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Abstract

Objective To assess the cost of co-creating an adaptation of the International Guide for
Monitoring Child Development (intervention for use by community health workers
(CHWsS) in rural Guatemala and India.

Methods We developed survey instruments to capture the costs, from health-
system and societal perspectives, of adapting the guide with local partners and
international experts in the two sites. We included the costs of human resources,
information technology, and infrastructure and logistic support. To improve the
transparency and comparability of cost estimates, we reported the required resources for
adaptation, such as time and expertise of human resources, and the quantity, function
and usage time of the resources used.

Findings Adaptation of the guide took 14 months in India and 18 months in
Guatemala during 2021-2022. Total costs by site were 38 174.57 United States dollars
(US$) in Guatemala, US$ 39287.15 in India and US$ 81846.59 for international
consultants. International consultants accounted for about half of the costs and the
Guatemala and India sites each accounted for about a quarter of the costs. Human
resources was the largest contributor to the adaptation costs in both sites (90.1%;
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34 398.20/38 174.57 in Guatemala and 94.8%; 37 262.74/39 287.15 in India) followed by
infrastructure support and information technology.

Conclusion Since most of the required steps to adapt the guide for use by CHWSs
have now been done by our study, we expect future adaptation costs to be lower. The
methods used in this study provide an example of how to cost intervention adaptations in
the future.

Introduction
More than 40% of children younger than 5 years in low- and middle-income countries are at risk
of not reaching their developmental potential due to poverty, undernutrition and other factors. !

This situation has implications globally, including lost human capital and increased costs to the

health and education sectors.>

To address this challenge, early childhood development interventions that are scalable are
needed. However, these interventions often require highly trained clinical staff, such as primary
care physicians or others with advanced training in child development.* Such an approach is not
scalable in many low- and middle-income countries due to staffing constraints and is a major

barrier to bringing care to children at risk of poor development.

A promising strategy is to task-shift and integrate early childhood development
interventions into existing community health worker (CHW) programmes.’ Task-shifting to
CHWs has many potential benefits, including better reach and cost—effectiveness.® However,
CHW:s differ markedly from medical professionals in their educational background, literacy level
and skills, and how they are perceived within their communities. Therefore, task-shifting early
childhood development interventions must include an adaptation process where existing tools,
training materials and procedures are modified so that they are appropriate for use by CHWs in
their local contexts. Adapting evidence-based interventions for a better fit in new contexts is an

established practice and can be more efficient than creating new interventions for every context.’

Published reports frequently lack sufficient detail on the adaptation process; those reports
that do have described varying degrees of engagement with local partners.® ! A co-creating
approach that involves local partners in adaptation provides many benefits compared with
conventional adaptation procedures. This approach ensures user friendliness, cultural sensitivity,
fidelity to the original version of the tool and local ownership for internationally developed tools.

Knowing the costs of a co-creating adaptation will allow policy-makers and other stakeholders to
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evaluate the financial feasibility of adapting tools and interventions with local partner

involvement.

To fill this knowledge gap, we assessed the cost of a co-creating adaptation of the
International Guide for Monitoring Child Development (hereafter called the guide).!' This guide
is a comprehensive early childhood development package that has been rated among the best
available developmental monitoring tools for use with children in low- and middle-income
countries.'? The guide was originally designed for use by physicians or professionals with
training in early childhood development. In 2021-2022, we collaborated with experts, local
partners, implementers, CHWs and caregivers to adapt both the guide’s training package and
intervention for use by CHWs in two settings.!® The adapted guide is currently being evaluated
in a cluster randomized controlled hybrid type 1 trial in rural areas of Guatemala and India.'* Our
current study aims to provide necessary cost information for the adaptation of the guide and to

present an example of the procedures required for costing adaptations to interventions.

Methods
We prepared this manuscript according to Consolidated Health Economic Evaluation Reporting

Standards guidelines (online repository).'>!¢

Study setting
The adaptation was conducted in multiple departments of the central highlands region of
Guatemala and Sevagram, Wardha, a rural district in Maharashtra State in India. Further details

are presented in Box 1.

