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EXECUTIVE SUMMARY

t“e global Chlld survival movement approaches the year
:‘w” of "Health for All," it is an appropriate moment

éw ideas and approaches which ‘build on the strengths
h;ve primary care approach {otherwise known as GOBI
‘and, whloh offer- promlse for improved effectlveness.
snd, the AID PVO Child Survival Progran has made
Lievaiuatlon of the census-based, 1mpact—or1ented
' to <¢hild survival which has been under
'Bollv1a by Andean Rural Health Care (ARHC) since
Lp,pment describes the principles of the CBIO
,‘manner in which thié approach has been implemented
the results achieved.

50, approach involves determlnlng the health prlorltles
i;y“ or set of communlties from an epidemiological
A'S as from the perepectlve of the community
,ae ves, Based ‘on available ~ resources, a program is
hich addresses these health priorities and which
1mpaot of program activities on the health status
;ty _ The approach is ' “census-based" because it
nity censuses to identify all members of the
hé most fredquent, serious preventable or treatable
ms ‘in the community. It is ‘"impact-oriented” because
! goal of this approach is to improve health and to
has been improved.

......

ijuﬁhe'B livian settings where ARHC has its field programs,
xs%f _has become an integral part of the CBIO approach.

gss known as routine systematic home visitation,
he program area are visited on a regular basis,
east every six months. Homes with high-risk
are targeted for more frequent visitation. Through
ion, censuses are updated and vital events (births,
-Tmlgratlons) along with - pregnancles are reglstered.

] approach prov1des another unlque advantage, that of
sure mortallty rates in the communities being

: ;ﬁ torlng, oral rehydration therapy for diarrhea,
fst féedlng, and 1mmunlzations.
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CBIO APPROACH Executive Summary

‘program. This approach also provides the
achieverhigh levels of-coverage of-child survival
a#s immunizations, ORT use, growth monitoring, and

o CBI@ approachumeembineea,hasicxapr~maﬂy~ care
or wthe.- entire- - population: .with child:: isurvival
s, thereby leading to strong local political support
progyam and a greater potential for:~ longéx-term

xit
] A- of the endeavor. leenytheﬁfact
ence documenting improvement .in child survival;-i
éttings. using the: more traditional selective,; - GOBI
ains limited, it is now appropriate to consider

e field staff of ARHC have found the CBIO appreoach to be
: tghiy.motivating. ‘They have.found this approach te
asmoest . useful ‘ conceptual:. framewerh for addressing the
wof © theé - .entire _community and for evaluating the
their efforts,

mll document contains a detailed analysis of the CBIO
it nthyee established ARHC program.sites in Bolivia which
al ef=27 500 peeple. These sltes dlffer substantially

Uhreempregram areas, the hlghest mertallty,rates
dren under - two years:' of age: -Neohatal mortality
y from resplratory causes :are: relatively -high in
no:program.-in-€arabuc¢o (at 13,000 feet altitude).

chal” .lowland:- - periurban:: program of -»Villa
ero; diarrheal: diseases and -malnutrition:. are far
2 Yeading causes of death.: Neonatal mortality there-is
'1atame toxpestneanatal mortallty ‘Second year: death

zgme and age . show different;risk:factors.for.each
+ In.Carabuce, weight less,. having flewer . siblings,
vy unmarried mother werecassseiated: with a greater
q}ﬂ:MﬂllC@ Rancho, lack of gﬁbwth monitoring and
' ‘*wrlsk af death. In




the previous year is 89%9% for Carabuco: and:-

'prov1ded for an annual cost:-of approx1mately $9 peracapl

CBIO APPROACH Executive Sunmary

Having this type of information- ‘makes: it possible for local
programs to more carefully target - their activities for waximal
mortality impact. :

1-:adl three program
| care-services for
~water-dand sanitation.

Locally perceived health:-prick
areag include the expansion:of"pEimi
all age groups as well as improvemer

Coverage rates of child survival servi
all three program :areas. Complete #if
instance, among children 12=23 mionths:of &
three program areas and reaches 85% in C‘
of children who have had four or more ..

> qulte hlgh in

The percentage of mothers who - know how td\xl-
therapy (ORT), who have used ORT, At of
during a recent case of dlarrhea is around 50% in-t CArabuco and
Mallco Rancho.

