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In FY 2012 HCP carried out its work in 11 head-of-health-network municipalities in Chuquisaca and La Paz; in the city of El Alto it worked solely with the “Los Andes” Health Network.
In its component of Management of Intercultural Family and Community Health (SAFCI) – the current MoH policy – and under the guidelines of the USAID/Bolivia Health Program’s intermediate results 1 and 3, HCP helped to set up the SAFCI community structure by identifying Local Health Authorities to form Local Health Committees and Municipal-Level Community Health Councils. These are the bodies that represent the community in the participatory local management and social oversight of health. The project also helped to develop their capacity to perform their roles and responsibilities, and supported them to draw up internal regulations.
In the area of participatory municipal management in health, under intermediate result 1, the project helped to develop the capacities (roles and responsibilities, drawing up of internal regulations) of the members of the Local Health Boards (DILOS), which are the highest health management authority at the local level, and supported the preparation of the 2013 annual work plan and budget for health. HCP provided technical support on this process in 8 municipalities, holding 3 events in each (Municipal Planning CAI, Municipal Health Planning Round Table, Wider DILOS Meeting). This participatory planning process includes: a) community demands, with a focus on the social determinants of health, which are reflected in the communities’ Action Plans, and b) health sector demands, taking into account the budget offered by the Autonomous Municipal Government for health.

As a result of the technical support provided by HCP in this process, the total budget allocated for health in the 8 municipalities for 2013 amounts to Bs. 19,656,755, which is an increase of 12% over the 2012 budget. This budget does not include infrastructure or building work; it will cover day-to-day work and equipment in health. An additional amount of Bs. 563,508 was allocated for Health Promotion work in the 8 municipalities, as a separate budget item. Nearly 900 people, including municipal authorities, neighborhood and community leaders and health staff, were mobilized to attend the 24 participatory municipal planning in health events. 
In the SAFCI healthcare component, the project designed and implemented its overall scheme of work, the central element of which is the reorganization of the health services. The scheme of work includes quality from the community perspective, the community referral and counter-referral system based on linking the work of the health facility and community healthcare providers (including CHWs), traditional medicine, and the promotion of healthy practices. The activities were guided by the norms defined by the MoH, and the project worked in close coordination with the Quality and Accreditation Units, Health Service Networks and Promotion Units in the SEDES in both departments, health facility personnel at the local level, and partners FORTALESSA/PAHO and MCHIP on the issue of quality.
Because of HCP’s focus on the community, information-sharing meetings and workshops on agreed quality were held with community authorities, health staff and municipal authorities in the 11 head-of-network municipalities. Analysis meetings were held with the community and municipal authorities in 5 health services in 5 municipalities in Chuquisaca. These meetings concluded with the preparation of agreed quality plans and the setting up of quality committees, whose members are representatives from the community, the municipal government and the health facility. These committees are responsible for monitoring the agreed quality plans. 
With regard to the community referral and counter-referral component, HCP contributed to the review of the National Norms on Referral and Counter-Referral, led by the MoH, by providing inputs to guide community referral and counter-referral, in coordination with PAHO. These norms were publicized in 9 municipalities in La Paz and Chuquisaca. Workshops were held to analyze and organize community referral and counter-referral networks and draw up emergency and timely response plans in 4 municipalities, together with community representatives and health personnel.
Progress was made with the production of a Community Communication Guide called Promoting Healthy Communities. This will be used as the basis for training the project’s technical team, so that they in turn can train health personnel. The aim is to upgrade communication processes in the project’s components and the promotion of healthy practices at the community level, using educational entertainment techniques. The project’s communication activities are aligned with the communications policies of the Ministry of Health and Sports.