Adaptation of the guide

The objective of the guide is to promote optimal early childhood development by partnering with
families to support each child individually. The guide is based on family-centred care principles
and can be used with all children aged between 0 and 3.5 years (online repository).'® The
intervention involves interviewing the primary caregiver using 10 open-ended questions. The
first seven questions evaluate the child’s function in seven developmental domains, while the last
three ask about risk factors and facilitators for the child’s development. The interviewer and
caregiver problem-solve together to address identified concerns and risk factors for poor

development. In addition, the interviewer provides the caregiver and child individualized
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developmental support and referrals if needed. Visits are either monthly or quarterly depending
on if the child has a risk factor or a developmental delay. The guide has been standardized in
four low- and middle-income countries and is currently used in multiple countries across the
globe. In low- and middle-income countries, trained health workers such as primary care
physicians and nurses mostly deliver the guide.?! In our study, we adapted the guide package so
tasks could be shifted to CHWs in rural Guatemala and India. The distinctive feature of this
adaptation method was to have the active contribution of local partners, including local clinical
staff, CHWs, CHW trainers and caregivers. An overview of the adaptation process is shown in

Fig. 1.

To establish a common understanding, all local team members in India and Guatemala
were initially trained in the pre-existing guide. Then, the teams and the experts reviewed all
international and local training and implementation materials and determined the suitability of
the intervention components for each local context. Based on the reviewed evidence, the
international experts drafted an adapted version of the guide and further revised it based on
feedback from the local teams. For example, previously, the guide was used with a digital
application (app) that guides the user through the steps of the intervention. We found that CHWs
in the Indian and Guatemalan sites were not comfortable using the app and there were also
logistical issues for implementing partners. In response to this challenge, we developed a
pictorial job aid called the Flipchart, which is a printed booklet that replaces the digital app. In
the original guide, the frequency of visits is left to the judgement of the clinician. In the adapted
version, we created a simple algorithm to determine the frequency of visits. Children without
developmental delays or risk factors receive visits every 3 months. Children with a risk factor or
developmental delay receive visits every month. Local team members from Guatemala and India
then created country-specific video and photographic materials for the newly adapted guide
package. The adapted package was piloted in the two local settings by training local CHWs who
then implemented the guide with caregivers. The package was further revised to deal with
challenges and issues that emerged during the pilot. Adaptations occurred throughout these steps
with back-and-forth communication between the local country teams and the international

experts.

The adaptation took 14 months (from October 2021 to December 2022) in India and 18
months (from June 2021 to December 2022) in Guatemala.
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Costing the survey instrument

We developed survey instruments to capture the adaptation costs. In line with previous studies,
the surveys used the bottom-up approach recommended by the World Health Organization
(WHO), which collects cost data for each personnel member involved and items used in the
adaptation.??>* We designed survey instruments to capture the costs incurred at the health-
system level, which were structured around the WHO framework for health systems. We
collected cost data from three areas: human resources, which included all personnel involved in
the adaptation of the guide, the role and responsibility of the personnel, time spent, and the
related salary and benefits; information technology used for the adaptation, which included the
quantity and unit price of each item (e.g. mobile telephones and camera) taking depreciation into
account; and infrastructure support, which included office space, utilities, furniture and telephone
bills.?> Taking a societal perspective, we documented the costs of travel time, food and lodging,
volunteer’s time and in-kind support or donations made to the project. Survey instruments are
available in the online repository.'® Although we used the same survey instruments to collect
cost data in all areas (Guatemala, India and international experts), some subcategories were not

relevant to all.

Collection of cost data
In both sites, a member of the research team collected cost data with support from the finance
and administration staff of local partners and the international experts. A senior costing expert

supported the local teams.

Cost data mainly came from four sources: (i) the finance and administration team of the
local partners; (ii) the research team; (iii) reported by involved personnel; and (iv) local markets.
For example, we collected information on salary and benefits of the personnel from the
respective administrative and finance staff of local partners or the research or consultation team.
Information on the full-time equivalent of staff committed to adaptation was either from the
staff’s self-reported time spent or from the project manager. For items used in the adaptation,
local finance teams mainly provided cost information. For example, the finance team provided
the costs of travel, lodging and buying laptops through account ledgers and receipts. When using
existing items for adaptation (e.g. mobile telephones), we decided the life span of various line

items and the proportion of time used for adaptation after discussion with the project staff and
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local study investigators. We also collected the rental price of the item in the local market. Cost
teams categorized the expenses and entered the data under the appropriate category in Excel
(Microsoft, Redmond, Unite States of America). To ensure the data quality, members of the local
teams reviewed and verified the costs of items with the records and ledger whenever available to

assure minimal errors in data entry.