An analysis of infant and childhood mortal;ty data di:cate
that the probability of death between birth ahd five g age
in ARHC's established* pregram drean.is 46% less th_f )
adjacent areas where" ‘thig.- appreach is Jjust bey:
implemented and 31%. le®g:than in:similar areas in Bdllvmaswhere
this approach has not been applied.

Current estimates. are-. that ‘the entire. program .can -be

average., The non-child surv1va1 prlmary .eare compohent cog
average approximately $3 per capita per year. The averagEtﬂos 10
the child survival component of the overall program: - LSmS%@&@éT
child per year. While the c¢child surwvival component is. relatlwémy
expensive, our findings show that this approach is effective in
ach1ev1ng high levels of coverage of child survival interventions
AND in demonstrating a favorable dmpact on actual child:survival
to age five. The cost could be lowered by carefully reducing:the
numbers of planned home visits, by substituting lowei- level
workers for some higher 1level workers, and by relying more
heavily on volunteers. More intensive efforts to foster local’
income generation would further reduce external costs.

The CBIO approach has made strong progress in financial
sustainability in one of its three established program sites
where the program beneficiaries have more financial resources. In
terme of other aspects of sustainability, such as local community
political sustainability and sustainability of professional
resources required for program leadership, the CBIO approach is
definitely .sustainable.

Individual elements of the CBIO approach could be applied in

iii



approach might be to apply home visitation

other settings in a less inter 5 n the case at
ARHC program 51tes. POSS: 3 ine
approach indTude’ séle'
visitation te 1dent1fy t
identify risk Tactors e
applied on a Dbroader geographic bas
district), particularly with the assist
home visitation throughout the district.

Routine systematic home visitation’
visitation to high-risk individuals are aii
CBI0 approach and service delivery. A

large program area but in a less intensive’
targeted fashion. Thus, all homes would be
frequently than in ARHC's programs, Homes ~with
individuals would be visited, but the definition of *
would be more narrowly defined.

The CBIO approach desexrves application in other se
at varying levels of intensity so that its efficacy :
be more rigorously evaluated. The experience with ¢
so far is sufficiently positive to Justify encou
application by other health programs under carefully
conditions. _

eval

This approach has the potential of combining the
elements of the selective primary health care movenent (GGBI) '
the comprehensive primary care movement (Alma Ata) o
affordable, effective, and sustainable program for dé
countries. The capacity of the CBIO approach to measureé m
changes gives it the unigque advantage of providing much née
mortality impact assessments for policy makers.

The CBIO approach incorporates strategies for c¢hild
survival program evaluation which have recently been recomme -
by the Working Group on Effects of Child Survival and General
Health Programs on Mortality (Ewbank and Gribble, 1593, p. 3).
These 1nclude. ' T

a. judging the effectiveness of child survival
interventions on declines in age-specific mortality

. rates;

b. assessing packages of interventions rather than
single interventions; and

c. monitoring long-term mortality trends through the
regular collection of vital events.

iv



CBIO’Kﬁ?RéAéﬁ"Exadutive Summary

AID and other .in%
provide support for the %
CBIO approach to health ¢

ations should
luation of the
countries.
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PREFACE s

An earlier version of this docuné
Expert Review Panel which was.. convel
census-based, impact-<oriented appreach to-
application of this approach by :Andean “ Rul
as a poterntial useful approach to child surv
developing countries. The Expert -Review Patiel:

. a

merits of the CBIO approach is available separately
This report cdntains updated information on co
case-control data which were hot ineluded in earlie

Everyone associated with ARHC is forever inds
John Wyon, Senior Leéturer Emeritus’ “at the Harvar
School of Public Health, for his long-=standing inter
and for his patient  sharing- : of ideas which
institutionalized at ARHC ‘as the €BIO appreach. John's
emerged over the course of a life dedicated to atte
understand how héalth programs can effectively serve the T
people living in economically disadvantaged areas of the wor]

The contents of this report reflect the dedica
comnitment of the field staff of Andean -Rural Health -=C
Bolivia, a truly outstandifg group who arée . improving the:lives;of
their fellow Bolivians. They shared freely with me their thoughts
and opinions about their work. For this we are grateful.

