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I. SUMMARY

More than 100,000 people die every year in Haiti, a country
of ovet- 6 million pet"sons, of which 1 million EII""e childt-en under
five.

The he~lth problems of children in Haiti are similar to
those of children of other areas of the developing world: diarrhea,
malnutri~ion, immunizable diseases, respiratory illnesses. Close
to 40~ of all childhood deaths are diarrhea-related and most
children who die are malnourihsed. In areas where tetanus
immunization of women of childhood age h IS not been done,neonatal
tetanus may account for 25% of all nfant deaths. Measles
strikes nearly all children in Haiti Jut its toll with regard
to mortality is unknown.

To confront these problems, the Ministry of Health of Haiti
has adopted a strategy which incorpora~es 3 specific elements:

- phased implementation
in t (?t-'/en t. ions

- regionalization

of -::;elec ti ve pt-iot"- i ty h PiOt 1 th

mobilization of the private sector.

This strategy is being implemented through a service
delivery model which, in the public sector, involves the creation
of catchment areas of 10,000 persons who depend for their care on
a (jispensi::H"Y manned by i:tuxilidt-Y nut"ses. He;:d th a<]ents, who at-e
gov~rnment-paid employees trained for 3 months, provide village
based curative and preventive services.

Many private institutions, particurlarly those with no
health agents working in their sectors, have also adopted a
community-based service delivery rnodel emphasizing outreach and
selective interventions. They use the services of village-based
co 11 atiOt.. a tOt"" ~:::; vJh 0 a t- e pt- i mat" i 1'/ hedl th pr omo tor" .=:; dn d educ d tOt- s
rather than service providers. Services, in this context. are
provided at the village by an itinerant community he~lth team.



In neLtherthe government nor the private models are health
worker tasks allocated in a rational manner. The government
health wcwket" manual lists i..=tt. least 17 sepat'at.e tas~\s health
workers are to perform. The tasks of community collaborators are
even less wAl~ defined.

Because of the Panoply of tasks expected to be pet-forml-:?d by
health agents, and the poorly defined role of the community
collaborators, health workers and collaborators alike may be
confused as to the relative importance of tasks assigned to them
as are the decision-makers responsible for their supervision.
Within a context of severe constraints in te~ms of personnel,
financial an~ commodity resources, it may be possible to enhance
system performance by focusing on tasks with the highest. health
benefit and/or on subpopulations (example higher risk children)
in greater need of services.

These conditions can be translated int6 a formal statement
of a key operational problem faced by health planners in Haiti:
deteromine those "best" pt"opm"tions of pet'sonal time and commodi ty
resources devoted to each CHW task that will (1) maximize overall
value of health benefit t.o the community while ensuring t.hat (2)
no resource levels are exceeded, but that (3) all minimum
performance levels are met (or exceeded).

To arrive at such a det.ermination, two service delivery
sites were select.ed for study. One is located in a peri-urban
area (Cite Soleil) on the outskirts of Port-au-Prince, the
capital of Haiti, the oth~~ was located in a rural area (Mirebalais).

The objective of the study was to det.ermine the best way of
allocating tasks t.o community health workers, tasks related to a
limit.ed list of priority health interventions i.e. oral
rehydration therapy, immunization, growth monitoring, family
planning. This list was chosen because it is the one adopted by
health institutions implementing population-based communit.y
health pt"o~;wams in Haiti as thE~ focus of CHl.-)-n?lated activitl.es.

The operational problem could therefore be characterized by
an objective (a measure of how good a t.ask allocat.ion is), a set
of decision variables (the activities across which the scarce
resources are to be allocated), a set of constraints (limitations
placed on the decision variable to reflect the resource activity)
and a set of perfcrmance or output constraints .
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In th±s instance, the operational problem becomes one of
detet-·mining a method of allocating task based on the relative
benefit (use effectiveness) of a specific intervention, and
based on the time the CHW would need to have to make mothers of
children under five competent in the use of the intervention,
the solution being constrained by the fact that minimum performance
levelsat-e to met for all tht-ee task at-eas.

t11·?t.hodolo9Y

In a first phase, through a series of studies, use
effectiveness was calculated for oral rehydration therapy,
immunization and family planning. This involved the determination
of two elements: 1) the effectiveness of the intervention
2) the actunl use of the intervention as measured by utilization
data.

For ORT, use-effectiveness was calculated in the following
manner: cohorts of births for 1983 and 1984 were foillowed
longitudinally and survival status of each chil~ was recorded on
the basis of whether or not the mother was a user or non-user of
ORT. Child mor~ality experience by mothers of each group
(user and non-user) prior to the introduction of ORT (1983) was
ca lcula ted th r'ough fet- t.i 1 i ty and pt-egnancy 01.\ t.come h ist.cH" iss_
Mortality experience for 1983 and 1984 cohorts were determined
pt-ospec ti 'Ie 1y .

For measles, use-effect.iveness was calculated
the survival of a cohort. of children vaccinat.ed with
at age 6-12 months was calculated and compared to
similar group of unvaccinated children. '

as fol.lot,.Js:
measles vc!cc ine

t.hat of a

For family planning, the 1984 birth cohort survival data was
used t.o calculate the relative and att.ributable risks of infant
mort.ality associated with a short birth interval.

Coverage (use) for ORT, measles and family planning were
calculat.ed as follows:

For ORT, a special survey of mot.hers of the 19B3 and 1984
cohort.s was conducted to det.ermine whether they were users of ORT
and to ascert.ain t.heir degree of compet.ency in ORT use. Socio
economic dat.a were dlso collected.

Measles vaccine covet-age and contt-acept.ive pt-e'lalence data
were obtained from service statistics.

Results showed that use of ORT was associated with a
reduct.ion in 0-2 year mortality. Competent use was noted
39%, giving a Llse-effectiveness score of 0.14.

36%
at

Measles vaccirl.:..~tiLln was associated with a 22% r"eduction
0-2 year- mOt- tal i ty. :,oJi th i..'l covet-age of :::::0%, use effec ti veness
calculated at 0.17.

:.'.
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Attt-ibutable risk associat.ed wi t.i1 a shot-t. bit-t.h int.et"val was
calculat.ed at ':;':3 pet- 1000 women. Use effec ti veness was est.ima ted
at 0.028 , with use (contraceptive prevalence) at 11%.

~

In a second phase, the time needed by CHW to make mothers
competent in the use of these 3 interventions was estimated.

Using a multiple criteria utility assessment t.able,
alt.ernative task allocation schemes were developed which t.ook
into account.:

- risk st.atus of t.he mot.her wit.h regard t.o infant or child
death.

- t.he use-effectiveness score
t.he time needed t.o teach the intervent.ion
t.he focus of t.he t.eaching i.e_ whether it should bp on
mothers of high risk children or on all mothers.

In a third phase, two schemes were tested, one whereby tasks
were allocated on the basis of a time-use-effectiveness mei5\SUt-e
and a focus on all mothers; in the other scheme, tasks were
allocated on the basis of a ti~e use-effectiveness score. Health
workers in this group were instructed to focus exclusively on
at-risk children. As a control, a group of CHWs received no
specific task allocation instruction and were told to proceed
as they normally did.

The results showed that workers who were to cove~: all
mothers, irregardless of risk status, could not perform their
tasks adequately.

By contrast, health workers who were expect.ed
exclusively on mothers of at-risk children managed to
their responsibilities.

to focus
fulfill

On a subjective basis,
focus on high risk group was
of using their time.

the CHW themselves felt that
a more efficient and effective

the
way

In terms of the output variables recorded, the at-risk group
targeting appeared to be the only operationally feasible strategy
to follow within the context of the service settings of
t.h is st.udy.

This study suggests that in certain settings, the adoption
of a selective intervention strategy is the most applicable
str'at.egy to follow f~t- an insti tution wi th limi ted t-esol..wces in
time, personal and commodities.

Furthermore, the selective approach should be employed in a
context where serVIces are targeted on a priority basis to high
t- i ~;j/~ gnJUps.



T: T. fHE I-;:F:~;[i\r~CH F' ,"-'OS LE:t1

Two countries share the island of Haiti in the Carribean
Haiti and the Dominican Republic. T~e country of Haiti has a
population of 6 million people growing at a rate of 1.75% per
year. (Institut Haitien de Statistiques et d' Informatique,
1982). Three-quarters 0: this population live in rural areas.
The Port-au-Prince metropolitan area has a population of 1
million people.

More than 100,000 people die in Haiti every year. Of these,
rearly half are children under five (Augustin, 1986). Specific
information on the principal patterns and causes of death have
been det- i ved ft-om a number of sut-veys as \.AJell as census cIa ta.
These include the National Census of 1971, the Haiti Natienal
Nutrition Survey of 1977, the Haiti Fertility Survey (1978), the
National census of 1982, the contraceptive prevalence survey of
1983 as well as the CDD/EPI survey of 1985. Local special
studies provide additional information on disease patterns and
causes of death. These data can be extrapolated for the entire
country only with a great deal of caution.

1. Infant and child mortality

t- isk
life,
These
child

An estimated 45,000 children under five died
Of these, 27,000 were under one year of age.

per'lod fot- infant and childhood death cH-e t.he
the first month, the last 6 months of t.he

three combi~ed periods account for more than
deaths (Augustin, 1986).

in Haiti in
The great.est

first. weE)k of
fit-st year.

half of all

The infant mortality rate was estimated at 124/1000 in 1982.
Neonatal mortality has been estimated to account for 42% of all
infant deaths (Lerebours, 1985). Hospital data provide lower
figures. For example, at Bon Repos Hospital, neonatal deaths
account for 21% of all infant deaths.

In the Central Highlands of Haiti, in villages surrounding
the t.own of Mirebalais, t.he neonatal mortality rate was 39/1000
in 1980, 66/1000 in 1981, 65/1000 in 1982, 44/1000 in 1983 and
between 20-30/1000 in 1984. It should be noted t.hat. a neonatal
tetanus eradication program was int.roduced iri the area in lQ83.
(Augustin, unpublished data).

The second high risk period during the first year of life
occurs during the last 6 months of that first year. This period
coincides with a time when breast feeding becomes insufficient
growth faltering frequently begins then.



2. Causes of death

Little reliable data exist on causes of death of Haitian
children. Much of the available information comes from hospital
d~ta. Only a small minority of childhood deaths occur in
hospitals:

In the rural are~ of Petit-Goave, the causes of infant death
(less than one year of age) were as follows :

Table 1. Cause of infant deaths
Petit-Goave, 1978

1 . Gastro-ententis 35%
~ Tetanus 12%~.

~ Malnutrition 11%~.

4. Other infections 10%
5. Perinatal causes 9%
6. Pneumoni& 3%
7. Prematurity ~~

~~

n Other 1%o.
9. Unknown 17%

For children 1 to 4 years old:

Table 2 Cause of childhood deaths
Petit-Goave 1978

1. Gastro-ententis 34%
2. Malnutrition 33%
3. Pneumorlia an<j othet~ infec:tiorls 13%
4. Accidents 1%
5. Unknown 19%

Source: Paisible P, B0rggren GG. Demographie et Fecondite .Presses
Fardin, ~ort-au-Prince 1982.

The nationwide 1985 health survey provided the following
data:

Table

1. Diarrhea
2. Malnutrition
3. Tetanus
4. Measles
5. Othe~

3 Cause of death, children under five
Haiti 1985

47%
21%
21%

S%
6%

Source: Lerebours, 1985.



3. Factot~s associate(j with childhoo(j morta.lity.

In rural areas, infant mortality is higher as the mother is
older, particularly for mothers 35 years of age and over.

Table 4 Age of the mother and infant
mortality rural Haiti

Age of the mother
(in year-s)

15-19
20-24
25-'29
30-34
35-31~

40-44
45-49
50-+

IMR

91
59

103
111
150
143
132

90

A similar phenomenon is encountered in urban areas:

Table 5 Age of the mother and
in fan t mar" tal i ty : ut"ban i:ti"eas

Age of the mother
(ir year-s)

15-19
20-24
25-2171
30-34
35-31~

40-.:.~4

45-,:i9
50-+

IMR

83
III
148
159
123
157
130
123

SOI.lt·'(::e: Haiti National ~11.ltt··ition SLl~~vey, 11~78_



High parity is associated with an increased infant mortality
r" ate.

Table 6 Parity and IMR, rural Hai~i

Age of mothet
(in yeat""s)

15-19
20-24
25-29
30-34
35-31~

40-44
45-49
50-+

Childt-en
evet- born
(avet-age)

1.1
1.7
2.9
4.5
6.0
7.7
9.1

: IMR

'3'1
59

103 :
III
150
143
132

90

Table 7 Parity and IMR, urban

Age of mothet
(in yeat-s)

15-19
20-24

40-44
45-49
50-+

Chilcken
ever- bot-n
(aver"age)

1.2"
1 _:.::

4.4
5.7
7.0
7.7
5.7

IMR

:33
III
14~:

159
123
157
130
123

Source: Haiti National Nutrition Survey, 1978.

As can be seen, infant mortality is higher in urban areas in
spite of the fact that health services appear to be more
available there. One possible explanation is the widespread
usage of bottle feeding. In Cite Soleil, a peri-urban slum area,
bottle-fed infants are four times more likely to die than infants
exclusively breast fed in the first month of life (Berggren et
aI, .l·::-J:'~:l).

These include the nutritional status of the child, the
birthweight of the child and his resistance to infection, socio
economic factors.



4. Health problems of Haitian childr~n

d. Di;clt"'·t"hi-O'd

From these surveys, it appears that diarrhea is the
principal cause of death in the population and the number -one
health problem for the country.

Point prevalence for diarrhea (day of the survey) in
children under five years is 21% in Port-au-Prince marginal
neighborhoods and between 8% to 10% in rural areas of Haiti
(Lerebours, 1985). Greater variability in reporting is
encountered with the standard cnD WHO 2 week recall questions.
Results range from to 21% to 54%. (MSPP; Coreil, 1984;
Cayemittes 1985; Boulos 1985; Prevost and Augustin, 1985;
Lerebours et aI, 1985).

Based on these various surveys, the incidence rate of
diarrhea over a period of one year ranges from 5.8 per child in
rural areas and 14.6 per child in urban marginal neighborhoods
(Pierre-Louis, 1986). This means that Haitian children under
five suffer as a whole 7 million episodes of diarrhea per year.

