MODULE 1C:   Is CBIO Right for You?

Purpose:  

1. To review the CBIO process and determine if it is right for your program 

2. To determine what factors lead to its success

Time:  2 hours
Preparation:  

· Handout # 4: Sources of Data for Monitoring and Evaluation

· Handout # 5:  Prepare slips of paper with the case studies.  Print out the page and cut individual cases into strips.
Task 1:  Monitoring  & Evaluation Options:

Brainstorm: Ask the large group:

“What are the different program options for monitoring?”

OPTION #1:  100% Population-Based Prospective
a) Baseline: Community diagnosis at beginning

b) Monthly vital events reporting (deaths, births, migrations)

c) Prospective data collection/monitoring: Home visits

d) Quarterly reports

e) Annual evaluation & baseline update

OPTION #2:  Mini-Surveys

a) Baseline

b) Supervisory checklists monthly

c) Periodic mini-surveys to check progress
OPTION #3:  Retrospective and Passive
a) Sentinel post surveillance: collect services statistics

b) Retrospective data collection: interview mothers about past events

c) Health workers report on process indicators and submit them to the program coordinator monthly for review and compilation by PVO

OPTION #4:  Systematic Supervision 

a) Design a regular supervisory system, which will be able to collect all information on the indicators.

b) Routine prospective monitoring of a few key items

OPTION #5:  Special Studies
a) Sample surveys of specific groups

b) Case-control studies

OPTION #6:  Evaluations Only
a) Ongoing process evaluation

b) Beginning of Year 2 internal impact evaluation

c) End of Year 2: external impact evaluation

OPTION #7:  Health Facility Data

a) Use the data from the health facilities only

b) Measure service use by outputs

c) Monitor behavioral change

OPTION #8:  Proxy Indicators

a) Focus on the activities of health workers, not measures of coverage.  

b) If denominator data within the catchment area of a health service is required, this can be determined by a one off household enumeration every 1-3 years.

c) Do it indirectly:  ratio of triple vaccine (3rd/1st) give as a good indicator of compliance of completion of the EPI schedule.

d) Antenatal coverage can be examined by comparing antenatal registration with new births registered at a clinic over a year.  

e) New birth registration can be examined over a year against expected births calculated by the CBR and the pop estimate.
Refer to Hand-out #4:  

HO #4   Sources of Data for Monitoring and Evaluation

There are a number of options for collecting essential data for monitoring and evaluating programs in developing countries, and these will be briefly summarized.

Household and Community: Quantitative Data
Surveys: Structured surveys ask caretakers of young children key questions about their knowledge and practices (and sometimes take samples for laboratory analysis). This method requires a sampling strategy and a structured questionnaire that has been adapted for local use and translated into the local language. Adaptation for local use often requires the collection of data on local terms and beliefs. Pre-testing of survey instruments is needed. Key indicators are based on key behaviors for maternal and child health, see BCI section.  The most frequently conducted survey methods are:
Demographic and Health Survey (DHS): Comprehensive large sample surveys that include information on maternal and child health, reproductive health, and mortality. A national sampling frame is usually used, although data can sometimes be disaggregated to the level of smaller administrative units such as districts. These surveys provide useful background data for identifying health priorities at the household level.

UNICEF-Multiple Indicator Survey (MICS): Comprehensive large sample surveys that include information on maternal and child health, reproductive health and mortality. Can be used for program planning.

30-Cluster Survey (WHO CDD/ARI/Breastfeeding Survey - WHO EPI Coverage Survey - PVO KPC Survey): The 30-cluster surveys are often used with reasonable precision by PVOs to obtain information in a project area. Survey instruments collect data on household knowledge and practices for key maternal and child health behaviors. Health behaviors are used as program outcome measures – this method is often used to collect baseline and follow-up data.

KPC Rapid CATCH: The Rapid CATCH measures 13 key indicators from the KPC2000+ modules that are considered important measures of child health. The Rapid CATCH has an accompanying Tabulation Plan, which provides instructions on calculating these 13 priority child health indicators. The CORE MEWG strongly suggests that all child survival projects report on these core indicators, which provide critical information on household behaviors and care-seeking patterns that affect the health and survival of children worldwide.
Lot Quality Assurance Sampling (LQAS): LQAS uses very small random samples to determine whether health behaviors are likely to have reached pre-determined standards. This approach, based on stratified random sampling, is used in some settings for monitoring progress over time. The survey instruments are often the same as those used for larger sample surveys.  LQAS can also be used for monitoring quality of health services.