As part of the work on empowerment, equity and rights (Result 3), 6 information events on GBV and rights were held for adolescents, community organizations, health personnel and municipal authorities; and 10 training events on GBV were held for adolescents in schools, community organizations and authorities. These events led to the drawing up of action plans to prevent GBV, including the referral pathway, events to mobilize the community, and transferring knowledge to peers, parents and teachers. 
The communications work done as part of the project’s Branding Strategy in 2012 was aimed mainly at increasing the visibility of the support provided by the American people to the Bolivian people. This included: a) producing, printing and distributing visibility materials, and b) strengthening the ability of the project’s technical team to document the progress and results of the main activities by means of briefings and success stories.
The USAID/Bolivia Health Program baseline study was carried out this year, focusing on the indicators defined in the PMP. All the program partners participated in and contributed to the design and implementation of this study. 
As part of the project’s monitoring and evaluation component, the Integrated Monitoring and Evaluation System (SIME) was designed and implemented. This system holds information about the PMP/OP indicators of all the USAID/Bolivia Health Program’s implementing partners.
Finally, various consultancy studies were carried out in response to requests from USAID/Bolivia and the MoH. Two examples of these studies are: “Analysis of national health accounts: 2003-2010 series and preliminary data from 2011” and “Analysis of compliance with CFR 216 environmental regulations by the USAID/Bolivia health program’s implementing partners.”





[bookmark: _Toc346288191]INTRODUCTION
The health sector in Bolivia faces various challenges at different levels of the system. These include obstacles to access and shortcomings in the quality of health services, especially in rural areas. Low population density and cultural diversity pose a challenge to the health situation, reducing the impact of efforts, construction capacity, sustainability and institutionalization. In addition, social, linguistic and cultural discrimination restricts access to health services by indigenous people, who account for about half of the total population of Bolivia. Likewise, the quality of these services is uneven and particularly deficient in rural areas. 
Bolivia has an estimated population of 10,426,154 (2010 figure) and an inter-census national population growth rate of 2.01% per year. 66% of the population lives in urban areas and 34% in rural areas. Life expectancy at birth is 63.84 years, the total fertility rate is 3.5 children per woman and the gross birth rate is 28 per 1,000 inhabitants.[footnoteRef:1] The overall gross death rate estimated for the 2000-2005 period is 7.7 per 1,000 inhabitants. The maternal mortality ratio in the 1999-2003 period was 229 per 100,000 live births, and the infant mortality rate in the 2004-2008 period was 50 per 1,000 live births. The number of births taking place in health facilities increased in the 1996-2006 period, but 3 out of 10 mothers are still giving birth at home. The 2008 ENDSA identified the basic access problems faced by women, showing that 92% of Bolivian women identify at least one access problem.  [1:  ENDSA 2008] 

In response to these challenges, the Plurinational State of Bolivia and its Ministry of Health (MoH) have defined the strategic cornerstones for transforming the sector by drawing up and implementing the guidelines in the Health Sector Development Plan 2006-2020, “Mobilized for the Right to Health.” Under the principle of Bolivia Digna (Dignified Bolivia), national health policies are based as never before on the new Constitution of the Plurinational State and the Autonomies and Decentralization Law. Drawing on both, the vision of the health of the Bolivian people for Living Well is rooted in the worldviews of the country’s indigenous peoples, strongly linked to respect for nature and a mode of human fulfillment that comes from a holistic and community-based way of life. 
The new Intercultural Family and Community Health (SAFCI) policy guides the sector’s work to meet the needs and demands of the individual, the family and the community. It establishes a participatory management arrangement that promotes joint decision-making about the management of health between health personnel, the community and the municipal government. It also establishes a model of care organized and designed to promote health and prevent disease by providing integrated and intercultural health services that not only take into account disease but consider the person at the particular stage in his/her life cycle, as well as the person’s diet, spirituality and worldview related to the socio-economic, cultural and geographical space to which the service user, the family and the community belong. One key change is the involvement of communities and civil society groups in decision-making related to the management of health.
In this context, the USAID/Bolivia Health Program 2011-2017 – the objective of which is to “Reduce Social Exclusion from Healthcare in Targeted Geographical Areas of Bolivia” – is implementing a three-pronged strategy and has given the Healthy Communities Project (HCP) the mandate to focus on the community setting, aligning its work with national health policies and norms within the SAFCI framework, and working in coordination with the program’s other implementing partners – FORTALESSA UNICEF, FORTALESSA PAHO, MCHIP, PROSALUD/PROMESO and CIES/OPCIONES.

