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ii The CORE Group
The CORE Group is a Membership association of more than 35 US Private Voluntary
Organizations (PVOs) that work together to promote and improve primary health
care programs of women and children and the communities in which they live.

The CORE Group’s mission is to strengthen local capacity on a global scale to
measurably improve the health and well being of children and women in developing
countries through collaborative NGO action and learning. Collectively its member
organizations work in over 140 countries, supporting health and development
programs. Partial support for this document was provided by the CORE Group
with funds from USAID Cooperative Agreement FAO-A-00-98-00030. This
publication does not necessarily represent the views or opinion of CORE or USAID.
Any portion of this publication may be reproduced if credit is properly given to the
authors and Curamericas.
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Abstract
The Census-Based, Impact-Oriented (CBIO) methodology is a proven approach
to primary health care service provision in developing countries that allows local
health providers to understand, effectively treat, and accurately measure outcomes
and impacts for the most commonly found causes of unnecessary suffering, sickness
and death within their communities. The CBIO methodology ensures: 1) scarce
resources and services are appropriately targeted to the most common causes of
avoidable illness and death; 2) service outreach and utilization are equitable, reaching
those of greatest need within targeted communities; and 3) outcomes and impacts
(including changes in mortality) are well measured.

Sufficient detail is provided by this reference manual to successfully implement a
CBIO program. If the reader is unsure of this approach in a given setting, the
authors provide information in chapters one through three to decide if this strategy
is appropriate. If it is, chapters four through nine lead the reader through the complete
process. A list of references and resources offers extensive reading for those who
are motivated to learn more about the CBIO methodology or about supporting
tools and strategies.
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Curamericas has developed a model of health service delivery that is saving children’s
lives and improving the well-being of families and communities in Bolivia, Guatemala,
Haiti and Mexico. It is called the Census-Based Impact-Oriented (CBIO) approach
to primary health care. After using this methodology for more than 20 years,
Curamericas seeks to share this model with the child survival and primary health
care communities. The CBIO approach is a community-based primary health care
model that allows local health care staff to better understand and more effectively
treat the most common causes of sickness and death within their communities.
Because of its unique approach to measuring community health, the CBIO
methodology provides a basis to accurately measure health service outcomes and
impacts, including mortality reduction. It is the hope of these authors that health
program leaders, directors, managers and staff will find this manual useful and
inspiring, in order to promote the global goal of health care equity.

The companion compact disc (CD) of this manual includes two additional interactive
files: a compedium of typical data collection forms, and a set of training materials
prepared by Donna Sillan.

Curamericas would like to recognize its NGO partners, without whom this
reference manual would not be possible. They include:

! In Bolivia, Consejo de Salud Rural Andino (CSRA)
! In Guatemala, Curamericas – Guatemala
! In Haiti, The Foundation of Compassionate American Samaritans

(FOCAS), and their two in-country partners, Mission Evangelique
Internationale (MEI), and Oeuvres de Bienfaissance et
Developpement Communautaire (OBDC)

! In Mexico, Asociación Internacional de Salud Pública AC (AISPAC)

The authors would like to thank Nat Robison (Consejo de Salud Rural Andino)
for allowing us to review and draw from a CBIO guide developed by his team in
Bolivia. We also appreciate the translation of the Spanish version of that guide into
English by Rachel Brooker. We offer a special thank you to Jay Nelson-Weaver
for her contributions to this text, and to Tom Davis (Curamericas, and Food for
the Hungry) who provided thoughtful feedback, material, and support throughout
the preparation of this manual.

Several individuals assisted Donna during her visits to CBIO program sites, and
provided invaluable guidance, including Micheline Baguidy (FOCAS Haiti), Judy
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Chapter One

CHAPTER ONE
Overview of the
CBIO Methodology

How to Use This Manual

This document is intended to serve as a simple primer for those who are interested
in applying a systematic approach to the provision of community-based Primary
Health Care (PHC) in a developing country setting. The Census-Based, Impact-
Oriented (CBIO) methodology ensures: 1) scarce resources and services are
appropriately targeted to the most common causes of avoidable illness and death;
2) service outreach and utilization are equitable, reaching those of greatest need
within targeted communities; and 3) outcomes and impacts (including changes in
mortality) are well measured. Inevitably in these settings, women of reproductive
age and children under the age of five years are found to be at high risk of illness
and death, and providers of Child Survival (CS) health services will also benefit
from this methodology.

Sufficient detail is provided by this reference manual to successfully implement a
CBIO program in your health program area. If you are unsure about the
appropriateness of this approach within your target population, we provide further
information below, and in the following two chapters, to allow you to decide if this
strategy is right for your program. If it is, chapters four through nine lead you through
the process, from beginning to end. (It never really ends!) A list of references and
resources offers extensive reading for those who are motivated to learn more about
the CBIO methodology.

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

Historically, the Census-Based, Impact-Oriented (CBIO) methodology is an
outgrowth of a tradition of prospective, longitudinal field studies of mortality, fertility
and migration in relatively small, defined communities which began in the 1950s
under the leadership of Dr. John Gordon, then Professor of Epidemiology at the
Harvard University School of Public Health. Several classic studies have resulted
from this approach, led by others now well known in international public health:

! Dr. John Wyon, leading the Khanna studies in India (Wyon and Gordon,
1971)

! Dr. Carl Taylor, leading the Narangwal studies in India (Kielmann, et al,
1983, Taylor, 1973)

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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! Drs. Warren and Gretchen Berggren leading community-based studies in
Haiti through Hospital Albert Schweitzer (Berggren, Ewbank, and Berggren,
1981)

! Dr. Henry Perry undertaking rural health programming in Bolivia (Perry, et
al, 1998)

The CBIO methodology is an approach to health care service provision that allows
local health care providers to better understand, more effectively treat, and accurately
measure outcomes and impacts for the most commonly found causes of unnecessary
suffering, sickness and death within their communities. What do we mean when we
say “better understand”? The common approach to PHC provision traditionally
is to establish facility-based health services in a particular location(s), with the
assumption that well established clinical protocols and treatments will be applicable
to all those who enter for care. Unfortunately, this may be true part of the time, but
we have found many different causes of illness and death, and these vary considerably
from country to country, department to department, even community to community.
Thus, learning about the unique patterns of local illness and death, and their underlying
causes is necessary to a complete diagnosis and effective treatment within the CBIO
approach.

When we say “more effectively treat”, we mean that most health providers will
assume that the public will seek out their services when needed. We have found this
assumption also is not well founded. Of course, when one has a physical accident,
like a broken bone or an infected tooth, symptoms may be so obvious (and painful!)
that care will be sought immediately. However, families are unaware of many signs
and symptoms of their illnesses, or will postpone treatment to ‘see if it gets better by
itself.’ Further, many families who know they have a health problem do not believe
they are entitled to, nor believe they are able to pay for local health services. Or,
they may not trust those services to effectively treat their problems, or they fear that
they will be treated badly by the health staff. The CBIO approach attempts to
systematically overcome these common barriers to effective health care treatment
by: learning about the local causes of illness and death; creating strategies that directly
address those causes; and by proactively seeking out ‘high risk’ families, providing
targeted and appropriate health education messages and treatment. This ultimately
creates an informed service population who will actively seek health care when it is
necessary to do so.

When we say “accurately measure outcomes and impacts” we mean that the
CBIO approach allows us to more precisely measure program results than almost
any other strategy. How is this so? By developing and maintaining a census of the
targeted service population, we have the basis, the mathematical ‘denominator’,
against which all services received and outcomes achieved will be compared. For
example, we will know exactly how many women of reproductive age (WRA;
usually 15 – 49 years of age) are in our population, we will know what kinds of
services they received, and we can quite accurately estimate the service coverage
received, and further, compare this with any behavioral outcomes of interest to us

... 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.
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(through service data or through periodic household surveys). This is a much more
accurate approach than, say: depending upon clinic usage data and disaggregated
national census data to generate coverage estimates. It is better because clinic data
measure only women motivated and able to seek out clinic services, ignoring all the
other women who did not receive services for whatever reasons. And, because
such facility-based outcome results are based on (most likely) out-of-date or
inaccurate census projections, these calculations may result in systematic under or
over reporting of coverage.

The situation in facility-based PHC may even be worse for indicators such as
immunization coverage, which often is measured by counting the number of doses
distributed (whether or not they are received), or by counting ‘heads’ of children
who receive the doses (whether or not the immunizations are timely, or that the
children actually need that particular immunization) and divided, again, by an often
unreliable projection of the childhood population. Of course, surveys could be used
to more accurately estimate the proportion of children who received their
immunizations appropriately (if child immunization cards are in systematic use locally),
but then that data would not be useful for local programs to target those who have
missed their immunizations, or those who are ready to begin.

Advantages of the CBIO Approach

We have already mentioned some of the most important reasons to consider the
CBIO approach to community-based PHC provision. A more complete listing of
reasons will include:

! Scarce resources are precisely targeted to local causes of illness and death
through the assessment of local health needs and the use of census data.

! Many more people will be reached in a timely manner with appropriate
education and treatment because of proactive outreach and communication
activities, based upon census data and the use of community maps.

