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Executive summary

In September 2005, at the fifty-sixth session ef\tflestern Pacific Regional Committee of the
World Health Organization, the Solomon Islands Goreent, through Health Minister
supported and endorsed the WHO Child Survival &gt The Minister stated that Solomon
Islands program of action would put child healtgh@r on political, economic and health
agendas, renew efforts to reduce child mortalityh\support being mobilized by the Regional
office and donors, and expand current child andodyrtive health activities.

Major recommendations of the WHO Child Survivala®tgy are to have:

* One effective high level coordination mechanisntisas a Child Health Committee)
* One integrated national plan for child survival

* One national monitoring and evaluation system nr@agore child survival indicators

This National Child and Mother Health Plafthe Plan) describes a balanced and integrated
program that incorporates almost all of the 23 missleinterventions proven to reduce child
mortality in low income countries.The Plan emphasizes the strong expanded program o
immunization (EPI) that has been developed oversyaad sustained despite the recent civil
conflict. The Plan also emphasizes the importarficafe Motherhood and Neonatal Care,
which are crucial to reducing neonatal mortalithjet causes a high proportion of infant
mortality in Solomon Islands.

The Plan includes sustainable activities in serdielévery and capacity building which have
been introduced successfully in recent years, dndhastrengthen each level of the health
service:

e Communities: Family Health Card and community nugteach (Community IMCI)
* Primary health clinics: IMCI and Standard Treatment

* Hospitals and Area Health Centres: Improvementgamgor small hospitals (based on the
WHO Hospital Care for Children program).

None of these programs have national coveragemdtit should be a major focus over the
next five years to achieve expansion to each o®tpmvinces, as a basis for delivery of
essential child survival interventions.

The Plan describes the composition of the coortigatommittee (National Child and
Reproductive Health Committee), which will havep@ssibility for implementation,
oversight, and monitoring.

The Plan also describes the core indicators thatdwvenable progress to be monitored by
National Child and Reproductive Health Committ@éese are simple, measurable, and
objective indicators of progress towards establetinof sustainable programs with high
coverage, and progress toward the achievemened¥litennium Development Goal targets,
particularly MDG-4. However health systems argifeabecause of low levels of financing,
inadequate numbers of human resources, limitedrgigpen and support for rural health
workers, deficiencies in building and equipmentmtemnance, and systems of drug
procurement and distribution.



It is essential that much effort is made to susaaid expand the programs described in the Plan
to full National level, so that all children ancethfamilies, particularly those in remote
provinces can benefit from good quality health chealth education and iliness prevention.



Introduction and background
Recent history

Solomon Islands has recently undergone years ajrmayest where much of the
infrastructure, including primary and secondarycchealth services were disrupted or
destroyed. For more than two years the countrymesed by violence between Malaitan and
Guadalcanal militants, during which there has mious social and economic decline. In
October 2000 the Townsville Peace Accord was sigetlawlessness persisted because of
large stocks of munitions. In early 2003 the Gawegnt of Solomon Islands invited the
Australian Government to assist with peace keepimyridding the country of the cache of
illegal weapons. This Regional Assistance MisgRAMSI) commenced in the second half of
2003. Solomon Island has begun a process of mebgiits infrastructure and services, but
with fewer resources than ever before. The econmonyracted by 14% in 2000 and by an
estimated 25% in 2001. The Nation’s populatioambroximately 462,000 is spread over
29,000 square km.

Child mortality

WHO life-tables show that there were a total of 88@ths in children under 5 recorded in
1999 out of a total of 79,131 children undér Fhis is consistent with the recent summary
estimates of under-5 mortality are 71 per 1000 livths for males and 62 per 1000 live births
for females. The most recent census data suggest an infataliorate of 66 per 1000 live
births. This would mean the under-5 mortality natauld be higher than that previously
estimated.

Lack of data in health facilities during the yeafivil conflict, and potential underreporting
of home deaths, may result in an underestimatigdgheofrue mortality statistics. This is
particularly evident in early neonatal deaths whegkn in hospitals are often classified as still
births.

Common causes of child hospital admission and death

Case fatality data from most hospitals is incongptetabsent, and was particularly so during
the years of the civil conflict. The common caustlospital admission in children aged 1-60
months are malaria, acute respiratory infectiom sKections, diarrhoeal disease,

tuberculosis, trauma, and bone/joint infectionsie Tommon causes of admission for neonates
are sepsis (skin infection, pneumonia, bacteraempiathalmitis and cord infection),
prematurity, low birth weight, and birth asphyxiat the National Referral Hospital (NRH),
where the only comprehensive disease-specific fedakty data exists, the common causes of
childhood deaths were pneumonia, malaria, acutieogaderitis, and meningitis. Among
neonates the commonest causes of death were catigig of prematurity and low birth
weight, sepsis and birth asphyxia.



Health facility network

In most of the nine provinces in Solomon Islandstikalth network consists of a hospital, area
health centers, rural health clinics, nurse aidgasalaria community posts and community
health workers.

