MODULE 3:      MAKING THE  DATA SPEAK


Module #3 Learning Objectives:

A.  to understand the concept of coverage

B.  to know how to conduct home visits

C.  to know how to manage and supervise CBIO activities

D.  to know how to analyze data

Session 3A:  The Coverage Strategy

Purpose:  To introduce the coverage strategy

Time:
2 hours

Preparation:  

It’s not what you Expect, it’s what you Inspect and Inspire

“What you measure, you manage”
Task 1:  Why Coverage?

POPULATION-BASED DATA COLLECTION

a = number of children immunized

b = total number of the children

Denominator divides numerator. The result is the percentage of coverage (of children immunized). Numbers alone are meaningless

Example: 
250 immunized  
out of what?






Is this good?



100%        
if out of 250?



  25% 

if out of 1000?

How many times have you looked upon the walls of a health clinic and seen numbers of children who have been immunized.  It does not say much except the volume.  But, it does not point to the coverage.  It is simply a number, a count.   Since the CBIO approach maintains an updated denominator, coverage rates can always be determined.  Since vital events are collected, public health rates can also be calculated.
What ways can we determine out coverage?

· Strategies used to achieve full coverage and regular contact with beneficiaries

·  Bolivia's systematic home visitation, Haiti's rally posts with home visits to defaulters, and Guatemala's Care Group strategy. 

· Priority list for beneficiary contact (how to establish that and assure it is followed).

· Without the home visits, the least motivated will be lost.  They are erased.  When we went door to door in Jakarta, found a severely malnourished child hid in the back of the house and unless her little cry was heard, she would’ve gone unnoticed. 

RATE EXERCISE

Participants work in teams to answer the questions using the sample population.  The answers are then graded.  The highest score group wins a prize. 

Lesson learned

This exercise highlights the actual information data points required to report on certain indicators.  As one goes through the calculation of rates using the fictitious population figures it becomes clear that all the information requirements are not always available through a monitoring system. Often we are faced without a proper denominator in order to report on an indicator and therefore cannot answer to “coverage”.   The reason each indicator needs to be broken down into the pieces of information required is to design a system, which will be able to document the indicators.

True Story:  A Honduran farmer once exclaimed that the Child Survival project in his area was very good.  An evaluator asked how he knew.  The farmer got up and pointed to the village graveyard outside the window and said, “before there were many small gravestones (the ones used for children) but now there are hardly any.”

Task 2:   DEMOGRAPHICS:  sample population*  

Population:


    
8,330

Families 


       
   990

Total females:

   
4,000   Total males:


4,330

Females between 15-49 yrs
 
2,100
Males between 15-49
yrs
2,000

Females between 15-45 yrs

2,000   Pregnant women

  134

Mothers with under-fives

1,250   Under-five years old

1,660

# live births last year


   375    Under-one year olds

   300

12-23 months
old


   323

*These figures are counts on a specific day at the end of the year.

QUESTIONS:

1. Last year there were 60 deaths of under-five children.  What is the Under-5 Mortality Rate?  

2. Out of the 60 deaths,  47  were to under-one children. What is the Infant Mortality Rate?  

3. There are 1323 child-bearing aged women using contraceptives (modern and traditional).   What is the Contraceptive Prevalence Rate? 

4. Of 375 women who delivered last year, 267 had received TT2.  What is the TT coverage rate? (only 200 had a card to prove it).  Card verification necessary.  

5. Of 12-23 month olds,  255 were  immunized. There were 200 three year old children who were completely immunized. What is the under-one year coverage rate?

6. Of the 255 children completely immunized above,  45 were missing their card.  What is the immunization coverage rate? 

7. Of 12-23 months olds, 150 received DPT3.  What is the completely immunized coverage? 

8. Of children 12-23 months, 140 received DPT 1 and 130 received DPT2.  What is the drop-out rate? 

9. Of children under-5, 1000  received a Vit A capsule within the last 6 months.  What is the rate of VAC distribution ( Only 400 had a card to prove it)?

