'RIBurm

BEFORE AND DURINGPREMI LAUNCH PERIODS

:'. ",".

26.30%

0.2

0.3 T

10.25

0.'5

10.1 )

0.05 t
i

f) ....1__.....::0.:.;

, /84
6/85
pre

PREMI

7/85
12/85·
early
PREMI

";.'

.... -...

Ob\ .uslythe accuracy of the estimates in Figure 15 vary with the accuracy of th~ assumptions. Did

each case require two packets? Were there more than four cases per child per year? Were only half the

packets used for cases of children under five - with the rest not distributed or used for children or adults

outside of the target population? If so, then the use rate was smaller. Were there fewer episodes per

child per year? If so, then the use rate was larger. There was no useful procedure for quantifying the

truth of these crucial assumptions. Thus the absolute use rates based on packets distributed are easily

challenged and are probably overestimated. However no matter the absolute credibility of the

assumptions, if it is assumed they were constant across each period, the relative estimates of use are still

credible.
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Pan of we evidence for the credibility of this estimate of PREMI effects came from the existing, survey

data; If we could show that estimates based on the survey were similar to the packet--based estimateifor

time periods' when the two forms of data were both available. then the argument that' PREMI lladthe ,
effects described here is enhanced.

This analysis included only caretakers reporting about a diarrhea casein a child uDder five Yearsold '

within the two weeks prior to the survey. but not on the day of the interview. (Children'with a'current

case. by definition. may not have received ~e full treatment that they would have gotten for the case. ",

Reporting treatment already received among current cases risks underestimating treatmeritS.)

When the estimate based on the first survey was compared to the data for the six month period preceding
, ;.

the survey for packet distribution, the packet-basoo estimate was somewhat higher. Weighted to parallel'

a representative sample of the entire country, the survey estimate for ttse was 16.2% (s.e- .021): This
. , . .

was somewhat less than the estimate based on packat distribution for the period six months before the

survey (26.2%). However it was certainly consistent with the sUpposltionofa substantial pre-PREM{ to

early-PREMI jump in ORS use.

One can also compare survey estimates and packet distribution estimates for subsequent survey periods;"

Figure 16 presents packet distribution data for each six month period before the major surveys. In the ,
figure, one-rwelfthof the packets distributed through ordinary channels during each calendar year were. '

assumed to have been distributed each month. They were added to the nuIilber of packets made available

through the PREMljomadas during the six month period.
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FIGURE 16
AVERAGE ORS PACKETS DISTIUBUfED EACH MONTH

DURING PERIODS BEFORE EACH SURVEY

~ Preml Packets

~

U Non-PREMI Packets250000 ~

i
i

200000 i

150000 I
I

100000 t
50000 t

i

o 4.-i ---J-......-_~_~
1/84·
6/85
pre

PREMI

7/85
12/85
pre

Survey

3/86
8/86
pre

Survey

11 /86
4/87
pre

Survey

Figure 17 uses the data from Figure 16 and the prior assumptions about pre-PREMI DRS use to create

ORSuse estimates for each six month period. Figure 17 also displays the matching estimates of 'DRS

use based on the survey data for each period. Survey 1 estimates are adjusted to match the age and

socioeconomic status characteristics of Surveys 2 and 3.
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FIGURE 17
ESTIMATES OF ORS ·LAST CASE USE BASED ON

1) PACKET DISTRIBUTION IN SIX MONTHS BEFORE EACH SURVEY AND
2) SURVEY RESPONSES
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The survey estimates did not track the packet availability estimates precisely. neither in their relative no~

in their absolute numbers. However. a credible narrative can explain the inconsistencies. Thehigh

packet distribution estimate (26 %) compared to the Survey 1 estimate (16%) reflects the extraordinary

level of distribution of packets during the jornada of late 1985. just before the survey. A large number

of caretakers were given two packets each and many had not had a chance to use them before the survey

of that year. However those unused packets were still available for use in the subsequent period. Thus,

even though distribution was beginning to flag in the next period (producing a packet-based estimate of

15%), survey-based usage still could climb (22%) based on packets already distributed. By the period

captured in Survey 3, the poorer distribution of packets was having a sharper effect. The survey estimate
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of usage (20%) was still higher than the packet-based estimate (10%), but it had failen. . from the
. '.

previousperiod. Also as will bediscussed below, relatively less of the Survey 3 usereflecteduse~utside .

of home-available packets. Perhaps any leftover home surplus stocks were largely gone.

. .

This narrative is particularly telling since it is conSistent with other evidence, The fall bet\\ieen the times . ..... ,.

of Survey 2 and Survey 3 according to both estimation approaches matches intlme the widely reported .
.!

packet shortage associated with the destruction of 200,000 spoiled packets. Also, thedecl~g

importance of the PREMI distributions is reflected in caretakers' responses to a question about the ,.' .'

PREMI jornadas as a source of packets. Table 9 compares caretakers who said they had used ORSfor '. ,.'

a recent case of diarrhea. Each was asked where they had gotten the.last packet they had'USed.~~ ....•' .

declining proportion at each survey who had obtained a packet from a PREMI jornada' supports the

inference about packet availability.

Table 9
Source of ORS packets by survey among recent case ORS users

Survey 1 Survey 2 Survey 3
11185 6/86 4/87

% Getting ORS
. '.

fromPREMI jomada 4J% 33% 27%
(N) (u1) (124) (45)

Summary ofPREMI effects on Last Case Use

In sum, there was substantial, although indirect, evidence that the initiation of PREMIproducedan

increase in use of oral rehydration therapy from no more than 6% to around 20% of all cases. The

increased use was, to a certain degree, maintained across the three waves of measuremei1t~'an 18 month

period. A slight decline before Survey 3 may well have refleetedpacket shortages during the months

before the final questionnaire was administered. It may have also reflected the decline in easy availability

of packets when the numbers of people getting packets at PREMIjornadas were fewer.

The estimate of 20% use, while much higher than the pre-PREMI use, falls rather short of the objectives

of 85% clinic use and 50% community use of DRS. This was an unrealistic goal in hindsight.
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Nonetheless, there was less use than there might have been bad practice in the clinics and extra~linic

access to packets been greater. These issues will be discussed below~

The next section begins to delve. into the process through which PREMI worked, and in particular

whether there was evidence that the communication component contributed to whatever effects did occUr.

The analyses are restricted either to evidence about continuing changes after the initiation of PREMI or
. .

to'cross-sectional evidence that those more exposed to PREMI were more likely to adopt.its recommended

behaviors.

TIlE PROCESS OF PREMI EFFECTS

Eighteen months into the PREMI program, caretakers of children knew a great deal about ORS.and had

some experience with it. A substaritial part of that knowledge and experience surely reflected ~e actions

of the PREMI program. In this section we mix evidence of absolute levels of knowledge and ORS trial .'

achieved by the time of Survey 3 with evidence that such knowledge and trial reflected PREMhlcoons..'

