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I. SUMMARY
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More than 100,000 people die every year in Halti, a country
af over & million persorns, of which 1 million are children under
five.

The health probiems of children in Haitl are =similar to
those of children of other areas of the developing world: diarrhea,
malrnutricion, 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 s not been done,neonatal
tetanus may account for 25% of ail nfant deaths. Measles

strikes nearly all childrem im Haiti out its toll with regard
to mortality is unkrnown.

To confront these problems, the Ministry of Health of Halti
has adopted a strategy which incorporates 3 specific elements:

- phased implementation of selective priority health
interventions

- reglonalization
- mobilization of the private sector.

This strategy is being implemented through a cervice
delivery model which, in the public sector, involves the creation
of catchment areas of 10,000 persons who depend for their care on
a dispensary manned by auxiliary nurses. Health agents, who are
government—-paid employvees 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-hased service delivery model emphasizing outreach and

selective interventlions. They use the services of village-baced
collamorators who are primarily health promotors  and educators
rather than service providers. Services, in this context, are

provided at the village by an itinerant community Heslth team.



Cperaticonal. Probtem

In ne’ther the government nor the private models are health

wor ker tasks allocated in. a rational manner. The goverrment
health worker manual lists at least 17 separate tasiks health

re to perform. The tasks of community collaborators are

worlkers a
egss wel! defined.

even 1

Because of the panoply of tasks expected to be performed 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 tashks assigned to them
as are the decision-makers responsible for their supervision.
Within & context of severe constraints in  terms of personnel,
financial and commodity resources, it may be possible to enhance
svystem performance by focusing on tasks with the highest health
benaefit and/or on subpopulations (example higher risk children)
in greater need of services.

These conditions can be translated into a formal statement
of a kevy operational problem faced by health planners in Haiti:
determine those "best" proportions of personal time and commodity
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
per formance levels are met (or exceeded).

To arrive at such a determination, two =service delivery
csites were selected for study. One is  located in a peri-urban
ares (Cite Soleil) on  the outskirts of Port-au-Prince, the
capital of Haiti, the other was located in a rural area (Mirebalais).

The objective of the study was to determine the best way of
allocating tasks to community health workers, tasks related to a

limited list of priority health interventions i.e. aoral
rehydration therapy, immunization, growth monitoring, family
planning. This list was chosen because it is the one adopted by
health institutions implementing population-based commurnity

health programs in Haitli as the focus of CHUWl-related activities.

The operational prooblem could therefore be characterized by
an  objective (a measure of how good a task allocation is), a set
of dJdecision 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 & set of perfermance or output constraints.



- In_ this instance, the operational problem becomes one of
- determinifnig a method of allocating task based on the relative
berefit (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
levels are to met for all three task areas.

Methodology
' In a first phase, through a series of studies, use

effectiveness was calculated for oral rehydration therapy,
immunization and familvy planning. This involved the determination

of two elements: 1) the eoffectiveness 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 1933 and 1924 were folllowed
longitudinally and survival status of each child was recorded on
the basis of whether or not the mother was a user or non—user of
ORT. child mortalitvy experience by mothers of each group
{user and non-user) prior to the introduction of CORT (1953) was
calculated through fertility and pregnancy outcome histories.
Mortality experience for 1933 and 1984 cohorts were determined
prospectively.

For measles, use—effectiveness was calculated as follows:
the survival of a cohort of children vaccinated with measles vaccine
at age £-12 months was calculated and compared to that of a
similar group of unvaccinated children. '

For family planning, the 1984 birth cohort survival data was
used to calculate the relative and attributable risks of infant
sortality associated with a short birth interval.

Coverage (use) far ORT, measles and family planning were
calculated as follows:

Far ORT, a special survey of mothers of the 1723 and 13734
cohorts was conducted to determine whether they were users of ORT
and to ascertain their degree of competency in ORT wuse. Soclio—
economic data were also collected.

Measles vaccine coverage and contraceptive prevalence data
were obtained from service statistics .

Results showed that use of ORT was associated with a 3aX
reduction in ~ 0-2 vear mortality. Competent use was nrnoted at
"39%, giving a use-effectiveness score of 0.14.

Measles vaccination was associated with a 22% reduction  1in
-2 vear mortality. With a coverage of 20%, use effectiveness was
calculated at 0.17.



Attributable risk associated with a short birth interval was

o ecalculated at 93 per 1000 women. Use effectiveness was estimated

cat 0.o2= with use (contraceptive prevalence) at 11%.
b1

- In  a second phase, the time needed by CHW to make mothers

competent in the use of these 3 interventions was estimated.
Using multiple criteria utility assessment table,

a
alterrnative task allocatiorn schemes were developed which took .
into account:

- rFisk status of the mother with regard to infant or c¢hild
“death. :
- the use-effectiveness score
- the time needed to teach the intervention
- the focus of the teaching i.e. whether 1t should ke 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 measure
and a focus on all mothers; in the other scheme, tasks were
allocated on the basis of a tine use—effectiveness score. Health
workers in this group were 1instructed to focus exclusively on

at-risk children. As a control, a group of CHWs received no
specific task allocation instruction and were told Lo  proceed

as they normally did.

Prmenis bl

The results showed that workers who were to cover . all
mothers, irregardless of risk status, could not perform their
tasks adegquately.

By contrast, health workers who were expected to focus
exclusively orn mothers of at-risk children managed to fulfill
their responsibilities.

Oon & subjective basis, the CHW themselves felt that the
focus on high risk group was a more efficient and effective way
of using their time.

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 cettings of
this study.

This study suggests that in certain settings, the adoption
of a selective intervention strategy 1is the most applicakle
strategy to follow for an institution with limited resources 1in
time, personal and commodities.

D

Furthermore, tt selective approach should be emploved in a
context where services are targeted on a priority basis to high-
rish groups.
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Two countries share the island of Haiti in the Carribean
Haiti and the Dominican Republic. The country of Haiti has
population of & million people growing at a rate of 1.75% per
vear. ( Institut Haitien de Statistiques et d’ Informatique,
1982). Three—gquarters of this population live in rural areas.
The Port-au-Prince metropolitan area has a population of 1
million people.
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More than 100,000 people die in Haiti every vear. Of these,
rearly half are children under five (Augustin, 1736). Specific
information on the principal patterns and causes of death have
been derived from a number of surveys as well as census data.
These include the National Census of 1971, the Haiti Naticnal
Nutrition Survey of 1977, the Haiti Fertility Survey (1973), the
National census of 1992, the contraceptive prevalence survey of
1983 as well as the CDD/EPI survey of 1785. Local special
studies provide additional information on disease patterns and
causes of death. These data can be extrapolated for the entire
courtry only with a great deal of caution.

1. Infant and child mortality

An  estimated 45,000 children under five died in Haiti 1in
1925, Of these, 27,000 were under one vear of age. The greatest
risk period for infant and childhood death are the first week of
life, the first month, the last & months of the first vear.
These three combimned periods account for more tham half of  all
child deaths (Augustin, 1926).

The infant mortality rate was estimated at 124/1000 in 1332.
Neonatal mortality has been estimated to account for 42% of all
infant deaths (Lerebours, 1725). Hospital data provide lower
figures. For example, at Bon Repos Hospital, neonatal deathns
account for 21% of all infant deaths.

In the Central Highlands of Haiti, in villages surrounding
the town of Mirebalais, the necnatal mortality rate was 3%/1000
in 1920, “6/1000 in 1981, 65/1000 in 1982, 44/1000 in 1923 and
between 20-30/1000 in 1584. It should be noted that a neonatal
tetanus eradication program was introduced in the area in 1983.
{Augustin, unpublished data).

The second high risk period during the first vear of life
oceurs during the last & months of that first vear. 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
darta . only a small minority of childhood deaths occur in

hospitals.

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

Table 1. Cause of infant deaths
Petit—-Goave, 1373

Gastro-ententis 35%

1.

2. Tetanus 122
3. Malnutrition 11%
4. Other infections 10%
5. Perinatal causes I%
&. Prneumonia 3%
7. Prematurity 2%
3. Other 1%
2. Unknown 17%

Faor children 1 to 4 vears old:
Table 2 Cause of childhood deaths
Petit—-Goave 1772

1. Gastro—ententis 34%
2. Malnutrition 33%
3. Preumonia and other infections 3%
4. Accidents 1%
5. Unknowr 13%

Source: Paisible P, Berggren GG. Demographie et Fecondite .Presses

Fardin, Port—au—-Prince 1992.

The nationwide 1995 health survey provided the following

Jdata-
Table 3 Cause of death, children under five
Haitli 1985

1. Diarrhea 472
2. Malnutrition 21%
3. Tetanus 21%
4. Measles S%
5. Other a%

Source: Lerebours, 1935,



-r

3. Factors associated with childhood mortality.
AL The aae of The mobher
In rural areas, infant mortality is higher as the mother is

older, particularly for mothers 35 vears of age and over.

Table 4 Age of tﬁe mother and infant
mortality : rural Haiti

Age of the mother IMR
(in vears)
15-1% : 21
20-24 5%
25--29 103
30-34 111
35-3% 150
40-44 143
45—-43 132
50—+ =0

A similar phenomenon is encountered in urban areas:

Table 5 Age of the mother and
infant mortality : urban aieas

Age of the mother IMR

" (irn vears)
15-1% 23
20-24 111
25-29 148
30-34 159
35-3% 23
AQ-44 157
45-4% 130
SO0~-+ 123

Source- Haiti Nationmal Nutrition Survey, 1373



b Par ity

High parity is associated with an increased infant mortality
rate. '

Table & Parity and IMR, rural Haiyi

Age. of mother Children ! IMR
(in vears) ever born
(average)
15-1% 1.1 31
20-24 1.7 52
25-2% 2.9 103 ;
30-34 4.5 111
35-3% &0 . 150
40-44 7.7 143
45-4'7 2.1 132
50—+ 30

Table 7 Parity and IMR, urban

Age of mother Children IMR
(in vears) ever born
{average)
15—-1% 1.2 =23
20—-224 1.8 111
25-2% 2.7 145
30-34 4.4 157,
35—~3% 5.7 123
40-44 7.0 157
45-47 7.7 130
50—+ 5.7 23

Source: Haiti MNational Nutrition Survey, 1327

(%)

As can be seen, infamt mortality is higher in urban areas in
spite of the fact that health services appear to be more
avallable there. One possible explanation is  the widespread
usage of bottle feeding. In Cite Soleil, a peri-urban slum area,
bhottle-fed infants are four times more likely to die than infarnts
exclusively breast fed in the first month of life (Berggren et
al, 1931).

o Uther Factors

These include the nutritiomal status of  the c¢hild, the
birthweight of the child and his resistance to infection, socio-
ecornomic factors.



4. Health problems of Haitian children
a. hrarrhea

From these survevs, it appears that diarrhea 1is 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 vears is 21% in Port-au-Prince marginal
neighborhoods and between &% to 10% in rural areas of Haiti
{Lerebours, 1985) . Greater variability in reporting is
encountered with the standard CDD WHO 2 week recall questions.
Results range from to 21% to 54%. (MSPP; Coreil, 1934;
Cavyemittex 1985; Boulos 1935; Prevost and Augustin, 1935;
Lerebours et al, 19&5). .

Based on these various surveys, the incidence rate of
diarrhea over a period of one vear ranges from 5.2 per child 1in
rural  areas and 14.6 per child in urban marginal neighborhoods
(Pierre-Louls, 173&). This means that Haitian children uwnder
five suffer as a whole 7 milliorn episodes of diarrhea per vear.

The proportional mortality rate for diarrhea has been
ated at 30% in a rural survey conducted in 1925 (Lerebours,
The hospital case—fatality rate for diarrhea ranges from
3% to a8%. (Veillard, 193&).

Hospitals reperting high case—fatality rates tend to
admit very severe cases of diarrhea with complications to their
ward, either because parents come too late or because, as in the
situation with the University Hospital, most cases are treated 1in
a  special (R rehydration unit detached from the main pediatic

~ 3

ward. In such a unit, the case—-fatality rate is 1%.
L Diarrhea-Malnutrition interaction

Diarrhea is more prevalent among malnourished children. At
Ste Catherine’s Hospital in Cite Soleil, 25% of admitted children
have severe malnutrition. Thevy contribute 52% of all deaths of
children wunder five (Boulos et al., 1935).

