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SUMMARY 

This report covers the contract performance period of June 1999-December 2004 of the Basic 
Support for Institutionalizing Child Survival (BASICS) I1 Project. It documents the approach, 
results and lessons learned on increasing the uptake of child survival interventions. The Project 
was managed by the Partnership for Child Health Inc. This report is not exhaustive but highlights 
the main achievements during the five and one-half years of the project. Additional information 
is available in the annual Self Assessment Reports prepared by the Project for the U.S. Agency 
for International Development (USAID). 

The design of the project involved providing technical support to countries to scale up 
proven interventions, and included a global technical leadership agenda to further the state of the 
art and facilitate transfer of experience to a larger number of countries through other 
organizations. The technical focus areas were immunization, community approaches for the 
reduction of childhood illnesses, nutrition, and neonatal health. The Project built on the lessons 
learned in BASICS I and focused on achieving scale. 

By mid-2004, substantial progress was made in countries assisted by BASICS I1 in their 
capacity to plan and implement programs and in several coverage indicators. At the global level, 
nutrition was mainstreamed within child health, neonatal health interventions were 
operationalized at community level, community Integrated Management of Childhood Illness 
(IMCI) was designed and implemented in varied settings, treatment for pneumonia at community 
level was initiated in Africa, routine immunization programs were strengthened in the midst of 
polio eradication efforts, and several countries built stronger platforms for community-based 
child health programs. 

Countries with a direct BASICS I1 presence were: Benin, Bolivia, DR Congo, Ecuador, El 
Salvador, Ghana, Guinea, Honduras, India, Madagascar, Mali, Nepal, Nicaragua, Nigeria, 
Senegal, Uganda, and Zambia. Over 65 sets of results in terms of increases in coverage or 
behavior change related to priority interventions were documented. The project also supported 
three regional programs for Asia, Africa, and Latin America and Caribbean (LAC). In 
collaboration with other global partners, the Project expanded the application of state-of-the-art 
approaches and tools in over 50 countries. 

In addition to raising the coverage of specific interventions in direct presence countries, in 
the four technical areas the project made progress in advancing the field of child survival 
programming in the following ways: 

At country level: The capacity to design and implement large scale-programs in 
immunization, nutrition, community IMCI, and neonatal health was strengthened. 
Community-oriented programs were taken to scale; new approaches and tools were 
transferred across countries to better link communities with health services and to improve 
the quality of services; gaps and missing components in critical child survival services were 
filled; new partners were engaged andlor encouraged to coordinate their resources; and 
programs were streamlined and re-focused towards achieving results at scale. 

At regional level: Through regional institutions, the Project reached over 50 countries in 
Africa, Asia, and LAC with effective program approaches and tools to support community 
programs for common childhood illnesses, basic newborn care, essential nutrition actions, 
and routine immunization. 
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At global level: The Project contributed to the development and operationalization of new child 
survival initiatives such as Reaching Every District (RED) for immunizing women and children, 
the Global Alliance for Vaccines and Immunization (GAVI), Injection Safety, Essential 
Nutrition Actions (ENA), Essential Newborn Care, the community component of Integrated 
Management of Clddhood Iltness (C-IMCI), Community-Based Growth Monitoring and 
Promotion (CBGP), and non-NIDs (National Immunization Days) vitamin A supplementation. 

The Project approach related to the two main categories of activities can be summarized as 
follows: 

Support to country programs to scale up proven child survival interventions 

In several countries, child survival interventions were already being implemented, ofien at scale. 
In these countries, the Project focused on increasing public health impact through building 
strategies for under-served and marginalized communities, such as C-IMCI in Bolivia, Ecuador, 
El Salvador, Honduras, and Nicaragua and reducing immunization drop-out rates in the DR 
Congo, Uganda, Guinea, Madagascar, Senegal, and India. Public health impact was enhanced 
also by addressing underlying risk factors such as malnutrition, such as with the AtenciBn 
Integral a la Niiiez (AIN) program in El Salvador, Honduras and Nicaragua, and with ENA in 
India, Nigeria, Senegal and Benin. Newborn health, a neglected technical area of rising concern, 
was given priority in Senegal, India, El Salvador, and Honduras. 

In many countries, existing networks and program platforms that were not yet fully engaged 
in child survival programming were tapped for achieving scale and supported through capacity 
building. Examples include India (with CARE), Nepal (Village Development Committees and 
community health workers), Ghana (Ministry of Health (MOH)) and Uganda (MOH and non- 
governmental organizations (NGOs)). 

In some countries, there were no primary health care platforms functioning at scale and 
therefore had to be built, such as with the Catchment Area Planning and Action (CAPA) 
committees in Nigeria; with a patchwork of the MOH, NGOs, and faith-based organizations 
(FBOs) in the DR Congo; and with the MOH and NGOs in Guinea, Mali, and Zambia. 

Global and regional technical leadership activities to further the state of the art 
and expand the number of countries 

The state-of-the-art in programming for child survival was improved by the Project's selectively 
applying operational research frameworks and tools to areas that were considered by countries 
and global partners as key for advancing scale and impact. These included testing the feasibility 
of community distribution of cotrimoxazole for acute respiratory infections (AN) in Senegal; 
demonstrating the effectiveness of an Essential Newborn Care package in Senegal and 
supporting CAREIIndia to do the same; demonstrating the effectiveness and impact of an 
integrated, community-based program focused on child growth in Honduras; improving 
immunization providers' communications and links with communities in Uganda; improving 
skills of patent medicine vendors for malaria treatment in Nigeria; evaluating private 
practitioners' prescribing and counseling practices in Uganda; synthesizing cross-country lessons 
in the application of causes of mortality studies to plan programs; and secondary analysis to 
demonstrate the contribution of tetanus to infant mortality in India. 
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Additionally, a number of senior technical staff from the Project provided feedback from 
field programs to global and regional forums where policy and resource decisions were being 
made. Emerging initiatives from global level were adapted and disseminated at the country level. 
Regional organizations were supported by the Project to expand the number of countries 
benefiting from new approaches, tools, and frameworks. 

Lessons learned about the best use of technical assistance to expand child survival through a 
centrally managed "flagship" USAID project include the following. (Some of these were 
reiterated by the external assessment team (Pielemeier et al, 2003)): 

The Project developed and applied an effective framework for working at scale that focused 
on engaging partner organizations already present in project areas, and supporting their 
efforts by strengthening, focusing, or adding child health and nutrition activities. 

Some important constraints to reaching scale included the availability of non-USAID donor 
funding for child health. These have gradually dwindled, even in Africa where child 
mortality and morbidity remains very high, and within USAID the Africa Bureau's resources 
for child survival also declined. USAID funds were limited, but the design assumed that 
other funding could be obtained from other donors and the private sector for major expansion 
efforts. Despite some BASICS I1 successes, this assumption has not been widely validated. 

Effective approaches were developed by the Project both for the delivery of integrated 
services aimed at addressing multiple causes of mortality and co-morbidities, and also for 
selective strengthening of key interventions within the context of comprehensive Maternal 
and Child Health (MCH) services. The Project found that both strategies could work with 
careful planning and attention to follow-up. However, integrated approaches are harder to 
implement and require a higher order of willingness to collaborate and compromise, and it 
takes time to form functioning linkages among technical domains. The short duration of 
BASICS I1 at field level made this difficult. 

The need for a consistent strategic vision within USAID among various missions and 
Bureaus and a plan with projected resources that could lead to desired outcomes would have 
helped BASICS I1 achieve more results within the project period. 

The expectation of meeting Strategic Objective (SO)-level results at national scale was 
unrealistic in light of start-up delays and prolonged planning. The contract ended when 
countries were beginning to implement more results-oriented programs; USAID and the 
countries lost out in momentum and the payoffs from these revised, more scaled up programs 
where investment had been carefully made. 

Many pre-requisites for achieving and maintaining scale include factors that are not under the 
direct control of a USAID project. These pro-scale conditions have not always been present 
in BASICS I1 countries and have threatened program expansion. The Project dealt with them 
in various ways. 

Learning from cross-country analysis of experiences is one of the main justifications for 
centrally managed projects. But systematic evaluations and analyses that have operational 
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value take time. Country programs did not become fully operational at scale until Project 
Years (PY) 3 and 4, and country and Mission interest in studies was not always high. 

Initially perceived as too rigid, the performance indicators of increases in coverage and scale 
helped several of the technical areas focus their strategies. Annual adjustments with the 
participation of national leaders in child health and nutrition would have helped program 
designs remain focused on priority issues in each country and technical area. 

Major transformations in the Project's lead technical arenas were taking place globally 
during 1999-2004. New global "initiatives" threatened to de-rail progress in the core 
elements of programming and systems strengthening. The technical leaders of the Project 
helped countries successfully navigate through these to maintain a focus on sustainable 
progress on the ground. 

The Project was able to contribute substantially more due to the combination of global 
leadership and country support functions. Continued USAID leadership in child health is best 
served by a leadership project that combines global technical leadership and cutting edge, but 
practical, application in the field. 

The Project reached the majority of its public health performance targets and was widely 
acknowledged by partner organizations and countries as having contributed substantially to 
advancing the state-of-the-art in child health and nutrition. The majority of its direct public 
health impact came from DR Congo (immunization, vitamin A), Nigeria (breastfeeding and 
vitamin A), and India (nutrition and newborn care), illustrating the value of working in large 
countries and successfully engaging partners with a nationwide or very broad reach. Important 
activities with future payoffs included community-level newborn care, operational guidelines for 
the RED initiative in immunization, community-level management of malaria and ARI including 
the role of private medicine vendors, and working at scale with an ENA package. 

Based on BASICS 11's experience, areas where more effort would produce stronger child 
survival and nutrition results in future include: more strategic use of communications to reach the 
42 countries with the largest number of childhood deaths with effective tools and technical 
support to expand a core set of priority interventions; gap analysis and a focus on critical missing 
operational elements needed for scale by country and technical intervention; transfer of 
experience from a small group of highly successful program sites to other countries through 
cross visits and dialogue; explicit strategies to build leadership in child survival programming in 
the 42 priority countries; and fostering interagency working groups at country and global levels 
for joint priority-setting, projections of future needs, and allocation of resources to assure that 
critical inputs for child survival are maintained. The value of performance monitoring on an 
annual basis to sustain momentum in reaching goals was validated. The need for focused, high 
coverage community approaches with explicit strategies to reach marginalized populations was 
highlighted. It was clear that systems support in the areas of performance and skills maintenance 
among frontline providers and their supervisors, supply and logistics systems, and information 
systems are critical, even for community-oriented programs. 

The remainder of this report provides more details on the evolution of the Project, its 
approach and strategy, progress made, results, and lessons learned. 
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I. BACKGROUND 

Context 

The Project started in mid- 1999; during the previous decade, progress in reducing infant and 
child mortality globally had slowed, and there had been little progress in the countries and 
regions with the highest levels of mortality. Disparities in mortality and health widened between 
the poor and the well off, between children in the less developed countries and the rest of the 
world, and within countries. Post-neonatal mortality continued its decline in several countries, 
but mortality during the newborn period increased as a proportion of the total. Malnutrition 
remained the major underlying cause of infant and child mortality. Human Immunodeficiency 
Virus / Acquired Immune Deficiency Syndrome (HIVIAIDS) became a major infant and child 
health concern in sub-Saharan Africa, principally in eastern and southern African countries and 
in some segments of populations in other countries. 

The policy and resources context had also changed. Reorganization of the health sector 
occurred principally by decentralization, and several countries adopted broad sectoral approaches 
to financing. There was a tendency to follow either new, narrowly focused initiatives that bring 
substantial funding (e.g., polio eradication), or complex integrated, comprehensive service 
provision. These changes reduced the attention and resources being devoted to the evidence- 
based package of core child survival in many countries. The majority of countries currently do 
not have an overall child health policy and strategy. 

USAID global and bilateral projects, including BASICS 11, played a significant role in 
demonstrating to the global community that donor resources could make a substantial difference 
in expanding coverage and improving the quality of child health interventions in high mortality 
settings. Shortly after the Project started, the global community committed to the Millennium 
Development Goal (NIDG) of reducing the mortality rate among children under five by two 
thirds by 2015. Since the establishment of this target, concerns have been raised that current 
levels of investment and implementation for child health activities are inadequate. In response to 
these concerns, a number of agencies with investments in child health have taken an interest in 
increasing the international focus on child survival. USAID's leadership and BASICS I1 were 
asked to participate in this alliance. 

USAlD Child Survival Programming 

USAID's child survival approach began in 1982 with the adoption of a health assistance policy 
that moved away from support for primary health care systems to the implementation of focused, 
preventive and curative health interventions aimed at the principal causes of mortality and 
morbidity in less developed countries. The child survival strategy, adopted in 1986, specifically 
focused on the application of effective, low-cost technologies, principally immunization and oral 
rehydration therapy (ORT), as well as nutrition and child spacing. 