Nearly 90% ofthe respondents in the July 1986 survey were aware ofORS. (So many people~wabout '

it that the question wasn't repeated at the next survey.) In April 1987, 74% said they had an ORSpacket .

in their home; nearly 60% reported that they had used it at least once, almost always for children's

diarrhea. Taken together, these results eStablished that people were well aware ofORS and had some

experience with it.

One aspect ofknowledge was panicularly impressive: 78% ofail respondents could show that they knew

how to prepare DRS with substantial accuracy and that included aimost95% ofthose who had everused

it. Respondents were considered to know how to mix ORS with substantial accuracy if theyeamecl at

least three points on a four point mixing lcnowledge scale. The knowledge scale gave one point for

accurate responses about a) knowing that clean or boiled water was to be used,· b) knowing that the water

was to be cooled before mixing with the DRS. c) knowing that one liter of water was to be used, and d)

knowing that one full packet of salts was to be used. Of all respondents, 75% of those who had ever

used it earned fOUf points on the scale and 87% knew three essential items: 1) to mix one liter 2) of

. :jter 3)with one packet of salts.
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Still striking. although less overwhelming. was respondents' knowledge ofwhat: ORS'acrUaLly does for d

child with diarrhea. ThiIty~ight percent of all respondents (and 43 % of the respondents who had ever

'used DRS) knew thar DRS prevents' dehydration or that it replaces liquids. Most of tberest saidtbey ,

did not know; with 17% saying it cured and 10% saying it helped the diarrhea.

EVIDENCE FORmE EFFECTS OF PREMI ON AWARENESS, TRIAL AND KNOWLEDGE'

......

.' .\

." .. '

Thus the absolute levels of awareness, trial and knowledge were quite high.

established that these reflect PREMI ,effects rather than just pre-existing levels?

bring a variety of data to bear in order to examine this issue.

However, couldit"'be

The following pages "

" !"

' ..":..

: . :~ .... ;

For awareness and trial, the final levels were substantial increases over the levels shown at the first wave "

of data collection. As stated earlier, this first wave of data collectionoccurred after thefirstP.REMI .

jomada and the very substantial'levei of ORS promotion that had occurred' as part of the j()nuu1a."

Nonetheless increases were seen in awareness and, most sharply, in trial after that fitst wave.

From November 1985 to July 1986 awareness ofORS increased significantLy. As shown in Table 10,

77 % of Ecuadoran caretakers had heard of DRS in November, 1985. As PREMI progressed; that .,

number increased to 89% in July 1986. It was not possible to assess PREMI's impact on DRS'

knowledge in general because the questions asked about DRS knowledge were not comparable over tirue.

However, an increase in awareness was probably consistent with some increase in general knowledge.

Table 10
Percentage of Caretakers Who Heard of ORS

11787 4/86 7/86
Low SES 61.6% ( 99) 61.1 % (337) 72.2% (748)
Medium SES 79 % (310) 83.2% (149) 92.7% (764)

High SES 85.5% (565) 78.6% ( 14) 96.9%(1190)
Weighted
Total 77.1 % 75.1% 88.9%
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The PREMl program was successful at increasing ORStrial. One month', after the program began. 37%

of caretakers had used DRS to treat a child's diarrhea at least once in their life. This number '!Wi
increased to 53% a year and a half later (Table 11).

Table 11
Ever Use or ORS ,to Treat a Child With Diarrhea

". ;.

.... :;.

11/85 4/86 4/87
Low SES 26.3% ( 99) 25.2% (331) 48.6% (391)

'Medium SES 38.1 (310) 38.3 (149) 57.7 (378)
High SES 42.3 (565) 35.7 ( 14) 52.5 (684) , '

Weighted Total
36.8 33.5 52.8

Perhaps the most strikiitg element in Table 11 is that the largest increases in trial occurred for the least

advantaged segment of the population. Among that segment, 26% had tried ORS in November 1985 ,

and nearly 49% had tried it by April 1987. Among the highest socioeconomic group the increase was "

only from 42% to 52%. There was little difference in level of trial among the three socioeconoiniC'

groups by the final data collection.

Additional evidence about the effects ofPREMI comesfrom the repons from caretak£rs about where they

Juu1 learned to mix ORS. Of the eritire sample. 82% said they knew how to prepare it. Of those who

said they knew how to prepare ORS. 43% said they had learned it from PREM!. or from radio or

television and 42% said they had learned it from government health clinics.

Even more striking was evidence thaI many people who had never used ORS said they knew how to

prepare it and actually could prepare it. Of those who said they had never used ORS. 59 % said they

knew how to prepare it. And, of that group. 91 % earned a three or four on the four point mixing

knowledge scale. These were peopie who lacked any direct experience in ORS use to account for their

knowledge. It is easy to speculate that their high level of preparation knowledge reflected the intense

PREMI public communication program.
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The penetration ofPREM/'s efforts. particularly around thejonuuias. was also supported by thefaathat.
most of those who had seen or used a packet of ORS had also seen the special mixing bag that PREMI .
had creared for it. Nearly 75% of the respondents bad a packet of ORS in theirbome at one time~
Almost that number also (65%) recognized and had the special mixing bag. Indeed,. almost 23% could
still·show the inter'iiewer the mixing bag, the same proportion who could·show the interviewer an ORS
packet (22%).

1heejJeas of PREMJ on DRS knowledge equid also be seen in the association between exposure to
PREMI messages on radio and television and knOwledge ofhow to prepare DRS solution. Two;message
discrimination measures were created. Each person was asked whether she could recall hearing .any
health messages on radio and on television. The number of different topics she could remember (e.g.
immunization, diarrheal disease, growth monitoring, etc.) was totaled for each medium. The television
message discrimination score had a mean of 1.44 (s.d= 1.40) and the radio message discrimination score
had a mean of 1.67 (s.d=1.43). Each correlated significantly with the mixing knowledge scale, even
when controls for education and wealth were included. The respective partial correlations were:

.R(fVID....)~ ~).(oU:.~)=.18
R(IWIio meuap)(MiJ:iDc lCDowIed&e).(e4lIo:.-.-lIb) = .13.

The relationship between media exposure and mixing knowledge was panicularly strong comparing those
who had no exposure and those who had some exposure. The comparison in Figure 18 between those
respondents with a "0" media message score and those with a "1" reflected basic ownership of each
medium. However there was a continuing positive relationship at subsequent levels ofmessage exposure
as well.
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FIGURE 18
MIXING KNOWLEDGE BY MEDIA MESSAGES -DISCRIMINATED
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Trial of ORS also appeared to reflect. in pan, PREMl's efforts. In Table 9, it was noted that 27% of
users of ORS in the two weeks previous to survey 3 had obtained the packet from a PREMljornada.
This was true even though distribution during jomadas had been reduced by April 1987. A parallel
analysis done for all respondents who had used an ORS'packet, many of whom had used it long before;
showed that 36% reported getting the last packet they had used from a PREMljornada. One can assume

lithat many others who would have gotten packets from the PREMIjomada once would have since-gotten
subsequent packets from the clinics or other sources. They would not be included, then, in the 36%.
which would be a substantial underestimate of PREMI-related trial.

