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Session Objectives
To answer the following questions:

 \Why are household and community
characteristicsthecritical key to understanding
the poor HNP outcomesfor the poor?

 How can listening to the poor improve the design
on health programsand improve monitoring?

 What are available quantitative and qualitative
listening tools and how have they been applied to
date?



Session Outline

1. Introduce two case examples
|ndia | mmunization
Bolivia Nutrition
2. Motivate Household Rolesand Community
| nfluences
3. Introduce Diagnostic (Listening) Tools
4.

O

Application of toolsin the case examples

Linksto other sessions—health systems
analysis, factors outside health sector, and
public policy



| ntr oduce case examples

Somekidsin India get iImmunized
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| ntr oduce case examples

|t dependswherethey live ...

FPercent Fully Immunized: Rural ndia by State (1S92-83)
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| ntr oduce case examples

... and how well-off they are

1992/93 NHFS
Poor est 2n Middle | 2™ Richest
20% poor est 20% richest 20%
20% 20%

Health Outcomes: I nfant and Child Mortality Rates
Infant Mortality 109.2 106.3 89.7 65.6 44.0
Under 5 Mortality 154.7 152.9 119.5 86.9 54.3
Health Outputs. | mmunization Coverage
Measles 27.0 31.0 40.9 54.9 66.1
DPT 3 33.7 41.1 51.8 64.6 76.7
All vaccinations 20.2 25.1 34.1 46.9 50.8
No vaccinations 44.7 38.9 28.8 18.8 115




| ntr oduce case examples

M alnutrition costs Bolivia ...

« Malnutrition will cost Bolivia over $1 billion
between 2000-2010 (Pr ofiles 2000)

e Currently, the public sector and NGOs
spend about $67 million each year on
nutrition

* Only about 22% goesto cost effective
Inter ventions (even lessfor the most
vulnerable groups)



| ntr oduce case examples

... especially for a some groups

* 40% of malnourished children arefrom the
lowest 20% of the population (only 4% are
from therichest quintile)

e Malnutrition isfar worsein rural areas and
In households wher e indigenous language is
spoken

 Many Bolivian women are so malnourished
that they will pass malnutrition and
micronutrient deficienciesto their babiesin
utero



Session QOutline

1.Introduce two case examples
India | mmunization
Bolivia Nutrition
2.Motivate Household Roles and Community
| nfluences
3.Introduce Diagnostic (Listening) Tools
4.Application of toolsin the case examples

5.Linksto other sessons—health systems
analysis, factors outside health sector, and

public Policy




M otivating roles of households and communities

Health outcomes and households

Main risks of pregnancy and

Pregnancy (mother)
@Anaemia
®@Eclampsia
@Unsafe abortion
@Ectopic pregnancy
@Maternal death
Pregnancy (child)

@Anaemia
Q@IUGR
@Malformations
@Foetal death

Birth (mother)
@Delivery
complications
@Haemorrhage
®Maternal death
Birth (child)
@Low birth weight
@Stillbirth
@Preterm birth
@Birth trauma or
death
®@Congenital syphilis

Neonatal period
®@Infection
@Poor breastfeeding
@Neonatal death

Infancy
@Poor nutrition
@Poor growth and
development
@Frequent iliness
Early neonatal ®@Infant death
period (child)
@Sepsis
®@Asphyxia
QFailure to initiate
breastfeeding
@Hypothermia
Post-partum (maternal)
@Sepsis
@Haemorrhage
@Maternal death

Health outcomes
and health
indicators by
stage of
lifecycle—cf.
Lifecycle session



M otivating roles of households and communities

Health outcomes and households

Outcomes respond to curative
measures ...

