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Objectives. Evidence regarding the long-term impact of health and other com-
munity development programs on under-5 mortality (the risk of death from birth
until the fifth birthday) is limited. We compared mortality in a population served
by health and other community development programs at the Hôpital Albert
Schweitzer (HAS) with national mortality rates among children younger than 5
years for Haiti between 1958 and 1999.

Methods. We collected information on births and deaths in the HAS service
area between 1995 and 1999 and assembled previously published under-5 mor-
tality rates at HAS. Published national rates for Haiti served as a comparison.

Results. In the early 1970s, the under-5 mortality rate at HAS declined to a level
three fourths lower than that in Haiti nationwide. More recently, HAS rates have
remained at one half those for Haiti nationwide. Child survival interventions in the
HAS service area were substantially higher than in Haiti nationwide although so-
cioeconomic characteristics and levels of childhood malnutrition were similar in
both areas.

Conclusions. HAS’s programs have been responsible for long-term sustained
reduction in mortality among children aged less than 5 years. Integrated systems
for health and other community development programs could be an effective
strategy for achieving the United Nations Millennium Goal to reduce under-5
mortality two thirds by 2015. (Am J Public Health. 2007;97:240–246. doi:10.
2105/AJPH.2006.088732)

support of the conclusion that lower mortality
rates in the HAS service area can be attrib-
uted to HAS programs.

HAS is a local system of health and other
community development programs in the Art-
ibonite Valley of Haiti, which has been serv-
ing a rural population of mostly subsistence
farmers since 1956.11 This system has gradu-
ally evolved over the past half-century from
what was initially only a hospital. Between
1956 and 1967, HAS provided immuniza-
tions at its outpatient clinic and ran a pro-
gram that taught local midwives to sterilize
instruments that were used to cut umbilical
cords during childbirth. Sick children were
admitted to the hospital, and mothers of chil-
dren with signs of kwashiorkor were encour-
aged to bring their children to the hospital. In
the late 1960s, HAS established a program of
community-based primary health care, which
was closely integrated with the hospital’s
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inpatient services, as well as a program of
community development activities. Since
then, HAS health and other community de-
velopment programs have gradually ex-
panded. A recent description of HAS pro-
grams and services has been published
elsewhere.10

Today, HAS provides community-based
primary health care services to a population
of 148000 persons in 7 functional units of
the health district (Unite Communale de
Sante [UCS]) of Petite Riviere, Verettes, and
LaChapelle. The UCS has a total of 258000
residents in 14 functional units. Primary
health care services in the other 7 functional
units are now provided by other nongovern-
mental organizations and the Haitian Ministry
of Health. However, up until 1996, HAS pro-
vided primary health care services in all 14
functional units to a population estimated at
180000 persons.

During the past half-century, numerous ad-
vances in medicine and public health have
been introduced into local health programs
throughout the world. The under-5 mortality
rate (the risk of death from birth until the
fifth birthday) in developing countries fell by
47% (from 167 deaths per 1000 live births
to 89 deaths per 1000 live births) between
1970 and 2001.1,2 The degree to which this
decline can be attributed to local health pro-
grams is not well understood.3,4

It appears that a strong direct causal rela-
tion exists between program funding, staffing
resources, and facilities (inputs); services and
advances in knowledge and practice within
programs (processes); expansion of programs
(outputs); and declines in mortality rates
among children younger than 5 years (im-
pacts). Although there is substantial evidence
to support the short-term efficacy of specific
interventions in controlled settings,5 the evi-
dence for a direct causal relation between the
services of ongoing, long-term local programs
and long-term declines in under-5 mortality
in developing countries is strikingly limited.
Numerous studies over the past half-century
have documented that multiple underlying
socioeconomic and demographic factors, gen-
erally independent of local programs, exert a
strong influence on under-5 mortality.6–9

We recently reported evidence that links
inputs, processes, and outputs to under-5
mortality at the Hôpital Albert Schweitzer
(HAS) between 1995 and 1999.10 Here, we
report the long-term trends of under-5 mor-
tality in the HAS service area between 1958
and 1999. We summarized the findings of
previously published studies on under-5
mortality at HAS, added findings from the
most recent mortality assessment, and com-
pared these findings with those for Haiti at
large. We also summarized the evidence in
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METHODS