An important factor in the success of child survival was the technical assistance provided by 
three global projects: the Technologies and Resources for Child Health (REACH) Project, 
focused on support for the Expanded Programme on Immunization (EPI) and to a lesser extent 
on ARI; the Technology for Primary Health Care (PRITECH) Project, focused on support of 
diarrheal disease control (CDD) programs and increased use of ORT; and the Communication 

BASICS II Final Report 1 



and Marketing for Child Survival (HealthCom) Project, focused on information-education- 
communication (IEC) support of child survival programs. 

After almost a decade of providing vertical support to child survival programs, USAID 
identified the need to bring the key elements of such programs as well as the supply and demand 
aspects of child health and nutrition interventions together in a single global leadership and 
technical assistance project. The result was the Basic Support for Institutionalizing Child 
Survival (BASICS) Project, which began in 1993. By consolidating activities previously 
implemented under the three separate predecessor projects (REACH, PRITECH, and 
HealthCom), BASICS was expected to result in a more efficient use of human and financial 
resources and in a synergy of action with an increased capacity to take on new initiatives. 
A 1997 evaluation found BASICS to be highly successful and substantially contributing to 
USAID's global leadership and field implementation of child survival programs. However, in 
response to this evaluation and those of other key child survival projects, a new IO-year child 
health Results Package was written in 1998. The Results Package included a number of projects, 
with the "Flagship" (BASICS 11) having a central role in developing state-of-the-art processes 
and tools in operationalizing child health and nutrition interventions and achieving scale. 

The program vision for BASICS I1 was to move beyond small-scale activities to support a 
much broader implementation of a core package of child health interventions. The results of this 
program would be measured largely by improvements in coverage. Increased coverage was to be 
achieved by providing critical USAID technical and financial support and by obtaining other 
resources. The design had four novel features: 

A clear focus on expanding the coverage of child health interventions and concentrating 
program support on the USAID field programs that shared this objective. 

Use of public health indicators to measure program performance. 

Increased delegation of responsibility from USAID to the contractor (e.g., responsibility for 
negotiating Mission participation in the program). 

Use of a performance-based contract to provide incentives to the contractor 

Approach and Strategy 

BASICS I1 was designed to assist the Center for Population, Health and Nutrition (GIPHN, now 
the Bureau for Global Health), other Bureaus, and field Missions in increasing the use of child 
health and nutrition interventions at scale and advancing the state-of-the-art of global child 
survival programming. This goal was to be achieved through the following principal tasks: 

Technical Leadership: In close partnership with GIPHN, inform and influence global policy 
and program directions in key areas of child survival. 

RegionalIGlobal Initiatives: Enter into partnerships with other USAID Bureaus and 
organizations for the development and implementation of regional or global initiatives 
related to the core interventions. 

Country Programs: Provide continuing technical assistance and support to child survival 
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programming in a limited number of selected countries with the intention of applying 
project resources strategically, with the greatest chance of transforming the way child 
health is done and achieving impact. 

The Project's activities were organized around a limited number of key technical focus areas 
that corresponded to critical program needs and child survival technical priorities: 

Increased effectiveness and sustainability of child immunizations 

Integrated approaches to child health, later focused on community IMCI 

Incorporating nutrition into child survival activities 

Neonatal survival and health 

In addition to the principal tasks, the BASICS I1 contract specified several technical support 
tasks: 

Operations and Evaluation Research (OER): Design, implement, analyze, disseminate, 
and apply the results of high-quality OER in support of the Project's objective and 
results. 

Strategic Experience Transfer (SET): Develop strategic approaches to documentation, 
analysis, and transfer of key expertise and experience for influencing policy and 
programming. 

Performance and Results Monitoring (PRM): Apply a systematic approach to monitoring 
progress, results, and quality of performance in all of the contract's functions. 

To the greatest extent possible and in all areas of its work, BASICS I1 was also to seek to 
build capacity in developing country institutions and individuals and to build strategic 
partnerships with GJPHN, other Bureaus, Missions, other cooperating agencies (CAs), and other 
organizations. 

The performance results or Strategic Objective (SO)-level results were specified by USAID 
as follows: 

Increased immunization coverage (fully immunized child) among high-risk infants and 
children with present EPI vaccines in at least 10 countries. 

Ninety percent measles coverage achieved through sustainable methods in six countries. 

Introduction and establishment of agreed-upon levels of coverage of new vaccines 
against major causes of morbidity/mortality of infants and children in four countries. 

ORT use increased by 50 percent or sustained at 80 percent or more of diarrhea episodes 
in at least 10 countries. 
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Fifty percent increase in appropriate care seeking and treatment of ARI in at least 10 
countries. 
Appropriate care seeking and treatment for children with febrile illness in malaria- 
endemic areas increased by 50 percent in at least five African countries. 

Significant increase in use by child caretakers of hand washing, food hygiene, and 
measures to maintain clean water at the household level in at least six countries. 

Increased use of insecticide-treated materials in malaria-endemic areas in at least five 
African countries. 

Breastfeeding at least 4 (amended to 6) months of age increased by 50 percent in five 
countries. 

Significant increase in appropriate child feeding (frequency, quantity, and/or quality of 
feeding) in five countries, and 

Adequate intake of vitamin A (and/or other specified micronutrients) achieved for 80 
percent of children among populations identified as deficient in six countries. 

There were no SOs for neonatal health or polio, but the Project achieved population-level 
results in several neonatal health care indicators and polio. The SO on hand washing and hygiene 
was dropped. For several indictors, the Project achieved more than the specified target and/or 
number of countries. In the three IMCI-related SOs, the number of countries was fewer. Overall, 
the Project exceeded the specified number of results. 

In addition, the following intermediate results were specified. 

Fully operating integrated management of childhood illness (IMCI) and other integrated 
approaches. (The Project focused on the community component of IMCI.) 

Interventions to reduce neonatal morbidity and mortality. (On newborn care, the Project 
initiated large-scale programming in three countries and carried out a demonstration project 
in one country.) 

Within the Project, BASICS I1 developed a plan for defining a clear vision and coherence in 
technical direction across country and global programs. Each TFA took the lead and managed 
the specified results as well as sought opportunities for advancing the global and regional 
agendas with other stakeholders. An investment strategy for the use of funds was developed to 
maximize payoffs for country SO-level results, for global technical leadership results, and for 
innovations and OER to support country programs. Each technical team developed Intermediate 
Results and Lines of Work to prioritize the work of country programs and global and regional 
activities. Annex A contains the Five-Year overviews of each TFA. 

Based on ongoing dialogue with Missions and their country counterparts, the Project worked 
with varying levels of intensity to maximize coverage outcomes and contributions to the global 
state-of-the-art in child survival. The countries fell into the following categories: 

Implement a comprehensive package of multiple interventions and representative of 
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diverse settings with SO-level impact: Honduras, Nigeria, Senegal, India 

Achieve and document SO-level impacts in at least one technical area: Benin, DRC, El 
Salvador, Ghana, Guinea, Madagascar, Mali, Nepal, Nicaragua, Uganda 

Achieve learning about specific approaches: Ecuador, Zambia 

Country "Results Teams" were formed with technical staff in the lead, and including 
representation from the field-based team, and from the various units at HQ (e.g. OERIPRM, 
SET, field programs, and finance and management). Each country team developed a project 
design using a simple Inputs, Process, Outputs, and Outcomes matrix that illustrated how the 
specific activities and inputs would lead to results. Each year's work planning cycle involved 
reviewing and revising both the Technical Focus Area Five-Year Overviews and Country 
Designs. These tools were useful for planning PRM and SET functions as well. 

--- 
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2. PROGRESS MADE 

This section describes the progress made in capacity building, improved policies and 
programming approaches, and strengthening the building blocks for child survival impacts in the 
future. Annex B provides an overview of the Project's contributions to USAID's Results 
package. Section 3 illustrates the type and magnitude of changes achieved at the population level 
in BASICS I1 supported countries during 1999-2004. 

A number of country-level interventions were taken to scale at country level or 
across the majority of the country 

A "BASICS I1 Scale Framework" was developed, and country teams systematically identified 
and supported key organizations to scale up proven approaches. The emphasis was on 
community-level results and maintenance of quality. In some countries, comprehensive programs 
were scaled up, and in others selected technical interventions were scaled up. For example, in 
immunization, the RED approach was implemented in the DR Congo, Madagascar, Mali, and 
Senegal. For strengthening Essential Nutrition Actions (ENA) at scale, partner organizations 
working at national or state levels were supported in Benin, India, Madagascar, Nigeria, Senegal, 
and the DR Congo. CBGP was expanded in El Salvador, Nicaragua, Ghana, Honduras, and 
Zambia. Non-NIDs vitamin A supplementation reached high coverage using biannual 
distributions in the DR Congo, India, Nigeria, and Senegal. Measles control was undertaken in 
the DR Congo, Injection safety issues were advanced to national priority in Guinea, Mali, 
Senegal, and Uganda. Interventions to reduce neonatal morbidity and mortality were introduced 
and preparations for scaling up were undertaken in El Salvador, Honduras, India, and Senegal. 

Host country capacity building for child health and nutrition programming was 
successful in several countries 

BASICS I1 used a range of training and non-training activities to strengthen institutional capacity 
aimed at accelerating scale and ensuring long-term sustainability for effective child health 
programs. Countries that benefited include Benin, Bolivia, DR Congo, Ecuador, El Salvador, 
Ghana, Guinea, Honduras, India, Madagascar, Mali, Nigeria, Senegal, Uganda, and Zambia. 
Several regional entities were strengthened in their capacity to support the expansion of child 
survival across more countries. 

Behavior Change Communications (BCC) emerged as a critical component of 
scaled up child survival strategies 

BASICS I1 mainstreamed BCC in scaled up child survival strategies. The experience of 
designing and implementing communications packages at scale in LAC and Ahcan countries 
was disseminated to key partners. Project staff provided inputs to the Global STOP TB Program 
to help define the communication component used by their multi-agency partnership. A number 
of the rapid processes necessary for prioritizing high-impact behaviors were incorporated into a 
joint publication with the Pan American Health Organization (PAHO) and the Red Cross to 
guide LAC countries. They were disseminated to Central American countries in partnership with 
the Johns Hopkins University (JHU)/Health Communications Project (HCP). They were also 
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introduced region-wide in the context of perilneonatal capacity building for LAC countries. 
In several Project countries, such as Nigeria, El Salvador, Honduras, Guinea, and Senegal, 

BASICS I1 built the capacity of MOHs and partners in designing comprehensive 
communications strategies aimed at improving key emphasis behaviors. Countries participated in 
the development and production of full packages of child survival communications materials 
(posters, radio dramas, street theater, etc.), job-aids, and home health booklets for health workers 
and caregivers. The Project also supported community health worker and promoter training in 
the use of these materials, as well as training in the supervision of their use. 

The Project contributed a number of new processes and frameworks to the 
practices of the four priority technical interventions 

Strategies and approaches developed by the Project were used by other countries and 
organizations beyond the countries of their emergence. For example: 

- Immunization: BASICS I1 was instrumental in publishing Immunization Essentials - a 
monograph that captures the state-of-the-art of large-scale programming in routine 
immunization. It developed a new indicator for global tracking of country-level 
immunization coverage (diptheria, pertussis, and tetanus (DPT3) coverage and measles 
coverage of >80% for each of the last three years) and widely disseminated regional maps by 
country. The World Health Organization's (WHO) Regional Office for Africa (WHOIAFRO) 
has now begun to use measles coverage of >80% for the past two years as one indicator of 
country readiness to introduce rubella vaccine. BASICS I1 finalized the WHOIAFRO Mid- 
Level Manager (MLM) Communication Module. A promising approach to reducing drop-out 
rates from Uganda involves a district-wide experience linking the peripheral health workers 
with the communities they serve using continuous adult learning principles. 

BASICS I1 operationalized the RED approach in Uganda, Nepal, Senegal, and 
Madagascar-in most cases well before RED had been conceptualized at global levels. The 
BASICS I1 field experience in these countries influenced other countries and global partners 
on how to forge links between peripheral health workers and the communities they serve and 
how to introduce active monitoring at local levels for action. Madagascar's experience in 
district-level planning and community mobilization for immunization was adapted for other 
countries with the help of a multi-intervention (child and reproductive health) and multi- 
agency case study that was released in March 2004. Project experience on routine 
immunization data management, micro-planning, reporting, and supervision of performance 
of USAID-supported district and facility-level staff was transferred to global and regional 
immunization partners and representatives from African countries at several regional and 
inter-country technical exchange meetings. Also widely disseminated was a case study for 
effective functioning of interagency coordination committees for immunization. 

- Nutrition: The Project supported West African Health Organization to finalize the three-year 
action plan of the African Nutrition Capacity Initiative (ANCI) and to participate in the 
development of the Nutrition Focal Points strategic plan. In the Asia-Near East region, 
support was provided to the WHO Regional Office for South East Asia (WHOISEARO) in 
the development of ENA tools to facilitate ENA implementation. The Project also provided 
technical leadership and support for the alternative strategies for delivering vitamin A 
capsules through non-NIDs channels. The Positive DevianceIHearth (PDIHearth) experience 
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in Guinea and Mali has led to the replication of the approach in Senegal and Nigeria. In 
India, partnerships with bilateral organizations, NGOs, local government, the Forestry 
department, and various income-generating activities have increased the platforms to expand 
the promotion of ENA. Civil societies have also involved people from the community to start 
a "Malnutrition is Unacceptable Movement." 

