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ABSTRACT

Rationale
The decision to provide a new intervention, or to modify an old one poses important questions regarding the resources required, one of which is staff time. Information on how health workers spend their time can help programme managers determine whether it is possible to add new services or activities to their schedules and at what cost. One intervention with the potential to reduce under-five mortality, which WHO is encouraging countries to adopt, is the Integrated Management of Childhood Illness (IMCI). Although it has been shown that IMCI is associated with improved quality of care, it is important to determine if it also requires additional staff time. 

Objectives 
To understand how health providers who provide consultations for sick patients spend their time in the different activities performed at primary health facilities, the effect of IMCI training on the length of consultations with under-fives and whether this is influenced by any capacity constraints. 

Methods 
A time and motion study was conducted in Northeast Brazil. Data were collected from a total of 32 facilities, of which half were practising IMCI. Facilities were selected at random, after stratified by the availability or not of an IMCI-trained provider. Data were collected for 2-5 consecutive working days at each of the selected facilities. This resulted in 47 providers observed in all types of facilities, 34 physicians and 13 nurses. 

Results 
IMCI-trained providers spent approximately 20% more time on average per consultation with under-fives and no less time with over-fives than non-IMCI-trained providers. This time is well spent, as quality of care by IMCI trained providers is higher. The difference was much greater when patient load was low, but decreased as the number of patients a provider saw per day increased. 

Conclusions 
The results suggest that the ability of the system to absorb new technologies depends on current capacity utilization, as does the unit cost of the technology's introduction. Moreover, the incremental cost of expanding is always less than the average cost of providing existing services, as expected from theory, and falls more rapidly where patient load is low till capacity constraints is reached. General policy implications should not be based on the results of costing studies that do not report capacity utilization and studies of scale-up costs will not be useful to policy-makers if they are only based on the current costs of providing care. 

PRE-REQUISITES FOR ACHIEVING HIGH EFFECTIVE COVERAGE WITH INSECTICIDE-TREATED NETS (ITNS): LESSONS LEARNED FROM NORTHERN GHANA 

Philip B Adongo1, Betty R Kirkwood2, Carl Kendall3

1. Navrongo Health Research Centre, Box 114, Navrongo, Upper East Region, Ghana 

2. London School of Hygiene & Tropical Medicine

3. Tulane School of Public Health and Tropical Medicine

Contact Dr Philip Adongo 

Email address padongo@navrongo.mimcom.net 

ABSTRACT

Background

It is estimated that malaria alone or together with other diseases, kills a child every 40 seconds and about 800,000 children under age 5 years die yearly. It is also projected that getting children to sleep under ITNs will prevent over half a million deaths annually. However, only 2% of children in the endemic countries in sub-Saharan Africa sleep under these nets. In Ghana today, the number of children and pregnant women who sleep under ITNs has become a major indicator for evaluating the work of district health management teams. In the light of this, many development partners including DANIDA, UNICEF, WHO and NGOs in collaboration with the Ministry of Health, Ghana are working to establish strong public-private partnerships to expand ITN coverage and increase access to effective treatment for malaria in the effort to accelerate child survival. However, the major gap that needs to be address is how to get children to sleep under ITNs. 
Aim

This poster summarises lessons learned from our study in northern Ghana, which explored the influence on the use and maintenance of bednets of local community knowledge about malaria, human behaviour, household activities, socio-economic constraints and family and social structures, in 3 types of programmatic setting.
Method

We used qualitative and quantitative methods including participant observation, structured formal observation and a range of interviewing techniques, which included informal interviews, Focus Group Discussions (FGDs), semi-structured in-depth interviews, and structured survey interviewing. 

Findings

The following are the key issues that need to be addressed if high effective coverage is to be achieved.
1. High levels of poverty meant many people could not afford bednets and re-treatment services even though prices were highly subsidized.

2. Many children in ITN owning households did not get to sleep under ITN due to behavioural and social setup, including sleeping arrangements, sleeping patterns and time; infants (aged 0-23 months) were more likely to sleep under ITNs, their older siblings losing out because they no longer sleep with their mothers.

3. Community etiologies of malaria greatly affect the use of ITNs by children. Many saw bednets mainly as protection against mosquitoes (which they didn’t link to malaria) – this had 2 implications for the way they used bednets:

a. Bednets were mainly used in the rainy season when mosquitoes are abundant; but malaria is endemic throughout the year.

b. During the rainy season, adults were given preference to children as they were thought to be more in need of a good night’s sleep.

In contrast, those who associated ITNs with malaria prevention, prioritized their use by children who they see as most vulnerable.

4. Many people thought untreated nets were as protective as treated ones. Low re-treatment rates were compounded by a high frequency of washing: almost half of new bednets were washed within the first month. Bednets used by children in particular were frequently washed because of soiling.

5. There was a preference for large nets (which could be shared by several people) and darker colours (which didn’t show the dirt as easily).

6. Tears were common since the bednets were tucked under sleeping mats, moved frequently and often used outdoors. Torn bednets were often not repaired because of the quality of the netting; attempts at repair ended up creating bigger tears. 

7. There were conflicting perceptions about the risk and safety of insecticide in the community. Some preferred to avoid it at all costs, whereas others used if for other purposes including the preservation of grains and controlling pests.

Policy implications

1. ITNs should be provided at nominal cost or free of charge to high risk and vulnerable groups.

2. IEC campaigns need to be carefully designed to address the usage and treatment issues described above, in particular the aetiology of malaria, practical issues in their use to avoid tearing, frequency of retreatment and washing, and the potential dangers of insecticide.

3. More attention needs to be given to the design of nets including user preference for size and colour, robustness of material used, and safe but long-lasting impregnation.
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ABSTRACT


Introduction
Over half of deaths in children under five are associated with malnutrition. Specific targets linked to the Millennium Development Goals (MDGs) have been set to reduce child mortality and malnutrition. 
Human Resources for Health (HRH) is identified as important barrier to scaling up priority interventions including Infant and Young Child Feeding (IYCF) and reaching the Millennium Development Goals (MDGs). Imbalances in quantities, distribution and skills, required to scale up and reach impact remain unresolved. 

Objectives
1. Describe and analyze prevailing policies and implementation efforts related to HRH, IYCF in Ghana 
2. Identify factors in human resource and IYCF policies and implementation efforts that enhance or limit scaling up of essential nutrition interventions. 

Methods
HRH policy, strategies and implementation documents and IYCF-related programmes were assessed on their human resource content, and presented as workforce number, distribution and skills issues. Workforce challenges and constraints to achieve the IYCF strategy were derived. Policy measures and actions required to achieve the objectives of the IYCF strategy and aimed at building the workforce required to reach the MDGs are presented. 

Findings
Only two IYCF programmatic policies identify human resources and the desired distribution of different types of health workers as an integral part. 


Though human resource policies identified a mix of health personnel at the regional and district levels to implement IYCF activities, they do not follow implementation pattern of targeting areas with high prevalence and a rural/urban and north-south health worker mal-distribution exists. 


Innovative human resources policies, such as Community Health Planning and Services (CHPS) bring interventions closer to communities. 

Conclusions
Most outcome oriented policies and strategies frequently address skills, neglecting numbers and distribution of staff. 


Community Health Planning and Services (CHPS) is a promising approach to improve access at community level. 

Policy Implications 
Policy makers need to pay more attention to the human resource consequences of programme requirements. 
Programmers should specify the distribution and numbers of health workers they require for scaling up. 
Human resource planners should train health workers in interventions that address major mortality causes. 
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ABSTRACT

Poliomyelitis or polio for short is a crippling infectious disease caused by any of the three polio viruses(polio type 1,type 2 or type 3).The mode of infection is faeco-oral route and children are mostly susceptible due to their low immunity level. Polio has been targeted for eradication by the World Health Organisation even as Nigeria is still a reservoir of the virus. 
As part of the strategy to interrupt the transmission of wildpolio virus in Nigeria by December 2005,the National Immunisation Days(NIDs) has evolved to administer two drops of potent oral polio vaccine(sabin) to children aged 0-59 months by health workers who move through all structures within the country in one geographical sweep to reach all eligible children during the four days of vaccination. The sweep group adopted include 1 supervisor,2 vaccinators,2 recorders, and 1 local guard forming a team to comb all households, markets, schools, churches, mosques etc.. The opportunity of the reach is also used to administer Vit. A to children between 6-12 months old in order to reduce the incidence of Vit. A. deficiency in the Country. 
The sweep group method adopted during the NIDs has been very successful because it brings all eligible children in contact with the Vaccinating team wherever they are. The team has an approved work plan covering all the settlements in a particular Local Government Area .The plan is such that all the settlements are covered within 4 days of vaccination. In some cases like border post or fixed day market, a static post is established to have contact with all the children coming in at a point. There is also a social map to guide the route of the Vaccinating team which makes supervision easy. With this approach we achieved a percentage coverage of 128% in Ogun Waterside LGA of Ogun State, Nigeria. This is no doubt laudable but not without some imperfection with our target population which has not been accurate due to unreliable census figures .We have had to make do with projections from our 1991 census figures. The central Facilitator(an officer responsible for the LGA during NIDs implementation)carries out some evaluation called quality indicators to assess the quality of the programme. Also an end process evaluation is carried out. Here, a random sampling of settlements and households are done to verify the work done by the vaccinating teams vis-à-vis thumb marking of vaccinated children, house marking, correct filling of tally-sheets etc. Another component of the end-process evaluation is trouble-shooting on the reasons for missed children and cases of vaccine rejection. Children could be missed for a simple reason of a child been asleep while the vaccinating team is visiting. As for rejection, the parent or ward could give reason as 1. child is sick after receiving OPV 2.there are too many rounds of vaccination campaign 3.religious reason 4. No felt need 5. The vaccine ! contain sterile agent. 
In conclusion, much as huge success is being recorded in our vaccination campaign, our focus should also be on that missed chid. Strategy must be evolved to reach that one child missed for whatever reason. Furthermore, the policy makers must intensify sensitisation effort to educate parent on the need to wake up eligible children when a vaccinating team is visiting. Even though there is need to revisit such household but field experience has shown that most team do not revisit due to logistic constraints. Social mobilisation activities should also be scaled-up to counteract any negative perception against vaccination which account for refusal cases. 
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ABSTRACT

The Integrated Management of Childhood Illness (IMCI) is a global strategy including improvements in case-management at health facilities, strengthening health systems support and improving key family and community practices relevant to child health. In Brazil, IMCI was introduced in 1997, being largely restricted to training health workers in case-management. We analyse the impact of IMCI on infant mortality in three states in North-eastern Brazil, by comparing three groups of municipalities: 23 with strong clinical IMCI implementation, 216 with partial implementation, and 204 without IMCI, over the period 1998 to 2002. Two sources of mortality data are used: vital registration of deaths and births, and the community health workers’ (CHW) demographic surveillance system. The latter resulted in a larger number of deaths being reported, and on more stable mortality rates over time than the former. Infant mortality rates (IMR) declined rapidly according to both sources on information, during the study period. After adjustment for confounding factors, there was no association between clinical IMCI implementation and infant mortality measured through either information system. The negative findings from the Brazil evaluation show that IMCI clinical training, in the absence of the other two components of IMCI, and particularly in areas with infant mortality around or below 50 per thousand, is unlikely to lead to a measurable impact on mortality.
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ABSTRACT 

Background 
A community-based neonatal health intervention project is being implemented in Sylhet, Bangladesh. One of the two models being tested utilizes the services of community health workers (CHWs) to educate families on antenatal, delivery and newborn care, and provide healthcare services, including recognition and management of neonatal illness in the community. They use a clinical management algorithm adapted from IMCI. Traditionally, these duties have not been performed by CHWs in Bangladesh. The CHWs are females who are residents in the same community in which they work. They have at least a tenth grade education. Each CHW is responsible for a cluster of about 4,000 population. 

Objectives 
To measure the skills of community health workers in assessing and managing sick newborns following training. 

Methods 
CHWs received 5 weeks of training with a focus on newborn care, including management of sepsis. The training included clinical case presentation in a tertiary-level hospital. Post-training evaluation assessed the performance of trained CHWs on the use of the algorithm and case management of sick newborns in comparison to trained physicians (gold standard). The assessment consisted of hospital-based and community-based components. Each CHW assessed 18 cases—10 in-hospital and 8 in the community. Each case comprised 3 components: clinical evaluation, classification, and management. This was followed by assessment of intramuscular injection skills. For each CHW, this included 5 cases of preparation of injections (e.g., correct dose), and actual practice using intramuscular vaccinations. The CHWs were required to achieve 80% correct skills in each assessment component. 

Findings 
In the hospital, 35 of 40 CHWs passed the ! test by demonstrating adequate knowledge and skill. Their scores rang ed from 77-100 (of a possible 100). Five CHWs who failed made accurate clinical assessment and disease classification but scored poorly in management. However, all five achieved adequate scores in all components after retraining. All CHWs scored adequately in the community assessment. The scores ranged from 98-100. In the assessment of injection skills, 6 of the 40 failed to achieve adequate scores, were re-trained and subsequently passed. 

Conclusions 
It was evident from the assessment exercise that, after training, including clinical practice, a cadre of community-level workers with tenth-grade or better education had adequate clinical skills to assess and manage neonates with serious sicknesses. 

Policy Implications 
Female community-based workers can be used to deliver sick newborn case management services in rural areas of Bangladesh where access to such care is otherwise limited. 
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ABSTRACT

Background
Problem- Child mortality, defined as the probability of dying between 1st and 5th birthdays per 1000 live-births, in Uttar Pradesh, North India is 39.2 (NFHS-2). It has been reported that administration of vitamin A can reduce childhood mortality by 33%. Thereafter the expanded program of immunization (EPI) included administration of five doses of vitamin A in 1992, at 9 months, 18, 24, 30 and 36 months of age through the health system. However, the coverage with even a single does of vitamin A remained low i.e. only 13.9 % of children had received one dose of Vitamin A hence its impact on mortality could not be assessed. 

Setting
The current study was conducted through the ICDS Integrated Child Development Services system. Under the ICDS, each village, with an average population of 1000 in about 150 households, has an “anganwadi centre” (AWC) with an “anganwadi worker” (AWW), about 150 villages comprise an administrative block and about 10- 18 blocks form a district. 


Objectives 
To assess the impact of 6-monthly vitamin A administration on child mortality and the incremental effect, if any, of combining it with albendazole. 


Methods
In a factorial design, 72 blocks were randomised to received, in addition to usual care, received either vitamin A (200,000 iu) capsules alone or albendazole (400 mg) or both or nothing. Intervention was given once in six months to children aged 6 months – 6 years within by the AWWs 


Findings
The study was conducted from 1.1.1998 till 31.12.2004 in 7 districts (Lucknow, Unnao, Kanpur, Rae Barielly, Hardoi, Lakhimpur Kheri and Sitapur) and 72 blocks. Each arm had 18 blocks. In the mid-project survey, there were 12,83,690 eligible children. Adherence was >95% in each of the 12 campaigns. Child mortality in the control blocks was 30 while in blocks administering either vitamin A or albendazole it was 28 (p value = 0.11) as compared to child mortality of 26 (p value = 0.02)in blocks administering both vitamin A and albendazole. 


Conclusions
Six monthly administration of vitamin A with albendazole to children aged 6 months -6 years is an effective and practical strategy for reducing child mortality. 
Policy Implications: 
Current EPI program has to be to ensure effective delivery systems and modified to recommend (a) administration of Vitamin A with albendazole (b) initiate administration of both interventions at 6 months of age and (c) continue 6-monthly administration through 5 years of age. 
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ABSTRACT

Background 
In Bangladesh, neonatal mortality remains high at 41 per 1,000 live births and contributes almost half of under-5 deaths, indicating that traditional child survival interventions have had limited impact on newborns. Little information is available on feasible and affordable models of integrated health care for mothers and newborns in high mortality, resource-poor settings. The Projahnmo project addresses these issues and is being implemented in a population of about 500,000 in rural Bangladesh. 

Objectives 
To evaluate the impact of a community-based maternal and newborn care intervention package on neonatal mortality. 

Methods 
Projahnmo is evaluating the effectiveness of a maternal and newborn care intervention package informed by formative research, behavioural trials and available evidence. Intervention components include: a) behaviour change communications to improve maternal and newborn care practices and care-seeking; b) management of newborn illness; and c) strengthening health facilities. Two service delivery models, home-based care (HC) and community-based care (CC), are being evaluated in a cluster randomised trial. Community health workers in the HC areas provide education and identify and manage serious neonatal illness through home visits. Community mobilizers in both intervention areas provide education to women and men through community meetings. Traditional birth attendants and family members were orientated on clean delivery, danger sign recognition and referral, and immediate newborn care. Facility-based providers were trained on essential newborn care. Baseline and periodic household surveys of recently delivered women provide feedback on the coverage and quality of implementation. 