There are six Government hospitals and two missaspitals (see Figure). The NRH is in
Guadalcanal Province (population about 70,000) dther 5 hospitals are Kilu'ufi (Malaita
Province; pop. 120,000), Gizo (Western Provinces. &®,000), Kira Kira (Ulawa / Makira
Province; pop. 40,000), Buala (Isabel Province;. [38000), Taro (Choisieul Province; pop.
20,000), and Lata Hospital (island with pop. 20)000hree other provinces ; Renol and
Belona, Central Islands, and Guadalcanal havemnyary health facilities, they all have
access to the NRH. The Honiara City Council, garded as a province and it also provides
PHC and access NRH for secondary health care.

Human resourcesin child health

Solomon Islands has four levels of health workens wianage children: paediatricians,
general medical officers, nurses and nurse aidieereTare only four paediatricians in the
country and only three in public practice (two &t one is Provincial Health Director for
Guadalcanal Province). There were approximateli&@onal medical officers, including
residents, registrars, specialist medical officargl dentists (of which there are about 15).

Many National doctors who had been trained thrdugiversity of Papua New Guinea and

Fiji Schools of Medicine left the Solomon Islandgidg or before the civil unrest. Solomon
Islands has a pre-service training college for esiend nurse aids, and a midwifery college in
Honiara. A Ministry of Health policy is to havenddwife on every shift in each provincial
hospital and area health centre.

10 nurses have received post-graduate trainingild bealth at the University of Papua New
Guinea. These child health nurses work in 8 oftipeovinces. Most hospitals have 1-4
general medical officers, however in several renhoigpitals, and in all health centres, nurses
and nurse aides are the only child health providers

Program areas
Expanded Program of Immunization

EPI is one of the eight elements of the primarylithezare concept introduced at the Alma Ata
Conference in 1978 fdHealth for all by Year 2000 In its commitment to the concept,
Solomon Islands established the EPI program uigethten Maternal & Child Health / Family
Planning Unit. The name was changed to Reprodai&iChild Health Division to show its
commitment to the ICPD in Cairo in 1994. The ERIgram has a national coordinator who is
responsible to the Reproductive & Child Health Pang Manager and the Director of the
Reproductive & Child Health Division. The provirscare represented by EPI program
officers.



Official figures in 2001 reported coverage foralildhood vaccines of greater than 75%,
including measles vaccine (78%), BCG (85%), andhird dose of Sabin vaccine (80%).

This is a great improvement from surveys in 19902 #howed only 36-38% of children had
completed all vaccines by their first birthday, qmst over 50% of children were immunized
against measles. During the civil conflict in 200accine services were interrupted and likely
to be lower than official 2001 estimates. In 20@&@ny provinces conducted a third round of
supplemental immunization activities (called the 848npaign) in 2003, funded by the
Republic of China. This involved delivering measlaccine to all children and catch-up
vaccination with all the other vaccines. The ERIgoam has several points of routine delivery
(immunization clinics, one-a-year catch-up campaigd 3° yearly measles SIA.

Major activities of the program include collaboeatiwith the Cold Chain Program which is
administered by the Pharmacy Division to procure @istribute vaccines and logistics
including fridges, vaccine carriers and spare partsccine distribution centers (VDC) which
includes hospitals and identified health centersubh out the country.

Immunization of infants and pregnant mothers isiedrout by nurses at the hospitals, Area
Health Centers and Nurse Aid Posts during childavelclinics and outreach tours.

Vaccine-preventable diseases surveillance is atsajar activity in the EPI program. The EPI
program is well established with the EPI coveragg \eaccine - preventable diseases
monitored regularly using monthly reports from tealth centers. The EPI coverage in Sl has
shown a trend of increasing success over recens.yea

Currently the cold chain program is now in the sscof shifting from its fridges from
kerosene to gas and solar power, which are easraaintain and will be cost effective in the
medium and long term.

The important indicators of the EPI program are imiration coverage by vaccines, fully
immunized child (FIC) coverage, dropout rates, eovkerage of Hep Bgiven within the first
24 hours of birth (see Monitoring, below). The renof fridges and vaccine carriers in the
health centers are also monitored to ensure adugérage. Vaccine distribution centers
(VDC) are also being increased to ensure imprownedcaeaper means of distribution of
vaccines to the health centers.

An important aspiration of the Child Health PlariasntroduceHaemophilus influenzagib)
type B vaccine by 2008. Solomon Islands has sefftccoverage to fulfill the criteria
specified by the Global Alliance Vaccine Initiatit@AVI): DTP3>60% and a well managed
and monitored EPI system. Hib disease (meningittspneumonia) is a common cause of
infant mortality in Solomon Islands. It has beown in several countries that achievement
of the same coverage of Hib vaccine that is achievaith the current Solomon Islands EPI
program could eliminate the disease. This is & pigprity of the EPI program in the next few
years.

