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Foreword

The health of a population is measured by the level of health and how this health is
distributed within the population. The WHO publication from early 2010, entitled Equity,
social determinants and public health programmes analysed from the perspective of thirteen
priority public health conditions their social determinants and explored possible entry
points for addressing the avoidable and unfair inequities at the levels of socioeconomic
context, exposure, vulnerability, health-care outcome and social consequences. However,
the analysis needs to go beyond concepts to explore how the social determinants of health
and equity can be addressed in the real world. This publication takes the discussion on
social determinants of health and health equity to a practical level of how programmes
have actually addressed the challenges faced during implementation.

Social determinants approaches to public health: from concept to practice is a joint
publication of the Department of Ethics, Equity, Trade and Human Rights (ETH), Special
Programme for Research and Training in Tropical Diseases (TDR), Special Programme
of Research, Development and Research Training in Human Reproduction (HRP), and
Alliance for Health Policy and Systems Research (AHPSR). The case studies presented in
this volume cover public health programme implementation in widely varied settings,
ranging from menstrual regulation in Bangladesh and suicide prevention in Canada
to malaria control in Tanzania and prevention of chronic noncommunicable diseases
in Vanuatu.

The book does not provide a one-size-fits-all blueprint for success; rather, it analyses
from different perspectives and within different contexts programmatic approaches that
led to success or to failure. The final chapter synthesizes these experiences and draws
the combined lessons learned. These lessons include: the need for understanding equity
as a key value in public health programming and for working not only across sectors
but also across health conditions. This requires a combination of visionary technical and
political leadership, an appreciation that long-term sustainability depends on integration
and institutionalization, and that there are no quick fixes to public health challenges.
Programmes must get out of their comfort zones and, in addition to applying traditional
biomedical and programmatic tools, they have to learn to address the economic, social,
cultural and political realities in which public health conditions and inequities exist.

A common lesson learned from all the analysed cases is to not wait to identify what went
right or wrong until after the programme has elapsed or failed. Research is a necessary
component of any implementation to routinely explore, gauge, and adjust strategies and
approaches in a timely manner. We believe that this publication will inspire programme
managers, policy-makers and researchers to work hand-in-hand to launch new and
better public health programmes and to further strengthen existing ones.

Erik Blas Johannes Sommerfeld Anand Sivasankara Kurup
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1.1 Background

Achieving greater equity in health is a goal in itself,
and achieving the various specific global health and
development targets without ensuring equitable
distribution across and within populations is of
limited value (Blas and and Sivasankara Kurup, 2010).
Although many public health programmes have achieved
considerable success in reducing mortality and morbidity,
they often fail to capitalize on interventions that address
the social context and conditions in which people live, i.e.
interventions that have a potential to contribute to greater
health equity. Moreover, national-level statistics often
mask unfair disparities within and between population
groups in terms of health outcomes resulting from
unequal access, extreme vulnerabilities and exposure to
various risk factors. It has also been acknowledged that
many key public health targets, including the health-
related Millennium Development Goals (MDGs), are
not easily attainable even if there is a massive scale-up of
available technologies (Maher et al., 2007; Lonnroth et
al., 2010). Often, even simple and effective tools, such as
vaccines against childhood diseases, are unable to reach
those most in need due to several social and structural
factors (United Nations, 2010). This calls for a broader
approach that addresses the social determinants to
reduce inequities in programme performance and health
outcomes through intersectoral action, community
participation and empowerment of populations that are
most vulnerable to health threats (Hasan et al., 2005).

Health equity has increasingly been on the agenda of
the World Health Organization (WHO) in recent years.
As part of a comprehensive effort to promote greater
equity in global health, in a spirit of social justice, the
Commission on Social Determinants of Health (CSDH)
was convened by WHO to gather and review evidence on
what needs to be done to reduce health inequities and
provide guidance for Member States and WHO itself on
how to reduce those avoidable, unfair and remediable
differences in health outcomes between population
groups both within and among countries (Lee, 2004).
The CSDH submitted its report in 2008 with overarching
recommendations to close the equity gap in a generation
by improving daily living conditions, tackling inequitable
distribution of power, money and resources, measuring
and understanding the problem, and assessing the impact
of action (CSDH, 2008). Apart from this, the World
health report in 2008 placed health equity as the central
value underpinning the renewal of primary health care
(PHC) and called for priority public health programmes

to align with the associated principles and approaches
(WHO, 2008). In May 2009, the World Health Assembly
called upon the international community and urged
WHO Member States to tackle health inequities within
and across countries through political commitment to
the main principles of “closing the gap in a generation”.
It emphasized the need to generate new, or make use
of existing, methods and evidence, tailored to national
contexts in order to address the social determinants
and social gradients of health and health inequities.
The Assembly requested the WHO Director-General to
promote addressing of the social determinants of health
to reduce health inequities as an objective of all areas
of the Organization’s work, especially priority public
health programmes, and research on effective policies
and interventions (World Health Assembly of the World
Health Organization, 2009).

Effectively addressing inequities in health involves not
only new sets of interventions, but modifications to
the way that public health programmes are organized
and operate, as well as redefinition of what constitutes
a public health intervention (Blas and Sivasankara
Kurup, 2010). The Priority Public Health Conditions
Knowledge Network (PPHC-KN) (WHO, 2007), one
of nine Knowledge Networks supporting the CSDH,
was established as an interdepartmental working group
involving 16 public health programmes of WHO. The
PPHC-KN has helped to widen the discussion on what
constitutes public health interventions by identifying
inequities in the social determinants of health, and
promoting appropriate interventions to address those
inequities through public health programmes (Blas and
Sivasankara Kurup, 2010).

To analyse issues related to social determinants and
equity within public health programmes, the PPHC-
KN developed and applied a five-level framework,
informed by discussion papers prepared for the WHO
Regional Office for Europe (Dahlgren and Whitehead,
2006; Diderichsen et al., 2001; and the comprehensive
conceptual framework of the CSDH [Solar and Irwin,
2007]). The framework has five levels of analysis:
socioeconomic context and position, differential
exposure, differential vulnerability, differential health
outcomes and differential consequences (Blas and
Sivasankara Kurup, 2010). For each level, the analysis
established and documented the social determinants
at play and their contribution to inequity, for example,
pathways, magnitude and social gradients in outcomes;
promising entry points for intervention; potential adverse
effects of eventual change; possible sources of resistance
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Figure 1: Priority public health conditions analytical framework
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Source: Blas and Sivasankara Kurup, 2010, p. 7

to change; and what has been tried and what were the
lessons learned.

As part of the WHO-led PPHC-KN, a research node
was created and charged with substantiating, through
empirical case study research, how specific public health
programmes have addressed issues related to the social
determinants of health and equity. This effort involved
13 institutions and more than 40 researchers. The current
volume is a compilation and synthesis of these 13 case
studies. The case studies examine the implementation
challenges of addressing the social determinants of health,
especially in low- and middle-income settings.

1.2 Rationale

To have meaning in public health, ideas and concepts need
to be translated into concrete action, and interventions
need to be implemented at the scale of populations. The
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The matrix indicates that if we have the right interventions
and implement them in the right way, we get the right
results. While this is hard to dispute, when it comes to the
real world, there may be no such thing as 100% right or
wrong; instead, there may be a range of nuances and grey
zones. There is a lot of learning to be done from examples
where both the interventions and the implementation
were right. However, these cases are rare, and there may
be much more learning from cases where interventions
and their implementation were almost right and where
the results were almost there than from cases of complete
perfection or failure.

A critical phase in most programmes is that of going to
scale — moving from the experiment or pilot project to
the full-scale intervention required to have an impact at
the population level. Another critical phase is when the
programme is to be sustained, for example, to be funded
and institutionalized for the long term and to operate
without the day-to-day involvement of those who
conceived the project and worked in it. This transition
process may also offer many insights and opportunities
for learning.

Most research on the social determinants of health and
equity has focused on possible causal relationships. The set
of case studies presented here focused on programmatic
issues concerning the organization of public health
programmes and the process of implementation. In
particular, the case studies document the challenges faced
and how they were dealt with in practical local situations.

1.3 Process and methods

In order to commission case studies on a wide range of
public health programmes and a representative set of
countries, a call for letters of interest was issued jointly
by the WHO Department of Ethics, Equity, Trade
and Human Rights in collaboration with the Special
Programme of Research, Development and Research
Training in Human Reproduction (HRP), the Special
Programme for Research and Training in Tropical
Diseases (TDR), and the Alliance for Health Policy and
Systems Research (AHPSR). The call attracted 70 letters
of interest from all WHO Regions. All letters of interest
were peer reviewed and scored on a set of pre-established
selection criteria. Evaluation of the proposals included
criteria such as the quality of the proposal, feasibility and
potential to contribute new knowledge on implementing

programmes addressing the social determinants of health
and health inequities. Mean scores were computed and
the 14 highest-ranking projects were then selected to
examine the implementation challenges faced by them
in addressing the social determinants of health in public
health programmes. Thirteen studies were completed
and are included in this volume.

The studies used a variety of standard methods in
case study research (Yin, 2003), including interviews
with key informants involved at the policy level and in
implementing the respective programmes, document
review of official and unofficial statistics, project
documents and reports, and the published literature.
Review and clearance for research involving human
subjects was obtained from the Research Ethics Review
Committee (ERC) of WHO, and from national or
institutional review boards of the participating research
institutions.

1.4 Case study themes

The primary objective of undertaking these case studies
was to review their implementation processes and to
draw lessons that can be learned by others embarking
on the difficult path to correct inequities in health by
addressing the social determinants. The objective was
thus not to evaluate the performance and outcomes of
these programmes, but to understand how they addressed
the challenges to implementation. Therefore, the case
studies focused on the following five types of processes of
implementation, and the learning and challenges thereof
— going to scale, managing policy change, managing
intersectoral processes, adjusting design and ensuring
sustainability.

Going to scale

Many successful programmes are often conceived by
visionaries, and carried forward by dedicated personnel,
who understand the ideas, purposes and ideologies
behind the programmes. However, while moving from
small-scale pilot programmes to large interventions
covering and benefiting a whole population, these
programmes often face considerable challenges. The case
studies documented the learning from such projects on
the processes of moving from a small to a large scale, the
challenges encountered on the way, how they overcame
the challenges, and what were the barriers and facilitators.



Managing policy change

It is important to understand the challenges associated
with policy formulation and change, particularly in
relation to policies benefiting the poor and vulnerable,
the influence of the political environment, the role of
individuals as policy champions, and managing opposing
professional views. The case studies documented how
these processes were managed — from the initial evidence
of the need for change to completion of the policy
formulation process, e.g. in relation to shifting resources
or power from one group to another. Several of the
case studies also assessed the influence of the political
environment, and the roles and effect on the process of
individuals as policy champions.

Managing intersectoral processes

In order to create a comprehensive response to public
health challenges, including addressing the social
determinants of health and health inequities, managing
intersectoral processes is a key challenge. It requires
specificskills and methods that public health professionals
often lack and, in the process, they often fail. Learning
from managing the stewardship challenges in working
with other sectors can guide new programmes.

Adjusting design

Any programme that aims to address inequity should
adapt not only to the changing needs and priorities of
the population that it proposes to address, but also to the
programmatic challenges and opportunities experienced
during implementation. Integral elements of managing
programmes include designing and redesigning them
according to experiences gained and making adjustments
to the original design during implementation. The
issues, reasons and sequence of various elements of such
adjustments to the programme, and their effects on the
design, were also documented through the case studies.

Ensuring sustainability

Considerations regarding financial and institutional
sustainability have to be built into the programmes from
the start. Different concepts of sustainability, the lessons
learned and issues in securing ongoing financial support
for the programme, as well as promoting institutional
sustainability, are discussed in the case studies.

Introduction and methods of work 5

1.5 Summary

The individual case studies are presented in Chapters 2 to
14 of the volume, and a synthesis on the lessons learned
is presented in Chapter 15.

Chapter 2. Bangladesh
Bangladesh’s menstrual regulation programme

Collaborative work between donors, the government
and NGOs increased the country’s capacity to address an
important element of equity in health, namely, increased
access to safe abortion, and for women to be part of a
decision that affects their health and lives. The case study
documented the learning from a three-pronged approach
involving the government, NGO and donor. This
approach has been skillfully and successfully pursued in
the menstrual regulation programme in Bangladesh for
more than three decades.

Chapter 3. Canada

Manitoba First Nations suicide prevention
programme

When the socially excluded try to do something about
their situation, they are faced with a double burden: the
exclusion itself, and being excluded from dealing with the
exclusion. The Canada case study documents the learning
from the Manitoba First Nations suicide prevention
programme. It describes the effects of leadership, which
have been nurtured and developed over time, both within
disadvantaged population groups and through formation
of strategic alliances with outsiders who are willing to
lend some of their leadership capacity to the programme.

Chapter 4. Chile

Food and vegetable promotion and the 5-a-day
programme

It is imperative to foster intersectoral action in order
to ensure equity. Structural interventions need to be in
place to address equity, with improved coordination
between the ministries of Health, Education and
Agriculture to increase consumption of healthy food
and vegetables among the most vulnerable populations.
The Chile experience of intersectoral collaboration
and public—private partnerships for fruit and vegetable
consumption to prevent noncommunicable diseases
is an indicator that intragovernment leadership and
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commitment is necessary for multisectoral policy
development, implementation and monitoring, and
effective scaling up.

Chapter 5. China

Dedicated delivery centre for migrants in
Minhang District, Shanghai

Lessons learned from the China case study suggest that
a values-based project requires particular considerations
to go to scale. Policy change requires innovative
thinking, questioning of conventional wisdom, and
diligently taking on both higher authorities and health
professionals. In the practical implementation, priority-
setting, technical approaches, values and staff, and
institutional development had to be considered and
addressed simultaneously. The case demonstrates that
inequity in pregnancy outcomes between migrants and
residents is avoidable, and that at least some among the
public, authorities and within the health-care profession

find them unfair.

Chapter 6. Indonesia

Reviving health posts as an entry point for
community development: Gerbangmas
movement in Lumajang district, Indonesia

The Gerbangmas movement in Lumajang district,
Indonesia is an innovation within a decentralized health
system. The policy change of the Gerbangmas initiative
was an incremental process that took approximately
five years. The Gerbangmas movement has encouraged
multiple sectors to set programmes for community
empowerment and to bring these together through
a common indicator framework controlled by the
community. The study suggests that for conducting
community empowerment to address the social
determinants of health, it is of importance to use a non-
sectoral mechanism that can accommodate multisectoral
interests.

Chapter 7. Iran

Child malnutrition: engaging health and other
sectors

Intersectoral collaboration becomes difficult when
resources are limited. Highest-level government
commitment is a must when going to scale. Establishing
effective intersectoral action needs more than building
organizational capacity through upgrading staff

knowledge and skills; it also requires health objectives
to be translated into the interests of and institutionalized
within government sectors as well as community
organizations. Having a visionary and energetic
champion, if not a must, will greatly facilitate the process.

Chapter 8. Kenya

The Millennium Villages Project to improve
health and eliminate extreme poverty in rural
African communities

This case study reviews early experience with a
multisectoral development project, the Millennium
Villages Project (MVP), in rural African communities.
The MVP tests the key recommendations of the UN
Millennium Project and demonstrates in practice at the
village level how to achieve the Millennium Development
Goals (MDGs). It demonstrates that integrated
interventions that simultaneously target the availability,
acceptability and accessibility dimensions are feasible and
can lead to high-impact programmes at the village level
but there are important contextual constraints as well.

Chapter 9. Nigeria

Immunization programme in Anambra State

Despite continued attempts, routine immunization
coverage in some areas of Nigeria has remained very
low. Local ownership of the programme is the key to
sustainability of the programme; involvement at the
political level is necessary but not sufficient. Local-level
administrative integration is indispensable. This study
explores the roles of stakeholders in the development
and implementation of the Reaching Every Ward (REW)
policy for delivering immunization services in Nigeria,
and the factors influencing their roles in keeping and not
keeping the focus of the REW.

Chapter 10. Pakistan

Multipartner national project to reduce
malnutrition among rural girls in Pakistan -
Tawana

Malnutrition figures for children below the age of 5 years
have been stagnant in Pakistan over the past several years.
The Tawana project, initiated by the Federal Ministry
of Women and Development, following a pilot project
undertaken by the Aga Khan University, was a national
projectlaunched in 29 districts. It focused on empowering
local women by giving them the opportunity to plan and



manage a feeding programme, and demonstrates how
malnutrition could be reduced. Enrolment and retention
of girls in government primary schools increased
through a concerted approach. However, the project
also demonstrated that showing results and impact is
not sufficient to maintain political and administrative
support.

Chapter 11. Peru
Local Health Administration Committees (CLAS)

Local Health Administration Communities (CLAS)
in Peru are non-profit civil associations that enter into
agreements with the government and receive public
funds to administer PHC services, applying private sector
law for contracting and purchasing. It is an example of a
strategy that effectively addresses the social determinants
of health. These refer to social, cultural and economic
barriers at the local level which keep people from
effectively utilizing health-care services. This case study
describes the political and professional opportunities as
well as threats that such programmes face in the long run.

Chapter 12. South Africa

Intervention with Microfinance for AIDS and
Gender Equity (IMAGE)

The Intervention with Microfinance for AIDS and
Gender Equity (IMAGE) was an attempt to design,
implement and evaluate a cross-sectoral intervention
that aimed to improve health outcomes by targeting
their social determinants in rural South Africa. The
intervention combined an established microfinance
programme with gender and HIV/AIDS training, and
activities to support community mobilization. The case
study highlights key lessons from the experiences of
developing an intersectoral collaboration, expanding
the scale of intervention delivery following a trial, and
exploring models for long-term sustainable delivery.

Chapter 13. Tanzania
Insecticide-treated nets in Tanzania

This case study analyses the national programme for
insecticide-treated nets (ITNs) in Tanzania during the
period 1995-2008, focusing on implementation issues in
relation to the social determinants of health and how to
benefit the poorest, most exposed and most vulnerable
groups in society. The case study describes the importance
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of monitoring and research in such programmes as
well as the influence of shifting donor interests and
approaches.

Chapter 14. Vanuatu

Pacific Action for Health Project: addressing the
social determinants of alcohol use and abuse
with adolescents

Young people in the Republic of Vanuatu are
increasingly being faced with rapid urbanization, lack
of education, consumption of unhealthy foods, limited
job opportunities, and the widespread availability and
accessibility of inexpensive cigarettes and alcohol. This
case study covers an integrated health promotion and
community development programme, the Pacific Action
for Health Project (PAHP), set up to address the social
determinants for noncommunicable diseases in the
capital of Vanuatu, Port Vila.

Chapter 15. From concept to practice -
synthesis of findings

The synthesis process involved analysing the five key
aspects of the programmes that have been covered by
the case studies: going to scale, managing policy change,
managing intersectoral processes, adjusting design and
ensuring sustainability. It looked closely at the common
lessons learned under each of these five aspects of the
programme. Among the key messages emerging from the
synthesis are: the importance of evidence and baseline;
that in the long haul, the battle for equity takes place in
the public space through intelligent use of the evidence
and partners; and finally, that scale-up should consider
three phases — providing proof of principle; testing the
scalability of the programme with particular focus on
the drivers of expansion and how to transfer the values
torch; and roll-out with systematic monitoring, repeated
evaluation and timely adjustments to the programme.
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SOCIAL DETERMINANTS APPROACHES TO PUBLIC HEALTH: from concept to practice

Abstract

Every year, globally, an estimated 66 500 women die attempting to terminate a pregnancy.
To the extent that women'’s lives and futures are influenced by childbirth, access to
contraception and safe abortion services is fundamental to gender equity. Yet many countries
legally restrict access to safe abortion. In these countries, women with a socioeconomic
advantage are more able to circumvent restrictive abortion laws and access safe abortion
services; poor and less educated women are more likely to use unsafe methods and suffer
serious morbidity and death. This is particularly egregious as deaths from unsafe abortion
are entirely preventable, given access to modern contraception and safe abortion services.
Bangladesh’s Menstrual Regulation (MR) Programme is an example of a programme with
the potential to reduce morbidity and mortality related to unsafe abortion in the context
of a restrictive abortion law. We describe how Bangladesh’s MR Programme evolved
from an urban-based relief effort in 1972 to a nationwide primary care-level programme;
review intersectoral processes that have and continue to influence policy development
and programme implementation; assess the impact of the programme; explore contextual
factors that have influenced the potential of the programme over time; and comment on
issues of programme sustainability and replicability in settings beyond Bangladesh. Available
evidence suggests that the MR Programme has contributed to a reduction in maternal
mortality; however, mortality from unsafe abortion continues to disproportionately impact

the socioeconomically disadvantaged.

2.1 Background

Access to contraception and safe abortion services is
critical to gender equity, particularly in contexts in
which women bear the primary responsibility for child
care, and forgo educational and career opportunities if
unplanned or mistimed pregnancy and childbirth takes
place. By legally restricting safe methods of fertility
control, women’s lives, careers and futures can be
fundamentally altered by pregnancy and childbirth.
In these environments, women who try to take control
of their future by terminating a mistimed pregnancy,
particularly those with few socioeconomic resources, risk
their lives and health.

Deaths from unsafe abortion — one of the five leading
causes of maternal mortality — vividly illustrate inequity
in access to health care. Internationally, 98% of the
estimated 66500 abortion-related deaths that occur
each year take place in developing countries (World
Health Organization, 2007a). Socioeconomic disparities
in mortality and morbidity related to unsafe abortion
continue at all levels, from regional to national to
community. In rural Bangladesh, an analysis showed
that women from the poorest-asset quintile were more
than twice as likely to die from complications of abortion
compared with women from the wealthiest-asset quintile;
those with no formal education were more than 11 times

more likely to die of unsafe abortion than those with 8 or
more years of formal education (Chowdhury et al., 2007).
Guaranteeing equitable access to contraceptive and safe
abortion services would prevent the vast majority of these
deaths, and provide women and couples with the means
of determining the timing and spacing of their children.

To address the high rates of mortality and morbidity
from unsafe abortion, governments at the International
Conference on Population and Development (ICPD)
five-year anniversary Special Session of the United
Nations General Assembly in June 1999 strengthened
the 1994 ICPD Program of Action Language on
abortion, agreeing that where abortion is legal it should
be safe and accessible. In 2003, the World Health
Organization (WHO) published a guidance of best
practices to support this 1999 agreement (WHO, 2003).
The recommendations include interventions such as
providing abortion services at primary-care facilities and,
to enable this, fostering mid-level clinician provision of
abortion, and replacing dilatation and curettage with
safer and simpler vacuum aspiration or medical abortion
technology for uterine evacuation. The guidance further
recommends contraceptive counselling and services
before abortion clients leave a health-care facility to
decrease the likelihood of a subsequent unintended
pregnancy.
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Most of these recommendations have been in place
in Bangladesh for over 30 years. In Bangladesh, where
abortion is illegal except to save a woman’s life, mid-level
clinicians in the MR Programme have been using vacuum
aspiration for uterine evacuation at the primary-care
level since 1977. The government has mandated that MR
services be available at all of the more than 4500 Union
Health and Family Welfare Centres, as well as secondary-
and tertiary-care facilities to make MR services accessible
throughout the country (Akhter, 2001). Since 1975,
fertility has dropped from 6.9 to 2.7 births per woman
(NIPORT et al., 2007) and, while the number of MR and
abortions has increased, deaths from unsafe abortion
have decreased (Oliveras et al., 2008).

In this chapter, we describe how the MR Programme
evolved from an urban-based relief effort in 1972 to a
nationwide primary-care level programme. We review
the intersectoral processes that influenced and continue
to influence policy development and programme
implementation; assess the impact of the programme;
explore the social, economic, political and cultural factors
that have influenced the potential of the programme over
time; and comment on programme sustainability and
replicability in settings beyond Bangladesh.

2.2 Methods

Our study questions were:

1. How did Bangladesh’s MR Programme develop, and
what key factors influenced its evolution over time?

2. Is the strategy of MR service delivery in a restrictive
abortion law environment sustainable if implemented
by a strong public sector—-NGO-donor partnership?
If so, what are the forces that sustain the programme?
If not, what necessary forces are missing?

3. Has the MR Programme had a positive and equitable
impact on reducing mortality and morbidity
from abortion complications? What are the social,
economic, political and cultural barriers and
facilitators to programme success?

4. What lessons, if any, can be transferred from the
MR Programme experience to other countries with
high maternal mortality from unsafe abortion and
restrictive abortion laws?

We employed a case study design to facilitate in-depth
exploration of the forces that have shaped and continue

to shape the MR Programme. We conducted an extensive
review of the published and peer-reviewed literature,
and grey literature related to the MR Programme. We
collected the grey literature via a systematic search for
documents relating to the MR Programme, including
official government publications, agendas and minutes
of relevant meetings, formal studies and evaluations of
the MR Programme, and conducted fact-checking with
different levels of MR Programme stakeholders, including
programme managers, service providers and researchers.

2.3 Findings

Evolution of the MR programme in three
phases

In Bangladesh, the British Penal Code of 1860, Section
312, criminalizes abortion except to save the life of
the woman, and penalizes providers of abortion with
fines and imprisonment (Ministry of Law, Justice and
Parliamentary Affairs, 1977). Yet MR, or evacuation
of the uterus of a woman at risk of being pregnant to
“ensure a state of non-pregnancy”, is sanctioned by the
government, and provided by public sector clinicians
at primary, secondary and tertiary levels of the health-
care system (Population Control and Family Planning
Division, 1979).

The evolution of Bangladesh’s MR Programme
can be divided into three phases: conceptualization
(1971-1981); distancing of MR activities from the State
(1982-1998); and marginalization of MR (1998-till date).

Phase 1: Conceptualization (1971-1981)

The MR Programme was conceptualized in the early
years of Bangladesh’s Independence as part of a solution
to unsustainable population growth. Three leading
forces drove the early stages of the MR Programme: the
temporary waiving of the strict abortion law immediately
post Independence; concern regarding population
growth; and the development of new uterine evacuation
technology. In this section, we describe the context in
which the Programme was initiated and implemented,
identifying drivers of change and barriers to success.

The liberation war

In 1971, Bangladesh fought a nine-month war of
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liberation with Pakistan. Pakistani forces raped 200 000—
400000 Bangladeshi women, prompting international
media coverage that highlighted for the first time the
use of rape as a weapon of war (Drummond, 1971;
Brownmiller, 1975; Mookherjee, 2008), and national and
international support for the rape victims.

In 1972, the restrictive abortion law was waived for
“heroines of war” who had been raped and were
pregnant. International feminist and aid organizations
arranged for medical teams from India, Australia and
the UK to perform medical terminations of pregnancy
at district hospitals in Bangladesh (Akhter, 1988; Ross,
2002). While working with the international medical
teams, the Bangladeshi doctors received not only
technical training but also exposure to the concept of
abortion as a woman’s right (Ross, 2002). This temporary
sanctioning of abortion eased public opinion toward
uterine evacuation procedures and solidified a cadre of
professional elite prepared to defend a woman’s right
to control her fertility (Potts and Diggory, 1977; Amin,
1996; Piet-Pelon, 1998; Khan, 2000).

The population control agenda

At Independence, Bangladesh was one of the most densely
populated countries in the world; it had a population of
70 million and a fertility rate of almost seven children
per woman. In the 1970s, concern with rapid population
growth dominated the international development agenda
(Donaldson and Tsui, 1990). Bangladesh was heavily
reliant on donor support to recover from the cyclone of
1970, the liberation war of 1971 and the famine of 1974,
and was under pressure to curb population growth. This
pressure intensified after the famine gave rise to fears of a
Malthusian crisis (Lee et al., 1995).

The Bangladeshi Government embraced the population
control agenda and allocated 6% of the development
budget and 5% of the revenue budget to family planning
between 1974-75 and 1986—87 (Islam and Tahir, 2002;
Lee et al,, 1995). In 1978, the Government of Bangladesh
declared population control the country’s main priority.
Resource allocation for the first four five-year health
and population programmes privileged vertical family
planning service delivery above all other health priorities.
Within the Ministry of Health and Population Control,
abortion was seen as an important complement to family
planning in terms of the population control agenda. In
the early 1970s, the modern contraception prevalence
rate was 4.7% (Ministry of Health and Population
Control, 1978).

Development of service infrastructure for safe
pregnancy terminations

During the 1970s, an infrastructure for safe, voluntary
pregnancy termination was established. In 1974, the
government encouraged the introduction of a pilot
uterine evacuation programme in a few family planning
clinics. This was funded by the United States Agency
for International Development (USAID) through the
nongovernmental organization (NGO) The Pathfinder
Fund, as part of a national postpartum programme that
included provision of contraception and family planning
services (Piet-Pelon, 1998).

The Pathfinder Fund played a lead role in the campaign to
train paramedics — called family welfare visitors (FWVs)
— in uterine evacuation care. FWVs have a minimum of
10 years of basic education, followed by 18 months of
reproductive health training. Some have an additional
three months of training in uterine evacuation. While
the medical community resisted the authorization of
paramedics to provide uterine evacuation services,
arguments to employ FWVs to make the simple
procedure accessible to women in rural and less affluent
areas prevailed (Ross, 2002).

Vacuum aspiration using the Karman cannula
revolutionized pregnancy termination service delivery,
allowing uterine evacuation without the need for
anaesthetics or an operating theatre (Karman, 1972;
Ekwempu, 1990). Vacuum aspiration is safer than
dilatation and curettage, recovery is fast (WHO, 2003),
it can be performed safely by mid-level providers at
outpatient facilities (Bhatia et al., 1980; Warriner et
al., 2006), and the equipment is portable and does not
require electricity.

In 1978, the Ministry of Health and Population Control
in collaboration with The Pathfinder Fund initiated a
uterine evacuation training and services programme
in seven government medical colleges and two district
hospitals for government doctors, FWVs and a few
private doctors (Akhter, 1988). American medical
consultants came to Bangladesh to train providers in the
use of manual vacuum aspiration, and doctors were also
sent to Singapore for training (Piet-Pelon, 1998; Ross,
2002).

Policy development
The combination of multiple factors described earlier

contributed to a policy environment conducive to a
liberalization of the abortion law.
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In 1973, the first five-year plan highlighted the importance
of abortion as an important means of controlling
fertility despite social censure, putting it firmly on the
country’s policy agenda. The 1976 National Population
Policy Outline (Government of the People’s Republic of
Bangladesh, 1976) proposed the legalization of medical
termination of pregnancy as it was practised at the time.
Though the Population Policy Outline recommended
liberalization of the abortion law up to 12 weeks of
pregnancy, this recommendation was not acted upon.

Legalization of abortion was considered further in 1977
when the Population Control and Family Planning
Division commissioned the Bangladesh Institute of Law
and International Affairs to report on the laws pertaining
to population growth, and recommend new legislation
as necessary. The report suggested legalizing abortion for
the first 12 weeks of pregnancy by licensed paramedics
or medical doctors under safe medical conditions on
the basis of humanitarian, eugenic, socioeconomic, or
contraceptive failure — according to the best judgement
of the clinician. However, in 1977, General Zia assumed
the presidency, augmenting his political support by
appealing to religious conservatives (Lee et al., 1995).
As with the National Population Policy Outline, the
recommendations of the Institute of Law were not
enacted, on the basis that uterine evacuation was already
available, and a concern that explicit legislation might
arouse religious opposition (Ross, 2002).

Responding to domestic and international interests, the
government gradually introduced a uterine evacuation
training and service delivery programme. In 1979, the
Population Control and Family Planning Division of the
Ministry of Health and Population Control circulated
a memorandum with a legal interpretation by the
Bangladesh Institute of Law and International Affairs
to authorize MR services to be included in the national
family planning programme (Ali et al., 1978; Ross, 2002).
Technically competent and politically savvy champions in
the Ministry of Health and Population Control provided
strong support for the MR Programme, ordering medical
doctors and paramedics to offer MR services in all
government hospitals, and at primary care-level health
and family planning complexes throughout the country.

Phase 2: Distancing of MR activities from
the State (1982-1997)

Since inception, the MR Programme in Bangladesh has
been vulnerable to donors’ changing priorities. Three

important international policy changes during this
second phase impacted the MR Programme: an increased
emphasis on funding NGOs rather than the State; the
US Government’s restrictive Mexico City Policy, and the
reproductive health and rights approach to population
promulgated by the 1994 ICPD.

Tensions in donor priorities: the United States’
Mexico City Policy and the International
Conference on Population and Development
Programme of Action

In the 1980s, fertility decline had begun in Bangladesh and
donors moved away from their strong emphasis on fertility
control. Population dynamics came to be regarded in a
more nuanced way, as the effects of population pressures
on poverty and health proved difficult to quantify
(Lakshminaranayan, 2007). In 1994, the ICPD called
for, and Bangladesh signed onto, expanding women’s
life choices, achieving gender equity, and paying greater
attention to sexual and reproductive health and rights
(Germain, 1998). This more comprehensive approach
superseded vertical programmes with their narrow focus
on fertility control (Lakshminaranayan, 2007).

Until 1983, USAID supported the MR Programme
through the NGO The Pathfinder Fund. Increased
religious conservatism in the United States led to the
imposition of the Reagan administration’s Mexico City
Policy in 1984. This policy bars US financial and technical
family planning assistance to foreign NGOs which, with
their own funds, provide safe abortion services, referrals
to abortion services or any kind of advocacy around
abortion issues (Blane and Friedman, 1990; Crane and
Dusenberry, 2004). The Pathfinder Fund relinquished all
MR-related activities. The model MR clinics and training
programme became a “special project” of the Ministry
of Health, called the Menstrual Regulation Training
and Services Programme (MRTSP, which later became
the RHSTEP!). The programme was run by a steering
committee of doctors and government bureaucrats
chaired by the secretary of health (Ross, 2002). Financing
of the MR Programme was taken over by the Population
Crisis Committee, the Ford Foundation, and the Swedish
International Development Cooperation Agency (Sida).
By 1998, the other donors had pulled out of Bangladesh
and Sida was the sole donor supporting the MR
Programme.

'In 2003, MRTSP changed its name to Reproductive Health Services
Training Education Project, or RHSTEP. To minimize confusion
in this paper, we will refer to the organization as RHSTEP.
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Devolution from the State to NGOs

From the 1980s, NGOs in Bangladesh became
increasingly responsible for the essential functions of the
MR Programme. A confluence of factors contributed to
the transition of the MR Programme from a purely public
sector programme to a public—NGO sector partnership.
First, akey MR Programme champion within the Ministry
of Health and Population Control left the Ministry to take
a position at an international organization (Ross, 2002).
The weight of programme leadership was then in the
NGO sector. A conflict between the government and The
Pathfinder Fund over the training of paramedics in MR
services delivery possibly contributed to the transition,
as did strong conservative religious and even specific
anti-abortion sentiment from important international
political and economic partners. The transition was
not unique, as the 1980s saw a trend in international
development programming of increasing investments
in NGO rather than public sector programmes (White,
1999; Schurmann and Mahmud, 2009).

