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Why Pharmacies and Drug Shops?

« Pharmacies and drug shops are a significant
source of sick child care provision.

« A study across 24 countries showed that
50% of caregivers seek sick child care in
the public sector, and 43% seek care in
the private sector

* 40% of the poorest households and 60%
of the wealthiest households rely on the
private sector for sick child care

« 50% of those seeking private sector care
go to a source like a pharmacy or shop

PHARMACIES: retail facilities, overseen by

licensed pharmacists, that sell both over-

the-counter and registered prescription-
based medicines

DRUG SHOPS: lower-tier retail outlets,
with no pharmacist on staff, that sell over-
the-counter drugs, chemical products, and

household remedies. Drug shop vendors
may or may not have any formal training

RILEY ET AL, 2017°



Rationale for an Integrated Curriculum

« Data also show that pharmacies and drug shops are a
significant source of family planning (FP) provision

« Strong evidence demonstrates that pharmacists and drug
shop staff can manage certain childhood illnesses and
provide FP effectively with appropriate training and support

* We found no global training resources available that are
integrated and tailored to this cadre’s specific contexts and

needs

* This work leverages the EQuIPP activity in Nigeria as a
foundation for the ICCM content and approach



Components of the Activity

1. Package of 2. Pilot of
Global Training Curriculum in

3. Implementation

Study

Materials Madagascar




Building the Global Curriculum

. . . . , MOMENTUM
1. Reviewed iCCM and FP curricula used in national Private Healthcare Delivery

level pilots from Nigeria, Kenya, Zambia,
Uganda, Tanzania, as well as the Training
Resource Package for FP’s Global Emergency
Contraceptive Pills Training for Pharmacists

« Many of the national level pilots were based
on the Accredited Drug Dispensing Outlet
(ADDO) curriculum developed by
Management Sciences for Health and tailored

fo r eaCh CO u ntry | Pharmacy in Madagascar | Photo Credit: PSI
2. Incorporated content on person-centered care, Technical brief
interpersonal communications, gender, and REVIEW OF INTEGRATED COMMUNITY CASE MANAGEMENT/FAMILY
' PLANNING/REPRODUCTIVE HEALTH TRAINING CURRICULA FOR
barriers faced by youth PHARMACISTS AND DRUG SHOP OWNERS

THE MOMENTUM SUITE OF AWARDS works with USAID's Office of Population and Reproductive

3 . Developed beta Ve rSion Of gIObaI Cu rricu | u m With Health and Office of Maternal and Child Health and Nutrition to accelerate reductions in maternal,

newborn and child health morbidity and mertality in high-burden USAID priority countries. Within the

Va ri O u S U SAI D tea m S suite, the MOMENTUM Private Healthcare Delivery Project works to strengthen private sector

healthcare contributions to these goals.



https://usaidmomentum.org/resource/iccm-fp-rh-curricula-review/

Leveraging the EQuiPP Framework and the IMPACT
Project’s Accredited Drug Dispenser Outlet (ADDQO) Work

Engagement, coordination and advocacy =
National and state policies Financial & technical support  Political will

\
| Sustainable Systems

HR: PPMV pply chaix ST
recruitment &

For clinical skills training - MPHD

For business training — IMPACT

Sup Monitorins DEmand
management and data generation

developme!

supervision and social
mobilization

registration & training

Partnerships: SMOH, PCN
SPHCDA, NAPPMED, CBOs

!

Sl e | All other components — IMPACT

Effective treatment of illnesses provided to sick children according to national
guidelines and referral of malnutrition & severe cases

I Use of PPMV services (care-seeking)
l |

'

Effective coverage for treatment of simple pneumonia, malaria & diarrhea and
referral of malnutrition and severeillness (danger signs)

}
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MPHD Implementation Study

Conceptual Framework

* 12-month study of the
training and follow-up
supervision package to
assess the
acceptability,
effectiveness and
change in service
provision

Includes costing of
intervention
components, including
supervision elements

Methodology based on
the study for child
health services though
PPMVs conducted by
EQuiPP