Results 
The project achieved high intervention coverage! ; 80% of pregnant women and their families received 2 or more antenatal home visits for education, and 67% of babies born at home were visited by the workers within 7 days of birth for providing education and newborn care. Improved behaviours and practices are being adopted, including care-seeking for maternal and newborn complications. Improvements are seen in both intervention areas, but are more in the HC area. 

Conclusions 
The community-based health workers are accepted by the communities and have brought about positive changes in behaviours and practices related to maternal and newborn care in a traditional society. 

Policy Implications 
It is anticipated that Projahnmo will provide sustainable models of integrated maternal and newborn care, leading to improved newborn health and survival. It will also provide insights into the density and make-up of the health workers needed to address newborn health care needs in resource-poor settings. 
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ABSTRACT

Background 
As part of its comprehensive recovery and development programs after the Bhuj earthquake in January 2001, the Indian Red Cross Society (IRCS) implemented a broad three year child health project with financial and technical assistance from the American Red Cross in over 200 communities. Coordinated with the Gujarat State Ministry of Health, IRCS staff and volunteers concentrated on behaviour change activities using the Community Integrated Management of Childhood Illnesses (C-IMCI) strategy. 

Objectives 
The project aimed to improve key C-IMCI behaviours at significant scale through intensive behaviour change interventions primarily utilizing interpersonal communication channels. It sought to accomplish this objective through strengthening and institutionalising the IRCS volunteers as the MoH’s primary community extension ! structure and auxiliary to its facility-based services. 

Methods 
This project deployed approximately 3,000 IRCS volunteers and 100 staff who were trained on the content of nationally approved C-IMCI behaviour change messages. They received training on community mobilization and interpersonal communication methods. Volunteers delivered these behaviour change interventions in their own communities, principally to caretakers of children under five. Workshops, small group trainings, and school fairs served as forums for dissemination which was supplemented with a mass media element. 

Findings 
The standard Knowledge, Practices, and Coverage (KPC 2000) survey for Child Health was applied at baseline and again at end of project (EOP). Some of the key findings were: 
• The percentage of caretakers who reported that they washed hands before cooking rose from 84% at baseline to 100% at EOP. 
• The percentage of caretakers who reported ! that they washed hands before feeding children rose from 35% to 50%. < br />• The percentage of mothers who delivered their youngest child in the hospital rose from 45% to 67%. 
• The percentage of mothers of infants 0-6 months practicing exclusive breast feeding rose from 21% to 40%. 

Conclusions 
There were significant improvements in key areas of knowledge and practices among community members. This was done 
• By an indigenous community-based organization (IRCS) which is already recognized by the MOH as an auxiliary and which has the capacity to reach vulnerable populations nationwide. 
• In a variety of vulnerable, mainly rural, communities in a cost-effective manner 
• In an integrated manner and at significant scale, without losing quality or diluting the effectiveness of key messages. 

Policy Implications 
Although Community IMCI is a key part of the overall IMCI strategy, Ministries of Health frequently fall short in providing broad community based programs. Rapid and effective scale-up of C-IMCI can be exponentially increased through indigenous, volunteer based civil society organizations. Red Cross and other non-governmental groups can fulfil this role. 
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ABSTRACT

Background

In developing countries poor sanitation and water supply adversely affect the health of the population and especially of young children. In 1996, a large sanitation intervention was undertaken in Salvador, a city with 2.3 millions inhabitants situated in north-eastern Brazil. The main aim was to raise the coverage of households linked to the sewage system from 25 to 80%. Objectives We present the results of an evaluation study to estimate the epidemiological impact of the intervention. 


Methods 

The evaluation was composed of two longitudinal studies, each consisting of a cohort of approximately 1000 children, aged 0-36 months at each cohort baseline, followed-up for 8 months. Children were sampled from 24 ‘sentinel areas’ scattered throughout the city. The first (baseline) study started in December 1997, and the second one in October 2003 when the sanitation intervention reached approximately 60% of households. At baseline, a questionnaire was applied in each household. An environmental survey was also performed in each area. Diarrhoea occurrence and hygiene behaviour were recorded by bi-weekly home visits. Diarrhoea incidence and longitudinal prevalence were estimated. Stool samples were collected once in each study. As a first step, we estimated the effect of the intervention by multivariate statistical regression models that compare the outcomes before and after the intervention adjusted for confounders (child-related factors, socio-economic conditions and ambiental conditions). Then, we estimated the contribution of direct and indirect components of the intervention (coverage of sewage, water supply, garbage disposal, drainage and hygiene behaviour), by including these factors as time-varying variables in the model. 


Findings
After the intervention we observed reductions of 11% (95% CI: 4% - 18%) for diarrhoea incidence, 26% (95% CI:15% - 37%) for diarrhoea prevalence, 41% (95% CI: 25% - 53%) for A. lumbricoides prevalence, 62% (95% CI: 46% - 73%) for T. trichiura prevalence and 50% (95% CI: 22% - 68%) for G. lamblia prevalence. According to our models, most of the reduction in diarrhoea and intestinal parasite incidence or prevalence could be explained by the increased number of households connected to the new sewage system constructed during the intervention. 


Conclusions 

This is the first study that, by means of a complex design and advanced statistic modelling, demonstrates the impact of improvements in basic sanitation on the population health in a large developing urban centre. 
Policy Implications Investments in sanitation in large urban centres, despite its high costs, generate impact on health and improve the chances of child survival, mainly in those more disadvantaged groups.
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ABSTRACT

Background 
The community component of the Integrated Management of Childhood Illness (IMCI) strategy (C-IMCI) was introduced later globally than the health worker training and health systems components. Experience is being gained only now on how to adapt and implement C-IMCI interventions effectively. In the Bangladesh Multi-Country Evaluation of IMCI (MCE) study, C-IMCI was developed through formative research and in close collaboration between researchers, the government and development partners. This study provided an opportunity for tracking of C-IMCI outcomes. 

Objectives 
1. Describe the formative research leading to the development of the C-IMCI strategy and interventions in Bangladesh. 
2. Report on the process through which the C-IMCI strategy was implemented and outcomes. 
3. Identify factors contributing to national efforts to improve key family practices for child survival. 

Methods 
Formative research methods used in the C-IMCI development process included in-depth interviews, household and clinic-based observations, and surveys. Behavioural trials and expert review were used to refine messages and delivery strategies. Global experience with community-based interventions was reviewed. A monitoring system is tracking implementation of C-IMCI and facility utilization. Behavioural outcomes at the household level are assessed through six-monthly surveys. 

Findings 
Findings are reported for three specific areas of importance for C-IMCI implementation: 


(1) the problem-solving process developed and applied by community workers in their interactions with mothers and other caregivers; 
(2) the use of multiple channels for message delivery (using care seeking for pneumonia as the topical example), reported patterns of exposure to messages among caretakers of young children, and the relationship between the number of exposures and care seeking behaviours; 
(3) the consultative process of formulating the national C-IMCI strategy, and development and implementation of interventions. 

Conclusions 
The Bangladesh C-IMCI experience underlines the importance of formative research, strong monitoring systems, and a consultative process involving researchers, policymakers and those responsible for programme implementation. Continued refinement of interventions is needed to achieve meaningful coverage and behaviour change. The results show an urgent need for provision of case management for childhood illnesses at the community level, highlighting the importance of strengthening links between health systems, communities and households. 

Policy Implications 
Developing context-appropriate C-IMCI strategies in developing countries is feasible, and can lead to programmes effective in improving key family! practices for child survival. However, C-IMCI requires systematic planning, formative research, and continuous monitoring to maintain responsiveness to the local context, and sufficient time and resources to achieve high coverage levels and impact on child health outcomes. 
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ABSTRACT


Background 
While reductions in infectious disease have resulted in impressive declines in child mortality in Bangladesh, drowning is becoming proportionately more important as a major cause of death, accounting for 19% of deaths between 1-4 years of age. Little is known about indigenous beliefs and behaviours associated with drowning, which may be critical to preventing child-related drowning deaths. 

Objectives 
T! o describe the local explanatory model of drowning and identify behavioural factors increasing the risk for drowning deaths 

Methodology 
Qualitative research was conducted over 13 months in the Matlab MCE area. Methods included free listing exercises and open-ended interviews with: families who had lost a child or experienced a near-death due to drowning, and families with at least one child under 5 years living near a body of water. 

Findings 
Next to diarrhoea, fever, and pneumonia, drowning is perceived as the fourth leading cause of child death. Causal explanations are primarily associated with “evil spirits” believed to entice young children to water or bewitch mothers so they forget about the child. Another primary interpretation relates to water goddess known to prey on small children. Perceived risk factors associated with drowning include the rainy season, households in close proximity to ditches or ponds, times when mothers are at work and too busy to supervise their young children, and a lack of understanding among children about the dangers of water. When a young child is discovered in, parents often do not touch the child. The local belief is that if a parent touches a drowning child, the child will automatically die. After the child is rescued from the water, the primary focus is on extracting water from its stomach. Traditional practices include placing the child on an adult’s head and spinning it or applying pressure to the child’s back. If there is no sign of improvement, care is sought from local health providers. The data also reveal that mothers are commonly blamed for drowning incidents. 

Conclusions 
In Matlab, people have developed explanatory models for drowning deaths. The research identified locally constructed beliefs and practices that may increase the incidence of drowning. Future efforts are required to address these beliefs and to assess the feasibility, cultural acceptability and effectiveness of strategies designed to prevent drowning deaths. 

Policy Implications 
Successful intervention has the potentials of reducing major contributions toward reducing childhood deaths from injury. 
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ABSTRACT

Background 
IMCI clinical care guidelines help first-level health workers determine whether a child’s illness can be managed locally or needs referral. The referral criteria are highly sensitive by design in order not to miss any children needing referral-level care. 

Findings from the Bangladesh Multi-country Evaluation (MCE) of IMCI in 2002-2003 documented low compliance (20-30%) with referral from local facilities. In collaboration with the Government of Bangladesh, referral guidelines were changed to allow treatment at local facilities for children with severe pneumonia without danger signs, neck rigidity or prolonged fever (>7 days). 

Objectives 
1. To assess the safety of the revised referral guidelines. 
2. To evaluate the effects of the revised referral guidelines on the proportion of children! with severe illness presenting to local facilities who received correct management, either locally or through referral to a higher-level facility. 

Methods 
All children aged two months to five years presenting with severe illness to any of the 10 MCE intervention facilities in 2004 were followed up. Information on illness characteristics, referral and referral completion were abstracted from facility records. Surveyors visited the household of each child and collected information on care seeking for the episode, treatments received by the child, and final outcome. Analyses compare three periods in 2004: before the new guidelines were implemented, during the transition to the new guidelines, and after implementation of the new guidelines. 



Findings 
The introduction of the new guidelines was associated with significant reductions in the number of children with severe illness who were referred for higher-level care from local intervention facilities. Among children with severe pneumonia, significantly more received correct management for their illness under the new guidelines than previously. Few deaths were observed, but there was no evidence that the revised guidelines increased the rate of adverse outcomes. 

Conclusions 
The adaptation of the IMCI clinical care guidelines to allow local health workers to provide treatment to selected children with severe illness resulted in a higher proportion receiving correct care, with no evidence of an increase in adverse effects. 

Policy Implications 
The highly sensitive IMCI referral guidelines can result in low rates of correct management of children with severe illness, especially in situations where referral is difficult due to geographic, financial or cultural barriers. Local adaptation of the guidelines, with appropriate training and supervision, can be safe and can result in higher proportions of very sick children being managed correctly. 
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ABSTRACT

Background

Rigorous evidence of the effectiveness of integrated maternal and newborn care packages at community-level is scant. We examined trends in stillbirths and early and late neonatal deaths in a rural area of Bangladesh over a period of 28 years to provide insights into the effectiveness of integrated maternal and neonatal health services in improving perinatal and neonatal health. 

Methods
We conducted a historical cohort study in Matlab, Bangladesh between 1975 and 2002, using routinely collected demographic surveillance data. The surveillance area is divided into a Maternal and Child Health and Family Planning (MCH-FP) area which has received extensive health and family planning services since 1978, and a Comparison area which continues to benefit from routine Government health services. 

Findings
The sample consisted of 185,993 live and stillbirths between 1975 and 2002. The overall stillbirth and neonatal mortality rates were 36.0 and 54.2 per 1,000 live births respectively. There was a small reduction in stillbirth rate over time (1% per year) and the rate of decline in the MCH-FP area was slightly faster than the Comparison area (p=0.06). Mortality in the first week of life declined by 2% per year and the reduction was more pronounced in the MCH-FP than in the Comparison area (p=0.035). Considerable reductions in late neonatal mortality (5% per year) occurred in both areas. Adjusting for socio-economic and demographic factors did not alter trends over time or between areas. 

Interpretation
The dramatic decline in neonatal mortality in the MCH-FP and Comparison areas was largely the result of late neonatal mortality reductions, in part due to a fall in deaths from tetanus. Reductions in perinatal mortality were slower, though far from negligible in the area receiving in! tense maternal and child health interventions. Trends persisted after taking account of the changing socio-economic and demographic profile of births, suggesting that overall socio-economic progress or fertility decline do not explain the findings. 

Policy implications
The distinct patterns of mortality over time and between areas for the perinatal and late neonatal period underline the different mechanisms bringing about these deaths, and reinforce the need to design specific public health interventions addressing these differences. Late neonatal deaths are greatly responsive to community-based interventions whilst perinatal mortality reduction requires comprehensive maternity care including skilled attendance at birth and immediate postpartum care available and accessible for all women. INTEGRATED MANAGEMENT OF CHILDHOOD ILLNESS – IMCI STRATEGY IN BRAZIL: HOW DO MOTHERS RESPOND TO HEALTH WORKERS’ TREATMENT RECOMMENDATIONS? 
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ABSTRACT

Aim

To describe the process of follow-up in primary care facilities where the IMCI (Integrated Management of Childhood Illness) strategy was implemented. IMCI was developed by WHO and UNICEF as an integrated approach to manage sick children under five years of age and aims to reduce mortality and morbidity. 


Methods

From August 2001 to February 2002, 229 sick children who had a health condition included in the IMCI case management guidelines were seen in six family health care facilities in Brazil. We analysed the care provided to 153 children who were recommended for a two or five-day follow-up visit. Children who did not return were visited and assessed at home. 


Results

Only 87 children (56.9%) timely returned for follow-up: 70 had improved, 8 presented the same health conditions, 5 were worse and 4 had a new problem. The main reasons given for not returning for follow-up were: the child had improved (35.1%) and other family priorities (47.4%). Home visits showed that although most children had improved (n=49), some had a new health problem and one child was sick enough to be referred. Prescription of antibiotic was associated with increased probability of returning for a follow-up visit (RR =1.64 [1.22-2.20] p=0.001). 


Conclusion

Adherence to follow-up was just over 50%, mostly because the condition had already resolved, but some children were still sick and needed intervention. Training on counselling on the recognition of danger signs and when to return for a follow-up visit must be reinforced. 
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Darmstadt GL, Kumar V,Singh P,Singh V,Yadav R,Mohanty S,Bharti N,Gupta S,Baqui AH,Gupta A, Awasthi S,Singh JV,Winch PJ,Santosham M 

Contact

Gary L. Darmstadt 

Associate Professor; Director of Johns Hopkins International Center for Advancing Neonatal Health 

Johns Hopkins University - Bloomberg School of Public Health 

Department of International Health; Health Systems Program 

615 North Wolfe Street, Suite E8153 

Baltimore, Maryland 

21205 

USA 

Telephone +443-287-3003 

Email address gdarmsta@jhsph.edu 

ABSTRACT

Background 
Little data is available on the impact of packages of evidence-based interventions on neonatal mortality. The Lancet Neonatal Survival Series recommended initial emphasis on implementation of the Family Package of interventions (demand creation; behaviour change communications to promote clean delivery, breastfeeding, hygienic cord care, thermal care), particularly in high mortality settings with weak health systems. 

Objectives 
1. To develop and evaluate a program to deliver the Family Package of interventions. 
2. To determine cost and impact on domiciliary care practices and neonatal mortality in a low-resource, high-mortality setting in rural Uttar Pradesh, India, with a poorly functioning health system. 