The proportional mortality rate for diarrhea has been
estimated at 30% in a rural survey conducted in 1985 (Lerebours,
1985). The hospital case-fatality rate for diarrhea ranges from
9% to 66%. (Veillan:l, 19:::6).

Hospitals reporting high case-fatality rates tend to
admit very severe cases of diarrhea with complications to their
l>Jar'd, ei thet- because par'en ts come too la t.e or because, as in the
situation with the University Hospital, most cases are treated in
a special OR rehydration unit detached from the main pediatic
ward. In such a unit, the case-fatality rate is 1%.

i::·.. Di at t'h ('!a· ..,t·1a J, n 1.1 t ti ti on i, 1'1 t(:> t" <:t:' t J, (In

Diarrhea is more prevalent among malnourished children. At
Ste Catherine's Hospital in Cite Soleil, 25% of admitted children
have severe malnutrition. They contribute 58% of all deaths of
children under five (Boulos et al., 1985).

At Bon repos Hospital in 1984, the nutritional status
of admitted children was as follows :

Table 7 Nutritional status of children
admitted with diarrhea

Bon t- epos 19:::4

Nor'mal
44 .. 3:~:%

Ml
16.45%

M2
17.49%

M3
21.66%

Source: Bon Repos Hospital Annual Report, 1985.

I.IJ



Accat-ding t.o t.he Hai t.i Na t.ional nu t.t- i t.ion stwvey of 1978,
t.he ~revalence of malnut.rit.ion among children under five was as
follows :

Table 8. Prevalence of malnut.rit.ionamong children under five,
Hai t.i ,1978.

Rut-al P-a-P Hait.i

Acut.e Malnu t.t- i tion (weight. fat- heigh t.) 1 fE. . G:% 10% 15.9%

Cht-onic Malnut.rition (height. fat- age) 2:=:.6% 15.7% 26.7%

2nd and 3t-d degt-ee (weight. fat- age) 29.5% 1.4.6% ~?7 . 3%

Nut.rit.ion surveys carried out in t.he South of Hait.i 2 years
apart have produced similar result.s.

Table 9. Nut.rit.ional st.at.us of children under five,
Gomez classificat.ion

N Ml M2 M3
25% 45% 26% 4%
'1 '10/ 45% 27% 6%'-,-hl

Source: DSPP, Sout.h Nutrition Surveys, 1978 and 1981.

Malnut.rit.ion is generally under-est.imated as a cause of
death in Haiti.

Dat.e from Cit.e Soleil suggest. that close to 60% of the
deaths of children under five in that population are associated
with severe malnutrition. In rural areas where neonat.al t.etanus
mo-tality remains a major contributor to infant mortality, the
relative importance of malnutrition may be proportionately less.
The importance of malnutrition as a cause of death increases as
t.:~e infant becomes oldet-. In Peti t Cloave, malnutr"i tio!"! ~·Jas

responsible for the death of 33 % of children 1 to 4 years of age
in 1977 (Paisible and Berggren, 1981).

1.1
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:Besides diat" t"hea, at.het" in fec t.ions play an impot" tan t. t"ole in
childhood deaths. These include :

- neonatal tetanus , accoun ting fot" 25 to 35 deaths per 1000
live bit"ths.

- pneumonias

measles

tubet-culosis

mal at" ia

other respiratory lllnesses.

1:3.. Tnt. f·C.) to' V (e' n t. .i (]n '::.;

0RT. Oral rehydration therapy was used in a limit.ed fashion
in Hait.i in the 13t.e 70's. Two instit.utions, Albert Schweitzer
Hospital and the Hait.ian-Arab Center, were pioneers in t.his
respect. Formal introduction of aRT at tHe University Hospital in
1980 was followed in 1983 by the launching of a nationwide
campaign to induce mothers to adopt it as the prime interve~tion

in cases of diarrhea. As a result of t.his campaign, the use of
oral rehydration therapy jumped from 24% to 78% in the capital
and from 8% to 20% in rural areas. Concurrently a decrease in
admissions at the University hospital oral rehydration unit was
noted between 1983 and 1985 while use of ORT prior to increased.
No reliable data on aRT impact 'in rural areas ar~·available.

Between the mid-1960s to the mid-1970s, the principal
strategy of the MOH to combat malnutrition has been the
establishment of nutrition rehabilitation centers" This strategy
was abandonned to be replaced by growth monitoring and nutritior
education. Berggren et al. had shown that growth monitoring
coupled with demonstration education and targeted food
supplementation had a positive impact on the nutritional status
of children under five . In many places were growth monitoring is
now being practiced, no food is distributed. Little data exist
in Haiti to evaluate the impact of growth monitoring on overall
pt"evalence of malnut.t"it.ion. What data exist (50uth sUt"vey; Cite
Soleil; Belle Anse) suggest little or no overall impact when
impact is measured using the dist.ribution of children under five
with normal nutritional stat.us or mild, moderate or severe
malnutrition (Boulos et al., 1985; Van Oyen, 1985).

, 0)
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While the effectiveness of tetanus immunization of pregnant
women to prevent neonatal tetanus is well established in Haiti~

the overall impact of such an intervention on infant and child
mot.. tali t..y fot- the entit-e country is unknown. As fOt- ot.her
vaccines~ such as DTPand measles, coverage is so low (less ~nan

10%) that no impact could be expected. The sit.uat.ion is improved
for BCG vaccine as for as coverage is concerned but no
information is available as to an overall impact of the national
BeG campaign on the incidence and prevalence of tuberculosis.

~/.i. t.arnin r\

studies carried out in Indonesia suggest a link between
avitaminosis A and child mortality. A survey of 4000 Indonesian
children 1 to S years of age revealed an increased risk of death
amonl;J children suffet-ing from Vitamin A deficil?ncy.

When Vitamin A was administered, death rates where cut by
more than one third.

Fertllltj lontral

The crude birth rate for Haiti is estimated at 36/1000 and
the contraceptive prevale~ce rate at 3.8%. Even in areas where
contraceptive prevalence is higher, no effort has been made to
evaluate the impact of reduced fertility on child mortality.

The infrastructure that has been put in place to implement
these interventions is one which begins with a health agent. who
is responsible for a given number of registered individuals
(usually not exceeding 2000). Four health agents are supervised
by an auxiliary nurse who is a based in a dispensary. Since
there are usually 2 such nurses per dispensary, the standard
cat(::hment area c:overed by these two auxiliat~ies an(j 8 agerlts
contains approximately 10,000 people. The next level of care is
that offered by t.he health center, manned in Haiti by what is
know as a commune doct.or. The commune doctor 15 a licensed

. physician in charge of health care for a relatively large area
(some communes may have a po~ulation exceeding 100,000 people).
Commune doctors are assisted by social service doctors_
Physicians having complet.ed medical school and serving in a rural
area for one year as a pre-condition to their being granted a
license to practice. The commune doctor is supervised by the
district health administrator (usually a physiciat .th an MPH
de~ree - there are 14 districts in Haiti). The nexe level is the
region (there are four health regions in Haiti). Region
directors answer to the general director in Port.-au-Prince.



This hiet"a.t"chical stnJctun= makes no di ffer'ent.iat.ion bet.ween
privat.e and PLlb 1 ic inst.i t.u t.i L1ns. Thus dis tr i c t. admin is tT a t.ors
have t.he right to supervise private heaith institutions. In
pract.ice, however', there at"e a nWilbet' of di ffer'ences not only
between private and public institutions, but also bet.ween
institut.ions in different regions.

The North, South, Transverse and West. constitut.e the four
reglons. The Nort.h and South regions were the first to implement
the new PHC in ft"astruc tUt'e and as such con for-m best. to the model
outlined above. JheWest and Transverse regions were formally
organized in the summer of 1983 at a t.ime when the training
program for health agents h~d been frozen. Thus most formally
trained health agents are distributed in the North and South, and
very few in the Wes). and Trarsverse regions.

In April of 1982, AOPS launched its Community He ~, Action
Program (CHAP). The purpose of the program was to assist
selec ted pr iva te hec:....d t.h inst.i t.u tiorls in the imp 1emen t.a tic;"1 of
population-based community health programs. Initially, 15
inst.itutions were to be selected to instit.ute programs for 10,000
people each, for a combined registered population of 150,000
people. The program was ~-ecent.ly expan<jed to enroll 500,000
people by September of ~986. Many of the selected institutions
were located in the West and Transverse regions, in areas devoid
of health agents.. AOPS reco~mended to these institutions that
they train a numoer of community health workers (usuallv 10 per
lnstitution) to do some of the tasks usually performed by health
agents. Although t.he tasks were specified, neit.her the type of
training nor the method of compensation was defined. Many
private institutions elected to train workers who were considered
as volunteers, thus not eligible for a regular salary. This
choice WctS dictated by the fact that in many instances, the
institut.ion wanted to minimize recurrent. program costs. In other
instance~, the institution felt that health maintenance should be
the basic responsibility of the community, mothers' being the
health agents "par" excellence" fot' the~selves and theit' childt"en.

The utilization of front line health personel such as
community health workers (CHWs) has boen, and rem31ns, a critical
element in satisfying U? basic health cat-e needs of f:'"JoQt"
populations in developing countries. This circumstance assumes
particular importance in light of the generally heightened health
care crisis now pres~nt in most developing areas and the efforts
t.o rm::~et. the Alma-Ata goal of "H2al th for- All tlY the Year' 2000".

1 . F. ':i t i. t) :"( ,:1 1;..' r ("' to' l~ '"l ':',: k 'co: pIc·! ( . t i. (, r;

P~ivate Voluntary Health institutions which have adopt.ed the
communi~y outreach met.hod of providing primary health services
work with a number of significant constraints which may be listed
(-tS follows :
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auxiliat"y nttt-se and r-ec:m-d keeper- is usually qui t.e busy seeing
pett.tent.s for- ctlt""at.ive care at. t.he heal t.h cent.er~. Any addi t.ional
burden on st.aff t.ime would have t.o be limit.ed. At. the same time,
most :-ieal t.h insti tLlt.ions have one or- t.wo "slow days" dtw ing t.he
week when the pat.ient. load is less.

b. In many areas where PVOs work, there are no government. health
agent.s. In other areas, t.he pat.t.ern of work of healt.h agent.s has
been en"atic.

c. The manager of t.he healt.h cent.er, usually a
community development. person, frequent.ly
responsbilities besides t.hose of running a healt.h
managers have lit.t.le additional t.ime t.o manage
heal th pt·ogr- ams_

pt- iest, nun ot-
has ot.her-

clinic. Most
compr-ehensive

d. Patient receipts and other clinic revenues are usually
insufficient. to meet the cost of running healt~ centers. No
great. deal of funds could be available for addit.ional out.reach
services. Such an addit.ion could be feasible only if t.he
marginal cost.s involved were minimal or at. least. affordable.

Because of t.hese fact.ors, t.he idea of a select.ive
approacll t.o primary healt.h care emphasizing a limit.ed list of
effective int.erventions appears more suitable to most PVOs.

Drawing from t.he government. model, the following list of
priority health interventions could be constructed: For infants
and children, oral rehydration therapy, breast feeding,
immunization and growth monitoring; for adults, family planning,
pre-natal care, malaria c~ntrol and tuberculosis control.

Malaria and tuberculosis control activities in Haiti are
primarily vertical programs, both sponsored by the government,
alt.hough in the case of tUberculosis control, the participating
of a private group, Crusade against Tuberculosis (CAT) is
cnJcial.

The second concept is an emphasis on a defined population
for the delivery of services. Population registration in this
instance is not done primaril.' for evaluation purposes, but as a
key service tool : it allows identification of sub-populations in
need of special care and it allows the follow-up of non
participants and other no-shows.

The feasibility and usefulness of such an approach combining
a limited set. of interventions and a registered target population
had been demonstrated by the experience at Albert Schweitzer
Hospital (Berggren et al 1982) and in a government rural health
pilot project (DSPP, 1982).

1. '::'
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Heal t.h wOt-ket-s coopet-at.inq wi th PVOs function wi thin t.he

context. of an outreach service delivery program in which a
rommunity health team from the center delivers most of the
services. This occurs at rally posts. These posts are places of
assembly at or near a village where village mothers and childrer
meet t.he co~munity health team. at periodic intervals. The
following ~ervices are provided by the t.eam at the rally post :

- group health education

growth monitoring and nutrition education

- immunization

pre-natal care

- family planning

- CLW a tive care

In such a context, t.he health worker becomes primarily an
educator and a motivator. Th~ough training sessions with
mothers, he seeks to Establish their competency in the use of
specific interventions, particularly ORT, feeding practices and
family planning. As a motivator he seeks to convince these
mothers of making use of these interventions; furthermore,
through his file of registerad families, he identifies no-shows
and other non-participants for whom he reserves special
motivation, sessions, frequently in the home.

The list of tasks in such a setting would they_fore include:

1.. Census-taking and registration of the target population. On
completion of registration, the CHW reviews the records of each
family and draws up from these records a list of priority
individuals in each group to be served.

2. Preparation for rally posts. This
arrival of the health team at least a
ensuring that the post is ready (securinq
benches and tables are available etc).

include announcing the
week in adv~nce and

the site; ensuring that

3. Work at the rally post. Health workers help in crowd control,
registration, health education, weighing of children.

4. Identify rally post no shows and update the records of rally
post. attendees.

5. Domiciliary visits for motivational purposes or for follow-up
C<..it-e.

6. Small group educational sessions in villages where topics such



The t.asks of the qover"nment "agent de sante" dr-"(;> well
defined ;:tnd I isted in the publica tion en ti tIed "Manuel de I' <:tqen t
de sant.e" . nOlese t.asks include (table 1)

Table I. Tasks of Aqent de sante ..
qeogt- aph ic(census,1. Organization of cat.chment area

distribution of families)
2. Domiciliary visits
3. Curative care
4. Referral of cases
S. Follow-up of referred cases
6. Contacts with community groups
7. Health education
8. Environmental sanitation

Contrdceptive distribution
Assistance in vaccination
Growth monitoring and follow-up
Follow-up of the cases
Ma.l~H" i a con t. t"ol
Participat.ion in diarrheal disease control programs.
Up-dat.ing of registers for pregnant women, family planning
users, children under five
Preparation of monthly reports
Meetings with health volunteers and other t.ypes of health
workers (Traditional birth attendants, traditional healers
E!tC) .