ENABLING ENVIRONMENT
Financial/Technical Support Political Will

Policy

SERVICE DELIVERY
Human Resources

Capacity
Development

Supply Chain
Management

Quality Assurance
and Supportive
Supervision

Data Systems for
Adaptive
Management

DEMAND CREATION

QUALITY AND PERSON-
CENTERED PROCESSES OF
CARE

Effective treatment and
management of sick
children

Early identification and
referral of malnourished
children

Effective identification and
referral of newborn illness

Effective provision of
contraceptive counseling,
short-acting methods, and

referrals for long-acting
methods

Dignified and respectful
client experience

INPUTS PROCESS INDICATORS OUTCOMES

Increased service
readiness to delivery
quality FP/MH services

Improved technical and
interpersonal quality of
CH/FP care

Early referrals for severe
newborn and child illness,
including malnutrition

Client satisfaction

Confidence in the health
system

Increased drug shops and
ADDOs healthcare
utilization

IMPACT

Improved
child and
reproductive
health



Curriculum Content

-

1.Course orientation (with pre-test)
2.Person-centered care and interpersonal communication

3.Introduction to iCCM
4.Malaria

5.Diarrhea
6.Pneumonia
7.Malnutrition Don’t forget
8.Home care recommendations
9.Introduction to FP

10.FP methods provided through pharmacies and drug shops
11.FP counseling for choice

12.Closing (with post-test)

~¥™ | Help caregivers understand that |

ACTIVITY 14

Role play: Scenario 1

R
Integrated iCCM/FP r_‘.ul’rlCldEl‘l‘. for

pharmacists and drug shouend.ofs e 5

|
L]

MODULE 4: MALARIA




Tailoring the iICCM Curriculum to Pharmacies and
Drug Shops

Pneumonia: Simplified guidelines for difficult breathing in children
Diarrhea in newborns: Emphasis on breastfeeding and urgent referral

Malaria: No intramuscular injections of quinine

Nutrition: No mention of RUTF treatment at this level

Developed new guidance on home-based care (handwashing, improving indoor air quality,
using ITNs, feeding during illness, emphasizing breastfeeding) and immunization screening

10



“ortent Related to Youth and Gender

‘While the curriculum does not incluede 8 specific module dedicated to concepts related to gender and

. . . youth in the context of health services provision, users will note thet the curriculum includes definitions,
puidance, and exercises related to pender and youth woven scross the curriculum modules. Further, while
the training content does note for providers thet gender-based violence or other forms of vislence may be
dizcloged by clients to trained providers, addressing these forms of vislence within the training content i

beyond the scope of this curriculum. For further content on these topics, the following resources are
recommended:

* The USAID-funded Qender Competency for Family Planning Providers free e-lesrning course:
Designed for health v wm policymakers, and pragram planners st ministries of health and their
local partners, o5 well as others with o stake in delivering quality FP senvices, the course aims to reduce
provider bias and facilitate the provision of pender-sensitive, transformative services to help improve

Facilitator and Adaptation : ww“ I

- . . = s for F‘P providers to ensure
that contraceptive services meet the needs of this demographic.
u I e y I l IC u I l lg *  The World Health Organizetion Adalescent pr ncy site pags eT'h is page provides overview
infarmation on the hestth, social and i q preg a5 well as

links to related guidance and resources.

reCO end atlonS for ADAPTING THE CURRICULUM MATERIALS

m H - H : This curriculum is intended to be adapted by 8 range of implementers (such as Ministries of Health,
Od u I a r tra I n I n g ) a I Ig n I n g phan m!“wi";:‘:‘p:'l:a; ud:ugmepwm:::::i;:;smml qu:r:r::d:p&mmn meluded

within the training materisls are outlined below, as well you should derin

with local content, and e e o
conducting

Throughout esch slide deck, certain slides have been marl
with a corresponding “Adaptation Note™ listed in the ng

THE CHOICE BOOKLET
FOR HEALTH WORKERS

fecilitetor to sdept thet slide before treining begins ty”
such ax inserting country-specific data; remaoving 2
for this cadre; or tadloring content bo the country’s
cilitators may also choase to tailor images, casy

certification/supervision

Integrated iCCM/FP curricu

PPTs, including participatory R MaBtidhd vt b
activities and trainer script,
with relevant exercise

handouts and pre-/post-test

On-the-Job Reference
booklets on child health, FP,
and FP counseling

\red to complete this module is approximately 1 hour and 15 minutes.
e been credited. Where they have not been credited, they are derived from Microsoft 365 stock icons, under 3
n Project (Noun Project: Free Icons & Stock Photos for Everything (thenounproject.com)), or from USAID's

11



Piloting in Madagascar

What do we hope to learn?