Many friends and colleagues provided invaluable assistance
at every stage of this project. The field staff at each of the
program sites in Bolivia were indispensable in providing aceess
to basic data and in interpretation of the data. The staff at the
ARHC national office in La Paz including Mr. Nathan Robison, AP
National Director, were most helpful in coordinating my work in
Rolivia for this project. = Mr. Joaguin Flores, statistical
consultant in Bolivia, provided valuable assistance in data
collection and computer data input. My son, Baker Perry, assisted
me with the collection of data for the case-control studies
included in this report. Dr. Scott Hamilton of the Department of
Biostatistics at +the University of North Carolina Scheool of
Public Health provided critical comments on an earlier version of
the mortality analysis.
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PREFACE

A number of people provi

- regarding the methodoledy- ani%
document. Dr. John Wyon provide
11, w1th the death,an&lys;s, and witl
y UNICEF provided help
the’ 9verall structure and dontent of the re
suggestions for the financial analysés. Dr. !
the Johns Hopkins University Schicol of Hygiene
assisted me wlth the development :
methodelogy. A i g s L=
earlier version of-the
Rural Health Car_;s . A EREC
editorial comments. Ms. Sara
invaluable with th f;nglxedi
Review Panel, - r gi
various stages of
form which I hope er.w«

I must take flnal LepPSOn!

Perhaps ARHC!s  e¥pd) . f”'“* CBIO ;approach wil
Small but i = - - ROV LE L .' . 3

pollcy-mak ;maﬁégers

health improvement.

Finally, I. wauld ¥
¢child SurVLval :

Juppart of ARHC's field
de th;s analysis possible.
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CBIO APPROACH Chapter IX.

technologies, espec1a11y the "twin engines" of oral rehydration
therapy (ORT) and immunizations (as AID called them), was seen in
the mid-1980s as having the greatest hope of saving the most
lives at the lowest cost. This conclusion led o an erphasis on
delivering as many vaccinations and ORT packets as possible to
needy populations with 1less concern Uto identify and reach the
hzghestwrlsk,11groups.r S%milarly,wﬁ program:. mertqlity impact
evaluations  were not ‘Viewed &as necessary ‘since these were
tproven" technologies and impact could legitimately ke inferred
or assumed from the provision of jmmunizations and ORT packets.

Although the growth in the number of child survival services
provided around the world during - the past decade 1is truly
remarkable, there is llttle evidence that these efforts
_themselves  hay ed...child. survival-in routine,
fordinary fifid ca upen, whlch clains of . impact

Spen ptiens about icaey and covexage
"Field, situations, .

'05; Q,numﬁer of fle;d %tudles were
ndmchlldheoqmme ey

T e
OE s
o

tsupplemen;ﬁﬁ'oﬁ waet alp: 1990,
West, et 2) amdQQ néibiotic’
treatment -?Sazawal and Black,

31992' Faveau’ ialﬂ 1987;

» v - ,
1eld trrals of

i

”,ﬁionsuand are

\Qqhguestron‘ that the GOBI

‘éctive 1in closely supervised
of evidence. wh;eh questions

ﬁ;nzanxa,
ﬂLthhe npregramrarea
. 11 lenonst (JOIHt WHO{UNICEF
NGEritién’ Support Programme, 1988) Other ‘experierices with
:nqtrrt;on ;ngervent;qne,have .not, . heen as promising. (Berg, 1991).
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CBIO APPROACH Chapter I.
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aut orsﬂ(Fauyeau, et
:alfﬁfof the diarrheal-
at’ Matlab, Bangladesh,
18 o icute, diarrhea and not
f tb“%rbs”\*siﬁ' th 1 ¥ehydr j‘ldh the apy. Acute
r}‘r rhea ‘(&1 not'” readily el solved wlth,", ORT) was
th 1T6% ~‘of the"' déaths” among" ildren in this age
o bf ORT did not
. i  this field
O the,mortallty impact
k and G-:bble, 1993, 9. 81).

or has not been
'however, is the
‘on thls Chlld

- s F k A :- A : . i
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‘gh pr :

- - ‘Gontrol’ ' Thé]e has béen a
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e These
_ the”effecﬁlveness “of
f'_ wh;eh “they are' being

: 4 e 'mentswcurment&y
Yﬁlgmovembnrrhare*actuai&y ampreving

.chi=dleurv1val.;Ewbank
g (1993), for instance, . .make the foilowlng- gtatement
an exhaustive review of the Afrlcen child survival

1]

