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revolves around numbers and percentages-too abstract to have local impact. This study brought the
issue of child deaths into a sharper, more personal focus through the community's participation in
detecting deaths occurring in the neighborhood and through the sharing of narratives such as the open
histories that usually began an interview and related, in the mother's own words, how the child died.

On the basis of the lessons learned from the study, BASICS is developing a manual for conducting this
type of community-based surveillance that will have many potential benefits for district health program
managers and planners. The step-by-step procedures for developing the mortality surveillance system
with the participation of the community are briefly described here.

Developing the Surveillance System

After a health program decides to conduct a mortality survey and financial support has been secured at
the national, district, or international level (the last is least likely), the program manager should hire a
physician or high-level nurse with public health training as coordinator of the surveillance project. The
professional status of the coordinator is important because this person will work closely with an advisory
panel of health experts and also be responsible for training the supervisors and surveyors.

Three outside groups are needed to ensure project success; these groups help collect, analyze, interpret,
and disseminate the data and use it to develop meaningful health interventions.

Coordinating Committee
This serves as a link to agencies and sectors other than health. It can include representatives from
agencies such as the local government, the civil registry, the Education Ministry, interested professional
societies, and the broadcast and print media. A police representative may also be helpful for reasons of
security and clearance. The committee, chaired by the program manager, monitors project activities,
reviews reports, disseminates findings, and assists in developing and implementing interventions.

Expert Panel
The project coordinator organizes and chairs this technical advisory group. It is best to have local and
regional medical and health experts to serve on the panel; they may be from within or outside the health
program. International agencies already working with the program can also be included. The panel's role
is to help plan the project, review its objectives and indicators, review and help adapt data collection
forms to local environment, help develop the analysis plan and analyze and interpret data, and help
develop and evaluate interventions.

Community Partnership Group
This group is the project's link to the residents of the area served by the health program. Surveillance
projects can be particularly effective in building a long-term, stable partnership with the community;
however, they must seek input from the community. This group's role is to help determine the geographic
area for the survey, introduce surveyors to villages and neighborhoods and locate households with child
deaths, help monitor the project, and assist with interpreting findings and developing interventions.
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The coordinator should infonn the group that the data will be analyzed to identify the indicators of
community health problems-where breakdowns in the Pathway occurred for actual illnesses-and that
the group will be asked to help interpret the data, select problems for interventions, and develop and
promote healthful message in the community. This sense of responsibility could be a powerful motivator.

Deaths in the Project Area

The deaths in an area can be located by conducting a census or by establishing a death-reporting network.
In a surveillance system, deaths are investigated soon after they occur. The pace is slow and can be
handled by community volunteers. A survey project must quickly locate recent deaths and interview the
caretakers over a short time; this is easier to do with paid workers who conduct door-to-door census of all

births and deaths.

Death-Reporting Network
The network should include all sites where child deaths might be noted. These can include civil
registries, cemeteries, hospitals, physician associations, traditional practitioners, community
organizations, and households, among others. The network is developed by the project coordinator, who
asks each site to select a literate reporter. Surveyors and supervisors are the project's main link with the
network. Reporters are provided with a fonn to record deaths ofU2s, as well as pregnancies and births.
Infonnation on locating households where these death~ have occurred is also provided and, if possible,
the households are marked on a map developed by the project. All reports should be cross-checked by the
coordinator to prevent double counting and logistical problems.

Census
Census takers should begin work immediately, as the census must be completed by the time surveyors are
fully trained. The census takers go house-to-house in the project area, recording all births in the past two
years and any deaths of these children. A local events calendar can be useful in ascertaining approximate
birth and death dates. The interview sample for the census is selected from the deaths that occurred in the
past year. If the census is being done as a baseline study, it is helpful to also record pregnancies, which
then can be tracked to identify neonatal and infant deaths. If a reporting network is established to assist
the census takers, it should include most of the sites already discussed. Neighborhood reporters can help
introduce census takers to the households and communities. The census data can be cross-checked with

death reports from other sites.

