Kean Svay Child Survival Project (KSCSP)

Community-Based Disease and Death Surveillance

Project Background:  The Kean Svay Child Survival Project (KSCSP) has been operating since late 1996 in Kean Svay district and has expanded to Leuk Dek District in 2001.  The project supports local health services in delivering reproductive and child health interventions including immunization, case management of illnesses, birth spacing and nutrition.  These interventions are aimed at reducing childhood deaths, which account for a large proportion of all deaths in the district, with an infant mortality rate ranging from 89 (1998 national Health Survey) to 115 per 1000 live births (RGC official figure) and child mortality rate from 115 (1998 National Health Survey) to 181 per 1000 live births (RGC official figure). Dengue hemorrhagic fever, diarrheal dehydration, pneumonia and vaccine-preventable diseases, especially measles and neonatal tetanus, are the major causes of death and illness among children under five.  Maternal deaths are generally associated with complications of childbirth.

Project Beneficiaries:  The district of Leuk Dek has 59,593 inhabitants clustered into 21 villages in a 240 sq km project area.  Direct project beneficiaries include 2, 386 infants 0-11 months, 2,187 children 12-23 months, 5,554 children 24-59 months, 1,830 children 60-71 months and 11, 919 women 15-44 years old.

Problem Being Addressed:  Lack of a strong disease surveillance and management system that will help in identifying disease outbreaks, at-risk groups and prioritizing resources for effective interventions.

Project Input: Community-Based Disease and Death Surveillance (CBDDS)

CBDDS has been implemented by the project to supplement existing formal health information and disease surveillance system with more reliable information on morbidity and mortality of under-five children.  This enables the project and local health services to monitor trends, set priorities and evaluate the effectiveness of child health and survival interventions in the project area.  The CBDDS system was designed to be a simple and efficient tool to collect village-based data comprehensively.  

In order to increase the coverage of the surveillance system and accurately portray the disease patterns, residents of villages were recruited and trained to operate this system at the community level.  These Village Health Volunteers (VHVs) report vital events and communicable diseases within their area to the local Health Center (HC).  At the HC level, health staff aggregate the village-based data and send it to the District level where priorities are set and interventions planned.  Based on the information generated by the CBDDS, projects and health staff undertake field investigations to identify cause of death, and carry out outreach activities to improve reproductive and child health status in the project area.  There is also an instant feedback to the VHVs from the HC and District level on the information they have collected, hence increasing their awareness and empowering them to be a resource to their community.

Results: The CBDDS has allowed for a better identification of disease outbreaks and patterns within the project area.  It has also facilitated the partnership between Health Centers at the local and district level and village residents to work together to achieve a common goal.  This partnership and the systematic surveillance approach has helped with prioritizing of interventions, design of strategically targeted activities and empowerment and mobilization of residents.  *This has resulted in completed immunization rate of 96.9% and TT2 of 87.2% (2002) far exceeding the 2003 coverage target of 85% and 75% respectively.  In addition, the 2003 target for Vitamin A supplementation coverage for children (80%) and mothers (80%) were also surpassed in 2002, with coverage for children 6-23 months being 97.4% and 87.1% for mothers.

* All data from household survey conducted in Jan. 2002