Three different NGOs were established to manage the
MR Programme, all with complementary roles. In 1982,
The Pathfinder Fund assisted in the establishment of
the Bangladesh Association for the Prevention of Septic
Abortion (BAPSA) to research and monitor the MR
Programme, and contribute to programme logistics
(Dixon-Mueller, 1988; Ross, 2002). The Bangladesh
Women’s Health Coalition (BWHC) was also formed
at this time to provide MR training, service delivery
and advocacy. In 1991, RHSTEP became a nationally
registered NGO when the Ministry of Health eliminated
all special projects. Donors funded these NGOs directly,
and provided no financial or technical MR Programme
support to the government. While the aim of the Ford
Foundation and Sida was to have the Ministry of
Health and Family Welfare (MOHFW) eventually take
over responsibility for the MR Programme, under this
structure, government involvement with the essential
training, service delivery and logistical aspects of the
programme diminished (Ross, 2002; Paulin and Ahsan,
2003).

The MR Programme was and continues to be
administratively based in the Directorate General of
Family Planning (DGFP) within the MOHFW. The

DGFP works closely with the three NGOs — RHSTEP,
BAPSA and BWHC - in implementing the programme.
The MOHFW provides considerable support to the
NGOs in the form of clinic space and equipment for
MR training and services (Akhter, 2001). RHSTEP
remains the primary MR training organization in the
country with training facilities located in 18 medical
college and district hospitals (RHSTEP, 2006); BAPSA
remains responsible for coordinating the logistics of the
MR Programme including liaising between MR trainees
and training institutions, monitoring the distribution of
MR equipment, and publishing the quarterly newsletter
Health and Rights* (BAPSA, 2006; Hossain, 2008). BWHC
continues to provide MR services and paramedic FWV
training in MR and other reproductive health services
(Ahmed and Afroze, 2006).

As well as the three implementing NGOs, several
committees are in place to advise and supervise the
MR Programme. The Coordination Committee of MR
Activities in Bangladesh was established in 1987 with the
membership of four MR organizations. The Technical
Advisory Committee for MR Activities was established
in 1990 with the Director General of the DGFP as
chairperson, and the Line Director of Maternal and Child
Health as secretary. While well designed in principle, in
practice these committees rarely meet and have little
impact on programme coordination.

In 1997, a National Reproductive Health Strategy was
developed, prioritizing four services in the area of
reproductive health: safe motherhood, family planning,
MR and post-abortion care, and the management of
reproductive tract infections and sexually transmitted
infections. This was followed by the Maternal Health
Strategy in 2001, which gave less emphasis to MR. Both
these documents were designed to inform the Health and
Population Sector Programme (HPSP). Since 1997, MR
is mentioned less frequently and less explicitly in policy
documents.

Phase 3: The marginalization of MR
(1998-till date)

During the current phase, characterized by the
implementation of health sector reform, the official

2 Formerly The MR Newsletter, Health and Rights is distributed to 13 000 readers each quarter, and has four main aims: (1) provide clinicians
with essential information on sexual and reproductive health and rights; (2) sensitize public opinion on the consequences of septic abortion,
(3) provide clinicians with updated technical knowledge and guidance in order to facilitate improvement in the quality of services, and
(4) highlight the MR training needs among the potential providers of MR (BAPSA, 2005).
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language in the 2000 National Population Policy shifted
from the legalization language of 1976 to language
emphasizing the need to reduce unsafe abortion.
A continued conservative climate internationally,
driven in part by the re-instituted US Mexico City
Policy, contributed to the limited dynamism of the
MR Programme. NGOs receiving USAID funds and
providing MR services lost funding; monitoring and
evaluation of the programme came to a near standstill.
Feminist and women’s organizations in Bangladesh have
not embraced the MR agenda (Ross, 2002). Despite these
hurdles, at present there is a nascent sense of optimism
for the provision of MR services in Bangladesh.

Health sector reform

The health sector reform process of the HPSP (1998-
2003) presents another chapter in the evolution of
reproductive health policy in Bangladesh. The goals of the
policy — in line with the ICPD agenda — were primarily to
reduce maternal and infant mortality and morbidity by
reducing fertility to replacement level by the year 2005
and by improving nutritional status (Germain, 1997;
Bates et al., 2003). The reform process was coordinated
by the World Bank and included a consortium of other
donors and the Government of Bangladesh. Donor
investment was over US$ 350 million between 1999 and
2003. The most significant change of the HPSP was the
merging of the Health and Family Planning Directorates
of the MOHFW, which allowed for sectorwide provision
of family planning and primary health-care services
(however, this merging never effectively occurred). The
integrated programme replaced the 125 vertical projects
previously managed under the MOHFW (Chowdhury et
al., 2003).

With the implementation of the HPSP in 1998, Sida and
other donors began contributing non-earmarked funds
directly to the MOHFW. Allocation of funds was to be
guided by the five-year sectorwide programme, with the
shared assumption that the MOHFW would continue to
issue contracts with the three MR NGOs as outlined in the
HPSP Programme Implementation Plan. One expected
benefit was enhanced government ownership, and thus
enhanced sustainability of the programme (Ross, 2002).
However, the mechanism for funding the MR NGOs
was unclear. After a lengthy competitive bidding process
during which the MR NGOs received no funding, in June
2002, the MOHFW signed a contract with one of the
MR NGOs for the last year of the five-year HPSP. This
funding gap brought the MR NGOs to a near-collapse,
and the quality of service provision was compromised

(Chowdhury et al., 2003; Johnston, 2004). In 2003,
the MOHFW formally requested Sida to renew direct
support to the MR NGOs. Sida responded positively and
agreed to fund the MR NGOs for one more year (Paulin
and Ahsan, 2003).

Sida revised its funding strategy to reimburse NGOs for
the number of services performed. Tellingly, and in line
with this implicit emphasis on service delivery, BAPSA,
the MR research and monitoring organization, shifted
its agenda to service delivery with some monitoring and
logistics functions.

The 2001 reimposition of the US Government’s Mexico
City Policy had a more widespread effect on MR service
delivery compared with the original 1984 imposition
because, over time in Bangladesh, numerous health-
care service delivery NGOs had grown to play a role in
MR service delivery. These NGOs tended to interpret
the policy cautiously, ending MR service provision and
minimizing collaborations with MR NGOs in areas
such as training, workshops and referrals, leading to the
isolation of the MR NGOs from the wider reproductive
health professionals’ community.

While USAID actively opposed MR service delivery
under the Mexico City Policy, most other donors have
been more neutral in their attitude toward MR. Donor
neutrality has had the negative effect of allowing less
controversial priorities, such as Safe Motherhood, to
consume the MOHFW?’s finite resources and attention,
leaving MR services relatively neglected. One example of
this neglect is that no new FWVs have been recruited since
1994. As the last generation of FWVs nears retirement, no
new cadre of paramedic providers is being trained in MR
services. Such a provider gap will cripple the programme.

The HPSP was followed by the Health and Nutrition
Population Sector Programme (HNPSP: 2003-2010),
which formally re-established family planning and
primary health programmes as separate programmes.
With delays in the implementation of the new plan, Sida
agreed to continue to provide funding to the three MR
NGOs from 2003 to 2010.

There is a sense of optimism for MR service delivery due to
the growth of internationally affiliated Bangladeshi-run
NGOs (Marie Stopes Clinical Society and Family Planning
Association of Bangladesh) making a commitment to
scale up safe MR services. Additionally, international
donors including Sida and the Royal Netherlands
Embassy have demonstrated their commitment to a
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sustainable MR Programme (Paulin and Ahsan, 2003;
Johnson et al., 2006). The Asian Development Bank is also
supporting MR as a core service in its widespread public—
private partnership Urban Primary Health Care Project.
However, the private sector remains largely unregulated,
and untrained providers offer what may seem to the client
to be convenient and relatively inexpensive services. This
is considered in the following discussion on programme
impact.

Impact of the MR Programme

The challenges of collecting data on abortion, a
marginalized and stigmatized topic in Bangladesh, limit
our ability to assess the impact of the MR Programme
on reducing abortion-related mortality and morbidity
or the equitability of impact. However, we can identify
general trends. For example, abortion data from the
International Centre for Diarrhoeal Disease Research,
Bangladesh (ICDDR,B) demographic surveillance sites in
the predominately rural areas of Matlab, Abhoynagar and
Mirsarai suggest that marital abortion ratios (the number
of reported abortions divided by the number of reported
births in a given time period) and total marital abortion
rates (the number of abortions a married woman would
have over her lifetime if current age-specific abortion rates
prevailed) have on the whole increased over the time. In
the rural riverine area of Matlab, with a population of
around 200 000, ICDDR,B administers an intensive family
planning programme in half of
the surveillance site, the other
half benefits from the government

programme and is considered 20
more representative of national 18 7
trends. In the Matlab surveillance 16 4
area under the government family 14 4
planning programme, the marital 12 4
abortion ratio has increased more 10 -
than fivefold from the early 1980s, g8 —
when it was close to 20 abortions 6
per 1000 live births, to over 100 4
abortions per 1000 live births in 5
2004 (Oliveras et al., 2008). )

to 2.2 per 100 000 in the government programme area of
ICDDR,B’s Matlab Demographic Surveillance (Figure 1).
The decrease in mortality is in part attributable to increase
in the use of contraception in both areas, from 46% in
1984 to 71% in 2005 in the ICDDR,B programme area,
and from 16% in 1984 to 47% in 2005 in the government
programme area (see Rahman et al, 2001). That the
differences in rates of abortion-related mortality are
minimal between the two areas while the differences in
rates of contraceptive prevalence are substantial suggests
that factors in addition to contraceptive use are at work
in reducing abortion-related mortality.

Verbal autopsy data from the Matlab ICDDR,B
programme area show a decrease in abortion-related
mortality as a percentage of maternal mortality, from 24%
of maternal mortality in the decade 1976-1985 to 11%
of maternal mortality in the period 1996-2005. The shift
has been less dramatic in the comparison area, from 17%
of maternal mortality to 15% of maternal mortality in the
same time periods (data not shown) (Chowdhury et al.,
2007; Oliveras et al., 2008). The Matlab government area
estimate of 15% of maternal mortality caused by unsafe
abortion is considered the best estimate of abortion-
related mortality as a percentage of maternal mortality
for Bangladesh.

These data show that along with the scale up of the MR
Programme, there has been an increase in reported MR
and a decrease in deaths from unsafe abortion. While

Figure 1. Abortion-related deaths per 100 000 women of reproductive age, Matlab 1976-2005

Abortion-related deaths have
decreased dramatically from 17.7
to 2.4 per 100 000 women of
reproductive age annually from
1976 to 2005 in the ICDDR,B
programme area, and from 16.8

1976-1985

1986-1995 1996-2005

ICDDRB Area

—@— ICDDR,B area -l Government area

Data sources: ICDDR,B’s Matlab maternal mortality verbal autopsy 1976-2005
dataset and ICDDR,B Matlab health and demographic surveillance system dataset
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this does not imply causality, it is consistent with MR
Programme success in reducing mortality related to
unsafe abortion (Oliveras et al., 2008).

The volume of services provided also speaks of the
impact of this programme. The MOHFW reports 124 045
MR procedures performed at government and MR NGO
facilities in 2006. About half of these were performed at
government clinics, and half at the MR NGO facilities.
MR NGOs reported providing over 60 000 MR services in
2004-05 and 2005-06, with the bulk of these procedures
performed at RHSTEP clinics located in government
facilities. These data are widely believed to substantially
underestimate the number of MR procedures provided
in the public and NGO sectors and do not include MRs
performed in the for-profit private sector (Begum et al.,
1987; Amin et al., 1989; Chowdhury et al., 2003).

While few studies have been conducted, the available data
suggest that vulnerable populations remain at relatively
high risk of death from unsafe abortion. Complementing
quantitative data from Matlab, which highlight the
relationships between socioeconomic status and unsafe
abortion, qualitative data suggest that materially
impoverished women prefer informal sector services as
providers in the public sector are rude to poor women
(Johnston, 1999).

In a study conducted in 1997 in rural Bangladesh,
women reported that the readily available, informally
trained, unauthorized private sector providers in their
communities better met their priorities of confidential
services, good behaviour to the client, and low cost
— at least initially. The study showed that among the
108 attempted pregnancy terminations that were
reported, 27 women (25%) accessed care from the
trained government provider. Thirty-one women (29%)
attempted to self-induce abortion; 29 women (27%) used
village homeopath techniques to abort; 13 women (12%)
used techniques from the informally trained village
pharmacist; and 8 (7%) went to the kabiraj or traditional
healer for an abortion. Sixty-two per cent of first attempts
at abortion failed, leaving women to attempt abortion a
second and, for some, a third time (Johnston, 1999). The
leading medical college hospital in the capital city, Dhaka,
reports that the majority of patients in their obstetrics
and gynaecology ward are women presenting with
complications of unsafe abortion (Rashid M, Professor
and Head, Department of Obstetrics and Gynecology,
Dhaka Medical College and Hospital, Dhaka, Bangladesh,
personal communication, 28 March 2009).

Despite the successes of the MR Programme, many
socially and economically disadvantaged women still
do not access government services and, for a number of
reasons considered below, turn to the informal sector for
pregnancy termination. That an estimated 15% of 21 000
pregnancy-related deaths (Oliveras et al., 2008; WHO,
2007b), or 3150 lives in Bangladesh are lost annually to
unsafe abortion, and that these deaths are concentrated
among the poor and uneducated, demonstrates a need
to rethink the strategies of this innovative and life-
saving programme to make it better meet the needs of all
women, regardless of socioeconomic status.

Socioeconomic context: barriers to
equitable access

For the programme to meet the needs of women
regardless of socioeconomic status, the strategies of the
MR Programme must reach beyond the health system
and address the social, cultural, political and economic
determinants of health. In this section, we briefly
describe the societal barriers that can prevent women
from accessing safe MR care.

Poor quality of care can turn clients away from public
sector facilities. Qualitative studies indicate that clinicians
provide an uneven quality of services depending on the
characteristics of the client. Examples of poor quality
service include clinicians not eliciting patient histories,
not listening to patients, allowing patients to plead for
services and charging for services that are meant to be
free (Schuler and Hossain, 1998). Clinicians sometimes
unfairly refuse to provide MR —especially in circumstances
in which the client is unmarried or the pregnancy is the
result of rape (Begum et al., 1987).

Despite MR services ostensibly being provided free of
charge in government clinics, few women pay nothing. In
one study, only 11% of women reported receiving services
free of charge (Akhter, 1988). Reported expenditures
varied greatly — 19% paid less than 100 taka (US$ 1.47),
18% paid 500-1000 taka (US$ 7.35-14.70) and 19% paid
over 1000 taka. Other evidence suggests that MR services
can be refused in the free clinic and instead provided after
hours at a charge, sometimes using the public facilities
(Piet-Pelon, 1998; Caldwell et al., 1999).

Unofficial fees often coexist with “free services” in
Bangladesh. Illegal fees inordinately affect the poor, who
are less likely to question the provider or understand the
health-care system. The lowest income category has been
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found to pay 143% of the charges of the highest income
category for public sector care (Killingsworth etal., 1999).

The high level of variation in fees reflects inequity in
access to services. Reasons for variation in patient fees
for MR include: marital status, with unmarried women
paying more; duration of gestation, with women with
longer gestation periods paying more; and the different
types of pain management provided. In addition to such
fees are the cost of patient travel, opportunity costs and
lost income for the client and accompanying caregivers,
drugs, and clinic or hospital admission fees. Fees for the
treatment of abortion complications follow a similar
pattern.

In Bangladesh, client—patron relationships shape power
hierarchies. As such, clients are beneficiaries of patron
“favours” rather than citizens with rights (Blair, 2005).
Patron—client relationships impact the health sector as
clients rely on personal relationships to get better quality
or lower cost services, through waiving of unofficial fees,
for example. Schuler et al. (2002) found a perception
that without such a relationship, service quality for the
poor would be lower and the price higher, and that “only
the wealthy can get good health care”. The wealthy are
less often approached for unofficial fees, and are better
positioned to demand quality services due to their higher
level of institutional literacy, and peer-like relationships
with medical professionals.

Level of education is an important determinant of health-
seeking behaviour for women in Bangladesh (Chakraborty
et al., 2003; Ahmed et al., 2005). Education, or literacy,
determines access to information and comfort with and
ability to negotiate the formal health-care system. The
likelihood of seeking abortion or MR, especially with a
licensed provider, increases with women’s education.
MR and induced abortions are more common among
educated women, but educated women suffer less in
terms of abortion-related mortality, suggesting access to
better care (Ahmed et al., 2005; Chowdhury et al., 2007).

Bangladesh achieved gender parity in primary and lower
secondary school enrolments in the 1990s. However,
schoolgirls and schoolboys are rarely taught about
reproductive health or family planning. Furthermore,
initiation of discussion about sex, family planning or
reproduction is almost always the responsibility of
men; talking about sex, even to husbands, is considered
shameful (Khan, 2002).

Knowledge of MR has increased over the duration of the

programme, with just over 22% of women interviewed
in a contraceptive prevalence survey in 1979 reporting
that they had heard of MR, compared with over 80%
in all Demographic and Health Surveys (DHS) since
1999. Knowledge of MR is higher in urban areas (87%
vs 79%), and increases with educational attainment
and socioeconomic status. Knowledge is lower among
adolescents, with 74% of girls under 20 years knowing
of MR. Despite this growing awareness, confusion about
MR remains a barrier, especially in terms of accessing the
service within 10 weeks of the last menstrual period and
finding a safe provider (Singh et al., 1997).

Purdah is a custom that generally secludes women
from society at the onset of menarche. Purdah-related
restrictions on Bangladeshi women’s mobility are a
significant barrier to accessing health care, especially if
women are seeking care for a stigmatized procedure such
as MR. Women would normally not seek care on their
own but would be accompanied by a male relative, which
imposes additional opportunity costs. As informal sector
providers such as kabiraj live in rural areas in closer
proximity to most women than a clinic, purdah is likely
to be a strong motivator to women accessing care in the
informal sector.

In Bangladesh, efforts to allow women reproductive
freedom are feared to promote promiscuity (Khan,
2002). Thus, abortion can be considered controversial
and a threat to the social order (Maloney et al., 1981;
Ross, 2002). Hence, there is little policy dialogue or
debate concerning abortion. A community-based study
conducted in rural Bangladesh found that factors such
as shame, blame, embarrassment, pregnancy outside
marriage and religious disapproval cause women to be
silent about MR and abortion (Bhuiya et al., 2001).

A few existing public opinion studies show that
educated and wealthier participants were more likely
to have supportive attitudes toward legalizing abortion
(Chaudhury, 1980), and some professions also had
relatively supportive attitudes — for example, 75% of
government officials expressed their support, compared
with 32% of the medical faculty (Chaudhury, 1975).
Although one study found that people consider MR an
essential service under certain circumstances such as
poverty, a large family, pregnancy in elderly women, and
pre- or extramarital pregnancy (Chowdhury et al., 2003),
MR clients are inclined to think that societal attitudes
are more negative. A qualitative study from 2002 showed
that most clients thought the community had a negative
opinion of MR (Islam et al., 2004); such perceptions are
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likely to affect the way in which women consider and use
services.

We were not able to identify any studies on religious
attitudes towards abortion, but religious conservatism
is often cited as a barrier to programme improvements.
According to Hanafi jurists, the school of legal
interpretation followed by most Bangladeshis, abortion is
permitted until the end of the fourth month of pregnancy
(Amin, 1996); however, the popular perception is that
abortion is a religious sin. While Islamic-based political
parties such as the Jamat-I-Islam have fluctuating levels
of political influence, they generally have little influence
among the policy elite. Their impact is more strongly felt
at the local level (Ross, 2002).

2.4 Discussion

This analysis of the evolution of the MR Programme
through 30 years of implementation may offer lessons for
its future sustainability, and for the design of programmes
aiming to reduce mortality and morbidity related to unsafe
abortion in other contexts. We show that mortality from
unsafe abortion has declined but persists, particularly
among the poor and less educated, and highlight the
social, economic, political and cultural barriers to safe
MR services. In this section, we consider issues of going
to scale, managing policy change, managing intersectoral
processes, adjusting design and ensuring sustainability.
Finally, we consider the generalizability of the strategies
of the Bangladesh MR Programme to other settings.

Going to scale

The development of Bangladesh’s MR Programme
was based on the local cultural context, the human
and technical resources available, and the priorities of
national and international technocrats and bureaucrats.
The programme was built around the recognized need
that to promote equitable access, family planning and MR
services needed to be available at the primary-care level.
The promise that the new manual vacuum aspiration
technology could be used by paramedics to perform
uterine evacuation services at the primary-care level
contributed to the design stage of the MR Programme,
and was characterized by a spirit of innovation. Despite
this innovation around a potentially controversial
service, the nationwide scaling up of the MR Programme
was managed without a visible backlash.

Like many developing countries, Bangladesh has
inadequate numbers of physicians to deliver health-care
services to its predominantly rural population. In the
1970s, the family planning programme relied heavily on
paramedics. The NGO Gonoshyasta Kendra (People’s
Health Centre) received high-level political support
for pioneering the use of paramedics to provide mini-
laparotomy. In this context, even though there were little
data to indicate that non-physicians could safely and
effectively perform MR procedures, The Pathfinder Fund
was able to convince officials at the Ministry of Health
and Population Control and physicians from the medical
colleges to allow paramedics to provide MR services
(Ross, 2002).

In 1978, the year before the MR Policy was enacted, the
Ministry of Health and Population Control and The
Pathfinder Fund established large-scale MR training
programmes in eight of the country’s 13 medical colleges.
The Population Control Division wanted two trained MR
providers based in each of the country’s 413 subdistricts.
With support from within the government, and financial
and technical support from The Pathfinder Fund, the MR
Programme scaled up quickly. By 1995, MR services were
reportedly available in all of the more than 4500 union-
level primary-care clinics throughout the country, as well
as secondary and tertiary facilities. The FWV paramedics
are central to the scaling up of MR service provision in
Bangladesh. Compared to doctors, paramedics are cost-
effective, tend to come from similar social backgrounds as
their clients, implying a higher level of accessibility; and
are more feasibly retained in rural posts (Akhter, 2001).

Managing policy change

Since the circulation of a government memo authorizing
MR services at the primary-care level of the health system
in 1979, the MR Policy has not been significantly revised.
There is a quiet consensus among high-level stakeholders
that there is no urgent need to revise the MR Policy or
to try to liberalize the abortion law as spotlighting risks
a reversal of the existing relatively liberal policy. Within
the current policy, MR NGOs have been able to develop
standards and guidelines for NGO services, though
these have not carried over to the government sector
programme. With strong champions in the MR NGOs
and a recent injection of donor funding, there are several
initiatives to introduce new technologies, improve
quality of care, and improve coordination between the
government and NGO sector programmes. Thus, the
widely accepted goal is to continue to make programme
improvements within the current structure.
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While there has been no organized domestic opposition
to the MR Policy or Programme, a fear of formidable
and well-organized opposition accompanies discussion
of policy or programme change among MR Programme
stakeholders. A careful political analysis investigating
potential threats to the programme needs to be done. If a
threat to the programme is identified, it might be possible
for women’s rights groups and civil society organizations
to counteract potential opposition; however, this would
require a shift from the prevailing presentation of MR as
a medical intervention to MR as a basic right of a woman
to determine the timing and spacing of her fertility.
The current vertical structure of the MR Programme
prevents integration with other reproductive health
and rights issues such as addressing violence against
women, adolescent sexuality, protection against sexually
transmitted infections including HIV/AIDS, essential
health services for the poor and ultrapoor, and broader
issues. The 2007-2010 MR Programme funding from
Sida promotes a broader health and rights approach,
and may prompt the integration of MR into a broader
reproductive health and rights strategy. Any advances in
presenting MR as a reproductive right need to be carefully
designed, implemented and monitored with an evidence-
based awareness of potential domestic and international
opposition.

Managing intersectoral processes

The MR Programme is vertical, housed within the
MOHEFW, Directorate of Family Planning, in the line of
Maternal and Child Health. The programme continues
with narrow political support and, within the substantial
public sector, the programme has not moved beyond a
predominantly supply-side approach. The health system
approach of making services available at the primary-
care level is critical but insufficient. A number of barriers,
as discussed earlier, discriminately bar the poor and
uneducated from accessing safe MR services. To reduce
unsafe abortion more efficiently, the programme must
tackle the demand side of service delivery — helping
women and other household-level decision-makers to
choose safe MR services over unsafe services that may
initially seem more convenient and less expensive, but
can lead to serious morbidity and death.

To address the societal barriers that prevent women from
accessing safe MR services, the MR Programme requires a
broader base of support. As yet, women’s rights and civil
society groups have not included defending a woman’s
right to safe MR services in their portfolios. Lawyers’
associations, even the Bangladesh National Women’s

Lawyers’ Association, have not embraced a reproductive
rights agenda that includes defending or modernizing the
MR Policy.

In contrast to the MR Programme, HIV/AIDS
programmes in Bangladesh receive broad multisectoral
support. In recent years, 14 different government
ministries have integrated HIV/AIDS programming into
their annual planning processes. Though interventions
are perceived as politically controversial, programme
coordinators have been able to convince skeptics that
controversial interventions are justified, and are in fact
tenets of good governance that require multisectoral
commitment (Faisel et al., 2004). This is reminiscent
of the late 1970s when the Government of Bangladesh
declared population control the country’s main priority
and the MR Programme received strong national and
international political and financial support. Modern
arguments that safe MR services, as part of broader
reproductive health service delivery, are critical for
national development and deserve broad multisectoral
support would need to be framed in a reproductive
rights agenda, perhaps acknowledging that, like HIV,
unintended pregnancy “strikes” during the prime
productive years, when a death has the most significant
impact on the family, community and country.

The level of coordination achieved by the HIV/AIDS
programme has been made possible by the uniquely high
levels of international financial and technical support that
the HIV/AIDS agenda receives. Nonetheless, the HIV/
AIDS programming experience has important lessons
for the MR Programme, including re-positioning the
issue from politically controversial and health-specific
to an essential element of broader good governance, and
using this platform to engage widespread multisectoral
government and civil society support.

Adjusting design

Donors, the government and NGOs have all played
leading roles in the design of Bangladesh’s MR
Programme. While all three stakeholders are essential to
the programme, the importance of direct donor financial
and technical support to the programme and its design
should be acknowledged.

Initially, the Pathfinder Fund (providing technical
and financial support) and the Ministry of Health
and Population worked together to create and gain
stakeholder approval for an innovative, purely public
sector programme design. When the programme shifted
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to a three-pillared MOHFW-NGO-donor programme
design and donors provided support directly to the
NGOs, the NGOs continued their programmes with high
standards. The government programme continued but,
without direct donor support, the level of technical and
management support from the government diminished.
In 1998, when under health sector reform donor funds
were pooled and distributed by the government, the MR
NGOs came very close to collapse. Eventually, with the
support of key government stakeholders, the MR NGOs
successfully appealed to the donors for continued direct
support. Financial support was reinstated by the donor,
Sida, as a reimbursement for services. As NGOs became
more responsive to easily measurable and reportable
indicators of the donor, such as “number of providers
trained” and “number of MRs performed”, the initial
aim of providing equitably accessible quality services at
the primary-care level became increasingly distant. At
present, WHO and DGFP, with financial and technical
support from the Netherlands, are managing a project
to strengthen NGO-MOHFW collaboration within the
MR Programme. This project is expected to raise the level
of intersectoral collaboration and quality of care in the
government and NGO sectors.

In recent years, two forces outside of the government are
influencing the shape of the national MR Programme.
Two international reproductive health and rights NGOs,
Marie Stopes International and International Planned
Parenthood Federation, have raised their visibility in
Bangladesh as important stakeholders in the MR service
delivery community. In addition, private sector MR
providers are growing in number and influence. These
forces mark opportunities to broaden the coalition of
support for safe and accessible MR services.

Ensuring sustainability

The sustainability of the MR Programme is dependent
on the government maintaining the policy and working
to ensure the availability of high-quality services safely
and equitably. This includes continued government
and donor support to the MR NGOs for their key role
in providing training, high-quality care and service
delivery innovation. However, donors should rethink
the payment per service scheme and consider one that
reinforces programme efforts to ensure the quality and
equity of services. Furthermore, a strong programme
of monitoring and maintaining quality in public, NGO
and private for-profit facilities is required in which
the regulatory agency has the power to enforce service
delivery standards and close facilities that do not meet

basic standards. This regulatory role lies solidly with the
government.

There is a need for multisectoral partnerships in ensuring
that women and other decision-makers know about
and can access contraception to decrease unwanted
pregnancies, and safe MR services as a back-up in the
event of contraceptive failure.

Finally, in countries with inadequate tax bases such as
Bangladesh, public health sector projects — particularly
those that are seen as potential political risks — may
require external donor support as well as strong national
champions within and outside the government for
sustainability over time.

2.5 Conclusion

The strategies of the Bangladesh MR Programme may have
widespread applicability for reducing unsafe abortion. In
terms of policy, countries with highly restrictive abortion
laws, and high levels of morbidity and mortality from
unsafe abortion should first consider liberalization of the
abortion law. However, in some settings, an MR policy
might be the only acceptable step to decrease reliance
on unsafe abortion. Safe MR services in the context of a
strict abortion policy are far better than no safe uterine
evacuation services. The Bangladesh MR Policy could
benefit from a serious review. In its present form, it
represents a culturally and politically acceptable policy
implemented in the 1970s to meet the nation’s aims of
reducing population growth. A revised policy would be
more medically nuanced, call for the use of new and safer
technologies, emphasize equitable access to care, and use
stronger rights-based language.

Bangladesh is a global leader in the task-shifting strategy
of having paramedics provide safe uterine evacuation
services at the primary-care level. These cost-effective
WHO-recommended practices of decentralization are
fundamental for increasing access to safe services, and
are as applicable in rural Bangladesh where the abortion
law is highly restrictive as in rural USA where abortion is
available on request but can be difficult to access.

In terms of structure, the three-pillared government—
NGO-donor approach deserves credit for sustaining the
programme. This analysis has shown that the programme
has been strongest when the public, donor and NGO
sectors worked in close coordination. Throughout the
history of the programme, when the support of one
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sector has lessened, the support of another sector has
strengthened. In this way, while the programme has not
always been in perfect balance, it has been sustained.

Multiple entry points contributed to the development of
Bangladesh’s MR Policy and Programme in the 1970s:
(1) Bangladesh was a new country identifying with
secularism in which the political will to prevent births
to women who had been raped during the liberation
war was stronger than anti-abortion sentiment; (2)
The international concern to limit population growth
was punctuated by the Bangladesh famine of 1974: this
yielded a sustained interest in uterine evacuation as a
back-up method to contraception; (3) Manual vacuum
aspiration technology had recently been developed; (4)
A cadre of newly-trained and influential medical doctors
advocated for abortion law reform; and (5) USAID, a
leading donor, provided financial and technical support
for the programme through the international NGO The
Pathfinder Fund.

Several of these entry points are currently at play in many
countries in the world —a population and rights agenda;
the introduction of the medical abortion technology with
mifepristone and misoprostol; and increasing levels of
training of mid-level providers for basic health services.
These provide an opportunity to develop coalitions to
introduce life-saving reproductive health and rights
policies and services. Another entry point — national,
regional and global collaborations among advocates,
service providers, policy-makers, researchers and donors
— can be useful in sharing strategies and maintaining
momentum to meet the reproductive rights agenda of
ICPD in 1994, and to meet Millennium Development
Goal 5, to reduce maternal mortality by 75% between
1990 and 2015.

Until the societal barriers to safe MR services are
removed, clandestine abortion will continue to result in
inexcusably high rates of abortion-related morbidity and
mortality, particularly among the poor and less educated.
Addressing gender and socioeconomic inequalities that
limit women’s knowledge of and ability to access the safe
MR services to which they are entitled, will result in further
reductions in abortion-related mortality. Broad-based,
multisectoral partnerships between the government and
NGOs are required to regain the innovative spirit of the
early days of Bangladesh’s MR Programme. This will
enable a unified voice for gender equity that will support
a call for reproductive rights, including equitable access
among women to safe MR services.
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Abstract

This case study describes the journey of indigenous youth in developing, implementing and
evaluating a First Nations suicide prevention strategy in Manitoba. The method of analysis
was based on the cultural teaching of First Nations people in Manitoba, that is, thoughts
conceived within the traditional way of life by the Cree, Dakota, Dene, Ojibway and Oji-Cree
peoples. The aim of the youth suicide prevention initiative was to reclaim and restore the
identity, culture, language, history, relationships and spirit of self-determination that rightfully
belongs to the First Nations of Manitoba. The theoretical and operational framework of
the actual youth interventions and implementation were based upon the traditional First
Nations values of restoring health as ‘life in balance’ in First Nations youth and communities.
Four key periods of intervention, in which the ‘youth-for-youth model’ was pursued and
tested included (1) organizing and expanding the youth network, and identifying suicide
prevention as a priority, (2) training and adapting an effective intervention model through
community development, cultural respect and youth leadership development; (3) building
cultural identity and developing the community through youth workshops, and Elder and
Youth gatherings; and (4) raising awareness among adult leadership within First Nations,
federal and provincial governments as well as the private sector to build youth strengths and
obtain resources. The themes that emerged were related to the youth-for-youth leadership
model, which provided the strength to overcome barriers and a way to implement the
changes the youth identified as needed. The youth worked on many levels simultaneously
to achieve the goals, engaging with key stakeholders, leadership and government
agencies, and advocating for what the youth wanted. The case study describes the processes
involved in empowering youth, managing intersectoral processes and managing policy
change. It demonstrates that youth suicide prevention strategies are successful when the
youth are the leaders. The report is written from the perspective of the two youth suicide
prevention coordinators.

3.1 Background

History and terminology

The First Peoples of Canada, or “Indians” as they were
originally described, were constitutionally separated from
the other citizens of the country in 1867 and came under
federal government jurisdiction through the Indian Act
of 1876. At this time, all of these peoples, some hunter-
gatherers, some agriculturalists, were moved onto small
tracts of non-arable land called reserves, which were
and are far removed from the mainstream population.
While most services for Canadians are provided under
provincial jurisdiction, the First Nations remain under
federal jurisdiction.