... and preventive measures—
broadly defined to include:
feeding and diet, hand-washing,

dISposal Of feceS, Safe SeX, non- Main interventions in pregnancy and early life
= Pregnancy, birth and Neonatal period
SMO kl ng y EtC . perinatal period 0 Essential newborn care
D B sential obetetric care o aation counseling
0 ! ! ) O mmunization
g Essential family planning 0 Management of iliness

Households are producers of  ohuuitona inenentons

health’ and demanders Of for safer home births Dg::;;t)]{e?dmg
health inputs (including counsaling

interventions

g Management of
illness

n Care for
development

g Immunization

g Other

... But what determines who does _
what? And who gets what? measures

services)



Deter minants of Health-Sector Outcomes

Key
outcomes

Health
outcomes of

the poor

Hedlth &
nutritional
status,
mortality

I mpoverishment

Out-of -pocket
spending




Deter minants of Health-Sector Outcomes

Key
outcomes
Household
Health actions & risk
outcomes of factors
the poor
Use of hedth
Hea!t_h & services,
nutritional dietary, sanitary
status;. and sexud
mortality practices,

lifestyle, etc.

| mpoverishment

Out-of -pocket
spending




Deter minants of Health-Sector Outcomes

Key
outcomes
: Household
Health actions & risk
outthcom% of factors Household
: Housenold
Rl Use of health asts
Hea!t_h & services, Human,
nutritional dietary, sanitary physical &
status;. and sexual financial
mortality practices,

lifestyle, etc.

| mpoverishment

Out-of -pocket
spending

Community factors

Cultural norms,
community
Institutions, social
capital, environment,
and infrastructure.




Deter minants of Health-Sector Outcomes

Key Health system &
outcomes Households/Communities related sectors
Health service
Household provision
Health actions & risk Availability,
outcomes of factors Household accessibility, prices
the poor Use of hedith assets & quality of services
Health & M~ services, Human,
nutritional dietary, sanitary physical &
status; and sexual * financia :
mortality practices, . Health finance
lifestyle, etc. Public and private
insurance; financing
| mpoverishment 4 L and coverage

Out-of -pocket
spending

Community factors

Cultural norms,
community
Institutions, social
capital, environment,
and infrastructure.

Supply in related
sectors
Availahility,
accessibility, prices
& quality of food,
energy, roads, water
& sanitation, etc.




Deter minants of Health-Sector Outcomes

Key N Health system & Gover nment
outcomes Households’Communities related sectors policies & actions
Health service
y Household  [* provision
Health actions & risk v Availability,
outcomes of factors Household accessibility, prices —
IS S Use of hedlth assets €— & quality of services ‘ Health policies at
Health & < _ macro, health system
o sSllEes Human, and micro levels.
nutritional dietary, sanitary ohysical & / T |
Status, andsexud = financia _
mortality practices, - Health finance
lifestyle, etc. Public and private
insurance; financing
| mpoverishment 1\ . V\/ and coverage
Out-of -pocket ’
spending < \ %
Community factors \ Supplg\é(l:tno ;:' ated Other government
Cultural norms [ Availahility policies, e.g.
’ Avallaility, infrastructure,

community
Institutions, socia
capital, environment,
and infrastructure.

accessibility, prices
& quality of food,
energy, roads, water
& sanitation, etc.

transport, energy,
agriculture, water &
sanitation, etc.




M otivating roles of households and communities

Summing up so far

e Two key health-sector outcomes—health
(of the poor), and impoverishment

 Health respondsto curative and
preventive measur es, households are
nroducer s of health and demander s of
nealth inputs

 Household, community and health system
factorsinfluence household decisionsre;
(a) production of health and (b) use of
Ser Vices
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analysis, factors outside health sector, and
public Policy




Diagnostic tools—What?

Their effects
Wwhy?

Quantitative | Qualitative

Health outcomes

Impoverishment

Household
actions & risk
factors

Household assets

Community
factors




Diagnostic tools—What?