1 r.:
.1.. ....J ..

16.
17.

12.
13.
14.

10.
11.

The principal focus for the activities of health aqent.s
is the rally post, a place of assembly where t.he agent meets
groups of 20-30 mothers living near by, proceeds with health
education sessions, growth monitoring and contraceptive
distribution. An auxiliary nurse from the closest qov vnment
dispensary is expected to at.tend these sessions occasionallY for
supervision and vaccination purposes.

Because of the panoply of tasks expected to be performed
by the health agents and the poorly defined role of the community
collaborator, health workers and collaborators alike may be
confused as to the relative importance of tasks assigned to them
as are the decision makers responsible for their supervision.
Within a context of severe canstrants in terms of personnel,
financial, and commodity resources, it may be possible to enhance
system performance by focusing on t.asks with the highest health
benefit and/or- on subpopulat.ions (example hiqher- t"isk childr"en)
in greater need of services.



These conditions can be translated into a formal
statement of a key operatioQal problem faced by health planners
in Hai t i: detet'mine th _Jse' II best ".pr'opot- tions of pet"~"::onnel time
and commodity and economic resources devoted to each CHW task
that will (1) maximize overall value of health benefit to the
community while ensuring that (2) no resource levels are
exceeded, but that (3) all minimum performance levels are met (or
exceeded) .

The operational problem just described may be recognized
by some as a form of the general resource allocation problem.
The problem is, after all, a management problem
characterized by an objective (a measure of how good a particular
allocation is), a set of decision variables (the activities
across which the scare resources are to be allocated), a iet of
resource or input constraints (limitations placed on the decision
variables to reflect the resource scarcity), and a set of
performance or output cbnstraints.

Within the context of Haiti, the MOH has adopted a number of
health priorities which can be translated into the following
levels of performance:

- Ensure that 100% of mothers correctly use oral rehydration
t.h (,~ tOO apy .

- Ensure that 80% of children are completely vaccinated by age
y pat- .

1
.L

- Ensure t.hat. 80% of the pregnant. woman arp vaccinated with
t.l~t.anus t.oxoid.

- Ensure a contracept.ive prevalence rate of 25%.

- Ensut'e that 80% of childt"en at'e ent"olled in a (;wowth moni tOt" ing
Pt"ogt"am.

other performance levels have not been specifically related
to the t.asks given t.o CHWs i.e. it is not always quite clear how
the completion of one set of tasks is related to the objectives
fixed by the MOH.

Less clear is whet.her the CHW can in fact perform all of
these t.asks in a fashion which will result in a positive healt.h
impact. Since health agents in t.he government model are to cover
all families, it could be anticipated that each family would
receive the same int.ensit.y of coverage.
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The principal objective of the study was to determine those
best proportions of community health time devoted to each of
four tasks areas i.e. oral rehydration therapy, immunization,
growth monitoring and family planning that will a) maximize
overall value of health benefit to the community while 'ensuring
that b) no resource levels ar~ exceeded but that c) all minimum
performance levels are met (or exceeded).

As a pt-oxy fot- "healt.h benefit", t.he impact of the four
intervent.ions on 0-2 year mortality was to be measured.
Performance levels are those fixed by the Minist.ry of Healt.h (see
above) .

One might t.heorize that focusing CHWs efforts on activities
associated wit.h int.erventions wit.h high use effectiveness would
in fact. maximize t.he impact. of these effort.s on community healt.h.
It is difficult to determine t.he relative use-effectiveness of
specific int.erventions in a Hait.ian sett.ing based on data
available prior to this study. Aside from immunization of women
of child-bearing age wit.h t.et.anus toxoid, an activity known t.o
eliminate neonatal deaths due to t.etanus, the impact of other
interventions such as ORT, immunization and family planning has
not been evaluated in Haiti.

Once use-effect.iveness is determined, the next step would be
to integrate this value with that of the time neede~ by the tHW
to imple~ent this intervent.ion in t.hefiald. Should two
interventions be equally effect.ive, a more rapid impact would be
obtained- if one interventioh t.ook less of the CHWs time to
introduce than the other.

The t.ime utilization studies coupled with use-effectiveness
studies might. provide a model for the optimal allocation of CHW
time among various t.asks. One way t.o maximize the t.ime-use
effectiveness of community health worker-related interventions
would be t.o concentrat.e health worker activities on high-risk
hous(:-?holds.

The study, therefore, provided the opportunity t.o determine:

8. the impact. of oral rehydration therapy on 0-2 year mortalit.y
at the community level. -

b. the impact of measles vaccination on 0-2 year mortalit.y.

c. the relat.ionship bet.ween birth interval and infant mortalitv.

The overall objective of the study required exploration of the
following issues:

1) What task or act.ivity need the community health worker carry
out to help meet specific program targets for priority
in tet-ven tions ?



2) At-e thet-e pat-ticulat- sub9t-oups which should n?ceive pr iewi ty
VJi th t"egar·d t.o t.he tat-get.ing of heal t.h v.Jot-ket- effot-ts?

3) Should an equal amount of effort or time be allocated to all
identified tasks?

IV _3Tl.IDY HYPOTH[:~;[~3

The principal hypothesis governing this study was that t.here
is an ideal way of allocating tasks to community health workers
to maximize the impact that they would have on infant. and child
mort.ality. The tasks revolves around the four priority
intervent.ions: oral rehydration therapy, immunization, growth
monitoring and family planning.

These limitations arise from the existing guidelines under
which community health workers operate within t.he healt.h outreach
programs sponsored by AOPS, the Haitian Association of Voluntary
Health institutions. These 9uidelines include those st.emming
from the requirements of the health institut.ion itself and t.he
performance targets fixed by the Ministry of Health.

Two sub-hypotheses were that :

1) It was possible to estimate the time-use-effectiveness for the
tasks associated with each" of the four interventions.

For the first sub-hypothesis, it would therefore become
necessary to analyze what it was that a health worker was
supposed to do with respect to each of the four int.erventions.
For example, if the ultimate target for an ORT program was to
have all mother-s make con-ect use of ORT evet-y time theit- child
had diarrhea, it would be important to determine what. set of
tasks would be necessary for the health worker to reach this
goal.

Furthermore, it would be also necessary to measure the time
needed to perform these specified tasks. Once a use
effectiveness score is predicated, ·based on dat.a empirically
derived during this study, or obtained from the lit.t.erature, it
would become possible to calculate a time use-effect.iveness for
the specific intervention.

One major a~sumption was that some households were more in
need of services than others, that in effect an attributable risk
of infant. and child mortality could be allocated to a small
minority of the population in such a way that should services be
preferentially targeted t.o it, a disproportionate impact on child
survival would occur.



2) Another sUb-hypothesis therefore was that a health worker
migh~ have the same or a greater overall impact on the health of
his community by focusing his activities on a small set of
households, perhaps 20% of his target population, rather than by
"diluting" his· effor-t.s on his entir"e catchment at-ea.

This approach presents a number of formidable problems
linked principally to the measurement of the use-effectiveness of
specific interventions and to the measurement of the time needed
to perform specific tasks.
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The study took place in one rural and one urban sites,

Mirebalais and C~te Soleil.

Mirebalais, the principal site for the study is a town of
8,000 people 40 miles from Port-au-Prince the capital of Haiti.
Mirebalais is at an important cross-roads in the Central
Highlands of Haiti, one road leading to Belladere on the border
with the Dominican RQpublic, one road leading to Pont Sonde and
the Artibonite Valley, the principal source of food for the
capital, one ro~d leading to Hinche and Cap-Haitien to the North
and one road leading to Port-au-Prince.

The town is an important market place where produce from the
Central Highlands is sold. The town itself has all the amenities
of urban civilization including piped water, electricity and
telephone. It is the capital of cne of the 58 admirlistri3tive
subdivisions of the country, an arrondissement, and sends a
congressman to the National Assembly.

Resources include several public and private schools,
including one public secondary school, and a small hospital
functionning primarily at this time as an outpatient unit (a
health center). The center, which belongs to the community. is
manned by tLoJO teams: one? t.eam ft-'om t.he MinistT';I of ~'h?al th takes
care of all fixed-facility services and rarely goes on out.reach.·
Another team, sponsored by a private voluntary organization, EYE
CARE HAITI, encompasses an eye treatment group made up of one
ophthalmogist and 6 ophthalmic assistants as well as a community
health team made up of 3 physicians, a network of 26' community
health workers scattered around in villages within a 350 square
kilometre ar~a surrounding Mirebalais.

Community health services are population-based and oriented
towards the provision of priority health interventions, mainly
cwal r'ehydt"ation thet-apy, groL""th monitm"ing, immunizat.ion, pt'e
natal care and family planning. Services are provided on an
outreach basis at rally posts, places of assembly at or near a
village where mothers meet members of the Mirebalais community
health team at intervals of approximately 6 weeks.

Community organization in the villages around Mirebalais
cent.et"s at-ound the "Conseil Communautait"e". This enti ty i~::·: made
up of members drawn up from the village. These organizations
have tended to be government sponsored. They are dominated by a
smi..:dl gt-ouP of govet-nment designated leaders. Theit- focus is
generally on public works such as road maintenance, school or
comrnun i t.y een ter- const.nJC tion as LoJe 11 as pol i t.i c:.-:11 i . e.
mobilizing support for government policies.
struct.ures, purposes and functions.



The urban site, Cite Soleil, is a peri-urban slum with perhaps
similar health problems as in rural areas, but with vastly
different implications with regard to health service delivery.
Cite Soleil is the site of a population-based community health
program and has accumulated data on the impact of various
interventions, particularly oral rehydration therapy and measles.

Tf"ll:? study was can'ied out in tht-ee phases:

-Phase I . Analysis of the operational problem.

This incorporated the following:

a. an exploration of the linkages between the specified community
health worker-related tasks and the effect that the carrying out
of these tasks would have on 0-2 year survival. This effect is
not a direct one i.e. the specific action of a community health
worker does not have a direct impact on child mortality. The role
of community health w6rkers is to obtain that mothers make
competent use of specific interventions. The mediation factor is
effective (competent) use by mothers of the intervention.On that
basis , an exploration of the relationship between maternal
competence and use of services was carried out.

b. a determination of the impact of the specific interventions on
0-2 year mortality. Impact is a measure of the theoretical
effectiveness of the intervention combined with its effective
use. To do this , a number of secondary studies were carried out.

To measure the impact (use-effectiveness) of ORT,
a 1984 Mirebalais birth cohort as well as a cohort of infants
reaching age one in 1984 were studied to determine whether use of
ORT was associated with increased child survival. This took
aspects of a before and after survey design as the childhood
mortality experience of the mothers of ·these children before and
after the introduction of ORT (1983) was determined on the bas~s

of whether or not they were users of ORT. Retrospective mortality
data was obtained through fertility and pregnancy outcome
histories while prospective dat~ on infant and child mortality
were obtained for all children born in 1984 and those who became
one year of age in 1984.

As for measles vaccination, the following was done: in 1982,
a study was conducted in Cite Soleil to determine the ideal age
for vaccinating children against measles. A group of 612 children
were vaccinated at that time. The ag~ range of these children was
between 6 months and 12 months. The survival status of these
vaccinated children was then compared to that of children of the
same age who had not been vaccinated. Socia-economic data were
collected in both studies to explore the effect of possible
counfounding variables.



The effectiveness of family planning was calculated
indirectly through the determination of the potential effect of
birth spacing on infant mortality. This was done by comparing the
risk of death of infants born after a short birth interval to
that of infants born after a.longer birth interval (greater than
23 months). The attributable risk of infant mortality associated
with a short birth interval was calculated.

In neither Mirebalais nor Cite soleil could a valid study
design be adopted to measure the imp~ct of growth monitoring on
0-2 year mortality. The study was therefore restricted to the
three interventions, namely ORT, immunization and family
planning.

These studies provided data on theoretical effectiveness of
these specific interventions, assuming 100% of mothers used them
in a competent manner. The next step was to measure actual use,
as determined through service statistics. In a parrallelfashion,
factors related to use were also determined. Of particular
interest was the relationship between maternal competence and
use. This was felt to be important because the principal task of
community health workers with regard to these interventions was
to make mothers competent in the use of the intervention. If
improved competency was associated was associated with increased
use, then use-effectiveness could conceivably by making mothers
more competent in the intervention.

Use-effectiveness scores were then determine by combining use
data and effectiveness data .
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In a second phase of our study, specific task allocation
schemes were developed , using a multiple criteria utility
assessment table. The utilization of such a tool allowed us to
calculated the relative time-use-~~fectiveness of allocating
community health worker time to specific interventions. To do so
t-equi tOed the cal ciJl a ti on of the '3pec i f ic t.ime needed by a
community health worker to make a mother competent in a specific
intet·vention.

i' :". ,. I' r r T '; ,; I i.l L I::n l~ I:: '.:: I i r' .;: •

In a third phase, the hypothesis that an ideal
scheme based on time-use-effectiveness could
effectively if it was oriented towards high-risk
tested using a quasi-experimental design.

task allocation
func: t ion mOt" e
gt-oups. v-Jas then

In the next few pages, we will review the results of the
preliminary studies on the relationship between maternal
competence and utilization, on the use-effectiveness of oral
rehydration therapy, measles immunization and of lengthening the
bit" th in te t' \ja 1 _
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influencing the utilization of healtf",
countt"ies have been explot"ed in

1966; Gwatkinetal, 19:::0; WHO, 1',;J:::4;
1'~84) . Many of the studies have focused ptimat"ily

sl.lch as di$tance, cost or- genet' al availabil ity
services~ Other-studies have explor-ed mater-nal factors
education (Caldwell, 1979), women's t'oles (Wat'e, 19:::5)
Of contt'ol (Lundy, 19:::2) .. In genet~al, non-uset'~;of set"vices
appeat~ to I:>e t'ec t'uitedp~'irnat' i ly ft-om the t-an ks of the poot"et- ,
less educated member-s of the community and pr-esumably ar-e of
pamo'er- <health andnutTitional status. The health planner-, l.>Jit.h
no immediate pt-ospect for change in thet'ole' of women in society
or- their- level Df education may seek other determinants of use
over which hsmight have a gr-eater degr-ee of control.