Census-based Household Information Systems: In some settings it may be possible to track all households in a community using regular visits by trained workers. This system allows data on vital events (births, deaths, pregnancies, episodes of illness) to be gathered, and also allows tracking of household knowledge and practices – and the collection of health indicator data. If regular visits are complete and sustained, then an accurate picture of the health status of a population can be obtained (since sampling is not required). When establishing census-based systems, strategies for local use of data for planning and monitoring purposes need to be developed, and strategies for sustaining household visits over time need to be elaborated upon.

Qualitative Monitoring Methods:

· Focus groups

· Quality circles

· Care Groups

· Participative rural assessments

· Key informant interviews

· Quality assurance checklists

Studies:

· Disease surveillance

· Case-control

· Comparison Group

· Mortality

· Epidemiological
Task 2:  CBIO Conditions:

Question-posing: To the large group ask the following question to get the participants to consider the larger issues.

a) Is it necessary to demonstrably prove that child survival interventions reduce mortality?  Do we need to prove that, for example, ORT use reduces mortality from dehydration?  Hasn’t the science of public health already been worked out? 

b) Is it an appropriate use of resources to track the multitude of migrations in a highly mobile and fluid urban population?  Do you ever capture the “river” of people?   A river is never the same since it is constantly changing.

Break into 3 groups.  Ask the each group to discuss settings that a population-based census system would be appropriate and when it would not.  Each group creates a list of the settings and shares with the large group.  Consolidate the groups’ findings into one list.
Task 3:  Case Studies:  Appropriate Settings  
Divide the group by 6. Hand out one slip per group.  Each group agrees upon whether or not it would be appropriate to implement CBIO in the particular setting.  Each group presents their answer after reading out loud the scenario to the large group.  Open up for discussion.

Scenarios with Answers:

Case # 1:  Uganda

Your project is located in a heavily affected AIDS community in a rural area for a population of 55,000.  Your PVO has recently been awarded a five-year USAID Child Survival Grant.  This is a start-up project and the first time a PVO has worked in the area. 

Yes, using the CBIO methodology would be a good system in order to track the deaths and respond to the current major “killer.” In the hope that the project funding will be continued by the PVO for another 5 years, CBIO would be a good choice.

Case # 2:  Brazil

Your project is located in the heart of the Amazon jungle.  Houses are spread out widely and there are very few health facilities. Some people have to walk 10 miles to the nearest health center. The population is 25,000.  The government does not have plans to reach this population under its current 10 year plan.

Yes, although it seems hard to have workers walk through the jungle to reach each house, it would be an appropriate approach in order to provide home-based health education, since there are so few facilities.

Case # 3:  Indonesia

Your project is located in an urban slum area of Jakarta.  It is densely populated with 100,000 people within a 3-mile radius. There is a huge influx of workers after the harvest season from the countryside.  The population swells to over 120,000.  

No, as the migration rate is so dramatic, that migration reports would be extraordinarily hard to capture, in spite of the fact that the logistics of home visiting are easier in a densely populated area. 

Case # 4:  Gaza/West Bank

Your project is located in a war-torn area in a refugee population.  The population is 30,000.  The people are living in camps and unable to work outside of the camps. 

Yes, the people are already registered as refugees, so CBIO would be a natural choice.

Case # 5:  Brownsville, Texas, USA

Your project is located in a rural community on the southern border of Mexico with the US. The community is largely illegal, as they swam across the Rio Grande River in search of work.  The population lives in squalid conditions run by landowners who do not provide them with water or electricity.  There is a fear of migration officials who deport illegal immigrants.

Yes/No. It would be good to provide health messages to the population that is ineligible for government services, however, the fear of migration reporting would probably be high and registration might be resisted. 

Case # 6:  Afghanistan

Your project covers an entire region of the country.  The situation is unstable, due to ethnic/religious rivalries, however, there are peacekeepers present. There is a general fear among young men that they will be recruited into the military. 

No, the regional level is too large an area to implement the approach. The country is unstable, so the population may be displaced and the young men will shy away from being registered due to the information being collected on them that may facilitate recruitment. 

