WHO/FHE/95.10
Original: Engligh
Distr: General

CHILD CARE PROGRAMMES AS AN ENTRY POINT FOR

MATERNAL AND CHILD HEALTH COMPONENTS OF

PRIMARY HEALTH CARE

Or Judith Evans
Co-Director
Consultative Group on Early Childhood
Care and Development
New York

and

Dr P.M. Shah
Child Health and Development

Divigion of Family Health
World Health Organization
Geneva




World Health Organization, 1995

This document is not a formal publication of the World Health Organization
The document, when fully

(WHO), and all rights are reserved by the Qrganization.
cited, may, however, be freely reviewed, abstracted, reproduced and translated,

in part or in whole, but not for sale nor for use in conjunction with commercial
purposes .
The views expressed in documents by named authors are solely the

respongibility of those authors.




TABLE OF CONTENTS

Introduction . . . . . & & & &+ « 4 = « + - .

1.1,
1.2,

The Situation of Young Children . . . .
The Changing Family Environment ., . . .

Key Neads from Conception through the Early Years
The Role of Care in the Child'as Development

2.1.
2-2.
2.3.
2-4.
2.5.

Children’s Requirements for Care . . ,
Children’s Health Requirements . . . .
Types of Health Provision , . . ., . . .

Characteristics of Child Care Programmes

Day Care Programmes: an Analytical Framework

3.1.
3.2,
3.3.
3.4.
3.5.
3.6.

Parent /Careqiver Education . . . . . .
Child Minding/Family Day Care . . . . .

Workplace: In support of Women’s Development

Community-based . . . + . « « . . . . .
Formal Pre-schools . . . « « - « « . .
Integrated Care Centres . . . .« + + .+ .

»

-

+

L3

-

+

+

+*

WHO/FHE/95.20

1

Strengthening and Expanding Existing Programmes to provide bettar

Bealth Care . . . . . . . & & « 4 4 v s 4 0 & o
4.1. The Population keing Served by Child Care
Programmes . . . .+ & & + ¢ & & + &+ + 4 «
4.2, The Potential for Child Care Systems to Incorporate MCH
components . . . 4 . 4 4 e s e e e e e .
4.3. The Potential for Child Care Systems to Increase Coverage
4.4. The Role of Sponsore in the Development
Cchildhood Programmes . . . . . . « « - =
4.5. Strategies for Enhancing the Success of

MCH Frogramme Components to bhe Developed by the

5.1.
5.2,

Components into Existing Programmes . .

The Curriculum/Services Provided . . .
Development and Dissemination of Support
Materials . . .+ + « + 4 &+ &+ + + & « - -
Training . . + + + » + + + » & + + &
Monitoring and Evaluation . . , . . . .

Costing of Alternmative Approaches . . . . . .
The Costs Associated with Child Care Programmes

6.1.
6.2.
6.3,

Congtructing a Budget . . . . . . . . .
Qutcomes/Benefits . . . . . . . . . . .

The Way Forward . . . . & + + & « &+ 4 + « o

References . . . . . & «v & « = = = s = » 2 =

Annex A . . . - . & 4 2 s s s s s e s s

and Support of Early

+

»

-

.

-

»

- - = a

- - LI )

Introducing MCH

.

Eealth Sector

+

L3

L3

+ * L

-

-

Lo b

o o 0eothon

18
20
20
22
24
24

26

26

27
29

30

a3

35
36

a7
38
43
48
49
51
52
83
55

59







WHO/FHE/95.10
Page 1

1. Introduction

Over the past few decades there has been an ongoing dialogue about child
care. Research and articles have focussed on whether or not care should be
provided for young children outside the home. In recent years the debate has
keen stilled somewhat, not by research suggesting the efficacy or harmful
attributes of child care, but by the reality of people’s lives. Demographic,
social and economic factors, such as population growth, changes in the
composition of the labour forece, the shift from agriculture to industrial
employment, migration frem rural to urban areas, and changes in patterns of
family life have all affected the way people live and the types of health and
social service supports they require. For many, child care is a neceseity, not
an option.

The respense by families, communities, non—governmental organisations and
governments to the need for child c¢are has been to develop a wide variety of
early childhood programmes available to children from soon after birth until the
time they enter the formal school system. These aystems exist throughout the
world, serving people in a wide variety of settings.

AL the same time that there is an increasing need for child care and early
c¢hildhood programmes are being created, those involved in the health sector are
seeking ways to expand the delivery of health services. Given the goal of health
and social programmes to bring basic services to all people, a range of
gtrategies is needed. The creation of primary and/or maternal and child health
care centrez constitutes one strategy. Yet, in many developing countries these
may not ag yet reach the high risk groups; families living in rural and urban
Slum settlements have typically been under-served through health centres.

While there are a number of reasons for the lack of utilization of health
care centres by certain segments of the populations, a contributing factor is
that preventive health care is not often geen as a priority by traditicnal and
low-education groups. Where maternal and child health services are available
they are often seen as sources of therapeutic or remedial rather than preventive
care. Moreover, planning by the health and social sectors has typically failed
to incorporate many of the perceived needs and expectations of the communities
for whom the planning has been undertaken. BAs a result, the services that are
available have neither attracted the attention, nor inspired the confidence, that
would have ensured their appropriate use., Therefore, the challenge is to find
ways of delivering primary health care services, particularly to low-income
families in both urban and rural settings, that will bring those services to
populations not currently being gerved.

One possible strategy is to integrate health care into the rapidly
expanding systems of child care that are developing out of family and community
needs, The focus of this document is on how that might best be done. But
before discussing the feasibkility of such an approach, it is important to define
what is meant by child care systems.

In the literature there are a range of terms that refer to group care of
young children (from birth until the age at which the child enters the formal
school system, generally between the ages of 5 and 7), outside the home. For
example, the word, Creche, generally refers to services for children under the
age of 2. Child Minding or Family Day Care is care provided in the home of a
woman in the neighbourhood. Day care generally describes full-time care provided
for children, most often in a centre. And there are pre-school programmes that
are designed to prepare young children for entry into the formal primary school
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system. To encompass all these situations, and for the ease of usage, the terms
child care and early childhood programmes will be used in this document to
describe group care for young children, regardless of the age group or the
satting.

For the purposes of this document, child care and early childhood
programmes will include all those situations where: i) the care of the child is
traneferred from the parent to a caregiver who is outside the family system; ii)
this transfer ie formalized in the sense that there is a recognised economic
value to the care being provided (whether or not the parent is actually involved
in direct payment); and iiil) there is a definite pattern to the care being
provided over time. This definition excludes situations where members of the
extended family take on care-giving respongibilities. It alse excludes
situations where occasional care is needed or given (e.g. baby-sitting) on an
irregular basig. The argument is made in this document that the full range of
child care programmes can be used effectively to achieve primary health care
goals.

The first section of this document provides information on the situation of
the young child in various parts of the world today. This is followed in Section
2 by a delineation of the particular needs of children under six and their
parents and a definition of maternal and child health components which can be
introduced into child care systems to meet those needs. Section 3 presents a
topology of child care systems, illustrating the range of settings within which
child care is currently being provided. The specifics of what is required in
crder for Maternal and Child Health Care components to be delivered through child
care systems is in Section 4, and Section 5 presents a discussion of the
curriculum, materials and support services that need to ke developed by the
health sector in order to introduce MCH components into existing programmes.
Section & presents a discussion of cost issues. The document concludes with a
brief description of what needs to happen next to advance the development of
integrated services for young children and their families through early childhood
care and development programmes.

1.1. The Situation of Young Children

One and & half billion children will be born in the decade of the 1990s
(UNICEF, 1980). Given economic conditions worldwide, these children will
increasingly be born into poverty and situations which threaten their chances for
optimal human growth and development.

The guality of the environment in which milliona of children are growing up
is inadeguate by any number of criteria. Overcrowding, lack of potable water and
sewage facilities, lack of adegquate food, and inadeguate caretaking characterize
the environments of many young children. Freguent infections (most commonly
diarrhoea) and malnutrition account for over 50% of all infant mortality in
developing countries. These statistics are likely to worsen as the numbers
living in urban areas increase, which they will. It is estimated that by the
year 2000, urban populations in the developing countries will increase from the 1
billion in 1980 to 2.1 billien. This represents a 110 per cent increase,
compared with a projected increase in the world’s populatioﬁ during that same
time period of 38 per cent. A further expansion of urkan slum and squatter
Bettlements is inevitable.

This eituation is of concern to many. In recent years there has been an
attempt to focus the world’s attention on the needs of children, as evidenced by
the Summit for Children convened in September 1990, and the fact that the
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Convention of the Rights of the Child wag brought to the General Assembly of the
United Nations in 1989, setting universal standards for children in relation to
survival, development and protection. But the Convention and other decuments
provide only for the ideal. They do not guarantee what will happen in the life
of an individual child. Therefore it is necessary to develop policies and
programmes at the regional, national and leocal levels to turn the wording of
Conventions into reality. The various United Nations arganisations whose
mandates include children have taken on the challenge. However, children cannot
be viewed in isclation. They are part of an ever-changing family and community.
By understanding more about changes in the family and community it is possible to
anticipate the impact on children’s growth and development. Such an
understanding should then provide the basis for intervention programmes that meet
the needs of children and their families.

1.2. The Changing Family Environment

The rapid pace of change is having an impact on families world-wide.
Dramatic changes resulting from technological advances in the industrial and
agricultural fields are leading to the breakdown of traditional social
ingtitutions. When describing the consegquences of changes in family and
community life as a result of modernization, the tendency is to focus on the
negative aspects of change. However, there have been some positive benefits.
For example, there have keen changes in the way parents raise their children that
have been positive for the children in terms of their school performance.
Through a research study conducted in Bangladesh, Nigeria and Indonesia, Zeitlin
{1993) was able to identify parental behaviours among more modern families that
were assoclated with better school performance. she noted:

¢ A change in parental discipline away from immediate physical punishment
to tolerance of glower obedience. There was also an expectation that the
child would have an understanding of the reasonsz for rules.

¢ Prolonged parental protection. Parents accepted the child’s physical
dependency up to an older age, and they provided more attentive feeding and
care.

¢ More affection and intimacy. A more persaonal relationghip existed between
the children and the father, and there were more recreations shared by
parents and children;

% Increased verbal responsiveness to the child. This included the use of
explanation in addition to physical demonstration in teaching.

While these findings are heartening, modernization has alsoc had a negative
impact on care provided by the family. Those aspects noted specifically in
Zeitlin's (1993) research include:

¢ A dehumanization of the care environment (with increased use of the
bottle rather than the breast, and the reliance on mass media rather than
human interaction for entertainment}),

¢ The disintegration of family and community units and of commitment to
each other. S8maller units of ownership and residence, lead to less sharing
and more individualism.

¢ A reduction in the ability of families and communities to provide care
given the changing demands of work outside the home. The nature of this
work does not nurture stable family formation.
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¢ The feminization of poverty. When families dissolve the woman and her
children generally fall into poverty and lack adeguate resources for child
care.

4 A reduction in children’s altruism. Preparing children to be autonomous
tends to make them precocious, self-centered and unruly. Those children
reared in more traditional societies are more altruistic. As modernization
occurs they become more egotistical.

Zeitlin’s research locked specifically at the impact of modernization on
children’s lives. There are some more global changes which more generally impact
the guality of family life, indirectly affecting the growth and development of
children. Thesa include:

1.2.1. Changes in the traditional functions of the family

one particularly important support has been the extended family system. In
the past, close family ties provided a built-in measure of economic, emotional
and social security to children and families, but this traditional support for
families has heen disrupted. Many of the previous roles of the extended family
are being taken on by society. 5o notable is this trend that the phrase public
familism has been adopted to describe the family functions that now are provided
outside the family. (Dizard and Gadlin, 1990) ©One of the consequences of this
public familism is that family functions that did not have monetary value when
they were performed by the family now have to be bought. (Zeitlin, 1993). One of
the major functions of families being shifted from the family to those outside is
child care.

l.2.2. changes in the structure of the family

The size of families is declining. This is due partly to the fact that
pecple are having fewer children, but more significantly the decline in family
gize is due to a move from multi-generational family groupings to the nuclear
family. The extended family system of traditional societies is baing replaced by
the nuclear family which often fails, by virtue of its limited number of adults,
to provide the care and support required by children. It is also impertant to
note that these smaller families are not stable units. There is fluctuation in
the numbers in a household as a result of seasonal and work-related in- and out-
migration.

1.2.3. Changes for the girl child

Women and girls have become the focus of international attention. Thus
patterns of care which relied on the older girl child teo care for younger
children in the family are being challenged. Girls who have traditionally been
regpongible for the care of younger siblings are attending school at an increased
rate and being encouraged to complete their education. This has an impact on
patterns of care within the family.

1.2.4. Chapges in the nature of women’s worlk

New sconomic pressures on and possibilities presented to women mean they
increasingly work outside the home, often for long hours and following schedules
that limit their availability and thue the time they can devote to child care.

In rural areas women often work in the fields.  While in many cultures
women have historically constituted a majority of the agrieultural work force, in
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other settings the out-migration of men who are seeking employment in other
locations has incereased women’s agricultural role. In addition, in some
agricultural settings plantation economies and cash crop production have meant
that there too women are increasingly being exposed to demands of rigid time and
work schedules similar to these common in urban environments.