Health outcomes

ARI prevalence (%) Diarrhea prevalence (%)
30 30
25 25
20 B Poorest 20 B Poorest
20% 9
15 ’ 15 - 20%
10 - M Richest 10 - M Richest
20% 20%
5 - 5 1
0 - 0 -
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Source: DR Gwatkin, S Rutstein, K Johnson, R Pande and A Wagstaff,
Socioeconomic Differences in Health, Nutrition and Population, HNP Network, The World Bank, 2000



Diagnostic tools—What?

Health outcomes

Under-five mortality Stunting prevalence (%o)
250 60
200 50 1
= W Poorest 40 - W Poorest
20% 20%
30 -
100 -
B Richest 20 - B Richest
1 20% 20%
50 ’ 10 - ’
0 - 0 -
2 £ & §F g, 2 £ £ 7 g,
() = E AR, () = E VR
C c
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Source: DR Gwatkin, S Rutstein, K Johnson, R Pande and A Wagstaff,
Socioeconomic Differences in Health, Nutrition and Population, HNP Network, The World Bank, 2000



HH expenditure as multiple of PL

Diagnostic tools—What?

| mpover ishment

1 500 999 1498 1997 2496 2995 3494 3993 4492 4991 5490 5989

— Pov line = 1789870 dongs/day —Pre OOP HH income

Source: A Wagstaff, N Watanabe and E van Doorslaer,
Impoverishment, insurance, and health care payments, HNP Network, The World Bank, 2001



HH expenditure as multiple of PL

Diagnostic tools—What?

| mpover ishment

1 500 999 1498 1997 2496

4 o wm Al

LI | |

2995 3494 3993 4492 4991 5490 5989

— Pov line = 1789870 dongs/day
— Post OOP HH income

— Pre OOP HH income

Source: A Wagstaff, N Watanabe and E van Doorslaer,
Impoverishment, insurance, and health care payments, HNP Network, The World Bank, 2001



Diagnostic tools—What?

| mpover ishment

Increase in headcount Increase in poverty gap
B Addition
45% 16% to PG
40% 14% from pre-
OOPs
35% o 12% non-poor
0 increase
30% thru 10% »
25% OOPs 0 @ Addition
20% - 8% to PG
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Source: A Wagstaff, N Watanabe and E van Doorslaer,
Impoverishment, insurance, and health care payments, HNP Network, The World Bank, 2001



Diagnostic tools—What? (And Why?)
Household actions & risk factors

2+ antenatal visits (%) % kids fully immunized
100 80
75 60
B Poorest B Poorest
20% 20%
50 A 0% 40 A 0%
M Richest M Richest
25 7 20% 20 7 20%
0 - 0 -
2 £ £ [ 29 2 £ < R® Eo
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Source: DR Gwatkin, S Rutstein, K Johnson, R Pande and A Wagstaff,
Socioeconomic Differences in Health, Nutrition and Population, HNP Network, The World Bank, 2000



Diagnostic tools—What? (And Why?)

Household assets

Income shares % kids reaching 5th grade
80 100
60 80
B Poorest 60 B Poorest
40 20% 20%
40 _
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Source: World Development Report 2000/2001; Filmer, D. and L. Pritchett, The effect of household wealth on
educational attainment: evidence from 35 countries. Population and Development Review, 1999. 25(1): p. 85-120.



Diagnostic tools—What? (And Why?)

Household assets

% women knowing about % boys reaching grade 5
HIV/AIDS as %o girls %
100 6.0
80 5-0
o W Poorest 4.0 W Poorest
9 40%
20% 30 0%
40 A
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Source: DR Gwatkin, S Rutstein, K Johnson, R Pande and A Wagstaff, Socioeconomic Differences in Health, Nutrition and
Population, HNP Network, The World Bank, 2000; D Filmer, The Structure of Social Disparities in Education:
Gender and Wealth, DECRG Policy Research Working Paper #2269, 1999



Commune #1  —__ |

“v. poor”

Cao Son, Lao Cai

A tale of two
Viethamese
communes—one

very poor, one fairly

affluent

Diagnostic tools—What? (And Why?)
Community factors

THAILAND

CAMBODIA

\‘-a:\t—u CHINA
hawor, G —— Commune #43
R “affluent”
ADS e Ninh Thanh, Thi Xa
"""" | Ninh Binh




Diagnostic tools—What? (And Why?)
Community factors

Poverty headcount
)
Adult literacy course Kinh majority

Some HHs have eectricity
A tale of two

Viethamese
communes
(contin.)