The term “indigenous” refers to First Nations, Inuit
and Métis peoples; 80% of these are First Nations. The
term First Nations citizens will be used throughout to
distinguish them from First Nations which are separate
and distinct Nations.

Inequity and suicide

Suicide was rare among the indigenous people of Canada
before European contact (White and Jodin, 2003).
However, suicide has become a major cause of death
among First Nations youth in the past four decades. The
suicide rate for indigenous people is three times that of
the general Canadian population (Royal Commission
on Aboriginal Peoples, 1996). The suicide rate for First
Nations people aged 10-25 years is as much as eight
times higher than that of non-First Nations youth
(Health Canada, 2002). While there is much variation
in suicide rates across First Nations, the overall rates are
high. This immeasurable tragedy of the loss of youth and
their future potential has had a ripple effect on families
and communities, and also demonstrates a pronounced
inequity in Canada. In the Province of Manitoba, the
suicide rates have remained consistently high and have
been increasing over the years (Office of the Chief
Medical Examiner, 2003—2008).

Unfortunately, statistics do not provide an accurate
picture of the problem of suicide among First Nations
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people due to the fact that in the Province of Manitoba,
the Chief Medical Examiner does not determine race at
the time of death. Therefore, many of the deaths by suicide
in the rural areas and cities have not been classified as
those of First Nations people. This is a fundamental point
to consider, with urban centres having large First Nations
populations. Furthermore, deaths may be classified as
accidental rather than suicide, resulting in underreporting
of cases. Beyond the actual deaths by suicide, there are
no systematic and consistent means of data collection.
Therefore, the number of suicide attempts and incidents
of suicidal ideation are not captured.

First Nations people have the worst socioeconomic
conditions in Canada and, hence, the poorest health
status in the country (Assembly of First Nations,
2007). Indigenous people have a life expectancy that
is approximately seven years shorter than the average
Manitoban. The difference increases to over 10 years for
on-reserve First Nations citizens (Martens et al., 2002).
According to the United Nations Human Development
Index (HDI), First Nations rank 68th among 174 nations.
Canada has dropped from being the best country in the
world in which to live to the eighth due, in part, to the
housing and health conditions of First Nations (Assembly
of First Nations, 2007).

Social determinants
Context and position

The history of Canada includes extensive attempts to
colonize First Nations people, the results of which still
continue to dominate their lives today. The intent of the
Indian Act, 1876 was to assimilate First Nations citizens
into society, and was pursued at many levels. First Nations
land was appropriated and reserves were established,
residential schools were developed through a collective
effort between the church and the Canadian government,
and cultural and spiritual practices were outlawed. The
Indian Act, 1876 controlled and still controls many
aspects of the lives of First Nations citizens, including
health services, social services, taxation; livelthood such
as hunting and fishing rights; citizenship including voting
rights; and organization and governance structures
(Indian Act [RSC, 1985, c. I-5]).

The government’s designation of “Indian” became one
of the most divisive aspects of the Indian Act, 1876.
First, it divided the Canadian indigenous peoples — the
First Nations, Inuit and Métis — into an arbitrary but
devastating class structure. The Act also created divisions

based on urban versus reserve residence and gender.
Further, it created a divide between level of government
— federal and provincial — which resulted in a continued
jurisdictional debate over who has the responsibility for
the social and health concerns of First Nations people
(Smye, 2008).

Differential exposure

The history of First Nations people is marked by cultural
oppression and forced assimilation since the point of
European contact, and can be regarded as one source
of the high rates of mental health and social issues
present among First Nations people (Kirmayer et al.,
2003). The cultural changes resulting from assimilation
practices have impacted the genders differently in terms
of continuity of roles. There has been more continuity in
the social roles for women, who focus on child-rearing,
as well as work and school. In contrast, First Nations
men have experienced a profound disjuncture between
traditional roles and the opportunities in contemporary
society, in that traditionally men were involved in
protection and subsistence activities for the community.
The role of First Nations men has failed to be recreated
into one that promotes a positive identity. The high
suicide rate among young men can be related to this
loss of valued status within First Nations communities
(Kirmayer et al., 2000).

Labour force participation of First Nations citizens is
47% compared to 68% for non-First Nations citizens
in Canada. In Manitoba, the non-First Nations
unemployment rate is 6%, while it is 31% among First
Nations citizens (Health Canada, 2009). In addition,
average income and home ownership rates among First
Nations citizens are considerably lower than those in
the general population (Health Canada, 2009). More
than half of on-reserve First Nations youth aged 20-24
years have not graduated from high school. In Manitoba
as a whole, the rate of First Nations youth who did not
graduate is 71% compared with 16% for all Canadians
(Mendelson, 2006). This is of significant concern as
indigenous people make up 12% of the total population
of Manitoba and 20% of the school-aged population.

Residential schools have been the most cited cause of
mental health concerns of First Nations citizens (Smye
and Mussell, 2001). Residential schools were meant to
separate First Nations children from their parents and
assimilate them into the mainstream population. Children
as young as three years of age were forcibly removed
from their families and placed in these institutional
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environments. The residential schools were located in
isolated areas and the children were allowed little or no
contact with their families and communities; there was a
strict regime of discipline and constant surveillance over
every aspect of their lives. The children were forbidden
to look or act like a First Nations person, which included
speaking First Nations languages, dressing in First Nations
clothes, eating First Nations foods, and practising First
Nations spiritual beliefs. Physical, sexual, emotional and
spiritual abuse was rampant in residential schools. Many
First Nations children died, usually from starvation or
tuberculosis and, in most cases, their families were never
notified and these children were buried in unmarked
graves. In 1953, at the height of the residential school era,
there were over 11000 students attending these schools
(Kirmayer et al. 2003). The majority of residential schools
ceased to exist by the 1980s but, since the beginning of
the 1960s, a new wave of assimilation practices had been
developed. For 30 years, large numbers of First Nations
children were taken from their families and communities
and placed in state care or adopted to non-First Nations
families (International Conference on Ethics, 2007).

Intergenerational or historical trauma is a phenomenon
that occurs when a trauma is not dealt with in previous
generations but has to be dealt with in subsequent
generations, and becomes more severe each time it is
passed on. First Nations healers have observed and treated
this condition, while referring to it as unresolved grief
over generations (Kinew T, personal communication,
1989).

There are several indications that historical trauma
affects the psychological, social, economic, intellectual,
political, physical and spiritual aspects of First Nations
people, and is linked with health, social issues and mental
health problems, hypertension, heart disease and diabetes
(Bullock, 1999). Psychosocial issues resulting from
historical trauma include poverty, crime and violence,
addiction to alcohol and other substances, depression,
suicide and overeating (Nebelkopf and Phillips, 2004).
Recent research has documented “cultural continuity as
a hedge against suicide”, noting that in the province of
British Columbia, for instance, First Nations populations
with more self-governance and activity in living their
culture have few or no suicides (Chandler and Lalonde,
1998).

Differential vulnerability

Some wonder what makes today’s First Nations youth
so much more vulnerable to suicide than mainstream

youth in Canada. First Nations youth feel the burden of
oppression every day and experience domestic violence,
death, suicide and poverty at an early age. Many are
raised in single-parent homes, by grandparents or other
family members; or they are raised in the state Child and
Family Services system and are moved frequently. Many
First Nations youth grow up without a sense of cultural
identity and spirituality, without ever realizing that the
deep roots of what they experience lie within the history
of colonization, and government policies and actions.
Lacking this historical knowledge and understanding,
many First Nations youth find themselves helpless and
without hope (National Aboriginal Youth Strategy —
Manitoba Youth Consultation [2004], unpublished
report).

The separation of children from their families and
communities has had a devastating, long-lasting effect
on the First Nations people. Generations of First Nations
people did not learn family and community values.
Individuals often feel stuck between two worlds, not
belonging to either, causing identity confusion, frequently
leading to depression, substance abuse and sometimes
suicide. The intergenerational effects of residential school
can be seen within families; the legacy of the children
who had little to no memories of parenting from their
birth families but instead grew up in institutions. This
has resulted in a generation of First Nations citizens with
no knowledge of child-rearing but who knew instead
the punitive experiences of residential schools—lack
of warmth and intimacy; repeated physical and sexual
abuse; and systematic devaluing of First Nations identity
(Kirmayer et al., 2003).

Many First Nations citizens in Manitoba live in Third
World conditions with lack of adequate housing,
employment and educational opportunities. The First
Nations youth on-reserve have very little access to
recreational facilities or organized sports. In urban
settings, First Nations people face poverty, racism,
discrimination, gangs, violence, and very few complete
their education (National Aboriginal Youth Strategy
— Manitoba First Nations Youth Consultation [2004],
unpublished report).

Differential health-care outcomes

One of the most prevalent issues facing the indigenous
people in the field of mental health is the lack of
knowledge about the type of treatments and services
that best meet the needs of indigenous clients (Thomas
and Bellefeuille, 2006). The belief systems of indigenous
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people regarding mental health and healing have been
largely ignored and often rendered invisible in developing
policies, programmes and services. The result is that the
mental health-care needs of indigenous people have not
been recognized and met (Smye and Mussell, 2001).

Mental health services that are based on western concepts
of mental health and illness have been identified as largely
ineffective in responding to the needs of indigenous
people (McCormick, 1998; Warry, 1998). Therefore, it
is not surprising that indigenous people tend to not use
the mental health services provided (McCormick, 1996;
Pederson et al., 1990) and, once services are accessed,
approximately one-half of the clients drop out of
treatment (Sue, 1981; Duran and Duran, 1995). One of
the consequences of this cultural blindness is that many
indigenous people do not receive adequate mental health
services and instead end up in correctional institutions
(Waldram, 1997).

Institutional framework

The Assembly of Manitoba Chiefs (AMC) is an
organization of the leaders of 64 First Nations across the
province of Manitoba, situated in the middle of Canada,
including prairies, parklands, boreal forest and tundra in
the far north. Formed in 1989 as a reorganization of earlier
First Nations political advocacy organizations, the AMC
is dedicated to strengthening, securing and implementing
the Treaty and inherent rights of the First Nations people,
and to improving the socioeconomic status of the people’s
everyday lives (www.manitobachiefs.com).

The AMC adult leadership passed a resolution in 1998
to establish a Manitoba First Nations Youth Advisory
Council (MFN YAC) to ensure a voice for the youth at
the decision-making table, and to undertake initiatives
focused on the youth and, in 1999, to establish a Youth
Secretariat. Jason Whitford, an Ojibway from Sandy
Bay First Nations, became the first Regional Youth
Coordinator at AMC.

The MFN YAC is made up of First Nations youth
throughout the province, representing the five language
groups: Dene, Oji-Cree, Ojibway, Cree and Dakota. From
the beginning, the Regional Youth Coordinator ensured
that the AMC Youth Secretariat and the MFN YAC
followed the traditional cultural ways of First Nations
people. Each meeting begins with a prayer, smudging
with indigenous plants of sage or sweetgrass, reading of
the Traditional Code of Ethics based on the traditional
cultural teachings of values, and with roundtable

introductions before starting any discussions. Regional
youth gatherings are three-day events where Youth
Representatives from throughout Manitoba assemble to
discuss common topics. Each gathering is attended by
150-200 First Nations youth from the 64 First Nations
and elections are held for the positions of Regional
Youth Leaders and National Assembly of First Nations
Youth Representatives, who participate in committee
meetings and make presentations to provincial and
federal politicians to urge action on First Nations youth
concerns. For many, this is their first engagement in a
political process.

Key interventions

The essential aim of the Youth Suicide Prevention
Initiative is to reclaim and restore the identity, culture,
language, history, relationships and spirit of self-
determination that rightfully belongs to the First Nations
of Manitoba.

Leadership development

From the beginning, the programme emphasized,
encouraged, supported and trained young leaders “not
for tomorrow — but for today” to promote and revive
traditional roles, cultural values and to work with the
Elders in rejuvenating the traditional approaches to
healing, as well as to provide a voice in the wider political
debates on issues related to First Nations youth. The early
experience was used to formulate the Youth Leadership
Development Curriculum, an eight-week training
programme with four components: cultural, economic,
political and social (CEPS) piloted in 2005 and continued
thereafter with on-and-off funding from the federal
department of Health (Health Canada).

The Youth Suicide Prevention Strategy

The AMC Youth Secretariat staft developed a culturally
specific programme with four components, leaving
communities with a positive plan of action.

1 Interagency communication and coordination

* Bringing together the various key agencies and
programmes within a geographical area to facilitate
a coordinated response. The process usually entails
mapping and activation of formal and informal
community resources as well as guidance for the
actions of all local agencies following, for example, a
youth suicide or suicide attempt.
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2 Applied suicide intervention skills training (ASIST) for
community caregivers developed by Livingworks Inc.,
Calgary, Alberta

* This workshop provides information to prevent the
immediate risk of suicide with emphasis on suicide
first-aid, helping a person at risk to stay safe and
seek further help, including how to link people with
community resources.

3 Grief and loss of cultural awareness and tradition
focusing on healing after suicide and dealing with grief
and loss

* A meeting with youth and Elders from the community
to discuss their deep feelings and learn how traditional
healing and teaching can help them. Depending
on the community, the Elders may lead ceremonies
grounded in traditional First Nations cultures and
history, which can assist individuals in moving toward
a state of mental well-being.

4 Developing a community suicide prevention strategy for
“planning alternative tomorrows with hope” (PATH)

* Taking a community development approach,
residents identify strengths and beauty in their
community, as well as problems that need to be
resolved, and work together on a plan of action.
These plans can take broad upstream approaches, e.g.
evolving around making improvements to the quality
of life for community members. The aim is to leave the
community with a sense of hope and empowerment,
as well as the responsibility to act.

Each of the First Nations that the AMC Youth Secretariat
has worked with is different in terms of its infrastructure,
religious and spiritual beliefs, language and community
support. The usual process is that a First Nation contacts
the AMC Youth Secretariat who discusses the needs of
the community, the current situation and what they
would like to accomplish. The Secretariat then works
with the identified community liaison person to organize
the events, recruit participants and coordinate on-site
activities. This preparatory process is an important and
integral part of the programme in order to ensure that
the First Nation has the ownership before, during and
after the interventions.

Objective of the case study

The objective of this case study is to document and
analyse, from a social determinants and community
perspective, the experience of implementing the suicide

prevention programme. Its aim is to draw lessons that
could be useful to other communities trying to address
situations similar to those faced by the First Nations
youth in Canada, as well as for those who want to provide
financial, moral or political support to First Nations and
all Indigenous peoples. Of the broad WHO priority
public health conditions (PPHC) case study themes,
special emphasis is paid to scaling up, adjusting design,
managing policy change and sustainability.

3.2 Methods

The focus of this single-case explanatory study (Yin, 2003)
is on the experiences of implementing the programme
with particular emphasis on the “how” and “why”
processes of the four themes, i.e. scaling up, adjusting
design, managing policy change and sustainability.

The data for the analysis comprise the analysis of social
determinants at play, as presented in the introduction
to this chapter, and process data from the period of
implementation.

To present the process data, a life-history approach
(Taylor and Bogdan, 1998) has been taken, organized
around four distinct periods of the programme’s life,
i.e. the beginning, reaching out, the uphill path, and
speaking truth to power. To support the memories of
the authors, annual reports of activities, evaluations by
participants in workshops, databases of trainees, surveys,
minutes from various meetings and briefing notes were
consulted. This “first-person” approach has been taken
rather than the conventional approach of presenting the
raw data as extracted directly from the sources in order to
emphasize the dynamics and continuum over time of the
events that shaped the evolution of the programme. The
life-history approach also provides a more readable and
cohesive presentation of the events.

A critical issue in taking such an approach is its construct
validity, i.e. whether it provides a correct account of the
reality (Yin, 2003). In order to validate the findings, i.e.
the life history and the analysis, the draft report of the
study was reviewed by the MFN YAC members as well
as the AMC, and their feedback incorporated into the
final study report, on the basis of which this chapter is
prepared.
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3.3 Findings - life history

“The beginning”

Youth suicide became a priority for the AMC Youth
Secretariat when the federal government rolled out
its National Aboriginal Youth Strategy and funded
consultations across the country. In 1999, the AMC Youth
Secretariat staff, led by Jason Whitford, interviewed
over 900 First Nations youth throughout Manitoba.
These youth overwhelmingly identified youth suicide
as their number one health concern. They were tired of
being consistently devastated by losing another brother,
sister, cousin or friend to suicide, week after week, in
what seemed like an endless stream, from community
to community. Further ideas on how to develop a youth
suicide prevention initiative came from the MFN YAC
and youth attending the regional youth gatherings.
Evaluations from these gatherings revealed a desire to
learn more about the history of First Nations people
by examining traditional roles and cultural values, and
working with the Elders in rejuvenating the traditional
approaches to healing. Thus, the Youth Secretariat hosts
annual summer gatherings in partnership with a First
Nation on traditional territory, often sacred ceremonial
land. Elders from each of the five language and cultural
territories share their traditional ecological knowledge
and science with the youth, and train them to become
leaders, “not for tomorrow, but for today”.

The Youth Suicide Prevention Initiative (YSPI) became
a reality in October 2002, when a YSPI Coordinator,
Stephanie Sinclair, was hired to work with the AMC
Youth Secretariat and AMC Health Department. The
YSPI Coordinator researched different intervention
models and found that the ASIST programme best suited
the needs.

In 2003, the Chiefs formalized an agreement that the
youth were the leaders of the YSPI. Then, Grand Chief
Dennis White Bird ensured that the youth took the lead
in any negotiations and discussions to address youth
suicide, allowing for the empowerment of the Youth
Secretariat. Much effort was involved in gaining the
Chiefs’ understanding and support. While the Grand
Chief and some leaders and Elders recognized the
leadership role of the youth, others were reluctant to
have the heavy burden of suicide prevention placed on
young shoulders. It seemed that such adult leaders did
not realize that the youth already felt the burden, and
that they needed to take action to help their brothers and
sisters before any more tried this escape route.

In addition, government funding agencies were unsure
of the ability of youth to take leadership responsibility.
Initially, Health Canada’s First Nations and Inuit
Health Branch (FNIHB) funded the position of the
YSPI Coordinator for six months only, to undertake a
limited project to examine FNIHB data related to suicide
attempts and completed suicides, to review the system,
and make recommendations for improving the response.
As a result, the YSPI Coordinator position was funded by
FNIHB during 2003-04, and the AMC Youth Secretariat
was able to conduct three ASIST training sessions with
hired consultants.

“Reaching out”

Momentum was gained after the Regional Youth
Coordinator, Jason Whitford and the YSPI Coordinator,
Stephanie Sinclair became certified ASIST trainers in
November 2003. This reduced the costs of the training,
allowing more communities to be covered. The youth
suicide prevention strategy at this stage focused on
training youth and people who worked directly with
youth. All evaluations were overwhelmingly positive, but
recommended that the training materials and programme
be more culturally appropriate.

In March 2004, the Youth Secretariat organized a youth
conference in a Manitoba First Nation with a suicide
prevention focus. This community had suffered the
loss of a 15-year-old boy just days earlier. During the
opening, the boy’s aunt spoke. She shared her feelings of
the inconceivable loss of her nephew and the reality the
family now faced in going through life without him. She
encouraged the youth to seek out help in times of need, to
look after one another and recognize that suicide was not
the answer. Her willingness to speak set the tone for the
conference and gave permission to everyone to openly
and honestly talk about suicide. The conference had
Elders as resource people, ensuring that Ojibway, Cree,
Oji-Cree, Dakota and Dene cultures and ceremonies
were integral parts of the meeting.

The youth present provided feedback on what they
believed were the causes and possible solutions for
the problem of suicide among their peers. The causes
identified included: the impact of colonization on First
Nations families including Indian Residential Schools
as a main contributor; loss of one or both parents; loss
of parental communication skills with children; loss of
culture and identity; lack of support for children and
youth in the family and community; and dysfunctional
family environments. The solutions identified focused on
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identity and culture, reclaiming control and relationships
for themselves within their family and community.

This, together with experiences from conducting the
three-day ASIST training, led AMC youth to develop a
five-day expanded programme to include healing based
on culture and tradition, and to leave First Nations with
a positive development plan for a better future. These
additions were aimed at not only providing helpful
tools for the participants but also as an important way
to empower the community, and to debrief the Youth
Secretariat staff from their role as facilitators. Amanda
Meawasige from Migizi Sagai’gan Nation, YSPI Worker
(2004-2008) together with Jason began to roll out the
expanded programme.

The expanded training was piloted in May 2004 in a
First Nation which had high rates of death by suicide
and numerous attempted suicides, and was now facing
a group of young girls who had formed a suicide pact.
FNIHB provided emergency crisis funds for the AMC
Youth Secretariat to provide suicide prevention services
to this First Nation. Unfortunately, just days prior to the
arrival of AMC youth and guests to attend the gathering,
one of the girls followed through on the suicide pact and

died.

The atmosphere in the First Nation was heavy, but
later evaluations showed that the expanded, culturally
based programme provided relief to the community,
and an ability to plan and take ownership. During the
community development phase of the programme,
community needs and strengths were identified and
an action plan to address all concerns was prepared.
The discussions and planning revolved around making
basic improvements to the quality of life for community
members, including ideas such as community by-laws to
control dogs and prevent dog pack attacks, erecting street
lights and planning a day for a communitywide clean-up.

At a meeting organized later by a Tribal Council and
FNIHB, the Elders presented the AMC Youth Secretariat
with an eagle feather for its work on suicide prevention.
This is a high honour in all indigenous cultures as it is
believed that the eagle flies the highest to speak with
and take the people’s collective thoughts and prayers
to the Creator. The Elders honoured the youth for
taking ownership of their issues and working toward
solutions for their communities, creating hope for future
generations.

As word about the programme began to spread, a waiting
list started growing. In response, the Youth Secretariat
hosted a “train the trainers” session in partnership with
Livingworks Inc. in June 2004. Participants came from
urban, rural and isolated communities throughout
Manitoba, and included Youth Secretariat staff and MFN
YAC members. Twelve First Nations people become
certified ASIST trainers, expanding the network of
trainers and the reach. As a related strategy to empower
First Nations youth, AMC youth Stephanie Sinclair and
Kathleen McKay successfully bid for a contract with the
Assembly of First Nations to create a youth leadership
development curriculum. Their success was largely due to
their suicide prevention work as well as their work in the
MFN YAC and the inner city Keewatin Youth Initiative
(KYI) in Winnipeg. (This programme has been noted
by the Senate Committee on Urban Aboriginal Youth as
a “best practice” in Canada.) The contract allowed the
Youth Secretariat to hire additional staff, including a
second youth suicide prevention coordinator to develop
an eight-week course comprising CEPS areas. The goal
was to develop the next generation of leaders armed with
a strong sense of cultural identity and pride. Funded by
Health Canada, the CEPS curriculum was piloted in 2005
with 30 participants from across Canada. Evaluation of
the pilot was positive and feedback was used to refine the
curriculum.

“The uphill path”

The AMC Youth Secretariat had developed a database
to keep track of all participants of the suicide prevention
programme and proposed to hold a meeting entitled
“Caring for the caregivers” to review how the programme
had benefited communities and to allow for networking to
share experiences. The Youth Secretariat sent its proposal
to the FNIHB — Manitoba Region. However, the proposal
was rejected and instead, two years later, the FNIHB used
the idea and sponsored a conference with the same name
and theme, hiring Stephanie Sinclair to coordinate it. The
YAC approached the psychiatry department of a local
university which was not interested in First Nations-led
research, but instead a long-term, positive partnership
was formed with a world-renowned psychologist at the
University of Victoria in British Columbia.

In September 2004, Health Canada announced fundingin
the area of Youth Suicide Prevention entitled, “Upstream
investments” to reflect and implement the National
Aboriginal Youth Suicide Prevention Strategy (NAYSPS).
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The goal of this strategy was to increase resilience and
reduce the risk of suicide among Indigenous youth by
undertaking activities in prevention, early intervention
and crisis response. The AMC asked the MFN YAC to
review the NAYSPS. The Council found that while most of
its own initiatives and philosophy had been adopted and
integrated into the national plan, no acknowledgement
had been given. Despite the MFN YAC bringing this
information to the federal department’s attention, no
additional citation was made and there was no funding
for the AMC Youth Secretariat’s suicide prevention work
for the fiscal year 2004-2005.

In January 2005, an isolated Manitoba Cree community,
accessible onlybyair, requested the AMC Youth Secretariat
to deliver the youth suicide prevention programme and
to provide informational presentations at the school
level. Because they lacked resources aimed at elementary
school-level youth, the AMC Youth facilitators provided
workshops only for the middle school level. A letter was
sent from the Principal seeking permission from parents
to engage their children in discussions around youth
suicide and to provide informal intervention training.
Once their initial feelings of discomfort dissipated,
the youth were very receptive. This first attempt at
integration with the education system provided promise
for positive interaction between the community health
staff and schools in establishing joint action to prevent
youth suicide.

Many requests for YAC’s services came from various
social organizations. While requests from within the
city of Winnipeg, where AMC is located, were easy
to accommodate, there were requests from non-First
Nations schools and organizations outside the city. This
is when the Secretariat ran into jurisdictional barriers.

Suicide prevention funding to date, whether for the
programme or travel expenses, comes from Health
Canada, as a federal obligation to First Nations, but it
only funds projects for on-reserve First Nations citizens.
Numerous letters and proposals have been sent to the
Province of Manitoba requesting travel assistance at
the very least, but to no avail. Despite benefiting from
the YSPI Coordinator participating in the provincial
prevention committee, the province has to date refused
to offer any funding for the Coordinator’s position or
to the AMC Youth programme. The Youth Secretariat
does its best to provide services to those who request
it, regardless of jurisdiction or ethnic origin. However,
again for the fiscal year 2005-2006, core funding for the
work was not available.

The NAYSPS funding was managed regionally by FNIHB
to develop a process of distributing funding to First
Nations and organizations. A working group was created
of community representatives, tribal councils, the federal
department of Indian and Northern Affairs (INAC),
the federal Royal Canadian Mounted Police, FNIHB,
Manitoba Health, Manitoba Aboriginal and Northern
Affairs, and the AMC Youth Secretariat. The group held
its first prioritization meeting in November 2005. The
meeting primarily focused on reviewing and familiarizing
participants with the NAYSPS, including the objectives,
funding breakdowns and discussion on the development
of a community-initiated process to distribute resources.

It was clear that there were not enough resources for
all communities to receive a meaningful allocation.
Therefore, the group proceeded with discussing how
to develop a fair process for communities to access the
funds and determine which type of activities would be
considered for suicide prevention. The NAYSPS criteria
stated that communities must demonstrate capacity to
develop and deliver suicide prevention programming.
This was antithetical to the belief of the Youth Secretariat
because the communities with the least capacity were the
ones who suffered the most from the epidemic of youth
suicide.

However, the meeting supported renewed funding for
the AMC Youth Secretariat in 2006-07 to continue
with: creating awareness and understanding on the topic
of suicide; research and consultation; resource development,
and the work of the First Nations Envisioning Committee
and visiting First Nations to facilitate the work necessary to
envision a future without suicide.

The second regional prioritization meeting took place
in December 2005 with the same participants. Issues
that arose included: proposal process versus application
process, the pros and cons associated with each; the
establishment of a community-based peer review;
determining whether there would be a call for proposals
or whether proposals would be accepted on an ongoing
basis; budgetary impacts and flexibility; the feasibility of
multi-year funding projects; developing a scoring system
that would identify community needs; and developing an
effective evaluation framework. As several participants
voiced concern over the Youth Secretariat’s capacity to be
a partner in a project of this magnitude, it was suggested
that they update the Chiefs’ resolution to support their
full and meaningful involvement in the delivery of the
NAYSPS for First Nations in Manitoba.
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“Speaking truth to power”

It looked like a promising time. However, although the
national CEPS programme was viewed as a success by
all involved, no funding was provided in 2006 and 2007
by Health Canada. Further, government officials opted
for frameworks by consultants rather than building on
experience gained in community-based programming
or recommendations by the youth. The youth, however,
accessed funding through another federal department
specific to Manitoba and the programme continued.
Then, through the advocacy efforts of the youth, Health
Canada’s regional office notified the Assembly of First
Nations Youth Council that it would fund the MFN
YAC to revise, edit and enhance the CEPS programme
and develop a training of trainers programme. In the
meantime, the AMC Youth Secretariat had incorporated
the CEPS programme into its KYI. The AMC Youth
Secretariat also made it known that the CEPS programme
would not be dropped, and that plans to incorporate the
training in Manitoba First Nations were a high priority.

The Manitoba First Nations Envisioning Committee was
established at the AMC to develop a five-year action plan
on suicide prevention with funding from INAC. The
work involved the YSPI Coordinator and the Regional
Youth Coordinator, Elders and experienced youth suicide
prevention counsellors. They developed a five-year plan
for educational resources for children and submitted it
to the INAC, but it was not approved for funding. INAC
instead offered to fund a pre-existing theatre project
by Tina Keeper, a famous First Nations actress (later a
Member of Parliament). Keeper declined the offer as
more was needed than continuing to raise awareness.
The Youth Secretariat was frustrated. Every agency
contacted to support the Youth for Youth approach,
including Manitoba Health, the Winnipeg Regional
Health Authority and FNIHB developed paper strategies.
Not one would support the ongoing daily activities of the
AMC Youth Council and Secretariat.

In January 2006, the YSPI made a presentation to the
Chiefs in Assembly, highlighting the work that had
been initiated and produced long before the existence
of funding. Several Chiefs again questioned the ability
of youth to tackle such a massive issue, and the wisdom
of placing such a burden on the youth. One prominent
Chief of a southern First Nation advised the Assembly to
listen to the youth before judging. The YSPI Coordinator
and Regional Youth Coordinator then recounted their
years of training youth and adults in the ASIST, expanded
ASIST and CEPS programmes, as well as their experience

in research, policy and proposal development. This
illustrated how the youth could be engaged in political
processes and also deliver tangible solutions for youth
suicide. The Chiefs in Assembly unanimously passed a
resolution for the MFN YAC and AMC Youth Secretariat
to take a regional and national lead in youth suicide
prevention and to support community-based First
Nations initiatives.

The YSPI was not funded by the FNIHB Manitoba
Region in the fiscal years 2004—2005 and 2005-2006.
Funds had to be carried forward from the CEPS contract
in order to retain the YSPI Coordinator in 2004-2005. In
2005-2006, the YSPI Coordinator was employed through
the KYI, and through sporadic contracts provided by
the FNIHB when a community experienced a suicide.
Finally, in 2006-2007, funds from the Upstream
Investments in Health programme agreed upon in 2004
by First Ministers (Federal, Provincial, Territorial), were
made available through FNIHB. The YSPI Coordinator
position was funded once again. However, since 2002,
the role of the YSPI Coordinator had expanded beyond
training and capacity building to include: policy analysis,
government relations, advocacy, research projects, and
membership in numerous national and provincial suicide
prevention committees. Continued lobbying by the AMC
Youth Secretariat and Council led Health Canada in 2008
to support on- and off-reserve delivery of the CEPS. It
has now been offered several times and further developed

The Manitoba First Nations Youth Suicide Prevention
Strategy meaningfully involves youth at all levels of
planning and delivery, and has been replicated by two
other provinces.

3.4 Discussion

The YSPI has had a significant effect in the time described
in this case study, often against difficult odds. While its
impact on suicide rates might be difficult to measure, it
has had an impact on the ways that youth suicide and
its causes are viewed by communities as well as the
mainstream Canadian systems. The following discussion
will focus on four themes, i.e. adjusting design, managing
policy change, scaling up and sustainability.

Adjusting design

One of YSPI’'s main strengths is its responsiveness
and ability to evolve with input from the youth and
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communities, which is important because First Nations
are not a homogeneous group. Although they share
some cultural traditions, they also have diverse linguistic,
social, economic and geographical conditions, requiring
different approaches to prevent suicide. What the youth
share is their commitment to youth leadership to find the
ways out of suicide — for youth, by youth.

The suicide prevention programme has grown to become,
at its core, an open intervention built around the ASIST,
complemented by modules specifically tailored to each
community. Over time, it has become clearer that the
root social determinants of suicide and suicide attempts
lie, and must be addressed, not at the individual level but
upstream at the community, society and historical levels.
This realization has led to the addition of a leadership
development programme aimed at equipping young First
Nations with the skills and qualities required to influence
these upstream social determinants.

The ability to adjust and quickly respond to diverse needs
is probably grounded in First Nations’ youth ownership
of the issue, youth empowerment, and the fact that the
YAC cared enough to not give up. Further, the funders
of the various activities over the years have allowed the
youth secretariat to juggle funds between projects, and
the senior AMC management has defended the right of
the programme to be judged on results rather than on
penny accounting.

Managing policy change

The original objective of the intervention was to “prevent
the immediate risk of suicide” and “help a person at risk
stay safe”, focusing on the individual rather than on
policies. However, the role of the programme and
thereby the YSPI Coordinator has evolved over time: “...
beyond training and capacity building to include: policy
analysis, government relations, advocacy, research projects,
and membership of numerous national and provincial
committees ...”. The programme has successfully pushed
borders for explicit and implicit policies at different levels
and fields.

First, it has pushed both the norms and policies regarding
where and how the question of suicide can be addressed.
It has provided a public forum for families and others to
raise and debate their concerns not just to get relief for
their grief but also to start taking ownership, and thus
feel empowered. A major policy change that might have
the most significant impact was to allow suicide to be
addressed in schools.

Second, it moved the issue from the micro level — dealing
with actual suicides, suicide attempts or “at-risk youth”
— to the macro level, encouraging all levels — community,
the public, economic and political — to address the social
determinants that lead to youth suicide.

Third, it empowered youth to address the issue affecting
them. This did not come without difficulty and the
battle has not yet been completely won. There was and
continues to be resistance both within the established
hierarchies of First Nations as well as within mainstream
Canadian officialdom towards giving responsibility to the
youth. Change would not have been possible without the
support of some wise Elders and Chiefs who advocated
for the youth.

The strength of the programme in influencing policy
processes is that it is rooted in the community and
integrates cultural traditions, while at the same time
acknowledges some realities of mainstream Canada. It has
incrementally moved forward, always based on concrete
action and achievements, combined with responsiveness
and vision — constantly pushing and advocating. Ideasand
approaches have been adopted not only by replication,
but also conceptually in strategies and official Canadian
approaches to First Nations suicide prevention efforts,
although due recognition is not always given.