In CBGP, the development and implementation work done by BASICS I1 with the Health 
Secretaria in Honduras led to a region-wide sharing of experience with El Salvador, 
Guatemala, Nicaragua, and the Dominican Republic, which are replicating and adapting the 
strategy. With USAID support, this community strategy has also been transferred to A h c a  
(Zambia, Ghana, and Mali). The experience has influenced other USAID (both global and 
bilateral), World Bank, Inter-American Development Bank (IADB), and NGO programs in 
countries such as Bolivia, Senegal, Madagascar, Uganda, Nicaragua, and Honduras. 

- Neonatal Health: BASICS IT provided technical support and input to a number of countries 
and organizations at global and regional levels to raise the importance of community-oriented 
programming and policies. The Project promoted the incorporation of newborn health into 
the Prevention of Mother to Child Transmission (PMTCT) of HIVJAIDS program through a 
number of USAID CAs and other organizations. Through three sets of regional activities 
BASICS I1 promoted best practices and strategies for newborn health to countries in 
Southeast Asia, LAC, and Afhca. In the performance year, the Regional Southeast Asian 
Initiative advanced further with the development of regional guidelines in partnership with 
WHOJSEARO. In collaboration with partners, including PAHO, Child Survival 
Collaborations and Resources (CORE) Group and Saving Newborn Lives (SNL), BASICS I1 
provided technical inputs targeted primarily for community-based interventions for 
improving newborn health in eight countries (Bolivia, Ecuador, El Salvador, Guatemala, 
Honduras, Nicaragua, Peru, and the Dominican Republic). At the request of WHOJAFRO, 
BASICS I1 also provided technical support on strategies for newborn health for their country 
staff at the regional (Anglophone and Francophone) meetings. 

- Community Approaches: In El Salvador, all NGOs active in child health have adopted the 
A tencihn Integral a la NiEez-Comunitario (AIN-C) approach and are using the package of 
child health materials developed by BASICS I1 and the MOH. BASICS I1 has provided AIN- 
C and Atencihn Integrada de las Enfermedades Prevalentes en la Infancia (AIEPT) training 
for numerous IVGOs in this country (Canadian Red Cross, FUSAL, CALMA, etc.) and has 
assisted the IADB in the training of health promoters for its project. 

In West Africa, BASICS I1 collaborated with UNICEFIWest and Central A h c a  Regional 
Office (WCARO) on the review of C-IMCI assessment and planning materials to be used at 
the district level, and on a planning exercise conducted in Guinea that involved two other 
countries (Cameroon, Mauritania). The Project also helped WHOJAFRO in the 
documentation of IMCI progress and best practices in Senegal, Madagascar, Niger, and the 
DR Congo. The Government of Benin and UNICEF-Benin are adopting the C-IMCI 
framework, guidelines, and materials from Senegal (developed with technical input from 
BASICS 11) for the implementation of a community-based management of pneumonia. 
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Support to the Global Child Survival Partnership 

BASICS I1 worked in partnership with the USAID Global Health Bureau to establish the global 
Child Survival Partnership (CSP) and to improve the child survival focus in several priority 
countries. BASICS I1 contributed to achieving the following results: 

- In Ethiopia, the Federal MOH created a national committee focusing on child survival and 
hosted the first High Level Visit of the CSP. The Federal MOH and Regional Health Bureaus 
held an inaugural national child survival conference and committed themselves to refine their 
new health sector strategy (Health Sector Development Plan 111) to focus on child survival 
and community-level interventions having the greatest impact on child mortality. A link has 
been finally made between Ethiopia's child health strategy, Ethiopia's Country Status Report 
(developed by the World Bank and the Government of Ethiopia), and Ethiopia's Poverty 
Reduction Strategy. As a result of these efforts, there is now a renewed commitment to child 
health in Ethiopia by both the government and donors and a clear recommendation to double 
the government and donor investment in child survival programming in the future. This 
commitment can be seen in the Minister for Health's agreement to participate as the first 
Minister for Health on the global CSP Steering Committee. 

- In Cambodia, the Secretary of State for Health in the MOH created a national Child Survival 
Task Force and, with donor support, conducted a comprehensive child survival situation 
analysis. Cambodia hosted the second ever High Level Visit of CSP members and, as part of 
that visit, conducted its first national child survival conference. Donors, including USAID, 
have agreed to review their assistance strategies in light of recommendations that came from 
the situation analysis and conference. As in Ethiopia, there is now a renewed donor and 
government commitment to child survival in Cambodia. 

- In the DR Congo, child survival became a component of its Country Status Report that will 
lead to child survival becoming a component of an upcoming World Bank loan and will 
influence the content of DR Congo's Poverty Reduction Strategy Paper (PRSP). 

- A draft Child Survival Scorecard was completed and field-tested. The Scorecard will be used 
in priority countries to monitor progress towards achievement of the child mortality MDG. 

- A child survival assessment was done for Iraq. While not part of the CSP agenda at present, 
Iraq is one of the 42 priority countries. This assessment will form the foundation upon which 
child survival activities can be based when the CSP decides to focus there. 

- The CSP overall structure and Secretariat has been defined and an interim Secretariat is being 
formed. While BASICS I1 did not participate as an entity in this process, it facilitated 
discussions that allowed CSP member to reach conclusions about structure and function. 

Essential Nutrition Actions scaled up in Africa 

The West African Regional Office (WARO) team of BASICS I1 made a difference in the way 
nutrition programming is conducted in Sub Saharan Africa. The ENA approach developed in 
BASICS I1 has been adopted by countries, NGOs, and international organizations. As a key 
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partner to West African institutions and networks, the Project spearheaded a number of regional 
initiatives in nutrition. BASICS I1 supported WHOIAFRO and UNICEF in their efforts to move 
forward the Infant and Young Child Feeding (IYCF) global strategy in the region. BASICS I1 
expanded access of Afiican health professionals to implementing the IYCF strategy by using the 
ENA framework. Action plans were developed to accelerate implementation of the IYCF at 
country level in four countries (Burkina Faso, CBte d'Ivoire, Mali, and Senegal). Because of the 
Project's regional capacity and experience, the WAHO invited BASICS I1 to assist in the 
finalization of the three-year action plan on ANCI and to participate in the development of the 
strategic plan of the African nutrition network of implementing organizations. The Project also 
collaborated with the United Nations University. 

BASICS I1 collaborated with regional partners (SARA, Helen Keller International (HKI), 
UNICEF, West African Health Organization (WAHO), AWARE-RH, UNICEF/WCARO) in 
Senegal, Mali, and Burkina Faso to support the umbrella mechanism of an NGOs network in 
capacity development for nutrition interventions (using ENA as the framework), and to develop a 
regional steering committee providing supervision and follow up to the NGOs. Three NGO 
workshops for capacity development using ENA tools and approaches were organized in 
collaboration with SARA and HKI for five countries; as a result, 70 NGOs and networks 
developed plans to integrate ENA tools and approaches in nutrition interventions. In Senegal, 
CBte d'Ivoire, Burkina Faso, and Mali, MOH staff and NGO representatives were apprised of 
and received generic nutrition modules based on ENA that were developed in collaboration with 
the SARA Project. BASICS I1 also supported 16 public health schools in Senegal, Guinea, Niger, 
and Cameroon to integrate ENA tools and approaches in their curricula. BASICS I1 also 
provided technical assistance in ENA to 23 trainers from 13 West and Central Africa 
Universities and food and technology postgraduate schools. 

Two-thirds of the 15 countries in the Economic Commission of West Afiican States 
(ECOWAS) adopted the ENA with HIVIAIDS intervention component. Four non-presence 
countries adopted ENA in their national programs, and the NGO network was evaluated and 
results presented at the 8th ECOWAS Nutrition Forum. WAHO and HKI are committed to 
support the dissemination of the evaluation report before the next forum. In collaboration with 
the Family Health International, BASICS I1 also developed and disseminated materials related to 
malaria and micronutrients to ten regional partners, six public health schools in four countries 
(Senegal, Benin, Cameroon, and Guinea), to Ministries of Health (Malaria and Nutrition 
programs), USAID Missions, and WHO and UNICEF offices in five countries (Senegal, Benin, 
Guinea, Mali, and the DR Congo). As a result, UNICEFIWCARO requested additional materials 
for their 24 countries. 

Community-Based Growth Monitoring and Promotion was revitalized and 
taken to scale 

The CBGP approach was reborn as a platform for child health services delivery. Regional CBGP 
implementers met in Central America and exchanged experiences at a conference co-sponsored 
by BASICS 11, Food and Nutrition Technical Assistance (FANTA), and NicaSalud. They 
reviewed experience from pilot programs and early expansion and discussed plans for national- 
level CBGP programming. In addition to NGO and international development agency 
representatives, the meeting drew high-level officials from governments implementing CBGP 
with BASICS I1 support, as well as from interested parties outside of the Project's focus 
countries (e.g., Guatemala and the Dominican Republic) and from international multilateral 
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agencies (the World Bank and IADB) and other potential donors and partners. 

The private providers component of the global malaria initiative began to take 
shape through BASICS II 

The Project supported the Private Provider Task Force of the Roll Back Malaria (RBM) Malaria 
Case Management Working Group and other partners, particularly the Malaria Consortium, to 
move ahead with engaging informal drug sellers to improve community and home management 
of malaria. 

Documentation of child health programs and approaches strengthened 
experience transfer 

BASICS I1 developed a documentation framework that was applied in Nepal, Madagascar, and 
the W. Africa Region. The AIlV approach in Honduras and CARE'S Integrated Nutrition and 
Health Project (INHP) were also documented to synthesize lessons learned. The IMCI Short 
Program Review (SPR) document for Nicaragua was finalized in late 2003. Along with other 
SPRs carried out in Honduras, El Salvador, and Bolivia, this document summarizes the process 
of IMCI implementation and identifies weaknesses that should be corrected in order to improve 
implementation of the strategy. 

WAR0 collaborated in the documentation of the IMCI strategy in three Francophone 
countries (Madagascar, Niger, and Senegal), part of a larger effort by WHOIAFRO to document 
the IMCI experience in Africa. The documentation reports were presented at the WHOIAFRO's 
sub-regional meeting of IMCI focal persons in 2004. This documentation is the first region-wide 
attempt to collect, analyze, and use country experiences in the implementation of IMCI. 

Accomplishments recognized in external assessment 

The accomplishments of the Project were recognized in an external assessment report, 
prepared in February 2003. It notes that at approximately 15 months before contract completion, 
the magnitude of results "are substantial." Other findings include the following: 

- With reference to the Technical Focus Areas, "in immunization BASICS I1 has provided 
strong global leadership and country support in vaccine security, strengthening routine 
vaccination programs, improving vaccine safety, and encouraging the proper use of new 
vaccines. In nutrition, BASICS I1 has helped define and successfully implement a package of 
Essential Nutrition Actions, fostered an effective nutrition network of 20 countries in 
WestKentral Africa, and established community-based growth monitoring as a platform for 
the delivery of community and household nutrition and health services. In neonatal health, 
BASICS I1 advocacy efforts and operations and evaluation research were needed and have 
been effective. In community IMCI, adoption in some countries has been hampered by a 
continuing controversy between the World Health OrganizationIPan-American Health 
Organization and a USAIDIprivate voluntary organization (PVO) coalition over the relative 
priority and sequencing of C-IMCI in relation to facility-focused IMCI and other 
approaches." 
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- Regarding the use of Flagship hnctions, the assessment reported, "in its support for field 
programs, most USAID Missions highly rate BASICS I1 field staff and its programs. In 
global leadership, the BASICS I1 immunization and nutrition leadership is internationally 
known and has worked closely with USAID staff to provide global leadership. Several 
African members of the African regional office (WARO) technical staff are highly respected 
and have provided effective regional leadership. Operations and evaluation research was not 
been effectively built into TFA [Technical Focus Area] agendas or BASICS I1 country 
programs. In Strategic Experience Transfer, as a separate entity fiom TFAs, BASICS I1 has 
struggled to define a role and to put it into operation. An effective program results 
monitoring system has been established that should provide valid measures of program 
results." 

12 BASICS II Final Report 



3. RESULTS 

The central objective of BASICS I1 was to support large-scale programs and demonstrate that 
they could produce public health impact. The Project made identifiable contributions to the 
sustained increase in the use of child survival intervention and documented increases in coverage 
and desirable household behaviors. 

lncreased immunization coverage among high-risk infants and children with 
present EPI vaccines in 1 I countries 

Immunization coverage (% or number of children) increased as measured through DPT3 
(diptheria, pertussis, and tetanus) coverage or fully immunized children (FIC) in 11 countries: 
DR Congo, El Salvador, Ghana, Guinea, India, Mali, Madagascar, Nepal, Nicaragua, Senegal, 
and Uganda (see examples in Figures 1 and 2). 