10. During the end of the year house to house visits, 698 families had at least one member who could properly explain how to manage cases of diarrhea, and could mix ORS.  What is the percentage of ORT knowledge? 

11. Of  600 mothers of under-2’s, 400 could name at least 2 actions to prevent diarrhea dehydration and 200 could name none.  What is the ORT knowledge rate?  

12. Of the 550 families with under-2’s, at least one family member knew 3 actions to prevent diarrhea dehydration.  What is the ORT knowledge rate?   

13. Of 300 Mothers of “under 2’s who have had diarrhea in the last 2 weeks” 200 have EVER used ORT and 100 have used it in the last 2 weeks.  What is the usage rate? 

14. Of the 289 <2’s weighed,  120 were less than -1SD from the norm and  35 were < -2SD’s from the norm.  What is the percentage malnourished?  

15. During the same family visit, 550 could explain the proper way to handle a case of ARI.  What is the percentage of families with ARI knowledge?  

16. Of  mothers of under-fives, 300  recognized rapid breathing as a sign of pneumonia in a child with cough or difficult breathing.  What percentage of mothers ARI knowledge? 

17. Of caretakers of under-5’s 200 reported that they would seek care upon early recognition of  pneumonia. What is the rate?  

18. Of caretakers of under-5’s, 150 sought treatment for ARI in the past 2 weeks.  What is the rate? 

19. Thirty-four presumed cases of malaria among 12-23 month olds 34 were treated with chloroquine first what is the percentage that were treated correctly? 

20. Of women of reproductive age 560 have knowledge of at least 3 modern methods of family planning, of these same women, 234 know of 2 methods and 121 know of one.  What is the % who know of at least 3 methods?

21. There are 450  women using a contraceptive method who do not want another child in the next two years.  What is the percentage? 

22. There are 200 men using condoms or who have had a vasectomy who do not want another child in the next year.  What is the contraceptive prevalence rate? 

23. Last year 340 condoms were distributed.  What is the ratio of condoms per reproductive man? 

24. There are 560 families with impregnated mosquito nets.  The survey showed that 1300 mothers slept under the net.  Some households only the under-2s slept under the net.  What is the IMN coverage? 

25. Only 250 under-2’s are exclusively breastfed, 100 are supplemented with minute quantities of food.  What is the exclusive breastfeeding rate for under-2’s? 

26. What is breastfeeding rate if 200 mothers reported that they exclusively breastfed for the first 6 months?  

27. What is the percentage of population appropriately breastfed if during the survey 100 6 month old children exclusively breastfed in the past 24 hours? 

28. Of children 12-23 months olds, 58 were immunized for measles in the past 12 months.  What is the coverage rate?

29. What is the drop-out rate if 100 12-23 month olds received BCG and 50 received measles? 

30. Of mothers 780 were trained in exclusive breastfeeding.  What is the percentage? 

31. Of under-5 children 650 received appropriate treatment for ALRI or referred during the last 12  months out of 750 cases.  What is the percentage?  

32. Of the 450 CHW’s, 354 were trained in immunization, 25 were trained in nutrition, 50 were trained in ALRI and 40 were trained in all three.  What is the percentage trained in one or more interventions? 

33. Of  people, 4000  were reached with health education messages.  What is the %? 

34. Of the 250 children weighed in the last 3 months, 200 gained weight.  What is the %? 

35. Of people, 500 were referred for STD treatment.  What is the percentage? 

36. Of 560 of <5 years old children with diarrhea only 345 caregivers increased fluids to during the diarrheal episodes. What is the ORT Usage rate? Note:  the fluid of choice was unboiled water.

37. Of 250 <5 mothers with children suffering from diarrhea, 200 increased fluids during diarrhea using boiled water.  What is the ORT Usage Rate? 