Methods 
A culturally appropriate program of birth preparedness and essential newborn care, including clean delivery, breastfeeding promotion, clean cord and skin care, and thermal care was designed based on formative research and trials of improved practice. The program was introduced though community mobilization and behaviour change messages in a population of 104,000, and evaluated using a cluster-randomised control led trial design. The program was delivered to pregnant mothers, their families and key influential community members by community health workers (CHWs) and community volunteers who visited homes twice during the antenatal period and on days 0-1 and 3 after delivery. Baseline data on care practices and mortality was collected retrospectively, and impact on practices and mortality was measured prospectively by household surveys. 

Findings 
Intervention coverage exceeded 90%, and program implementation was shifted increasingly from CHWs to community volunteers. Marked changes in practices were seen. Breastfeeding initiation on day 0 increased from 21% to 75% vs 19% to 25% in the intervention and comparison areas, respectively. Kangaroo Mother Care increased from 2% to universal acceptance, and was associated with significant increases in early breastfeeding initiation and reductions in hypothermia. Neonatal mortality was reduced by 50% (RR 0.50, 95% C! I 0.31-0.81, P=0.005) over the first 12 months of the program. Analysis of program costs is forthcoming. 



Conclusion 
Community mobilization and behaviour change communications which avoid conflict with deep-rooted social and cultural values and roles appear to act together to stimulate the adoption of evidence-based newborn care practices, leading to reduced neonatal mortality despite scarce resources. 

Policy Implications 
In high mortality settings with poorly functioning health systems, initial emphasis on promotion of evidence-based family and community newborn care can rapidly improve care practices and substantially lower neonatal mortality, but community demand requires simultaneous attention to clinical care for maternal and newborn complications. 

Key words 
Behaviour change, community mobilization, cost, demand, evidence-based interventions, Kangaroo Mother Care, mortality, neonatal, newborn 
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ABSTRACT

Background

Malnutrition is still widespread in Bangladesh and limits the ability to attain the child survival goal for 2015 and reach the Millennium Development Goals. In order to determine what most effective strategies would be for reducing the burden of malnutrition and accelerate development, the most important determinants of malnutrition need to be known. 
Objectives. To determine the relationship between stunting and several immediate and underlying causes of malnutrition among all socio-economic strata of the rural population. 


Methods

Data from the Nutritional Surveillance Project of Helen Keller International and the Institute of Public Health and Nutrition, Government of Bangladesh were analysed. Data from 1998 to 2003 were used to assess the trend in stunting (n=318,424) and those from 2003 were used to analyse prevalence of stunting and its related factors by socio-economic status of the households, which were grouped into quintiles according to total expenditure per capita (n=74,869). 


Findings

Prevalence of stunting among children aged 0-59 mo was still very high at 42% and even among the 20% of wealthiest households it was still 33%. A comparison of the costs of a healthy diet that provides 1 RDA of macro- and major micronutrients (iron, vitamin A, zinc) to the actual expenditure on food, revealed that 96% of all households cannot afford a healthy diet and that even the 20% of wealthiest households still spend 47% of their total expenditure on food. Another important finding was that the prevalence of disease among children of different quintiles of socio-economic status were not different, which indicates that poorer and richer households share the same, relatively unhealthy, environment. 


Conclusions

Factors that affect caring (education of mothers, birth order of the child, sex of! the child, expenditure on medical services) are associated with stunting. However, even among the wealthiest households with better caring practices, stunting was still highly prevalent. This indicates that limited access to food and an unhealthy environment are limiting the achievements that improved caring alone could bring. 


Policy Implications

Poverty reduction strategies need to be integrated into nutrition programs at the household and community level. And, since poverty is not only reflected in lack of resources, but also in a lack of choices, capabilities and control, empowering women is also essential in order to provide them more control over their resources. 
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ABSTRACT 

Background
In many countries, the national growth monitoring card indicates whether children gain weight between assessments, stay the same, or lose weight. Weight loss alone is an insufficient measure of child nutritional status because growth faltering may not be detected until after children have already become malnourished. Additionally, children may not gain weight at the velocity needed to maintain/re-gain adequate nutritional stat! us. 

Objectives

This paper documents the extent to which weight loss fails to identify malnourished children and suggests a new approach for detecting growth faltering. Methods. We examined weight loss between monthly/bi-monthly measurements as an indicator of childhood growth faltering using prospectively collected data from Bangladesh, Bolivia, Burkina Faso, Haiti, Indonesia, Mali and Vietnam. Children 1-60m in these countries were weighed while participating in community-based child survival projects from 1986-1998. The dataset contained 187,676 weights on 54,543 children. We compared weight loss to Z-score loss and calculated the sensitivity, specificity, and positive predictive value of weight loss as an indicator of growth faltering. 

Findings
During the first 9m of life, weight loss underestimated growth faltering by at least 23.5% (9m) and by as much as 41.9% (6m). At 6m the sensitivity of weight loss vs. growth faltering was 9% (i.e., the probability that a malnourished child was classified as malnourished using weight loss was 9%). On average, more than one-third (33.8%) of infants less than 9m were classified as growing normally when in fact, they were growth faltering. Conclusions. Weight loss is a poor indicator of growth, especially during the first 9m when children are likely to falter the most, often without losing weight. 

Policy Implications

We suggest that Ministries and PVOs discontinue using weight loss as an indicator of growth faltering. We also encourage organizations to use Z scores to assess the nutritional status of populations. At the level of the individual child, we recommend using minimum monthly weight gain to determine nutritional well-being. We used the US growth chart for girls to develop specific age-dependent increases in weight girls must achieve to remain well-nourished. Minimum weight gain enables health workers to more precisely detect growth faltering, identify insufficient weight gain as soon as it happens, and convey results of monitoring in terms parents can understand. A similar effort should be mounted for boys. Additionally, though difficult to assess in community-based settings, minimum monthly height gain should also be calculated to help detect and prevent chronic under nutrition. 

Funding
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ABSTRACT


Background

Reducing neonatal mortality is essential if the millennium development goal for child mortality is to be met. The 2005 Lancet neonatal survival series described the importance of community level interventions in reducing neonatal mortality. However, detailed information on components such as early infant feeding practices were not available at that time. Moreover, coverage of interventions to improve early infant feeding practices such as early initiation of breastfeeding (within 1 hour or 1 day) are sub optimal. Recently, we analysed data from a community based observational study of 10,947 singleton breastfed infants born between July 2003 and June 2004 in rural Ghana and reported significant impacts of early initiation of breastfeeding on neonatal mortality. These data are important additions to the existing neonatal survival datasets. Objectives. To determine the global impact of increases in coverage and promotion of early initiation of breastfeeding in less developed settings. 


Methods

Data on neonatal deaths and early initiation of breastfeeding (within 1 hour, within 1 day) were sought from published and unpublished data sets for the 60 priority countries for child survival.  For countries where this data could not be found we used regional averages.  Models were created using the adjusted odds ratios from our Ghana study [AdjOR 2.40 (95% CI 1.69-3.40) for initiation after 1 day compared to within 1 day and AdjOR 1.45 for initiation within 1 day compared to within 1 hour and AdjOR 2.88 for after 1 day compared to within 1 hour]. Assumptions included equal impact throughout neonatal period and no impact on day 1 deaths. Absolute numbers of lives saved and proportion of neonatal deaths avoided if 99% of infants initiated breastfeeding during the first hour or during the first day of life were calculated for each country. Overall numbers of lives saved and proportions of neonatal deaths prevented were also calculated for initiation within 1 hour and 1 day. 


Findings

Only 38 of the 60 countries had data available on initiation of breastfeeding within 1 hour and 1 day of birth. The neonatal mortality rate for these 38 countries ranged from 15-70/1,000 live births. Proportions of babies breastfed by day 1 (median 72%, interquartile range 60-82%), and within the first hour (median 36%, interquartile range 26-52%) were low. For all countries combined, it was estimated that neonatal mortality could be reduced by 24% if 99% of infants initiated breastfeeding on day 1 of life and by 31% if 99% of initiation was within the first hour.  Numbers of lives saved were estimated to be 867,000 and 1,117,000 in these two cases.


Conclusions

Promotion of early initiation of breastfeeding has the potential to make a major contribution to tackling the millennium development goal for child mortality. 


Policy implications

Promotion, coverage and reporting of early initiation of breastfeeding as well as exclusive breastfeeding must improve; especially at global, national and subnational levels. 
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ABSTRACT


Background

Breastfeeding promotion is a key child survival strategy. Although there is an extensive scientific basis for its impact on post-neonatal mortality, evidence is sparse for its impact on neonatal mortality. It is also important to obtain detailed cause specific data to clarify the causal pathways through which this mechanism may take effect. 


Objectives

This study was designed to evaluate whether timing of initiation of breastfeeding and type (exclusive, predominant, partial) are associated with risk of all cause and cause specific neonatal mortality. 


Methods

This study took advantage of the 4-weekly surveillance system from a large ongoing trial in rural Ghana involving all women of childbearing age and their babies. The analysis is based on 10,947 breastfed singleton babies born between July 2003 and June 2004, who survived to d! ay 2, and whose mothers were visited in the neonatal period. 


Findings

Breastfeeding was initiated within the first day of birth in 71% of infants and by the end of day 3 in all but 1.3% of them; 70% were exclusively breastfed during the neonatal period. The risk of all cause neonatal mortality was 4 fold higher in children given milk based fluids or solids in addition to breast milk. There was a marked dose response of increasing risk of all cause neonatal mortality with increasing delay in initiation of breastfeeding from 1 hour through to day 7; overall late initiation (after day 1) was associated with a 2.4 fold increase in risk (adjusted odds ratio 2.40, 95% confidence interval 1.69-3.40, p<0.0001). Impact on cause specific mortality, especially mortality due to severe infections (septicaemia, meningitis, pneumonia), clarified the causal pathways and will be explained in the detailed poster. 

Conclusions

Promotion of early initiation of breastfeeding has t! he potential to make a major contribution to reducing neonatal mortality; in our study area, 16% of neonatal deaths could be saved if all babies were breastfed from day 1, and 22% if breastfeeding started within the first hour. 


Policy implications

Breastfeeding promotion programmes should emphasise early initiation of breastfeeding as well as exclusive breastfeeding. This has particular relevance for sub-Saharan Africa where neonatal and infant mortality rates are high but most women already exclusively or predominantly breastfeed their infants. 
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ABSTRACT

Background 

Severe disparities in child mortality, morbidity and malnutrition exist between rich and poor countries and between communities within each country. This presentation will focus on the 10-20% of most marginalized children who slip through the safety nets and are repeatedly left out. They are subject to multiple deprivations and at risk of death by preventable diseases. For example, in Indonesia, under 5 mortality is four times higher in the poorest fifth of the population than in the richest fifth. (Victora, Lancet 2003). In Australia, infant mortality rate among aboriginals is as much as 3 times higher than the overall rate (UNICEF, IRC, 2003). Although reaching these children may require considerably more time and resources, it is one of the key elements in fulfilment of international commitments. 

Objectives
1. Identify problems that the most marginalized and vulnerable children have in common. 
2. Determine causes of why they remain deprived of health services. 
3. Analyse instructive practices. Examine successful programs: what works. 
4. Determine critical factors in policy and program development that ensure effectiveness and sustainability. 
5. Derive implications for policy and practice. 

Methods
The study is a result of collaborative work of UNICEF Innocenti Research Centre with UNICEF New York and Field Offices. Methodology includes literature review, field visits, structured interviews with policy makers, practitioners and researchers. 

Implications for policy and practice
Make the poorest and most vulnerable children a high priority; engage in long-term program development and implementation (narrowly-defined objectives for service delivery and outreach programmes can serve as important entry points for longer term ! efforts); collect disaggregated data at district and community levels with respect to the most underserved groups; monitor for equity and revise programs accordingly; improve access to basic services by establishing safety nets for the poorest groups; facilitate greater community participation, strengthen local capacity by using participatory approaches; and include explicit follow-up plans including staffing and training of community health workers. 
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ABSTRACT

Background

If income is protective of health, as has been suggested in a number of studies, then deviations from anticipated national income may have important ramifications for population health, including child survival. Two recent studies have looked at single country macro-economic cycles and found significant impacts of contractions in the national economy on the infant mortality rate (Paxson and Schady (2004) and Dehejia and Lleras-Muney (2004)). 

Objectives
The objective of this paper is to utilize a global data set to determine the extent and severity of the link between macro-economic contractions and infant mortality in low- and middle- income countries. We pay particular attention to the heterogeneity of this relationship across many salient country-level dimensions 

Methods 
We utilize Demographic and Health Survey ! (DHS) data from 59 low- and middle-income countries to investigate the co-variation of trend-deviations in per capita GDP and infant mortality. Through the use of time-series and non-parametric regression techniques we identify the effect of macro-economic contractions on IMR and we explore how the severity of the contractions and the country conditions mediate the impact of fluctuations in national income on child survival. 

Findings
We find that there is a strong, significant, and statistically robust relationship between fluctuations in GDP per capita and IMR. These findings persist even after controlling for year to year changes in the annual composition of birth mothers. By far, the greatest harmful impacts occur for very large and negative deviations from expected national income. There are also important regional differences in the measured response, as well as differential population impacts depending on the socio-economic status of the mother. 
 
Conclusions
Deviations from anticipated national income affect the survival of infants. This is especially true for large deviations, where macro-economic shocks such as financial crises result on average in very large increases in the year to year infant mortality rate. Nevertheless there is substantial cross-country heterogeneity in this relationship. 

Policy Implications
The heterogeneity in the cross-country relationship between deviations in national income and infant survival suggests that protective policies and programs may very well make a difference in times of economic contraction. Further research is needed to identify which of these protective policies and programs are most effective in insuring child survival. 
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ABSTRACT

Background 
Governments and development partners have implicitly accepted joint accountability for the health and well-being of the world's children through the Convention on the Rights of the Child and the Millennium Development Goals. Continued low coverage for essential child survival interventions underscores the challenges of scaling-up child survival programs in low-income countries and the importance of partnerships. Few concrete examples exist at country level of how partnership is accomplished or its benefits, particularly in the uptake of research findings. 

Objectives 
1. To describe in quantitative terms the partnership between the Government of Bangladesh (GoB) and its implementation and research partners in the scale-up of national newborn and child survival efforts. 
2. To examine differences in inputs and outcomes between research settings and health facilities participating in the scale-up of the Integrated Management of Childhood Illness (IMCI) strategy in Bangladesh. 

Methods 
Data from records are used to quantify joint planning and implementation. Commitment is quantified through attendance at meetings and events and contributed levels of resources over a two-year period. Partnership outcomes including training quality, quality of sick child care and health service utilisation are being measured through record reviews and health facility surveys in a sample of government facilities where IMCI is being implemented. The survey will be completed in September 2005 and the results will be available for presentation at the Conference. 

Findings 
The partnership for IMCI in Bangladesh has evolved through a close consultative process involving GoB, WHO, UNICEF, USAID, non-governmental organizations and the Multi-Country Evaluation of IMCI (MCE-IMCI). Formal and informal consultations increased from 2003 to 2004. Joint annual work plans show concrete resource contributions to the national programme. GoB uptake and adaptation of MCE-IMCI results and experiences are documented, and outcomes compared for research health facilities and national facilities participating in the scale-up of IMCI. 

Conclusions 
The concept of partnership is meaningful only insofar as it can be operationalized in terms of joint planning and action for improved outcomes through high intervention quality and service utilisation. In Bangladesh, these findings provide convincing evidence of a strong partnership with the aim of implementing IMCI and reducing child mortality. Differences in outcomes between research and national health facilities are used to identify “pressure points” where government implementation efforts may need reinforcement. 

Policy Implications 
Calls for partnership should be accompanied by monitoring of measurable indicators of joint effort, with a common, measurable plan of work as a key component. Further research is needed to understand factors that contribute to or undermine joint planning and successful implementation of development assistance programmes. A specific need is to define more clearly the process and technical inputs needed to move effectively from research findings to large-scale implementation. 
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ABSTRACT

Background
The Multi-Country Evaluation of the Integrated Management of Childhood Illness (IMCI) impact, costs and effectiveness (MCE-IMCI) involved five countries, among them Peru. One of the main objectives of the MCE-IMCI was to assess the extent to which access to IMCI was granted to socio-economic groups, and particularly whether it was available in the poorest regions. 