At Bon repos Hospital i 1924, the nutritional status
of admitted children was as follows : '
Table 7 Nutritional status of children

admitted with diarrhea
Born repos 1954

Normal M1l . M2 M3
44 . 330 16.45% 17.43% 21 .66%

Source: Bon Repos Hospital Annuwal Report, 1785,

Ll
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According - to the Haiti Natiomal nutrition survey of 1973,
the prevalence of malnutrition among children under five was as
follows -

- Table 3. Prevalence of malnutrition among children under five,
Haiti,1l973.

Rural P—a—P Haiti
Acute Malrnutrition (weight for height) 1e&.8% 10% 15.9%
Chronic Malnutrition (height for age) 28.6% 15.7% 26.7%
2nd and 3rd degree (weight for age) 23.5% 14.6% 27 .3%

Nutritiorn surveys carried out in the South of Haiti 2 vears
apart have produced similar results.

Table 3. Nutritional status of children under five,
Gomez classification

N M1 M2 M3
137 25% 45% 26% 4%
171 22% 45% 27% (=Y 4

Source: DSPP, South Nutritionm Surveys, 1972 and 19321,

Malrnutrition 1is gernerally under-estimated as a cause of
death in Haiti.

Date from Cite Soleil suggest that close to &0% of the
deaths of children under five in that population are associated
with severe malnutrition. In rural areas where neonatal tetanus
mo=~tality remalins a major contributor to infanmt mortality, the
relative importance of malnutrition mavy be proportionately  less
The importance of malnutrition as a cause of death increases a
tve infant becomes older. In Petit Goave, malnutritior was
responsible for the death of 33 % of children 1 to 4 vears of age
in 1977 (Paisible and Berggren, 1981).

i«
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Besides diarrhea, other infections play an important role in
childhood deaths. These include :

- neonatal tetanus, accounting for 25 to 35 deaths per 1000
live births.

~ .prneumonias

les

in

- mea
- tuberculosis
- malaria

—~ other respiratonry 1llrnecscses.

R. Interventlions
ORT.  Oral rehydration therapy was used in a limited fashion
in Haiti in the late 70°s. Two institutions, Albert Schweitzer

Hospital and the Haitian—-Arab Center, were pioneers 1in this
respect. Formal introduction of ORT at the University Hospital in
1780 was followed in 1933 by the launching of a nationwide
campalgn to induce mothers to adopt it as the prime intervention
in cases of diarrhea. As a result of this campaign, the usze of
oral rehydration therapy jumped from 24% to 72% in the capital
and from 3% to 20% in rural areas. Concurrently a decrease 1in
admissions at the University hospital oral rehydration unit was
noted between 1723 and 1935 while use of ORT prior to increased.
No reliable data on ORT impact -in rural areas are available.
i ot UF ey UL L

Between the mid-1%60s 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 monmitoring and nutritior

education. Berggren et al. had shown that growth mornitoring
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 belng practiced, no food is distributed. Little data exist
in laitli to evaluate the impact of growtihh momitoring onm overall
prevalence of malnutrition. What data exist (South survey; Cite

Soleil; Belle Anse) suggest little or no overall impact when
impact is measured using the distribution of childrern under five
with normal nutritional status or mild, moderate or severe
malrnutrition (Boulos et al., 1285; Van Oven, 1%325).
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While the effectiveness of tetanus immunization of pregrnant
women to prevent neonatal tetanus is well established in Haiti,
the overall impact of such an interventicon on infant and child
mortality for the entire country is unkrnown. As  for other
vaccines,  such as DTP and measles, coverage is so low (less whan
10%) that no impact could be expected. The situation is improved
for BCG vaccine as for as coverage 1is concerned  but no
information is available as to an overall impact of the national
BCG campaign on the incidence and prevalence of tuberculosis.

Y taundlr o A

Studies carried out in Indonesia suggest a link between
avitaminosis A and child mortality. A survey of 4000 Indonesian
children 1 to 5 vears of age revealed an increased risk of death
among children suffering from vVitamin A deficiency.

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

Fartility contral

The crude birth rate for Haiti is estimated at 3&/1000 and
the contraceptive prevalence 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.

C. T Comnun Ly —eczed o bnary health cavre wys bom
A f

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 uwusually 2 such nurses per dispensary, the standard
catchment area covered by these two auxiliaries and &  agents

contalns approximately 10,000 peaple. The next level of care is
that offered by the health center, manrned in Halitl by what 1is
krnow as a commune doctor. The commune doctor 15 a licensed

"phyvsician  in  charge of health care for a relatively large area
{(some  communes may have a pooulation exceeding 100,000 people).
Commuine doctors are assisted by social service doctors.
Phy=sicians having completed medical school and serving in a rural
area for one vear as a pre—-condition to thelr being granted a

license to practice. The commune doctor is supervised by the
district health administrator (usually a physicia . th an  MPH
degree — there are 14 districts in Haiti). The nex. level is the
region (there are four health regions in Haiti). Region

directors answer to the general director in Port-au—-Prince.



This hierarchical structure nakes no differentiation between
private and public institutions. Thus district administrators
have the right to supervise private health institutions. In
practice, however, there are a nuuber of differences not only
between private and public institutions, Fut also  between
institutions in different regions.

The North, Scuth, Transverse and West constitute the four
regions. The North and South regions were the first to implement
the new PHC infrastructure and as such conform best to the model

ocoutlined above. The West and Transverse regions were formally
organized in the summer of 1783 at a time when the training
program fuor health agents k~d been frozern. Thus most formally

trained health agents are distributed in the North and South, and
very few in the Wesi. and Trarsverse regions.

In April of 1982, AOPS launched its Community He “' Action
Program (CHAP). The purpose of the program was 1O assist
selected private health institutions in he implementaticn of
popilation—-based community health programs. Initially, 15

institutions were to be selected to institute programs for 10,000
people each, for a combined registered population of 150,000
people. The program was recently expanded to enroll 500,000
people by September of 193&. Many of the selected institutions
were located in the West and Transverse regions, in areas devoid
of health agents. AOPS recormended to these institutions that
they train a numper of community health workers (usually 10 per
institution) to do some of the tasks usualiy performed by health
agents. Although the tasks were specified, neither the type of
training nor the method of compensation was defined. Mary
private institutions elected to train workers whe were considered
as  volunteers, thus not eligible for a regular salary. This
choice was dictated by the fact that in many instances, the
institution wanted to minimize recurrent program costs. In other
instances, the institutior felt that health maintenance should be
the basic responsibility of the communiity, mothers  being the
health agents "par exrellence"” for themselves and their childrer.

T, TOstES

The utilization of front line health personel such as
community health workers (CHWs) has been, and remains, & critical
element in satisfying b= basic health care needs of poor
populations in developing countries. This circumstance  assumes
particular importance 1in light of the generally heightened health
care crisis now presz2nt in most developing areas and the efforts
to meet the Alma—Ata goal of "Health for All by the Year 2000".

1 iabriomale For bask selecthion

Private Voluntary Health institutions which have adopted the
community outreach method of providing primary health services
work with a number of significant constraints which may be listed
as follows =
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auxiliary nurse and record keeper is usually quite busy seeing
patients for curative care at the health center. Any additional

burden on staff time would have to be limited. At the same time,
most rnealth institutions have one or two "slow days" during the
week when the patient load is less.

“b. In many areas where PVQOs work, there are no government health
agents. - In other areas, the pattern of work of health agents has
been erratic.

¢. The manager of the health center, usually a priest, nun or

community development person, frequently has other
responsbhilities hesides those of running a health clinic. Most

managers have little additional time to manage comorehensive
health programs.

d. Patient receipts and other clinic revenues are uwsually

insufficient to meet the cost of running health centers. Mo
great deal of funds could be available for additiornal outreach
services. Such an addition could be feasible onlvy 1if the

marginal costs involved were minmimal or at least affordable.

Because of these factors, the idea of & selective
approach to primary health care emphasizing a limited list of
effective interventions appears more suitable to most PVYOs.

Drawing from the goverrnment model, the following list of
priority health interventions could be constructed : for infants
and children, oral rehvdration therapy, hreast feeding,
immunization and growth momitoring: for adults, family planning,
pre-natal care, malaria control and tuberculosis conbrol.

Malaria and tuberculosis control activities inm Haltl are
primarily vertical programs, both sponsored by the government,
although in the case of tuberculosis control, the participating
of a private group, Crusade against Tuberculosis (CAT) is
crucial.

The second concept is an emphasis on a defined population
for the delivery of services. Population registration in  this
instance 1s not done primaril, for evaluation purposes, but as a
kev service toel : 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 combirning
ca limited set of interventions and a registered target population
had been demonstrated by the experience at Albert Schweitzer
Hospital (Berggren et al 1%22) and in a government rural health
pilot project (DSPP, 1932).
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Health workers cooperating with PVOs function within the

context of an outreach service delivery program in which a

community health team from the center delivers most of - the

services. This occurs at rally posts. These posts are places cf
assembly at or near a village where village mothers and childrer
meet the community health team. at periodic intervals. The

following services are provided by the team at the rally post :

- group health education

- growth monitoring and nutrition education
- immunization

- pre—-natal care

- family planning

- curative care

In  such a context, the health worker becomes primarily an
educator and a motivator. Through 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, freguently in the home.

The list of tasks in such a setting would ther _fore include:-

1. Census—taking and registration of the target population. 0n
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 include announcing the
arrival of the health team at least a week in advance aridd
ensuring that the post is ready (securing the site; ensuring that
henches and tables are availlable etc).

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.

s. pomiciliary visits for motivational purposes or for follow—-up
care.

&. Small group educaticonal sessions in villages where topics such



The tasks of the government “"agent de sante” are well
defined and listed in the publication entitled "Manuel de 1’agent
de sante". These tasks include (table 1) :

Table 1. Tasks of Agent de sante M
1. Organization of catchment area (census, geographic

distribution of families)

Domiciliary visits

Curative care

Referral of cases

Follow-up of referred cases

Contacts with community g9roups

Health education

Environmental sanitation

Q. Contraceptive distribution

10. Assistance in vaccination

11. Growth monitoring and follow-up

2. Follow-up of the cases

13. Malaria control

14. Participation in diarrheal disease control programs.

15. Up—dating of registers for pregnant womer, family planning
users, children under five

164. Preparation of monthly reports

17. Meetings with health volunteers and other tvpes of health
workers (Traditional birth attendants, traditional healers
ceto).

SRS IR o R 2 A N OF I xV]

The principal focus for the activities of health agents
is the rally post, a place of assembly where the agent meets
groups of 20-30 mothers living near by, proceeds with health
education sessions, growth monilitoring and contraceptive
distribution. An  auxiliary nurse from the closest gov- rnment
dispensary is expected to attend these sessions occasionally for
supervision and vaccination purposes.

T The g st loral ooy ek Lem

Because of the panoply of tasks expected to be per formed
by the health agents and the poorly defined role of the commurnity
collaborator, health workers oand collaborators alike may ke
cornfused as to the relative importance of tasks assigned to  them
as are the decision makers responsible for their supervision.
Within a context of severe constrants in terms of personnel,
firnancial, and commodity resources, it may be possikbile to enhance
gsystem 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 into & formal
statement  of a key operdtlopdl prnblem faced by health planners
in Haiti : . determine th.se "best" proportions of personnel Lime
and  commodity and economic resources devoted to each CHW tash
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 & particular
allocation is), a set of decision variables (the activities
across which the scare resources are to be allocated), a set of
resource or input constraints (limitations placed on the decision
variables to reflect the resouwrce scarcity), and a set of
per formance or output constraints.

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 thét 100% of mothers correctly use oral irehydration
therapy .

- Ensure that 20% of children are completelvy vaccinated by age 1
VeEar . e

- Ensure that 0% of the pregnant woman are vaccinated with
tetanus toxoid.

-~ Ensure a contraceptive prevalence rate of 25%.

- Ensure that 0% of children are enrolled in & growth monitoring
PO am.

Other perfaormance levels have not been specifically related
ta the tasks given to 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 1is whether the CHW can in fact perform all of
these tasks in a fashion which will result in a positive health
impact. Since health agents in the government model are to cover
all families, it could be anticipated that each Family would
receive the same intensity of coverage.