Trial of ORS was, in addition, related to both television and radio message discrimination. These
statistically significant relationships (panial correL ons of .12 and .11, for television and radio with ORS
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trial, controlling for education and wealth) were not large, but they were notable because trial at SurVey

3 was unrelated to wealth or education.

This set of results provided a consistent view of the PREMlORS interventicn. M~y caretakers found. ,

out about ORS, learned how to mix it, and were able to try it throughPREMI's efforts. 1"heser~ui~
testify to the power of the multi-faceted PREMIintervention, both with regard to its distdbutionor'

packets and with regard to its communication efforts. However, this discussion next tu~.toth~mQ~ ,

in'1ponantissue, thatof continuing appropriate use of ORS.

In the first pages of the chapter the case was made that there was a substantial :increaSe in tpein~ideIl~~'

of use as a reflection of the PREMI intervention, ~timating it to be from around 6%toaround20%ot
. . ' . ': .: .:

all last cases treated by ORS: A somewhat troubling result was that the level ofuse did notcontinu~t(f· ",'

increase after the, first burst of PREM!. This concern was further exaggerated bythe pa~ernOfresuiJ •

reported above. 'Awareness and trial were both increasing, ,while the last case use'iat~ wassh6wingn({.

increaSe and may even have been decrf',asing. The best explanation for the mismatch between,aw4lfettess"

and trial on one side and use rates on theother m~y well be a combinationof declining acceis topackeJ.' ";"

in the six months previous to Survey 3 and failure to 'recommend or provide,ORSat healthjclinics .• ' ,,'

Patterns of Treatment for Diarrhea

'. ;.:

"

This section further explores issues of use. What else were caretakers doing fottheir chil~ren?What,,'"

were the major factors which predicted (and perhaps produced) ORSandOthertrea~ehtS? "Thi~-.: ',;-";

information will assist in trying to understand why the ORS use rate never moved much past 20%."
',,:..

When caretakers,were faced with a case of diarrhea, what did they do? This analysis combin~ data from. ,,'

Surveys 2 and 3.' While there were some differenceS between the two surveys that •will be: Dle~tioned~'.,

by and large they provided similar basic information.

/.-.
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Figure 19
Diarrhea Treatment Choices
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There were 519 caretakers who reported· a case.of diarrhea in the previous two weeks but not on the day .

of the interview. Figure 19 displays the proportions of choices made by caretakers intreating;diarrhea.

Thus 79 % of all eligible respondents claimed to have treated a case. Of those, 32% said they ",ent to

a medical facility to obtain treatment (or 26% of the whole sample). Oithe clinic attenders, ~9% .. used

oral rehydration therapy (ORT) as the result of their visit, and of the ORT users, 83 % used DRS packets..

Thus of the total of 133 who went to the clinic, 43, or 32%, used DRS.

Clinic treatment and home treatment were not rnutuaIlyexclusive, although the way the questions were

asked tended to emphasize treatments at the clinic source if a caretaker said she went to a clinic. Only

a few respondents (about 25, or one·fifth of the clinic attendees) reported going to a clinic andtreaiing

at home, although surely many more provided some supplementary treatment at home.
o

What were some of the major results from this tree diagram?
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1. There were a total of 112 ORS users, 22% of the entire sample and 27 % ofaUtreaters,combiniIlg "
". ".both ORS users at home and those using as the result of clinic advice, but eliminating duplicates., "

2. ORS use,however, was but a part of total oral rehydration therapy use. A total of 196re$pondents, ' ..
-;., ...:'reported use DRS or home prepared teas Q[, in a few cases, sugar salt solution; This w~38%ofall : .'.

cases and 48% of all people who reported treating the case.

3. ORShad not replaced other forms of recommended treatments for children whO wereUkeIl to .th~
clinics. Seventy~seven percent of the caretakers reported having. been given someoth.er. fOrIn of ."
medication (antibiotics, antidiarrheals or some other remedy). Of thisgrcup who said they 'received- .. ." .... "., . rother medication, about 30% also used ORS, butthe rest reported only using othermedicatiotls. This .~, .
suggests that part of the failure to use ORS reflects its i~consistent recommendatiO~ by health:. ' ,.
facilities. This failure of the health system to distribute ORSconsistently and. its reported willingness· .
to use alternative medications were major problems~ Clearly this is a majorexplanationJorthefaet
that DRS use did not increase much beyond 20% of me population. In the area of immunizati~n.;

~. .programs much is made of the problem of missed opportunities- wherichildren eligible for a'.
particular vaccination on a visit to the clinic do not receive it. Clearly there is a parallel 'missed:
opportunity' problem in treatInentof diarrheal disease. Children who are brought to the dinic,with,
diarrhea are often notgiven ORS and they are given alternative medications.

4. Oral rehydration therapy was quite commonly used as home treatment, with half of the responden~

who reported home treatments saying they used some form of ORT; however less thail half ofthe' .
home ORT users used DRS. 'While there was some commerdal distribution of Pedialykand o~er
ORS brands, few people reported using them (11 % of horne users reported getting their :tastpacket .
from a pharmacy) .. If people were using ORS at home by and large they had to have obtained it from,'
a PREMljomada(34%) or from a previous visit to a clinic (47%). Thus more than 80% reported ;
getting their last packet from one of those two sources.

. .At the time of this study, use of DRS was constrained by contact with health facilities. Home use of ORS .'
essentially was restricted to those who had obtained a packet at a prior contact with that system. About

. .70% of the cases ofdiarrhea were treated without clinic contact; a best guess would be a cominuation ....
of that pattern in the future, also. One would then predict a decline in use of DRS in cases treated at
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home as leftover packets from PREMl jomadas and previous clinic visits are used up; Tnis would result" '
iIi an overall decline in use of ORS, short of renewed efforts at distribution beyond the lmutsofthe
health system.

This likely reduction in use of ORS would be no great problem if it can be shown thafthe cases'treated
at home were not severe, and that all cases where dehydration was a risk were treated atdinic~. '(Then ""
the only problem would be convincing clinic staff to treat appropriately.) Next, the discussion,turnSl()
evidence aboutwhat produces particular treatment choices.

Correlates a/Diarrhea TrearmentChoices

, The first set of analyses focused on the relationship of perceived symptoms and treatment choic~.' They
produced two contrasting, results:

. .
. :'. '. ..

1. There was a substantial, association between perceived characteristics of the, cas~ and probability of
both treating the case and of taking a child to the clinic, but

2. There were many apparently serious cases which were not taken to the clinic.

There were four measures' of characteristics of each case (Table 12).