Daily market i Affluent

Source: Vietnam 1993 LSMS community data



Diagnostic tools—What? (And Why?)
Community factors

Poverty headcount
1.0®

®Passable road

Food store Some HHs have eectricity = Affluent
A tale of two

Viethamese
communes ®-V. poor
(contin.)

Daily market

Source: Vietnam 1993 LSMS community data



Diagnostic tools—What? (And Why?)
Communities and health services

 Mobilizing community action and resour ces
(e.g. community financing)

* Oversight and monitoring of health services
— Improving accountability, and

— making services mor e responsive to community
needs and preferences (e.g. Burkina Faso)

* Providing information and support to
households on:

— availability of services
— preventive measur es



Diagnostic tools—What? (And Why?)

Whereto get the data?

Their effects

Quantitative | Qualitative

Health outcomes

Impoverishment

Household
actions & risk
factors

Household assets

Community
factors




Diagnostic tools—Why?

Levels and Their effects
distribution

Quantitative

Health outcomes

Impoverishment

Household
actions & risk
factors

Household assets

Community
factors




Diagnostic tools—Why?

Asking “Why?” questionsin surveys

Why did you not seek carewhen ill?

D
o

o

o

o

o

% responding Yes
BN wSa

o
other .

v
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— () 6 E
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Source: Guyana 1993 LSMS household data



Diagnostic tools—Why?

Regression analysis of survey data

Oddsratos:
Decision to seek care, Rural El Salvador

1.75
1.50
1.25 A
1.00 -
0.75 ~
0.50 -
0.25 -
0.00 -

female
educated

!

illness

medication
cost

>
S
S}
©
=
g

medical
consultation
cost
transportation
cost
gastrointestinal

Source: Maureen Lewis, Gunnar S. Eskeland, and Ximena Traa-Valerezo
Challenging El Salvador's Rural Health Care Strateqgy, DECRG Policy Research Working Paper #2164



Diagnostic tools—Why?

Regression analysis of survey data

Oddsratos. Decision to seek public rather than
private provider, Rural El Salvador

1.75
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1.25

1.00
0.75
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0.25
0.00
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Source: Maureen Lewis, Gunnar S. Eskeland, and Ximena Traa-Valerezo
Challenging El Salvador's Rural Health Care Strateqgy, DECRG Policy Research Working Paper #2164



Diagnostic tools—Why?

Regression analysis and focus groups

Focusgroupsin rural El Salvador

 “Health postsaregood for well baby care and pre/post natal care, but
not for curative careunlessit isavery mild illness.”

 “Thehealth center at La Palmaisa little hospital with very good
services. It iswell equipped. Thefeeisonly ¢/3 for consultation and
sometimes medication.”

e Theclinic of Malta charges c15.00. That isc/13 morethan the health
unit Rasariode Mora, but it isconsidered worth it because it iswell
equipped. Only onetrip isnecessary.”

« “Everytimel gotothehealth unit in Jocaro, they give meonly a
prescription. | may aswell go directly to the pharmacy and not waste
my time waiting for a consultation.”

Source: Maureen Lewis, Gunnar S. Eskeland, and Ximena Traa-Valerezo
Challenging El Salvador's Rural Health Care Strategy, DECRG Policy Research Working Paper #2164



Diagnostic tools—Why?

Asking “Why?” Actively

Beneficiary Assessments:

— ... watching peoplein their own territory and
Interacting with them in their own language on their
own terms’

— Also includes direct observation, ssmple counting,
and is expressed in guantitative terms

— Demands close rapport between the practitioner and
the beneficiaries

— Most powerful when combined with quantitative
tools (passive surveys)



Diagnostic tools—Why?