38. Of 500 couples, 300 said they used condoms as contraceptives.  What is the STD prevention rate? 

39. Of 350 women with TT2,  300 got boosters for subsequent pregnancies and 50 did not.  What is the TT coverage rate? 

ANSWERS:

1. 60/375= 160

2. 47/375= 125

3. Answer assumes modern only:  1323/2100=63

4. Card verification necessary.  answer: 200/375= 53

5. 255/323= 78

6. 210/323=65

7. Unknown, can not assume if received  DPT 3 that a child is completely immunized. 

8. 140-130/140= 7.1%

9. 400/1660= 24, although the denominator is really only those children 6 months to 5 years, excluding the 0-6 month olds.

10. 698/990= 70.5

11. Unknown

12. Unknown.  Don’t know the number of families with under-2’s, only the families with under-5’s. 

13. 100/300= 33%

14. 35/289=12%

15. 550/990=55%

16. 300/1250=24%

17. 200/1250=16%

18. Unknown don’t have a denominator: # of children with ARI in same time period. 

19. Unknown, don’t have a denominator of total number of children with malaria

20. 560/2100= 26%

21. Unknown, do not know the denominator

22. 200/2404=8%

23.  340/2404=.14 condom   1 condom/7 men/year

24. 560/990=56%    If for women 1300/5600  (must specify)

25. 250/623=40%

26. bogus, too wide open

27. 100/150=66%

28. Unknown, can’t assume

29. 50/100=50%

30. 780/1250=62%

31. 650/750= 86%  (Of the 650 children 50 were recurrent cases).  Count episodes, answer remains the same.

32. 354/450= 78%

33. 4000/8330=48%.  Rather useless since the denominator contains all children and elders who may not necessarily register the message and adapt behavior. 

34. 200/250=80%

35. Unknown, no denominator, need the number of people suffering with a STD.

36. 0,  unboiled water is not a proper for ORT.

37. 200/250=80%

38. Unknown, don’t know if the couples knew about STD prevention. 

39. 300/2000= 15. In some countries, two TT injections are the norm, so it could also be 350/2000 or 17.5%. 
Session 3 B:  Home Visiting

Purpose:  To understand and practice the purpose of home visiting

Time:
2 hours

Preparation: 

· Cut out the words for the “P” game into separate slips.

· List the Sample Interventions on a flip chart

· Cut out the two role play scenarios for the role play

Task 1:  Warm up:  Story-telling

Read to the group a True Story from Indonesia:

A home visitor was responsible for all families listed in her roster.  One day she decided to bring all the family cards with her on her rounds to verify the family information.  She did a “roll call” in each household, updating the information to cross-check the vital events reporting.  In one house, which she hadn’t visited in 6 months, she asked about each of the children.  The family said that everyone was doing well and that all the children were at school.  Just as the visitor was about to leave, she heard a cry from the back.  She asked who it was.  It was their 6 year old daughter who was hid underneath the bed.  When the visitor asked to see her she was shocked to see the malnourished condition of the girl.  She weighed 5 kilos at 6 years old.  Since she was over-five, she was not on the roster for weighing. She had fallen through the cracks.  

The girl could not possibly have attended school since she was unable to sit up on her own.  She needed immediate attention.  The parents were embarrassed of her condition and were feeling helpless. The child was brought to the hospital for an IV and naso-gastric feeding.  This illustrates how a complete family enrollment checks on each member of the family.  It also shows the importance of visiting regularly since conditions can change rapidly.  It also shows how everyone counts in the system.
One day a community worker ran to her supervisor for guidance.  She was upset and saddened by what was revealed to her during her last home visit:

She had visited the family after 4 months.  Using her roster as a guide, she asked if her 18 month old had gone back to the clinic for his measles immunization.  The mother proudly showed the worker her son’s health record, which was not completed.   All other members of the family were fine the mother said.   As the community worker was about to leave, she heard a cry.  She asked the mother who was crying and the mother said that her 4 year old daughter was sick.  When the community worker went to see the daughter, she was astounded how thin and emaciated the child was.  The mother was too embarrassed to bring her to the weighing session since she had lost so much weight due to chronic diarrhea.

Instructions:
a)  In the large group discuss:

· What does this story teach us?