* |s the training and supervision package
acceptable to this cadre of private sector
business owners and staff? For example, do the
format and duration of the training prevent
business owners from wanting to participate?

* |s the training and supervision package effective
In increasing the knowledge and competency in
this largely non-clinical cadre of health worker?

« What changes do we see in client volumes and
quality of service provision after the training
and supervision package?

12



Adaptations in Madagascar

 Child health content covers all ICCM
modules

* FP content covers provision of short actin
methods, CycleBeads, LAM, referrals for
Injectables and long acting methods, and
PSI's FP Counseling for Choice approach

« Gender and youth content and approaches
integrated throughout curriculum

« 3 trainee cohorts: pharmacies, ADDOs,
drug shops; curriculum tailored to approved
services for each cadre

Fomba fitiliana haingana ny Tazomoka

Nisy novana ho fampiasana ny Fitiliana Generic Pf ho an’ny falciparum malaria

Alaivo ireto: s
a. Fitaovana fitiiana VAOVAO
mbola tsy nisokatra
b. Lambakely misy alikaola
VAOVAO mbola tsy nisokatra
d. Fanjaitra VAOVAO mbola tsy
nisokatra
e. Gants VAOVAO
f. Ranoka
g. Famantaranandro
h. Baoritra fasiana fako voatokana
ho an'ny zava-maranitra
i. Penisilihazo na penina fiiana

Penisilinazo

Lambakely misy
alikaola
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Fitoeranny fitaovana
et

L VAKIO TSARA IRETO ALOHAN'NY HIASANA.
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d. Kitapo kely misy vovony

l 5. Sokafy ilay fonosana misy lambakely 6. Sokafy ilay fanjaitra. Tsindromy ny 7. Ario avy hatrany 8. Ampiasao ilay tahony fisintomana ra, mba
misy alikaola. Raiso ny rantsana tanan'ilay marary mba hangalana ra ilay fanjaitra rehefa hangalana ra.
fahefatra amin‘ny tanana ankavian'ilay Tsy azo atao mikasika amin'ny zavatra ~ @vy nampiasaina,
marary. Diovy amin'ilay lambakely misy hafa mihitsy ny lohan'ilay fanjaitra, ary ataovy ao

anatiniilay baoritra
fasiana fako
natokana ho an'ny
zava-maranitra.
Azaapetraka |
amin'ny tany
ny fanjaitra
alohan'ny
hanariana azy.

alikaola ilay rantsana. Avelao homaina alohan’ny hanindromana ny tanan'ilay
aloha ilay rantsana vag manindrona marary.

. Ataovy mitete ao anatin'ilay lavaka kely  10.Ario ao anaty boaty fanariana fako fasiana 11.Ataovy mitete eo amin'ilay lavaka kely 12.Miandrasa 15 minitra taorian'ny
efajoro ahitana ny litera “A” ny ra azoavy  zava-maranitra ilay tahony fisintomana ra.  boribory misy litera “B" ilay ranoka. nandrarahana an'ilay ranoka.
amin'ilay tahony fisintomana ra.

-
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Isao tsara ny isan’ny
ranoka araraka
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4 13. Jereo ny valin'ny fitiiana.

®( 8 (FANAMARIHANA: Tsy azo atao ny

(8 mamaky ny valiy alohan'ny 18 minitra
taorian’ny nandrarahana anilay ranoka.
Mety ho DISO ny valiny azonao

l 14.Fomba famakiana ny valin'ny fitiiana:

MIABO MIBA VALINY DISO
Voan'ny tazomoka ilay marary, raha sady misy tsipika €0 | TSy VOAN'NY TAZOMOKA ilay marary, raha misy TSY MISY TSIPIKA eo akaikin'ny litera “C" ary tsipika iray
amin'ny litera “C" sy ny litera T tsipika eo akakin'ny litera “C” saingy TSY MISY tsipika | Nhatsy misy mihitsy eo akaikin'ny litera “T".

eo akaikin'ny litera “T".