! CBIO health providers frequently develop a closer working relationship
with ‘high risk’ families since they see them regularly, resulting in more trust
of the health program, and better acceptance of important health messages.

! Traditional non-users of health services (who frequently are the sickest
within a community) are sought out, making health care access and
treatment more equitable and creating greater impact.

! Measurable outcomes in areas where the CBIO approach has been used
are more precise than many other methods, and usually demonstrate
remarkable results that would not have been realized through facility-based
PHC alone.

Why is Equity of Health Care an Issue?

Equity of health care access and use is actually a huge, though too often overlooked
concern of public health. We are concerned about equity because we believe that

Traditional non-users
of health services
(who frequently are
the sickest within a
community) are
sought out, making
health care access
and treatment more
equitable and
resulting in greater
impact.
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all individuals of a society should be able to receive basic health services that allow
them to survive and thrive, contributing to the overall wellbeing of their families,
communities and nation. Even within small rural communities that appear
homogeneous to the casual observer, we find 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. These families simply do not believe they have the
right to decent health care, and in many cases, are passively or actively discouraged
from using public services. Further, clinicians often are the last to understand the
many perceived and real barriers of these families, do not leave their health facilities
to seek out this information, and do not know what they do not see. We believe
overcoming these biases and barriers is an important responsibility of the health
care system, in order that families may thrive in a setting free of prejudice and
inequality.

The CBIO health approach focuses on serving all members of the project
communities. “The reach is tremendous,” 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
are on the fringe[s of health care].” Henry Perry, who helped found the CBIO
approach, asserts that it takes a “deep philosophical commitment to improving
the health of a population” in order to engage in the method. In Perry’s opinion,
organizations that use CBIO need to be prepared for a long-term commitment, and
they must be committed to demonstrating improvements.

Key Steps of the CBIO Approach

The following schematic diagram briefly summarizes the CBIO approach, and will
be referenced in the remainder of this manual:

... 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.

2. Determine the most
frequent, serious,

preventable,

3. Focus efforts on the
highest priority health

4. Monitor and evaluate
service outcomes, results,

5. Redefine the most
frequent, serious,

preventable, or treatable

1. Establish a relationship
between the program and
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The CBIO approach is implemented as follows. First, a health agency forms a
relationship with the communities to be served. (This health agency may be a non-
governmental organization, NGO, or may be a government health service, or a
partnership of agencies.) Health needs are then identified through a census of all
households in the community, input from residents, secondary data, a statistically
representative survey of Knowledge, Practices and Coverage (KPC), and/or other
formative research. A retrospective mortality study is done during the census process
in order to get a ‘first look’ at the levels and patterns of childhood and maternal
deaths in the area.

Program planners then focus their interventions on the most pressing health challenges
of the area identified during this initial assessment, as well as key health services
perceived to be of high priority to the community. Selected health interventions are
offered by health staff and volunteers through home visits, group meetings, care
groups, local health facilities, and through referral. Program service provision is
documented, and program outcomes assessed using health program and census
data.  Mortality impact is measured by tracking vital events, and knowledge, practice
and coverage indicators are monitored through periodic surveys. A critically important
feedback loop also is included in the methodology. An annual re-assessment of
health program outcomes and local health priorities allows program staff to modify
their interventions and meet the changing needs of the communities they serve. All
of these activities are conducted with the full inclusion of communities, based upon
written agreements, and during structured exercises with participating community
leaders, members, and health volunteers.

Three Sets of Measurement Tools

The CBIO system includes three sets of data-gathering and analysis tools that are
used to monitor and assess health outcomes and impact, including mortality reduction,
in a project area.

1. Census and baseline assessment
A census of all households in the project area is conducted by project staff before
or during project start up. All individuals in the community are counted and segmented
into sex/age categories such as children under the age of five and women of
reproductive age. Detailed maps of each community are drawn so that all families
with children under five and women of reproductive age can be identified and visited.
Houses are numbered to both facilitate locating families, and to link these dwellings
to family health folders. The census then is updated at least once each year.

Baseline health data on families are collected by reviewing existing local health
facility records, conducting a representative health survey, and by holding group
meetings and interviews with community members. These data will include information
on family health knowledge, practices, their receipt of health services, and their
opinions and recommendations regarding desired health care services. While data
collectors conduct the baseline health survey, they also record the reported deaths

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
volunteers.
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during the past twelve months of all preschool children (less than five years of age),
as well as women of childbearing age. They collect information on the gender and
the age of the child, the age of the woman, as well as the principle causes of death.
The objective of this retrospective mortality study is to better understand the pattern
of local deaths. Implementing organizations have found that this pattern of deaths
may vary widely in different areas of the same country. This level of detail in data
gathering allows program planners to identify maternal and childhood death patterns
for a specific project area and to target interventions accordingly. To respond to
regional mortality variations, the same program may need to initiate different health
promotion and intervention strategies in each region.

2. Health services and health status tracking system
In the CBIO model, health services are tracked using family health folders and
selected registers. A family folder includes information on all members of each family
and is maintained at the health post or clinic. Additionally, registers may be kept on
different age/sex groups in order to more closely monitor and serve clients. These
groups could include: women of reproductive age; pregnant women; infants; and
preschool children in the project area. Registers also may be maintained for specific
health problems, such as malnutrition or tuberculosis. For example, a woman’s
register may be used to record data on her family planning usage, prenatal care,
tetanus toxoid (TT) doses, health topics on which she received education and other
services. Registers to track specific health problems are used in order to more
easily identify, successfully treat, and appropriately manage multiple individual cases.
For example, a childhood malnutrition register might include the dates and growth
measures of children recognized as malnourished, the subsequent nutrition education
lessons given and dates received, supplemental foods provided, clinical services
received to treat the underlying illnesses that 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 migration into and out of the project area are tracked in a vital
events registry. These events are usually recorded by community health workers
(CHWs) and are included in their monthly reports.

Project staff (CHWs or supervisory-level staff) routinely conduct verbal autopsies
for preschool children, and women who die during pregnancy or delivery, or within
30 days after delivery. During data collection, basic information is recorded on the
person who died, the probable cause(s) of death, and the circumstances leading up
to the death (especially in terms of health service delays that may be linked with the
death). The causes of death are then reviewed and finalized by a medical supervisor.
Verbal autopsies and the aggregated mortality data are analyzed during mortality
review meetings every three, six or twelve months.

Mortality review meetings are important not only for gathering information on deaths
in a project area; they are an essential tool for continuous quality improvement

Registers to track
specific health
problems are used in
order to more easily
identify, successfully
treat, and
appropriately manage
multiple individual
cases.
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(CQI).  In the meetings, multi-level staff teams review and discuss deaths that
occurred during the previous period.  Team members consider a wide variety of
information and try to identify preventable causes and patterns that may exist. Staff
members then list the facts known about the deaths in order to elicit potential health
service barriers that may exist. This regular review of deaths allows program planners
to identify emerging health challenges in the community, as well as to pinpoint elements
within their own programs to be improved. Once preventable causes are identified,
staff members discuss opportunities for improvements in their protocols and
interventions in order to prevent additional deaths in the future.

Three Coverage Strategies

The CBIO approach employs three basic methods for reaching target populations
with health promotion and other primary health care services. The combination of
methods used depends on the local context of each project.  For example, in the
context of Curamericas’ programs, care groups have been successfully used in
areas of Guatemala and in Haiti, while home visits and group meetings have worked
well in Bolivia. Each Curamericas project uses a locally-appropriate blend of the
following coverage methods: systematic home visitation, group meetings, and care
groups. The blend and pattern of contacts with women and children is determined
using information from baseline assessments, taking into account the timing and
principle causes of death of the population. (For example, if 50 percent of all
childhood deaths in a project area occur during the first four months of life and the
majority are due to diarrhea, interventions to promote exclusive breastfeeding, to
reduce diarrheal incidence, appropriate home management, and the timely seeking
of health services will be heavily targeted to the prenatal and postnatal periods,
rather than later in the infant’s first year.)

1. Home visits
Curamericas’ CBIO method was originally developed with its NGO partner Consejo
de Salud Rural Andino (CSRA) in Bolivia. The first project was implemented in
the Altiplano region, the rural highlands of Bolivia. Villages in this region are widely
disbursed, and CHWs may walk for hours each day to reach the children and
mothers within their care. Curamericas later successfully introduced home visits
into CBIO health programs in Haiti, Guatemala, and Mexico.

Through home visitation, health workers and volunteers have direct contact with
the families whom they serve and have the opportunity to proactively identify and
address many health problems before they reach a crisis point. Each health worker
is assigned to a clearly delineated ‘catchment’ (target) area and is responsible for
monitoring the health status of all residents within that area. By visiting people’s
homes, the health program is able to interact with those individuals who otherwise
may never visit a health post or clinic. When health workers are out walking or
bicycling through an area month after month and year after year, they build a strong,
trusting relationship with each family. This relationship facilitates acceptance of new
health concepts and behaviors among communities who otherwise might ignore or

When health workers
are out walking or
bicycling through an
area month after
month and year after
year, they build a
strong, trusting
relationship with each
family. This
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reject them. Interventions such as health promotion, growth monitoring, deworming,
and vitamin A supplementation are standard home visit components. In other program
areas, CHWs treat diarrhea and pneumonia with antibiotics, and give immunizations.
Additional activities may depend on the situation health workers find when they
arrive at the front door of a home. All interventions and vital events are recorded in
the family’s folder.