· What are the purposes of home visiting?

· How often?

· Who should conduct them?

· Review the eight “P’s” of Home Visits

Eight “P’s” that Describe the Characteristics of Home Visits

1.  Pro-active:  There is active community outreach, with health staff visiting the people rather than waiting for them to come to the health facility.  

2.  Prioritized: There is a system of prioritized health needs targeted to high risk individuals. This one-on-one personal contact facilitates tailored health education to the individual and family, maximizing program impact.
3.  Preventive: The home visit is designed to prevent illnesses rather than waiting until they occur.

4.  Positive reinforcement: Based on promoting healthy behaviors, a visiting health worker can strengthen and sustain a desired behavior by rewarding it when it is observed during the visit. 

5.  Population-specific:  Health activities are based on the provision of primary health care services that are appropriate to target communities, with health messages and services specific to the needs of the program.

6.   Prospective:  Data are collected at the present and into the future.  It is not a retrospective data system in which only data on past events are collected. Data are compared to previous data points to observe trends, and to make program adjustments.  

7.  Performance-based: The CBIO home visit approach is a dynamic process. The visiting health worker is responsible to a number of families, and supervisors monitor progress by accompanying the individual workers, and by reviewing the collected data.

8.   Public: Population data are part of the public domain, and results are fed back to the community.  It is community-wide data regarding public health and is shared and used in community decision-making.

Task 2:  Role play  

Ask 2 participants to play act a good visit and a bad visit.

Ask two participants or four (two each) so do the following ROLE PLAYS:

Contrast a good and bad home visit:

Scenario A:  A worker visits a family and keeps her head in her roster, displaying that she is only interested in getting her information out of the mother.  She does not explain why she is there and creates confusion.  She is impolite, making rude comments about improper sanitation.  She blames the mother for her unhealthy children and tells the mother to use ORT or else!

Scenario B:  A worker visits a family and introduces herself politely.  She explains the purpose of her visit.  She reinforces good health behavior (complete immunization of the children) and provides practical new skills, demonstrating how to mix ORS.  She asks about each member of the family, expressing sincere interest.

As a group, discuss the most important skill required to conduct a good home visit?  

Task 3:  Scheduling a Health Agents Month

· Present:  Scheduling Problem

· Do the calculation together as a full group.  

It is important to map out the daily schedule of a health agent in a practical manner.  To simply assume that health agents will visit households will not assure that the visits are made.  In order to breakdown the feasible number of homes that can be visited in the course of a month, the following example from Haiti illustrates the planning process.

Per Health Agent:

· 38 children 0-1 years of age

· 152 children 1-5 years of age

· Total of 190 children per agent (9,516 children/ 50 agents)

Rally Post (based on 90% of 190 children)

Est. No. of
 Age 

Contacts/
Total No. contacts/

Children
 Group
Month

Month
	3
	0-1m
	1
	3

	9
	1-4m
	1
	9

	23
	4-12m
	0.5
	12

	34
	12-24m
	0.5
	17

	102
	24-60m
	0.33
	34

	Total: 171
	
	
	75


Visits to Children Who Are Ill:  percentages are estimates in the area:

· Pneumonia: 2.5% X 190 = ______ (5 visits)

· Diarrhea with dehydration: 5% x 190 = ______ (10 visits)

· Malnutrition (M3): 2.5% x 190 = ______ (5 visits)

Total illness visits / month: _____ (20)
Other Visits:

· Visits to newborns, 3 newborns x 1 visit/month =______ (3 visits/month)

· Visits to pregnant women: 3 pregnant women x 0.5 visits/month = _____(2 visits/month)

· Follow-up, Children not attending Post: 10% x 190 =_____ (19 visits/month)

· Family Planning Education (home): 8% x 125 x 85% = _____ (9 visits / month)

· Family Planning Counseling (users, home) = 125 x 20% x 0.5 visits/month =____(6 visits/month)

Total other visits / month: ______ (39)

Total Estimated Rally Post Contacts per Agent per Month:  _____75
Total Estimated Home Visits per Agent per Month: _____59 (20+3+2+19+9+6)

To do this, each Agent will need to conduct two Rally Posts per month in their area with an average of 38 children attending each post.  Another CHA will attend the post, and sometimes a Supervisor will attend.  The tasks will need to be shared equally between the two workers to achieve a throughput of 8 children/hour.   This will take two days out of the month to conduct one’s own Rally Post, and two additional days to attend the other Health Agents’ posts.  On the other days, they will need to conduct 59 home visits.  