[bookmark: _Toc341366061]Table 1: MATRIX SHOWING HOW THE PROJECT RELATES TO NATIONAL HEALTH POLICY
HEALTHY COMMUNITIES PROJECT – FIT WITH NATIONAL POLICY
	Programmatic framework
HEALTH SECTOR DEVELOPMENT PLAN / MINISTRY OF HEALTH AND SPORTS
	USAID / BOLIVIA HEALTHY COMMUNITIES PROJECT INTERVENTIONS
INTERMEDIATE RESULTS (IR)

	Key component
	Objective
	Program
	Project
	IR 1. Strengthened operations systems and participatory management at all levels of the health system (Participatory Management and Leadership).
	IR 2. Increased access to and improved quality of intercultural healthcare (Access and Quality).
	IR 3. Underserved rural population empowered to seek/obtain culturally appropriate healthcare (Equity and Rights).

	1. Universal Access to the Single Intercultural Family and Community Health System.
	Achieve universal access to integrated, good quality health services that are free of charge at the point of delivery, for the whole population, at every stage in a person’s life cycle, and under equal conditions.
	Universal and Equitable Access to the Health System
	1.1 Quality Human Resources and Health Networks
	IR 1.4: Capacity of municipal actors to ensure that management of health services is equitable, effective, and efficient improved.
1.4.1. Consejos Sociales Municipales de Salud (CSMS) in target municipalities function and perform according to SAFCI norms.
1.4.2. DILOS capacity to produce health sector POAs that reflect needs identified through participatory processes increased. 
IR 1.5: Health providers and CLS participation in planning, management, and monitoring health activities increased.
1.5.1. Decisions about the prioritization of local health activities in health posts and health centers are identified by information shared through community CAIs and/or other community-based processes.
1.5.2. ALS effectively represent their communities in CLS.
1.5.3. CLS in target communities function and perform according to SAFCI norms.
1.5.4. Community capacity to identify and lobby for interventions that address the social and economic determinants of health increased.
	IR 2.4: Health centers’ capacity to apply norms and protocols and respond to local needs improved.
2.5.1. Communities’ capacity to identify, define and communicate to higher levels of the health system their own definition of quality and access strengthened.
2.5.3. CHWs correctly refer community members to health facilities.
2.5.4 Knowledge of healthy behaviors and prevention practices improved for proven life-saving interventions especially for mothers and children.
2.5.6. CHWs appropriately prioritize home visits, weigh and measure children, and develop educational interventions in their communities.
2.5.7. CHWs average one year of service.


	IR 3. Underserved rural population empowered to seek/obtain culturally appropriate healthcare (Equity and Rights).
IR 3.3 Municipal actors’ ability to identify and remove barriers to exercising rights strengthened.
IR 3.4 Capacity of all community members to identify solutions to health problems and obtain access to healthcare improved.
3.4.1. Community members have increased knowledge of rights and mechanisms for exercising them.
3.4.3. Mechanisms for institutionalizing social mobilization (ALS, CLS, CAI) tested, adapted, and functioning.

.
	




	
	
	
	1.2 Ancestral Knowledge, Traditional Medicine, Intraculturalism and Interculturalism
	
	IR 2.5: Community-level health providers’ ability to provide culturally appropriate healthcare and communicate knowledge of healthier behaviors and prevention practices increased.
	