Figure 1: Mali-Trends in DPT3 Coverage Among 
Infants by 12 Months of Age, 1999-2003,6 Regions 

Percent 
100 

Year 

2 0 
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Figure 2: Senegal-Trends in DPT3 Coverage 
Among Infants by 12 Months of Age, 
2001-2003, National and 21 Districts 

Percent 
8 0 
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- 21 districts 
-9, Senega l  national 

Year 

Ninety percent measles coverage achieved through sustainable methods in 6 
countries 

BASICS I1 has contributed to increased measles immunization coverage in six countries as 
documented in DR Congo, Guinea, Mali, Senegal, India, and Uganda (see example in Figure 3). 

Figure 3: DR Congo-Trends in Measles 
Immunization Coverage, 1997-2003, National 

Percent 

6 0 
52 

Year 

10 

Introduction and establishment of agreed upon levels of coverage of new 
vaccines against major causes of morbiditylmortality of infants and children in 
5 countries 

- Measles immunization 
coverage 

New vaccines were introduced with BASICS I1 assistance in five countries: the DR Congo, 
Senegal, Uganda, Mali, and Guinea. 
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ORT use increased by 50% or sustained at >8O0/0 of diarrhea episodes in 10 
countries 

The Project contributed to substantially increased levels of oral rehydration therapy (ORT) use or 
maintained levels as measured in five countries: El Salvador, Ghana, Nicaragua, Senegal, and 
Uganda (Figure 4). 

Figure 4: Uganda-Trends in Increased Fluids, 
2001 and 2003, 5 Districts 

Children < 5 years with diarrhea 
who received increased fluids 

Percent 

Year 

Fifty percent increase in appropriate care-seeking and treatment of ARI in 10 
countries 

The Project contributed to substantially increased care-seeking for ARI in six countries directly: 
Bolivia, El Salvador, Ghana, Honduras, Nicaragua, and Senegal (see examples in Figures 5 and 
6). 
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Figure 5: El Salvador-Trends in Care-seeking 
for ARI, Among Children < 2 Years of Age, 
2002 and 2003,3 Departments 

2002 W 2003 

Percent 

Sonsonate Morazan Cuscatlhn Project area 
total 

Figure 6: Ghana-Care-seeklng and 
Treatment for ARI. 4 Districts 

w Children < 5 years wilh cough and rapid or difficult 
breathing who will be taken to appropriate provider 

Percent 
5 0 

2001 2004 

Year 

Appropriate care-seeking and treatment for children with febrile illness in 
malaria-endemic areas increased by 50% in at least 5 African countries 

Project inputs helped to substantially increase care seeking and treatment for febrile illnesses in 
Nigeria, Senegal, and Uganda (see Figure 7). In the DR Congo, progress was made in 
implementation. 
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Figure 7: Nigeria-Trends in Treatment of Febrile Illness, 
Chlldren Treated with a Recommended Antimalarial Within 
24 Hours, 2002 and 2003, Abia, Kano, and Lagos States (20 LGAs) 

2002 W 2003 

Percent 
50 

Abia Kano Lagos Project average 
(2 LGAs) (9  LGAs) (9  LGAS) (20 LGAs) 

Increased use of insecticide-treated materials in malarialendemic areas in at 
least 5 African countries 

BASICS II contributed to the increased use of insecticide treated bednets in four countries: 
Nigeria, Senegal, Uganda, and the DR Congo. 

Prevalence of appropriate breastfeeding through at least four months of age 
increased by 50% in 6 countries 

The Project contributed to substantially increased rates of exclusive breastfeeding (EBF) of 
infants less than six months of age or maintained them at high levels in six countries: El 
Salvador, India, Nicaragua, Nigeria, Senegal, and Uganda (see the example in Figure 8). 
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Figure 8: Nigeria-Trends in Exclusive Breastfeeding 
Among Infants C 6 Months of Age, 2000-2003, Abia, Kano, 
and Lagos States (20 LGAs) 

Percent 
5 0 

Abia Kano Lagos Project average 
(2 LGAs) (9 LGAs) (9 LGAS) (20 LGAs) 

Significant increase in appropriate child feeding (frequency, quantity, and/or 
quality of feeding) in 5 countries 

BASICS I1 approaches demonstrated substantially increased rates of age-appropriate child 
feeding in five countries: El Salvador, Ghana, India, Nicaragua, and Uganda (see examples in 
Figures 9 and 10). In Senegal there is process-level evidence showing progress towards 
important changes in appropriate complementary feeding. 
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Figure 9: El Salvador-Trends in 
Appropriate Child Feeding by Age Group, 
2002 and 2003,3 Departments 

Percent 

100 

6-8 months 9-11 months 12-24 months 

Age 

Figure 10: Nicaragua-Trends in Appropriate Child 
Feeding Practices, Infants 6-23 Months of Age, 2002 and 2003, 
PVOIMGO Partner Communities in 2 Departments 

w m02 rn 2003 
Percent 

6-8 months 9-11 monlhs 12-23 months 

Age 

Adequate intake of vitamin A (andlor other specified micronutrients) achieved 
for 60% of children among populations identified as deficient in 6 countries 

BASICS I1 contributed to increased levels of vitamin A coverage or maintained high coverage in 
six countries: Benin, the DR Congo, India, Nigeria, Senegal, and Uganda. 
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4. LESSONS LEARNED 

The new state-of-the-art contributed by BASICS I1 is primarily in how to operationalize large- 
scale child health and nutrition programs with successful outcomes in the areas of immunization, 
timely and appropriate management of childhood illnesses, nutrition, and neonatal health. The 
specifics are provided in documents posted on the BASICS I1 website. The universal lessons 
across technical areas include: the importance of partnerships; the critical need to go beyond 
policies and guidelines to ensure field-level follow up and practice by front-line health workers; 
the need to engage local authorities with the power to affect change but who often sit outside the 
health sector; and the reiteration that families will respond enthusiastically to any reasonable 
opportunity to improve their children's health and well-being. 

Lessons learned about the best use of technical assistance to expand child survival through a 
centrally managed "flagship" USAID project include the following. Some of these were 
reiterated by the external assessment team (Pielemeier et al, 2003): 

A consistent strategic vision within USAID among various Missions and Bureaus, and a plan 
with projected resources that could lead to desired outcomes would have helped BASICS I1 
achieve more results within the project period. As a performance-based contract with the 
Global Bureau, BASICS I1 started with a set of SO-level results developed centrally within 
USAID. However, a preponderance of field support funding led to a strong focus on meeting 
Mission needs and an effective but lower cost approach to global technical leadership. The 
USAID Missions did not always share the Global Bureau's vision and strategic direction. As 
BASICS I1 began, the USAID Missions had little knowledge about the results framework. 
Mission funds were programmed for systems strengthening, capacity building, and 
equipment in the traditional way--outside of a results framework. Initially designed as a 40% 
globally funded and 60% field funded project, BASICS 11's field support funding in PY3,4, 
and 5 was 76%, 72%, and 81%, respectively. 

The expectation of meeting SO-level results at national scale was unrealistic in light of start- 
up delays and prolonged planning, and no adjustments were made in the Project's duration to 
accommodate this. There was a one- to two-year lag when programming shifted to the results 
frameworks that underlay USAID's new thinking. These planning and (on the PCHC, Inc. 
side) leadership problems were only resolved about halfivay through the five-year program. 
The contract ended when countries were beginning to implement more results-oriented 
programs; USAID and the countries lost out in momentum and the payoffs from these 
revised, more scaled-up programs where investment had been carefully made. 

The Project developed and applied an effective framework for working at scale that focused 
on engaging partner organizations already present in project areas, and supporting their 
efforts by strengthening, focusing, or adding child health and nutrition activities. The 
example of working with CARE in India illustrates this. With a modest budget and within a 
short period of time, the Project was able to support child health and nutrition interventions 
in a population of tens of millions. In the DR Congo, there was practically no movement in 
immunization indicators, and the Projectdilled gaps that no other agency was addressing and 
helped an interagency coordinating committee in better allocation of resources, resulting in 
scaled up impact. 
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Many prerequisites for achieving and maintaining scale include factors that are not under the 
direct control of a USAID project. These pro-scale conditions have not always been present 
in BASICS I1 countries, which threatened program expansion. The Project dealt with these 
factors in various ways. For example, the interventions in a country have to be tested and 
adapted to the satisfaction of the MOH, and the Project's SET function addressed this 
through documenting other country experiences and facilitating visits to other countries or 
meetings where these issues were discussed. Senior technical staff of the Project also 
maintained an ongoing dialogue with key stakeholders to gradually overcome barriers to 
change. The WAR0 team played a crucial role in overcoming these barriers in West Africa. 
Another prerequisite is that the MOH should provide strong program leadership and effective 
nationwide coordination. The Project often had to deal with changes in ministers and re- 
structured MOHs through alliances with other donors and strong district-level partnerships. 
(The role of the trust in and technical credibility of the Project field teams and in some 
countries of the USAID Mission was critical.) A reasonably effective health structure needs 
to be in place with trained staff, and the Project provided systems strengthening support, 
helped streamline interventions to fit local capacity, and identified local resources for 
additional support (e.g., NGOs). The Project also actively supported the use of interagency 
coordinating mechanisms for addressing many of these constraints. 

Some important constraints to reaching scale included the availability of non-USAID donor 
funding for child health. This type of funding has gradually dwindled, even in Africa where 
child mortality and morbidity remains very high. Within USAID, the A h c a  Bureau's 
resources for child survival also declined. Although USAID funds were limited, the design 
assumed that funding could be obtained from other donors and the private sector for major 
expansion efforts. Despite some BASICS I1 successes, this assumption has not been widely 
validated. Host country budgets remain stagnant and are allocated primarily for curative care 
and to pay salaries. Although child health interventions are relatively inexpensive, local cost 
funding is needed at the health post and clinic levels and to pay for supervisory visits to 
outlying villages where community-based programs need periodic monitoring and 
restocking. Health reform and government decentralization efforts offer new options for local 
cost financing, but processes and frameworks for tapping these specifically for child survival 
remain to be developed and used routinely. 

Learning from cross-country analysis of experiences is one of the main justifications for 
centrally managed projects. But systematic evaluations and analyses that have operational 
value take time. Country programs did not become fully operational at scale until PY 3 and 4 
of the Project, and country and Mission interest in studies was not always high. In-country 
capacity was a limiting factor, and one that this Project was not geared up to address. 
However, the Project carried out several comprehensive studies, and critical assessments and 
analysis that highlighted important child survival issues. 

Initially perceived as too rigid, the performance indicators of increases in coverage and scale 
helped several of the technical areas focus their strategies. For example, nutrition programs 
with a tendency towards pilot projects were ppshed to work at scale, neonatal interventions 
that have historically remained in facilities were encouraged to implement at community 
level, and C-IMCI was re-designed in the Project to focus on a few priority behaviors and 
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aimed to make a measurable difference in household behaviors at scale. However, in the 
immunization technical area, the emphasis of project performance indicators on coverage 
alone tended to reinforce historically ineffective practices including insufficient emphasis on 
quality and sustainability. Ideally, to achieve important child health results in the field, a 
flexible, adaptive approach is needed, with performance indicators designed to address 
locally relevant constraints to public health impact, and mindful of differences across 
technical areas. Annual adjustments with the participation of national leaders in child health 
and nutrition would have helped program designs remain focused on priority issues in each 
country and technical area. 

Effective approaches were developed by the Project both for the delivery of integrated 
services aimed at addressing multiple causes of mortality and co-morbidities, and for 
selective strengthening of key interventions within the context of comprehensive MCH 
services. Taking the lead from country-level needs assessments, the Project found that both 
strategies could work with careful planning and attention to follow-up. Integrated approaches 
are harder to implement and require a higher order of willingness to collaborate and 
compromise, and it takes time to form functioning linkages among technical domains. The 
short duration of BASICS I1 at the field level made this difficult. 

Major transformations in the Project's lead technical arenas were taking place globally 
during 1999-2004. New global "initiatives" threatened to de-rail progress in the core 
elements of programming and systems strengthening. The technical leaders of the Project 
helped countries successfully navigate through these to maintain a focus on sustainable 
progress on the ground. Immunization was dealing with polio eradication and the danger of 
falling routine immunization coverage while injection safety became a concern; neonatal 
health was gaining recognition as one of the most critical areas, but field experience with 
large-scale programs and program frameworks and tools was in short supply; the IMCI 
initiative underwent review and re-thinking, emerging with more modest strategies and 
recognizing the many alternatives for community-oriented programming to produce results; 
in nutrition, new concerns and priorities emerged (e.g., zinc and HIVIAIDS) while the 
package of the most cost-effective and proven six essential interventions was far from scaled 
up beyond a handful of countries. 

The Project was able to contribute substantially more due to the combination of global 
leadership and country support functions. Continued USAID leadership in child health is best 
served by a leadership project that combines global technical leadership and cutting edge, but 
practical, application in the field. BASICS I1 contributions to GAVI for immunizations and 
to operationalizing the global Infant and Young Child Feeding strategy are examples. Within 
countries, USAID Missions supported and encouraged the Project to engage in dialogue and 
policy discussions at the highest level. The Project's technical leadership was frequently 
invited to contribute in global forums, and closer teamwork between USAID and the Project 
would have been even more effective in bringing the funding and operational/technical 
insights to the table. Good examples of teamwork in global and regional forums are the 
Project Director's work with the USAID Global Health Bureau in establishing the global 
Child Survival Partnership (CSP) and taking initial steps in CSP focus country programming, 
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and the Asia Bureau and Project neonatal health team leader working with WHOISEARO in 
inaugurating the Southeast Asia neonatal initiative. 