In both urkban and rural environments there is an increase in the number of
women~headed households. This necegsarily impacts the woman’'s work load. Women
have always played multiple roles that compete for their time and physical and
emotional energy. Regardless of the context within which children are raised,
care of children, particularly young ¢hildren, is still the woman's
respongibility. In addition, the woman is responsible for household management
and operations, and economic/productive activity, some of which takes her outside
the home.

The literature would suggest that women’s work outside the home produces
direct benefits for children, particularly if the woman has control of the monies
that she earns. In thezse instances, children are likely to have improved health
and participate more fully in education. (Engle, 1980) However, there are also
costs, Demands on time and energy make it increasingly difficult for women to
provide the kind of care their children need.

There is a growing recognition of the need for child care for the children
of the vast majority of working women. The question is, what kind of ¢hild care
should be provided at what point in a child’s life?

The rapid growth and early acquisition of motor and cognitive skills
typical of infancy and early childhood make children vulnerable to a variety of
health, nutritienal, psycho-social and other environmental conditions. Those
living in poverty are particularly at risk of poor physical and psycho-social
development. Thus it can be argued that a critical time to assure survival and
gustained development is during the early years. Child care outside the home iz
usually required for children during these most crucial stages of a child's
development, from birth to & years of age. In the next section the biological
and psychosocial needs of young children are described. Also included in the
gection is a delineation of the maternal and child health componenta required ta
promote optimal growth and development that should be included in any e¢hild care
system

2. Key Needs from Conception through the Early Years

In terms of physical, intellectual, emotional and social well-being, the
period from conception to age 6 is the key to subsequent growth, development and
ultimate productivity. Pre-natally through the sixth year there are several
digtinct stages. They include: intra-uterine, intrapartum, post-partum (hirth to
1 month), early infanecy (the first six months), late infancy (6-12 months),
toddler (1 to 3 years), and the pre-schocl child (3-6 years of age).

The various developmental transitions that the young child goes through in
the first years reguire constant adjustment and present potential threats to
health and survival. These transitions are compounded by stresses of poor socio-
economic, sanitary and environmental conditions that are themselves changing
rapidly. The younger the child, the greater the susceptibility to morbidity and
mortality and the more difficult it is to disassociate the physiclegical and
. peychological factors within the environment that governing health.
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Conditions in the environment, such as the child’s relationship to the
mother, affect children in different ways across these stages. For example, the
mother’s health and nutritional status are critical to the baby’s well-being pre-
natally and during the first few months of life. Influences on the child during
the prenatal period include the mother’s pre-pregnancy weight and how much weight
she gains during pregnancy, her dietary intake, how much energy she expends, and
her emotional state (Engle, 19%2). It is estimated that a nutritional anaemia
afflictes close to half of all women of childbearing age in developing countries,
and more than 70% of pregnant women suffer from malnutritien. (Sivard, 1985)
These data suggest that more than half of the children in developing countries
enter the world under lesz than optimal ceonditions.

Combined with the conditions within the physical environment which are
important in supporting children’'s growth and development, are the conditions
within the family context. an important dimensien of the family environment is
care.,

2.1, The Role of Care in the Child’'s Development

The quality of care the young child receives determines his/her
development. During the post-partum and early infancy stages the mother is
generally the primary caregiver, zsometimes with considerable support from othaers
and gometime alone. She is responsible for the safety, care and feeding of the
child, and, to wvarying degrees, for providing stimulation for the child‘s
cognitive and psycho-gocial development. As the child grows older, others in the
family and community play an inereasingly important role in the care of the
child.

Care includes much more that keeping the child safe and free from harm.
Caregiving behaviours include bhreastfeeding; providing emotional security and
reducing the child‘s stress; providing sheltar, clothing, feeding, bathing,
supervision of the child’s toilet; preventing and attending to illness; nurturing
and showing affection, interaction and stimulation; playing and socializing;
protecting from exposure to pathogens; and providing a relatively szafe
environment for exploration (Zeitlin, 1991, Myers, 1992). A second set of
caregiving behaviours includes the use of resources outside the family, including
curative and preventive health clinies, prenatal care, the use of traditional
healers, or members of the extended family network (Engle, 1992). All of these
behaviours are a part of supporting the development of young children.

The type of caregiving behaviour which is required depends to a large
degree on the child’'s developmental age and the health and nutritional risks the
child is facing. For example, during the first year of life the child is at the
greatest risk of mortality. During late infancy (or when complementary foodse are
introduced) and during the toddler period the child is at greatest risk of growth
faltering.

While growth faltering may be the result of inadequate nutrition, there is
clear evidence to suggest that the feeding of young children is more that
providing them with focd. Peeding includes the interactive process which
accompanies the intake of focod. This process is part of caregiving, and the way
that care is provided during the feeding process can have a profound effect on
the child’s later development. Studies comparing children who are well and poorly
nourished suggest that there are positive caring practices associated with
children with better nutritional status, even though the children come from the
gsame type of environment as their malnourisghed peers. (Zeitlin, 1993)
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In the context of feeding, caring practices include fregquent physical
contact, being consistently responsive to the child’s needs and showing affection
to the child. cCare alse ingludes active feeding which means being aware of how
much the child is eating, offering the child a second helping, assisting the
child in the use of a utensil instead of expecting complete self-feeding, and
offering praise for eating. (Engle, 1982)

The studies on nutrition are but one example of current research that
indicates the powerful effect of the interaction between the child and his/her
environment on growth and development. Another example comes from longltudinal
studies of children growing up in poverty. In Hawaii, Werner (1982) was able to
identify children who were able to thrive even though the conditions under which
they were raised would suggest they would be malnourished and not develop well.
She termed those children that did well as resilient. Those characterized as
resilient evidenced greater autonomy and competence {(pg. 158) and clearly did
better developmentally and over time than their non-resilient peers. They did
better because they were able to "elicit predominantly positlve responses from
their environment." And these children were found to be "stress-resistant’,
compared to children who elicited negative responses from their environment.

In her research, Werner sought to identify what makes some children more
resilient. 8She concluded, as have others, that the differences between children
who thrive and those who falter are determined by the type of interactlion that
occurs between the child and the environment., Important elements of this
interaction that help determine the child’s ability to thrive include the amount
of affective stimulation and the kind of care the child receives. It is
important to note that the linkage between the ¢hild and the primary caregiver,
usually the mother, is not the only important variable. Even when thie linkage
is positive, the level of support the caregiver receives from others in the
family and from society plays an important part in the kind of care that person
is able to provide.

It is also important to note that what the child brings to the situation is
as important as what the environment provides. Early on a cyele can be
established that leads to and reinforces poor developmental outcomes. The cycle
can begin with an unresponsive infant who does not engage with adult=. As a
result caretakers find the child unappealing and fail to provide the atimulation
that isg needed to promote development. The results are evidenced in young
children as apathy, reduced responsiveness to people and the environment, and the
inability to attend to tasks. The cycle gets reinforced. The child is even less
appealing and adults do not choose to interact with the ¢hild., The child becomes
more invisible and without significant interaction with adults, dees not achieve
optimal development.

The impact of the interaction between the child and the environment has
implications for nutritional status, disease management and influences patterns
of morbidity and mortality. Further, severe malnutrition, disease, and infection
suffered during the early years has a permanent effect on later development, not
only because of the conseguences to the child’s physical well-being, but because
these variableg interact with and have an impact on the child’'s social and
cognitive development.

In view of the profound link between physical and mental health and sogial
integration, any definition of health must necessarily include all aspects of the
child‘s development and the establishment of care for the child must go beyond
simply providing food and safety.
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2.2. Cchildren’s Reguirements for Care

From the child‘s point of view, care outside the home should support and
complement the mother’s as well as the family’s role in providing the basic
developmental needs. At the same time, the care should enhance the parent’'s
akility to function socially and economically. When both the parents and the
child are provided with a supportive milieu it helps assure the healthy growth
and early stimulation of the child, and prepares the child for successful entry
into the formal educational system.

As noted, children have different needs, depending on where they are
developmentally. In general, the youngest children are completely dependent on
adults. As they become toddlers, environmantal cleanliness, encouragement of
eating and vigilance in terms of the child’s safety are of utmost importance. As
the child enters the pre-school years he/she is more self-reliant. AS noted by
Engle (1992) these children "are initiated into the culture of children, and may
even become fledgling caregivers themselves... they may have developed skills to
cbtain food for themselves, and the wisdom to protect themselves a little from
pathogens in the environment. ‘

While the general description of differences across the ageg is important,
in order to create a programme for young children, it is critical to have more
specific information on their needs. An indication of developmental differences
is provided by Donchue-Colletta (1992) for three age groups. She defines the
needs as follows:

Infants (birth to 1) need:

protection from physical danger

adeguate nutrition and health care

an adult with whom to form an attachment

an adult who can understand and respond to their signals
things to leoock at, touch, hear smell, and taste
opportunities to explore the weorld

appropriate language stimulation

L B b b B b 2

Toddlers (1-3 years of age) need theee things as well as:
¢ support in acquiring new motor, languages and thinking skills
¢ 2 chance to develop some independence
*+ help in learning how to control their own behaviour
¢ opportunities to begin to learn to care for themselves
¢ daily opportunities to play with a variety of objects

Children ages 3-6, in addition to the above, need:

opportunities to develop fine motor skills

encouragement of language through talking, reading, singing
activities which will develop a positive sense of mastery
opportunities to learn cooperation, helping, sharing
experimentation with pre-writing and pre-reading skills

* > > > >

In any child care setting, these elements should be present to support
children's overall development, As the health sector begins to examine ways in
which appropriate linkages ¢an be made between child care settings and health
gervices, a similar differentiation ¢an be made between the health needs of
children depending on their developmental ages. What follows is a definition of
the maternal and child health components that are important during each of the
atages, with a description of those that could be delivered through child care
gystema,
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2.3. Children’s Health Requirements

In coneidering the MCH components that can be delivered in child care
programmes, it is necessary to differentiate what might be cffered to different
groups. The place to begin ie with the mother. From the onset of conception,
the child and mother are inextricably linked and this is maintained after bkirth
through breast-feeding and psychosocial nurturing. The understanding therefore of
the health needs and problems of the young child starts naturally with adequate
health inputs for the mother. These are possible through child care services.
Early childhood care and development programmes can successfully provide an
avenue for reaching mothers, both before the child is bern and once the child is
part of a child care programme.

In relation to young children, three groups will ke considered: iInfants;
children from 1-3 years of age; and children from 3~& years old. This grouping
is suggested based on the fact that often these groups are served in different
contexts. Further different emphases are given to health care components within
these three age groups. For example, nutrition is often a focus of programmes
for children under three. With ¢hildren between the agea of 3 and 6, more
emphasgis is given to the promotion of schocl-related skills and the development
of good health habits.

While there are some health needs that have preeminence during <ertain
stages, there are others that should be given equal emphasis across all ages.
For example, across the age continuum there should be opportunities for cognitive
stimulation and psycho-social support.

In sum, one of the ways to begin to look at health inputs is to define what
children need based on their developmental age. Another way to do it is by the
type of health input that could be provided. These are discussed in the section
which follows.

2.4, Types of Health Provision

Health needs can be divided into three categories: promotional, preventive
and curative. Promotional activities are those which involve providing people
with information so that they are aware of what constitutes good health practice.
Promotional activities have a general education focus and are designed to
influence knowledge, attitudes and beliefs, as well as practice. Preventive
activities are quite specific and frequently require a discrete set of actions.
For example, immonization would be classified as a preventive activity. Curative
actions, as the name implies, are those taken in order to restore health once an
individual is ill. Each of these will be discusgsed in relation to the age groups
defined above.

2.4.1. Promotional activities

These fall in two categories. There are theose directed toward the
caregivers and those that are a part of the child care setting. In terms of the
careqgivers, there are messages that should be passed to mothers in relation teo
the child's growth and development. At the most fundamental level, the mother
needs to be given information about breastfeeding. Ideally these messages should
be delivered to the mother when she is pregnant. If it is at all possible, given
the mother’s work load and the timing of the child ecare, the mother should be
supported in breastfeeding the child. Then, at the appropriate time, the mother
should be given guidance and support in the introduction and use of complementary
foods and the feeding process. Family members also can be provided information
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on how to detect diseases, how to prevent accidents and the importance of parent-—
child interaction.

The second category has to do with health promotion within the child care
setting. The physical setting itself should promote good health. This can be
done through the environment, which should be a healthy place for children and
adults. There sghould be opportunities for movement and play, both indoors and
outdoors, and there should be safe drinking water and panitary facilities.

However, the promotion of health in the child care setting goee beyond
aestablishing a safe environment. It also includes the guality of the interaction
between the caregivers and the children. Within the child care context the
caregivers should be able to create an environment that promotes the child’'s
everall growth., For example, they should be able to implement a feeding
programme that includes bhoth adequate food and a feeding process supportive of
children’s development. Caregivers should be able to screen (as well as monitor)
children’s nutritional status, their vision and hearing. There should be ample
cpportunity to promote children’s abilities to think, reason, and engage in
creative problem sclving., Within the daily routine good health habits should be
promoted, including self-care, care of the teeth, and personal hygiene. BAll of
these elements should be part of a caring environment that provides children with
security and promotes children’s self-esteem, helping them develop new skills,
knowledge and competencies,

2.4.2. Prevention

Prevention also has two categories: those activities that can be done with
family members to prevent accidents, disease and malnutrition in the home and
communjity, and activities that take place within the child care setting. The
game education process employed in promoting good health can be utilized in
relation to prevention. And, in the same vein, the types of activities
undertaken in the child care setting to promote health can also be implemented to
prevent accidente and digease. An additional activity for prevention might ke
the introduction of immunjzation services, growth monitoring, Vitamin A
supplementation, and other basic health services. At a minimum they should be
able to link with a health care service so that referrals can be made for these
services.