	
	
	
	1.3 Access to Integrated, Free-of-Charge Health Services 
	
	
	


	2. Health Promotion and Community Mobilization
	Influence changes in the determinants of health through community and cross-sectoral participation, in the framework of the right to health.
	Participatory Management and Mobilization for the Right to Health
	2.1 Cross-Sectoral Working for Living Well
	1.4.2. DILOS capacity to produce health sector POAs that reflect needs identified through participatory processes increased.
1.4.4. Strategic alliances formed to leverage funds and promote activities/strategies to address the social and economic determinants of health in communities and municipalities.
1.5.4. Community capacity to identify and lobby for interventions that address the social and economic determinants of health increased.
	2.5.8. Decreased risk factors related to health at the community level (improved access to water and sanitation, improved situation re: other health determinants).

	

	
	3. 
	
	2.2 Equity and Protection for Vulnerable Groups
	1.5.4. Community capacity to identify and lobby for interventions that address the social and economic determinants of health increased.
	
	3.4.5. Competitive sub-grants process established to support implementation of community action plans to address issues related to neonatal health, maternal and child health, reproductive health, and violence.

	
	
	
	2.3 Education on Health for Life

	[bookmark: _Toc321314755]4.4 USAID Health Communication Program.

	2.5.2. IEC and BCC materials for CHWs and first level health facilities focus on common messages.
2.5.5. Healthier behaviors and preventative measures adopted by community members.
4.4. USAID Health Communication Program.
	

	3.Stewardship and Sovereignty in Health
	Restore and exercise the sovereign authority of the institutions that lead and direct the health sector in the autonomies framework.
	Governance in Health
	3.1 Technical and Financial Management Capacity Strengthening

	1.4.2. DILOS capacity to produce health sector POAs that reflect needs identified through participatory processes increased.
1.4.3. Percentage of health POA activities executed increased.
1.5.1. Decisions about the prioritization of local health activities in health posts and health centers are identified by information shared through community CAIs and/or other community-based processes.
IR 2.4: Health centers’ capacity to apply norms and protocols and respond to local needs improved.
	RI 2.4: Health centers’ capacity to apply norms and protocols and respond to local needs improved.
2.4.1. Understanding of local definitions of “access” and “quality” by health personnel increased.
2.4.2. Referrals/ counter-referrals between health facilities and Community Health Workers increased.
2.4.3. Capacity to supervise Community Health Workers by health personnel increased. 
	3.3.1. Municipal authorities and community members informed about health rights, motivated, and actively intervening in municipal health sector management to improve responsiveness of health services to clients’ needs.
3.3.2. Municipal authorities are seeking and using information analytically from CSMS to identify and remove barriers to exercising rights.
3.4.2. Communities have increased ability to advocate for rights-based services.
3.4.5. Competitive sub-grants process established to support implementation of community action plans to address issues related to neonatal health, maternal and child health, reproductive health, and violence.

 

	
	
	
	3.2 National Leadership and Territorial Autonomies
	1.4.2. DILOS capacity to produce health sector POAs that reflect needs identified through participatory processes increased.
	
	 

	
	4. 
	
	3.3 Health Sovereignty and Intelligence
	[bookmark: _Toc321314757]4.1. Technical assistance provided to support MOH and SEDES.

	4.1. Technical assistance provided to support MOH and SEDES.
	 3.4.4. Guidelines and materials for institutionalizing social mobilization developed and validated.