In both Guatemala and India, we retrospectively collected the cost data from June 2021
until July 2022. From August 2022 to December 2022, we collected the data concurrently or

prospectively.

Cost estimation
We measured costs from a health-system and societal perspective and included opportunity costs
that represent both monetary costs and the costs of time or lost potential. Costs from a societal

perspective include nonmedical costs such as participants’ travel time, volunteer time and food.

Human resources

The costs of human resources include the costs of all people involved in the adaptation. We
estimated the costs by multiplying the monthly salary of the personnel by the monthly time spent
on adaptation or by their salary as dictated in the grant. In both sites, CHWs participated in
adaptation activities by testing training materials. In Guatemala, although CHWs were
volunteers, we calculated the costs of their time by using the local minimum wage. In India,
CHWs received small incentives, which we included in our analysis. We gave caregivers and
children who participated in the adaptation food bags and toys as compensation, the cost of
which we included in the costs. We also included the cost of travel and lodging necessary for
adaptation in this category. As international consultants provided guidance to both sites, we

analysed the costs incurred for them separately from other staff.

Information technology

We calculated information technology costs based on the receipts for the items bought for the
adaptation. For the existing items used in the adaptation, such as electronics, we used two
methods to estimate the costs. With items for which we could find a rental price in the local
market of the country, we calculated the costs by multiplying the rental price of the item by its

quantity. If unavailable, we followed previous studies and obtained the purchasing receipts and
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made assumptions about their life span.?* We then adopted straight line depreciation with zero
salvage value assumed and generated the annual value of the item by dividing the purchase costs
by its life span. We calculated the costs of the item used for adaptation by multiplying the annual

value of the item by number of years used for adaptation.

Logistics and infrastructure

Logistic and infrastructure support includes costs for office space, utilities, office supplies and
office furniture. We calculated costs for office space and utilities by multiplying the actual
monthly rent being paid by the project by the proportion of time used for the adaptation and the
number of months spent in adaptation. During enforced lockdown during the coronavirus disease
2019 pandemic, some adaptation activities were performed at home. However, we still included
the infrastructure costs as if staff worked in the office. We calculated the costs of using new or

existing items in the same way as for the costs of information technology.

Additional contextual information

Reporting United States dollar (US$) values of the adaptation is not informative to interested
policy-makers and implementers in other settings, because the salary of a position or the unit
price of an item can vary widely across settings. To address this issue and improve data quality,
transparency and comparability, we followed suggestions from a previous study that itemized
costs with additional supplementary information.?* For example, when reporting the costs of
human resources, we also presented number of personnel, their titles and their roles and
responsibilities, and time efforts. This information will enable interested policy-makers in other

countries to estimate the costs using their local prices.

We used three types of 2022 price in reporting: 2022 local currencies in the two
countries, US$ and international purchasing power parity (PPP). To generate and report the cost
estimates in local currencies in 2022, we used gross domestic product deflators (Guatemala:
1.063721; India: 1.058971; base year: 2022) in the two countries to convert the 2021 costs into
the costs in 2022 prices.?® Based on the costs at the 2022 price in each country, we generated the
costs in 2022 international PPP for each country using the conversion rates between their
currency and international PPP (1 international PPP =3.19 quetzales, Q, in Guatemala; 1

international PPP = 20.49 Indian rupees, %, in India).?” We also generated the costs in 2022 US$
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using exchange rates between the local currency and US$ in 2022 in each country

(US$ 1=Q7.75; US$ 1 =278.611).

Results

Table 1 shows the overall costs of adapting the guide by site. The overall cost was

US$ 159 308.31 (US$ 38 174.57 in Guatemala for 18 months, US$ 39 287.15 in India for 14
months and US$ 81 846.59 for international consultants). Human resources was the largest
contributor to total costs accounting in all three areas: 90.1% (34 398.20/38 174.57) in
Guatemala, 94.8% in India (37 262.74/39 287.15) and 95.9% (78 516.53/81 846.59) for the
international consultants. Infrastructure and logistics support were the second largest contributor:
8.4% (3213.17/38 174.57) in Guatemala, 3.3% (1297.35/39 287.15) in India and 3.3%
(2684.54/81 846.59) for international consultants. Information technology cost the least: 1.5%
(563.20/38 174.57) in Guatemala, 1.9% (727.06/39 287.15) in India and 0.8% (645.52/81 846.59)

for international consultants.