2.4.3. Curative

Within this category the primary focus is on the child in the care setting
where it ig possible to make provision for curative care in relation to childhood
diseases, most commonly diarrhoea, acute respiratory infections, worms and
anaemia, In addition nutritional supplementation and positive feeding practices
can be introduced for malnourished children. It is particularly important in
relation to curative health care to be able to refer families to health servicesa.

As a reference point, Takle 1 has been created to present visually a
summary of the types of promotional, preventive and curative health actions that
can be successfully delivered via child care programmes, by the age of the child.

As can be seen, a wide variety of critical health activities can be undertaken
within child care settings.

In addition to providing the minimum package sketched in Table 1, the more
formal child care programmes are able to do more feeding and carry out growth
monitoring. Depending on the number of children being served, it would also be
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possible to provide direct health care through the presence (full or part-time)
of 2 nurse.

It must be noted, however, that it is only with adeguately trained staff
that these health services can be developed and delivered. Thus another step in
considering the MCH components that can be delivered through c¢hild care
programmes is to differentiate between these that can be delivered by c¢hild care
personnel, with appropriate back-up and referral mechanisms, and those that
require the skills and knowledge of health care personnel. While caregivers can
be trained to provide a range of health care activities, particularly those
associated with promotion and prevention, in some instances someone from the
health sector needs to be available to deliver services such as immunizations.

In sum, there are a variety of MCH components that could logically he
delivered through early childhood programmes. The guestion is, how feasible is it
to deliver these components through child care systems? In the next section an
argument is made that while there are pros and cons of using early childheod
pragrammes for the delivery of health care, clearly the scale is tilted toward
the positive aspects of such a collaboration.

2.5%. Characteristics of Child Care Programmes

There are some compelling reasons for using child care programmes for the
delivery of health care components. But, in order to determine the feasibility
of doing so, it is important to define the supports for integrating child care
and health systems and the constraints to such a process.

2.5.1. Positive/supportive factors

2.5.1.1, FEarly childhood care and development programmes exist in some
form in all parts of the world. They have been begun under the trees in rural
Africa, and organized in the streete of chile. They have also been developed
through national initiatives devoted to promoting the healthy growth and
development of all children, as in India, Mauritius and parts of Southeast Asia.
While in many instances an infrastructure exists to support these programmes,
they are frequently under-utilized in terms of the range of services that could
be provided. In general, those programmes not sponsored by the health sector have
not taken up the health care and health monitoring needs of children and mothers.
Even fewer have responded to the opportunities presented for complementing, and
building on, existing primary health care activities, and for creating
opportunities for cognitive and psycho-social stimulation. For example, many
feeding programmes focus only on providing nutritional supplementation to young
children; they are unaware of the necessity for psycho—social stimulation, and
the potential that their programme offers to provide such stimulation.

2.5.1.2. While evarly childhood programmes geperally reach only a small
percentage of the eligible population, they have the potential to reach many
more. In many developing countries approximately 50% of the population is under
the age of 15. More than a third of these are under the age of 5 (World Bank,
1984). By taking into account young children‘s families, it is possible for
child care programmes to touch the lives of more than half the population.




HEALTH NEEDS DURING EARLY CHILDHOOD

WHO/FHE/95.10

Specific Heeds

Infants {(0-1 year old}

Toddlers Pre-schoolers

Through their mothers

Infants

{>1-3 year old)

{>3-6 wyear old}

HEARLTH
PROMOTION
WEEDS

Nutritionfhealth education
agddressing attitudes and
practices on diet during
pregnancy and lactation

Psycholegically preparing her
for breast-feeding
immediately after birth

Minimizingfavoiding heavy
physical work during
pregnancy

Nutrition monitoring and
nutrition supplementation and
iron-folic acid tablets

Iodized salt in goitre-
endemic area

Malaria prophylaxis
Birth spacing

Avoiding smoking

Clean and safe delivery
by trained attendant
- Care to control heat
loss
Initiation of
spontanecus
regpiration

Skin-to~skin contact
immediately after birth

Exclusive breast-feeding
for 4 to & months

Regular monitoring of
physical growth and
psychosocial development
from birth onwards

Mother-infant interaction
and stimulation of infant
at home and Day Care

Screening for:
- wvision problems
- hearing prcblems

Education on:

- Feeding

- Self-hygiene

- Play, games,
stimuilation
programmes
Healthy habits
Accident
prevention

Growth and
psychosocial
development
moenitoring and
intervention at
home and/or Day
Care

Growth and
development
recording

Education on:

- Diet

- Self-hygiene

- Play, games,
stimulation
pProgrammes
Healthy habita
Accident
pPrevention

Growth and
psychosocial
develcpmant
monitoring and
intervention at
home andfor Day
Care

Growth and
development
recording
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Table 1 (cont.)

EEALTH NEEDS DURING EARLY CHILDHOOD

Specific Needs

Infants (0-1 year old)

Through their mothers

Infants

Toddlers
{>1-3 year old)

Fre-schoolers
[> 3-6 year old}

CURATIVE HEALTH
NEEDS

Common diseases at home or
Day Care:
- diarrhoea, ORS and
continuing feeding
skin infections:
« pyoderma
« impetigo
- Acute respiratory
infection

Management of:

- diarrhoea

- acute
respiratory
infections
malnutrition
malaria
WOrm
infestation
anaemia
gkin infection

Management of:

- diarrhoea

- acute
respiratory
infections
malnutriticn
malaria
wOorm
infestation
anaemia
gkin infection

Specific
learning
disabilities
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2.5.1.3. Early childhood programmes are expanding rapidly due to
increasing demand. The demand hag coma from urban and rural communities, from
those wanting better health care, from those concerned with supporting the
child’'s cognitive development, and from those seeking a safe place for their
child. The demand is illustrated by the increase in the number of child care
centers available over the years. For example, in 1969 in Tanzania there were
only 280 centers. By 1980 there were 3,500. The increase is much more dramatic
in Kenya where in 1968, early childhood programmes served 175,000 children; by
1980 that number was 300,000, and it had increased to 800,000 children in 1992
(Myers, 1992). Even so, the programmes which exist serve only a small
percentage of the eligible population world wide. But the situation is changing
rapidly. Increasing demand is leading to the development of a wide variety of
c¢hild care programmes.

2.5.1.4. Early childhood care and development programmes have a social
attractiveneszs and acceptability that invites participation from families that
might not avail themselves of primery health care services. For peoples in many
parts of the world, early childhood programmes are a priority. Given a cholce, a
community may well begin by creating an early childhood programme. An example
comes from Kuala Lumpur, Malays=ia where the health sector was interested in
egtablishing health care gervices, but the community was interested in early
childhood care and income generating activities. ©Once these were established,
the community was open to the development of health care services. Thus, support
for and the utilization of early childhood care and development programmes in
many settings may be more regular than is often the casge with health care and
family planning services.

2.5.1.5., Primary health care iz a logical extension of the currant
services being provided within early childhood care and development programmes.
Health care is a part of the child’s total development, and as such should he
seen as a part of and provided within the context of children’s gervices.
Health services are currently being provided as part of a variety of child care
programmes. For example, a non-formal education programme for pre-scheol aged
children in Puno, Peru, has been used as the base for the implementation of a
number of health programmes. It provided a setting for a regional immunization
programme, touching the lives of families in the community as well as the
children served in the programme.

2.5.1.6. FEarly childhood care programmes are a way of promoting family
and community as well as child development, thus meeting primary health care
goals for the population in addition to meeting the needs of the young <¢hild.
Through the process of linking MCH components with early childhood programmnes
there is an opportunity to assess the role that communities can play in
delivering gquality health and development services to young children and their
families. In particular, there is interest in maximizing the extent to which
persons from the community, with basic training in screening, disease management
and nutrition, can complement the health and welfare sectorg and provide a
meaningful extension to primary health care programmes.

Child care offers parents and the community the poasibility of
participating in the health care of their own children through the monitoring of
physical growth and development, the early detection of physical and
psychosocial handicaps, nutrition surveillance, immunization against major
diseases, prevention and treatment of common diseases and health education. In
addition, child care programmes can provide a channel of communication between
families and health services, which in turn can assist in making parents more
aware of better hygienie and nutritional practices.
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2.5.1.7. EBarly childhood care and development programmes are gaining
national and international support. In a number of instances in Latin America
and South Bast Asia, national legislation exists which supports the development
of child care programmes. Freguently such enabling legislation is conneected with
Labour Law which requires businesges with more than a given number of women
employees to provide child care. Legizlation supportive of early childhood
programming may also be promoted by the education sector. In Southeast Asia the
recult of government support for the development of educationally focused pre-
school programmes has lead to the lowering of the school entrance age; it is now
5 years of age in Burma and 5ri Lanka, and Thailand is aiming to achieve the
same goal (UNESCO, 1983). Thus early childhood programmes are becoming part of
the mainstream.

2.5.1.8. Many of the health and nutritional problems associated with
conditiong of poverty, if identified ear]y, can he managed using appropriate and
=simple technologies. Technology in this instance is meant to inelude "not only
scientifically sound egquipment and information but also certain organizational
elements."” (Rohde and Hendrata, 1982, p.212). These technologies are currently
available and can be managed by persons with relatively low levels of training,
and delivered through other than health care centres. There is every reason to
believe that the health and nutrition technologies are suited to most early
childhood care and development programmes which are in place, or could be
developad with a minimum of cost and back-up support. (Werner, 1977).

2.5.2. Constraints

The many positive factors listed would appear to provide a solid rationale
for using child care settings to deliver MCH components. Howevey, there are
some congstraints that are likely to be encountered. They are:

2.5.2.1, PThe multiplicity of mandates which have Iead to the development
of early childhood programmes make it difficult to identify an entry point for
primary health care. Early childhood care and development, because it is
closely intertwined with child rearing, is a phenomenon in which almost everyone
feels he or she should have a say, from those in health, educatjon, public
welfare, social services, community development, and labour. What this means is
that there is no one sector that can be worked with to better integrate health
care into child care aervice delivery. By looking at Thaliland, for example, it
ig possible to illustrate the isgue. It is eatimated that only 2% of the 0-& age
group are being served through some type of early childhood effort (UNESCO,
1983, p.4). Yet, even with so0 few children being served, the following
programmes have been developed: child nutrition centres are run by the
Department of Health; child development centres are operated by the Department
of Community Development; kindergarten, or "head start” centres are run by the
Department of BEducation; day-care centres are operated by metropolitan city
municipalities; and private enterprises provide services to yet another group of
children.

Tc make things even more difficult, those operating early childhood
programmes may not be aware of other child care programmes. Private sector
providers frequently do not cocrdinate their efforts with public sector
rrogrammes offered by health, education, or social welfare ministries. And,
gince the publiec and private sectors may have different geoale for offering
gervices to young children, it is not uncommon for parallel programmes to be
developed. In some instances this leads to more spaces being available within
ehild care programmes than there are children in the community, while in other
communities there are no services.
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In the developed countries the primary emphasis has been on development of
child care programmes that include educational/ stimulation components, with
little thought being given to the essential health elements. Models of these
child care systems, particularly in the form of pre-school programmes, have been
transposed to developing countries. The pressing health needs and problems of
infants and young children remain either unattended or are aggravated in such
centres. Where access to the health care gystem is inadeguate there is now a
clear need to recognize the full dimensions of child care systems in terms of
their potential to integrate basic health care and develcopmental stimulatieon,
complementing existing primary health care structures and activities.

2.5.2.2. The multiple needs of children regquire a multi-sectoral approach
to the integration of the MCH components and early childhood programming. Such
an approach is consuming of both time and energy and can only be developed with
the cooperation of all sectors involved. A successful approach to multi-
sectoral programming is to begin by providing a corxe service. Once that becomes
well established, it is then possible to add services. An example comesg from
Indonesia where a parent education programme, which inecludes weekly meetings, a
toy lending library and extensive follow-up with families, was added to an
already successful family planning and nutrition programme. {(Stein, 1%85). The
infrastructure developed in the existing programme allowed the parent education
programme to be added successfully.

2.5.2.3. A primary constraint on using child care programmes to implement
primary health care components ls that many are developed on a pilot basis, but
they nelther continue beyond the project development phase, nor are they
disseminated to other communities. Even though a project shows promise, it may
not have staying power and thus it may not be appropriate toc expend limited
resources to integrate MCH components into the project. Reasons for the failure
of projects have been delineated by authors such as Pyle (1984). The reasons
fall within four categories: resource constraints, lack of political commitment
at variocus levels; weak demand for services; and organizational, implementation
and management problems (Myers, 1984). There are also issues related to how to
take a successiul pileot project and disseminate it to a wider audience. Many
organizational characteristics of community-based projects necessarily change if
the project is to be implemented nationally (Pyle, 1984). Thus, before
investing in projects it is necessary to guestion whether or not they could
successfully undergo these organizational changes to be implemented on a large
scale.

2.5.2.4. Because of the scarcity of resources, low cost alternative
approaches are being sought for the delivery of health care. Farly childhood
care and development programmes are low-cost services. While this might at
first appear to be an advantage, it is in fact a constraint. Early c¢hildhood
programmes are frequently developed by the community and rely on trained
volunteer or paraprofessional staffing for day-teo-day programme cperation. What
thig means is that those who work in these programmes generally have low levels
of education, and once they receive training they are able to find higher paid
employment in related fields. This has three implic¢ations. First, programnmes
are constantly in the poeition of training new staff; it is difficult to build
on experience and develop a cadre that can provide role models, peer support and
supervision.