Methods
A retrospective study of IMCI implementation in all 34 health districts of Peru was conducted, including data on IMCI implementation and training coverage in the period from 1996-2000. In addition, several socio-economic variables were obtained from national DHS surveys and other sources. They included family income, female education, basic sanitation at home, human development index, and other poverty indicators. Bivariate correlations were run to investigate whether poorest departments had stronger IMCI implementation, measured through the proportion of doctors and nurses working in government facilities who had been trained in IMCI (clinical IMCI training) and through the number of community health workers who had been trained in IMCI (community IMCI training). 

Findings
Poverty, as assessed by percent of families with unmet basic needs, showed a direct correlation with community IMCI training (r=0.40, p=0.05), and a non-significant direct correlation with clinical IMCI training (r=0.30, p=0.15). Correlation coefficients with all other socio-economic variables were less than 0.3 and non-significant. 

Conclusions and policy implications
The results suggest that there was a weak trend towards implementing IMCI in poor districts, although the evidence is not compelling. Child survival interventions need to be implemented first and more intensely in the poorest regions of a country if they are going to lea! d to a positive impact on child mortality and nutrition. 
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ABSTRACT

Background 
Acute respiratory infections (ARI), especially pneumonia, are the second biggest killers of children in sub-Saharan Africa, only outnumbered by malaria. Symptoms, including cough and difficult/rapid breathing, frequently overlap with those of malaria. In Uganda, community Drug Distributors (DDs) under the Home Based Management of fever strategy (HBM) treat all fevers in children under five with antimalarials, ignoring the frequent symptom overlap with pneumonia. Although guidelines have been developed for community health worker management of pneumonia, the operationalisation of these have mainly been tested in Asia and South America and rarely in sub-Saharan Africa, where malaria symptom overlap complicates differential diagnosis. 

Objective 
To assess antimalarial community drug distributors (DDs) ability to assess rapid breathing in children under-five and to explore caretaker recognition and interpretation of pneumonia symptoms in western Uganda. 

Methods 
Data was collected using quantitative and qualitative methods. Ninety-six DDs were trained in recognition of pneumonia symptoms and their skills evaluated on children in the paediatric ward. Respiratory illness concepts and actions were obtained from a triangulation of 4 focus group discussions using video probing and feedback interviews with 2 key informants. 

Results 
Of all DD assessments, 71% were within ±5 breaths/minute from gold standard. Sensitivity and specificity of DD classification of breathing rate was 87% and 84%, respectively. Many biomedically relevant terms for respiratory illness existed in the local language, such as ‘quick breathing’, ‘groaning breathing’ and ‘disorganised breathing’, but most were related to fever and perceived to need antimalarial treatment. 

Conclusion 
Antimalarial Drug Distributors (DDs) could successfully be taught to assess rapid breathing in children. To avoid over-treatment and failure-to-treat cases when applying DD skills in a real life setting highly focused training and context specific education messages are required. A standard set of both qualitative and quantitative methods are proposed as a toolkit. 

Policy Implications
With such a standardised toolkit, the full-scale feasibility of integrated home and community management of both malaria and pneumonia should be tested. 
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ABSTRACT

Background

Initiated in 2001, The Mercy Corps Child Survival Project (CSP) focuses on serving populations in three districts residing in isolated mountain villages of Azerbaijan. The focus of CSP is to reduce maternal and child morbidity and mortality rates through a multi-prong approach involving community education and mobilization, health professional training, and primary health care capacity-building initiatives. We seek to share our achievements and lessons learned from country-level practical experience in order to foster productive dialog of child survival trends. 

Objectives
The major objectives are: 1) sustained changes in care-giving and health seeking behaviour; 2) improved quality of health services; 3) increased number of community health initiatives; 4) improved support of primary health care by District Health Authority (DHA) ! and 5) increased health programming capacity by Mercy Corp. 

Methods
The key program strategies consist of updated training in the intervention areas for health providers and educational activities for community members in the project areas. IMCI (Integrated Management of Childhood Illnesses) was a significant component of the education sessions and activities to foster disease identification and timely treatment. Specific health initiatives targeted by CS include: Pneumonia Case Management, Control of Diarrhoeal Disease, Maternal and Newborn Care, Breastfeeding, and Child Spacing 

Findings
Based on data collected and analysed by the Community Based Health Information System, mortality rates for children under 5 have decreased by more than half in the target area. According to the mid-term evaluation, behavioural changes in the target area were astounding; breastfeeding rates doubled, appropriate diarrhoea management increased by 60 percent, antenatal care by over 60 percent and successful pneumonia management increased by 80 percent. 

Conclusions
On the family level, the CSP stimulated behavioural change through education and support, improving quality of home health care and greater utilization of peripheral health care facilities. Care giving and care seeking behaviour changed, resulting in the substantial reduction of mortality rates in children under 5. DHA’s capacities to apply health information, integrate services cooperatively with community activities, and facilitate community involvement in health decision-making were also strengthened, yielding positive mortality trends. 



Policy Implications
As the leading organization to promote IMCI at its project site, Mercy Corp institutionalised IMCI at the national level. Mercy Corps supported MOH’s National IMCI Office and District Health Authorities in rolling out IMCI activities. The implementation of CS has made the MOH aware of the health needs of these three communities and has heightened awareness for t! he improvement of Azerbaijan’s health system. Following the success of CSP in Azerbaijan, Mercy Corp’s programming has branched to other CS projects.
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ABSTRACT

Background

Neonatal deaths account for 40% of the under-five mortality in Nepal. Due to multiple factors including poor access to public health services and cultural restrictions on travel for newborns and their mothers, few sick young infants are brought for care to government health facilities. WHO estimates that, overall, approximately 32% of neonatal deaths are due to infection. The MINI (Morang Innovative Neonatal Intervention) Program, implemented in one district by the Ministry of Health and Population, with technical support from JSI R&T and funding from The Bill and Melinda Gates Foundation through SAVE/SNL, is bringing identification and management of neonatal infections to the household and community level. This program is building on 10 years of experience in implementing ! Community-based IMCI, in which community health workers diagnose and treat pneumonia, diarrhoea, administer vitamin A capsules. 


Objectives

The main program objective is to determine whether existing community-based mostly illiterate Female Community Health Volunteers (FCHVs) and the most peripheral government health workers (eg. Village Health Workers (VHWs) with 8th grade education) can perform a set of activities that result in improvement in the early identification and correct management of neonatal infections. 


Methods

After completion of a baseline survey, specific training packages were prepared to develop health workers’ knowledge and skills to manage neonatal infections. Specifically, FCHVs were trained to: provide health education to new mothers about preventive measures and danger signs of infection; weigh all newborns to identify those at higher-risk; use a simple clinical algorithm to assess sick newborns (based on an algorithm tested in other countries); manage local bacterial infections (ophthalmic, umbilical, ski n); initiate treatment for Possible Severe Bacterial Infections (PSBI) with cotrimoxazole; facilitate treatment with injectable gentamicin by VHWs; follow up and record outcomes; and conduct simple birth and death recording. Trainings were completed in May 2005, and case identification and reporting is ongoing with supportive supervision provided by MINI staff and the District Public Health Office in Morang. 


Findings/Conclusions

The poster will present findings and conclusions from the first 6 months of field implementation including: number of births, % low birth weight; total newborn deaths by age at death; number and type of local bacterial infections (LBI); number and type of Possible Severe Bacterial Infections (PSBI); danger signs identified through clinical algorithm, frequency and association with outcome; age at onset of PSBI; time from onset of symptoms until consultation with FCHV; time to first gentamicin dose; treatment completion rates; and 2-month outcomes. 

Policy Implications
If this approach proves to be an effective strategy to increase the identification and appropriate management of newborn infections through the existing health infrastructure, the policy implications from this program will be huge, not only for Nepal, but possibly in other countries where access to care for sick newborns is limited. In Nepal, the MINI program has been designed and implemented in a manner which would allow it to be readily incorporated into the MOH’s successful CB-IMCI program.
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ABSTRACT


An equitable Maternal and Child Health service is an essential factor to impact the MDGs 4 & 5. While some evidence exists that targeting and appropriate interventions can work, how accountable is the global health community in demonstrating how well they are reaching the poor? Concern Worldwide’s Child Survival intervention working with community support groups to improve vaccination coverage, maternal and newborn care practices and integrated management of childhood illness has taken steps to better assess how it is doing in reaching the underserved groups masked in coverage surveys. 

This study compares service coverage and health practice results among asset poorest mothers residing in Saidpur and Parbatipur municipalities (original area of intervention 1998-2004) and seven surrounding municipalities (new operation areas 2004-2009) la! belled as “intervention” and “new” areas respectively. The study was integrated into the design of the intervention are final evaluation (July 2004) and new area baseline (January 2005) KPC 2000+ surveys. Respondents included 456 and 2962 mothers with children under-2 in the intervention and new area respectively with comparable social, economic and demographic characteristics. Survey design based simple random sampling of 38 mothers per ward. An assets index was constructed using Principal Components Analysis based on clustering of key assets of electricity, furniture, television, housing materials (method used in DHS surveys). Results for four indicators were compared among lowest asset quintile mothers from the intervention and new areas using SPSS software. 

Findings
• Asset poorest mothers were 2.72 times more likely to have been assisted by a skilled delivery attendant than those in the new area (1.59 < OR 4.66). They were 5.96 times m! ore likely to receive postpartum Vitamin A supplementation (3.40 < OR < 10.46). 

• Children aged 6 to 24 months of asset poorest mothers were 4.22 times more likely to have received vitamin A supplement in past six months (2.25 < OR < 7.99). 

• Children aged 12-23 months of asset poorest mothers were 2.95 times more likely to be fully vaccinated (1.43<OR< 

The data demonstrate that asset poorest families in the intervention area have considerably better health practices and coverage. However, both areas had significantly higher results for mothers in the highest asset quintile than the lowest, confirming inequities in the health system. Use of the Assets Index is a powerful and low cost analytical method that sheds light on equity of child survival programs. As the tool was introduced in 2004 into Concern’s evaluation system, the authors were unable to assess to what extent the equity gap had changed in the intervention area overtime. Greater application of this tool should be used in health surveys to make this critical comparison. 
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ABSTRACT

Background

Few studies have examined socio-economic inequalities in infant and perinatal mortality in Brazil, a country with high infant mortality (28,2/1000), incompatible with its economic development and health system. Perinatal problems are the main causes of infant mortality and the majority of births take place in hospitals, with doctors assistance. The Universal Health System (SUS) assists 80% of the population, but there is still the challenge of quality achievement. We analyse perinatal outcomes between hospitals, as there are marked socio-economic and quality of care differences. 


Methods 

A population based cohort study was established with all births (40953) and perinatal 
deaths (826) that occurred in 1999. Data were collected by hospital chart review and linkage of individual records to the National Live Birth Information System and the National Death Information System, yielding 775 perinatal deaths. Birth-weight specific mortality rates (BWSMR) were compared among hospital categories (public, philanthropic, private hospitals contracted to SUS versus private non-SUS hospitals) and quality score, adjusted for maternal education; Wigglesworth classification of perinatal death preventability was examined. A multilevel analysis was conducted to address the possibility of case mix. 

Findings

Low educated mothers were concentrated in SUS hospitals, which also had the highest perinatal mortality. BWSMR stratified by maternal education were higher in SUS hospitals, especially for normal birth weight babies born at poor quality and private SUS hospitals (3.0 to 4.0 times higher); intrapartum asphyxia was one of the leading causes of preventable deaths. After accounting for individual factors, including maternal education, substantial differences in perinatal deaths between hospitals were observed, with higher risk for private-SUS (OR=2.9 CI 2.4-3.3) and philanthropic-SUS (OR 1.8, CI 1.3-2.3), compared to private non-SUS hospitals. 


Conclusion 

Disparities in quality of care in perinatal avoidable deaths between SUS and non SUS hospitals in a segregated health system contribute to the high rates of peri-neonatal mortality in Brazil. Our findings illustrate the inverse equity hypothesis: child health inequities increase with the greater access to medical technology by those of higher socio-economic status. 
Policy implications – The study emphasized the role of hospital care in producing and maintaining unacceptable high rates of peri-neonatal mortality in the country. 30% of the SUS hospitals are private-SUS, delivering questionable quality care, demanding routine audits of hospital quality to scale up peri-neonatal and maternal care in the country. 
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ABSTRACT


Background 

In the context of deep socio-economic and health disparities as seen in Brazil, we present the experience of the Universal Health System in Belo Horizonte (SUS), covering 80% of the poor population in a city of 2 million inhabitants, which achieved significant results in maternal and infant mortality. 


Methods

The health programs developed since 1994 are described, in addition to (as well as) the analysis of mortality trends, based on the Live Births and Deaths Information Systems and the local death surveillance. 


Findings

The local government is investing approximately 20% in health care, in addition to other social initiatives, in a comprehensive approach to health. Primary care (including prenatal and baby health care, immunization) is widespread, also counting on family health care with 80% coverage, providing an integrated ! perspective throughout the life cycle and all levels of care. Family planning was pioneered in 1994 as well as special programs to target breastfeeding, malnourishment and diarrhoea. Children with asthma receive special attention, including inhalant medication, with a 75 % reduction in hospital admission. Infant mortality decreased from 36,4 (1993) to 13,3/1000 (2004), with 70% decrease in pos-neonatal mortality, with a steeper decline during 1994-1996. In 1993 an innovative Perinatal Commission was established to direct efforts to maternal and perinatal causes of deaths, uniting and focusing health services and social organizations. After a hospital assessment, five poor quality hospitals were closed, timely access to hospital during labour and hospital quality (involving professional training) was improved and 100% increase in hospital beds for high-risk babies was achieved. Early neonatal mortality decreased 30% between 1999 and 2001 (9.0 to 6.0/1000), simultaneously with ! maternal mortality (66 to 47/100.000). All maternal, infant and perinatal deaths are studied in partnership with the university. We review medical charts and interview families to understand the circumstances of death, provide continuous feedback to health services and polices, and pursue further improvements. 


Conclusion

Beyond socio-economic factors, maternal and perinatal causes of deaths are closely related to health services, and specific efforts to improve access to quality health care for all the population - including hospital care - must be addressed. 
Policy implication – This experience can be expanded to similar contexts where health system inequalities must be addressed to improve access to quality health care and decrease maternal and perinatal deaths.
31.  NO TITLE

Semira Manaseki-Holland, Tsogzulma Bayandorj, Yagantsetseg Jamseren, Study team, Tom Marshall, Ian St. James-Roberts, Elizabeth Spiers, Susan Sprachman, Anthony Costello 

Contact

Dr Semira Manaseki-Holland 

Clinical Research Fellow 

London School of Hygiene and Tropical Medicine  

Nutrition and Public Health Research Intervention Unit
Keppel Street 

London
WC1 

UK 

Email semira.manseki-holland@lshtm.ac.uk 

ABSTRACT

Background

Globally, over 4 million infants annually are traditionally tightly swaddled for many hours each day. There is a lack of empirical evidence on the practice’s health and developmental effects. Important for child survival was a cross-sectional study and physiological theories suggesting an increased rate of acute lower respiratory infections (ALRI).

Objectives

To investigate impacts of tight traditional swaddling upon outcomes of ALRI, mental and psychomotor development, crying, and sleep in Mongolian infants.

Methods

In 2002, 1279 healthy newborns were randomly allocated to swaddled and non-swaddled groups within 48 hours after birth. Excluded were <36 week gestation, < 2500g, sick newborns. Non-swaddling babies were given clothes and recommended not to swaddle at all, while the swaddling group followed the traditional tight swaddling style entailing >20 hours/day in the first 2-3 months and then gradual reduction in time and intensity of swaddling at the family's discretion. Fieldworkers made 3-weekly home visits through 7-months to collect illness, exposure, and background data. The ALRI outcome was defined using WHO/IMCI criteria and assessed by trained doctors. Mothers provided crying and sleep data by completing a 4-day diary at 6 and 12 weeks. The Bayley mental and psycho-motor Scales of Infant Development (BSID-II) were administered at 13 months. 

Findings

Randomisation groups were comparable on all socio-economic characteristics. Participant attrition was generally due to family relocation, and did not differ by characteristics. 1251, 1194 and 1097 completed follow-up at 5, 7 and 13 months, respectively. On an intention to treat analysis, the groups did not differ in rates of ALRI (child-clustered Cox hazard ratio with most specific definition of ALRI= 1.2, CI 0.9, 1.5), or proportion of severe ALRI (child clustered OR=1.2, CI 0.9, 1.6). 

At 6 and 12 weeks, there were respectively 38 (CI 13, 64) and 46 (CI 13, 79) minutes extra average sleep in 24 hours in the swaddling group. No significant difference was found in the amount of  crying. 