Scaling up

Since the first ASIST, the programme has considerably
increased in volume in terms of both scope and reach.
However, demand has continued to exceed capacity.
Although additional ASIST facilitators were trained,
there were no resources or structures to systematically
follow up what they actually did after training. Growth
is restricted not only by limitations of financial resources,
and by infrastructure and management structures, but
also due to the fact that size may distance the programme
from the community. To attract additional resources,
the programme had to participate in more extra-
community relations, for example, with government
funding agencies. This will inevitably lead to increased
bureaucratization as was obvious during the NAYSPS
negotiations. The leadership’s attention was diverted
from directly addressing community concerns towards
“policy analysis, government relations, advocacy, research
projects, and membership of numerous national and
provincial committees regarding suicide prevention”.

The scaling-up potential of this type of programme
probably lies in learning and adapting best practices.
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A strong potential for accelerated scale-up exists in the
close ties between the suicide prevention and leadership
training (CEPS) programmes. The CEPS programme
provides skills and tools and the YSPI provides practice.
This basis, grounded in community and tradition,
will help young leaders to tackle the upstream social
determinants that can only be resolved with the support
of mainstream society.

Sustainability

The YSPI has, since inception, received project support
from various sources with very little infrastructure
funding, barely covering minimum staft salaries.
Specific project funding has had to be stretched to cover
gaps in core funding. The experience has been that the
communities with the greatest needs are also those with
the least capacity to address them. A continued inflow
of financial resources, encouragement and impetus
from outside the concerned communities is required,
together with dedicated leaders of all ages from within
the community.

The question of sustainability appears to hinge on
establishing a functioning interface between an informal
and flexible community-based approach and officialdom
with its needs for rules, transparency and accountability.
The AMC Youth Secretariat could be a model to
illustrate the usefulness and feasibility of having one or
more intermediaries between the community and the
bureaucracy.

While in the short term it is important to sustain
some basic organizational structures, sustainability of
interventions and impact is important in the long term.
For this, the hope is that the new generation of leaders
being trained in the CEPS programme will take on the
long-term and comprehensive upstream efforts required
to repair the damages caused by history.

Limitations of the study

The main limitation of the study lies in it being a single
case design that builds on the personal experience and
views of the authors. However, while this might be a
limitation, it is also its strength, as it provides insight
into processes and feelings that are likely to be common
in many cases where oppressed people take ownership
to change their future. The personal perspective is
particularly relevant where there is a fundamental
difference in beliefs, values and ways of viewing the world

between the community and the mainstream society,
including the research community.

3.5 Conclusion

The YSPI provides an example of oppressed peoples who
take things in their own hands and make a difference.
The case also shows that it is a hard struggle before
the efforts pay off. Many battles have to be fought
to overcome barriers in both internal and external
resistance to change. Sacrifices have to be made at a
personal “job-security” level and goodwill has to be
mobilized, in particular, at the interface between the
community organization and the official system. Suicide
is just one symptom of the deeply rooted problems and
historical trauma underlying the heavy social problems
of today’s First Nations. Interventions to prevent suicide
among First Nations youth can only scratch the surface,
even if they address the social determinants at the levels
of differential vulnerability and exposure. However, the
question of suicide can be used as an entry point for
addressing the far-reaching social problems that exist
among the First Nations people. In the longer run, the
CEPS youth leadership programme may prove its worth
in making the changes required at the level of context and
position to effectively address the root causes of youth
suicide among the First Nations people of Canada.
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SOCIAL DETERMINANTS APPROACHES TO PUBLIC HEALTH: from concept to practice

Abstract

Utilizing a social determinants of health framework, we analysed intersectoral/interagency
collaboration and public-private partnerships for fruit and vegetable consumption to
prevent noncommunicable diseases in Chile. Our analysis was based on interviews with key
informants and reviews of documents and reports Combining state and market forces could
enhance both the scope and the resources for public health. Working together also helped
to overcome the potential conflicts between commercial and social interests. For example,
clear political direction led to a successful private—public partnership, while weak policy
leadership might resultin not achieving the desired population outcomes despite considerable
investment. While equity concerns are included in some of the specific programmes, it is
unclear if general policies can actually target specific inequities in the country, e.g. ethnic
minorities, those living in remote areas, etc. Despite the potentially common goals, more
attention needs to be paid to institutional and organizational interests and arrangements,
as well as different ways of implementing interventions and policies at all levels. Balanced
participation, focused particularly at the local levels, clear leadership and shared vision will
help to ensure that each organization’s interest is considered while ensuring that population

health is safeguarded. Stronger involvement of civil society organizations is needed.

4.1, Background

The growing burden of chronic noncommunicable
diseases (CNCDs) worldwide, including in the
developing world, as well as the current international
food trends make it imperative to develop broad alliances
and partnerships between the health and agriculture
sectors, and the private sector and community to tackle
preventable risk factors for CNCDs in an equitable
manner.

Non-pharmacological measures to prevent CNCDs,
such as consuming a healthy diet, exercising regularly
and stopping the use of tobacco have been documented
by the World Health Organization (WHO) Global
Strategy on Diet, Physical Activity and Health (WHO,
2004), the WHO Fruit and Vegetable Initiative (WHO,
2003), and the joint WHO/FAO expert consultation on
Diet, Nutrition and the Prevention of Chronic Diseases
(WHO/FAO, 2003). Increasing individual fruit and
vegetable consumption to up to 600 g daily would
reduce the worldwide burden of ischaemic heart disease
and ischaemic stroke by 31% and 19%, respectively.
For stomach, oesophageal, lung and colorectal cancer,
the potential reductions are 19%, 20%, 12% and 2%,
respectively (Lock et al., 2005).

CNCDs — cardiovascular diseases, cancer, diabetes and
chronic pulmonary obstructive diseases — cause two out
of every three deaths in the general population of Latin
America and the Caribbean, and almost half of all deaths
in the under-70 years’ age group. In addition to causing

premature deaths, these diseases cause complications
and disabilities, limit productivity and require costly
treatments. Together with genetic disposition and age,
risk factors contributing to these diseases include poor
diet, physical inactivity, smoking and alcohol abuse; other
factors range from hypertension, to high cholesterol, to
overweight and obesity (PAHO, 2007).

Chile ranks fortieth in the 2009  United
Nations  Development  Programme  (UNDP)’s
Human Development Index, with 13.7% of the

population below the poverty line, and 3.2% indigent.
The ratio of the richest 10% to the poorest 10% is 26.2.
The per capita expense on health is US$ 792 (UNDP,
2009). However, deep inequities persist, particularly
among women, children, ethnic minorities, those in
isolated regions and underemployed workers.

Of the Chilean population, 33.7% have hypertension,
35.4% have high cholesterol levels, 22% are obese, 38%
are overweight and 54.9% have a high or very high risk
for developing cardiovascular disease. The prevalence
of disease and risk factors is consistently higher among
those with less education: the prevalence of diabetes is
10.2% among those with basic education, 2.7% among
those with high school education and 1.2% among those
with university education (Ministerio de Salud de Chile,
2006). Obesity affects 7.4% of children below six years of
age; it increases to 17% in first graders and is about 25%
in adults and the elderly. If overweight is considered, over
half of the national population falls into this category.
According to the National Health Survey, 2003, it is
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estimated that there are 3.4 million obese people in the
country and it is expected that this number will exceed
4 million in 2010 if the current trend continues
(Ministerio de Salud de Chile, 2006). There is an inverse
relationship between obesity and school education,
which increases from 16.8% in people with a university
education to 31.1% among those with a basic education.

Fruits and vegetables are widely available in the country
— 146 kg per person per year are available (Jacoby and
Keller, 2006). Around 80% of these are supplied by
local producers and account for 2.82% of the cost of
living index in Chile (Instituto Nacional de Estadisticas,
2010). However, though Chile is also an important fruit
exporting country, consumption of fruits and vegetables
is low: in 2005, 48% and 64% of the population ate fruit
and vegetables daily, respectively, 31% and 28% ate these
twice a day, 15% and 4% three times a day, and 6% and
4% ate four or more times a day. In 2006, 52.7% of the
population ate vegetables daily, and 47.4% ate fruit daily
(Encuesta IPSOS, Santiago, agosto 2005 [unpublished
technical report]).

Key interventions, which include promoting fruit and
vegetable consumption, are given below:

Health-led interventions:’

Global Strategy against Obesity (Estrategia Global
contra la Obesidad, EGO), a national policy since 2006
focusing mainly on child obesity, uses the “Guidelines
for a healthy life” of the Ministry of Health. This
promotes the increased consumption of water,
fish, fruits, vegetables and low-fat dairy products; a
decrease in the intake of saturated fat, sugar and salt;
and promotes physical activity, active recreation,
sports practice and 30 minutes of moderate exercise
on a daily basis. It is implemented through the public
service network and includes the involvement of
public schools, industry, and academic and scientific
organizations for the development of nutritional
guidelines, their implementation, recommendations,
research, social marketing and communications.

Nutritional intervention through the life cycle for
prevention of obesity and CNCD: This national
programme has been in existence since 2004 and
focuses on pregnant women and children below
6 years of age. It provides nutritional counselling and
promotes exclusive breastfeeding; introduces new
health controls for postpartum women and children

' All programmes are locally adapted at the regional and municipal level.

up to 3.5 years of age. It also identifies and monitors
newborn children with risk factors for CNCDs, and
low birth weight and macrosomic infants. Training of
health staff is included.

Health promotion: Established in 1998, this national
programme promotes healthy lifestyles, develops
psychosocial and environmental health protection
factors, and prevents CNCD risk factors through
social marketing and communications. Nationally,
it convenes a broad array of public and civil society
institutions. Locally, social marketing activities are
carried out by specific health promotion committees,
involving health,
community.

mainly education and the

Education-led interventions

Food served at school and day-care facilities: Three
organizations deliver meals to vulnerable infants
and children attending public and semi-public
schools and day-care facilities nationwide; one of
these organizations covers almost 3 million students
from public schools. Vulnerability is determined on a
case-by-case basis and meals are served according to
the children’s needs. These three organizations have
different scopes of work, but coordinate the food
programme among them. Healthy diet and physical
activity is promoted at school by other supporting
programmes.

Public—private interventions

The  5-a-day Following WHO’s
suggestion, the international 5-a-day fruit and
vegetable promotion campaign was established
in Chile and involves academia and the private
sector, with the technical support of the health and
agricultural sectors. The organizational scheme
suggested by specialized agencies is a public—private
cooperation. The private sector includes agricultural
exports firms, supermarkets, distribution chains, fresh
produce markets, among others. Media awareness,
distribution of educational material, social marketing
at points of sale, and community and academic

Consortium:

activities are carried out nationally and locally. This
Consortium also leads a Healthy Diet Committee
within the agricultural public sector’s exports-
oriented strategy.
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Private sector

Fruit and vegetable-related private sector associations
carry out national and point-of-purchase campaigns,
corporate social responsibility activities, and
community involvement focusing on customers,
associate members and business partners.

A social protection system, not addressed in this case
study, is currently being set up, which targets mainly
vulnerable children and their families through sets of
social policies.

This case study focuses on the fruit and vegetable
consumption  policies for the prevention of
noncommunicable diseases (NCDs) in Chile and the
interagency relationships across the public—private divide
to analyse how challenges are addressed and how they
influence processes and outputs.

4.2 Methods

Utilizing the social determinants of health (SDH)
framework, we analysed intersectoral/interagency
collaboration and public—private partnerships. The study
includes the challenges encountered by interagency
relationships and across the public—private divide,
ranging from the architecture of partnerships to different
organizational settings and cultures, as well as interests.
The way these challenges are addressed may affect the
overall effectiveness of policies, particularly in terms of
influence, scale and sustainability.

The chosen units of analysis are as follows:

*  The interventions themselves, described and classified
according to a structural interventions framework
(Blankenship et al., 2000);

* Intersectoral/interagency and inter-programme
relationships: analysis of the links between different
organizational and programme settings working
towards a common purpose;

® Public—private partnerships: analysis of the links
between institutional settings with different purposes
and missions working towards a common end;

*  Capacity to influence policy: how these initiatives and
actors were influenced by others, and how they can
expand their influence to shape policies.

Information was collected through a review of documents
and interviews with key informants representing relevant
fruit and vegetable initiatives at the national and regional
levels. These included high-ranking individuals from
the private, public, international and nongovernmental
organization (NGO) sectors. Small projects were not
considered, given the policy focus of this study. Sixteen
interviews were conducted. Private sector interviewees
included representatives from supermarket associations,
fresh produce markets and distributors, agricultural
producers and communications firms. Public sector
interviewees included representatives from four different
fruit and vegetable-related programmes pertaining to the
educational sector; four representatives from the health
sector at the national and regional/municipal levels; and
one representative of the agricultural sector. The 5-a-day
Consortium and a representative from an international
health organization were interviewed. It was not possible
to conduct five interviews corresponding to regional
initiatives of the health sector. Consumers’ views were
not considered in this case study, given the public policy
focus of this case.

The interview guide covered a brief history of each
programme or initiative, including the main drivers,
persons or organizations that were influential for this
purpose; the SDH that were addressed; funding; formal
and informal institutional relationships (public/private
and intersectoral); programme changes over time;
key interests at stake and ways of addressing fruit and
vegetable consumption. As this case study focused on
process analysis, most of the information provided in
the interviews was not documented and thus difficult
to verify. Document review included background
information, programme documents, visits to websites,
and to supermarket and fresh produce markets. A
literature review was also conducted.

Information obtained from the interviews was
organized according to content, intially by the types of
interventions, and then according to the processes they
entailed, focusing on the nature of formal and informal
relationships. Specific examples that allowed or inhibited
intersectoral/interagency relationships between different
organizational settings were also examined. Categories
for organizing and qualifying the interventions were in
accordance with the SDH framework.

An unexpected situation occurred while conducting the
study; inclement winter weather resulted in very high fruit
and vegetable prices. However, as actual consumption or
consumers’ views were not considered in this study, this
factor would not have altered the results.
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Table 1. Interventions organized according to structural categories

SOCIAL DETERMINANTS/PATHWAY

Deep inequities between income levels;
ethnic groups; regions affecting mainly women,
children and underemployed workers

Cultural food intake patterns affected by
global trends in fast-processed foods,
particularly among the younger population

Value of locally grown, fresh and seasonal produce
are not mainstream ideas in the country

Healthy food alternatives are not easily available
in the market

School food composition not healthy enough

Source: Blankenship et al. 2000
4.3 Findings

Interventions

Based on the background information and interviews,
the current interventions are mapped against structural
categories and social determinants. It is striking that, with
two exceptions, the maximum emphasis is on availability
interventions (Table 1).

Most of the governmental interventions, as the
interviewees pointed out, are based on the assumption
that the price of fruits and vegetables is too high,
particularly for the poorest among the population.
However, as noted earlier in this chapter, the cost of fruit
and vegetables consumed accounts for 2.82% in the cost
of living index in Chile; for example, 1 kg of lemon
costs $100 pesos, while a single can of a soft drink
beverage costs $500 pesos.

Availability

National guidelines
updated to include
a specific number
of portions of fruits
and vegetables

Guidelines for fruit
and vegetable
portions being
modified in schools

Private sector
activities to
increase availability
and quality of fruits
and vegetables

Intervention categories

Acceptability

Awareness,
promotion both by
the private sector
and the Ministry
of Health (MOH)

Accessibility

Food served

at school for
vulnerable children
(Ministry of
Education [MOE])

It is apparent that implementation processes face
challenges in addressing both equity and vulnerable
populations, particularly across sectors with different
approaches. As depicted in Table 1, interventions to
improve the availability, acceptability and accessibility
of fruits and vegetables and address equity are still
inadequate. Inequities as identified by the current
government’s programme do not appear to be addressed
through these interventions.

Accessibility has been addressed through slow
improvements in the fruit and vegetable content of school
meals, by trying to follow the dietary guidelines which
include the number of fruit and vegetable portions. For
provinces in the extreme south, where the availability and
accessibility of fresh produce is scant, the health sector
has decreased the recommendation to four portions. As
pointed out by an international health representative,
the dietary guidelines do not offer recommendations to
consumers according to age, gender and type of activity.
School meals are provided according to “extreme poverty



44 SOCIAL DETERMINANTS APPROACHES TO PUBLIC HEALTH: from concept to practice

and equity criteria, according to calorie needs”, as the
educational sector representatives pointed out, and not
under a healthy diet scheme as “the purpose [of the
rations] is not nutritional, food is meant to attract families
[to school]”, as another educational sector interviewee
mentioned. Another interviewee from the same sector
said that “there is a need for a common framework as the
health sector focuses on energy consumption and food
intake, and the educational sector focuses on conditions
for development”.

The 5-a-day Consortium carries out academic and
technical support activities to improve acceptability,
as well as private sector activities to improve quality
and access. The Consortium focuses on lifestyle
interventions, using a health promotion framework
under the assumption that most of the Chilean population
“may be classified as belonging to the middle- and low-
income groups” (the Consortium’s board member). There
are some 5-a-day committees at the local level, mostly
working with the health sector or within the health sector
structures.

Lifestyle interventions are conducted mostly by the
health sector. They focus on children and pregnant
women, and address childhood obesity. Health education
is provided through promotional programmes, which
are currently “undergoing a restructuring process to
incorporate the social determinants of health” (policy-
mabker, health sector).

Intersectoral/interagency and inter-
programme relationships

At the central level, public social sectors converge at the
Social Cabinet and, at the intermediate level, interactions
are mostly driven by the initiative of technical
government officials. Health sector officials participate in
the experts’ groups formed by the educational sector, and
the dietary guidelines are “one of several criteria used by
the educational sector to establish the terms of reference
for the tendering process”, as stated by a policy-maker in
the educational sector.

The health and education sectors interact frequently
at the municipal level, since they are both under this
administration and are technically supervised by
the vertical programmes on health and education,
respectively. For instance, obesity prevention and
control programmes are carried out in schools, and
children referred to the health centre for follow up and
individual counselling. They also interact through the

health promotion, EGO or 5-a-day committees driven
by the health sector. The structure, capacity and mix
of interventions may vary from one locality to another,
depending on the local leadership.

At the central level, interactions between the agricultural
and health sectors are not regular, except for food safety.
According to an agricultural sector policy-maker, the
agricultural sector’s involvement in promoting a healthy
diet and intake of fruits and vegetables is grounded in
“positive externalities such as promoting an industry
fostering adequate nutrition, and avoiding negative
externalities such as obesity and deepening inequities in
the country which may discredit exports, and damage the
national image abroad”.

At the local level, private producers and distributors, as
well as supermarkets are involved in activities that are
mostly spearheaded by the health sector.

Public—private relationships

Two broad types of relationships between public and
private actors were identified, i.e. occasional and regular.

Occasional relationships are frequently seen at the
municipal and regional levels, as in the local health
promotion committees, “mostly initiated by the health
sector seeking the financial support of the private sector”
(a municipal-level health interviewee). Other committees,
e.g. through their 5-a-day activities, develop a more
balanced, albeit occasional partnership, where public
and private partners engage in common activities,
beyond providing sole financial support (another health
interviewee).

An example of a public—private partnership led by the
health sector is the one used to foster milk consumption,
where all partners share the same motto “I drink” and
pay directly for their publicity expenses, thus allowing
for all private firms, regardless of their particular milk
product, to participate in the initiative (a national health
sector policy-maker). However, the health sector strictly
regulates the use of its logo, resulting in occasional rather
than regular relationships with the private sector (a health
sector interviewee).

Regular relationships between public and private partners
around fruits and vegetables are less frequent and the
5-a-day Consortium constitutes the best example. Health
sector interviewees stated that they officially endorse
the organization, perform an advisory role and provide
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in-kind support. The agricultural sector representative,
however, stated that the sector participates fully, as it
has a long tradition in public—private partnerships, and
provides financial support on a case-by-case basis. Private
sector interviewees stated that they engage actively, pay
dues and provide other financial support, also on a case-
by-case basis.

The main benefits of this public—private collaboration,
as identified by the Consortium, are “being linked to the
agricultural exports promotion committee, availability
of healthy and safe food, corporate social responsibility,
having had prior successful experiences in public—private
partnerships, and promoting the country’s image in light
of exports”.

One of the direct benefits of participating in the
Consortium is the use of the internationally renowned
5-a-day logo. However, one supermarket chain targeting
high-income customers developed a similar logo for its
own corporate use and provided financial support to
the Consortium. This image association, while helping
to promote the 5-a-day concept through expensive TV
advertising, also deterred some public agencies and
other supermarket chains from being more involved,
according to the Supermarkets Association representative
interviewed.

The tendering process for the delivery of school meals is
another example of regular public—private relationships.
However, the new terms of reference are shifting to
“frozen, prepackaged meals (cook-and-chill technology)
due to quality and cost-saving” (an educational sector
interviewee). This requires infrastructure and technology
that the small, local producers do not have and thereby
reduces their capacity to participate in tenders, according
to an interviewee who was a fresh market producer.

Capacity to influence policies

The concept of fruit and vegetable consumption for
CNCD prevention was initially promoted by international
health agencies. The private sector founding members
of the Consortium, such as the National Agricultural
Association and the Fruit Export Association, pointed
out that they were acquainted with this concept through
their commercial activities abroad and were already
sponsoring 5-a-day programmes in one of their main
export markets. A wholesale distribution centre for
internal markets was also aware of the initiative due to its
involvement in international associations.

The Consortium and its associates have influenced other
corporate actors, produced synergies and promoted
fruits and vegetables from different angles, benefiting
from the opportunity created by the international health
trend in the subject, a positive convergence of interests,
and the value assigned to prevention and public health, as
was stated by the president of the National Agricultural
Association.

The health promotion focus used at the time emphasized
health education through the mass media and social
marketing based on the view held at the Consortium’s
board that most of the Chilean population can be
classified as belonging to the middle- and low-income
groups. The Consortium’s activities are currently being
redefined from this general approach to a more specific
one, targeting population groups through selected
media channels, as pointed out by the communications
interviewee.

Collaboration between the Consortium and the health
sector to influence policies and strengthen technical
capacity is ongoing, including technical support to the
health services network, as well as for academic activities.

4.4 Discussion

Managing intersectoral relationships

The architecture of partnerships for fruit and vegetable
promotion, both intersectoral and public—private,
involves State and market actors, which might contribute
to optimizing the overall setting for policy building.
However, it could also benefit from including civil society
and consumers as part of the general policy framework.

The particular key interventions and how the intersectoral
relationships are managed may affect both the process
as well as its outcomes. Potential conflicts as well as the
potential synergies between the health, education and
agricultural sectors at the central level coexist as follows.

Managing collaboration between the health
and education sectors

Given the high volume of food served at schools by the
special agencies of the educational sector, a mutually
beneficial collaboration is crucial. Despite the progress
that has been made over time, there is still room to
improve the synergy between the two sectors, as they share
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a common focus and target group, namely, vulnerable
children at risk for overweight and obesity. According to
the educational sector, food is meant to attract children
to school while the health sector focuses on a healthy
diet. However, as healthy food appeals equally to school
attendance, the potential conflict could be resolved. The
way the composition of food is discussed within the
convening experts’ groups in the educational and health
sectors, and considering the national health guidelines as
only one of the criteria used, could be modified. Greater
responsibility could be shifted to the health sector, using
the nutritional guidelines as the main framework and
possibly convening the same expert groups. This could
fast-track the move to a focus on a healthy diet.

Should this happen, the current potential conflict between
the small local producers who cannot meet the terms of
reference of the tendering process for food delivery based
on the “cook-and-chill” technology could be turned into
new synergies. This would expand the choice to include
fresh, locally available produce and adhere to the required
food safety standards.

It is worth highlighting, however, that the three
educational institutions responsible for food delivery to
schools have agreed to common terms of reference for
tendering, which facilitates relationships with private
providers, as well as the quality control process.

This could also allow the educational sector to devote
more resources and time for overseeing the process
of delivery and quality control, which is already under
way, as well as promoting a healthy diet and exercise at
schools more intensively. Other supporting initiatives
could be more extensively applied in schools, such as the
Healthy Schools concept and targeting vendors inside
and outside schools to make fresh snack options available
and acceptable to children.

Creating a common conceptual framework — “conditions
for development” within the educational sector and
“social determinants of health” within the health sector
— could create a very strong foundation for collaboration,
as these are complementary and have many elements in
common.

Managing collaboration between the health
and agricultural sectors

These sectors primarily interact through the 5-a-day
Consortium for fruit and vegetable matters, the exports’

committee, and the recently formed food safety office.
Both the Consortium and the exports committee convene
mostly at the large agro-industrial export businesses;
while links to small producers, who supply almost 80%
of the fruits and vegetables of the internal market, are
carried out through other less formalized fora. Although
the Consortium framework of collaboration serves
well the purpose of promoting exports and channelling
corporate social responsibility campaigns, the internal
markets and producers, as well as the health sector itself,
appear to be placed in a weak position for promoting
public health issues.

On the one hand, the health and private sectors, both
large and small, could improve their collaboration. The
big agro-industrial representatives expressed their will
to further support public health policies, and the small
producers even asked for further support from the health
sector. However, the public and private sectors need
to learn how to better work together, and overcome
mistrust and potential conflict between commercial and
social interests. A possible obstacle may be competition
issues within the private sector itself, as happened with
the emulation of the common logo by an individual
supermarket chain described in the findings. However,
it would appear that private sector associations and
orientation to corporate responsibility could offer
common ground both within the private sector and
between this sector and the health sector. It could also
be in the interest of the private sector for health officials
to review their stringent rules on the use of their logo
or establish other ways of endorsement and support for
certain products.

On the other hand, the health sector should expand
its approach to food safety, and its regulatory and
supervisory functions to include a broader concept of
public health, e.g. a healthy diet. This would offer a more
comprehensive basis for the development of policies,
guidelines and legislation.

Managing policy change

Chilean fruit exporters and distributors became
acquainted with the 5-a-day international campaign
fostered by international health organizations in their
foreign markets and were most willing to support local
initiatives. They consistently financed and promoted
activities around fruit and vegetable consumption,
demonstrating a positive effect of globalization both in
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their own best interest and for the good of public health.
However, with respect to public health policy change,
there have been some avoidable pitfalls.

—Implementing activities mainly through a private
agency, i.e. the 5-a-day Consortium, which does not have
regular financing and has a limited capacity for significant
upstream interventions in particular, and where the
participation of public agencies is not regular, may have
had limited or detrimental effects on policy. However,
the institutional design of the Consortium, involving the
private and public sectors around common strategies,
may offer a promising setting for policy change, should
the public sector consistently support this initiative to
help build capacity for policy implementation and take
advantage of the interest of and financing by the private
sector.

—As the array of interventions within the partnership
is limited in this case, being restricted to mainly
communication and sales-point marketing, itisimportant
to ensure an appropriate branding of the whole spectrum
of actors and over time. Although branding has actually
had a very limited scope in the fruit and vegetable policy,
the one devised for the dairy products partnership, i.e. “I
drink” allowed for a broad and consistent identification
of the intervention. The political leadership by the health
sector in the latter case was instrumental in building
a common ground between different commercial
interests, which did not happen in the fruit and vegetable
partnership.

—TLast, but not the least, the underlying assumption that
the poorest sections of society do not consume fresh fruits
and vegetables because their prices are too high needs to
be verified. According to the data collected in this case
study, this is not true (except in sparsely populated far-
flung areas of the country), especially when compared
with unhealthy snacks and beverages. In fact, it is not
known why consumption is low. Nevertheless, policy-
makers across sectors appear to share this assumption
and this might favour availability over acceptability
interventions, put pressure on lowering internal prices
and thus squeeze out the small producers and deepen
their already aggravated situation of poverty.

Limitations of the study

The widely varying nature of the interventions makes
it difficult to make a comparison across interventions.
Although all interventions have written documents
and background materials, the lack of comprehensive

evaluations, with the exception of the health promotion
programme, may have led to the omission of some
process issues. Further, the overall embedding of the
fruit and vegetable initiative into broader healthy diet
programmes makes it difficult to precisely determine the
success of these particular initiatives.

4.5 Conclusion

The health, education and agricultural policies devised
for tackling key risk factors for CNCDs, among them
ensuring a healthy diet, evolve mostly around State and
market forces. Building and managing relationships
across sectors and public—private partnerships needs
careful involvement of key players in the right settings
and with the right leadership.

* The only body specifically devoted to promoting the
5-a-day fruit and vegetable recommendation in the
country was built around and financed mostly by the
agricultural exports business and in close relationship
with the agricultural sector exports strategy, instead
of around internal market producers and with a
strong leadership from the health sector. The export
businesses would also have been willing to participate
in this policy setting and the outcomes would have
had more impact on reducing inequities.

* The leadership for nutritional guidelines for meals
served to vulnerable children at school lies within the
educational sector at the technical, intermediate level,
where the main criteria is the attractiveness of the
food. The health sector plays only an advisory role.
Both actors would benefit more from transferring
more responsibility to the health sector and shift
the focus to a combination of attractiveness and
nutritional value.

* Combining State and market forces could enhance
both the scope and the resources for public health
when these work together to overcome the potential
conflicts between commercial and social interests.
Clear political direction led to a successful private—
public partnership around dairy products, while weak
policy leadership led to restricted use of endorsement
in the area of fruits and vegetables. Endorsements are
valuable assets for the private sector and, naturally,
care has to be taken to grant them, yet building
around common ground and respective interests may
lead to further impact on public policies.
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* Equityis embedded in the vertical health programmes
— combating childhood obesity and nutritional
assistance for pregnant mothers and their children,
and in the educational sector — food programmes
that serve food at school for vulnerable children. It is
unclear, though, if general policies can actually target
specificinequitiesin the country, e.g. ethnic minorities,
those in remote areas, etc. Appropriate structures
would be required for reaching and working with
such populations. Current structures provided both
by the health and education sectors could have this
capacity if the policies are appropriately implemented
at the local levels. However, these local levels would
also require assistance in developing their own
partnerships and intersectoral relationships, as has
happened in some local provincial experiences.

Despite common goals, as is the case in promoting fruit
and vegetable consumption for CNCD prevention,
more attention needs to be paid to institutional and
organizational interests and arrangements, as well
as different ways of implementing interventions and
policies at all levels. The architecture of partnerships
and sustained funding are key issues to ensure effective
interventions, and policies would require to be fleshed
out in detail, ensuring not only balanced participation,
but also a clear leadership with a shared vision so that
each organization’s interest is considered while the
public health concern is safeguarded. One way to ensure
the latter would be to involve civil society associations,
as they may potentially provide the knowledge base,
advocacy, and possibly help ensure appropriate depth of
change and sustainability of interventions.
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Abstract

Since the early 1980s, the economic transition in China has led to differentials in economic
growth between various parts of China and has resulted in more than 150 million rural-
to-urban migrants. Migrants in the cities face a number of social, legal, insititutional and
economic challenges, which manifest in marked inequities in health outcomes, particularly
with respect to maternal health. These inequities have caused public concern over the past
more than one decade and led in 2004 to the establishment of the first dedicated delivery
centre for migrants. The concept was expanded to a total of 25 centres in the following years.
To provide insight into the associated policy formulation and programme implementation
processes, a review of mostly unpublished documents, and programme and official statistics
was undertaken. This was supplemented by interviews with health managers in Minhang,
other districts of Shanghai as well as at the Shanghai city level. This case study examines
the processes behind the successful establishment of a pilot centre in Minhang District to
provide safe and acceptable antenatal and delivery services to pregnant migrant women at
an affordable price. It shows that the intervention is a feasible option for the health sector
to redress inequities created by upstream structural social determinants. However, the case
study also shows that there are important constraints and challenges in replicating the pilot
model to other districts, and that some of these obstacles are related to transferring the
values underpinning concerns about equity. The case study finally points to ways by which
to increase the chances of successful replication and sustainability of institutional changes to

address social determinants.

5.1 Background

Over the past three decades, China has experienced
dramatic changes in both social and economic structures.
Market-oriented economic reform has sustained
an average growth of about 10%. While the overall
population growth rate has slowed due to the effective
family planning policy since the mid-1970s, the urban
population has increased significantly due to migration.
The disparities in social and economic development
between urban and rural areas, between the eastern and
western regions, and between the rich and the poor have
grown rapidly since the economic reforms were launched
in 1979 (Meng, et al., 2002; Walder, 1989).

Such differentials often lead to massive population
movements. In China, a further complication is the
existence of the hukou or household registration system,
originally introduced during the “great leap forward” in
the 1950s as a key policy instrument during a period of
strict central planning (Wang et al., 2005). According to
hukou, people are required to live and work only where
they are officially permitted to. During the economic
reform process of the past decades, the number of surplus
workers in rural areas has increased, as has the demand
for workers in the industries and construction sites in
the cities. Together with a relaxation of the strict central
control, this has offered an incentive for workers to

migrate to cities in search of a better livelihood. However,
since the hukou is still in place, they face significant
challenges in the cities. More than a dozen certificates and
approvals are required to get permission to live and work
in the cities, a process that can take several months and
involve considerable costs — and before they complete
the process, they may find that the first certificates have
expired.

Many migrants, therefore, chose to live and work without
legal documentation. They find work at construction
sites, small factories and rubbish collection — work that
not only has low status and low pay but also excludes
them from benefits such as health insurance and other
social services of the legal workforce (Zhan, 2002). The
monthly salary for an employed migrant worker in the
city in the early 2000s was typically in the range of RMB
600-1200 (US$ 100-200). However, one month’s salary
in Shanghai could correspond to what they would earn
from a full year’s production in their home village. It is
currently estimated that there are more than 150 million
internal migrants in China who constitute about 30%
of the total population in Shanghai. In one district
(Minhang) almost 60% of the inhabitants are migrants.

Several studies have shown worse maternal health
outcomes among migrants compared with residents in
China (Gao, 1994; Jiang and Liu, 1997; Zhang, 2007;
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Jiang, 2007. Analysis of 19 maternal deaths, unpublished
paper). A review of the hospital medical records from 1993
to 1996 and interviews with mothers in Minhang district
showed lower utilization of antenatal and delivery services
as well as systematically worse pregnancy outcomes for
internal migrants compared with permanent residents
(Xie, 1997). The data demonstrated that insufficient
antenatal care is one of the main reasons for the poor
maternal health outcomes among migrants. Migrants
were found to face a “package of obstacles”, ranging from
lack of legal status, low social status, lower income and
education, lack of insurance, as well as discrimination by
health service staff and other officials. Migrant women,
therefore, often avoided using the antenatal care services
and sought illegal delivery services (Zhan, 2002). All
places providing delivery services outside of hospitals and
specifically authorized health centres in China are deemed
unsafe and illegal, and are closed down when found by
the government. Their attractiveness to migrant women
is related mainly to their relative cheapness, i.e. RMB 500
for the birth of a boy and RMB 300 for a girl, compared
with RMB 3000 for a normal delivery at a hospital.