IIToATUDY . CGREIENTIVES

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, immunizatior,
growth monitoring and family planning that will &) maxinize
overall value of health benefit to the community while Cersuring
that b) no resource levels are exceeded but that ¢) all minimum
per formance levels are met (or exceeded) .

As a proxy for "health bernefit", the impact of the four
interventions on 0-2 vear mortality was to be measured.
Per formance levels are those fixed by the Ministry of Health (see
above).

One might theorize that focusing CHWs efforts on activities
associated with interventions with high use effectiveness woiuld
in Fact maximize the impact of these efforts on community health.
It iz difficult to determine the relative use-effectiveness of
specific interventions in & Halitian setting hased on data
available prior to this study. Aside from immunization of women
of child-bearing age with tetanus toxoid, an activity known to
eliminate neonatal deaths due to tetanus, the impact of oather
interventions such as ORT, immunization and family plarning has
not heen evaluated im Halti.

Once use—-effectiveness is determined, the next step wowld ke
ta  integrate this value with that of the time needed by the CHW
to implement this intervention in  the field. Should two
interventions be equally effective, & more rapid impact would be
obtained - if one interventiori took less of the CHWs time to
introduce than the other.

The time utilization studies coupled with Lse—effectiveness
studies might provide a model for the optimal allocation of CHW

time among various tasks. One way to maximize the time-use-—
effectiverness of community health worker—-related interventions
would be to concentrate health worker activities on high—risk

households.
The study, therefore, provided the opportunity to determine:

4. the impact of oral rehydration therapy on 0-2 vear mortality
at the community level. ’

b. the impact of measles vaccination on 0-2 vear mortality.
¢. the relationship between birth interval and infant mortality.

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

1) what task or activity need the community health worker carry

out to help meet specific program targets for priority
interventions 7

%7



2) Are there particular subgroups which should receive priority
with regard to the targeting of health worker efforts?

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

IV_STUDY HYPOTHESES

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

These limitations arise from the existing guidelines under
" which community health workers operate within the health outreach
programs sponsored by AOPS, the Haltian Association of Voluntary
Health institutions. These guidelines include those stemming
from the requirements of the health institution itself and the
per formance 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-hvpothesis, 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 interventions.

For example, if the ultimate target for an ORT program was to
have all mothers make correct use of ORT every time their 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. nnce & Lse—

effectiveness score is predicated, based on data empirically
derived during this study, or obtained from the litterature, it
would become possible to calculate a time use-effectiveness for
the specific intervention.

One major assumption 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 to it, a disproportionate impact on child
survival would occur.



2) Another sub-hypothesis tiherefore was that a health wor ker
might have the same or a greater overall impact on the health of
his commuriity by focusing his activities on a small  set of
households, perhaps 20% of his target population, rather tharn by
"diluting" his efforts on his entire catchment area.

This approach presents a number of formidable problems
lirnked principally to the measurement of the use-effectiveness of
specific interventiorns and to the measurement of the time needed
to perform specific tasks.



DY METHODOLDGY
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The study took place in one rural and one urban site
Mirebalais and Cite Soleil.

[

>y

Mirebalais, the principal site for the study is a town of
&,000 people 40 miles from Port-au-Prince the capital of Haiti.
Mirebalais is at am important cross—-roads in  the Central
Highlands of Haiti, one road leading to Belladere on the border
with the Dominican Republic, one road leading to Pont Sonde and
the Artibonite Valley, the principal source of food for the
capital, one road leading to Hinche and Cap—-Haitien to the North
and one road leading to Port-auw-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 crne of the 52 administrative
subdivisions of the country, an arrondissement, and sendz a
congressman to the Natiomal Assembly.

Resources include several public and private s=schools,
including one public secondary school, and & small hospiltal
furictionning primarily at this time as an outpatient wunit (a
health center). The center, which belongs to the community, 1S
marnned by two teams : one team from the Ministry of Health takes
care of all fixed-facility services and rarely goes on outreach.
Another team, sponseored by a private voluntary organization, EYE
CARE HAITI, encompasses an eve treatment group made up of  one
onphthalmogist and & ophthalmic assistants as well as a community
health team made up of 3 physicians, a network of 28 community
health workers scattered around in villages within & 350 saguare
kilometre area surrounding Mirebalals.

commurity health services are population-based and oriented
towards the provision of priority health interventions, malnly
aral rehydration therapy, growth monitoring, immunization, pre—
natal care and family planning. Sarvices are provided on  an
autreach basis at rally posts, places of assembly at or near &
village where mothers meet members of the Mirebalals communlity
health team at intervals of approximately & weeks.

Community organization in the villages around Mirebalals
centers around the "Conseil Communautaire™. This entity 1= made
up of  members drawn up from the village. These organizations
have tended to be goverrnment sponsored. They are dominated by a
small  group of government designated leaders. Their fococus 1s
generally on public works such as road maintenance, school or
commurity canter construction as well as palitical i.e.
mobilizing support for government policles.
structures, purposes and functions.



The urban site, Cite Soleil, is a peri-urban =lum 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 var ious
interventions, particularly oral rehydration therapy and measles.

2. Design and data base
The study was carried out in three phases:
~phase I . Analysix 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 vear survival. This effect 1is
not a direct one i.e. the specific action of a community health
wor ker does not have a direct impact on child mortality. The role
of community health workers 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
basiz , an exploration of the relationship between maternal
competence and use of services was carried out.

b. a determination of the impact of the specific interventiorns on
0-2 vear mortality. Impact 1is a measure of the theoretical
effectiveness of the intervention combirned with its effective
use. To do this , a number of secondary studies were carried out.

To measure the impact (use—effectiverness) of ORT,
a4 1994 Mirebalais birth cohort as well as a cohort of infants
reaching age one in 1784 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 hefore and
after the introduction of ORT (1933) was determined on the basis
of whether or not they were users of ORT. Retrospective mortality
data was obtained through fertility and pregrnancy outcome
histories while prospective data on infant and child mortality
were obtained for all children born in 1934 and those who became
one vear of age in 1724, :

As for measles vaccination, the following was done: in 1932,
4 study was conducted in Cite Soleil to determine the ideal age
for vaccinating children against measles. A group of &12 children
were vaccinated at that time. The age range of these children was
hetween & 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. Socio—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
hirth 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 wvalid study
design be adopted to measure the impact of growth monitoring  on
0-2 vear mortality. The study was therefore restricted to the

three interventions, ramely ORT, immunization and family
planning.

These studies provided data on theoretical effectiveness of
these specific interventions, assuming 100% of mothers used them
“in & competent manner. The next step was to measure actual use,
as determined through service statistics. In a parrallel fashion,
factors related to use were also determined. oOf 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 inm the use of the intervention. if
improved competency was assocliated 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. :

wPibvreme TT o T lutiow ddeve lopmernt

In & second phase of our study, specific task allocation
schemes were developed , using a multiple criteria uwutility
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 intervention=. To do so
reguired the calculation of the specific time needed Ly a
community health worker to make a mother competent 1n a speclific
intervention. .

S TTT 0 bt e et

In a third phase, the hvypothesis that an ideal task allocation
scheme based on  time—use—effectiverness could function more
effectively 1f it was aoriented towards high-risk groups. was then
tested using a quasi-experimental design.

In the next few pages , we will review the results of the
preliminaty studies on the relationship between maternal
competence and utilizatiom, on the use-effectivenesz of oral
rehvdration therapy, measles immunizatiorn and of lengthening the
oirth interwval.
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TERHAL ‘r:>r'|| TERCY AMD UOE OF BERVTOES

: r;,Factorq};ihfluencinéi thp utlllZdtlon of thlth vaiceéi in
;devploplnq countries  ‘have heern “explored in  several ?Studies }
(Kirney, -1766; Gwatkin et al, = 17%0; WHO, 1984 Marks, 13795

1qum1ﬁd1ye, “1984). Many of the studies have focused primarily -on -~ = . =
~issues such as distance, cost. or general. “availability  of o oo
. services.. (Other studies have explored maternal factors such as

. education (Caldwell, 197%), women’s roles  (Ware, 1%a5) or locus

. of ,control (Lundy, 1922). In general, non-users of services
oo appear be recruited primarily from the ranks of the poorer, .
o less 'edULdth ‘members of the community and presumakly are . of

. poorer health and nutritional status. The hedlth planner, with
,5'5n0 immediate prospect for change in the role of women in society

© . or their level of educatior may seek other determinants of use
over'whth he might have a greater degree of control.

~0f rélevance in this context is the guestion  of  maternal

:;”gbmpetenCV- As Ware has noted, "if female education is -
,'ﬂeffectlve “germs  or sanitary food-handling practices, then one
~might to implement programs to teach these matters specifically

without having  to provide eight vears of schooling  for all
“potential mothers " (Ware, 1%84). In other words, the education?
gradient with regard to utilization of health  health services
“might be eliminated or reduced if all mothers were made equally
competent in the use of specific interventions.

o We  will review the relationship betweerr competency and use
_of services in the two study settings, Mirebalais and Cite Soleil,
with a focus on ORT dnd 1mmunlLation. o )

AL GRT

: ~In-our. two study settings, ‘Mirebalais and Cite Soleil, a -
,cnncerted effort was made to teach mothpr" about oral rehydration.

: tht’f aApY

S In er?bdldl\, mothers from specific health sectors were
,*1nv1ted to attend periodic rally posts at or near thelr villages.
‘In general & to & rally posts were held for each wvillage (or

“health sector) per yedr.’ During thke first three months of rally

post activity, the only health education topic was. oral

“rehydration therapy. While ‘awalting other services -at these
Jorally o oposts, assembled mothers witressed a o praclbical
demonstration of  how. the oral rehydration :olution.wa:' tn be
~prepared and in addition they were taught whern, hHow to use and

  f'hOW much to use.

e In,'Cite Soleil, mothers of children with diarrhea were .
77thmrrPd to a day-bed rehvdrﬂtioh center, where, Jnderithe direct‘”"'
supervision of o a nurse, they learned to prepare ORT  and they
',Hper;t the day ‘at the Lenter refhvdrating tl"e1r"ckl,xltj.'




The program in Mirebalais had started during the last two
mornths of 1983 while in Cite Soleil, the rehydration center had
been in operation since 1720.

In the spring of 1925, mothers of children born in 1953
and in 1994 were interviewed in Mirebalais in Cite Soleil.

The competence of these mothers= in ORT as defined by &
number of correct responses to a set of questions exploring
indications, preparation and administration of ORT, was measured
in these two settings. The results showed a higher level of
competence in Cite Soleil where 78% of mothers could answer all’
questions correctly as opposed to 51% of the mothers in
Mirebalais.

The detailed findings for Mirebalals are as follows

Sy, Ot of a total of 1147 mothers, the age was known for
(20%). Of these, the age distribution was as follows :

Table 11. Age distribution, Mirebalais mothers, 1w35.

Age group 4
15-1% 3.9%
20-27 54 .5%
303 34.2%
Over 40 7.2%

[ itwr oy .73.3% of the mothers were 1lliterate.

bt af ko Ledes o ORT

af  the group, 5% of mothers had a general understanding  of
what oral rehvdration therapy meant, and 26.5% could recogriize an
ORS packet. 92.8% of those who statec that they krew what ORT was
could give an adequate explanation of 1t.

When competence 1in  oral rehvydration therapy was gradedc 0O
(least competent) to 4 (most competent). 1l&.e% of the mothers
could be classified as "least competent”, 1&.3% had a "1°
rating, 11% had a rating of "2", 13.5% had a rating of "3", and
40 5% were classified as "most competent” (table L[2).



‘Table 12. Competency rating in ORT, Mirebalals mothers. L13aS.

rating

score p-4
o la.a
1 1.3
2 11.0
3 13.5
4 42.5

thoe of ORT and compaitencs.

There was a significant progression in the use of ORT with
regard to competence. While #&2.5% of mothers not compstent
reported using ORT, this rose to ?1.7% for fully competent
mothiers.

B. IMMUNIZATION

The MOH of Haiti hes defined the immunization target for
the country as having 230% of infants vaccinated with BCG, DTP and
measles vaccine by the time they reach one vear of age.

The role of the community health worker in & defined
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 children immunized. ‘

Vaccination, from the point of view of the mother, is &
passive service; the mother herself is not the instrument of the
service as 1ic the case for ORT. She must of course have an
understanding of the purpose of irmunization but the extend - of
knowledge required in this regard iz not as clear as it iz for
aral rehvydration therapy.