Table 2 gives the costs of human resources for Guatemala, India and the international
consultants. A wide range of roles were needed in the adaptation, including local clinical staff
and local and international researchers. Local staff participated in a variety of activities,
including translating documents, collecting photographs, training to become guide trainers,
conducting the pilot study, designing study documents and coordinating field activities.
International staff provided expertise on the guide training package as well as guidance and
support on adapting the materials to the Guatemalan and Indian contexts. Out of the total costs,
Guatemala accounted for 24.0% (38174.57/159 308.31) of the costs, India for 24.7%
(39287.15/159 308.31) and the international consultants for 51.4% (81 846.59/159 308.31). In
Guatemala, 42.0% (14 437.91/34 398.20) of the human resources costs were for three trainers
who conducted several other functions while 51.9% (17 492.13/34 398.20) were for one
supervisor. In India more personnel were involved who often had narrower functions including:
one adaptation coordinator (27.4% (10 208.56/37 262.74) of total human resource cost), three
trainers (29.7%; 11 084.59/37 262.74), an office assistant (3.2%; 1181.57/37 262.74), an artist
(2.8%; 1042.52/37 262.74), a translator (3.0%; 1122.12/37 262.74), a document editor (0.3%;
105.10/37 262.74), five Anganwadi workers (0.1%; 50.88/37 262.74) and three supervisors
(26.7%; 9943.58/37 262.74).
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Table 3 shows the itemized costs of the information technology that was used in the
adaptation of the guide. These costs mainly consist of using devices to adapt the training
materials for the previous guide to the new contexts. Computers accounted for most of the costs
in the two countries: 75.7% (426.49/563.20) in Guatemala and 59.3% (431.26/727.06) in India.
For international consultants, 37.0% (238.93/645.52) of the costs were for computers.
Telephones accounted for 17.7% (99.61/563.20) of the costs in Guatemala, 34.9%
(253.97/727.06) in India and 50.7% (327.31/645.52) for international consultants.

Table 4 gives the costs for infrastructure support. Most of infrastructure support costs
were for office space and utilities: 82.7% (2657.80/3213.17) in Guatemala, 66.9%
(867.90/1297.35) in India and 98.0% (2629.53/2684.54) for the international consultants.

Discussion

This study estimated the costs of a co-creating adaptation of the guide for use by CHWs as part
of a cluster-randomized controlled hybrid type 1 trial of the guide in rural India and Guatemala.'*
International consultants accounted for over half of the total adaptation cost, while the
Guatemala and India sites each accounting for under a quarter of the costs. Human resources
made up >90% of the total costs in all sites indicating that rigorous adaptations are human
resource-intensive but do not necessarily require substantial investments in equipment and

infrastructure.

Although the adaptation was done in two different settings, the civil sector in Guatemala
and the public sector in India,?® the overall cost and proportional contributions were similar for
each country. The costs of the international consultants, who assisted the adaptation for the two
countries separately, were the largest contributor to the total cost. These costs are expected to be
lower for future adaptations of the guide in a new setting, because the adapted guide package has
now been developed for users with low education levels and no prior experience in early

childhood development.!?

While cost—effectiveness studies on early childhood development interventions are
common, literature is scarce on the cost of adapting such interventions, making it difficult to
compare our work to other studies. We found no published studies on the costs of adapting early
childhood development interventions. A study in India found that the cost of developing a digital

training programme for treating depression by CHWs was US$ 208 814.2* Although the
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proportional contribution of human resources to the overall cost was 61.1% (127 628/208 814)
less than our adaptation of the guide (=90.0%), it was still the greatest contributor to the costs.
The cost of information technology was higher in the referenced study (33.1% (69 070/208 814)

versus < 2.0%), driven by the costs of developing digital tools.

Our study has important strengths. First, we undertook the cost estimation in these two
countries with different social, political and economic contexts. The findings on the resources
required and their costs in the two countries are a useful indicator for others interested in
adapting the guide in additional countries. Second, we grouped our costs based on the WHO
health system framework and used standardized survey instruments and checklists which allows
for comparisons across different interventions and settings. Third, we included itemized costs,
such as the responsibilities of the personnel and the functions of the items assessed. Including
additional information such as item function and personnel responsibilities permits people in
other settings to determine what items and personnel are necessary for their specific context.
Fourth, we have published our participatory co-creating adaptation method elsewhere, which
complements this costing analysis.'> Our future research will measure the costs of delivering the
adapted guide in the two settings. Details on how to implement the guide can be found in the
published protocol.'* In addition, we will undertake a cost—effectiveness analysis of using the
guide to improve early childhood development using the Bayley Scales for Infant Development

and the Home Observation Measurement of the Environment scale.