A ﬁhﬂpﬂograms* iy,
valuated dn ,terms of their

followlng questlens “are- - still highly
SRR ol 1S 4 well—heing_ of economically
‘are” we! doing the
h? Gadomski et al

eded. They state the

new appneaehea Jeee_

,Lwhlle . . khe :'direct'
nn,monltoringv =breastfeed1hg
=\1mmunlzat10ns ‘and" se;fen

CiRy e ;more: conmrol edé ; ; ;
ez .. .. large-scale," implemenbatlenetfinﬂtcemmunlties-"
appears to be less 0.0 It + is instrudkive to "
examine what happens to the effectheness of
.~ - technologies: . .wheh:- they muﬁt b dli o
e . . under daveree*‘f' '
i scalés;.. and
-;.plle& . OFTexR
= thaks simp :
developlng NEY) TIRots the - - for
'‘health for all' because a varlety of
socio-political and e¢onomic factors modify
-, the” potentlal ‘ef eﬁﬁeéév‘lnterventiens (p.
i g 235) : . --":";.J;*!:'-‘. :

al concern which. ie emerglng after a decade of
with: the selectlve, GOBI "apptoach to child survival is
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“4ewn, wﬁether'carried
)'?'9 . S

Private
approach to -
generate -func
is

T ¢hen only if
e girality.

Thus, ééh\tO'child
survival \fha~ &appreach in
Ministries *shstaln and
ineff1c1ent = neglected

-+ stalnablllty of
this approach has now beceme a Very serlous"cencern,"~-

programs basé_
to improve ©h]
has been impr
programs has -,
studies from
the foremos

in engo;ng health
emiy a emall shufiber of field
%rti@ﬁ=“?"5 otable that

preventlen and - e Al é ea [;fi;;- s-begn uhable to

demonstrat_ _
has made : an - imp o
diarrheal. dlsea

I approach,
fer that matter, on

bacause of a

&Sfeppiieﬁ in
b Eusts

the effort.in. t
the overall effe €
serious con51deratien“te
merit.

(PN

It is 1n this reSpirit th t h ‘een 1
approach being developed by Ahdes 1
is presented for treview.’ Hopefuliy, z
raised here, will . -encourages;criticalsthinki

the next phase of child survival: proygt mith 1 Faiy"

& plans*begln for
réund ' the ‘world. -

6

S s 3 E -E_ ' oo v . . ; , ] - :




CBIG APPROACH Chapter I.

Conclusion

new ideas and
improved

approath W
There-, X ’15 i also
: _-SPECific n

hii& survival
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Throughoit, both t
curative health programs
those seeking medical .
working to prevent -
preventable causes, M6

d and the developlng werld
nding to the health needs of
. Public ‘health programs are
Sability, - - and : .death - from
ithe ...contrél ' off. specific
in deVeloping countries
-along: . with -the terribly
'ECtIVEIY te 1) ..reach those in
imited resources to achieve a
the people being served.

face severe- resource
difficult problem o
need of services.

maximum impact on th;

“of . most curative programs
A to: testablish:a facility where
health professionams, Jeallsa) 1t, and medical supplies are
ready and avallab e afel vices to those who seek
I : wgomatimes.: have been

fistance, ‘child survival
equently .sent staff out
growth monitoring sessions.
.on a mother taklng the time
_ eSensessiin His ‘is:not an edsy decision

for a busy mothefin ] ¢ i ,clal _resources-‘and little

The traditioﬁ,
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programs in 4d
into villages“fo
Even an approach

* Senior Lecturer’ Emeritus, ] of:Populatlon Sciences,
Harvard University School of Public Health, Boston,
Massachusetts
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~'éBIO APPROAGH  Chapter II.

Theory Behlnd the CBIO Approach

Unfortunately, these tradltlonal approaches are unable to
o address “twa fundamontal wis’“é§ﬁ"whioh are lmp rtant if health
 programs- are’ ‘. pealth ‘of ‘Ablthe people for
“whith: they ; 5 &wo compdnentS'
LX) Mywhat arewii b, ent
treatable” health'p
s reshohsibled W
developing these »
greatest'-rlsk

fecologlcal
geographlc-areas,

II%-Q s Trad1tlona'”zaﬁproaohes‘to health care - are also*‘umahg'”
: address the Lssue ofﬂwhe her a: glven program hasg-

%'B&%a arlsln

gﬂfrom hospltalsband cllnlcs (and for thﬁl'
peob&é ; &bmmunl i
eive Ser
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CBIO; APPROAGH: ... Chapter II.