As new vaccines are available, there will be cagrsition of their relevance and priority.
Currently being considered for GAVI-eligible coues are conjugated pneumococcal vaccine
and rotavirus vaccine. It may be appropriate @irbeollecting burden of disease information
on these two pathogens, which are likely to be comm Solomon Islands, to enable
informed decisions about the introduction of newoiaes in the future.



I ntegrated M anagement of Childhood Illness

The Solomon Islands adapted the WHO / UNICEF Iratesgt Management of Childhood
llinesses (IMCI) approach in 2000. Two paediaéma underwent IMCI Facilitator’s Training
in Fiji. Implementation of IMCI was delayed by thational civil unrest, but is now well
established, albeit in a few provinces only. Ting fl1 days IMCI training course was
conducted in March 2002. This course focused pilynan local capacity building at the
national level. For practical and financial reasdhe 11-day generic training course had been
reduced to 10 days, but achieving greater covesgtfpecurrent resources may necessitate a
further reduction in the duration of the courséne TMCI approach is currently piloted at
clinics at Vella La Vella and Gizo out-patient dep@ent in the Western Province, and
Kukum, Matanikau and Rove Clinics in the Honiarty@ouncil area, and at the National
Referral Hospital. In 2005, IMCI was extendedwo bther provinces — Guadalcanal and
Choiseul. There is a plan that the piloted cliniii$ be assessed by the end of 2006.

The School of Nursing and Health Studies at SICH&)iara has introduced IMCI at its pre-
service training program in 2003/2004. Also, teasfrom the provinces, nursing schools
including Atoifi, Helena Goldie and Maluu, and CblaHospitals have conducted IMCI
training. These trainers will undergo a Facilitatd@raining Course in the future to enable
them to assist in the facilitation of future prosil trainings. At the end of 2005 a total of 146
health workers had been trained in IMCI, almosbéathese nurses. The aim is to expand
IMCI training to all provinces in 2006-07.

Hospital carefor children

In 2003 the Child and Adolescent Health and Devalept Division of WHO, Geneva, the
Western Pacific Regional Office of WHO, the Solomsiands WHO Country Liaison Office,
and AusAID supported a program to improve the dyali care in small hospitals. This began
with a needs assessment. Using a generic WHQumstrt for measuring quality of care,
modified for Asia-Pacific conditions, an assessnudrihe quality of paediatric care in 5
hospitals was made in November 2003. The assessieatified the strengths and
weaknesses in the child health service, and prdvideommendations for improvement.
These included the updating of standardized treatgnedelines, training in the use of such
guidelines for nurses and non-specialist doctopgavincial areas, and a program of
provincial hospital supervision.

The Ministry of Health has adopted the WHO Pockekidospital care for childreff as the
standard technical resource for in-patient paddiaére. A National training course was
conducted in Honiara in 2004 to teach nurses howséothe standard technical resources in
everyday clinical practice. Provincial trainingueses, using a training CD-ROM based on
Hospital Care for Childrerand theManagement of the child with a serious infectiorsevere
malnutrition’ were conducted for nurses in remote provincespleduwith a program of
supervision of provincial hospitals. In 2006-0Oérdwas extension of this approach to all
hospitals throughout the country. Provincial sumgon of small hospitals is vital to
maintaining morale and effective communication.rotigh the Hospital care for children



program and provincial supervision other obstatdegood quality paediatric care, including
drug and equipment supplies will also be addressed.

The WHO PocketbooKospital Care for Childrerwill be used in midwifery schools and pre-
service nursing schools as the standard text id tleialth. This is important as the IMCI
program does not have a neonatal component, ani@ Pocketbook can be used to teach
nurses basic neonatal care and to improve theofdne sick newborn with infection, low birth
weight or birth asphyxia.

Safe mother hood

Solomon Islands established the Maternal and Gielalth / Family Planning Unit in 1989
based on its commitment to the Primary Health Careept, introduced at the Alma Ata
Conference aiming fdiHealth for All by year 2000”. At the ICPD in Cairo in 1994, Solomon
Islands was a signatory to the convention. Thigdethe establishment of the Reproductive
Health Division in 1998.

The safe motherhood component in the RH divisiorecofamily planning (FP), antenatal
care, clean and safe delivery and essential olustetre. These areas ensure safety of the
mother and baby throughout pregnancy, labour, dsfjthe postpartum period, and control of
fertility through provision of family planning.

Since the inception of the program, activities sasltraining of nurses through workshops /
conferences, obstetric survey, development ofvetaions, protocols for obstetric /
gynaecological complications and training of moRerfurses, midwives and RH male nurses
overseas.

Other activities includes establishment of the Midvy School, supporting health centers,
developing the RH surveillance system (RHSS), impneent of data collection and reporting
of RH indicators.

The other activities are to increase midwives teec@ll area health centres (AHCs) and
hospitals. The important indicators in this comgmirare increasing the CPR, antenatal
coverage, supervised health facility delivery rage®l post natal coverage (see Monitoring).
These activities have shown improvement in mosh@fRH / SMH indicators. The ultimate
aim in this component is to continue improvementtanindicators and to work hard on areas
with low coverage.