Asking “Why?" Actively
 Beneficlary Assessmentsarenot ...

— ... empower ment activities. Theobjectiveisto
provide decision makerspolicy relevant infor mation
(voicing concernsor identifying bottlenecks)

— ... exclusive. You aretrading off statistically
significant sample sizesfor in-depth qualitative
Information
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Application of toolsin case examples

| mMmunization in I ndia

% Children Fully Immunized Not | mmunized/Mothers Educ.

10 071 545
60
5
0
%
20
10

0_

B Rajashan  Gujarat MP Bihw  Ryjashan Uttar Pradesh  Gujarat

W SC/ST B Other m Illiterate m0-9year W 10yearsor more




Application of toolsin case examples

| mMmunization in I ndia

e Households need to know about immunizations
and believe that they are important for child
survival and well-being.

e Financial resources are needed for the
household to seek care. Money isneeded for
transportation, productive timelost in seeking
the provider, and paymentsfor the provider
(official or unofficial).

e Physical accessto a provider with some element
of trust in her/him.



Application of toolsin case examples

| mMmunization in I ndia

Asking one simple“Why?”" question

 The Reproductive and Child Health Project
finances an annual household survey.

e |n 1998, Respondents with un-immunized
children where asked why.

« 30% of respondentswere not awar e of the need
for iImmunization and 33% were not awar e of
thetime and place the immunizationswereto
be provided.




Stunting (<-22Z)

Application of toolsin case examples

M alnutrition in Bolivia

Evolution of Malnutrition by SES 1994-1998 Bolivia

45.0 -

40.9

40.0

35.0

30.0

25.0 [ Stunted 94

B Stunted 98

20.0

15.0

10.0

5.0

0.0
Lowest Second Middle Fourth Highest Total

Quintile



Application of toolsin case examples

M alnutrition in Bolivia

Causes of Malnutrition
* Food security: availability, access, utilization

e Disease (viciouscycle): Diarrhea, meades, and
ARI cause malnutrition and malnutrition causes
Immune deficiency

o Fertility

* Individual and HH behavior: Energy
expenditures, birth spacing, breastfeeding,
autonomy of women, psychosocial stimulation of
children



Application of toolsin case examples

M alnutrition in Bolivia

e Different ways of asking what and why gquestions:

— Municipal Constraints Assessment in 15 poor
localities; included participatory evaluation of
nutrition programswith beneficiaries and leaders

— Quantitative analysis of three household surveys
 Main Findings:
— General misunder standing of causes and solutions
(e.g. food availability isnot an issue)

— Nutrition knowledge at the HH and municipal level
was lacking (e.g. meat and milk)

— Co-targeting of intersectoral and behavioral actions



A Further Case Example:

L ogical

Framewor k

Application of toolsin case examples

Bangladesh

Goal

Improved health and
family welfare
status among the
most vulnerable
women, children

1. MMR reduced

2. IMR m/f reduced

3. <5 MR m/f reduced

4. Malnutrition m/f reduced
5

. Communicablediseases  controlled m/f

and poor of (STD/HIV,TB, etc.)
Bangladesh. 6. Unwanted fertility reduced
Purpose 1. Increased pct of population, esp. of women, children

Client-centered
provision and client
utilization of
Essential Services
Package (ESP), plus
selected services.

and poor, needing ESP who receive appropriate, timely,
affordable, accessible, client-centered, one-stop ESP
(reproductive health care, child health care,
communicable disease control, simple curative/limited
care), which meet govt./community quality standards
(see detailed indicator matrix)

2. 60-65% of annual public expenditure for sector
allocated to ESP and 50% of donor aid allocated to ESP