The census-based, impact-oriented approach is a conceptual
advance over traditional approaches to health improvement in
populations because it addiresses the two issues described above.

Table II.1 summarizes the basic thesretical concepts of the CBIO
approach.

LTI I

The Context of Prlmary care and Publlc Health

, copsid:z .
community orienﬁed_
_ %4

{ 3 a
¥ The;geal of
";fecmlveﬁprlmary
. :improve . the
_areaobviously

stpdles 1n‘Guatemaia
Ry ;‘ra'.‘&]'.._’ -‘-1968'}—!1969' GOI‘dQn,
"'gias led

gh oA L . T B8NS these
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countries has become better. umderstoed.; This understandlng,
together with the currently 1 .available. chlld survival
technologies such as lmmunlza Llons; «ORT; and growth monitering,
has helped to form the scientific basis for the child survival
movement as we know it today.

Described below are the basic features of the CBIO approach
to child survival, to c'zn'umml:l.1:yui
to communlty-orlented public
previous experlence .and:; of
regources to maximize mor
demonstrated empirically,.
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ne, CBIO approach,
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rFor present
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health in 'a s
purposes, it is

not exce
health
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wa Qwhich the goal of mortallty
improvement - - has be VoA it is .necessary to .measure
‘ Ehda d communities - -at the beginning
F ad-;at - successive stages, It is
_1eop1e ‘are at the highest risk of
_ s MAY be defined in terms of age,
sex, household: locgal : tion; nutrit10na1 status, or sone
other observable .. aracterlstlc.; It is also necessary to
understand the causes of mortality, both immediate and
underlying. '

of the prd@fa
highly useful .to
death. Those .at:g

Although in theory one might be able to develop a program
oriented specifically to mortality, one of the pr1nc1p1es of the
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Flgure I.2.
Steps of Phase 1 of the CBIO Approach

'PHASE 1: COMMUN;;," Y---mAq-Nosrs
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Step 5 estaﬁ $ program
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results Df Steps 3

and 4
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s Step 5 1nvolyes the determlnatzon by the health practltloner
of B;;orities for . the-program whlch arise from an epidemiologic
m%sggﬂmen of community  mortality and -of those who are at
qreatest rlsk of  death. From the epidemiologic and community
%tles ascertalned : Steps 3 and 4, overall progranm
'prlorltles can be establlshed.

Steps 1-5 of FPhase 1 have been completed, Phase 2
Pl beglns. Phase 2 has two separate steps (see
5 In Step ‘), program resources -are clarified. In Step
g.-Work plan is.. ereated onx ;he ~basis of the program's
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activity. This" approach'makes 1t posslble for the practitioner to
delivér inportafit ba51c ‘séfvicés to’ those who may not choose or
be ‘able to seek oubt™ ‘gefvices? ‘Thig isg partlcularly necessary for
those within the .community who have 1limited educational or

-financial resources or who are socially disadvantaged.

The four phases of CBIO 1mp1ementatlon cannot realistically
be expected to be c.mpleted in less than five years. The process
of program 1mplé“ “ﬁlon 1s unllkely to proceed in an orderly
fasliion- from £ > of numerous field

- constraintstha i Thesd dons! .qliﬁ% irclude problems with
_Stafﬁing¢ =‘g» _ ja)s fw 19 ;~_ \.”J onal or national

Usually, some type- of health <care services need to be
of establishing a relatlonshlp with
P of trust is to be
al prlmary health
fvities séems to be a

igh“the nature of the

the communiti

The . .GBIO approach ‘is - very different from traditional
appraachee to¢-héalth" =”'-:‘f quie kés time for health
staff “and ‘communitigs’ become brifortable ~with 1t _ Home
visitation involves con31derab1e staff energy and may not bhe
by -:health workers used to less
*"c“work Patterns-.¢ Con e T - :

‘work ‘toget “p area, lmplement
_ples of thls approach and modlfylng the methodology
:able .for thes local: situation. In addition, this pllot
dives program leaders an opportunity to assess the
Eesourde. regquiréments required to extend the

broader scale. : '

requlred if this approach is to be
rogram leaders st . persens

s/ d critical element of
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the CBIO appxoach. Without an. effective and.efficient system for
collectlng 1nformatlgp,.ﬁor" tabulatlng 1t and fon_ using -the

results in program evaluation and plannlng, the CBIO approach
will fail.