Based on BASICS 11's experience, areas where more effort would produce stronger child 
survival and nutrition results in future include: more strategic use of communications to 
reach the 42 countries with the largest number of childhood deaths with effective tools and 
technical support to expand a core set of priority interventions; gap analysis and focus on 
critical missing operational elements needed for scale by country and technical intervention; 
transfer of experience from a small group of highly successful program sites to other 
countries through cross visits and dialogue; explicit strategies to build leadership in child 
survival programming in the 42 countries; and fostering interagency working groups at 
country and global levels for joint priority-setting, projections of future needs, and allocation 
of resources to assure that critical inputs for child survival are maintained. The value of 
performance monitoring on an annual basis to sustain momentum in reaching goals was 
validated. The need for focused, high coverage community approaches with explicit 
strategies to reach marginalized populations was highlighted. It was clear that systems 
support in the areas of performance and skills maintenance among front-line providers and 
their supervisors, supply and logistics systems, and information systems are critical even for 
community-oriented programs. 

The Project reached the majority of its public health performance targets and exceeded them in 
several categories. The contributions made by BASICS I1 were widely acknowledged by other 
donors and countries as having advanced the state-of-the-art in child health and nutrition. The 
majority of its direct public health impact came from the DR Congo (immunization, vitamin A), 
Nigeria (breastfeeding and vitamin A), and India (nutrition and newborn care), illustrating the 
value of working in large countries with poor indicators and successfully engaging partners with 
a nationwide (or very broad) reach. Important activities with future payoffs included work in 
community-level newborn care, operational guidelines for the "reaching every district" initiative 
in immunization, community-level management of malaria and ARI including the role of private 
medicine vendors, and working at scale with a package of essential nutrition actions. 
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ANNEX A: Five Year Overviews of Technical Areas 
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' I  

Activities 
countries 

- i, 

for Routine coverage increased sustainably through strengthening systems 

Praject Year 5 

1.1 Promde 
parhershipa to 
berage arid 
aoardinde suppart 
for strengthening 
immunhtfan 
systems. 

Links made with key players 
(WHO, UNICEF. CDC, and 
World Bank) at the global, 
regional, and country levels 
md a technical role for 
BASICS I1 (HQ and WARO) 
~biblhhed wfthin new 
pertnmhips (GAVI, SIGN). 
The relatiomhip between 
BASICS II and PAMlGates 
CVP clwiiied regarding 
achievement of BASICS II 
contract resulk Technical 
support provided to USAID 
to develop its immvnisation 
investment strategies. 
Technical cullahration with 
WAID CAs, bilatenls 
(Mad6p8ascm and Nepal), 
PVOs, and rnutti-lateral 
agencies initiated. 

C t m ~ %  roles for BASICS 
II in WI activities at the 
gtobal and regionat levels 
established and cmied out 
{see dm IR 3). SpeMc 
modes crf atrltabomtiin for 
immuni2atIan Mfked in 
identified cauntries between 
BASICS I1 and 
CVPIAbidjm, as well as 
wi other CAa, PVOs. 
bilaterds, and multi-lateral 
agencies. In countries wlth 
long-tsm, BASICS II 
imrnunizdion interventions, 
BASIC8 H HQ, regional, 
md cawfry staff (I) 
perfkip&& a d M y  in 
interagency c300tddnabing 
committees; (2) mbted in 
devekqmwlt d multi-year 
plans; and (3) provided 
technical guidance on 
immunization within the 
cantext of health sector 
reform. 

Local BASICS II staff 
continued to play an active 
role on lCCs and with 
BOOST implementation in 
countries with long-term 
interventions. 
Implementation d targeted 
joint activities with other 
players (CVPIAbidjm, 
bilatenls, CAs, and NG*) 
expanded. Continued 
bchnical input to USAlD 
and other parh?ers ptwided, 
including teotmiml 
assistance with USAID-wide 
and AfrlSO routine 
immunization strategies. 

BASICS II maintained 
ongoing exchange of 
technical expertise that 
affects resource allocation 
and immunization plans, 
and reviewed experience in 
the operation of interagency 
coordinating committees. 
Refmernents made, as 
needed, in approaches for 
coordinated supporl through 
multi-agency initiatives 
(e.g., GAVI, Global Fund for 
Chitdren'a Vaccine). If 
requested by USAID, 
BASICS II may assist in 
reviewing funding 
meohenisms to other 
donors. 

In countries with BASICS I1 
immunization interventions, 
coordinated, long-term 
strategies in place that 
suppart immunization in a 
manner consistent with 
public health goals and the 
local and national health 
care context. At the global 
level, caordiiated long-term 
invastor strategies, 
devebped with input from 
BASICS II, implemented 
with sufficient resources to 
improve immunization in a 
sustainable way. 

w w  



I colleagues to train, 

other countries and 

conducted as part of EPI 

and new vaccine services in order to increase 
and sustain use of 
immunization services. 

Africa with GAVl Advocacy 
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Activities for IR 2. Comprehensive approaches to disease control designed and implemented in four to six 
countries 

2.1 m%i@l% 
Implement and 
e~~duete 
a s w v f ?  
elmtegjgs f6r tow- 
term m&m 
m w  ~~ reduction 
(plxdhbdrn~~: 
DR Congo, Mal, 
and Uganda). 

BAaICEI II cmbibuted to 

vitamin A dalsvefy wkh 
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w ~ A m . 6 ~  derlhnery of 
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JlmwmM--m 
(eg, dsfribuItOR, 

init&duW including a 
mmbhgmd arwalucdian 
-m 
mW\Irdlh I w i g r m  
i n s n s  (Uganda, Mali, 
and Migeria), tailotW 
stmhgies for r e a M g  law- 

IfKWdingl detail& 
itamin A P & ! ~ ~ ~ ~ ~  

b a x i m & m w .  

BASICS U irmWd @h 
national md sub-- 
MOH wunkpqkj in at,- 
w e n  oauntrles to kmme 
u*waf-wmry 
ms8srm Frl. IQW- 
pann ing  dWds+md 
v m r l h k ~ ~ d  
v m r l l w h  
Sldegks included active 
r n o n w  of ep.idemiolbgfc 
data and CandwWg d 
ou#br& ktm&m# R 
rnkWmd rn- 
l3mlpwmtb-h 
mwtrd 914mrW in 
DR GW@U.WW lCG 
pains md Mlrapd for 
use in Stmeget, G&m, 
Mali, and Madqwcar. 

&ASIC$ II continued to work 
wSth partners and countries 
lo imprmnt measles 
eJonavll stm&gies, 
dwrnentkrg and sharing 
eady muk$ in DR Congo 
and other BASICS II 
cMirttries with parlnels, other 
mun-, and regional and 
global networks. 

BASICS II documented and 
disseminated [he precess 
used and the results. 





Activities for IR 3. UnderutiCized and new vaccines introduced into four country programs 

H m n U e  UI -IV.R 

(LOW I Project Year 1 

WSiiss 11 p d q g t w  m 
#c&al fwktl&Atb 3rd 
zj@img)d-nt 
&trumerd$ w~,  
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p w  $ptdmhs for 
~ h ' W W g h  GAVl 8p  
4b@kiW~undft~ 
W m l $ . v ~  md 

%r fund 
sfaff 

d b  thedesignof 
oAVr T* ridraw and 

W A R Q c o S b  
WfiScarr GAY4 illikd-. 

hofgW~BI IaabtnRies 
Is.g., -, llgmda, M, 

po lkss ; ' s t ra teg i~~~&d 
w g e m e n t  structurW far 
i n w ~ a t i o n  of new 
vaas$es; and providbd 
&tional and techi$k#l 
guftRsnce and indicatDilt W 
w ~f new Global F d  tbr 
ChldW& Vaccine anb'kr 
"&v&ccine introddrn. 

Madvised A m i e  
Al f#&d level, proposals 

I- from ell eligiM-- for "2m(tw GAVI wcite r e m a  
Pfq@G4mWW- 
s m 1 0 T -  

Additionally, in coliat##%#h 
&b WWNGE, BASI-8 

I desfgried and field-tedmfe 
rapid review of the G4Vl 

w*-I 
rrss- prtrvideQ for the 
ivbdwtimi dmwvecobrm 
and for mi to r i ng  fheir 
h p a d  h bveral BASICS 11 
wuntriek PmWWwfw 
GAVl revbed d mdnd at 
dobar, -,md 
W l s .  E#EBtW~ 
s@ff pwticipated in &&-W?'n 
mab&ns fw WVI,  
Bawd upon Ir)fB dpU m k w  
te&~&, BASICS It, itl 
a6njuncFmn wiw O m ,  
made mi- 
~8~~~ 
#D GAVl 9nd 

sarppart implementation and t h m h  tfw routine ~ ~ c e s  
m3cimb in damentation I for hew" vaccines 

wvv elrperienes at the approximated merage for 
wbal level anel h BASICS wmspondlng Yrad'iional" 
I1 munbies, The staff antigens (e.g., hqMi(is 6 in 
hdlM exchange of GAVl relation to DPT, Hib in 
experkana3 8 o r w  relation to DPT, and yellow 
aburdn'efi, regions, fevsr In relation to measles), 
kmxmmI and m t m r  indi~etctsuppxt d S O  3. 
encies.  Vaccine W v i n g  
fund continued. 
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! Activities for IR 4. Quality of immunization services improved in at least two countries 

BaSlCS II continuad to 

&taw onsafe injectlohs as 
a health problem, leading to 
a iavmhh poky 
enwonment arrd ~ m r e a W  
rmurce mchlizalion for 
ensvrmg safe tnjectlons. 

adaptad m d  applied 
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2. Nutrition Workplan - Five-Year Overview 

This document b intended to illustrate the links among SO results, IRs, and Lines of Work (LOW), and among groups of activities in each 
successive year of the five-year plan for nutrition. Details of the strategy are given in the BASICS II Strategic Plan (January 2000). The strategy's 
main activities are identified by year in the tables that follow. 

, - . 1- - 0 ' ' - 0 0  

(C-IMCI) and Neonatall atal s t r a t eg i a . l i 6  m@ W hm are-# mer b) agbb(lQi&@3d# @,- 

SO 4 Significant increase in 

1.2 Support scaling up of community-based integrated approaches 
proven effective for achieving SO-level results. 

SO 5 Significant increase in 

to achieve SO-level results. 

2.3 Strengthen monitoring and evaluation capacity for achieving SOs. 

3.2 Build capacity to design and implement scaled-up household 
i 

I 
behavior change and communication strategies to achieve SO- 
level results. 



-...-- -. .--.-- 
(LOW) I Project Year 1 I PrOj.ot year 

l.~mntity,a@w, smwwanclw-ta 
&ma reOaal nwbilization %mi guidelines developed md apprerdws 
,krifderrr-Bn k eelet.tgd implemented for emerging demcm&ated as 
~ p p ~ ~ w ~ l h l h l a  new community-based effective, fea~BIe, 
hfmder SE7'tidm&&; Ibeif approaches. Prqpss in sustainable, and 
~daptotian, trandEa$on, or re- d@M#@-,=bQf OER for new approaches affordable. L e m s  FKIm 
pdaging WU M a W .  httr~ers atlmc~y t&b isxpanded. n m  w. OW reviewed and adjusfmcbnt§ BASICS Il-supported 
k k M d ,  and sgr~sements aaivrtres &&#@ad made to asan= use of ecthritiss began 

intmwhns (+@so HAfh.-tobal in-. imp-,- results. appearing in policies 
sesLWU2.9). ~ ~ ~ i ~ e d W d o n  -kwWWing and programs aimed at 

l3- a$!- W i ? a w  u~ofaEf%Wub. addressing key nutrition 
~anogarsBfpc-rbRc~lttt  Prehimy Wng pmblms. Lessons 
impad and  nab^. l e a m s d k m * d  
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Activities for IR 2. Health systems capacity for improving child health through nutrition is strengthened 
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u u m m ~ - m m m m  

Unes of Work I (LOW, 

L 

- 

Lessons on new planning Policy and planning led to 
tools and advocacy development, 
supparts transferred implementation, and 
within and across regions. expansion of priority 
New partners engaged in nutrition interventions in 
policy development and key countries. 
advocacy. 

, 

In selected countries 
(e.g., Honduras, Nigeria, 
Senegal), SO-level results 
monitored, and 
exchanges of experiences 
across countries, regions, 
programs, and partner 
organizations were 
focused on process and 
best practices for 
successful scaling up. 

The use of surveys and 
routine monitoring b 
monitor SO level resllts 
emphasized. 

Heaith systems 
implementing priority 
nutrition interventions 
within scaled-up programs 
in at teast five countries 
(e.g., Benin, Senegal, 
Honduras, Nicaragua, El 
Salvador). 