Of r'elevance in this context is the question of matet"nal
. competency. As Wat'e has noted, "i f female educa tion is
effec ti ve? get-ms at- san i tat'y food-handl ing pt~ac tices, then one
might to implement pr-ogr-ams to teach these matters specifically
without having to provide eight year-s of schooling for all
potlC'lntial motheto's" (~J<..:H'e, 1';:":::4). In othet' l.>Jon:ls, the educ,~ltion

gradient with regard to utilization of health heQlth
migWt be eliminated or reduced if all mothers wer-e made
competent in the Dse of specific interventions.

We will r'eview the t"elat.ionship bett,.Jeen compet.ency arid use
6f services in the two study settings, Mir-ebalaisand Cite Soleil,
with a focus on ORT and immunization.

In our two study sett.i~gs, Mir-ebalaisand Cite Soleil, a
cbncerted effdrt was made to teach mother-s about Dr-al rehydration
thet"apy ..

In Mirebalais, mothers from specific health sectors were
inVited to attend per-iodie ~ally posts at or near their villag~s_

Ih general 6 to 8 rally posts were held for each village (or
hei..=tlthsectot') pet"yeat-. Dut'ing thefit-st tht'ee months of (·ally
post i..~ctivi t.'l, the anI l' heal th education topic l.>Jas ot"al
rehyclt"ationthet'apy. While awai tin9 othet- set"vices at these
t-al1y posts, assembled mothet"s wi tnessed a pt-ac: t.ical
de~onstration of how the or~l r-ehydration solution was t.o be
pfepared and in addition they were taught when, how to use~ and
how much .to use.



The pt-ogt"am in Mir'ebalais had st.at-ted dl..u-ing t.he last t.wo
months of 19:33 while in Cit,e ::;oleil, t.he t-ehydt"at.ion center- had
been in operation since 1980.

In the spring of 1985, mothe~·s (Jf childt··en b(Jr··n irl 1983
and in 1984 were int.erviewed in Mirebalais in Cite Soleil.

The competence of these mothers in ORT as defined by a
number of correct responses to a set of questions exploring
indications, preparation and administration of aRT, was measured
in these two set tings. The t-esul ts shol1-Jed a higher" level of
competence in Cit.e Soleil where 78% of mothers could answer all'
questions correctly as opposed to 51% of the mothers in
Mit"ebalais.

The det.ailed findings for Mirebalais are as follows :

Ago. Out of a total of 1147 mothers, the age was known for
(80%). Of these, the age distribution was as follows

Table II. Age distribution, Mirebalais mothers, 1985.

Age 9t-oUP

15-19

20-29

30-39

Ovet" 40

"¥
/0

54_5%

34.2%

7.2%
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of the group, 85% of mothers had a general understanding of
~'Jhat. ot'al r"ehyclr-at.ion ther'apy meant, and :=:t:,_5/~ could t'l:-:'co<,,:mizF> an
ORS packet. 92.8% of t.hose who state~ that they knew what ORT was
could give an adequate explanation of it.

When competence ln oral rehydration therapy was graded 0
(least competent) to 4 (most competent). 16.b% of the mothers
ClllJlcJ be c:l(3s~;ifie(j a~~ "l(?ast c:ompet.erlt. u

, lr::, .. 3% hL-=tct cl "1"
t" a tin g , 11 % had a t- a tin (;) 0 f" 2" , 13 . 5% had .01 t" a tin q 0 f " 3", and
42.5~~ wen? classified as "most. competent" (table 1.2).



Table 12. Competency t-atinq in ORT, Mit-ebalais mothet-s, 19::;:5.

rating
scot-e

o
1
2
3
4

0/
10

16.6
16.3
11.0
13.5
42.5

There was a significant progression in the use of ORT with
regard to competence. While 62.5% of mothers not competent
t-eported using ORT, t.rlis rose to '71. '7% for full',' competent
motJHH-S.

B. IMMUNIZATION

The MOH of Haiti h2s defined the immunization target for
the country as having 80% of infants vaccinated with BCG, DTP and
measles vaccine by the time they reach one year of age.

The role of the community health worker in a deflned
population system is to know who the children under one are and
to encourage the mothers of the children to attend rally posts to
have their childr8n immunized.

Vaccination, from the point of view of the mother, is a
passive set-vice; the mother het~self is not the instrl~lment e)f the
service as i£ the case for ORT. She must of course have an
undet·standing of the put-pose of ir..munization but. the !-?xtend of
knowledge required in this regard is not as clear as it is for
oral rehydration therapy.

The Direction of Health Education of the
stresses the following points of kr0wledge for mothers

1) Schedule of immunization
2) ~:;ide-effects to tIe anticipated
3) Spec:-ific illnesses t)ein~J pt~even·ted

Mini~::::tt-y

The specific task of the CHW with regard to immunization
therefore, is to teach mothers the value and schedule of
vaccination, the side-effects to be anticipated and the specific

. illnesses being prevented. In addition, the CHW must ensure that
all mothers do in fact get their children immunized. In the case
of vaccination, vaccine availability is more a function of the
visiting community health team that of the community health
welf" k ar- _

• JII
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As was the case forORT, acquisition by mothers of knowledge
concerning immunization could be obtained by the mother via
difff?t-en t r'outes inc: luding the media, hea 1th pet"~::;one1 . ~~() data
are currently available on where in fact mothers get their
infot"mation on immunization. In Ol-It"" t.\.<JCl study., set.tings,
~irebalais and Cite Solei. n ':hers are taught about i~munization
in approximat~ly the same way: group education sessions held by
a nurse or a health worker followed by individual instruct.ion as
the nurse vaccinates the child.

Whether letting mothers know in advance about
immunization sessions and teaching them in groups about
immunization at a rally post is enough for the CHW to do was
investigated in Mirebalais by looking at patterns of knowl~dge

about immunization for a sample of 320 mothers of children under
five and actual immunization coverage for the children.

The characteristics of the mothers were as follows :

Age. The average age has 29 years with the following distribution
(t.able .13):

Table 13. Age dist.ribution, Mirebalais mothers, 1985.

Age gt··oup N "".:0

-----_._---
LF!~::::;S than 20 13 4 · 1
20-24 1-,7

~:.~ ~:I 35':.,-) ·
25-2 1;? 76 :~.~l~ .. 12
3lJ~34

~ .' J7 77.:lb ·
~c:: .31

.)
c"':'" 16 .-.r"')

~)~) ._1..) · '':IL.,.

40 + 34 10 -'I~· / "

Tot.al 315

(:;-:.; t.:!t~'·'I"i.. These mothet's had qiven bit,th
children of which 3.77 were still alive.
average of one child.

to an average of 4.84
Each mother had lost an

The average age of the youngest child was 17.55
The average number of children under five per mother was

::>:i1.!'.·dil,rL 75% of the mother's t",et-e illitet"at.e.

Knowledge about vaccination

mon th~:.

1.605.

When asked t.o explain why it \.<Jas impot"tant to hi~l'/(? a
child vaccinated 89% gave an adequat.e answer. Furthermore. 92~

of these mothers knew how many vaccination sessions 0 child had
to attend in orger to be fully vaccinated.



Immunization coverage

Despite this high level of knowledge about
immunization coverage for polio vaccine (3 doses or more) was
50%; 50% for OTP; and 36% for measles vaccine.

This discrepancy bet.ween kn~ledge and m'ac tice may be
explained by a 'number of factors including the following :

- occasional vaccine shortages. Between 1983 and 1985, the period
when these children could have been vaccinated, vaccines were
occasionaly unavailable in the whole country. This factor does
not adequat.ely explain t.he discTepancy because most of these
periods were brief.

- a policy, for t.he case of measles vaccine, not. to vaccinat.e
children over 24 mont.hs of age. While this fact.or may have
played a role for children 24 mont.hs t.o 59 months of age, it does
not explain the fact that. measles coverage is low sectors where
t.he vaccine has been consistent available.

other explanation might. include t.he opport.unity cost of
bringing a child to a vaccination session were mothers may have
t.o wait several hours for their turn, side-effect.s From the
vaccine, part.icularly fever, and cult.ural taboos which t.end t.o
restrict. younger infant.s t.o t.he home.

When t.hese issues are viewed from the perspective of the
t.ask assigned CHWs wi th r'egi:tt"'d t.o vaccination, only the lat,tc=~t-,

t.aboos~ would appear t.o be part.icularly relevant..

The opport.unit.y cost for t.he mother of bringing a child
t.o a vaccinat.ion sessions might. be reduced wit.h great.er
efficiency on t.he part. of t.he vaccinat.ing team. A better
underst.anding, or acceptance of side-effect.s. might. be achieved
if the vaccinator spent. more time discussing these issues with
mothers, and gave each mother an ant.i-pyret.ic for t.he baby.

Discus~?;ion

In t.he case of ORT, the data suggest a relationship between
compet.ence and use. Mot.hers who have used ORT show great.er
compet.ence t.han mot.hers who have not. Whether it. is t.he
in~reased use which leads t.o increased competence or vice-versa
deserves furt.her analysis.



Competence in immunization is more difficult to define as
few aut-hew ities agt-ee on whatit is mothet-s need to know
regarging the intervention. The mothers in this study were
testl-?d on two pail S : indications and numbet- of doses . The vast
~ajority. of mothe. 5 gave an adequate answer yet covergewas only
50% for' 3-dose vaccines at the time of interview (this include
some chi'dren under one who would not have time to receive the 3
doses). This confirms findings in other societies where it is
not always clear that if mothers knew more, compliance would
improve (Brown et aI, 1980; Christodolow et aI, 1981).

":"1
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rhO Haiti, .•• when:?fnOt·et.han 40% Df·. d~a thsl:Jf c~.. ildt·en rJndef'
fiVe a t"e> ••. assl)c:l i:lt.edL-Jith .diar·:t·hea, .. ' .it·: c:.oulclbe . stir- mlsed .... !. t-t-Iat.
eli.m.ihat.ioq pfdiat.. t·healcleat.hsmight havea.significar,t '. impact
on infan t.and< c:hild mot.. tality ....! In .. a .best scena r" io. hypotht~sis,
tgeint.rO(:!Llction < of . an .... effective in tet-vention '. such ... as .' oral
rehydrationt.herapy, '. by virtually eliminatingaILdeathsduE!.to
,-zl+t=tt"rhj;?t:t,.VJo'..lld cut theundet- five mOt-tali ty.by 40~'. . That ..... t.his
w()uld'~7 ur-.likelyto happen i,s due in gt-eatpat-t to the factt.hat
cbildr-en sayed from a <:liat'r'heal might vet-y .. well die. from another
iLlrfl?ss..... This. is pat.. ticulat-ly tt-ue .. in Haiti whet-e less.t.han 40 :t
of l::hildt"enunder fiveat-e not-maL nutt- i tionallv. Malnout-ished
c:hildt·enat-e. known t.o· beat. inct-eased t- i5k of dy inq ofa vi:it".iet.y
bf .illnesses.

Ih t.he best of c it-CI.unstanCI-?S, then?fot e,
effectivenessofot~aln?h'ldt"ationthet··apy would
:plt-opor.tiona te mot- tali ty t"ate due to dian-hpi:t.
would be also 1 imi t 'j by the number- of mothet.. s
use of it.

t.he t.hetlt-etical
be limited byt.he
In pt- actl Cl~, Tt.
making eff(;;!ct.ive

As we have discussed in pt-eceding pages, L-Je have ~3Ugql~sted

t.hat thept" inc:.ipal t-ole of commun i tv heal t.h wot·'I,~et..s t'Jith' n:;!9ard
to ORT is t.o make mothers competent. in the use of oral
fe.hvdration thet'':ipy, to motivate them to use j tand t.o . enSI.lt"e
that oral r"ehydr-ation salts at-e available and accf!ssible Fiqht.at
the Vill at:Je .

An l?stimation of the effectiveness of clt"al t-ehydn:ttion
thet"apy useinaho:=;:>ital ~3ettin9 in t.he t-educt.ion of the case
fatality t"ate of dian-hea isstt-aightfot-L-Jat-d althouqh in the
abs~?nce '. of long tet-m follow up, on Iv shot-tter-m t-esult~::; at-e
ava.ilatlle... The t-esul ts have shownconclusivelvthat ()RT can ,in
fac t, Y.educe the case-fa tali t.v t-a t.e due to diatThea.

An estimation of the impact of ORT use on infant. and child
,nor-t.aITt.y in community-based pr-ogr-ams is mot-e difficult to
ac:compl ish _ USt?, implies the pt"esence of a liv ing child L-Jho
suffet-s fr'om diat'Thea, thus. t"aising the possibili t.y of I::Hd'::':
mothet.. s found to have used ORTar'emore 1 i kel'/tohave hacj
sut"viving childthanmother's l1Jhohave not. made use lJfORT_
sthept"i.ncipaltaskt-equested of the CHW.



The objective of the st.udY was tb
of ORT was .associa ted with a fall

year mot- tali ty t·;ate.

<In;<'M·it~ebalaisi .oral . Tel"tYdn:tt.'ioDt.rlet-apy· .I.oJas in tt-f:Jljuced
~. l:oOLlgh < a set-ies ofvi llaqe-based demonst.n:t t.ion seminat'st.at:qet.ed
tomothet.. s in Novembet- and Decembet- of 19:::3. It was ':.n t.ic: ipa t.ed
that the iinpac: t· of thept-o~;wam ~JOuld be feI t. pt- imat; i I y on babies
b6't~nin 191:14,t.hus .having an effect. on t.he IMR few t.hl? 19::::4 bit-th
c:6h(Jr tand on ba.bies who. would become a year" old en- mclt"e in .19::::4,
toO e . babies bot-n ir;' ~.