Second, health care planners nheed to be realistic about what health care
components can be introduced in early childhood programmes. Although health
care technology makes it possible for people with low levels of education to
deliver a wide variety of services paraprofessicnal staff may not have the
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capacity to develop the skills necessary to deliver mophisticated health care
services. Third, training materials and methodologies have to be geared to a
very practical level, with on-going support and supervieion built into the
training system.

On balance, experience indicates that the positive factors supporting the
introduction of health care elements into child care programmes largely outwelgh
the constraints. Further, if given due consideration in the planning and
implementation phases, the constraints can be overcome.

Part of the planning process is to take into consideration where the child
care is being offered, and under what conditions, since each type of child care
programme would require a different strategy for implementation of health care
components. In the next section a typolegy of child care programmes is
presented that will serve as the framework within which MCH implementation
strategies can be developed.

Day Care Programmes: an Analytical Framework

This typology represents a classification of child care programmes based
on their setting. However, setting is not defined solely by the physical
location of the programme. As will be seen in the description of the programmes
in each of the six categories, knowing the setting often provides information on
the rationale for developing the child care programme, how it was initiated, the
goals of the effort, the kinda of services that are being provided, and the
level of financial and community support it receives. (Within each of the
categories there is a brief description of an exemplary programme. Greater
detail on these and other programmes are provided in Annex A.) All these
variablee need to be taken jinto account in developing a strategy for introducing
MCH componenta into child care programmes.

3.1. Parent/Caregiver Education

These programmes are all designed to build upon and strengthen traditicnal
patterns of caregiving. They generally focus on teaching family members how to
provide for the young child’s health, nutrition, cognitive and psycho-mocial
needg, and geek to have an impact on the child’'s development within the most
natural setting, the home. These are not strictly child care programmes.
However, since they frequently target the hardest to reach children and have
been proven to be effective in reaching and having a positive effect on the
whole family (Kagitcibasi, 1993), they have been included in this document.

They are a potentially important vehicle for the delivery of MCH components.

There are three basic models that fall within this category. There are
home-bagsed parent education programmes where a home visitor or home teacher
works on a one-to-one basizs with the mother and child dyad. The second model
involves parent education in a group setting, generally with regular mestings
over a defined period of time. The third model is the child-to-child system
where older c¢hildren are taught basic health care and monitoring and use their
skills and knowledge with younger siblings, other family members and the
community.

3.1.1. Home visiting

The most common model is for a community member to be trained to provide
regular home visits to other mothers in the area. Generally the visits are made
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anywhere from once a week to once a month and freguently there is a curriculum
that the home visitor uses to guide her interactions with the mother. In most
cases the mother is then expected to use the curriculum activities with her
child. Developmental charts or profiles are used to evaluate the child’s
progress., These programmes have been designed for children from birth to five
yearg of age, but they are used most commonly with children under the age of 3.
(An example of a successzful home visiting programme implemented in Peru is
provided in Annex A.)

3.1.2. Parent groups

Another way to reach the primary caregivers is through group meetings.
Where groups can be organized and parents can be encouraged to attend, the
groups can be a valuable and relatively inexpensive way of developing parents’
competencies. The general format is to have a series of meetings within which
parents are introduced to child development toplics and learn about ways in which
they can support their child’s overall growth and development.

& successful parent education project in Chile, known as Padres y Hijos
began with community meetings where parents expressed their concerns about their
children’s development. Parent education groups were than formed and
facilitated by trained community membara. The effort has evelved over time. To
reach digtant communities a radio programme was developed. The topics are
broadcast on a regular basis and a local facilitator gquides the follow-up
discussion. The groups which have been formed have also been effective in
mobilizing their communities to undertake a variety of community-development
activities. (See further description in Annex A.}

3.1.3. Child-to-Child

This i a programme aimed at giving older children the skills and
knowledge needed to improve the health and development of their younger
siblings, with the expectation that the messages will alse be passed on to the
family and community. Enown internationally as Child-to-Child, the programme
was conceived during the International Year of the Child (1979) and since then
hags heen established in more than 70 countries.

Child-to~Child is frecuently coffered as a part of the primary school
curriculum for ¢hildren in Classes IV ox V. Simple preventive and curative
activities, as well as games, songs and role-playing, are taught to children as
a way to reinforce learning and to take the messages to others in their family
and community.

Through the Child-to-Child programme children have been taught a variety
of gimple messages. For example, how to identify malnutrition by taking an arm
measurement, the dangers of dehydration which is associated with diarrhoea, and
how to make the water, salt and sugar solution to combat dehydration. They are
alse taught about safety and how to prevent disease and other health problems,
such as how to locate and clear stagnant pools in the village where mosguitos
breed. In recent years there has been an expansion of the programme to include
child development information as well.

While technical support is provided to Child-to-Child projects by the
Institute of Education in London and the Department of International Child
Health of the Institute of Child Health, University of London, the materials are
developed from the field experiences of those actually implementing Child-to-
Child programmes,
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The programmes included in this category illustrate ways in which family
members ¢an become the focus of early childhood care and development programmes.
In general, theae programmes operate in the home, the child's first setting. In
the next category are those early childhood programmes that operate within the
naxt most natural setting, the neighbourhood,

3.2, ¢Child Mindi amily Day Care

Within this category are child care programmes that operate in homes in
the community. These are generally known as Child Minding or Family Day Care
programmes. In general the provider or caregiver is a woman who cares for a
small group of children in her own home. There are two kinds of providers.
First, there are women who, under their own initiative, decide to care for other
children. These women may or may not be connected with = formal network of
providera, While there are many women involved in this type of care, they are
hard te acecess, Of more interest in terms of the current review is the second
group of providers which consigts of women who are part of a formalized system
developed and supported by a public or private crganization.

One of the largest systems of organized family day care is currently
operating in Colombia. The Colombian Community Child Care and Nutrition Freoject
khegan in 1990, Within the project Homes for well-being, a4 community-based, non-
formal programme, provides services for children from birth te 7 years of age.
The programme relies heavily on community involvement. FPeople from the
community participate in an initial needs assessment to determine the number of
homes required. They alsoc participate in selecting the women who will be the
care providers. Local associations are created and they are then responsible
for managing the overall effort.

One of the major lezaona learned from the Colombian experience is that it
is possible to mount a home-based programme on a large scale. It began in early
1987, 1Twenty-eight months later it was serving 800,000 children, and it was
expected to serve 1,500,000 by 1992, (Myers, 1992) These large systems of care
for young children are cbviously a good entry-point for the provision of MCH
gervices., (Annex A provides a more complete description of the Colombian
programme and describes a home-based child care in Ecuador as well.)

3.3. Workplace: In support of Women's Development

Included in this category are programmes that have been developed in
conjunction with women’s place of work, either within the formal sector or in
relation to the non-formal or traditional sector, and thoge child care
programmes created to support women's increased ifnvolvement in development.

3.3.1. Support for women working in the formal sector

In the formal sector there are instances of governments that have mandated
that businesses provide child care for their employee’s children. Where there
have been mechanisme to enforce this legislation, industry-related child care,
either at the work place or through the sponsoring or subsidization of a variety
of child care programmes near the place of work, has become a reality. These
gystemz have been implemented extensively in the developed countries. They are
becoming more commen in the developing world.

India ie a country that has had legislation in support of emplover
gponsored child care sinece 1964. For many years it was not enforced. However,
there is continuing pressure for industries to comply. Sometimes this preasure
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comes from non-governmental organisations. For example, a private voluntary
organization, working with the gonstruction industry, created the Nobile Creches
system, which began in 1969. This child care programme ls estakblished where
women are involved in construction and moves with them from one building site to
another. As buildings are completed and new ones begun elsewhere, families are
shifted. The Mobile Creche alsoc shifts, providing a consistent early childhood
programme for children from infancy through age 12. Mobile Creches have also
been established to serve the children of street cleaners, rag pickers, and
cother families representing the lowest social status groups in India.

3.3.2. Support for women working in the informal sector

In general, planners have not understood the necessity of developing child
care programmes to support what has been viewed as women’s work which is
"oompatible with child care". The question is, what work is compatible with
child care? BAs noted by Engle (1980) in a paper on the intersecting needs of
working women and their young children,

agricultural work, work in the home, work near te the home, and work
in sales have all been considered to be compatible with child care.
However, it seems guite clear that a woman accompanied by one or
more small children will be less efficient in her time use than a
woman unaccompanied. (p. 24}

Women involved in the informal sector feel a need for child care and have
developed their own. One example of a child care programme included in this
category comes from Ghana, where the Accra Market Women's Association, on theix
own initiative, created a centre in the market place for their children while
they were invelved in buying and selling. While initially the women were on
their own in operating the centre, over timeée they were able to garner support
from government social and health services to support the on-going operational
cogty of the programma.

Rnother initiative undertaken in relation to women’s work in the informal
gector was begun in Senegal in 1962. Women who were part of a group {(Animaticn
feminine) proposed that a child care centre be started so that the younger
children could be cared for while the women and their older daughters undertock
the arduous task of working in the field. Wwhile initially these were rather
informal centres, over time they became viable and a central activity of the
Animation Feminine. Community developers quickly realized that the centres
could be used ag a base from which a variety of social gervices <ould be
offered. Eventually the centres were taken over by the Department of Animation
Rurale, Promotion Humaine, who began to offer training to community velunteers
who worked in the centres. They also began to offer adult education courses in
nutrition, health, hygiene, disease prevention, and water purification. Through
the centres they also offer curative health services for common diseases.

While it is important to understand the potential for developing early
childhood programmes in relation to women’s traditional place of work, these
programmes are more likely to be unigue to a given geographic area. It should
be recognised that it may be difficult to find networks of such programmes or an
organizational styructure within which one could work to implement primary health
care components in these community-initiated efforts.
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3.3.3. Support for women geecking new opportunities

During the last 20 years there has been an increased recognition of
women’'s role in development, and efforts have been made to support women’s
greater jinvolvement in the wage economy. Some of the projects designed to
promote women’'s development have been successful; otherg have not met intended
goals. By and large, those that have met with the most success are those that
have provided women with the supports they have needed to take on new roles,

The primary support required is a recognition of the fact that even though women
are being given new opportunities, their traditional responsibilities related to
the household and child care remain intact. In order for women to fully
participate in development, quality child care must be available.

An example of early childhood programmes developed in relation to women
and development efforts comes from Brazil. In 1979 the Centro de Estudios
Supletivos de Narandiba (CESUN) was established to provide non-formal education
and vocational ftraining to low-income peoples. One of CESUN’s original ideas wasg
to provide vocational training to women in non—-traditional trades, such as
plumbing or alectricity. Although the women expressed interest in such training,
they also indicated they needed child care. Following a series of discussions,
CESUN not only established a child care centre, but it also developed a
vocational course for Caregivers. (Rocha, et.al., 1983) Thus, in addition to
meeting the immediate needs of women who wanted to participate in training,
women were given marketable skills and knowledge. Not incidentally, what they
learned in the course also helped them jin their own parenting role.

In sum, in both the developed and developing world there is increasing
pressure to create early childhood care and development programmes in relation
to the work place. Early childhood programmes operated at the work place

represent both programmes developed from the top down (those mandated through
legiaslation) and those developed from the community up, based on women’s
definition of their needs. The systems being developed offer tremendous
potential for the integration of health care and paycho-social stimulation inte
child care programmes that all too often provide only custodial care.

3.4. Community=-hased

Within this classification there are two kinds of community-based child
care programmes. There are those which were bhegun by the community itself,
supported primarily by community rescurces. And there are those that have been
begun by outsiders with a broad community development perspective, who are using
child care as an entry point for the introduction of community development
activities, As can be imagined, this category encompasses a wide range of early
childhood efforts.

J.4.1. Community initiated

What characterizes these programmes is the fact that, by and large, they
are initiated by the community and rely primarily on community resources for
their operation and continuation. In many developing countries resources are not
available to build early childhood centres. Yet there is interest in creating a
programme for young children. Many of these begin in the out-of-doors because
no other facilities are available. B8Some of them have remained there while
others have become a part of a larger regicnal or national effort.

Within several African countries there are examples of such community-
bazed initiatives. A notable one comes from Kenya, where the harambee movement
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has led %o the c¢reation of local pre-schools which today operate in 28 of the
country’s 41 districts, enrolling approximately 800,000 children (almost 30% of
the 3-5 year olds in the country). (Myers, 1992) The programme ig low in cost
because of the heavy contributions made by the local community. It is also
decentralized. The centres are operated by local parent committees, and the
rescurces necessary to implement the programme come primarily from the
community. County, town and municipal governments take an active part in
supervislon of the pre-schools, while the Ministry of BEducation is responsible
for teacher training and for providing on-going support to the teachers. This
i®s done through a well-elaborated system of District Centres for Early Childhood
Education (DICECE), supported by a National Centre {(NACECE) within the Kenya
Institute of Education.

Other examples of community-based programmes are described in Annex A. In
all the examples it is evident that these programmes rely heavily on community
support Lf they are geoing to gurvive. Additionally, they have been developed in
communities that are the least likely to be reached by the more formal
traditional pre-school programmes. They also reach children and families leaszt
likely to be gerved by the health sector. Yet these programmes face many
c¢hallenges. 1In describing these child care programmes in Africa, Mbikusita=-
Lewanika (1982) gummarizes some of the imsues,

Most of these centres are provided by the communities on self-help bases.
The communities are eager for their children to benefit from any kind of
early childhood care and education, and cannot wait for the governments to
provide these facilities...Since they are provided by the communities,
they are the cheapest of all children’s centres....These centres have the
poorest facilities; ill constructed or uncompleted buildings, poor
ventilation, dangerous walls and floors, overcrowding of children, lack of
equipment and materials, under-staffed, and untrained personnel.