For a 21 workday month, a typical breakdown of an Agent's time may be:

· 2 days, announcing/planning (one’s own) rally posts

· 4 days, rally posts

· 9 days, extended home visits (about 6.5 children / day)

· 2 days in meetings  

· 3 days for training

· 1 day for record keeping / reporting

Session 3C: Management and Supervision
Purpose:  To introduce management and supervision strategies for CBIO

Time:
2 hours

Preparation:  

Large lettered labels with Everybody, Somebody, Anybody, Nobody

Task 1: Warm-up:  WHOSE JOB IS IT?

Ask four participants to volunteer to come to the front of the room.  Put a name label on each one and ask them to stand forward from the line when they hear their name and then step back into the line.

“This is the story about 4 people named Everybody, Somebody, Anybody and Nobody.  There was an important job to be done so Everybody was sure Somebody would do it.  Anybody could have done it, but Nobody did it.  Somebody got angry about that because it was Everybody’s job.  Everybody thought Anybody could do it, but Nobody realized that Everybody wouldn’t do it.  It ended up that Everybody blamed Somebody when Nobody did what Anybody could have done.”
Task 2: Management 

Ask the group to brainstorm on the meaning of the following:

“What you measure, you manage”
A Monitoring and Evaluation System can change a program (focuses it).  Then it is up to the program to change the information (increase coverage rates, lower mortality rates).

Session 3D:  Analyzing the Data:  

Purpose:  

1. To share case studies of problem-solving using health data

2. To practice analyzing data

3. To list quality assurance checks per indicator

4. To conduct internal and external cross-checks on data

Time:
1 hours

Preparation:  

· Copy the role plays and cut the paper into the separate scenarios      

Task 1:  Role Plays

Provide one scenario per group of 3 participant volunteers

1. Three Women at a Clinic:   (Pregnant woman, a nurse and a family planning client)

A pregnant woman is waiting in line at a maternal health clinic for TT2. The nurse is giving a Deprovera injection to a woman who is seeking contraceptives in front of her.  She hears the nurse talking about family planning so she steps out of line, scared of what she heard, afraid that the TT injection may be Depo!  The nurse yells at her to stay in line and get her TT.  The nurse doesn’t explain the difference.  The rates for injections drops dramatically the next month.

MORAL:  The power of the community network for spreading news is tremendous and should not be overlooked.  The rumor immediately affected the data!
2. Weighing Session:     ( Mother,  a baby,  CHA with Growth Chart)

A mother brings her severely malnourished child to the weighing post.  The CHA weighs the child and is so proud of the fact that she correctly plotted the weight.  The CHA totally concentrated on the plotting the she handed back the Growth Chart to the mother and let her go, no counseling or advice whatsoever.  

MORAL:  The CHA did not analyze the weight, nor counsel the mother upon analyzing the meaning of the weight.  The information was not used.

3. Home Visiting:   ( CHA with register and a mother and sick child at home)

A CHA makes a home visit.  She walks into the house and rudely sits down and starts asking for data, keeping her head in the books and never making eye contact with the mother. .  When the mother shows the CHA her immunization card, the CHW yells at her for not completely immunizing the child and starts talking about sanitation and hygiene in the home.  The CHA only criticizes and takes information, not giving any moral support or encouragement or Information!   The home visitor takes her book and leaves abruptly.

MORAL:  The data becomes an end in itself rather than the main focus of providing health education. 

Task 2:  Case Studies:  “How Information Helped Change a Program”

Read the case study to the group.  Ask the group to draw conclusions.