Conclusion

The CBIO
communlty orle

preventabl“

> (2). w0
are those at : ing these health problems,
and (3) if changes in health status have occurred over time.

DCE:

B Aot e’

identifying “ommﬁhl..b through peraqd;c home
visits and e évery family in the
program.a we - er-40-, this as-a "census—PasedﬂﬂgpprpaCh. The

3 is QU gell <community .diagnosis,

and evaluation with community

'1ca1 to develop strong pr\gram 1e@dership and to
pproach in a pilot &rea prior to extendlng it to
-anea The ablllty . of.: this .approach o make an
nate.. program impact

of-. the health information
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CHAPTER III. COVERAGE OF CHILD SURVIVAL SERVICES

Coverage of basic child survival interventions in a program
population area has been considered to be an important measure of
program effectiveness. While there is significant variation in
the causes of childhood death from one ARHC program area to
ancther within Bolivia (see Chapter VI), all of the programs have
given priority to achieving high immunization coverage, high
rates of ORT knowledge and use for diarrheal disease, high rates
of participation in the growth monitoring program, and high rates
of coverage of antibiotic treatment for pneumonia and ARI (acute
respiratory 1nfection) It is the overall progress with coverage
that we will now review. _

ARHC has three established program sites. The Carabuco
Program on the rural Northern Altiplano has been in operation
since 1984 and serves approximately 9,500 people. The Malleo
Rancho Program has been in operation since 1987. This pregram is
located in the rural Cochabamba valley area of Bolivia and serves
almost 6,000 pecple. The Villa cCochabamba/Montero Program was
established in 1988. It is lccated in the tropical lewland area
of Santa <Cruz and serves approximately 12,000 people in a
periurban section of the c1ty of Montero. The location of these
program sites is shown in Figure IIX.1 Each of the program sites
is described in more detail in Chapters IX - XI. These three
established program sites serve approximately 27,500 people
altogether. : -

Over the life of these programs, household surveys have been
carried out to assess coverage of child survival services. In the
Carabuco Health Program Area, there have been three cluster
sample surveys of 30 randomly selected clusters of seven
households each. In Mallco Rancho and in Villa Cochabamba/Montero
the household surveys have been more inclusive. In the casze of
Mallco Rancho, with its smaller population, all homes in the
program area were surveyed in 1990 and 1%992. ‘211 children
encountered under three vyears of age were included in the

26
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Figure ITF¥.1
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surveys.. In the case of Villa Cochabanmba/Montero, every other
home was contacted at the time of the 1991 survey. Those children
under three who were identified were included in the survey.

Ability of the CBIO Approach to Enroll Children
' in Program Activities

Prior to discussing coverage, it is useful to consider what
percentage of the children in the program area included in the
coverage surveys had actually been identified previously by the
health program. We use the term "identify"™ to mean that the child
had been previously contacted by the program and had received a
"road to health" growth chart containing a space to record
immunizations (referred to here collectively as a health card).

These results are shown in Table III.1. The Carabuco Health
Program, with . the most developed version of the CBIO approach,
demonstrates a gradually improving coverage with health cards
which in 1992 reached 99% of the children. In Mallco Rancho, the
coverage reached 91% in 1992. There has been only one household
survey in Villa Cochabamba/Montero so far. This was conducted in
1990 after only six months of limited routine systematic home
visitation activities. The results achieved at this peoint in
Villa Cochabamba/Montero give an idea of the potential coverage
obtainable by more traditional but intensive approaches of
delivering child survival interventions. :

It is interesting to note that in all three program sites at
the +time of the first household survey, the coverage ranged
between 70 and 74%. At each of the three program sites,
"traditional”™ c¢hild survival interventions provided at growth
monitoring and  vaccination sessions _.had. been relatively
well-developed prior to the first household survey.
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Table IIT.1.

Percentage of Children in ARHC's Established Program Areas
With Health Cards

year of household survéy

program site 1988 1989 1990 1991 1992
Carabuco : 70% 92% ~ 95% 99%

Mallco Rancho . 74% . 91%

Villa Cochabamba/ '
Montero - 73%

source: household surveys at program sites

Immunization Coverage

Immunization coverage has been calculated here for children
12-23 months of age. Coverage was considered to be complete only
if the third dose of diphtheria, pertussis, and tetanus had been

adminstered (DPT3), the third dose of polio had been administered
" (polio3), as well as measles and BCG vaccinations. Only those

children with documentation demonstrating the administration of

these antigens were considered to have received them.