While these characteristics would suggest that community-based child care
programmes are a poor choice in terms of thelir ability to introduce MCH
components, these programmes have some real strengths., Mbikusita-Lewanika
{1982) identifies the following: early childhood centres in these communities
have the potential to serve as a base for community development; these
communities receive the least in terms of all social services; children from
these communities are most in need of what a quality pre-school can provide; and
last, but not least, people in these communities have demonstrated their
commitment to their children and their ability to create a programme through
self=help initiatjives,

3.4.2. Entry point programmes

These are community development programmes where child care is developed
as an entry peoint into the community and a base from which other community
development activities can evolve. The approach is to work with the community
to identify needs, and then to create a range of services to meet these needs.
The examples which follow are instances where the community has defined early
¢hildhood programmes as a priority. As a result, child care programmes have
been created.

One example is the Sang Kancil project developed within the squatter
settlements of Kuala Lumpur, Malaysja. The project was begun by health sector
personnel interested in establishing primary health care centres within kampungs
{districts) in the settlements. However, taking a community development
approach, meetings were first held with community members to determine their
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needs and priorities. They were most interested in having a child care system
for young children, and in creating income— generating activities for women.
Health care was not seen as a priority. Those inveolved in developing the
project listened to the community. Rather than building a health centre, they
established a pre-school and an income-generating project. When these were well
esgtablished, then it was poszsible to introduce primary health care, which is now
widely accepted. (Yusocf, 1982)

3.5, Formal Pre-gchools

Included in this category are programmes designed to meet the needs of
ghildren living in poor urban and rural areas who are seen as having a
dimadvantage when thay enter primary school. These children, because of their
ethnie, social, regional, or family background, lack the experiences, skille,
and knowledge that more affluent peers bring to the school experience. As a
result, they do poorly, drop out of school early, and are likely to continue the
cycle of poverty. In the hopes of breaking that cycle, preschool programmes
have been developed for this group of children so that once they enter the
school gystem they can compete on an eguitable basis with their peers.

Within Southeast Asia there are a number of examples of national efforts
which have been developed to provide a pre-school experience in the primary
school for the urban poor and rural child. In Thailand, for example, there was
an awareness that some children come to the formal school experience at a
"disadvantage". There was also recognition of the long—term value of quality
pre-school. Demcgraphics also played a part. There was a declining birth rate
which led to a demand for better education; with fewer children, families have a
high investment in their children’s education. The lower bkirth rate meant a
decreasing enrollment in primary schools, with the result being empty
classrooms.,

In response to these factors the Ministry of Education provided grante so
that targeted communities could develop pre-primary programmes. Grants went to
"areas jdentified as the rural impoverished, the urban deprived, the remote and
barren, and the community with 50% of the children speaking other than Thal".
(Piya-Ajariya, 1983) Other communities interested in establishing pre-primary
programmes had to bear all the costs themselves.

Unfortunately this programme, and those developed in connection with
public schools elsewhere, tend to represent an extension downwards of a costly
formal educational system., There is some gquestion about the long-term value of
cereating these costly systems. With alternative models it may be possible to
achieve multiple goals, in terms of health care, nutrition, parent eduycation and
community development, as well as education.

3.6. Inteqrated Care Centres

These are early childhood efforts that are developed from the beginning to
meet the multiple needs of young children from the poorest of the poor families.
Included in this category are those programmes that conscicusly provide a full
range of services for the child (from health and nutrition to educational
activities), parents and sometimes the community.

One of the most notable is the Integrated Child Development Services
{ICDS) programme in India. The need for massive programmes which address the
needs of young children is most evident in a country like India where there are
more than 109% million c¢hildren under the age of &, constituting 1% of the
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population (Sadka, 1984). 1In 1974, India adopted a National Policy for Children
as an indication of its commnitment to ensure the delivery of comprehensive child
development services to all children. One of the first targets for the effort
were the "poorest of the poor found in urban s8lums and tribal areasg",
particularly children in "scheduled cages and tribes.” (Sadka, 1984).

The programme began on a pilot basis in 33 of India's 5000 administrative
blocks. By March of 198%, 100,000 Anganwadig (centres) were providing services
to approximately 7 million children. In 1989 it was estimated to reach 11.6
million children of 3-6 years of age (Myers, 1992), with the ultimate goa)l being
the delivery of comprehengive services to all children under the age of 6 by the
year 2000, {See Annex A for a more complete description of the programme.)

Several major evaluationsg of the programme have been conducted. The
earliest was in 1978. Others have followed, all of which indicated positive
results in terms of the programme’s jimpact on children, women, and the community
at large. For example participation in the centre is associated with reductions
in infant mortality, severe malnutrition, morbidity and school repetition.
({Chaturvedil et. al, 1987)

In Latin America there are also community-based programmes designed to
provide health, nutrition, and education services. A non-formal education
programme has been developed in Peru, where, in 1972, a national commitment wasg
made to provide pre—-school (initial education) for all children in Peru.
Recognizing the diversity of cultures represented in the various regions of the
country, communities were encouraged to develop models of pre-school education
that met their particular needs. Within Puno, Peru, a non-formal model evolved
that wag subsegquently disgeminated to other parte of the country.

The Punc programme began in 1967 as a community-based effort to provide
nutrition education to women. But when the initial education movement began,
the programme shifted its focus to the development of a pre-~school for Quechua
and Aymara children 3-6& years of age. In 1973 it became known as the Proyecto
Experimental de Educacjon Injtial No-Escolarigadas de Punoc (PROPEDEINE). The
programme cperates in simply constructed Children's Houses (Wawa Wasis and Wawa
Utas), constructed by community members who donate the materials as well as
their time and skill. Pre-school aged children are provided with an educational
programme, basic health care, and nutritional supplementation. The centres have
also been used for the delivery of health components. For example, they are
uged asg the bage of operations during immunization campaigns.

The examples presented in thisg gub-category illustrate waye in which
programmes have been developed specifically to provide integrated care to the
young child. There are more and more private and public agencies and
organisation attempting to develop integrated programmes. And, in situations
where it is possible to undertake new initiatives, this is the model that should
be followed to address the full range of the child’s and family’s needs. At the
present time, however, integrated child care systems are few and far between.
Therefore strategies need to be developed to introduce MCH components into
existing systems. In the next section there isg a discussion of some of these
strategies. ‘
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4. Strengthening and Expanding Existing Programmes to provide better Health
Care

Having established that child care systems are a leogical entry point for
the delivery of maternal and child health components, and having defined a range
of approaches to c¢hild care, the next step is a systematic approach teo
understanding how one would go about collaborating with these systems to improve
health care in the families and communities being served by the programmes. In
order to determine the best strategy it iz necessary to answer the following
questions: i) What is the population being served by child care and how does
that relate to the population that needs to be reached? Wwhat kinds of child
care programmes are currently serving these populations? ii) What is the
potential of expanding tha scope and coverage of these services? and iii) If the
service is reaching the targeted population, what strategy should be used by the
health system to introduce MCH components? In this section, these questions
will be discussed.

4.]1. The Population being Served by Child Care Programmes

From the literature on early childheood programmes it is possible to divide
child care programmes into three groups, based on the populations they intend to
gerve, There are the global programmes that attempt to provide a given service
to all children in a specific age group. For example, a nation may decide to
develop an early childhood programme for all children who will enter the formal
school system the following year in order for these children to be better
prepared for the primary educaticn. Not many countries can afford this
approach, nor does it generally reach those most in need of the service.

A second type of programme are those that target a more specific sub-group
within a given age range. Included in this category are:

L Pre-school programmes developed for a specific population of
children (i.e. from low income families) in order to ameliorate
environmental differences that put them at a disadvantage when they
enter the formal school aystem. The ultimate goal of many of these
programmes is to break the cycle of poverty.

L Full-day child care programmes for children (0-6) of women involved
in income generating activities. Such care is also provided to
children of women involved in educational/ training programmes,
making it possible for them to participate in thege activities in
order to gain new knowledge and skills. At a minimum these
programmes provide a safe place for children when their mothers are
not available to care for them.

+ Early childhood programmes are designed to meet the special needs of
children at risk due teo family stress or transition. The programme
goal ia to give them a secure environment and consistent caregiver,
for at least a part of the day.

+ Programmes for children within a given geographie region, to provide
them with the services that will support their growth and
development and bring them to an equitable position with children
from other regicns of the country (i.e for rural children who lack
stimulation, or for children in urban sgquatter settlements who may
lack adequate caregiving).
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* Frogrammes for children from other than the dominant cultural group
to provide them with experiences that will better prepare them to
participate in the formal school system (which is generally designed
on the values and normg of the dominant culture).

Early childhood programmes created to meet community development
goals., In these instances, while providing direct service to
children, the child care programme is used as a way of reaching
parents and other community members, and ultimately getting them
involved in developing a range of basic services for the community.

Third, there are very specialized programmes, targeting children with
specific needa. These include children suffering from malnutrition who are
provided for through rehabilitation programmes. In some instances, psycho-motor
stimulation is also a programme activity. This category also includes
programmes for developmentally disabled children and those with special medical,
therapeutic and educational needs, who are provided with the specialized
services that their condition requires.

These categories of target populations and programme goals are not meant
to be exhaustive, nor are they mutually exclusive. Rather, they are
illustrative of the ways in which people have defined specific child populations
in need of c¢hild care services, and the goals asscciated with different early
childhood efforts. It ig primarily through the second type of programmes, those
with a targeted but not specialized populations, that those not being served
currently by the health care system can be reached.

4.2. The Potential for Child Care Systems to Incorporate MCH Components

In order to make an assessment of whether or not it would be worth
investing valuable resources to link with a specifiec effort, it is important to
have an understanding of the programme’'s characteristics to determine how easy
or difficult it would be to link with the programme and introduce MCH
components. OF particular importance is the programme’s position in the
community. If the early childhood programme is well respected and a part of the
fabric of the community, rather than on the periphery of people’s lives, then
there is a much greater likelihnod that additional programme components will be
accepted and used by the people. There are a variety of dimensiocns to be
examined to know whether or not the programme is an integral part of community
activities. These include:

4.2.1. The physical location of the child care programme

Is it located within easy reach of those being served? If not, then it is
unlikely that it is successfully serving these most in need. An example of an
inappropriately placed programme was a nutrition recuperation programme operated
in chile. The programme was developed in response to public outrage at high
rates of infant mortality due to malnutrition. A series of recuperation centres
were established in refurbished homes in upper c¢lass neighbourhcoods.

one of the reasons for using the homes was to create an atmosphere that
would be less intimidating and cold than many hospitals. It was presumed that
mothers would feel more comfortable visiting and spending time with their
children in a home rather than in a hospital. Another reason for locating the
centres in the upper class areas of the city was to assure that the programme
had high visibility, demonstrating the government’s responsiveness to the need.
To further promote visibility, veolunteers (upper class women), were asked to




WHO/FHE /95,10
Page 28

provide stimulation to the ¢hildren in the centres. These women bescame very
invelved in the programme. However, the parents did not.

While the atmosphere was less like a hospital setting, the neighbourhoods
where the centres were located were more intimidating than hospitals. There was
a great soclelogical/ psychological and physical distance between the
recuperation centres and the child’s home. Thus, mothers seldom vieited their
children,

When the child was ready to go home, after having gained weight and
attained appropriate developmental milestones, the child was returned to a
family to whom the child was a stranger. Nothing had been dene within the
context of the child’s environment to asgure that malnutrition would not re-
occur. Not too surprisingly, many of the children returned to the recuperation
centres several months later, once agailn suffering from malnutrition (Colombo,
1979). Thus, while the programme met some short—term goals by decreasing infant
mortality and malnutrition during the child’s first year of life, long-term
goale were not realized. The soclo-cultural and environmental variables that
were a part of the cause of the malnutrition were not addressed. The programme
wag never embraced by the community; it remained on the periphery until it was
redesigned to include parents in a significant way.

4.2.2. The history of the programme within the community

Do the people within the community talk about their programme with pride?
Has it been able to meet community needs over time? If the programme is seen as
providing quality services, then it is likely that the addition of othar
programme components will ke accepted. An example of this is the Sang Kancil
programme in sguatter settlements in Kuala Lumpur, Malaysia, described above,
Those developing the programme were responsive to the community’s expressed
needs. Then, once the preschool and income-generating activities were well
established and an integral part of the people‘s lives, maternal and child
health services were initiated in conjunction with the existing programme and
readily accepted (Yusof, 1982).

4.2.3. Parent /fcommunity participation in the programme

Within current development planning, one of the strategies most frequently
advocated is to have strong community participation in programme development,
from the definition of the need, to development of a plan of action, to project
implementation, to evaluation of outcomes. While this strategy is utilized in
the development of many basic services programmes, it is seen as particularly
important in relation to early childhood programmes. Within developed countries
a strong argument has been made that the community is the most appropriate level
of social organization to implement and manage child care systems
(Bronfenbrener, 19280; Center for the Study of Public Policy, 1971}%.

