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Abstract

The Census-Based, Impact-Oriented (CBI10O) methodol ogy isaproven approach
to primary health care service provisionin developing countriesthat allowslocal
hedlth providersto understand, effectively treat, and accurately measure outcomes
andimpactsfor themost commonly found causesof unnecessary suffering, Sickness
and death within their communities. The CBI1O methodol ogy ensures: 1) scarce
resources and servicesare appropriately targeted to the most common causes of
avoidableillnessand desth; 2) serviceoutreach and utilization areequitable, reaching
those of greatest need within targeted communities; and 3) outcomes and impacts
(including changesinmortality) arewell measured.

Sufficient detail isprovided by thisreference manual to successfully implement a
CBIO program. If the reader is unsure of this approach in agiven setting, the
authors provideinformationin chaptersonethrough threeto decideif thisstrategy
isgppropriate. If itis, chaptersfour through ninelead thereader through the complete
process. A list of referencesand resources offers extensive reading for thosewho
aremotivated to learn more about the CBI1O methodol ogy or about supporting
toolsand strategies.
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CHAPTER ONE
Overview of the
CBIO Methodology

How to Use This Manual

Thisdocument isintended to serveasasmpleprimer for thosewho areinterested
inapplying asystematic approach to the provision of community-based Primary
Health Care (PHC) in adevel oping country setting. The Census-Based, Impact-
Oriented (CBIO) methodology ensures: 1) scarce resources and services are
appropriately targeted to the most common causes of avoidableillnessand desath;
2) service outreach and utilization are equitabl e, reaching those of greatest need
within targeted communities; and 3) outcomesand impacts (including changesin
mortality) arewell measured. Inevitably inthese settings, women of reproductive
ageand children under the age of fiveyearsarefound to beat highrisk of illness
and death, and providersof Child Survival (CS) health serviceswill aso benefit
fromthismethodol ogy.

Sufficient detail isprovided by thisreference manual to successfully implement a
CBIO program in your health program area. If you are unsure about the
appropriatenessof thisapproach within your target popul ation, we providefurther
information below, andinthefollowing two chapters, to dlow youto decideif this
drategy isright for your program. If itis, chaptersfour through ninelead you through
the process, from beginning to end. (It never really ends!) A list of referencesand
resourcesoffersextensivereading for those who are motivated to learn more about
the CBI1O methodol ogy.

What is the Census-Based,
Impact-Oriented (CBIO) Methodology?

Historically, the Census-Based, Impact-Oriented (CBIO) methodology is an
outgrowth of atradition of progpective, longitudind field Sudiesof mortdity, fertility
and migrationinrelatively small, defined communitieswhich beganin the 1950s
under theleadership of Dr. John Gordon, then Professor of Epidemiology at the
Harvard University School of Public Health. Severa classic studieshaveresulted
fromthisapproach, led by othersnow well known ininternationa public health:
® Dr. John Wyon, leading the Khannastudiesin India (Wyon and Gordon,
1971)
® Dr. Carl Taylor, leading the Narangwal studiesin India(Kielmann, et al,
1983, Taylor, 1973)

Cajt*
The CBIO

methodology ensures:
scarce resources and
services are
appropriately
targeted to the most
common causes of
avoidable illness and
death, service
outreach and
utilization are
equitable, reaching
those of greatest
need within targeted
communities; and
outcomes and impacts
(including changes in
mortality) are well
measured.

Census-Based, Impact-Oriented Methodology: Resource Guide for Primary Health Care



CLpter One

... learning about the
unique patterns of
local illness and
death, and their
underlying causes is
necessary to proper
diagnosis and
effective treatment
within the CBIO
approach.

® Drs.Warren and Gretchen Ber ggren leading community-based studiesin
Haiti through Hospital Albert Schweltzer (Berggren, Ewbank, and Berggren,
1981)

® Dr. Henry Perry undertaking rural health programmingin Bolivia(Perry, et
al, 1998)

The CBIO methodology isan approach to hedlth care service provision that allows
locdl hedth careprovidersto better understand, moreeffectively treet, and accurately
measure outcomesand impactsfor themost commonly found causesof unnecessary
suffering, Scknessand death within their communities. What do we meanwhenwe
say “ better understand” ? The common approach to PHC provision traditionally
isto establish facility-based health servicesin aparticular location(s), with the
assumption that well established clinical protocol sand treatmentswill be gpplicable
toall thosewho enter for care. Unfortunately, thismay betrue part of thetime, but
wehavefound many different causesof illnessand degth, and thesevary congderably
from country to country, department to department, even community to community.
Thus, learning about the unique patternsof locd ilinessand degth, and their underlying
causesisnecessary to acomplete diagnos sand effectivetreatment withinthe CBIO
approach.

Whenwe say “ more effectively treat” , we mean that most health providerswill
assumethat the publicwill seek out their serviceswhen needed. We havefoundthis
assumption asoisnot well founded. Of course, when onehasaphysica accident,
likeabroken boneor aninfected tooth, symptoms may be so obvious (and painful!)
that carewill be sought immediately. However, familiesare unaware of many sgns
and symptomsof their ilInesses, or will postponetreatment to* seeif it getsbetter by
itself.” Further, many familieswho know they have ahealth problem do not believe
they areentitled to, nor believethey are ableto pay for local health services. Or,
they may not trust those servicesto effectively treat their problems, or they fear that
they will betreated badly by the health staff. The CBIO approach attemptsto
systematically overcomethese common barriersto effective heath caretreatment
by: learning about thelocal causesof illnessand degth; creeting Srategiesthat directly
addressthose causes, and by proactively seeking out ‘highrisk’ families, providing
targeted and appropriate heal th education messagesand treatment. Thisultimately
createsaninformed service populationwhowill actively seek hedlth carewhenitis
necessary to do so.

When we say “ accurately measure outcomes and impacts’ we mean that the
CBIO approach alowsusto more precisely measure program resultsthan almost
any other strategy. How isthisso? By devel oping and maintaining acensusof the
targeted service population, we have the basi s, the mathematical * denominator’,
against which all servicesreceived and outcomes achieved will be compared. For
example, wewill know exactly how many women of reproductive age (WRA;
usually 15—-49 yearsof age) arein our population, wewill know what kinds of
servicesthey received, and we can quite accurately estimatethe service coverage
received, and further, compare thiswith any behavioral outcomesof interest to us

Chapter One:Overview of the CBIO Methodology



(through servicedataor through periodic household surveys). Thisisamuch more
accurate approach than, say: depending upon clinic usage dataand disaggregated
national censusdatato generate coverage estimates. It isbetter becauseclinic data
measure only women motivated and ableto seek out clinic services, ignoring al the
other women who did not receive servicesfor whatever reasons. And, because
such facility-based outcome results are based on (most likely) out-of-date or
inaccurate census projections, these cal culations may result in systematic under or
over reporting of coverage.

The situation in facility-based PHC may even be worse for indicators such as
immuni zation coverage, which oftenismeasured by counting the number of doses
distributed (whether or not they arereceived), or by counting ‘ heads’ of children
who receivethe doses (whether or not theimmunizationsaretimely, or that the
children actually need that particular immunization) and divided, again, by an often
unreliable projection of the childhood population. Of course, surveyscould be used
to more accurately estimate the proportion of children who received their
immunizationsgppropriatdy (if childimmunization cardsarein sysematicuselocdly),
but then that datawould not be useful for local programsto target those who have
missed their immunizations, or thosewho areready to begin.

Advantages of the CBIO Approach

We have already mentioned some of the most important reasonsto consider the
CBIO approach to community-based PHC provision. A more completelisting of
reasonswill include:
= Scarceresourcesare precisely targeted tolocal causesof illnessand desth
through the assessment of local health needsand the use of censusdata.
= Many more peoplewill bereached in atimely manner with appropriate
education and treatment because of proactive outreach and communication
activities, based upon census dataand the use of community maps.
= CBIO hedth providersfrequently devel op acloser working relationship
with*highrisk’ familiessincethey seethemregularly, resultinginmoretrust
of the health program, and better acceptance of important heal th messages.
= Traditional non-usersof health services (who frequently arethe sickest
withinacommunity) are sought out, making health careaccessand
treatment more equitableand creating greater impact.
= Measurable outcomesin areaswhere the CBI O approach has been used
aremore precise than many other methods, and usually demonstrate
remarkable resultsthat would not have been redlized through facility-based
PHC alone.

Why is Equity of Health Care an Issue?

Equity of hedlth care accessand useisactualy ahuge, though too often overl ooked
concern of public health. We are concerned about equity because we believethat

CLpter One

Traditional non-users
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the sickest within a
community) are
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health care access
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CLpter One

... Individuals and
families who are less
well educated, with
fewer resources
available to them,
with weaker social
ties, with inferior
social status, and the
like ... do not believe
they have the right to
decent health care,
and in many cases,
are passively or
actively discouraged
from using public
Services.

all individualsof asociety should beabletoreceivebas ¢ hedlth servicesthat alow
them to survive and thrive, contributing to the overall wellbeing of their families,
communities and nation. Even within small rural communities that appear
homogeneousto the casual observer, wefindindividua sand familieswho areless
well educated, with fewer resourcesavail ableto them, with weaker socid ties, with
inferior socid status, andthelike. Thesefamiliessmply do not believethey havethe
right to decent health care, and in many cases, are passively or actively discouraged
fromusing public services. Further, cliniciansoften arethelast to understand the
many perceived and red barriersof thesefamilies, do not leavether hedthfacilities
to seek out thisinformation, and do not know what they do not see. We believe
overcoming these biasesand barriersisanimportant responsibility of the health
care system, in order that familiesmay thrivein asetting free of prejudice and

inequality.

The CBIO health approach focuses on serving al members of the project
communities. “ The reach istremendous,” says Judy Gillens of FOCAS. She
explains, “ The most important thing [about the CBIO approach] is that you
can capture all the people within your community; you can catch those who
areonthefringe] sof health care].” Henry Perry, who hel ped found the CBIO
approach, assertsthat it takesa“ deep philosophical commitment to improving
the health of a population” inorder to engagein the method. In Perry’sopinion,
organizationsthat use CBIO need to be prepared for along-term commitment, and
they must be committed to demonstrating improvements.

Key Steps of the CBIO Approach

Thefollowing schematic diagram briefly summarizesthe CBIO approach, and will
bereferencedintheremainder of thismanual:

1. Establish a relationship
between the program and

2. Determine the most
frequent, serious,
preventable,

i

3. Focus efforts on the
highest priority health

5. Redefine the most
frequent, serious,
preventable, or treatable

'

4. Monitor and evaluate
service outcomes, results,

\/ /
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The CBIO approach isimplemented asfollows. First, ahealth agency formsa
relationship with the communitiesto be served. (Thishealth agency may beanon-
governmental organization, NGO, or may be agovernment health service, or a
partnership of agencies.) Health needsare then identified through acensusof all
householdsin the community, input from residents, secondary data, astatistically
representative survey of Knowledge, Practicesand Coverage (KPC), and/or other
formativeresearch. A retrogpective mortdity study isdoneduring the censusprocess
inordertogeta‘firstlook’ at thelevelsand patterns of childhood and maternal
deathsinthearea.

Program plannersthen focusthe r interventionsonthemost pressing hedth chalenges
of theareaidentified during thisinitial assessment, aswell askey health services
perceived to beof high priority to thecommunity. Selected health interventionsare
offered by health staff and volunteersthrough homevisits, group meetings, care
groups, local health facilities, and through referral. Program service provisionis
documented, and program outcomes assessed using health program and census
data. Mortality impactismeasured by tracking vital events, and knowledge, practice
and coverageindicatorsaremonitored through periodic surveys. A criticaly important
feedback loop alsoisincluded in the methodol ogy. An annual re-assessment of
hedlth program outcomesand loca hedlth prioritiesallows program staff to modify
their interventionsand meet the changing needs of the communitiesthey serve. All
of theseactivitiesare conducted with thefull inclusion of communities, based upon
written agreements, and during structured exerciseswith participating community
leaders, members, and health volunteers.

Three Sets of Measurement Tools

The CBIO systemincludesthree setsof data-gathering and anaysistoolsthat are
used to monitor and assesshed th outcomesand impact, including mortaity reduction,
inaproject area

1. Census and baseline assessment

A censusof al householdsinthe project areaisconducted by project staff before
or during project sart up. All individud sinthe community are counted and ssgmented
into sex/age categories such as children under the age of five and women of
reproductive age. Detailed maps of each community aredrawn sothat al families
with children under fiveand women of reproductive age can beidentified and visited.
Housesarenumbered to both facilitatel ocating families, and to link these dwellings
tofamily health folders. The censusthenisupdated at |east once each year.

Baseline health dataon familiesare collected by reviewing existing local health
facility records, conducting arepresentative health survey, and by holding group
mesetingsand interviewswith community members Thesedatawill indludeinformation
on family health knowledge, practices, their receipt of health services, and their
opinionsand recommendationsregarding desired health care services. Whiledata
collectors conduct the baseline health survey, they also record the reported deaths

CLpter One

All of these [CBIO]
activities are
conducted with the
full inclusion of
communities, based
upon written
agreements, and
during structured
exercises with
participating
community leaders,
members, and health
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CLpter One

Registers to track
specific health
problems are used in
order to more easily
identify, successfully
treat, and
appropriately manage
multiple individual
cases.

during the past twelvemonthsof al preschool children (Ilessthanfiveyearsof age),
aswell aswomen of childbearing age. They collect information onthe gender and
theage of the child, the age of thewoman, aswell asthe principle causes of degth.
Theobjectiveof thisretrogpectivemortaity sudy isto better understand the pattern
of local deaths. Implementing organizations havefound that this pattern of deaths
may vary widdly in different areas of the same country. Thislevel of detail indata
gathering dlowsprogram plannerstoidentify maternal and childhood degth patterns
for aspecific project areaand to target interventions accordingly. To respond to
regiona mortality variations, thesameprogram may needtoinitiatedifferent health
promotion and intervention strategiesin each region.

2. Health services and health status tracking system
Inthe CBIO model, health servicesaretracked using family health foldersand
sectedregisters. A family folder includesinformation onal membersof eachfamily
andismaintained at thehedth post or clinic. Additionally, registers may bekept on
different age/sex groupsin order to more closaly monitor and serveclients. These
groups could include: women of reproductive age; pregnant women; infants; and
preschool childreninthe project area. Registersa so may be maintained for specific
health problems, such asmalnutrition or tuberculosis. For example, awoman’s
register may be used to record dataon her family planning usage, prenatal care,
tetanustoxoid (TT) doses, health topicsonwhich shereceived education and other
services. Registersto track specific health problems are used in order to more
eadly identify, successfully treet, and gppropriately manage multipleindividua cases.
For example, achildhood malnutrition register might includethe datesand growth
measuresof children recognized asma nourished, the subsequent nutrition education
lessons given and datesreceived, supplemental foods provided, clinical services
received totreat theunderlyingillnessesthat may have provoked faltering growth,
and further growth monitoring results and dates as the cases are prospectively
managed.

3. Vital events and verbal autopsies

Births, deaths, and migrationinto and out of the project areaaretrackedinavita
eventsregistry. Theseeventsare usually recorded by community health workers
(CHWs) and areincluded in their monthly reports.

Project staff (CHWSsor supervisory-level staff) routingly conduct verba autopsies
for preschool children, and women who dieduring pregnancy or delivery, or within
30 daysafter ddlivery. During datacollection, basicinformationisrecorded onthe
person who died, the probabl e cause(s) of death, and the circumstances|eading up
to thedeath (especidly intermsof hedlth servicedelaysthat may belinked with the
degth). The causesof death arethen reviewed and finalized by amedica supervisor.
Verba autopsiesand the aggregated mortality dataare analyzed during mortality
review meetingsevery three, six or twelve months.

Mortdity review mestingsareimportant not only for gathering information on deaths
inaproject area; they are an essential tool for continuous quality improvement

Chapter One:Overview of the CBIO Methodology



(CQI). Inthe meetings, multi-level staff teamsreview and discuss deaths that
occurred during the previous period. Team members consider awidevariety of
information and try toidentify preventable causesand patternsthat may exist. Staff
membersthenlist thefactsknown about the deathsin order to élicit potential health
sarvicebarriersthat may exis. Thisregular review of deethsalowsprogram planners
toidentify emerging hedlth chalengesinthecommunity, aswell asto pinpoint dements
withintheir own programsto beimproved. Once preventable causesareidentified,
staff members discuss opportunities for improvementsin their protocols and
interventionsin order to prevent additiona deathsinthefuture.

Three Coverage Strategies

The CBI O approach employsthree basic methodsfor reaching target popul ations
with health promotion and other primary health care services. The combination of
methods used depends on thelocal context of each project. For example, inthe
context of Curamericas’ programs, care groups have been successfully usedin
areasof GuatemalaandinHaiti, whilehomevistsand group meetingshaveworked
well in Bolivia. Each Curamericas project usesalocally-appropriate blend of the
following coveragemethods: systematic homevisitation, group meetings, and care
groups. Theblend and pattern of contactswith women and childrenisdetermined
using information from baseline assessments, taking into account thetiming and
principle causes of death of the population. (For example, if 50 percent of al
childhood deathsin aproject areaoccur during thefirst four monthsof lifeand the
majority aredueto diarrhea, interventionsto promote exclusive breastfeeding, to
reducediarrheal incidence, appropriate home management, and thetimely seeking
of health serviceswill be heavily targeted to the prenatal and postnatal periods,
rather thanlater intheinfant’sfirst year.)

1. Home visits

Curamericas CBIO method wasorigindly devel oped withitsNGO partner Consgo
de Salud Rural Andino (CSRA) inBalivia. Thefirst project wasimplementedin
theAltiplanoregion, therura highlandsof Bolivia Villagesinthisregionarewiddy
disbursed, and CHWs may walk for hours each day to reach the children and
motherswithintheir care. Curamericaslater successfully introduced homevisits
into CBIO hedlth programsin Haiti, Guatemal a, and Mexico.

Through home visitation, health workers and volunteers have direct contact with
thefamilieswhomthey serve and have the opportunity to proactively identify and
addressmany health problemsbeforethey reach acrisispoint. Each heath worker
isassignedtoaclearly delineated * catchment’ (target) areaand isresponsiblefor
monitoring the health status of al residentswithinthat area. By visiting people’s
homes, the hedlth program isabletointeract with thoseindividua swho otherwise
may never visit ahealth post or clinic. When health workers are out walking or
bicycling through an areamonth after month and year after year, they build astrong,
trusting relationship with each family. Thisrel ationship facilitatesacceptance of new
health concepts and behaviorsamong communitieswho otherwise might ignoreor
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By training volunteers
who then educate
their neighbors,
project staff
members are able to
expand the reach and
intensity of their
health promotion,

and to do so at lower
cost.

reject them. Interventionssuch ashedth promoation, growth monitoring, deworming,
andvitaminA supplementation arestandard homevist components. Inother program
areas, CHWstreet diarrheaand pneumoniawith antibiotics, and giveimmunizations.
Additiona activitiesmay depend on the situation health workersfind when they
arriveat thefront door of ahome. All interventionsand vital eventsarerecordedin
thefamily’sfolder.

2. Group meetings

In thisapproach, health education and selected health servicesare offeredina
centralized community location on agiven day to reach aspecific catchment area
population. Thepracticeof holding group meetingsismoreefficient and cost effective
than using only home visits because health workers can reach many moreclientsat
thesametime, reducing thelabor costsof individua home-based sessons. A group
meeting isoften timed to coordinate with acommunity event, such asamarket day,
that will already draw many villagersintothevillage center. At theend of thegroup
meeting, CHWSsreview their foldersand/or registersto seewhich childrenand
womenwerein need of contact but did not attend. They then will follow up with
homevisitsto thesefamiliesto assure complete and equitable coverage.

3. Care groups

In recent years, some census-based projects have started using care groupsto
improvetheintengty, efficiency, and equity of their coverage. Thecaregroup strategy
wasdeveloped and first used extensively by World Relief in Mozambique. It now
has beentested by World Relief, Food for the Hungry, and Curamericasinmultiple
country settingswithimpressiveresults(including positivechangesin behavior change
indicatorsand child mortality rates). Thismethod relieson volunteerswho carry
health education messages and some servicesto each household with preschool
childrenwhilebringing program serviceand vital eventsinformation back to project
geff.

Community volunteersarerespons blefor visiting and educating about tenfamilies
in“blocks’ or areas. Ten to fifteen of these volunteers, representing acombined
servicepopulation of 100to 150 families, thenformacaregroup. Each caregroup
hasonepaid gaff person (an Animator) who guidesthemthrough training, reporting
ontheprogressof homevists, planning, and evauation. By training volunteerswho
then educate their neighbors, project staff membersare ableto expand thereach
and intensity of their health promotion, and to do so at lower cost.
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CHAPTER TWO
Evidence Supporting a
CBIO Approach

The CBIO methodol ogy has been repeatedly eval uated and itsresultsreportedin
peer review journd articles, through professiona presentations, and in many donor
project reports. (These sourcesare cited inthe References & Resourcessection.)
Organizationsthat have used the CBI O approach prai se the method and report
that it: allowsthem to measure decreasing childhood mortdity, provides pathways
to community input and ownership, and ensuresequity of health servicedelivery
through pro-active contactswith hard-to-reach, high risk families.

Mortality

During the past fifteen years, CBIO projectshave demonstrated resultsinlowering
infant and child deaths, suggesting that their shared strategy creates|asting change.
“Wthout the census-based, impact-oriented approach,” says Tom Daviswith
Food for the Hungry, “ you cannot be sure that your interventions are making
adifferencein mortality. Many child survival programs demonstrate changes
in behavior. However,” as Davis explains, “ a change in behavior does not
mean you are reducing mortality. Some mortality patterns and causes are
local. Soif you do not measure mortality locally to learn the different causes
of death and the different timing of death, you do not necessarily know your
pattern [and causes|.”

When censusand vitdl eventsdataidentify local mortdity trends, interventionscan
betargeted to the specific needs of thetarget communities. “ Thislevel of detail
allows health wor kersto deal with individual specificsrather than population
estimates as most other child survival projects do,” says Mary DeCoster at
Curamericas. “ If someone does not come in [to a health post] we know they
are being missed and can send someone to follow up.”

Recent resultsfrom Haiti offer confirmation of CBIO mortaity impact. (Berggren
et al, 2003) There, one NGO project area reported a reduction in under-five
mortality of 31 percent (from 68 deathsper 1,000 livebirthsto 47 per 1,000) over
afour year period (1999-2002), even asthe program added new target popul ations
and introduced new services. Inanother, more stable NGO servicearea, mortality
ratesdropped by 65 percent during the sametimeperiod, from aninitial 186 deaths
per 1,000 live births, to 66 per 1,000. During this same time period, the Haiti
Demographic and Hedlth Survey indicated astable under-fivemortality deathrate
of 160 per 1,000.
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World Relief and Food for the Hungry recently conducted areview of mortdity for
childrenlessthanfiveyearsof ageintheir Mozambique census-based, caregroup
projectsover afour year period (2000—2004) and reported a63 percent reduction,
from 126 deaths per 1,000 live birthsto 47 deaths per 1,000. (Davis, personal
communication, 2004)

In December 2003, wereported theresults of astudy of two CBIO sitesin Bolivia
compared to two geographically adjacent and comparable sitesthat lacked the
intensive CBIO-based interventions. (Perry, Shanklin, and Schroeder, 2003) The
CBIO areasreceived prenatal care, immunizations, growth monitoring, nutrition
rehabilitation, extensive preventive health education (particularly related to the
prevention and treetment of diarrhea, theearly warning sgnsof childhood pneumonia,
and the promotion of appropriateinfant feeding), treatment of pneumoniaand
diarrhea, emergency assi stance with complicationsarising during childbirth, and
treatment of chronic and acute conditionsfor personsof al ages, includingtimely
referrd. Thecomparison areasreceived highly limited government-provided facility-
based servicesonly. At the end of the study period, wefound adifferenceinthe
annual under-fivemortality ratesintheserural areasof 52.1 percent, whichwas
satistically sgnificant. The CBIO arearatewasestimated to be 98.5 per 1,000 live
births, while 205.5 deaths per 1,000 was reported in the comparison areas, for a
difference of 107.0 per 1,000.

In aseparate study that included three CBIO Boliviasitesfor alonger period of
time (1990-1997), thisauthor found that under-five mortality ratesdropped from
164 t0 63 per 1,000 livebirths, or 62 percent, in these program areas over afive
year period (Shanklin, 1998). Infant mortality dropped by 74 percent over three
yearsin two program areas, but did not decreasein thethird area. Therewasa
clear dose-related effect; programswhere prenatal careand facility-based deliveries
wereavailableand used experienced much greater reductionininfant mortaity than
programswhere such serviceswerenot well utilized.

Other Health Indicators

Of course, thereare many other important indicatorsof service coverageand impact,
beyondthe‘gold standard’ of mortality anaysis. Theseinclude processmeasures
of servicesddivered (such as, number and type of contact per client for selected
services, and total number of casestreated) aswell asoutcomemeasures(such as,
changesin health behaviorsover time, and total proportion of children under two
with all of their immunizations). The CBIO approach providesaunique platform
fromwhich to accurately monitor and eval uate program activitiesand outcomes,
andtoimprove serviceimpact. Oneof theresultsof thisstrategy istheincreased
motivation that it providesto health workers, who actually measure and seethe
fruitsof their labor, and to community memberswho aregratified when they see
fewer community babiesdying and moreindividudsreceiving thebasc PHC services
they know they need.
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TheHaiti mortaity reductionsreported above were accompanied by improvements
in service usage and health outcomes in both NGO (MEI and OBDC) target
populations. Selected resultsincluded thefollowing:
® Theproportion of children weighed six timesduring the past twel ve months
increased dramatically. For OBDC, the baseline measure was 11 percent,
and by 2003 it was 81 percent. The M EI baseline was 32 percent, and by
EOP it was 92 percent.
® Theproportion of children breast-fed within one hour after birth increased.
The OBDC baseline measure (1998) was 52 percent; and at the end of the
project (EOP; 2003) it was 70 percent. The MEI baselinewas 57 percent,
and the EOP measure was 73 percent.
® Oral rehydration therapy (ORT): 85 percent (MEI) and 91 percent Chapter Two
(OBDC) of mothersfed moreliquidsduring diarrheaand about 75 percent
included ORT intheir treatment.
= Over two-thirdsof childrenwerefully immunized beforetheir first birthday.
For MEI it roseto 67 percent, whilefor OBDC therateincreased to 70
percent. Thevaccination‘ drop out rate’ aso wasreported to have
declined.
® The proportion of women using amodern contraceptive method increased
dramatically. The OBDC baseline measurewas 12.5 percent, and roseto
57 percent in 2003. The MEI baselinewas 15 percent, and increased to
50 percent by 2003.