In late 1999 and early 2000, specially
trained interviewers carried out a household
survey of 3427 women of reproductive age
in the 7 HAS functional units (hereafter re-
ferred to as the HAS service area). The
women interviewed represented a 10% sam-
ple of the total women of reproductive age.
They were selected at random from a com-
puterized list of households maintained by
the health information system of the HAS
Community Health Division. This master list
is based on lists of households maintained by
health agents, who visit each home every
1–3 months. The master list is updated in
the computerized central system every 6
months. The questionnaire used to collect
birth history information is identical to that
used for the birth history component of the
1999 demographic and health survey in
Haiti.12 This questionnaire asks the respon-
dents for information about the date for each
of the respondent’s offspring, whether the
birth produced a boy or girl, whether the
child is still living, the current age of the
child, whether the child is living at home or
elsewhere, and if the child died, the child’s
age at death.

Two of the authors (H. P. and F. P.) trained
the interviewers using a 4-day program and
1 of the authors (F. P.) provided close field
supervision and daily review of the col-
lected data. The survey was carried out in
accordance with ethical guidelines present
at HAS at that time, and participants were
given the opportunity not to respond after
receiving an explanation of why they were
being interviewed and how the information
would be used. The collected data were
transferred into Epi Info version 6.04d
(Centers for Disease Control and Prevention,
Atlanta, Ga) for analysis. From these data,
mortality rates were calculated for the
periods 1985–1989, 1990–1994, and
1995–1999.

The risk of death from birth until the first
birthday (1q0) was approximated using the
infant mortality rate: the number of infant
deaths during the time period was divided
by the number of live births during the same
period. The 1–4 year mortality rate is the
risk of death from the first birthday until the

fifth birthday (4q1). This was approximated
by dividing the number of deaths from the
first to the fifth birthdays during the time pe-
riod by the difference between the number
of births and the number of deaths during
the first year. The under-5 mortality rate is
the risk of death from birth until the fifth
birthday (5q0). This was approximated by de-
termining the number of under-5 deaths
during the time period and dividing by the
number of live births. The relation between
these rates is

(1) 5q0 =1–(1– 1q0)(1– 4q1).

All rates are expressed per 1000.
For some of the references cited, 1–4 year

mortality rates were reported as the number
of deaths per 1000 population of that age
group per year (4m1). This was converted to

4q1 by using the formula

(2) 4q1 =1–EXP(–4× 4m1)×1000.

The findings from the analysis of the
most recent HAS survey data were then
compared with those from previously pub-
lished studies on under-5 mortality rates be-
tween 1958 and 1992 in the HAS service
area13–15 and for Haiti nationwide from 1970
to 1999.12,16–18 For the periods 1980–1984,
1985–1989, and 1990–1994, there are esti-
mates from the 2 previous national demo-
graphic and health surveys (1994–1995 and
2000).12,18 We report the estimate that was
obtained closest to the time of data collection.
In Table 1, we show 2 estimates for under-5
mortality at HAS for the period 1990–1994.

Whenever possible, we have computed
95% confidence intervals for the mortality
rate estimates. In all cases except 2, these
were computed using Computer Programs
for Epidemiologists, PEPI version 4.0.19

The national estimates for the periods
1990–1994 and 1995–1999 had been
previously calculated and reported.12,18 The
number of births and deaths for rural Haiti
from 1990 to 1999 were estimated from ad-
ditional data provided by ORC Macro, a re-
search company based in Calverton, Mary-
land (B. Barrère, BS, Macro International,
personal communication, 2006).

RESULTS

Table 1 and Figures 1 and 2 show that, for
more than 3 decades, the infant and 1–4
year mortality rates in the HAS service area
have been substantially lower than rates for
similar age groups in Haiti as a whole. In the
HAS service area, infant and 1–4 year mor-
tality rates declined rapidly between 1958
and 1970 and remained at a relatively low
level through 1999. Under-5 mortality in the
HAS service area fell from 249.6 deaths per
1000 live births in the period 1958–1962 to
56.9 deaths per 1000 live births in 1972 and
continued in that range until 1995–1999. In-
fant mortality at HAS fell from 174.0 deaths
per 1000 live births during 1958–1962, to
34.0 deaths per 1000 live births in 1972 and
continued in that range until 1995–1999.
The 1–4 years mortality rates show a similar
pattern, with a marked drop from 91.5 deaths
per 1000 children reaching their first birthday
in the period 1958–1962, to 23.7 deaths per
1000 live births in 1972, and further decline
to 15.8 deaths in the period 1995–1999.