The increased market orientation of health services
in China during the economic transition has in many
hospitals led to 10-15% of the income coming from
the government budget and 85-90% from service fees.
Staff has been shown to employ a variety of strategies to
generate extra revenue and increase individual bonuses
through  overprescription, unnecessary high-cost
medical examination, overuse of expensive medicines,
unnecessarily long hospital stays, delayed referrals, etc.
(Zhan et al., 2004; Bian et al., 2004). Thus, migrant
women in cities either do not seek care or seek it from
alternative, illegal providers.

The Chinese government has gradually realized these
problems and is moving towards their solutions. A policy
issued in February 2009 offers a possibility for migrants to
achieve resident status when they have lived in Shanghai
for seven years, have contributed to the development of
Shanghai and paid tax. Work is also ongoing to provide
migrants with a social and health insurance system,
equal right for their children to attend normal schools
and setting of minimum wages. All these are signs of
concern about the inequity between urban residents and
rural-to-urban migrants. The Chinese government has
further launched a long-term plan for the development
of rural areas. However, even if such upstream measures
represent moves in the right direction, achieving more
equitable health outcomes is likely to take a long time.

A series of specific measures have been taken in order to
improve maternal care for pregnant migrants. A city-level
policy on registration of migrant deliveries in Shanghai
came into force in 1994. Research on maternal care for
migrants has been conducted and policy suggestions
made since 1995, followed by a broad public dialogue,
including on the social determinants of the differential
outcomes. Studies have also been carried out in other
districts, cities and provinces with similar results. The first
concrete city-level policy in Shanghai on strengthening
the management of maternal and child health care,
including fee control and service quality assurance for
rural-to-urban migrants, was issued in 1999. After further
discussions among policy-makers, health managers and
researchers, a dedicated delivery centre for migrants was
launched as a pilot project in Minhang district in 2004,
expanded to nine more districts at about the same time,
and a further 13 in 2007. The pilot in Minhang and the
concurrent scaling up have been generally considered
successful in improving the maternal health of migrants
and reducing inequities.

This case study explores the lessons learned from the
pilot in Minhang and the scale-up across the city of
Shanghai with the specific aim of providing guidance on
how downstream interventions can be implemented to
reduce inequities originating from more upstream social
determinants.

5.2 Methods

The study was undertaken as an explorative case study
(Yin, 2004) with the aim of finding out how the changes
came about and why some of the interventions turned out
more successful than others. The study has four subunits
of analysis: policy formulation, pilot programme,
replication in other districts of Shanghai, outcome of the
policy. The study was carried out using a combination of
qualitative and quantitative data collection instruments.

The initial data collection was carried out during July to
September 2007 in Minhang district and Shanghai city.
However, during the data analysis and interpretation
phases of the study, it became necessary to go back to
update data according to time-series as well as to gain
further insight where the triangulation of different data
and sources of data revealed inconsistency or directly
contradicted information. The final data collection and
verification of data thus continued up till September 2009.
Information on policy formulation and implementation
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in Minhang district and the process of scaling up was
collected mainly by interviewing managers of the Minhang
District Health Bureau and the Maternal and Child Health
(MCH) Department of the Shanghai Health Bureau.
Data on assessing the outcome of this programme were
provided by the MCH Department, both in the Shanghai
Health Bureau and Minhang District Health Bureau. The
main secondary data sources are the daily service records
of all women accessing the hospital obstetrical services.
Policy and programme documents relevant to the topic
were provided by the Minhang District Health Bureau.
All the data have been complemented by interviews with
city- and municipal-level managers and decision-makers,
as well as programme staff. City-level health managers
and district government leaders and managers, including
the Director of the District Maternal Care Centre and
Director of the Pujiang Township Health Centre were
interviewed to provide background information about
the policy formulation processes.

A final interpretation was done with respect to the four
themes that emerged from the initial analysis — impact of
policy change, values, incentives and replication.

5.3 Findings

Policy formulation and decision

Around the year 2000, tragic cases of maternal death
and delivery complications among migrant women
frequently made it to the headlines of the mass media
in Shanghai. Statistics from hospital service reports as
well as research documented the significant magnitude
of this public health problem. Improving maternal
health for migrants became an important demand of
the whole society. Almost all the suggestions at that
time were about banning and eliminating illegal delivery
services and enhancing migrants’ health knowledge and
changing their behaviours in seeking antenatal care and
safe delivery services. However, no concrete proposal for
how this might be done and what effect it might have
were forthcoming and the Shanghai city policy-makers
kept waiting for someone to come up with a promising
solution. Consultative meetings were held with leading
obstetricians to analyse each maternal death to establish
the cause and what could be learned from the case. This
group came up with an idea of creating a “PINMING
YIYUAN” (hospital for low-income people) to receive

migrant women for delivery. However, health managers
did not immediately respond to this idea.

Therefore, when a request from the Minhang District
Health Bureau was made for approval to establish the
Pujiang dedicated delivery centre, this was welcomed and
a series of discussions and negotiations started. Officers
in the Minhang District Health Bureau recalled that:
“Serious events of maternal death, emergency treatment and
bad experiences from illegal delivery provision were reported
from the hospitals’ obstetrical departments almost every
week. We decided to prevent these problems by establishing
safe delivery services rather than dealing with the problems
once the damage is done.” Their initial idea was shared
with all departments of the Minhang district government
and a request to the City Health Bureau to establish a
dedicated migrant delivery centre in Pujiang Township
was supported by the entire district government.

While welcoming the request, the city-level officials
were concerned about the feasibility of the proposal and
asked the Minhang District Health Bureau to answer two
questions: first, “how to ensure quality and safety?” and
second, “how to achieve lower effective fees at the same time
as reaching a financial balance?”

In response to the first question, the Director of the
Minhang District Bureau promised that the district
would create a dedicated place to host the service, buy
the necessary equipment, invite a senior obstetrician to
reinforce the service team and reorganize the team to
provide safe delivery services. Further, a reliable referral
system would be set up for defined complications.
Concerning the second question, the district clarified that
they would define and restrict the service items provided
to avoid the temptation of overcharging as well as to
contain costs. They would also reduce the length of stay
for normal deliveries and finally shift resources within
the health bureau’s budget. Finally, they asked a district
charity organization as well as all the other bureaus within
the district government to support the programme.
These answers, together with having mobilized the whole
society within the district regarding the new maternal
service model, convinced the City Health Bureau, which
approved the model as a pilot project. The first policy on
“Establishing a dedicated migrant delivery centre” jointly
made by the nine departments of Minhang District
government was issued on 22 December 2003 (Minhang
District Health Bureau, 2003).
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The pilot in Minhang District

Low income, lack of medical insurance, high cost,
discrimination and negative staff attitudes towards
migrants were the main obstacles to using maternal and
child health-care services. The pilot programme included
seven key components:

1. To change the policy so that uncomplicated deliveries
would take place at the Pujiang township health
centre rather than at a hospital, as was the case before.
Complicated deliveries would be referred to one
of the three hospitals in the district. However, this
component was modified during the course of the
pilot. As a senior obstetrician who had been working
in the Fifth Hospital was assigned to the health centre,
it began to handle more complicated cases, including
performing caesarean sections.

2. The Health Bureau set a fixed ceiling for the total
amount of fees for each normal delivery at RMB 800
in the centre against RMB 2500-3000 in the hospitals.
A list of essential items of service was defined and
measures were taken to eliminate institutional
overcharging (Shanghai Health Bureau, 2004).

3. To rationalize procedures in order to cut costs and
thereby price, women were to stay in the Pujiang centre
for only one or two days after delivery compared with
four or five days elsewhere.

4. To dedicate the service to migrants in order to create
an environment where migrant women would feel

safe and comfortable with other patients as well as
staff

5. To modify staff behaviours through changing
the incentive system, providing education and
information, and changing monitoring and evaluation
systems to focus on outcome rather than process

6. The District Health Bureau reprioritized and shifted
budgets to establish a special budget both for
institutional development costs and to compensate
for the discounted service fee.

7. To undertake a public information campaign,
advertising the availability of the service as well as
to convey the values enshrined in the new service
(Shanghai Evening Post, March 2004; Jiefang Daily,
April 2004).

Shanghai city, in approving the dedicated migrant
delivery centre in Pujiang township health centre, wanted
to show that it cared about its migrant citizens and test

whether the model worked and would be applicable in
other districts as well. The Minhang District government
took full responsibility for the preparation and running of
the centre, as well as identifying problems and improving
performance. The Vice-Mayor of Shanghai and the
Director of the Shanghai Health Bureau participated in
the opening ceremony and made several follow-up visits,
thus indicating that the city attached importance to the
problem of migrant maternal health and establishment of
the centre. The Pujiang dedicated migrant delivery centre
was the first such centre for rural-to-urban migrants in
China and started operations on 27 July 2004 after seven
months of preparation.

Working on perceptions and attitudes

The Director of the Minhang District Health Bureau
was the active leader in the whole process, from policy
formulation to programme implementation and follow
up. The Director realized the importance of informing
the public and ensuring conducive staff attitudes and
behaviours. A protocol for implementing the policy was
made by the Health Bureau (Minhang District Health
Bureau, 2003).

A centre-piece of this protocol was the concept of “helping
the vulnerable” and that doing so was not just about
financial and material support but equally about respect
for people, including those who are vulnerable and with
low income, and avoiding discrimination. An evaluation
scheme for staff attitudes and performance was set up
and the meaning of improving maternal care for rural-
to-urban migrants was explained to every manager and
staff to encourage better service performance.

Managers from the District Health Bureau made
regular visits to the Pujiang delivery centre to its check
performance, including adherence to the low-fee policy.
Information on the maximal fee was widely disseminated
to both staff and service users. Written public
announcements were also distributed in all communities,
workplaces and institutions where migrants lived, worked
or gathered.

Further, the District Health Bureau “marketed” the
service in all the mass media. For example, a report on
the opening of the centre was published on the first page
of the Shanghai Evening Post on 28 March 2004, i.e. four
months ahead of the official opening ceremony. It said:
“Cheap delivery costing RMB 800 all-in-all,” “RMB 200
government subsidy for normal delivery and RMB 400 for
caesarean birth.”
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Fee collection and incentives

It is common in China for the take-home income of
health staff to be determined by the fees they collect
from clients. This mechanism encourages unnecessary
and expensive medicines and medical examinations, and
is detrimental to ensuring equity of access and use. To
improve delivery outcomes for migrants, the Minhang
District therefore had to develop new concepts for service
delivery and incentive schemes for health workers, which
focused on results rather than process.

An important determinant of pregnancy outcome is the
access to and use of antenatal care. Many pregnant women
had no antenatal care leading to lost opportunities to
avoid a variety of pregnancy complications. To overcome
this problem, a policy named “Scheme for systematic
maternal care for migrants in Minhang District” was issued
(Minhang Health Bureau, 2005). The policy introduced
the concept of whole-course maternal care.

The “whole-course maternal care” scheme makes
the township and village health workers responsible
for promoting and organizing maternal care for all
pregnant women from early pregnancy to 45 days after
delivery. Health workers identify and contact every
pregnant woman in their area and distribute a written
announcement and a booklet to the woman. The
announcement states the services that will be provided
and that the service fees are fixed at RMB 150 for three
antenatal visits and RMB 800 for a normal delivery. The
booklet guides pregnant women on what to do, where to
g0, and provides other information about maternal care.
A contact card, free of charge, is used for keeping a record
of the woman’s health status and the care received. These
data are entered into a computer system. In the second
week after registration and again in the eighth to ninth
month of pregnancy, the woman receives a phone call
and is asked “Have you been to an antenatal care clinic?”
or “Have you been visited by any village/township health
worker and if so, who?” The township and village health
workers do not collect any fees at all but are responsible
for helping the pregnant woman complete the whole-
course maternal care including antenatal care, delivery
and postpartum care till 45 days after delivery. The health
worker will receive a bonus when she is verified to have
helped the pregnant woman to complete the whole-
course maternal care, i.e. distribute the booklet, fill in the
contact card, and ensure all antenatal and postpartum
visits, and neonatal physical check-up. The bonuses
add up to RMB 23 for each pregnant woman and an
additional RMB 22 if the woman is a migrant.

Service quality assurance

Realizing that the price and quality of providing delivery
services were critically important technical challenges to
the programme, the District Health Bureau took direct
responsibility not only for the establishment of the
dedicated migrant delivery centre but also for running
and continuously improving it. Key leaders of the District
Health Bureau visited the centre every one or two weeks to
observe the functioning and assist in resolving identified
problems. No complaints about the services being “too
expensive”, a popular criticism in contemporary China,
or “the hospital is earning too much money” have been
received up till now in Pujiang.

Much effort went into selecting and developing a
competent team of staff and providing them with
the materials and equipment to perform their duties.
Standard operating procedures were set up, including
when to start running the emergency procedure, a
higher-level host hospital was identified for each type
of complication and emergency, depending on the kind
of specialty and advanced facilities required. For each
emergency case, the District Health Bureau undertakes
an ex-post analysis of the case and provides feedback for
strengthening the procedures. In this way, the Pujiang
delivery centre is supported by the whole district as well
as the city MCH system. This could explain why not a
single serious medical incident has been experienced in
Pujiang since the inception of the programme in 2004,
thus adding to the good reputation of and the increase in
the number of deliveries at the centre.

Replicating in other districts

The Shanghai City Health Bureau was involved in the key
preparations that led to the establishment of the Pujiang
centre. Further, the Vice-Mayor of Shanghai and other
municipal dignitaries visited the centre several times.
They were satisfied with what they saw and found it to
be a promising solution to an important problem in
Shanghai. Therefore, nine other districts were asked to
establish a similar centre each, through issuing a policy
“Establishment of dedicated migrant delivery centres” in
June 2004 with effect from August the same year.

The centre in Chonming was later replaced by two
others due to the high volume of resident deliveries in
the first. Although there have been some differences in
development of the 10 centres, the dedicated migrant
delivery service has in general been welcomed by migrant
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Table 1. Number of migrant deliveries with fee reduction by district, centre and year.
The centres in bold started official implementation in 2004 and the rest, with the exception of number 25, in 2007.

District Number and name 2006 2007 2008
of Centre
Chang Ning 1. Central 0 0 0
Yang Pu 2. Central 0 2 2
3. MCH 33 0 0
Baoshan 4. Luo Dian 992 318 493
Minhang 5. Pujiang 5176 9412 9293
Jiading 6. Nanxiang 699 371 613
7. Anting 26 98 215
8. MCH 854 510 876
Nanhui 9. Xinchang 651 126 121
10. Datuan 200 0 0
Pudong 11. People's Hospital 41 13 59
12. Seventh Hospital 5 19
13. Punan 5 16 18
14. MCH 52 0 40
Fengxian 15. Qixian 0 617 398
Songjiang 16. Central 194 32 139
17. Sijing 6 41 81
18. MCH 291 105 195
Qingpu 19. Zhujiajiao 283 275 478
Jinshan 20. Fengjing 0 48 187
21. Jinwei 154 62 59
22.Tinglin 0 123 120
Chongming 23. Miaozheng 379 104 77
24. Changxing 105 4 14
Hongkou 25. Jiangwan na na 3
Total 10143 12282 13500

Source: Service report data from Shanghai Health Bureau. Recording started only in 2006.

women. It was soon found that, particularly at the
outskirts of Shanghai, the coverage was deemed
insufficient and an additional 13 centres were established
in 2007. However, eight of these appear to have had
a fee reduction practice prior to being designated for
implementing the policy (Table 1). Although all these
centres are established under the same policy, they
operate in different ways: some centres are located within
the district town, others are located in townships; some
receive financial support from the district government
(mostly RMB 200 per delivery), others receive nothing;
some provide services to both migrants and residents,

others to migrants only; some do everything in their
power to develop the centres while others do little; and
some have involved charity organizations, while others
have not.

There are clear differences between those centres that
started implementing the policy in 2004 (bold in Table
1) and those that started later. With two exceptions,
i.e. Pudong-MCH and Jinshan-Jinwei, the early starters
have all reached and sustained a three-digit number of
“fee-reduced” deliveries. This was the case for only five
of the centres that started later. It is noticeable that of
these, two (Jiading-Naxiang and Songjiang-Central)
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appear to have started implementing the policy in a
substantial way already before they were told to do so
in 2007. However, among the early starters, the Pujiang
centre stands out as being particularly successful and
popular. Government offices and health managers in
different districts ascribe different reasons as to why
this is the case. The first group of explanations relates
to values. The perception in Minhang District is “both
residents and migrants should have equal rights of access
to health services and the government should help those
who cannot use or afford safe delivery services”. Responses
to the interviews in other districts revealed a range of
views among managers, such as: “Why we should spend
money on the migrant population? The target population
of our health service should be local residents,” “Migrant
women are extra population,” “District finance would
serve our local residents only” and “The government should
control the number of people moving from rural areas to

Shanghai.” Such views could explain the reluctance to
take responsibility for the problems. Similar views also
prevailed in Minhang at the beginning — but were pro-
actively addressed by the Health Bureau Director in the
public room as well as in private with key opinion-makers
and health staff.

According to a health manager in the Shanghai Health
Bureau, a second group of explanations might relate
to psychology. According to him, the main difference
between Pujiang and the other centres was that the
Minhang District Health Bureau actively asked the
Shanghai City Health Bureau to approve of its application
to establish the centre. The other district health bureaus
were asked to establish centres. That is, as he expressed it,
the difference between “I request” and “I am requested”,
which might explain why Minhang Health Bureau
did much more than the others to develop, improve,

Table 2. Number of deliveries at Pujiang Township Health Centre during 2008 by location of the mother

Living location
Mothers living in Minhang District

Residents
Migrants
Living in Pujiang township
Living in other townships
Mothers living in other districts
Total

1567
2405

Number of deliveries
4015
43
3972
5278
9293

Figure 1. Average monthly institution-based migrant deliveries in Minhang district from 2004 to 2008, by institution
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overcome problems and sustain its centre. A third
explanation offered by the same manager as well as others
is that the Pujiang Centre is almost exclusively for migrant
women while the other centres are for both migrants
and residents. Being a “migrants only” centre makes the
Pujiang Centre much more famous and migrant women
delivering in Pujiang feel less discriminated against. This
might explain why half of the women who delivered in
Pujiang are from other districts and provinces/cities
(Table 2). One woman said it was cheaper to take a taxi
to get to Pujiang for delivery than being delivered at her
home hospital. Because the other delivery centres accept
both residents and migrants, staff explained that they
found it very difficult to arrange for a resident woman
paying RMB 3000 to stay next to a migrant woman
paying RMB 800. Staff working in the other districts
reported that doctors would not necessarily inform
migrant women about the fee reduction programme and
they would thus end up paying the full fee.

Concerning the broader financing, the Minhang Health
Bureau staff interviewed indicated that visiting health
managers often suggested that “Minhang district is so rich
that you can afford the cost to support these policies”. They
responded by saying that financing the dedicated delivery
centre as well as other programmes (e.g. tuberculosis)
targeting migrants was done largely through re-
prioritizing and redistributing the existing budget rather
than increasing the overall budget and that “where there
is a will, there is a way.”

Outcome of the policy

The number of migrant women delivering at the Pujiang
township health centre has risen significantly. Since
starting to offer dedicated delivery services in July 2004,
the number of deliveries increased from about 120 cases
in the first month to almost 800 per month in 2007 and
2008, a number which is comparable with that of the
largest hospital in Shanghai. However, in terms of the
rate of increase in the number of migrant deliveries under
the policy, the Pujiang centre stands out from dedicated
delivery centres — some of which have conducted very few
deliveries (Table 1).

In addition to the Pujiang township health centre, there
are three hospitals — Shanghai Fifth Peoples Hospital,
Minhang District Central Hospital and Wujing Hospital
— providing delivery services in Minhang District. All
these four institutions have experienced an increase
in the number of migrant deliveries from 2004 to 2008

(Figure 1). In 2004, about 4000 out of a total of 6700
health facility deliveries in Minhang district were those
of migrant mothers. In 2008, these numbers were 15 500
migrants out of a total of 18 000 facility-based deliveries
within the district.

The service records of the four institutions providing
delivery services in Minhang District show that since the
opening of the Pujiang dedicated migrant delivery centre
in 2004, the number of migrants choosing to deliver at
the three non-dedicated facilities within the District
has grown steadily without a change in fee policies
(Figure 1). While the growth in the number of deliveries
at the Pujiang centre was faster during the period from
2004 to 2007 compared with the other three hospitals,
it appears that this growth could have levelled off. The
number of migrant deliveries at the three hospitals might
still be growing.

During 2008, more than half of those delivering at
the Pujiang centre were living in districts other than
Minhang. Within Minhang district, about 60% of those
who gave birth at the centre were living in townships
other than Pujiang (Table 2).

5.4 Discussion

Outcome

It is known that the use of antenatal care services is a
strong predictor of pregnancy outcome, both in China
and elsewhere (Zhan, 2002). Therefore, the change
in incentive system from one based on charging for
individual procedures to one based on completing the
whole-course maternal health schedule, i.e. a system
encouraging rather than being an obstacle to the use of
services, would be a major contributor to a reduction in
maternal mortality.

The increased focus on maternal and migrant health
through the publicity by and attention from policy-
makers and officials might have led to increasing
awareness among migrants and contributed to changed
norms and service use patterns even among those who
can afford the higher costs at non-dedicated services.
There is no indication in the data to suggest that the
cheaper dedicated delivery services have replaced the
higher-cost services in the three hospitals in Minhang,
as there has been an increase in service utilization in all
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four facilities. It is more likely that the cheaper dedicated
delivery service has catered to a segment of the migrant
population that hitherto did not use facility-based
antenatal and delivery services.

The improved quality of services and standardized referral
procedures and practices would lead to a reduction in
maternal mortality for the migrant population as a whole
and particularly for the more vulnerable segment that
had not previously been reached by the health services.

Values

The disparity in maternal health between migrants
and residents was obvious from the beginning. While
the initial focus might have been on individual tragic
cases, researchers soon pointed out that the systemic
differences, i.e. inequities between the two population
groups, could be avoided by relatively simple means.
Further, it was recognized in the media that it was a
moral obligation for the society as a whole to reduce these
inequities. However, while the health sector was called
to act in the absence of interventions targeting the root
cause of the problem, nothing happened for a long time
to operationalize this obligation.

The Director of the Minhang Health Bureau saw from
the beginning that successful reduction of the inequities
between the two population groups would, in addition
to health, technical and finance administration solutions,
require addressing underlying values both in the society
and within the service. He also realized that these values
would have to be lived and constantly stimulated to
grow and thrive — otherwise they would wither. From
the results, it appears that there were three key pillars on
which the approach to dealing with the values rested, i.e.
respect, information and control.

Respect for the individual constitutes not only the right
of access to safe delivery services but also the right not
to be discriminated against or made to feel inferior. At
the dedicated centre in Minghang, migrants are not an
additional or marginal group from which lower fees
are collected but the focus, the very raison d’étre for the
service. Although the initiative and the immediate answer
in Minhang for improving pregnancy outcomes for
migrants was with the health department, the application
to Shanghai City was supported by all the departments
of the District government. This could be taken as
recognition of the multifaceted source of the problem,

that the situation was thought to be unjust and avoidable,
and that the longer-term solution to this ethical challenge
rested with the society at large.

Throughout the process of establishing the Pujiang
dedicated delivery service, information played an
important role. The public was informed through
advertisements about the purpose and availability of
the service. Further, the media and dignitaries were
used to convey and legitimize the values behind the
services and stress that the City of Shanghai has and
takes responsibility for the health of migrants — even if
they do not have a formal legal residential status in the
city. Finally, the Minhang district took on the role of
explaining to colleagues from other districts and parts
of China that everyone can afford to be more equitable.
To make the point, the Pujiang township centre provides
delivery services to a very large number of mothers who
are not within its natural catchment area. This might
have led some of the other centres to adopt fee-reduction
practices before they were instructed to do so.

The institutionalization of these values, however, did
not rely only on “soft” persuasion, but included several
control measures. Before the launch of the service, a
protocol for its implementation was developed and
intensive supervision and follow up took place over along
period. The formally defined expectations of performance
combined with individual, group and institutional follow
up from the District Health Bureau no doubt helped in
changing the perceptions and attitudes towards migrants
which prevailed initially in Minhang district. A further
institutionalization of new ways of doing business was
through the introduction of the new outcome-based
incentive scheme.

Incentives

There are many examples documented in China of fee
and incentive systems working against public health
objectives (Zhan et al., 2004; Bian et al., 2004). Providers
might even shape services and procedures to produce a
higher income, including preventing or delaying patients
from getting the correct treatment and benefiting from
free services (Zhan et al., 2004).

An incentive system is a trade-off with three players — the
individual patient, the service provider and the public.
The individual patient’s interest is in getting as much and
as good a service with as low a payment as possible. The
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provider’s interest is, within ethical bounds, to maximize
the pay-out from the system. The public’s interest is to
attain, again within ethical bounds, as much population
health as possible with a finite resource envelope. The
challenge, from a systems perspective, is to define
the package of basic services to be provided and pay a
reasonable amount to achieve the desired outcome —
an outcome that it is feasible to measure and cannot be
easily altered.

The incentive system for township and village health
workers based on the concept of “whole-course maternal
health care” cuts across several providers and individual
services as well as time, and is thus geared to address the
full range of obstacles to effective access as defined by
Tanahashi (1978). The system is not related merely to the
use of services provided by the recipient of the incentive.
The incentive is paid for identifying pregnant women in
the community, and encouraging, guiding and assisting
them to use the services from the early antenatal stage,
through delivery and postpartum care. It is in the interest
of the township and village health workers to provide
services that are effective and easy to use.

In implementing the incentive scheme based on whole-
course maternal health care, the Minhang District Health
Bureau has come up with anumber of innovative solutions
to increase the use of services in general and to level up
the use among migrants. The scheme puts the beneficiary
rather than the provider or the procedure at the centre.
It is not the number of procedures that determine the
pay-out, but the number of target population members
who have benefited from completion of the whole course
of procedures undertaken by a range of providers. The
scheme has two tiers. There is a base incentive for bringing
a pregnant woman to complete the whole course and an
additional incentive if the woman is a migrant. Further,
the scheme uses a third party verifier who, independently
of the township and village health worker as well as
the service provider, contacts the mother to follow up
and verify what services have been received. In doing
so, advantage is taken of new technologies, including
computerized databases and mobile telephones.

Finally, in China, providing fee exemptions or services
at a reduced cost to correct inequities have frequently
been a disincentive for institutions because they would
lose money (Meng et al., 2002). In order to overcome this
problem, the services at the Pujiang township delivery
centre were rationalized and defined as being less costly

and further, the Centre was compensated for the loss
of income from fees through reallocation of resources
within the district health budget.

Replication and sustainability

Expanding the number of dedicated delivery centres for
migrants to a total of 24 across Shanghai city by 2007 was
successful. The expansion in dedicated migrant delivery
centres and the associated community interventions
have most likely contributed to a reduction in inequity.
Further, the results show that many migrants prefer to
deliver at the Pujiang township centre rather than in
their own districts. This could indicate that in the eyes
of some migrants, services elsewhere are still wanting.
It was probably in replication and sustainability that
the least success was achieved. The performance varied
across centres with many centres performing well, and
several others hardly showing an increase in the number
of migrant deliveries. Some even showed decreasing
numbers of migrant deliveries with fee reduction. There
are also accounts of the lack of internalization of equity
values. Some staff at these centres still see migrants as
second-class citizens who should have stayed at home
rather than drain city resources. Five years after the start,
Minhang district still stands out as a shining example. To
better understand this, it is useful to look at the role of
the pilot, the approach to expansion and the leadership
functions.

By all accounts, Minhang district fulfilled its role as a pilot.
It transformed ethical principles of equity into practical
action. It sorted out implementation problems and found
innovative ways of reaching migrants, motivating staff,
providing services, monitoring, etc. It provided proof of
effectiveness, and showed that it is possible to improve
equity in real-life circumstances without additional
resources from outside the normal budget of a district.
Further, it willingly opened its doors to visitors and
colleagues from other districts in Shanghai and elsewhere
to explain how it worked. Then, how is it that the model
has not been equally successfully replicated throughout
Shanghai city?

There were two major differences between the
establishment of the centre in Minhang and the
subsequent centres in the other districts. First, the
wish or drive to create the Pujiang dedicated delivery
dentre came from within the district itself. The idea and
concepts were developed locally and the full district then
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requested Shanghai city for permission to start. The
city, in turn, challenged the proposal before accepting
it. The other districts were requested by the Shanghai
City Health Bureau to establish similar centres through
issuance of a policy. Second, the scale-up set in motion
by instructions from the central Shanghai City Health
Bureau transcended the societal ethical concern about
migrant health into an administrative health sector-only
concern.

When a model is developed in one setting or institution
and, prét a porter transferred to another, there is always
a need for some adaptation both to the model and the
institution in which it is to be applied. However minor
this might be, it becomes particularly challenging when a
model is meant to modify the functions of the institution,
and the attitudes and behaviours of its staff. In Minhang,
leadership was available for the values as well as the
administrative and managerial transformations. This was
not the case for all of the other 25 dedicated centres. At
some centres, the old perceptions and attitudes towards
migrants as an “extra population” or undue burden on
the district prevailed long after the launch, and some
showed no increase in the number of migrant deliveries.
Sustaining a dedicated migrant delivery centre is likely
to have impacts on budgets and service financing, which
go beyond the individual institution to the district in
general. This was the case in Minhang, where the district
health budget was reprioritized in order to finance the
fee reduction and reallocation of other resources. Unless
there is a buy-in from the whole health sector and
probably beyond, the model is unlikely to be sustainable,
even if the management of the individual institution is in
favour of the policy.

There was overall support for the equity objective in
Shanghai city. However, the proactive leadership for
value transformation that had driven the process in
Minhang was not present at the city level to support
those districts that were slow in implementation or where
resistance to change prevailed. The comprehensive and
omnipresent leadership that is required for a pilot and,
indeed was present in case of Minhang, is different from
what is required to roll-out the piloted model across
multiple districts. In most cases, the technical know-how
will either be available on-site or can be called upon by
the local management. This is less likely to be the case
with respect to a values transformation, which has to start
with changing the mind-set of the local management in
the individual institution and the health department

as well as the district government as a whole. While
the policy and the different tools of the pilot model
certainly helped, changing institutional attitudes and
behaviours was unfamiliar and demanding for most
managers. Further, the Minhang pilot benefited from the
close attention of both Shanghai city dignitaries and the
media, indicating to the staff that they had an important
task to do on behalf of the whole society. In a roll-out,
political and media attention will inevitably fade and the
impetus they provide will have to be replaced, possibly by
a professional values transformation support team.

Such a team should have some technical insight, but
should primarily be skilled and equipped for supporting
attitudinal and behavioural change. It should operate
under the authority of the highest relevant level of
multisectoral authority; in the case of Shanghai, the City
Council. The team should be able to draw in dignitaries
at critical points for each district or centre to boost
morale and stress on societal values and the importance
of reducing health inequities between migrants and
residents.

Limitations of the study

This case is a study of a real-life situation that has evolved
over almost two decades with all the complexities that
policy processes have. There are many more elements of
interest than there are data points (Yin, 2003). Further,
there are difficulties in data availability and quality, some
of which are intrinsic to the subject being studied — illegal
services and non-registered populations. In China as
well as elsewhere, there is a tendency to shape reporting
as well as opinions to fit official agendas. We have,
through combining qualitative and quantitative data and
returning to data sources for more clarification, tried to
go beyond the surface to explore what really took place.
This has revealed a picture that is much more complex
and nuanced than the one on the surface showing that
things are going well.

5.5 Conclusion

The case described in this study from Shanghai
demonstrates that it is possible to improve utilization of
maternal health services in order to reduce the inequity
between migrants and residents. It shows that additional
resources are not necessarily needed. What is needed is
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an analysis of the main drivers of the inequity. Then, with
an open mind, find out what can be done about these
drivers, starting from where managerial control is the
most direct, i.e. the individual service, followed by the
sector and the wider society. The concept of dedicated
delivery centres played some role in this; however, it
might just have provided a much-needed “laboratory”
for innovation. There are at least three key lessons to
be learnt from the establishment of dedicated delivery
centres in Shanghai.

First, the strength of the pilot project in Minhang was that
it was internally driven and did not come about as a result
of injection of external pressure or additional resources.
It used local resources, commitment and innovation to
develop, test and implement new ways of doing business.
Financial sustainability of the pilot and subsequent
replication was therefore not an issue. Second, one of
the most innovative features of the pilot with respect to
improving equity is probably the incentive system for
township and village health workers. This system puts the
focus on the beneficiary and the desired outcome rather
than on procedures and health-care providers. This idea
could be used independently of the dedicated service
to also address inequities originating from other social
determinants, in particular, those relating to population
group vulnerability. Third, moving from a pilot to scale-
up and replication is a critical transition. It is important to
realize that it is as much about values as it is about systems
and, if sufficient care is not taken, the risk is that only the
systems and rhetoric get replicated. Conscious efforts,
planning and management are required for the process
of transforming values. The pilot project cannot provide
much guidance on this. Phasing the expansion process
and deploying a professional scale-up management team
should be considered. Such a team needs to be able to
draw on political and other societal leaders to keep up
the encouragement and momentum after the immediate
media and political attention have faded.

Most of the lessons learned from the dedicated delivery
centres in Shanghai are also applicable to other settings
and social determinants. However, it must be noted that
while a health sector-based, even if multisector-backed,
intervention can help to reduce the inequity in health
outcomes, it does not remove the underlying social
determinants of the inequity which, in the case of China,
are rooted in geographical and economic imbalances,
and a legal system that does not allow transfer of citizen
rights from one part of the country to another.
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Abstract

The objective of this study was to document and elucidate the implementation process of
the Gerbangmas movement in Lumajang district as an innovation within a decentralized
health system. Using a qualitative approach, data were collected through key informant
interviews and document review, and then analysed thematically. The study revealed
that the policy change of the Gerbangmas initiative was not a radical but an incremental
process, which took approximately five years. It started from “Conventional Health
Posts” to become “Enriched Health Post Halls”, and was then revived by the Bupati
into the Gerbangmas movement. The health sector has successfully advocated to
the Bupati to create a common vehicle for all sectors. The study identified that the key
features of Gerbangmas movement were (i) a neutral vehicle (non-sectoral), (ii) having
shared goals, (iii) that all sectors could be passengers, (iv) strong power of the referee,
(v) the existence of government financial stimulants, (vi) self-management by the
community, and (vii) the existence of non-sectoral volunteers as the implementers. The
Gerbangmas movement has encouraged multiple sectors to set programmes for community
empowerment. The study recommended that for conducting community empowerment to
address the social determinants of health, it is of importance to use a non-sectoral vehicle
that can accommodate multisectoral interests.