Our study has some limitations. First, the estimation of costs depends on the salary, wage
and market prices in the local areas. The absolute value of the costs may fluctuate when large
variations exist in these prices across regions of a country or countries. Therefore, information
about the amount of time spent and quantity of items required in the adaptation, generated from
our study, would be more comparable across the settings and informative to the budget for others
interested in adapting the guide. Second, we did not document the participating caregivers’ time
or convert it into a monetary value. Instead, we provided food and toys as compensation, which
may have different monetary value than their invested time. Third, when costing existing items
that were used in the adaptation, we used straight-line depreciation assuming zero salvage, in line
with previous studies. The estimated cost could change depending on the depreciation method
chosen. For example, if we used straight-line depreciation with positive salvage value, the cost of

the used item could be lower. If we used a double-declining balance depreciation method and the
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item was in its first year, the cost of the item could be higher. Given that most of the costs were
for human resources, the cost difference due to using different depreciation methods would likely
not be substantial. Finally, cost data from the first year were collected retrospectively which may

introduce recall bias.

Recent publications have emphasized the high economic costs of not addressing early
childhood development and the relatively low cost of providing services.>?’ Scientific evidence
also supports investments in early childhood development programmes which have high benefit—
cost ratios and rates of return.>?%3° Viewed in this context, the costs incurred while adapting
early childhood development programmes, which is the first step to implementation, can be
regarded as potential investments in human capital. Our study fills in an important knowledge
gap in the assessment of the cost of adapting an early childhood development intervention. Since
many steps required to adapt the guide for use by CHWs are now done, we expect future

adaptation costs to be lower.
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Box 1 Description of the study settings during the adaptation of the International
Guide for Monitoring Child Development, Guatemala and India, 2021-2022

Guatemala is an upper middle-income country and India a lower middle-income country.
The Guatemalan central highlands population is predominately Indigenous Maya with
most living below the national poverty line.':'® In Maharashtra, the population is
predominately Marathi-speaking with one in six people living below the poverty line.™
Both sites represent poor rural areas in their countries and have a high prevalence of
mortality and stunting in children younger than 5 years: the Indian site has 31 deaths per
1000 live births with 35% stunted and Guatemalan site has 23 deaths per 1000 live births
with 46% stunted.?® Furthermore, both countries have a high estimated prevalence of
children at risk of suboptimal development (70% and 84%, respectively).? In Guatemala,
the local partner of the project was Maya Health Alliance, a primary care organization
working with private-sector CHWs to provide child and maternal care to rural families of
Indigenous Maya ethnicity. In India, the partner was Mahatma Gandhi Institute of Medical
Sciences, which works closely with public sector Anganwadi workers in the state of
Maharashtra. Anganwadi workers are frontline health workers within the Integrated Child
Development Services programme.
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Table 1. Overall costs of adaptation of the International Guide for Monitoring Child
Development, Guatemala and India, 2021-2022

Country and cost Total costs  Total costs (international % of total
category (US$) PPP) costs
Guatemala

Human resources 34 398.20 83 569.28 90.1
Infrastructure 3213.17 7806.29 8.4
Information technology 563.20 1368.27 1.5
Total 38174.57 92743.84 100.0
India

Human resources 37 262.74 142 960.53 94.8
Infrastructure 1297.35 4977.34 3.3
Information technology 727.06 2789.42 1.9
Total 39287.15 150727.29 100.0
International consultants for the two countries

Human resources 78 516.53 NA 95.9
Infrastructure 2684.54 NA 3.3
Information technology 645.52 NA 0.8
Total 81 846.59 NA 100.0

NA: not applicable; PPP: purchasing power parity; US$: United States dollar.
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Table 2. Itemized costs for human resources used in the adaptation of the International Guide for Monitoring