Likewise, Food for the Hungry reported positive changesin their populationrel ated

: ; ) : , , ... Food for the
to mortality reductions. In particular, measurable improvements in mothers
knowledgeand practicesin their Mozambiquehesith programindudedthesesdected  (1UNGry reported

find resuits: positive changes in

= 61 percent of infantswereexclusively breastfed their population

= 69 percent of childrenwith diarrheawere giventheappropriateoral related to mortality
rehydrationliquids reductions [after

= 74 percent of children 12—23 monthsof agereceived al of their using the CBIO
immunizetions approach]. In

= 83 percent of children received Vitamin A supplementswithinthepast six particular,
months , . . o ' measurable

= r7r120rr)lterh(szent of children receiving deworming medicationwithinthe past Six improvements in

mothers’ knowledge

For the Boliviamortality journal article cited above, PHC services were well and practices in their
developedintheintervention areasby thetimeof thestudy. An assessment conducted - Mozambique health
at that time documented that: program ...
= 05 percent of the children 12 —23 months of agewere enrolledinthe
hedlth program
= 78 percent of thesechildren werefully immunized
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period [of CBIO-
based interventions],
by contrast, the
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showed much lower
rates of coverage and
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= 80 percent of these children had received at |east three growth monitoring
sessonsduring the previoustwel ve months

= 60 percent of motherswereableto correctly prepareoral rehydration
olution

= 42 percent of motherswith achild showing danger signsof pneumonia
during the past two weeksreported seeking medical attention for their
children.

During the study period, by contrast, the comparison areas showed much lower
ratesof coverage and participation:

® Only 31 percent of children 12 -23 months of agein the comparison areas
had participated in any meaningful way withtheloca health service

= 8 percent of these children had completed al of their vaccinations.

= 8 percent of these children reported having received at least three growth
monitoring sessionsduring the previoustwelvemonths

= 36 percent of mothersin the comparison areas could properly prepareord
rehydration solution

= 21 percent of motherswith achild showing danger signsof pneumonia
during the past two weeksreported seeking medical attention for their
children.

These comparison study arearateswerefound to be comparableto ratesreported
inrurd MOH serviceareaselsewherein Bolivia
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CHAPTER THREE
Determine if CBIO is for You

Thebasic concepts of the CBIO methodol ogy are deceptively simple, and many
might even say, obvious. Yet the importance of each step of the processisnot
necessarily intuitive, especialy for thosewho have been trained inthe delivery of
clinic-based hedth care. It issometimesdifficult to grasp theimportance of some
of the steps unlessyou become personally involved withit, or you have seenthe
resultsfirgt hand. Themain point of our work isthat we start where peopl€ shedth
isright now, and begin fromthere. We do not assumethat we know what iswrong,
or what particular approaches will work, until after we have conducted local
community assessments. Thismay requiremore programmetic flexibility than many
health providersare usually comfortable offering! To do thiskind of community-
based health carework a so requiresthat presence of several favorablefactors,
and thefull commitment of multiplehedth partners. Wediscusstheseissuesbel ow.

General Conditions

Thereareseverd generd conditionswhich favor CBIO implementation, and severa
whichmakeitsusemoredifficult, if notimpossbleto occur. Thefavorableconditions
that are necessary include:
= A socidly cohesivecommunity — that is,acommunity that isreasonably
stable, has established mechanismsfor socia support and problem
resolution, and hasacommonly shared cultureand language.
= A populationthat isrelatively stable, with minimum and/or predictable
migration patterns.
® Theneed for amore effective public PHC system, and leadershipwho are
committed to improved service equity and effectivenessover aperiod of at
least fiveyears.

Conditionsthat make CBIO implementation moredifficult tointroduce are:

= A community whichisunstable dueto severesocid, political or economic
disruption.

= A populationin movement, with familiesmovingin, out and/or around the
sarviceareafrequently (usually dueto someform of disruption mentioned
above, or dueto prolonged annual migration).

= A functioning public PHC systemwith: littlemotivationto changeits
methods of operations; significant, ongoing turnover of loca hedth
personnel, making capacity building effortsineffective; and/or too few
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resourcesavailableto credibly offer eventhemost basic PHC servicesto
thegenerd populationitisintendedto serve.

Community Commitment

TheCBIO process placesmorerespons bility on community leadersanditsmembers
than amore passive, facility-based public health approach. Communitiesare asked
to participate actively in community hed th assessments, census-taking, establishing
hedlth priorities, and overseeing hed th servicefunctioning and outcomes. Their input
isrequestedinwhat kinds, and how, hedth servicesare offered. Not all communities
areable, or want, to participatein thiskind of gpproach. Asagenera rule, it seems
that rural communitiesare more stable, more homogeneous, and more opentothis
kind of active participatory approach. In contrast, low income, newly established
urban areastend to belesshomogeneous, have substantia migratory patterns, and
arelesswillingtotakeon‘ volunteer’ work whichwould conflict withtimerequired
forindividud incomegenerating activities. Having saidthis thereareseverd examples
of well functioning CBIO programsin rapidly growing urban areas. Whilethese
programs are challenged by their destabilizing factors, they find that the CBIO
approach worksbest becauseit providesthem with much moreinformation about
their service population, and the meansto track their progress.

Judy Gillensof FOCASbelievesthat the CBIO approach “ isan extremely good
approach becauseit isso grassroots.” By starting a project with a house-to-
house census, the project plannersand staff [earn from the beginning what the people
feel aretheir major health problems. “ Itisveryimportant,” claimsGillens, “ to
learn what the community members want from the beginning.” FOCAS's
projectsin Haiti have made a deliberate attempt to move beyond community
involvement and into adeeper level of community participation. “ You arenot just
showing community members what you have found,” she says, “ We'retrying
to involve both staff and community members in all phases of program
devel opment. By using such participatory methods, community members can
build [their own health care] skills themselves, and not just have a health
agentintervene.” Thisleve of involvement isimportant for theeventua sustainability
of program outcomes.

Health Agency Commitment

TheCBIO approach requirestwo formsof ingditutional commitment that areessentia
for success. First, agency leadership and senior/middle management must truly
appreciate the value for the CBIO approach through direct experience and/or
observation, and they must commit the necessary resourcesto ensure effective
implementation. Secondly, inadditionto ‘ingpired leadership’, an effective supportive
supervision system must be established to ensure that new activitiesare undertaken
correctly, and errors caught and corrected before bad habits set in. Field staff will
requireongoing, committed supervison and retrainingin order to avoid thecommon
pitfall of focusng ontheprocessesof carrying out activities(including datacollection,
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recording and reporting) rather than theimpact; that is, resolving family health
problems. Thisisprobably the single greatest threat to effective CBIO program
implementation and impact.

Potential for Scale Up and Sustainability

Scale Up

Scaling up hedlth program activitiesflowslogicaly from the CBIO implementation
process. Most Curamericas CBIO programs have expanded geographically over
time, encompassing new service areas adjacent to existing ones. ‘ Pilot areas were
expanded to include neighboring areas until an MOH service area (such asa
municipdity) wascovered. Additiona municipditiesmay beaddedinsmilar fashion
toreach scaeat theMOH digtrict level. Thisgpproach alowsthe programto build
capacity by utilizing experienced staff to train and supervise new staff, and/or by
transferring existing staff to the new areas, creating opportunitiesfor the best local
hedlth volunteersto moveinto full-time, paid positionsintheolder locaes.

The national decentralization of health serviceslendsitself to CBIO scale up,
particularly if thefederal government promotesacensus-based normfor loca health
programimplementation. Such wasthe casein Guatemaladuringthemid-1990’s,
when health care was decentralized, a standardized, MOH sponsored health
management information system (HM1S) was devel oped and implemented, and
local community-based organi zations (CBOs) were encouraged to organizeand
competefor federal fundstoimplement local programs. Unfortunately, corruption
at thenationd level led to the disappearance of health program funds, resultingin
chronic under funding of theinitiative. Thiswasfollowed by international donors
withdrawing their funding support for the program, leading to the near collapse of
thesystem. In Bolivia, Curamericas NGO partner, CSRA found that the national
decentralization of health services provided an important opportunity for local
authoritiesto become sengtized totheissuesof public hedth and human devel opment.
Onceauthorities’ awarenesswasraised, their commitment to public healthand
development increased, and municipalities sought out CSRA to enter their
municipditiesand managether hedth caresystems.

Sincethe CBIO approach depends upon community participation, including the
useof loca hedthvolunteers loca conditionsintargeted communitiesshouldfacilitate
active community engagement. Communitiesin great flux, dueto extreme socio-
economic, palitical or climatic stress, are oftentoo disrupted to providethe support
needed for successful implementation. Popul ationswith significant annual out-
migration for long periods of time (for example, for seasonal agricultural work)
complicateimplementation because servicesare unavailableto familieswhilethey
liveout of thearea. Further, thesefamiliesmay face disease exposureand illness
patternsthat are different than thosefoundinthe CBIO serviceareas. Oneexample
of thismay again befoundin Guatemal a, wheremany rurd familiesannudly migrate
for up to ahalf year from their mountain homesto the coastal plainstowork on
large sugar cane plantations. Different health conditionsexist inthese migration
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areas, increasing: exposureto malariaand other tropical diseases; malnutrition
(families often do not have accessto the same variety of foodsin migrant camps
that they haveavailablein themountains); morediarrhed disease (dueto unsanitary
conditionsand lack of potablewater); and, the proportion of men determined to be
anemic (dueto cuts and accidents experienced whileworking inthe canefields.
Adult maleanemiaisinfrequent in their home communities). Theseproblemscould
be overcomeif CBIO serviceswereofferedin bothlocales, but thisisnot practical
inmost devel oping country settings.

Tosummarize, the CBIO approach facilitatesthe scale up of program services. The
‘top-down’ and * bottom-up’ approaches meet inamutually respectful dialog that
alowsfor modern hedthinputs, aswell asfor locd vaues, senghilitiesand resources.
Appropriatelocd variationisencouragedin public health programming, management,
and support, and serves asacontrast to the more frequent, monolithic, one-size-
fits-al approach of so many national health programs. Ultimately, these authors
believethat the CBIO methodol ogy is one of the most effective and sustainable
means for improving global health.

Sustainability

Curamericas practica definition of health program sustainability is: “ Thestatein
which the in-country NGO is able to maintain clearly defined, high quality
health benefitsindefinitely, based upon its own cor porate capacity to generate
and manage the necessary resources, in conjunction with community leader ship
andparticipation.” Curamericas BoliviaNGO partner, CSRA, definessugtainability
as “the continuous provision of health benefits to a determined set of
communities, indefinitely.”

Fivekey dementsunderpintheir definition:

= Anadequate and secureflow of resourcesand supplies;

= Clearly defined, high demand products, with related measurable program
goasand objectives,

= Appropriatetechnical capacity;

® Organizationa structure (including leadership, accountability, clear linesof
authority and decision-making, and stability); and

= A senseof ownership by NGO leaders, staff and communities.

Cong gtent withtheabovedefinitions, and for thepractica purposesof thisreference
manual, wewill discuss CBIO program sustainability from the standpoints of :
community support; national (IMOH) support; and sponsoring agency support.
Community Support

Several factors enhance the long-term sustainability of CBIO impactsin the
communitieswherethese servicesarelocated. First, mid-level healthworkers
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frequently come from the communitieswherethey work, and provide essential
technical support and local development leadershipintheir areas. (Thisstandsin
contrast to facility-based health care, where health professional stypically come
from outsdetheareaand do not stay |ong enough to devel op meaningful community
relationships). Second, community preferencesand prioritiesareincorporated into
CBIO sarviceplanning, permitting theidentification of high demand health services
that aremorelikely to befinancialy supported localy. And, by creating aclimate of
trust between communitiesand the program, community membersaremorelikely
to seek out health serviceswhen they need them. Third, becausethe health program
worksdirectly withloca leadersand ingtitutions, material and financia support are
morelikely to be successfully negotiated aspart of written agreementsbetweenthe
program and communitiesorgani zations (including municipa governments). Findly,
active community outreach through homevisits, group meetingsand care groups
directly resultsin the significant reduction of local causes of illnessand death,
contributing to thelong-term impact of the program.

In contrast to these ‘ enabling factors’, there may be several ‘barriers to CBIO
sustainability, at least inthe beginning. First, many donor agenciesare oriented
toward rapidimprovementsin quantitative goa sand coverage, and not necessarily
in the devel opment of the lower community processesimportant for sustained
long-term change. Thesefunding agenciesfrequently balk at longer-term funding
commitmentsbecause of their owninterna administrative policies, and they may
not bewilling to finance such an approach.

Communitiesmust bewilling to invest resourcesand timeinto the CBI O approach.
We sometimesfind that local political leaders, MOH health staff inthe area, and
community membersmay not bewilling to maketheeffort neededtoinitiatesucha
new and ‘risky’ change. Aggravating thispoint, somegovernment, churchand NGO
interventionsremain paterndisticinther operations. Theattitude of * helping those
who cannot help themselves' may actually dis-empower communities, and is
analogousto theresistanceinitialy encountered by theinternationa microfinance
movement from opponents who stated that ‘ the poor are too poor to save.” We
now know that the poor can indeed save money, and that poor communities can
helpthemselves.

National (MOH) Support

National support for loca hedlth programming generally flowsthrough aministry of
hedlth (MOH), whether thesupportis: 1) purdly financid, asthrough nationd health
insurance schemes; 2) technical, such as the provision of policies, programs,
protocols, and training; 3) material, likethe provision of facilities, equipment,
medicines, supplies, and printed materias; and 4) labor, including doctors, nurses,
community healthworkers, andfield supervisors TheMOH oftenisthefirst provider
of direct public hedlth services, dthough ministriesthet providesocia security services,
or military servicesa so may haveindependently functioning health care systems.
Working withanational ministry oftenischallenging, aboveal because ministry
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staff are unaccustomed to partnering, and all that agood partnership entails. As
mentioned previousy, MOH health personnel frequently comefrom outsidethe
areathey serve, and may not betrusted by thelocal population. Turnover (attrition)
isoften high among both MOH health service providersand their superiors, with
theresult that training or technical assistance provided may belost withinafew
monthsor years. Inaddition, many MOH directed hedth saff do not hold themsdalves
accountableto thecommunitieswherethey serve, further dienating thecommunities
fromtheir assgned hedlth providers.

Workingwithlocd or nationad NGOsprovidesaviabledternativeto these structura
problems. Inthe CBIO model, local health workersand volunteers are selected
fromthecommunitiesthey serve, and arelocaly accountablefor thequality of their
work. The CBIO methodology isaprofessionally rewarding process, once hedth
providershave experienced itseffectivenessand seereal changes measured within
their communities. Inthismodel, the M OH might best serveasthe‘ guarantor’ of
public health coverage and equity. The MOH could, and should play important and
activerolesinproviding funding, materias, and training to healthworkersto strengthen
their skills, aswell asensuring the quality, uniformity and range of servicesoffered.

Sponsoring Agency Support

Six yearsago, thisauthor reported astudy of CBIO program sustainability together
with the Bolivian NGO partner of Curamericas, CSRA. (Shanklin and Robison,
1999) We uncovered impressiveresultsthat areworth reconsidering here. Mg or
findingsincluded:
® Program sustainability wasmanaged within the context of expanded
servicevolume. The program grew by over 750 percent in aten year
period. About 60 percent of expenses supported personnel, and 70
percent of personnel werefield health staff, and the remaining 30 percent
provided administrative and ancillary support.
® Program sustainability wasmanaged within the context of stable
unit costsover time. Theaverage cost of providing PHC wascal culated
andfoundto be $US 12.72 per beneficiary per year, and thisrate
remained remarkably constant over aten year period, even asmore heath
interventionswere added. If inflationary factorswereto be considered, the
cost per client declined.
® |n-country NGO sustainability significantly improved duringtheten
year study period. During the baselineyear of the study, 1987,
Curamericas had contributed 75 percent of total operating coststo CSRA,
and theremaining 25 percent had comefrom CSRA and local program
income. Ten year later, 1997, the situation had practicaly reversed.
Curamericaswas contributing 35 percent of NGO incomewhileloca
income had risen to 21 percent and NGO contributions climbed to 44
percent. Further, CSRA could point to concrete progressin all fiveof its
sustainability e ementsmentioned above.
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By applying the practices and tool s of the CBIO methodol ogy, Curamericas, its
NGO partnersand other PV Os have been ableto create effective and equitable
health service programsthat are potentially self-sustaining inthe countrieswhere
they work.

Challenges and Pitfalls

Creating and regul arly updating acensusand maintaining chartsof eechfamily inthe
target areamay be considered by someto betoo labor intensive. MeanieMorrow
at World Relief states that her organization “ found [the census] to be
cumbersome; staff spent too much time on the roster and not enough time on
their interventions.” Eric Swedberg with Savethe Children agrees. an organization
must dedi cateasignificant amount of time, labor and resourcesto maintain acensus-
based system well. The question may be: Aretheresultsworth the effort? Many
say, “ Yes”

Giventheintensity of effort required toimplement the CBIO approach, inspired
leadership, appropriate and ongoing staff training, and regular supportive
supervision are not only important, but essential elements of the program. Of
course, the same should be said of any high quality public PHC service, but the
increased emphasi s placed on regular monitoring and measurement through the
CBIO approach mean that shortfalls and weaknesses are more readily apparent
when dataareandyzed. | dentifying areasfor improvement, inand of itsdf, isavery
good thing for any health program to do. However, a supportive management
environment isneeded to ensure that negative resultsdo not lead to ademoralized
staff, or to further reduced program effectivenessthrough inaction.

Cafe*
By applying the

practices and tools of
the CBIO
methodology,
Curamericas, its NGO
partners and other
PVOs have been able
to create effective
and equitable health
service programs that
are potentially self-
sustaining in the
countries where they
work.

... Inspired leadership,
appropriate and
ongoing staff training,
and regular
supportive supervision
are not only
important, but
essential elements of
the [CBIO] program.
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CHAPTER FOUR
Establish a Relationship between
the Program and the Community

Deve oping ardationship between the health program and the potential target area
populationisnormally realized through aseriesof meetings, discussons, and visits
between health program representatives, and traditional and formal community
leaders. Theseactivitiesmay take severd monthsor even severd yearsto complete.
Mutual trust and confidence are prerequisitesfor progress, and thisisbest gained
through patient, respectful diaog at the pace of the community leaders. Certainly,
part of thisprocessistoidentify the most appropriate groupsand individua swith
whom to work. Those who first present themselves are not always the most
appropriate or desirable individuals with whom to work! This step isfinally
established through theformal signing of atime-limited, renewabl e agreement
between legal representatives of the health agency and the communities, and
separately with the MOH if appropriate (and it usually is). Of course, firm
commitmentsof funding, based upon realistic budgetsare essential.

Duringtheearly, exploratory meetings, it isimportant toguard against raisng false
expectations, which may |ead to long-term negative consequences between the
program and communities. A guiding question that should remainintheback of the
minds of health program representatives throughout this processis: Do these
communitiesreally want to partner with our program?A ongoing, candid self-
gppraisd of what the hedlth program may actually beableto offer the communities,
together with aclearly positive responseto this question from key community
representativeswill beessentid for further program development.

Onemeansto devel op good working rel ationships, especidly if the hedth agency
isexternal to thecommunitiesin whichitintendsto work, istoidentify ahigh
priority, community perceived, health-related need which can be addressed using
existing community resources, and agree to undertakethiswork mutual ly until a
measurablesuccessisachieved. Thisactivity shouldfurther develop therdationship
of trust between health program staff and community members. A morestructured
processispresented bel ow to demonstrate how effective community relationsmay
be devel oped.
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... health program
staff ... identify the
principal social
players’ in the
community and their
respective interests,
in order to design
presentations with the
greatest chance of
increasing community
awareness, and to
create a supportive
environment for
implementing the
CBIO health program.

Identify and Make Contact with
Key Individuals and Organizations

Inthistask, the hedlth program staff attempt toidentify theprincipd socid * players
inthecommunity and their respectiveinterests, in order to design presentationswith
the greatest chance of increasing community awareness, and to create asupportive
environment for implementing the CBIO health program. Theactionsto take could
indude:
= Makealist of thelocal |eaders, aswell asthe personsand organi zations
who should be considered aspotentia strategic alies(NGOs, leaders of
nel ghborhood associ ations, community organizations, and volunteers)
= |dentify theinterests, opportunitiesand threatsthat may face each of the
individualsand organi zationsonthelist, answering thefollowing questions:

o How will their interests (personal, professional, economic and
political) affect (and be affected by) the implementation of the
approach?

o What resources are available to support the implementation of the
approach?

o What negative or positive effects will their interests have on the
implementation of the approach?

Identify the‘ spheresof action’ of these principal players, in order to recognizethe
environments (spheres of action) and the overlapsthat exist among them. A tool
used for thistask isthe Audience and Actor Identification Chart. For example:
= At theneighborhood or sector level (local leaders, volunteers, traditional
medical practitioners, teachers, and the general population)
= Atthemunicipa level (mayors, city councils, local health committees, local
health directors, and NGOs)
= Atthelevel of municipa districts(district health committees, theMOH, and
socid organizations)

Onceyou aresatisfied with thelist of relevant individual s, organi zations, and their
respectiveinterests, you will want to make contact with them and create apositive
first response. To succeed at thistask, thefollowing stepsusually are necessary:
= Makeapresentation of the national and/or municipal health program, or
present an actua example of asmilar CBIO program implemented by your
agency esawhere.
® Produceapolitical map of theareaincluding the namesand locations of the
communities, neighborhoods, housing developmentsand blocksinthe
zone,
= Review and present current health stati ti cs, sharing themost important
hedthindicators(if thisinformation isnot availablefor thearea, use
satisticsfromtheregiona or nationd levels). Present thestatistics
graphicaly and as percentagesto facilitate understanding by community
representatives. Theinformationin thispresentation should consist of
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principa hedthindicatorslikemortality, birth coverage and vaccination
coverage.

= Offer agraphic representation of the service network.

= Specifically, make apresentation of the proposed CBIO approach, which
shouldincludethefollowing points:

o A map of geographical accessibility: show the distances of
nei ghborhoods and communities to health services, routes of
travel, and means of communication (such as, roads, telephones,
and radio communications)

o Graphics for levels of attention and human and physical
resources. services offered by health establishments according to
their levels of attention (primary, secondary and tertiary are
common designations, defined by you for your audience), systems
of referral and cross-referral, number and type of health personnel
at each health service level, and equipment available at these
health facilities

= Makeapresentation of the proposed CBIO approach, which should
includethefollowing points:

oA CBIO overview, including the five step implementation cycle

o The census, baseline health assessment and the system for
registration and monitoring of vital events

o The rationale for and explanation of the system of home visits to
families at highest risk of illness and death, and follow-up visits
for detected and treated patients

o Other systems for contacting clients, including group events and
caregroups

o Social participation and the role of community human resources as
principal factorsin the success of the CBIO approach

Develop Local Community Commitment
to the CBIO Approach

Thegoal of thefollowing activitiesisto successfully demonstrate the advantages
offered by the CBIO gpproach for theimprovement of family and community hedlth,
andto createasenseof individua and communal co-responsibility and commitment.
Toachievethis, you could takethefollowing steps:
= Vidtlocal leadersto set aplace and datefor introductory meeting(s).

Request that invitations be sent to the most senior representativesof the

concerned neighborhoods and communities. To speed thisprocessand

facilitate coordination, werecommend to:

o Hold conversations with senior formal and traditional local
leaders with interestsin health care to set a date for the meeting
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The goal ... is to
successftully
demonstrate the
advantages offered
by the CBIO
approach for the
improvement of
family and community
health, and to create
a sense of individual
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responsibility and
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After the initial
meeting(s) has been
held and determined
to be a success, hold
increasingly more
formal meetings at
which key individuals
and organizations
begin to make mutual
agreements and
commitments.

o Suggest participant lists for the meeting(s) based on the previously
identified key individuals and organizations
o Work together to write and deliver the invitation

= Makesurethat al participantsreceivetheinvitationinatimely fashion.
Contact dl the participantsto verify whether they havereceived the
invitation, and emphasizetheimportance of their participationinthe
mesting.

= Makesurethat al the materials needed for the presentation are on hand.
Define organi zational and logistic needs. Preparation shouldinclude:

o Set the agenda for the meeting, defining who will be part of the
team, what topic each member will facilitate, and the sequence of
topics

o Visit the planned |ocation before the meeting to make sure all
needed supplies are on hand, such as seatsfor all participants, and
space for the material to be presented

o If you plan to use audiovisual media, verify that the location has
electricity and the necessary equipment to connect to it

o Assign a person to be responsible for all organizational and
logistical aspects of the meeting

= After theinitial meeting(s) hasbeen held and determined to be asuccess,
holdincreasingly moreforma mesetingsat which key individualsand
organizationsbeginto make mutual agreementsand commitments. The
important e ementsof thesemeetingswill include:
o Prepare written agendas that includes all important points to be
addressed
o Ensure all key participants know one another
o Present national health policies and frameworks, and the existing
response capacity of the local health services network
o Present the negative effects primary illnesses are causing in the
target areas
o Summarize the CBIO approach, and how the proposed work will
be carried out
o Reflect upon the responsibilities of local playersinthe
improvement of family and community health; the contributions
that these players may provide include: public financial support
through municipal funds, access and support of the MOH, or other
potential funding sources; knowledge regarding local values and
culture; people who may be trained as health volunteers;
technical, material and logistical assistance to health teams for
CBIO implementation; feeding of volunteers during community
activities; and making maps and numbering homes in communities
under census, among others
o Create partnering commitments for the implementation of the
CBIO program
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o Determine the neighborhoods or communitiesin which the CBIO
method could beinitiated, or pilot tested

If apilot test will beundertaken, it will beimportant to choose communitieswiththe
best possible conditionsfor accepting the approach. Thiswill allow theteam to
gradually gain experience and develop greater skills, in order to later extend the
interventionto therest of thearea. Besureto:
®= Prioritizethe communitiesand neighborhoodswith thelargest number of at-
risk populations(children under fiveyears, pregnant women, etc.) and
cases of illnessand/or death caused by preventable, treatable or curable
causes. Thecommunity or local health servicescan providethis
informetion.
® Plantorecruit health volunteersfrom the communitiesand neighborhoods.
Volunteersmay be animportant and determining factor in the success of the
program.
® Thegreatest chancesfor successwill occur in communitiesor
neighborhoodswith well-structured organizations, clear leadershipanda
history of successful community work.
= [t dsowill beimportant toinitiatethe programin communitieswhereyou
will have good geographi c accessto facilitate frequent contact, important to
support and closaly monitor CBIO pilot project.