1. Peru:  KPC results varied distinctly from government data.  The results of the KPC were much lower.  The government was sensitive to the data and felt that their data was right and that the PVO data was wrong.  How would you handle this situation?

2. Kenya: Although the coverage rates for the entire project area met the target, the CBIO data revealed that there were pockets of low coverage. The EPI approach changed.  What do you think happened? 

3. Bangladesh:  The program focused on the CBIO approach since they were creating linkages and upgrading the government HIS, through better management systems.  Is this a viable and worthy outcome and/or impact objective of a PVO project?  If so, why?

4. Nicaragua: Unrealistic targets set by the government forced a program to proceed without a concern for quality.  How could CBIO affect this?

Ask the group to discuss from their experience
· Cite examples of how the community changed a plan or made a decision using community data.

· Cite examples of how CBIO could be used to affect either training, staffing, or objectives.
Task 3:   Management Decision Making Using HIS

Data Analysis Case Studies:
Break into 13 groups or 7 groups (depending on the size of the group).  Hand out one case study  to each group. Give the groups five minutes to jot notes for their situation.  Ask each group to answer in front of the whole group what they would do in the situation that they were given.

Data Analysis Cases:
1. The immunization coverage rate is below average in your area.  Upon further investigation it is found that children are missing measles vaccine, being complete up till then.

· focus groups to determine why mothers aren’t coming for measles vaccine.

2.  There is a measles outbreak even though the complete immunization rate is high.

· check quality of  immunization sessions: cold chain maintenance, age of measles vaccine, etc.

· check reported cases to confirm if measles

· intensify measles prevention messages and motivation

3.  The major cause of deaths to Under-five’s is accident.  What to do?
· accident prevention program.  This may be a good sign of how the program is effectively controlling early childhood diseases through immunization and nutrition.

4. The percentage of children who are malnourished  (either 1st, 2nd or 3rd degree) is 65% of the under-five population, more than half.
· check quality of weighing and plotting

· investigate, nutritional habits

· conduct  positive deviant study to compare habits of children who are well-nourished from similar situations

· establish rates for each degree of malnutrition (e.g. at 65% overall, there is something seriously wrong)

5. ORT knowledge remains at 35% over two years.  

· is a message inappropriately worded so that families don’t understand?

· review educational messages.  Try another educational media.  Can packets be attained?

6.  The number of births has dropped considerably since last year.  

· check if under-reporting of birth reporting system or major migration

· check the pregnancy reporting system  

· check stillborn rate

· does it correlate to effectiveness of family planning intervention? cross-check

7. The number of deaths has increased since last year.
· expect deaths to increase first due to more accurate death repressing

· check the accuracy of death reporting

· check change in reporting death requirements

· check the causes of death

8. The family planning acceptance has risen, so has the birth rate.

· check the family planning practices. Are the methods used properly?

· check family planning clinic reporting system

9. Condom distribution has increased yet the incidence of STDs has increased.

· may be used for family planning purposes rather than for safe sex

· check condom user rates

10. Referral systems for pregnant woman have been established, but the percentage of pregnant women receiving ANC has decreased.

· check for bottlenecks in system.  Are people being charged?  Are women motivated to attend? 

· check for constraints (e.g. transportation, motivation, and/or cost)

11. Impregnated mosquito nets has reached 90% of households yet malaria continues to be a major cause of maternal and infant morbidity.

· check to see who sleeps under the nets within the household.  Actual practices.

12. Breastfeeding knowledge among mothers has increased to 75% due to training. The rate of under-six month old malnutrition rate has gone from 3% to 5%.

· check to see the attitudes and practices of mothers with knowledge.  There is often a lag. 

· re-assess in six months for any significant chage in practice and attitudes

13. Reported cases of ALRI has gone from 12  to 19 in spite of the ALRI training among 86% of households. 

· check to see if the referral system is working, and attitudes and practices

· an increase in reported cases is among the desired outcomes - may want to check the internal problems for treatment (within 24 hours).
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