Wbmel"leXpec t.edt.ogivebi toO th in 1';:J:::4 wet-e identified th r;()l...lgr.
communit.y SUt-vey· of 5000householdsconduc ted in Ii:' t.e ~:::;ummer

19::::3. Fto;omthiscommun ity sut"vey., pt-egnant. wom~n l.<lith apt-obable
dat-eaf delivet-yin 19:341.oIet-e identified and theit- names used t.o
create a pregnancy register. This register. was periodically
updated t.hrough domiciliary visits conducted by vil1dge health
agents. Tht-ougr. these v isi ts, women who became pt-e9rlan t

. subsequen t. to the in i t.ial sw-vey but. who wet-e expect.(?d t.o !Jive
birth irt 1984 were also ident.ified.

The survey also ident.ified a cohort of children born in 1983
wh(J wouldt"eachthei toO f i t-st bit- thday in .1984.

Between March and Apri11985~ the mothers of these t.wo
grbups of children were interviewed in their villages. The
SUto·v(?yinstn.lment was a tht"ee pat-t quest.ionnaiTE~, t.hpfirst par-t
being an abreviated fertility history covering the 4 most recent

.·pn=qnancy· outcomes, the s(?con·d pat-t being a ~30cio--d(:~mbgraphic

stirvev, t.he third part covering t.he mothers knowledge and
utilization of oral r·ehydr-at.ionthEJt"apy.

Motheros vJet-e divided in t.o two gt-OUps
iJ~~;ers of ORT andthosetha t wen? not.

t.hose l.iJho IIJere

of the st.udy population.

of t.he mother-s liJet'e1'?J yeat-s old m" younqer-;
54~ 5%weroe 20 to 29 yeat"'s. old; 34.2%wer-e bet.ween 30 and 39y(?ars
of age, and 7.2% wet-e 40·yeat-"s old or older (t.abl(:'J 14) ~
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Table 4 ..Age of mother-s, Mi t-ebalais, 19:=:5.

agegr-oup

less than 19
20~21?,

30-39
40 and over

Pat'ity

N

40
562
353

74

%

"'7' .~
J ..'

54.5
34.2

-. """)
/ . '--

Parity status was available for 1040 women (90.67%). Of those,
169 (16.3%) had experienced only one birth; 453 (43.6%) had
experienced 2-4 births, while 418 (40.1%) had experienced more

. than 4 births (table 15).

Table IS. Maternal parity, Mirebalais, 1985.

pat.. .i. t.y N ......~

1 169 16.3%
2-4 453 43. E.%
morp than 4 418 40.1%

Li t(·~t·acy ~:;ta tus l.<Jas unavai lable for 12.1 women. Few
remainder, 248 (24.2%) were found to be literate against
(75.8%) who were illiterate (table 16)

Table 16. Maternal literacy, (Mirebalais, 1985.

the

Li tet-ate
I11i ter-ate

:""1': c: !.T<l t j. IJn <::i .1 ':.; l>i t:.1 .:.

N

248
77::::

%

24.2
75. E:

24.7% of the women reported that their work produced income as
opposed to 72.1% who said their work did not (table 17).

Table 17. Women working for money, Mirebalai~, 1985.

yes

no

27.4

72.6



68.6% of the women reported living in a two-room house
6.4% stated they lived in a one-room house. A house with
than >tl-oJO rooms l-oJas available fot- 25~~ of the motl"H='t'S .

while
mewe

50.8% of the women reported living in a house with a tin roof;
for 36.7% of' the 'women, the t"oof of theit- house was made of ·:::;tt-al<J
while, for 12.3%, the type of roof was unknown .

42% of the women stated they had a latrine as opposed to 58%
who did not.

33% of the women had a radio in their house
67::~ who did not .

.; ~.:} :": c.' I·.·.~ f'O !•.I,'! L':':: t·

;.:,.-=-
'~l_~ oPPosf?d t.o

For· 5:::.9% of the women, the watet- came from a :212[109. Fot
21.4%, it came from a [i~§[. 10.2% obt.ained t.heir water from a
~ie§. For 8.4% the water came from QQQtb~[ SQY[[~· Only l~

reported o~taining the water from ~@ll. (Table,18).

Table 18. Source of drinking water, Mirebalais, 1985.

Sou~ce %

spr· ing
t- i v (:n'
public fount.ain
(<Jell
() t.h e t-

5::: .. l~

:21.4
10.2
·1 . I)

::: .. 4

52. '.:"/% of the mothet-s s ta ted thei t- ch i Id had di at- t-hea "vIi th in
t.he last. t.wo weeks" as opposed t.o 47.1% vJho ':.::aid theit- child did
not.

~. r:
.:" I
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~the children hadhaddiar't'hea "dl.lt"'ing
'" ' ," ", ,,' two weeks", ;}2.:.l~ had used ORT" othpt" tr'(':;l;=.tXrtH::lnt.

Ilil)dalit,ies ", used Wt:1relAJa tEW~5;,pr'l?scr'iption dnJq Z::.,ZrJ,
tr'aditibna.1medicinE)~5..:.2~, othl'-lt""' rf:)med.i.E~~=:; J~. (tablf:) 19).

"~C;~»';76.5%~O~ the ·women lAJet~e uset-S of ORT (evet--used) lAJh i Ie
wet':t~ ',' non __uset-s. '4§..:.4~ of' user's <H'e fully corripl~t.E:mto f
:mo·th(,?t~S .39.1%' can be considet-ed c:ompetf?n t USl"?rs.

Table 19. iTt-eat.ment of the mostt-ecent episode ofdiarThea

ORT
\.&Jatpt
dt-u!~

'tr"-aclit.ional medic ine
o ttH.=! tOt"~ emed i es

25"0
7"7

25.8
3.0

• F',JC"[:,::Ji-'-',',' ':!I)V(::)t"n inq thr,! IE,:.r:.' of urn.,

..... Litet-acy. Lit.et-ate women wet-e more likely (p=O.OO/E.S) to use
ORT than illiterate women. 83.1% of literate women used ORT vs
74.7% of iII itet- a te women.

-Work for income. Working mothers were less likely to useORT
compared to non-working mothers (68.2 vs 78.7) p<.OOOI_

Women living in larger houses were more likely to use ORT
(p<OOOl).

t"d'Lt' J, n ('

Women who had latrines at their disposal were more likely to
use ORTthan women who did not (82.2 vs 73%) p~OOOl.

Women who had a radio were also more likely to useORT than
l-Jomenl.Jhodie1j not (80.::: vs 74.6) p <0001.

Women who t-epot-ted theit- child had dian-hea " lAJ i th the
weeks lAJet"e mO~'e likely to be uset"sofORT than lAJomen lAJho
(GO.7 'IS 73. 7)p= .009:3"

last
did



Thete was a significant Pt-ogt"ession in the use ofOR.T .w-ith .
t-eqardto compet.ency. While 62.5% 0 f mot.het"s notcomp(·?tent.
Y":epdt..t~dusing ORr, t.his t"ose t.o9L. 9% fOt,,- fUlly compet(?ent.
mothers.

()f orn. use fC)F mn t.hc.'t' (,ff·hi. ..1. dt'(::,1"i be'l'n

A total .of6E:3 mother's
77% W8rBusers of ORT vs 23%
a competence gt"aded "0",
cQmp.e tent. .

were interviewed.
vJho vJet'l:? non-users.
t.his t"ose t.o 41.2%

In this subgt..oLIP
l.oJh ih? 15.A;:'hacl

fc)t" t.he most

For- th is (;}r Oup ,
Weeks was 59.4%.

·t.t"eated with ORT.
femedies including
m(.:.I::Ii (. '1' rp (' t") ..". 1"/)..... ( ...... I... ~~..::..~~ .-- ..

incidence of dian-heavJi t.hint.he
Oft.hese c:hildt"en wi t.h dian"hea,
The t"emaindet" vJas tTeat.ed wit.h a
water (~n~2~), drugs (Z~~~),

la~::;t. two
140;' vJere

vat" i et.y of
tt",:ldit i oni:l1

Of those mothers who do not useORT,themost common n~ason

fat" nLJt doing so is that they did not knOloJ how to usc~ it.

Tabla 19 Reasons for not usir~ ORT

Does not know hovJ
Not available
"'1u.l tiple t"easons
athet"

l~7_'.~%

12%
f:,-.2%

33,-~ 5%

Such fact.ot"s as Ii t.eracy, type (Jf watet", avail':1bilit.y of
':ltt" ine Vj(?n~ not found to be sta tistical1y sign i ficant .ii"I t'.h i

subqt"oup.

The ovet" all in fan tmor- tality rate fot" the 19:=:4.bir t.hcohor'.t.
l.-Jas 72,1.1000. The. level of t.he infant.mot"tplit,yrate .vla~::; not
~::;i9nificantly i:1 ff(?ct.(,:~dby ORT cornpE~t(?ncE') .. tjS tgr lit~:l,[.s~f~,th(·? It11:,{
fot" .... c:hilden of·.1 i tet"a t.e women was 51/1.000 and :~iO/ lOnOfor-
c:h~ilclt"en of il1itet"i:tte women. The cJiffen:?rtce vJas not,
stcll:. .i.stirid ly sign i fie an t ..

•
Th~! MR

. uset"S; the
,. -1-77 ...,)
'~p-. /._),'

vJas92/1000 . fot"non-uset"':; ofORT and
diffet"encedid not attain stat.lstlcal

59/1000 .. f()r
~;hmific,]n(:e



Although the t~ends in IMR diffe~ence persisted when
contt-ollin9 fat- v<:lt'"ious factat-s and when compat- inq U:'::::Pt-,2; t.o non
user",:::;, t.he diffet-enc:es did not at.tain significance. Few litet'";:tte
user"s, t.he IMR was 43/1000; it was 71/1000 for- 1 i tet- a t.e non-Uset-,3
(p =. :::::=:43) . Fot- iII i t.et'" a tes , the IMR was 66/1000 fclt' u:::·;e r· s,
98/1000 for non-uSers (p=.3559)).

When comparing mot.hers of survivin9 child~en to mothers of
dead child~en, no diffe~ence could be found in te~ms of ORT
knowledge or compet.ence .



FOt- th is subgnJup 1 uset.. s sign if ican tl y di fff:?t- ft"om non-u:=:·:ers
in several characterisitics.

88.3% of literate mothers are users vs 74.7% of illiterate
mothers (p=O.0038).

The type of roof also makes a difference. Women
houses with a straw roof are less likely to be users

L. ,:l t. t· l n to •.,

li'linq in
(p =o. on H'::) .

86.9% of women who have latrines use ORT vs 72.1% who do not
have latrines (p=.0002).

84 . .1% of women whose children had diarrhea are users 'IS

74.7% of women whose children did not have diarrhea within the
last two weeks (p=.0208).

Inc t"sased compe t.ence is assoc ia t.ed wi th inc t"passd use.
9 l l·./1.': of fully competent. mothet-~'::·: use ORT v~:.·; £:::.6 . .1 of "lc'dst"
compet.ent mothers (p(.OOO.1)

The overall mort.alit.y rate for children of users of ORT born
in 1983 was 98/1000. It was for children of non-users.
The differpnce was not. st.atistically significant (p=.1892).

f;" .·:·,ri,.-l:.::: <:t r:t.,··:'[·

The survival status of children born alive in 1980, 1981.
1982, 1983 and 1984 was analyzed. Since ORT was introduced in
lat.e 1983, one would anticipate no difference in mortality
bl~tween children of users and children of non-users for the years
1980,1981 and 1982. If ORT had an impact., it would be shown by a
decrpased mortalit.y rate for t.he 1983 and 1984 birt.h cohorts.



Fot.. childt"(?n of uset.. ~~·: of ORT, t.he unadjust.ed mot.. t.ali t.y t··at.e
for 1980 t.hrough 1984 was as follows (Table 21)

Table 21. Unadjusted Childhood mortalit.y rat.e , 1980-1984
. offsprings of users of ORT

(ORT int.roduced in 1983) Mirebalais 1980-1984

19::::0
19:::1
l'~E:2

1'~:33

11~:::4

N

')':'/1 oq
",-1_, '-'."

4 <"")/'..,~':,.t:.. 4..o..J'_1

50/232
36/369
27/460

Rate

14:::::/1000
160/1000
216/.1000

'.=J:?::/ 1000
5':7'/1000

The changing rates are significant at p(.0001

For non-users, the corresponding values were as follows:
(table 22)

Table Unadjusted childhood mortalitv rate,
offsprings of non-users of ORT,
Mirebalais, 1980-.1984

19:30
19::::1
1'~:::2

l';;t:::3

9/55
11/' fS2
13/ t:\E:
.15/100
13/142

121.-;J,/lOOO
177/1000
191/1000
150/.1000
'~2/1000

In this case, the changing rat.es do not attain statIstIcal
significance (p=.2684).

The eli ffer'ences pet-sist when contt"olling fot- confounding
vat.. iables.

When combining the mortality data for 1980, 1981 and 10 82,
the combined rate is 182/1000 for users and 178/1000 for non
users. After 1983, the combined rate is 74/1000 for users and
115/1000 for non-users, a difference of 35.6%.

The data show a persistant difference in the rates of
children of· mothers who use oral rehydration therapy and mothers
who do not.. Use tends to be higher for literate women with more
favorable socia-economic characteristics. The differences
persist when these characteristics are taken into account bill do
not attain statisticql significance.



The fact that more than 50% of all mothers are not competent
in at least. one aspect. of ot"i..=tl t"ehydt-ation t.het"apy L; (;weat cause
for concern. It appears t.hat. the most frequent. source for error
is t.he quantity of solution to be administ.ered to the child with
diat" t"hea.

Shifts in mortality between 1980 and 1984 may be accounted
for the most part by the length of the follow-up period, ranging
from 1 year for children born in 1984 to 5 years for children
born in 1~80. It is of interest that these changing trends were
not of sufficient magnitude to attain statistical significance
among non-users of oral rehydration therapy while they were for
users. In 1983. a community health program began in the
Mirebalais area. It incorporated. many interventions including
pre-natal care, family planning, immunization, growth monitoting
and at"al t"ehydt-ation thel'-apy. While out- data ~::.".lgge~;t. an
association between oral rehydration therapy and reduced
mortality levels, it does not conclusively document that one is
the cause of the othet-. An al tet-native explanation L::; that. "use
of ORT" is a proxy for a number of traits of mothers who are more
likely to take appropriate measures to save their children's
lives, i.e. the positive deviants.