The Direction of Health Education of the Mimistry
stresses the following points of krowledge for mothers -
1) Schedule of immunization
2) gide-effects to be anticipated
3) specific illnesses being prevented

The specific task of the CHW with regard to immunization
‘therefore, is to teach mothers the wvalue and schedule of
vaccination, the side-effects to be anticipated and the speciflc
illresses being prevented. In addition, the CHW must ensure that
" all mothers do in fact get their children immunized. In the case
of wvaccination, vaccine availability is more a function of  the
visiting community health team that of the community  health
wor ker .



As was the case for ORT, acguisition by mothers of kriowledge
concerning immunization could be obtained by the mother via

different routes including the media, health personel . Mo data
‘are  currently  available on where in fact mothers get  their
information on immunization. In our two Study , settings,

Mirebalais and Cite Solei. n ::hers are taught about immunization
in approximately the same way :  group education sessions held by

a nurse or a health worker followed by individual instruction as
the nurse vaccinates the child.

Whether letting mothers know in advance akbout
immunization sessions and teaching them in groups - about

immunization &t a rally post is enough for the CHW to do was
investigated in Mirebalais by looking at patterns of knowleédge
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 :

Ao . The average age has 2% years with the following distribution
(table 13):

Table 13. Age distribution, Mirebalais mothers, 19E05.

Age group N 4
sos than 20 13 4.1
2024 ’ =23 2 .35
2527 7E 24,12
30N=34 ST 17.77
35.3% 53 le 52
40 -+ 34 10.77%
Total 315
fei Lear . These mothers had given birth to an average of  4.24

children of which 3.77 were still alive. Each mother had lost an
average of one child.

The average age of the voungest child was 17.55 morn ths.
The average number of children under five per mother was 1.&05.

e bion . 75% of the mothers were illiterate.

Knowledge about vaccination

whern asked to explain why it was important to have a
child vaccinated #9% gave an adeguate arnzwer. Furthermore, w2%
aof these mothers knew how many vaccination sessions a child  had
to attend in orger to be fully vaccinated.



Immunization coverage

Despite this fiigh level of knowledge about
immunization coverage for polio vaccine (3 doses or more) Was
50%: 50% for DTP; and 36% for measles vaccine. :

This discrepancy between knowledge and mractice may be
explained by a number of factors including the following -

e Lonal vace ine shor bages . Between 1923 and 1925, the period
wheri these children could have been vaccinated, vaccines uwere
occasionaly unavailable in the whole country. This factor does
not adequately explain the discrepancy because most of these
perinds were brief.

- a policy, for the case of measles vaccine, not to vaccinate
children over 24 months of age. While this factor may have
plaved a role for children 24 months to 5% month=s of age, it does
not explain the fact that measles coverage is low sectors where
the vaccine has been consistent available. '

Other explanation might include the opportunity cost of
bringing & child to a vaccination session were mothers may have
to wait several hours for their turn, side-effects from the
vaccine, particularly fever, and cultural taboos which tend to
restrict vounger infants to the home.

Wher these issues are viewed from the perspective of the
task assigned CHWs with regard to vaccination, only the latter,
taboos, would appear to be particularly relevant. .

The opportunity cost for the mother of bringing a child

to a vaccination sessions might ke reduced with greater
efficiency on the part of the vaccinating team. A better

understanding, or acceptance of side-effects. might be achieved
if the vaccinator spent more time discussing these issues  with
mothers, and gave each mother an anti-pyretic far the haky.

Discussion

In the case of ORT, the data suggest a relationship between

competence and use. Maothers who have used ORT  show  greater
competence than mothers who have not. Whether 1t iz the

inureased use which leads to increased competence or vice-versa
deserves further analvsis.
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Competence in immurnizatiorn is more difficult to define - as
few authorities agree on what it is mothers need to krnow
regarging the intervention. The mothers in this study were
tested on two poii s : indications and number of dozes. The wvast
Majority, of mothe, 5 gave an adequate answer vet coverge was only
50% for Z-dose vaccines at the time of interview (this include
come chi’dren under one who would riot have time to receive the 3
doses) . This confirms findings in other societies where it 1S
not  always clear that if mothers knew more, compliance woild
improve (Brown et al, 1930; Christodolow et al, 1931).
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i In Hdltl,'wherp more than 40m Of dEdth = of children  under
five are -associated with diarrhea, it could be surmis sed . that
elimination of diarrheal deaths might have dr‘lqnlflfdﬂt impact.
on infant and ¢hild metdlltV In & best scenario hvpothesis,

the introduction of - effective intervention such as oral.
rehiydration therapy, by v1rtudlly eliminating all deaths due  to
diarrhea, would cut the under five mortality by 40%. That this
would be unlikely to happern is due in great part to thP fact that:
children saved from a diarrheal might very well dle from arother
illriess. This is particularly true in Haiti where less than 40%:
of children under five are normal nutritionally.  Malnourished
children are known to be at incre a\ed risk of dylnq of a . variety.
of 1llneage@.' i T

In' the bebt of «1rcnm~tdnrw~, therpfor the- thEOFPtLLdl

effectiveness of oral rehydration therapy would be limited by the.
pyoportionate mortality rate due to diarrhea. In . practice, 1t

would ‘be also limit 4 by the number of mothers making effective
use of it. : : S R

: As we have discussed in preceding pages we have  suggested
that the principal role of community health "workers with  regard
to 0ORT is  to make mothers competent in o the qu_'of oral

rehydration  therapy, to ‘motivate them to use 1t and to. ensure
that oral rphydr1tionrsalt3 are available and accessible right at
the v1lldqe-r : : ' o

e An eqtlmatlon of the effectiveness of oral rehydration
therapy use in a hospital setting in the reduction of - the case
fatality rate of diarrhea is straightforward although in the
absence  of -long term follow up, only short term  results  are
‘available.  The results have shown (OﬂClUHlV@lV that HRT Cdﬂ, in
fact, 'reduLe the case-fatality rate due to diarrhea. '

,,,:An eﬁtlmatlon of the impact of ORT use on infamt and - child
mortality  inm community-based programs - is more . difficult “to
‘accomplish. Use implies the presence of a living child  who
‘suffers from diarrhea, thus raising the possibility of  kias =
mothers found to have used ORT are more likely to have  had a
‘surviving child: than mothers who have riot made uwse of ORT. '
is lhp prlnrlpdl task requexted of the CHW. '



: ora 7'rehydrutlon thprapy 7wAJ?'1ntkﬁdugéd}ii
\erles of v1llage -hased demonatratlon

Tort and on babies whio would bpcome a year'nld or more- in lj,
'obable\ born 1n l”ﬁq.', S S B ,4 E

'ﬁfThe ob1ect1ve of the study Cwas th detprmlnp rwhéthéfflf
> of ORT. ~ was associated with a fall 1n the 1724 IMR  and
v’l— iyear mor dlltyrrqte.r SRl R

S :WOmen expeuted to give blrth in 1924 were identified through:
a - ommunlty survey of . 5000 households conducted in late summer.
1223, - From this community survey, pre egnant womer with a prnbdble -
date of,dellvet,'ln 1934 were identified and their names used to

create .a pregnancy register. THis register was periodically
‘updated  through domiciliary visits conducted by village “health
agerits. -~ Through these visits, women who became pregnant

;subgequent to the initial survey but who were evpectwd 'to7jgive -
birth 1n 1w%4 were also identified. R

: VThe survey dl\O identified a cohort of chlldren borrn in 1933;'
‘who would reach their first birthday in 1754 '

: Between March and April 1785, the mothers of these  two
groups  of  children were interviewed in  their villages. The
5\urva instrument was a three part que»tlonndlrw the first part
~-being an db?@Vldt@d fertility history covering the 4 most recent.
,pregnancy outcomes, the second part being a socio-demographic
survey, the  third part “covering - the mother5 kriowledge  and
‘utilization of oral rehydration therapy. L '

‘Mothers were divided into two groups :  those who were
‘users of ORT and those that were not. ' ' : o

S For each group, the overall survival for birth cohorts born
“in the vears 1931, 1932, 1923 and 1924 was  measured using . crude:
,;moﬂtality and survival data as noted in the fertility history.

e M T S -
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ilerenEFal‘charactekistics]of the study population.
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e Le»\f than 4% of the mothers were 1% vears old or younger;

5 R[4 5% were 20 to 2% years old; 34.2% were between 30 and 3% vears
,:ofrqge, dnj 7.2% were 40 vearﬂ old or older (table 14). g

seminars targeted -
) in ‘November -and December of 1723 It wd~,nnticipatedr?{
5the impact of the program would be felt prlmdrlly on - babies -
,ln lWHJ, this thlng an effect on the IMR for the 19284 birth



'1Téb1é 14. Age of mothers, Mirebalais, 198S.

‘age group N %

less than 17 40 3.7
2027 562 54.5
30-3% ' 353 34.2
40 and over 74 7.2

Parity

Parity status was available for 1040 women (70.&7%). Of those,
162 (16.3%) had experienced only one birth; 453 (43.s8%) had
experienced 2-4 births, while 418 (40.1%) had experienced more

.than. 4 births (table 15). .

Table 15. Maternal parity, Mirebalals, 1935.

parity N 4
1 169 16.3%
2.4 453 AJ.ER
more than 4 418 40.1%

AR T ST PRy

Literacy status was unavailable for 121 women. For the
remainder, 245 (24.2% were found to be literate against 773
(75.2%) who were illiterate (table 1a&)

Table 1é. Materrnal literacy, (Mirebalais, 1935

N -
Literate 248 24.2
Illiterate 77a 75.2

S cpa b Lonal sbataes

24 7% of the women reported that their work produced income a
opposed to 72.1% who said their work did not (table 17).

Ui

Table 17. Women working for money, Mirebalais, L12E5.

o

5
ves 27 .4
no 72.6



AR A e

an.a%  of the women reported living in a two—room house while
£.4% stated they lived in a one—room house. A houwse with more
than two rooms was avalilable for 25% of the mothers .

Ty of poaof

50.2% of the women reported living in a house with a tin roof;
for 36.7% of the women, the roof of their house was made of straw
while, for 12.3%, the type of roof was unknown

ooy e

a2% of the women stated they had a latrine as opposed to 5&%
who did not.

~r-roy

33% of the women had a radio in their house as opposed to
&7% who did not.

e ot ke
For 52.9%% of the women, the water came from a spring. Far
21.4%, it came from a river. 10.2% obtained their water from a

pLpe. For ©.4%  the water came from another source. Only 1%

reported obtaining the water from well. (Table 12

Table 12. Source of drinking water, Mirebalals, 1735.

souice ' 4
spring S5
Fiver 21.4
pulxlic fourntain 10.2
well 1.0
other sS4
Incidence of diarrhea for the index child

s2 9% of the mothers stated their child had diarrhea "within
& two weeks" as opposed to 47.1% who =said their child did

o+
o
D
—
o

iy
et



f'thé?w6Méﬁfwefé'nber: or URT (ever—uaed) whlle o3
musers. 46 4% of  users are Fully: (umnetwnf nf dll

'{j4 l” can be tonaldered compptpnt USers.

?;he'rmotheru whOsP'fhlldren had hdd dldfrhpd 7dﬁriﬂ§}

- two weeks" S, 12z had o used ORT. Dther. trndtmwnt~;
;muddlltlem" used were Twater 25%; prescription vdrng_fz@éﬁ,

;ttddltlondl medlalno'”ﬁ.ﬂxf,other,rpmgdle: 3%. (table 19).

~ 'oRT

S : 331
Cwater oo R 25.0
Cdrug R 7.7
- traditional medlrlne S 25.8
“other remedies - 3.0

A Factors govern ing the ose of CORT L

- Literacy. Literate womer were more likely (p=0.00&5) to use
ORT than illiterate women. 23.1% of literate women used ORT  vs

74.7% of illiterate womer.

f,wofk for income. workingrmothers were less likely to use ORT
compared  to non—working mothers (55_2 vs 78.7) - p<.000L. '
??Pé'u? Pt

e Women living in larger houses were more likely to ,usef,ORTi
- {pL0001) . ' a ' : : '

'thﬁ¢ﬂm 

. 'frwomEH'uho'had latrines at their disposal were more likely to
“use ORT than women who did not (82.2 vs 73%) p<O00OL.