It is argued that since parents are the policy makers in most areas of
their young children’s lives, their involvement in the design and operation of a
early childhood care and development centye increases the likelihood of
continuity of experience between the home and school for the child. This same
argument ig being made for parental and community involvement in the
implementation and management of child care programmes in developing countries.
The general consensus is that the greater the level of community involvement,
the more likely it is that the programme will meet community needs and become an
integral part of community life.
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It should be noted, however, that the extent to which parents can and will
become involved in early childhood care and development programmes is determined
by a number of variables. For example, there is cultural variance in the degree
to which it is deemed appropriate for parents to be involved in the education of
their children. In some societies women are responsible for care of the child,
but do not play a role in educating the child. Thus, they would not feel thay
should be a part of the child’s on-going education.

Yet another varlable is the time that parents have available to become
involved. Where early childhood care and development programmes have been
developed in response to needs for day care, women are likely to have little, if
any, time to be invelved in the day-to-day activities of the programme.

Another variable that affects the extent of parent and community
involvement in child care programmes is related to the political structure of
the programme, and the extent to which control for the programme is centralized
or decentralized. Where the programme is designed and introduced from outside
the community, there may be little room for parent and community inveolvement.

In sum, while it is important to assess the potential of a child care
centre to ilncorporate MCH components, when there are issues of scale involved,
then it is alsc critieal to assess whether or not a relatively small-scale
programme can be expanded once MCH ¢omponents are incorporated within it. In
the next section, there is a discussion of iasues related to expanding the
coverage of a child care programme.

4.3. The Potential for Child Care Systems to Increage Coverage

In general, it can ke assumed that it is net cost-effective to develop
materials and provide the necessary training and support teo individual child
care initiatives or those that are developed to serve a relatively small
population. Clearly, it would be most efficient to link with large-scale
cfforte where an jinfrastructure already exists that includes facilities, basic
gervices, staffing, training and on-going support. While it is logical to
coardinate health input with sucecessful large-scale child care programmes, few
of these exist, and they seldom reach those most in need.

An alternative strategy is to seek out successful projects, serving those
most at risk, which have the potential for going-to-scale. Going-to-scale
refers to the process of taking successful small-scale projects and developing
them into programmes that attempt to reach as many potential beneficiaries as
possible, regionally, nationally or even worldwide {(Myers, 1385, p.1).

one of the problems with developing linkages with early childhood
programmes that appear to have the potential to go-to-scale, is that it ie
difficult to predict what needs to happen for emall-scale efforts to be
implemented on a broader basis. For example, in a review of seven sugcessful
pilot projects in India, Pyle (1984) identifies project characteristics which
would necegsarily change if the projects were to be implemented on a national
scale. In his review Pyle notes that the organizational and political factors
that would come into play once the project moved beyond its current boundaries
would dramatically change the way in which the project would operate. There is
some gquestion as to whether or not these changes could be made while maintaining
the integrity of the project.

Further, experience indicates that to be truly effective and enduring, a
programme wmust develop in response to community initiative, need and willingness
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to assume responsibility for programme development. In community-baged
programmes community members freguently have administrative control of a
project. They have autonomy in decision-making and are encouraged to be
flexible in developing solutions to their problems. In going-to-scale, project
administration would change; it is likely it would become centralized, more
rigid and part of a bureaucracy. This raises the question as to the role of
community participation when puccessful small-scale pilot projects go-to-gscale
and are implemented on a region- oy nation-wide basis.

The ingredients of succesgful transfer inevitably vary since communities
pogsess different social and cultural patterns, organizational and fiseal
resources, problems, norms and history. Nonetheless, there are certain pre-
existing community conditions that enhance or hinder the likelihood of success
of any expansion effort. The following conditions seem to be critical:

+ Political commitment at all levels should include an appropriate
supportive policy, adequate budget allocations, and a willingness to
make structural reforms where necessary.

Adequate fiscal and human resources must be available. The on-going
coats must be within the community’s present and future means. The
costg of a programme may vary in kind and amount from one community
to another.

The model must be adequately developed. It should be structurally
strong yet flexible and adaptable., An evaluation system should be
established.

An organizational mandate should be prepared and the organizational

and management skills required to operate the programme should be
available within the host agency. The staff should be selected on
the basis of their values and motivation.

While an understanding of programme characteristics is critical to
supperting the expansion of a child care system, ancther important variable to
be taken into consideration is the sponsor. In the next pection there is a
discussion of the kinds of organisations and agencies that sponsor child care
centres, and the different roles they can play.

4.4, The Role of Sponsors in the Development and Support of Early Childhood

Programmes

There are two aspects to sponsorship: programme funding and progranme
implementation or operation. It is not uncommon, for instance, for those who
provide initial funding and/or technical support for the programme to have a
time-limited involvement. The expectation is that after the programme is
established it will be maintained, at some level, by the population being
served. In other instances, fundere and operators are one and the same. Those
respansible for funding the programme actually operate the programme and
maintain it over time. Thus, in seeking ways to introduce primary health care
into child care settings it is important to be able to differentiate between
those who provide initial support and those who maintain the programme over
time.

It is necessary to acknowledge and plan for the fact that funders and
implementerg, in the short- and long-term, play different roles in child care
programming, and they would have different roles in the introduction and/or
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upgrading of public health care serviees. More importantly, however, to develop
a successful intervention strategy, it is necessary to understand the
organizational and bureaucratic structure within which the sponsor operates.
Sponsors of early childhood programmes can be divided into four groups:

4.4.1. The community

As was noted in Section 3, there are a wide variety of early childhood
programmes that are developed as a result of community initiative. These are
either begun by an existing group or a community organisation evolves to work
specifically on the development of an early childhood programme. In either
instance, the community perceives a need for child care and a programme is
created., Once these are established, the government and/or non—governmental
agencies can provide training and rescurces to upgrade the services provided.

Thus communities can serve as sponsors of a child care programme. While
they have extremely limited resources, the on-the-ground commitment of
communities is what sustains programmes over time. And, in fact, while other
sponsors may provide comparatively unlimited resources to the development of an
early childhood initiative, without community belief in and commitment to the
effort, the child care programme will not be successful.

4.4.2. Nen—governmental (NGO), Private Voluntary Organizations (PVO)

Non—governmental organisgations exist outside any governmental structure.
They can be found within the international community, at the national level, or
their scope may be regional. At the international level there are a variety of
groups (e.g. Save the Children, Christian Children’'s Fund, Oxfam, CARITAS, Redd
Barna, etc.), originally formed to address survival issues who are currently
invelved in development programming. For example, Christian Children’s Fund, a
c¢hild sponsorship organization, uses some of its monies o create schools and
commanity development centres which address the multiple needs of the child and
community rather than only providing nutritional supplements to the sponsored
child.

At the national and local levels there are church-related and welfare
organisations that have developed a range of early childhood programmes. In
addition, there are voluntary organisations which have seen the need for early
childhood programmes and have taken the initiative to develop them within their
country. For example, the Botswana Council of Women, a private voluntary
membership organization, has raised the funds necessary to establish day care
centres to support women’s increased involvement in the wage economy.

Private voluntary organizations and non-governmental agencies are financed
through a variety of mechanisms. Some operate on the basis of subscriptions.
The UN related organizations are a primary example. A second source of funds
are individual gifts andfor private philanthropy. In addition, volunteer time
and energy are critical to the operation of most PVO organisations, particularly
thoge that operate at the community level. Many community-based child care
programmes are able to exist because local resources are available to the
programme. These take the form of: cash, in-kind goods, and labour (meal
preparation, construction and maintenance of facilities). Other PVOs charge
fees for the programmes they operate, recuperating the costs of the programme by
participant reimbursement. The amount a given NGOQO/PVQ is able to spend on early
childhood activities is determined by the organization’'s mandate and related
budget. The potential for these groups to expand their service to young
children varjies greatly among the NGO/FVOs.
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4.4.3. Government

There are governmental agencies and organizations whose involvement in
early childhood activities is based on nationally defined needs, goales and
regsources. Government agencies and organizations frequently play the role of
funder and implementer. These agencies are mandated to carry out national
policy. If early childhood programmes are sgeen as a natjonal priority, then a
governmental ministry will be charged with the responsibility for developing,
implementing and operating related programmes. Sometimes only public sector
fundeg are used in the development of national programmes. In other inatances,
the government encourages private sector inveolvement as well. One of the
¢hallenges of working with child care programmes is that they have been
developed by and operated under the mandate of a variety of national ministries,
including education, welfare, health, labour, social affairs, women’s affairs,
youth, agriculture, or some combination of these.

Within each of these ministries the rationale for the development of early
thildhood programmes, the population to be served, specific programme goals, the
curriculum, staffing, and resources available to the programme are quita
different. In order to work with government officials within the various
ministriea, it is important to know their bjas and concerns if they are to be
appreoached to expand the range of services they currently provide. For example,
it will take a different strategy to work with the Ministry of BEducation than it
will to work with the Ministry of Labour; the rationale for their involvement in
early childhood programming is different, they serve different constituents, and
implement different types of programmes.

It ie also important to recognize that governmental involvement in early
childhood programmes occurs at the regional or county level, and at the city or
local level, as well as at the national level. While being regponsive to
national poliey, the regional and local government groups frequently have a
great deal of autonomy in establishing priorities and c¢reating programmes
designed to meet the specific needs of their constituency.

There is yet another set of quasi-governmental agencies/ organisations
that have been very involved in the development of early childhood programmes.
These agencies are generally established through special funding and have been
created to fulfill a particular mandate. In many instances those working in
thege agencies have tha freedom and resources to develop innovative programmeas
that can bhe put into place relatively rapidly; they do not have to operate
within the bureaucratic structure which exists within many ministries. Examples
of such agencies include the Children‘s Foundation in Venezuela, a child welfare
agency headed by the Firat Lady of the Republie. A comparable institute also
exists in Ecuador (Instituto Nacional de Ninos y la Familia), and in mosgt other
Latin American countries. All of these agencies have had a gignificant role in
the development of early childhood programmes in their country.

4.4.4, International technical cooperation agencies

Technical cooperation agencies (e.g. WHO, UNICEF, UNESCO, USAID and other
bi-lateral denor agencies) do planning from an international perspective. They
generally provide short-term support. In general, these groups establish target
populations to serve, develop an agency policy about how that group is to be
reached, and then work with appropriate national ministries to develop
programmes for the target population, based on national goals and resources. In
general, these agencies provide funding and technical assistance which supports
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programme development; they do not provide funding for on-going programne
support.

In sum, there are a range of sponsors that can and have been involved in
the development of early childhood programmes. Sponsors play a variety of
roles, from helping to make communities aware of the need for child care
programmes, to providing initial funding and technical assistance in support of
the effort, to providing the necessary on-going suppert to allow the programme
to operate. Each organisation has its own reason for being involved in early
childhood programming. The motivation behind a group’s involvement will, to a
large extent, determine the nature of the programme.

In order to work with the sponsoring organisation it is important to
understand their motivation and long-term commitment to the effort. It is also
important to know what kind of financial and technical resources they have
available to them in order to know if they can support expansion of their effort
to include MCH components.

If an agsessment of a child care programme suggests: i) that there are
sponsord available to support the introduction of MCH components into a given
child care system, ii) that the system is well established and serving an
appropriate target population, and iii) that the programme could be supported to
go~to-scale, then the health sector needs to develop strategies which will allow
for the successful introduction of MCH components. A suggested course of action
iz provided in the next section.

4.5. Btrategies for BEnhancing the Succegs of Introducing MCH Components into
Existing Programmes

Integrating new programme components within existing institutional and
service structures is a complex and difficult process. The time and energy
required to introduce new components is generally under-estimated by those
involved. It is not just a technical process but invelves important
interpersonal, political, bureaucratie, socioc-cultural and rescurce factors.
To suceceasfully introduce and provide the necessary on-going support for the
implementation of MCH components, the following strategies are suggested:

4.5.1. Select leaders responsible for promoting the new component
from among individuals who have local credibility, a genuine
commitment to the effort, and a personal stvle guited to the
task

It is erxitical that the individual who initiates contact with the
sponsoring agency have credibility with the people in that agency. If the
spongEor i8 a government ministry, then the individual must have formal
credentials that would make that person c¢redible to those already involved in
the child care programme. If, on the other hand, the sponsor is an
international organisation that promotes community development, then the initial
contact should be made by someone with a similar philosophy and approach to
working with communities.

4.5.2. Show _sensitivity to the cultural, social and interpersonal
bonds that hold programmes together

Any programme that has been in place for some time will have a history
that has created a programme culture. That culture will include both formal and
informal ways of operating and communicating that are an integral part of what
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the programme has to offer. Anyone attempting to enter the programme must try
and understand the culture of the organisation and must not violate the norms
and values that hold the programme together. It is best to listen and observe
before stepping in with recommendations for changes.

There are changes that are likely to occur within the agency as a resgult
of intervention. This may include a re-definition of staff roles and the
support required, change in the focus of the organisation in terms of the
services and/or intended beneficiaries. While the specifics cannot be
anticipated, the potential for changes needs to recognised and accommodated.

4.5.3. Establish the legitimacy for the MCH activities in relation to
what is currently being provided

As it was important for the community to understand the legitimacy of the
child care programme when it was begun, likewise those involved in the programme
(sponsors, community members and parents) must come to believe in the importance
of the MCH components that are to be introduced. Even though there may be a
child care programme in place that is fully utilized by the community, if
gomething is "tacked on" to the programme, it will not necessarily be accepted.
People need to value the addition and see ways that it can enhance their lives.
Before offering materials and training to introduce new MCH components, it will
be necessary to conduct a needs assessment to asgcertain what is already known
and practiced in a particular setting, and to determine immediate needs. Then
new elements can be intreoduced.