Number a/symptoms. Only during Survey 3 was each caretaker was asked to name the sYmptoms of the
last case of diarrhea. She was asked whether the child had displayed each of a list of possible symptoms
(frequent stools, abundant diarrhea, very liquid, very bad odor. very bad color, with blood, with rhucouS,···
with fever. with a great deal of thirst, very listless, crying a great deal, with vomiting, appearing··
dehydrated). In this analysis, each case was assigned a total for the number of symptoms which were
mentioned as present;

Perceived seriousness 0/ the case. Only during Survey 3 was each caretaker asked to characterize the
last case of diarrhea. The iinerviewer then coded the response in one of four categories: "lightly ill" ••.
"moderately ill", "substmtially ill" "very seriously ilI".
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Number ofdays ofdiarrhea. In both Surveys 2 and 3 the caretaker was asked how many days the case

had lasted. ResponSes were categorized as 1,2,3, or 4 or more days.

Table 12
. .'

Treatment choices by Symptoms

Children who were seen as sicker by their caretakers were a good deal more likely to be treated;. although

even the least ill children were likely to be treated at some level. Ninety percent of those chl~drenwho"

showed at least seven' symptoms or were seen by their caretakers as at least moderately ill, or those who

had been sick for at least four days were likely to get treatment.

Those characteristics ofthe case were also associated with taking the child to the clinic. Howev~r,.even

those children whose parents reported 10 or more symptoms, who were substantially ill, or who had been

15 For reasons that are unknown. a smaller percentage of Survey 2 versus SUIVey 3 respondents reported·,
obtaining treatment (75 % vs. 88 %). also a smaller proportion claimed to have gone to the clinic for treatment (20 % '.'
vs. 39 %). Their overall ORS use was not very different. however (22 % VS. 20 %). In both the analyses fer
ftsymptoms" and for "howiU was the childft the data are only available for survey 3 respondents. Thus the average .•
proportion reporting treatment and clinic use for those two symptom variables is different than in the tree diagram
above, or·for the -number of the diarrhea days" variable. .
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ill for foui' days or more were not always taken to the clinic. Only around half of thosechildl"en were~ .

taken to the clinic. If these reports of symptoms ,mdof case seriousness are taken at face value, one must·

he concerned that many children at some risk are not and will not be reached by the clinic.·· Thus even:

were the clinic to maintain appropriate treatment of every case that appeared, the treatment pattern would,. . .

not be satisfactory. .. '

Current treatment standards would likely indicate ORS as the appropriate treatment for mostofthesehigh1·· .
.... . .

symptom children who were sick over four days. Nonetheless, in Ecuador, the cases were treated witht
, ~ .

ORSinfrequently, and that would only be moderately improved were the clinic to recommend appropriatef

use of ORS, since many of these cases were not going to the clinic. The implication is th~ ifORSist.

to be used in the larger proportion of moderately serious cases it needs to be more easily ~vail~le to'

. those who will not take their children to clinics.
'":'

".: .....:
" ... i

Evidence suggested that declining access outside of clinics was a problem. During Survey 2, 29%· of'

those who treated at home used ORS. At Survey 3 that number had declined to 16% .

.This may lead to some useful speculation. During the period of Survey 2, there were still many people
. . :: ," ~. ". ,"

who had packets left over from a visit to ajornada or to a clinic. They felt theywereable~ USe those: .

packets and had no need to go to the clinic. They were less likely than Survey 3 respondetits to visit a:

clinic for treatment (20% vs. 39%). Also they were about equaily likelytC' have usedORS iftl:1eywent~' ,

totbe clinic (35% vs 30%). These two results meant thatSarvey 2 respondents were less likely overall;.

to have used ORS as the result of a clinic visit: 7% vs 11 %. However that disadvantage waS .more than : .

made up by a slightly greater likelihood to have treated at home (59%vs 55%) andtbe sharply increasedf

likelihood of having usedORS if they treated at home (29% vs. 16%). This produced a ho~euserate'

of 16% for Survey 2 and only 9% for Survey 3. OVerall, the use of ORS in both samples was;
substantially similar: 22% for Survey 2 and 20% for Survey 3. However thesimilar respective use rates:

may have reflected sharply different treatment paths. Is it possible that the much larger proportion of! ....

Survey 3 Versus Survey 2 respondents who went to clinics did so because of their reduced access toORS

packets elsewhere?

The tendency to use ORS was related to perception of seriousness and number of days the child was ilL

Thirty percent of the children sick: for four or more days had used ORS; only 15% of the children who _
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were sick for a single day had such use. These relationships were an optimistic sign, but the absolute
levels of use among the sickest children fell well short of the ideal. The next set of analyses consider. .

," .
socio-demographic correlates of treatment choices, examining the relationships ofwealth, educati~n, age, -
sex, and urbanization with treating at all, and with use of DRS, and with use of any oral rehydration
therapy.

Treatment at all was related to age and essentially TUJt to any of the other socio-demographic :ariabies.
The- youngest and the oldest children were somewhat leSs likely to be treated titan children oiin-between
ages. One can speculate that diarrhea among very young children is often perceived as normal and not
worth treating and diarrhea among the oldest children is not seen as putting them- at much risK

> ~.. '

Table 13 - -;
: ': ,Treatment by Age

46{)()Age 0..:5 - 6-11 12-17 18-23 24-35 36-47 - chi,:,sq --

% treated 60% 74% 85% 87% 82% 86% 69% p<.Ol(n) 55 - 129 112 62 67 55 35 515

Use ofORS, given thar one had treated the ccse, was relared to education, wealth and liVing ina more
urban area. It was only slightly related to age (younger children were slightly more likely to get ORS)
and unrelated to sex. However use of ORT more broadly, including teas, was not related to any of those
variables. The relationships were essentially identical for education, wealth and urbanization., In a
multiple regression, when wealth was entered" first, neither education nor urban~atjon. account ·for. . <

significantly more variance in DRS use. To illustrate the reiationship Table 14 displays the patterns of
association with wealth.

Table 14
ORS/ORT Use by Wealth

Wealth
% usingORS
% using ORT

Lower
18%
48%

Medium
29%
46%
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Higher
33%
50%

P<.02
n.s.



It appears that more advantaged families found it easier to make use of ORS, perhaps because they were

more i lkely to attend clinics and take advantage of jomadas. However, since they were no more likely.· .

to make use of ORT, it may not reflect any great advantage in commitment to appropriate treatment.

SUMMARY AND DISCUSSION

1. PREMI produced an increase in ORS use from around 5% to around 20% ofall cases of diarrhea...

2. This increaSe occurred in the context of sharp increases· in awareness, trial, and· knowledge about how

to mix ORS. By eighteen months into the PREMI program, vinually everyone was aware of olis, ..
60% had tried it, and nearly 80% could prepare it accurately (of the 95% of those who said they knew

how to prepare it).

3. There was substantial evidence that PREMI efforts were responsible for the sharp increases i~ llseas

well as in knowledge. A major force was the distribution of packets at vaccinationjornadas,but other .

efforts, including mass media promotion and actions of health clinics. also mattered.