Detailed infonnation on this type of community-based surveillance system will be available in the near
future in the BASICS manual mentioned earlier in this report.
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Innovative PVO Community Approaches

Presented by Barton R. Burkhalter, Technical Officer (Operations Research, Nutrition,
and Small Grants), BASICS Headquarters

Background

Private voluntary organizations (PYOs) have played a key role in the international child survival

movement since its inception, working with dedication and creativity in remote and impoverished

communities to bring about real changes for the better. Many innovative solutions have emerged from

their committed efforts, especially through the child survival grants provided by USAID.

Three programs that highlight PYOs' community approaches are presented to demonstrate how they have

been solving tough problems in new ways. In Malawi, Project HOPE's collaboration with large tea estate

companies is providing primary health care to agricultural workers and their families. In the peri-urban

areas of Guatemala City, volunteer breastfeeding counselors, initially trained by La Leche League and no

longer supervised after the termination of the USAID grant, are still functioning to support mothers iri the

nurturing of their young children. In Haiti, a network of volunteer mothers is helping to link rural

household to a district hospital through a community nutrition program. These programs provide some

important lessons in cost-effectiveness, sustainability, scaling up, appropriate responses to given

communities, and low health worker to population ratios.

Employer-Based Maternal and Child Health Model in Malawi

Background
The program began with 39 agricultural tea estates in southern Malawi deciding to extend preventive

health care to the families of estate workers under a USAID grant to Project HOPE in 1990-91. Estate

clinical services were providing curative care that was generally inadequate and available only to

employees and their families. Overall, government health services were poor and inaccessible; no

preventive care was available.

Objectives
The program would expand employer-provided clinical services on estate compounds to include long-

term preventive care and improve curative care, thereby improving the health of the families.

Strategies and Implementation

Each estate agreed to hire a health promoter to provide maternal and child health care to all families

living on estates and many off the estates in nearby villages. The promoters helped establish specialty

clinics, build and maintain water and sewer systems, clean up residential compounds, and do other

structural tasks as well as provide community education, immunizations, and other preventive measures.

The health promoters were supervised by Project HOPE in close cooperation with estate medical

advisers. \,
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Objectives
The project set out to establish groups of trained local mother volunteers to promote and support
breastfeeding and other effective maternal and child health behaviors.

Strategies and Implementation

. LLLG staff and volunteers selected and trained volunteer mothers from poor neighborhoods.

. Once trained, the BCs organized and operated mother support groups and provided individual
counseling and referrals for mothers and children to health facilities.

. The league did some fund-raising for the project, held monthly meetings for the elected
coordinators, offered annual training workshops with all the volunteer counselors, and
maintained liaison with LLLI to keep abreast of developments.

. None of the volunteers at any level received any pay for their work.

Evaluation
In 1996, LLLG undertook a study of coverage and sustainability funded by BASICS. The study obtained
data from a household survey, structured interviews, and administrative and financial records maintained
by LLLG. The data were use to ascertain the coverage of the program and to identify factors that might
enhance program sustainability and productivity. The results were encouraging:

. Seven communities that had decided in 1992 to continue the program were still operating after
four years.

. Most counselors are still functioning in their communities; however, fewer are running support

groups.

. Twenty-five percent of the community women are in contact with a counselor.

. Eleven percent of the women are in support groups.

. Ninety percent of the women referred to clinics by the counselors actually went.

. LLLG's annual budget is $20,000.

Accomplishments and Lessons
This program achieved sustainabilit), at low cost while maintaining effectiveness. Four years after the
voluntary counselors were trained and the grant funding ended, nearly all of the counselors were still
working effectively in the same communities. They were in contact with a substantial proportion of the
women in these communities, promoting breastfeeding and referring mothers of sick children to clinics.

These results were achieved not by supervision in the traditional sense but by a combination of
motivation and support, implemented by a six-layered structure that evolved in the course of the program.
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