(= [T =®

= B @D-
Voan'ny tazomoka ilay marary na dia tsy tena mazava aza
ilay tsipika eo amin’ny litera “T" Tsy voany tazomoka {

— = 8@

——————
P. falciparum (tsipika tsy dia hita)

Mampiasa fitaovani fitiiana vaovao, raha tsy misy
tsipika eo akakin'ny litera “C

Raha tsy misy tsipika mipoitra eo amin'ny litera

dia mampiasa fitacvana fitiiana VAOVAO mbola tsy nisokatra ary fanjaitra VAOVAO mbola tsy nisokatra |

15.Ario a0 anatin'ny fanariam-pako tsy misy 16.Soraty ao anatin'ny firaketana AC ny valiny.

zava-maranitra ny gants, ilay lambakely Ario a0 anatin'ny f pako tsy misy
misy alikaola, kitapo kely misy vovony zava-maranitra ilay fitaovana fijerena ny FANAMARIHANA: INDRAY MANDEHA IHANY no azo
< ampiasaina ny fitaovana fitiliana tsirairay.

ary ilay baoritra valiny.
Tsy azo atao ny mampiasa fitaovana efa niasa.

iy 2 =
&3y TDR® (SVUsAD| s
FIND

Notac taminy st 22 2000, V1.0 oty vy emaria pamokats iana sy namashan o Tokony O ————

momba ny fampiasana an'ilay fitaovana
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Madagascar Roll Out - —

Participating Providers: MPHD .

- 18 from 6 total pharmacies, 42 from 28 total
ADDQOs, 13 from 13 total non-ADDO drug shops

- 2 regions: Atsinanana and Analanjirofo
Supervision:

- Regular in-person supervision, with more frequent
supervision for lower performers

- Supplemental ‘digital coaching’ through interactive
voice response (robocall/digitized menu) quizzes Y Madagascar
and reminder messages .. R

@ Region Capital
City ov Town

14



« Some attrition of participating
providers

 New cadre=lower demand
» Difficult-to-reach locations
* Regulatory push-back

« Commercial stock outs and high
pricing

 Integrated supervision

» Lack of digital infrastructure, low
literacy

15



Mid-Implementation Solutions and Adaptations

« Expanded to three cohorts (pharmacies,
ADDOs, non-accredited drug shops) rather
than only one (ADDOs)

« Mid-intervention quality of care audit to
review quality of supervision and create
action plans

« Adaptation of midline methodology to
reflect current client volumes

* Use of IVR rather than digital
apps/platforms or SMS as originally
designed

16



Next Steps

MPHD testing inclusion of eligible
ADDOs in the Harena community
health insurance program

Supervision continuing through
approximately December 2024, then
transferring to the local agency
responsible for this cadre

Additional training under discussion,
may be part of future bilateral projects

Endline data collection starting
January 2025

Study results expected April-June
2025

17



Takeaways...So Far

®
!

N

The global curriculum will be
an excellent resource for
these cadres, but needs

careful and thorough
adaptation to every context

Adapting an existing
model into a new
context brings new
challenges...but also
old challenges

41

Assume there will be
regular and continued
opposition to task
sharing with this
cadre

Qa

Expect the
unexpected and
prepare to adapt!

18
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Healthy Markets for Healthy People

Child Health Tool and Country Briefs

Michelle Weinberger, Avenir Health




|. Private Sector Counts Website

Two Key
Resources T —

Explore the role of public and private sources of care

Developed by
SHOPS Plus

Private Sector Counts uses L b - > 2 ° C o u nty B rl efs
Demographic and Health Survey 1 s } ‘ (4_ Page PD FS)

data to iluminate the important
confribution of the public and
private sectors to sick child care and

family planning service delivery.