Overall immunization coverage rates of 73% to 85% have been
achieved using the CBIO approach. Prior to the beginning of
routine systematic home visitation, using the more traditional
approaches of ‘"concentration® of children at vaccination
sessions, coverage rates of only 23-48% had been achieved. In
Villa Cochabamba/Montero, routine systematic home visitation
began in one portion of the program area in 1991, where one-third
of the program area resides. The coverage rate of 82% observed
for 1992 is based on a review of family health folders for this
segment of the program area only.
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TPable TITY.2.-

Vaccination Coverage at ARHC's Established Program Areas,
: 1888-19%2

year of household survey

program site 1988 1989 1990 1991
Carabuco 48% 77% 86%
Mallco Rancho , 23%

Villa Cochabamba/
Montero 40%

* The data for the Villa Cochabamba/Montero program in 1992 are.
for one portion of the total program area where routine
systematic home visitation has been carried out. This coverage
rate is based on a review of family health folders.

gsource: household surveys at program siteg and .review of famlly
health folders for the Villa Cochabamba neighberhood

The 1989 Demographic and Health Survey (DHS) Survey in
Bolivia (Sommerfelt, et al, 1991) determined on the basis of
maternal recall and health card review that only 8% of Bolivia
children 12-23 months of age had been fully vaccinated. In 1992{
ARHC conducted baseline surveys in two new rural program areas
(Ancoraimes and Sipe Sipe) which are adjacent to established
program sites. Coverage there prior to initiation of progran
activities was only 2% and 12% (see Figure III.2). - :

Growth Monitoring Coverage

Participation in growth monltorlng within ARHC's programs
involves weight and height determination followed by nutrltlon
education of the mother. The percentage of children in the
program areas who had at least four monitorings durlng the 12
months prior toc the survey is shown in Table III.3. Prior to the
initiation of routine systematic home visitation, only 11-21% of
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Table ITI.3.

Growth Monitoring Coverage (Defined as Four Monitorings During
the Previous 12 Month Periocd)} at ARHC's
Established Program Areas¥

year of household survey

- program site . 1988 1989 1990 1991 1992
carabuco _ 11% 29% . 69% 89%
Mallco Rancho ' 21% 56%

villa Cochakanba/
Montero - 16%

* The data for Carabuco in 1988, 1989, and 1990 are for children
12-23 monthe of age. The data for children in Carabuco in 1992
are for children 3-23 months of age. The data for Mallco Rancho
in 1990 are for children 0-23 months of age and in 1992 are for
children 3-23  months of age. The data for Villa
Cochabamba/Monterco in 1991 are for children 0-35 months of age.

gource: household surveys at program sites
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the children had received adegquate coverage. In Carabuco in 1292,
89% of the children had received adequate coverage. In Mallco
Rancho, with expesure to routine systematic home vigitation for a
shorter period of time than in Carabuco, 56% had received
adequate coverage. In Villa Cochabamba/Monterc prior to the onset
of routine systematic home visitation only 16% of the children
had received adequate growth monitoring.

Although national data on growth monitoring coverage are not
available, baseline data from two adjacent ARHC areas were
obtained in 1992. 1In Ancoraimes, only 2% of the children 3-36
months of age had been weighed four or more times in the previous
year and in Sipe Sipe, 7% (see Figure III.3). villa
Cochabamba/Montero has - been excluded from Figure III.3 because
only baseline data were available.

ORT Coverage

Oral rehydration therapy coverage for diarrhea treatment can
be agsessed in a variety of different ways. For our purposes
here, we shall consider three approaches: (1) the mother’s
knowledge regarding the preparation of ORT fluids, (2) whether
she had ever actually administered ORT fluid to her children when
they had diarrhea, and (3) whether she had given ORT fluid if her
child had had diarrhea during the previous two weeks.