6.1 Background

It has been understood by public health experts that
population health status, shown by life expectancy,
morbidity rate and mortality rate, is the outcome of
medical and non-medical determinants. Blum (1974)
stated that population health status was influenced by
four factors, i.e. environment, behaviour, health-care
system and genetics (demography). Blum also stated that
out of the four factors, environmental and behavioural
factors were the most influential compared with the rest,
i.e. health services and genetic factors. With the use of
Blum’s framework, it can be concluded that, to promote
population health status, non-medical interventions
or the social determinants of health should be geared
towards the improvement of community behaviour and
the environment.

Frankish et al. (2007) identified ten social determinants
of health that influence population health status:
(i) income and social status, (ii) social support networks,
(iii) education, (iv) employment and working conditions,
(v) social environment, (vi) physical environment,
(vii) personal health practices, (viii) healthy child
development, (ix) culture and (x) gender. To incorporate
these determinants, intersectoral actions are required in a
partnership principle with each other.

Health promotion experts have been aware that
intersectoral action is the key to success in improving
the social determinants of health. However, development
actors perceive that intersectoral action is something
that is “sweet to talk about” but “hard to implement”.
Many practical experiences have shown that, very often,
programme planning for intersectoral action resulting
from a coordination meeting stops at the “meeting note”
and is not implemented in the field. The obstacles to
implementation of an intersectoral action plan can be
understood as each sector would undoubtedly promote
its own goal and interests.

Indonesia launched a decentralized system in 2001. This
has provided district/municipality governments with
more opportunities to make innovations for community
welfare. Lumajang district, one out of 38 districts/
municipalities in East Java, has shown innovation in
empowering the community to improve the social
determinants of health via intersectoral action. Such
community empowermentis called Gerbangmas, standing
for Gerakan Membangun Masyarakat Sehat, meaning a
“movement for healthy community development”.

Through the advocacy of the Lumajang District Health
Office, in January 2005, the District Governor (Bupati)
of Lumajang launched the Gerbangmas movement as a
strategy for community empowerment by using Health
Posts' (Posyandus) as an entry point. Gerbangmas

! Health Posts (Posyandus) are community-based organizations with the principle of “from, by and for” the community themselves. These
run five activities, i.e. mother and child health (MCH), family planning, nutrition improvement, immunization and diarrhoea control.
Posyandus were established by the health sector as a response to the 1978 Alma Ata Declaration, which made use of the PKK movement
(Family Welfare Movement) members as health volunteers. Day-to-day activities of Posyandus are run by the health volunteers.
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Health Posts, as community institutions established
to implement the Gerbangmas movement, had three
functions: (i) as the centre for community education, (ii)
centre for community empowerment, and (iii) centre for
community services (Local Government of Lumajang,
2005). As an innovative community empowerment
movement in the decentralized system, the policy of the
Gerbangmasmovement is interesting. The objective of this
study is to describe the policy process of the Gerbangmas
movement in Lumajang District, Indonesia, focusing on
the way the policy was set up and implemented.

6.2 Methods

The case study employed a qualitative approach. Data
and information were collected by two methods, in-
depth interviews with key stakeholders and review of
related documents. The interviews with key informants
were tape-recorded in order to maintain the integrity of
the information (Mack et al., 2005).

Key informants interviewed were: (1) representatives
from the sectors in the district (Health Office, PKK,
Development Plan Body, Legislative, Agriculture Office,
Family Planning Office, Education Office, Community
Empowerment Office, Religion Office, and Cooperative,
Industry and Trade Office), (2) representatives from
subdistrict levels (Head of Subdistrict administration,
Head of Health Centre), and (3) representatives from
the community levels (Head of Village Administration,
Health Volunteers and informal leaders).

The documents reviewed included: (1) documents/
secondary data related to the process of setting up the
Gerbangmas policy (District Health Office and District
Local Government), (2) documents/secondary data
related to the Gerbangmas policy guideline (PKK office
and District Health Office), (3) documents/secondary
data related to the implementation of the programme
(realization of the action plan, community resource
mobilization, programme financing, human resources/
volunteers, coverage, etc.) (District Health Office and
Health Posts). Data were analysed qualitatively according
to the various themes. The study was exempted from
research ethics review as interviewees were interviewed
in their official capacity only.

6.3 Findings

Gerbangmas policy structure

After a long political process to accommodate the
interests of the stakeholders involved, the concepts of
Gerbangmas were agreed upon. These concepts were
documented in the form of the “Gerbangmas guideline for
volunteers”. The guideline consisted of (i) a background,
(ii) framework of thinking, (iii) operational definition,
(iv) goal and objectives, (v) organization, (vi) indicators
to be achieved, (vii) programme implementation, and
(viii) reporting system. As documented in the guideline,
the concept of Gerbangmas is outlined in Table 1.

Table 1. The concept of Gerbangmas using Health Posts as a centre for community development activities

(Lumajang PKK Team, 2006a)

Basic thoughts Community addressed

Healthy paradigm
Environmental improvement

Qualified family

People at sub-village level

Vehicle and priorities Expected outcome

Vehicle: Health Posts Priorities: The realization of

MCH and health care Healthy Lumajz?r?g
2007 and Qualified
Family endurance* Family in 2012

Mental and spiritual building
Healthy environment
Clean and healthy behaviour

Productive economy

* Family endurance consists of four promotive health efforts, i.e. under-five growth stimulation, youth community activities in health,

elderly community activities in health, and family planning.
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The goal of Gerbangmas was the achievement of Healthy
Lumajang 2007 followed by Healthy Indonesia 2010
and Qualified Family in 2012. The objectives of the
movement were addressed at four segments, i.e. (i) the
community, (ii) Health Posts, (iii) the government, and
(iv) the private sector. The community objective was to
increase the achievement of Gerbangmasindicators in the
Health Post’s areas, in order to support the achievement
of Healthy Lumajang 2007 and Qualified Family in 2012.
For Health Posts, the objective was to enhance their
roles as centres for community education and training,
and community empowerment and services. For the
government, the objective was to increase coordination
and synergy between development programmes. For the
private sector, the objective was to increase the partnership
of the government and private sector in the development

of community health and welfare (Lumajang PKK Team,
2006a).

The Gerbangmas movement had 21 indicators to
be achieved; 14 indicators for human development,
one indicator for economy, and six indicators for
household environment (Table 2). These 21 indicators
accommodated the interests of all the sectors, i.e. PKK,
religion, education, cooperative, industry and trade,
health, family planning, agriculture and public works.

To understand the Gerbangmas concept, the following
analogy is useful. The overarching goal of the Gerbangmas
is Healthy Lumajang 2007 and Qualified Family 2012.
The vehicle to achieve this is the Gerbangmas movement
(assumed to be a non-sectoral vehicle). PKK? acts as the

Table 2. The indicators of Gerbangmas and targets in 2007 (Lumajang PKK Team, 2006a)

No Indicators Targets in 2007
1 Worship compliance 80% households

2 Literacy 100% population
3 Compulsory basic education 100% population
4 Poor people <25% households
5 Use of iodinated salt 80% households

6 Under-five undernutrition (below red line) <5% under-fives

7 Delivery by health staff 85% deliveries

8 Coverage of weighed/under-fives (W/U) 85% under-fives

9 Eligible couples with family planning 80% eligible couples
10 Under-five growth stimulation activity 100% Health Posts
n Youth community health activity 100% villages

12 Elderly community health activity 100% villages

13 Productive economy group 60% villages

14 Health Posts with first or second strata (good and best)? 40% Health Posts
15 Early childhood education 100% villages

16 Clean, green and beautiful environment (green fences) 80% households
17 Use of house yard for productive plants 80% households
18 Use of healthy latrine 60% households
19 Use of safe water 70% households
20  Household waste management 80% households
21 Healthy house 60% households

? PKK is a semi-government NGO. Its members consist of government officials’ wives and the community (mothers), founded in the
New Order era (Suharto regime), whose function is to improve family welfare.

*Based on its performance, Health Posts were classified into four categories, i.e. poor, moderate, good, best.
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driver of the Gerbangmas vehicle, while the passengers
are all the sectors involved. The referee who prevents
conflicts among passengers (sectors) is the District
Secretary assisted by the District Planning Body. All
sectors can therefore be on board at any time and for as
long as required to support the goals of the Gerbangmas
by implementing their development programmes. The
Bupati demanded that all community empowerment
programmes make use of the Gerbangmasas an entry point
so that all development programmes at the community
level could be integrated through the Gerbangmas.

At the village level, the Gerbangmas movement
makes use of a four-cycle problem-solving approach:
(i) problem identification, (ii) community dialogue
to set up an action plan, (iii) execution of community
programmes, and (iv) monitoring and evaluation. In
the Gerbangmas movement, the management system
was organized hierarchically from the level of Health
Posts, to village, subdistrict and finally district level. The
Gerbangmas management cycle was looked after by the
PKK volunteers; the functions of multiple sectors were
to provide funding and technical assistance with regard
to their programmes. All programmes that enhanced
community empowerment used Gerbangmas as a vehicle.

Above the Health Post level, hierarchical teams were
established. At the village level, the Village Gerbangmas
Team was formed. The head of the village was the
governor of Gerbangmas at village level. At the subdistrict
level, the Subdistrict Gerbangmas Team was formed.
Camat, as head of the subdistrict government, was the
governor of Gerbangmas at subdistrict level.

Gerbangmas initiative and its political process

The policy process of using Health Posts as the
implementing institution of Gerbangmas occurred in an
incremental manner. There has been intense interaction
between the Head of the District Health Office, the Bupati
and the chairperson of the District PKK (the Bupati’s
wife).

In 2001, the District Health Office wanted to improve
“conventional” Health Posts (e.g. Health Posts that were
conducted in the yard of a community leader with limited
activities) to “Enriched Health Post Halls”. The District
Health Office succeeded in advocating to the Bupati to
allocate IR 7.5 million (approximately US$ 800) to build
Health Post Halls as a stimulant for the community
movement. As a pilot project, each subdistrict had to
propose one village for the allocation of IR 7.5 million to

build a Health Post Hall. This stimulant has encouraged
community solidarity in working together to build
more Health Post Halls, in terms of funding, workforce,
materials and land.

As Health Post Halls were built, the activities of Health
Posts were increased from five activities (i.e. MCH,
family planning, nutrition, immunization and diarrhoea
control) to include under-five growth stimulation and
early childhood education. With the additional activities,
Health Posts increased their operating schedule from once
a month to twice a week, enriching Health Post activities.
The sectors involved were expanding, from health and
family planning to include education offices. Health Post
Halls have therefore successfully improved Health Post
activities and increased the number of sectors involved.

In 2005, the Bupati requested the Health Office, District
Planning Body and Community Empowerment Office
to establish the concept of community empowerment
using Enriched Health Post Halls as an entry point. The
Health Office then drafted the concept of community
empowerment as Gerbangmas. Six meetings were held to
discuss the concept of Gerbangmas. Each sector tried to
include their indicators in Gerbangmas. Finally, with the
commitment of the Bupati, 21 indicators of Gerbangmas
were decided upon (see Table 2).

An interview with the chair of the PKK revealed that the
initiative behind the Gerbangmas movement was the
Head of the Health District Office.

“In reality, the one who encouraged the PKK to be the
motor of Gerbangmas is the District Health Office. District
Health Offices acts as the think tank of Gerbangmas. PKK is
the heart of the health sector. PKK and the health sector are
united.”

—Chair of District PKK

By using stakeholder analysis, the actors of Gerbangmas
can be identified as follows. The head of the District
Health Office, assisted by his staff, acted as the advocator;
the key stakeholder was the Bupati; the partners of the
advocator were the district PKK and other supporting
sectors; and those who opposed the movement were
sectors not involved in the shared indicators (the 21
indicators). The following statement was provided by the
head of District Health Office:

“We should realize that health is the outcome of all sectors’
programmes. So, we need a neutral vehicle so that all sectors
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can be passengers. The interests of the health sector should
be covered or blurred. The weakness of conventional village
community health development — conventional Health
Posts — is the fact that the vehicle claims to be multisectoral
but the end goal is still the interest of the health sector. So,
the coordination among sectors is easy to talk about but
hard to implement.”

—Head, District Health Office

The policy process of Gerbangmas was incremental
(evolutionary) in nature. The evolution of “conventional”
Health Posts to “Gerbangmas Health Posts” is shown in
Figure 1.

Implementation of Gerbangmas from pilot project
to districtwide scale up

Implementation of the Gerbangmas programme was
divided into two steps: (1) pilot project and (2) escalation
on a districtwide scale. In 2005, 34 Health Posts were
selected to implement the Gerbangmas programme

as a pilot project (Lumajang PKK Team, 2006b). The
districtwide escalation of the Gerbangmas programme
began in 2006 and continued in the following years. In
2006, the Gerbangmas programme was expanded to 500
Health Posts; in 2007 it reached 750 Health Posts. The
escalation of the Gerbangmas programme within three
years is shown in Table 3.

In the Gerbangmas movement, the Local Government
provided IR 10 million* (about US$ 1135) to each
Health Post for operational and interventional activities.
The funding was divided into two: (i) IR 4 million was
for operational activities (e.g. volunteers’ incentives,
administration, activity, data visualization, transport,
meetings, etc.), and (ii) IR 6 million was for executing
the community action plan. The community action plan
was individualized according to the local needs. Every
Gerbangmas Health Post was unique in terms of its
community action plan. For example, in the Gerbangmas
Health Post of Burno village, the community prioritized
the development of latrines. In the Gerbangmas Health
Posts of Ditotrunan village, the community priorities

Figure 1. The evolution of “conventional” Health Posts to " Gerbangmas Health Posts” in Lumajang District

Before 2001

Conventional Health Posts

— Activities: five health services:
MCH, Family Planning,
Nutrition, Immunization
and Diarrhoea Control

. elderly
— Population targets: mothers

and children under 5 years
of age

— Place of activities: house yard
of community leaders

— Sectors involved: health and
family planning

— No. of volunteers:
five persons

education

— No. of volunteers:

five persons

2001-2004

Enriched Health Post Halls

— Activities: five health services
plus under-five growth
stimulation, early childhood
education, health post for the

— Population targets: mothers,
children under 5 years of age
and the elderly

— Place of activities:
Health Post Halls

— Sectors involved: health,
family planning and

2005 and after

Gerbangmas Health Posts

— Activities: five health services
plus family endurance, clean
and healthy behaviour,
education for under-five
children and illiterate people,
mental and spiritual building,
productive economy

— Population targets: mothers,
children under 5 years of age,
the elderly and the entire
community

— Place of activities: Health
Post Halls, household and
community groups

— Sectors involved: multiple
sectors (all sectors)

— No. of volunteers:
nine persons

* One US dollar (US$) is worth approximately 9000 Indonesian Rupiah (IR).
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Table 3. Escalation of Gerbangmas Health Posts from 2005 to 2007

No. | Subdistrict
2005 Pilot project 2006 Escalation 2007 Escalation

1 Lumajang 8 57 87
2 Sumbersuko 3 23 39
3 Sukodono 3 36 49
4 Senduro 1 25 40
5 Gucialit 2 20 29
6 | Padang 1 19 37
7 Pasrujambe 1 15 26
8 Klakah 1 25 37
9 Ranuyoso 1 23 34
10 | Randuagung 1 25 37
11 | Kedungjajang 2 30 42
12| Yosowilangun 1 28 40
13 Jatiroto 1 16 21
14 Kunir 1 23 34
15 | Tekung 1 17 25
16 | Rowokangkung 1 15 22
17 | Pasirian 1 27 39
18 | Tempeh 1 27 40
19  Pronojiwo 1 13 19
20 | Candipuro 1 21 31
21 | Tempursari 1 15 22

Total Health Posts 34 500 750

Total budget stimulant IR 340 million IR 5 billion IR 7.5 billion

were household environment and productive economy.
The budget from the government functioned as a
stimulant and the community contributed half of the
total budget at a minimum.

In Gerbangmas Health Posts, four volunteers were added,
bringing the total from five to nine; the four additional
volunteers were taken from local community leaders.
The training of the Gerbangmas volunteers in 2005 for

the pilot project was conducted in the Lumajang capital
by the District Gerbangmas Team. The training materials
consisted of (1) basic materials, (2) core materials and
(3) supporting materials. The basic materials included
the general policies and organizational structure of
Gerbangmas. The core materials included (a) education
(i.e. basic compulsory education, illiteracy alleviation,
early childhood education), (b) health (i.e. under-
five undernutrition, delivery by health staff, coverage
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of weighed under-fives, Health Post’s strata, healthy
house, healthy latrine), (¢) family endurance (i.e. under-
five growth stimulation, youth community activities in
health, elderly community activities in health and family
planning), (d) environment (i.e. green fences, use of
house yard for productive plants and waste management),
(e) productive economy, (f) mental and spiritual
improvement, (g) Gerbangmas management cycle,
(h) administrative matters of Gerbangmas. The supporting
materials comprised management tools: (a) technique
of community dialogue, community empowerment,
writing proposals and reporting results, (b) guideline for
filling the forms of the Gerbangmas management cycle.

In 2006, as the programme was expanded districtwide,
training was done in a hierarchical manner. The District
Gerbangmas Team conducted a “training of trainers”
(TOT) for the Subdistrict Gerbangmas Team. The
Subdistrict Team assisted by the District Team trained the
Health Post’s volunteers and village staff. This hierarchical
method provided effective organization of Gerbangmas,
starting from the district level to the Health Post level.
After training, the volunteers were expected to be able
to perform community surveys, facilitate community
dialogue, propose and implement action plans, evaluate
the results of those action plans, and to keep account of
the money spent. The same method of training was used
for escalation of the Gerbangmas project in 2007.

Operationalization of the Gerbangmas at
Health Post level

The firstactivity done by the volunteers after training was a
community survey to identify community problems with
regard to the 21 Gerbangmasindicators. Using a household
form, the volunteers conducted house-to-house surveys
to identify problems according to the 21 Gerbangmas
indicators in each household. From the household form,
the data were transferred to a neighbourhood community
form (forms for Neighbourhood Community’). From
the neighbourhood community form, the data were
entered in the Health Post’s form. From these forms,
the volunteers were expected to make a map to show the
gaps between the reality and the target of Gerbangmas for
each of the 21 indicators. From this, the volunteers could
identify a list of community problems.

The next activity was community dialogue. The list of
community problems identified was then discussed in a

community dialogue forum to determine priorities and
an action plan. The process of identifying the type of
activities and the people who would receive stimulants
needed a long discussion, negotiation and consensus
among community members. Some Health Posts needed
one meeting, others two, three or more, depending on
the dynamics of community members. The results of
the community dialogue were written up as a proposal
for the community action plan, comprising two types of
activities, e.g. operational and interventional activities.
The stimulant of IR 10 million was allocated; IR 4 million
for operational costs and IR 6 million for intervention
costs. The household that got the stimulant contributed
towards execution of the intervention.

To describe the use of the IR 10 million stimulant, one
example of the community action plan in Gerbangmas
Health Post Srikandi, Ditotrunan village, is elaborated. In
2007, the Health Post got the stimulant of IR 10 million. In
its action plan document, allocation of the government’s
stimulant was divided into two. First, operational
activities comprised volunteers” honorarium (incentive),
meetings, administrative materials and other operational
costs. Second, interventional activities comprised (i)
communication, information and education (CIE) for
compulsory basic education, (ii) CIE for under-five
undernutrition, (iii) food supplements for children
below the age of 5 years, (iv) CIE for family planning,
(v) purchase of iodinated salt, (vi) purchase of appliances
for under-five growth stimulation and early childhood
education, (vii) productive economy, and (viii) village
alley improvement. For interventional activities, the
community was obliged to contribute additional funding
to run the interventions.

The budget of IR 10 million was channelled to volunteers
via the Health Post’s bank account in a local bank. The
transfer of money was divided into three steps: in the first
step, IR 4 million was transferred for operational costs; in
the second step, IR 3 million for the first intervention; and
in the third step, IR 3 million for the second intervention.
As the funding of IR 10 million was included in the local
government budgeting system, the transfer of money was
not always smooth, which in turn disrupted programme
implementation. It could happen that the household that
was to receive the stimulant was ready but the money
from the government was not yet available.

Every quarter, the volunteers conducted monitoring to

> Neighbourhood Community is a group of 80-100 households. The community group is chaired by a person who is elected by the

community members.
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assess the progress in achieving the indicators. Supervision
of the community action plan was done by volunteers
assisted by the steering team. At the end of the year, the
volunteers recapitulated the status of achievement of all
activities and reported the results to the village authority.
The results were then reported hierarchically to the
Subdistrict Gerbangmas Team and finally to the District
Gerbangmas Team. The gaps between achievement in
the field and the target became new problems in the
following year.

Multisectoral collaboration

The formation of the Gerbangmas Team in Lumajang
District was clearly defined in the Bupati’s Decree
No. 188.45/302/427.12/2005 and the roles of all the
sectors in the Gerbangmas movement were clear
(e.g. providing budget and technical assistance). In
operating the Gerbangmas movement, the Bupati
functioned as a policy commitment holder, the District
Gerbangmas Team as implementer at the district level,
the Subdistrict Gerbangmas Team as implementer at
the subdistrict level, the Village Gerbangmas Team as
implementer at the village level, and Health Post’s staff
(volunteers and community leaders) as implementers at
the operational level.

During the district planning forum, the District Secretary
together with the District Planning Body functioned as
the referee for multisectoral planning. All the sectors
were obliged to develop programmes for achieving the
21 shared indicators. Therefore, the priority problems
identified through community dialogue were considered
as a reference for all the sectors in developing their
programmes. The District PKK also played an important
role in providing inputs on community problems at the
grass-roots level. Funding of the Gerbangmas movement
was therefore not solely based on the IR 10 million for
the Health Post’s stimulant (from the Community
Empowerment Office), but also from the multisectoral
programmes which made use of Gerbangmas as an entry
point for their programmes. However, the management
of money from the other sectors (other than the
IR 10 million from the Community Empowerment
Office) was done by the respective sectors (not by the
volunteers).

The power of Gerbangmas to direct multisectoral
programmes in providing a budget for community
empowerment was surprising. Table 4 illustrates
the multisectoral programmes that supported the
Gerbangmas movement in 2006. The Gerbangmas

encouraged all the sectors to compete for allocation of
resources for community empowerment programmes at
the grass-roots level.

The Gerbangmas movement was accepted by the people
of Lumajang as a form of “social mobilization” and a
means for improving multisectoral indicators of health
and well-being. During field observations, a number of
banners, logos and billboards related to the Gerbangmas
could be seen along the city’s roads, village alleys and
rooftops. The campaigns, for example, were a plea for
the success of the Gerbangmas, promotion of clean and
healthy behaviour, stop smoking campaigns and other
messages. Interestingly, all the campaign banners and
billboards were made and put up by the communities.
These demonstrated that the Gerbangmas movement
was already accepted as a social mobilization tool for
achieving a better quality of life.

The sustainability of Gerbangmas

A decentralized system that stresses on district autonomy
would haveadvantagesand disadvantages. A decentralized
system encourages innovation, democratization, better
community involvement and is based on local wisdom.
However, a number of disadvantages emerged, notably
with regard to the sustainability of the programme. It was
common for a newly elected Bupati to replace their team
(heads of sectoral offices) and set a new policy based on
their own vision, as promised in their election campaign.
Of course, the policy of the new Bupati could be very
different from that of their predecessor. Based on general
convention, a newly elected Bupati would make a district
strategic plan for a five-year term. This strategic plan was
usually in line with their vision and mission as promised
in the election campaign.

In the case of the Gerbangmas programme, the threat of
sustainability was therefore related to the succession of
the Bupati. Even though all sectors were happy with the
Gerbangmas movement, the future of the movement was
dependent on whether or not the Gerbangmasprogramme
would be continued by the succeeding Bupati. This fear
was expressed during an in-depth interview with the
Chair of the District PKK and Head of Community
Health Promotion, District Health Office, as follows.

“To assure the sustainability of the Gerbangmas programme,
the people of Lumajang should elect a Bupati who can

continue Gerbangmas.”

—Chair of District PKK
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Table 4. Multisectoral programmes that supported the Gerbangmas movement in 2006

Sectors (Sectoral Office)

Programmes related to community

empowerment and services

Total budget
(IR 1000)

10

"

12

TOTAL

Community Empowerment
Office

Population, Family Planning
and Civil Registration Office

Education Office

Health Office

Fishery Office

Public Works Office

Cleanliness and Environmental
Office

Labour and Transmigration
Office

Religion Office

Planning Body

Agriculture Office

Cooperative, Industry
and Trade Office

Women's empowerment for family welfare, social
support for the elderly, poverty reduction

Birth certificates for volunteers and poor families,
family endurance (under-five growth stimulation,
youth health, elderly health), family planning
services

Illiteracy alleviation, early childhood education,
supply of educational tools for under-five growth
stimulation

Health Post revitalization, food supplementation
for under-fives with undernutrition, supply of
Health Post appliances, volunteers’ jamboree,
promotion of clean and healthy behaviour

Promotion of sea and pond fishery, campaign for
eating fish

Village improvement

Supply of plants to the community, workshop

on environment for volunteers, clean river
programme, provision of garbage composter and
garbage can, and other sanitation programmes

Rich labour project to decrease unemployment

Religious education for the community

Urban poverty alleviation by job training and
productive economy programme

Yard intensification, supply of plants for
productive farming

Training in productive economy for community
groups and cooperative system

5205136

4103 761

1658 180

1216 844

132 300

2814 000

391 575

359 880

2415

359 880

110 675

192 852

16 547 498
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“With regard to the sustainability of Gerbangmas, the most
crucial issue is top leader succession.”

—Head of Community Health Promotion,
District Health Office

To address the issue of sustainability of the Gerbangmas
movement, the local government of Lumajang, led by the
District Secretary, decided upon two strategies. The first
strategy was to make an official book on the Gerbangmas
movement. The second strategy was to include the success
story of Gerbangmas in the Bupatis Accountability
Report at the end of his term (in the year 2009) to a
plenary local legislative meeting. An additional approach
was to include the policy of Gerbangmas in the District
Regulation, which was ratified by the District Legislative.
If the Gerbangmas was already adopted in the District
Regulation, there would be a better guarantee that the
succeeding Bupati would continue the programme.

6.4 Discussion

The emergence of the Gerbangmas initiative as the
Lumajang Local Government’s policy was not a radical
change but rather an incremental process, i.e. from
an Enriched Health Post Hall to the Gerbangmas
movement took about five years. This phenomenon
was in line with Lindblom’s (1959) theory of policy-
making, which stipulated that policy change would occur
in an incremental rather than a radical manner. The
acceptance of the Gerbangmas initiative as a vehicle for
accommodating the interests of multiple sectors required
a process of advocacy, negotiation and compromise.
In the case of Gerbangmas, the role of the Head of the
District Health Office in continuously advocating
for a multisectoral approach model of community
empowerment was crucial. The role of the Bupati as a
key stakeholder (decision-maker) in directing multiple
sectors to have “shared goals” also played an important
role. What really happened in the Gerbangmas policy set-
up was a political process. As stated by Hill (1997), policy
determination is not a rational process but a political
process. Therefore, the set-up of any policy, including
community empowerment, requires strong commitment
from a key stakeholder or a top leader to direct multiple
sectors in achieving certain goals.

The Gerbangmas initiative had an advantage in terms
of “preventing the occurrence of sectoral egos” by
establishing community development programmes

at the grass-roots level. What was interesting in the
Gerbangmas movement was the nature of the policy.
The Gerbangmas initiative has a number of outstanding
characteristics as compared with the conventional
primary health-care model (conventional Health Posts).
Some examples include a more neutral and not a sectoral
vehicle, shared indicators, stimulant budget from the
government, self-management by the community and
a neutral implementer (PKK). These characteristics
of community empowerment were of importance in
facilitating the coordination, synchronization and
cohesion of multiple sectors and encouraging social
mobilization (De Maeseneer et al., 2007). Therefore,
the model of Gerbangmas could improve the concept of
Alma Ata’s Primary Health Care, which stresses on health
sector indicators but tries to involve multiple sectors in
achieving the health sector’s goals (WHO, 1998). In the
Gerbangmas model, none of the sectors were winners or
losers; all the sectors were winners. The Gerbangmas can
be seen as a model to address the social determinants
of health (income, environment, education, nutrition,
sanitation, housing, religion, etc.) through the efforts of
multiple sectors and not by looking after the sole interests
of each sector. Rather, all the sectors were committed to
look after shared interests.

The tactic of the Head of the District Health Office to blur
the health sector goals (health status improvement) with
a common goal (family welfare) by using a neutral vehicle
(Gerbangmas), a neutral implementer (PKK), top leader
commitment (Bupati), shared goals (21 indicators of the
Gerbangmas), and a neutral referee (District Secretary)
was very important in terms of policy advocacy as well
as health politics. In the past, in fact, even at present, the
model of “each sector employing its own community
programme by establishing its own vehicle” is still being
used asa model for community development programmes
at the grass-roots level. In this case, conflicts between the
interests of different sectors are likely to occur as each
sector wants to be the best. This situation would cause an
unhealthy competition while recruiting volunteers from
the community by each of the sectors, and there would
be too many community-based institutions that would
cause confusion in the community. In the future, health
development actors should be smart in executing health
interests without defeating other sectors, as stated by
Degeling (1997) that “a smart political actor should be
able to transform his/her interests to be others’ interests”.

The concept of Gerbangmas of including multiple sectors’
interests (21 indicators of Gerbangmas) in a single
vehicle (Gerbangmas) was a breakthrough approach
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in addressing the social determinants of health. The
Mc Keown thesis (Szreter, 2002) states that the health
status of a community is the outcome of the development
programmes of multiple sectors. Raphael in Mouy and
Barr (2006) defined the social determinants of health as
“the economic and social conditions that influence the
health of individuals, communities and jurisdictions
as a whole”. The shared indicators of Gerbangmas have
proven to be an effective instrument in synchronizing
multisectoral programmes at the community level. Other
key factors for the success of Gerbangmas were self-
management by the community and the provision of
government stimulant. The delegation of all management
processes from government staff to the community
(volunteers) led to a better sense of belonging to the
programme among community members, which in
turn effected a kind of social mobilization. To be a
successful community empowerment programme,
social mobilization is a further important step to be
taken (WHO, 2003). It seems that the stimulant model
as implemented in Gerbangmas would improve the
morale of volunteers, as they were entrusted to manage
a “governmental budget” and get “money incentives” as
well. This would improve the community’s trust in the
government.

The escalation of the programme from pilot project
(34 Health Posts) to a districtwide programme
(500 Health Posts) did not experience much difficulty. It
seems that the high commitment of the Bupati, multiple
sectors, and the local legislature were the factors that
facilitated programme escalation. However, the assurance
of money transfer in a timely manner was crucial for
executing the programme smoothly. The problem of
cash flow is a weakness of the governmental stimulant
model as compared with a pure empowerment model.
A pure empowerment model would be more sustainable
if an income-generating model for funding is already
established. Examples of a pure empowerment model
are the Community-led Total Sanitation (CLTS) and the
Water and Sanitation Programme East Asia and Pacific
(WSP-EAP) (Kar and Bongartz, 2006).

A government policy that does not have the back-up of
a high-level government regulation will possibly fail to
maintain its sustainability. In the case of the Gerbangmas
programme, whichwasbacked onlybythe Bupati’'s Decree,
it was difficult to guarantee sustainability, particularly
with the provision of IR 10 million as a stimulant for
community programmes. Removal of the government
stimulant could be detrimental to the programme. In

terms of sustainability, the Gerbangmas programme
faced uncertainty due to the successive Bupatis ability
to change the policy of their predecessor. In order to
ensure the sustainability of the Gerbangmas movement,
a higher level of regulation should be established (i.e.
district regulation), ratified by legislature, which would
be a policy umbrella for the succeeding Bupati.

From the findings and the discussion of this study,
a proposed prescriptive model of community
empowerment for addressing the social determinants
of health at the local government level can be outlined
as follows: (i) the key role of the health sector in a local
government is to advocate to key stakeholders in the local
government (top authority and legislative) to change
its political structure to support health development;
(ii) the local government should establish a “neutral
vehicle” with “shared goals” to look after multisectoral
interests to achieve the social determinants of health;
(iii) the rules of the game should be established, as this
encompasses which players are on board, who is the
referee, and how the game is played; (iv) the programmes
should be community empowered in nature (horizontal
rather than vertical programmes) so that they can be
easily accepted by all the sectors; (v) management of
the programmes should be done by the community
themselves with technical assistance from the respective
sectors; (vi) government financial stimulant is required
to show government commitment in improving
community living conditions.

