MODULE 5:  CBIO Applications  

MODULE LEARNING OBJECTIVES:

1. To be able to plan for scale-up and sustainability

2. To understand common pitfalls in the implementation of the CBIO approach

Session 5A:  Scaling Up

Purpose:  To bring CBIO to Scale 

Time:
2 hours

Task 1:  Warm-up Game
Race to the Stars:

Have two lines.  Ask each first person to run to the wall and touch a star.  The first person to reach a star must answer the question on the back of the star.   The person who touches the star gets one point, the person who answers correctly gets 2 points.  The highest point team wins. On back of stars write the following questions:

What is the IMR of your country?

What is the tool used for capturing the denominator?

What is the immunization coverage rate in your country?

What is the bottom line indicator of any Child Survival program?

What is the main vehicle to provide personal HE in CBIO?

What does CBIO stand for?

Who does the information of CBIO belong to utlimately? 

Task 2:  Sustainability 

As a large group discuss: 

· How does the community participate in design and implementation?

· What part of the system should be sustained and why?

· What part of the system will not be sustained and why? (i.e. mortality surveillance, service statistics)

· How much will it cost to sustain a streamlined system?  Who should fund this?

· How are the management or technical skills developed at the community level to continue the monitoring and evaluation of selected sustainable interventions?

· Do you think community leaders should be acknowledged or rewarded for progress in health indicators?  How? By who?

End note: Unless outreach workers can be sustained after the end of external funding, the census-based approach will not endure.  On the other hand, if the CBIO led to changed health behavior and health service utilization, improvements will last with or without the system.  The system itself isn’t necessary to sustain.  

Session 5 B:  Common Pitfalls

Purpose:  To understand common pitfalls and how to avoid them

Time:
2 hours

Preparation:   prepare the pitfalls on a sheet and cut up into slips without the answers.

Task 1:  Trouble-shooting

Break into small groups and each group discusses possible solutions to the pitfalls described as trouble-shooters:

Pitfalls:

1. Under-reporting of births.  Need to use a pregnancy register to catch all births and follow-up each and every one. Have an independent validation survey of the vital events register to check for accuracy. Be sure the CHAs are covering all the households in the population and are not depending on word of mouth, but are systematically collecting events. 

2. When conducting a verbal autopsy, many of the details were forgotten. Sensitivity needed to discern when culturally appropriate to visit family without waiting too long so that people forget important details.

3. The project staff are overwhelmed with data collection and spend 50% of their time filling in forms, 8am-12pm is spent home visiting and 1-5pm is filling in forms daily.   FLIP over the HIS pyramid.  Rather than spend the bottom 1/3 of the pyramid with data collection, leaving less time for analysis and even less time for USE, flip over the pyramid and spend the least time collecting data, more time analyzing and the most time USING it.   10% collection, 35% analysis, 50% USE
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The more we collect, the less time there is for analysis and the less time there is for USE.  Collecting data takes important time away from the real work and can become a barrier between the beneficiary and the home visitor.

4.  Volunteers have been selected yet there is not a set criteria set, job descriptions or volunteer protocols.  There are no training plans.   Orient the entire staff into the PURPOSE of CBIO, as a means to an end, not an end in itself. Orient and train all new staff in the CBIO. Training methodology simple and acceptable. Adult training methods and supervision ideology are important issues in the development of a useful and efficient information system.

5.  At a daylong introduction to CBIO for the program management staff and a few volunteers, there were not any community leaders attending.  The community mobilization efforts have failed to bring the leaders to the table.  There are not any village development committees, much less health committees formed.  The community is not involved in setting health priorities.  The quarterly feedback sessions do not include community leaders but health volunteers only. Non-formal leaders can be tapped and committees formed where there are none. Community feedback of the data could be improved and made more interesting and meaningful through the judicious use of visual displays (e.g., charts and graphs). The project should consider ways to recognize VHCs that meet a minimum set of standards for data collection and attainment of prescribed indicators as a means of motivation.

6.  There is a usual amount of information overload that is due to adding more and more to the data load.  On top of a full CS intervention load, a new TB initiative has been added and new quality assurance model tools, on top of IMCI/C, etc… each new program gets more forms. 

Small errors compound over time, handicapping, if not destroying, the system. In order to stop the extreme amount of data redundancy and duplication, streamline the unwieldy family folders and eliminate data duplication. Review each and every piece of data and if it is not used, stop collecting it. Information collected must be specific for project management purposes. Information needs to be related to action, thus avoiding overburdening the system with useless information.

7.  A single antigen for an individual child is copied 6 times with name, sex, date and antigen!  Streamline, streamline, streamline.  Copy each data point as little as possible.  Tabulate!