Routine health monitoring 
and evaluation activities 
included priorrty nutttlion 
indicators and methods 
end documentation d 
data utilization for 
ciedsion making. 

c 1  1 
2.1 Suppart 
policies and 
planning to 
achieve SD 1-1 
results (also see 
LOW 1 .l). 

2.2 ~tren&n 
W=&b 
implement and 
suebin pFQgrms 
at scale (aJso me 
LOW 1.2,3.2). 

2.3 GtHn@en 
monitoring and 
evaluation 
&tY. 

Some country programs (e.g., 
Honduras, Senegal) set the policy 
and planning framework for 
scaling up. In other countries, and 
at the rsg'anal level in West 
Africa, networks were 
strengthened end bols packaged 
to enable cauntry4evel acttons In 
policy and planning. In both 
scenarios pwtnering with 
aowtrytregianal decision makers 
was a priority. 

Sewral wntri88 (e.g.. Ecuador, 
Honduras, Nigeria, Senegal) put 
in place mechmisma far 
B~Q)B~- QOV-e of m l c e s  
rehtal to B M I W  II SOs, as well 
as hem staff with the capacity 
and tools to support this 
expansion. Lessons from scaling- 
up experiences (e.g., 
Madagascar, Vietnam) began to 
be documented. Seleded tools 
from BASICS I (AN boola, MhPak 
c h m ,  Nutrilion €6-k jpb 
aids) were adapted, tmmkted, 
and repackaged to impma 
~ I X ~ S S  by implementem and 
managers. 

Counhy programs started 
aclaph'~ took and identifyrrg 
options lo strengthen their mulne 
naonitdng of nullhn acWter in 
hsdth servfces. 

Mbre wntTjeS advanced 
to program 
implementation and 
established nubltion 
policies consistent with 
international guidelines. 

Bead otl incountry 
experiences (e-g. 
Madagascar, Vietnam) 
and using pmven 
approaches, additional 
public and private health 
S~M'W, kloludin~ PCGOs, 
iqb- nutrlkm 
activities. Systems 
support (e.g., supples, 
tmininglsupewision) 
strengthened to maintain 
a rapid pace of 
expansion. 

Assessments done of 
existing moni to i i  and 
evaluation capacity and 
systems. I n b g a t i  of 
new took in exisiing 
prQgcams. Surveys of 
m m i n  A coverage and 
reviews of quality of 
breastfeeding wunseing 
increased. 

Global and regional 
networks and 
organizations engaged in 
joint reviews of policy 
applications and address 
new needs in key 
countries. Global health 
events highlighted 
nuhition SO Issues. 

Activities to bengthen 
systems fooused on 
quality of service in 
expanded programs. 
Progress in scaling up 
reviewed, a d  steps taken 
to deal with m&r)m 
conststwint9. Pmgmm 
reviews conducted and 
plans made for broad 
transfer of experience and 
lessong learned. new 
t d s ,  and approaches. 
Recurrent-cast financing 
of critjcal elements 
addressed. 

Activily focus shifted to 
building capacly for using 
monhoring and evaluation 
inforrnafion lo improve 
services. 



~ c k i t t e s  for IR 3. Use of strategies that focus on household behaviors is increased 

Nicaragua, Ghana). household behaviors, coverage was evaluated. 
lndcstar devebpmenl apprqxiate fee- practices, 

&ding practices a d  lhe 
use of vitamin A. (e.9, 

Honduras). Strdegres were 
inifiatecCR strengthen 
angoing BCC ac#vtties for 
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3. Community tMCI - Five-Year Overview 

This document is intended to illustrate the links among SO results, IRs, and Lines of Work (LOW), and among groups of activities in each 
successive year of the five-year plan for nutrition. Details of the strategy are given in the BASICS II Strategic Plan (January 2000). Activities are 
itemized by year in the tables that follow. 

2.1 Iwve cBs$fd-hI avaiW9Qr mrmsW@ty, end eMsicrprZBte we -- 
id (inciur~rrg -3 M a p u ~ i ~  :<A 

23 &&nos ~ c t - t e m l  q e c @  to m'pond b mfemal system end 
cmprmm pMtrIsm * '1 : .- : 

k3 kWkmm mfiwml- d dkbM-1.eyel mernwerrt,  eupa-, and ? I 

pkWing~~pacily for IMCJ. - - . L.. ~5 )&- v 

.- . . . .  f. - - , 9s .. 
3.1 &pmwthd AlairWn hsa& pfmkkr caw ~ e m a n t s k i l l g  

Mmhlet VSmm'  

: 3 3 & $ t m m ~ ~ ~ ~ ~ ~ b ~ ~ y  iilchilbtt 
at ~~ rWd-bwd t#GwiwL 7 %  

3.3 r i j r 4 d ~ d p a t a  ftrmekl-ta ke4lldCl guWkw& 
mw w ki-mmts m a  m and rm$fHon, 

arid hqmved prwMUve d o n s .  



Activities for IR 1. Approaches to improve household and community health, nutrition and child development 
behaviors adapted, tested, and taken to scale in ten countries. 
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1.1 Advocate for 
integrated 
community 
health activities 
at global, 
regional, and 
country level 
within the 
public, private, 
and PVO 
sectors. 

(Bolivia 
El Salvador 
Ghana 
Global 
Guinea 
Honduras 
LAC Regional 
Nicaragua 
Senegal 
Uganda 
WARO) 

Worked with key 
partners (WHO, 
UNICEF, USAID, World 
Bank* 

Leveraged resources to support 
greater USAlD partner collaboration 
for C-IMCI. 

Leveraged resources to support / Dissemination events I Integrated community 
greater USAlD partner I targeting key countries ' approaches for child 
collaboration for C-IMCI. 1 and resources held health recognized as 

Developed C-IMCI implementation 1 Advocated for C-IMCI with MOH success of 
/ an integral element in 

and CHANGE) to I national health 
identify advocacy I framework with CORE and / and NGOs through regional ! implementation and I strategies and 
strategies for integrated / disseminated to BASICS II and non- 1 workshops using C-IMCI I expansion of community j reflected in national 

I using documented 

: Framework. I strategies. ' and district budgets in 
Documented and disseminated ' ' 8 countries. 
lessons learned from Bamako ' 
initiative and its links to C-IMCI I I Community strategies 

I promoting integrated 
(community pharmacies) with 

i approaches have 
WHO and UNICEF. Advocated 

health through 
I measurably increased 

dissemination of from 4 
1 coverage for children 

under 5 in rural areas 
mortality studies conducted with I 
TA by 11, Promoted the 

/ in 8 countries. 
I 

integration of CBGP and curative ; The number of 
care through documentation of , international agencies, 
approach in 3 Central American 1 national programs and 
countries. Improved care seeking ! I NGOs supporting 
practices in LAC through I 

I community strategies 
collaboration with JHU and PAHO / 1 has increased. 

1 to document regional care seeking i I 

community approaches 
for child health. 
Supported CORE to 
mainstream and support 
HHIC-'MC' activities 
within HQ and field 
offices. Initiated national 
and district discussions 
in I' countries 
for promotion of 
integrated community 
approaches to child 
health. 

BASICS II countries (e.g.. Eritrea, 
Mozambique, Guatemala). 
Disseminated C-IMCI framework to 
LAC lMCl Program Managers and 
NGO representatives from 8 
countries. Influenced USAlD to 
promote C-IMCI framework at SOTA 
for LAC PHN Officers. OR 
agenda for C-IMCI with JHU 
endorsed by CORE and partners. 
representing shifl in research 
priorities to community level. 

Supported CORE to mainstream C- 
lMCl within member PVOs and to 
host malaria technical seminar for 
member PVOs. 

Collaborated with WB and partners I practices, i to expand AIN from Honduras to El I 

Salvador, Nicaragua, and Bolivia. I Continued national and district 
i Participated in WB design team to 

Senegal, and promoted focus on 
strategies (e.g., for district 
managers, PVO networks) to 

integrated lMCl and nutrition 
package. 

Implemented national and district C- 
IMCI advocacy activities. 

Proposed advocacy strategy to 
IAWG with SARA Project. 
Participated in global IAWG and 
IMCIIRBM meetings. Promoted C- 
lMCl in West Africa with UNICEF, 
WHO, and WAHO. 

increase support for C-IMCI, and I 
to target high-impact behaviors, i 1 

I focusing on care seeking. I 
Developed advocacy tools and 
materials (community component 
of the lMCl Costing Tool, TFA 
Package of Interventions) with key 
partners. 

i 
i 
I 

j j 
i 
I 



Project Wmr 2 I Project Year 3 

1 a ~ a ~ b  
WMCXWAYfsPeatn 

t 

- m e  
h4€q~&d 
cammunQ 

child bMf'~ 
stratqb. 

t * h  
Ecuador 
El safwdOd' 
Ghana 
aQba$ - 
Q&tm 

%-- 
m a ;  
-1 
U g ~  
w m )  

Dmdapd joint plans 
slndcxwwal 
fhnvmmbfOT 
axpapding HHK=-lMCI 
ari&m i r n p l m e ~  
&-I, mgionttl, and 
cmmtry level9 Initiated 
~ o p m s n t  of 
a p p m -  
and. CXgnmunlQation tools 
far HJtE-tMCI, RBM, 
and AM (e.g.. ClMCl 
IrnpiimwWn Qpum 
Gukle, Corn- 
44smmmmt Quide, 
Mdhsr'e Reminder 
t&eM Gl.wdmes, 
W I M C I  b m  
packago for o9-) 
wHhwm. 
F'mvwd kdlnical 
gd- m d  twmlgs 
~ ~ R , ~ ~ ,  
$ubr a3WOmmunl ty  
(~4.~ DIP i-evaw3, 
proposal lwkw) Bnd 
WHQiAFRQ Wi 
oanwm HHE-IMCI 
lrainhg. 

Gonvened andm euppded 
mbaetings atgbatfal, ~~ BWm 
awntry level us ingJGMI  
m e w o r k  to s h a r s h p m t f w l  
werience (Bolivia, W&mW, 
Ghana, Senegal, LAC Re&$und). 
fkWm&ed with MOq! NG%, and 
other p m e r s  to introduce or 
a p n d  C-IMCI activities in 8 
countrimBenin, Bolivigt, el 
SarPvador, Ghana, Guim. 
Won-, Nicaragua, &mega!, 

I 

@QMS!$$) in Hondurm* ~d 
km&emd to ~icaragdx, 
43atvtkWa Guatemala, Ecuatkx, rval 

WMq.$at id3n* 
mnducted research on 

home cargpmdicw 
and bebmibrs to guide 
development of C-IMCI 
and demand g m  $@&~glm 
RW ~TMS in Sen&@, Uganda, 
Ghana, and Guinea. 

--.ga 
, I-es for r- ud 
h-tivarirr. of-. 

Initiated developmen d guideUnes 
and instruments fpr-rrg at scale 
to achieve publk hqn& impuot. 
.Evaluated tMCl im@menbtkm and 
IWM&R h &iwJnr. 

8e@n dev-etcprnerd pf GCMCl 
Ccgsultant Briefin fhthga with 
WO and SAR&,&RLll). 

13MwmH and trarlsfemd lessons 
fmm AlN appm6ch and inwd 
CBCsWegii  (COMSAlN) Q other 
coatdries end regions. ~ ~ t e d  
laems from Madagascrrr [rkilh SARA 
and CHANGE). 

Pt'omml mugh 
integrated HU). 
EvdWd MRM in Mamgua and 
mmpbted in Ghana and Malawi. 

I h v M -  fs&a~es and 
c o u n s e f M g ~ f o r C B A s .  
lvmpmhd community autmch skills of 
hmfb providesin Ugmda, Ghana. El 
W!@6f, NbmgUa. and Honduras. 

T ~ ~ ~ d p r ' n t e b e ~ o r  
M&-&&@W-~S With 
WfnL&&WtmdBhana. 

Fartj@ated vrrtth RBd pw€ners In the 
lakwh o! ITM campaign$ and HBT 
b t i W W e  in Ugwda, Sene@, and 
Ghana- 
H#€&d Wnica l  seminar@ discuss 
C W  inrssntiyes and idsRtriy OR 
l 3 p p m S m . W u M  w w  crf 
Wqxperiencs h training CHW& 
InvwQaIed OR 1Q evalqa impact d 
PRPI an CHW 

strangfhenodWtee8~ 
Sapported C3Hw wrd COW h r  
mvbm d PVO ylblica 
te-, and tschiiical 

Continued fb 
evaluate, 
dacurned. 
disseminate, and 
promote use of 
quitable, 
sustaindie, and 
scalable 
approaches to 
lntEgmted 
cammunity 
approaches Oo 
child health. 
Focused an 
national lev& tn 
sfren- PVO 
leadership roles for 
implementing C- 
IMCt lnwlvsd 
addrMnal partners 
at the country level 
to expand HHlE 
lMGl efforts into 
additional areas, or 
to inmiprate, 
addit'inal technl~gl 
forws. 

P e r t m  hwte mew 
of integrated 
commun& mild 
heslfh approaches 
that infegrate 
curative and 
preventive behavtcirs. 