The under-5 mortality rate for Haiti as a
whole has declined much more gradually
over this same period, beginning at what pre-
sumably was a level similar to that in the
HAS service area in 1956. Although actual
data for Haiti as a whole are not available be-
fore 1970, extrapolation of the mortality rates
in Figure 2 to earlier time periods suggests
that the under-5 mortality for Haiti would
have been similar to that at HAS. Remark-
ably, infant and child mortality rates for Haiti
at large continued to decline even in the face
of economic deterioration and political insta-
bility during the 1990s. For the 1995–1999
period, the national infant mortality rate for
Haiti was 1.7-times greater than that in the
HAS service area, and the 1–4 year mortality
rate was 2.6-times greater than in the HAS
service area.

The median of the 95% confidence inter-
vals for the mortality rates in the HAS service
area (Table 2) is 19.4% of the rates them-
selves and for the national rates 9.7%. In all
cases in which it was possible to measure
confidence intervals, the differences between
the rates for the HAS service area and the
national rates for Haiti for the same or similar
period are statistically significant.
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TABLE 1—Infant and Child Mortality Rates in the Hôpital Albert Schweitzer (HAS) Primary
Health Care Service Area and Among the HAS Service Population: Haiti, 1958–1999

Infant Mortality Ratea 1–4 Year Mortality Rateb Under-5 Mortality Ratec

HAS Service Population Haiti Haiti Haiti

Year (Children Under 5) HAS National Rural HAS National Rural HAS National Rural

1958–1962 8820 (1305)d 174.0d 91.5d,e 249.6d

1963–1967 8820 (1305)d 110.0d 54.5d,e 158.5d

1968–1972 48.0d 29.9d,e 76.5d

1970 47.0d 147.0f 35.4d,e 123.7f 80.7d 252.5f

1972 60 000 (8880)g 34.0d 23.7d,e 56.9d

1971–1973 150.0h 87.9h 224.7h

1975–1979 137.3i 77.0i 203.7i

1980–1984 138 000 (20 424)j 120.0i 76.1i 175.6i

1985–1989 150 000 (22 200)j 39.2k 101.4i 24.0k 55.5i 62.3k 151.2i

1985–1995 88.9i 60.8i 144.3i

1992 33.0l 15.9l 48.4l

1990–1994 165 000 (24 420)j 42.4k 73.9i 25.1k 61.2i 66.4k 130.6i

1990–1999 91.0m 64.8m 149.4m

1996 180 000 (26 640)j

1995–1999 47.3k 80.3m 15.8k 41.7m 62.3m 118.6m

aEstimate of the probability of death between birth and the first birthday (1q0) multiplied by 1000. See the “Methods” section
for further details.
bEstimate of the probability of death between 1 and the fifth birthday (4q1) multiplied by 1000. The 1–4 year mortality rate
used is the average risk of death over a 4-year period, which was present for the period of time indicated in column 1. See
the “Methods” section for further details.
cEstimate of the probability of death between birth and 5 years of age [5q0 = 1 – (1 – 1q0)(1 – 4q1)]. See the “Methods” section
for further details.
d Berggren et al.13,15

e The number of deaths per year per 1000 children aged 1.0–4.9 years, 4m1, was converted to 4q1. See the “Methods” section
for further details.
fInstitut Haitien de Statistiques.16

gBerggren et al.13

hAllman.17

iCayemittes.18

j W. Berggren and G. Berggren, personal communication, 2004.
kHAS birth history survey, 2000.
lBerggren.14

m Cayemittes.12

The population of the HAS service area
has gradually increased during the period of
observation as a result of population growth
and expansion of the geographic area of ser-
vice. We have conservatively estimated the
population of the HAS service area where
measurements of mortality took place
(Table 1). However, HAS also provided ser-
vices in adjacent geographic areas not in-
cluded in our mortality assessment.

DISCUSSION

Our findings indicate that infant mortality
rates, 1–4 year mortality rates, and 0–4 year

mortality rates in the population served by
HAS have remained substantially less than
those for Haiti as a whole over a period of 3
decades. In fact, in the early 1970s when
comparisons were first available, the rate at
HAS was only one quarter of that for Haiti
as a whole. Even though HAS rates have re-
mained relatively unchanged since 1970, the
rates for the HAS service area in 1995–1999
were still approximately half as great as those
nationally during that same time period. Fur-
thermore, these mortality rates remained low
during the period from 1968 until 1996,
when the HAS service area gradually ex-
panded from 8820 to 180000 people.