Donors and program implementers
have at their fingertips the data they
need to design country programs

using a tofal market approach. Child Health Family Planning

pdating and

Access country briefs explaining
these datar K - 5 sick Explore if and where women cbiain their
family planning method. Sources for
Interact with the datal Sick Child Care

.+ MCPR in Pakistan

« Method mix

« Socioeconomic status

maintaining

e =S — —

+ Urban and rural residence The private sector is the dominant source of cere In Pakistan. Understanding if and where sick

children are taken for care ls critical to Improve case manegement Interventions, This brief presents
i a secondary analysls of the 201718 Paklstan Demographlc and Heafth Survey to examine where

s Age and marital status

Family Plannin trestmient or edvice s sought for sick children who experlence at lesst one of three treatable
Hinesses: faver, scute respiratory Infection, or diarrhea. These linesses represent some of the
beading causes of death In children under five yesrs old.

/Q% Child Health

Avenir Health

Key Findings
+ 4% of children in Pakistan experienced fever, acute respiratory Infection symptoms, or diarres in
the past e waeks.

+ 7% of Paklstanl caregivers seek treatment or advice outside the home, across all three lnes ses.

+ Pakistan has the highest level of private sector cane seeking (EO%) In the Asia reglon {the reglonal
average s BO%). This hoids trie across all Income levels.

+ BE% of public sector care seekers and S1% of private sector care seekars access a clinkal fadiiy.

+ The substantial use of private cinkal fadiities and low rellance an the public sector are key faciors
that should ba peroe child survival In @ .

E N G 5 G E This is ane in a series of brieds that examines cane sewking In USAD matemal and child survhval priority countries,




Cross country comparison using data from DHS surveys
Focused on children with diarrhea, fever and/or ARI

Private Sector Results divided into three sections:
Counts * Care-seeking sources:Where do caregivers seek treatment for their sick
children?
* Care-seeking levels:What percent of caregivers seek treatment!?
* lliness prevalence:What percent of children get sick?

Care-Seeking Sources for Children who have Fever, Diarrhea, and/or ARI ¥ Where do caregivers seek
Source treatment for their sick
B Frivate only B Publiconly B Both public and private [l Other only children?

Country @

Region Country Demographic
Asia  Pakistan 2017-18 Total I 00 Al selected ~
Nepal 2016 Total .
India 2015-16 Total [ Reglonal Averages @
indonesia 2017 Total I 40099
Bangladesn2014  Total R Alselecied
Afghanistan2015  Total I X 444 =»=
Myamarzotss  Tota [ Demographics @ —} Demographics:
Esstand Uganda 2016 Total .
SUEM Taanipzists  Toral fotatFopiation *  Wealth quintiles
“® Madagascar2009  Total 1 B
Kenya 2014 Total . * Urban/Rural
Ethiopia 2016 Total 1 Bubble Chart .
Maow 20516 ot * Maternal education
Rwanda 2015-16 Total R
Zambia 2018-19 Total -, 4 P What percent of caregivers
Mozambique 2011 Total T seek treatment?
Westand Nigeria 2018 Total I 4
Central iperia 2013 Total I 4 4444444 » What percent of children
ENGAGE AT Maliz018 Total I 4 get sick? ’
DRC201314 Total I 4
Ghana 2014 Total I




Four-page PDF briefs for priority countries based on most recent DHS

6 Key data visuals:

lliness prevalence

According to mothers interviewed across the country
for the Democratic Repuiblic of the Congo (DRC)
Demographic and Health Survey, 40 percent of Cangolese
ehildren under five experienced ane or more of the

respiracory infection (ARI)—a proxy for peumoniz—(7

fever (59 percent), or diarrhea (8 percent). The averall
rate of care secking in DRC is slightly lower than the
average rate (65 percent) across West and Central African
‘maternal and child survival priority countries (“USAID
priarity countrics™)

Sources of care.

perant), andior , Cori
prior tothe surey: care s meary equal sxtes 48 percent s 44 pecent,
espectvey), DREs eare scckingpatterns e sl 0
Out-of-home eekir regional averages amor and Central African
Sotrces for I e vty evocts s pen e 4
& . When children fall ill, most caregivers in DRC (61 percent]
Sick Child Care i e b b o e e prve). Ny cnegvers s pcent) ek

rates are nearly equal for children with ARI (59 percent), P P
seek treatmens from ather sourees, ypically a traditional
practitioner. Among pubic sector care seekers, almost
a clinical acility ke a hospfal
2 out of 5 children in DRC experienced ora clinic, rather than seeking care froma community
‘fever, ARl symptoms, or diarrhea In the lest 2 weeks. ‘health worker. In contrast, 19 percent of private sector

in the Democratic

o ”Iness Prevalence Republic of

the Congo

Sources for
Sick Child
Care Briefs

©
[ 4 use o clinial s (phaemacies, market,orshops).