[bookmark: _Toc346288192]STRATEGIC APPROACH
The Healthy Communities Project (HCP) is aligned with current national health policies and norms on: i) Intercultural Family and Community Health (SAFCI); ii) Sexual and Reproductive Health (SRH) and iii) Maternal and Neonatal Health (MNH). 
HCP is contributing to the implementation of these national policies under a consensus-based management approach, which integrates the cross-cutting themes of interculturalism, gender and the right to health with health promotion and disease prevention activities. To achieve this, HCP has implemented the following strategic guidelines:
[bookmark: _Toc346288193]Working through the Health System
The mandate from the MoH is that health system personnel should lead the implementation of the SAFCI health policy. Accordingly, HCP is working together with health personnel as its main sustainability strategy, and aligning itself with the Health Sector Development Plan which emphasizes the stewardship of the MoH in the sector.
In FY 2012, as a result of negotiations with the SEDES in La Paz and Chuquisaca, the project’s local teams (facilitators and field supervisors) were recognized as forming part of the staff teams of the relevant Health Network Coordination Offices, which carry out health promotion activities. For the project’s local teams, this meant that they had to spend time (often a great deal of time) on coordination and negotiation activities, as they had to adapt to the pace of work of health personnel and staff of the autonomous municipal governments in the project’s target areas. Technical staff in the project’s national office likewise coordinate their work with the staff of the SEDES and various MoH units to agree on the technical approach and implement it locally.
It has been decided that this strategy will be reinforced next year, starting by developing the capacities of the project’s local staff and then strengthening the processes of joint planning, implementation, monitoring and evaluation of the project’s activities together with SEDES staff.
[bookmark: _Toc346288194]Gradual Implementation of the Project 
The area covered by the project comprises a total of 11 health networks: 6 in Chuquisaca and 5 in La Paz, plus the Los Andes Health Network in El Alto. These health networks cover 56 municipalities and are comprised of just over 500 health facilities. The project works in the whole of the Department of Chuquisaca except for the Sucre urban health network. (See Annex 1)
HCP proposed to implement its full range of activities gradually, by staggering the start of its work in the different municipalities covered by the target health networks. In the case of the Los Andes network, the activities will be specific and include work on the healthcare component: agreed quality, organizing referral and counter-referral from the community, communication using mass media, and technical support; in the management component, the work will focus on strengthening the community structure and providing technical, administrative and financial support to the Municipal Health Directorate (DIMUSA). 
Two facilitators per municipality were hired this year to start work in the 11 head-of-network municipalities and their health facilities. This enabled the project to establish a presence in these networks and take forward joint work with local health personnel, network coordination teams, municipal government staff and the organized community.
It was envisaged that in its second year the project would expand its activities in each network to municipalities prioritized on the basis of variables such as the poverty level, the situation in key health indicators, and geographical accessibility, among others. However,   HCP has adjusted the strategy of gradually starting to work in the municipalities in each network. This means that in 2013 the project will work in all the municipalities in the prioritized networks, based on agreements reached with the SEDES in La Paz and Chuquisaca and FORTALESSA partners (UNICEF, PAHO/WHO, MCHIP and DELIVER), and maintaining its presence in the head-of-network municipalities where the activities have already started. 
[bookmark: _Toc346288195]Developing Local Capacities
HCP has focused its work on developing local capacities as a way to contribute to the technical sustainability of the local-level activities. Accordingly, the work has focused on strengthening individuals and organizations, including health facility staff and the SAFCI community structure: Local Health Authorities (Autoridades Locales de Salud - ALS), Local Health Committees (Comités Locales de Salud - CLS), Municipal-Level Community Health Councils (Consejos Sociales Municipales de Salud - CSMS), Local Health Boards (Directorios Locales de Salud - DILOS) and Community Health Workers (CHW). 
With the assistance of the national-level specialists, the project’s field team – comprised of facilitators, supervisors and departmental coordinators – provided technical support to health staff to carry out information and training activities with the community on the SAFCI policy. It was decided that the field team would work with health personnel on the following activities: i) facilitating access to information on technical norms, strategies, tools and materials for applying the SAFCI policy, as well as training materials communicating key messages on health topics such as MCH, SRH, TB, GBV and the right to health, among others; ii) reviewing the communication methods used for working with the community and for running CAIs; iii) providing support for activities such the sector CAI, the community CAI (in particular), and the work of the CLS, DILOS and CSMS, including linking up with traditional medicine practitioners; iv) strengthening the CLS and ALS, for example by helping them to raise their profile and reinforce their status by developing projects for their communities (to be funded with small sub-grants).