- Womern who had a radio were also more likely to use ORT than
'women who dled not (& O._ VS 74.06) p{OOOL- ' B

ThyLd&th;cJTRngrhéa,
women who reported their child had diarrhea “"with the 'laStl

©two weeks were more likely to be users of ORT than women. who - did
not (UO,? vs Z23.7) p= . 00%3 : S : e

22 ).Ohi'



. VThere' was a significant progression inrthe'userof ORT with
‘regard to competency. - While £2.5% of mothers  not. competent.
‘reported using ORT, this rose to #1.%% for fully competeent.
fmofher ' ' : : o ' ' B R

Palberns. of ORT use for mothers of children born in 174

A total of 683 mothers were interviewed. I thiSVSubquUp
77% were users of ORT vs 23% who were non-users. While 15.4% had.
“a competerce graded "0", this rose to 41.2% for the  most
competent . : , : o :

, For this group, incidence of diarrhea within the last two =
weeks was - 57.4%. 0f these children with diarrhea, 140% were
“treated with ORT. The remainder was treated with a variety of
remedies  including water (24.9%), drugs (7 L3%),  traditional:
medicine (23.1%) - ' '

Of those mothers who do not use ORT, the most common FeESon
for not doing - so is that they did not know how to use 1t. 5

Table 1% Reasons for not using ORT

Does ot kriow how
Not available

E

j—
S S BN
e
4

€

"Multiple reasons G2
Other 33.5%

Such  factors as literacy, tvype of water, availability—rof
latrine were not found to be statistically significant in this:
subgroup - ' : B

B ke nfOONT  Aand mertal ity 0L bleth o cohoety oo

: ' The overall infant mortality rate for the 1924 birth cohort
‘was  72/1000. The level of the infant mortality rate was not
szignificantly affected by ORT competence. As for 111UL5L1 the TMR
~for childen of literate women was 51/1000 and  £0/1000  for
“children o of illiterate womer. The differernce o was . ot
Cstatistically significant. - : ' L e e
The IMR - was W“'lDOD for non=users of ORT and 5%/1000  for
th ' differenue did not attain  statistical significance

fE;
1737) .

"7"—,[

||®<fw

p

o~



Al though the trends in IMR difference persisted when
controlling for various factors and when comparing wsers Lo non—
users, the differences did not attain significance. For literate
users, the IMR was 43/1000; it was 71/1000 for literate non-users
(p=.25843) . For illiterates, the IMR was &&/1000 for users,
22/1000 for non—users (p=.355%)).

whern comparing mothers of surviving children to mothers of
dead children, no difference could ke found in terms of ORT
knowledge or competence .



A Pt iers of ORT woe For ool Dadeen Doea b DUHES

For this subgroup, users significantly differ from non-users
in several characterisitics.

a7

Q8.3% of literate mothers are users vs 74.7
mothers (pP=0.0033).

32

of illiterate

T of poaf

The tvpe of roof also makes a difference. Women living in
houses with & straw roof are less likely to be users (p=0.0013).

oy e

Se

.%% of women who have latrines use ORT vs who do not

have latrines (p=.0002).

N
N
p—
R

cobdeec e af arehene Mlast 2 weoloa'

24.1% of women whose children had diarrhea are users vs
74.7% of women whose children did not have diarrhea within the
last two weeks (p=.0202).

T e U

Increased competence 1s  assoclated with 1increa EPj se.
34.7% of fully competent mothers use HRT ve &6.1  of "least”
competent mothers (p(.ODUl) .

s
-
'~

S N ey gery ) . 2 LY . . ey TIT N o g b I 3
alibry aned weme of ORT For LOEE birth coolior b

The overall mortality rate for children of uwusers of ORT orn
i 1983 was  9E/71000. It was for children of non—users.
The differernce was not statistically significanmt (p=.1292).

U Tr et i mortality before and afber the ntrocdue biom b ony

The sasurvival status of children borm alive in 1720, L1931,
a2, 1WE3 and 1994 was analyzed. Since ORT was introduced 1n
ate 1923, one would anticipate no difference 1n mortality

n children of users and children of nom—users for the vears
, 21 and 1932, If ORT had an impact, it would be shown by a
ecreased mortality rate for the 1983 and 1934 birth cohorts.



For children of users of ORT, the unadiusted mortality rate
far 1990 through 1954 was as follows (Table 21)

Table 21. Unadiusted Childhood mortality rate , 1%30-1%24
“offsprings of users of ORT
(ORT introduced in 1%33) Mirebalals 1730-13&4

N Rate
1320 25/189 142/1000
1931 42/23% 14071000
17a2 50/232 21&/1000
1983 3&/ 369 25/1000
13E4 27/460 5%/100C

The changing rates are significant at p<.0001

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

Table 22. Unadjusted childheood mortality rate,
affserings of non—-users of ORT,
Mirebalals, 1780-198<

1950 /55 12%/1000
1981 11762 177/1000
1982 13/68 , 171/1000
1923 15/100 ' 150/1000
1934 13/1492 22 /1000

In this case, the changing rates do not attain statistical
significance (p=.2624).

The differences persist when controlling for confounding
variakbles.

Wwhen combining the mortality data for 1330, 1221 and 1922

the combined rate is 18271000 for uwusers and 173/1000  for non-
Users. After 1933, the combined rate is 74/1000 for users  and
115/1000 for non—users, a difference of 35.&%.

AT O

The data show a persistant differernce 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 soclio—-economic characteristics. The differences

persist when these characteristics are taken into account bt do
not attain statistical significance.



The fact that more tharn 50% of all mothers are not competent
in at least one aspect of oral rehvdration therapy is great cause
for concern. It appears that the most fregquent source faor error
is the quantity of solution to be administered to the child with
diarrhea.

Shifts in mortality between 1920 and 1924 may be accounted
for the most part by the length of the follow-up period, ranging
from 1 vear for children born in 1984 to 5 vears for children
bormn in 1730. It is of interest that these changing trends wetre
not of sufficient magnitude to attain statistical significance
among non—-users of oral rehvdration therapy while they were for
users. In 1983, a community health program began 1in  the
Mirebalais area. It incorporated. many interventions incluading
pre-natal care, family planning, immunization, growth monitoting
and oral rehvdration therapy. Wwhile our data suggest an
association between oral rehydration therapy and redilced
mortality levels, it does not conclusively document that one 1s
the cause of the other. An alternative explanation is 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, 1.e.the positive deviants.

This study supports the notion that while ORT shoulad
continue to be promoted widely, 1t may be necessary to adopt
better educational techrilgques to get the message across So as to

make all mothers thoroughly competent in i1tz use.



I V_A. e N N L TRy
REAS] .r"lll

More than 100 000 thld“en a vear acquire’ med&lp- lh—Haiti;f
4egaleA' d\fthe cause of death is vastly undereported: 'in Haiti. =
Iri fact, “many Haitian ped1atr1c1dna Tdo not fppl that it
_Oﬂ’tltuthia ngnlflLant auxe of dnqth. AR T

The £ tudy that is belnq reported was dealgned fn:'defpkﬁinef'

whether immunization ~of children with measles vaccine - is o
associated . with a rreductlon of .- chilhood mot qlltv.,,,,ihét;

1nve\t1th10n Was carried out in Cite Soleil.

ﬁpfhodq

o s et Yot e s

~During “the month of October 1932, measles vaccination —was

lntroducedr,ln Cite Soleil. All,Lh;ldrenrfrom,é,mOnths'-througH
five . vears of age were offered measles vaccine. The parentz of

infants & to 12 months of age were asked to participate in.
'SQEQlOQic'Ttudies after the nature and purposes of the study were .
explained in their native creole. Age (in monfh~) was ueflnwd as
theitatal;numbap of completed monthb-

~In - December of lq“” 10,000 mothérs livihg;inrcité' SoléiL

were interviewed rGerdlnq fdctor~ though to be determinant  of
child - survival, factors including @ soclo-economic St b,

fertility, family planning, use of oral rehydration therapy. oOf
‘these - 10,000 women, 1401 were mothers with childrern who would
have bheen & throu 1 12 months of age at the tlmp of the  original
'méaéles vaccination period (Qctober 1352 -

;REHAIt‘
Flve hundred and nlnetv-Flve lnfantu Ef 2 months of age were-
VdfClndted ~inm Qotober 1922. one hundred thirty—-five (22.8 per
.ent),rmf 531 infants had measles hemogglutination -imhibiticr
‘antibody titers > 1.10 at the time of vaccination. Four hungred
fifty-six infants did not have Tantibodies  at  the time  of .
1Vdfalndt10n.'r Follow-up. blood specimens were obtained from 333
{(73%) of these 45é& infants of these 333  infants, 267 sero—:
"onvprted dfter VdCCin&tiDn'( 0.21 IR S

- Inltldl "tabu¢1flon : of’ the ' w'4 \urVeyrf'resultédrfriﬁ‘
vldPﬂtlflLdtan OF ”OD OF the 592 ghlldﬁen v;Ccinatéd:ih l939;7,7'

: Prellmlnaryj reSults jfeVeal that only 2(1%)  ofl'thé r2DO3
~children  who had been Vaccinated1in'0ctober'luH2'iad’die(,ﬁrfageﬂ
12 months or greater. ~ In comparison, of the 1200 \1mlldr,*§,agedf

infants who were not vaccinated, &6 (5.5%) had died at a 1z
months or greater (p<0.01, chi aqure\ Similarily the ra TP;Qf;
”ho~p1tallzat¢0n faor - hildren who had nnt had measles - was - much:

ilowwr tHdn the. dte of thldren who hdd med le:-



CAND P y -
It is being 1nfreﬂﬁlngly 'well Fecogniz ced ‘that

,morinllty riaéwaith~d shortened birth interval (Hobcraft et alo,

EgpreqndnLy outaome."

infant

i3) . The presumption is  that it is the shorterned birth =
1ntprnal per year - which is the cause of a- subsequent. adverse -

i Alt@rnatlvp explanations include the fact that ~womern who -~
" experience a shorter birth interval have special  charac teristics

o which lnhprently place them at higher risk of a \ubaequent lﬂfdﬂt7$ 
"{dEdrh, fdktOP- «uLh as llteraLy; @dU(dtlDﬂ,'Ot 1n¢ume, RSP

S wlnnlkoff (lWHS) ‘has suggested that the incre::ew nortality
3330c1dted, with a shortered birth interval may be related to the
replarement phenomeron : women who have already lost an infant

Srare - more  likely to devplnp 4. new pregnancy.  Their previous

infant death experience, evidence of higher "“k,,"athpf than the

~ o short interval, accounts for the increased mortality risk fmr'pheng
':5 Hub~Pqu9nt deth. uk

Ne hereby ,erort ori the pregnancy out(omp nf mntuer‘ whio

*,bﬁ(dme pregrant twice within a two calendar vear pPrlHd (l”',
S1924) in Mirebalais. ' :

O OMETHODS

qtndnrparriripantq
o All womern Vldentifiedras being pregnant at the time of = the
imitial  population survey, as well as all  other  women -~ who

© - subsequently became pregrnant, ‘were identified thrnuqh a ovitals

events monitoring program conducted by village health workers.

7 For each pregnancy culminating in a delivery. in 1954, cutsome was
o determirned and recorded in one the following manners + abortion
C{miscarriage), stillbirth, neonatal death, death after the first

.”i,rwnorftfl-

and

In  addition, a guestiornaire was applied to women whd'wefeif”

Cdue ta deliver im 1984. Trained interviewers obtained data on -
_previous pregnancy outcome for each woman. - e A

';RE$Qlts'

':A' total of  &83  women:- _having given birth in 1924 were

"}1dentlfled - The age distribution of the group. is givern in table

7one. ,—‘

AL AneL The majarity of women were le:: ‘thar 30
of the women were less than 20 .years old while
over .o e N o S

vears old:  3.5%
7.8% were 40

or o



cobirbhooo wu'! . Of the. HHTﬁwomHn, Ju,

glven,birth,Ih 1953 a
e (4‘—\.‘\ hctd lO:\t the baby WI’IO was bOf Ao lPES.

%rwﬂnun(V,,nHL(nmu' Prpgndncy outcome was noted for the two

groups g:; ‘women . who gave birth in 1984 and who had: also given
~ bir 3
”cgpigth in l3ﬁ3

e

[ _«5»_( 1 ]] fa

thats year. Of the,same group, 32 had also been pregnant in 1931,

and 18 in 1982. The stillbirth rate for 1981 was £2/1000 while 1t':
CAWES 111;1000 in 1982  The %4 women e<perlpnred 9 stillbirths o ind

1983 (rate 92/1000) and 2 stillbirths in 1984 (1%/1000) .