These findings raise the question of whether
the observed differences in mortality can be
attributed to the programs provided by HAS.
Elsewhere10 we have assessed the level of in-
puts (health staff resources and health facili-
ties), service use (number of home visits, nu-
tritional evaluations of children, ambulatory
visits, and hospital admissions as well as num-
ber of community development activities),
and outputs (coverage of key child survival
services) in the year 2000 and in the 5 to 10
years before that.

An extensive staff and facility infrastructure
is in place and has been stable during the pre-
vious 4 decades. HAS provides a high volume
of community outreach, ambulatory, and inpa-
tient services, as well as a substantial variety
of community development activities. The
coverage of key child survival services (immu-
nizations, vitamin A distribution, treatment of
diarrhea, treatment for serious respiratory
symptoms, prenatal care, birth assistance by a
trained health provider, exclusive breastfeed-
ing during the first 6 months of life, and fam-
ily planning) is at least 1.5-times greater in the
HAS service area than in Haiti at large and
ranges as high as 2.8-times greater.10 Thus,
the inputs, processes, and outputs of the
health services at HAS during the late 1990s,
when compared with those for Haiti nation-
ally, support the conclusion that the differ-
ences in under-5 mortality can be attributed
to the integrated system of primary health
care, hospital referral care, and community
development programs operated by HAS. Al-
though data regarding inputs, processes, and
outputs for earlier periods are not available, it
is common knowledge in Haiti that the ser-
vices present at HAS in the late 1990s were
generally reflective of the volume and quality
present there for several decades.

Is the entire population of Haiti an appro-
priate comparison group for the HAS service
area? We compared data regarding the socio-
economic characteristics of the HAS popula-
tion and those of rural Haiti for the year
2000 and found that the levels of education,
access to electricity, and household sanitation
were essentially the same for the 2 popula-
tions, although the access to protected water
was substantially less in the HAS service
area.10 Furthermore, we found that the levels
of childhood malnutrition in the HAS service
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Source. HAS birth history survey, 2000, and Cayemittes et al.12,18

Note. Mortality rates for rural Haiti were not available before 1985.

FIGURE 1—Long-term trends in infant 0–11 month mortality in Haiti and in the primary
health care service area of Hôpital Albert Schweitzer, 1958–1999.

Source. HAS birth history survey, 2000, and Cayemittes et al.12,18

Note. Rates refer to the total risk of death over a 5-year period, from birth to 59 months of age. Mortality rates for rural Haiti
were not available before 1985.

FIGURE 2—Long-term trends in under-5 mortality rates in Haiti and in the primary health
care service area of the Hôpital Albert Schweitzer, 1958–1999.

area as measured by height-for-age, weight-
for-age, and height-for-weight were no better
than in the rest of rural Haiti.10

Haiti is a relatively small country of 8.1 mil-
lion people in an area about the size of Mary-
land. Haiti is still largely rural, as is the popula-
tion served by HAS. Furthermore, it has no
major ethnic, religious, cultural, or language di-
visions and is relatively homogeneous in eco-
nomic terms except for a very small middle
class and an even smaller class of elite. In
1970, 78% of the national population was
rural and in 2001, 64% was rural.2 As Table 1
and Figure 2 demonstrate, under-5 mortality
rates were not available for rural Haiti before

1985, and the rural rates that are available re-
cently are similar to the national rates. For the
above reasons, we conclude that the national
population of Haiti is a suitable comparison
group to the HAS service area except in terms
of the availability of health and other commu-
nity-development programs.

The rapid decline in under-5 mortality dur-
ing the first decade of program operations at
HAS can be explained largely by the decline
in mortality from neonatal tetanus (almost all
pregnant women were immunized against
tetanus) as well as by the increased coverage
of other key child survival interventions. In
the late 1960s, a retrospective study found

that neonatal tetanus had been responsible
for 270 deaths per 1000 live births.20 When
HAS began providing services in 1956, pro-
gram emphasis was on immunizing pregnant
women against tetanus, hospital care of new-
borns with tetanus (a recovery rate of 50%),
and proper umbilical cord care at the time of
delivery. Only when the community health
program began in 1967, which made it possi-
ble to immunize all women of reproductive
age, did infant mortality attributable to
tetanus fall to virtually zero.20

Even after the dramatic initial declines at
HAS in under-5 mortality from 1960 to1970,
the 1–4 year mortality rate declined by 56%
between 1970 and 1999 (35.4 to 15.7) and
the overall under-5 mortality rate declined by
23% (from 80.7 to 62.3) during the same
period. However, the infant mortality rate has
shown no consistent trend and remained be-
tween 33.0 and 47.3.