2. Group meetings
In this approach, health education and selected health services are offered in a
centralized community location on a given day to reach a specific catchment area
population. The practice of holding group meetings is more efficient and cost effective
than using only home visits because health workers can reach many more clients at
the same time, reducing the labor costs of individual home-based sessions. A group
meeting is often timed to coordinate with a community event, such as a market day,
that will already draw many villagers into the village center. At the end of the group
meeting, CHWs review their folders and/or registers to see which children and
women were in need of contact but did not attend. They then will follow up with
home visits to these families to assure complete and equitable coverage.

3. Care groups
In recent years, some census-based projects have started using care groups to
improve the intensity, efficiency, and equity of their coverage. The care group strategy
was developed and first used extensively by World Relief in Mozambique. It now
has been tested by World Relief, Food for the Hungry, and Curamericas in multiple
country settings with impressive results (including positive changes in behavior change
indicators and child mortality rates). This method relies on volunteers who carry
health education messages and some services to each household with preschool
children while bringing program service and vital events information back to project
staff.

Community volunteers are responsible for visiting and educating about ten families
in “blocks” or areas. Ten to fifteen of these volunteers, representing a combined
service population of 100 to 150 families, then form a care group.  Each care group
has one paid staff person (an Animator) who guides them through training, reporting
on the progress of home visits, planning, and evaluation. 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.

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.
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CHAPTER TWO
Evidence Supporting a
CBIO Approach

The CBIO methodology has been repeatedly evaluated and its results reported in
peer review journal articles, through professional presentations, and in many donor
project reports. (These sources are cited in the References & Resources section.)
Organizations that have used the CBIO approach praise the method and report
that it: allows them 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.

Mortality

During the past fifteen years, CBIO projects have demonstrated results in lowering
infant and child deaths, suggesting that their shared strategy creates lasting change.
“Without the census-based, impact-oriented approach,” says Tom Davis with
Food for the Hungry, “you cannot be sure that your interventions are making
a difference in 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. So if 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 census and vital events data identify local mortality trends, interventions can
be targeted to the specific needs of the target communities. “This level of detail
allows health workers to deal with individual specifics rather 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 results from Haiti offer confirmation of CBIO mortality impact. (Berggren
et al, 2003) There, one NGO project area reported a reduction in under-five
mortality of 31 percent (from 68 deaths per 1,000 live births to 47 per 1,000) over
a four year period (1999-2002), even as the program added new target populations
and introduced new services. In another, more stable NGO service area, mortality
rates dropped by 65 percent during the same time period, from an initial 186 deaths
per 1,000 live births, to 66 per 1,000. During this same time period, the Haiti
Demographic and Health Survey indicated a stable under-five mortality death rate
of 160 per 1,000.

... 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.
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World Relief and Food for the Hungry recently conducted a review of mortality for
children less than five years of age in their Mozambique census-based, care group
projects over a four year period (2000 – 2004) and reported a 63 percent reduction,
from 126 deaths per 1,000 live births to 47 deaths per 1,000. (Davis, personal
communication, 2004)

In December 2003, we reported the results of a study of two CBIO sites in Bolivia
compared to two geographically adjacent and comparable sites that lacked the
intensive CBIO-based interventions. (Perry, Shanklin, and Schroeder, 2003) The
CBIO areas received prenatal care, immunizations, growth monitoring, nutrition
rehabilitation, extensive preventive health education (particularly related to the
prevention and treatment of diarrhea, the early warning signs of childhood pneumonia,
and the promotion of appropriate infant feeding), treatment of pneumonia and
diarrhea, emergency assistance with complications arising during childbirth, and
treatment of chronic and acute conditions for persons of all ages, including timely
referral. The comparison areas received highly limited government-provided facility-
based services only. At the end of the study period, we found a difference in the
annual under-five mortality rates in these rural areas of 52.1 percent, which was
statistically significant. The CBIO area rate was estimated 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 a separate study that included three CBIO Bolivia sites for a longer period of
time (1990-1997), this author found that under-five mortality rates dropped from
164 to 63 per 1,000 live births, or 62 percent, in these program areas over a five
year period (Shanklin, 1998). Infant mortality dropped by 74 percent over three
years in two program areas, but did not decrease in the third area. There was a
clear dose-related effect; programs where prenatal care and facility-based deliveries
were available and used experienced much greater reduction in infant mortality than
programs where such services were not well utilized.

Other Health Indicators

Of course, there are many other important indicators of service coverage and impact,
beyond the ‘gold standard’ of mortality analysis. These include process measures
of services delivered (such as, number and type of contact per client for selected
services, and total number of cases treated) as well as outcome measures (such as,
changes in health behaviors over time, and total proportion of children under two
with all of their immunizations). 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 dying and more individuals receiving the basic PHC services
they know they need.

The CBIO approach
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The Haiti mortality reductions reported above were accompanied by improvements
in service usage and health outcomes in both NGO (MEI and OBDC) target
populations. Selected results included the following:

! The proportion of children weighed six times during the past twelve months
increased dramatically. For OBDC, the baseline measure was 11 percent,
and by 2003 it was 81 percent. The MEI baseline was 32 percent, and by
EOP it was 92 percent.

! The proportion 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 baseline was 57 percent,
and the EOP measure was 73 percent.

! Oral rehydration therapy (ORT): 85 percent (MEI) and 91 percent
(OBDC) of mothers fed more liquids during diarrhea and about 75 percent
included ORT in their treatment.

! Over two-thirds of children were fully immunized before their first birthday.
For MEI it rose to 67 percent, while for OBDC the rate increased to 70
percent. The vaccination ‘drop out rate’ also was reported to have
declined.

! The proportion of women using a modern contraceptive method increased
dramatically. The OBDC baseline measure was 12.5 percent, and rose to
57 percent in 2003. The MEI baseline was 15 percent, and increased to
50 percent by 2003.

Likewise, Food for the Hungry reported positive changes in their population related
to mortality reductions. In particular, measurable improvements in mothers’
knowledge and practices in their Mozambique health program included these selected
final results:

! 61 percent of infants were exclusively breastfed
! 69 percent of children with diarrhea were given the appropriate oral

rehydration liquids
! 74 percent of children 12 – 23 months of age received all of their

immunizations
! 83 percent of children received Vitamin A supplements within the past six

months
! 72 percent of children receiving deworming medication within the past six

months

For the Bolivia mortality journal article cited above, PHC services were well
developed in the intervention areas by the time of the study. An assessment conducted
at that time documented that:

! 95 percent of the children 12 – 23 months of age were enrolled in the
health program

! 78 percent of these children were fully immunized

... Food for the
Hungry reported
positive changes in
their population
related to mortality
reductions [after
using the CBIO
approach]. In
particular,
measurable
improvements in
mothers’ knowledge
and practices in their
Mozambique health
program ...
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! 80 percent of these children had received at least three growth monitoring
sessions during the previous twelve months

! 60 percent of mothers were able to correctly prepare oral rehydration
solution

! 42 percent of mothers with a child showing danger signs of pneumonia
during the past two weeks reported seeking medical attention for their
children.

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

! Only 31 percent of children 12 -23 months of age in the comparison areas
had participated in any meaningful way with the local health service

! 8 percent of these children had completed all of their vaccinations.
! 8 percent of these children reported having received at least three growth

monitoring sessions during the previous twelve months
! 36 percent of mothers in the comparison areas could properly prepare oral

rehydration solution
! 21 percent of mothers with a child showing danger signs of pneumonia

during the past two weeks reported seeking medical attention for their
children.

These comparison study area rates were found to be comparable to rates reported
in rural MOH service areas elsewhere in Bolivia.

During the study
period [of CBIO-
based interventions],
by contrast, the
comparison areas
showed much lower
rates of coverage and
participation ...
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CHAPTER THREE
Determine if CBIO is for You

The basic concepts of the CBIO methodology are deceptively simple, and many
might even say, obvious. Yet the importance of each step of the process is not
necessarily intuitive, especially for those who have been trained in the delivery of
clinic-based health care. It is sometimes difficult to grasp the importance of some
of the steps unless you become personally involved with it, or you have seen the
results first hand. The main point of our work is that we start where people’s health
is right now, and begin from there. We do not assume that we know what is wrong,
or what particular approaches will work, until after we have conducted local
community assessments. This may require more programmatic flexibility than many
health providers are usually comfortable offering! To do this kind of community-
based health care work also requires that presence of several favorable factors,
and the full commitment of multiple health partners. We discuss these issues below.

General Conditions

There are several general conditions which favor CBIO implementation, and several
which make its use more difficult, if not impossible to occur. The favorable conditions
that are necessary include:

! A socially cohesive community —  that is, a community that is reasonably
stable, has established mechanisms for social support and problem
resolution, and has a commonly shared culture and language.