This study supports the notion that while ORT should
continue to be promoted widely, it may be necessary to adopt
better educational techniques to get the message across so as to
make all mothers thoroughly competent in its use.



Out- ing the man th of Oc tobet- 19:::2. measles 'lace ina.tion "'Jas
ihtr6duted iM Cite Soleil. All children from 6 ~onths through
five yeat-s ofage~..;et~e offl::t-ed rneaslesvacc:in~.. The pat-ent.sof
infants 6 to 12 mont.hs of age were asked to par-ticiPLitl':::') In
set"ologic: studies after-the natUt-e and ptwposes of the studYl<Jer-e
explained in theit- na t.i 'Ie c t"eole. Age (inman ths )vJasdefim::-?cl.·as
t.he tot.alriuint-?t.. of completed mont.hs.

---_...._---

.:Mqr:e th...'Ul100,OOO c:hild·-eni..=t~~ear.: iEtcquit-e measle~:;:in Haiti.
'1easlesas thecaw;e of dea th is vast.ly undet-epot- ted in
IrC..fact........... many .... Hait.ian.pediatt- icians do not. feel
:::oosti tutesa significan tcauseof de'?a th ..

c- :-'--:---',0-':_'

~l;I>T<t_--:; ·,rr·! r;:-::-

... The st.udythatis being t-epot.. tedwas designed to det.et':min~

wfret.het: .iinmunization of childt-en with measles vaccine
t3ssociate9...•.. with· a t"eduction of. chilhood mot-tality.
in\l8stiga tion was can"' iedou.tin Ci teSolei 1.

In Decembet"' of 1984, 10.000 mothet-s livinqin Cite 30.1e11
VJI:?t-p intet-viewed t"egan:fing factm-s t.hought.abe detf?t"minant of
child Sl..lt"vival. factm-s includingsoc:io-'-pconomic st;:~t.us.

fert.ility. fi..~mily plannin!":f, use ofm-a! t"ehydt-ationt.het-apy .. Of
theSI? 10.000 women. 1401 wet-e mot.het-s wi t.hchildt-en l1Jho vJOuld
h<-"ve'beent:.t.ht"ou",12 months of· age atfhe tirne oft.he m-iqinal
fTIea.~·:les vaccination period (Oct.obet- 19::::2) ..

Results

t.abu~qtion of the 1984 survey result.ed
20b of the 592 children vaccinated in

Ihitial
idf?n tifica.tion·

Five hundt.oed and ninet.y-five i'nfa.nts t:,-12 months of age l<Jere
v~tcin~ted in October 1982. One hundred thirty-fiv~(22.B per
cent) . of 591 infants had measles . hemoqglut.inar.ion inhibitien
ant.ibodyt.i tet~s )1.10 at t.he t.ime of vaccinat.ion. Fow- hun~;n-ed

·fift.y~s.ix in fan t.sdid not. .. have. an tibodie.s d t . thE' ...• tilm-:! of
vaccination. Follow-up blood specimens were obtain~dfrom 333
(73~') of these 456 infant.s of these 333 infant.s. 2t.7 Sl'?t-O.....
convetc t.ecla ftet.. vaccination (:::0.2%).

Pt-elirninat-y t.hat only 2(1%) of t.he
hildY'en who had t>een vaccinat.ed in (let.obet"' .1':1:::::2 had died at age

12ml)nt.hsQt" .9t"ei;t t.er·<. Ihcompat- isan .of the 1200 similar- 11\1age•.::I
infants. who wer'e not-vaccina.ted. .66 (5.5% )hi:id,cliedatctQ(? ·12
fTlOothSpt"9t-eatet·· (p<O.Ol. chi Sql.lat-e) .... :..:;imiL:\I'-i.lythe ti:1t(?of
h(jspit,alizat:..i.op fat.... childt"enwhohad not had <ffi.?dsles l·jdS rnLlch
lowE~rthant.he t"ate of chi ldt-en who had mea~::;les~







Coefficients predicting infant survival, after controlling
for the other variables, were as follows

- 0.716 short birth interval

+ 0.716 long birth interval

+ 0.693 no previous deaths of children

- 0.153 one previous death of a child

- 0.540 more than one previous death of a child

The odds ratio for infant survival was as follows

Vat" iable Odds t"at.io 95% confidence interval

Long
bit"t.h

vs Shot"t
in tet"val 4 . .1971 .10.69;1.64

Discussion

This st.udy document.s
b.t t'· th t.l.-Ji c(~ ovet- a pet- i ad
replacement phenomenon may
had lost t.he first child.

that in a situation where women
of two successive calendar year
be in effect as half of those

~~l i \/2

t .l-· c11"_

Women giving birth twice over a period of two successive
calendat" yeat"S at"e 4 t.imes mm"e likely to lose t.heit" child. OUt
study suggest.s that focusing on t.hese women who may contribut.e
less than 15% of all births will allow the predict.ion of as many
as one third of all infant. deat.hs. Preventing these births would
reduce the infant. mort.alit.y rat.e by 10%.

In our st.udy, a short. pregnancy int.erval IS associat.ed with
an increased stillbirth rate only to the extent t.hat the
st.i.llbit"th may bp t.he cause, as opposed to the end-n:?sult., of a
shot"t pt"e!;jnancy int.et'val. Women who lose theit' infant. at. I:)it't.h
or shortly t.here aft.er do not. have t.he contraceptive protecticn
of breast feeding and are at much higher risk of quickly becoming
pt-eqnan t again.

It is clear that in a setting such as that. of rural Haiti,
post.-part.um contraception is an int.ervention with a significant
potE~ntial fcw t"educ ing in fan t mot" t.al i ty ..



Age 9t··OUP

~
1,5-19
20-24

30-34
35-3'?
40 i..:md ovet-

TABLE 23

3. ::::
2:':: .. 4
~27. 7
20.6
11.7
7.8

Age distributio~, women who gave birth in 1984.

TABLE 24

st.i llbi toO th t"a te

YeatoO 1981 1';J83

Tot.al
Sample

(H::/ 1(00) (7/1000) (15.6/1000)
4/218 1/142 4/256

(1:=:. :=:/ l{JOO)
11 // ~,:::5

Shot" t
bit,·t.h
in tc:t"val

(0/1000)
0/20

(62/1000) (111/1000)
2/32 2,/1::::

,).,:,

"9" '1000)~ ." ,-/. .
';J ,1';':=:

(20/1000)



"'>.~'TheTelative".. effec:tiveness of ... t.he .t.hr·eeint.e;··YEJntlons,.···ot'al
t"et"wdt"ationt/1er-apy, . measlesimmunization, .. family plannin9,vJaS'
comp.:tredin,Mir-ebalais usin!~ an an opet" ation·s t'e~::;~?i:tt'c:h

t.ool ,th\? multiple critet'ia utility c:tssessment..table, to
t~e .. ' feli:1tive .. ,effectiveness of these in tervent.ion:3 in
mortality mortality of children 0-2 years of age~

each of the three inter-ventions, a set ofstudI~S was
, ". .to dster-mine the theoretical effect{venessofthe

iht(~rventionif all mothet"s in a given communi tywen;:~ t.OUS(;,? it
The~esults of these studies were reported in preceding pag~s~

A~tual' use of the intervention as a result of training and
m6tivation of mothers by commuhityhealth workers was then
measut"ed . Use-effectiveness vJasthen calculated by multiplying
the percent reduction in deaths with the percent. of mothers
utiliz ing the intet'ven tion.

The process is illustrated in table 1, which represents an
<::10 M.C. U. A.. table, using hypothetical valUl?s felt' the
~f-·F_ect:iven.ess (% ~~eduction- iOn deaths-) and IJ.se. (%. m(J:the~-s Ijsi~ng

th~ intervention) of the three interventions: dral rehydration,
measles immun fzation, fami 1y planil ing.

Few ot'alTehydt'at.ion thet"apy, t.he effectiv(·?ne~3~:-: rn(~<:1SI"lF(~ U,
t··~::!cluc:tH.lr1 incleaths) isdet"ived as follows: if ev<?t-ymothetC of
chi~dren under two would use ORT appropriately, deaths would be
reduced by what p(~t-c:entage? '

The. use flgut'e(column 3) is det'ived ft'om thefollol·Jing: if
oJ~munit.y healthworker~ taught all mothers when and how to use
dral reh~dration solution, what proportion would use . it
C:CH··n:?c tly?

For measles immunizat.ion, an effectiveness measure is
simi lat'ly derived: if even' ch iid loJet-e immun izedagainst ml?asle::::·:
by age one Year, deaths wduldbe reduced by what proportion.

The use measure is derived as follows: if crnnmunit.yhealth
wen"ket-s. tau9ht.andmotivated all mot.het's about. immun.izdt.ion, L~Jhc:it.

pt'opcwt.lon of vJOmen would have childt-en immunized?

Family planning ~ffectiveness is estimated similarly on the
basis of thepotentialreductiohn in infant and child deat.hs if
illleli'Jible woman wet-e t.o use an effec t.lve method. t\ctualuse
is estimat.ed ont.he basis of t.hecontt'acept.iv(~ pn~valence t··ate.

Tabll'? 2 summatCi zes theuse-effec ti verless scot'es obt.ainE'd foy
of the t.ht"ee intet"ventions.



is 0.17.

effectiv!:~nes~=.~ of rm?asle~:::

and the actual use
score for me~sles

of ORT in

The theoritical
is est.imated at 22%,
80%. The u~e-effectiveness

QBI:::.-fht?-tP,;ebt':it J cal eifec ti 'lene s sol' .... Clt-211t" f?hy d r'at,i on .. th efar.:i\!.
is, ·l~~t.iin0te(:J at 35.6%. ... This t"ept"esents the. petCcen tagf? Fe\::Juct.ion
eln: deatJrs.Lf allmothet"s used ORT appt-l.~pt"iat.ely ..

I!!!!!!!dQJ.:.f..9.!:iQQ ...
immunization
meas({t"ed at.
immuhization

E~!!!ilt ~l~QQiQg... The theoritic:al effectiv0ness of family
pian n ing is es t i mated at 26% an d t.h e a ctua1 U:;::8 meastlt"F.,\d at
ll.5%. Jheuse effectiveness score for f~mily planning i~ 0.028.

Disc:ussion

The use-effectiveness of specific interventions will varvin
different settings, d~pendingon the distribution of causes of
death (Pt"opot"tiona te mOt"tal i ty toO ate fot· spec i fie il1nesse~-;), the
pt"obi:ibility of dy irH..::J ft"om othet" causes if death ft"om ;:ispec i fic
causE~is pt-even ted, the ove't"all health an'd nu ft" i tiona 1 stat.I.l~:;of

childt"en,and the pt"opensit.yof mothet-s to use t.he -intet"ven t.ion~

Use is not. a static phenomenon. It. can be antic ipatedthat
mewe and - mOt"a mothet"s can be pt"ogt"essivelyt"ect"uited in this
at-ea ~ Use-'-effec ti veness may thet-efm"e augment as heal th
educa tionand motiva tian sessionsbec:ome mor"e e ffee tive_

same is true for immGnizat.ion.

In contrast to ORT and immunization instruction, family
plahning instrauct.ion needs to be done partially on an individual
basis. In Mire~balais, it would take 3000 minutes to m~k~ 100
mothRtscompetent.

For each unit t.ime needed to save 1 life with ORT or
imml..l;1iiation tr'aining , we need 21uni ts of time of FP plann Lng.;

,·i.U



all mothers to use ORT, what. pt-opot-tion would use cot-reet.lv?

Ll.24

0.16
5

6
0.20

(3)
Use as a res~rt of

in deaths) train ingby CHW
(%)

2

3
0.1

0.20

of childt-en under five would use ORTappt-opt-iately,
reduced by 40%

all mot.het-s abLlLl t immuni zation, what. pt-apOt- tian of vJOmen would
immuniZed?

hih:l wet··eimmunized against measles. by i:tqe 1,
db~reduced by 20%

t. all women to use. family plann ing, vJha t prllPot- t.ion of !.'Jomen
eptand 1.ISl'"~ family plann tng?

eligiblewomenwet'e using family planning,
be. t-educed by 10%
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u'~:(:,-·_(:.~ f f(c!c t.i \jen(~S:'3
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dea t.1

U~:::(2a~:.;· a n?~?:ul t of
deaths) t.t-a.ininq j::.\,i cl·n·)

(:~ )

were using family planning,
bYl()~;,

1 /1·

0 3t:t 0_ 717J. -.) .

.., r::,- _.,J

D ",.., n .. __::::- ~..:~ '_.'

3 6
(] . ~2fS [) .1 1

of ch i Idt"en undet..
t"educed by 40~;,

'.:tll motht:!t's dbout: immunizat.iun, l'Jhdt r-::,,'upol .. t.i.onoft'Jofn(?n VJ()U

imml.lni Z(.:~(::l?

2.ifevery child were immUhized against measles by age 1,
dQ,::lth~::: t'-Jould bc:! t"l::-duced by ~:~CJ~~

--_._._~._----------_._---------------_._------_._--_._.._---_._---~-----_.-._-_._--_._,--------
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~3et"Vlces

pnJmoting
(,Jot"ket"s t.o

Pt-ornotion

To (:Iete~-mine t<Jhet.het" vJOmen at high t"'isk of 10s1nl]
more highly mot.ivat.ed t.o utilize available health
women who ~re not at high risk.

