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Any portion of thispublication may bereproducedif creditisproperly giventothe
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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.
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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
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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.

CLpter Two

... the CBIO approach
allows [organizations
who use it] to
measure decreasing
childhood mortality,
provides pathways to
community input and
ownership, and
ensures equity of
health service
delivery through pro-
active contacts with
hard-to-reach, high
risk families.

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



CLpter Two

The CBIO approach
provides a unique
platform from which
to accurately monitor
and evaluate program
activities and
outcomes, and to
improve service
impact.

One of the results of
this strategy is the
increased motivation
that it provides to
health workers, who
actually measure and
see the fruits of their
labor, and to
community members
who are gratified
when they see fewer
community babies

aying...

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

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



CLpter Two

During the study
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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.

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



Chapter Three

Chapter Three: Determine if CBIO is for You



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.

CLpter Four

Mutual trust and
confidence are
prerequisites for
progress, and this is
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dialog at the pace of
the community
leaders.

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



CLpter Four

... 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.

CLapter Five

[A full census] ...
honors each and
every member in a
community.

The census rests
upon the principle of
equity: everyone
counts, and everyone
Is counted.

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



CLpter Five

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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