Formalize Responsibilities
through Written Agreements

A last step of the process of building local interest and commitment isto mutually
agree upon acore set of leadersand ingtitutionsthat will be responsibleto create
written time-limited, renewable agreement(s) between legal representativesof the
health agency and the communities, and with the MOH. Thisactivity should be
timelimiteditsalf, to build upon theenthusiasm generated during themeetingsleading
up to thismoment. Set up apublic forum for the official signing of community
agreements, and invitethe publicto attend and actively participateintheevent. This
should bean event that isboth important and joyous!

Develop a Cadre of Local Health Volunteers

After theagreementshave been signed, beginimmediately to set datesand locations
for community planning meetingsinthose areaswherethe CBIO program initialy
will beimplemented. Oneof thefirst activitiesof these planning meetingswill for the
health program staff to work with community membersand leadersto develop a
hedlth volunteer profileand to definetherole of thehedlth volunteers(that is, create
ajob description). However, prior toinitiating thisprocess, senior health staff dready
should have developed aclear plan for the number of volunteersthey may needed,
how thevolunteerswill betrained and supported, and any incentivesor non-financia
support they planto offer (see Chapter Ninefor moreon thissubject).
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... If financial or non-
financial incentives
are to be offered [to
health volunteers],
they must be
Jjudiciously considered
before any formal
announcements are
made, because false
expectations may
create lasting friction
between paid health
staff and community
volunteers, and may
lead to increased
volunteer dropout.

Thehealth volunteer profileshould require, at least:
® Residenceinthecommunity or neighbourhood.
® Thesupport and backing of the neighborhood or community.
= Demongtrated interest in volunteer work on the project.

= Anability toread and writereasonably well (only if their rolesrequirethese
ills).
= A respectful attitudetoward others, and acommitment to confidentiality.

Thereismuch discussion and debate on who makesthe best volunteers, or indeed,
if thereissuch athing asan effectivevolunteer. Our experienceisthat young adults
demondirate early enthusiasm and energy, but may carry littlecredibility with ol der
adults, and may loseinterest as educational and job opportunitiesarise. Onthe
other hand, young adults often areliterate and are quick to learn new material.
Within Curamericas, we have had successwith marriedindividualswith children (a
clearer commitment to the geographical area), who obviously havefirst hand
experiencein materna and child healthissues. Turnover of volunteersisalwaysa
concern, because each timeatrained volunteer islost, anew replacement isneeded,
and thetraining and support cycle beginsanew. Thisplacesincreased respongbility
on paid staff who may already beat their threshold of maximum workload.

Generaly, thejob description of thelocal health volunteers should include the
willingnessand capacity to:
= Assist with mapping and numbering houses, and to helpin collecting census
data(in conjunctionwith hedlth staff).
= Actively detect and refer peopleand familiesat immediate health risk
= Monitor and offer case management to selected clients.
® Provide health education intended to encourage self-care at the personal,
family and community levels.
= Carry out thesetasksusing thetoolsand datarecording forms appropriate
to the CBIO approach being implemented.

Headlth program staff should be clear that the responsibilities of health volunteers
will belimited to an agreed upon number of hours per month (and no more), and
that thework be purely voluntary (therewill be no financial remuneration of their
efforts). Alternatively, if financia or non-financid incentivesareto be offered, they
must bejudicioudy cons dered beforeany forma announcementsare made, because
fa seexpectationsmay createlasting friction between paid hed th saff and volunteers,
and may lead to increased volunteer dropoui.

Oncevolunteer profiles(selection criteria) and job descri ptions have been devel oped
and approved, another planning meeting can be held to establish aprocessfor
announcing thesepositionsandfor selectingloca volunteers All potentia candidates
should beinformed about the CBI O approach, including itsmaor components, so
that they will understand the scope of their responsibilities. Another goal of this
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meeting will betoinvolveloca community leadersinthe processof creating the
locd hedlth monitoring network. Thelater selection of thevolunteerswill beatask
that should be organized and carried out by community members (and supported
by senior health program staff) to ensurethat the group of volunteers selected will
havetheir full support and backing.

After volunteershave been sdl ected and organized into amonitoring network, you
may gather thevolunteersand loca authoritiesto review thefollowing key steps:
® Describetheroles, functionsand responsibilities of thevolunteersand
community leaders.
® Develop and signaformal work agreement(s) among theindividuas
(volunteers, local |eaders, and the health team) to Signify the commitment of
all partiesto the CBIO program and itsgoal s of equitable health carefor all
community members.
= Createaplan of action. Thiswill include concreteactivitieslikeanticipated
training, initiation of censustaking, map making, house numeration, and
beginning homevistsin each targeted community.

Now, believeit or not, you arejust * getting started’!
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CHAPTER FIVE
Getting Started

Inorder to successfully plan, conduct, monitor and eva uate CBIO programactivities,
therearethreecritical, early setsof activitiesthat must be carried out. Theseare:

® Conducting acensus

= Egtablishing acommunity baselineof health knowledge, practicesand
coverage
= Asking for community opinionsand preferencesregarding health services

Thefirgt set of activitiesisto conduct the censusitsdf, whichwill includean exercise
to map thetarget areasand number dwellings, aswell ascollect basic censusdata
onal householdslocated withinthe boundaries of thetarget area(s). Second, we
will want to establish acommunity ‘ basding’ of community knowledge, practices
and service coverage (conducted asa‘ KPC survey’), against which future health
program progresswill be compared. Finally, and importantly, we will ask for
community opinionsand preferencesregarding health services, including thetypes
of servicesdesired, theavailability of services, and other factorsthat may be of
importanceto community leadersand members. Thesethreetopicsare addressed
below, inthissameorder.

Conducting a Census

The CBIO approach isbased upon enrolling ageographically defined popul ation.
A full censusservesasabasisfor program planning and for accuratedataanays's,
where the population is well known and documented. These data provide a
convenient denominator for cal culating both service coverageand mortdity rates
for different age/sex categories, and for many other measuresof health carereceipt
and health status. Most importantly, it honors each and every member in a
community. The census rests upon the principle of equity: everyone counts,
and everyone is counted.

The census process should directly involve community members and health
volunteers. Prior tothe census, aseriesof meetingsare needed to inform everyone
of the purpose. A plan of action should be prepared which includes: when the
censuswill be conducted, whowill conduct theinterviews (paid surveyorsand/or
community volunteers), thetime of day wheninterviewswill be conducted, and
why it isnecessary to map the areaand number houses. Theissue of informed
consent should bediscussed and resol ved with local leadersprior to moving forward.
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The census may be
conducted at the
project level by
community members
and/or leaders,
health workers,
graduate students,
or others who can
read and write.

Thetasksinvolvedin censustaking are:
= 1. Plandatagathering activities
® 2. Train censusdatacollectorsand supervisors
= 3. Mapthecommunity
= 4. Gather censusdataand open family folders
= 5. Tabulateresults

Plan data gathering activities

The*family card’ used to record censusinformation isadatacollection instrument
that containsinformation on each family member. Itisusualy completed prior to
health project startup, and isupdated each year through anannua “roll call.” The
censusmay be conducted at the project level by community membersand/or leaders,
hedlthworkers, graduate students, or otherswho can read and write. Thisiscarried
out through asystemati c house-to-housevigting schedulefor family level interviews.
In this process, census dataare written directly onto the cardsand the cardsare
used for a3-5year period.

Basic censusinformation shouldinclude:

= A locator (astandardized address, which might need to be created)

= A family name (head of househol d)

= All household members: their names and rel ationship to the head of
household

= Dates of birth: month, day and year, using a standardized recording
procedure (the birth dates may not be known, so you may use an events
caendar with certain historical eventswhichthey will remember, suchas
the nationa independenceday, afamousdrought, etc)

= Sex: maeffemde

= Occupations

® Educational attainment: codes may be used for listing levelsachieved,
with dates of completion if possible

® |mmunization status: for example, a“ Y’ for yes, andif over-age, thena
“— (dlash) for each vaccine recommended by the MOH

You may also chooseto add other family level information to the card. For
exanple
= Health knowledge: a space for datesindicating that an oral test was
given for ORT and/or ARI knowledge, or for basic hygiene knowledge
and practices
= Home environment: data on water access/usage, the proper disposal of
human waste, or the type of flooring and/or smoke ventilation
® Socio-economic status: criteria set by the community, such as number
of livestock owned, the size and condition of the house, etc.
Infact, all kinds of datamay be collected on thefamily card, but care should be
givento avoid collecting too muchinformation to realistically fit. Further, youwill
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not want to record datathat you know will rapidly become out-of-date, or will
require multiple entries. For example, growth monitoring cards or malnutrition
registersareamore useful meansof collecting dataon nutritiona status, enrollment
innutrition education and/or nutrition rehabilitation activities. Findly, thefamily card
needsto be carefully tailored for each project, trand ated and fiel d-tested before
being used.

Inall likelihood, maps must be devel oped of thetarget service areas, and houses
numbered. Mapsare necessary in order to know whereal housesarelocated, and
the boundaries of the catchment area. House numbering isnecessary prior tothe
censussothat locatorsare systematic. A community (or catchment area) map will
depict al themajor structures, housesand landmarks (such asriversand markets)
that arepart of thearea. All the houses must haveasystematic locator. If thehouses
arenot numbered aready, thenin accordanceandin collaborationwithloca |leaders,
the houses should be numbered foll owing an agreed upon sequence. Thereare
severd chalengesto befaced when numbering housesand each should be discussed
prior to beginning. For example, pointsto discussmay include: boarded up structures,
temporary structuresfor migrantsor squatters, empty lots, multiplefamiliesinone
dwelling, and future structuresthat may be built between the numbered houses.
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It [is] important to
notify catchment
area families about
the census, with the
approval of local
authorities, so that
families are aware of
the activity and will
be available in their
homes during the
dates of the census.

Train data collectors and supervisors
A first censustraining activity will beto definetheroles, normsand responsibilities
of team members. Census-taking teams should be composed of :
= Coordinator - responsiblefor leading all activitiesrelated to map
making, house numbering, and conducting the census (logistic,
technical and organizational aspects)
® Team super visor (S) - responsiblefor organizing and distributing
interviewers and maintaining data quality
= Data collectors - responsible for making maps, numbering houses,
visiting homes, recording data on family cards, and creating family
health folders
®= | ogistics person - handles supply and distribution of office supplies,
snacks and the like

Therearenumerousother detailstoresolve:

® Setting datesfor participant training and datagathering

® Setting aplaceand timefor training participants (I1t'simportant to set the
datesin cooperation with local leaders, since they will have a sense of
the availability of peopleliving in the area. It will also be important to
notify catchment area families about the census, with the approval of
local authorities, so that families are aware of the activity and will be
available in their homes during the dates of the census.)

= Planning thelogisticsof training and datacollection (Smple planning
tables might look like the following.)

Mapping and Census Planning Table

Number of maps to be made

Number of houses to enumerate

Number of person-days required to map
and number

Number of people to map and number

Number of households to interview

Number of minutes per census interview

Number of interviewers

Number of households per interviewer

Number of interviews per day

Number of days required
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Costs of Census

Number of forms

Cost per form

Number of interviewers x payment per
form or honorarium per volunteer

Number of supervisors x payment
per person

Costs of local transportation and food

Training allowance: X participant

Training materials:

TOTAL COST

Now you areready to devel op atraining program, taking into account thefollowing
topics: thedifferent rolesand responsibilities of participantsin census-taking; the
basic theory of the CBIO approach, focused on the goals of the census; and,
communication skillsthat will guaranteehigh quaity interviewsand accurate, legible
and completedata. Thetraining of datacollectorsshouldinclude proper etiquette
and greetings, sothat familiesare not intimidated or worried that their ansversmay
haverepercussonspolitically or economicaly (such as, used for taxation, or for the
military draft), and that all responses are considered confidential and for health
program planning only. Based on actual experience, the processto completethe
mapping exercise(induding numbering houses) and conducting thecensuswill require
approximately onemonth.

Map the community

Prior to conducting the census, devel op adraft sketch(es) of the catchment area(s)
based upon visual observation, community knowledge, and existing political maps.
Form mapping teams, cons sting at aminimum of adatacollector and apersonto
hel pwith house numbering. We a so recommend assigning one supervisor for every
twoteams. Instruct your teamson the proper sequence of the household numbering
system, and assign survey areas to each team. Hand out mapping and house
numeration suppliesaccording to the estimated number of homesin eachteam’s
area. (It simportant to give each team acopy of thedraft sketch with theboundaries
of the catchment areasdrawnin.) Houses may be numbered with paint and abrush,
using astencil for uniformity. We also have had excellent experiencewith locally
produced painted metd plagues, which may be painted colorfully and beculturaly
appropriate. Always seek informed consent and permission to number the house.
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Generally, we define
a family as those
household members
who share food from
the same pot. Families
may be extended
(mother, father,
children,
grandparents, and
cousins) or nuclear
(just parents and
children).

Gather census data and open family folders
Censusdatacollection should beginimmediately after censustraining. Participants
may forget aspectsof thetraining astime passes. Censustaking should beon afull-
timebasis, in areasonably short period of time, depending upon the size of the
neighborhood or communitiesinvolved.

Eachteamwill gofrom houseto house, and will follow the house numbering sequence
previoudy completed during the mapping exercise. Datacollectorsshouldinterview
heads of familieswhenever possible. If not, interview an older person who can
providereliableinformation. (If an appropriate personisnot available, it will be
necessary to determine the best timeto return to complete the interview.) The
sequenceof interview activitiesisasfollows:

® |dentify and introducetheinterviewer(s)

= |nform thefamily about the purpose of the censusand itsconfidentiality

® Request documentsthat i dentify each family member: for example
identification cards, a family notebook, birth certificates, military
service notebooks, infant health cards, and non-pregnant woman
cards, among others

= Begintheinterview question process

Whileasking questions, fill out theforminthefamily fileaccordingtotheingtructions.
Verify theaccuracy of thedataobtained intheinterview against thedocumentsyou
haverequested (especiadly thedatesof birth, ages, and names). Each family should
havetheir own folder and acorresponding number, which reflectstheir location or
house number. If morethan onefamily livesin ahome, each one should havea
folder with the same number, but in addition, another identifier should be used
(letter or number) to differentiate thetwo families. Generdly, wedefineafamily as
those household memberswho sharefood from the same pot. Familiesmay be
extended (mother, father, children, grandparents, and cousins) or nuclear (just parents
and children).

Duringtheinterview, it'simportant toinvestigate whether al the peopleinthehome
livethere, or if someareonly visiting, toavoidincluding peopleinthe censusthat do
not liveinthearea. Thecriteriafor deciding whether apersonisaninhabitant of a
neighborhood should be established by having analyzed previoudy themovement
of thegeneral populationinthearea. If population movement ishigh, the period of
timefor residence should be shorter. If the movement of the populationislow, the
timefor residence should belonger. For example: If during the censuswefind a
personinafamily whowill beintheareafor two months, and the averageresidence
istwoyears, it won't beimportant to includethis personinthe census. Either way,
the personwill recelvethe same basi ¢ hedl th actionsasthose counted in the census.
Consstency isthemost important aspect of theresidency ‘ decision-rule’.

The supervisor-in-charge should review al forms by the end of the day, and any
errorscorrected immediately, and incompleteforms should berevised by revisiting
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thehouse. Thiswill alow the supervisor to monitor multipledatacollection teams
and to ensure complete and accurate data at the end of each work day.

Tabulate results

Immediately following the census, the censustakerswill hand-tabulatetheforms. It
should not take longer than aday or two. Easy-to-use tabulation forms can be
designed, using thetick mark method (‘H~LL ). Largeclear formsalsoaidinthe
process. A few hand held cd culatorsawayshelp. Thegod of thistask istotransform
the collected datainto useful information, so that health care providersand the
community can makedecisonsdirected at reducing therisk of illnessfor familiesin
thelr areas. For thistask, follow these steps.

Create ‘tab’ tables - For this step, review the data originally planned to
be collected inthe census. Asaminimum, consolidateinformation regarding
the number of inhabitantsby ageand sex at fiveyear intervalsfor those over
five, andinsmaller interval sfor those under fiveyearsof age. Thefollowing
agegroupswork well:

= (0-30 days

= 1-11 months

= 12-23 months

= 24 - 35 months

® 36 -47 months

=48 - 59 months

=»5-9years

=10- 14 years

®15-19years

= 20- 24 years

= 25 — 44 years (or the national cutoff for women of reproductive age,
if different)

=45 —-64years

= 65 yearsand older

= Education level of the population by age and sex (takeinto account
these possible categories: illiterate, primary, secondary, and higher
education)

= Most frequent reported il Inesses by age and sex groups

= Number of deaths by age group and cause

Form tabulation teams - It isrecommend that all peopleinvolvedin
collecting the census dataal so conduct the tabul ation, so that they can
appreciate and valuethefina product of their efforts. Thefollowing process
may beused:
® Form groups of two people, oneto dictate and the other to record
information with tick markson thetabulation tables

cij
The goal of

[tabulating results of
the census] is to
transform the
collected data into
useful information, so
that health care
providers and the
community can make
decisions directed at
reducing the risk of
illness for families in
their areas.
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Typically ... we find
that certain age and
sex categories ... are
at greatest health
risk. These groups
usually include
children under the
age of five years ... ,
and women of
childbearing age ...

= Each group should tabulate the data of the sector or block inwhichthey
wereresponsi blefor gathering data
= Once completed, each group will present theresultsto the other teams

After theresultsfor blocksor sectors are presented, the coordinator of the census
will beresponsiblefor consolidating thefinal resultsto obtain summary dataabout
the catchment area, and s/he should devel op apopul ation chart for thewholearea.
Next, defineafiling systemfor thefamily foldersthat will facilitate hed th staff work
management. Among other congderations, it will beimportant to clearly identify the
foldersof familiesby risk criteria. (Example: write‘ TB' in red on thefront of the
familyfolder.) Findly, theteam should verify theagreement of thefoldersnumbered
during the censuswith the areamaps. Make any correctionsto the mapsthat are
necessary for accurateness and completeness, and prepare final versionsto be
postedinapublic area.

Establish a Community KPC Baseline

At thispoint, we have collectedimportant information that describesthe communities
withwhichyour health programwill work, and may have collected somebasi ¢ but
limited information on health status. We now want to collect more in-depth
information onthe health status of the community, and identify the most important
causes of sicknessand death. Thiskind of informationisgenerally best collected
through arepresentative sample survey (not a census because of the time and
resourcesthat it would require), supplemented with information collected through
‘focusgroup’ discussionsand interviewswith key community representativesand
stakeholders. Information through theselatter processeswill permit you to gather
opinionsand preferencesfrom the people your program will serve, and will be
important for community acceptance, service usage and support inthefuture.

Typicdly, inadeve oping country setting, wefind that certain ageand sex categories
of individudsareat greatest hedth risk. Thesegroupsusudly includechildren under
theage of fiveyears (and especially from birth through thefirst two yearsof life),
and women of childbearing age (15—49 yearsof age, and especiadly young mothers
carryingtheir first child, and older women who have delivered multiple children).
Thiswill be confirmed (or provenincorrect) during theanalysisof datafromthe
hedlth survey and other datacollection activities. Therefore, it will make sensethat
wefocusour initia datacollection efforts on these categories of health clients, but
aso acknowledgethat asaPHC service, wewill want to supplement thisinformation
with that of other age and sex categories.

The usual approach to collecting survey data within the context of the CBIO
methodology isto conduct aKnowledge, Practicesand Coverage (KPC) survey
among arepresentative sample of motherswith achild between 12 and 23 months
of age. Thissurvey will be applied asabasdline measure, and later will be applied
againto estimate progressin achieving multi-year program objectives. Fortunately,
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to design and conduct thissurvey there are excellent reference materialsalready
developed and availablefor your use.

Completeinformation on how to conduct ak PC survey may befound a thefollowing
web site: http:/mwww.coregroup.org, or by contacting CORE directly (3001 Stret,
NE, Washington, DC 20002, USA). These materialswill guidetheentire process
of conducting aKPC survey, from planning through analysis, report writing and
presentation. Focusgroup discussionsand interview techniquesarelikewise well
documented, and published guidanceisreadily available. We have provided a
listinginthe Referencesand Resources section of thismanual for your convenience.
What isimportant to emphasizeisthat thesetool sareflexible, and will beadaptable
to the needs of your target areasand popul ations.

Of specid noteisthat youwill want to add aseries of questionswithinthe KPC
survey datacollection instrument to query mothersabout any deathsthat occurred
within their family during the past twelve months. (Thisperiod of timeis selected
because responses beyond oneyear tend to become much lessreliable, and periods
shorter than oneyear generdly do not provide enough casesfor andysis) Typicaly,
theresultsof such aretrospective study will “ under report’ theactua rate of deaths
that have occurred. Thisis because of faulty memory, uncertainty about what
constitutes a spontaneous abortion, still birth, or early neonatal death, and an
unwillingnessto sharethiskind of family information with astranger. However, the
resulting datawill be of great usein establishing the patter nsof death by ageand
sex categories, evenif thenumbersarenot reliablefor estimating actual mortality
rates. Thesedatamay alsobeusedto‘ cross-validate’ themortality datacollected
during the census process. (Thisisdiscussed ingreater lengthin Chapter Nine).

Ask for Community Opinions and Preferences

Community opinionsand preferencesmay be collected as part of the KPC survey,
or concurrently through focus group discussionsand one-on-oneinterviewswith
community members. Thereisalwaysadanger of overloading the KPC survey
withtoo many questions, whichwill leadtolower quaity responsesfrominterviewees
and lengthy analysisof databy your datacollection team. Group discussionsand
interviews, whilenot statistically representative; often providericher detailsthat are
useful in program planning. You will also be ableto sharetheresultsof thesedata
during community feedback sessions, when even more community input will be
solicited and received.

Typicd typesof information that could be collected at thistimeregarding community
opinionsand preferencesincludethefollowing partid list:
® What basi ¢ health servicesdoesyour family require?
® Whereand during what daysand hours should these servicesbe available
toyour family?
= What isyour opinion of existing health services?

CLapter Five

There is always a
danger of overloading
the KPC survey with
too many questions,
which will lead to
lower quality
responses from
interviewees and
lengthy analysis of
data by your data
collection team.
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= How areyou treated by health staff whenyou or afamily member attends
theclosest hedth facility?

= Arethereany reasonswhy you would not usethe health servicesif a
member of your family wassick?

® Fromwhom do you seek health advice when someonein your family is
sck?

= What are your recommendationsfor improving existing health services?

Inthenext chapter wewill discusshow al of theinformation collected aspart of the
censustaking and baseline health assessment are put together and used to planand
implement CBIO sarvices. There, theinitial community input provided during the
basdinedatacollection activitieswill bereflected back to community membersand
more participation sought in health program planning and implementation.
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CHAPTER SIX
Putting the Pieces Together

What Are the Most Frequent, Serious,
Preventable or Treatable Diseases?

By theend of the activitiesdescribed in the Chapters Four and Five, what isknown?
= |_ocationsof al householdsinthegeographically defined serviceareas
® Thetotd population (the*denominator’)
® Theagesand gender of al family members
® The population disease burden (the most frequent i1l nesses)
= Themost frequent causes of mortality, by ageand sex
® Hedlth servicecoverage statistics
= Community hedlth preferencesand priorities

With the collection and tabulation of both censusand health data, your hedthteam
isprepared to identify thosefamilieswho areat increased risk of illnessand death.
Inturn, your health staff then will createthe criteriaby whichlocal healthworkers
will target their services and resources. We recommend that you hold amesting to
analyzethe datafound through the census, health survey, and other sources. At this
meeting, the program manager and/or thefield coordinator may facilitatethe process
of analysiswith the participation of theinterview teams, and health staff members.
Theanalysisof thetabulated datawill bedirected at making aninitial definition of
thecriteriafor high risk to be considered by the hed th program and the community.
Somepossiblehighrisk criteriamay be:
= Familieswith children under fiveyearsof age (Alternatively, based onthe
data, you may choose to more narrowly define that criterion to, say,
families with children under two, or three years of age)
® Familieswithaninfant under oneyear
® Familiesinwhichthereisawoman of child-bearing age

= Familiesinwhich awoman hasdied because of complicationsof
pregnancy, birth or during the neonatd period, or familiesinwhich aninfant
death has occurred

= Familiesingeographiclocationsinwhich particular heathrisk(s) appears
higher (for example, mountainsversusplaing)

= Single-headed households

® Familiesliving under relatively poor socio-economic conditions (compared
totherest of householdsinthe catchment area), such as: limited or no
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... your health team is
[now] prepared to
identify those families
who are at increased
risk of illness and
death ... and will
create the criteria by
which local health
workers will target
their services and
resources.
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Returning the
collected information
to communities is an
important step to
maintain and build a
trusting relationship
with the communities
you serve.

accessto potablewater; nolatrinesor other sanitary facilities; poor housing
conditions; limited livelihood opportunities; limited education attainment,
and thelike (These categorizations will be based on the data available
to your team)

Many societiesvauether elderly, and will assgnthemahighrisk satuseventhough
death eventswill berelatively rare (asaproportion of thetotal population), and
prevention of death difficult to achieve. Others might be concerned about single
parent families or families with known domestic violence and abuse, and/or
alcoholism. Theseareall important considerations, and program staff will haveto
openly acknowledge and accept theseloca priorities, and balancethem against the
prioritiesof funding agencies, the M OH, and the evidence of thedatayou havejust
collected.

Oncethehighrisk criteriahave been determined, your teamwill need to estimate
the number and percentage of familiesthat have each of thedefined criteria, and the
relativepriority of thesecriteria, or categoriesof risk. That is, which categories of
highrisk familieswill receivewhat hedlth servicesand inwhat priority order?This
may not beasdifficult asit first seems. For example, in Bolivia, Curamericasandits
NGO partner devel oped thefollowing guiddinesfor family vistation:

= Six vigtsper year for any family with children under two yearsof age

® Threevisitsper year for familieswith children aged two tofiveyears, or for
familieswithawoman of childbearing age

® Onevist per year for al householdsto update the censusfor usein
planning and evaluation, and to shareinformation about the health program
with community members (including clinic servicesand prices)

The personswho will bein charge of implementing the health program, including
thosein chargeof defined serviceareas(weoften havetermed these“ service sectors’
to designate an areaunder theresponsibility of oneindividua) should be actively
engaged inthistask, and supported by senior hedlth saff, aswell ashedthvolunteers.
These persons should begin by selecting thefamily folderswith one or morerisk
criteria, and marking the houseswherethesefamilieslive on maps, or by creating
listsof highrisk families, by risk criteria. The preparation of these materialsand
draft guidelineswill provide an excellent basisupon whichto conduct discussions
with community memberson health servicepriorities, activitiesand respongihilities.