4.5.4. Define clearly and openly the goals and limits of the
programme component to be introduced

Related to the need to help people see the introduction of new components
as useful to them, it is eqgually important to be clear about what that component
will and will not contribute to the community. Thus those operating the
programme need to understand clearly what the health care components are and
what their role will be in their implementation. Input should be sought from
the organisation on how the current programme can be changed to reach desired
goalsa.

Sometimes people are eager to take something new on-beoard but have no
understanding of what will be required of them to make the new venture
guccessful, Thus child care managers and care-givers need to be involved in the
planning phase. Likewise, staff need to understand that they will be required to
undertake additional training, and they need to know if the introduction of the
components is going to demand more of their time. (For example, recording
periodic information on children‘s growth and development is time-consuming and
may be an entirely new task for staff.) If gtaff are not willing to accept the
new demands on them, the programme will not be implemented effecktively. Thus the
clearer the goals and expectations are from the beginning, the more likely it is
that the new components will be implemented fully.

4.5.5. Allow adegquate time and resources for planning, etart-up,
tegting and implementing the programme

Those sponsoring the introduction of the MCH components are likely to want
to get things moving quickly. They are aware of the urgency of getting needed
health services to populations not currently belng served. They alsc have a
good understanding of what the components involve and they can see an obvious
fit with current programming. However, those who will be implementing the
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component over time may need more time to see the fit and to incorporate the
activity into their daily life.

Beyond the needs, abilities and competencies of the local staff are the
bureaucratic and political dimensions that need to be taken into account when
allocating time and regources to the project. All of these factors will mean
that the programme is likely to be implemented much more slowly than is
desirable.

4.5,6, Plan from the beginning fer programme gqrowth and
ingtitutionalization of the programme

One mistake commonly made in the development of programmes is to wait
until the programme is fully functioning and coming to the end of its funding
before thought is given to how to sustain the effort over time. Experience
would suggest that as the programme is being planned it is important to address
the igsue of how it will be maintained over time, financially and in terms of
programme quality. From the beginning, plans must be made in relation to the
pace of growth and the long-term viability of the effort.

4.5.7. Create monitoring and feedback mechanisms in the sarly stages

and insure that users are committed to them

An important aspect of any programme is knowing how well the programme is
doing in meeting its goals and objectives. In order to make this assessment, an
evaluation or monitoring system needs to be put into place. While quite
obvicualy the system should assess the impact of the programme on those being
served, monitoring systems alsc need to be developed to assess the effectiveness
and efficiency of the organisation.

These systems cannot be get up and operated by people outside the
programme. They should be an integral part of the day-to-day activities of
staff. If staff are involved in developing the moniltering system, and if they
see how it can help them in their work, then they are likely to follow through
and keep the system going. However, if the evaluation and monitering activities
become busywork they will ke done without much thought and they will uvltimately
have little value. When staff are able to use the information they are
gathering for planning and making their work more effettivae, the tools will be
utilized.

In sum, because the introduction of a new programme component implies
digruption of the equilibrium of the social system, it should be based on mutual
negotiation, c¢larification of intent, adaptation of expectations and plans, and
establishment of consensus on roles and obligations. The likelihood of short-
and long-term programme success is enhanced by bujlding links between the old
environment and the new programme component. A part of egstablishing these links
is having something to offer to the on-going programme. In the next section is
a discussion of the gpecific things that the health sector can offer to child
vare programmes to enhance their capability of delivering health care
components.

5. MCH Programme Components to be Developed by the Health Sector

In order to introduce health components into c¢hild care systems there has
to be a clear delineation of: i) a curriculum, what it is that to be introduced
into the setting; ii) support materials; iii) a c¢lear plan for training staff;
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and iv) evaluation systems for providing on-going support and monitoring to
aggure the implementation of the curriculum.

5.1. vices Frovided

In planning for a child care programme, it is possible to think in terms
of developing a service or developing a curriculum. There are important
differences betweaen the two approaches. Services yefer to the gpecific
activities provided for the child and family. Generally programme developers
define the services to be provided based on their perception of what will meet
the particular needs of and goals for the target population. In many ingtances
the service has a singular focus {e.g. it is the delivery of food to a programme
to help prevent malnutrition; it is a language development programme to prepare
children for the primary school system; it is custodial care to keep children
gsafe from harm).

A curriculum perspective, on the other hand, helps the provider see the
interrelationship between the child’s activities in the programme. The
curriculum, in its broadest definition encompasses all the experiences that a
child has in the child care setting. It includes the physical setting, the
timetable, the nutrition aspects of the programme, the planned activities and
the interactions between all those involved. A curriculum provides a framework
for addresdging the multiple needs of children and it helps staff see how
averything that happens during the child'e day is part of that child’'s learning
environment. Without a gurriculum perspective, caregivers are unaware of the
importance of all their actions. They are also generally unaware of the range
of developmental needs and the activities that could be provided to promote
children’'s overall growth and development.

While the health sector may be interested in introducing a specific health
component (i.e. a gervice) it needs to do this with an eye toward how that fits
into the total curriculum. For example, the delivery of food to the centre is
only one aspect of good nutrition. In designing a nutrition programme it is
important to be aware and supportive of a feeding process within the setting.

Thus, it is important to think in terms of develeoping health curricula,
not only health services. From a curriculum perspective it is possible to
address and include the promotional, preventive and curative aspects of health
care ag defined earlier.

While there is clearly a large body of health information that needs to be
incorporated into the curriculum and passed on to caregivers and families
concerning children’s health, some of this will need to be adapted to the
cultural setting. Thus in developing the curriculum there will be a need to
involve nationals, and sometimes even more local individuals, in the development
of the specifics.

It may be that the less formal the programme, the less feasgible it is to
introduce MCH activities, but if specific task-oriented training is given with
occasional monitoring to ensure maintenance of a satisfactory level of
competence, most promotional and preventive health activities could be provided
even at the level of child minding. In Table 2 is a presentation of some basic
MCH components, and an indication of the whether or not they could be delivered
through the categories of child care programmes described in Section 3. (An X
indicates that with adequate support for the provider, the component could be
delivered through that =etting.)
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Table 2
POSSIBLE INTEGRATION OF HEALTH AND} DEVELOFPMENT ACTIVITIES
BY CHILD CARE SETTING
Parent Child Community | Workplace | Institution
Education Minding
Hygiene X X X X X
Creative Play X X X X
Feeding X X X X X
Nutrition ? X X
Supplement
Affective X X X X X
Stimulation
Moniteor X X X X
Paychosocial
Development
Monitor Growth X X X b'd
Immunization X ? X 4
Parental X X X
Discusaion

5.2. Development and Disgsemination of Support Materials

In order to support the incorporation of MCH components into child care
systems, materials that can be used in that setting must be developed and/or
adapted. Materials will be needed by: i) children; ii) the care providers; iii)
thoze working with parents and/or siblings, if different from those working with
the children; iv) supervisory/ training personnel; and v} administrative
personnel responsible for the child care programme within an agency,
organization or sector.

These materials will take several forms. There may be written materials
that provide basgic information which can be used as reference points for
providers and those working with parents. There is also the need to develop
training materials (written and audio-visual} to support staff development.
Physical materials that support health activities, such as weighing scales and
perhaps measuring devices to be used in creating oral rehydration solutions
(ORS), will also be required.
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One tool that may be particularly useful is a paychesocial development and
growth chart (see Figure 1: Chinese child health growth and development home-
based racord; and Figure 2: reverse side of the Chineae home-based record).

The development of an instyument that provides basic information on the
developmental needs of the young child has been undertaken by the World Health
Organisation (WHO/MCH, 1991) in collaboration with research groups in China,
India, Pakistan and Thailand. Through this partnership natienal teams have been
developing simple, reliable and culture appropriate measures of physical growth
and psychosocial development for children under seven. While the specific items
differ across countries, there is a commonality in the domains included. They
are: gross motor, fine motor, vision, hearing, language, concept development,
self-help and social skills. The instrument is used as a screening device to
identity children with developmental delays and provides important data useful
in the development of intervention programmes.

One example is the Indonesian Chart of Developmental Milestones that was
developed over several years. While it drew heavily from developmental tests
developed in the West, there was considerable adaptation made to make the
profile culturally appropriate (Donohue-Colletta, 1992). While the work dene to
develop the inatrument was extensive, the process provides a model that can be
replicated in other countries. Other groups have been invelved in the
development of similar instruments in Sri Lanka, Chile and Turkey (Landers &
Kagitcibasi, 1990). Profiles or charts indicating developmental milestones are
invaluable in home-visiting programmes like the one develeoped in Peru, a
description of which is provided in Annex A.

In addition to developing materials to assess children’s growth and
psychosocial development, it will also be necessary to develop materials for the
children themselves. Some child care settings have enough rescurces to make a
variety of materials available, to the providers and the children. More
commenly, however, child care programmes have few materials. Caregivers are
encouraged to make use of locally found objects to create things for the
children to play with and learn from, but some basic supplies need to be
provided.

While it is important that a variety of materials be developed to support
the implementation of health components, even the best materials will be either
under-utilized or misused if the caregivers or those responsible for using the
materials are not trained in their use. Therefore a key element is the
development of an adequate pre— and in-service training programme for staff at
all levels of the programme. This needs to he developed by those wanting to
introduce the innovation; those currently responsible for the programme are
unlikely to have the required skills or resources to develop this training.

5.3. Training

The specific training needs of personnel and the subsegquent training
package developed will depend on local conditione, programme chjectives and
targets pet. It will alsoc be determined by the nature of the institution
providing the care (i.e., formal or informal), the types and levels of
caregivers, and the resources available for the training. Other important
congiderations include: the health problems of the children in the setting,
socio-cultural factors influencing behaviour, and the extent to which the local
health needs can be met by the health, social welfare and education networks in
the area. Regardlesg of these many variables, there are some basic principles of
training that can be applied across all child care programmes.
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Training is not a one~time event. It is a process and needs to be thought
about as such when plans are made for the introduction of health components into
child care pettings. In order to design an appropriate training system, it is
important to have some basic information on the people being trained. The first
rule in training is to begin with the learner, whether that be the child, the
¢hild care provider, the parent, the Supervisor or the programme administrator.

While training needs to be developed for people at all levels of the
programme, the foous here will be on the development of appropriate training for
the staff who work directly with the children and perhaps the parents. Thus the
learner in this instance is the child care provider, who ig likely to be a para-
professional or volunteer.

In almost all countries of the world, early childhood programmes have
access to very limited resources. Generally untrained staff serve as providers
within the child care programme since training opportunities are limited.

While this is often due to a lack of resources, a more insidious problem is that
freguently the assumption is made that child care is women’'s natural work and
therefore little training is needed. To compound the problem the work has
little status since it ig perceived ar something any woman can do. ‘Then,
because the work has such low statug, pay 12 minimal, if received at all.

The conseguences of the low status of and low pay for child care staff are
that those with education and a range of job options do not seek positions
within child care programmes. Thus programmes are staffed by those with limited
education and few options for other employment. JTf staff are fortunate enough
to receive some training, they frequently seek and move on to higher paid
positions in other fields. Yet, to have a gquality early childhood programme
that is meeting the full range of children‘s needs, it is necessary to have
well-trained staff who receive on-going training and supervision in a gurriculum
that they believe in and understand.

In beginning to deasign a training programme for these staff, the place to
begin is with a definition of what is to be accomplished through the training.

5.3.1. Objectives

Regardless of the programme characteristics, there are some basic
objectives that are appropriate for all child care settings. They are as
follows:

+ to improve the caregiver’s capacity to observe the state of the
child's overall development (i.e., physical, mental and social);

+ to provide caregivers with the skills to organise the child’'s daily
care to include physical, social, and pedagogical activities
appropriate to the child's present and desired status of

development;

+ to work with the careqgivers to define data that would be helpful in
programme monitoring and encourage them in the recording and use of
ochservations;

] to improve the caregiver's ability to establish and maintain

communication with the ¢hild and his/her family and strengthen
parental involvement;
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+ to equip caregivers with the knowledge of community services
networks and rescource persons in the area.

These objectives are very general and are not meant to be all- inclusive.
They are provided as a framework that can be used by those planning training
within which to define specific objectives, given the needes of the trainees and
the context within which the training is to be developed. Once the cbjectives
have been clarified, then it is possible to develop a training plan.

5.3.2. Developing the training plan

The challenge to those interested in introducing a programme component
into a child care setting is to help the caregivers and other staff associated
with the programme, acguire skills and knowledge that will make them feel and be
competent. Following are guidelines to be utilized in developing training
Bchames for those associated with the child care programmes:

+ Make an assessment of the caregiver’s (or other staff person’s)
current knowledge, skills and capabilities:

+ Determine what more it iz they need te know in order to adaquately
care for the children in their setting, and perform other functions
in the programme;

+ Set up the training se that it builds on the individual’s
experience, and provides them first with what is it they want to
know;

+ Provide a balance of theory and practical work, moving back and

forth between the two to assess the trainee’s understanding and her
ability to translate theory into practice;

* Provide fleld-based experliences where the caregivers can be cbgerved
and given feedback on their practice;

+ Use training methodologies that encourage participation, training
caregivers and other staff in the way you expect them to work with
parents and children;

4 Schedule training so that trainees are able to attend without
compromising other responsibilities; and the length of each session
ghould be designed in relation to trainees’' needs;

+* Establish what it ig realistic to accomplish through pre-service
training, given time and other rescurces, and what will be provided
through in-service training;

4 Develop ways for staff to evaluate their own skills and define their
further training needs,

The application of these general prineiples can lead to quite different
training systems, depending on the trainee., In Table 2 is a brief outline of
how the guidelinea might be applied when working with staff from non-formal and
more formal child care programmes.

