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The health status of under-five year old children in Zambia is below acceptable levels, with infant and under-five mortality rates of 95 and 168 in 2002, respectively. A combination of infectious diseases in particular malaria, undernutrition, vitamin A deficiency and anaemia are the prime causes of the high morbidity and mortality rates among Zambian children. Worm infections resulting in anaemia, vitamin A deficiency, stunted growth, poor intellectual development, impaired cognitive function and damage to the liver, intestine and urinary tract is endemic in Zambia. Malaria is the main killer of children under five and a cause of anaemia. The prevalence of HIV is high. Globally there has been a call for an intensified effort to improve child survival. Cost-effective interventions are available for all major causes of child mortality, but coverage levels for these interventions are much too low in the counties that account for most of the child deaths. 

In 2004, WHO and UNICEF issued Joint Statements calling for an integrated approach for effective anaemia control and for development of comprehensive strategies for prevention and control of work infections, including regular deworming of those at risk. A recent paper published in the Lancet demonstrated for the first time that under-nutrition and micronutrient deficiencies are responsible for a substantial proportion of malaria morbidity and mortality and recommend that nutrition programmes be integrated into existing malaria intervention programmes. While basic health services are available throughout the countries, many do not access preventive and promotive services routinely especially the poor. Experience from Zambia and other countries show that campaigns usually result in high coverage, reaching children who are normally not reached by the health system. However, campaigns are expensive and are often not readily accepted within a SWAp context.  Since 2001, UNICEF has pursued multi-intervention programming linking vitamin A supplementation with immunization, deworming, growth monitoring and promotion and malaria control. This set of core interventions for child survival is now delivered during Child Health Weeks twice a year at a very low cost to all children by the existing health system. Together, these interventions are likely to contribute significantly to reductions in infant and under-five mortality rates.

Child Health Week (CHW) was originally devised for post National Immunization Days (NIDs) and vitamin A supplementation, and was first conducted in 2000 in the districts which did not conduct polio/vitamin A campaigns. Later more interventions were added such as growth monitoring and promotion in order to identify growth faltering children for subsequent follow-up. In 2002 catch up routine immunizations were included made possible by the provision of auto-disable syringes, first by UNICEF and later by GAVI. In 2003, deworming was added nationwide following the successful measles/vitamin A/deworming campaign conducted in one province in response to the drought, and MNTE was integrated in high risk districts. End 2003, free retreatment of bednet was on offer for the first time combining nutrition, immunization, and malaria control. End 2004, the CHW was used to distribute Long Lasting Insecticide Nets (LLINs) to OVCs for the first time.

The CHW uses the existing health system and staff and benefits from the experience and capacity of EPI for provision of other interventions with a weaker delivery system, e.g. nutrition. Some of the interventions lend themselves very well to biannual events. For maximum benefit, vitamin A supplementation, deworming and retreatment of nets should be done twice a year, 6 months apart. The CHW takes place during a five-day period in June and December, just before the rainy season, which means that bednets will be re-treated or distributed when most needed. During the week, supplies are made available in all facilities and the public is simply encouraged to go to the nearest facilities. The services provided are widely advertised in the press, radio and TV. Social mobilization using the experience from the supplementary immunization activities (SIAs) is conducted effectively at community level in the districts, and the turn out is usually extraordinary. UNICEF works with GRZ and partners on planning, monitoring and evaluation and provides most of the supplies needed including traditional vaccines, vitamin A, mebendazole for deworming, and bednet retreatment kits. UNICEF is also supporting central level social mobilization efforts using mass media.

Because the CHWs provide an integrated package of health and nutrition interventions using the existing system it is supported by Government and SWAp partners, who do not appreciate vertical project activities. As of 2004, the CHWs are part of the district annual plans with a budget allocation from the health sector “basket” (pooled GRZ and Cooperating Partners funding).

Since 2000, biannual vitamin A coverage has been about 80%. The Zambian DHS showed in 2002 for the first time in a decade a reduction in infant and child mortality from 197 to 168 and from 109 to 95, respectively. Most other health indicators moved in the wrong direction, and the improvement in child survival was generally attributed to vitamin A supplementation. The vitamin A impact assessment conducted in 2003 showed that: 95% of mothers had heard of CHWs and 89% of mothers had taken their child to the last CHW. According to the assessment, 77% of children received vitamin A, 71% were dewormed. The assessment also showed that severe vitamin A deficiency was halved compared to the level found before the CHWs, and anaemia in children under 5 was reduced from 65% to 53%. 