8.  Quote from a Program Director: “ We only use 30% of the data. We collect way too much data and don’t use but a fraction of it”. The project should review the number and function of registers and reduce the number to capture only the most pertinent data that does not duplicate other sources. 

9. There is a computer specialist who is spending his days trying to program a system using a package.  Stop the computer programmer from reinventing the wheel and explore packages that are available to enter data and use today!  EPINFO for one!  Check out other packages already developed that can be adapted to your program.   The computer will not solve the problem.  It will only take the data further from the community, which is already greatly removed for their own data.  

10. The Project Coordinator, who supervises 4 nurses, is unaware of the current immunization rate.  She does not know what it was last year or how it is going this year. She spent 4 hours explaining all the forms within the data collection system.   Analyze the data with the staff. Have the coverage rates posted on the walls, and the trends.  Plot each month a few key indicator to track over time.  Discuss the movement of the data in either positive or negative trend.  Do not loose sight of the forest through all the trees.  

11.  The walls papered in tables of numbers and totals.  Be sure to present data in terms of percentages.  Figures alone do not have meaning.  What percentage of children are immunized, as 234 children immunized doesn’t mean anything unless there is a denominator.

12. The staff puts in 14-hour days, not only because they are dedicated and hard workers, but also they are doing their data collection tasks. All staff said that there is too much data.  There are information demands by the Nat’l health insurance scheme, MOH, PVO headquarters and the funders.  Review the number of staff collecting data and filling in forms and decide if the data collection is leading towards improved health outcomes. Work to clean up the information system and greatly streamline the data collected. The data is unreliable and inaccurate and not being analyzed nor supervised for quality control.  Avoid add-on pieces of information that may be “nice to know.”

13. They cannot motivate any volunteers to do home visits and have started paying each home visitor a set fee per event reported.   The system will most likely stop once funding ends and therefore the community ownership is lacking.  Paying per home visit may skew the results.

14.  There are a total of 52 full-time staff working on CBIO activities.  The staff requires stream-lining.  If this many staff are required, it is too expensive in terms of human resources and budget. 

15. The CBIO has become the Program in and of itself and becomes the program as an end rather than the means.   The act of measuring does not bring about health status or behavioral change! Weighing children to death does not change nutritional status.  The data needs to be USED to guide INTERVENTIONS. The methodology facilitates child survival interventions.  Without health content, the CBIO is hollow and empty.  CBIO has taken on a life of it’s own which is taking much too much credit for health changes. 

16.  There are no supervision or management systems in place.

There need to be tools (checklists, forms), a systematized regular plan to supervise every team player and an overall management system to oversee the approach. Supervisory approach must be oriented to a culture that values information-based decision-making. In developing countries, and especially at community levels one known barrier to using information is a lack of interpretation skills. Thus, supervision activities need to include this factor into the equation.

17.  The collection of data is cumbersome and not understood.  Analyze the cultural context:  is the meticulous collection of data part of the culture? Two important characteristics that should never be relegated are local idiosyncrasy and educational level of personnel using the system.

18.  There is a new funder with different set of reporting needs.  There obviously will be changes the forms and the data.  Streamline the data and try to maintain as much consistency as possible. 

19. Funding has been reduced dramatically.  The number of workers is reduced and the ones that are retained loose their motivation since they are no longer paid as well as before.  Be sure that the system is streamlined and that the minimum number of paid workers is minimal and the number of volunteers is maximal. 

Task 2:  Home Visit Scenario
Read the scenario and open it up to discussion and ask: “What went wrong?”

A home visit scenario:  

The RN home visitor was familiar with the family and had good rapport. The mother had a one year old severely malnourished child. This child was vomiting, had diarrhea, hypothermia (the weather was cold, a chilling rain!) and was dehydrated. 

The home visitor RN used the ICMI/C forms to determine that in fact the child needed to be referred to the health center the next day, which was offered free for her case.  She basically had her eyes on the forms she filled out and used the IMCI/C guide to know the protocols, which are fairly new and detailed.  The mother lived in a house with cement flooring, doors and windows and a gas stove with 4 burners.  

The mother had been visited regularly per the domicile visitor card about 12 times over the past 5 years. She had 3 other older children, 6 yrs, 4 yrs and 3 yrs. All of her children had growth cards in their family folder.  They had all suffered from malnutrition till the age of five and then the card stops. All her children were stunted and had never caught up.  