Swaddling was unrelated to children's development at 13 months. Mean scaled BSID-II scores for the whole sample was 99.9 (CI 99, 101) for the motor, and 105.5 (CI 104, 107) for the mental scales. 

For all outcomes, findings were unchanged when looking at exposure to swaddling in both groups. 

Conclusions/policy implications

Other traditional forms of swaddling share essential features with Mongolian swaddling. Except for the worry of exacerbating developmental dysphasia of hip, there is no evidence for negative outcomes related to this home-care practice. Families should be left to choose traditional swaddling if convenient and preferred by them. The lack of an association between swaddling and developmental delay raise important questions regarding stimuli needs for normal development. 
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ABSTRACT

Background

Up to 70% of young children in rural areas of Indonesia are anaemic. The negative consequences of anaemia for child health and development warrant urgent intervention, but very few successful anaemia prevention programs in rural settings have yet been conducted. Objectives: To evaluate the efficacy of daily use of an in-home fortificant (‘sprinkles’) on anaemia, growth, and micronutrient status (plasma ferritin, retinol, and zinc concentrations) of children 6-30 months old. Vitalita sprinkles contain 1 RDA (1-3 year olds, US/Canada) of iron (10 mg), vitamin A (375 mcg), zinc (5 mg), vitamin C, and 10 other micronutrients. The same efficacy study was conducted in an urban poor setting and showed good results on Hb and serum ferritin. 

Methods

507 intervention and 277 control children aged 6-30 months from rural Sukabumi, West Java were enrolled (Sep-Oct ‘04). Intervention and control areas were chosen from different sub-districts of Sukabumi. Anthropometry of mothers and children was measured, venous blood samples drawn, and information on household socio-economic status, dietary intake, and health status was collected. A supply of Vitalita was delivered to mothers on a weekly basis (for daily consumption), and consumption was recorded by mothers using a weekly calendar. End-line data were collected during April-May ’05. 

Results

73% used 5-7 sachets of Vitalita per week. The prevalence of anaemia among children in the Vitalita group was significantly reduced from 34% to 16% (p<0.001) while in control group it was also significantly decreased from 42% to 30% (p<0.01). Hb at baseline was not different between the two groups, while it was at endline (mean Hb for Vitalita group was 12.2 g/dL and for control group was 11.6 g/dL, p<0.001). Results of other indicators (ferritin, zinc, retinol) will be available in Oct ‘05.

Conclusions

The acceptability of Vitalita was good. Vitalita Sprinkles, providing 1 RDA of essential micronutrients, reduced anaemia in young children in rural areas. Implications: In-home fortification is an innovative potential strategy to address the problem of childhood anaemia, and evidence of its efficacy in urban poor and rural setting will facilitate large scale expansion complementary to other nutrition and disease prevention efforts.  
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ABSTRACT

We examined the impact of the Integrated Management of Childhood Illnesses (IMCI) strategy on the equality of health outcomes and access across socio-economic gradients in rural Tanzania, by comparing changes in inequities between 1999 and 2002 in two districts with IMCI (Morogoro Rural and Rufiji) and two without (Kilombero and Ulanga). 

We used principal components analysis to generate the household wealth index. This index was obtained by assigning weights to a number of household assets, household head and maternal income, and educational level of the head, and to summarizing all these variables into a single factor, which was then divided into quintiles. 

We calculated concentration indices for selected key coverage and nutritional indicators to assess whether implementation of IMCI has reduced inequities in child health between IMCI and non-IMCI and between 1999 and 2002. 

Equity differentials for six child health indicators (under weight, stunting, measles immunization, access to treated and untreated nets, treatment of fever with antimalarial) improved significantly in IMCI districts (p<0.05) compared to comparison districts, while four indicators (wasting, DPT coverage, care takers’ knowledge of danger signs and appropriate care seeking) improved significantly in comparison districts (p<0.05) compared to IMCI districts. The largest improvements were observed for stunting among children between 24-59 months of age. The concentration index improved from -0.102 in 1999 to -0.032 in 2002 for IMCI while it remained almost unchanged -0.122 to -0.133 in comparison districts. IMCI was associated with improved equity for measles vaccine coverage, whereas the opposite was observed for DPT antigens. 

This study has shown how equity assessments can be incorporated in impact evaluation at relatively little additional cost, and how this may point to specific interventions that need to be reinforced. The introduction of IMCI led to improvements in child health that did not occur at the expense of equity. 
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ABSTRACT

Background 

Although infant mortality decreased in Brazil, wide social differentials still persist. Three studies in the city of Pelotas in Southern Brazil provide a unique opportunity for assessing these issues. 


Objectives

To analyse trends in neonatal mortality between white and black/mixed ethnic origin women. 


Methods

Three birth cohorts representing all urban births in 1982, 1993 and 2004 were studied using the same methodology. Births were assessed by daily visits to all maternity hospitals. Mothers were interviewed regarding potential risk factors. Infant deaths were monitored prospectively. Neonatal mortality was defined as infant death during the first 28 days of life. Mothers were classified by the interviewers as white and black or mixed ethnic origin (non-white). Differences and trends across the three cohorts were examined. Logistic regression analyses were used to assess changes in neonatal mortality adjusting for socio-economical variables and antenatal care utilization. Analyses were done separately for white and non-white women. 


Findings

Although the number of births decreased by 24%, the proportion of non-white mothers increased by 8% during the study-period. Among singleton newborns, Neonatal Mortality Rate (NMR) fell by 37% between 1982 and 2004. NMR in white women decreased from 18.2 in 1982 to 11.3 in 1993 and 9.4 per thousand live births in 2004 while in non-white women hardly changed (21.2, 20.5 and 22.6 per thousand, respectively). 
Changes in maternal characteristics were also noted. Both groups became impoverished, but non-white women had higher frequencies of low family income than white mothers in each study-period. The proportion of single mothers almost doubled in both groups and higher frequencies were seen in non-white women. The proportion of mothers without formal! education decreased, but white women had higher educational attainment than non-white ones at every academic level. Although women with no prenatal care decreased in both groups, non-white mothers were more likely to have fewer antenatal consultations at each study-period. 
After adjusting neonatal mortality for the above indicators, significant improvement in trend of neonatal mortality was seen among white women, while NMR of non-white remained almost stable and 2-times higher than in white mothers. 

Conclusions

Better maternal indicators and improvements in NMR were only found among white women in the last two decades, even after adjustment for potential confounding factors. 
Policy implications: The widening race gap in neonatal mortality merits attention. Ethnic-specific approaches are needed in order to narrow this inequity and improve neonatal mortality in the city.
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ABSTRACT

Background

The global burden of neonatal deaths is around 38% of all under five deaths. Most newborn deaths occur in developing countries and Pakistan contributes to approximately 8 percent of the global burden of neonatal deaths. Despite efforts in this direction, there are very few strategies for interventions that evaluate interventions at scale in health systems settings. 

Objectives 
We undertook a pilot effectiveness trial of a package of community-based interventions for reduction of perinatal and neonatal mortality in the rural Sindh district of Hala & Matiari between years 2003-04. 

Methods

The study area comprised of 317 villages having 21000 households and population of approximately 150,000. The study site selected were the two sub districts of Hala and Matiari in rural Sindh. The interventions were pilot tested in 4 intervention clusters and 4 matched control public health facility catchment clusters. Communities were encouraged to create Community Health Committees (CHCs) whose purpose was facilitation of community mobilization and education around perinatal and newborn health. Another key parallel component of the project was to organize refresher training course for Lady Health Workers of National Program of Primary Health Care & FP with the objective of improving their skills around perinatal and newborn care. This enhanced package encouraged LHWs to visit mothers twice during pregnancy & for newborn assessment at 5 time points on day 0, 3, 7, 14 and 28. 

Findings
The baseline neonatal mortality rate was 57 per 1000 live births in intervention arm and 52 per 1000 live births in control arm [p=NS]. The perinatal mortality rate was 111 per total births in intervention clusters and 95 per total births in control clusters [p=NS]. Between September, 2003-August 2004, ! 5495 births took place in the catchment population with 287 still births and 521 neonatal deaths. At the end of a year of interventions neonatal mortality was 48 per 1000 live births in intervention clusters and 63 in control clusters [RR=0.77:95 % CI; 0.62-0.96]. The corresponding perinatal mortality rate was 78 per 1000 total births and 105 per 1000 total births in control arm [RR=0.76:95 % CI; 0.62-0.96]. 
The practice of colostrum administration significantly improved (OR3.23: 95% CI; 1.97-5.29); births at home reduced (OR 0.68: 95% CI; 0.48-0.96); and seeking skilled birth attendance was (OR 1.57: 95% CI; 1.04-2.37) in the intervention clusters of the project. 


Conclusion
A preliminary data shows that improving the Skills of community based- Lady Health Workers and by community mobilization strategies in improving health of mother and newborn can lead to improvement in child survival. 

Policy Implications
The low tech and low cost intervention can be up-scaled in other districts of Pakistan to reduce the burden of perinatal and neonatal mortality. 
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ABSTRACT

Background 
The 2003 Lancet Child Survival Series estimated, for the year 2000, the distribution of under-five deaths by cause and the proportion preventable by making universally available all interventions of demonstrated efficacy. New information has since become available on child mortality rates, world population, the coverage of efficacious interventions, and the epidemiology of neonatal deaths, with the result that the estimates published in 2003 may no longer reflect current circumstances. 

Objectives 
To update cause-specific estimates of under-five deaths and the proportion of deaths preventable using existing interventions, using 2003 as the new reference year. 

Methods 
The spreadsheet tool originally prepared for Paper II of the Lancet child survival series was updated using: under-five mortality rates and coverage rates for essential interventions as published in UNICEF’s State of the World’s Children 2005; the country-specific numbers of under-five deaths by cause estimated by WHO for the World Health Report 2005; estimates of the distribution of neonatal deaths by cause and efficacy of interventions in the neonatal period published in the Lancet neonatal survival series in 2005. In addition, new evidence on the efficacy of pneumococcal vaccine was incorporated into the model. 

Findings 
Between 2000 and 2003, the global under-five mortality rate fell from 83 to 80, and the number of under-five deaths fell from 10.8 to 10.6 million. It is still the case that 42 countries account for 90% of all child deaths, and there has been only one change in the list of countries. Best estimates of the causes of child deaths in the original 42 countries are now: post-neonatal pneumonia, 20%; post-neonatal diarrhoea, 17%; malaria, 9%; measles, 4%; HIV/AIDS, 3%, and neonatal deaths, 36% (of which, preterm, 10%; sepsis/pneumonia, 10%, and birth asphyxia, 8%). If the coverage of all efficacious interventions were raised to 99% (except exclusive breastfeeding, raised to 90%), 65% of all of these deaths could be averted. The increase from the proportion estimated in the Lancet series is principally due to new evidence on the efficacy of pneumococcal vaccine. 

Conclusions 
The substantial body of new scientific evidence on child mortality, accumulated since the publication of the Lancet child survival series, does not alter the principal conclusions identified at that time. 

Policy Implications 
It continues to be important to focus on increasing the coverage of the efficacious interventions identified in the Lancet child survival and neonatal survival series.
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ABSTRACT

Background

The targets for MDG 4 and MDG 5 are to reduce under-five mortality by two thirds and the maternal mortality ratio by three quarters between 1990-2015. Most of the maternal and neonatal deaths occur in developing countries and many of them to women and children at home with little or no care during delivery. Many women continue to receive little or no care in the immediate postpartum period. Less than a third of women in developing countries are estimated to receive any postpartum care. Most of the time postpartum care received is provided at a time when there is little or no risk of death to the mother and newborn—around day 42 after childbirth. Moreover, newborns are often given less or no attention during postpartum visits. Given that the highest concentration of maternal and newborn deaths occurs at the time of delivery and within the first 24 hours of birth and that deaths continue to be high up to one week thereafter, it is surprising that there has been little focus on integrated community-based postpartum care to reduce these deaths. 

Objective
The objectives of this review article were to identify different approaches to community based postpartum care and to document evidence of effectiveness of these approaches. This article also aims to provide policy recommendations for integrating community-based postpartum care in existing maternal and child health interventions. 

Findings
A review of the literature revealed 27 maternal and child health projects from a variety of countries with some evidence of effectiveness of their interventions. From these studies, three approaches to community-based postpartum care were identified including home visits by professional health care providers (approach 1), home visits by community workers (approach 2), and home visits by community workers with referral or health facility support. Published reports suggest that approach 1 can improve healthy behaviours (exclusive Breastfeeding, early initiation of breastfeeding, use of lactational amenorrhoea method, use of family planning, iron folate tablet compliance, hygienic care, immunizations). Evidence from India suggests that approach 2 can reduce neonatal mortality through prevention messages and case management for neonatal sepsis and pneumonia. Other experiences from India revealed that approach 2 can significantly improve early initiation of breastfeeding, exclusive breastfeeding, duration of exclusive breastfeeding, and reduce diarrhea through breastfeeding promotion efforts. Approach 3, which links community workers with referral support, may be effective in promoting birth spacing, linking recently delivered women with family planning services, and in transferring information to mothers about obstetric complications and the need for referral. 



Conclusions
Integrated community-based postpartum care is not only important to reduce mortality and morbidity of mothers and newborns, but it is also crucial to reinforce healthy behaviours. Healthy behaviours initiated around the time of birth are needed to ensure that both mother and baby continue to experience good health following birth. It is obvious that each country will have to determine the actual configuration of their postpartum care package given the lack of uniformity in the skill level of service providers, use of services, resources, and infrastructures, among countries and even within countries Prior to this, there is a need to determine the barriers and facilitators to provision and use of postpartum care at all levels of health care and ways to respond to them, find possible ways to identify pregnant and just-delivered women in the community, identify methods of integration and mode of delivery of postpartum care through existing interventions, and determine costs of different components of postpartum care. 

Policy Implications
More than likely, most countries have a postpartum vi sit policy either at the facility or home. These policies will need review and modification, as the postpartum care packages are developed to refocus efforts made during the postpartum period to include the period immediately following birth and to give equal emphasis on the well being of both mother and newborn. Indicators to measure effectiveness of integrated services should be reviewed, and perhaps new indicators should be determined (e.g. for maternal health in the postpartum period; indicators for community-level involvement). The postpartum care policy needs to make sure that women and newborns are the focus of attention of providers immediately after delivery and periodically throughout the first week to ensure their survival and continued good health. 

38.  IMPACT OF UMBILICAL CORD CLEANSING WITH 4.0% CHLORHEXIDINE ON OMPHALITIS AND NEONATAL MORTALITY IN SOUTHERN NEPAL: A COMMUNITY-BASED, CLUSTER-RANDOMIZED TRIAL
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ABSTRACT

Background

Neonatal omphalitis contributes to neonatal morbidity and mortality in developing countries. The impact of community-based topical antiseptic applications to the umbilical cord on omphalitis incidence and neonatal mortality has not been rigorously investigated, and current cord care guidelines for low resource communities are not evidence-based . 

Objectives
We tested the hypothesis that cord cleansing with chlorhexidine would significantly reduce neonatal omphalitis and mortality. We also aimed to use evidence to provide guidance on cord care practices in low-resource settings. 

Methods
Communities in southern Nepal were randomised to one of three cord care regimens (4.0% chlorhexidine cleansing, soap and water cleansing, or dry cord care). In intervention clusters, the newborn cord was cleansed on days 1-4, 6, 8, and 10 after birth. In all clusters the cord was examined for signs of infection, including pus, redness, and swelling. Three sign-based definitions of omphalitis were assessed: (1) redness extending to the abdominal skin at the base of the cord stump; (2) redness as above with pus, or redness extending further than 2 cm from the base with or without pus; and (3) redness extending beyond 2 cm from the cord base, with pus. Infant vital status was recorded until 28 days. 

Findings
A total of 15123 infants were enrolled. Omphalitis incidence by all three definitions was reduced significantly in the chlorhexidine group. Under definition (2), omphalitis incidence was 3.1 per 100 neonatal periods (147 cases / 4676 neonatal periods) in chlorhexidine clusters compared with 6.8 per 100 (315 / 4652) in control areas (IRR: 0.46 [95% CI 0.38 – 0.59]). Severe omphalitis [definition (3)] was reduced by 75% (47%-88%) in chlorhexidine clusters compared to controls. Neonatal mortality risk was 24% lower in the chlorhexidine group (RR: 0.76 [0.55, 1.04], p=0.08). Among infants enrolled within the first 24 hours, mortality was significantly reduced by 34% in the chlorhexidine group (RR=0.66 [0.46, 0.95]). Soap and water did not reduce infection or mortality. 