6.5 Conclusion

From the findings of this study, it can be concluded that to
carry out a community development movement in health
at the grass-roots level, the health sector should be able to
play an elegant game by creating a neutral vehicle in such
a way that the other sectors involved would not lose their
interests. It seems that the policy process of creating such
a vehicle is incremental in nature, so the health sector
needs to continuously advocate to key stakeholders (top
leaders) and multiple sectors, and project the health
sector’s interest to be the interests of multiple sectors.
To achieve this, “a single neutral vehicle of community
empowerment” that can accommodate multiple sectors’
interests as well as top leaders’ interests needs to be
developed. The vehicle is therefore characterized as
(i) having shared goals, (ii) a means for all sectors to
achieve their interests, (iii) having the support of top
leaders, (v) having government stimulants, (vi) being self-
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managed by the community, and (vii) being implemented
by neutral community volunteers (as opposed to sectoral
volunteers). The government stimulant should be
implemented in a cautious manner as there is a dilemma
in terms of accelerating programmes versus ensuring
their sustainability.
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SOCIAL DETERMINANTS APPROACHES TO PUBLIC HEALTH: from concept to practice

Abstract

In spite of impressive improvements in many health indicators, child malnutrition — particularly
its unequal distribution — has remained a concern for Iranian health and nutrition policy-
makers and practitioners. The Meshkat Salamat pilot project was the first comprehensive
effort by the health system to overcome undernutrition among children in rural areas, based
on cross-sectoral action. It commenced in 1996 for a period of three years. Following an
evaluation that demonstrated significant improvement in anthropometric indicators among
children, the project was scaled up to reach national coverage. This case study examines,
through interviews with key players and review of documentation, the implementation of
the project with particular emphasis on the processes of scaling up, managing multisectoral
action and ensuring sustainability. The findings reveal both opportunities and challenges.
The opportunities emerged from a wellstructured and available primary health-care
network. The challenges were particularly related to the expansion phase, when the project
received fewer resources and less support. The nutritional outcomes were achieved in a pilot
situation; moving from a controlled and somewhat protected environment to face the real
world posed a different set of challenges and called for something in between a pilot and a
roll-out phase to test the scalability of programme strategies and approaches before moving
to a large-scale operation. An unstable managerial environment was shown as the single
most limiting factor in programme scale-up and sustainability as well as for multisectoral
action. Hence, broader actions at the organizational level are required to achieve and sustain

nutritional objectives.

7.1 Background

Due to the multifaceted aspect of childhood
undernutrition, a comprehensive approach, taking
the social determinants into account, has been
recommended to address this public health condition.
In spite of a general agreement on the need for much
broader actions to achieve a real change in the prevalence
and unequal distribution of child malnutrition among
and within countries, there have been limited practical
recommendations on how health systems can contribute
in undertaking a comprehensive approach. This gap can
be filled by putting together experiences from different
settings to examine how theories behind malnutrition
reduction strategies are translated into effective
programmes in a real-life context.

Iran is located in the Middle East region. After the
establishment of a primary health-care system in 1979,
and integration of many health programmes within the
system, the country has made impressive improvements
on many health indicators such as child mortality,
immunization, breastfeeding and iodine deficiency
elimination. However, the country still faces challenges
associated with the nutritional status of children. The
prevalence and distribution of child malnutrition has
been a big concern for Iranian health and nutrition
policy-makers and practitioners. According to the

Anthropometric Nutritional Indicators Survey (ANIS 1)
undertaken in 1998, 15.4% and 10.9% of Iranian
children under the age of 5 years suffer from stunting and
underweight, respectively (MOHME/UNICEF, 1999).
Figure 1 demonstrates the distribution of childhood
underweight in 1998.

There is an obvious disparity across provinces and
between rural and urban areas, with rural children more
than 50% more likely to be underweight than urban
children (13.7% vs 9.6%) (FAO, 2002).

A wide range of nutritional interventions such as
breastfeeding, growth monitoring and promotion,
nutrition education, micronutrient supplementation
and salt iodination have been implemented through
the primary health-care system. The majority of these
interventions were led and implemented by the health
sector alone.

The Meshkat Salamat project was the first and one of the
most comprehensive endeavours of the health system to
improve the nutritional status of children in rural areas
via a social determinants approach, and to narrow the
rural-urban divide in childhood malnutrition.

The nutrition project, called Meshkat Salamat in Farsi,
was designed to address the medical as well as underlying
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Figure 1. Distribution of underweight among children below 5 years of age in Iran, 1998

Percentage

Source: ANIS T (MOHME/UNICEF, 1999)

and basic determinants of childhood undernutrition in
rural areas of Iran, focusing on intersectoral collaboration
and community empowerment. The core components of
the Meshkat Salamat project are discussed below.

Nutrition education

Education committees were formed at the provincial and
district levels comprising representatives from different
sectors. These committees prepared training materials
and conducted training workshops for people to play
a crucial role in transferring information on nutrition,
child feeding, growth monitoring, family planning
and food safety to the rural population such as staff in
health, education, agriculture and literacy movement
organizations, teachers, child-care centres, and the

Emdad Imam Relief Organization.

Strengthening literacy programmes for
women

This task was undertaken by the Literacy Movement
Organization and education sectors with the aim of
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improving women’s literacy. A full list of illiterate women
in each rural area was prepared by the community health
worker and sent to the Literacy Movement Organization
for enrolments in courses and follow up. Some hours of
the literacy courses were allocated to issues around health

and nutrition.

Improving sanitation and access to safe
drinking water

Collaboration was achieved between the Environmental
Health Unit, Water Resources and Wastewater
Organization,  Ministry  of  Jihad-e-Agriculture,
Environmental Protection Organization at the local
level in order to increase accessibility to safe water and
sanitation. Distribution of chlorine and training of local
communities to chlorinate drinking water manually,
assessment of rural water pipe systems, and training of
rural women to boil water before consumption were

among the core activities.

With regard to sanitation, the expansion of sanitary
toilets, building of septic tanks, and education for a
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healthy environment were supported by health workers
as well as peripheral workers from all other sectors.
Financial support was provided to families in need of
building sanitary toilets.

Promoting home gardening

To encourage people to consume more vegetables,
agriculture extension workers distributed seeds to health
houses and schools. Practical training on nutrition and
planting vegetables at home were conducted through
the Rural Women’s Unit of the Bureau of Promotion of
Rural Women and by agriculture extension workers.

Enhancing physical access to basic food

Physical access to basic food was improved by
implementing a variety of activities including:
collaboration with local food shops to sell basic foods,
e.g. dairy products, legumes, etc.; providing business
loans by rural cooperations for the establishment of

local food shops; encouraging rural households to start
rearing livestock and poultry to improve the availability
of dairy products and eggs, with the involvement of the
department of agriculture (animal husbandry unit); and
providing food baskets to particularly vulnerable families.

Implementing small-scale income-
generating programmes

Social welfare organizations such as the Emdad Imam
Relief Organization and Behzisti were engaged to grant
business loans to rural families, particularly women, to
assist them in developing small-scale income-generating
programmes such as carpet weaving, tailoring,
hairdressing, embroidery and poultry breeding or other
local businesses.

The implementation process of the above components
was facilitated by the well-established primary health-
care network in Iran. A high rate of coverage provided
the opportunity to access all rural and remote areas for
educational purposes and communication. All other

Figure 2. Comparison of childhood malnutrition in the pilot areas before and after the intervention
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sectors used the structural capacity of the primary health-
care network in order to implement their activities, For
example, educating family members on child-feeding
practices, introducing illiterate mothers to the Literacy
Movement Organization, distributing vegetable seeds
for home gardening and providing free food baskets
as a safety net programme were all undertaken via the
primary health-care network. Further, the involvement
of behvarzes (community health workers who are selected
by and live in the main villages) enabled the translation
of identified policies into practice, and helped to connect
programme planners with the community.

The project was implemented in two phases, i.e. a pilot in
three provinces from 1996 to 1998, and a scale-up phase
(from 1999 to 2006) during which the project was rolled
out throughout the country. A cross-sectional study
undertaken at the end of the pilot period demonstrated
an almost 50% reduction in child underweight, stunting
and wasting in the three pilot provinces (Sheikholeslam
et al., 2000).

Another outcome of the pilot project was the development
of a collaborative environment via building trust and
friendship among different sectors and demonstrating
that it was feasible to collaborate between the government
and nongovernment sectors to impact the nutritional
status of rural populations.

After three years, the results of programme evaluation
were released, followed by the preparation of a national
guideline.

Despite a positive outcome in terms of malnutrition
reduction and the apparent feasibility of the strategy, the
project faced several challenges when moving to scale.

This case study examines the implementation process
of the Meshkat Salamat project with the aim of drawing
positive lessons on scaling up, managing multisectoral
action and ensuring sustainability, as well as identifying
what could have been done differently so that similar
programmes can achieve national coverage.

7.2 Methods

A single case study with two groups of study sites was
undertaken: pilot provinces and non-pilot provinces,
and with two subunits of analysis, i.e. the pilot and the

scale-up phases (Yin, 2003). Ilam, Kerman and Boushehr
provinces — the target areas in the original pilot project
— were selected to investigate the opportunities and
challenges they faced during the implementation of
the pilot project. Four more non-pilot provinces were
selected based on data availability and their interest
in participating in the study to provide additional
information on the scale-up.

Tomeet the objectives of the study, primary and secondary
sources of evidence were pursued. Data collection was
done mainly through review of available documents
including proposals for the project, internal records and
progress reports at the national and provincial levels. A
standard tabular format was used in assessing the items
under review. However, lack of accurate documentation
was an issue of concern in collecting appropriate
information. Document review was supplemented
by interviews and focus group discussions to further
elucidate the views of different stakeholders with regard
to the study questions.

Two informant groups were selected in each province:
(a) head of the provincial nutrition division as a
“resource person” familiar with the project and engaged
in the implementation process; (b) representatives from
relevant social sectors (education, agriculture, social
welfare, rural cooperatives and literacy movement) which
were, or are, involved in the project.

All individual and group interviews were conducted in
the Farsi language using an interviewer and focus group
guide. In order to improve the accuracy of the transcribed
materials, the transcripts were spot-checked by the
principal researcher. After transforming the interview
data into written documents, the following steps were
taken for data analysis: (a) context description; and
(b) data classification and interpretation via qualitative
content analysis.

Throughout the study, data triangulation (Denzin, 1978)
was employed by utilizing different methods in the
collection of research data from various data sources,
which helped to enhance the rigour of the case study.

Ethics approval was granted by the World Health
Organization Ethics Research Committee and ethics
committee in the Research deputy, Ministry of Health,
Iran. Participants were fully informed about what they
were being asked to participate in as well as confidentiality
issues. Consent forms were signed by each participant.
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7.3 Findings

The pilot phase

The rural areas of three districts (Eivan in Ilam province,
Bardsir in Kerman province and Borazjan in Boushehr
province) were selected as pilot areas based on a number
of criteria including: high prevalence of childhood
malnutrition, well-distributed primary health-care
network, capable health management, and sufficient
health personnel. All the rural areas in each district were
covered, i.e. 139 in Ilam, 122 in Borazjan and 176 in
Bardsir.

Review of the available documents at the national and
provincial levels demonstrated that clear strategies
underpinned the pilots in the three original provinces.
These are discussed below.

Strong political commitment

Coordination between national-, provincial- and district-
level politicians was clearly visible in the design and
implementation process of the Meshkat Salamat project.
Almost all provinces documented the development of a
central project committee chaired by local governors in
order to ensure political commitment and enhance the
collaboration of other sectors with health. This was partly
driven by the engagement of key players at ministerial
levels.

Intra- and intersectoral action in project design,
implementation, supervision and evaluation

Intersectoral action was the principal approach to tackling
the socioenvironmental determinants of malnutrition
and was considered as an influential factor in the success
of the pilot project. Nationally, collaboration between
the Ministry of Health and other relevant ministries
was established to formulate policies, strategies and
agreements. At the provincial levels, interaction between
the health and social sectors including Agriculture,
Education, Literacy Movement Organization, Imam
Khomeini Relief Organization (a social welfare sector)
and Rural Cooperatives was the cornerstone of the
project. The Literacy Movement is a department
within the Ministry of Education and is responsible
for educating rural illiterate adults. Social Welfare is a
governmental organization which covers poor people in
rural areas in terms of health insurance, food aid, etc. The
Rural Cooperatives Organization is under the Ministry

of Agriculture and is responsible for distribution of food
items and managing the rural market.

Working with other sectors within the provinces was
facilitated mainly by the involvement of governors,
existence of positive perception in some sectors with
regard to the necessity of working with health for
sustainable development, and informal relationships.
The latter was particularly prevalent in local areas
because complexity and bureaucracy were less than at
the national level. Informal relationships were developed
through building friendships among members of the
different sectors.

Moreover, vertical alignment of the purpose, activities
and support linked the different levels within the health
system. Health staff in pilot areas were engaged in the
original design of the project via attending the national
meetings and discussions. The focal point of the project
in one of the pilot areas attested: “I was involved in this
project from the first step. I attended the meetings held
at national level with the representatives of other social
sectors. We were able to comment on the initial design and
implementation of the project in our province.”

Clear job description

One of the strengths of the Meshkat Salamat project was
that the roles and responsibilities of each organization
were clearly identified in the central committees, taking
their capabilities and resources into account. Clarification
of the roles and responsibilities of and interrelationships
between the wide network of various sectors encouraged
planning, adherence to plans and priorities, and rigorous
project monitoring and evaluation.

Organizational capacity

Staff training was one of the principal components of
the pilot phase, and aimed to increase staff knowledge in
order to improve the technical component of the project.
A wide range of in-service training and workshops was
developed with all sectors as well as retraining of health
workers. Training courses for schoolteachers, agricultural
experts and social workers are examples of organizational
capacity enhancement.

Reviewing the relevant documents revealed that in
many areas, incentive systems such as staff promotion
were established to increase the attendance rate of staff
members, particularly those from the non-health social
sectors.
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Public awareness and engagement

Educating the public on the problem of child malnutrition
and raising awareness about health determinants were
incorporated in the development of project policies
and strategies. In many rural areas, volunteers among
rural women were recruited and trained to transfer
information and education.

Targeting

Targeting was considered in the programme design.
The three pilot provinces chosen were areas with a
high prevalence of malnutrition, and families with
undernourished children were the principal project
target group.

Rigorous monitoring and evaluation

Supervisory teams were formed and trained at the
provincial and district levels with the active participation
of representatives from all sectors involved in the
programme. Supervision was scheduled once a month
for provincial supervisory teams and twice a month
for district supervisory teams. Supervisory checklists
were developed to standardize monitoring activities in
all pilot areas. The results of these regular supervisions
were discussed in provincial meetings chaired by the
Governors.

An initial situation analysis was performed before
launching the project in the three pilot provinces. The
socioeconomic status of households and anthropometric
indicators of children were determined via a cross-
sectional survey. The results were compared with
the post-interventional situation after three years of
implementation.

Internal and external technical and financial
support

The pilot project was funded by the Ministry of Health,
with financial and technical aid provided by the United
Nations Children’s Fund (UNICEF); the latter provided
almost half of the project fund.

The scale-up phase

The findings described in this subsection give an overview
of the expansion of the Meshkat Salamat project to the
whole country. This reveals a number of challenges
faced during the roll-out of the pilot to achieve national

coverage in a real-life situation. The differences between
the implementation process of this phase and the pilot
phase are discussed below.

Continued supportive policy environment

The pilot phase of the project witnessed a strong and
supportive policy environment with active engagement
of politicians at national and local levels. One of the
respondents who was involved in the pilot project
described the role played by the local governors in the
success of the programme: “Meetings were held in the
governor’s office. Just in this way, representatives of other
sectors would attend the meetings. We sent all invitations
via the governor-general and tried to solve the challenges in
working with other sectors via the governor’s engagement.”

The expansion phase of the programme, however, faced
the problem of reduced support from local governments
and managers. Accordingly, the level of collaboration
among various sectors decreased. The representative of
the health sector in one of the non-pilot provinces stated:
“Now, the governor’s role is only to sign the invitation
letters for meetings, which are prepared by health sector.
In other areas, we do not have any sort of support. In the
pilot period, the governor was actively involved and there
was direct supervision.” Consequently, project follow up
weakened after the pilot phase.

Managerial problems

One frequent finding from stakeholder interviews was
the existing challenge at the managerial level of rapid
turnover and misperception. This problem was less
apparent during the short time frame of the pilot period,
and is more likely to affect programme effectiveness in
the long term.

The rapid turnover of managers at different levels, leading
to loss of continuity, was identified as a principal challenge
to success. It was also identified as a factor that limits
long-term interinstitutional relations. A respondent in
a non-pilot province stressed: “In our country, managers
are changing every six months and the new manager may
not believe in this project. The high turnover at managerial
level is one of the most important obstacles.”

Moreover, the lack of common vision between the
managers in the health and other sectors with respect to
nutritional goals was mentioned as a main challenge. A
health representative in one of the non-pilot provinces
mentioned: “One of our main problems in implementing
this project was that the managers in the other sectors had
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very limited knowledge regarding health and nutrition. We
had to spend lots of time and energy to convince them.”

Another health staff stated that “A misperception exists
among managers in other sectors that health and nutrition
issues are the responsibility of the health sector alone.” A
representative of the education sector also believed
that “working together in our country strongly depends
on the perceptions and interests of managers in different
organizations. For example, misperception exists in the
education sector in our province as the manager does not
believe in this project so doesn’t advocate for teachers to
attend the training classes.”

Leadership

The project aims, strategies and activities were
principally designed at the national level. This issue
was expressed widely by respondents from different
sectors. A respondent from the agriculture department
said: “The project was designed at a ministerial level and
passed on to the provinces. Usually top policy-makers are
not familiar with operational problems at the periphery,
so we face problems in the implementation phase.” A top—
down approach was prominent in the expansion phase
in which pre-determined strategies were advised and
implemented.

Furthermore, the Ministry of Health was the principal
designer and organizer with almost all social sectors
believing in health as the coordinator. A representative of
the provincial government stated: “There is no nutritional
goal within the local government. We can play our role via
supporting health in facilitating its activities and bringing
other sectors around a table.” Interestingly, this belief was
also present among health staff; they felt they needed to
be the leaders, supporters and defenders.

This way of thinking was reflected in other aspects of
collaborative work. For example, the majority of those
interviewed believed that collaborating with the health
sector posed extra work for staff in other sectors and,
to ensure sustainability, an incentive system including
financial or job promotion should be considered.

Financial scarcity

From the documents reviewed, there was evidence that
funds allocated to the project within the health sector
as well as funds for key activities were included in
the budgets of other sectors. Nevertheless, the review
highlighted that perhaps the biggest barrier to or lack of

opportunity for collaboration and sustainability of the
project was constrained financial resources. This issue
was particularly apparent in the expansion phase. The
short-term financial assistance from external sources
was considered a success factor in the pilot phase.
The following statement by the health representative
demonstrates this challenge in a pilot province: “In the
pilot phase, we had good support of financial and human
resources. Unfortunately, when the programme was
expanded to the whole province, all available resources
decreased. For example, in the pilot phase, we had 16 cars
in two districts in order to do regular supervision, but now
we have 4—6 cars to cover the whole province.”

It was frequently articulated that financial scarcity had a
huge impact on the level of collaboration among different
sectors. It was believed that intersectoral collaboration
was difficult when finances were limited because
organizations tended to “pare back” in order to ensure
they achieved their core business. Resource scarcity also
led to shortages in essential facilities such as transport,
recruiting human resources for training, providing
vegetable seeds for planting and cooking facilities for
classes.

In order to overcome the financial scarcity, a few local
initiatives were undertaken such as sharing facilities and
resources among various sectors. A respondent from the
Agriculture department mentioned: “In our district, due
to the lack of enough budget within the agriculture sector,
the health centre purchased and distributed vegetable seeds
among households or social welfare organizations accepted
to allocate funds for renovating toilets in families with
children under five.”

Official bureaucracy

The existence of an inflexible and slow official bureaucracy
was a barrier to the success of the project in relation to
other sectors and coordinating activities. Within such
an institutional environment, many activities had to
be postponed till the long official process was finalized
within the management or finance offices. Nevertheless,
in some cases, this problem was solved by building
intra- and intersectoral relationships based on trust and
friendship.

Weakened project monitoring and evaluation

Reviews of documents and interviews with people in
non-pilot areas revealed that, in contrary to the pilot
phase, there was no systematic analysis done of the
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initial situation. A variety of methods and data collection
instruments were used, including cross-sectional
surveys, reports and data gathered regularly at district
level. Furthermore, none of the non-pilot provinces
used a standard methodology to evaluate programme
components after almost six years of implementation.

Community participation

A review of the experiences demonstrated that the
main emphasis of the Meshkat Salamat project was on
education of the community to raise their nutrition
awareness to better accept the information provided.

Table 1. Summary of the main items reviewed, the challenges and actions taken to address them, including the

recommendations made by those interviewed

Items
Managing

intersectoral
collaboration

Project
management

Adjusting
design

Ensuring
sustainability

Going to scale

Challenges

Maintaining
collaboration

Unstable managerial
environment

Misperception
Official bureaucracy

Geographical/cultural
issues

Local needs

Financial scarcity
Institutionalization
Community involvement

Reduced resources

Reduced political
support

Reduced follow up
and supervision

Actions taken/recommended

Involving politicians (governors-general) as committee chairs
and programme coordinators

Identifying clear roles and responsibilities for each organization

Using the capacities of the PHC network and community
workers as an opportunity to integrate the activities of
different organizations

Establishing informal relationships among members of different
sectors, based on trust and friendship

Recommending incentive systems to maintain collaborative action

Recommending systems reform with respect to managerial
selection and turnover

Decentralizing authority to the district level
Involving provincial-level staff in programme design

Sharing facilities and resources among different organizations
Redistributing funds

Targeting and prioritizing areas with a higher prevalence
of malnutrition

Allocating a specific budget for the project within the MoH
national budget

Promoting community self-help
Including nutrition in the political agenda
Engaging community volunteers

Sustaining support from the government and donors,
particularly in terms of budget allocation and evaluation
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A health staff stated that, “Educating rural women
regarding child-feeding practices is our main job. We
include nutritional topics in our training materials and
educate mothers in classes.” A member of the agriculture
sector asserted that “We have taught about nutritional
issues and have transferred the information to rural people
in our classes or meetings.”

The project also incorporated broader strategies to
promote community self-help such as the provision
of cooking facilities by mothers for training classes,
using community volunteers in educational activities
or distribution of food baskets, and engaging well-off
families to support families in need.

However, the provision of free food baskets as one of
the components of the project was critiqued by the
study respondents as a limiting factor to community
development, empowerment and self-reliance, which led
to community reliance on governmental donations. The
focal point of the project in one of the pilot provinces
stated: “We always emphasize on the provision of free food
baskets to poor families. I do believe that this strategy just
makes people rely on donations... It does not help people’s
sustainable access to food. We can’t provide free food
forever.”

To sum up, some of the challenges and remedial actions
undertaken in the implementation process of this
nutrition project on a large scale are discussed above.
Some challenges were addressed through national or
local initiatives, while a few other challenges seemed to
be connected to the more sophisticated political context
in which the programme was implemented, and required
a broader approach.

7.4 Discussion

In this section, the findings are discussed with the aim
of drawing lessons with respect to the three themes of
priority public health conditions, i.e. scaling up, managing
multisectoral action and ensuring sustainability.

The implementation approaches of
a successful pilot project are not
necessarily feasible on a large scale

Examination of the Meshkat Salamat pilot project
demonstrated that the project was successful in achieving

the desired outcome, i.e. reduced child malnutrition
within the short period of its implementation. However,
there could be three main reasons to believe that the
success would not easily be replicated when rolling out
to the whole country. First, the pilot districts within
the three provinces were selected based on a high level
of malnutrition, thus providing a great potential for
improvement. Second, the districts were also selected
based on a well-established PHC infrastructure, capable
management and sufficient health staff, i.e. available
capacity for improvement. The third reason was the
significant additional technical and financial resources
brought in by UNICEEF for the pilot districts. However,
the shift from a pilot project to a large- or full-scale
operation moved away from intensive support in a fairly
well-controlled environment to real-life challenges.

Comparing the pilot and scale-up phases of the Meshkat
Salamat project reveals that the non-pilot provinces
faced many more challenges in terms of political support,
leadership, resources, and programme monitoring and
evaluation. Hanson et al. (2003) have categorized the
level of constraints in scaling up health interventions,
which range from the community level to health system
and policy, management and governmental levels.
Expansion of the Meshkat Salamat project experienced
various constraints related to inputs, process, system and
values. Although some local initiatives were undertaken
to facilitate scalability of the project such as decentralized
management, fund-sharing or informal relationships
with staff from the social sector, it seems that success
in expanding the project requires solutions to system
constraints and changes in norms and values, which are
much more difficult to achieve.

Political involvement was a key success factor in the
pilot phase. A political scale-up strategy which addresses
national-level barriers to effective scale up is cited by
Uvin and Miller (1996), who emphasize on strengthening
government systems. Our findings suggest that strong
leadership from a high level of government is required to
coordinate the efforts of government sectors, including
for establishment of performance standards for the other
sectors at the periphery which oblige them to participate
in, and comply with, the programme. However, as critical
as government leadership is, this is possibly one of the
most difficult factors to put into place.

Examination of the Meshkat Salamat project and its roll-
out throughout the country revealed that, in spite of the
positive impact of politicians’ involvement on establishing
collaborative action, political actors such as governor-
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generals supported the initiative with only minimal risk
and resource investment, through invitations or offering
the use of facilities, and therefore provided a different type
of relationship to that required for joint and sustainable
action, such as policy development. In other words,
politicians’ involvement was mainly through chairing the
key committees, which did not translate into sustainable
political commitment. As a consequence, political
support was strongly dependent on the individual’s
perceptions and interests. Weakening political support
after the transfer of managers or senior officials is an
example of such an unstable policy environment.

In addition to politicians, health managers are considered
essential contributors to effective scaling up (Green and
Collins, 2003). The lack of management capacity was
found to be a major constraint to attaining nutritional
goals. Implementing comprehensive interventions and,
more importantly, maintaining the positive outcomes
of existing programmes are strongly affected by the
health management system. As a part of health systems
development, it is essential that attention be paid to
providing appropriate consideration to the process
of health managers’ selection, their competencies and
stability. The long-term aim should be to build the
capacity of national and local governments to incorporate
nutrition goals within their own domain. In other words,
child nutrition needs to be mainstreamed into the
political and sectoral agendas, so that nutrition initiatives
can be implemented in any political circumstance.

Theability to manage cultural, economicand geographical
diversity in which the programme is to be implemented is
also an important issue in scaling up (Ismail et al., 2002).
This issue is much more prominent in a heterogeneous
country such as Iran with a diverse cultural, ethnic and
socioeconomic population. Lack of attention to future
scaling-up options in the original design of the project
was also a potential weakness. Nevertheless, the local
organizations were able to make minor changes to the
initial programme design to address a greater perceived
need. Changing the target groups or decentralizing
authority to the periphery were remedies undertaken to
facilitate the implementation process at local levels.

To ensure multisectoral participation,
more emphasis needs to be placed on
process rather than just health outcomes

Achieving success in nutrition programmes requires
not only the achievement of certain desirable outcomes,
such as reduced child malnutrition, but also that they be
achieved by way of a good process. Gillespie and Haddad
(2001) define a process-focused project as one in which
participation, local ownership and empowerment are the
driving forces, and argue that outcome and processes
should be viewed as dual objectives.

Leadership of the project by the health sector may work
in the short term with strong supervision, resources,
support and follow up. However, it is critical for all
involved sectors to have a sense of ownership and
collaborate effectively to achieve the long-term goals.
This implies that the vision, goals and objectives of the
activity as well as its results and achievements (or failures)
are fully internalized by the actor(s) concerned (Harris et
al., 1995).

The findings of this case study demonstrate alack of shared
values and interests among the different stakeholders,
which is an essential condition for success (PHAC, 2007).
Instead, intersectoral collaboration was principally
established via informal and personal relationships
between members of different organizations, based on
trust and friendship. Indeed, strengthening this aspect
could positively impact on long-term collaboration with
other sectors. O’Neill et al. (1997) argue that positive
collaborative experiences build personal relationships
between members and influence willingness to be
involved in future actions. The ability of a programme
to sustain collaborative action over large geographical
and administrative areas is largely due to the ability
to establish a sense of ownership from the start and to
institutionalize and mainstream the programme into
sectoral activities.

With respect to programme monitoring and evaluation,
the project’s main focus was on outcome indicators. It
is argued that the use of evaluation data is a vehicle to
gain incentive and support for programme continuity
(Scheirer, 2005). In the Meshkat Salamat project,
the impressive results of the pilot phase were useful
in justifying expansion of the programme to policy-
makers. However, in the scale-up phase, there was no
common monitoring and evaluation framework and it is
questionable if narrow health indicators such as nutrition
are sufficient to engage other sectors when an external
push and resources are no longer available.



88 SOCIAL DETERMINANTS APPROACHES TO PUBLIC HEALTH: from concept to practice

Sustaining a scaled-up multisectoral
programme requires the right mix of
sectoral integration, targeted funding
and community participation

Sustainability seems to be influenced strongly by factors
related to people behind the project. In an environment
of rapid turnover of managers, inability to sustain action
is a serious risk. This is even more so when the results
are dependent on simultaneous and complementary
activities across several sectors and departments. In such
settings, it is of paramount importance to institutionalize
roles and functions, i.e. to get them integrated into job
descriptions and performance criteria, including into the
curricula of the relevant training institutions. Only by
doing so can they become independent of who occupies a
certain post at a given moment in time.

During the pilot phase, the programme benefited from
substantial additional resource input. About half of
the pilot project costs were covered by UNICEF. This
allowed the provision of significant extra inputs in the
form of equipment, supplies, training, technical expertise
and supervision. It was not possible to sustain this in
the scaled-up programme. However, the other half of
the resources of the pilot came from government and
local NGO sources, with which it ought to be possible
to sustain the programme even on a larger scale. Apart
from providing “additional” resources, the UNICEF
input might also have been important in providing
resources not tied to a particular sector and thus being
locked into inflexible bureaucratic processes. Provision
of government resources untied to individual sectors, for
example, through the office of the Governor to facilitate
required intersectoral action, might also be considered.
This may also contribute to sustaining the interest and
leadership of the Governor in the programme.

A sense of community ownership is achieved when the
community becomes more self-reliant, has the capability
toanalyse its own needs and plan activities to address those
needs. Moreover, community support can also help to
secure resources and mobilize support for continuation.
Self-reliance and a sense of ownership of the initiative
by the community are said to be a prerequisite for the
success and sustainability of collaborative actions (Gray,
2002; Shannon et al., 2003). Tartar (1996) believes that
the level of participation varies from participation in the
benefits of health policies and programmes, to a broader
level of participation in planning, implementing and
evaluating health programmes. Ismail et al. (2002) also

classify the levels of community participation — from a
passive form in which the community is the recipient of
services to self-mobilization, in which people take the
initiative independent of project staff and have control
over decision-making. In spite of the fact that nutrition
education to the rural community assisted in improving
their nutritional knowledge and behaviour, there was
little evidence of engaging community representatives in
the processes of planning, implementing and evaluating
the project, or control over collaborative action.

Limitations of the study

This case study had a limited number of sites. The non-
pilot provinces were selected based on their interest in
participating in the study. This would probably have
excluded those with the most problems, e.g. in scaling
up, collaborating between sectors and sustaining efforts.
However, the objective of the study was to qualify, i.e. to
understand the “how” and “why” rather than to quantify.
Finally, Iran may differ from many other countries
principally in two ways, i.e. the political situation is
particularly complex and the primary health-care system
is probably stronger and closer to the original primary
health care concept than is the case in most other
countries.

However, given these limitations, it is still believed that
the findings and conclusions provide generic messages of
value to all programmes attempting to address the social
determinants of health through scaling up and sustaining
multisectoral approaches.

7.5 Conclusion

The final thought, then, rests on the likely conclusion that
intersectoral action to address the social determinants of
malnutrition can work in the setting of Iranian primary
health care. The experiences from the reviewed nutrition
project justify this claim. There are many opportunities,
such as a well-structured primary health-care network,
availability and accessibility of health-care facilities, and
a positive view of comprehensive primary health care
among the health and social sectors. Moreover, the study
shows that undertaking local initiatives such as building
friendships and trust among members of different sectors
can be an effective remedy for overcoming complex
bureaucratic and other organizational constraints.
However, the documented nutrition outcomes relate to



Iran: Child malnutrition—engaging health and other sectors 89

the pilot phase and evidence collected for the expanded
programme indicates several challenges encountered
while moving from a controlled and somewhat protected
environment to a large-scale, real-world situation. This
would thus call for a phase in between a pilot and a roll-
out phase to test the scalability of programme strategies
and approaches before moving to large-scale roll-out.

An unstable managerial environment was shown to be the
single most limiting factor for programme scale up and
sustainability, as well as for multisectoral action. Hence,
broader actions at the organizational level are required to
achieve and sustain nutritional objectives.

Acknowledgments

The author gratefully acknowledges the cooperation of Dr
Robabeh Sheikholeslam, Head of the Nutrition, Health
and Development Institute in Iran, whose expertise has
been of great value. Thanks also to Ms Zahra Abdollahi,
senior nutrition expert in the Ministry of Health, Iran, for
organizing field work, data collection and overseeing the
document review process, and to Ms Saeedeh Valaie, who
undertook the interviews and focus group discussions
at a provincial level. The author also acknowledges the
participation of provincial colleagues in the health and
other sectors, who gave so generously of their time and
shared their experiences. The draft report benefited from
the review and comments received from Dr Hossein
Afzali, and was edited by Ms Nina Vine.

Finally, the author would like to express her thanks to
the World Health Organization for funding this project,
without which this report would not have been possible
and, in particular, Erik Blas for his valuable comments
and input.

References

1. Denzin NK (1978). The research act: a theoretical introduction
to sociological methods. New York, McGraw-Hill.

2. FAO (2002). Nutrition country profiles — Iran. Rome, Food and
Agriculture Organization of the United Nations.

3. Gillespie S and Haddad L (eds) (2001). Attacking the double

10.

11.

12.

13.

14.

15.

16.

17.

burden of malnutrition in Asia and Pacific. Manila, Philippines,
Asian Development Bank.

Gray A (2002). Integrated service delivery and regional
coordination: a literature review. New Zealand, Gray Matter
Research Ltd.

Green A and Collins C (2003). Health systems in developing
countries: public sector managers and the management of
contradictions and change. International Journal of Health
Planning and Management, 18:567-S78.

Hanson K et al. (2003). Expanding access to priority health
interventions: A framework for understanding the constraints
to scaling-up. Journal of International Development, 15:1—14.

Harris E et al. (1995). Working together: intersectoral action for
health. Canberra, AGPS.

Ismail S, Immink M, Nantel G (2002). Improving nutrition
programs: an assessment tool for action. Roma, FAO.

MOHME/UNICEF (1999). The nutritional status of children:
October—November 1998. Tehran, MOHME/UNICEF.

O'Neill M et al. (1997). Coalition theory as a framework for
understanding and implementing intersectoral health-related
interventions. Health Promotion International, 12, 79-87.

PHAC (2007). Crossing sectors: experiences in intersectoral
action, public policy and health. Public Health Agency of
Canada, World Health Organization, Regional Network for
Equity in Health in East and Southern Africa. Available at:
http://www.phac-aspc.gc.ca/publicat/2007/cro-sec/index-eng.
php (accessed on 3 March 2010).