4. ORS was used more readily in more serious cases. For example. 15% of children whose cases lasted

one day were given ORS, which was halfthe rate (30%) for children whose cases had lastediour or

more days. Nonetheless many cases described as being substantially serioUs were not given ()RS.·

5. There were two major constraints on higher use of ORS:

a) About 30% of all cases were said to have been treated at a clinic. Only about one-third of those

cases were given ORS. If all cases brought to the clinic had been given ORS. the whole sample

ORS use rate would have been nearly 35 % instead of 22%.

. .

b) Nearly 60% of all cases were treated at home. and about one-quaner of them used ORS. However

almost all caretakers who used DRS had obtained it either from a clinic (assumedlyon a previous

visit) orfrom a PREMljornada. With the end ofPREMIjornadas and their free distribufionof

packets. and with the apparently inconsistent distribution of ORS through clinics. one can only
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assume that home use of ORS was likely to decline funher after Survey 3. Lack of easy access .

to·ORS packets for home use was a sure constraint on expansion in its use. Also, this constrairit .

on access will likely have exacerbated the apparent social inequity in ORS use. While ptiortrial.

of ORS was about equal across social groups, last case use was highest among the most advantaged .. ··

class (33% vs 18%.)
~..,

6) To some extent home use of ORS was supplemented by other forms of ORT, including variqusreas.

However one-half of home treaters weJ;'e ~otusing any form of ORT.

The PREMl program's efforts in promoting improved treatment ofdiarrheal disease were a succ~s; they

greatly increased the stocle of information and experience with ORS in the Ecuadoran popUlation and they

increased overall use from 3% to 20%. On the other hand PREM!'s efforts may have falien sho~ in that .

they did not create stable change in the practices of the health facility personnel or estabiish 3,deqtiate.

access to ORSpackets on a permanent basis for home use. In a sense, the promotion side of the :PREMI

program was an outstanding success; the attempt to modify the infrastructure of treatment'and of

distribution was not.

These infrastructural failures both placed a ceiling on the achieved ORS use rate and, of greater moment~ ..

forecasted declining levels of use for the future.

The implications for each treatment path can be considered separately. The low, one~third, uSyrate at

the clinics might have had three sourceS. First,some people who reponed clinic visits may not have .

actually been to a clinic for the last case and may have reponed a clinic visit only to look good for the

interviewer. Then their repon of the treatment received at the clinic may have been based either on a

guess as to what the clinic would have provided, or on a memory of some earlier clinic visit. There may···

have been some such bias, however there is evidence supporting the veracity of these reportS; This

support indudes:

a) the fact that reponed clinic visits were substantially associated with all measures of severity.. If reports ,
,

ofclinic visits were only designed to please the interviewer, there would be littleexpectationthatsuch ...

reports would be associated with reports of symptoms and severity. The symptoms and severity

questions were notlinked to the reports oftreatme~t choice in the questionnaire.
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b) the consistency of repons of treatments provided at clinics across surveys. If PREMI had been "

stimulating an increase in use of DRS at clinics, but people were really reporting on earli~rclinic ',,','

visits rather than for the very recent cases under discussion, the averaged estimate forORSuSe.aeross' r
surveys might have been too low. However, if that were the case, one would ha~e stillexp~ei ':

increased ORS reponing between the second and third survP.ys. The reported staJ>ility of ORS

,prescription rate between surveys supports the usefulness of the estimates.

The second possible source of low clinic prescription rates for ORS was a shonageof packets~There

were reports that clinics were short of packets, particularly in the aftermath of the destruction ofmany ,;,'
...: ; .

containinated packets and the massive eanhquake of early 1987 which strained the public health'system. "

However two pieces of evidence 'argue against this,explanation:

".,' ,.

a) In a study of 20 health units in 1986. none reported a shortage oiORS packets, although they were'

reporting a shortage of other supplies.

b) There was no substantial reduction in clinic prescription between Surveys 2 and 3. Both the major

causes of likely shortages (the destruction of packets and the earthquake) happened after surrey two

(August, 1986) and before survey three (April, 1987). If low prescription rates were the tesult of

such shortages a substantial decline between surveys would have, been expected.

The third and most credible explanation was that either Ministry of Health policy or individuai facility

practice limitect use ofORS. This response might have taken on a variety of forms. DRS packets were

seen as a scarce resource; the clinic feared running out so that they kept them for more serious cases.

Or, individual physicians or other clinic staffwereunconvinced about the utility ofORSand preferred .

to prescribe other treatments. Or, people who came to clinics for treatment expected non~RStreatments

and clinic staff felt they had to respond to that demand.

The next chapter focuses on institutionalization issues, discussing the fundamentaI tension between the

aggressiveORS promotion activities ofINNFA and the less aggressive actions by the Ministry ofhea.lth,

It seems clear that PREMI's goals and INNFA's actions for ORS use put it well out ahead of,MOH's

goals, or at least its realized actions. Either enforced policy or retraining of health personnel or both fell

shon of what was necessary to realize PREMI's goals.
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The other treatinentpath was home use of ORS. It appears that low use at home was largely explained

by reduced access to packets once distributed through PREMIjornadas. People had no placeto.getthe

packets except saving them from a previous visit to the clinic. This low use rate does, not appear to .

reflect low regard for ORS or children's reluctCiIlce to use it. Of those Caretakers who were asked why

they had not used DRS for a recent case, the predominant response was that they did not have a'packet

(39%). Fewer (11 %) suggested that their failure to use packets reflected a low opinion of its use~ness

or children's rejection of the solution (13%).

Low home use f2tes would not have been a problem if a) there was universal use of some ot"erf~rm of.. .

oral rehydration therapy, b) all of the more serious cases were taken to aclinic, c) where they receiVed· ..,.

appropriate treatment. However none of these requirements were met. Only one half of the home treated.

cases were given any form of ORT. Only forty percent of the cases with more than three days duration
'. .

had been taken to L'le clinic and, as has already been reponed, only one-third of the cases that were taken

to the clinic were given ORS.