Provide Baseline Study Feedback to Communities
and Solicit Their Input

Returning the collected informationto communitiesisanimportant step tomaintain
and build atrusting relationship with the communitiesyou serve. It lsoiskey in
generdingandyds, discussonand community interest in participating inthesolutions
of thair shared hedlth problems Thisactivity will indudepresenting thebas c Satistical
informationinacear and uncomplicated manner, facilitating open dialog and further
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interpretations, and using this information and analysis for community
recommendationsand decision-making.

Information sharing may be carried out with different groupsin different settings.
Theided might beto hold such ameeting with the entire community, but you can
asowork with groupsof locd leaders, and with existing community groups(women's
group, youth groupsandthelike). Infact, it may beimpossibleto gather theentire
community together at onetime, and unlikely that all members of the community
would fed comfortable sharing their thoughtsin such asetting. Health staff, health
volunteers, and community leadersshould actively participatein the process, under
the supervision of the program manager and/or field coordinator.

Mutually establish adate, time and | ocation for the meetings with neighborhood or
community leaders, and make sureyou have all the necessary resources (space,
chairs, electricity, etc). Aspossible, take advantage of pre-existing opportunities
whenthecommunity or community groupsgathers. Themeetingsshould beheld as
soon asthe data are tabulated and the families at risk have been identified and
mapped.

Prepare and define the educational techniques that will be used to present the
information. (See Presentation of Quantitative Resultsat the end of thischapter.)
Usevisually graphictools, so that the presentation will be enjoyableand easy to
understand. Judicioudly select and present the results generated during baseline
tabulation and anadlys's, and thecriteriafor highrisk families, such as:

® The number of inhabitantsby age and sex

® The percentage of familieswith children under fiveyearsof age

® The percentage of familiesinwhichthereisawoman of child-bearing age

® Theprincipa illnessesthat affect familiesin the community, andtheage
groupsthey affect with greatest frequency (Inthecaseof illnesseslike
diarrhea and acute respiratory infections, based on the results of the
KPC survey, you will be able to report the proportion of children
between 12-23 months of age who had the illness during the two
weeks prior to the survey; these numbers may be surprisingly high to
community members)

® Themagjor causesof death, and the age/sex categories most affected

At thismeeting, you should discusstheactionsthat should betaken asaresult of the
identified health problems. Ask community membersfor their comments and
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Use visually graphic
tools [in presenting
community
information], so that
the presentation will
be enjoyable and easy
to understand.
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suggestions, and if they agree with these recommended approaches. Ideally, the £ :

community will feel asense of shared responsibility for the plans discussed and
madeduring thismeeting.
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What Interventions are Needed and Affordable?

After you have completed this series of feedback meetings, your health program
andthetarget communitiesare now ready to planthefirst year of programactivities.
Another round of meetingsshould beheldin each of thesecommunities. Thisisalot
of work, but important to continueto build community engagement and commitment.
We suggest that the appropriatelocal |eadersand health volunteersal so be present.
Thestepstofollow for thistask are:

= Gather the participants on aspecific date.

= Havethe dataand resultsfrom the preceding stepsat hand, including
prevalent illnesses, causes of death, risk criteria, and the number of families
atrisk.

® Prepareaplanning chart using the prevaent illnessesor health problems
that have beenidentified. Thefollowing matrix isan example:

Chapter Six

WHAT HEALTH PROBLEMS/
ILLNESSES AFFECT THE
MOST FAMILIES?

The majority of deaths
are caused by diarrhea

WHICH AGE GROUPS ARE

MOST IMPACTED? Children under two years of age

During bi-monthly home visits with
families with a child under two
years, we will share information on
how to avoid diarrhea and what to
do if it occurs

WHAT CAN WE DO TO SOLVE
THESE PROBLEMS?

Community health workers and
health volunteers

WHO IS IN CHARGE
OF THAT ACTION?

WHEN WILL WE DO IT? Every two months, beginning now

During these
[planning] workshops,
the program manager
and/or the field
coordinator should

fac’.ll.ta.te the ] During theseworkshops, the program manager and/or thefield coordinator should
activities, making sure facilitate the activities, making surethat all those present have an opportunity to
that all those present participate and speak. Key resultsof each meeting should include:

have an opportunity ® Establish annual goalsand objectives

Review the home visit sheet in the
family folder; check how many
times they have been contacted
about ORS, hand-washing, and
hygiene

HOW WILL WE KNOW IF WE
ARE TAKING THESE
ACTIONS?

to participate and
speak.

= Specify thetarget populations
® PHanmgjor activities
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®= |dentify the groupsof individua sresponsiblefor carrying out these major
activities
= Agreeupon genera monitoring processes

Inorder for your programto createfunctiona annua work plans(and later, quarterly,
and monthly staff plans), much morework by your team will be needed after the
completion of thisround of meetings. However, the broad outline of the program
will bein place, and the detail s of implementation and monitoring now must be
elaborated.

You andyour staff will review al program objectivesand ensurethat they adequately
addressthe hedl th problemsidentified and agreed upon with the community, given
program and community resources. Further, these objectives should be consistently
written, for example, asdeclarative sentences beginning with an action verb, and
including measurableindicatorsand targets. Therange of PHC interventionsto be
cons dered may seem daunting, but neverthe essshoul d bereviewed and conscioudy
agreed upon among your health team.

Indl likelihood, therewill be heavy emphasison children under two yearsof age,
and women of child-bearing age. Interventionsto consider related to these age
groupswill include: community-based, integrated management of childhoodillnesses
(C-IMCI, or theseparateinterventionstherein: diarrhea, pneumonia, maaria, meades
and malnutrition); sexually transmitted diseases (STDs, including HIV/AIDS);
materna and reproductive hedth; family planning; preand post natd care; birthand
ddivery; managing obstetricd emergencies, and persond and family hygiene, among
others.

Beyond the narrowly defined materna and child target populations, your team aso
will be considering servicesfor the broader population, which may includearange
of primary hedlth caretopicssuch as: accidentsand medica emergencies; tuberculoss
and other infectious diseases; dental care; and skin care, among others.

Findly, your staff will consider public hedlthinterventionswhich arenot clinical or
medical innature, but rather aremore on the order of community development, to
addresstheunderlying socia and environmenta causesof poor hedth. Thesecould
consist of : introducing appropriate technol ogy like hand pumpsfor water access,
point-of-sourcewater purification, latrines, fud efficient govesthat minimizeexposure
toindoor smoke, or low cost greenhouses, village banking; women'sliteracy groups,
and animal husbandry and improved livestock management. These types of
interventions may best be managed by other non-profit agencies or government
agenciesthat would wel come the opportunity to coordinatetheir effortswith a
hedlth agency that measuresitsresultsand will facilitate accessto thesecommunities
andtheir leaders.

Hedlthinterventionswill incorporate appropriate preventive health education, and
medical standards, protocolsand practi ces established by the M OH for the country
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... your staff will
[need to] consider
public health
interventions which
are not clinical or
medical in nature, but
rather are more on
the order of
community
development, to
address the
underlying social and
environmental causes
of poor health.
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[When presenting
information to the
community] use flip
charts, maps,
drawings, and
pictures of older
people, boys and girls,
and men and women
with the types of
illnesses (and causes
of death) identified
during the baseline
assessment.

wherethe programisbeing implemented. | deally, there should be contact with all
highrisk familiesonaregular basis, say every two months, increasing thefrequency
of visitsin cases of illness. Because of the significant human resourcesthiswill
require, wesuggest using theprevioudy established risk criteriato planthefrequency
of contacts. These contactswill be made through home visits, group meetings,
perhapsthrough caregroups, and through clinic/hedth post visitsby clients. Families
should dwaysbe encouraged to seek facility-based health careasmuch aspossible,
to reducethelabor costs associated with out-of-facility staff activities. Seeking
immediatecareisa soimportant for someillnesses, such aspneumonia, when prompt
identification of danger Sgnsand gppropriatetreatment areoften essentid for surviva.

The completed annual work plan will bethe basisfor all program activity, for
monitoring and supervision, and for eval uation. We suggest that you establisha
cycdleof annua planning and eva uation. You dsowill find thet quarterly and monthly
gaff planswill bedesrable, whichwewill discussin Chapter Nine. Findly, remember
that planning of this sort does not mean that during the course of ayear, changes
and adjustmentswill not bemade. Like budgets, these plansare‘ worksin progress
subject to change whenever agreed upon and necessary.

Presentation of Quantitative Results

Inorder to engagethecommunity in decison-making, they will need theinformation
provided to theminaclear and concise manner, and graphic displaysof the data
will beuseful sothat resultsare better understood. Theinformation should not be
presented as aspeech, lecture, or class. Be prepared to mix visual presentation
styles(say, theuseof maps, bar charts, figure charts, etc.) throughout themesetingin
order to avoid repetition and eventual lossof interest. Your tone of voice, gestures
and movementsshould be natural and conversational, in order to stimulateinterest
and further discussion.

Useflip charts, maps, drawings, and pictures of older people, boysand girls, and
men and women with thetypes of illnesses (and causes of death) identified during
the baseline assessment. It’simportant that percentages be expressedin an easy to
understand way. For example, if 30 percent of the population of agiven neighborhood
isunder two years of age, an easier way to expressthiswould be“ of every ten
peoplein the neighborhood, three are children under two years.” Or, you could
present percentages using common, everyday itemsto display the percentages,
such aspitabread, apapayaor melon, along stick with paintsor colored tape, or
by using stick figures. Thedataa so could be compared to national statistics(visit

http: //mwww.measuredhs.conv).
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Thedatainformation may be postedin advance of themeetingsat community centers,
locdl buildings, and traditiond education centersso that thegenerd public canreview
theresultsprior to the meeting. These same presentationsmay by maintained and
updated in order to serve ascommunity “ scoreboards’, to track progressoncethe
health program has been started. Such score boards might look like:

Immunization

% Target:
90 Chapter Six
80 ... data information
70 [such as the example
60 graphs shown here]
30 may be posted in
40N___ _ advance of the
meetings at
e March (+10%) community centers,
g February (+10%) local buildings, and
it traditional education
January (+20%) centers so that the
T general public can
g review the results

llinesses by Month prior to the meeting.

1004~
904
804
704
604
504
404

Number of llinesses

MONTH 12345678910 11 12
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The facilitator always
has to have the goal
of ... generating
useful community
input in mind, in order
to prevent the
discussion from
getting of T track.

After presenting the preliminary results, it will beimportant to generatereflection
and participation by meeting attendees. Thereareafew smpletechniquesthat may
hdp:
= Useopen-ended questionsto verify comprehension: Why? When? How?
® |nvitediscussion and andysiswith provocative questions:
o0 “ So, what does this information mean?”
o“ Hasanyone had a similar problem?”
o “ Why isthis happening?”
® Encouragethe participation of all present, not just one or two people (One
guestion that may facilitate thisis. “ What do the women (or other
quiet group) think?; Another way to stimulate participation by a
group or personisto highlight their contributions when they speak)
= Avoid arguments (Sometimes, two or more people may begin arguing
among themselves. At this point we can say, “ Let's listen to the
others’)
= Thefacilitator alwayshasto havethegoa of the meeting (generating useful
community input) inmind, in order to prevent the discussion from getting off
track
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CHAPTER SEVEN
Client Contacts

There arethreefundamental meansby which health agency staff and volunteers
may reach out to their target populations, their individua clients. Thefirst is
through home visits, an approach that provides the greatest opportunity to
understand client health needs and to address them appropriately, through
preventive health education, direct service provision within the home, and
referral to alocal health facility. It isaso the most labor intensive, and thusa
more expensive approach. Group meetings are a second strategy to reach
groupsof individualsand familiesthat CBIO implementing agencies have used.
These meetings provide basic health servicesto greater numbers of people at
the sametime, and are amore cost-efficient approach. Those who are missed
through group meetings (that is, who are expected but do not attend) are then
contacted through homevisits. Finally, CBIO agencieshave begun using ‘ care
groups’, which is a volunteer, peer-based approach that promises to reach
high risk target groups (such as women of childbearing age) in an effective
and cost-efficient way. Each of these approachesis discussed below.

Home Visitation

Thevisiting community health worker (CHW) and health volunteer must fill a
number of roles, or ‘wear many hats' during atypical homevisit. S’lhe may be
an educator, atrainer, amotivator, achange agent, aresourcereferral person,
aproblem solver, afriend, and asource of moral support. While playing these
different roles, sshe will follow a protocol your program has designed, such
as.

= Review the health status of the family

= Reinforce behaviorsthat are protective and beneficial

® Provide education to the family on health behaviors to be adopted and
practiced (such as, topics on ORT use, recognition of pneumonia
danger signs, the importance of personal hygiene, accessing potable
water, and sanitation)

= Record accurate, updated health and preventive education information

= Collect accurate, updated demographic information (census and vital
events)

= Offer care, guidance and support in order to empower family members
totakeresponsibility for their well-being
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... home visitation [is]
an approach that
provides the greatest
opportunity to
understand client
health needs and to
address them
appropriately,
through preventive
health education,
direct service
provision within the
home, and referral to
a local health facility.
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occur at least
quarterly ... in order
to effectively
reinforce the
preventive behavioral
change messages.
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Home visits should occur at least quarterly (every three months) in order to
effectively reinforce the preventive behavioral change messages. Depending
upon who istargeted, monthly visits might be necessary (for example, achild
who is fatering in growth). We know that within three months many health
changes could occur. A child may have three consecutive months of no weight
gain. Thiswould signal an action to quickly assist the family to combat the
child’sunderlying nutritional problems, and increasethe frequency of visitsto
monitor progress. A woman may become pregnant and will need to seek regular
prenatal care, and devel op abirth preparedness plan (especialy if she plansto
ddiver a home). When theinfant isborn, ghewill need to be carefully monitored
during thefirst month of life, and receive dl of therecommended immunizations
withinthefirst year. There are many health issuesthat may requireimmediate
attention within afamily. Asthey say, the child’snameis*“Today!”

There are three types of home visits:
® Routinehomevisits
® Follow-up home visitsfor sick patients

= Home visitsfor special purposes, such as census updates, conducting a
verbal autopsy, or conducting astudy, like a KPC survey

Stepsto follow during the home visits generally are asfollows:

Plan home visits according to
need and health risk using the family folders

= For any given work day, review each family folder to be used during a
visit. Depending upon the staff person’s monthly work schedule, these
may be for any of the three types of visitslisted above, or a
combination of types. Verify that all parts of the folder are complete
(family card, home visit sheets, infant health cards, birth control cards,
non-pregnant woman cards, etc). If there are missing forms or data,
make a note to update your records during the visit.

® Prepare any additional material to be used during the visit. The type of
materials needed depends on who is making the visit and the reason for
thevisit. For example, if thevisit will be done by acommunity
volunteer, it may beimportant to prepare the family folders,
educational primer, and pens. If the visit will be conducted by a staff
member (CHW, nurse or doctor), she should bring family folders and
astock of basic medicinesand supplies.

During the home visit
® [nterview aresponsible adult family member

® Find out whether any family member has a health problem or need
such as, diarrhea, pneumonia, a pregnant woman, or the need for birth
control (If thereisa problem, it should be addressed at that time if the
visitor is a health care professional; If the visitor is a health volunteer,
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s/he should proceed with the education process unless the problemis
an emergency, and make a referral for the person to go to the local
health facility; After finishing the workday — or as soon as possible,
according to the severity of the health problem, the volunteer should
notify health personnel of the family's situation so they can take the
necessary actions)

Group Meetings

A second approach to meeting with clients pro-actively ‘ outside the walls of
theclinic’ isto scheduleregular meetings with groups of individualsto offer a
set of health servicesand education sessions. Our experienceisthat these groups
have been composed of women with children less than five (or two) years of
age, but the actual composition of these groups could vary, depending upon
the health needs of the community, and the priorities and resources of the
health program. Further, these meetings may ‘piggyback’ on meetings that
would have occurred anyway (such as mothers club meetingsin Bolivia), or
may be held as special health events (such as‘rally posts' in Haiti).

Group meetings are characterized by focusing on only selected services and
actionsthat aredoablewithin arelatively short timeframe, and among anumber
of familiesat the sametime. Typical servicesoffered to women and their young
children might include: growth monitoring; promotion of exclusive
breastfeeding; complementary foods and weaning food preparations and
demonstrations; immunizations; Vitamin A distribution; deworming; 1-MCl
consultations; preventive health education; symptomatic treatment of selected
illnesses (such as pneumoniaand diarrhea); and referrals.

In the example offered below (Haiti, FOCAS, 2002), we seethat 75 percent of
al child contactsfor ahealth agent (CHW) in one month (180 contacts) could
be made during threerally posts (RPs), and the remaining 25 percent of contacts
(59) would take place during follow up home visits.

Revised Schedule of Contacts by Health Agents

Per Health Agent:
> 100 children 0-11m of age
> 100 children 12-23m of age
Total of 200 children 0-23m per Agent
(= 6,724 children / 34 agents)

Rally post throughput with two workers and eight minutes
per child per worker = eight children/hour.
Each child will receive about 15 minutes of attention.
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Rally Post Contacts (based on 90 percent of 200 children)

Estimated
Number of Age Group RP ﬁonEﬁCtS/ CTottal Tulmbe:h
Children on ontacts/Mon
8 0 months 1 8
22 1 - 3 months 1 22
60 4 - 11 months 1 60
90 12 - 23 months 0.5 45
Chapter Seven
TOTAL 180 - - 135

Visits to Children Who Are Ill (0-59m)
e Pneumonia, 0-59m: 2.5% x 500 = 13 visits
* Diarrhea with dehydration: 2.5% x 500 = 13 visits
* Malnutrition (M3, or faltering for 3m consecutively):
1% x 500 = 5 visits
Total illness visits / month: 31

Other Visits
* Visits to newborns, 8 newborns x 1 visit/month = 8 visits/month
* Visits to pregnant women (three times during pregnancy), 20
pregnant women x 0.33 visits/month = 7 visits/month
* Family Planning Counseling, 200 x 40% x 0.16 visits/month = 13
visits/month
Total other visits / month: 28

Total Estimated Rally Post Contacts per Agent per Month: 180
Total Estimated Home Visits per Agent per Month: 59

To do this, each Agent will conduct three RPs per month in their area
with an average of 45 children attending each post. Another CHA
will attend one of those RPs, and a Supervisor will attend the other
two RPs. The tasks will be shared equally between the two workers
to achieve a throughput of about eight children/hour. This will take
three days out of the month to conduct one’s own RP, and one
additional day to attend one of the other Health Agents’ posts. On
the other days, they will conduct 59 home visits.

For a 21 workday month, a typical breakdown of
an Agent’s time may be:
* 2 days - announcing/planning (one’s own) rally posts
* 4 days - rally posts
* 9 days - extended home visits (about 6-7 mothers / day)
* 2 days - in meetings
* 3 days - for training
* 1 day - forrecord keeping / reporting
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Maximizing the attendance of group meetings is critical, because increasing
numbers of absent, but planned attendees means more home visits later. This
decreases the effectiveness of the meetings by increasing the total number of
home-based contacts that will need to be made. Local culture, habits and
practices may influence meeting attendance, and should be considered. For
example, holding meetings on village market days may increase the number of
mothersand childrenin thevillage, increasing your opportunity to offer group
Services.

Care Groups

Care groups are arelatively new strategy first reported by World Relief inits
work in Mozambique during the 1990's, andinitialy was developed in response
to the need to report quality program monitoring data among a volunteer
population of low literacy (Welsh, 2000). World Relief soon realized that the
positive results of this strategy far surpassed their initial expectations for
improved program reporting.

The methodology is attractive for both project staff and community members
for several reasons. Melanie Morrow at World Relief explains that each
volunteer “ hasa small enough casel oad that they can actually do what you're
asking themto do. It'sfeasible.” Second, thegroup itself providessocial support
to its members. Women in a care group encourage each other, work together
as a group and have fun. Tom Davis, who has worked with care groups at
Food for the Hungry and with Curamericas, explains that as social support
increases, fewer incentives are needed, drop-out decreases, less retraining is
necessary, and more happens outside of meetings. Finally, explains Morrow,
“The care aspect of a care group is essential. People respond positively to
careand concern.” Thevolunteers seethat the health staff memberswhotrain
them genuinely care about them and their families. This encourages the
volunteers —in turn — to care about their group of families that they visit. A
care group consists of agroup of eight to ten volunteer women each of whom
represent, serve and educate a‘block’ of tento fifteen familiesin alocal area.
These blocks of familiesare established using censusdatato identify all women
of reproductive age or with children less than five years of age, ensuring that
no houses are left out of the project. For each of these blocks, one woman is
selected to represent them in the care group. These care group volunteersthen
aretrained by salaried health staff (called * animators’ in M ozambique) on both
child survival interventionsand key health messages. “ Asvolunteersaretrained,
they visit homes and talk to mothers on a one-to-one basis, sharing what they
have learned and helping to answer the mother’s questions about the subject
the volunteer ispresenting. They also discussany births, deaths, pregnancies,
or illnesses within the family.” (Quotes taken from Welsh, 2000) Sometimes
volunteers pair up to offer education, and may aso use small flip charts that
they carry with them.
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about them and their
families. This
encourages the
volunteers - in turn -
to care about their
group of families that
they visit.

Census-Based, Impact-Oriented Methodology: Resource Guide for Primary Health Care



CLpter Seven

Training the
volunteers in the
context of the
bimonthly group
meetings allows the
animators to use
group learning
activities (such as
songs, dance and
drama) that would not
be practical with one-
on-one training.

Asthe concept devel oped, health program staff modified the processto select
volunteers, who now are elected by their respective communities. “ Thisallows
some younger women to be chosen because of their ability to read and write,
which despitetheir youth, gave them prestige in the community. Overall, both
older and younger were elected to service as volunteers.”

Caregroups meet for at least two hourstwice per month for training, reporting
progress of home visits, evaluating, and planning. Volunteers verbally report
on the status of the women and children in their blocks and one woman (who
must be literate) is selected as the group’s secretary and records what is said.
Thisalowsfor amix of literate and illiterate volunteers to work together and
prepare written statistical reports. Care groups also discuss problems and
possible solutions so that immediate actions may be taken. Group meetings
consist of a mixture of learning and social activities. In the Mozambique
example, care group membersreceived onetangiblereward per year, suchasa
scarf, skirt, or T-shirt, valued because they can beworn frequently and provides
the volunteer with local recognition.

Animators introduce health interventions one at atime to care groups. “ For
example, during malaria season discussions would turn to recognition and
rapid treatment of malaria, and use of bed nets....As the interventions are
phased in, volunteers are tested on their knowledge, allowing care groups to
demonstrate their comprehension of oneintervention before moving onto the
next.” Interventionshaveincluded diarrheacontrol, pneumoniacontrol, malaria
control, growth monitoring and nutrition education, breastfeeding,
immunizations, maternal health and family planning, and HIV/AIDS.

Training the volunteersin the context of the bimonthly group meetingsallows
the animatorsto use group learning activities (such as songs, dance and drama)
that would not be practical with one-on-one training. These kinds of non-
formal learning techniques are viewed by World Relief asasustainable means
of empowering communitiesto improve family health. Information from the
care groups passes to the animatorswho then generate summary written reports,
aswell as through monthly written reports to village health committees, and
separately to health clinics. The health clinic information isincluded in their
monthly reports, establishing a link between the care groups and the MOH
reporting system.

Care groups have been applied in several CBIO settings with success.
Importantly, turn over (that is, ‘lossthrough attrition’) of care group members
is reported to be quite low when compared to individua volunteers used in
different settings. This may be due to the additional peer and social support
provided in agroup setting that may be missing in settings where volunteers
are expected to function independently. Further, their daily tasksarelight (about
one home visit per day), ‘doing less more often.” “ Merging care groups with
CBIO makesit more sustainable,” saysMary DeCoster, Curamericas Program
Specialist. In her experience with groups in the rural western highlands of
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Guatemala, she finds that, “ care groups are fun, and communities become
committed. Education and support offered through care groups can keep
going after a project has ended.”

An Alternative to a
Full Census and Vital Events Registers

Theauthorsof thismanual believe whole heartedly in the CB1O methodol ogy,
and in itsfull application wherever possible. Itsinherent strengths have been
demonstrated time and again, and its superiority to afacility-based only health
care programisevident. However, we also are sensitive to those health program
administrators and managerswho clearly statethat in particular situations, an
overt focus on equity, or on community-wide health care may not be appropriate.
The classic example would be a health program that consciously prioritizes
only motherswith children under five years, because they are so obvioudly in
need, and because health resources are so constrained that community-based
PHC is determined too costly to otherwise implement. We honestly believe
that such aprogramitsalf isnot particul arly sustainablein thelong term, because
so many community members are excluded from needed health care services,
and many of thoseindividualsare, infact, |eaders and decision-makerswithin
their communities. Exclusion and ‘vertical’ (intervention specific) health
programming are ‘ slippery slopes’ for health programsto take if they wish to
be community supported and eventually self-sustaining.

Having stated the above, there are alternative approachesthat we might suggest
in such circumstances. If community health equity and eventual self-sufficiency
arenot the primary public health concerns, then highly targeted data collection
and servicedelivery are possible, particularly withinthe‘ caregroup’ context.
Such astrategy will permit program implementersto forego afull census and
themaintenance of community vital eventsrecords. Instead, asystem of locating
all membersof thetarget age and sex group will be developed. The care group
approach offers such a systematic approach, wherein, for example, women of
childbearing age with children under five yearsmay be sought out by neighbors
until they determine that all women within that age/sex group have been
successfully identified. These homeswould be mapped and numbered, afamily
roster of eligible participants devel oped, and aregular method of communication
and targeted service delivery (homevisits by care group members) established.
Vital eventswould be monitored and reported in the same fashion, asdescribed
in Chapter Seven.

Care groups will function better in the context of the CBIO methodology,
whenever resources and political will exist. However, the alternative, scaled
down version described here should serve well for targeted groupsin need.
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The eight “P’s”
of home visits:
Pro-active
Prioritized
Preventive
Positive
reinforcement
Population-specific
Prospective
Performance-based
Public

Helpful Home Visit Tips

Here are some helpful tipson the homevisit, that your field coordinator might
find useful when reinforcing staff and volunteer actionsin thefield.