Neonatal Care

Neonatal care is not a separate program, but igjarfocus and outcome of all key Child
Health programs, including Safe motherhood, Hokpéee for children, IMCI and EPI.
Neonatal care is highlighted here for special emghiaecause of its high burden of disease
and disproportionate contribution to mortality. dwatal mortality makes up 50-60% of infant
mortality, so the NMR for Solomon Islands is liketybe about 33-40 per thousand live births.
Based on the Reproductive Health Surveillance 8ysite Perinatal Mortality Rate is 34 per
1000 live births and the early NMR (first 7 daysP0 per 1000 live births. According to the
recent National Health Conference (Nov 2005) data,thirds of neonatal deaths are
associated with high risk pregnancies, labour avely. Although there can be many



factors, prematurity, low birth weight, deliveriggt are not supervised by skilled health
workers, and early neonatal sepsis account fomidgerity of neonatal deaths in Solomon
Islands.

Efforts to reduce neonatal mortality are closatkéid to the Safe motherhood program.
Antenatal clinics continue to be a very importargventative tool to improve neonatal care,
including maternal screening for common diseasesrhialaria, syphilis and haemoglobin
checks for anaemia. All pregnant mothers shoule lEaminimum of three ANC during
pregnancy, have two tetanus toxoid in primiparaus @e multiparous, and take prophylactic
anti-malarials and Fefol through-out the curremtgmancy. All high risk pregnancy will need
qualified medical personnel to supervise the dejive

Improving human resource capacity and technicalajuies for neonatal care is also
important, as currently this is deficient and thare not coordinated national systems or
protocols for neonatal care. The training intetincurrently in place includes the training of
mid-wives through the midwifery school. The polaiyn is to have a midwife on all shifts in
all health facilities to attend to all deliveriesdaidentify and care for sick newborns. This
would be improved by the training of midwives, chilealth nurses and other nurses in
neonatal resuscitation, neonatal sepsis managemdmhanagement of low birth weight
neonates. The target for improving survival in loith weight infants will be those that are
more than thirty weeks gestational age or weighi®@0gm or more. Guidelines for the
management of very low birth weight babies (1008a/n) in small hospitals are contained
in the technical resources kospital Care for Children

This training will be done through the Hospitale&or children program using the WHO
PocketboolHospital Care for Children, the Solomon Islandsrfsi@rd treatment guidelines
for sick childrenand the IMCI program as both in-service trainingpaspital and AHC and
pre-service training in the Nursing and Nurse Axth&ols.

Nutrition

Nutrition is a program of the Reproductive and @lmkalth Division. It is a significant
program in Child Health strategies. The prograroigrdinated by the Program Coordinator
who is responsible to the Reproductive Health RnogManager and the Director of the
Reproductive Health division. It is representethia provinces by the Health Promotion
officers.

Its activities include growth monitoring and evalaa, training, National Nutrition policy,
Breastfeeding and Vitamin A policies, Baby FrienHlgspital Initiative, micronutrients and
development of IEC materials.

Other activities include working with NCD programdathe Health Promotion department in
awareness programs, and assessment of nutriti@tas ©f children in the country through
nurses conducting Child Welfare clinics both in Health centers and during outreach clinics.

A National Nutrition survey was conducted in 19B@sults showed 23% of pregnant women
had moderate anaemia and 12% of babies had lowbgight.
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The Nutrition program through the RH division haagded set up the National Nutrition
Advisory Committee and the National Plan Action fitidn (NPAN). These committees need
reviewing.

Important indicators of the program that are reh¢va child health include the proportion of
exclusive breastfeeding infants for 6months, % afmatrition (<80%), and use of the National
Nutrition, breastfeeding and Vitamin A policies.

Malaria, TB and HIV

These three diseases don’t represent specificgmogreas in Child Health, but programs
within the Ministry of Health and Medical Servicetere close liaison and interaction must
occur. The activities in these programs are lgrget by the programs themselves, but it will
be important for the Child Health Committee to Hight areas where childhood needs in these
diseases are unmet. The outcome data requireddoitoring these programs is mostly
derived by the separate programs, and the ChildttH€ammittee will need to have data on
the specified core indicators available on at leastnnual basis. A brief description of these
three programs are given below.

Malaria

Malaria is a major disease in the Solomon Islaiitie. malaria control program in the
Solomon Islands is an established program and ftmensajor activity of the vector borne
disease control program that also deals with deagddilariasis. Dengue and filariasis are
rare in the country.

The malaria program has wide-ranging activitieolawg the following areas:
Vector control programs and research

Laboratory diagnosis of malaria

Malaria surveillance

Drug efficacy studies

AR < A

Formulating malaria treatment policies and guidedin
6. Malaria health promotion

Several components of the malaria program arerateg into the health delivery system such
as microscopy and laboratory diagnosis in all rbesllth clinics, area health centers and
hospitals, malaria parasitological, morbidity andrtality surveillance, distribution of treated
bed nets and re-treatment of bed nets, malariahhpadmotion and drug treatment of malaria.
Spraying and environmental programs to controlaeate largely done by the unit outside of
the formal health delivery system.