Conclusion
Umbilical cord cleansing with chlorhexidine significantly reduced omphalitis risk and lowered mortality among infants receiving cord cleansing within the first 24 hours. 

Policy Implications
Current recommendations by WHO for dry cord care should be reconsidered for low-resource settings where the baseline risk of omphalitis and mortality is high. Cleansing of the umbilical cord as soon as possible after birth could be delivered by skilled birth attendants, promoted via incorporation into clean delivery kits for caretaker delivery, or implemented within comprehensive community outreach efforts to improve newborn care. 
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ABSTRACT

Background

Neonatal mortality rates are highest in resource-poor settings where community members have limited and inequitable access to functioning health care systems. Many low birth weight (lt;2500 grams, LBW) infants delivered in the home are at high risk of death yet are rarely identified and targeted to receive potentially life-saving interventions. Such programs could be delivered to these infants through outreach and at the family/community level by community health workers if aided by a simple, inexpensive weighing device. 

Objective
We evaluated the accuracy of a low cost, hand-held spring scale relative to a gold-standard newborn weighing scale. 

Methods
A low-cost, spring-calibrated, hand-held device was developed to classify newborns into three weight categories (>=2500 g, 2000-2499 g, lt;2000 g). The weight classification of newborns in Sarlahi district of Nepal was determined using the device and was also measured using a digital baby scale (SECA 727) with precision to 2 g. The sensitivity, specificity, positive predictive value, and negative predictive value of the test device were estimated using the digital scale measurements as the gold standard. 

Findings
Between March-June, 2004, a total of 1820 paired measurements were recorded. The LBW prevalence rate for the gold standard digital scale was 28.1% (511/1820). Sensitivity (93.7%) and specificity (97.6%) of the test device was high compared to LBW classifications based on digital weight measurements. Classification of infants into the lt;2000 g category was 5.0% and 4.7% for the gold standard and test device, respectively. Sensitivity and specificity of the test device in identifying infants lt;2000 g was 87.8% and 99.6%, respectively. Predictive values were high for positively classifying infants into LBW (93.9%) or lt; 2000 g (91.9%) categories. 

Conclusion
This low-cost, simple-to-use device classified infants into weight categories with a high degree of consistency and accuracy. 

Policy Implications
The device provides an important method to identify high-risk LBW infants in low-resource settings where deliveries occur primarily in the home. Incorporating this inexpensive technology within community-based initiatives could decrease health inequities by enabling the targeted delivery of life-saving interventions to those in greatest need.
NEWBORN SKIN CLEANSING WITH A DILUTE CHLORHEXIDINE SOLUTION REDUCES NEONATAL MORTALITY IN SOUTHERN NEPAL: A COMMUNITY-BASED, RANDOMIZED TRIAL
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ABSTRACT

Background

Significant progress has been made in reducing preschool child mortality in developing countries, but much less progress has occurred among those neonates at highest risk. Hospital-based data from Malawi suggested that newborn infant skin cleansing using a dilute chlorhexidine solution could reduce neonatal mortality. 

Objectives
We conducted a community-based, cluster-randomized trial in southern Nepal to test the hypothesis that cleansing of newborn skin with a chlorhexidine solution would reduce neonatal mortality. 

Methods
In Sarlahi District, Nepal, 413 sectors were randomized to receive either newborn skin cleansing with baby wipes which released a 0.25% chlorhexidine solution or a placebo solution. Pregnant women were recruited and consented at 6 months gestation and local women implemented the assigned treatment as soon as possible after delivery. All women received vitamin A and iron-folic acid supplementation, deworming, tetanus toxoid immunization, and detailed education on proper nutrition, hygiene and newborn thermal care. Infants were eligible for enrolment if they were alive at the time of the local workers intervention visit and the family provided consent. Infants were visited on a regular basis until day 28. The primary outcome was all-cause mortality. 

Findings
A total of 17,306 newborn infants were enrolled, 8519 in the chlorhexidine group and 8787 in the placebo group. The average time of newborn skin cleansing was 5.8 hours after birth and over 90% received their assigned intervention within the first 24 hours. Baseline demographic, socio-economic, maternal, infant, and delivery characteristics were similar in the treatment groups. Overall, there was a non-significant 11% lower neonatal mortality rate among those who received the chlorhexidine wash compared with placebo (RR=0.89, 95% CI: 0.72-1.10). This effect was modified significantly by birth weight. Mortality risk was reduced by 28% among low birth weight (lt;2500 grams) infants (RR=0.72 95% CI: 0.55-0.95) whereas there was no difference among infants born ¡Ý2500 grams (RR=1.20, 95% CI: 0.80-1.81). 

Conclusions
Newborn skin cleansing with a dilute chlorhexidine solution soon after delivery resulted in a 28% reduction in neonatal mortality among low birth weight infants. No effect was observed among normal birth weight infants. 

Policy Implications
This inexpensive, simple intervention could significantly improve neonatal survival among high risk, low birth weight infants in settings where home delivery is common and the environment highly contaminated.
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ABSTRACT

Background
The IRC and its partners are implementing a five-year child survival program in Eastern DR Congo. UNICEF recommends that young children with diarrhoea be treated with zinc, after research documented its benefits. However, to date there has been little implementation. We started a pilot zinc program in November 2004, the first in Congo and, to our knowledge, the first non-academic such program in sub-Saharan Africa. We share our results and lessons learned. 

Objectives
1. Demonstrate that community zinc treatment is feasible in a conflict-affected setting 
2. Provide data and tools for scale-up 
3. Provide information of the effectiveness of different delivery mechanisms. 

Methods
After approval from provincial authorities, we introduced zinc treatment in one health centre area with approximately 1,400 children under five. We trained two facility and 26 community providers (1 per 40 households) to provide a 10-day course of zinc, as well as ORS and nutritional advice. We set up five delivery options: one at the health centre, and four in the community with different follow-up mechanisms. We monitored coverage, compliance, and quality through surveys, monthly report forms, register checks, and household visits. There was no charge for treatment. 

Findings
Providers treated 460 children over ten months, including 401 (87%) in the community and 59 at the health centre, as compared to 15 cases treated at the health centre in the three months before the program began. A coverage survey indicated that coverage at 7 months was 29%, with mothers citing the mildness of symptoms as the chief reason for not seeking treatment. Children age 6 to 11 months accounted for 24% of all treatments. Compliance has been good, with blister checks showing! 73% of children getting 10 days of treatment and 95% getting at least 6 days. There were no significant differences in compliance between different delivery and follow-up mechanisms. During the period of the program, inappropriate antibiotic use for diarrhoea fell from 46% to 3% of cases surveyed, while ORS use increased slightly, from 26% to 33%. Mothers and providers reported high satisfaction with the service. 

Conclusions and policy implications
Community zinc treatment is feasible, popular, greatly reduces the use of inappropriate antibiotics, and does not reduce the use of ORS, as had been feared. However, zinc programs must include a mobilization component to insure that children with milder cases of diarrhoea also receive treatment. Intensive follow-up is not needed to insure good compliance. 

THE CARE GROUP MODEL: EMPOWERING COMMUNITIES TO IMPROVE AND SUSTAIN CHILD HEALTH. 
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ABSTRACT


Background
More than two decades after the first ‘Child Survival Revolution’, ten million children are still dying every year from preventable causes. Translating knowledge of disease prevention to behaviour change at the household level remains a challenge for health systems. World Relief (WR), in partnership with USAID, the Government of Mozambique and communities of Gaza Province in Mozambique, has implemented Child Survival Programs (CSP) using the ‘Care Group Model’ since 1995. 

Objectives
To illustrate a proven model for mobilizing communities to engage in child survival programming, and to identify key elements that contribute to community ownership and sustainability. 

Methods
WR uses the care group model, a community-based and volunteer-driven strategy, to disseminate vital health messages to households. Volunteers are selected by village leaders, organized into groups and trained as agents of behavior change in the community, using culturally appropriate methods. Each volunteer provides health education messages to mothers in her block of ten households. Ten or more volunteers come together in a care group (CG), and receive training and supervision from a paid health promoter, who in turn receives supervision from a WR supervisor. Through the CG model, effective community-based health infrastructures are developed, including pastoral CG, traditional healers’ CG and village health committees (VHC). Volunteers mobilize the community to access available health services as part of appropriate health care-seeking behaviour. Community health information systems (HIS) are established and maintained through CGs, and integrated into Ministry of Health (MoH) HIS, for childhood disease surveillance and vital events record. This creates a link between MoH and respective communities. 

Findings
Following dramatic improvements in health behaviour, health service coverage and utilization in pioneer communities, WR scaled up CS activities to eight of eleven districts in Gaza Province. Results from the first project revealed increase in ANC utilization from 30 to 90%, TT coverage 37-82%, EBF 10-70%, and from the second project, ITN use for children U5 increased from <1-85%, ORT use 53-94%, and treatment of fever within 24h 28-90%. Furthermore, twenty months after the end of the first project 93% of volunteers continued home visits and other activities without external support, and volunteer attrition rates remained below 2% during the second project. VHCs continue to provide leadership to CGs and village health workers after WR funding ended. WR and other agencies have successfully adapted the CG model in other countries. 



Conclusion
The Care Group model is an effective approach for mobilizing communities to achieve and sustain child survival gains, but needs further exploration in other settings. 

Policy implications
The Care Group model has been recommended by donors and governments for delivery of child survival interventions at the community level. 
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ABSTRACT

With appropriate interventions available for 20 years, a major factor responsible for insufficient child survival progress has been the lack of a modern management framework for achieving high coverage of known interventions at scale. The EPI community in Africa has already created a district-based management system that follows the modern management paradigm of continuous improvement by providing a constant flow of information for decision-making at all levels. The system provides two types of management information (coverage and impact) from nearly every district in Africa every month, including from some of the largest countries in Africa (Nigeria and DR Congo). The modern management and development framework that EPI is using is called Reaching Every District (RED). RED is composed of 5 elements: 1) outreach sessions, 2) data for action, 3) supervision, 4) regular contact with the community, and 5) district management of resources. Evidence to date suggests that application of the management framework has played an important role in improving immunization coverage. Comparing 2000 to 2004, 80% of countries reported higher coverage for DPT3. Forty-one percent of countries increased routine coverage by >=20%, including countries with some of the most fragile infrastructures in the world--Angola (+59%), Burkina Faso (+31%), Chad (+22%), CAR (+21%), Congo (+28%), Mali (+54%), Mauritania (+39%), Niger (+37%), Senegal (+35%), SLE (+37%), Togo (+21%), Uganda (+34%). Measles deaths in Africa have declined 46% in the last four years (WER 2004). The RED strategy could work well for child survival--the elements of outreach sessions and contact with the community fit especially well with community Child Survival. Using EPI contacts and sessions, coverage for child survival interventions (ITN coverage, exclusive breast feeding, ORT coverage, etc.) could be measured by all health facilities and districts every month, and during outreach sessions in the most vulnerable populations 20-30 km from health centres. Further results from the management system will be presented. In conclusion, Child Survival II should consider using the RED strategy and existing information system to establish a data-driven modern management framework that has the potential to result in high coverage with known interventions.
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ABSTRACT
Background 
Radio programmes that combine entertainment with education may be effective in improving public knowledge, attitudes and practice (KAP) regarding important health issues. 

Objectives 
To evaluate a locally-developed radio soap opera including public health messages relating to malaria on public KAP regarding malaria. 

Methods 
A training workshop for script writers informed them of key malaria messages, identified in consultation with the National Malaria Control Programme. Malaria themes were plotted across episodes of a soap opera based on the day-to-day lives of people living in a fictional Gambian village called “Bolonghodala” – literally “by the stream”. The 26 episode series was broadcast nationally twice-weekly in Mandinka. 

The impact of the programme was assessed by a national cluster sample of radio use and audience reaction was assessed in a 30 minute radio phone-in following each episode. In one rural community, Julangel, radio listening patterns were monitored, 7 radio clubs were established to promote discussion of the programmes and bed nets were made available at subsidized cost. KAP of mothers were assessed by questionnaire before and after the series and a survey of bed net use conducted. Focus group discussions were held amongst radio club listeners. 

Findings 
In the national survey, the interview response rate in 2000 adults was >99.5%. 97% of respondents were radio listeners and 88% had listened during the previous week. More men than women had listened to radio the previous day (61% versus 48% respectively). Overall, 22% respondents had listened to Bolonghodala (representing about 170,000 people in The Gambia). Listening rates were greater amongst older listeners and those who had had no form! al education. 

In Julangel, KAP amongst mothers improved with 40% with a low score (<60% appropriate responses) before the programme (75 women interviewed) and 5% after (81 women interviewed). Bed net use for children <5 years increased from 49% before to 69% after the broadcasts. 

Conclusions 
A radio soap opera can be an effective medium for health promotion in malaria and can have an impact on knowledge and the adoption of positive malaria prevention practices. 

Policy implications 
Radio drama should be evaluated further as a popular and effective means of changing health-related behaviours. A longer time frame, and a more formal evaluation study design, would be required to determine if reported changes are sustained and whether these have an impact on malaria prevention. 
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ABSTRACT

Background

According to the Lancet child survival series improvements in breastfeeding can avert upwards to 13-15% of child deaths, the largest contribution of any preventative intervention. The Lancet neonatal series further underlined the importance of breastfeeding for neonatal outcomes.

Objective
The objective was to improve breastfeeding practices in a number of countries at broad scale and rapidly at the community level using existing systems and multiple program opportunities.

Methodology
The USAID funded LINKAGES project, managed by the Academy for Educational Development  worked with many partners in Bolivia, Ghana and Madagascar to implement large scale breastfeeding programs from 1997 to 2004.  Each country program was different, however, common strategic elements included i.) partnerships, ii.) training, iii.) behavior change, and iv.) community support. 

Findings  

Significant increases in the exclusive breastfeeding (EBF) rate in infants 0–<6 months were documented. In Bolivia (coverage 1 million), EBF increased from 54% to 65% (p<0.001), in Ghana (coverage 3.5 million) from 68% to 78% (p<0.05), and in Madagascar (coverage 6 million) from 47% to a peak level of 83% (p<0.001). In Ghana and Madagascar significant results were seen within one year of community interventions.  In both these countries 2nd generation programs introduced in other parts of the country, based on key elements of the original program, brought about similar  rapid increases in EBF, from 55% to 78% in Ghana (p<0.001) and from 29% to 52% in Madagascar (p<0.001).  Significant increases were also seen in the timely initiation of breastfeeding rate in each of the three countries.
Conclusions  

Using a behavior change approach built on partnerships, integration, and harmonization, it is possible to improve breastfeeding practices at scale under diverse settings. Addressing breastfeeding in an integrative manner using multiple program opportunities, rather than a separate vertical program, extends its appeal to other health and non-health programs and increases program reach to more of the primary audience—pregnant women and mothers with young infants.    

Policy Implications 

Broad scale programs to improve breastfeeding practices are feasible and should be included as a central component of child survival strategies. A similar integrated approach based on multiple program opportunities should be considered to implement the package of essential nutrition actions recommended by the Lancet child survival series (e.g. improved breastfeeding and complementary feeding, vitamin A, and zinc) to avert upwards to 25% of all child deaths each year. 

US NGOS SAVE LIVES: ANALYSIS OF IMPACT OF 13 PROJECTS USING BELLAGIO GROUP METHODOLOGY 
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ABSTRACT

Background
USAID’s Child Survival and Health Grants Program (CSHGP) has supported US NGOs for 20 years. The active portfolio includes 67 community-focused projects implemented by 32 NGOs in collaboration with local MOH and NGO partners in 39 countries. These projects presently reach over 23,000,000 beneficiaries at the household level. Projects typically run 4-5 years. 

Objectives
Quantify the impact in terms of child lives saved of 13 recently completed CSHGP-supported NGO projects. 

Methods
The Bellagio Study Group methodology was used. The needed information was abstracted from project reports: project beneficiary data; baseline and final coverage levels for each of 15 Bellagio Group evidence-based child survival interventions; and sot data. This information was supplemented with national level data to estimate baseline numbers of births and child deaths in the project area. 

Findings
The 13 recently completed projects are estimated to have saved 9,688 lives. They reduced child mortality by an average of over 13%, with many achieving reduction in mortality of more than 25%. Each of the projects in the top quartile of this group saved over 1,000 lives; the top half of these projects reduced U5MR by 16-34%. The top three projects cost only $1.43; $3.95; and $4.84 per beneficiary and $217; $486; and $935 per life saved. Extrapolating to the present, the current portfolio of 67 projects will collectively prevent 74,000-97,000 child deaths and millions of serious illnesses during their 4-5 year project life cycles. 