The home visitor offered correctly, the one ORT packet she had in her knapsack.  The mother had never seen the ORS packet from a home visitor.  She said she had bought a similar product at a pharmacy before.  The mother said she breastfed, but she would not do it now because she was angry from the meeting she just attended where she had a fight, so that the milk would further exacerbate her daughter’s illness.  Meanwhile, the grandmother had a baby bottle with powdered milk ready. The mother is quite hefty and healthy.  
Discussion:

Obviously, there is a serious disconnection between the CBIO and behavioral change through family level health education.  The mother had been given nutrition messages, (to feed her child 5 times a day) but all of her children were falling off the charts. 

The first child should have served as a red flag to train the mother and family in adequate nutritional behaviors through demonstration or cooking together, as the messages obviously did not go through.  Then she had another child, too closely spaced, who was malnourished, and then she had another child, too closely spaced, who was malnourished and then she had another child, too closely spaced, who was malnourished!  No Birth Spacing practices, no ORT training and no new Nutritional practices taking place over 5 years of visits.  

There is basically a lack of the behavioral change aspect so that the project had veered from its intentions.  It has failed this family terribly. This was the 4th child they had a chance to protect and help a family stop the cycle of malnutrition and poor health, but the program although it reached this family, was unable to have any impact whatsoever. 

The home visit has veered from its purpose.  It has changed into a data collection event whereby the HVs TAKE from the community and don’t GIVE much back (it is not a health education event).  I always think of home visits as an excellent opportunity to tailor make the health education session so that the messages are specific for the family.  But, the HVs are not trained in TOT, nor do they have the skills to do health education.  

Provide health education during home visits concurrently with group sessions to provide peer group support rather than simply relying on individual house-to-house behavior change.

Session 5 C:  Conclusion

Purpose:  To bring together all the ideas of the training into a whole concept and review the CBIO principles.

Time:
2 hours

Task 1:   Principle Outline

What are those principles that cannot be changed?   Ask participants to list the major components in a brainstorm.  

1. A “Living Census”

The census has life!  The baseline population-based survey is a multi-year /multi-purpose tool.  A census need not be a “one time shot.”   It is updated periodically, usually annually through a “roll call”.  Provide space to mark dates of changing behaviors (household level changes and individual changes).  i.e.  water access, sanitation, date use ORT, female primary education, or behavior changes over time.  Be sure to record the dates of the change.  The census can act as a sampling frame for surveys focused on specific problems. 

2.  Track Vital Events:  Births and  Deaths

This data is a means to track the bottom line effectiveness of child survival interventions and understand the major killers in a community. It will also instill in a community the perspective of preventing death, a new mind-set.  Rather than accept “fate” it could possibly empower a community to see how their own methods and behavioral changes can decrease death.  

If Child Survival projects were allowed to collect but one indicator, which would it be?  The number of deaths.   This is the bottom line of any child survival program.  What are the major killers in the community?  Do the interventions reduce the number of deaths?  This is easily understood by a community. 

It is not necessary to institute an elaborate death reporting system for the entire population, which perhaps is already done through the administrative government of an area. Rather a simple cross off a target list with a “reason” will capture this most grave event.  It will show the number of pregnant women who died (if your track pregnancies and why), it will show the number of children by age who died of ARI, dehydration from diarrhea, and tetanus.  Age-specific and cause-specific death reporting is the most informative piece of data of a Child Survival program!

3.  Track Pregnancy and Pregnancy Outcomes

Most programs are implementing maternal health components. This is a sure-fire way of subsequently tracking Births.    From this list you will be able to see how many women are diverting pregnancy till a later age, how many women are receiving adequate prenatal care and how that effects outcome, how many women are not becoming pregnant (family planning success), how many women are spacing their births for the health of herself and her children already in family.

4.  Keep the system person-specific

At the community level direct beneficiaries need to be identifiable by location.  CHWs need to know who and where the people are.  Divide the complete target group among individual CHW to designate responsibility.  CHWs can perform OUTREACH activities rather than wait for the already well-motivated to come for services.  It is the segment of the population not attending services that are most at-risk.  

5.  Keep List of Complete Target Groups: CHA Roster

A CHW needs a complete list of target group, not the risk groups.  Risk categories change over time: children falter, children get diarrhea, children get pneumonia, etc.   These are variable.  So keep complete lists of targets and  focus on at-risks on that list as they change over time.

This most important tool serves as a working map for the CHW to locate and list who s/he is responsible for.  It guides the home visitor on her rounds and provides the clues as to who needs what and when.  It is filled with names not numbers.  The numbers are derived from names. 

6.  Translate the “knowledge” indicators into an indicator of “practice” indicators

Knowledge does not predict behavior.  There is not necessarily a correlation between knowledge and practice.  As we look to develop a HIS which the “Information leads us to Act,” so too the HIS should be looking more towards behaviors rather than knowledge.  