The malaria program is currently dependent on sagpom the Solomon Islands Government,
World Health Organization with the Roll Back Makprogram and Global Fund for HIV, TB
and Malaria.

11



Tuberculosis and leprosy

The TB / leprosy unit is a function of the Commuatite Diseases Division of the Ministry of
Health that also oversees the HIV/AIDS programe Thit provides support to the health
delivery system to increase the DOTSs coverage witie country. Data input into the unit is
dependent on the health system records (i.e. slamecl hospitals through the TB notification
process). Through the notification process itmaftes to monitor clinical resistance, relapses
and treatment failures. It also does surveillahceugh this notification process. Current
challenges are active case detection as medicgingand laboratory support are based only
in the large hospitals. Transport difficulties diem transfer of smears from rural clinics to
laboratory centers capable of AFB examination.afiments have had to be instituted on
clinical grounds. Strategies to deal with TB /regy in the coming years include: -
strengthening case finding, case holding and treatifnospitalization for initial treatment
phase and DOTSs for the continuation phase), recgraind reporting (notification), drug
supply and logistical support and capacity buildimgerms of updating the training of nurses
supervising DOTSs in the clinics and to be involvedctive case finding.

HIV

This program developed from 1988 first as a shemmatplan of action for health facilities.
Epidemiological analysis of sexually transmitteféations and risk behavior led to Multi-
sector Strategic Plan (2000) completed with a rariggakeholders which involved NGOs and
churches. In 2004 the country had its first disg@AIDS person (since then 6 further
diagnoses have been made) and the National AID®cllaeviewed, updated and expanded
policy issues around HIV/AIDS management, humahts@nd support teams for treatment
and care of patients. Confidentiality and drugtimegent issues were a major concern. Included
with this are the plans developed in 2005 for thaning of health workers in prevention of
mother to child transmission (PMTCT) and treatn@thildhood AIDS. The program is in

its infancy and capacity building is an importaaglt, but fortunately to this point there have
not been any documented cases of childhood HIV.

Health training schools

Availability of human resources will be a vital kiysuccess in implementing this Plan. The
nursing and midwifery schools play a crucial raigroviding capacity in child health, and it is
vital that these institutions are supported andtteir curricula reflect the strategies in the
Plan. It is also vital that these schools be segpartners in child and reproductive health, as
they will be the forum by which many of the traigistrategies (such as IMCI and Hospital
Care) are sustained and made a part of the Natieadth culture.

The Reproductive Health Department conducts suftdgssst-graduate and distance learning
courses in Midwifery and Family Planning, and thisran opportunity to provide a similar
course in Child Health. This had been the planhere is a need to develop a curriculum for
this. The technical teaching materials now exididild a course in Child Health that is
consistent with this Plan. These materials are:

* IMCI charts
*  WHO Pocketbook Hospital Care for Children

12



» Teaching CD-ROM based on learning how to use theO/fRdcketbook

« Solomon Islands Standard Treatment Man{faEgition

It is recommended that these materials be the basipost-graduate course in Child Health
nursing. These materials can also be used ta #ssiander-graduate nursing and post-
graduate midwifery schools to bring their teachimgine with the Child Health Plan.
National Child Health Committee

In line with the WHO Child Survival Strategy recoranalations a National Child Health
Committee will be established. It will have respiility for implementation, oversight and
monitoring of the Plan. The Committee will be aip@nsion of the current EPI/ IMCI
Committee to include representatives from all paogiareas. The Committee will meet
quarterly, and will publish a biennial report tov@onment on progress in each of the program
areas, and progress to achievement of the MDGs.

The Committee could comprise of:

» EPI coordinator

e IMCI coordinator

* Nutrition

* Hospital care: paediatrician responsible for progra
* Chief paediatrician

» Director of Reproductive Health

* Provincial representative

» Schools of nursing and midwifery

* Obstetrician

» Malaria: Director of Vector Borne Diseases

* HIV / TB: Director of communicable diseases

National Director of Child Health & Provincial Child Health Coordinators

As well as establishing a Child Health Committéeré needs to be clear national leadership
and provincial coordination in Child Health to osee and implement this Plan. Itis
recommended that a position be created of Natibirattor of Child Health, to work closely
with the Director of Reproductive Health within tBepartment of Reproductive and Child
Health.

To strengthen Child Health at Provincial level thehould be the creation of a Provincial
Child Health Coordinator, to coordinate primarye;dMCI, Small hospitals (+/- Nutrition).
The EPI coordinator is a very important positiamg ¢his should be strengthened, currently
this person is overburdened with work in severahay and unable to focus on activities other
than EPI. There needs to be also a coordinatindnameem other child health activities at

13



Provincial level (see Figure 3). There are 10 esitsained in child health at University of
PNG. These are extremely capable nurses andstiks should be used in both clinical and
public health areas: creating the post of Provir€lald Health Coordinator would facilitate
this. As more nurses are trained in child heddtbugh the Distance Learning and Hospital
improvement activities there will be greater capacf nurses at provincial level for these
responsibilities.