Conclusions
USAID-supported NGOs have high impact at low cost. This is done through integrated community-based delivery mechanisms that have been proven to increase equity and have sustainable impact. 

Policy Implications
The interventions needing scale-up are known by the international child survival community. It is evidence for the low-cost delivery mechanisms that are lacking, especially at the community level. In looking for scalable and sustainable models, USAID-supported NGOs may have some answers that are worth further scrutiny. 
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ABSTRACT

Achieving the primary objective of reducing child mortality in the framework of Senegalese’s National Health Development Program (PNDSS) depend on the implementation of innovative strategies.

In Senegal, infant mortality (139%0) is mainly due to malaria, diarrhoea, neonatal infections, measles, malnutrition and ARI.

Besides surveys conducted in Kédougou and Vélingara have shown that over 80% of such deaths occur at home before patients seek care from health facilities. Also CHW are not allowed to use antibiotics.

We conducted a pilot study from January 2003 to June 2004 in four districts (Kédougou, Khombole, Thiadiaye and Vélingara) to analyse the feasibility of use of antibiotics by CHW at the level of health huts for pneumonia treatment.

The CHW were trained in the use of WHO revised algorithm for ARI case management consistent with IMCI procedures. They were provided with equipment (scales, timers, registers, health cards…) to perform supervision, post-training monitoring and awareness raising activities in target communities.

Following one year of implementation 3,727 cases were treated by 113 CHW; 93% were well classified, 93% received appropriate treatment and 88% were correctly followed.

This operational research demonstrated that a well trained equipped and supervised CHW could correctly manage ARI cases of infants aged between two months and five years.

Based on these results, Senegalese Ministry of Health plans to expand progressively the strategy in twenty districts in 2005.

THIS OR WAS SPONSORISED BY UNICEF,USAID-BASICS and  WHO
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ABSTRACT

Background 
Armenia initiated collaboration with the World Health Organization in the field of Child Health in mid 90s. The adapted versions of programs on Control of Acute Respiratory Infections and Diarrhoeal Diseases in young children have been implemented since 1994. Improving health care practices at first level led to dramatic decreasing of mortality rates. Since 1999, the implementation of the strategy of Integrated Management of Childhood Illness has been initiated. 

Objectives 
The main objective of the study was assessment of the quality of health care for sick children of young age and effectiveness of the implementation of ARI/CDD/IMCI initiatives in Armenia. 

Methods 
The retrospective analysis of the randomly selected cases of ARI and acute diarrhoea, managed at primary level facilities of three pilot districts (where IMCI was implemented), before the implementation (235 cases) and after (305 cases) was done. Information was gathered through the field visits. The special questionnaires were developed with using the Health Facility Surveys methodology. The assessment model was based on the quality assurance principles and criteria by A.Donabedyan (An Introduction to Quality Assurance in Health Care, Oxford Press, 2003). It included the following components of quality: efficacy, effectiveness, efficiency, optimality, accessibility, legitimacy, equity. 

Findings 
Before the implementation of programs, 24.5% of cases seen at primary level were referred to the hospitals (at first day or later). After the implementation, the hospitalisation rate decreased to half (12.8%). Other indicators of quality of care, such as a proper assessment and rational drug use, improved as well. The average cost of drugs, prescribed by primary level doctors in case of the outpatient management of ARI / diarrhoea, decreased from the a mount of 840 Armenian Drams ($1.5) to 340 Drams ($0.6). The total annual savings, which included the official and non-official cost of in-patient treatment (Armenia is a country with high prevalence of informal payments in the health sector) and drug cost for outpatient management were estimated as much as US$104,803 for three districts. 

Conclusions 
Presented data shows overall effectiveness of the ARI/CDD/IMCI initiatives. Their implementation reflects on basic criteria of quality of health care, such as effectiveness, efficacy, accessibility etc. The programs can be considered as models for improving health care. 

BREASTFEEDING AND CHILD GROWTH IN RURAL RAJASTHAN, INDIA: RESULTS FROM A FIELD STUDY 
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ABSTRACT

Background

Even though WHO (WHO, 2002) recommends exclusive breastfeeding till 6 months of age for its protection against gastrointestinal diseases, the evidence base is less than complete; a study using cross-sectional data in India reported increased risk of post-neonatal mortality with exclusive breastfeeding > 3 months (Anandaiah R & Choe M., 2000). The association of continued breastfeeding after 6 months with growth of children has also not been studied. 

Objectives
We studied breastfeeding status, the risk of diarrhoea, and anthropometric indicators among 1702 children aged 0-59 months in rural Rajasthan, India to better appreciate this relationship. 

Methods
We analysed data from our cross-sectional survey (2004) in one rural block of Rajasthan state. We looked for the trends by plotting graphs using “lowess” smoothing, and used regression methods, controlling for household wealth, mother’s literacy and Body Mass Index in multivariate models. 

Findings
While breastfeeding was universal (Figure-1), 61% of children aged 4-6 months (both inclusive) were predominantly breastfed (defined as daily breastfeeding, with no intake of non-human milk, vegetables, fruits or pulses), which was associated with a lower risk of diarrhoea (Figure-2) in a bivariate (OR:0.68, CI: 0.21, 2.13) and multivariate model (OR: 0.51, CI: 0.14, 1.86; N=49); but the difference was not statistically significant in our small sample. Predominantly breastfed children aged 0-6 months had a higher weight for height zee (WHZ) score (Figure-3) (Bivariate coefficient: 0.4, CI: 0.08, 0.85; multivariate OR: 0.47, CI: 0.09,0.85, N=114). 


Breastfeeding till late childhood was common. In the 0-23 months age group, 90% mothers breastfed their children every day, while 25% did so in the 24-59 month age group. Continued breastfeeding was protective against diarrhoea till 24 months. (Odds of diarrhoea over 20 - 24 months: 0.20, CI: 0.07, 0.52; N=115). Children with continued breastfeeding had a higher weight for height Zee score till 17 months of age (Bivariate coefficient: 0.6, CI: 0.15, 1.03; multivariate coefficient: 0.56, CI: 0.13,0.98, N=418) and a higher height for age zee score (Figure-4) till 24 months (Bivariate coefficient: 0.66, CI: 0.35, 0.97; multivariate coefficient: 0.78, CI: 0.48,1.09, N=643) 

Conclusions
Predominant breastfeeding till age 6 months, and continued breastfeeding till at least 24 months was associated with best child health outcomes in our rural study population. 

Policy Implications

WHO-UNICEF guidelines on breastfeeding are relevant in the Indian context. Predominant breastfeeding, and continued breastfeeding should be encouraged. 

50.  INJURY - A MAJOR PUBLIC HEALTH CONCERN FOR CHILD SURVIVAL IN BANGLADESH: EVIDENCE FROM BANGLADESH HEALTH AND INJURY SURVEY 
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ABSTRACT

Background 
Findings from several small-scale research indicated that injuries have become a major public health issue in Bangladesh. Prominent amongst these is the findings of ICDDRB’s demographic surveillance in Matlab, which demonstrated that the country has undergone an epidemiological transition, with an increasing proportion of deaths due to injuries relative to other causes. This transition is a consequence of the success of child survival interventions principally immunization and control of diarrhoea diseases. Bangladesh Health and Injury Survey (BHIS) is the first and most comprehensive effort to document, using nationally representative data, the burden of injuries on child survival in Bangladesh. 

Objectives 
• Determine the burden of injury on overall child mortality and morbidity. 
• Describe! the pattern of injury and identify risk factors for childhood drowning. 
• Gain an understanding of the behavioural, attitudinal, environmental and other factors related to injury. 

Methods 
A population-based household survey was conducted between January and December 2003, using a multistage cluster sampling technique to select 171,366 households, comprising a total population of 351,651 children 0-17 years. The causes of death and morbidity were determined using verbal autopsy and verbal diagnosis forms respectively. A nested case-control study was used to determine risk factors for drowning, while focus-group discussions were used to obtain qualitative information. 

Results 
An estimated 30,000 children under 18 years die annually from injuries, of which 14,000 are between 1–4 years of age. Injury is the leading cause of death after infancy. While injuries account for 6 percent of all under-five mortality, it contributes to 29 percent of deaths among children 1-4 years. The common cause of injury deaths among children 1-4 years of age is drowning (86.3/100,000). Amongst the older age groups, major causes of injury mortality and morbidity are road traffic accidents, animal bites, burns, and suicides. 

Conclusion 
The MDG of U5 mortality reduction to 31/1000 by 2015 will not be achieved without a reduction in injury deaths. Assuming that the deaths caused by infection and non-communicable diseases are reduced by two thirds by 2015, there will be a deficit of 5 per 1000, if child injury deaths are not averted. 



Policy Implications 
The evidence from BHIS clearly indicates that child health programmes can no longer be considered complete without injury prevention efforts at the core. Moreover, all children should be considered at risk of injury and it is time to include a new child mortality rate that includes all children under 18 years. More research to be conducted to identify evidence-based, cost-effective interventions for child injury prevention, appropriate for low-income countries like Bangladesh. The task ahead is to translate this information into political commitment, additional resources, strategic planning and action on the ground. 
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ABSTRACT


Background

The Philippine Department of Health (DOH) adopted the Integrated Management of Childhood Illness (IMCI) strategy to address the country’s problem of child morbidity and mortality. This strategy improves the case management skills of health workers, selected health systems operations, and family/community practices in childcare. Health workers implement the strategy over many parts of the country. In Regions 1, 3, 10 and 11, Helen Keller International (HKI) provided technical assistance since 2000 to improve IMCI strategy implementation. 

Objective
To assess the implementation of the health care system component of the IMCI and the IMCI case management skills of health workers. 

Methods
Using a cross sectional study design, trained data collectors (DOH and HKI) observed 33 IMCI-trained health workers that had been trained and implemented IMCI since 18 months, as they provided services for sick children in 34 purposively selected health facilities in three provinces each of Regions 1, 3, 10 and 11. Later, they interviewed separately the nurse/midwives and the mothers/caretakers of the sick children, and conducted a review of facility records. Assessment tools used were those developed, by WHO which had then been adapted for local use. 

Results
Health workers index of integration was high at 8.9%, however, they miss out on some of the essential IMCI steps of assessing, classifying and treating/managing, such that almost 90% of sick children are inappropriately managed. Factors attributed were, not enough cases during training, not used to assessing other aspects of nutrition and immunization and necessary support systems were generally deficient. Over half (54%) of the health workers had received supervisory follow-up visits that included case management observation. End-users of supplies and equipment were not involved in the procurement pro cess so that supplies and equipment purchased were inappropriate or inadequate. Non-uniformity of the recording system for services provided through IMCI makes it difficult to come up with overall service statistics on IMCI. While a referral system exists, referral for children with severe illness is sometimes delayed, and referred sick children are rarely followed-up after discharge from the referral facility. 

Conclusion
 Implementation of the IMCI strategy is not optimal due to various causes that can otherwise be overcome by local interventions (improved supervision, proper procurement procedures, proper staff utilization, some training modification). 
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ABSTRACT

Background
A recent study suggests that initiating breastfeeding within 24 hours of birth may reduce neonatal mortality by 16%. Effective interventions to encourage early initiation require an understanding of why women initiate breastfeeding early or late, who makes the decision or gives advice about initiation, what food or fluids are given to babies when initiation is late and mother’s perceptions of the consequences of early or late initiation of breastfeeding. 

Methods
Fifty-two qualitative case histories were collected from women with children under 2 months of age in the Kintampo district of Ghana. Interviews explored the barriers and facilitators for early and late breastfeeding and were conducted in the local language using an iterative question guide. Field notes were taken during the interview and converted to English f! airnotes on the same day; manual coding and content analysis was then conducted. 

Results 
Initiating breastfeeding within 24 hours was more common among women who delivered at a health centre and among women from Southern and Central ethnic groups. Babies born in most health centres were breastfed soon after birth on the advice or insistence of the nurse(s). However, in some health centres mothers were left on their own to decide when and what to feed the baby. Many women from Northern ethnic groups had strong beliefs about colostrum being dirty and harmful to the baby and thus delayed breastfeeding until the ‘good’ milk arrived. Other reasons for late initiation were night deliveries, long and complicated births after which it was felt that the mother and baby needed to rest, that the baby didn’t cry or went straight to sleep after birth so could not be hungry and most frequently because the mother felt she didn’t have enough breast milk because her breasts felt light or flat, nothing came out when the breasts were squeezed or because the baby cried after feeding indicating they were not satisfied. Some women who didn’t have enough breast milk reported that they still put the baby to the breast to encourage the milk to come but many reported that they waited for the breast milk to come before breastfeeding. Babies who were not given the breast milk on the first day were either given nothing at all or a variety of pre-lacteals including water alone, evaporated milk, water with bread soaked in it, ‘Milo’ (malted chocolate drink) mixed with water, infant formula, salt and sugar solution and bath water. 

Conclusion
In general women received little advice about the initiation of breastfeeding but when they did they appeared willing to modify their behaviours. Women need information about what to do when they feel they do not have enough breast milk, they need to start breastfeeding even if the baby does not cry or is born at night and they need to be reassured that colostrum is good for the baby. Most women attended antenatal clinics so these visits may be a good information channel for counselling mothers. 

53.  INFLUENCING POLICY AND PROGRAMS TO INCREASE NEWBORN SURVIVAL: RESULTS OF THE SAVING NEWBORN LIVES INITIATIVE 
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ABSTRACT

Background

The four million newborn deaths that occur annually account for two-thirds of all infant deaths and two-fifths of all under-5 deaths. Most newborn deaths take place in developing countries, at home, and in the absence of skilled care. Evidence has shown that cost-effective interventions can prevent up to 72% of these deaths. Over the last five years, Saving Newborn Lives (SNL), a Save the Children initiative, has successfully improved and expanded policies and programs addressing newborn health, leading to improved health and survival of newborns. 

Objectives
To present results from SNL’s focus countries (Bangladesh, Bolivia, Malawi, Mali, Nepal, and Pakistan) and to demonstrate the importance of a multi-faceted approach to increasing newborn health and survival. 

Methods
In its six focus countries, SNL combined formative and interventions research, evidence-based advocacy, health care provider training, and behaviour change strategies in order to influence national policies and programs, improve household health care practices, and promote use of newborn health services. Baseline and end line data were collected on a core set of indicators. 

Results
In less than two years of program implementation, newborn health priorities have been introduced into national health policies and operational plans in all six SNL focus countries. Significant changes occurred in care seeking and household behaviours. At the community level, increases were measured in the following key newborn health indicators: mothers seeking antenatal care two or more times by a trained provider; skilled attendance at birth; infants who received colostrum; and mothers and infants born at home who received care within three days of birth; and practices such as using a clean or new blade to cut the umbilical cord, delaying bathing for 24 hours, and initiating immediate breastfeeding. 

Conclusions
National policies and traditional household practices can be influenced and changed within a short timeframe. Advocacy based on rigorous research and evaluation can lead to policy and program change. Community-based intervention packages can significantly reduce neonatal mortality in settings with weak health systems. 



Policy Implications
To improve newborn health in developing countries, the newborn has to be considered a priority in national policies and programs. Sound research and successful program experiences need to inform advocacy efforts – both nationally and globally – in order to promote and leverage support for newborn health. 
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ABSTRACT

Background

In Indonesia childhood anaemia is a major health problem. Consequences of anaemia for child health and development warrant urgent intervention, but only very few larger scale anaemia prevention programs have yet been implemented in developing countries. Thus, one of the challenges is to develop an innovative distribution model for an in-home fortificant sprinkles that can reach the most vulnerable children in a sustainable and cost effective way. 

Objective

Following the completion of the end line of an efficacy study conducted in North Jakarta slums, a 1-month pilot distribution activity started in the intervention area. The aim of this activity was to assess whether mothers would be interested in buying Vitalita Sprinkles for a low (at-cost) price and what the role of cadre mothers (health volunteers) could be as potential distributors. 

Methods

The intervention area consisted of two sub-districts with slums. For the one-month distribution activity, one cadre mother per sub-village, who had been involved in the efficacy study, was asked by an HKI field promoter to sell Vitalita for a low price to mothers in the area where the efficacy study had been done. Prior to starting the distribution, field promoters conducted short information meetings in health posts to inform mothers, who had not participated in the efficacy study, about Vitalita and its benefits. An agreement between HKI and each cadre mother that was willing to distribute Vitalita was signed in which both parties agreed on stock supply, selling price and profit margin. 