The possibiesolutions to the shonfall in overall ORS use rates include:

a) assuring easier access to ORS outside of clinics by making it available at low cost in grocedesor .'

through iocal volunteers,

b) promoting other forms of ORT for all cases,

c) promoting visits to health facilities for cases with specific symptoms (assuming clinics dispenseORS

appropriately), and

d) encouraging caretakers to ask for ORS when L.ley go the clinics.
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ISSUES OF INSTlTIJTIONI..LIZATION

ThePREMIprogram was an extraordinary effort by the Ecuadoran government and theintemational'

agencies which supported it. From any short term perspective, it produced important effects in bOth of; .•..•..

its two major areas of focus: immunization and diarrheal disease control. It was highly successful in ..••..
- .

improving timely vaccination and moderately successful in improving use of ORS. While, in both caSes"
," . ' ..

it feU short of its original objectives, thatis mostly the result of setting targets at overlyoptinrlsticlevels,( ..

given baseline practice.
.;

In this chapter we tum from discussing the effects of the program to considering the separate issue ofhow ~:
. " :.",

well this particular and novel mix of'social marketing and traditional Mimstry·of Health ~rOCedures' !.

worked from an institutional perspective. Our answer has three parts: first, it actually.worked in some: ._ ...- ..
. . . . ~ '.. ". t·

elements; second, the mismatch between these two approaches limitect other success; finally thetwo:
"',- ,"

pronged institutional structure which served as the basis for allowing the .two approaches to operate ", ..

proved to undermine integration of the approaches and thus institutional~tion of the PREMI activities. . ...-
. .~

During the three years that· PREMI operated there was always tension between its two major· operating i
. . . .' ~. '. . ".

entities, INNFA and the MOH. This set of tensions is laid out in the next few paragraphs. This section' ;

relies heavily on the sometiIIies self-critical personal memoir of Marco Polo Torrez, who w~Director

of Communication for INNFA and the person who ran the social marketing side of the PREMI. program.
.... : •...:

INTERAGENCY COORDINATION

The biggest problem to carrying out the campaigns seems to have been coordination between two quite '.

different agencies. INNFA, a nongovernmental agency, was in charge of publicity for the ca,mpaign.

The Ministry of Health, meanwhile, was to actually provide the services that INNFA was advertising~

Although these responsibilities seemed to· be specified, there were difficulties in dividing tasks between. .

the two agencies. The statement that INNFA would handle promotion and Lite Ministry of Health service'

delivery is far from a detailed delineation of responsibilities.
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"From the beginning the relies of INNFA and the Ministry of Health weren't clearly defined;llor' "

were'details of how this teamwork would function. "

The campaign's simultaneous focus on increasing both demand and supply was expected to improve '

coverage dramatically. However, while the progra.tIl succeeded in expanding demand, thesupply of •
.", <...

infant health services was un~.ble to keep up with this increased demand.

, '

"The campaign ...required an exceptional increase in supply at times and in quantit:ieSthat would be

synchronized with the promotional actiyity that would attract the public.... This increase in iu~ply was"
not at the required level. "

, '

Mothers were motivated togo to health facilities, but were frustrated when they did not find the expected ",

services.
": .

:: . ' .: ~ .

":~, .. ".

: . .

'There is a lack of synchronization between the supply of services frcmthe Ministl"Y of Health and

the demand generated through promotion and communication. One concrete case is me infant

weighing component of the Growth Monitoring program. We are askedto promote this aCti9nWithO~t ,,"- ,,', "

the scales being in place, without the personnel who are going to offer the service having been trained; ','

and without broad dissemination of the program's standards and policies."

Another element ,that hampered service was the lack of uniform training of personnel who 'interacted.,

directly with the public during the mobilizations.

One problem the Ministry of Health had in supplying health services and products had to do 'Hith

bureaucratic constraints of the government administrative process. While INNFA had some fiscal agility, .
. '.' . '. .: '.. .

the rapid, responsive administrative decisions seen as key to implementing communication strategies were ...

. not possible in the Ministry, which was subject to regulations controlling goverIlIlientfunds.
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"Money·cannot be channeled.quicldy enough through the normal financial process, contracts [with the

commercial sector] are not paid on time; and the decision-making process is not managed :with the ..

speed necessary to deal with multiple clients."

Torres noted that initially 42 steps were necessary to execute a contract, and II although this was reduced

to just 20, nonetheless it was a tonuous and even anguishing process;"

Related conflicts in defining institutional do~ains were encountered the widely-recognized prgblemof
. .

shifting from mass.mobilizations to systematized routine service del Ivery. The emphasis· on campaigns.

generated concern that routine services were being slighted. While there was a felt needtostIeng-Jien

the program of regular vaccinations, no decision was made on establishing a policy of providing

vaccinations on demand, which would have entailed accepting the level of waste involved in opeIllltg a

container of vaccine that might not be used up, and the costs of training volunteer tea.chers to administer. .. . . .

,.

"Further, the motivation of health center personnel at the level of service delivery in .many

establishments was low and we had to try to· develop a mass communication strategy to heighten their

motivation. Unfonunately this plan was seen as undesirable meddling and it was decided that the

Ministry of Health training unit would take appropriate actions."

vaccinations.

Similarly, there were problems with acceptance of the program by the medical community,· which was

somewhat overlooked at the beginning of the PREMI program.

Interinstitutional rivalries were apparent from the beginning. The sudden spotlightonPREMI Was viewed

with suspicion by some in the Ministry of Health, which was responsible for providing services but did

not take the leading public role in the campaigns. The Ministry felt that its rele as promoter and guardian

of Ecuadorans' health was undermined by the presence of non-health-oriented institutions. Beforethe

PREMI program began~ observers noted that the DDC program lacked the financial and political backing

within the Ministry of Health to support rapid expansion. There had been reluctance on the Pan ofthe

Ministry to highlight DOC, yet that was one focus of the PREMI program. PREMIIINNFA were very

successful in receiving media coverage ar.--dattention which alienated the Ministry of Health.

......

iOO



"This strategic aspect was not well understood by [our department]- it was an errornot to have
include4it from the beginning...only in the middle third of the program, after ABD-recommended'

polls of health personnel, were activities designed. One of the reasons this action wasn't dOnSider~ "

part of the communication/promotion tasks was hck of knowledge about the medical world, ~d

reluctance to invade more Ministry of Health areas."

", r.:""

: . ~... '

...... ::.

. ". ~

."' "., .,.

' ....

'. . .

However, for all of these tensions, there was a great deal accomplished. Perhaps Torrez' conunents '.'~' ,,":',

reflect, in part, the frustration of someone who had hoped, for more.

',:..." . '
". . '. . :

The fact is, there were massive mobilizations integrating the actioDSof INNFA and of the !viOR; the ,', "

mass,media and other forms of promotion and the vaccination and ORSpacket delivery worke4, together '.

over severaljomada·s. For all the disappointme~tasso,ciated with later failures to match prom6tion·.:vith

service delivery, there was a great dealof successful coordination.

. : .

, Looking over the earlychapters of this report, the major area where PREMIfell shoItofreaJisticg631s

due to an INNFA/MOR mismatch was in achieving oruya 20% rateof ORS use. In thediarrheiudis~e''
chapter we pointed to two majofcont;erns: evidence that only one-third of thecases.thatweretaken t()"" "

the clinics were given ORS, and the failure to establish any stable mechanism for supply of ORS' pack~ts'
for the many cases that were treated at home.' ForORS, there was a substantial mismatch: between

INNFA's aggressive social marketing of DRS and the MOR's adaptation of its diartheal'diseasepolicies :",

and practiCes. While distribution of packets atjomadas and heavy and effective mass media p'roniotion'

were producing quite high levels of awareness, mixing knowledge and trial, MOHpractices at clinics and '"

policies for continued use outside of clinic availability of ORS did not match. It seems unargtiablethat

,if the clinic visits had' resulted in universal' ORS prescription and there was a continuing, mechanism for

extra-clinic access to packets, achieved DRS rates would have been much higher.