Session 1D:  What Resources are Required?  Presentation  (HO 5)

Time: 1 hour

Task 1:   Resources

Present the following information: 

A. Long-term Commitment:

The CBIO is not an add-on system to be taken on lightly.  It requires a full commitment to an entire system of monitoring and evaluating that involves local communities, health facilities and a large staff.  The NGO should be expected to remain the community for at least 5-10 years. 

B.  Long-term Funding: 

The costs of implementing CBIO mainly involve human resource investments through salaries and training of staff, full program funding is a prerequisite. The vagaries of funding often derail the system if funding is reduced or stops.  It is difficult to maintain the system and keep the workers motivated if their salaries or supervision is cut back. 

C.  Human Resources:

The CBIO is labor-intensive.  It requires a large force of volunteers or paid health workers to conduct home visits. The system requires meticulous recording of events of individuals (locators, names, dates, services, etc.).  The ideal CBIO health worker has a 7th grade education and is literate and comes from the community. Community members are part of the team in terms of management, supervision and health workers and volunteers.  

Approximately 25% of the overall child survival efforts itself has been devoted to home visitation and maintenance of the health information system.  (Perry,HP&P)
Ratio of health agent to family:

As the system is based on home visiting it is best to realistically determine how many families can be visited on a monthly basis by one person.  The ratio of health worker to volunteer will vary depending on the distance between the houses, the accessibility of the terrain, and the mode of transportation.  The ratio of health worker to population or to households must be logistically practical and consider the size of the area in which he or she is expected to travel to collect data.  

In a rural Himalayan project area, with houses dispersed sparsely among mountain ridges and valleys and rivers, the ratio would need to be quite low.  For the urban slum areas of Jakarta, Indonesia, the ratio can be quite high, since the households are in close proximity and can be reached within a short distance quickly.  Ratios vary considerably.  One health agent per 25 households would be ideal.  However, this is rarely possible.  There are creative ways to support the health agents to do their work, tapping into local volunteers who may not be trained.   In Haiti, HHF has one health agent per 2000 people or 250 households.  In other parts of Haiti, the ration is one health agent per 400 people or 50 families.

Examples:

· Curamericas/ Bolivia (1993):  In 28,000 population,there was one doctor for 5,000  persons, one mid-level health professional for each 5500 persons and one lower level health worker for each 1400 persons.  There were 22 families per health agent. ARHC services were provided by full-time paid auxiliary nurses and unpaid, part-time community health volunteers.  

· In Haiti, Focas employs 40 health agents for a population of 10,000  in 2,000 families.  Each health agent is responsible for 50 families. 

Real Life Example: from CSRA in Bolivia in the mid-90’s (from FE report)

The ratio of families to all project field staff and volunteers: 23-33 families per paid staff/volunteer. Approximately 17 volunteers (one to two per community) were trained.  These volunteers served for approximately two years.  An additional ten volunteers were trained to partially replace those who had left. The ratio of families per volunteer increased with time due to drop-outs becoming 48:1 and then 64:1 during the last year of the project. .  The MOH personnel mentioned that the volunteers used by ARHC only "last" about 6-12 months.  
Levels of CBIO PLAYERS:

1. Front-line workers:  volunteers or paid-health agents who make home visits

2. Supervisors:   one supervisor per 10-20 volunteers 

3. Managers:  one manager per 10 supervisors

4. Community Leaders:  one per village or group of villages 

5. Community Health Committees:  one per village or group of villages
D. Training and Supervision

The training of CBIO workers begins at the grass-roots level and goes all the way up to the Ministry of Health level.  It is necessary to train all levels.  The training starts with an initial training such as this one and continues with periodic training to improved skills.

There are data collectors, health volunteers, health workers, community leaders, NGO staff including, supervisors, managers, trainers, data analyzers or data entry.  Once the training has been completed, regular supervision is needed to maintain the quality of the system. 

E.  Management

It is about GOOD Management!  This system must be managed by a strong leader, who understands the importance of the system.  The manager provides oversight and vision yet is able to grasp the minute details of the system. 