; hdd?f ;f
s well as inm 1 Wh4 \l4.q47}. Uf the 4H wumpn,f’*'
th in 198 j, ‘women- WhO gdve blrth in lHU4rdﬂd who,did notigive;i'J'

5 .affh abe. For the first group of womer, 20 hdd'dlio:bééh   e
’,pregndnt in 1980.  None of these 20 experienced & stillbirth for .

N By;comparison;r'the 535 women who gave blrth in i?E&'butghad«‘f;
- not given birth in 1983 experienced stillbirth rates of 12/1000 -
Cinole=30, 0 7/1000 in 1981, lS.n/lOOO in 1982 and 15.58/1000 in 19734

f(tdblp 24) .
7—]“n{ luﬁtad o bl ity pate For o sucooss bves it vodiee Tao

- - Table 23 summarizes the mortality experienced of Children:"
Shaorn between 1320 dﬂd lqﬂ4 for the two groupﬁ of womer .

e S Hhen' the murtdllty experience of children of mothers wlt A

oshort birth o interval is compared to that of mothers who did  not
- give birth in 1983, the relative risk of death is 1.1% for the
01980 birth cohort, 1.4% for the 1981 kirth cohort, 4.16 for the
8 R =) blrfh Cohort'and 3.57 for the 1924 birth rnhﬁrt.

Nhen, the - data wa:,dhdly ed using only multlpdrlty wmmen,_,'

_performing logistic regression to determine to whai extent birth
cipterval is a predictor of infant survival, the significant odds
cratio - (alpha = 0. 05) for infant survival as a factor of long wvs
- short birth interval has 4.1971. SR

The “attributable ris 1. for infant mortality (1934 llr““

rgjfﬁbhnrt)r WAs Ldlguldtpd for short vs long birth interval, (sing
- the above odds ratio. From the raw data, - the unadjusted death

5, ;ratu; for Lh;ldrpn born to multlpdrltv mothers following & - longr*  '1'
“obirthointerval .o was 14/1460 = 30.4/1000. The unadjusted death -

:r}ffat@{jfdﬁ chiildren born to multiparty mothers following a -short.

f1;gttﬂibutablerri3k was P6.533 deaths per 1000 womer.

birth o interval was 11790 = 122.2/1000.  The ,calculatéd;‘




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

- 0.714 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 -
Variable Odds ratio 35% confidence interval

Long vs Short
birth interval 4.1%71 10.&6%9:1.64

Discussion

This study documents that in & situation where women  give
birth tuice over a period of two successive calendar vear the
replacement phenomenon may be in effect as half of  those cases
had lost the first child.

Women giving birth twice over a period of two successive
calendar vears are 4 bimes more likely to lose thelr child. oy
study  suggests that focusing on these women who may contribute
less than 15% of all births will allow the prediction of as many
as one third of all infant deaths. Preventing these births would
reduce the infant mortality rate by 10%.

In our study, a short pregnancy interval is assoclated with
an  increased stillkirth rate only to the extent that the
stillbirth may be the cause, as opposed to the end-result, of a
short pregnancy interval. Women who lose their infanmt at  birth
ar  shortly there after do not have the contraceptive protecticn
of breast feeding and are at much higher risk of quickly becomirng
pregrant again.

It is clear that in a setting such as that of rural Haiti,
post—partum contraception is an intervention with a <significant
potential for reducing infant mortality.



TABLE

Age group
1
15-1%
30-24
25-23
3034
35-3%

40 and over

U
(K]

NN P

Ll VI VA
~ O~
)

1)

Age distributioft, women who gave birth in 1934,

TABLE 24

Stillbirth rate
Year 12280 1781 1322

Total (15/1000) (7/1000) (15.&/1000)

Sample 4/21a 17142 4/ 256
Short (0/1000) (&2/1000) (111/1000)

o Wacir

R "y 41T
S F e & f

birth
Cinterval

0/20

A

(72/1000)
/3

13.58/1000
11/5a5

(20/1000}

A e
2/



SMERT O SEL O I TYE ORI

E Thé FPldthP effectlvened; of “the three 1ntervwntlong, uralj
rehydr tlon therapy, “measles immunizatiorm, family plannlng, Was
compdred in Mirebalais using an an operations Sresearch Sand
tool, the multiple criteria utility assSessment. tdble,rlﬂ es tlmdte;
the relative “effectiveness of these interventions in . reducing
mOItdlltV mortdllty of hlldren 0-2 vears of age. R e

For,'Edch uf the three 1ntprvent10nb, ’d'wet of “tud19~ - was
conducted,ito determine  the theoretical effectiveness of - the.
intervention if all mothers in a given community were. to use’ 1t,r
The ‘results of these studies were reported in preceding pages.
Actual  use of the intervention as a  result of frnlnlng dnd
motivation of mothers by community health workers was then
measured.  Use-effectiveness was then calculated by multiplying
the percerit reduction in deaths with the percent of mothers
utlllzlnq the intervention. ' ' = L L

, ’Th@' process is illustrated in table 1, which represents an
an M.C.U.A. table, using hypothetical values for the ce
effectiveness (% reduction in deaths) and use (% mothers - Lsing
the inteérvention) of the three interventions aral . rehydration,
measles 1mmunlzat10n, delly planning. '

feduétidn in deaths) is derived as follows: if every mother of
children under two would use ORT approprldtely; 'death9 would e
reduced by what percentage? ' :

For oral rehydration therapy, the effectiveness measure (%

The use figure'(columHVS) is derived from the following:

if

community health workers taught all mothers whern and how to use
oral rehydratlon solution, what - proportion -would use it
,pnrertly : : S ' '
7 ,fFor ~measles immunization, an effectiveress measure 13
similarly derived: if every child were immunized against measles

By age one yvear, deaths would ke reduced by what proportion
‘The use measure is derived as follows: 1if community health

workers taught and motivated all mothers about Immuriz ration, whnt
prnnnrtlon of women would have thldrpn immunized?

dellv 'pldnnihq Pffectiveneu‘ is estimated similarly on the

 bqw1k ,uf the potential reductiohn in infant and child deaths ,ifi
all elijgible woman were to use an effective method. 7 Actual ase

;;a e‘tlmdted on the basis of the contraceptive prGleenLe ratel

Lot L e el Feoblveness

7 dblw 2 summarizes the use- effectlvenessrscmreﬁ obtained”fOf
f d(h ﬁF the three lﬂt@?VPﬂthﬂ:.': A s '

447J



thOrltl(dl PfFe(tlvpnaéﬁ of oral rwhydrdtlnn,'the?nﬁVQf
fdt Qs.bm.  This represents the per(entdgw redU(tanf'
qll mother _J*ed ORT qpproprldtely- o TEe e

our atudy Hettlng,, only 37.1 Z of mother 'wefércbmbefenf
nRT. S S S ' o

':'?fh use effectlvene:b of URT in-this. aettlng gfrthéfeféfe,f

ﬂlmmgglgggigggi*i “The  theoritical PffPLthHﬂPhn - of . measles -
'immuniZdtioh 1€'e\t1mated at 22%, o and the actual  use -
measured - 80%. The use- effELthPHEES score  for mPu‘le\'
rlmmunlzatlon 1: 0.17. ' : -
_gm;lz R nggg;gg The theoritical effectiveness of Family

planning is estimated at 26% and the actual use measured - at
11.5%. The use effectiveness score for family planning is U D?H

Discussion

" The use-effectiveness of specific: lntprvpntluns wlll vary in
different settings, dependlnq on the distribution of causes of -
death (proportionate mortality rate for specific illnesses),  the
probakility  of dying from other causes if death from & :peuific'
‘cause is prevented, the overall health and nutritional status of
'éhildreh; and the propensity of mothers to use the interventiomn.

: Uae is not'a4static phenomenon. . It can'be,antiCipatedfthat
more ,dnd ‘more mothers can be progressively recruited in o this
area. Use—effectiveness ‘may therefore augment as. - health

'eduadtlon dnd motlvatlon sessions: become mnr@ pffectlve-

poas

y The time,needed by & CHW to make 100 mothers compe ternt
CORT iz &00 minutes. ' el

The same is true for immunization.

“In contrast to ORT and immunization = instruction,  family
planning ln\tranLtlon,needs to be done partially on an individiaal -
‘hasi=.  In - Mireabalals, it would take 3000 minutes to make -~ 100 -
mothers competent. ' BRI : ' ' S :

. For each unlt time needed to save 1 life —with ORT or:
jlmmunantlon trdlnlng, we. need 21 units of time of FP nlannings oo



,ﬂFFw<t1VHn@\Q of eth of’the‘three intéryéhtionw
(hypOthPtl(dl valnpﬁ) ' : :

o <~> L Ey u)ai'ﬂ) (3)
nte ventlon ' Effectxvenesg ; S Use as a result of Use- effectlveneqs
n B (z reductlon in deaths) training by CHW (z reduction in.
» %) deaths) 
1 4
0.40 0.0 0.2
Qfmeaclea ST F . , 5 SR
lmmunlzatlon 0.20 . 0.3 ' B 0 D -
: 3o o : 6o S
famlly plannlng O 10 B 0.20 S 0,02

E{if,eVery mother ofﬁchildren under five would use ORT dpprnpr dtely,,'
;deaths'would be ﬂeduced by 40%

..1F every thld were immunized against meaﬁleﬁ by age,l;
',dedtha would be reduced by 20% :

=.1F every ellglble women were using delly nlanning,
dEdfhb would be reduced by 102

7,1f CHN tdught'dll mothet to use ORT, what proportlon would use LOFFP(tlY7

(;;f'CHw taught all mother“rdbout 1mmun12dtlon, what proportlon of women would75
-have' children immunized? :

';if;CHW'taught all womer to use family pldnnlng, what proportion of women
cwould accept and use,delly pL:nrulrug'7 N ' '




-

Effettivenegs,j , S Use as a result of o H‘am(FfurtlanP
(% reduction in deaths) rrdlnlnq nv GHW- (% rwdHLtJnn in
R + B - o . £ ay - -

: \m ”, I dpdt

ntior:. -

interve

1. 0ORT n‘“e L ' o3 o.';if{if;f-,

i

2. measles - 2
immuniz dtlﬂHr' Q.22

7y "
LRt

S0 Family nlunnlng 0.26 : o Q.11 , ST J.UQH,;;w

1.if every mother of children under five would use ORT appropriately,
Sdeaths would be reduced by A0% B o

(laad

C2lifevery child were immunized agalinst measles by age
jeaths would e reduced by : '

brd o=
R
Lo

ifevery eligible women were H‘lnj family planning,
cagaths would be reduced by 10%

A01F CHW taught all mothers to wze ORT, what proportion wold use correctly?

S.LF CHW taught all mothers about immunization, what prmpmrtibn'mfrwmmeh'mmu
~ have children immurrized? N ' e

Goif CHW taught all women to wse Family planning, what proportiorn oF;meenfr
would accept and uwse Family Planning? S U N




g ‘test the hypothesis formulated in phase I of this stidy s o
~ that for every unit of time a community health worker spends to
;'mdve & mother competent in the use of Serum Oral, s/he must spend
‘217 times this unit in the promotion of Family Pldﬂﬂlﬂq ‘in order
to maximize the number of child lives saved = ¥, ' : L

e s s b S i i e St a0 P T

- To ,determlne the' relative. ffpctlvenqu of  promoting
“mriority health care interventions by Community Health Workers to -
riall womer: in selected communities or to . focus promotion -

t1v1tle~ orn women. at hlqh risk of losing a child. e :

Secondary Objectives :

: Ta. determine whether women at high risk of losing a. child
are more “highly motivated to utilize available he dlth services
“than women who are nnt at high risk.