Thus there were INNFA/MOH tensions and mismatched actions; they limited success but there was a:
great deal accomplished, also. It is when we turn to the issue of 107:,l term institutionalization of this

social marketing capacity that the institutional tensions loom much larger. Essentially tllesocial"

marketing effort was entirely located in lNNFA; it receiv~ both the funds and the technical advice to

support this area. Those activities were run within the ~road PREMI framework and reflected many joLTtt"
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meetings with MOHpersonnel. Nonetheless, operationally they were carried out in isolation. It was

clear that these activities wetenot part of the MOH. Also. it was generalIy believed that the entire S()ciai

marketing approach with its heavy emphasis on mass media promotion was also ideologically alien to '~

manyMOH personnel. particularly in the health education department. This department histori~ly had

emphasiZed smaller scale community~level promotion efforts; their failure to beincorpor~ted into. or be "

funded by, or obtain any credit for, the social marketing efforts of PREMI did little 'to win thernover,.

. ",.": . ..,~ ..

. ':":"

.. >" .

.. ::.:....:

This 'difficult relationship was exacerbated by the inadequate~ealization ofplannedeffort.~ for transition ,', ,',',
-...: ",' .~.

between INNFA and the MOH.

A major goal in the institutionalization process was the integration of social marketing irito the Ministry
ofHealth. This plan never materialized. ' In the third year oime program, INNFA deeidedtQreduce.'

its involvement with PREMI. This decision~made at a time of pressure in the Ministry of Heal~'totake "

leadership, was logical but it destroyed the possible link betWeen INNFA and the Ministry of HckIth for

tb.e transition.

. ."'

"Much bad been said against the INNFA~MOH marriage, and wben it fell apart,this~asalso

lamented."

From Torres' pointof view, the Ministry of Health Department Director and at times the MOHIPREMI '

coordinator were not sympathetic to' the social marketing approach.

"The [project] contract said that once the program was executed the Health Education Unit of the
, '

Ministry of Health would have the technology to carry out mobilizations, social communication, and '

social marketing.' Nonetheless; the steps towards this never were- taken nor' was there interest,
. . .... ." ",

involvement, or openness to this methodology on the part ofhealth educators of the Ministry:dn the '

part of the Communications unit of INNFA, effective, systematic actions to transfer were not taken. '

It seems that everyone - at INNFA as well as at the Ministry of Health - thought that th~ftra.nsfer

would take place through some sort of osmosis."

Torres attributes the failure of the transfer of social marketing from INNFA to the Ministry ofHeal~

to both lack of interest on the part of the Ministry and .lack of effort/pressure by INNFA. The MOHdid
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not understand the social marketing approach and did not see the future benefits of creating a ;sodal

marketing communication unit.within the institution. There was no "structural niche" in me Ministry of

Health for social marketing. At the sametime,.••...

"The [INNFA] department of Communication and Social Marketing did not have the capacity:at.the· ..•..
. .

begimiing to attend to transfer activities,'as it was a team of just three persons. Then it· could not
. .... : ..

dedicate an express period of time: it had to begin by training its o~n team since there we~e ~ot ..
. . . :

professionals of this type in the country who could be simply incorporated and be prod~ctive

immediately. Thus the experience of the HEALTHCOMadvisors was oriented towzrd the deparon~ilt .

and this absorbed all of its energies. "

When INNFA withdrew and the President and First Lady left· office PREMI's social.marketingefforts

virtually ended; The building resentment between institutions produced in u'ie MOH. now agaui' in

complete control of its health program. a complete reje-ction of the social marketing approach.. The

PREMI communication evaluation advisor was integrated into the health education unit and provid~

some link with all that had been learned in INNFA. but little else was left.

There are two views which might be taken of this undoubted institutional failure. A pessimistic view.is .

the obvious one: what was·the point of doing all of the communication and social marketing if nothing· ..

was to be left behind. Another view asks whether the long term probleins should not be balanced with

a positive view of what was accomplished - for three years there was something good happening which

likely influenced the health status of children for the better. Implicitly, this view asks an unanswerable

question: what would have happened if the entire PREMI program had been housed in the MOR arid the

First Lady arid INNFA had been uninvolved? Would the effective communication program stilLhave

been there? Would it have been better integrated with ongoing MOH service delivery? Mightits

perspectives and some of its actions have continued to be part of the routine MOH operating system?

Or, alternately, would the dynamic and novel efforts been swallowed by the traditional bureaucracy of .

the MOH, which only would have sacrificed the successes documented in this volume without any; better

institutionalization outcome?

In a sense, the things that made INNFA'spromction effort work: its autonomy, its ability to act in ways'

not customary in traditional ministries, its focus and single-mindedness, its affiliation with the FirstLady,
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were also the things that got in the way of its integration with the MOH. It is not clear that the goal of .. '

institutionalization could have been accomplished without sacrificing the goal ofhavmg an effeCt.

In other countries we have seen a result much like that. In Guatemala. for example. theHEALTHCOM

support of the child survival initiative was substantially integrated into the MOH and suffered substantially

from the vagaries of changing personnel and policies. It accomplished far less than did PREMl ~ith~ut

any apparent long term· advantage in institutionalizing its approach. In other countries" it hasheeri '<'

possible, by maintaining a HEALTHCOM presence over a very long period (as in Honduras). to obtain ..'.
, .

both substantial health benefits and realize substantial change in MOB operating procedureS. 'We cannot:

predict what would have been the pattern in Ecuador.
"

", : .

Thus it is easy to lament the instit'dtional division between INNFA and the MOB inretrospeet.
. . :. .

Nonetheless. PREMI did accomplish a greatdea1 even with its two:'headed organizational stru~re..'

Perhaps it would have given up its substantial successes without producing long term institUtionalization ..•..

had it been completely integrated within the MOH.

From tlle current perspective it certainly seems as though something more could have been done to

integrate MOH personnel intothe ongoing social marketing effort and then to improve thetraining:effon

supporting the transition to MOH controL It would likely have been worth the effort, although. its'

outcome cannot be predicted confidently.

As this story ofPREMI and its communication effort ends. we repeat the need to balance. on the one

hand. failure to develop social marketing and communication capacity for the· long term·and.speculation

that it might have been done' better some other way, with a recognition of substantial successes £luring.

its years of operation. The potential for public health communication seems clearly documented; even '

if the ways of permanently institutionalizing are not.
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APPENDIX A

Survey &timates Versus Ministry Archive Estimates of Vaccination Coverage

All, of the immunization coverage data in this report come from knowledge, attitude practice surVeys, in

which caretakers either, provide a vaccination card, or report on their children's vaccination' levels.
,

Because all of the surveys took place, after the stan of PREMI, the only method for estiriiating coverage

before PREMI's nrst jornada was by crediting coverage only to those children whose caretakbrs had

vaccination cards and estimating what their coverage was on the basis of dates of vaccination reported

on the cards. Thus the card of a child whose caretaker was interviewed in July, 1986, ,C9uld be,' ':

examined to see what vaccinations the child had before PREMI started in November of 1985. This

allowed the comparison of children over time, for example seeing what proportion of children who were

exactly 12 months old were vaccinated iil the months before and after PREMI began. All children:Who ,.',

had no card, or whose cards were undated, were assumed to be unvaccinated for these retrospective

analyses.