7.  Pro-active rather than passive

Community outreach entails going out to the community to reach the unreached. It is simply not waiting for the unmotivated to arrive, but rather going to the people who are not accessing services.  This involves community organization, partnership and ownership.

8.  Schedule of  Rate Calculations

There is not need to calculate a coverage rate every month.  It will not change that quickly.  Annual death rates tracked over a number of years will show a trend.  Rates should be calculated at intervals that one can expect change. 

9.  Time is a Finite Commodity

Analyzing data takes a lot of time and thought.  Data collection tends to be more time-consuming leaving little time for analysis. Collecting too much information will not leave enough time for analysis.  Collecting too little information will not provide enough to make educated decisions. 

The more time spent collecting data, the less time left for analysis.   Remember: timely decisions are made from understanding and interpretation of findings. It is a matter of balancing the costs for data collection with the benefits of data use.
10.  Data Overlap

If there are parallel lists, look for ways to combine them into one list.  Look for areas where data overlaps and dovetail them into one.  It is burdensome not only to the data collector but to the person providing the data to constantly be giving data.

11. Quantity vs. Quality CBIO

A good indicator of an improved CBIO is a decreased number of indicators (light weight quantity) and increased power of each indicator (heavy weight quality).  A team must continually determine if information collected is useful.  Be sure that the CBIO is monitoring quality and not just counting activities.
12. CBIO is not an end in itself.

The purpose of the CBIO should be clearly specified. The costs of implementing in an urban area a system, which can achieve this purpose must be balanced against the benefits, which the system is expected to bring to community residents and public and/or private health care providers.

13.  The new management, new program, new funder: system changes

This is a dilemma for CBIO.  There are new reporting requirements that are needed and may not be fulfilled by the system.  It is necessary to tailor the system.  

14.  Denominator Analysis vs. numerator analysis (service-based) This is a matter of either reaching the un-reached, or counting the reached as they come to access service.  It is looking at coverage.

15.  Equity, Empowerment, Effectiveness

The system is based on reaching everyone.  This empowers the poor as marginalized people are identified and solutions proposed.  The entire system rests upon sound epidemiological principles to measure effectiveness and impact. 

16. Community-owned: The community is first user of the data and the information itself is a strong motivator for positive behavioral change. Continuing to facilitate community use of data to manage their own health and nutrition assures greater ownership.
Task 2: Draw a picture of the CBIO approach

Break into small groups of 4-6 participants.  Ask each group to illustrate the CBIO approach through a drawing or logo.  The groups present and explain their illustration to the large group. 

Task 3:  LEVELS OF INFORMATION: Pop Quiz

How does the newly developed CBIO toolbox:

1. Serve the child?______________________________________________________

2. Serve the mother?____________________________________________________

3. Serve the community?_________________________________________________

4. Serve the District Health Office? ________________________________________

5. Serve the Country Office?_____________________________________________

6. Serve the MOH?_____________________________________________________

7. Serve your Organization HQTRS?_______________________________________

8. Serve USAID?_______________________________________________________

9. Serve Congress?_____________________________________________________

10. Serve the planet?  (world body of literature)________________________________

The full group came up with the following after taking the quiz individually:

CHILD
person-specific for preventive and curative care, identifies at-risk, for healthy, happier better citizens, immediate effect, provides more chance of survival

MOTHER/FATHER/CAREGIVER
increase communication and feedback system, empowering, able to make more informed decisions, careseeking, able to demand more services, case management at home

COMMUNITY
improves child survival in community, strengthens organization, empowers, decision-making, prevention efforts, increases confidence, provides ownership of project, increases independence, cause-specific killers, capacity-building, measure own progress, increase participation and management of health risks

DISTRICT HEALTH OFFICE
track and monitor health status, high-risk identification, allocate resources better, decision-making tool, key to informed decisions

COUNTRY OFFICE 

know if we reach beneficiary, able to measure outputs, effects and outcomes, fund-raising, more pro-active, cost effective, more accountability, planning tool

MOH

affect allocation of resources, provides them with community level reality check, client-oriented, policy effects, gives them rationale for policies

CARE HQs

API data, effectiveness, TA needs, lessons learned, donors, strategic planning, decision-making, comparing interventions cross-COs

USAID

Is the funding making a difference?  lessons learned, makes them more flexible, reality checks

CONGRESS

Policy-making, equitable, allocate their resources

PLANET

Solidarity, peace, saves forests (less paper work), healthier, happier families, more informed choices among inhabitants, sustainable development.
Task 4:   Impact Debate 

Ask the participants to break into two teams (by counting 1-2-1-2).  Have each team take a side and defend their position.