Countries and 
partrrers uslng best 
practices to 
imgtement integrated 
community 
appmches to child 
health. PVOe 
providing leadership 
global& and in 
comtrkx for scaling 
up Ole StatadC-the- 
art in Integrated 
commumi chid 
he& programs. 
Children In BaSlCS 
Il target dietricts have 
improved access to 
g u d i  care for ARI, 
DD, and rnahbat 
the mrhnunity level. 



' /  
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Ines of Work Pmject yes Project Year 4 Project Year 
I 

2.1 Improve 
national- and district- 
level strategies to 
support the 
amM&iiity, 
acoessibility, and 
appropriate use of 
lMCl essential chugs 
and 1TMs m the 
community. 

(DRC 
Ghana 
Globl 
Guinea 
LAC Regbnal 
Nigeha 
Senegal 
Uganda 
WARO) 

Participated in 
discussions to 
incorporate the 
private and 
commercial sector 
into lMCl agendas of 
global, regional, and 
country partners. 
Explored private 
sector opportunities in 
BASICS fI countries. 
Evaluated public 
health impact of 
commercial sector 
handwashing 
campaign In CA, and 
disseminated 
experience. 

Developed partnerships with 
RPM and Netmark for 
improving availability, access. 
and use of essential drugs and 
ITMs. 

Developed capa~ity of national 
staff in. West Africa to improve 
availability of essential drug 
supply through DMCI. 

Partidpa@d on national RBM 
Steering Committees in 
Senegal a d  Nigeria. 

Collaborated with partners to 
monitor chloroquine resistance 
in DR Congo. 

Documented handwashing 
campaim In Central America 
(funded by EHP, WB, 
UNICEF). Assessed feasibility 
of introducing PPP model for 
handwashii~ in Nigeria and 
Senegal. 

Collaborated wW Netmark to explore 
opportunities for targeling lTMs to most 
vulnerable populations in Senegal. 

Conducted assessment and drafted 
recommendations for improving drug use and 
availability m Senegal, with RPM. 

Conducted training for donors on DMCI to 
improve availability of drugs in Latin America 
(LAC Regional). 

DMCI m e y s  conducted by partners In 2 
additional African countries. 

Used resub of bug resistance study to 
influence revlsed n & f i i  drug pdlcy for 
antimalarials in DR Congo. 

Partners disseminated Central Amerlcan 
handwashing campaign approach (EHP, WB, 
UNICEF). 

Assessments of 
feasibility of use of 
drugs through 
PMVs and CHWs 
(Uganda, Nigeria, 
Senegal) 
conducted. 

Lessons learned 
synthesized and 
disseminated. 

2.2 EnMce district- 
level capacity to 
support referral of 
children with severe 
Illness. 

(Ecuador 
Ghana 
Gbbl  
Guinee 
WARO) 

Completed OER 
study in Ecuador to 
document problems 
with referral care and 
systems (remaining 
costs paid by JHU). 
Developed simple 
taol to rapidly assess 
feferral care systemic 
i- (global). 

Completed documentation of 
referral study in Ecuador. 

Centsnlred dgvebgment of 
Rapid Referral Assessment 
Tool, originally developed in 
Ewdor, to assess referral 
constraints in other countries. 

Disseminated Ecuador referral study finchgs 
nrough publication of journal adicle and other 
documentation. 

Incorporated results d WHO Multi-Centre 
Referral study into &sting progcams. 

Completed and field M e d  Rapid Referral 
Assessment Tool and assesseel mdifiable 
referral constraining factors (Ghana). 

Drafted white paper with CORE on PVQ 
experiences with comun+igr level referral. 

Disseminated experience with adaptation of 
Guinea MURIGA approach for child survival 

Replicated rapid 
assessment of 
referral @re h 
additional BASICS 
II countries. 
Continued support 
(0 interventions 
improving referral 
in selected 
countries. 
Disseminated 
interventions menu 
to improve 
community and 
facility referral. 

Increased 
appropriate 
referral and 
treatment of 
children with 
severe 
pneumonia, 
dehydration, and 
febrile illness in 
selected BASICS 
II countries. 
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P r o w  Year 2 I Project 'Year 3 I Project Year 4 I Project Year t 

(Ew* 
El 5Mvadcsr 
Gtlam 
abw 
t-lqinduras , 

Nigeria 
Senegal 
WAF40) 

-wm 
mta w hpmvlng 
W p h i n g  md 
management af IMCl 
md health $Emices 
@&#.I cos- w, 
GmE ~~d 
!wviuaC, Ml Ihml 
F f W w o . . ~ ) .  

Fhgld-d LMGI Gosting Tml 
in 3 aw* (Mep~l, Nqe*, 
Had-). m a w  
adapted for IMCI atIni8 diWiGl 
bvd in Bolivia 
inwqmatedhy WQ PajaL 

F+wwgad in 
l?v%#b Niger, 
in bkslmgua and apply- it in 
HmW%s, with PAHO. 

D""d W h g  C>MCl 
IPcWGcjn 

Suppwkd systems 
d g t h e n i n g  act iviWbl 
dBcted ca(rWies; 

as(- 6TcwE3bf mel 
W v a l  in West Africa with 

pervision 
orate lf&I 

INN (Ghana and ~ o n d k ) .  

A&t@cated for IMCl within PHR, a& part of 
m Sectwbrn. 

Adapt HIS for IMCIMN In Handuras and El 
Selvador. 

Wppornd 
counft.lebbo 
incoipme findings 
f~ SPR to 
inwease swk of 
IMCl. 

lMC1 included in 
WSR programs m 

BASlCS I1 
ccttlnttiee. IdentMed 
and dwmer(ted 
issues rrnd 
oppoflunRiss far 
iWWRa1'Wg the 
expanston o? lMCl 
in selected 
cormtrim. 

Public and N(30 
partners scaled up 
lMCl in target 
m u m ,  



- w - - - -- 
: .. m w  =-. m i l - * =  -. - 

m.3. Maintain and improve case managemerit and preventive actions at first and referral level 
facilities in ten countries 

3.1 Improve and 
maintain health 
provider case 
management skills at 
first contact venues. 

(Ghana 
LAC Regional 
Senegal) 

3.2 Enhance health 
provider capacity to 
manage severely ill 
children and sick 
neonates at first- and 
referral-level facilities. 

I Project Year 1 I Project Year 2 1 Project Year 3 

TRAINING 1 ALTERNATIVES TO TRAINING I STRATEGIES FOR SCALE-UP I 
Existing alternative 
strategies and materials for 
lMCl training in LAC 
identified and reviewed. 
Helped develop lMCl IAWG 
strategies for private and 
commercial sector. 
Documented current health 
care seeking practices and 
the role of private 
practitioners (Nigeria, 
Senegal). Existing 
performance 
improvementlmaintenance 
strategies 
identifiedlreviewed in 
collaboration with partners. 

Documented practices 
related to the severely ill 
child (including in the home) 
and the neonate in Bolivia. 
Participated in developing 
protocol for first 7-days as 
part of lMCl clinical 
management. 

Drafted criteria and 
guidelines for the 
development and evaluation 
of alternative lMCl training 
strategies in LAC. Lessons 
learned from alternative 
training experiences 
captured and applied for 
Central America. 

Supported lMCl clinical skills 
training and materials 
adaptation in Ghana, DR 
Congo, and Senegal. 

Participated in development 
of WB toolkit for engaging 
private physicians in support 
of IMCI. 

Adapted guidelines for 
severely ill and 
malnourished child in 
Bolivia. (See also Perinatal 
Framework). 

Evaluated alternative training 
approaches for lMCl clinical 
training in at least 3 LAC 
countries (Guatemala, El 
Salvador, Nicaragua). Shared 
lessons with partners in LAC 
and Africa. Develop protocol 
for evaluating alternative 
CHW training programs in 
LAC. 

Continued limited support for 
health worker training and 
follow-up technical assistance 
in Senegal, DRC, and Ghana. 

Made results of 
evaluations available to 
partners in LAC and 
formally shared 
experience with Africa in 
a regional workshop. 
Continued limited support 
for health worker training. 
Monitored improvement 
of formal provider skills in 
Senegal. 

At least 5 countries in 
LAC and 3 in Africa 
capable of evaluating 
their alternative lMCl 
training courses. At 
least 3 LAC countries 
and 2 Africa countries 
developed lMCl 
training approaches 
that allow them to 
sustain lMCl 
implementation with 
existing resources. 
Improved health 
worker performance in 

Conducted formative , selected countries. 
research in Senegal for 
improving case management 
of formal private providers. 

8 

I 

I 

I - I--- - -  

Selected couriy &divifles am hcluded h PeriTnednat 
I 

3.3 Advocate for and 
participate in 
modifications to the 
lMCl guidelines to 
include new or 
unrecognized threats 
to child health. 

(Global) 

No activity in year 1. Activity dropped 
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4. PeriINeonatal Workplan - Five-Year Overview 

This document is intended to illustrate the links among SO results, .fRs, and Unes of Work (LOW) and among groups of activities in each 
sucmssive year of the five-year plan for neonatal health. Detaib of the strategy are given in the BASICS II Strategic Plan (January 2000). 
Activities are itemized by year in the tables that follow. 

SO Level Results I Intermediate Results (IR) I Lines of Work (LOW) 

S u m  (C-IMC@m: IFa tJ$ hweh~r g p p r n m  guidelines f6r care d the sk;k newborn. I 

m u e  Base management a&& " 1 I * . _  

I.@ fgxptnreqnd nd hintervenUw to improve swkal of low-birth- 
first-& m f e f a k h w k a w  *lg$it lwmabs" 



Activities for IR 1. Interventions developed to reduce neonatal morbidity and mortality 

1.1 l2IwQnm 
hptemeia, and 
MWtre 
newborn care 

vulneW8 grraups. 

Whersfte vfsits made to 
Bolivia, Senegal, dnd India. 
Wwaew idadfiled for the 

%B - tsa& pjm and 
rategy dppmed by the 

National ~~ on 
Newborn kbidth €includes 

-. 
& d ~ n # t n e ~ b ~ .  
!4@wwm fsmpmerlt W W d  
in -1 for Wirs Of mkis 
in C4Wl. 
El Salvadar- Newborn be& 
tntegratedhjia We h e m  
promoters' m W .  
i n f . & i - ~ $ ~ C Q i R E  kt 
Nanning fhd MWjgahnd 
eonatal healfh in t h d ~  lNHP I I  
program to be initiated in eight 
aates. (b)C@@&ld t@&nfcerl 
support to TCMR and MCXI for 
fhe developmmt af the 
strategy f& fime based 
WWWHlI m e  M six &ate$. 

Senegal - NswBom cam 
program aammenm 
mMwJ, mmu*  
moblkatian, IEC program, 
and trahhyj of hdth 
wMksn sn4 bi* 
~ ~ b s .  iodsand 
%-br monWWg and 
am&-. 
BiXdNYse dm dmt 
&Ir- ~,pw@ml 
kmph&§Wrs,hm 
gnaeerrasnd0ci4apm 

Efl %iafwd@r - 01 TmMg 
dtn&fh waa)garsa in the 
mmaurnlty(- 
prof@eWj@W 
( k a M  tnworken)+ed 

r e t m t  
n h e  dedopment oI fhe 
GOnidunity assesgffwRf 
tool pvbwed and ,&is8 far 
Wl dsu#opd (TBD). 

Indk - Dependent an HQ 
twvei a m s s  to the 
cowdry- Continued 
suppoff CARE and 
ICMRlMOH. 

Berrcbgal- v q m  
I m p l e t m M i  
confinued and final 
evaluation aammenced 
at enddPPY4. 

El Salvador - Training 
of CHWs. 
lmmtkedng, ahd PNN 
monitoring hospitals 
condueied . 
India - ImpbmW of 
community-based 
p&!3e. 