Scheirer MA (2005). Is sustainability possible? A review and
commentary on empirical studies of program sustainability.
American Journal of Evaluation, 26:320-347.

Shannon C et al. (2003). Achievements in Aboriginal and
Torres Strait islander health: final report. Canberra, Office of
Aboriginal and Torres Strait Islander Health.

Sheikholeslam R et al. (2000). Multi-disciplinary interventions
for reducing malnutrition among children in Iran. Tehran,
Ministry of Health, Iran.

Tatar M (1996). Community participation in health care: the
Turkish case. Social Science & Medicine, 42:1493—1500.

Uvin P and Miller D (1996). Paths to scaling up: alternative
strategies for local nongovernmental organizations. Human
Organization, 55:344-354.

Yin RK (2003). Case study research: design and methods.
Thousand Oaks, Sage Publications.






The Millennium Villages Project

Improving health and eliminating extreme
poverty in rural African communities

Yesim Tozan,** Joel Negin,? James Wariero®

8.1 Background......92

The Millennium Villages Project......93
8.2 Methods......95

Data collection and analysis......95
8.3 Findings......96

Agriculture......96

Education......100
8.4 Discussion......101

Managing multisectoral processes......101
Ensuring sustainability......102
Going to scale......102

8.5 Conclusion......103

References......103

)

w

*

Department of International Health, Boston University School of Public Health, Boston, MA, United States of America

Sydney School of Public Health, University of Sydney, New South Wales, Australia

World Agroforestry Centre (ICRAF)/MDG Centre East and Southern Africa, Nairobi, Kenya, and The Earth Institute at Columbia
University, New York, United States of America
Corresponding author: tozan@bu.edu




SOCIAL DETERMINANTS APPROACHES TO PUBLIC HEALTH: from concept to practice

Abstract

This case study reviews early experience with a multisectoral development project, the
Millennium Villages Project (MVP), in rural African communities. The MVP puts the key
recommendations of the UN Millennium Project into practice at the village level to achieve
the Millennium Development Goals (MDGs) at a cost of US$ 110 per capita per year on an
accelerated timeline of five to ten years as a proof-of-concept project. Of the 12 MVP sites,
this case study has been carried out in the first MVP site in Sauri, Kenya, where routinization
of the interventions is known to have occurred with documented outcomes over a period of
three years. While the emphasis is on the distinctive aspects of the integrated development
process based on implementation experiences in three mutually reinforcing sectors (i.e.
health, agriculture and education), the case study reviews the local-level institutional and
policy environment in which the MVP is executed. The MVP demonstrates that integrated
interventions that target simultaneously the availability, acceptability and accessibility
dimensions are feasible and can lead to high-impact programmes at the village level. While
MVP's efforts to build community capacity and engagement in their own development
challenges will be likely to persist beyond the project term, larger-scale public investment
is necessary, for instance, in public sector staffing and roads, telecommunications, and
input and output marketing systems to ensure the sustainability of project achievements
within the project area and the scalability of the approach to other rural communities in
Kenya. Governments and donors need to become more flexible and establish mechanisms
to facilitate intersectoral synergies and increase their responsiveness to community priorities.

8.1 Background

Smallholder subsistence farming communities in rural
areasof Africaareatthe global epicentre of extreme poverty
and hunger; these communities are often geographically
isolated and live in areas with limited or no access to basic
public services, and are burdened by disease, climatic
shocks, environmental degradation and social exclusion.
Rural development policies in developing countries have
been shaped by the shifting investment patterns between
the social and productive sectors, and the changing
role of the government in development policies and
activities (Ashley and Maxwell, 2001). Experiences are
mixed, and most rural development programmes have
proved unsustainable in the past five decades. Poverty
reduction, a critical component of the Millennium
Development Goals (MDGs), has been placed centre-
stage in the revived debate on rural development (Ellis
and Biggs, 2001). Overall, there is renewed commitment
to promoting pro-poor growth policies and linking
international-, regional- and national-level interventions
among policy-makers, national governments and donor
agencies; however, it is less clear how to deliver proven,
practical interventions to well-known problems of the
rural poor (Ashley and Maxwell 2001; Farrington and
Lomax 2001; Cabral 2006).

A key recommendation of the United Nations (UN)
Millennium Project — the official UN strategy on the
MDGs formulated by development practitioners and
experts from across UN agencies, governments, civil
society, the private sector and academia — is that the
interlocking dimensions of poverty require coordinated
action and sustained investment in multiple sectors at
an appropriate scale, with costs shared by communities,
national governments and donor agencies (UN
Millennium Project, 2005). In remote rural areas
where food security remains a major concern, the UN
Millennium Project recommends that public investment
be targeted at agricultural food production, health,
education and basic infrastructure to improve human,
social and physical capital so as to trigger a structural
transformation in rural livelihoods and productivity to
promote poverty exits.

This case study reviews early experience with a
multisectoral development project, the Millennium
Villages Project (MVP), in rural African communities.
Consistent with the long-standing Official Development
Assistance (ODA) targets, the MVP aims to put the key
recommendations of the UN Millennium Project into
practice at the village level to achieve the MDGs at a cost
of US$ 110 per capita per year on an accelerated timeline
of five to ten years as a proof-of-concept project. Of the



12 MVP sites, this case study has been carried out in
the first MVP site in Sauri, Kenya, where routinization
of the interventions is known to have occurred with
documented outcomes over a period of three years.
While the emphasis is on the distinctive aspects of the
rural development project based on implementation
experiences in three mutually reinforcing sectors (i.e.
health, agriculture and education), the case study reviews
the local-level institutional and policy environment in
which the MVP is executed. The primary objective is to
obtain a clear understanding of the conditions necessary
for the sustainability of project achievements within the
MVP site and the scalability of the approach to other
rural communities in the host country.

The Millennium Villages Project

The MVP targets the most vulnerable segment of the
population, that is, subsistence farming communities
living in remote rural areas with limited service provision.
The MVP is operational in 12 sites in hunger hot-spot
areas of 10 sub-Saharan African countries,' each site
located in a different agro-ecological zone. The project
benefits approximately 400 000 people living and working
in rural areas (Figure 1).

The MVP delivers an integrated package of proven high-
impact interventions, as identified by the UN Millennium
Project. The overall objective of the project is to assist
and empower rural communities to lift themselves out
of poverty and achieve the MDGs in five to ten years
(Sanchez et al., 2004). The underlying hypothesis is that
simultaneous multisector interventions have the potential
to overcome pervasive capacity constraints to livelihood
development and help resource-poor communities
escape the poverty trap by increasing productivity, with
linkages from agriculture to non-agricultural income-
generating activities (Sanchez et al., 2007).

The case study focuses on the first MVP site in Sauri with
a total population of approximately 55000, located in
Yala Division, Siaya District, Nyanza Province. The Sauri
MVP cluster contains 11 sublocations. The pilot phase of
the project started with a town hall meeting in Bar Sauri
sublocation (MV1 villages: 5519 people) in July 2004.
This meeting brought together the villagers, MVP staff
and district government officials to identify local needs,
priorities and capabilities (Millennium Villages Project,
2005). In May 2006, the MVP transitioned into a scale-up
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phase to cover 10 adjacent sublocations (MV2 villages:
50000 people) surrounding Bar Sauri sublocation.

In the initial MV 1 villages, household surveys indicate that
79% of the population lives on less than US$ 1 per day,
and agricultural activities constitute the main source of
income for three-quarters of the households (Millennium
Villages Project, 2007). Baseline assessments in each sector
facilitated identification and design of the interventions
in the areas of agriculture and environment, health and
nutrition, education and community development, basic
infrastructure and enterprise development.

Framework and objectives

The MVP postulates that increasing the availability of
proven interventions across these three sectors (among
others) can lead to significant synergies in terms of
health and poverty reduction outcomes in targeted
communities, and aims to achieve universal access to
the interventions. An example is the strengthening of the
health-care system by providing a health clinic for every
5000 people, equipped with health workers and essential
medicines. Another example is the provision of quality
agricultural inputs at subsidized rates to correct for
market failures in rural areas.

A comprehensive approach to community development
through capacity building and empowerment is a
central feature of the MVP and is expected to improve
the acceptability of interventions in the health and other
sectors, leading to their wider and sustainable adoption
by communities. A primary intervention in this area is
training of villagers on technical issues (e.g. new farming
techniques) and leadership skills to build adequate
capacity for operation and management at the village
level. Another intervention is community education to
increase awareness on priority public health and gender
issues.

Increasing the availability and acceptability of
interventions is necessary, but is not sufficient to ensure
increased and equitable access to interventions. The MVP
focuses on removing financial, social and geographical
barriers to accessing health, education and agricultural
services and inputs, particularly by vulnerable and
marginalized groups. Elimination of user fees at the
health clinics is an exemplary intervention addressing the
accessibility dimension. Another example is the provision
of full agricultural input subsidies to the poorest and most

! During the preparation of the case study, two more MVP sites were launched in Toya, Mali, and Gumulira, Malawi.
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Millennium Research Villages & Agro-Ecologocal Zones

‘ Bonsaaso, Ghana

Maize mixed (1 bimodal) (9 unimodal)
Highland mixed (2)

Highland perennial (8)

Pastoral (11)

Agrosilvopastoral (4)

Ibaram, Nigeria

Ruhiira, Uganda

Cereal-root crops mixed (3 Sudan savanna) (10 Southern Miombo)
Root crops (5 Guinea savanna) (7 Miombo)

Tree crops (6)

Coastal artisanal fishing (12)

Irrigated (3b)

Sparse (13)

Paddy rice (14)

Large commercial and small holder (15)
Forest based (16)

from Dixon et al. 2001. Farming Systems and Poverty. FAO

marginalized households to support the accumulation of
assets and increase their livelihood opportunities.

In sum, the MVP combines an integrated package of
proven interventions in multiple sectors that target
simultaneously the availability, acceptability and
accessibility dimensions to achieve rapid progress
towards the MDGs at the village level.

Project initiation and leadership structure

The MVP is designed by a team of scientists based at the
EarthInstituteat Columbia Universityandisimplemented
as a proof-of-concept project to galvanize support at the
national and international levels for coordinated action
and sustained investment within the 10-year time frame
for the MDGs. Project implementation is overseen by the
United Nations Development Programme (UNDP).

The intervention package is costed at US$ 110 per capita
per year as per estimates of the UN Millennium Project

Mayange, Rwanda

Koraro, Ethiopia

Mwandama, Malawi

(Sanchez et al., 2004). Over the project term of five to
ten years, on average, and depending on local needs and
priorities, 40% of the funds is projected to be invested in
health, 18% in agriculture and nutrition, 16% in water
and environment, 14% in infrastructure, and 12% in
education and community development (Millennium
Promise).

The US$ 110 is financed from communities, governments
and donors, i.e. US$ 10, US$ 30 and US$ 70 per person
per year, respectively. The community share is mobilized
by village sector committees and comprises in-kind
contributions. The district government contribution
is primarily towards basic infrastructure development,
such as road and communication networks, as well
as the provision of nurses, teachers and other essential
government staff. The donor share is a sum of the
contribution of the MVP through the Millennium
Promise (US$ 50) and the contributions of local project
partners, including nongovernmental organizations
(NGOs), civil society organizations and the private sector



(US$ 20). This represents an increase in overall spending
from pre-project levels. The level of increase is different in
each MVP cluster, but it is estimated to be approximately
US$ 50-70 per capita in view of the fact that some level of
community, government and partner spending already
exists in these communities.

While US$ 50 per capita per year is budgeted for baseline
assessments and research activities in Sauri MV1 villages,
the overhead costs of managing the project is US$ 10 per
capita per year (Millennium Villages Project, 2007a),
bringing the project budget to US$ 120 per capita per
year. Fund-raising for the MVP is led by Millennium
Promise, an NGO dedicated to supporting the MDGs.
Private and governmental donors provide support to the
MVP through Millennium Promise.

An underlying principle of the project is the building
of a day-to-day decision-making capacity at the village
level. This is mainly achieved through participation and
empowerment of the villagers in the planning of project
activities. The MVP initiated an implementation process
in which villagers adopted a rural development approach
and formed partnerships with the MVP, district
government offices and other local NGOs. To facilitate
this process, the villagers organized themselves into six
different sector-specific village committees and a village
executive committee, which monitors and evaluates
if project activities meet community expectations. All
committee members receive training on leadership and
management skills in addition to technical issues. The
village sector committees are responsible for developing
community action plans in each sector, identifying
existing community resources, and mobilizing villagers
for active participation in project activities. The village
sector committees meet every week and work closely
with the project facilitators on the ground. The project
facilitators are either hired by the MVP or seconded to the
project as extension officers from the district government
offices or other institutions.

8.2 Methods

This case study has been carried out in the Sauri MVP
cluster where the routinization of interventions is known
to have occurred with documented outcomes over
the past three years. It aims to identify the distinctive
aspects of project implementation and help in defining
the conditions necessary for multisectoral action,
sustainability and scalability of the approach.
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Data collection and analysis

Two members of the case study team conducted in-depth
interviews with 27 individuals who were identified as key
informants, given their involvement with the MVP. The
field work was completed in November/December 2007.
The interview instrument used was designed and revised
based on the results of cognitive interviews conducted in
the initial phase of the study by the Principal Investigator.
Cognitive interviews allowed for testing of interview
length, ow and salience of the interview questions,
as well as ease of response. The response format was
open-ended; key informants used their own words
to express their perspectives. The interview questions
covered interventions and activities, achievements and
implementation challenges.

The case study team further collected relevant project
documentation from multiple sources to gather detailed
information about programme context and content,
and track the actual course of events to develop an
understanding of the process of programme planning
and implementation. The specific programme outcomes
were substantiated by both in-depth interviews and
documentary evidence.

Specifically, the case study data are from (1) primary
sources: field interviews, direct observations during
the site visit, participant observation at the project
site through attending community meetings or social
interaction with community members, and (2) secondary
sources: project documents and programmatic data and
records from multiple published sources. Documentary
evidence was used to corroborate information obtained
from in-depth interviews, and in-depth interviews were
conducted with people in different status positions with
potentially different perspectives and level of involvement
with project activities (data triangulation). The case
study focuses on current conditions, using past data to
primarily substantiate the information gathered about the
processes of programme planning and implementation.

The narrative and numerical evidence was compiled by the
Principal Investigator and was critically reviewed by two
senior MVP staff. The Principal Investigator contacted
key informants with follow-up and clarification questions
during the analysis phase, as needed. Preliminary findings
of the case study were shared with a critical independent
colleague and the draft report was revised accordingly
(investigator triangulation).
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8.3 Findings

Agriculture

Agricultural interventions are instituted to improve
the nutritional, health and socioeconomic status of
the population. Maize and beans are the staple food
crops in this predominantly subsistence farming area,
with an average plot size per household of 0.5 hectares
for three-quarters of the households in MV1 villages
(Millennium Villages Project, 2005). Most soils were
depleted in essential nutrients as a result of continuous
maize cropping, and maize production was insufficient
to feed a household for an entire year. Fertilizer use was
at a minimum, despite the severely depleted soils. For
many households, small land holdings coupled with
diminishing crop yields contribute to the problem of
food insecurity.

Interventions and activities

Hybrid maize seeds, basal fertilizer and top-dressing
fertilizer are distributed to all farmers at subsidized
rates. To address the issue of project dependence, the
agricultural input subsidy decreases each year over the
term of the project. All farmers agreed to give 10% of
their harvest surplus as a payback to the community in
return for the agricultural inputs received. Therefore,

Figure 2. Average annual maize production per household

the net input subsidy is 90% in year one, 45% in year
two, 20% in year three, and 0% in years four and five
(P. Mutuo, personal communication, 25 February 2008).
Since the project’s inception, a vast majority of farmers
have received training in farming techniques from the
agricultural extension officers seconded to the project
from the district agriculture office (Millennium Villages
Project, 2007b).

Since the end of 2006, farmers have started to diversify
their crops for markets, including high-value vegetables,
spices and fruits. Farmers have also engaged in non-farm
income-generating activities through demonstration
projects, such as livestock for dairy production, poultry
and bee-keeping. Some start-up inputs (e.g. bee hives)
were provided free of charge or through a exible pay-
back scheme in close partnership with local NGOs or
private institutions. Producer groups are formed to
promote these new activities.

Achievements

The interventions allowed households to achieve food
security in a relatively short period of time, realizing and
surpassing 0.6 tons of annual household maize demand,
as shown in Figure 2. The interventions also allowed
households to become market participants and increase
their household income through the sale of harvest
surplus, opening a pathway from subsistence to market-
oriented farming.
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Interviews with the MVP staff, village committee
members, and local government officers revealed the
following effects of the agricultural interventions at the
household level:

* Increased agricultural production was observed
across all farming households and led to decreased
short-term and inter-seasonal hunger.

* Increased agricultural production led to increased
household income through the sale of harvest surplus.

* Increased agricultural productivity over the past three
planting seasons availed land for production of high-
value crops and diversification into non-agricultural
income-generating activities.

* Increased household income allowed some farmers
to purchase agricultural inputs to compensate for the
reductions in input subsidies.

Implementation challenges

Interviews with the members of the various village
committeesrevealedacon ictovertheagriculture subsidy
programme; most villagers expected full-input subsidy
over the project term. This con ict was addressed by the
MVP through discussions of the objectives of the subsidy
programme with the community members at multiple
meetings and was resolved by agreeing to provide full
subsidy to the poorest and most vulnerable households, as
identified by the Village Agriculture Committee, over the
project term. The MVP organized information sessions
to establish linkages between the farmers and local
microfinance institutions. In 2007, few farmers applied
for agricultural credit to make up for the reduction in
input subsidies. The slow uptake of microfinance has been
attributed to the recent introduction of the intervention
and to the lingering discontent among farmers over the
agriculture subsidy programme. The local MVP staff also
noted that local microfinance institutions are risk averse
towards agricultural lending.

Interviews with the local government officers at the
district agriculture office revealed some early concerns
about the agriculture subsidy programme. The MVP
directly procured agricultural inputs from external
providers and bypassed local agro-businesses in years
one and two. In 2007, a voucher system for agricultural
inputs was introduced to strengthen linkages between
farmers and local agro-dealers, and training was provided
to local agro-dealers. As a result, appropriate agricultural
products became readily available in the local market.
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The district agriculture office values the relationship
formed between farmers and local agro-dealers as it is
expected to survive beyond the project term.

The primary partnership between the project and the
district government is the secondment of agricultural
extension officers to the project, which provides necessary
logistical resources to facilitate the work of extension
officers in the communities, along with an additional
stipend. The district agriculture office is unlikely to
sustain these extension activities at this heightened level
beyond the project unless there is an increase in the
annual district budget for logistical expenses.

Health

Health sector interventions are implemented with the
goal of improving the overall health and well-being of
the population, while also promoting economic activities
locally. Prior to project commencement in 2004, there
was no health clinic in MV1 villages. Yala subdistrict
hospital, with a catchment area of 96 000 people, borders
the Bar Sauri sublocation; however, there was no medical
doctor employed, and most villagers could not afford the
services provided. The Sauri MVP population is a high-
risk community for malaria with perennial transmission,
and HIV/AIDS prevalence is estimated at 10-30% in
this area (Millennium Villages Project, 2005). At project
start-up, antiretroviral therapy (ART), HIV testing, and
prevention of mother-to-child transmission (PMTCT)
services were not available.

Interventions and activities

The MVP aims to provide a basic package of health-care
services by operationalizing a health clinic for every 5000
people with health personnel, curative and diagnostic
capability, reliable provision of essential medicines and
periodic staff training. The MVP also introduced a cadre
of community health workers (CHWs) to provide health
outreach services. CHWs are trained in the prevention
and treatment of common diseases, and remunerated
and supervised. Drawn from the community, each CHW
works with approximately 200 households.

In July 2005, the Sauri health clinic opened; it is staffed by
one Registered Community Health Nurse, one Clinical
Officer, two Enrolled Community Health Nurses, one
Laboratory Technician, and six CHWs (Millennium
Villages Project, 2006). MV1 Sauri residents receive
free health-care services at the health clinic while non-
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residents are charged a user fee equivalent to that charged
at other government facilities. Starting in late 2006 and
throughout 2007, similar clinics were established in MV2
villages.

The prevalence of intestinal parasites (Ascaris
lumbricoides, Trichuris trichiura, or hookworm) in MV1
Sauri residents was 48% for children aged 2—4 years,
80% for children aged 9-10 years, and 75% for women
aged 15—49 years (Millennium Villages Project, 2007). A
school-based deworming programme was instituted in
the three primary schools in MV1 villages in May 2005,
and expanded to the 28 primary schools in MV2 villages
in 2006.

The MVP distributed free long-lasting insecticide-
treated nets (LLINs) to reduce malaria transmission
and eventually malaria mortality rates. MVP Sauri
residents have received 36 642 LLINs. The Village Health
Committee, other community leaders and members were
involved in informing and mobilizing the community
aboutbednets (Millennium
Villages Project, 2007c).
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Achievements

Since the opening of the Sauri health clinic in July 2005,
MV1 Sauri residents are able to access health-care services
closer to their place of residence and free of charge. Figure
3 shows a dramatic drop in utilization in July 2006, which
marks the end of the long rainy season (and hence the
cessation of malaria and other diseases related to rain),
and stays at this low level during 2007.

Interviews with the members of the village sector
committees highlighted that malaria has become less
of a health problem. The MVP evaluated the impact of
the intervention on malaria parasitaemia and anaemia
through blood sampling. Initial blood sampling was
conducted in March/April 2005 with a representative
sample of MV1 Sauri residents, while repeat blood
sampling was conducted in December 2006. The results
showed that the prevalence of non-zero parasitaemia
and high-density parasitaemia had decreased by 79%
and 86%, respectively. Similarly, the prevalence of high-

Figure 3. Utilization of health-care services at Sauri Health Clinic — MV1 Sauri residents only
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services commenced at Yala subdistrict hospital in 2005
(Millennium Villages Project, 2005). The MVP provided
substantive budgetary support to the hospital for
recruitment of additional health staff and infrastructure
development. Over the course of 2007, HIV/AIDS
services were decentralized to the health clinics and
ART, HIV testing (both voluntary and diagnostic) and
PMTCT services were made available at multiple health
clinics (Millennium Villages Project, 2007¢; Millennium
Villages Project, 2007d).
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density malaria parasitaemia among children under three
years of age had declined by approximately 92%.

Further analysis revealed that the impact of the
interventions had significant benefits for the poor. The
prevalence of malaria parasitaemia among those earning
less than US$ 1 per day was 36% higher than among those
earning US$ 1 per day or more at baseline. Following
the interventions, the malaria prevalence decreased
significantly in the poorer segment of the community and
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Figure 4. Prevalence of non-zero malaria parasitaemia for an identical population
during baseline (March/April 2005) and repeat blood sampling (December 2006),

by income group
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was lower than that of the wealthier segment (Figure 4).
The MVP staff noted that the more significant outcomes
among the poor are likely to be driven by the fact that,
pre-project, fewer of those in poor households had access
to bednets, basic health services and food.

Baseline assessments in MV1 villages indicated that 17%
of children under the age of 2 years were underweight and
55% underheight (stunted) for their age. The findings of
an anthropometric survey at year 3 showed reductions in
the prevalence of underweight and stunting of 72% and
45%, respectively, for the same age group.

With support from Yala subdistrict hospital and CDC,
HIV/AIDS services have been scaled up in all health
facilities in the MVP cluster. This includes provision of
testing services, ART and PMTCT. Antiretroviral (ARV)
drugs are provided by CDC. By the end of March 2008,
660 people living with HIV/AIDS (PLWHA) in the MV1
villages were identified, of whom 103 are on ART. At
Yala subdistrict hospital, 5342 PLWHA were identified of
whom 2851 are receiving ARVs.

Implementation challenges

A number of significant challenges arose during project
implementation. The MVP’s commitment to working
within government systems meant that interventions
had to be agreed to by the district government office

M Income of $1/day or more
Income less than $1/day

Repeat
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and sometimes by the national
government, thus slowing decision-
making in some situations. In
particular, the recruitment of
health personnel at the health
clinics proved difficult as these new
positions had to be approved by
the Ministry of Health. The MVP
provides salary top-ups to attract
competent staff to the health clinics
and Yala subdistrict hospital. This
has led to some level of resentment
between the government health
workers and the new health staff
employed through the MVP.
While new recruits enjoy higher
pay, their full integration into the
health-care system as government
employees is not guaranteed
beyond the project. Overall, salary
top-ups have been a contentious
issue. Although the Government of
Kenya has successfully introduced
an allowance scheme for medical doctors, dentists
and pharmacists, it currently is not considering the
introduction of financial or non-financial incentives for
nurses and other lower cadres due to fiscal constraints
(Mathauer and Imbhoff, 2006).

One of the core health interventions is the establishment
or strengthening of a cadre of CHWs. Based on global best
practice, the MVP aims to ensure a cadre of remunerated
and trained community members who assist in the health
facilities and visit households at least once a month to
provide health education and awareness on priority
health issues. The government recently announced its
own CHW policy, which decided against remuneration.
Finding literate, motivated community members to train
as CHWs was a significant challenge for the project. In
order for CHW s to be effective, they need to be readily
available and make regular home visits to provide health
outreach services. This proved difficult with a volunteer
cadre, as proposed by the government. Volunteers often
noted that they had to work in their fields for planting or
harvesting, thus reducing the time available to undertake
voluntary activities. Therefore, the MVP proposed to
pilot a remuneration system for CHWs, which is not in
line with the current national health sector policy.

The provision of sufficient amounts of essential
medicines to health facilities was a significant hurdle.
Forecasting increases in utilization as a result of improved
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health services, removal of user fees, and construction
of additional facilities proved difficult, and sufficient
medicines and consumables were not available in the
government stores. Although the newly constructed
Sauri health clinic was registered as a government facility
in 2006, it has not received provisions from the Ministry
of Health due to delays in regulatory processes. The MVP
was often required to procure medicines from external
sources, and it was difficult to estimate per capita costing
of the health interventions in accordance with the MVP
guidelines. There have also been reports of MV2 residents
being inappropriately charged user fees in some of the
health clinics.

Education

The education sector interventions aim to achieve
universal primary school completion with a longer-term
goal of transforming societies socially and politically. In
Kenya, free primary education was instituted in 2003;
however, the estimated primary school enrolment rate is
only 76%. There are a number of reasons contributing
to this low enrolment, including lack of schools and
teachers, child labour and poverty. Although school fees
have been abolished, parents are still being charged levies
for maintenance and upkeep of school facilities, which
affects school enrolment decisions at the household level.

In Sauri, the net enrolment rate in primary education
is 84.6%. There are three primary schools in Bar Sauri
sublocation. The schools were understaffed, and the
classrooms overcrowded. Only one of the schools had a
connection to the electricity grid. In the scale-up phase of
the project, the total number of primary schools covered
went up to 31.

Interventions and activities

The primary activities included renovation and
construction of school facilities, removal of levies
charged to parents and secondment of teachers. Most
of these activities were spearheaded by the Village
Education Committee in close collaboration with
the head teachers, School Management Committees,
local MVP staft and the wider community. The Village
Education Committee mobilized the entire community
for contributions instead of relying on only parents’
efforts. For instance, farmers support the school meals
programme with their harvest surplus under a payback
scheme for agricultural subsidies received through the
MVP. Pit latrines for improved hygiene and privacy in

schools were constructed with the participation and
in-kind contribution of the community. The project
initiated a sanitary napkin campaign to further increase
school attendance of girls.

Achievements

The school meals programme aims at improving school
performance and attendance of students. Prior to
project commencement, most of the primary schools
were committed to providing meals to students only
in the higher grades. By the end of 2007, all 31 primary
schools in the MVP cluster were equipped with new
kitchens and cook stoves, providing nutritious lunch
meals to 17514 students (Millennium Villages Project,
2007b) at an estimated cost of US$ 32 per child per year
(Millennium Villages Project, 2006). The local MVP staff
and the two head teachers interviewed indicated that the
enrolment rates have increased substantially following
the interventions, and the primary schools are also
attracting students living outside of the MVP cluster. The
pupil-teacher ratio was 48:1 at baseline and is now 55:1.
The need for more teachers to address this situation was
brought to the attention of the district education office.
The school attendance rate is currently about 93% in the
three primary schools in Bar Sauri sublocation, which is
partly attributed to the school meals programme.

Due to increased school attendance, coverage of the
deworming programme has gradually expanded over
the past three years. Deworming has become a routine
intervention and is repeated as per WHO guidelines every
four months in all primary schools in the MVP cluster, in
close collaboration with the District Health Office.

Implementation challenges

The MVP covers approximately 60% of the costs of the
school meals programme while farmers contribute to
the programme by giving 10% of their harvest surplus.
Parents cover one third of the costs through in-kind
contributions, e.g. bags of maize and bean. Although
all primary schools are provided with the necessary
infrastructure, the sustainability of the school meals
programme beyond the project period is questionable
because of high recurrent costs. Interviews with the
district government officials indicate that there are no
plans to take over the school meals programme due to
current budgetary constraints. Some of the schools that
have land are setting up small farms to produce the
necessary inputs.



The District Education Office is extremely
underresourced, resulting in its inability to actively
support project activities although they highly value the
interventions, particularly the school meals programme.
Area education officers regularly visit the primary schools
in the MVP cluster, and project-related information is
shared between head teachers and district education
officers. However, understaffing and limited resources
are districtwide issues in this sector.

Each primary school in Siaya district has a School
Management Committee, comprising members of
the community. This committee oversees the school
operations and the allocation of resources disbursed by
the district government. There was considerable con ict
between the School Management Committee and the
Village Education Committee, which was established
under the MVP. These two committees had overlapping
goals, and it proved difficult to establish a working
relationship in the beginning. The con ict over the roles
and responsibilities of the two committees was clarified by
the area inspector of schools from the District Education
Office and the local MVP staff.

8.4 Discussion

The MVP demonstrated that, under certain conditions,
it is possible in a very short time to achieve the set
development goals through a multipronged approach,
setting the community at the centre, ie. proof of
concept. However, a number of issues arose during the
implementation. These are discussed below under the
three themes: managing multisectoral processes, ensuring
sustainability and going to scale.

Managing multisectoral processes

The development challenges faced by the rural poor
do not fall under specific sectors. Despite frequent
commentary regarding the potential value of integrating
interventions within the health sector (World Health
Organization, 2007; Travis et al., 2004) and throughout
the complex development process, implementation
models and evidence of success in integrated projects has
been limited.

The MVP experience is useful to the extent that it
feeds into setting of policy priorities and allocation of
resources at the local level. Many of the interventions are
mutually reinforcing and collectively target systematic

Kenya: The Millennium Villages Project 101

disadvantages to which rural communities are subjected.
For instance, the health status of children depends not
only on the delivery of health-care services but also the
availability of nutritious food and safe drinking water,
and the education of mothers. Agricultural growth
depends not only on improved farming techniques
and quality agricultural inputs but also the health
of farmers and reliable access to local markets. The
emblematic example of the donation of a portion of
the increased agricultural yield by farmers to the school
meals programme, which then leads to increased school
attendance and performance, which then contributes to
the coverage and success of the deworming programme
highlights the potential synergies if integrated activities
are pursued. One condition for successful collaboration
is the realization of complementarity and dependency of
action to achieve sector-specific outcomes. This includes
an understanding that action on availability, acceptability
and accessibility to support achievements of sectoral
outputs may need to be skilfully orchestrated in several
other sectors. Integration across sectors is, however,
difficult due to the vertical budgets of district government
offices and staff shortages.

Communities understand and appreciate the linkages
between interventions, and their initiatives and abilities
do not adhere to the artificial verticality of government
and donor programming. However, decision-making
processes at the community level are often not effectively
linked to priorities and resource allocations established
by local governments and donors. The MVP makes a
concerted effort to develop community capacity for
collective action through establishment of village sector
committees and producer groups, and aims to link
communities with the local government and other actors
involved with developmental activities in the area.

The role of district governments and decentralized district
offices in service provision is generally locality specific,
as is the extent to which NGOs and other local actors
are involved with service delivery. The MVP stresses
the importance of working within government systems
and strengthening the capacity of district governments
through strategic partnerships in the areas of training,
infrastructure development and budgetary support. In
establishing and coordinating such partnerships, it needs
to be taken into account that different players might have
different success criteria and constraints. One example
found in the MVP was the hesitation of the microfinance
institutions to increase their risks by providing loans in
the agricultural sector. Another example was the extreme
underresourcing of the District Education Office, which
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prevented this sector from participating to its full
potential.

Poverty reduction strategies and pro-poor growth policies
in rural areas should be informed by not only the local
conditions but also the diversity of local development
processes. There is much to be learned about the
complementarities and trade-offs within and beyond the
agriculture sector and the village level.

Ensuring sustainability

The MVP, with its emphasis on increased agricultural
production, demonstrates the potential of pursuing
agricultural input subsidies as a way of kick-starting
agricultural growth. Subsidized provision of fertilizers
and improved seeds allowed households to achieve food
security in a relatively short period of time and increased
household income through the sale of harvest surplus.
However, small land-holding may limit the effectiveness
of agricultural input subsidies and hence the extent
to which increased crop yields may lead to improved
livelihoods, particularly in the poorest households. The
MVP also promotes diversification into non-agricultural
income-generating activities, which can intensify
household investment in agriculture as well as other
crucial areas for human capital development, such as
health and education.

The interventions in the agricultural sector have led to
a pathway from subsistence to market-oriented farming,
providing much-needed livelihood security to small-
holder farming households in the MVP cluster, and
underpin the need for reliable access to input and output
markets, information and credit as part of a multisectoral
development strategy in rural areas. An increase in
agricultural productivity coupled with higher food prices
may generate faster growth and can be an exit route out
of poverty for those farmers who are net sellers.

It is understood that the communities will not pay for
their own health and education services at the end of
five years. External government and donor support to
sustain the various achievements attained in the health,
education and other social sectors will need to continue.
While there is a strong sense of ownership of the
interventions at the village level as a result of the project’s
efforts at community participation and empowerment,
the communities will need district government support to
pay for medicines, health workers, teachers and other core
elements of the sectoral responses. Despite the reliance

on external funding for long-term sustainability of the
social sectors, the project’s efforts to build community
capacity and engagement in their own development
challenges will persist beyond project completion. The
MVP further illustrates that, for agriculture to become a
sustainable vehicle for rural economic and social growth,
investments in physical and logistics infrastructure needs
to come forward together with ensuring economically
viable sizes of land plots.

The primary aim of the project is to prove that the MDGs
can be achieved at a modest cost and in a relative