! A population that is relatively stable, with minimum and/or predictable
migration patterns.

! The need for a more effective public PHC system, and leadership who are
committed to improved service equity and effectiveness over a period of at
least five years.

Conditions that make CBIO implementation more difficult to introduce are:
! A community which is unstable due to severe social, political or economic

disruption.
! A population in movement, with families moving in, out and/or around the

service area frequently (usually due to some form of disruption mentioned
above, or due to prolonged annual migration).

! A functioning public PHC system with: little motivation to change its
methods of operations; significant, ongoing turnover of local health
personnel, making capacity building efforts ineffective; and/or too few

The main point of our
work is that we start
where people’s health
is right now, and begin
from there. We do
not assume that we
know what is wrong,
or what particular
approaches will work,
until after we have
conducted local
community
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resources available to credibly offer even the most basic PHC services to
the general population it is intended to serve.

Community Commitment

The CBIO process places more responsibility on community leaders and its members
than a more passive, facility-based public health approach. Communities are asked
to participate actively in community health assessments, census-taking, establishing
health priorities, and overseeing health service functioning and outcomes. Their input
is requested in what kinds, and how, health services are offered. Not all communities
are able, or want, to participate in this kind of approach. As a general rule, it seems
that rural communities are more stable, more homogeneous, and more open to this
kind of active participatory approach. In contrast, low income, newly established
urban areas tend to be less homogeneous, have substantial migratory patterns, and
are less willing to take on ‘volunteer’ work which would conflict with time required
for individual income generating activities. Having said this, there are several examples
of well functioning CBIO programs in rapidly growing urban areas. While these
programs are challenged by their destabilizing factors, they find that the CBIO
approach works best because it provides them with much more information about
their service population, and the means to track their progress.

Judy Gillens of FOCAS believes that the CBIO approach “is an extremely good
approach because it is so grassroots.”  By starting a project with a house-to-
house census, the project planners and staff learn from the beginning what the people
feel are their major health problems. “It is very important,” claims Gillens, “to
learn what the community members want from the beginning.” FOCAS’s
projects in Haiti have made a deliberate attempt to move beyond community
involvement and into a deeper level of community participation. “You are not just
showing community members what you have found,” she says, “We’re trying
to involve both staff and community members in all phases of program
development. By using such participatory methods, community members can
build [their own health care] skills themselves, and not just have a health
agent intervene.” This level of involvement is important for the eventual sustainability
of program outcomes.

Health Agency Commitment

The CBIO approach requires two forms of institutional commitment that are essential
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 resources to ensure effective
implementation. Secondly, in addition to ‘inspired leadership’, an effective supportive
supervision system must be established to ensure that new activities are undertaken
correctly, and errors caught and corrected before bad habits set in. Field staff will
require ongoing, committed supervision and retraining in order to avoid the common
pitfall of focusing on the processes of carrying out activities (including data collection,

[CBIO] field staff
will require ongoing,
committed supervision
and retraining in
order to avoid the
common pitfall of
focusing on the
processes of
carrying out activities
... rather than ...
resolving family
health problems.
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recording and reporting) rather than the impact; that is, resolving family health
problems. This is probably the single greatest threat to effective CBIO program
implementation and impact.

Potential for Scale Up and Sustainability

Scale Up
Scaling up health program activities flows logically 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 as a
municipality) was covered. Additional municipalities may be added in similar fashion
to reach scale at the MOH district level. This approach allows the program to build
capacity by utilizing experienced staff to train and supervise new staff, and/or by
transferring existing staff to the new areas, creating opportunities for the best local
health volunteers to move into full-time, paid positions in the older locales.

The national decentralization of health services lends itself to CBIO scale up,
particularly if the federal government promotes a census-based norm for local health
program implementation. Such was the case in Guatemala during the mid-1990’s,
when health care was decentralized, a standardized, MOH sponsored health
management information system (HMIS) was developed and implemented, and
local community-based organizations (CBOs) were encouraged to organize and
compete for federal funds to implement local programs. Unfortunately, corruption
at the national level led to the disappearance of health program funds, resulting in
chronic under funding of the initiative. This was followed by international donors
withdrawing their funding support for the program, leading to the near collapse of
the system. In Bolivia, Curamericas’ NGO partner, CSRA found that the national
decentralization of health services provided an important opportunity for local
authorities to become sensitized to the issues of public health and human development.
Once authorities’ awareness was raised, their commitment to public health and
development increased, and municipalities sought out CSRA to enter their
municipalities and manage their health care systems.

Since the CBIO approach depends upon community participation, including the
use of local health volunteers, local conditions in targeted communities should facilitate
active community engagement. Communities in great flux, due to extreme socio-
economic, political or climatic stress, are often too disrupted to provide the support
needed for successful implementation. Populations with significant annual out-
migration for long periods of time (for example, for seasonal agricultural work)
complicate implementation because services are unavailable to families while they
live out of the area. Further, these families may face disease exposure and illness
patterns that are different than those found in the CBIO service areas. One example
of this may again be found in Guatemala, where many rural families annually migrate
for up to a half year from their mountain homes to the coastal plains to work on
large sugar cane plantations. Different health conditions exist in these migration
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areas, increasing: exposure to malaria and other tropical diseases; malnutrition
(families often do not have access to the same variety of foods in migrant camps
that they have available in the mountains); more diarrheal disease (due to unsanitary
conditions and lack of potable water); and, the proportion of men determined to be
anemic (due to cuts and accidents experienced while working in the cane fields.
Adult male anemia is infrequent in their home communities). These problems could
be overcome if CBIO services were offered in both locales, but this is not practical
in most developing country settings.

To summarize, the CBIO approach facilitates the scale up of program services. The
‘top-down’ and ‘bottom-up’ approaches meet in a mutually respectful dialog that
allows for modern health inputs, as well as for local values, sensibilities and resources.
Appropriate local variation is encouraged in public health programming, management,
and support, and serves as a contrast to the more frequent, monolithic, one-size-
fits-all approach of so many national health programs. Ultimately, these authors
believe that the CBIO methodology is one of the most effective and sustainable
means for improving global health.

Sustainability

Curamericas’ practical definition of health program sustainability is: “The state in
which the in-country NGO is able to maintain clearly defined, high quality
health benefits indefinitely, based upon its own corporate capacity to generate
and manage the necessary resources, in conjunction with community leadership
and participation.” Curamericas’ Bolivia NGO partner, CSRA, defines sustainability
as “the continuous provision of health benefits to a determined set of
communities, indefinitely.”

Five key elements underpin their definition:
! An adequate and secure flow of resources and supplies;
! Clearly defined, high demand products, with related measurable program

goals and objectives;
! Appropriate technical capacity;
! Organizational structure (including leadership, accountability, clear lines of

authority and decision-making, and stability); and
! A sense of ownership by NGO leaders, staff and communities.

Consistent with the above definitions, and for the practical purposes of this reference
manual, we will discuss CBIO program sustainability from the standpoints of:
community support; national (MOH) support; and sponsoring agency support.

Community Support

Several factors enhance the long-term sustainability of CBIO impacts in the
communities where these services are located. First, mid-level health workers
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frequently come from the communities where they work, and provide essential
technical support and local development leadership in their areas. (This stands in
contrast to facility-based health care, where health professionals typically come
from outside the area and do not stay long enough to develop meaningful community
relationships).  Second, community preferences and priorities are incorporated into
CBIO service planning, permitting the identification of high demand health services
that are more likely to be financially supported locally. And, by creating a climate of
trust between communities and the program, community members are more likely
to seek out health services when they need them. Third, because the health program
works directly with local leaders and institutions, material and financial support are
more likely to be successfully negotiated as part of written agreements between the
program and communities organizations (including municipal governments). Finally,
active community outreach through home visits, group meetings and care groups
directly results in the significant reduction of local causes of illness and death,
contributing to the long-term impact of the program.

In contrast to these ‘enabling factors’, there may be several ‘barriers’ to CBIO
sustainability, at least in the beginning. First, many donor agencies are oriented
toward rapid improvements in quantitative goals and coverage, and not necessarily
in the development of the slower community processes important for sustained
long-term change. These funding agencies frequently balk at longer-term funding
commitments because of their own internal administrative policies, and they may
not be willing to finance such an approach.

Communities must be willing to invest resources and time into the CBIO approach.
We sometimes find that local political leaders, MOH health staff in the area, and
community members may not be willing to make the effort needed to initiate such a
new and ‘risky’ change. Aggravating this point, some government, church and NGO
interventions remain paternalistic in their operations. The attitude of ‘helping those
who cannot help themselves’ may actually dis-empower communities, and is
analogous to the resistance initially encountered by the international 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
help themselves.