In 2004, UNICEF supported monitoring and evaluation of the December 2003 Child Health Week. During the five days 73% of Zambia’s under-fives received vitamin A 73% received vitamin A and 65% were dewormed, 624,345 children were weighed out of about 2 million, and 93,000 bednets were retreated. There was adequate insecticide to retreat an additional 150,000 bednets, and the retreatment continued after the CHW. It is expected to have contributed to the reduction in malaria deaths Zambia is currently recording. In 2004, the implementation and funding was decentralized for the first time to the districts which provided the funding out of their district allocation. While this increases ownership and sustainability, it does pose a treat, as districts in the decentralized system can opt out.

As expected there were substantial differences in coverage among districts during the July 2004 CHW. Nationwide the coverage was acceptable: 74% of received vitamin A and 65% were de-wormed. The number of children that were weighed in the 59 districts that reported back was 689,385 out of 1.5 million. A large number of immunizations took place during the five days: 51,300 (BCG), 47,600(measles), 105,500 (OPV), and 62,500 (DPT-Hib) in a target group of about 500,000 under ones. In addition 79,300 women were immunized against tetanus and at least 40,000 bednets were retreated with insecticide. It is important to keep in mind that most bednets in Zambia are LLINs which do not require retreatment. The proportion of bednets with insecticide has increased from 2% in 2002 to over 60% in 2004. After the July 2004 CHW, coverage data were quickly compiled and disseminated widely. As a result, poor performing districts clearly intensified preparation for the December CHW. Data from the December round are not yet available, but the implementation was very successful, with adequate supplies reaching some provinces three weeks before the launch and a very high turn out at the facilities. In addition, to the usual interventions, 20,000 LLINs were successfully delivered to OVCs throughout Zambia during the week

Lessons Learned 
Child Health Week provides a model for improving health and nutrition and consequently child survival and development. Our experience shows that multi-intervention programming is possible and that CHWs forge strong partnerships between programmes that do not always work together. In the future, there are plans to integrated HIV/AIDS programmes and use the strength in the existing system. Our experience also shows that it is possible to provide a core set of interventions simultaneously without loosing out on coverage. The various interventions are popular and ensure high turn out. Deworming for instance is a highly appreciated intervention with immediate and highly visible effects. The CHWs produce rapid increases in coverage rates over a very short period of time.

An added advantage for the children, their parents and guardians is that they know they have access to a package of core interventions at all health centres twice a year. Within the current routine health system, hundreds of thousands of children do not access their right to vaccination, are unable to sleep under bednets that are treated with insecticide, nor do they receive vitamin A or are de-wormed frequently enough to ensure good health and wellbeing. CHW provides a biannual venue for 2 million children to access these interventions. Moreover, CHW empowers health staff throughout Zambia to deliver a short- time core health package with immediate rewards. It also supports the service delivery component of IMCI. 

The CHWs are highly cost-effective. Separate programmes for each intervention results in duplication of expenses and efforts. While external funding was provided for the CHWs, the additional operational costs for one CHW were approximately US$200,000 nationwide or 10 cent per child. Our experience demonstrates the importance of data for demonstrating impact. The reduction in infant and children mortality reported in 2002, attributed to vitamin A supplementation, was instrumental in soliciting high level support, which was further cemented by the positive results of the vitamin A impact assessment presented in 2004. 

Wide dissemination of district level coverage data encourages the many well performing districts, and provides at strong incentive for better preparation among the poor performing districts. Finally, through consistent advocacy by UNICEF and partners it has been possible to integrate what was considered a vertical project activity to be funded by donors into government plans with a budget allocation. This will greatly increase ownership and sustainability.

With the decentralization, the success of the CHWs now depends extensively on the districts. Since the capacities for planning and implementation vary widely among them, it is important to find a way to reward high-performing districts and support low-performing districts. Monitoring has become even more important. There is no well defined system in place at the moment. It is also important to continue to evaluate impact, including of new interventions. Transport of supplies, which is a key to success, needs to be fully integrated with the routine system delivering other drugs and medical supplies. The ultimate goal is to ensure that all children access the services on offer. A survey on utilization and the effectiveness of social mobilization would provide additional data for strengthening what is already firmly in place. Finally, the set of core interventions delivered is not static and should continue to evolve. Integrating some components of HIV/AIDS programmes with CHWs is under consideration.