Why has there been a lack of progress at
HAS in further reducing under-5 mortality
since the early 1970s? The program service
area gradually expanded from 8820 to
180000 people and the areas of expansion
were mostly in isolated mountainous areas.
There, the mortality rates are twice that of
the central valley area around the hospital,
where the community health program began
(H.P., MD, unpublished data, 2006).

In 2000, rates of childhood malnutrition at
HAS remained very high: 18.4% of children
were at less than 2 standard deviations below
the international mean of weight-for-age and
22.6% of the children were at less than 2
standard deviations below the international
mean of height-for-age.10 Improving house-
hold food security was difficult in the midst of
Haiti’s economic and political turmoil during
the 1980s and 1990s. Thus, the persistence
of childhood malnutrition limited progress in
further reducing under-5 mortality.

The arrival of HIV/AIDS in the population
in the early 1980s is another possible expla-
nation. We have estimated elsewhere10 that if
HIV/AIDS had not been present, the under-5
mortality rate in the HAS service area would
have fallen by an additional 20% and the
under-5 mortality rate for Haiti as a whole
would have fallen by an additional 8%. HIV/
AIDS affected 3.7% of the HAS service popu-
lation of reproductive age in 1996 and 3.9%
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TABLE 2—Numbers of Births and Deaths by Age Group and Mortality Rates for the HAS Primary 
Health Care Service Area and for Haiti: 1971–1999.

Infant Deaths Deaths
Deaths Among Among Children

Geographic During Children Younger Than Infant Mortality 1–4 year Mortality Under-5 Mortality 
Period Area Births Period 1–4 Years 5 Years Rate (95% CI)a Rate (95% CI)b Rate (95% CI)c Data Source

1971–1973 Haiti 134 900d 20 242d 12 805d 33 047d 150.0 (148.1, 151.9) 87.9 (86.3, 89.5) 224.7 (220.2, 229.2) Allman17

1985–1989 HAS 1507 59 35 94 39.2 (29.9, 50.2) 24.0 (16.9, 33.5) 62.3 (50.1, 75.1) HAS birth history survey, 2000

1990–1994 HAS 2120 92 40 132 42.4 (34.3,51.9) 25.1 (18.8,32.9) 66.4 (56.3,78.0) HAS birth history survey, 2000

1990–1994 Haiti NA NA NA NA 73.9 (63.2,84.7) 61.2 (50.0,72.5) 130.6 (115.6,145.7) Cayemittes18

1990–1999 Haiti (rural) 8813d 802d 495d 1297d 91.0 (85.1,97.2) 64.8 (59.5,70.4) 149.4 (142.1,157.1) Cayemittes12

1995–1999 Haiti 8132d 653d 312 964d 80.3 (68.7,92.0) 41.7 (32.1,51.2) 118.6 (101.7,135.6) Cayemittes12

1995–1999 HAS 2393 113 36 149 47.3 (39.1,56.5) 15.7 (11.1,21.8) 62.3 (52.9,72.7) HAS birth history survey, 2000

Note: CI = confidence interval; HAS = Hôpital Albert Schweitzer; NA = not available.
aEstimate of the probability of death between birth and the first birthday (1q0) multiplied by 1000. See the “Methods” section for further details.
bEstimate of the probability of death between 1 and the fifth birthday (4q1) multiplied by 1000. The 1–4 year mortality rate used is the average risk of death over a 4-year period, which was present
for the period of time indicated in column 1. See the “Methods” section for further details.
cEstimate of the probability of death between birth and 5 years of age [5q0 = 1 – (1 – 1q0)(1 – 4q1)]. See the “Methods” section for further details.
dEstimated from available data.

in 2001 (H.P., MD, unpublished data, 2006)
compared with 5.6% nationally in 2003.21

Haiti has one of the most mobile popula-
tions in the world. Furthermore, children are
frequently moved from one household to an-
other and away from 1 or both of their bio-
logical parents because of the death of a par-
ent, instability of conjugal unions, changing
locations for agricultural work, or opportuni-
ties for income generation in other areas.22

Field experience in Haiti suggests that chil-
dren born into unstable unions have higher
mortality than children born into stable house-
holds.22,23 As a result, the challenges for conti-
nuity of care in child health programs and re-
ducing child mortality further are enormous.