National (MOH) Support

National support for local health programming generally flows through a ministry of
health (MOH), whether the support is: 1) purely financial, as through national health
insurance schemes; 2) technical, such as the provision of policies, programs,
protocols, and training; 3) material, like the provision of facilities, equipment,
medicines, supplies, and printed materials; and 4) labor, including doctors, nurses,
community health workers, and field supervisors. The MOH often is the first provider
of direct public health services, although ministries that provide social security services,
or military services also may have independently functioning health care systems.
Working with a national ministry often is challenging, above all because ministry
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staff are unaccustomed to partnering, and all that a good partnership entails. As
mentioned previously, MOH health personnel frequently come from outside the
area they serve, and may not be trusted by the local population. Turnover (attrition)
is often high among both MOH health service providers and their superiors, with
the result that training or technical assistance provided may be lost within a few
months or years. In addition, many MOH directed health staff do not hold themselves
accountable to the communities where they serve, further alienating the communities
from their assigned health providers.

Working with local or national NGOs provides a viable alternative to these structural
problems. In the CBIO model, local health workers and volunteers are selected
from the communities they serve, and are locally accountable for the quality of their
work. The CBIO methodology is a professionally rewarding process, once health
providers have experienced its effectiveness and see real changes measured within
their communities.  In this model, the MOH might best serve as the ‘guarantor’ of
public health coverage and equity. The MOH could, and should play important and
active roles in providing funding, materials, and training to health workers to strengthen
their skills, as well as ensuring the quality, uniformity and range of services offered.

Sponsoring Agency Support

Six years ago, this author reported a study of CBIO program sustainability together
with the Bolivian NGO partner of Curamericas, CSRA. (Shanklin and Robison,
1999) We uncovered impressive results that are worth reconsidering here. Major
findings included:

! Program sustainability was managed within the context of expanded
service volume. The program grew by over 750 percent in a ten year
period. About 60 percent of expenses supported personnel, and 70
percent of personnel were field health staff, and the remaining 30 percent
provided administrative and ancillary support.

! Program sustainability was managed within the context of stable
unit costs over time. The average cost of providing PHC was calculated
and found to be $US 12.72 per beneficiary per year, and this rate
remained remarkably constant over a ten year period, even as more heath
interventions were added. If inflationary factors were to be considered, the
cost per client declined.

! In-country NGO sustainability significantly improved during the ten
year study period. During the baseline year of the study, 1987,
Curamericas had contributed 75 percent of total operating costs to CSRA,
and the remaining 25 percent had come from CSRA and local program
income. Ten year later, 1997, the situation had practically reversed.
Curamericas was contributing 35 percent of NGO income while local
income had risen to 21 percent and NGO contributions climbed to 44
percent. Further, CSRA could point to concrete progress in all five of its
sustainability elements mentioned above.
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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.

Challenges and Pitfalls

Creating and regularly updating a census and maintaining charts of each family in the
target area may be considered by some to be too labor intensive. Melanie Morrow
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 Save the Children agrees: an organization
must dedicate a significant amount of time, labor and resources to maintain a census-
based system well. The question may be: Are the results worth the effort? Many
say, “Yes!”

Given the intensity of effort required to implement 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 emphasis placed on regular monitoring and measurement through the
CBIO approach mean that shortfalls and weaknesses are more readily apparent
when data are analyzed. Identifying areas for improvement, in and of itself, is a very
good thing for any health program to do. However, a supportive management
environment is needed to ensure that negative results do not lead to a demoralized
staff, or to further reduced program effectiveness through inaction.

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

Developing a relationship between the health program and the potential target area
population is normally realized through a series of meetings, discussions, and visits
between health program representatives, and traditional and formal community
leaders. These activities may take several months or even several years to complete.
Mutual trust and confidence are prerequisites for progress, and this is best gained
through patient, respectful dialog at the pace of the community leaders. Certainly,
part of this process is to identify the most appropriate groups and individuals with
whom to work. Those who first present themselves are not always the most
appropriate or desirable individuals with whom to work! This step is finally
established through the formal signing of a time-limited, renewable 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
commitments of funding, based upon realistic budgets are essential.

During the early, exploratory meetings, it is important to guard against raising false
expectations, which may lead to long-term negative consequences between the
program and communities. A guiding question that should remain in the back of the
minds of health program representatives throughout this process is: Do these
communities really want to partner with our program? A ongoing, candid self-
appraisal of what the health program may actually be able to offer the communities,
together with a clearly positive response to this question from key community
representatives will be essential for further program development.

One means to develop good working relationships, especially if the health agency
is external to the communities in which it intends to work, is to identify a high
priority, community perceived, health-related need which can be addressed using
existing community resources, and agree to undertake this work mutually until a
measurable success is achieved. This activity should further develop the relationship
of trust between health program staff and community members. A more structured
process is presented below to demonstrate how effective community relations may
be developed.

Mutual trust and
confidence are
prerequisites for
progress, and this is
best gained through
patient, respectful
dialog at the pace of
the community
leaders.
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Identify and Make Contact with
Key Individuals and Organizations

In this task, the health program staff attempt to 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. The actions to take could
include:

! Make a list of the local leaders, as well as the persons and organizations
who should be considered as potential strategic allies (NGOs, leaders of
neighborhood associations, community organizations, and volunteers)

! Identify the interests, opportunities and threats that may face each of the
individuals and organizations on the list, answering the following questions:

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

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

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

Identify the ‘spheres of action’ of these principal players, in order to recognize the
environments (spheres of action) and the overlaps that exist among them. A tool
used for this task is the Audience and Actor Identification Chart. For example:

! At the neighborhood or sector level (local leaders, volunteers, traditional
medical practitioners, teachers, and the general population)

! At the municipal level (mayors, city councils, local health committees, local
health directors, and NGOs)

! At the level of municipal districts (district health committees, the MOH, and
social organizations)

Once you are satisfied with the list of relevant individuals, organizations, and their
respective interests, you will want to make contact with them and create a positive
first response. To succeed at this task, the following steps usually are necessary:

! Make a presentation of the national and/or municipal health program, or
present an actual example of a similar CBIO program implemented by your
agency elsewhere.

! Produce a political map of the area including the names and locations of the
communities, neighborhoods, housing developments and blocks in the
zone.

! Review and present current health statistics, sharing the most important
health indicators (if this information is not available for the area, use
statistics from the regional or national levels). Present the statistics
graphically and as percentages to facilitate understanding by community
representatives. The information in this presentation should consist of

... 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.
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principal health indicators like mortality, birth coverage and vaccination
coverage.

! Offer a graphic representation of the service network.
! Specifically, make a presentation of the proposed CBIO approach, which

should include the following points:
" A map of geographical accessibility: show the distances of

neighborhoods and communities to health services, routes of
travel, and means of communication (such as, roads, telephones,
and radio communications)

" 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

! Make a presentation of the proposed CBIO approach, which should
include the following points:

" A CBIO overview, including the five step implementation cycle
" The census, baseline health assessment and the system for

registration and monitoring of vital events
" 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

" Other systems for contacting clients, including group events and
care groups

" Social participation and the role of community human resources as
principal factors in the success of the CBIO approach

Develop Local Community Commitment
to the CBIO Approach

The goal of the following activities is to successfully demonstrate the advantages
offered by the CBIO approach for the improvement of family and community health,
and to create a sense of individual and communal co-responsibility and commitment.
To achieve this, you could take the following steps:

! Visit local leaders to set a place and date for introductory meeting(s).
Request that invitations be sent to the most senior representatives of the
concerned neighborhoods and communities. To speed this process and
facilitate coordination, we recommend to:

" Hold conversations with senior formal and traditional local
leaders with interests in health care to set a date for the meeting

The goal ... is to
successfully
demonstrate the
advantages offered
by the CBIO
approach for the
improvement of
family and community
health, and to create
a sense of individual
and communal co-
responsibility and
commitment.
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" Suggest participant lists for the meeting(s) based on the previously
identified key individuals and organizations

" Work together to write and deliver the invitation

! Make sure that all participants receive the invitation in a timely fashion.
Contact all the participants to verify whether they have received the
invitation, and emphasize the importance of their participation in the
meeting.

! Make sure that all the materials needed for the presentation are on hand.
Define organizational and logistic needs. Preparation should include:

" 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

" Visit the planned location before the meeting to make sure all
needed supplies are on hand, such as seats for all participants, and
space for the material to be presented

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

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

! 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. The
important elements of these meetings will include:

" Prepare written agendas that includes all important points to be
addressed

" Ensure all key participants know one another
" Present national health policies and frameworks, and the existing

response capacity of the local health services network
" Present the negative effects primary illnesses are causing in the

target areas
" Summarize the CBIO approach, and how the proposed work will

be carried out
" Reflect upon the responsibilities of local players in the

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

" Create partnering commitments for the implementation of the
CBIO program

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.
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" Determine the neighborhoods or communities in which the CBIO
method could be initiated, or pilot tested

If a pilot test will be undertaken, it will be important to choose communities with the
best possible conditions for accepting the approach. This will allow the team to
gradually gain experience and develop greater skills, in order to later extend the
intervention to the rest of the area. Be sure to:

! Prioritize the communities and neighborhoods with the largest number of at-
risk populations (children under five years, pregnant women, etc.) and
cases of illness and/or death caused by preventable, treatable or curable
causes. The community or local health services can provide this
information.

! Plan to recruit health volunteers from the communities and neighborhoods.
Volunteers may be an important and determining factor in the success of the
program.