[ ]
AN e
RP QP €D €D L) crtiicmmimucammenmgndaners

goif they had access 12l sources of eare

“The public and private sectors are important sources of sick child care in the Democratic Republic
of the Congo. Understanding if and where sick children are taken for care s critical to improve
case management interventions. This brief presents a secondary analysis of the 2013—14 DRC
Demographic and Health Survey to examine where treatment or advice is sought for sick children
who experienced at least one of three treatable ilinesses: fever, acute respiratory infection, or
diarrhea. These ilinesses represent some of the leading causes of death in children under five

. Care seeking levels
(compared to other countries in e e
the region) o mmnm -

Key Findings
+ 40% of Congoiese children experlenced fever, acute respiratory Infection symptoms, or diarrhea in the Diarrhes “
past two weeks.
e [— - B —
ource of treatment - e

° Howhoseckeae 40 By ) £ w©
+ §1% of private sector care seekers access a nan~clinical source (pharmacy, market, ar shop; 84% of et the barm.
public sector care seekers access a cliical facilty.

+ The poorest nearly equal d 63%,

(aggregated sector) = s ”

fever, 461 symptam, cr

" e Cemegra: chiren g
E iy for mders, ARl

ot vty

o e,
rencratkon sas for diarhes.

This is ane In & series of briefs that examines care seeking in USAID maternal and chid survival priority countries. e Conga, Ghen, Lisets, Wl Nigers,an Sensgal

. Source of treatment

y equal propartions. However, care-seeking

(clinical vs non-clinical) S - .

/Among caregivers who seek sick chii care outside the. Figure 2. DRC's wealth disparity in care-seeking I y by soci [ sources
home, 48% sector levels it i (5t pe ‘Nearly two-thirds and
. “ o source and 4476 fom privatesecor sources ¥ @
Ml 201213 | (et
. Wealth disparity in i | - . . .
i i, i i DRC 20114 oo Figure 4. The poorest Congol the public sector, use the private sector
H a @ e e
. i geinon S [, oo
t soios | @B R ——— 200§ men
reatment seeking :
. @ enszon G e B
. . W Public source M Private source I Both Other Mali 2012-13 as
L ..
(Compared to other countries in - ® ovros 3 I .
Equity n iness provalence and care seeking sevegeizots ;[ i
M In DRC, the burden of fever, ARI symptoms, and] e 204 o Q: Pecrest, G5: We et ° kwhngaeku:fMezMMme -
the region - N
‘households (40 percent and 38 percent, respectively). 52 who sesk core outside the home.
Poorer children who experience ne of these illnesses are Conclusion
iyl By i o i s PR
. o 5 pee v Gy Pt pepesind T Peve AR g, b ot DRG e
it . ; o it
Source mix b Wealth T sl st e ey vl . pre
° ‘e il o s o the acher USATD priority counties weatment chidren in
iyl 5 oty ot pabe s e e el b 3 oottty o
; . gl ronim
. . o
ulntl e Com ared to Other Figure 3. Most public sector clients g ta clinical sources
Public sector: 4
Clnieal Find Us stopsptusprojecory W |3 O
. . . 5
countries in the region) 94%
Non-diin
6% =20
% e i
o iy
bt i S

Inerrations), rasiattorg,

[rye—
190 Executive Boukeverd
Rockulle, MD 30852 USA
Tek +1.4013675000 g 2018

Sources of care categories
Public sector: Hospitais, health heaith posts, y clinics, mobile ciinics, community reiay,
health workers

Private sector: Private clinics, hospitals, and doctors; pharmacies, shops, markets, and mobile nurses
Other: Traditional practitioners




m

Pause for

discussion

ENGAGE

- How have you used Private Sector
Counts or the country briefs?

- What information was most useful?

—> Is there information you wished was
there, but it was not?