Real-Life Example:

There is an excellent manager in Jeremie, Haiti, who manages the CBIO at the Haitian Health Foundation with an iron-fist.  The workers who do not perform get their salary cut until they perform to their clear and discrete tasks.  She also has all levels of workers able to do all the tasks of the other workers so that they understand.  For example, the data entry clerk makes home visits and is trained to do the job of a health worker.  The health worker in turn, learns to enter data.  This way each staff is vested in the entire program process. 

Community

There is a large role by the community to manage CBIO. Management Committees or Village Development Committees are the managers in the long-run of information and the analysis.  The community mobilization efforts lay the most important foundation for the system.  Other leaders involved include women leaders, youth leaders, etc.) and members of the community.

F.  Materials:

1. Folders:  one per family

2. Home Visit Rosters:  three per health agent

3. Vital Events Registers:  three books per project

4. Tabulation forms

5. Verbal autopsy forms

6. Flannelgrams, picture cards, 

G.  Equipment:  

1. Calculators

2. Computers*

3. Cell phones

4. Transportation:  bicycles, motorbikes, etc.

*Computers:  If computers are to be used, the cost of the computer and software will be just the beginning.  There are additional costs in training and staff time, paper and ink, and the initial investment in TA for formative research for the manual system and computer programming. 

There is a large movement towards computerization.  However, the system must be able to holdup on its own, with paper and pencil.  For greater community ownership, it is better not to use a computer, which further distances the data from the community as they see their information being entered into a big mysterious black box.  It is also dependent upon the whims of the electricity, software and hardware technical difficulties.  It can be helpful however, to enter data and have computerized printouts of the rosters and vital events. 

In many offices, programmers are designing individualized programs, which often takes months to develop and months to get all the bugs out. This becomes very expensive!  However, in Haiti, at HHF there is a software package that is for sale.  It took ADRA a 6 month uptake period to be fully trained and have it up and running.  It is best not to re-invent the wheel.  It is for sale.

Save the Children’s project in Bolivia uses a software package for their SECI program.  Save the Children and CCF both had an computerized program for data entry across all programs globally, in the late 1990’s but each have abandoned it due to the to improved software packages that became available and the inability to transfer all the data. It also became expensive to keep up.
Task 2: Cost Benefit Analysis
Pose these questions to the group. 

· What is the estimated total cost spent of community-based monitoring?

· Is the investment worth the cost in terms of human resources and time spent and usefulness to the project’s achievement towards its goals and objectives?

· How could resources be used differently?

Cost Analysis:

It is difficult to determine the actual cost per beneficiary, since the formula varies between programs and it is not easy to tease out the CBIO portion of an entire program if it is the approach. Curamericas published in 1991 that their Child Survival program can be provided for an annual cost of approximately $9 per inhabitant on the average. In 2004, that cost increased to $20 per inhabitant per year.  

It is difficult to determine the reasonable cost of saving one year of life in a poor country.  These questions do not have straightforward answers and depend on a careful examination of a series of variables:

· availability of funds

· population size

· accessibility of households (terrain)

· level of staff (use of volunteers or paid workers)

· computerization

Items to include in any cost analysis would be:

1. Logistics for enrollment of the population (per diem, transportation, stipend)

2. Training costs for staff and necessary additional staff

3. Regional workshops to support the CBIO if the uptake is agency-wide

4. Evaluation of the approach

As with any project, the costs of the system entail high start-up costs with low maintenance costs once the system is in place.  

It is important to recognize that with CBIO, the methodology relies on the community data collection, in most cases by volunteers. Volunteers and MoH staff have begun an advocacy process with the county governments to provide financial incentives to health promoters for their data collection work. For the facilitation of the discussion of data at community meetings, CBIO relies in the beginning on an outside facilitator (in this case PVO staff), which is not identified by the community as being part of the public health care staff. However, after about one year as communities become acquainted with the method, we witness a process of becoming independent, where the principal facilitator is the health promoter. 

Do local decision makers need epidemiology?  CBIO is an approach that has shown that local leaders can be motivated and mobilized by simple-to-understand data on topics on which they can effectively act upon. Decentralization and structural reforms can help to give them more power, understood as decision-making power over a budget. However, decisions that favor a health-supportive or enabling environment require more than a mere budget. This is where local data can be used by and for local people. CBIO will contribute to this and become sustainable at the pace at which it addresses issues and topics that are important to the public and that can effectively be acted upon for the betterment of public health. 






PAGE  
16