! The greatest chances for success will occur in communities or
neighborhoods with well-structured organizations, clear leadership and a
history of successful community work.

! It also will be important to initiate the program in communities where you
will have good geographic access to facilitate frequent contact, important to
support and closely monitor CBIO pilot project.

Formalize Responsibilities
through Written Agreements

A last step of the process of building local interest and commitment is to mutually
agree upon a core set of leaders and institutions that will be responsible to create
written time-limited, renewable agreement(s) between legal representatives of the
health agency and the communities, and with the MOH. This activity should be
time-limited itself, to build upon the enthusiasm generated during the meetings leading
up to this moment. Set up a public forum for the official signing of community
agreements, and invite the public to attend and actively participate in the event. This
should be an event that is both important and joyous!

Develop a Cadre of Local Health Volunteers

After the agreements have been signed, begin immediately to set dates and locations
for community planning meetings in those areas where the CBIO program initially
will be implemented. One of the first activities of these planning meetings will for the
health program staff to work with community members and leaders to develop a
health volunteer profile and to define the role of the health volunteers (that is, create
a job description). However, prior to initiating this process, senior health staff already
should have developed a clear plan for the number of volunteers they may needed,
how the volunteers will be trained and supported, and any incentives or non-financial
support they plan to offer (see Chapter Nine for more on this subject).

Set up a public forum
for the official
signing of community
agreements, and
invite the public to
attend and actively
participate in the
event. This should be
an event that is both
important and joyous!
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The health volunteer profile should require, at least:
! Residence in the community or neighbourhood.
! The support and backing of the neighborhood or community.
! Demonstrated interest in volunteer work on the project.
! An ability to read and write reasonably well (only if their roles require these

skills).
! A respectful attitude toward others, and a commitment to confidentiality.

There is much discussion and debate on who makes the best volunteers, or indeed,
if there is such a thing as an effective volunteer. Our experience is that young adults
demonstrate early enthusiasm and energy, but may carry little credibility with older
adults, and may lose interest as educational and job opportunities arise. On the
other hand, young adults often are literate and are quick to learn new material.
Within Curamericas, we have had success with married individuals with children (a
clearer commitment to the geographical area), who obviously have first hand
experience in maternal and child health issues. Turnover of volunteers is always a
concern, because each time a trained volunteer is lost, a new replacement is needed,
and the training and support cycle begins anew. This places increased responsibility
on paid staff who may already be at their threshold of maximum workload.

Generally, the job description of the local health volunteers should include the
willingness and capacity to:

! Assist with mapping and numbering houses, and to help in collecting census
data (in conjunction with health staff).

! Actively detect and refer people and families at 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 these tasks using the tools and data recording forms appropriate

to the CBIO approach being implemented.

Health program staff should be clear that the responsibilities of health volunteers
will be limited to an agreed upon number of hours per month (and no more), and
that the work be purely voluntary (there will be no financial remuneration of their
efforts). Alternatively, if financial or non-financial incentives are to be offered, they
must be judiciously considered before any formal announcements are made, because
false expectations may create lasting friction between paid health staff and volunteers,
and may lead to increased volunteer dropout.

Once volunteer profiles (selection criteria) and job descriptions have been developed
and approved, another planning meeting can be held to establish a process for
announcing these positions and for selecting local volunteers. All potential candidates
should be informed about the CBIO approach, including its major components, so
that they will understand the scope of their responsibilities.  Another goal of this

... if financial or non-
financial incentives
are to be offered [to
health volunteers],
they must be
judiciously 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.
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meeting will be to involve local community leaders in the process of creating the
local health monitoring network. The later selection of the volunteers will be a task
that should be organized and carried out by community members (and supported
by senior health program staff) to ensure that the group of volunteers selected will
have their full support and backing.

After volunteers have been selected and organized into a monitoring network, you
may gather the volunteers and local authorities to review the following key steps:

! Describe the roles, functions and responsibilities of the volunteers and
community leaders.

! Develop and sign a formal work agreement(s) among the individuals
(volunteers, local leaders, and the health team) to signify the commitment of
all parties to the CBIO program and its goals of equitable health care for all
community members.

! Create a plan of action. This will include concrete activities like anticipated
training, initiation of census taking, map making, house numeration, and
beginning home visits in each targeted community.

Now, believe it or not, you are just ‘getting started’!

Develop and sign a
formal work
agreement(s) among
the individuals
(volunteers, local
leaders, and the
health team) to
signify the
commitment of all
parties to the CBIO
program and its goals
of equitable health
care for all
community members.
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CHAPTER FIVE
Getting Started

In order to successfully plan, conduct, monitor and evaluate CBIO program activities,
there are three critical, early sets of activities that must be carried out. These are:

! Conducting a census
! Establishing a community baseline of health knowledge, practices and

coverage
! Asking for community opinions and preferences regarding health services

The first set of activities is to conduct the census itself, which will include an exercise
to map the target areas and number dwellings, as well as collect basic census data
on all households located within the boundaries of the target area(s). Second, we
will want to establish a community ‘baseline’ of community knowledge, practices
and service coverage (conducted as a ‘KPC survey’), against which future health
program progress will be compared. Finally, and importantly, we will ask for
community opinions and preferences regarding health services, including the types
of services desired, the availability of services, and other factors that may be of
importance to community leaders and members. These three topics are addressed
below, in this same order.

Conducting a Census

The CBIO approach is based upon enrolling a geographically defined population.
A full census serves as a basis for program planning and for accurate data analysis,
where the population is well known and documented. These data provide a
convenient denominator for calculating both service coverage and mortality rates
for different age/sex categories, and for many other measures of health care receipt
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 to the census, a series of meetings are needed to inform everyone
of the purpose. A plan of action should be prepared which includes: when the
census will be conducted, who will conduct the interviews (paid surveyors and/or
community volunteers), the time of day when interviews will be conducted, and
why it is necessary to map the area and number houses. The issue of informed
consent should be discussed and resolved with local leaders prior to moving forward.

[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.
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The tasks involved in census taking are:
! 1.  Plan data gathering activities
! 2.  Train census data collectors and supervisors
! 3.  Map the community
! 4.  Gather census data and open family folders
! 5.  Tabulate results

Plan data gathering activities
The ‘family card’ used to record census information is a data collection instrument
that contains information on each family member.  It is usually completed prior to
health project startup, and is updated each year through an annual “roll call.”  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. This is carried
out through a systematic house-to-house visiting schedule for family level interviews.
In this process, census data are written directly onto the cards and the cards are
used for a 3-5 year period.

Basic census information should include:
! A locator (a standardized address, which might need to be created)
! A family name (head of household)
! All household members: their names and relationship 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
calendar with certain historical events which they will remember, such as
the national independence day, a famous drought, etc)

! Sex: male/female
! Occupations
! Educational attainment: codes may be used for listing levels achieved,

with dates of completion if possible
! Immunization status: for example, a “Y” for yes, and if over-age, then a

“—” (slash) for each vaccine recommended by the MOH

You may also choose to add other family level information to the card. For
example:

! Health knowledge: a space for dates indicating 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.

In fact, all kinds of data may be collected on the family card, but care should be
given to avoid collecting too much information to realistically fit. Further, you will

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.
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not want to record data that you know will rapidly become out-of-date, or will
require multiple entries. For example, growth monitoring cards or malnutrition
registers are a more useful means of collecting data on nutritional status, enrollment
in nutrition education and/or nutrition rehabilitation activities. Finally, the family card
needs to be carefully tailored for each project, translated and field-tested before
being used.

In all likelihood, maps must be developed of the target service areas, and houses
numbered. Maps are necessary in order to know where all houses are located, and
the boundaries of the catchment area. House numbering is necessary prior to the
census so that locators are systematic.  A community (or catchment area) map will
depict all the major structures, houses and landmarks (such as rivers and markets)
that are part of the area. All the houses must have a systematic locator. If the houses
are not numbered already, then in accordance and in collaboration with local leaders,
the houses should be numbered following an agreed upon sequence. There are
several challenges to be faced when numbering houses and each should be discussed
prior to beginning. For example, points to discuss may include: boarded up structures,
temporary structures for migrants or squatters, empty lots, multiple families in one
dwelling, and future structures that may be built between the numbered houses.

A community map will
depict all the major
structures, houses
and landmarks ... that
are part of the area.



Chapter Five: Getting Started

32
Chapter Five

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

Train data collectors and supervisors
A first census training activity will be to define the roles, norms and responsibilities
of team members. Census-taking teams should be composed of:

! Coordinator - responsible for leading all activities related to map
making, house numbering, and conducting the census (logistic,
technical and organizational aspects)

! Team supervisor(s) - responsible for 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

! Logistics person - handles supply and distribution of office supplies,
snacks and the like

There are numerous other details to resolve:
! Setting dates for participant training and data gathering
! Setting a place and time for training participants (It’s important to set the

dates in cooperation with local leaders, since they will have a sense of
the availability of people living 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 the logistics of training and data collection (Simple planning
tables might look like the following.)