Monitoring

There are several systems for data collectionateatelevant to children:
e The Health Information System

* The Reproductive Health Monitoring System

* Vaccine preventable disease surveillance

» Acute flaccid paralysis surveillance

» Family Health Card information

e Child death reporting system

* Demographic Health Survey

» Census

There is good data reporting from primary healthic$, butno systematic and coordinated
qualitative data collected from hospital3he lack of an official system of hospital adsios,
diagnosis and outcome data is a major problem derastanding the gaps in quality of care.
The excellent Reproductive Health Monitoring Systerhich provides maternal and perinatal
data has been developed by Reproductive and CleiddttiHDivision and implemented in all
provinces. It would relatively simple to includedith facility child health outcome reporting
in this data-base. Such data should be able teedender-5 case, infant and neonatal
mortality, and case fatality rates for pneumoniatrtiea, malaria and malnutrition. There
should be a timeline set for the introduction aftsdata collection; this is a crucial issue in
monitoring of the quality of the health system.

Family Health Card

The Family Health Card was first introduced in Gleail in 1993 to register all families and
provide details to be used to improve Communitylthearograms. The card was used as a
Passport to get to the family to assess the fasiigalth status, provide relevant health advice
depending on the situation and carry out preveriteadth services. The overall goal is to
improve the health and well being of the family aodnmunity. The objective of the Family
Health Card is to equip nurses on the field of camity health nursing through the use of
family health card to diagnose family health proideand address such situation at early stage.

Since the pilot in Choiseul, other trials have beenducted in Makira in 2003, Temotu and
Guadalcanal Provinces in 2005.

The anticipated outcome benefits of the strategy ar

14



1. That nurse and patient’s relationship will be ekssaled
2. Nurse will know each individual family’'s communityealth problems

3. Nurse will know high risk, domiciliary cases, undegights, and any illness that may
hinder the health of the family/ community.

4. Patient’s personal health needs (privacy) are a¢teo.

5. Positive inter-personal relationship with high gemce of health education approach
will be achieved.

6. Nurses will know areas covered by means of eadkithéal families, communities,
health problems, achievements and constraints. keedntinuous follow-ups and
focused attention.

7. Improve household hygiene and sanitation

8. Individual’'s and family’s confidence to the work thie nurse.
Improve and raise standard of healthy living ofreclividual family, community,
areas and the province as a whole..

©

If the family health card can be expanded to thenal level, this would provide a vital link
between primary health facilities and the commuratyd population-based data collection.

There is very little true population based data thaurrently measured nationally. The
Family Health Card program may give a good oppatyuor population-based data in the
future, but this currently only exists in one pruse. If this system were to be expanded to all
provinces there would be many benefits: the linkveen health facilities and the community,
and the annual collection of population-based data.

Child mortality reporting system

Currently there are inadequate data on the cads#sld deaths in Solomon Islands. There is
some idea of the numbers and proportion of repatéadhs that occur in different age groups,
and some disease-specific mortality data from NRtewever these are almost certainly an
underestimate of the total numbers of deaths beaaiusystematic under-reporting, and there
are no data on the conditions or diseases causitslin provinces, or potentially avoidable
factors in child deaths. Therefore it is diffictdtuse these data to plan specific priorities for
future interventions. A detailed system of motyateporting (fromall health facilities, not

just hospitals) will be established. Such a gaslie child mortality reporting system would
assist in planning a quality child health servitattis responsive to specific local needs.

It is proposed that a small working Group on Maéérieonatal and Paediatric Mortality will
be set up to coordinate this. This group will reeeeports of all deaths of mothers and
children and classify them into diagnostic categmridentify patterns of death and decide
whether they were potentially preventable or notl decide what public health, legislative or
clinical interventions are necessary to furtheucsdchild mortality. The outputs will be
various recommendations to the MoH, recommendatimdectors and health administrators,
appropriate feedback to health workers who subdhiéports, and an annual report. This will
be consistent with, and build on the data colletttedugh National Health Information
System.
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The reporting form includes questions on pre-ha$p#re including care seeking behaviour
and primary preventative care, transport and rafgnitial triage and emergency care,
diagnosis and treatment and complications: featinaswvere found to be preventable factors
in child deaths in other similar areas.