Child Development, Guatemala and India, 2021-2022

Roleltitle Function Duration Cost, US$® Costs, Costs in % of total
(no. of personnel) (days)? international local costs
PPP¢ currency®
Guatemala
Human resources directly involved in adaptation and development
Trainer (3) Training to become guide user and then 285.0 14 437.91 35076.42 111 893.78 42.0
trainer; training CHWs for pilot study;
reviewing, translating and creating
intervention documents; developing audio
visual material
Human resources for supervising
Supervisor (1) Training Guatemalan staff members to 5% full time 1749213 42 496.55 135564.00 50.9
become guide users, then trainers; equivalent
supervising adaptation over 18
months
Other expenses related to human resources
Travel for NA NA 1499.71 3643.50 11622.76 4.4
adaptation activities
(field visits for
photographs,
videos and pilot
training)
Food NA NA 76.19 185.10 590.47 0.2
Food bags for NA NA 360.00 874.61 2790.00 1.0
caregivers and
children
participating in pilot
training
Volunteer support
CHWs (5) Trained to become guide users in pilot 5 523.26 1293.10 4125.00 1.5
project
Total NA NA 34 398.20 83569.28 266 586.01 100.0
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India

Human resources directly involved in adaptation and development
Adaptation Training staff to become guide user and 331 10208.56 39 165.68 802504.82 274
coordinator (1) then trainer; designing training materials;

producing audiovisual material; creating
animation videos; coordinating field and
adaptation activities
Trainer (3) Training staff to become guide user and 812 11084.59 42 526.62 871370.36 29.7
then trainer; providing input for the local
adaptation; field activities; collecting
audiovisual materials
Office assistant (1) Field activities, including collecting 230 1181.57 453317 92 884.60 3.2
photographs and videos of local context,
resource mapping for services related to
developmental delays in children
Artist (1) Creating animations to be used in the 40 1042.52 3999.70 81953.80 2.8
guide package; designing basic pictorial
rules and guide handouts

Translator (1) Translating documents 30 1122.12 4305.08 88211.00 3.0
Document editor (1) Editing translated documents 15 105.10 403.22 8262.00 0.3
Anganwadi workers Coordinating home visits and field activities 40 50.88 195.22 4000.00 0.1
(5) for adaptations

Human resources for supervising
Supervisor (3) Supervising adaptation; reviewing 76 9943.58 38 149.07 781674.38 26.7

adaptation materials; meeting with
stakeholders to implement pilot training for

adaptation
Other expenses related to human resources
Travel for NA NA 2060.78 7906.30 162 000.00 5.5
adaptation activities
Food provided NA NA 305.30 1171.30 24 000.00 0.8
during pilot training
Food bags and toys NA NA 157.74 605.17 12400.00 04
for caregivers and
children
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participating in pilot

training
Total NA NA 37 262.74 142 960.53 2929260.96 100.0
International consultants
Human resources involved in adaptation and development

Expert in early child Leading the preparation and adaptation of 60.1 40006.17 NA NA 51.0
developmentand  materials for two countries; providing online
the guide (1) training for trainers including watching

guide administration videos; supporting
pilot training with adapted packages;
finalizing adapted packages

Expert in early child Supporting the preparation and adaptation 39.5 15041.92 NA NA 19.2
developmentand  of the training material; providing online
the guide (1) support for trainings for two countries
Expert in early child Supervising and guiding the development 14 monthsat  11460.27 NA NA 14.6
developmentand  and adaptation of materials 20% full-time
the guide (1) equivalent
Project manager and Reviewing training package and providing 14 monthsat  12008.17 NA NA 15.3
senior trainer (2) feedback; supporting guide trainers 30% full-time
including checking fidelity equivalent
Total NA NA 78516.53 NA NA 100.0

CHW: community health worker; Guide: International Guide for Monitoring Child Development; Z: Indian rupee; NA: not applicable; PPP:
purchasing power parity; Q: quetzal; US$: United States dollar.

21 day = 8 hours.
b1 US$=Q7.75 and 78.611 in 2022.
¢ 1 international PPP =Q3.19 and %20.49 in 2022.

d The local currency in Guatemala is quetzal and in India rupee.
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Table 3. Itemized costs for information technology used in the adaptation of the International Guide for
Monitoring Child Development, Guatemala and India, 2021-2022