Random selection of twelve localities to comprise study
based upon ability of the mobile healt.h team to provide
visits. Each of,groups A, B, and C will be represe~ted

localities. Groups will be defined as follows :

F,rc:UF' />,.. All t"egist.en?d vJOrnen15-45 yeat"::; of a~.J<? in
community Will be invit.ed by the Community Healt.h Worke~

enroll in the training program. The? population of Gruup A
estimated to t)e 300 women. Fi fteengnJups of tvJen ty !-Jomen vii 11
meet for two, one-hour sessions duringt.he nine week course of
the pt"ogt"am in o n::let"to bett~i..:tined in the pt"inciples of ot't:d
t-ehydration thet"apy. Since each !:.:It"OUP of t.vJent.y vmmen ri?ceivea
t.otal of 120 minutes of training, one may calculate that each
woman receives 6 minutes of individual instruct.ion. In addition,
women will receive 21 times this amount of training~ or 126
~inutes for promotion of Family Planning. Family planning
inst,t"uC t.ion will take place on an individual basis in the Pt" ivacy
oft-he woman 'shome. Pt- inc ipl es, methods and pet"sonalat titudes
conc(C!t-ninq Family Planning will be discussed betvJeen the mothet"

St.udy Desiqn :

the relative effectiveness of
health care interventions by Community Healt.h

all women in selected communities or to focus
activit.ieson women at. high r'isk of losin~:.:l a child.

ar'p
than

Secondi..:u"y (Ibj ec t.i ves :



- - .-.- .. ~

cihcr tOhe<C9mffiunit.YHei-=tl t.h Wot/ker initwo seSSlons of 63 mir"j tes
l?,('1I::!-',> Due t.Q const.t··aints in available" pt'oj(?,ct. time, and
t-i?l("1t.iyely.,. limit.ations .... of Communit.yHealt.h .. v)or'v..ey ." t ..ime, .. t.h.e
f:ltlm~)f?r .". ofwoment"eceiv ing. instt-uctlon ... in Famil ,/ Planning~Jillbe
.l imit.e,jto>th it-tv-nine. It is expected that thr~ Commun it.yH(:!al th
Workf::'t", will promote discussion, group suppor t. :;;:y:;tem;; and peer
pet.wcwks ol.lt.side t.he group. Each Commun itv HeEd th vJorVet· 1S

expected.tpwot-k 12 tws. pet- week followinG) a t.ht"ee day
t-eot".ientat.ion session.

GiVer! 12 Communi ty Healt.h ·l.Jot" ket- HOI.H"S avai lable· pe I'Jeek.

9' weeks available. fot.. pt-oject completion = 1m:: t.ot.alhen,lt"s.

159rOI..lpS of twenty l>.Jomen meet.ing to leat"n ~:'en"ilnOt"al.

120 minutes of insU-uct.ion inSen.un Oral = 30 how":::: ~:;(;:'n.!m

Ot-al

t-emaining how-s fot- Family Planning

------------------------------------------
7. ,-,

: 0

APPt"oximat.ely 2 ht.. s sessions = 39 l'JOmen Fat' Family

Leav in!..=!

Pli-'1nn ing.

C., Only women identified to be at.-t-isk of losing Q child
ill be invited by the communit.y Healt.h Worker to enroll in t.he

t.t-aininq pt;'ogt"arn. The population of Gt"oup· B is e.~:::;timated h) be
60L'JOmen given t"isk defined by the folloLoJing cTit(?t-ia: U Lommen
over' t.heage of 35 l>.Jho havefout- ot" mm"e children, one of L'Jhom
must. be undet" five year's of age. 2)mot.het's ofmon:! t.han five
chilch-eh" one of which is unclet' five years of age. 3) mot.hpt"'~:; of
childt"en undet" five det.et-mined to be moderately w" sf?v(:~rely
malnourished (M2 or M3). Or 4) women who have lost a child
wft.hinthe past yeat". In accot"darice with t.he model develoPEJclJOt
Gt-OUP A, women wi 11 meetfbt"t.wo, .one-hout' ses~:::ions in t.he· qi "len
nine week cour'se of t.hePt"ogt"arn in on::fet'to be t.r'ainpd in the.
princip.l.e~; of ORT. Gt"OUP Bclasseswillbecompt-ised of 10
i,;,lt:'OUPS of 6 women. Fw,·t.her'4::::of t.he ~Jomen in Gt"OUP B ('Jill
t"ec(-:.'.ivein~.=.;tn.lCtion in Famil'l P lanninq. .... Agairl, FarnU, ',l P1.'lnrd,ng
ins t t'l..Ict.i On will t.ake place on an individu,-=tl basi~::;int.he pt-iV ic1C'/
oft.he l4JOman's home. Principles, methods and per·sonalat.t.it,udes
conc(.?rnim,l family planning ~Jill be discussed betl'Jeen t.he mother'

<:1 t.rle C~bmmllrl_i--t.y Hea-lt Wllt"-k~et.. irf tl,JO sessil1nSc)f i:,~,3 rnirl-'Jt.es
J?ae:h>,cJt" a <wot-k 12hoUt"S pet" week on theS8(=tc tivi fie~: and LoJiJ.lbe
l:?XpE.)cte(::! t.o pt'omo te discussion, gt'OUP suppm"t system~:::: and peer
netLoJot' ks au t.side the 9t"·oupset.t.ing. •. These LoJot·' v..prs l·Ji 11 also
ret.::(?ivet.het.hn?eday t"eOt- ient.ation session.



of Serum Oral Instruction"

of lOwomeh meeting to learn Serum Oral ~ 12 hours

L§~ving : 96 remaining hours for Family Planning

APPt-o~ini~teIY--2--hour--sessl;;;;s--;--48--~o;;en--fOt··Fani.ily
PIL~nning.

1::1YOUp r; This gt.. oup t-ept"esen t the Con tt"ol <:It-oup. COmmuni t'l
Hei:tlth WCJrket-s t,.Jill not be trained in pt-ol;wam otJjf?ct.ive~3 not
provided with time allocationschedule~. It is assumed that they
will continue t.o pt-omote heal thset-v ices as in t.he past. These
workers were however invited t.o participate in the three day
reorient.ation session. it is est.imated that each Community
Health L~(wket.. in Gt-oup C is t-esponsible fot" i:tppt"o:dmately 300
worm::m.

The twelve study Groups include

Gr-oup A Domond Mit"ebalais D' E'::; t..i. n v ill e Boyet-

Gt-oCrp B Mrne C'l r- B(:t.Yi:tsse Nivi:l Labot-ne

Gt"oup C Fond Michel Con:>ot-an Dp.~3vat"'feu:< G.i,lb(~t"'t

T~aining and Orientation

Program orient.ation for Community Health Workers took place
in t.wo full-day and one half-day seSSIons from Wednesday,
Septembe~ 25 through Friday, September 27. Community Health
I~orkers received $2 ,per diem.

During the orientat.ion, the Community Health Workers were
advised of pt-ogt"am goals and pt"ovided vJith i:t tr'ainin<J manual
p~-epat-edby Fai th Gr-eenfield Lewis. The manual, (~;.:ecuted by Dt-~

Eustac:he of t.he Ministnlof Educa t.ion, covet.. ~:;t.he pt.. inciplE>~::::i..'tnd
cQt"f(?ct.usage of Set-LlIn Cwal, Immunization, Nutt-it.ionand Family
Planning. Most siqni ficant.l,/, . it. emphasizes collaboYal:.ion,
pat-ticipation and gt-oupd'lnamics, . discussion. Communi tyHt?i:ilt.h
loJot-ket"s wet"e supplied wit.h leat-ning aids t.o pt-omott::.> t.he dpprod(::h
oLlt.lined tnthe manual. (See manuel, i:tppendi x b).

all Community Health Workers were advised Df
p{ofJt-arnincen.tives, and 9iven schedules dppt-opr'iat.e tu ,'the ~:,~:t.udy

theY~<Jer'e assigned (see hcwar-e, appendL< c).



Of the 12 initially chosen villages slated for
pat-ticipation, two wet"eeliminated, one ft"om group A (Mir-ebi:Llais)
~nd one from group B (Niva). Mirebalais waselimin~ted because
9f therecluc:tanc:eof the Communi t.yHeal t.h \.-Jot"ket"st.o pat" t.icolpat,e.
Niva was eliminated because it hi..'\c1 not. c:omplet.edits census,t.hus
lacking in vit.albackgt"ol..tnd infot"mat.ion. r.J.iva vms r"eplaced by
anoth~r village (Desvarieux) which was shifted from group C (the
control gtoup) t.o group B.

:i!~~rl(:t~)~H:.i'~.(]t:.~;'; ..............•.•. " '.' 10·da'lS·t.o .fot:'mUlat.e . t.heiY s~rninar
·gt·OI..lP:_ Inaddition, .each .collabora tOt·· LoJas. assiqned a .• ~3ched'Jled
.t}lneandi:tlist, 0 ft.he 60 women t.o ,inv it.et.o pat··tiG ipate in. t.he
SI,.\r\II:~.~/8uestionnait.. e. Community Healt.h \.-JOt- ket-~;ft"omC;t-oup A' vJer8
fUFtrlet- providedwithi..ll istof20" a t-t-i~::;k"vJOmen t.o vJhom t.hey
tlJet<etopay (:lomiei liary visi t.s fOt-family plann ing ~

The final grouping Wi..'\S therefore :

Gr'ol..lp A Group C

Domond
D'E~;tinville

BOYI·::H"

La Bcwne
MmeCy t
Desvat~ieux

Bay <..=tsse

Gibet-t
CompOt"ant
Fond t1.ichel

Below is a summary of what happen~d at each site.

in
4 .....
_ L

17 women pet- ..
Th(:'!t"evJen?15

1 ~i-20 L'JOmen
Theyp ~'JerE'·

8 seminars wi-th -an .average of
(3) mother~:::.

Thl:?t"e tlJet'e 22 seminat"s held LoJi th an avet"aqe a t.t(:mdanCI.'" of
women. There were 23 women visited for family planning~

participatiJn at seminars : 100 mot.hers.

were 22 seminars 'with a range of
attl?ndarlc:e. The t.ot.al pat-t.icipation l.<Jas 193.
mot·bl~t·SLoJho t"et::t~ived visi tsfor' {amil y plannj.ng_



family planning visits.

6 groups of mothers which met tw~ce for a total

..,. l;WOI,tpS of 10....)

1 gr"oup of 9
1 gr"oup of .-.

0

1 gt""OUP of 6

A total of 53 mothers participated in theseORT semInars.

43 mothers received visits for family planning.

There were 6 groups with an average of
group for a total participation of 57 mothers.

mother·~:::;

Th(?re wer·e 49 mothers visited for" family planning ..

The CHW from Bayasse was dropped from the
sub~;(?quent.1.y fired) bst:'-1I.lSl? of t.im(? unavai lability

pr·o']r·am (and
fen·· thE~ job.

The:? CHW or"gan i zed 4 seminars, blowing a conch befcwl?l?ach
seminat- to assemble themothet-s. Thet-el.<Jastw attempt to fen-rna
gr"oup. Avet-age attendance was 19 mothers pet- seminat-o

Thefe were 7 family planning home visits_



t"ebeC:i3rne~3ickc'and.~Ji:tsin
He managed to perform

held 5 seminat-s vJfthan avet-f:l9(?!Of
total pat·· ticipa tion of:::n mothc~t-s.

l'Jho Feel
t.O dttr:md

not. roepot.. tanyfamily planningv.i.sits"

may be that mothers such as those in group B
t.hat. they have been specially selected iH'e mot-p dPt.
educi"ttional ses~.::·:.ions.

exet"cise t-evealed that a limi t.ed list of mothet's
appeat'"sto bemot-e manageablE~ fOt- a health l.JOt-ket- t.o deal L<Ji I-,h . at.
qnycine time. Whet"easloJOt"ket"sin gr'oup B folloL<Jed t.he schEKitJle
t-ei.."tsonably . closely, the samec:ould not. tIe said of wOt-ket"~::'~ in
gr:oup A. None of thewcwket-s ft-om gt-OUP A evet- manaqed to (:ove ....
all (not.hers. assigned to them, in spit.e "0 f the fae t.t.ha t S()fnE·! held
the required number of sessions.

In view of the operational simplicity of focusing on mothe .... s
wit-hat r'isk childt-en, . focusl.Jhieh in our study does not apP,ea~
to ~::;evet"ely penalize the othet- mothet"s (t.hey acquit-e theit
kriowledge at the rally posts), it would appear advantageous to
institute a set-eening system fOt-the identification of at.roisk
childt"en.. In set.t.ings l.Jhet'"i= the bn_lnt. of the edi..lcationalE:-ffot~t

takes place at t"ally posts, addit.ional educa tionalsessionat
the~illage targeted to mothe~s of at. risk c~ildren have ~

potentI...'!! foro impt"ovipgcommunity knowledge VJi th t-egat"d t.o key
int.~rventions_ . .



The. adopt ibn .. of ... a population-based. appt"oach
hearth ... cat-ehas been associated most. ft-equentl~/.~'Jith lat-ge:'-scale
Y"e~;earch pt-ojects conduct.eel in population .~'labor'a tot-IE!::;:;"~ ... These
prpjects were designated to provideinfor~ation on patterns6f
iTlriess and death, theintet"actions of contYibutcwy factcws,
delOo9 t"aphic orlange as well as theevaluat.ion of t.he imPL':t(~:t,of
i:;peci fie healt.h cat':e intet-ventionsin developint;j count.r'.ies n',lyon
~rid Gotdon~ 1971; Kielman and Associat.es 1983; Chen etil
19::::0) _

In Haiti, ,small area registration systems have
pr'imar'ily as a set-Vice del iVl?t"y t.ool. "Popula t.ion·... based" ,in
t.h.i:~~~instance, has meant t.he t-egistt"at.ion of all· tat"9~~t families
within a specific geogt-aphic at-ea, and mm-e impcn-tant.lv,a
syste:?matic effor-'t to ensut-e covet"a!]e of all famili/?:::::&. including
th~ poorest of t.he poor.

The pre-requisit.es for such an appro~ch include the
follo~Jing

1. T/Jtal population t·egist.ration and lonqitudinal dat.a
collection by each inst.itution.

2~ Multi~purpose longit~dinul

health p~oblems. The accent is
identific~tion of individuals in need
than on the detet-mination of incidence

surveillance of priority
placed primarily on the
of specIal cars, ratheY
and prevalence rites.

3. Linkages of surveillanc~ to service delivery through
feed-back loops which allow ident.ificationof non-participan±s
and delivet"Y of special set-vices t.o high risk 9t-OUPS.

4" On-goingmonit.oring afcover-age and svalw3tion of impact.
of sele6t.ive interventions, particularly growth monitor~ng,

... imrnun iza tion, fami 1'/ plann ing, and at- al rehyd~-atinn ther·dPY.