Once the system is established a Child Mortalityi®&e Committee will review the reports
from the provinces, the public policy implicationgl be discussed, and feedback will be
given to health workers in provincial health fae#s.
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Core indicators and potential mechanism for monitoring

This Plan would require the following informatioe bollected, reported and published

annually:

Statistic

M echanism for data collection

Population based

Under 5 mortality rate

DHS, Family Health Card+

Infant mortality rate

DHS, Family Health Card+

Neonatal mortality rate

DHS, Family Health CardepRoductive
Health Monitoring System

Proportion of infants exclusively breast fed to énths
of age

Family Health Card+, DHS

Percentage of children who are <80% expected weig
for age (underweight or malnourished)

ht~amily Health Card+, DHS

Coverage rates for all vaccines

EPI reporting, Baktéalth Card+

Vaccine preventable disease incidence

Vaccine ptakite disease reporting

Proportion of children who are fully immunized chign
by age 1 year

Family Health Card+, DHS

Percentage of babies who receive Hep B vacciniesin f
24 hours of life

EPI program

Proportion of mothers attending 3 or more ANCs

Fatdealth Card+, Reproductive Health
Monitoring System

Proportion of primiparous mothers receiving 2 dasfes
tetanus toxoid

Reproductive Health Monitoring System

Proportion of mothers having supervised healtHifgci
deliveries

Family Health Card+, Reproductive Health
Monitoring System

CPR: Percentage of mothers of child bearing agegusi
family planning

Family Health Card+, Reproductive Health
Monitoring System

Percentage of mothers delivering who have received
bed-nets

Malaria program

Infant blood-slide positive rate

Malaria program

Health facility-based outcome data

Under 5 CFR

Hospital data*

Neonatal CFR

Hospital data*

Case fatality rates for pneumonia

Hospital data*

Case fatality rates for diarrhea

Hospital data*

Case fatality rates for malaria

Hospital data*

Case fatality rates for malnutrition

Hospital data*

Incidence of military TB or TB meningitis

TB progredata
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Health facility-based program progress data

Proportion of hospitals and AHCs in which the Heelpi | Program information
Care for Children training has been conducted

Proportion of health facilities that have a nursénied in | Program information
IMCI

Proportion of health facilities that have a traimeidiwife | Program information

Proportion of health facilities with a microscopist Malaria program information
RDTs

+ The Family Health Card would only provide thigpptation based data if it were expanded
across all provinces.

* A system for collecting and analyzing facilitytocome data for the country would need to be
established.
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Tables of program areas

Program area | Aimsand Strategies Whois Financed by Monitoring: Coverage/ Reporting
timeline responsible? Core current frequency
indicators estimate
EPI Universal Cold chain upgrade: | National cold JICA Coverage rates
vaccination | change to solar chain manager WHO for all
coverage panels (pharmacy staff) vaccines
Introduce Hib| Establishment of new National EPI SIG
vaccine by vaccine distribution | manager (RCHD) Vaccine
2008 centres and Provincial EPI preventable
upgrading of manager (nurse) disease
established centres 9 surveillance
: ; Provincial cold system —
Xgr?t(;g}e quality chain manager AFP/AFR
(pharmacist) reporting
Delivery at
immunization clinics RCHD
. Proportion of
gr?rtlzr;lrp campaign children who
y are fully
Measles SIA immunized
campaign (% yearly) children by
Introduction of Hib age 1 year
vaccine
% of babies
who receive
Hep B vaccine
in first 24
hours of life
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Program area | Aimsand Strategies Whois Financed by Monitoring: Coverage/ Reporting

timeine responsible? Core current frequency

indicators estimation

Hospitalsand | Improve the Introduction of National - WHO Number of Annually
Area Health quality of standardized clinical | Paediatricians SIG hospitals and
Centres paediatric care| guidelines: IMCI coordinator AHCs in which

in hospitals and - WHO

areahealtn | {10 e tor | Nurses n Pocketbook

centres sP - , training has

Children children’s wards b
een done

Coverage of all
hospitals with
training,
implementation
of guidelines
and system of
data collection
by end of 2007

Standard Treatment
Manual 3 Edition

Provincial training
program for nurses
and doctors

Address equipment
and drug needs

Supervisory visits by
paediatricians as part
of training strategy

Introduce in-patient
data reporting

Implementation
of reporting of
hospital case
fatality rates:

Under 5
Neonatal
Pneumonia
Diarrhoea
Malaria
Malnutrition
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Program area | Aimsand Strategies Whois Financed by Monitoring: Coverage/ Reporting
timeine responsible? Core current frequency
indicators estimate
bIMCI Expansionto | Training: National IMCI WHO Proportion of 3 Provinces: | Annually
implementation| In-service coordinator UNICEF health facilities | Western pilot
inall 9 School of nursing in each area (80%)
: S RCHD :
provinces by | Midwifery province who

2007

Graduates of course
act as facilitators to
address shortage

Make IMCI teaching
resources available fa
educational
institutions

=

Provincial level
(Child health

nurses and nurse
trainers)

School of
Nursing (Honiara
and Atoifi)

Nurse-aid
schools (Maluu
and Helena
Goldie)

had nurses
trained in IMCI

Honiara town
council (80%)

Guadalcanal
(40%)

Choisieul
(50%)
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Program area | Aims Strategies Whois Financed by Monitoring: Coverage/ Reporting
responsible? Core current frequency
indicators estimate
Neonatal care | Healthy babies| Antenatal care RCHD Neonatal Annual
Reduce Supervised health Paediatricians mortality
neonatal facility deliveries
morta}llty and Education of
morbidity

midwives (both in
midwifery and
neonatal care, using
the WHO Pocketbook
of Hospital Care for
Children)