Arguments for not measuring under-5 mortality:

· It’s expensive 

· Too resource intensive

· Program staff can’t do it because they are biased. You need to hire outsiders to measure this. No matter who collects the data, it is suspect unless it is collected by a research-related organization with a reputation for quality data collection.

· You need a control population since mortality rates are generally declining anyway independent of a child survival program

· It takes time to achieve mortality impacts, and the time within a 3-4 child survival program are not sufficient

· You need a large population in order to measure mortality drops. Otherwise the results will not be statistically significant.

· Program managers and organizations are afraid to commit to measuring mortality impact because they may not actually have any mortality impact.

Arguments for measuring under-5 mortality:

· The goal of these programs is to improve child survival by lowering mortality, so it is important to know if the programs are effective.

· Knowing the rates of mortality, the leading causes of death, and the ages at which most deaths occur (and, if possible, underlying risk factors) is critical in maximizing program effectiveness.

· Even in spite of the arguments against measuring mortality and monitoring program impact, the issue is so important that we need experience in it.

· If we aren’t lowering under-five mortality, we need to know it and to adjust our program activities accordingly.

· Success in lowering mortality can generate more enthusiasm (and money) for programs and can generate policy changes to build on that success.

Share the following data, which addresses some of these points:

From HAS in Haiti:  (from Henry Perry )

· Differences in mortality in the valleys versus the mountains of the HAS service are. It is twice as great in the mountains, and one-third of the service population lives there, pointing to the need to strengthen programming in the mountains. This is an equity issue in programming, but it also key to lowering mortality in the overall population.

· Long-term mortality impact assessment based on pregnancy history.

· Use of national DHS data as a control population

· Lack of progress for 30 years in reducing under-5 mortality and lack of focus on this goal

From Dhaka, Bangladesh

· Data showing the extremely high risk of death during the day of birth (from still births and mortality shortly after birth) and the increased risk of the poorest members of the population.

From Arunachal Pradesh, India

· Recent data from pregnancy histories comparing an intervention area with a control area in which the program is just beginning and only modest improvements in the intervention area (using small populations but taking data from the entire population rather than from a sample)

From CSRA/Curamericas in Bolivia 

· Findings from our recently published paper, again using small populations, comparing the mortality in an intervention area with that for an adjacent area where program activities were just beginning (and hence could serve as a control population since it was very similar to the intervention area)

· Long-term mortality drop in Montero – IMR 20 – and focus on prevention of diarrhea using water chlorination protocol

From Jamkhed Comprehensive Rural Health Project in India

· Use of volunteer community health workers to collect mortality data from the community

From SEARCH (Society for Education and Research in Community Health) in India

· Mortality measurement in their service population led them to focus on the neonatal period as the time period of greatest mortality risk.

· Using two methods of mortality measurement to be able to estimate under-reporting

· Using incentives for staff to register vital events

· Issues of retrospective versus prospective measurement of mortality

Additional Points 

· The Jamkhed Project with the Gates Institute for Reproductive Health at Hopkins SPH are hoping to obtain funds to compare the effectiveness of village health workers to measure mortality compared to interviewers who carrying out the DHS survey in India.

· Stan Becker’s doctoral student thesis re pregnancy history accuracy

· Computerized verbal autopsy protocol

· Bull WHO Reviewer: 1/ intervention and comparison areas were similar in mortality rates before the implementation of the intervention, 2/ that mortality decreased significantly more in the intervention than in the comparison areas and 3/ that the reduction in mortality should be attributed to the intervention.
REVIEW OF WORKSHOP GOALS

As a large group, review workshop goals and objectives, the product list and their expectations.  

The Workshop Goal is:

To achieve higher quality standards within Child Survival programs, to create a community monitoring system using the CBIO approach.

Workshop Learning Objectives:  

Participants will be able to:

1) To understand the CBIO Process

2) To develop CBIO tools 

3) To analyze and use CBIO data 

4) To make quality improvements
5) To apply CBIO to their program
CLOSURE

A closing ritual can be performed around an information box.  On an upside-down box, tape photographs of children, either cut-out from publications or from the participant’s wallets.  Participants join hands and a message is sent around the room, “a silent squeeze”.  This is a language understood by all in spite of some difficult language barriers experienced during the workshop.  

The box in the center brings focus as to why the group gathered and worked for the past five days on information systems.  Our children, all children of the world, are children of today who we are, as a whole, responsible for.  We are working towards a better future for them, one with Well-Being and Hope.  

The CBIO, which is Child-Centered and Child-Specific, is a powerful tool if used wisely to help ensure a better world for every child.
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