The~::;econd element of this appt"oach is i,t:::; focLl~:::': on
sc=.~.ll-?ctive intet"vent.ions. In Hait.i, pr-'ior-it.y health pt'oblem:.:::, and
their r'elatedintet"ventions, have been def im:~d by the t1inistryof
Healt.h of Hal t.i. The pt"oblemsinclude :

Diar't"hea
Malnut,rition
Tub/?t-culosis
MaL:tr' fa
Hi gh fet- til i t.y

. Immun izableDisE~ases



ha::::~.

for
high

the

Augustin et al have conducted a similar review for the
pr iva te sec tOt" (1 '1:35). "'lost pt" ivat.e insti t.u ti on:::.:: in Ha iti have
the following characteristics:

Lerebours (1985) has reviewedt.he reasons which have ledth~
Ministt"Y t.o adopt. a selective appnJach to heal th :::.::er·vice
delivery, the pt- incipalt-eason being the necessi tv not to exh.:tust.
the· limitedt"eSllw-ces of the Ministry.

A tsleritive approach to primary health care could ther~,0~e
just,ifiedonthe basis of the ovet"all national PHCst.t'"at.c=gy~

.. In .Pt"act.ic::e,·i t appeat"S to be the on I y viable al tet"na t.ive foyt.he
public as well as t.he pr ivat.e sec'tors in Haiti.

remaining Pt~ioYities, the Ministt"y of Health
st.at.edwhichintet"ventionshould be pt"efet"entiallY utilized::
dic:H'Thea, ORT; for malnutrit.ion, gt~ol.-Jt.h mon i tot-ing; rot"
fet·,t.ilit.y ,{ami ly plann ing; for immun izable diseases,
appt"~opriatevaccines.

lnopr:tt.·t. t,o t:heoexistenc:e of· a vet"tical pt-ogri:un t.el deal wi t.h each
of. t.heseph:lblems·: . The CnJs.:tde Against Tubet"culosi'3 (In. the one
fJ·and ..• (CAT) which . tTains TB agents and places t.hem in cooperat.ing
irlsti Eu tians;· . andSNEM, the na t.ional set-v ice fewmalat" ia control
L;,hich· felies . on a netL...Ot"k of .6,000 villages volunteet-~::;LaJho
di~3tt"ibutc~ ch IOt-oquine and do blomj sampl ing.

L. Vc~t··y few have a full t.ime managet-a ttached to a c:ommun ity
heal thprol.-:::W am. The pet"son with llvet"all t"esponsibility has o"t.riet"
char'(les which may include r'unning a school, :3upet"visin9 an
agricultural project, running a church etc.

The staff at t.hese i"nst.itutions is quite limited with no
mat"e th.:tn 1 physician, 1 at" 2 aux i 1 iat"V nut"sesahd 1 n::?con:l
keepet" tvpici..=tlly. The physicians at"e usuallyquit.e young , one or
tL...o\ieat·sou t of medical school. The aux il iat"'/ nut-:3es ha\/!? had
nine mon ths of nut"sing school t.rain ing; the r'econ::l v..pl?pet
ft"e(~uently has not completed pt" imat··y school.

" . 4nothet-. justification for' a select.ive appr:oach has been
bt"oi..=tchedin pt-evious sections of thistCepot- t.. EvenLaJit.ht.hl·:·ifet...
intpyventionsthat. lIlust.be implemented, int.h~~ health lI-Jot~ket.. may
become quic:kl'l ovet"loacled.

The thit"d-elementQf i:t. pc)pulat.ion-based appt'·oacht.o .. set"vice
deliver-vis t.henotion. of covet"age... The pt" incipal jU~3tific::ation
felt" ... populat.ion .t-egist.ratioointh is. conte:xt.i~c;. not. .t"eseat"ch. ct

.. evaluation but t"a thet"". the impt"oved set"vice delivet"YvJhtch r·e~:.::·:ult'.s
frL"1m Iflaintaillin9 t"ost.efsofspecialtat-get gn:n.lps. PopUlation

The financ ia1 t"esout-ces of t.hese insti tu t.ion::.; at"e
·limited.

4. These instit.utions already conduct Q full-fledged,
<suc:cessful, in t.heit" vie~", cl"lt"ative can~ pt-ogt"am vJhicht.h(~yare

····· .. ·ul-ll... .i.l1ing.·.to atlandon.



that of
effective

developihg

In Hai.ti, the outreach model which has been developedi~::::: the
n:tllv Pl1St.. The t-allV post. is not nec:essat" ily a phY~:::;ical
st.n..lct.Llre. It, is a place of. assembly at (n' near t.he village
whet"emothet-smeet. membet-s of an i t.inet"ant community hpalth tE~afll.
therallv may be .held under a t.ree, in a church, school o~ any
ot.het- convenient location chosen b'r,the villaget-s. .Villa9E?s may
be visited by t.he t.eam evet-y 4to 6 "'Jeeks Qt. on, a. quat'· t.c=l yi:)asis,
depl,:mding on need, avai labi Ii ty oft"esow-ces, and ten' i tOt·y to be
covered by the team. The t.eam is primarily responsible for the
provision os services including:

'> . The idea ... of separated
ol..ltt·eac:r;r~ . There is ample documentation that.
cqverage,of fixed inst,itutions is gutt.el imited in
countr'ies.

-F';'-',-'-';'i-,,~:c'-'~~;'C; _'~'~":','~ - 0",'''':'"'-';''::,-__' .-,:-'-""."".',,-,'-,~. .--'-'-, - "- -, - ,,,'- ,,'", , - -

o:t~eg,i'~::;tt~a t.lon di ffet-S .... fTom .;. census "'Jh ierl on 1 Y 9 i ves t.he .. to tal' .
popu.la t.ion •...•. in"1 given· ar'ea and 9i ves and idea·· of popuL..=i tion
cofnPo?it.ion. . Census data pnJV ide a 90ad· deflomina t.Ot- ahdmay . be
LtSedt.o estimate covet-at.::Je _ Yet., wi t.h in a set-vice del i vet-y
con tc~xt, . it. is not enough· t.oknowfot- exampll3 t.ha t. 60% of·'. t.he
chi.ldt"enat"e vaccinat.ed:it, is also imp-or'tant t.o kno"'J l>Jhic:ht.:.O%
is· covet-ed, which 40% is not._

a) health education
b) growth monitoring
c) immunizat.ion
d) family planning
e) pre-nat.al care
f) curative care.

Given t.his context, what t"emains fot· the health l'Jot~kE~f' to
do?

tlJevJill
can be

t-ostet"sat-l? pt"epat'ed few all children .undet-fiv(,C)ir:1
alll>Jomen in union. a special prpqnancy· t-ost.er rna'r·

population regist.ratlon~ for a health worker, involves first
of all the del.imitafionof hisgeogt-aphict.et-t-it.Qt-y. ThL,: is
donI-?! inc:onjunctionwith t.hec:ommunity healt.hpt"ogt-am dit"li~c tOt-.
Oncc:~ boundat"iesi..'we fixed, the health woVket" then pt·'oceecb::
c.t?nsusandYegistet~ all households on a doQt·-to....doot·basis.

--------------_._----

We"'JilTfiYst list the tasks to be accomplished and
then proceed with a discussion of how bestth~se tasks
allocated.

II Allocating CHW tasks.



at the rally post.

HEalth wOr'ket" activities a tthe t"a lly pIJ::::;t may
l.."":rpwed contt'ol, 9t"ClLlphei..=tl t.h educa t.ion, l.-Jei9h irlg ch ildt"en

Aftet" each t"ally post., the health worket" does a pt"eliminat"Y
assessmen t of at.tendance and covet"age. He also identifies
indiViduals in need of spec ial fol.low-up catOe (Qt" these
individuals may be designated to him).

: : --:'~--~- :-. - --.--- -- .-' - ~ - -- - - . -

?irheseVisit.sat-e. LlsualI,/ can~ied.01.1 t,.one t.Jeek pyielt'
nq:t.ualt"a,llypost ... gathet~ing.. . The pen-pose .lS to let the
popl:.tlgttipn know .. when the. next t"allv post is: to beheld .

. Pat"ticuTat" attention is paidtlJno....shOl.J~;at triP pt·r.~vious t"al1y
post.

.;~t\~v~:.:~/t~~/:- ~.; ~'.~)-i.
P()st~:::;_

visits may be done for sick individuals, children
weight, noshows etc.

Thesetasks<tlY themselves, onc:etheini tial t"!?gistrationis
ovet" Cwhichmay take .twot.o t.ht"ee mont.hs), will take up fOUl" to
six days a m'onth depending pt"imat"ily on h.oLoJ :3c'jt.t.en_~d the
communit.y is. They VJil1 not vary vet"Y much ft"om villagl:~: to
village, ft~om institi.lt.ion to institution. l.oJhat may .vat"y .i~::: the

. m~tut"e and content of task 7 ,which LoJe call family hE~.:tlt.h
~e(juC:ation~ Based on the e;.:per'iences desct" ibed in pt"E~c(,=~ding

paq<:?s, a task allocation scheme is sU9qest.(=~d. This ~:7.;cheme
c:ont,ains many eh=-!ments which mav be considet"ed ~::::ub-tasks:

~·'(':cot"d::::. ()f

hOUSE!ho I ds·

m;"'lnutt" i tion.
in th~precedirq calenda~

ident.ifie:ation ft"om family h~jalth

~pecial risk cat~gories. These
J:,i['II',,!

hbuseholds with
···.inc;lude .
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~··~kl'ml?rl whO give birthtwoyear-s in a t.. CJW few" ",of
·'.lr'lfalit. deaths and that.vJomen who 9ivebir' I-! and losc?· thec:hild'
/at-i?i~t. aniextr-emelyh igh t-iskllf becoming pr'·egnc·m taft.er- ashLlt~t

infc?r:-bir-t.hinter"val.'~

- women
child·

'::'d.II::;'··JU':7::!·'. :.:.~. Select fr-om th is gt.. oup women vJho should tie'
p~ef~rentially targeted for family planning.

:~j.tl:>t;t::·:;!·:' :3. Ct"eate a calendar- of spec ia1 educational '3es::7.·:1.cms
fot-t.hese women. The calendar" should have tvJO componen t.s:: qr"oup
sessions and domiciliary visits. Groups of 10 mothers appear
very manageable and seem to be associat.ed vJith the gn:~atest.

at.tendance t"ate. The calendi..:u- should include, fOt.. each gt.. oup, 2
onl?,-';hour" sessions to discuss ot-alt"ehydration t.het-ap,/, 2 onE1-'"hour
sessions to discuss immunization, 10 one-hoUt- ~·:es:::ion~·: to discuss
nutri tian and gnJwth moni taring. In addi tion, the calc:·:ndat
should include domiciliary visits to all or a fraction of the
women to discuss family planning and distribute or re-supply
co6tr-aceptives. The fit"sttwo visits should be c1o~;ely::.:;pi:tc:ed
(ll?ssthan one month dPar-'t) .. Subsequent visits should bedorJc;:on
aqui..'lt~tet"ly basis (follow-up' and t-e-suppl y) ..

session fot- ORT.

of 10 women should be assembled fOt- one-hoUt~. se::.;sions
tVJt..l weeks apar-·t. The appt"oach shouldbedemonst.t- a tion (~ducation_

Thl~ health Wot- ket.. should enSl...lt-e that each point of know.ledqe
well", under'stoodby each mot.het" intheqr-oup.Attho (::!rIdn r=
p,=?concl" session, each mothet·· ~3houldbe vet-t)all y te~·:t(?,d on the
fol1ovJing point.s:

Recllgnitionof diat-r'hea
The time. to sti..u·t th.erapy
How toprepareORS
How to~d~inisterORS(technigue)

The quadtity ..• to ,'.administer
_ Th,e ft"eql..lenc:y of administt-afion

The time t.o r-wepat~e another solution
.·i... ·c··Thet.irnefo br"ingt.hech lid t.o the nc:>at'·Q:;::·:t

.~,ql",""'"1"":/,
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h~?C11 t.hy
sick

weaning food
t.he child is
the child L=:;

groups of 10,
to be c:ove~'ed

to begin breast. feeding
When to add other foods
How to prepare an appropriate
The freq~ency of feeding when
The frequency of feeding when
Food selection
Food preparation

Interpretation of the growth monitoring cafd~

;!l'j)"; - ';,;;;;.,~ h.ille. no~mas~e...?d
.Otol:!.?d antoanothe~-g~-ouP.

'the. thit--cf visit is planned . aPPt-f:)xima.tel y tht-eemon t.hsaft.er
:;s_"cond to ,;emIhd the mother .to at.tend t.h" next rally p6.s~ and-

c:c~D(~Uire<.."tst.ohe~"expe~-iencewi t.h the contt"ac.epti ve_

~:~~>",-~~_:,:_}:--'-_:_- .-

~1{i;r': 'Two ·:pne":'hou·r sessIons shauld be he1d ~"o .Jee~ s api, "t F0" .
F'!it1>liP.sx .of1.o'J)lo f,hers , The; mmuni za ~ I on se.-ies' should not s ~ar~.,
?i~i,,\Kj,F ,. the '. ORtserieshas been completed. A competencY-based
~.;iF1Rn;>ach ,to. immuni z a t I on should be developed inc0" pm- a tIn9 thefcil1pwing elements:

Mot.hers a~"e v isi t.ed a t home at t.he f i t·st. visi t, a ~=:.:hortr,_":--

l est.iohnaire is given to the mother explm" ing possible con tTa~
! )jica~ions to con t"aception. If n"ne exist, the mo~he" is
;'F(:?~-eda P<.."tcRet of Q~-al can t.~-ac:ept.ive pills and instn..lc tG1d in
'i:H,· y'!'e and side-eFFecL The mothe" is then told to ClOme, to the

·:t t-allypost. after het"rnenstt"u.:..=tl pet-iod(l'Jh.il(:? sh(:-~ .is· on t.he
':FUn Yoh"n injectIon of depo":'p,· ove f- a . f'1 n a 11 y'the CH~C I n Fcwms
,,'mothet'· that. he will visit-her' soon aft.et- ~:::J'I(~has had he~.cof(id .. ···

~.~_:,o:_:-_,: .; .. _:,_c--~, .__~ 

{/ Th.is next-visit is to ensur-e compliance and to ~'erilind
,C"het- t.o visit..the, next:t"aIIY.post. .Reassw-anc(~ iS9i \,len
~'~~:.-;ide effect. which mi9h t.h.:tve been felt.