Good quality
management of
neonatal sepsis (as p
WHO Pocketbook)

Good quality low
birth weight care (as
per WHO
Pocketbook)

Neonatal resuscitatior]
(as part of hospital
training program)

Proportion of
health centres
that have a
trained midwife

Proportion of
hospitals that
have a trained
midwife on
every shift

Proportion of
mothers having
supervised
health facility
deliveries
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Program area | Aimsand Strategies Whois Financed by Monitoring: Coverage/ Reporting
timeine responsible? Core current frequency
indicators estimate
Safe Well babies Antenatal clinics: National — UNFPA Proportion of
mother hood and mothers promotion of at least 3 RCHD SIG mothers having
N visits for all pregnant o supervised
To minimize Provincial - RH o
women health facility
maternal Program deliveries
deaths, and to | Outreach clinics Coordinator
reduce the Tetanus toxoid
neonatal

mortality rate

Intermittant

preventative treatment

with antimalarials

Family planning

Proportion of
mothers
receiving 2
doses of tetanus
toxoid

D

Proportion of
mothers
attending 3 or
more ANCs

Proportion of
mothers
receiving IPT

CPR:
Percentage of
mothers of child
bearing age
using family

planning
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Program area | Aims Strategies Whois Financed by Monitoring: Coverage/ | Reporting
responsible? Core current frequency
indicators estimate
Nutrition Universal breast Breast feeding and | National — Percentage of
feeding for 6 complimentary RCHD National infants
months feeding promotion | Manager exclusively
To reduce the | Breast feeding Provincial — breast fed for 6
o months
incidence of mothers support Health
underweight groups Promotion
and . Department
malnutrition Breast feeding and I
complimentary Provincial -

To introduce
universal
vitamin A
supplementatior

To ensure that
all children
receive
micronutrient
supplementation
and albendazolg
for deworming

D

feeding training for
nurses in pre-service
curriculum

Growth monitoring
using Family Health
Card, annual village
visits by nurses, and
high risk register

IEC materials and
training annual

School canteen
program (Honiara)

Enforce breast
feeding policy and
discourage bottle
feeding

RCHD Program
Officer

Percentage of
children who
are <80%
expected weigh
for age
(underweight or
malnourished

Number of
provinces that
have introduced
the Family
Health Card
and conducted
annual village
visits
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Program area | Aims Strategies Whois Financed by Monitoring: Coverage/ | Reporting
responsible? Coreindicators | current frequency
estimate
Malaria Reduce the Free bed nets for Director of Percentage of
burden of every pregnant Vector Borne mothers
disease from woman Disease Control delivering in a
malaria Intermittent National drug health facility
: . who have
Reduce the preventative and therapeutic .
L . ) received bed-
incidence of treatment in committee nets
anaemia in pregnancy
children

Insecticide spraying
in high-risk areas
Rapid diagnostic
testing (RDT)

Microscopist at every
health facility

Malaria
mortality

Infant blood-
slide positive
rate

Proportion of
health facilities
with

functioning
microscopy
(microscopes
and
microscopist) or
RDTs
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Program area | Aims Strategies Whois Financed by Monitoring: Coverage/ | Reporting
responsible? Coreindicators | current frequency
estimate
Tuberculosis DOTS National - TB BCG coverage
program
BCG manager
Active case finding: | po.incig) Military TB and

rarely done

Provincial TB
officer

TB meningitis

Proportion of
provinces that
have
implemented
DOTS
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Program area | Aims Strategies Whois Financed by Monitoring: Coverage/ | Reporting
responsible? Coreindicators | current frequency
estimate
Family Health | To introduce thg To use the family RCHD Proportion of
Card Family Health | Health Card for: provinces in
Card and annua| Growth monitorin which the
village visits by 9 Family Health
nurses in every | Identification of high- Card is
province risk children implemented

Immunization status
in all children

Population-based
data collection of:

Rates of exclusive
breast feeding at 6
months

Immunization
coverage
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Health
education

Primary care
IMCI

Malaria control

Hospitals
® Tuberculosis

control
Child Health Committee

Neonatal care Essential Data Collection System
Reproductive and Child Health Monitoring

Adolescent
Reproductive
Healh

Nutrition and
micronutrients

Safe
motherhood

Family Health
Card & village
visits

Figure 2. Solomon I slands Reproductive and Child Health
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National level
Directors/
Managers

National level
Program
Coordinators

Figure 3. Proposed structure to strengthen chitdtie

Provincial leve
Coordinators

Director of Director of Child
Reproductive < »| Health *
Health
A 4
National
Program
Manager RH
A 4 A A 4
EPI Nutrition IMCI
A Small
Y v hospital care
Safe Adolescent Neonate
motherhood reproductive
Family health
planning
I
A 4
Reproductive EPI ** Child health:
health Nutrition IMCI

New positions:
* Director (or Program Manager) in Child Healther®r paediatrician with public
health experience and capacity
** Provincial Child Health coordinator: Qualifiedh@d Health nurse

Hospitals
Neonatal cal
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