Study Design :

Random ~selection of twelve localities to comprize study
‘groups  based upon ability of the mobile Health team to  provide
“regular visits. Each of-groups A, B, and C will be rppremwnted
S ov Four localities.  Groups will be. defined as follows -

N O S T T TR All" registered women 15-45 vears of  age din o thes
community - will be invited by the Community Health  Worker to

“enrall in o the training program. . The population of Group & 1=

cestimated to ke 300 womer . “Fifteen graups of twenty women will

‘meet  for two, one—hour sessions during the nine week course of
the ~program  in  order to be trained in the principles of oral
rehvdration therapy. . Since each group of twenty women receive a
“total  of 120 minutes of training, one may calculate that each’ -
Cowomar receives £ minutes of individual instruction.  In addition, .
‘women - will receive 21 times this amount of training, or 126

minutes - for promotiorm of  Family Planning.  Family planning
instruction wlll take place on an individual basis in the privacy
- of thé woman’'s home. Principles, methods and personal attitudes
Sooconcerning dmllV Planning will be discussed between the mother
(dlLUldthnH C from  preliminary data. Final ~data slhig

: ’717;?:11 FFM et




ﬁdfﬁth Communlty Hedlth Worker in two sessioris of &3 mifutes

 éth;;;: DHe to Sconstraints Cin o available praject time,',and‘
{felativelj,',limitdtlonh of Commurity Health Uorker time, the

;numbpr'VOF'womén receliving lnNtFULtLUﬂ i Family - Planning: wlll be -
limited to thirty-nine. It is expected that the Ccommunity Health
wquer,'wlll promote discussion, group support systems and peer
“networks outside the group. - Each Community Health Uorker Sis
Cexpected to  work 12 hrs.  per week, following -a  three " day
Sreorientation session. ' : : L

':1,Givéh1§ 12 Community Health Worker Hours available per week.

9 weeks available for project completion 108 total hours.

15 -groups of twenty women meeting to learn Seruwn Oral.

120  minutes of instruction in Serum Oral = 30 hours  Serum
Oral : :

‘Leaving : 78 remaining hours for Family Planning
e Approximately 2  hrs  sessions = 3% women for -Family
Planning, ' '

Tirenip B Only women identified to be at-risk of losimg a ehild
will be invited by the Community Health Worker to enroll in = the
jitraining'prbgram. The population of Group B is estimated to  be
&0 women given risk defined by . the following criteria : 1) wiomen
'over the age of 35 who have four or more children, one of ‘whom
must - be under five vears of age. 2) mothers of more tharn  five
ichlldrenr arne of which is under five vears of age.  3) motherz of
~childrern  under five determired to be moderately or severaly
-malnourished (M2  oar M3). OrF 4) women who have  lost  a child
“within the past year. In accordance with the model developed for
CGroup A, - womern will meet for two, one-hour sessions in the give

L-‘D r-“u‘ 0.3

nine  week course of the program in order to be trained  in © the
principles - .of  ORT. Group B classes will be comprised ,mfrrl
cgroups - of - & women. Further 42 of the women in  Group - B wil
' ?9(H1VP irstruction in Family Planning.  Again, Family Plannin
Cinstruction Nlll take place on an individual basis in the privacy
“af the ‘womari’s home. Prifnciples,; methods and ppr»nnal attitudes
cconcerning o family pldnnlng will be discussed between. the mother
and - the Community  Healt Worker im two sessions of @ &3 minntes

,}each,ror,d work 12 hours per week on these activities and will be
';e%pmrted to- promote discussion, group support systems and péer'
networks outside the group setting. = These workers Swille lso
1;reaw1ve the thrpp day reorientation session. SN



7{blvwn:}}l” (ommunlty Henlth Nnrbpr HQUﬁg available per week.

ff?i wwpbn'}fbk'available'Fmr PrnleLt complétioh'i'ilOB:”topaIij

h,C)L” e L R o ¥
Vj2,unw—hour759551 ons . OF Serum'mral Instruction. e

6 qroupa of 10 womer: meetlnq to learn Serum Oral ¢ 12 hours
\_>.() : s -

J'Leaying : 96 remaining hours for Family Planning

riAnprox1mntelv 2 hour  sessions = 48 women  for Family
S Plarning. :

CGrowp o 0o This group represent the control group. Commuriity.
_Health Workers: will nriot be trained in program obljectives  nor.
provided with time allocation schedules. It is assumed that they

will continue to promote health services as in the past..  These
“Workers  were however invited to participate in the three dav’
‘reorientation session. it iz estimated that each Community .

jHealthr_worRer in Group C is responsible for approximately 306
Swomen .o ' ' ' ‘ ' .

The twelve Study Groups include :

. Group A : Domond Mirebalais  D'Estinville  Bover
“Group B.: Mme Gvr Bavasse Niva CLaborne
Group C : Fond Michel Corporan Desvariewxs Gilbeff

- Training and Orientation

S Program orientation for Community Health Workers . took place
in two  full-day - and ome half-day sessions From . Wednesday, -

- September 25 through Friday, September 27. - Community CHealth
CHarkers received 32 .per diem. ' : : ' :

Durlnq the orlentdtlon,, the Community Health Warkers were
ddVl o - of Sprogram - goals and prnv1ded with & training manual

,'prppdred by Faith Greenfield Lewis. The manual, executed by Dr.

‘Eustache of the Ministry of Educa tlon, ~covers the principles and
Cecorrect usage of Serum Oral, Immunizatior, MNutrition and Family

Plarnining. ~ Most ngnlflLdntl it emphazizes collaboration,
participation dﬂd group dVﬂdmlLH, “discussion. Commnnlty Health o

,¥Norber‘ were supplied w;th learning aids to promotm the approach
pJQUtllHEd %r the manual. (See manuel, appendix b). R

2 Furthpr,,'all' Commuriity ~ Health -Workers  were ‘adViS“
. ’prngram incentives, —and given schedules. appropr iate to the = Ay
ogroup.  to7-which7fthey'weﬂe d“¢1qned (see horare; nrpendx,' G

1



, : = 'wer'ffq1wpn in dd‘H tu fnrmnlatp fhplrr ;em1ndrﬁf
;gvjupb_f In 1dd1tlon, each Lnlldbordtor was assigned a ’rhpduledj:

. further provided with a list of 20 "at-risk® women to whom. they
f5N9f:,tQ;PdY domlLlllth v1\1t for family pldnnlng. ’ : e

t,rereu\ul t'\ S

Of" the' 12 initially LhObeﬂ Vllldgek ‘=lated for
, detlLlpdtan, tuwo were eliminated, one from group A (Mltpbdldl¢)'
~and one from group B (Niva). Mirebalais was eliminated because

of the reductance of the Community Health Workers to participate.
~ Miva was elimindted because it had not completed its census, thus
lacking invital background information. Miva was replaced- by -

~another -village (Desvarieux) which was shifted from group U {the =
';control group) to group B. ' ' B R,

The'Final grouping was therefore =

Group A Group B - Group C
Domond - ~ La Barne Gibert
-D'Estinville - Mme Cyr ' Comporant
SBoaver , - Desvarieux : Fond Michel

Bavasse

Below is & summary of what happened at each site.

[ RTINS

. There were 22 seminars held with an average attendance of
CoslSUE L womern . There  were 23 women visited for family planning...
~Total participation at semimars : 100 mothers. : e :

S : There were & seminars with an average of 17 womer - per.
ooseminar for a total participation of ( 3) mother:. There were 15
';imotherﬁ*v1\1ted for Famlly planning? : ' '

finA b

o Ther were 22 seminars ‘with a range of 15-20 Cwomer- in .
attendanice.  The total participation was 193. There were 42

mothers who received visits for family planming.

'me,,and - list of the &0 women to invite to participate. in thé'f
,;\urvwvrquemtlonndlre' (ommunlty Health. Hanpr from Group A wprewi



I

; Therrv were c:groupa of 10 Womer: . Each graup met jfwi‘éQg
;therw Wwas no: deentqum. ~The -health workpr organized an thr‘;

jgrnup nf mother 7
A tDtdl Qf 72 mothers partitipﬁted;

ﬁThereiwerei51 family planning visits.

M Gy

lj‘ '

L There were ‘groups of mnthpr‘ which met twice for-a total
‘of 12 seminars. ' : : o
groups of 10
group  of
group = of
group of

b )
O 03 0

A total of 5% mothers participated in these ORT Geminars.

43 mothers received visits for family;planning.

o Thete were & groups with an average of ©.7 mothers per.
S group for a total PdFtlLlPdtlDﬂ of 57 mothers. ' : : '

There were 4% mothers v141ted for Family'planning-

E R The CHN from Bayasse was drnpppd from the program (and 
csubsequently fired) hecause of time unavailability for the iob.
o TR f:'.- RS

3

R e b

C The CHW organized 4 seminars, blowing a conch before pach

faemludr to-assemble the mothers. There was no attempt to fur

',grvup AVPnge dtteﬂddﬂLE Wd\,lw mother\ per \emlndr_ ;

Thpre were 7 fdmlly plnnnlng home v1 Lt_-



jCHNfgtHef':o came sick and was in bed during most  of
cperiod. He’ ﬂugged to pgpform 2¢ 7 Family plunnlngq

 "| i h'—* l

’,The health workek,there'héld 5 seminars with an average of
mothpr:,per \eminar,and & total participation of 21 mothers..

He dld not repOFt”anyrfamily planning visits.

g , "ThiS exercise revealed that a limited list  of fmothéfsﬁ
“appears to be more manageable for a health worker to deal with- at

any one time. Whereas workers in group B followed the  schedule.
“reasonably  closely, the same could not be said of workerz . -im:
“group ‘A.  None of the workers from group A ever managed to cover

~all mothers assigned to them, in spite . f the fact that some heldf
?tu@ requlred number ur SesSSions. ' ' HE S

: fIt=,may, be thdt mothers such as those in group B who feel
that  they have been specially selected are more apt Lo attend
educational seszions. . ' ' L

: o In view of the operational simplicity of Turu;lnﬂ ort mnlheru
with at risk children, - focus which in our study does not deBdF
“ta severely penalize the other mothers  (they -acaquire their
Sknowledge at the rally posts), it would appear dquthQEOUL to
“irstitute & screening system for the identification of at. risk
~children. In settings where the brurit of the. educational effort:
takes . place at rally posts, additional educational sessions ‘at-
“the S village ,tgrqeted' to mothers of at risk . children ~have. @
“potential for 1mprov1ng commun ity knowledge with regard to key.
Cinterventions. : ' - e



CHEALTH WORKER: A PRorads

T L R s

' The QFVir' dellvpry QQntéxt';  PODUlnthH b.s j'fSeiectiQe ;
prlnhirvikwh11th t‘ﬂre_ s e : , & S e

The 'ddoptlonj of & populatlon hdb@j dpprdLh tu' prlmdry'?

hedlth care has been associated most frequentlv with lnrge—c(ale:f
FGMPdPLh pro1ecta conducted in population }ldbordtor ex'. . These
prn1wct\':wer e designated to provide informatior on  patterns. of

illriess  and death, the interactions of ontrlbuturV"Fd(lnr* -
demugraphxu gphdnge as well as the evaluation af the impact . of

Apenlflc health care interventions in developing countries {(Wyon

and: Gordon,,197l;, Kielman and Associates 1923; . Chen et al 5
WHD) s — ,. — R I

: In Hdltl,';qmdll area registration sy:temq thP bpen set  up-
primarily -as a service delivery  tool . “Population-hased",  in
this instance, has meant the registration of all target fdmllleH
within a specific geographic area, and more importantly, &>

5ystematigu effort to ensure coverage of dll families tincluding.
the poorest of the poor. : S S

" ‘The  pre-requisites for such -an approach include the
following - ' : : , L - BRU S

1. Total population registration and lnnq1fnd1ndl jata'
collection by each institution. '

o Multi-purpose  longitudingl  eurveillance  of pricrity -

health - problems. The accent is  placed primarily on  the

Hdentification of individuals in need of special care, FﬂlhEF 
“than on the*determination of incidence and prevalence rates.

7 3. LlﬂkiQE“ of  surveillance to service delivery thrnngh 
feed- deL loops which allow identification of non-= thlgxpdntu;
cand ‘delivery of special services to hlgh rlkv,qrnup :

, f,4.'70nfgolnq monitoring of coverage and PleUdtlﬁﬂ of impact
of  selective- interventions, - DdrtlLuldFl/ growth mon1turi'w

LR 10 T

?immunization,rfdmlly planning, and oral rehydration therapy.