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.
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Now you are ready to develop a training program, taking into account the following
topics: the different roles and responsibilities of participants in census-taking; the
basic theory of the CBIO approach, focused on the goals of the census; and,
communication skills that will guarantee high quality interviews and accurate, legible
and complete data. The training of data collectors should include proper etiquette
and greetings, so that families are not intimidated or worried that their answers may
have repercussions politically or economically (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 process to complete the
mapping exercise (including numbering houses) and conducting the census will require
approximately one month.

Map the community
Prior to conducting the census, develop a draft sketch(es) of the catchment area(s)
based upon visual observation, community knowledge, and existing political maps.
Form mapping teams, consisting at a minimum of a data collector and a person to
help with house numbering. We also recommend assigning one supervisor for every
two teams. Instruct your teams on the proper sequence of the household numbering
system, and assign survey areas to each team. Hand out mapping and house
numeration supplies according to the estimated number of homes in each team’s
area. (It’s important to give each team a copy of the draft sketch with the boundaries
of the catchment areas drawn in.) Houses may be numbered with paint and a brush,
using a stencil for uniformity. We also have had excellent experience with locally
produced painted metal plaques, which may be painted colorfully and be culturally
appropriate. Always seek informed consent and permission to number the house.

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

Instruct your team
on the proper
sequence of the
household numbering
system, and assign
survey areas to each
team ... Houses may
be numbered with
paint and a brush,
using a stencil for
uniformity.
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Gather census data and open family folders
Census data collection should begin immediately after census training. Participants
may forget aspects of the training as time passes. Census taking should be on a full-
time basis, in a reasonably short period of time, depending upon the size of the
neighborhood or communities involved.

Each team will go from house to house, and will follow the house numbering sequence
previously completed during the mapping exercise. Data collectors should interview
heads of families whenever possible. If not, interview an older person who can
provide reliable information. (If an appropriate person is not available, it will be
necessary to determine the best time to return to complete the interview.) The
sequence of interview activities is as follows:

! Identify and introduce the interviewer(s)
! Inform the family about the purpose of the census and its confidentiality
! Request documents that identify 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

! Begin the interview question process

While asking questions, fill out the form in the family file according to the instructions.
Verify the accuracy of the data obtained in the interview against the documents you
have requested (especially the dates of birth, ages, and names). Each family should
have their own folder and a corresponding number, which reflects their location or
house number. If more than one family lives in a home, each one should have a
folder with the same number, but in addition, another identifier should be used
(letter or number) to differentiate the two families. 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).

During the interview, it’s important to investigate whether all the people in the home
live there, or if some are only visiting, to avoid including people in the census that do
not live in the area. The criteria for deciding whether a person is an inhabitant of a
neighborhood should be established by having analyzed previously the movement
of the general population in the area. If population movement is high, the period of
time for residence should be shorter. If the movement of the population is low, the
time for residence should be longer. For example: If during the census we find a
person in a family who will be in the area for two months, and the average residence
is two years, it won’t be important to include this person in the census. Either way,
the person will receive the same basic health actions as those counted in the census.
Consistency is the most important aspect of the residency ‘decision-rule’.

The supervisor-in-charge should review all forms by the end of the day, and any
errors corrected immediately, and incomplete forms should be revised by revisiting

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).
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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.

the house. This will allow the supervisor to monitor multiple data collection teams
and to ensure complete and accurate data at the end of each work day.

Tabulate results
Immediately following the census, the census takers will hand-tabulate the forms. It
should not take longer than a day or two. Easy-to-use tabulation forms can be
designed, using the tick mark method (          ). Large clear forms also aid in the
process.  A few hand held calculators always help. The goal of this task 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. For this task, follow these steps:

Create ‘tab’ tables - Create ‘tab’ tables - Create ‘tab’ tables - Create ‘tab’ tables - Create ‘tab’ tables - For this step, review the data originally planned to
be collected in the census. As a minimum, consolidate information regarding
the number of inhabitants by age and sex at five year intervals for those over
five, and in smaller intervals for those under five years of age. The following
age groups work well:
!0-30 days
!1-11 months
!12-23 months
!24 - 35 months
!36 -47 months
!48 - 59 months
!5 - 9 years
!10 - 14 years
!15 - 19 years
!20 - 24 years
!25 – 44 years (or the national cutoff for women of reproductive age,

if different)
!45 – 64 years
!65 years and older
!Education level of the population by age and sex (take into account

these possible categories: illiterate, primary, secondary, and higher
education)

!Most frequent reported illnesses by age and sex groups
!Number of deaths by age group and cause

Form tabulation teams - It is recommend that all people involved in
collecting the census data also conduct the tabulation, so that they can
appreciate and value the final product of their efforts. The following process
may be used:
!Form groups of two people, one to dictate and the other to record

information with tick marks on the tabulation tables
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!Each group should tabulate the data of the sector or block in which they
were responsible for gathering data

!Once completed, each group will present the results to the other teams

After the results for blocks or sectors are presented, the coordinator of the census
will be responsible for consolidating the final results to obtain summary data about
the catchment area, and s/he should develop a population chart for the whole area.
Next, define a filing system for the family folders that will facilitate health staff work
management. Among other considerations, it will be important to clearly identify the
folders of families by risk criteria. (Example: write ‘TB’ in red on the front of the
family folder.)  Finally, the team should verify the agreement of the folders numbered
during the census with the area maps. Make any corrections to the maps that are
necessary for accurateness and completeness, and prepare final versions to be
posted in a public area.

Establish a Community KPC Baseline

At this point, we have collected important information that describes the communities
with which your health program will work, and may have collected some basic but
limited information on health status. We now want to collect more in-depth
information on the health status of the community, and identify the most important
causes of sickness and death. This kind of information is generally best collected
through a representative sample survey (not a census because of the time and
resources that it would require), supplemented with information collected through
‘focus group’ discussions and interviews with key community representatives and
stakeholders. Information through these latter processes will permit you to gather
opinions and preferences from the people your program will serve, and will be
important for community acceptance, service usage and support in the future.

Typically, in a developing country setting, we find that certain age and sex categories
of individuals are at greatest health risk. These groups usually include children under
the age of five years (and especially from birth through the first two years of life),
and women of childbearing age (15 – 49 years of age, and especially young mothers
carrying their first child, and older women who have delivered multiple children).
This will be confirmed (or proven incorrect) during the analysis of data from the
health survey and other data collection activities. Therefore, it will make sense that
we focus our initial data collection efforts on these categories of health clients, but
also acknowledge that as a PHC service, we will want to supplement this information
with that of other age and sex categories.

The usual approach to collecting survey data within the context of the CBIO
methodology is to conduct a Knowledge, Practices and Coverage (KPC) survey
among a representative sample of mothers with a child between 12 and 23 months
of age. This survey will be applied as a baseline measure, and later will be applied
again to estimate progress in achieving multi-year program objectives. Fortunately,

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 ...



Census-Based, Impact-Census-Based, Impact-Census-Based, Impact-Census-Based, Impact-Census-Based, Impact-Oriented MethodologyOriented MethodologyOriented MethodologyOriented MethodologyOriented Methodology: R: R: R: R: Resouresouresouresouresource Guide for Pce Guide for Pce Guide for Pce Guide for Pce Guide for Primarrimarrimarrimarrimary Health Cary Health Cary Health Cary Health Cary Health Careeeee

37
Chapter Five

to design and conduct this survey there are excellent reference materials already
developed and available for your use.

Complete information on how to conduct a KPC survey may be found at the following
web site: http://www.coregroup.org, or by contacting CORE directly (300 I Street,
NE, Washington, DC 20002, USA). These materials will guide the entire process
of conducting a KPC survey, from planning through analysis, report writing and
presentation. Focus group discussions and interview techniques are likewise well
documented, and published guidance is readily available.  We have provided a
listing in the References and Resources section of this manual for your convenience.
What is important to emphasize is that these tools are flexible, and will be adaptable
to the needs of your target areas and populations.

Of special note is that you will want to add a series of questions within the KPC
survey data collection instrument to query mothers about any deaths that occurred
within their family during the past twelve months. (This period of time is selected
because responses beyond one year tend to become much less reliable, and periods
shorter than one year generally do not provide enough cases for analysis.) Typically,
the results of such a retrospective study will ‘under report’ the actual rate of deaths
that have occurred. This is because of faulty memory, uncertainty about what
constitutes a spontaneous abortion, still birth, or early neonatal death, and an
unwillingness to share this kind of family information with a stranger. However, the
resulting data will be of great use in establishing the patterns of death by age and
sex categories, even if the numbers are not reliable for estimating actual mortality
rates. These data may also be used to ‘cross-validate’ the mortality data collected
during the census process. (This is discussed in greater length in Chapter Nine).

Ask for Community Opinions and Preferences

Community opinions and preferences may be collected as part of the KPC survey,
or concurrently through focus group discussions and one-on-one interviews with
community members. 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. Group discussions and
interviews, while not statistically representative; often provide richer details that are
useful in program planning. You will also be able to share the results of these data
during community feedback sessions, when even more community input will be
solicited and received.

Typical types of information that could be collected at this time regarding community
opinions and preferences include the following partial list:

! What basic health services does your family require?
! Where and during what days and hours should these services be available

to your family?
! What is your opinion of existing health services?