The eight “P’s” that describe
the characteristics of home visits
= 1. PRO-ACTIVE Thereisactive community outreach, with health

staff visiting the people rather than waiting for them to come to the
healthfacility.

= 2. PRIORITIZED Thereisasystem of prioritized health needs
targeted to high risk individual s. This one-on-one personal contact
facilitatestailored health education to theindividual and family,
maximizing program impact.

= 3. PREVENTIVE The homevisit isdesigned to prevent illnesses
rather than waiting until they occur.

= 4, POSITIVE REINFORCEMENT Based on promoting healthy
behaviors, avisiting health worker can strengthen and sustain adesired
behavior by rewarding it when it is observed during the visit.

= 5. POPULATION-SPECIFIC Heath activities are based on the
provision of primary health care servicesthat are appropriate to target
communities, with health messages and services specific to the needs
of the program.

® 6. PROSPECTIVE Dataare collected at the present and into the
future. It is not aretrospective data system in which only data on past
events are collected. Data are compared to previous data points to
observe trends, and to make program adjustments.

= 7.PERFORMANCE-BASED The CBIO home visit approachisa
dynamic process. The visiting health worker isresponsible to a number
of families, and supervisors monitor progress by accompanying the
individual workers, and by reviewing the collected data.

= 8. PUBL I C Population data are part of the public domain, and results
are fed back to the community. It is community-wide dataregarding
public health and is shared and used in community decision-making.
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The ‘Basket of Give and Take’

During ahomevisit, thehomevisitor givesand takesfrom abig basket. Basically,
the‘give' list of the basket includes education, servicesand support, which are
provided to the family. The basket al so contains data collection forms, which
are filled in during the visit based on information that the family provides.
Thus, the visiting health worker gives:

= Health Education and Training Home visitorstrain familiesin
protective behaviorsthrough personalized messages at thefamily level.
Because the visitor observesfirst hand health behaviorswithin the
home, health education messages are tailored to fit the family situation.
Actual demonstrations and practicing of new health behaviors occur
one-on-one (such as ORT mixing, or cooking nutritious meals).

= Motivation Simply providing health messagesis not enough. Positive
behavior change takes place over time, through repetition and
reinforcement. In order to adopt a new behavior, people must be
motivated to drop old behaviors. Even though afamily does not
succeed at first, they should not be reprimanded or denigrated. Home
visitors provide attention, care, understanding and respect. The act of
visiting ahome gives value and respect to the family, showing they are
important.

Clear demonstration of anew behavior’s benefits will promote the
adoption of the new practice. In most programs, volunteers and CHWs
are expected to “ practice what they preach.” Since they are neighbors
to those whom they visit, clients see these behaviors being lived.
Visiting health agents also motivate family membersto seek out and
attend health services. They promote supportive community activities
and encourage and supervise health volunteers.

® | ncentives Sometimeshome visitorswill distribute tangibleitems,
which help to promote new behaviors. ORT packets, malaria
prophylactics, contraceptive pills or condoms, Road to Health cards,
school registration forms, flyersfor events, brochureswith preventive
messages, and wall calendarswith visual health messagesmay all be
used at one point or another to encourage healthy behaviors. These are
optional incentives and given according to the targeted behaviorsto be
promoted. In some programs, CHW s are permitted to administer
antibioticsfor pneumonia, or anti-malarials. In Bolivia, Curamericas
and its NGO partner offer immunizations and growth monitoring door-
to-door. In Bangladesh, the Matlab program takes blood pressure,
offersinjectible contraceptives, and checks urine of pregnant women
for glucose tolerance during home visits.
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Visiting health agents also ‘take’ from their visits. For example, they take:
® Service statisticsA homevisitor will update rosters, family casefiles,
and individual records, like immunization dates, growth weights on the
Road to Health card, or make appropriate changes to basic
information contained on the censusform.

= Vital eventsAll recent births, deaths, and migrationswill be captured.

= Family-home environment Thevisiting health worker will be aware
of the conditions of the house and intra-family dynamics through direct
observation and active listening. “ A picture isworth a thousand
words’ and thereis nothing that substitutes for ahome visit in this
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The visiting health regard.

worker will be aware

of the conditions of = Health knowledge and practices of the family The home visitor will
the house and intra- assessthe family’sunderstanding and practices of key health behaviors

family dynamics that the program promotes.

through direct
observation and active A Summary of the Visiting Health Agent’s ‘Give and Takes’
listening ... nothing

substitutes for a GIVES TAKES
home visit in this * Health education/training * Service statistics
regard. . :

* Motivation * Vital events

» Reinforcement/moral support * Observes and notes
family’s situation
 Referrals to health facilities
» Family knowledge and
* Follow-up to previous visits practices

* Promotional incentives (ORT
packets, antibiotics, etc)
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Communication Do’s and Don’ts
for the Home Visit

Here are some basic do’'s and don't to be considered by the visiting health
worker and supervisor during a home visit.

DO’S
®= Listen to thefamily, and respect their ideas and beliefs

= Put peoplefirst, and filling out rosters and reports second
= Be open, and ask open-ended questions
Chapter Seven

® Observethe home environment: bein tunewith family dynamics

= Alwaysencourage questions! DO ... put people first,

= Usesimplelanguage, without talking ‘ down’ to thefamily and filling out rosters

= Offer praise for good practices and reports second.

DON'TS DO ... use simple

® Focus on data and completing rosters at the expense of good language, without
communication talking ‘down’ to the

= Criticizefamily membersand their behaviors family

® Be judgmental and tell people that they are wrong or bad

® Treat people “lower” than you, or speak in a patronizing or DON'T ... criticize
condescending way , family members and

= Tell peoplethat they must do ‘this or ‘that’ their behaviors

DON'T ... be

Jjudgmental and tell
people that they are
wrong or bad.
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CHAPTER EIGHT
Data Management,
Measurement and Analysis

Data Management

Efficient and effective datamanagement and analysisare critical componentsof the
CBIO methodol ogy. We emphas ze efficient and effective because datamanagement
may easlly turninto amonster that consumesal initspath! Well, that’ snot exactly
true, but almost. Staff may become overly focused on data, rather than the people
for whom they work. Staff also may become overwhelmed with their data
management dutiesif not carefully planned.

Therearetwo ‘ datatemptations’ that must be controlled withinthe program. One
common temptationisto collect ‘onemore’ datum, one more pieceof information,
which of courseturnsinto moreand moredata, until staff spoend moretimeondata
management than on health services. This defeats the entire purpose of data
collection. Callect only thedatathat directly supportsandinformsthe programand
the communities. Secondly, over time many field staff may chooseto focusmore
energy on the datathan on the peoplethese datarepresent. Thisisan understandable
temptation, giventhetrid sand tribulationsof working with (oftenill) human beings,
compared to the relative comfort of working alone at adesk with dataforms.
Formsaren’t so complicated, and they don’t talk back! Asaprogram manager,
youwill want toreinforcethe point that direct hedlth serviceddivery dwayscomes
firgt, evenif that means program documentation must be postponed or even missed

on occas on.
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We emphasize

efficient and

effective [data
management] because
... Staff may become
overly focused on
data, rather than the
people for whom they
work.

AS a program
manager, you will
want to reinforce the
point that direct
health service
delivery always comes
first, even if that
means program
documentation must
be postponed or even
missed on occasion.
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The health
information first
belongs to the
community, and
should be shared with
them regularly, the
source and rightful
owners of the data.
Information is power
— it is essential for
building community
engagement

... Ifan area
experiences
significant in and out
migration, it will be
necessary to update
the data more
frequently ... [but] if
population movement
does not vary much,
then information may
be updated less
frequently ...

Therearemany levelsof datademandsand needs. The chdlengeto hedth program
managersisto limit these demandsto what isboth reasonabl e and doabl e. Rather
than focusing on feeding the dataupward al theway to the stars, remember the
critical feedback oop between the hedlth program (NGO) and thecommunitiesthe
program serves. The health informationfirst bel ongsto the community, and should
be shared withthemregularly, the sourceandrightful ownersof thedata Information
ispower — itisessentia for building community engagement, anditiscritical to
improveand refinethe health program.

In this chapter we will discuss important elements of the CBIO data process,
beginning with the ongoing management and updating of censusforms, service
registers, vita events, and verba autopsies. Thisisfollowed by adiscussion of key
analysistasks: sharing theinformation among staff, communities, and thelarger
health system; estimating service coverageleves, assessng mortality; and annual
evauationand planning.

Census forms

People areborn, dieand movein and out of thetarget serviceareason aregular
basis. Other socio-economic and healthindicatorsalso change. Thus, we conduct
anannua updateor “rall cdl” of the program’scensusdatato verify theinformation.
Thismay bedoneannually, houseto house, and aso onaregular basisby updating
information as changes occur and arerecorded. Of course, some househol dswill
bevisited moreregularly than others because of their health risk status, at which
timetheir family health folders(including the census card) will be updated. Other
householdswill bevisited only annualy, because, for example, they do not contain
young children under fiveyears, or women of reproductive age.

The scaeof community censuschangesoccurring will determinethefrequency for
updating data. For example, if an areaexperiencessignificant inand out migration,
itwill benecessary to updatethe datamorefrequently. Ontheother hand, if population
movement doesnot vary much, then information may be updated lessfrequently,
say annudly.

Inorder tocondder theroll call complete, dosolutely dl homesand families(including
familieswithout highrisk) should havereceived avisitinthethreemonthspreceding
the update. A good way to begin thisprocessisto consider thefrequency of home
vidtshy risk criteria. Sort out thefamily folderswith regular contact inthe past three
monthsand tabul ate these data. At the sametime, schedulevisitsto familiesnot at
high risk and thosethat did not recelveacontact during thisperiod, and then continue
thetabulation processwith the additiona data.

Thestepstofollow for thistype of update are:
= Set adatefor review and tabulation of family health folders. Thisprocess
will take about el ght hoursof work for apopulation of around 12,000
inhabitants, with ateam of perhapseight to ten people. However, factors
such asthecriteriato betabulated, the actual number of foldersto be
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reviewed, and the quality and completenessof datain thefolderswill affect
theduration of thisexercise.

= Gather all thefamily foldersand post theareamapsonthewallsof alarge
room.

= Egtablishtechnical criteriafor thetabulation, including thelength of time
sincethelast homevisit to serve asacutoff for sorting folders. We
recommend that the cutoff beal homethat werevisited withinthe past
threemonths. Lengthening thistime period isnot recommended.

= Be clear about the exact processesto usein order to tabul ate the data. For
example, to tabulatethe age of children under fiveyears, count theagein
months, based on thedate of birth. Usually, thefiguresto be tabul ated will
bethe same ones used in the previous census update. That is, the number
of inhabitantsby ageand sex, withaninterva of fiveyearsfor those over
five, andinsmdller intervasfor those under fiveyearsof age.

® Form sorting and tabulation teams. Each team should be composed of two
people, one personto review the dataon thefamily card, and the other to
tabulatethe data. Two or three supervisors should be present to offer
support and make sure standardized criteriaare being applied consistently
during tabulation. Theteamswill tabul ate the censusdataat the sametime.

= Assign communitiesto each tabulation team, takinginto account the
approximate number of peoplein each area.

= |f atabulation team findsapiece of information ismissing, incompleteor
unreadable, they should planavigt to thisfamily at the sametimethat they
arevigting familieswho have not had ahedlth contact withinthe past three
months.

= Once preliminary tabulations have been completed for al familiesvisited
during the past three months, homevisit lists should be devel oped for al
familiesin each service sector in order to confirm and/or update the census
informetion.

Now your staff isready to conduct follow upviststoal remaning families, including
thosewith missing information. Eventhoughyou arefollowing thesamestepsasin
theoriginal censustaking activity, the processwill befaster. That isbecauseyour
teamwill bevigting fewer dwellings, and duringinterviewsit will only benecessary
to confirmwhether al family membersare till present, add new membersto the
family card, and recal cul ate age and education data. It will not necessary to see
identifying documentsexcept inthe case of anew family member.

New family folderswill be opened and houses numbered only in cases of new
familiesand homes. Remind your staff to carry their areamapswith them and note
new dwellingsand familiesin the neighborhood. Also noted| abandoned or boarded
up houses, and ask neighborsabout theresidential statusof theinhabitants.

Datagathering for ahedth program’ s census update should be donein aperiod no
longer than amonth. Asafinal staff exercise, tabul ate the data collected during the
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... registers provide a
means of
systematically
monitoring high risk
clients, making health
worker activities
more efficient and
effective.

follow up visitswith thetabul ations conducted earlier on all familiesvisited during
thepast threemonths Comparethiscensusinformationwith theinformation compiled
during the previousyear. Discussany changesthat may have occurred with your
staff, and consider likely reasons for these changes. L ater, you will share this
information with the communitiesand post revised censusdatain apubliclocation.

Findly, asatest to ensureyour staff iscollecting high quality data, you may wishto
validatethe censusdatathroughinterviewsamong asample of randomly selected
families, and comparetheresultsto the datatabulated from folders.

Registers

Regigstersarebasicaly composed of listsof target individuals, to serve asguidesfor
health workersto know onwhom they should concentratetheir efforts. Theselists
may be drawn directly from family health folders, or they may be based on data
collected during contactswith thetarget popul ation. They captureserviceinformation
per individua, and are used to help monitor services, aswell asdesired changesin
client knowledge, practicesand hedlth status. Assuch, theregistersprovideameans
of systematically monitoring high risk clients, making healthworker activitiesmore
efficient and effective.

Examplesof commonly maintained registersand their contentsfor specific census
sub-groupsmight includethefollowing:

= Under-fiveChildren

1) Name, address, sex, date of birth

2) Immunizations(datesby vaccine)

3) Vitamin A and deworming recei pt

4) Weight/date: nutritional status

= Women of ReproductiveAge, and/or Pregnant Women (see below)
1) Name, address, sex, date of birth

2) Pregnancy statusand prenatal servicereceipt, by typeand date

3) Family planning servicesreceived, by typeand date

4) Nutritional status

Women of Reproductive Age (15 — 49 years)
Pregnancy or Family Planning

Firstand | Birth Mothers trained in: | US€ Of @ modern family
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® Familieswith Limited Household Resour ces
1) Name of head of household and address
2) Status of water source, sanitation facilities, and/or conditionsof dwelling
3) Changesinknowledgeand practicesrelated to personal and family
hygiene, point-of-usewater purification, and potablewater storageanduse  Registers may also be

drawn up based upon

Registers may also be drawn up based upon specific health interventions. For specific health
example, aregister could be developed in order to know who needsto receive interventions
particular services, such growth monitoring, or nutrition rehabilitation. '

Growth Monitoring and Promotion - Children 0-35 Months
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By month (1= Jan, 2= Feb, etc.)
Monthly weight in kilograms and

nutritional status by category
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10
11
12

Nutrition Intervention - Rehabilitation

Mo/Yr

Name|Locator|Age| Birth |Date| Weight| Recom-| Nutri- | Follow

mended| tion | Up &
Actions [Educa- | Status
tion

(Repeat
last five
columns)

War ning! The above examplesarenot exhaustive.

You and your teamwill develop your registers based upon the exact dataneeded to
track and support targeted clients. We can offer several genera recommendations

regarding theuse of registers:

= Multi-year registersare better than oneyear registers
= K eep enough additiona pagesto add newborns, in-migrants, and children

who come of age

= Usehard-covered notebooks sincetheregistersoften will behand carried

for useduring contacts
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The goal of vital
events monitoring Iis
to track absolutely all
births and deaths ...

by identifying newborns
early, your program may
take preventive actions
designed to further lower
neonatal and infant
death.

= Registersa so may be computerized so that lists can be printed out. For
example, inthefield sitesof theHaitian Health Foundationtheselistsare
generated by computer, and are updated continudly. The computerized lists
are printed out every couple of monthsto update theinformation that the
hedlth agentswill useduring homevisitsor during raly posts.

Vital events

Thegoal of vital eventsmonitoring isto track absolutely al birthsand deathsthat
occur inthetargeted catchment areaof your CBIO health program. Theresultsof
monitoring will help your program measurethe effectivenessof itsinterventions.
Secondarily, by identifying newbornsearly, your program may take preventiveactions
designed to further lower neonatal and infant degth.

Vital eventsand mortality monitoring involvestwo stepsduring client contact, and
oneanadysisstep. Thestepsare:
= 1. Detect and register al birthsand deaths

= 2. Conducting verbal autopsiesof al deathsunder fiveyearsof age; and
materna deathsduring pregnancy or within 30 daysof delivery, withinone
week to one month after the deaths occur, depending upon local customs
and practices (or establish and use criteriathat are more appropriateto
your program service areas, based on previous mortality results)

= 3. Conduct amortality analysisworkshop every three, six or twelvemonths
(depending upon the number of deathsthat occur)

Detection and registration of births and deaths

Two setsof recordsare maintained on birthsand deeths: aloca notebook maintained
within each health sector by the CHW or community member in charge, and
centralized birth and death registers maintained by ahealth staff person assigned
thisresponsibility. Aspart of routine homevisits, healthworkerswill investigate
whether abirth or death hasoccurred withinthefamily sincethelast contact. This
detection system should rely on community resources, particularly hedthvolunteers,
sncecommunity membersareinthebest positiontoinformally learn of birthsand
deaths, or to encounter them during the course of their health activities. However
theinformationislearned, it should be conveyed to the personin chargeof maintaining
thelocal vital eventsnotebook assoon asreasonably possble. If thisinformationis
encountered during ahomevisit, vital eventsdata should be updated directly onto
thefamily card, with the nameand birth date of the newborn and other information
included ontheform. Inthe case of adesath, register the date of death onthefamily
card.

Thevitd eventsnotebook will beusedtorecorddl locd birth and deathinformation.
Each service sector will haveitsown notebook, and it will bemaintained by asingle
individual, usually the CHW in charge of that sector. Alternatively, the notebook
may be maintai ned by arespons ble community member who hasbeen assigned
thistask. Thefollowing birthinformation should alwaysbeincluded inthenotebook:
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Births
= Nameof community or neighborhood
= House number
= Nameof newborn
= Namesof parents
= Ageof mother
= Dateof birth
= Wherethebirth occurred (health facility, home, etc)
= Who attended the birth (health worker, traditiona birth attendant, or family
member)
= Birthweight (or thefirst weight taken after birth, specifying thedate)
® Person responsiblefor detection

All livebirthsshould beregistered, including casesinwhich thebaby died during, or
immediately after birth. (A newbornwho moved, cried or breathed isconsidered a
livebirth.) Thisisanimportant point, sinceaccurateinformationisessentia to assess
theimpact of your work onmortality. If thedataare not current or aresystematicaly
flawed, theseerrorswill distort the reported impact of your health program.

Dataonlocal deathsiscollected insimilar fashion.

Deaths
= Community or neighborhood of residence
® House number
= Name of deceased person
= Nameof parentsor head of family in casesof child death
= Dateof birth
= Ageat death
= Causeof desth
= Eligibility for verbal autopsy, and later thedate whenit was conducted
® Person responsiblefor detection

Werecommend that all stillbirthsalso beregistered (aproduct of conceptionthat is
recognizableasafetus). It isimportant to gather thisinformation as soon asthe
eventisdetected, or during thehomevisit. When registering desthsof childrenless
than oneyear old, ensurethat the birth of the child wasregistered aswell. Oncea
degthisdetected and registered inthe notebook, immediately informthelocal CHW
or programsupervisor if itiseligiblefor averba autopsy. Registration of vital events
into notebooks should be done as closeto the day of the event aspossibleto avoid
forgetting or losing information. If abirth or death isdetected more than amonth
after it hasoccurred, it should still beregistered inthevital events notebooks.

Monthly, adesignated health program supervisor will compilethevita eventsdata
fromthe entire service areainto the centra birth and death registers. Every three

I!Lpter !IQLI

All live births should
be registered,
including cases in
which the baby died
during, or immediately
after birth ... This is
an important point,
since accurate
information is
essential to assess
the impact of your
work on mortality.
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Interview a family
member who was with
the person who died
during the illness and
death ... between one
week and one month
after the event. We
do not generally
recommend
conducting the
interview any earlier
out of respect for
the family’s mourning.

months, thissupervisor should review all vital events notebooks, making surethe
dataare compl ete, legible, and without duplication. At that time, all eventsshould
betransferred to the central birth and death registries, if they have not been alreadly.

Verbal autopsies

Inadditionto registering deathsinthefamily hedthfolder andinacentraized desth
register, it may beimportant to gather additiona information about the eventsthat
led up to adeath. Such deathswill bethosethat occurred within prioritized risk
groups previoudly identified by your health program, such aschildren under-five
yearsof age, and women of reproductive agewho died during pregnancy or within
thirty daysof delivery. Thesdection of verba autopsy digibility criteriausedinyour
health program will be based upon previous mortality assessment results.

Theverbal autopsy formisthe datacollection instrument used to record disease
symptoms, treatments, and the circumstances surrounding the death. Using this
tool, project health staff will beableto establish and confirm thebiological cause of
death, and al so the obstacl esthat may have hindered accessto effective treatment
(thatis, theblockagein‘theroadto surviva’). By understanding the contributors of
death, your staff may be abletoidentify and formulateinterventionsto properly
prevent future blockagesfrom occurring.

Theverbal autopsy formcontainstwo sections. Thefirst sectionisaquestionnaire
asked of thefamily member closest to the person during hig/her illnessand death.
Thissectionincludesgenera information, personal information of the deceased,
family background, previoushedlth history, unique circumstances of thedesth, and
information collected from other relevant documents, including theclinicd history of
the deceased (hedlth cards, family folders, and other records). The second section
includes social-economic data, information and comments provided during the
relevant mortaity andyssworkshop, andinformationfromtherespongbleinterviewer
and supervisor.

Typicaly, thestepsof theverbal autopsy include:
® Preparematerialsand arrangeinter views. Thisinvolves counting the
number of eigible deathsand preparing the number of formsrequired for
each group, scheduling thevidits, and identifying the exact, current homes
of thefamilies.

= Vigt thefamily. Interview afamily member who waswith the person who
died during theillnessand degth. Theinterview should idedlly be conducted
between one week and one month after the event. Wedo not generally
recommend conducting theinterview any earlier out of respect for the
family’smourning. Conducting theinterview morethan thirty daysafter the
event will increasethe chancesthat detailswill beforgotten or omitted.

® | n casesof child death, theinter view should be conducted with the
mother, if possible. Itisimportant that theinterviewer be gentleand
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skilled withthemother in order to encourage her to talk about the subject.
Theinterviewer should takethetime necessary to build thetrust of the
mother and her family, and during the process of theinterview the
interviewer should not offer any judgmentsor opinions. Werecommend
using atrained person who does not have ongoing contact with thefamily,
inorder to minimize possiblereporting biason the part of thefamily.

= Explain thepurposeof theinterview, and completethever bal
autopsy form. Gather information and, at the sametime, fill out theverbal

autopsy form. Ask to see documentation of the hedlth history inthe home,

and copy relevant datato theform. Review theform and makesureitis

filled out fully and correctly. Make any necessary changesprior toleaving apter Eight
thehome.

= Review and verify health information at the health facility. After the
interview, theinterviewer should review thefamily healthfolder of the
person who died and confirm theinformation onthe autopsy form. Later, a
supervisor or physicianwill review theform and determinethe probable
biologica cause of death. Placethe completed formintheverbal autopsy
folder for the health program. Thisinformationwill be used during the next
mortaity anaysisworkshop.

Share the information

Below, we consider different ‘forums,” or types of meetings, to not only share ... Share information ...
information, but dsotoreview and anadlyzetheinformationtomakeitlocallyuseful.  to make it locally
Remember, using theinformationtoimprovecommunity impactsisthewholepoint. |, sefyl. Remembe r,
Thefollowing suggested meetingsareto serve asexamplesonly. Your program may : : -
have uniquedataanayssneedsthat will requireadifferent combination of meetings, ;’j’?g’ ptl?oevlen Zg;?’ﬁ;;’?gy

frequency, and participants. ) ;
impacts is the whole

Monthly health worker meetings point.
Community healthworkersand their supervisors should meet together monthly to

review the activitiesof the previousthirty days, and to discussissuesaround the

next month’splanned activities. Common agendaitemsmay include:

= Summarizethe previousmonth’sactivitiesof thegroup

® Sdlf-assesstheir own performance, based on community hedth Satistics
and the completion of their monthly objectives

= Review the detection and referral of complicated cases, and any lessons
learned

® Discussany under-five, infant, neonatal and maternal deaths

® Problem-solve on common challengesencountered during client contacts,
such asduring homevisits, group meetings, caregroupsor in health
fadlities

® Discussany issuesrelated to the organization of work
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Monthly meetings
should be held
between health
volunteers, their
supervisors, and key
health staff ...

I!Lapter EIQLI

After the quarterly
supervisor meeting,
we recommend that
communities receive
feedback on health
program activities;
problems
encountered,
successes achieved,
and invite community
feedback on any
issues raised.

® Confirm next month’seducation activities

® Discussany planned and upcoming training, field studiesor other specia
events
® Findizethenext monthly work schedules

Monthly health volunteer meetings

Monthly meetings should be hel d between health volunteers, their supervisors, and
key hedlth staff of thelocal health facility (asrelevant). Health volunteer activities
will vary widely across programs, based on how volunteersfunction withintheir
particular settings. For example, health volunteerswho assist with routinehome
vistsand group mesetingsin oneprogram setting will havedifferent dutiescompared
to volunteersin acare group setting.

Neverthe ess, common agendathemeswill oftenincludethefollowing:

= Report on client servicesprovided

= Report on educational sessionsconducted

= Review vitd events. identified births, deaths, and migration

= Recelve supervisor feedback, and continuing education support

= Complete and submit any monthly reportsdueto their supervisors

® Problem-solve on common challengesencountered during client contacts,
such asduring homevisits, group meetings, caregroupsor in health
fadlities

® Discusstheorganization of work

= Confirm next month’seducation activities

® Discussany planned and upcoming training, field studiesor other specia
events

= Findizether next monthly work schedules

Quarterly supervisor meetings

Supervisorsand/or hedthfacility Saff oftenreport CHW and hedthvolunteer activities
through their reporting system to their in-country headquartersand/or totheMOH
onamonthly basis. Quarterly meetings of field supervisorsand facility staff are
desirableto review the content of thesereportsand toidentify issuesor problems
encountered. Thisisalso an excellent opportunity toreview al field referralsfor
facility-based care, and to determineif referrdsarefunctioningwell, or if any actions
are needed toimprovereferral compliance, or to better document cross-referrals.
Facility-based care concerns a so may be considered during these meetings, and
resolutions sought. If theseissuespersist, thenfollow up by aregiona or national
clinical supervisor can berequested.