We have made the case that this method is not useful for estimating the absolute level of coverage;at any

time, almost surely producing an underestimate of coverage. However it does seem helpful as an,
. . ..

approach to estimating the relative change in coverage over time. It does exaggerate the tendency tofmd

increasing coverage over time, since lost cards are more likely among older children. Nonetheless,the

clear picture of increasing coverage with the introduction of PREMI remains even ifone eliminates, the
, ,

problem of card availability. Figure A-I makes this quite clear. It is parallel to Fig~re 4 in theiext.

In figure 4, coverage by 12 months was pictured for all children by monthly cohorts. Any child who

did not have card evidence was treated as not covered by 12 months, resulting in a likely underestimation

of actual coverage. Figure 4 is then a lower bound for actual coverage. In contrast. in Figure .'\-1, on

the upper line only children who had some dated card evidence are induded. This becomes an upper

bound for coverage, since it eliminateS all children who did not have cards, who surely would have had

a lower rate of 12 month coverage than would children with cards.

Tnis curve is quite similar. albeit higher. than the curve from Figure 4, also reproduced here. Itshows

the same unmistakable rise in coverage associated with the initiation of PREMI.
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Both of these results contrast with archival data from the Ministry of Public Health which is the official

basis for vaccination reports. The archival r6ports do not show a similar pattern of increasing coverage

associated with the PREMI program. In Table A-I we present official Ministry of Public Health statistics
. .

for the years 1981-1987 for DPTI. DPT3 and Measles vaccinations given to children less th~oneyear

old during each calendar year. These estimates are generally over-estimates ofcoverage since they are

based on a target population about 90% of the true population of a given age.. (Rodriguez, 1987} Next

to each estimate we provide a comparison estimate based on the survey data. While the archive

estimates are based on the number of children under one who received a given vaccination, the survey

estimates are reported according to the year of birth of the child.

The comparison estimate is based on the upper limit calculations similar to those in figure A-l.·however

it combines the data gathered in July, 1986 as well as the data gathered in April 1987. so as to be able

to portray the longest possible time period. It includes only those children who had cards arid presentS

the proportion of them who had card evidence of having received the respective vaccination hefor~ ,c

or she was one year old. This is a likely upper limit for the actual coverage among children born ina
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given year. It also tends to exaggerate coverage for older compared to younger children. This is because

cards are fewer among older children, cardless children are less likeiyto be covered than children with

cards, and thus, children born in earlier years gain more from the restriction of the analysis to ,children

with cards. A higher proportion of their best ;,erforming children are incorporated. Thus this way of .

reporting· the.survey data tends to downplay any effects of PREM!, which is likely to have affected

children born in 1985 or later.

:'.,..

Table A-1

.: , .

: :'. -..
. , ""

··Year: % DPT! % DPTI %DPT3 %DPTI %Measles %Measles !Avge: .

Archives Survey Archives Survey Archives Survey Months

(±2 sLer.) (±2 st:er.) .(±2 sLer:) under

PREMI
i···

1981 65 61 (±.O8) 26 34 (±.07) 31 35 (±.O7) 0
..

1982 87 . 55 (± :04) 35 27 . (±.04) 44 29 (±.04). 0

1983 67 65 (± .04) 31 33 (±.04) 34 37 (±.04) 0
.

1984 90 73 (= .03) 48 34 (±.04) 54 38 (±.04) 0.5

1985 94 93 (±.02) 41 50 (±.04) 51 55 (±.04) 8.2S

1986 85 98(± .01) 43 53 (± .10) 49 52 (±.10) 12

1987 80 100* 51 54* (±.16) 46 55*(±.10) 12

* .t:.stlmate IS card-base< covera e amon 11-13 month oids with cards· 4/87g g

Archive Source: National Division of Statistics, Ministry of Public Health

, . . .
The pattern from the surveys is consistent with previously reported results, a sharp increase between

1981.;1984 on the one hand and 1985-1987 on the other, as PRE~ begins to make its presence felt.· This

is true despite the tendency to reduce later year effects because of the procedure applied.

The archive data provides estimates moderately consistent with survey estimates, in some years, but in

others, for some antigens, is sharply different. In particular, while 1981 and 1983 archive results are

largely consistent with the survey estimates for those years, the 1982 and particularly the 1984 'archive

data suggest a much higher level of coverage than do the survey estimates. 1985-1987 survey data are
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mildly to moderately higher than archive d~ although usually within the range of sampling error.

Clearly, however, the pattern of the archive data, if credible, would produce skepticism about amajo[

PREMI effect~ while the survey data, even in this form ·likely to underestimate effects, suggest a

substantial PREMI effect.

We have only speculative explanations for the differences in the patterns. While it would be

straightforward to describe the various biases that might be present in each method making the absolute

levels non-comparable, they don't explain why the patterns of change over time are so different.Since>.;

all· of this survey data comes from two studies (but whose results are essentially pnallel where they

overlap),one must assume that survey result biases are affected constantly over time;· there is no reason

for it toproduce too-high estimates in 1981 and 1983, too-low estimates in 1982 and 1984 and then

too-high estimates again in 1985, 1986 and 1987.

On the other hand. it seems as though Ministry of Public Healtb record gathering is more vulnerable to ..

changes in recordkeeping practice from year to year. In fact, in 1984 there was a reduced estiillateof

the target population compared to the surrounding years. While that was insufficient to explain the

awkward pattern reponed, itdoes suggest some inconsistency in reporting practices.16 Is it possible that

something else in the way data was reponed exaggerated coverage rates in the early years, while during

16 With correetionsfor the sizes of the under--one target populations based on estimates in Rodr1guez~

1987, the table would look as follows: .

Year

1

1
1

%DPTI
Archives

% D 1
Survey
(±2 st.er.)

%D
Archives

%
Survey
(±2 st.er.)
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the PREMI years there was a tendency to underrepon vaccination? For example. in those later years.
with the heavy use of joriladas with masses of children coming for vaccination, sometimes to temporary
vaccination sites, is it possible that some of the vaccinations were not properly recorded?

In the end. we cannot explain the differences between the two ways of estimating coverage_ Thesurvey
pattern is robust and supported by every form of internal analysis we report here and in the rnam body .
of the report. We have relied on that evidence, even though it is inronsistent with Ministryatc:hives,
largely because we know that the survey data were gathered in a consistent way. and recoglrize ttatdata
gathered through the Ministry of Health information system may not have been so consistent asross all.···
the years included_
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