The . secord  element  of this' approach iso its - foocus on
celective interventions. In Haiti, priority health problems, and
‘their related interventions, have been defined by the Ministry of
,Hedlth of’Haiti. The problems include : - S SR e

Diarrhea
o Malnutrition
o Tuberculosis
S Malaria
“High fertility
‘ﬂ;ImmunJL ble Dispases

= *fPfivaté:health 1n\tltutlond in Haiti tend to have a limited
~approach to the control of tuber u10u1~ and malaria. This iz due.



3 f:to thp ex1atpncp of & vprtlrdl program to dédl'wjth:éaCh;;

e pr LbleH—} The Crusade Against: Tuberculosis ‘on - the o one.
(cAaT) whfgh trains TB agerts and places them in (nopprdtlngj
ltutlun —ﬁdnd'qNEM “the ﬂdtlondl cervice for malaria control -
”frpllp~ Con oA ‘network of  &,000 villages - volunteers who '
'_trlbutp chloroqu1ne and do bloouisampllng.,' : ~ e

: For' the remdlnlng prlorltlea, ‘the Mlnlgtry of delth"h33~
Z\tdtwd which ‘intervention should be preferentldlly utilized:  for
;dlarrhed,, ORT; for malnutrition, grouth monltmrlng, for  high
gfertlllty, - family planning; for immunizable dl_ed 5. the
;appruprldtp vacc1neb.' SO S RO -

L A »Plectlve apprOdLh to primary health care could there. ore’
“be justified on the basis of the overall national PHC ~strategy.

In practice, it appears to be the only viable dlt rndtlvp for the
,;public,as well as the private sectors in. Hdltl. o

. 'Lerebour‘ (1935) kas reviewed ‘the rea:onm thLh have led the -
Ministry to adopt a selective approach - to health service
,;dellvery, the principal reason being the necpaulty nnt to exhaust-
?the llmlted r9\ouera of the Ministry. : e

have Londucted a Hlmlldr review for  the

S augustin et al ,
Cprivate sector (1985).  Most private 1nst1tut1un‘ in Haiti  have.
haracteristics: CoE

fthg,folldwing c

- 1. Very few have a. Cfull time manager attached to a community
j-health,prmgr1m- The person with overall responzibility has other
~charges  which may include running  a (hnnl, anperv1a1nq an
'qurltnlturdl project, running a. church wtc- P

G 2. The staff: at these institutions is quite llmlted wlth no,
more than 1 physician, 1 or 2 auxiliary nurses and 1 record
~keeper typically. The physicians are usually quite young,. one fol
~two years out of medical school.: The auxiliary nurses thﬂ ~had.
“'mine  months  of Aursing  school training; < the  record heeper
:,frequentlv ha not completed'primary'school. ' ' : g

e 3 The ,finanéial Fesaurc es Vdf- these lﬂ“tltut1cn»"aré
{,avarplv “limited. ' S . :
4. These institutiors calready  conmduct  as full- Flmdqed

?fxu(gpssfnl o in their view, curative care program which they are
ffunwllllnq to dbdndon. o el R T

o Another ]thlFlLdthﬂ for ~a selective npprnnch has  been.
lferdched in pFeVlDUH sections of ‘this report. = Even with the few:
;ﬁjlntprventlon\ that must -be lmplemented in the health worker may
Cﬁbecome QUlLPlV overlndd ed. , : : : T

i The thlrd Plement af a pnpuldtlon deed dppquch to se /1Le
'Vfdellvery'la the notion of coverage.  The principal- justifi C1tlon

“for. populatiorn registration in this context iz not research ,crl
f,elendtlon but rather the improved service dellvprv Nhth results
o ermi mdlﬂtdlnlﬂq rosters. of “PPlel ‘target qrnup - POpuljt on




d?'énAd: whl(h nnlv qlvp~ “the tota

s L nxus data pr0v1de & good -denominator dnd,MdV ‘be
: 5thdtP coverage.  Yet, within a service 'deliVéry7
’ﬁont;x 5 1t is not ennugh to krnow for example that 0% of - ‘the
ch11dr=n are vaccinated: it is also lmnortdnt tn,Lnnw whlrh AO%5~

nvered ‘whlch,407 1s not ' L : : sl

A The ld6d of c vgrage Cdnnot bhe separated . from “that of
‘outreach.. There is ample documeritation that the effective
‘coverage. of leed 1nmt1tut10ns is qu1te llmlth A devplnp1ng7

COUntPlEb.  : — T : e

: In Haiti, the outreach model which has beer developed iz the
5dllY poat-_,,The rally post  is not nec cessarily - a  physical
-btru(ture. It is a place of ‘assembly at or near the village

glven ‘area and glve~,dnd 'ldpd 'uf populdtlonif

whpr‘ mothers meet members of an itinerant community health: team.

“the rally may be held under a tree, in a church, = schiool oF  any
‘ather convenient location chosen by -the villagers. — Villages may

“bhe visited by the team every 4 to & weeks or on-a quartely pasis,

.dependlng on need, availability of resources, and tervitory to be -
covered by the team. The team is primarily responsible for the
~provision os services including: B :

a) health education
‘b)Y growth monitoring
¢) immunization

d) family planming
e) pre—natal care

f) curative care.

. Given  this context, what remains for the health worker to

I AllOLdtlng LHw tn k_.

“We will first list the tasks to be gccomplisﬁed and we”{wiil',
then rproueed wlth,a leLUbblOH oF how best these tasks can L2
5allgcatedf' ! , , , RN

b L Population registration

. Population registration, for a health worker, involves r1r o
of &ll the delimitation of his geographic territory. Thism 1&;2
”ddné' i conjunction with the community henlth program director. -

Uan bounddrle_ are fixed, the health worker then. proceeds to
',CEﬁuUH dnd reglater all householdu,on a- door to~dnov bdﬂlb-r el

ereation of,roster of prlor tv tdrqet grnupb."

e Special'rroater’ are prepared for all chlldrpn,inder five in
{gthe:yiliagei* dll,w0men71n,Jnlon.xua \DPCIdl prPgndnLvlro\t@r maﬁ;i



rzifyiéif to motlvate hon*Phnld_,rto }étténdeEalIY;

frhe\p Vl\lt\ are UHUdllY carrled out onp week prlur tm t - he
‘actual rally “post gathering.: The = purpose 1s to ~let the
‘population: know_iwhen"the' next,,r1lly post. is o to  te,,held;€
5qut1culdr:3attentioh7—iS'paid:toan—shows at the previous rally
7[‘70‘—\‘['_,;., AL L S : L ) R L S

: 4, Attendannp dt the rdlly pu -t

& HEdlth worker 'dct1v1tleu at the r’1lv, post  may inr‘ddé—
o rnwed contro¢, qroup health dethlon, welghlng (hlldrPn wtc_,

AsseSsment of coverage and JtlllgdLion;

~ After each rally post, the health worker does a préliminaky-

~assessment . of  attendance and coverage. He also identifies
“individuals  in need of special follow-up care (or  these

—1nd1v1uudl: may be designated to him).
'w@&p:g;, Follow-up.

. o Follow-up visits may be done faor sick individuals, children
who are losing weight, noshows etc. S : o .

The se tasks by themaelvea, arice the initialfregiztratioﬁ,ié*

'}Qvér,\whl-r;may take two to three months), will take up four to-
six. days  a, mon th depending primarily on how scattered ' the
community  is..  They will  not vary very much from village .  to
Swvillage, from institution to institution. ' What may:varyri$'the’
S nature and - content - of task 7, “whiich we call family health
Ceducatioric - Based on the “experiences. dp-(rlrwd ~in preceding

- pages, a task ~allocation scheme 1s. suggested. This

: soheme
T'Lnnrdlnb mdny Plement_ whl(h mdy be LOﬂ“ldPer ~ub NMLL- : :

,Mth£JQE' uun'f: ' 1dent1f1Ldt10n from dellv hpqlth records safs
”h0u~uhuld_ wlth"mpec1dl “risk  categories. The~P households.
cinclude e o LW L L R

: '7131Thoﬂp wlth (hlldren wlthu‘everp mdlnutrlllnn- , S R
’*KgB)aTho:e with women who gave birth in the prw(ﬂdlnq calerndar
S year and who lost the child. P
’fQEJgThQue_w;th ‘women with more than flVP chlldrpn-

7The‘t:f ategories uéke:chosen_on'the'ba513_mfi ddfd ~showing
||«1t lrl erPbdltll-x S o s S ' - e



SéVéFéffmélhut?itidh]*aécgunt;FOR*'1 %1°°

, “who' “give birth two vears in a,row*a coount fnr
1nfdnt deaths and that women who give bir " and lose -

1chlld ST e Lo T A

 ['THe;éélected group should riot probably exceed £0 women.

prefprentldlly targeted for family planning.

3. Create a calendar of special educational =

for the\e women . The calendar should have tuwo components: group
\es31ana and domiciliary visits. Groups of 10 mothers appear

very manageable and seem to be associated  with  the greatest

attendance rate.  The calendar should include, for each group, 2

one-hour sessions to discuss oral rehvdration therapy, 2 one-hour

sessions to discuss immunization, 10 one—hour sessions to discuss

nutrition and growth monmitoring. In addition, the calendar

should . include domiciliary visits to all or a fraction of the

women - to discuss family planning and distribute or ,re—gupply
contraceptives. - The  first two visits should be closely spaced

{less than one month apart). Subsegquent visits should be done on

‘@ guarterly basis (follow-up and re-supply).

*“ﬁk,q;',Educational session for ORT.

Groups: of 10 women ahould be assembled For:onefhour43955ionsr
‘two weeV\ apart. - The approach should be demonstration education.
The  health worker should ensure that each point of krowledge iz

well 'under;tood'by each mother in the group. At tho end of the
second  -session,  each mother should be Vp?‘dllV tested ~ on the.

fQLluwlng,pminps:

PPLognltlon of dldrrhea

,=t1m9 to start: thprapy

to prepare "ORS

“to admlnlster ‘ORS (technxque)

o quantity to administer

e frequency of ddmlnl\tratlon :

2 time to prepare- another. snlutlon

51

5 select from this group women  who o should  be

ions.

'titlme to bring. the child to the ﬂPdf“_t hpulth uéﬁtéf B

} dttqn thremely hlgh riSkﬁDf:bedoming‘Pregnant,afterfE 3hor;¥L 

?fwomen? nlder than’40 have*a higher'rrelativé"riék,ofrlbging,aw




Wi héye‘notvmastefed”eachandall‘bfthepoints
ihtoﬂ;hbtherﬁgroup:rf R T P R s

2Educatio“al*3955i0ﬁ,fmr'immUnization.
,,{ﬁOheéhbur;lsessi
: ~of 10 mothers.
L1 the ORT series hg
> “Dac‘h tO 1mmuﬁlzat10n
lowing elemerta:

onS,should be held twofwéeks 'apartjaFOr;
The,immunization geries should mot start
S been completed. A

) : competency-based
fshou1d be developed:

incorporatingr]thez

mmunization
of immunization
ts of immunization

f5 1};Pufp0§e1ofii
2. Schedules
3. Side-effec

'%&ﬁazkrﬁ, Nutrition education

- Mothers shbuldrbe'organized in groups of 10, preferably by

he age  of the child. Topics to be coverad include  the

ollowing: B - :

1L When to begin breast freding

2. When to add other foods o

3. How to Prepare an APPropriate weaning food - b
4. The freguency of feeding when the child is Fieal thy
S+ The frequency

, Y of feeding whern the c¢hild 15 =ick
Food selection ' o ,

Food preparation
Interpretation of the

N

growth monitoring e

7. Family planning

“Mothers @re -visited at home at t Sit, & short
tiohnaire,,is,given,to the mother exploring possible:;contraf
dications to contraception. If none exist, . the  mother is
Fared A packet of nral contraceptive pills and inztrUCt@d,,in
- use and side-effect. The mother is then told'to:come;torthen
S rally post after her menstrual*periodr(whilershe,igfon the
1) For an injection of depo-provers. Firallw the CHY informs

;mdther “that  he will visit her soon after she has “Had Her

he first vi

7 héxtfyiSit is to ensure compliance and t0"remind{ thér'_r
_,to;viSit the'next rally.post.r Reassurance i=s . given for -
de effect which might have been felt. - - : RO EE

e_ﬁtﬁifaiv15it is plannéd;appféximatelv three morths after
econd-to remind the mother to attend the next rally post and
uire as to b thercohtraceptive- e T

w,her experiencejwit