Quarterly community meetings

After the quarterly supervisor meeting, we recommend that communitiesreceive
feedback on health program activities; problemsencountered, successesachieved,
and invite community feedback on any issuesraised. Thisisalso an excellent
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opportunity toidentify issuesthat may benefit from community inputs. For example,
if emergency evacuation of critically ill patientsisaproblem, invite community
membersto suggest gppropriatelocal solutionsto thisproblem. Thismeeting should
be attended by community leadersand interested members, local MOH staff, and
health program personnel, including health volunteers. Aswith other community
meetings, the shared information should be communicated clearly, usngsmplevisud
aldswhen gppropriate. During thesecommunity meetings, al participantsshould be
encouraged to actively participatein problem-anaysis, discussionsand to propose
feasible solutions. Below, we offer an example of awritten summary of atypical
quarterly community meeting.

Decisions Taken by Communities
During Quarterly Community Meetings
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During these

Commu-| Problem Community Decision community meetings,
nity | Addressed Analysis all participants should
During August- The economic «Continue weight be encouraged to
November, CHW | situationinthe area | monitoring of children actively participate in
attrition is promoting *One more CHW will be _ ;
A increased, and external migration. assigned P roblem analy SIS,

discussions and to
propose feasible

10% of children
weighed showed

In the community
there is only one

*New community
members will be elected

women with danger
signs, and the
transportation committee
will provide the means to
evacuate those cases

inadequate weight | CHW in place. for the health .
gain. Some members of committees solutions.
local health
committees have
also emigrated.
During August- Childrenin these *Encourage drinking
November, 7% of communities boiled or chemically
B all children have experienced an purified water in the
had inadequate increased in homes
growth duringtwo | diarrhealand ARI *Refer children with
consecutive diseases. danger signs to health
periods. facility
*Train 5 more community
volunteers on nutrition
*Refer children with
nutritional deficits to
nutritional center
Lack of There are no sImprove surveillance of
transportation community plans for | pregnant women
access for evacuation during *Re-educate TBAs on
C obstetric emergencies. danger signs during
emergenciesin pregnancy, delivery and
the three postpartum
communities *TBAs will identify
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The full range of
coverage indicators
that may be
developed is almost
limitless, and should
be created
specifically in
response to the
unique characteristics
of your program.

Data Measurement

Estimate coverage

Pause and remind yourself how the CBIO health program attemptsto ‘ cover’ the
target population. Firgt, community hedthworkersand hedthvolunteersoffer hedth
education and selected servicesin the community. These activitiesoccur during
routinehomevists, during community group meetings, and/or inthe context of care
group activities. Familieswill also seek hedlth careat locd facilities. Family hedth
statisticsand selected outcomes are documented infamily health folders, registers,
and on other data collection forms. And, census data also are collected and
summarized that describethe basic characteristicsof everyoneintheservicearea
The censusdatawill beimportant to calculate coverage.

For example, what if wewant to determineimmunization coverage?\We have data
that tell us:
Thenumber of children between 12 —23 months
who have beenfully immunized=A
(Thisinformation may be found on child immunization cards
located in the family health folders)

Thetotal number of the children between 12 —-23 months=B
(This information comes from the census summary)

Adivided by B = coverage.
Numerator divided by Denominator.
Theresult equalsthe proportion (or x 100 = percentage) of coverage
(thatis, of childrenimmunized)
Numbers alone may be meaningless unlesscompared to thewhole group.

For example: 250 immunized ... out of what? | sthat good?
It'sgreat if thetotal populationisalso 250. 250 divided by 250 = 1.0,
or x 100 = 100 percent.

It'snot good if thetotal populationis1,000. 250 divided by 1,000 = 0.25,
or x 100 = 25 percent.

Further, thisanalysiswill permit your staff to determinewho doesnot haveall of
their vaccinations, andto planfollow up vigts. Below, wereview themost commonly
used indicatorsto track coveragefor selected interventions. Theseareasampling
only. Thefull rangeof coverageindicatorsthat may bedevel opedisamost limitless,
and should be created specificaly in responseto the unique characteristics of your

program.

Contact with high risk groups

Perhapsagood first measure of coverageto consider hereisthe percentage of high
risk familieswho actudly are contacted according to program priorities. For example,
how many children 0—23 months of agereceived at | east six growth monitoring
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measuresduring the past twel ve months? Or, how many pregnant women received
at least threeprenatd visitsprior to delivery? These coverage measureswould look
like

INDICATOR FORMULA INFORMATION
SOURCE
# of children with
Percentage of at least six growth
children 0-23 monitoring Family health folder
months of age contacts in past
with six growth twelve months X100
monitoring
contacts in past Total # of children Census summary or
12 months 0 — 23 months in family card
census

# of pregnant
women who
received at least

Percentage of
pregnant women

Family health folder,
or pregnancy

receiving at least i

three prgnatal three contacts X100 register

contacts prior to

delivery Total # of .
Family card

pregnant women

Create health indicators
I mmunization Coverage
Bas cimmuni zation schedulesfor children are country-specific, but generdly,
childhood immunizationsinclude:
= BCG (against tuberculosis)
= DPT 1, 2, 3(against diphtheria, pertussis, and tetanus)
" Poliol, 2,3
" Measles

Thesegenerdly arerecommended to be compl eted beforethefirst birthday. So, by
reviewing dataon children 12 —23 monthsof age, you can accurately measurethe
percentageof all childreninthat age category who received al of their vaccines
withinthefirst year. That might look like:

INDICATOR FORMULA INFORMATION
SOURCE

. # of children 0 —

Percentage o i

Chlgran o 03 ift{:&?rnths with al Family health folder

months of age immunizations X100

with all of their

immunizations Total # of children Census summary or
0 — 23 months family card
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... by reviewing data
on children 12 - 23
months of age, you
can accurately
measure the
percentage of all
children in that age
category who
received all of their
vaccines within the
first year.
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A comprehensive
definition of
protection [from
tetanus] is for a
woman to receive five
lifetime doses [of
tetanus toxoid (TT)].
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For Example:
If therewere 225 children 0—23 monthswho recelved dl of their immunizations
last year out of 300 children 0—23 months,
then theformulais 225/300 x 100 = 75 percent coverage. Not bad.

Tetanustoxoid (TT) isgiven to women aged 15 - 49 years and/or to pregnant
women to protect the newborn from neonatal tetanus. Each country hasitsown
recommended schedule. A comprehensive definition of protectionisfor awoman
toreceivefivelifetimedoses.

Many programs seek to confirm that a pregnant woman hasreceived at | east two
dosesduring the most recent pregnancy. If you would like to measure the number
of children who wereborninthepreviousyear andwho alsowere TT protected,
meaning whose mothers had recel ved two doses of tetanus, then theindicator would

be:
INDICATOR FORMULA INFORMATION
SOURCE
# of pregnant
women who
Percentage of recewe;d t\'No " Family health folder
women who immunizations or
received two who had received
doses of TT five doses X100
pregnaney Toral # of Census summa
pregnancy pregnant women tamily card or ry,
who delivered in y .
past 12 months pregnancy register
For Example:

If 10women deliveredinthelast year and 3had received TT2,
then 30 percent of infantswere TT protected.

Nutrition

Nutritional statusismeasured in severa ways. weight/age, weight/height, height/
age, and mid-upper arm circumference. Most MOH standards use weight/age,
with age adjusted cut-off valuesto indicate nutritional status: 1st degree (at risk of
malnutrition), 2nd degree (moderate malnutrition) and 3rd degree (severely
malnourished). Almost al childreninyour programwill fal into either thenormal,
1<, 2nd, or 3rd classification. Weight for ageisameasurement taken by weighing
achild and plotting theweight on agraph, or “ Road to Health” chart to determine
thenutritional statusbased on the expected weight for that age.

Monthly weightsfor at least al under-threesareided since nutrition problemsmay

arisequickly, and may beprevented if recognized early. However, many programs
weigh childrenthree, four or Six timesayear, depending on program resourcesand
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accessto children. Below are offered examples of indicatorsfor thisimportant

intervention:
INDICATOR FORMULA INFORMATION
SOURCE
Percentage of # of children with
children 0-23 weight/age below Growth monitoring
months who were | cutoff for 2nd card in family health
moderately or degree X100 folder
severely malnutrition
malnourished Total # of children Census summary or
during last contact | o _ 23 months family card
apter Eight
# of malnourished
children enrolled Growth monitoring
Percentage of in rehabilitation card in family health
malnourished program folder
children enrolled
in nutrition X100
rehabilitation Total # of children
program during determined to be Growth monitoring
the past year malnourished and card in family health
eligible for the folder
program

Inmany developing countries, itisnot unusua to find ratesof moderate manutrition
of perhaps 20 to 30 percent, and rates of severe malnutrition of between 1t0 5
percent of thetota childhood (under fiveyearsof age) population. Lowering these
ratesand improving the nutritional statusof these childrenwill requireintensive
interventionsthat also must be closaly monitored and measured within the context
of the CBIO methodol ogy.

Public health knowledge

Client knowledgeand practicesof important preventive hed th messagesare perhaps
the two most important factors contributing to reduced illnessand death in your
servicearea. Theability toidentify themajor causes of death, to create effective
preventive messagesfor your client population, and to motivateindividualsand
familiesto change somebehaviorsiscritica to health program success. Thus, it will
beimportant for your program to measure progressin these areas, and to identify
areaswherefurther improvements are needed. Bel ow we consider some of the
most likely themesfor measurement: identification and treatment of diarrheg;
identification and treatment of acute respiratory illnesses; safe water accessand
usage; and, proper disposal of human waste.

Oral rehydration ther apy (ORT) Sincediarrheacontinuesto beoneof themgjor
killersof under-fivechildrenin developing countries, knowledgeand useof ORT is
an important intervention to prevent these deaths. Each health program, in
conjunction with MOH guidance, will need to determine which messages are
appropriatefor your service population. According to UNICEF, key messages
may include:
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Acute respiratory
illness (ARI) ... Is
another major killer
of children under five
years of age in the
developing world.
Each family should
have at least one
member who can
effectively manage a

case of ARI.

= Continued feeding and breastfeeding

= Correct mixing and administration of home-based rehydration fluidsor
packaged ORS
= Timely referra totheclinic (bloody stools, or diarrhealasting morethan

two weeks)

A family who knowsthese three messageswill be counted as*knowing”. Thereis
no partial knowing. Either afamily member knowsall or none. Thedatethat this
knowledgeisconfirmed by aCHW or health volunteer may benoted inthefamily
health folder or on aseparateformfor later addition to thefolder. Validation by a
supervisor may be determined either through interviews or demonstrationswith

family members.

INDICATOR

FORMULA

INFORMATION
SOURCE

Percentage of
mothers who

# of mothers with
children 0-23
months of age
who correctly
repeat the 3

Family health folder

properly prepare
packaged ORS

packaged ORS

Total # of mothers
with children 0-23
months of age

properly repeat X100
the 3 key UNICEF | Messages
messages Total # of mothers Cenelis Simman or
with children 0-23 i card Yy
months of age y
# of mothers with
children 0-23
months of age .
Percentage of who properly Family health folder
mothers who prepare %100

Census summary or
family card

Acuterespiratory illness(ARI) Thisisanother mgjor killer of children under five
yearsof ageinthedevelopingworld. Eachfamily should haveat least onemember
who can effectively manageacase of ARI. Mg or messagesto prevent death from

ARl include:

= Ableto detect theearly signsof illness(child looksunwell, isnot eating or
drinking, lethargy, and fever)
= Continued fluidsand feeding

= Timely referral totheclinicfor child with danger sgns (fast or difficult
breathing, with respiratory rate> 50 beats/minutefor children older than
one, and > 60if achildislessthan one; changein consciousness,; vomiting
everything; high fever; and indrawn chest)
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For ARI, itiscritical torecognizewhento bringachildtoaclinicfor treetment. ARI
may become seriouswithin aday, and deathsmay occur withintwo to four days of
onset. Delaying care seeking will increasethisrisk of desth, and antibiotic trestment
should beginimmediately. Thus, onemeasureof gppropriateknowledgemight include:

INDICATOR FORMULA INFORMATION
SOURCE
# of mothers with
Percentage of children 0-23
mothers who months of age
properly repeat at | Who correctly Family health folder
least 3 danger repeat at least 3
danger signs and X100

signs of ARl and
know to seek
health care Total # of mothers Census SUMMARY of
immediately with children 0-23 family card Y

know what to do

months of age

Safewater Thisintervention usualy hastwo knowledge components. access, and
proper usage. Accessto safe water may have amajor impact on the health of the
entirefamily. Thedefinitionfor ‘ ssfewater’ may first haveto belocaly defined, as
different countriesusedifferent standards. Certainly, wewant to ensurethat family
membersdrink potable water that has either been taken from a safe, protected
sourceor hasbeen made safe by disinfection or boiling. Appropriate usage of safe
water often isassociated with proper storage practiceswithout which water may
become contaminated and unsafe. What are measuresthat could be devel oped to
indicate progresson thistopicinyour health program areas?

INDICATOR FORMULA INFORMATION
SOURCE
# of families with
Percentage of potable water Unique data survey
families with observed in the form, or family
potable water home, and safely health folder

available in the stored and used X100

home, and safely
stored and used

Total # of families
in measurement
area

Census summary or
family card

apter Eight

Access to safe water
... [and the] ... proper
disposal of human
waste also may have a
major impact on the
health of families and
their community.
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Sanitary disposal of human waste The proper disposal of human waste also
may haveamgor impact onthehed th of familiesand their community. Anappropriate
indicator onthistopic should determinehow many familiesdisposeof human excreta
inasanitary fashion. Thisindicator ismeasured at thefamily level sncethebehavior

Hand-washing
behavior ... also
serve[s] as an

important indicator isbasically ahousehold measure. Hand-washing behavior will also serveasan
for per: 30’7_31 and important indicator for personal and family hygiene.
family hygiene.
INDICATOR FORMULA INFORMATION
SOURCE
# of families

observed with a
sanitary facility

families with a that is clean and
latrine or other in good working
sanitary facility order X100
that is reasonably
clean and in good | Total # of families

Unique data survey
form, or family
health folder

apter Eight Percentage of

working order in the Census summary or
measurement family card
area

Percentage of
mothers who
report washing

# of mothers
report appropriate
handwashing

Unique data survey
form, or family

their hands after health folder

defecation and
before food
preparation

practices X100

Total # of mothers
interviewed

Census summary or
family card
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Measure mortality rates

Duetotherichnessof information provided by the CBIO approach, your program
will be ableto calculate mortality ratesfor each age and sex group of interest to
program planning and eval uation. The most commonindicatorsand formulasare
offered bel ow asexamplesof theratesyour team will want to cal culate and track

overtime.

INDICATOR

FORMULA

INFORMATION
SOURCE

Neonatal mortality
rate (NMR)

# of deaths of
children under 28

days x 1,000

Total # of live
births

Death register

Birth register

Infant mortality
rate (IMR)

# of deaths of
children under

Lyear x 1,000

Total # of live
births

Death register

Birth register

1-4 years mortality
rate

# of deaths of
children1 - 4

years x 1,000

Total # of live
births

Death register

Birth register

Under-five
mortality rate, 0-4
years (USMR)

# of deaths of
children under

five x 1,000

Total # of live
births

Death register

Birth register

Maternal mortality
rate (MMR)

# of deaths of
women due to
complications of
pregnancy, birth or
during the
postnatal period

Total # of live
births

x 100,000

Death register

Birth register
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Due to the richness
of information
provided by the CBIO
approach, your
program will be able
to calculate mortality
rates for each age
and sex group of
interest to program
planning and
evaluation.

Preparing thedatafor calculating theserateswill besmplified becauseit hasbeen
well recorded through the CBIO process. That is, the popul ation summary charts
will beavailable after the census or annua update, and therewill bebirth and death
datafromthevita eventsregisters.
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... even data from
very small populations
remain rich in detail,
and coupled with
verbal autopsy
investigations and
mortality assessment
meetings, will provide
important information
to both guide health
program planning as
well as assess
program
effectiveness and
impact.

Rather than accepting
as ‘fate’ the high
number of deaths,
changes in mortality
rates empower
communities to see
that their own
attitudes and
behaviors directly
impact their families’
health and longevity.

Additiona notesonthe aboveratesinclude:
® Theneonatal mortality rate(NM R) measuresthe proportion of infants
reaching 28 daysof life, per 1,000 live birthsduring the sametime period.
Thenumber of deathswill not includestillborns, miscarriagesor abortions
(whichwea so recommend that your program collect, if possible). These
arenot considered livebirthsor adeath. A *livebirth’ isoneinwhich the
newborn breathed, moved and/or cried.

® Theinfant mortality rate (IMR) measurestherisk of death among
infants, 0-11.99 months. Itisaratethat measureshow many died before
their first birthday, out of 1,000livebirths.

® Theone-to-four year old mortality r ate measuresthe proportion of
death to children who reach oneyear of ageand up tofiveyears, per
1,000livebirths.

® Theunder-fivemortality rate (USM R) measurestherisk of deathto al
infantsand children under fiveyearsof age (0-4.99 months). Itisaratethat
measures how many died beforethelr fifth birthday, out of 1,000 livebirths.

® Themater nal mortality rate (MM R) measureshow many women die
asaresult of the complications of pregnancy and birth. It occurslessoften
than childhood mortality, and asaresult the accepted normisto report the
number of maternal deaths per 100,000 live births, rather than the 1,000
live birthsused to calcul ate the other rates.

Some expertsrecommend accumulating asfew as 20 deathsbefore calculating a
particular death rate, while other expertsrecommend rates be cal culated only on
populations of at least 10,000, and some even state over 100,000! (Thislatter
number istruer for calculating maternd mortdity rates, seeabove). Thiscontroversy
existsbecausethemore deathsthat occur, themore statisticaly stablethemortality
estimateisconsidered to be. Obviously, youwork withwhat ispresented toyouin
your servicearess. Practically speaking, we havefound that populationsassmal as
5,000 will provide mortality datasufficient to track ratesover time. Theserateswill
be subject to more statistical variation each year. That is, they will go up and down
moredueto ‘random’ statistical variation than rates generated with comparable,
but larger populations. However, even datafrom very smal populationsremainrich
indetail, and coupled with verbal autopsy investigationsand mortality assessment
meetings, will provideimportant information to both guide hedth program planning
aswel| asassess program effectivenessand impact.

Assessing local mortality aso may instill anew community perspective onthe
importanceof highquality hedlth care. Rather than accepting as‘ fate' thehigh number
of deaths, changesin mortality ratesempower communitiesto seethat their own
attitudesand behaviorsdirectly impact their families hedth andlongevity. What are
themgor killersinthecommunity?Aretheinterventionsand behaviorsreducing the
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number of thesedeaths? Thiskind of informationiseadly understood by any member
of acommunity, and will beconsidered aprimary indicator of successof thehealth
program by community members.

The Seven Sieves
Invariably, it seemsthat databreeds dataand the volume of datawill continueto
grow over time. It dwaysseemseasier toadd ‘ just onemoredatum’ to any system
and always more difficult to cut back on data collection, whether the data are
essentia or not. Further, thereare several reasonswhy datacollection may bemore
appedling to community health workersthan providing direct health services:
® Thecollection of dataseemsofficia, and ‘judtifies’ the position of thehome
vigtor
= Dataare black and white (oneonly hasto writedown *facts,” perhaps
evading themoredifficult and uncomfortablereditiesof illnessand
treatment; the datadoesn’ t talk back and isnon-interactive)
= Datacollectionfulfillsajob requirement, andistangibleand measurable

Inorder tofight against thisballooning of datacollection, conduct periodic checks
to assurethat each and every pieceof collected dataisused. Every sx monthshold
ameeting with theteamto review how dataareused. Thiswill helptoguard against
information overload. Only collect what you use and usewhat you collect. If the
dataisnot used, dropit.

Do your selected indicators get through
the Seven Sieves?

1. Does the indicator address the problem?

2. Is there a proven association between
the indicator and what is being
measured (relevance)?

3. Isit nice to know or do we
need to know?

4. Is it useful for planning
and management?

5. Is it possible to
measure technically?

6. Is it worth the
time and effort?

7. Does it
measure a
process
or impact?

apter Eight

Only collect [data
that] you use and use
what you collect. If
the data is not used,
dropit.
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The overall purpose
of this [mortality
assessment] meeting
will be to determine
the factors that
contribute to
mortality among
specific age/sex
groups, and to
identify actions that
may be taken to
reduce future
preventable deaths.

... based on ... results
[of the mortality
assessments], a plan
of action is prepared
that will lead to
actions to reduce ...
blockages to timely
and effective health
care.

Data Analysis

Mortality assessment

Mortality assessment meetings should be held on afrequency to permit thecareful
review of al recent deathsaswell asall verbal autopsy formscollected duringthe
past reporting period. Timewill berequired for discussion, analysis, conclusions
and recommendations, and the devel opment of an action plan. Thismay require
meetingsasfrequently asquarterly, and asinfrequently asonceper year, depending
upon the size of the health program service areaand the number deathsthat occur.
Attendeesshouldinclude CHWs, their supervisors, and facility health staff involved
with conducting or reviewing the verbal autopsy forms. Health volunteers, and
community leadersand membersmay also wish to participate, and they should be
actively encouraged to do so. The sources of datashould include the desth register,
verbd autopsy forms, related family health folders, and relevant clinica records.

Theoveral purposeof thismeeting will beto determinethefactorsthat contribute
to mortality among specific age/sex groups, and to identify actionsthat may be
takento reducefuture preventable deaths. Thisisdoneby following ananalysis
processof:

= Analyzing deathsby cause, and age and sex categories

® Selecting asubset of deathsto study which may have been preventable

= Anadyzingthese selected casesusing family healthfolders, verbd autopsies

reportsand other availableinformation
® Forming conclusionsand recommendations
= Creatingawork planfor correctiveactions

The schematic diagram on thefollowing page demonstrates how deathsmay be
analyzedfor ‘ blockagesontheroadtosurvival’.

Blockagesmay occur anywherewithinthefamily and thehome, withinthecommunity,
andwithinthehedlth caresystem. A sick person and his’her family may not recognize
danger sgnsof anillness, may bemisinformed about how to copewith the problem,
or may not seek health care services because of perceived barriers. Community
information and resourcesmay a so beinadequateto thestuation, resultingindelays
that caused the death. Finally, aseries of problems could emergerelated to the
availability and ddivery of hedth careservices. Thesemay include: lack of emergency
evacuation transportation; failure of thelocal health worker or volunteer to offer
support or services, faillure of theloca health facility to properly diagnoseand treat
the problem; lack of proper personnel or equipment; or there could beafailurein
thereferral process, leading to apreventable desth. These blockagesare considered
during the mortality assessment process, and conclusionsand recommendations
made. Finally, based on theseresults, aplan of actionisprepared that will lead to

actionsto reduce these blockagesto timely and effective hedlth care.
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Identifying Blockages on the Road to Survival

1st Blockage 3rd Blockage

Neighbors
2nd Blockage

4th Blockage

Local
Healer

5th Blockage

CHW or Health
Volunteer

6th Blockage

Reference
Hospital

Local Health
Facility

7th Blockage

Attributing mortality impact to your health program

In addition to the mortality assessment activities described above, your program
will also cd culateannua mortdity rates, to determinehedlth programimpact. These
death ratesmay be affected by larger social and environmental forces, outside of
impactscaused by the hedlth program. Public hedthand socia science professionals
formally describethese outsideforcesas’ threatsto validity’ of their assumption
that the health program isthe primary cause of decreased mortality. Such classic
threatsof validity include: history, testing, instrumentation, statistical regression,
selection, mortality, diffusion of theintervention, compensatory equalization of
treatments, and compensatory rivalry, or resentful demoralization of comparison
group respondents. (Cook and Campbell, 1979)

A commonway to minimizethreatsto causa interpretationisto measurea’ control’

populationwhichisidentica tothehedth program (intervention) population, except
that it doesnot receivehedth services. Inthe‘red life of PHC programming, thisis
difficultif not impossibleto achieve. Most obvioudy; itisunconscionableto consider
withholding health carefrom needy popul ationsin order to assessdifferentia impact.
If resources are unavailable to provide health servicesto everyonein an area,
theoretically it would bejustifiable to provide servicesto only aportion of the
population. In most cases, however, it remainsdifficult toimagineasituation where
loca populationswould easily accept such astudy, or at |east be offered the certainty
of future hedlth program entry. Further, the practica considerationsof successfully
implementing such astrategy are daunting. Again, thisisacompromised ethical

Situation that most hedlth professionalswould chooseto avoid.
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These alternatives
[comparison group,
cohort study, etc.]
address many of the
concerns of causal
attribution, but
without the ethical
violations we
encounter with the
classic control group
study design.

Fortunately, therearelessethically offensivedternativestoa’ control’ population.
These dternatives address many of the concernsof causal attribution, but without
theethicd violationswe encounter with the classic control group study design. We
review thembriefly here.

Comparison Group

Inthisstudy, apopulation groupisfound that issmilar totheintervention population,
but the hedlth servicesin placetherearenot ‘ controlled’ , but rather are documented
and continue uninterrupted. Thispermitsthe study of a‘comparison’ population
(with presumably aninferior health program in place) that isvery similar to, but
clearly not identical to theintervention population. All other factorswhich might
explain differences between the two populations may be measured and compared,
allowing the study directorsto describe the actual differencesbetween thetwo
populationsand (they hope) minimizethe*threatsto validity’ that thesefactors
might poseotherwise. At study’send, thedirectorswill be ableto comparemortdity
rates before and during theintroduction of health servicesintheintervention area
withthose of thecomparison area, aswdll asdescribeany factorsthat systematicaly
differ between the two areas, leading to the opportunity to attribute mortality
decreasesintheintervention areato the health program.

Cohort Study

Inthisapproach, you assessthe characteristics of individualsyouwishto study in
your intervention area, and attempt to match themtoindividuals(singly orina
group) from the same areawho had different outcomes. For example, for every
death of achild under fiveyearsof agein your health program area, you could look
at thebasi c censusand hedlth data collected on that individua , and match that with
anindividua who appearssimilarinmost or al of thesefactors, but whodid not die.
You are seeking to identify differences between theseindividua sthat may provide
meaningful duestothedifferent outcomes. Cohortsmay aso betracked longitudindly
(depending onwhat you study), in order to look for emerging trends.

Other similar health projectsin the country

Thiscomparison permitslimited or no ability to comparefactorsthat may influence
outcomes. Neverthdess, it will offer ingghtsinto how similar populationsrespond
todifferingtypesof hedth services.