While training is a key to the ability of staff to perform effectively,
training alone is not adequate to assure that the knowledge, skills and
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practices developed during training are maintained over time. An on-going
support system needs to be developed so that staff can maintain their
competencies.,

5.3.3. Developing on-going supports

At each level within a child care programme, there should be others that
are able to support the work. Teachers need the on-going guidance of
supervisors, supervisors need support for administration, administration needs
support from the organisation, etc. The health sector will need to determine
how support can be provided at these different levels when MCH components are
introduced into the system.

One way to develop on—going support for the caregiver is to identify those
who can be trained as trainers/supervisors. It is bhesgt if these people emerge
from among current staff, rather than being brought in from ocutside. Once
trained as gupervisors they ¢an train new caregivers who enter the programme and
affer on-going support for all staff.

Beyond the needs of the caregiver, there are the needs of the supervisors
and trainers. Given the nature of the materials which will be developed and the
concepts of integrated health, education and care in child care programmes, it
will be important to develop a technical support system for trainers and those
agtually invelved in using the new information and technologies within the
community. These are likely to be personnel from health services.

In sum, training and support are on-going activities within a child care
programme. Attention to these aspects of the effort is necessary to create and
maintain a guality service. But it cannot be assumed that because a training
programne is in place a guality programme is being provided. To know whether or
not the programme is effective, it is important to establish monitoring and
evaluation processes.

5.4. Monitoring and Evaluation

As with training, monitoring and evaluation are on-going processes.
Monitoring essentially means to keep track/to make obgervations of what is
happening on a day-to-day basis. When the information is gathered at any point
in time it is possible to evaluate the programme. Monitoring and evaluation can
be done in relation to external <¢riteria established for the programme, or it
can take place in relation to criteria developed by the programme itself.
External monitoring generally is done in relation to regulations established by
an outside agency, Internal monitoring yvields data on the effectiveness of the
effort. These two methods of asse=ssing the programme are described below.

S5.4.1. The monitoring of regulations

Early childhood programmes that are part of forma)l systems are generally
reguired to meet certain minimal standards. Monitoring in this instance is
associated with an assessment of compliance with externallyv-estabhlished
regulationg. It is generally conducted by people cutside the day-to-day life of
the programme. And while it is argued that this is required in order to assure
that children are being provided for in a safe, healthy environment,
historically there has been an inherent tension between the standarda of health
care provision established by regulatory bodies and the realities of the
contexts within which c¢hild care is being provided. (Zigler, et al., 1%83;
Ruopp, et al., 197%; Nelson, 1982).
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TRAINING CONSIDERATIONS
FOR THE FORMAL AND NON-FORMAL CHILD CARE SETTINGS

?

Non-formal
Parent Education, Child-
Minding, some community

Formal
Workplace, Pre-achools

Observation of practice

T ——

Trainees Paraprofessionals, mothers, More education
neighbourhood women, Some formal training
babysitters, family members
Trajining Apprenticeship, small group Pre- and In-service
Methode digcussions, exchanges Group instruction
Emphasis on practice Balangce of theory and practice
Content Child development Child development
- observation - obpervation and theory
Health information Health information
— charts, diagrams - written materials
Materials Kite, audio-visuals schedules, | Kits, audio-visuals schedules,
posters posters, with more written
back-up materials
Menitoring instruments Monitoring instruments
- growth and psychosocial - growth and psychosocial
development records development records
Toys Toys
Creative play materials Curriculum guides and creative
play materials
Daily schedule/workplan Teacher’s manuals
Daily schedule/workplan
Place In community More centralised
Timing Introductory course {1-2 Pre-service course (2-3 months)
weeks)
2 hours sessions regularly Regular in service
Trainers Nurge, community worker from Supervisory staff
PHC network, existing staff
from other programmes Health professional
External agency
Evaluation Obgervation of practice Written exams
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A related tension is between standardized national neorms and allowance for
regional and local variation. These tensiones exist even in developed countries
where there are relatively more resources available to providers to make
adequate provision for the care of yvoung children. The isgue iz exacerbated in
developing ¢ountries with grossly inadegquate reéesources available for child care
programming. Another tensjion is the result of the fact that standacds and
regulations are generally set by public bodies (i.e. ministries of health or
social services), while in many countries the great majority of early childhood
programmes are provided by non-governmental organisations.

There is no question that young children should have a safe, healthy,
gtimulating environment within which to play and learn. The problem is that the
definition of a safe enviromment differs, depending on the value system of the
definer (Steiner, 1981; Harman, 1978). To some extent value differences can and
ghould be worked out in the goal-setting process. As goals are established,
they can be translated into coperational terms which then define standards and
regulations.

Standards and regulations are frequently developed in relation to the
following areas:

4 the physical envireonment (ingside and out): size, structure, light,
air, safety, sanitation, eteg;

+ the staff-child ratio and/or group size;

+ staffing, the structure, training and/or credentials of providers;
L months of operation, length of day, hours of operation;

+ fees and financing;

+ the types and variety of services o be provided.

Unfortunately, as the list suggest, the balance of attention in regulating
early childhood programmes is freguently given to the monitoring of the statie,
eaglly measured dimensions of a programme (i.e, the number of square feet/child,
the number of toilets, estc), none of which have been demonstrated to have a
significant impact on developmental outcomes for children., ©On the other hand,
there are a variety of environmental conditions that are known to promote the
healthy development of young children. {(Zeitlin, 1993; Werner, 1982; Berruta-
Clement, 1984} These more dynamie dimensions (e.g. the patterns of adult-child,
child=-child and child-environment jnteractions) speak to the programme process
and need to be included in any system of standards and regulation of ¢hild care.
In order to try and integrate these more dynamic variables into regulations, the
following are suggested as an alternative framework for monitoring programmes:

L adequate provision for health, safety, nutrition and shelter;
+ consistent caregivers;
+ adult and peer models of appropriate cognitive and scocial behavior,

and opportunities te interact with these models;

+ appropriately communicated and consistent expectations and limits;
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+ a racognition of and allowance for children’s individual intezests
and developmental pattern;
+ a phyasical and social environment that encourages active exploration
and provides opportunitiesa for learning;
4 feadback, both positive and negative, that provides the child with a

positive sense of gelf and a trust of others.

While not so easily addressed in regulations nor accegsible through simple
monitoring technicues, these variables are key to the implemaentation of guality
child care programmes and should be built inte any child care system and
included in the monitoring procaess.

One example of an attempt to include both the static and dynamic variables
in an agpsegsment tool developed by WHO (1990). Their cCchild Care Facility
Schedule includes the following categories:

I. Physical Environment

ITI. Health and sSafety
ITI. Nutrition and Food Service
Iv. Administration

V. Staff-Family Interaction
VI. Staff-children Interaction
VII. Observable Child Behaviour

VIII. Curriculum

Within the internaticonal comumunity there is recognition that early
childhood care and development will remain far more personal and infermal than
other kinds of social programmes. On the other hand, there needs to be a means
for assuring that quality experiences exist for children. At the present time
there is a great deal of tolerance when programmes fail to meet minimal
standards. Ultimately it will be necessary to develep regulations which
recognise that family and community values vary across the range of child care
gsettings, and that these differences will continue to exist (OEF, 1979; Bruner,
1980; Bronfenbrenner, 1980; Clarke-stewart, 1977).

5.4.2. Evaluation

Rs with all components of a child care programme, MCH services regquire
adeguate monitoring of children’s development, growth and health so that the
needed care can be provided when growth and/or development lags. To assure that
the services are effective, evaluation systems need to be put into place within
the programme.

In the majority of cases those involved in developing early childhood
programmes respond to an expressed need, bringing to the situation their
knowledge and experience, and the programme either succeeds or fails, or lies
somewhere along that continuum. But frequently programme developers are not
able to step back from their day-to~day actions and regponsibilities in corder to
understand what is happening in the procesa. Thus, regardless of the outcome,
they are not able to look at what happened along the way.

In order to assegsg the impact of a programme and to understand what has
and hags not worked within the programme, evaluation should be built inte the
effort from the beginning. Programme evaluation takes two forms. Process
evaluation is a way to menitor on-going activities, the process of putting the
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programme into place. By looking at what happenes along the way it is possible
to see areas where the programme needs to be improved. Documentation of day-to-
day activities and the development and use of simple monitoring instruments can
be invaluable in collecting formative evaluation data. A formative evaluation
is particularly important as the project is getting started. It will provide
information on whether or not appropriate progedures are being used to introduce
programme components.

The second kind of evaluation focusea more on programme impact. Impact
evaluation provides an assesament of whether or not preogramme goals are bheing
met. In order to provide the most useful information, summative evaluations
should include an assessment of what children and families locked like before
the programme began, perhaps provide an assessment of progress at some mid-point
in the programme and then asgess the impact of the programme when the c¢hild
leaves the child care setting. Summative evaluation is frequently more formal
than the formative evaluation and may include people from ocutside the programme.

Both of these aspects of evaluation are impeortant in a gituation where an
attempt is made to add or upgrade programme components. And they must both be
degigned in relation to programme goals. For example, if the programme is
seeking to have an impact on health in the family, then there need to be ways of
agssesging if there are changes in the family‘s health. If the programme seeks
to increase children’s knowledge in relation to specific health content, then
there needs to be a way to test that knowledge.

Evaluation activities can be built into and be an integral part of
programme activities. For example, one of the concerns in most programmes is
the phy=ical growth and psychosocial development of the child. Growth and
development charts such as those described in the section on materials have been
developed in a variety of cultures that allow children’'s growth and psychogocial
development to be followed periodically (Tuchinda et al, 1993; Guo Di et al,
1993). This evaluation tool can be administered by staff within the child care
programme, and it c¢an be used with parents.

There is good evidence to support the fact that it is relatively easy for
experienced mothers to make rough and usable estimates of whether a child is
severely or only mildly retarded, normal or in advance of his/her peers in
specifie, broad areas of functioning such as language, socialization and general
comprehension. Even health and physical growth ¢an be monitored effectively by
frequent ohservationa. While the anecdotal observations are important, the more
formal, but simple, growth and development charts which monitor growth,
development and the health of the child provide information both on the child’s
progress and the effectiveness of the child care programme. Thus if one of the
programme goals is to increase the mother’s awareness of her c¢hild’s growth and
development, then using the growth and development chart with her, or teaching
hey how to use it, achieves the goal of inereasing her understanding of growth
and development as well as provides a way to evaluate the child’s progress
{Donchue-Colletta, 1992; Tuchinda et al, 1993; Guo Di, 199%3).

Another approach to the evaluation of programme outcomes has been taken by
the Consultative Group on Early Childhood Care and Development, working with
researchers in developing countries to develop two sets of instruments within a
given country. One is a Child Readiness Profile and the other is a School
Readiness Profile.
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The impetus for this approach came from twoe c¢oncerns. First, there are
continuing questions about the effectiveness of various child care programmes.
Thus there jig a need for ocutcome measures that will indicate the relationship
between children’s participation in child care programmes and their growth and
development. The second concern comes from those who believe high dropout and
repeater rates in primary school are the result of children not being "ready" to
learn when they enter primary school. To respond to thesze concerns a readiness
profile will be developesd that provides a pieture of the child's nutritional
status, health status, pre-literacy and pre-numeracy skills, social relations
skille, self-esteem and family knowledge, expectationsa and support.

As noted, a complementary profile is being developed for schools. All the
blame for school fallure cannot be put on children and their families. Schools
also bear part of the responsibility. Thue, it is equally important to have a
measure of how well the school is doing. The variables in the School Readiness
Profile include: availability and access; quality of scheooling, adjustments hy
echools to local conditicons, and teacher expectations.

In sum, moniteoring and evaluation activities are important to assess the
effectiveness of a child care programme. There are two points in time when an
evaluation of the effort is important in relation to the introduction of MCH
components. Firset, it is important to know if the current system of provisien
is effective (i.e. would be MCH components be introduced into an already
effective set of gervices?) If current provision is not meeting its objectives,
then the inputs required from the health sector would necessarily involve
improving the quality of the total programme in addition to introducing MCH
components. If the system is effective and MCH components are introduced, a
second evaluation peoint would be to determine the extent to which MCH components
have been introduced successfully.

Az noted, the inputs required from the health sector would differ
depending on the services currently being provided. One of the inputs is
financial. The financial requirements necessary for the development and
expansion of child care systems needs to be understood before the health sector
becomes involved in working with these systems. The costing of alternative
approaches to child care is discussed in the next section.

6. Costing of Alternative Approaches

Despite growing concern about costs, they are fraquently addressed in the
final rather the initial stages of planning. Costs should be addressed early in
the process of creating a programme and costing should be an integral part of
project development. Financial requirements are a key variable in assessing the
feasibility of integrating MCH components effectively into child care systems.

This section focuses on how to define the costs of a programme, develop a
budget, and determine resource requirements in relation to programme benefits
and effectiveness. A clear definition of the costs can lead to pragmatic
standards for judgments about whether to begin a project and whether or not to
expand or replicate a programm&a. A knowledge of the relationship between costs
and programme outcome can ald in planning and improving the use of resources.
Before leooking at the relationship between these two, it is useful to define
more specifically the costs of early childhood programmes.