Item Quantity Function Life span, Cost, Costs, Costsinlocal % of
years us$® international currency® total
PPP® costs
Guatemala
Laptop 4 Creating, revising and translating 3 426.49 1036.15 3305.32 75.7
computer documents; use to attend virtual
meetings; communication
Printer 1 Printing materials related to adaptation 3 22.49 54.63 174.28 4.0
Mobile 4 Communication; internet 3 99.61 241.99 771.95 17.7
telephone
Projector 1 Projecting presentations during pilot 3 7.00 17.01 54.25 1.2
training
Sound 1 Speakers and microphone used during 3 7.61 18.49 58.98 1.4
equipment pilot training of community health
workers
Total NA NA NA 563.20 1368.27 4364.78 100.0
India
Laptop 1 Creating, revising and translating 4 170.95 655.87 13438.70 23.5
computer documents; use to attend virtual
meetings; communication
Mobile 6 Communication; internet 2 253.97 974.38 19 964.98 34.9
telephone
Tablet 3 Collecting local photographs and videos 2 147.14 564.50 11 566.66 20.2
computer for module development
Desktop 2 Preparing animation videos and 5 113.17 434.19 8896.55 15.6
computer designing pictorials; maintaining office
documents and finances
Printer 1 Printing materials related to adaptation 5 21.04 80.70 1653.64 2.9
Camera 1 Capturing photographs and videos for 4 18.32 70.28 1439.99 25

package adaptation
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Projecting presentations during pilot
training of community health workers

Creating animation videos

Speakers and microphone used during
pilot training of community health

workers
NA

International consultants

Computers

Mobile
telephone

Microsoft
Office

Total

Creating, revising, translating and
reviewing documents; use to attend
virtual meetings

Communication

Creating and editing adaptation material

NA

Article ID: BLT.25.294361

10 1.67
10 0.53
5 0.27

NA 727.06

Not 238.93
available

Not 327.31
available

Not 79.28
available

NA 645.52

6.42

2.05

1.02

2789.42

NA

NA

NA

NA

131.58

42.03

21.00

57 155.13

NA

NA

NA

NA

0.2

0.1

0.0

100.0

37.0

50.7

12.3

100.0

Z: Indian rupee; NA: not applicable; PPP: purchasing power parity; Q: quetzal; US$: United States dollar.

a1 US$=Q7.75 and ¥78.611 in 2022.
b 1 international PPP =Q3.19 and %20.49 in 2022.

¢ The local currency in Guatemala is quetzal and in India rupee.
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Table 4. Itemized costs for infrastructure support used in the adaptation of the
International Guide for Monitoring Child Development, Guatemala and India,
2021-2022

Item Costs, Costs, Costs in local % of total
US$2 international PPP® currency*® costs

Guatemala

Office space and 2657.80 6457.03 20597.94 82.7

utilities

Furniture and existing 371.37 902.24 2878.15 11.6

office supplies

New office supplies 184.00 447.02 1426.00 5.7

Total 3213.17 7806.29 24 902.09 100.0

India

Office space and 867.90 3329.74 68 226.39 66.9

utilities

New office supplies 412.21 1581.47 32404.37 31.8

Furniture and existing 17.24 66.13 1354.92 1.3

office supplies

Total 1297.35 4977.34 101 985.68 100.0

International consultants

Office space and 2629.53 NA NA 98.0

utilities

New office supplies 45.92 NA NA 1.7

Furniture and existing 9.09 NA NA 0.3

office supplies

Total 2684.54 NA NA 100.0

. Indian rupee; NA: not applicable; PPP: purchasing power parity; Q: quetzal; US$: United States dollar.
a1 US$=Q7.75and 78.611 in 2022.
b 1 international PPP = Q3.19 and %20.49 in 2022.

¢ The local currency in Guatemala is quetzal and in India rupee.

22 of 23



Publication: Bulletin of the World Health Organization; Type: Research
Article ID: BLT.25.294361

Fig. 1. Eight steps used to adapt the International Guide for Monitoring Child
Development for use by community health workers, India and Guatemala, 2021-
2022

4 "

Step 1. Assemble a multidisciplinary team
to prepare adaptation and consult
institutional stakeholders.

Step 2. Train all members of the team on
the existing Guide package.

Step 3. Local and international teams
review existing evidence at the local and
global levels and determine the
applicability of the Guide to local settings.

Step 4. Local and international teams
produce the first localized version of the
Guide package.

Step 5. Team members in each country
produce contextually appropriate videos
and visual materials that meet the needs

for local implementation.

Step 6. The materials of the first adapted
version of the Guide are used to train the
local trainers.

4 1

Step 7. Local trainers train small groups of
community health workers using the
adapted package.

Step 8. Feedback from steps 6 and 7 is
used to make final modifications to the
Guide package.
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