Local and national data

Thisisaquick yet useful means of comparing progresswithin your health project
with datafrom similar areas around the country. Thisapproach alowsfor apparent
control of regiona and nationd leve factorsaffecting mortdity rates, but remainsa
much weaker study design overall. Inaddition, theway inwhich themortality data
arecollected and reported may vary condderably, further complicating comparisons.
If you areinterested in thisapproach, and do not haveimmediate accessto national
level data, you may contact the International DataBase (IDB), acomputerized
databank containing statistical tables of demographic and socio-economic datafor
227 countries and areas of the world (at http://www.census.gov/i pc/www/
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idonew.html), or you may contact the Demographic and Health Survey Program
(at http: //mww.measuredhs.com).

| ntra-program trends over time

Within your health project, you should dwaysbe ableto compare current mortality
rateswith theresultsof the past. In other words, how are mortality rateschanging?
Comparetheratesyear to year. Arethere measurable differencesover time? Is
thequality of lifeimproving? Does hed th service usageinformation correlate with
differing mortdity rates?\We have observed situationswhere changesin particular
health servicesdid result in changesin client behavior, and eventually in cause-
specific mortdity rates. Thisisahighly useful exerciseto conduct during mortality
assessment mestings, or during annua evaluations.

Evaluate and plan annually

Theannua work plan servesasthebasisfor dl hedth program activity, for monitoring
and supervision, andfor dataanalysis, that is, an annual program evaluation. Onan
annua basis, your hedlth program staff will participatein an evaluationworkshopto
review al program objectivesand indicators, to confirmthat activitieswerecarried
out, and that expected resultswere achieved. In the case that objectiveswerenot
achieved, an analysismust be conducted to determinethe barriersto completion.
Theseresultswill beused during theannua planning workshop to determineactions
for thecoming year, and to address shortfallsand barriersencountered during the
past year.

Evaluation workshop

Thegtructure of theannua evaluationworkshop should flow from the outline of the
annual plan. That is, objectivesand indicatorsare divided by intervention, or by
other headings, such as: logistical support, supervision, community development
activities, and pharmacy, to nameafew of themost likely themes. Cross cutting
themesmay a so beaddressed at thistime, such as: behavior changecommunication;
hedlth volunteers; or timemanagement skills. Theentireloca program staff should
participate, including dl heath volunteers, and sufficient timededicated to thisevent.
Wefound that theannual evaluation workshop usualy requiresthreetofivedays.
Themeeting should behedinalocal community facility to accommodated| team
members, aswell asto provide meal sand recreation during breaks.

Small working groupsarethe processof choiceto completetheworkshopinatime
efficient manner. For each intervention or topic heading, form asmall group,
composed of one or moreindividualsfamiliar with thetopic, and otherswho are
not. Thesize of each group will vary (but usualy does note exceed five members),
and isdependent upon theamount of dataextraction and anaysisrequired. Request
al groupsto useflip chart paper and markers, usng astandard columnformat. That
is, they will present each objective, theindicatorsand formulasthat relateto the
objective, resultsachieved, and observationsand recommendations offered. Severd
different groupswill beworking concurrently, and supervisorsand managers may

ILpter !IQLI

We have observed
[intra-program
trends] ... where
changes in particular
health services did
result in changes in
client behavior, and
eventually in cause-
specific mortality
rates. This is a highly
useful exercise to
conduct during
mortality assessment
meetings, or during
annual evaluations.

The entire local
program staff should
participate [in the
annual evaluation
workshop], including
all health volunteers,
and sufficient time
dedicated to this
event.
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Encouraging humor,
team building, candid
criticism, as well as
seriousness to the
tasks at hand is
challenging, but is
ultimately important
to a successful
meeting.

float around to provide constant assistance, problem-solving input, and
encouragement.

A rhythmusudly evolvesof severd hoursof concentrated smdl groupwork, followed
by reporting out to the entire group, perhaps repeated twice daily. Some groups
will completethelr tasks sooner than others, and supervisors should anticipate this
and guideindividua swho have completed their work into tasksrel ated to the next
st of interventionsto bereviewed. During plenary sessons, working group members
will sharetheresponsibility of presenting their results. Group member will taketurns
to:
= Review each objectiveof theintervention, al of theindicatorsfor the
objective, and the resultsthat were produced.
® Describe how indicatorswere cal culated, where the datawere found, and
any observationsabout theanaysisprocessthat may be helpful duringthe
next annua planning workshop.
= Attheend of eachintervention presentation, conclusonsand
recommendations should be madeto the plenary group, followed by a
genera discussion, asking for additional commentsand suggestions. These
should be noted directly on the posted worksheets.

The above process should be repeated until all working groups have madetheir
plenary reports. A wrap up session at theend of theworkshop offersthe opportunity
toidentify overarching themesthat emerged, and to plan for the next workshop
soontofollow: theannua planning workshop.

In times past we have attempted to combine both annual eval uation and annual
planning workshopsinto oneevent, but such meetingsinevitably becametoolong,
and creativity and momentum were | ost prior to completing the new annual plan.
We recommend separating thetwo workshopsby several weeks. A natural annual
cycle emerged in Boliviawhen the annual evaluation was conducted in early
Decembser, followed by anannud planning workshop amonth later, inearly January.
A challengeto this schedul e was keeping sufficient staff in placein the program
areas during the workshops and al so during the Christmas holidays. Again, the
adminigtrativework of the program should not interferewith theongoing delivery of
health servi ces, dthough thissometimes provesdifficult to entirely avoid.

Encouraging humor, team building, candid criticism, aswell asseriousnessto the
tasksat hand ischallenging, but isultimately important to a successful meeting.
Careful planning in advance of theworkshopisessential. Recreationa breaksthat
involve soccer, volleyball, ping pong, or other sportsin which both gendersmay
participateishepful torelievelong hoursof meetings, asisforming an entertainment
committeeto comeup with fun thingsto dofor partici pantsthroughout the meeting.
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Planning workshop

Inmany ways, the planning workshop mirrorstherecently held eval uation workshop.
Further, it will be guided by theresults of the dataanaysis conducted during the
evaluation workshop. All participants of the eval uation workshop should aso be
theattendeesof the planning workshop. In addition, community leadersand members
should beinvited to provideinput on community preferencesand priorities, toreview
the suggested work plans, and to offer their own recommendations.

Flip chart summary sheetsfrom the previous eval uation meeting will bereviewed
and used to begin devel oping intervention tables. Thesetableswill include: objectives
(with measurabletargets), activities, indicators, personsresponsible, and timelines.
Again, threeto fivedaysmay berequired. Small working groupswill betheengine
that drivesnew plan devel opment, and workshop organi zation and conduct will be
amilar totheeva uation workshop. Thefinal result of theworkshop will beawritten
work plan availableto al staff and interested community members. Thisannual
work plan should be prepared and available no later than two weeks after the
conclusion of theworkshop.
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... community leaders
and members should
be invited [to the
planning workshop] to
provide input on
community
preferences and
priorities, to review
the suggested work
plans, and to offer
their own
recommendations.
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CHAPTER NINE
Ensuring Quality

Management m
The CBI O gpproach requiresacommitment to asystem of monitoring and evauation Chapter Nine

(M&E) that will include participation by local communities, your field workers
including volunteers, and hedth facilities. Inthischapter wediscusskey dementsof
anM& E system that will ensurethequdity of servicesoffered and thereby improve
your opportunitiesto improve health outcomesand impacts. Webegin by reviewing
the needed personnel capacitiesrequired of key playerswithinthe CBIO health
care system, and how to cal cul ate the human resource requirements of your new
program. Routine schedul e planning thenis considered for staff and volunteersto
ensurether efficient timemanagement.

Inaddition, severd setsof toolshavebeen successfully utilized aspart of theM&E .., several sets of
and quality assurance (QA) processesand are considered inthischapter. These  ¢op/s have been

includesupervisor checklists, behavior checklists, and cross-checking resultswith
other datasources. We al so consider how to devel op health messagesto promote
positive behavior change, and we end the chapter with adiscussion of therole of

successftully utilized
as part of the M&E

computersto support CBIO processes. and quality assurance
(QA) processes ...
Personnel capacity requirements includ[ing] supervisor
Typicaly thereare several levelsor ‘ cadres’ of health programworkerswithina  checklists, behavior
CBIO system. Theseinclude: ChECinStS, and cross-
= 1. Front-linewor ker sCommunity health volunteers(HV's) and paid checking results with

community healthworkers(CHWSs) makehomevisits, lead group
meetings, and/or participatein care groups, discussed in Chapter VII.

= 2. Supervisor sAbout eight CHWsare supervised by onefield supervisor,
and eight volunteerswill be managed by asupervisor. Inthecaseof a
CBIO system dependent largely upon home visitsand group mestings,
supervisorsof volunteersusualy arethe CHWsresponsiblefor specific,
geographically defined service sectorswherethey offer their services. In
the case of care groups, the supervisor (‘ animator’) may or may not bea
CHW.

= 3. Program manager and field coor dinator s Thereisone program
manager per program area(usualy amunicipality or aset of municipaities
composing asub-district area). Therearealso oneor morefield
coordinators, each of whom oversee about eight supervisors.

other data sources.
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Remember that care
groups also may be
blended with the
home visitation/group
meeting strategy as
well, offering both
preventive health
education and basic
PHC services in the
community.

= 4, Community leader sand health committeesUsually thereisone
particular person del egated within ahealth committeeto officialy oversee
hedlth program activitiesper village/lcommunity/ municipality, or group of
villagesand communities. Generdly, you find one hedth committee per
village/community/municipdity, though thisishighly variableand depends
uponloca community structuresand norms.

Two schematicsfollow that demondratetherd ationshipsamong thesehedth program
players, onein ahome vistation/group meeting gpproach, and another ina“ pure
care group approach. Remember that care groups also may be blended with the
home visitation/group meeting strategy aswell, offering both preventive health
education and basic PHC servicesinthe community.

Home Visitation Staffing Pattern

Program
Field Manager
Coordinator
Community
Health
Committee
Eight
Supervisors
Eight CHWs
per Supervisor 8 HVs per
CHW

250 to 300
HHs per
CHW

KEY: CHW = Community Health Worker
HV = Health Volunteer
HH = Household, or family
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Care Group Staffing Pattern

Project

Community Field Manager
Health Coordinator
Committee
Eight

Animators per

Ten Care Groups Coordinator

per Animator w/
ten HVs in each

group

A

A\ 4

Ten to fifteen
HHs per HV

KEY: HV = Health Volunteer
HH = Household, or family

Inthefirst diagram, 16,000to 19,200 familiesmay bereachedintheexample. (We
discusstheassumptionsunderlying thisca culationfurther inthenext section.) CHWs
and HV soffer complementary servicesinthe home, both preventive educationand
basic PHC services. Inthe second diagram, HV sareacting intheir capacity of care
group members, and about ten to fifteen househol dsare reached by each volunteer.
This*caregrouponly’ diagram appearsto suggest amoresmplified approachto
homevistsand serviceddivery. Thisisboth trueand not true.

Thestaffing pattern of the care group only model ismoresimplified, and staffing
costswould be reduced accordingly. About 8,000 to 12,000 familieswould be
reached by HV swith health messagesin thisexample. Thisisfewer thanthefirst
exampl e, but the numbers could beincreased if supervisorswereintroduced into
the caregroup modd , doubling thenumber of familiesreached with two supervisors
in place. More supervisors would increase the number of families reached.
Importantly, health care servicesin the care group model would be offered only
through the aggressive promotion of, and referra tolocal facility-based hedth care.
Thisimpliesaclinic based hedth system that i ssufficient to meet demand, and that
iswell integrated with care group plansand activities.

In both diagrams, the community health committeeisubiquitousinitsability to
function at all levelsof program services, acting asadvocatefor families, heath

CLpter Nine

In both diagrams
[shown on this and
the opposite page],
the community health
committee is
ubiquitous in its ability
to function at all
levels of program
services, acting as
advocate for families,
health volunteers, as
well as program
staff.
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[Curamericas

has] had positive
experiences working
with the MOH to
initiate pilot projects
that allow CHW:s to
expand their
responsibilities to
include certain key
curative services
otherwise prohibited.”

volunteers, aswell asprogram staff. They may interact at any of theselevels, both
formally and informally. Wenow summarizethe dutiesof the health program cadres
described above.

Community health volunteers
Hedth volunteersprovide basi ¢ preventive education to families, report illnesses
and vital events, and support their local CHW asrequested. A health volunteer
must comefrom the areawhere sheworks, and may or may not beliterate. Key
respongbilitiesof thevolunteer include:
® Provide health educationto familiesand community groups
® Support CHWsduring group meetings
= Makehomevisitsto carry out selected activitiesin the assigned geographic
sector
= Report ilnessesand makereferrals (and follow up)
® Provide somelimited home-based case management to sel ected clients
= Work with and support the actionsof thelocal community health committee
= Monitor families health statususing CBIO toolsand processes
= Report vital eventsto the supervising CHW or locd vital events
coordinator
® Preparesimple statistical reports, and/or report monthly on health sector
activities
= Regularly analyzethe hedlth datawith the community health committeeand
hedth saff
®= Participatein hedlth program planning and eval uation activities

Community health worker
Theideal community health worker will haveaprimary school education or better,
and will comefrom the community or areas’he serves. CHWSs provide arange of
basic PHC services, including both preventive education, and curative services.
Therange of servicesoffered will be determined by MOH policy for workersat
thislevel of responsihility, and the program’sability to technically support and fund
these pogitions. Wehave had positive experiencesworking with theMOH toinitiate
pilot projectsthat allow CHWSsto expand their responsibilitiestoinclude certain
key curative services otherwise prohibited. For example, these have included
dispensing antibiotics specific to the treatment of pneumoniaand diarrhea. Typical
respong bilitiesof the CHW include:

® Provide health educationto familiesand community groups

® Conduct group meetings, and homevisitsin an assigned geographic sector

= Offer health servicesinalocal health post or clinic, aswell asinthe
community

® Provide home-based case management to clients

® Train, supervise using checklists, and work with 8to 10 health volunteers.
Inthe case of care groups, the animator (who may or may not beaCHW)
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may manage eight to ten care groups, composed of elght to ten volunteers
each, whointurn, overseetentofifteen familieseach.

® Conduct performancereviewsof health volunteers

= Work with and support the actions of thelocal community health
committee, and post and update public health data

= Monitor families health statususing CBIO toolsand processes

= Maintaintheloca vita eventsnotebook

® Prepare monthly statistical reports on the assigned health sector

® Prepare and present quarterly program feedback reportsto community
health committeesand other groups

= Regularly analyzethe hedlth datawith the community health committeeand Chapter Nine
hedth saff

®= Participatein program planning and evaluation activities

Supervisor

Thesupervisor overseeseight to ten CHWSs. Oftenthe supervisor served previoudy
asaCHW, or hascomefrom another smilar organization and hasdirect supervisory
experience. Supervisorsshould be natural leadersamong their CHW peers, and be Supervisors should be

abletomaintain collegia and professiona relationshipswith community workers  natural leaders a mong
and leaders. They should have extensive hands-on field experience and be ableto :

quickly identify problemsor chalengesto successful programimplementationand their CHW p e_e rs,_ and

take quick and effective action to resolve problems. Activities of the supervisor be able to maintain

usudly indude: collegial and
= Regularly analyzethe health datawith the community hedlth committeeand ~ Professional
hedlth taff relationships with
® Train CHWsand HV s, and offer ongoing continuing education, using community workers
supervisory informationto identify CHW and HV needs and leaders.

= Apply skills-specific checkliststo assess CHW and HV performance
through observation during frequent fidld visits

® Conduct performancereviewsof CHWs

= Morefrequently visit CHWswithtechnical or administrative challenges.
Supervisorsmay also pair aweaker performing CHW with astronger one,
inorder to benefit from peer-to-peer knowledge and skillstransfer.

= Accompany and support CHWsduring group meetings

= Planmonthly CHW and HV activitiesduring regular monthly meetings

® Conduct spot checksof data, and mini-K PC surveysto validate program
data

® Supervisedatacollectionactivities

= Verifying thetimely and accurate compl etion of required monthly CHW
satistical reports

®= Participatein the presentation of quarterly program feedback reportsto
community health committeesand other groups

® Produceamonthly statistical report and submit it to thefield coordinator
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Supervisors will need
to have confidence in
and be willing to
share information
candidly with the field
coordinator in order
that the program
meets its client needs
effectively.

® | ead dataanalysisactivitieswithfield staff, such asfor ng growth
monitoring and nutritional status, coverage statistics, and desth rates

Field coordinator
A field coordinator usually oversees and supports about eight to ten supervisors.
Supervisorswill need to have confidencein and bewilling to shareinformation
candidly with thefield coordinator in order that the program meetsitsclient needs
effectively. That will requirethat thefield coordinator to devel op closeworking
relationshipswith her/his supervisors so that problemsand concernsare quickly
identified and are addressed at the appropriateleve of program staff. Coreactivities
of thefield coordinator usudly includethefollowing:
® Train supervisors, CHWsand HV s as needed, based on supervisory
reportsand observed needs
= Accompany supervisorstothefield, and provideguidancetoimprove
supervisors performance
® Conduct performancereviewsof supervisors
® Conduct spot checksof datacollection and reporting
® |_ead dataandysisactivitieswith supervisorsand field staff and prepare
written summariesof results
® Ensurethetimely submission of accurate Statistical reportsto the MOH and
key funding agencies
® Producetablesto synthesizedatain thereports
® Provideroutinewritten monthly descriptive and statitical reportsto NGO
headquartersthat i dentify accomplishments, shortfalls, and strategiesto
addresstheshortfalls
® Conduct monthly and quarterly meetingswith technica personnel
= Usecollected information to make programmeatic decisions
= Develop action plansto addressprioritiesand problems
= Support the program manager in the devel opment of new project concepts
and proposal s based upon past experience and recognized unmet need

Program manager
The program manager overseesone or morefield coordinatorsand ensuresthat the
overall goalsand objectivesof the program are successfully being addressed. The
program manager represents’ senior management’ of thehealth careorganization at
theprogram level, and isultimately responsiblefor the performance of theprogram
totheorganization. Specific activitiesof thisposition may includethefollowing:
= Review plansfor monthly CHW and HV activitiesduring regular monthly
meetingswith thefield coordinator and supervisors
® Conduct spot checks, and participate selectively in project activities, from
trainingtofieldviststoclinica serviceprovision
® Conduct performancereviewsof thefield coordinator(s) and review
performancereview resultsof all other program staff
= Coordinatetraining and continuing education resourcesand schedules
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= Represent theprograminlocal, regional and national fora, and promote
staff participation asappropriateto build their skillsand confidencein
program representation

= Regularly review theresultsof supervisory checklistiswiththefield
coordinator and ensurethat appropriatefollow upisprovided

= Routinely review reportsto be submitted to the M OH and other funding
agencies, aswell aswritten descriptivereports submitted by thefield
coordinator(s)

= Working with thefield coordinator, use collected information to make
selected programmati c decisions and devel op action plansto address
identified problems

® Onacontinuousbasis, ensurethat program activitiesare addressing the
goa sand the obj ectives of the program and make any adjustments
necessary to ensure success

= Review financia reportsto ensurethat program resources are being used
cong stent with program goa sand obj ectives, and problem solve with staff
when limited resourcesrequire making choicesamong priority activities

® Provideleadershipinthe development of annual program plans, based on
theresultsof annua eval uations, cond stent with program resources

= Maintainrelationswith MOH representatives, in-country donor agency
representatives, relevant professional health organi zations, and the public

= Seek potential futurefunding for the program and preparereportsand
proposasasneeded tofulfill thisobjective

Community health committee
Thiscommitteeiscomposed of community memberssel ected by the community.
Committees objectivesinclude offering support, supervision and input to health
program staff, participatein program eval uation and planning events, and to serve
asthe’ guarantor’ of hedlth serviceaccessto thecommunity they represent. Individua
committee membersmay have uniquerolesand responsi bilitiesin some settings,
suchasmaintaining vital eventsregisters, or coordinating emergency evacuation
transportation when needed. Committee membersa sowill reinforce and promote
key health messages, and will encourage sick individual sto seek appropriate care.
A listing of key community health committeetasksmay include:
= Monitor project progressat the community level through direct
participation, and through regular meetingswith health staff and volunteers
= Hold meetingswithlocally elected officia sto share progressand results,
and to advocatefor local resourcesfor the health program
® Provide systematic feedback to their communities, and ensurethe posting
of current public health data
® Assistintheselectionand support of health volunteers
® Collect and analyze sel ected hedlth and demographicinformation
= Participatein performancereviewsof CHWsand health volunteers

® Assst CHWsand HV sin problem-solving difficult cases
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[Community health]
committee members
[responsibilities] also
will [be to] reinforce
and promote key
health messages, and
will encourage sick
individuals to seek
appropriate care.
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The training,
maintenance and
support, and further
recruiting and training
of new volunteers to
replace those leaving
is a significant
investment of
program resources
that should not be
underestimated
during program
planning.

= Attend monthly and quarterly meetingswith health staff
® Participateinannua planning and eval uation workshops

Estimate human resource needs

You and your management team first must redligtically determinetherangeof services
to be provided by each cadre of health worker. Secondary to those decisions, how
many familieswill be contacted on amonthly basisby theseworkers? Clearly, you
must know the size of your defined high risk popul ation, and what serviceswill be
targeted to them, and at what frequency. This question often focuses around the
CHW, and how many families can bereached by that person per month, through
direct homevisits, group meetings, and visitsby family membersto thelocd hedth
post or clinic. Further, theratio of health worker to popul ation or to households
must belogistically practical. Factorsthat influencethis consideration include:
population size and density; the number and types of servicesand education to be
offeredin homes, group meetings, and inthe hedth facility; themodeof travel of the
CHW; and, the number and capacity of HVsto assstintheseactivities.

Ratios of CHWSsto the population vary considerably and theideal number will
depend upon answering the questions posed above. Inarura Himalayan program
area, with houses dispersed widely among mountain ridgesand val leysandrivers,
theratiowould need to bequitelow. For theurbandumareasof Jakarta, Indonesia,
theratio may be much higher, since householdsarein close proximity and can be
reached within ashort distance quickly. In Haiti, the Haitian Health Foundation
(HHF) maintains about one health agent per 250 households. FOCASemploys40
CHWsfor alocal Haitian population of about 10,000, with about 2,000 families.
Thus, each CHW isresponsiblefor 50 families, or about 250 people per CHW.

During the past decadein Bolivia, Consg o de Salud Rural Andina(CSRA) has
reported that there were approximately one physician and one mid-level health
professiona (suchasanurse) for every 5,000 persons, and one’‘ lower level’ hedth
worker (CHW) for about every 1,500 persons. Thisworksout to be about 275
familiesper CHW. Servicesin communities (that is, outside thewalls of health
facilities) were provided by both full-time CHWSs, and part-time community heglth
volunteers. Inoneevauation, CSRA and Curamericasreported ratiosof familiesto
all project field staff and volunteersof 23 - 33 families per paid staff member or
health volunteer, the exact ratio varying by health sector needs. Thisrepresents
about 150 people per health worker. Approximately oneto two health volunteers
per community weretrained and supported. Theratio of families per volunteer
increased with time dueto drop-outsamong volunteers, becoming 48:1 (that is, 48
families per volunteer) by themiddl e of thefiveyear project, and further reducingto
64:1 during thelast year of the project. Thetraining, maintenance and support, and
further recruiting and training of new volunteersto replacethoseleavingisasgnificant
investment of program resourcesthat should not be underestimated during program
planning. Further, the quality of volunteer sel ection, training and ongoing support
will greatly affect attrition (loss) rates.
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Overdl, to maintain an outreach program of homevisitsand group meetings, about
250to0 300 families per CHW seemsto be areasonableratio of families per paid
field worker, understanding that theseworkerswill also depend upon local health
volunteersto conduct someactivities.

Inthe care group context, servicesare being targeted to specificfamilies, and the
cdculaionsarestraight forward. Thereareten tofifteen familiessupported by each
caregroup member, and care groups are composed of about ten women. Animators
should be able to support the activities of about eight to ten care groups. This
meansthat an animator may be ableto reach about 1,000 to 1,500 familiesthrough
thisstrategy. Clearly, thisistoo many to offer direct in-home health servicesto al
familiesby theanimator, but it isacost-effective strategy to target preventive hedlth
education messagesto highrisk families, and to encourage use of loca, high quaity
facility-based services.

Schedule activities

Weestimatethat initia program planning and datacollectionwill require about six
monthsto complete, thehealth care program can bein placeand running well within
twelvemonths, and thefirgt eva uation workshop may beheld at theend of eighteen
months. Hereisan exampleof atypical program startup process.

Project Startup Schedule
MONTHS
012 3 456 7 8 910 11 12 13 14 15 16 17 18
R O O O

l I I e e
>

Community mobilization
=======> 3 months

Mapping and census taking
==>1 month

Baseline health assessment
====> 1 month

Community feed back and program planning
====> 1 month

CHW and health volunteer selection and training
== == ==> 6 months

Pilot testing
=========> 3 months

Program services begin 12 months
>

First annual mortality and evaluation workshop X
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Overall, to maintain
an outreach program
of home visits and
group meetings ... 250
to 300 families per
CHW ... [is] a
reasonable ratio of
families per paid field
worker ... depend[ing]
upon local health
volunteers to conduct
some activities.

Clearly, this [one
animator to 1,000 to
1,500 families] is too
many to offer direct
in-home health
services to all families
by the animator, but
it is a cost-effective
Strategy to target
preventive health
education messages
to high risk families,
and to encourage use
of local, high quality
facility-based
services.
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During meetings to
plan quarterly and
monthly plans,
supervisors and field
managers will have
the opportunity to
ensure that data
collection,
management and
reporting of the field
worker does not
become the ‘tail that
wags the dog.’

Once an annud plan has been created and finalized, field staff will find that they
managetheir work much moreeffectively with the use of quarterly work schedules,
and monthly individua work plans. Quarterly work schedulesallow workersand
supervisorsto estimate the total number of daysavailablefor work, and permit
group planning for training, continuing education, anaysi sworkshops, specid sudies,
andthelike. Monthly plansaremoredetailed, and dlow each worker toindividualy
plan exactly when and where they will be conducting different servicessuch as
homevisits, group meetings, regular and special meetings, aswell asto prepare
their Satistical reports, among other tasks.