14 Lenders and Donor s supporting a
5-year and US$2.9 Billion sector program




Application of toolsin case examples

KISS, QQT, SMART in Bangladesh

Solution: SDS il. Representative Cluster Sites
SERVICE §2. Qualitative and Quantitative
DEL IVERY ' 3. Focused on Use of ESP (who

‘isnot using and why not) i
SURVEY | :
i 4. Simple, Site-Based |
'Household Survey i

5. Related Facility Survey

6. Focus Group Data Collection

7. Quick Results (6 Weeks)

' 8. Cheap (US$ 150,000/Cycle)




Application of toolsin case examples

Baseline Survey Findingsin Bangladesh

 \WWomen’s awar eness of public services:

-- 29 % were not awar e of publicly-
provided primary health services

-- 30 % were not awar e of publicly-
provided secondary health services

-- Awarenesswas primarily for curative
-- Literacy, distanceto facility, and
poverty werefactorsin knowledge



Application of toolsin case examples

Baseline Survey Findingsin Bangladesh

 Therearefindingson:
-- Service and provider availability
-- Transport/other personal costs
-- Per ception of quality
-- Problemswith public services
-- Willingnessto pay
-- Use of contraception
-- Use of preventive services



Linksto the System

Key N Health system &
Health service
Household provision
Health actions & risk Availability,
()L{[r(]:eo—nl)esrm‘ factors Household accessibility, prices
the oot L Use of health assets & quality of services
Health & services H
. : uman,
;‘gt”t'.onal dietary, sanitary physical &
us, and sexual € financia -
mortality practices, " th finance
lifestyle, etc. Public and private
............................................. Insurance; financing
| mpoverishment <} - and coverage
Out-of -pocket \
spending <
Community factors Supply in related
sectors
Cultura norms, Avail abil Ity

community
Institutions, socia
capital, environment,
and infrastructure.

accessibility, prices
& quality of food,
energy, roads, water
& sanitation, etc.




Linksto Health Sector

e Service Use:
—Whoisusing (or not using the services)

— Why vulnerable groups are not using
« Gap between need and demand
o Gap between demand and use

— How to influence behavior and actions of HHs
* Financing services:

— Real coststo vulnerable groups

— Implications of the financing system



Linksto Other Sectors

* |ntersectoral factorsimpact heaviest on the
poor
— Water and sanitation
— Education
— Soclial exclusion
— Social capital
— Environmental and occupational factors
— Infrastructure (e.g. roads for access)



Conclusions

Totake home...

Health outcomes wor se amongst the poor, and households
Impoverished through out-of-pocket expenses

Dual role of households—they are producers of health, and
demanders of health services

Scientific literaturetells us

— thecurative and preventive measuresthat make for good health
outcomes, but not

— what deter mines who gets what, and who does what
Households are influenced in their actions and behaviors by
— household factors,

— community factors, and
— health system factors

The poor tend to be disadvantaged in all



Conclusions

... and act on!

Quantitative evidence available or can be assembled on the
“What?” questions:

— How much wor se do the poor farein terms of outcomes, and key actions
and behaviors?

— How far are householdsimpoverished through out-of-pocket payments?

On the “Why” gquestions, we can use a combination of:

— direct questionsin surveys,

— regression analysis, and

— focusgroups

Case examples from Bolivia and | ndia show how the major
obstaclesto improving health of the poor may sometimeslie:
— at the household and community levels, not

— Intheclinic or the hospital



Diagnostic tools

Resour ces

« HNP Poverty TG website

http://www.worldbank.org/poverty/health

— click on country Reports for DHS data on health outcomes, and some
actions and behaviors, tabulated by quintile

— click on Poverty Reduction Strateay Sourcebook for HNP PRSP
sour cebook chapter and annexes—info on indicators, methods, etc.

 Health System Development TG

— ongoing wor k on community financing

 Bank’s Poverty website

— http://www.worldbank.ora/poverty/

— click on Data on Poverty for linksto Africa Household Database,
PREM’sinventory of household datasets, QWICs, LSMS, etc.