Between 1986 and 1999, the country
remained in almost continuous political
turmoil and steady economic decline. There
were frequent changes of government and
the per capita income declined by 3.0%
during this period.2

Given the higher levels of mortality in the
expansion areas, the impoverishment of the
population, the low level of education, the high
rates of childhood malnutrition, HIV/AIDS,
the mobility of the population, and the overall
political instability that were all present
throughout this period, it is remarkable that
the under-5 mortality rates at HAS did not in-
crease as the service area gradually expanded.

Limitations
The main weaknesses of this study are that

the mortality data are largely retrospective
and that a gap existed in data collection be-
tween 1972 and 1992 at HAS. However,
national data were based on a similar retro-
spective methodology with a gap in data col-
lection between 1970 and 1995. The net
effect of the possible biases should be negligi-
ble when comparing the differences in under-
5 mortality between the HAS service area and
Haiti at large. The inclusion of prospectively
collected vital events data in the late 1960s at
HAS along with subsequent retrospectively
collected vital events data is not likely to sig-
nificantly affect the quality of the data, be-
cause recent research has demonstrated a
high degree of correlation when the 2 meth-
ods are applied to the same population.24

Similar Assessments Elsewhere
We are aware of only 1 other program that

has documented long-term program effects on
under-5 mortality: the Matlab Maternal and
Child Health-Family Planning Program in
Bangladesh. In Matlab, under-5 mortality in an
intervention area of 100000 people has been
monitored and compared with under-5 mortal-
ity in an adjacent control area since 1965.25,26

There, under-5 mortality rates have generally
been one-third lower in the intervention area

than in the comparison area, and this difference
has persisted since 1978.27 Although the Matlab
program has a far more rigorous and intensive
surveillance system and lacks a community de-
velopment component, it is similar to HAS’s
program in that it provides services in the home
and refers patients needing hospitalization.

Other programs that have been able to docu-
ment impact on under-5 mortality have re-
ported findings for much shorter periods of
time (usually 5 years or less), and these pro-
grams have usually introduced 1 or several se-
lected interventions.28–36 One notable excep-
tion is the Society for Education, Action and
Research in Community Health field trial in
Gadchiroli, India. In this trial, interventions by
community health workers were focused on
case management of childhood pneumonia and
home-based neonatal care, which has resulted
in a decline in neonatal mortality over a 10-
year period.37 In other locations in developing
countries, systems of monitoring vital events
over a longer period of time have been estab-
lished, but do not lend themselves to compar-
isons with populations that are similar in other
respects except for program interventions.38,39

One health program, the Jamkhed Comprehen-
sive Rural Health Project in India, has estab-
lished a long-term infant mortality surveillance
capability and reports an infant mortality rate
of 20 deaths per 1000 live births, but without
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an appropriate comparison group.40 Thus, we
believe that HAS provides one of the few avail-
able demonstrations of the long-term impact of
a local health program on under-5 mortality.

Conclusions
Our findings support the conclusion that a

local system of comprehensive health and de-
velopment activities can make a major long-
term impact on under-5 mortality. Narrower,
disease-specific approaches have been suc-
cessful and can take justifiable credit for their
role in reducing the number of child deaths
globally.41 However, overreliance on such ap-
proaches may be one of the factors that has
stalled progress in further reducing under-5
mortality. Although successful in the short
term, these narrower, disease-specific ap-
proaches are not the long-term answer. The
need, therefore, is to begin to strengthen inte-
grated long-term local health and community
development programs in order to achieve
sustainable gains in public health.42–45

Our findings provide supportive evidence
that HAS, as an integrated system of health
and development activities, has reduced
under-5 mortality and sustained that reduc-
tion over 3 decades. Similar results in other
severely impoverished settings should be
achievable if adequate financial and technical
support and professional leadership are avail-
able. Additional evidence regarding long-term
effectiveness is needed from other program
sites around the world. The United Nations
Millennium Goal is to reduce under-5 mortal-
ity by two thirds by the year 2015. If that goal
is to be reached, financial and technical sup-
port as well as professional leadership will be
required to build on successful experiences
such as that at Hôpital Albert Schweitzer by
replicating and scaling up these programs.
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