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 are you treated by health staff when you or a family member attends
the closest health facility?

! Are there any reasons why you would not use the health services if a
member of your family was sick?

! From whom do you seek health advice when someone in your family is
sick?

! What are your recommendations for improving existing health services?

In the next chapter we will discuss how all of the information collected as part of the
census taking and baseline health assessment are put together and used to plan and
implement CBIO services. There, the initial community input provided during the
baseline data collection activities will be reflected back to community members and
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 the end of the activities described in the Chapters Four and Five, what is known?
! Locations of all households in the geographically defined service areas
! The total population (the ‘denominator’)
! The ages and gender of all family members
! The population disease burden (the most frequent illnesses)
! The most frequent causes of mortality, by age and sex
! Health service coverage statistics
! Community health preferences and priorities

With the collection and tabulation of both census and health data, your health team
is prepared to identify those families who are at increased risk of illness and death.
In turn, your health staff then will create the criteria by which local health workers
will target their services and resources. We recommend that you hold a meeting to
analyze the data found through the census, health survey, and other sources. At this
meeting, the program manager and/or the field coordinator may facilitate the process
of analysis with the participation of the interview teams, and health staff members.
The analysis of the tabulated data will be directed at making an initial definition of
the criteria for high risk to be considered by the health program and the community.
Some possible high risk criteria may be:

! Families with children under five years of age (Alternatively, based on the
data, you may choose to more narrowly define that criterion to, say,
families with children under two, or three years of age)

! Families with an infant under one year
! Families in which there is a woman of child-bearing age
! Families in which a woman has died because of complications of

pregnancy, birth or during the neonatal period, or families in which an infant
death has occurred

! Families in geographic locations in which particular health risk(s) appears
higher (for example, mountains versus plains)

! Single-headed households
! Families living under relatively poor socio-economic conditions (compared

to the rest of households in the catchment area), such as: limited or no

... 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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access to potable water; no latrines or other sanitary facilities; poor housing
conditions; limited livelihood opportunities; limited education attainment,
and the like (These categorizations will be based on the data available
to your team)

Many societies value their elderly, and will assign them a high risk status even though
death events will be relatively rare (as a proportion of the total 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. These are all important considerations, and program staff will have to
openly acknowledge and accept these local priorities, and balance them against the
priorities of funding agencies, the MOH, and the evidence of the data you have just
collected.

Once the high risk criteria have been determined, your team will need to estimate
the number and percentage of families that have each of the defined criteria, and the
relative priority of these criteria, or categories of risk. That is, which categories of
high risk families will receive what health services and in what priority order? This
may not be as difficult as it first seems. For example, in Bolivia, Curamericas and its
NGO partner developed the following guidelines for family visitation:

! Six visits per year for any family with children under two years of age
! Three visits per year for families with children aged two to five years, or for

families with a woman of childbearing age
! One visit per year for all households to update the census for use in

planning and evaluation, and to share information about the health program
with community members (including clinic services and prices)

The persons who will be in charge of implementing the health program, including
those in charge of defined service areas (we often have termed these “service sectors”
to designate an area under the responsibility of one individual) should be actively
engaged in this task, and supported by senior health staff, as well as health volunteers.
These persons should begin by selecting the family folders with one or more risk
criteria, and marking the houses where these families live on maps, or by creating
lists of high risk families, by risk criteria. The preparation of these materials and
draft guidelines will provide an excellent basis upon which to conduct discussions
with community members on health service priorities, activities and responsibilities.

Provide Baseline Study Feedback to Communities
and Solicit Their Input

Returning the collected information to communities is an important step to maintain
and build a trusting relationship with the communities you serve. It also is key in
generating analysis, discussion and community interest in participating in the solutions
of their shared health problems. This activity will include presenting the basic statistical
information in a clear and uncomplicated manner, facilitating open dialog and further

Returning the
collected information
to communities is an
important step to
maintain and build a
trusting relationship
with the communities
you serve.
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interpretations, and using this information and analysis for community
recommendations and decision-making.

Information sharing may be carried out with different groups in different settings.
The ideal might be to hold such a meeting with the entire community, but you can
also work with groups of local leaders, and with existing community groups (women’s
group, youth groups and the like). In fact, it may be impossible to gather the entire
community together at one time, and unlikely that all members of the community
would feel comfortable sharing their thoughts in such a setting. Health staff, health
volunteers, and community leaders should actively participate in the process, under
the supervision of the program manager and/or field coordinator.

Mutually establish a date, time and location for the meetings with neighborhood or
community leaders, and make sure you have all the necessary resources (space,
chairs, electricity, etc). As possible, take advantage of pre-existing opportunities
when the community or community groups gathers. The meetings should be held as
soon as the 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 Results at the end of this chapter.)
Use visually graphic tools, so that the presentation will be enjoyable and easy to
understand. Judiciously select and present the results generated during baseline
tabulation and analysis, and the criteria for high risk families, such as:

! The number of inhabitants by age and sex
! The percentage of families with children under five years of age
! The percentage of families in which there is a woman of child-bearing age
! The principal illnesses that affect families in the community, and the age

groups they affect with greatest frequency (In the case of illnesses like
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)

! The major causes of death, and the age/sex categories most affected

At this meeting, you should discuss the actions that should be taken as a result of the
identified health problems. Ask community members for their comments and
suggestions, and if they agree with these recommended approaches. Ideally, the
community will feel a sense of shared responsibility for the plans discussed and
made during this meeting.

Use visually graphic
tools [in presenting
community
information], so that
the presentation will
be enjoyable and easy
to understand.



Chapter Six: Putting the Pieces Together

42
Chapter Six

What Interventions are Needed and Affordable?

After you have completed this series of feedback meetings, your health program
and the target communities are now ready to plan the first year of program activities.
Another round of meetings should be held in each of these communities. This is a lot
of work, but important to continue to build community engagement and commitment.
We suggest that the appropriate local leaders and health volunteers also be present.
The steps to follow for this task are:

! Gather the participants on a specific date.
! Have the data and results from the preceding steps at hand, including

prevalent illnesses, causes of death, risk criteria, and the number of families
at risk.

! Prepare a planning chart using the prevalent illnesses or health problems
that have been identified. The following matrix is an example:

During these workshops, the program manager and/or the field coordinator should
facilitate the activities, making sure that all those present have an opportunity to
participate and speak. Key results of each meeting should include:

! Establish annual goals and objectives
! Specify the target populations
! Plan major activities

WHAT HEALTH PROBLEMS/
ILLNESSES AFFECT THE
MOST FAMILIES?

WHICH AGE GROUPS ARE
MOST IMPACTED?

The majority of deaths
are caused by diarrhea

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

Community health workers and
health volunteers

Every two months, beginning now

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

WHAT CAN WE DO TO SOLVE
THESE PROBLEMS?

WHO IS IN CHARGE
OF THAT ACTION?

WHEN WILL WE DO IT?

HOW WILL WE KNOW IF WE
ARE TAKING THESE
ACTIONS?

During these
[planning] workshops,
the program manager
and/or the field
coordinator should
facilitate the
activities, making sure
that all those present
have an opportunity
to participate and
speak.
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! Identify the groups of individuals responsible for carrying out these major
activities

! Agree upon general monitoring processes

In order for your program to create functional annual work plans (and later, quarterly,
and monthly staff plans), much more work by your team will be needed after the
completion of this round of meetings. However, the broad outline of the program
will be in place, and the details of implementation and monitoring now must be
elaborated.

You and your staff will review all program objectives and ensure that they adequately
address the health problems identified and agreed upon with the community, given
program and community resources. Further, these objectives should be consistently
written, for example, as declarative sentences beginning with an action verb, and
including measurable indicators and targets. The range of PHC interventions to be
considered may seem daunting, but nevertheless should be reviewed and consciously
agreed upon among your health team.

In all likelihood, there will be heavy emphasis on children under two years of age,
and women of child-bearing age. Interventions to consider related to these age
groups will include: community-based, integrated management of childhood illnesses
(C-IMCI, or the separate interventions therein: diarrhea, pneumonia, malaria, measles
and malnutrition); sexually transmitted diseases (STDs, including HIV/AIDS);
maternal and reproductive health; family planning; pre and post natal care; birth and
delivery; managing obstetrical emergencies; and personal and family hygiene, among
others.

Beyond the narrowly defined maternal and child target populations, your team also
will be considering services for the broader population, which may include a range
of primary health care topics such as: accidents and medical emergencies; tuberculosis
and other infectious diseases; dental care; and skin care, among others.

Finally, your staff will 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. These could
consist of: introducing appropriate technology like hand pumps for water access,
point-of-source water purification, latrines, fuel efficient stoves that minimize exposure
to indoor smoke, or low cost greenhouses; village banking; women’s literacy groups;
and animal husbandry and improved livestock management. These types of
interventions may best be managed by other non-profit agencies or government
agencies that would welcome the opportunity to coordinate their efforts with a
health agency that measures its results and will facilitate access to these communities
and their leaders.

Health interventions will incorporate appropriate preventive health education, and
medical standards, protocols and practices established by the MOH for the country

... 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.