Results

Cadre mothers successfully sold 1679 Vitalita sachets (of 2745 sachets provided by HKI) to mothers by door-to-door promotion and promotion in the health posts. 25% of the 390 mothers who participated in the efficacy study continued to provide Vitalita to their children because they experienced the benefits of Vitalita for their children and thought it was good for their child’s health. 162 mothers who had not participated in the efficacy study purchased sachets as well mainly because they wanted to try Vitalita. A few of them also said they would like to see development in their children similar to what they had observed in the children who had participated in the efficacy study. 

Conclusions

Mothers’ willingness to buy Vitalita indicates long-term sustainability of this at-cost distribution approach. Cadre mothers who have received training on Vitalita and its benefits will play an important role in promoting and distributing Vitalita.
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ABSTRACT

Background

The Millennium Development Goal for child survival (MDG-4) - to reduce childhood mortality by two-thirds by 2015 - will not be met without substantial reductions in neonatal mortality. Although the world has witnessed a fall in infant mortality rates, in most developing countries neonatal mortality levels have declined less quickly than post- neonatal rates. 
Since the late 1970s, interest has grown in Kangaroo Mother Care (KMC) as an alternative to incubator care for low birth weight babies. KMC keeps the low birth weight infant in skin-to-skin contact between the mother’s breasts. Evidence for the effectiveness of KMC is sparse, a Cochrane review by Conde-Agudelo et al. demonstrated the paucity of evidence, particularly for its mortality impact. 
Brazil is the only country where KMC has become a national health policy for clinically stable low birth-weight infants as a hospital intervention and not at community level. The national implementation of KMC in Brazil precluded a randomized controlled trial to evaluate its impact. However, alternative approaches for the evaluation of interventions have been advocated, and in this paper we have explored such approaches to assess the impact of KMC in Brazil. 


Objective

To identify the impact of KMC on neonatal mortality in Brazil 


Methods
An ecological study was conducted with the units of analysis being high-risk pregnancy hospitals in the state capital cities. Aggregated data for each hospital on neonatal deaths and maternal education were compiled by linking birth and death information databases for 2002. Information about the implementation of KMC and other neonatal care facilities were obtained by postal questionnaires. 


Findings

97 questionnaires were completed (88% response rate). The mean late neonatal mortality rate was 3.75 per 1000 children with birth weight ranging from 1,250-2,000g. The partial correlation coefficient between mortality and KMC final implementation score, adjusted for maternal education, region and technology score, was -0.47 (95% CI: -0.53 to -0.23; plt;0.01). The adjusted regression coefficient was -0.42 (95% CI: -0.60 to -0.24; plt; 0.01). 
Conclusions: This study suggest that as the KMC implementation score increases from 1 to 5, later hospital neonatal mortality rate of infants weighing 1,250g-2,000g may fall by 1.68/1000 live births. 


Policy implications

These results are compatible with existing information on the effect of KMC on severe morbidity. It provides evidence in support of this national policy that should encourage other countries considering implementation of KMC to achieve the MDG-4. 
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ABSTRACT
Background

Childhood illness and malnutrition continue to be major problems in the Philippines. Underweight, wasting and stunting prevalences among children < 5 years of age are unchanged over the past 5 years while vitamin A deficiency and anaemia have even increased. The Philippine government has adopted the implementation of the Integrated Management of Childhood Illness (IMCI), a strategy that improves 1) case management skills of health workers 2) selected health system operations and 3) family and community practices in child care. HKI with USAID assistance provided technical assistance to IMCI areas from 2001-2003 and evaluated it’s impact on the implementation. 

Objectives
To assess the impact of IMCI on underweight prevalence among children < 5 years of age and determine changes in household and family care practices. 

Methods
A quasi-experimental design was used for surveys carried out in 2001 and 2003, which used an adapted questionnaire developed by UNICEF. Intervention municipalities were purposefully selected, based on location within a province currently receiving IMCI TA, child malnutrition prevalence, and IMCI training status. Control municipalities from the same provinces were matched on population size and health system capacity and that they were not slated to implement IMCI within the period of the assessment. 9,272 randomly selected 0-59 month old children participated in the 2001 survey and 7,601 in 2003.Trained field workers conducted interviews and assessed child height, weight and food intake. 


Findings

Underweight, stunting and wasting rates were comparable at baseline. However, by 2003, the difference between mean underweight scores approaches significance (p=0.05), as the mean z score improved in IMCI areas (-1.30 to -1.28) and deteriorated ( -1.29 to -1.33) in non-IMCI areas. Exclusive breastfeeding rates among 0-6 month olds declined more sharply and significantly in non-IMCI areas (14.8% to 9.2%) than in IMCI areas (22.7% to 19.1%). 

Conclusions
Nutritional status and breastfeeding practices, which are essential to child survival, can be improved using IMCI approaches 

Policy Implications
IMCI implementation and assessment can be carried out at local government levels with demonstrable improvements in child health and nutrition. 
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ABSTRACT


Background
Cambodia has very high early childhood mortality rates despite considerable progress made in the 1980s and early 1990s. In 2000 under-five (U5MR) and infant mortality rates (IMR) were 124 and 95 per 1,000 live births and trends seemed to be stagnating. In 2002, the Royal Government of Cambodia (RGC) and its partners agreed to analyse in detail the causes of death and the reasons for this halting trends. An analysis of slow progress in child mortality reduction collecting all available information was carried out that showed that despite considerable progress in certain child survival interventions such as immunizations, vitamin A supplementation (VAS), malaria control, the major causes of childhood deaths in Cambodia were not sufficiently addressed. The neglected areas include! d case management of acute respiratory infections (ARI), control of childhood diarrhoea (CCD), newborn care, and infant and young child feeding (IYCF). After the formation of the Global Child Survival Partnership (CSP), in 2003, which offered its support, the RGC convened a high level consultation (HLC) on Millennium Development Goal 4 (MDG 4) – Reducing Child Mortality in Cambodia that took place in 2004. Leading to this consultation, partners jointly carried out additional analyses on obstacles to achieving MDG 4 in Cambodia. These included reviews on ARI case management, care seeking behaviour, immunization services, childhood nutrition, resource allocations and organizational issues. The HLC findings, conclusions and recommendations have been used to redirect the efforts of all partners towards a more coherent approach for child survival in Cambodia. 

Objectives
The objective of this effort is to develop a national child survival strategy that aligns all partners with a common approach consisting of common priorities, one national plan, one coordination mechanism and one monitoring and evaluation framework. 

Methods
The process used literature and desk reviews, key informant interviews, policy dialogue and consensus building among partners. 

Findings

The main causes of childhood deaths in Cambodia are neonatal conditions (32%), ARI (20%) and diarrhoea (18%), 45% of all children are under-weight. Progress for child survival in the 1990s was mainly limited to increasing immunization and VAS coverage. Measles, Malaria and HIV/AIDS contribute little to child mortality. There are considerable inequalities in all health indicators. The main obstacles for achieving MDG 4 are within the health sector are: inappropriate care seeking behaviour, inequities in health that are not sufficiently addressed, health system issues including organizational fragmentations, health care financing and human resources, inadequate donor support. External support for the health sector, which doubles that of the RGC, is mainly directed to HIV/AIDS (35%), TB, malaria and dengue fever (13%) and other areas (12%), while maternal and child health receive only 16%. The following medium-term actions were agreed: (1.) increase resources for achieving universal coverage for high-impact child survival interventions included in the ‘score card’; (2.) bring these interventions closer to the community; and (3.) improve access to health care for the poor. For immediate action was called for (1.) universal coverage for high-impact preventive and curative care through IMCI and integrated outreach services; (2.) promote demand for appropriate health interventions, including behaviour change communication for improved care seeking behaviour and IYCF, and social marketing for ORS; (3.) Increase and realign budget allocation for child survival; and (4.) strengthen the institutional leadership for Cs within the Ministry of Health. 

Table: The Cambodia Child Survival Score Card 

Since the HLC the following partners have strengthened their efforts for CS in Cambodia: the European Commission Humanitarian Aid Office (ECHO) has made 1 million Euro available for a CS initiative; the World Bank/ADB/DFID/UNFPA funded Health Sector Support Project (HSSP) has increased its funding to CS; the NGO umbrella organization MEDICAM has organized an NGO Workshop and called for more coherent child survival action of its member organisations; UNICEF and USAID is revising its country strategy for health increasing CS funding; UNICEF, USAID, WHO and many NGOs have joined forces for a strong breastfeeding promotion campaign. 

Conclusions
Based on a thorough situation analysis and international support through renewed attention to child survival, it is possible to engage a large an inhomogeneous group of partners with a common approach for child survival lead by the government. Common priorities and a common set of indicators is a useful tool for this purpose. Preset funding priorities of external partners other than child survival, however, limit the support for this area of work despite the big need. 

Policy Implications
All countries with a high burden of child mortality should give priority to achieving universal coverage for an essential package of a limited set of high-impact child survival interventions. A country child survival score card with agreed standard indicators that are globally monitored will support this process and should help to align external support for child survival. 
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ABSTRACT

Objectives 
1. To study the utility, feasibility and acceptability of KMC (Kangaroo Mother Care) in our set-up. 
2. To study the growth pattern and development of KMC and CMC (Conventional Method of Care) – babies on follow–up. 


Methods 
A randomised controlled trial was performed over a period of six months in Shri M.P.Shah Medical College and Guru Gobindsingh Hospital, Jamnagar, in which 110 low birth weight babies were randomised in two groups: KMC and CMC (Statistical Method – Z test, T test, Chi- Square test) 

Results 
56 babies were randomised into KMC group and 54 babies in CMC group. 

1. There was significant reduction in the incidence of hypothermia in KMC versus CMC group (4/56 versus 14/54, ‘P’ value < 0.01) 
2. Reduction in the duration of hospital stay! in KMC versus CMC group (5 days versus 7 days, ‘P’ value < 0.01) 
3. Significant weight gain per day (in grams) during hospital stay (30.96 versus 14.94, ‘P’ value < 0.01) and average weight gain per day (in gram) on follow-up for one month (38 versus 26, ‘P’ value < 0.01) in KMC versus CMC group. 
4. Most of the mother felt comfortable in giving kangaroo mother care in hospital and at home also. 
5. There were no statistically significant in the incidence of sepsis, hypoglycaemia, apnoea and early onset of exclusive breast-feeding in both groups. 


Conclusion 
1. KMC is simple and feasible intervention acceptable to most of the mothers in hospitals and at home. 
2. There may be benefit in terms of reducing the incidence of hypothermia and duration of hospital stay with significantly increased weight gain pattern in hospitals and on follow-up (for one month). 
3. No adverse effect of KMC is demonstrated in the study. 
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ABSTRACT


Immunization is very important tool for child survival. 
Present Status of Programme: 
Coverage rates of various antigens have increased but declining coverage in some major states.  72% of districts surveyed in RCH show a fall in full immunization coverage rates between1988-99 and 2002-23.  An average of 14.4% children receiving BCG do not receive measles vaccine 


Rationale 
The study aims to understand the problems in Program management, implementation and service utilization: Help in understanding the strength of the present system which need to be continued; the problem areas that need modification. Some new policies which needs to be adopted.

 
Objectives 
To understand the infrastructure and process involved in planning! , management and implementation of Universal Immunization Program 
To assess the quality and reach of IEC by understanding the awareness and knowledge levels of implementers and clients about the program services 
To characterize the clients according to their utilization status and understand the key determinants influencing the utilization behaviour 
To identify the shortcomings in the program, recognize factors hampering the success of the program and delineate the problems faced by various stakeholders 

Study Design 
Methodology based on Rapid Assessment Procedures 
Permits quick but systematic data collection &Synthesize multiple sources of information to rationalize and objectively balanced evidence 
Data Collection. In-depth interviews with a range of stakeholders :Focus Group Discussion with health workers, doctors and clients 


Observations
Areas in UIP not well understood / need reinforcement: moderate(++) 
Cold chain maintenance( 2+ ).Injection safety: Sterilization technique / disposal of injection related wastes (1+),Vaccines in Shortage / Irregularly supplied regular at most of places. 
Frequency of Supervision to immunization sessions in the last 3 months irregular. 
Difficulties in conducting Outreach session is because of Problems of Transport and trained manpower. Problems faced in maintaining cold chain in the field 
is to get ice. No Socio cultural beliefs, rumours & rituals influencing. 2+ 
Side effects after immunization was not a problem.  Household problems remains 
reasons for Partial Utilization2 



Recommendations 
Program management: 
Reorientation training for peripheral workers so that they can effectively motivate beneficiaries 
Ensure regular supply of vaccines 
 Manpower shortage need to be addressed urgently 
 Regular supervision and monitoring of outreach sessions by higher officials 

Program Implementation: 
Mobility support for conducting outreach sessions 
Out reach sessions conducted more frequently and client friendly 
Maintain regularity of outreach sessions 
Aggressive and effective social mobilization campaign to make public aware of program services and benefit of vaccination 
Improving the reach by involving other sectors and facilitators 
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ABSTRACT

Background

Pneumonia kills more children than any other illness – more than HIV/AIDS, malaria and measles combined. More than 2 million children die from pneumonia each year, accounting for 1 of every 5 child deaths. Yet too little is being done to reduce deaths from pneumonia in the developing world. 

Objectives 

This paper examines the epidemiological evidence on the burden and distribution of pneumonia in under fives, and assesses the current levels of prevention and treatment activities in developing countries. The paper recommends a set of key actions to reduce pneumonia deaths, and estimates their associated costs. 

Pneumonia is defined in this paper as ‘presumed’ pneumonia, which includes children exhibiting cough and fast or difficult breathing in the two weeks prior to the survey. 

Methods
This assessment is based on a variety of data sources. Published data on cause-specific mortality, incidence and the general epidemiology of pneumonia were reviewed to describe the overall burden of the disease. A separate analysis of pneumonia prevalence, caretakers’ knowledge of danger signs, care seeking behaviour and antibiotic use was conducted based on data from more than 100 national-level household surveys included in the UNICEF global database. A subset of these surveys, primarily MICS and DHS, were used to assess disparities for these indicators (by gender, maternal education, urban/rural residence and/or wealth quintiles). 

Regional and global levels of pneumonia prevalence and care seeking behaviour were calculated using population weighted averages of data from 97 household surveys. Adjustments were made to the pneumonia prevalence data to improve comparability. Trend data for pneumonia prevalence and care seeking behaviour from 38 countries, representing more than 60% of the developing world’s population (excluding China), was analysed using population-weighted averages. 

The paper also examines caregivers’ knowledge of the ‘danger signs’ of pneumonia, as well as the levels of antibiotic usage for pneumonia treatment. Data from 33 MICS surveys were used to assess caregivers’ knowledge of the two ‘danger signs’ of pneumonia: fast breathing and difficult breathing. Estimates of antibiotic! use for the treatment of pneumonia come from 27 DHS surveys conducted in the early 1990s and 5 more recent DHS surveys are available (although not previously published). 

The cost of increasing antibiotic treatment coverage for pneumonia to 90% was also estimated. 

Findings
Pneumonia is the leading cause of death among children under five. Yet, this assessment found that only about one-fifth of caregivers know the ‘danger signs’ of pneumonia, including its two tell-tale symptoms: fast breathing (17%) and difficult breathing (21%). A little more than half (54%) of children sick with pneumonia receive appropriate care. And just 1 in 5 children with pneumonia (18%) in the early 1990s received antibiotics, the recommended treatment. 

It was found that only small or no disparities among sub-groups within the population existed in the prevalence of pneumonia and in caregivers’ knowledge of pneumonia’s ‘danger signs’. Larger disparities were found for children receiving appropriate care for pneumonia. Children from richer families and better educated mothers and those living in urban areas were more likely to receive appropriate medical treatment for pneumonia. 

Conclusions/Policy Implications
This paper recommends expanding treatment for children with pneumonia with antibiotics to 90% coverage levels, which would save XX children’s lives at a cost of $XX. Increasing antibiotic usage requires caregivers’ knowing the ‘danger signs’ of pneumonia and seeking appropriate medical treatment as needed. 

Additionally, reducing child deaths from pneumonia requires implementing effective prevention programs, including promoting exclusive breastfeeding, reducing child under-nutrition, encouraging hand washing and raising immunization rates. A pneumococcal vaccine may be available for routine use in developing countries as early as 2008, which would likely have a significant effect in reducing child deaths from pneumonia. 