23



Market Intelligence Platform

Home Family Planning Child Health About the Data About the Tool

The Market Intelligence Platform uses
Demographic and Health Survey (DHS)
data to highlight contributions of the of
The plan: the public and private sectors to family
planning and sick child care services.

This tool was adapted from Private , 08
Inte 4 rate Sector Counts and the Family Planning _ "’ﬁ
I Market Analyzer tools developed under T AEyARQE R
C h I Id H ealth the SHOPS Plus project. _ _ :
° Family Planning Child Health
iInto a nhew
Market
I nte I I ige n C e Q Single country landscape

Platform

Integrating these products into the new online tool also allows for
expansion/changes

Rather than static PDF country briefs, briefs will be dynamic online country

landscapes to allow briefs to be updated with new data and to integrate
ENGAGE additional results.




Integrated
tool
approach

ENGAGE

[llll. Compare across countries}

Series of bar graphs
comparing selected
indicators across
countries

Similar to previous Private
Sector Counts tool

[Q Single country Iandscape}

Deep dive into a selected
country

Mix of text (dynamically
updates based on
selection) and graphs
Similar to previous Child
Health Care Seeking Briefs

25



Expanding
scope as part
of integration

ENGAGE

/9 Expanded country scope

24

countries in original
work

31 4

countries to be
added

/9 Additional indicators and disaggregation

For this phase focused on DHS, but opportunity
to expand what is included (see next slide)

26



Potential to expand sick child care analysis

_ What is currently in the tool/briefs Potential additions

Seeking care vs Focus is only on seeking care or treatment,  Potential to look at (any/appropriate) treatment by source:
treatment not receiving (appropriate) treatment. * Treatment for diarrhea (ORS with or without zinc, vs other
treatments)

* Testing and appropriate treatment for malaria (data may be
limited to select surveys)

Source by Diarrhea, fever, and/or ARl are combined (in Potential to look at source of care seeking separately for

cause tool and country brief, shown in global brief) diarrhea, fever and/or ARI (fever & ARl combined in some surveys).

Caregiver *  Wealth Potential to add additional demographic splits such as:

demographics e Urban/Rural (tool only not briefs) * Mother’s age

*  Mother’s Education level (tool only not *  Birth order/parity
briefs) * Income (being included in FP section)

*  Geographic Region

Survey trends Most recent survey for each country Potential to include older survey for time-trends (being done for
FP section)

Health areas Children with diarrhea, fever and/or ARI Potential to also include immunization (only countries with 2019+

DHS, survey asks source of vaccinations)
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Input into the new integrated tool

— In what situations would you see yourself going to the new integrated tool?
* What type of information do you need!?
* What types of questions are you trying to answer?
* How would you like that information packaged?

— Thoughts on potential expansions outlined in the previous slide

* Seeking care vs treatment * Survey trends
* Source by cause * Health areas
* Caregiver demographics

— Are there things you would like to see in the new integrated tool not yet
discussed?
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THANK YOU

FOR MORE INFORMATION, PLEASE CONTACT:

Michelle Weinberger
mweinberger@avenirhealth.org
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Priorities for PSE Subgroup for the next year

-

-
-

Provide technical assistance to countries on PSE for child survival action.

AN

Further work on catalyzing the quality and consistent reporting of private sector data into National
HMIS

-
-

AN

Progress against the priorities identified from the CHNRI process

-
-

Advocacy on the importance of the private sector, products, and services as part of the whole health
system.

AN

-
-

Focus on advancing equity and quality through urban health and the private sector.

AN

-
-

-

How to improve quality of care provided by formal and informal private providers.

AN

30



Wrap up and closing



Upcoming webinars for 2024

*PSE webinar together with Aga Khan University,

Karachi

*PSE webinar together with the vaccination sub-
group

*Any other priorities?

*Next sub-group meeting to discuss upcoming

priorities for 2024




The Child Health Task Force is managed by JSI Research & Training
Institute, Inc. through the USAID MOMENTUM Routine Immunization
Transformation and Equity project and funded by USAID.

This presentation was made possible by the generous support of the
American people through the United States Agency for International
Development (USAID), under the terms of the Contract 7200AA18C00070
awarded to JSI Research & Training Institute, Inc. The contents are the
responsibility of JSI and do not necessarily reflect the views of USAID or
the U.S. Government.
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