In Carabuco, approximately half of the mothers appear to be
competent in ORT use and had used it if her child had had
diarrhea during the two weeks prior to the 1992 survey. In the
Mallco Rancho Program Area, half of the children appear to have
ORT coverage. In Montero, where CBIO activities were just getting
underway at the time of the 1991 household survey, only one-third
of the mothers had ever used ORT and only 20% of the mothers with
a child having diarrhea during the two weeks prior to the survey
had used it at that time (see Table ITI.4).
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Table III.4.

Oral Rehydration Therapy Coverage at ARHC's Established Program
Areas as Determined by Household Surveys+#

Year of household survey

Program site - 1988 1989 1990 1991 1993
Carabuco
mother knew how to prepare
ORT 44% 75% : 53%
mother had used ORT sometime
in past 28% 43% 64% 52%

mother had used ORT if chiid
had had diarrhea in
previous two weeks : 41% 48%

Mallco Rancho
mother knew how to prepare

ORT ' , 59%
mother had used ORT sometime : :
in past _ 55%

mother had used ORT if child
had had diarrhea in
previous two weeks . 49%

Villa Cochabamba/

Montero
mother knew how to pPrepare

ORT . A2%
mother had used ORT sometinme

in past " 37%

mother had used ORT if child
had had diarrhea in
pPrevious two weeks 20%

source: household surveys at Program sites
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The percentage of mothers who had used ORT in the - past j
greater at ARHC's established program sites than in adjacen
comparison areas or than in Bolivia nationally (see Figur
III.4). The percentage of <children with diarrhea during th
previous two weeks who had received ORT is also higher in ARHQ!
established program areas (see Figure ITI.5). The difference
between ARHC established program sites and other areas are not g
striking for ORT use as for immunizations and growth monitoring
in large part because of the widespread social marketing of OR
through the mass media, Nevertheless, ORT usage rates are stil
higher in established ARHC program areas.

ARTI Coverage

(also kKnown as pneumonia or acute lower respiratory infection) i
very difficult to gauge since the illness itself is not easy t
diagriose in fiéld settings. We have assessed ART treatmen
Coverage here ' by simply assessing the percentage of mothers wh
reported that they sought medical assistance (not merel
assistance from a . relative or from a traditiconal healer) fo
their child if their child had had symptoms of ARI during th
previous two weeks. The findings are shown in Table ITI.5,

Table ITI.S5.

ARI Treatment Coverage at ARHC's Established Program Areas

year of household sufvey

program site 1990 1991 1992
Carabuco | 53%
. Mallco Rancho 35% ' 30%

Villa Cochabamba/
Montero 45%

source: household surveys at program sites
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Comparison of ARI coverage rates with adjacent areas and
with Bolivia nationally is shown in Figure III.6. ARI coverage in
Villa Cochabamba/Mohteroc was not assessed at the time of the 1991
houshold  survey. Again, coverage is higher in Carabuco and in
Mallco Rancho than in adjacent areas or in Belivia as a whole.
The promptness and adequacy of +treatment is not addressed by
these data, however. We would expect an even greater difference
between ARHC's established program sites and comparison areas if
these aspects of ARI coverage had been considered.

Conclusion

Immunization and qgrowth monitoring coverages in ARHC's
established program sites are very high, particularly when
compared to adjacent areas and to national data. ORT and ARI
coverage rates are higher in ARHC's established sites as well,
but ' the differences are not as pronounced. The CBIO approach,
particularly through the delivery of services in the home when
appropriate, is able to achieve high 1levels of coverage of
immunizations and growth monitoring.

ORT use is somewhat higher in ARHC's established pProgram
sites, but national social marketing of ORT throughout Bolivia
has been intensive and apparently rather effective. Consequently,
the relative bhenefits of the CBIO approach with respect to ORT
use are not as apparent. '

Measurement of ARI coverage as employed here is quite crude:
whether a child with symptoms of ARI received some type of modern
medical attention. Even so, coverage rates. are higher in ARHC's
established program areas than in comparison areas.

The coverage data for the Carabuco Health Program, ARHC's
oldest program site, are consistently more favorable than for
Mallco Rancho, the second oldest program site. We anticipate that
within the next few years, as the Mallco Rancho Health Program
matures, coverage  rates will continue to improve there as well.
The Villa Cochabanba/Montero program has at this point only
limited longitudinal data, but we expect to see significant
improvements when further household surveys are undertaken in the
near future. Thus, overall, the coverage rates shown here
demonstrate consistent and steady improvement as well as higher
levels than in other ‘areas of Beolivia. T
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