I 

Fmal evaluation 
completed. 
Intimentions for 
newborn care that are 
cait4&e, feasible, 
and sustainable 
I H e d  and those 
suitable for scaling up 
delineated. 
I m M ,  induding 

learned, 
dkserninated to 
National Committee on 
Newborn Health and 
relevant groups 
including local and 
natkmal policy makers 
and stekehalders. 
A$uacaqr to improve 
pollcles l-devant $ 
newborn health cartied 
out. 
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I Liner of Work 
I I  nran I Project Year 1 I 

1 2  - 
md extend ability 
d health $ectDr to 
~~~ 
mues 

Adrocacy BASICS ll 
lw@wmd axisti+mepp- 
that hwe been fiewesfad 
{@.g., the PWleS * p m  
ueed fat nuWhn) M, irr 
ao-withthecBC 
group a d  ather pat?m% 
collection ofexistii neonatal 

commfmmd. 

--A~WSBG#WI ~ l t  
d-ed by BAS@$ with SAW 
baame its targeted wnw, 
Mt#w,khdiudsdm 
Immunization and bxear;meding 
a r p w  @xi@. However, 
@&nlEal inpub were in the 
d~v&apfh&nt Ofth~-*hW%" tiwdel 
a f ' ~ ~ l c y ' D o l P j b y ~ I ? A m d  

MafmdaaFautEbeJm - P b m  
mde to m m l s  and 
tca~ning d m -  (in 
&borafjon oh31 
pofmemj in r-w Lo 
a m  -8 kcrm Q*W 
egendswrandi-in 
the field, induding a Wning 

" 
manual on'mormai pregnancy, 
W b i r t h  and rromaal fu&km~ 
G@@ expanded to i n d m  mom 
amponenti d qmml newborn 
cate. Drafl of &08 bmkJ 
guidelines revised. 

q g o a y . n + ~ ' ~ & a n g i ~  
1 mat~on but also for ad- 
and promotion of optrans far 
+rn cafe k vwbus mvnfries 
hl S E ~ > p t a d  LAC. 

marwet on newbm @re for 
W c  h d t h  wcnbm and a 
module d a l  mwbMn 
C6AT) CQmPOnBTlfs. 

MNT Global initTafive - ~tlpported clean r te lbq  practim 

BASICS 11 actively parti@-iahd 
through k#wPtg af FtIwM worlrew. 

ft4+oll-m- 
GE4aboratedwRh ~ ~ a l  
agencies such sg PAW, WHO, 
and WB to todev&~a resrlenal 

IM WW&,M ~ s o r y  group$& MNT Global krHwMe -Support 
clean birthing practices and- provided in c o n j u n ~  4th the 
maternal TT immunization c l ~ .  IMM TFA, to UNICEF and the 
(including the use of UNIJECT) +global MNT W w .  
as part of the global initiative fc# I OR on U N I * ~  - ~ o i  amiuotsd, eliminatknaf W T  &lhe year Unijed - rtDt ad,e 9nnL cvve* 

I I use i n @  mwtttit~ w h m  the 
- PNINN fFAvmHiorking. 
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dwdopdmd 
dl-- wiih the 
Healthy M m  
PartnersMp. 

Adw~lary - Acbcacy tool 
~~~~- 
M- pubhation 

~ ~ ~ ~ ~ n 8 8  - 
Tmintng intzlha and 
twldeme-m nwnatal 
m&le p u b l W  md 
disseminated, Mtmwdal 
health incoqqm&d in the 
Community h@qlUl workar's 
m d  h how=. 

ta Leverage and pro& 
nswhma care. bkm 
bountries in the region 
hcluded prqrams far 
'neonatal care h &eir 

I n a m  pttfwwi. 

Advocacy - Advocacy 
intervention continued 
and expanded. 

Regional workshm 
CanduW fsrsEAab and 
rsapsrlw-n 
ady& (~tdilb&d and 
d i m -  

Unk#tl ,awl. i  

Adwuacy - The, 
brndan and came8 of 
neonatal mortaJi& and 

Matgrialslguidetlne~ - 
Country staff utilized 
manuel for training 
health WQ-. Some 
adapted it fiather to 
witabte lo-cal 
rquiremeM8. 

Reglonral a p p ~ ~ h e s  - 
Continued exchange of 
relevant &!&mica1 
information. 
Dgvelapment of a 
system to facilitate this 
exchanae explored with 

mMbknty recognized in 
more than me country, 
the key isdares 
eddtws0d k policies, 
aml M o n a 1  
resources allocated ta 
this area of child 
health. 

Wrlalslgulaelinss - 
mkV8nt FlW WOtWkl 
k h d d  tTlabda18 
developed and tested 
in fi3ld situations in 
countries. 

Regimal &pproaehes - Technical infarm&n 
end Iess~ns learned 
from individual mntry 
P- shared 
aensss wuntries. 

Ltnk ta LOW q . l  

MW Globel Initlathre 

Actbiles continued. 



Llnes of Work 
(LOW) 

Project Year 2 
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ANNEX B: BASICS II Contributions to USAID's Results 
Package 

During FY 2004, the project contributed to the following USAID Strategic Objectives: 

SO 3 - lncreased use of key child health and nutrition interventions (see details 
below and in the Annex) 

SO 5 - lncreased use of effective interventions to reduce the threat of infectious 
diseases of major public health importance (see BASICS II SO5 Portfolio Review 
report FY04) 

SO 3 - lncreased Use Of Key Child Health And Nutrition Interventions 

1R 3.1 - lncreased immunization coverage and increased control o f  vaccine 
preventable diseases o f  children, leading to mortality reduction. 



guidalhes for ma6les control, sutbmak inwstigatii, ensuring 
campaign quality, improving cammurricatim, and addressing 
injection safety and waste disposal. 

n In Guinea, support given to natbml b d  and di~tricts for 
irtbnsified routine and campaign measles activities. 

o In DR Cango and Senegal, roult.hs polio croverage increased to 

areas critical to active mi lor ing for decislmmk4flg intmduced at bcal levels. 
'mnizatEMl 

LI Madagascar's experience in distritt4evei planning and c m u n w  
mobilization for immunization adapted by other countries. 

D I m m u M i o n  Ewsntials (UWD) fi&d wide published and 
providing countries around t b  wwkl with technical, operationally 
saund information on vaccines anel wacdne-preventabl diseases, 
immunization pragram swim delivery, etc, 

~ o ~ m i n g ,  tepwtlq, and w g ~ i o n  of performance of 
dhtricf- and facigty-level staff (suppa&& by USAID) was 
tmnsfefFed b global and regional immmizab partners and 
rcqresmtatives from African courrtries. 

o Injection safety mainstreamed in natim~l immuwion strategies 
in Guinea, Mali, Senegal, and Uganda. 

o M m s k  strategies improved (USAID, GAVI, W O ,  Measks 
Partnership, countries). 

past two years as one indicator d wntry readiness to introdurn 
rubella vaccine. 

o WHOIAFRO Mid-Level Manager (MLM) Wmmunimtion Module 
available for regiokwJde use. 

a Relevant approaches fw rautine; immunizathn dewebped by CDC. 

o Improved technical direction, approaches, and tncmitwing for 
routine immunisatiin at W O ,  UNICEF, Children's Vaccine 

The positive results of a shdy of 'lT-Mled UNIJECT usad to 
posilicm Mali to receive these TT-filled autodisable injection 
devices for use by comnlklnity staff for routine serudces. 

l 
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IR 3.2 - Effective approaches to reducing childhood diarrheal disease and pneumonia 
morbidity and mortality developed, promoted, and adopted 

Objecth 

1. Maintaining '-creased levels of oral ORT incorporated within At country level, within the 
andlor hydration therapy comprehensive child health and area IMCI, malaria, and 
increasing use )RT) use or nutrition strategies and approaches in more recently pneumonia 
of oral rr~aintained levels in five LAC and Africa with a communitv treatment and neonatal 
rehydration ntries: El Salvado care, displaced attention 
therapy (ORT) ma, Nicaragua, on diarrhea management. 

legal, and Ugandz Advocacy for ORT 
d- 

cou 
Gh; 
Sen 

us, throu! gh regior ial partnt 

wea kc 
1990': 

:e the mil 

2. Improving stantially increast 
care-seeking, ? seeking for acut~ 
management, ~iratory infection 
and appr~priat~ ,",.I) in six countries 
antibiotic via, El Salvador, 
treatment of ma, Honduras, 
wneumonia aragua, and 

legal. 

iated planning for the introduction 
:are seeking, management, and 
ibiotic treatment of pneumonia at 
nmunitv level in Benin and DR 

Sub 
cart 
resl 
/ A D  

?d lnitl 
e ofc 

ant 
+nr 

Natior 
use 01 
worke 
I l".C...,l 

ial policies limit the 
f antibiotics by lay 
as. Decision-makers 

ut laware of the ad hoc, 
widespread availability and 
uselmisuse of antibiotics 
by trainedluntrained 
providers. The need to 
address febrile illnesses 
(malaria and pneumonia in 
partic1 
adeqi 

but 

Cor Boli 
Ghz 
N ici 

ngo. 

Sen 

ular) join1 
lately ad( 

tly not 
dressed. 

3. Glo~al  srrengrl 
leadership and MOH fo 
research into commul 
areas critical to intervenrrons rna 
diarrheal address multiple 
diseaselpneumo causes of child 
nia control mortality in orde~ 

ps in full! 
ig lMCl e 
tegrated 

approaches (DR 
Congo, Ghana, 
Guinea, Honduri 
Nicaragua, 
Nigeria, Senega 
and Uganda). 

iened 
ICUS on 
nity-level .. .# 

porrowlng me regional NGO 
workshop on C-IMCI, foul 
countries (Benin, Guinea, 
Congo, Senegal) organizea 
national NGO workshops 
disseminate the C-IMCI 
framework promoted with 
BASIC5 ena OT 

2003, nl initiated 
C-IMCI lith 
partner organlzarlons. H planning 
exercise was conducted i 
collaboration with UNlCE 
Guinea, Cameroon, and 
Mauritai 

Program success srones 
and tools for incorporating 
zinc in diarrheal disease 
management at large 
scale ~ le.  not wide ly availat 

to fill ga 
operatir 
other in 
- - - .. - - . 

i II suppc 
ine counl 
impleme 
- . . - - - - 

,rt. By thr 
:ries had 
ntation w 
L . - - .  - 

n 
F for 

nia. 

I MOH in Nationa Senega 
ahead VVILI I plal I$ for natih~ la1 

scaling up; and plans developed 
to transfer Senegal experience of 
community-based pneumonia 
treatment. 

l moved 
.-*I 

a Demonstrated thl 
feasibility of 
community-basec 
pneumonia 
treatment in 
Senegal. Communications iavior 

change tools anb arrlua~hes 
widely c ated for II 

;and bet 
4 -n.-.rnr. 

MCI. 

- -- - - - 
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IR 3.3 - lncreased utilization of key interventions to reduce malnutrition and its 
contribution to child morbidity and mortality 

Increased rates of age- 

Nutrition integrated within 

El Wador ,  and Nicaragua), nutrillon in populations at 
high risk of child mortality 
and malnutrition. Narrow 
focus of child survival offen 
excludes food security 
concerns (e,g. no mention 
in Lancet series of 2003). 
There is a need for better 
intersectoral linkages in 
chiM survival sbtggies. 

Intervenths and 

outcomes and public health 

sick children in Honduras, El 
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IR 3.4 - Interventions with high impact on survrvar and heatth of newborns identified, I 
developed, evaluated, and brought to scale 

BOP Oct@a%ve Pr@g~&&tb Date Accomplishments in 
Dlrnn+;n- O n r i ~ r l  

w-w 

private providers not 
bdng addressed in 

cqacitygf-p- 
and hawhold kmwladge ' 
and behaviors. The program 

Lack of basic 
eval~uaW improvmts training of health 
in buwbld and service staff in Senegal and 
qaity indicalors; other countries in 

essential newborn 
W i t h  likely to May 
rapid scaling up. 

essential newborn 
care will require 
external suppad to 

o In Honduras, the MCH 

I 
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EOP Objective 
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'ogress 1 Accc 
< 

In SE 
inn01 
main 

Subs 
motiv 
DR C 

megal, India, and El Salvador, Supervisi 
~ative approaches developed to and follou 
ltain the benefits of in-service are key 

2. Health 
workers deliver 
child health 

tantial increase in trained, 
lated and skilled health workers in 
:ongo, El Salvador, Guinea, 

servicl 
higher 

ss of 
quality 

Hond 
Ugan 

luras, Ind 
~da. 

lia, Niger ia, Sene! 

. . 

gal, and 

. .. . 

traini 

- .  

ts. 

F 
The role of 

b 
3rivate 
xoviders 
3harmacintn 9 

7eeds fur kt 

2laboratic 
Y 

3. Commodities 
including drugs, 
vaccines, and 

In Senegal (cotrimoxazole) and Nigeria 
(antimalarials), new approache! 
improve the utilization of drugs 

supplies are -'-.I-looed and tested. 
available and 
appropriately 
used for child 

cipated In interagency 
nittees and task forces to 
!w the situation of drugs, 
ines. and s u ~ ~ l i e s  for chilc 

j t o  
were and 

v abb 

survi 
and i 

I I 
ons I 

DID 

ther 
3n. 

, , 
iutrition i~ 
~p action 

val and r 
to devela 

nterventil 
plans. 

health 

. F.- 

4. tlnanclng ro lon provlaea to me QIOD~I ~n11a 
,urvival surv~val Partnership to raise awareness 
es is in key countries about the current 
sed and situation and need for greater 

* tments. 

child s 
servic~ 
increa 
usea r nore 

vely effecti 

5. Information 
for chi 
surviv; 
servicl 

\UULII IG 11 IIUI I I I ~ L I ~ I  I ~ Y ~ L C I  113 a1 IU 

? improved and 
10H and NGOs in 

Ilula, actlcyal, LI Salvador, Nepal, 
Jganda, and Nige~ V 
dements for stren! health 
,ervices. 

apid sum 
lern~nstr~ 
..A:- CIA" 

'eys werc 
ated to hl 
.-..-I CI 

availal 
appro1 
used t 

ble and 
priately 
'Y 

ria as ke! 
gthening 

makers, 
gers, and 
mers 

:omprehensive evaluations 
:onducted to generate information 
,n key policy issues such as 

negal, 
nd India, 
I India, 

ana otners. 
rr( 

ia treatm' 
:are in S' 
nutrition 

ent in Se 
enegal a1 
actions ir 
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