During mestingsto plan quarterly and monthly plans, supervisorsand field managers
will havethe opportunity to ensurethat datacollection, management and reporting
of thefield worker doesnot becomethe'tail that wagsthedog.” In other words, we
want hedthworkerstoinvest most of their valuabletime providing direct services,
rather than preparing for and reporting about those services. A simpledeviceto
remind your staff of theimportance of serviceversusdata, isto discuss* flipping the
hedlthinformation system (HIS) pyramid.’

Flipping the HIS Pyramid

From this ... tothis!
Data use \ /
Analysis
Collection / \ ;;

Themoretimewe spend collecting data, thelesstimethereisfor analysis, and the
lesstimethereisfor using thedatato serveclients. Rather than spending timeinthe
bottom one-third of the pyramid with datacollection, leaving lesstimefor analysis
and evenlesstimefor use, flip the pyramid. Spendtheleast amount of timecollecting
data, moretime analyzing the data, and the most time applying that knowledgeto
providetargeted and effective services. Or, think of it as: 15 percent collection, 35
percent analysis, and at |east 50 percent applying the data. Collecting datatakes
important time away from thereal work, and can become abarrier between the
hedlth client and the health worker.

Supervision

A good supervisor askstwo questions:
= 1. Arewedoingtheright things?
= 2. Arewedoing thesethingsright?

Aswehave stated before, field staff will require ongoing, committed supervison
andretraining in order to maintainthe quality of health services, and to avoid the
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common pitfall of workersbecoming focused on the processes of carrying out
activities(including datacollection, recording and reporting) rather than outcomes
and impact; that is, resolving family health problemsand improving families

wellbeing. Poorly executed health education and service delivery may often be
worsethan providing no servicesat all, because of the confusion, frustration, and
demoralizing impact that low quality services have on worker and client alike.
Effective management and supervision are probably the most important two
factors contributing to effective CBIO program implementation and impact.

Good supervisonisabout supporting your health team, making themfed that their
contributionsareimportant, and that what they doisvalued. Based onthat sense of
confidenceand trust, health workerslearnto accept their own mistakesand view
them as opportunitiesto improve and do better. They also learn how to be good
supervisorsthemselves. Thus, supervisionisabout self-assessment, aswell as
supportiveoversght of others. Supervisonisappliedtoall cadresof hedthworkers,
including hedth volunteers. We cons der thework of volunteersimportant, therefore,
performancequdity isalsoimportant.

Having stated the above, many health managers, supervisorsand staff believethat
supervisonisal about judgment and criticism. Their experience hasbeenlimitedto
the metaphorical, periodic * beatings around the head and ears', which humiliate
health workers, discourage candor and honesty, and |ead to staff — management
tensons. Itisunderstandabl ethat staff with such negative experienceswould resistant
any formof formdized supervison. Unfortunatdly, thisposition crestesan environment
where supervision is judged as always unpleasant, if not superfluous. Good
supervision ismuch morethan this, and its absence becomes an assurance that
what otherwise could have been agood health program, isnot.

Thereisanimportant attitudina component of good supervision. The supervisor
should be ableto perform all of the key tasks of those they supervise, and should
not hesitateto demonstrate good performance wherever appropriate and useful to
learning. That meansthat supervisorsmust (want to) get into thefied with staff, and
frequently. We have seen supervisorswho view their positionsas promotionsfrom
thefield, anditistheir earnest desireto stay away fromthat field! Thisisanill-
concelved attitudethat could cripple program quality withinamatter of months. In
other words, supervisors should normally not wear suitsand ties, or dressesand
high heeled shoes. You want supervisorswho are dressed mental ly and physicaly
for their field work, and who enjoy thiselement of their responsibility.

Supervision should be an ongoing and integral aspect of health services. Field
workers, both CHWsand health volunteers should expect supervisory visitson
both aroutine and unannounced basis. Supervisory visitsshouldinclude preparing
written notestaken during the course of vidits, and supervisory notesand reports
should bereviewed regularly by supervisorsand program managers as part of
program management, ongoing planning to improveworker performance, and to
guideregular, written performancereviews.
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Poorly executed

health education and
service delivery may
often be worse than
providing no services
at all, because of the
confusion,
frustration, and
demoralizing impact
that low quality
services have on
worker and client
alike.

Good supervision is
about supporting your
health team, making
them feel that their
contributions are
important, and that
what they do is
valued. Based on ...
confidence and trust,
health workers learn
to accept their own
mistakes and view
them as opportunities
to improve and do
better.
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Supervision should be
an ongoing and
integral aspect of
health services. Field
workers, both CHWs
and health volunteers
should expect
supervisory visits on
both a routine and
unannounced basis.

Work performance
should not be viewed
as a popularity
contest among health
workers, and all who
work within the
program must
understand this.

Good supervision depends upon supervisors consistently applying both positive
and negativefeedback toworkers, based uponther actua performance. Inconsistent
reinforcement of quaity standardsmay beworsethan noneat al. Work performance
should not be viewed asapopul arity contest among health workers, and all who
work withinthe program must understand this. Some of themore effective programs
we havevisited ingtitute penaltiesfor under-performance. InHaiti, oneprogram
sanctions CHWsfor doppy data, and if performance doesnotimprove, theworker
islaid off for aperiod of time (from oneweek to one month) until shereturnsand
demondtratesthat thelevel of performanceisof higher and acceptablequdity. There
are a so accoladesfor those with the best monthly data, and recognition for good
datareporting

Supervision methods we recommend and discuss bel ow include checklists used
during regular supervisory vists, behaviorad checklistsused by CHWswhenworking
withfamiliesand clients, and supervisory cross-checksof collected datawith data
from other sources.

Quality Assurance Strategies

Supervisory checklists
Supervisory checkligts, sometimescaled qudity improvement (QI) checklissshould
be created and used for each of thekey processes and interventions of the health
project. These checklistsembody the policies, protocol sand tool sto be used, and
reinforce high quality performance. Someof the processesfor which QI checklists
could bedevelopedinclude:

® Conducting and updating the censusinterview

® Conducting KPC surveys

® Conductingthehomevisit

® Conducting agroup mesting

® Providingindividua and group health education

= Managing hedthvolunteers

® Conducting the supervisory visit (for program managersto apply to

SUPErVIsors)

® Growth monitoring and promotion

® |mmunizaions

= Management of diarrheal ORS promotion

= Management of pneumonia

= Micro-nutrient supplementation and deworming

® Family planning counseling

Thecontent of QI checklistsmay beintroduced during thetraining of thetopicsto
whichthey pertain. Eachtimeaquality improvement checklistisusedinthefield,
the healthworkers' score on the checklist will berecorded by the supervisor. The
staff should set goalsfor asteady improvement in the scores of the CHWsand
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health volunteers, and/or the maintenance of high scoresover time. The checklists
should be applied morefrequently for CHWsand HV swith lower scores, and less
frequently for those with higher scores. From these performance assessments,
supervisorswill knowsinwhat areasindividua CHWs need further support and
assistance, and what topics generally require more training and/or continuing
education. Analysis of aggregate scores, by healthworker and by lineitem of the
checklist, may bedonequarterly in ateam meeting, being sureto codethe namesto
maintain confidentidity, so that the group andysiscan focusonimprovement of the
group rather then*finger-pointing” a individuas.

Below areaseriesof examplesof supervisory checklist items, organized topically.
Your managers and supervisors should devel op their own checklistsbased on the
processesandinterventionsof the health program, and continueto refinethemwith
use.

Under-five and Infant Mortality

a. Have all deaths in this health sector been captured in the
vital events notebook during the past three months?

b. Are all entries in the notebook complete and legible?

c. Are late term spontaneous abortions and still births being
reported, and if so, how?

d. Were all births of recent infant and under five deaths
previously recorded?

e. How are the causes of death being determined?

Are all target families receiving a verbal autopsy?

o

Severe and Moderate Malnutrition

a. Isthe schedule of home visits for children with malnutrition
being followed?

b. Doesthe CHW/VH have the proper equipment and
materials, including extra Road to Health cards?

c. Isthe scale calibrated correctly?

d. Are weighing sessions conducted properly?

e. Are the weights being plotted correctly?

f. Isthe status determination correct?

g. Isthe worker able to clearly explain the significance of
faltering growth to the mother?

h. Does the mother understand, and is she able to repeat key
messages back to you?

i. Did the worker investigate the major causes of malnutrition:
underlying illnesses, food security, intra-familial food
distribution, worms, family hygiene, potable water use, etc?

. If the child is severely malnourished, has it received a
clinical examination to determine if there are underlying
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The staff should set
goals for a steady
improvement in the
scores of the CHWSs
and health volunteers,
and/or the
maintenance of high
scores over time.
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Aside from being
useful for monitoring
key indicators, the
behavior box can be
an improvement to
the growth chart in
that it documents the
mother’s behavior and
child’s illness pattern
during the child’s first
year of life.

diseases present. If not, was the mother referred to the
appropriate health facility?

k. Is appropriate counseling offered: exclusive breastfeeding,
appropriate introduction of supplementary foods, locally
acceptable weaning foods, micro-nutrient supplementation
(iodine, vitamin A, iron)?

l. Isthere any indication of gender bias within the family?

m. Are all of the steps of the visit followed correctly? If not, what
is not being done properly?

Immunization (Childhood and TT for Women)

Is the CHW maintaining the cold chain as trained?

Does the CHW have the appropriate stock of vaccines?
Does the CHW follow correct steps to reorder stocks on a
timely basis?

Is the infant register complete and up-to-date?

Are infants contacted on a timely basis for immunizations?
Is the CHW following appropriate sterile procedures?

Is the CHW disposing of waste appropriately?

Is the CHW tracking defaulters in a timely manner?

oo

SQ ™o

Behavior checklists

The*behavior box,” or abehavior checklist isessentiadly asupplemental form used
by the CHW or HV to serve asboth areminder of key stepsto follow during an
intervention or activity, and asarecord of what activitiestake place, by ‘ checking
off’ each step asit isperformed by the worker. Thisbehavior checklist hasbeen
used most frequently among CBI1O implementing agenciesto monitor nutrition-
related actions, but behavior boxesmay devel oped for any themejudged toimprove
CHW or HV performance. FOCAS, Food for the Hungry, and other organizations
have appended the growth chart on the M OH growth card, generally printing the
box on asticker, and placing the sticker on each growth chart (over apictureor
other unused part on the chart). Thebox hasasection for the child’ sdate of birth,
and rowsfor each of thekey behaviorsto be monitored.

Asidefrom being useful for monitoring key indicators, the behavior box can bean
improvement to the growth chart in that it documentsthe mother’'sbehavior and
child'sillness pattern during the child'sfirst year of life. Some of these elements
(such as breastfeeding) are recorded by some organizations on the face of the
growth chart (abovethe curved lines) along with other servicesor supplementsthe
child hasreceived (such asvitamin A and deworming), but do not provide a set of
questionsthat hel psto prompt the CHW asto what main questions should be used
during the diagnostic part of the process. Using a“behavior box” allows project
staff to conduct amore complete growth monitoring and promotion activity that
includesadiagnostic phase and these additional steps:
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= Asking themother what shewas doing to makethechild gainweight (if the
child gained) and complimenting her
= Asking the mother open-ended and cl osed-ended questions about recent
illnessesand the child'scurrent eating patterns (including breastfeeding)
= Negotiating with the mother about what she should dowith her childinthe
coming month, includingto:
o continue doing what sheis presently doing correctly
o change any negative behaviorsthat need to be changed (identifiedin

thediagnostic phase)
o identify possible barriersto behavior change, and hel ping the mother
work through thosebarriers
o verify that the mother understood the advicegivento her Chapter Nine
= Asking themother to commit to the suggested behaviors Using a ‘behavior box’
= Asking themother if shehasany questionsabout her child’sgrowth or allows project staff
hedlth to conduct a more
o _ _ complete growth
For monitoring at the community-level, the CHW canrefer to the behavior box to monitori
. . , ) itoring and
calculate, for example, the proportion of children being weighed whose mothers ti tivit
areperforming thekey behaviors. The CHW can a solook for trendsof manutrition promotion activity

and related family behaviorsat thecommunity level. FOCAShasusedthebenavior  that includes a

box datato collect quarterly trend datafor each of theindicators. Todothis, the diagnostic phase and
CHWsareaskedto bring their growth chartsto ameeting, and supervisory-level ... additional steps.
staff memberslead the CHWsthrough aseriesof sorting exercisesto calculate

each indicator needed (such asthe proportion of children 6-10 months of agewho

arereceiving solid or semi-solid food). Thisinformationisthen usedto plot line

graphs, target coverage charts, or tables such as the example on the next page

(“Proportion of Children 0-5who are Exclusively Breastfed”).
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One method for

checking the quality Cross-checking

of program field data Quality assurance of the monitoring system should be built-in so that thedataare

is to compare ... data reliarkl)lemo_ll\;did.lljfincorgirl_grt]jata%er:]tlof good cg)udity, thmtrtl)edecisionslbasled
. . . on them will not be good either. The e“garbagein - garbage out” clear

with other similar conveysthei mportaglce of collecting v:I‘? d arglld ac?:%rate d%ta éégne method fo¥

program data, or data checking the quality of program field dataisto compare these datawith other

from other similar program data, or datafrom other comparable sources. That is, wearecross-
comparable sources. checking datafrom one sourceto another source, looking for obviousvariation thet
That is ... cross- might beexplained by error.

checking data from
one source to another
source, looking for
obvious variation that
might be explained by
error.
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Here are some examples of smplemethodsfor cross-checking data.

EXPECTED DEMOGRAPHICS Therearegenera rulesof thumbsin public
health regarding estimated percentages of the popul ation to be expectedina
devel oping country within certain age groups. Itisagood ideato cross-check
your program resultswith nationa datato seeif your systemisundercounting or
over counting someof the population, or if thereissomesystematic variationin
proportionsreported. For example:

EXPECTED EXPECTED
TOTALS
PERCENTAGES NUMBERS
1 [0)
Total population 100% 8,000 actual
: Compare to average
Total num_ber of under family size (national 1,333 actual
fives
data)
- - 0,
Total num_ber of under 16-20% o_f total 1,280-1,600
fives population
Total number of under- | 5 5o/ ¢ o1 population 240-400
ones
Total number of 12-23 3-5% of total population 240-400
months
Total number of child- 15-49 year-old women
. 1,600
bearing age 20%
Total number of live According to birth rate 256
births (national), i.e. 32
Total numb(_er of 4-5% of total population 320
pregnancies

Remember, theserateswill vary from country to country, and should be checked.

Also, recall that when comparing program datawith national datathat you may
expect somevariation, and youwill look for that too! For example, if your
programisbeing established in aremoterural areayou may find that proportions
for certain age and sex groups may bedifferent, dueto migration, or other
economic or social factors.
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Remember,
[demographic] rates
will vary from
country to country,
and should be
checked. Also, recall
that when comparing
program data with
national data that you
may expect some
variation ...
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EXPECTED RATES To estimatetheratesyour program may expect inits
service areas, each project can create an expectation sheet using ratesfromthe
closest sourceto the actual areaand check to seeif their dataaresimilar. If there
isaglaring variance, investigate thereason why.

PUBLISHED DATA EXPECTIEETKFOJECT ACTUAL**

Population

USMR

IMR
Chapter Nine

Birth rate (expected #
births)

Death rate (expected #
deaths)

Literacy rates

Complete immunization
rate

TT coverage

ORT coverage

Family planning usage

NOTES:
*First estimate project level and aggregate projects based upon country level
figures.
**Actual data may be compared to baseline data collected in previous years if
these are available.

You may aso compareyour datawith international data, such asthosereported by
UNICEFfor your country, or for theregion. What arethenationa IMR and USMR
rateswhen compared to your data? Where doesyour project areastand? Below
arefour categoriesof IMR and USMR used by UNICEF:

UNDER-FIVE INFANT
RANKING MORTALITY MORTALITY
RATE RATE
Very High >170 >120
High 95-170 85-120
Middle 31-94 45-85
Low <30 10-45
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SPOT CROSS CHECKING PROGRAM FORMS Periodically, takeout a
sampleof family cardsand cross-check themwith therostersand registers. Are
therostersup-to-date?Aretheregisterstracking thevital eventsasreported by
thefamily during homevisits?Areadl datarecorded completely and legibly?As
another example, smply review pregnancy registrieswith birth talliesbased on
birth vital eventsregisters. If the numbersareinconsistent, link each casetoits
corresponding dataand determinewhere errorsare occurring. They often may
discloseacluster of errorsleading to asingle problem which may bereadily
resolved, and avoided inthefuture.

TRENDS OVER TIME How istheinformation changing from one seasonto
the next? From oneyear to the next? Has the program made ameasurable
differenceinthe community? What arethe differencesand thereasonswhy?
Perhapsyou are seeing improvementsin someareas and not others, suggesting
systematic variationin quaity of servicesoffered, or different service utilization
patternsrelated tolife style or to differencesin heal th seeking behavior (and thus
to behavior change education impact). Thesekindsof analysesarefruitful and
should be gpplied during the year, aswell asduring annual eva uations.

BCC integration

Behavior changecommunication (BCC) isatrategy applied by your hedth program
team to strengthen the capacity of your health program population to develop and
maintain practices (behaviors) that minimize health risk, and to ensurethetimely
seeking of gppropriate health serviceswhen needed. A benefit of focusing on specific
behaviorsto influenceor change hedlth statusisthat the BCC devel opment process
itself dowsdownyour aff from* rushing totherescue’ with ad hoc program actions
and messagesthat may (or may not!) influence knowledge and attitudes, and may
not lead to the desired behavior changes.

Human behavior and how to changeit, asyou know from experiencein your own
life,iscomplicated. Thisisespecialy truein public health, where, just becauseyou
know something may good for you, therea so will be reasonsfor not behaving as
you know you should! Oneof thechallengesof behavior changecommunicationis
to recognize, not only the specific desired behaviors, but also: the ‘ readinessto
change of hedth programclients; the‘barriers and‘ promoters of desired behavior;
and, the effectiveness of health program messages, in order that our effortsresultin
measurableimprovementsin health. Below, webriefly review thesethemes, and
then recommend three strategies you may wish to employ to devel op effective
health messages.

Specific‘ readinessto change' stageshave been described toinclude:
= Being aware of the problem
® Seckinginformation
® Processing and persondizing thisinformeation
= Examining options
® Reachingadecison

[Inconsistent
numbers] may
disclose a cluster of
errors leading to a
single problem which
may be readily
resolved, and avoided

in the future.
C!apter Nine

One of the challenges
of behavior change
communication is to
recognize, not only
the specific desired
behaviors, but also:
the ‘readiness to
change’ of health
program clients; the
‘barriers’ and
promoters’ of desired
behavior; and, the
effectiveness of
health program
messages, in order
that our efforts
result in measurable
improvements in
health.
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The results of this
[barrier] analysis
allow health workers
and participants to
identify and overcome
potential barriers,

and sets the stage
for the health worker
to ask the health
client to ‘commit’ (or
promise) to apply a
new health behavior
for a specified period
of time, after which
the health worker and
client may review how
this practice went,
and If more support
or education is
needed.

® Trying thenew behavior
® Receiving positivereinforcement
= Sharinginformationinamultiplier effect

Idedlly, your staff will learnto assessthe stage of readinessof their target audiences
and adapt their messages to address the most appropriate stage of readiness.
M essagesthen are crafted to address the sequential stages of readinessuntil the
participant isready to trying the new behavior.

Barrier analysis
A dtrategy related to readinessto changethat has been employed successfully by
Curamericasandtheir partnersis‘Barrier Analysis (Davis, 2004). Barrier analysis
isused to explorethefollowing barriersto taking preventive action:

= |_ow perceived susceptibility totheillnessor problem

= | ow perceived severity of theillnessor problem

= |ow perceived efficacy of the preventiveaction

= Perception of problematic socid norms

= Percaived sf efficacy

= |_ack of cuesfor action

= Perceiveddivinewill

= Other positiveand negative attributes of the action

By better understanding the reasonsbehaviorsare not accepted, the health messages
and communi cation strategies can be adapted to directly addresstheviews. Barrier
andysisisatool that hasbeen used successfully withindividual mothersand fathers,
and other caregivers. Theresultsof thisandysisalow hedthworkersand participants
toidentify and overcome potential barriers, and set the stagefor the health worker
to ask the health client to ‘ commit’ (or promise) to apply anew health behavior for
aspecified period of time, after whichthe hedth worker and client may review how
thispracticewent, and if more support or education isneeded.

In addition to addressing barriersto behavior changes, the effectiveness of health
messages should be considered during message devel opment. Four key principles
for individual and group learning experiencesto be effectiveand positiveinclude
‘keeping it REAL’ (Uccdlani and Davis, 2003):
= Relevance- participants must see how they could usewhat you teach
them, intheir ownlives.
® Engaging - participantsshould beactively involvedinlearning, through
conversation, visua presentations, and movement.
= Applicable- participants practicewhat they arelearning
= Liberating - participantsarelistened to before, during and after any
learning event. Their viewsinform what isbeing taught, and what will be
doneoutside of thelearning event.
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Two additional BCC strategiesthat have evol ved during the past decade and that
have been embraced by the US PV O internationa health community aredescribed
below. They encompass many of the concepts shared above, and provide a
framework for the devel oping, testing and refining of effective behavior change
messages. Referencesfor these approachesa so are provided in thetext and at the
end of thismanudl.

Learning-centered education
Thisstrategy for devel oping educational messagesisbased on thework of Jane
Vela(Vdla, 2002) and the Global Learning Partners. Much moreinformationon
this approach may be found by contacting wel come@gl obal ear ning.com and
www.globalearning.com Thismethodology callsfor sysematicaly ansvering seven
guestionsrelated to your health program target audiences:
= Why; why do you want to change behavior; why doesit matter to the
participants?
® Who; whoisyour audience and who are theteachers?
= Where; wherewill learning eventsbelocated?
= When; whenwill learning eventstake place?
= What; what content will wefocuson, and what will participantsachieve?
= What for; what are the achievement-based objectivesyou want to meet?
= How; how will thislearning occur; what arethelearning tasksand materias
that will be needed?

The BEHAVE methodol ogy

Another approach to the devel opment of an effective community-based health
education program that focuseson positiveclient behaviord changeisthe BEHAVE
methodol ogy, developed by theAcademy for Educationa Development (AED). A
fiveday training guide and rel ated material scurrently areavailable over theinternet
at http://www.coregroup.org/working_groups/behave guide.cfm.

BEHAV E workshop participantslearn to makethefour important decisionsof any
behaviora changeproject:
= Who arethe priority and supporting groups?
= What do you want to hel p the priority group to do to improve health
(behavior)?
= What key factorsor determinantsarethe most likely to motivatethemto
adopt that behavior?
= What activitiescan the project conduct to influencethekey factors, and the
behaviors?

Based ontheresultsderived from answering these questions during the workshop,
specifictarget behaviorsareidentified and strategiesto promote these behaviors
and to measure program activity outcomes are devel oped.

C!apter Nine
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Designing health
promotion initiatives
to serve communities
and targeted
populations ... is at the
heart of a public
health orientation.

CLpter Nine

This [ecological]
approach [to public
health] challenges
health program
leaders to think
‘outside the box’ of
clinical services, client
education, and even
CBIO health care
Strategies.

The CBIO approach ...
is a ‘pencil and paper’
system first and
foremost. Its
foundation is the
collection of home-
based data by local
community health
workers during home
VISIts.

Beyond BCC
Designing hedlth promationinitiativesto serve communitiesand targeted popul ations,
and not just singleindividuals, isat the heart of apublic health orientation. The
collectivewell-being of communities can befostered by creating structuresand
policiesthat support healthy lifestyles, and by reducing or eliminating hazardsin
social and physical environments. These approaches embody an ecological
perspective and arethefoundation for pursuing goasof better healthfor all. They
complement individually oriented behavior changegod swith broad amsthat include
advocacy and policy development. Community-level approachessuggest strategies
andinitiativesthat are planned and led by organi zationsand ingtitutions. Examples
of thisbroader public health perspectiveinclude:

= Developing and protecting ground water sourcesfor clustersof familiesand

communities
= Resolving land disputesand clearing land titlesof legal encumbrances

= Egtablishing community emergency health fundsto assist community families
facing catastrophic hedlth crises
= Creating acommunity-based school feeding program

Such community based strategiesmay result in Sgnificant reductionsto theunderlying
causesof illnessand death, and may be the most cost-effective meansof ensuring
equitable health to entirecommunities. Thisapproach challengeshedlth program
leadersto think ‘outsidethebox’ of clinical services, client education, and even
CBIO health care strategies.

Using Computers to Improve Quality and Efficiency

The CBIO approach does not require computerization. Infact, itisa‘ pencil and
paper’ system first and foremost. Itsfoundation isthe collection of home-based
databy loca community healthworkersduring homevidts. Thefront lineworkers
carry rostersor family hedth foldersasthey travel houseto house, andtheinformeation
isthen tabulated by theteam and directly fed back to the community, towhomthe
information belongs.

Most tabulation will entail ssmple counts of data pointsand the determination of
percentages. Generally, more scientific statistical analysesare not needed at the
community level. Dependence on acomputer at the community level isnot practica
for severa reasons:
® Thedatamay appear further removed from the community asthey are put
into amachine, which transformsthe databeyond therea m of most health
clients understanding.
® Theremay belong delays between dataentry and creating useful reports.

® Therearenot alwaysreliable sourcesof electrical power inrural aress,
increasing chancesfor further delaysor theperiodiclossof data. If a
computer program crashes, thedatamay belost forever.
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= A computer isexpensiveto purchase, and the more health workerswho
requirethem, the higher the cost to the health program.

= Computersrequire maintenance, usualy bean urban-based service
provider. Computer expertsal so are necessary to design software, to
problem-shoot failures, and to repair breakdowns.

In spite of the hazards of computerization, there are some advantagesaswell, and

thereare examplesof computerized household registration systemsthat appear to

beworkingwdl, such asthe Haitian Hedlth Foundation’ ssystem. Whileitistempting

for hedlth programmersto createacomprehensive hedthinformation system (HIS),

itisessential that any automated HI S be as uncomplicated as possible, and for

which technical assistance may be easily obtained. In particul ar, computerization ) Chapter Nine

can be quite hel pful once hand-tabul ation iscompleted at theproject level. Data 111 spite of the

may be entered at the project (sub-program) level, or at theprogramlevel, andthe  hazards of

information can flow upward and be readily shared with the MOH, the national computerization,

program, and with donor agencies. EPl INFOisoneexampleof astatistical package  there are some

that isfreeof charge, developed by the US Centersfor Health and Disease Control

(CDC), and which can easily aggregate data and be programmed to produce advantages as well,

graphicsand charts, and there are
examples of

computerized
household registration
systems that appear
to be working well ...
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