During FY 2012, the project team organized, designed and implemented information and training plans for key local actors (health personnel, municipal government staff and members of the community structure in health), following strategic guidelines drawn up by the project’s specialist staff for each specific thematic area. It was envisaged that the facilitators in the field would then accompany health staff to apply these in the community, based on replication plans drawn up for the purpose. This aspect required a great deal of coordination work by the field team to arrange for the health staff to carry out these activities in the community. For this reason, it was decided that the project teams themselves would implement the activities – including training, technical assistance and identification of CHWs – directly with the community. 
For FY 2013 the project has decided to continue with this mixed strategy of working through the health system as well as implementing activities directly in the community.
In the community empowerment methodology (IR 3), the work done with community organizations and groups of adolescents in schools is divided into four stages. Funding in the form of sub-grants has been awarded for the implementation of community action plans. In the original proposal, these funds were supposed to be managed by the Local Health Committees. However, because the members of these committees only hold office for a short time, there was a risk that the implementation of the plans or projects and the management of the funds would not be done properly. It was therefore decided that the funds should be managed by the school’s steering committee – whose members are the school director, a teacher and students from the high-school grades – or by social organizations in the community (men and/or women), requesting that they include the members of the CLS in the process of implementing the methodology.
[bookmark: _Toc346288196]Strategic Partnerships
The project resolved to establish strategic partnerships with other actors or organizations at different levels so that they would contribute to the project’s different objectives by complementing and strengthening the work of the HCP. 
During FY 2012, the project signed letters of understanding with 5 autonomous municipal governments in La Paz and initiated working agreements with Plan International and FOREDES, part of the Belgian technical cooperation agency. Activities coordinated with the FORTALESSA partners, MCHIP, DELIVER, PROSALUD/PROMESO and CIES/OPCIONES are being carried out on an ongoing basis.
In FY 2013, the project will continue to explore – together with the DILOS and other municipal organizations – possibilities for establishing strategic partnerships with the aim of channeling funds for working on issues related to the social and economic determinants of health. In addition, the signing of letters of understanding with the autonomous municipal governments in Chuquisaca and the new municipalities in La Paz will be taken forward.
With regard to the communications and community empowerment strategy, HCP plans to implement communication and training activities aimed at empowering the community and promoting the adoption of healthy behaviors, the exercise of the right to health and community mobilization. The Community Action Cycle was chosen as the methodology for empowering groups of adolescents and civil society organizations. It will also enable the community to identify and prioritize health problems and their social determinants, and put forward plans to address them.
To promote healthy behaviors among the beneficiary population, the project planned to implement the Behavior Change Communication (BCC) strategy, which it proposed to adapt and apply based on an initial assessment and the design of a communications strategy. Following on from that, the plan was to review and adapt the messages and education materials produced by the MoH, the USAID/Bolivia Health Program partners, and other organizations working on these issues.
During FY 2012, the MoH (Health Promotion Unit) put forward its Education on Health for Life proposal, which involves non-hierarchical, constructive and participatory education with the community, as one of the four mechanisms for carrying out health promotion work. HCP therefore adapted its communications proposal and is currently in the process of designing the tools and materials that will be used to implement it. The MoH is also designing a national-level communications strategy together with UNICEF, and HCP will align itself with this as soon as it is finalized.
In FY 2013, HCP will place emphasis on its communications and empowerment work based on the Community Action Cycle and Education on Health for Life. One of the components of this is the promotion of healthy practices to different target groups by means of communication in the mass media such as the radio, as well as mobile units, support for health fairs, etc, based on key messages and education-entertainment. 
[bookmark: _Toc346288197]METHODOLOGICAL APPROACH

[bookmark: _Toc341366067]Figure 1: Methodological Approach



[bookmark: _Toc346288198]Coverage of Project Activities
The area covered by the project comprises a total of 11 health networks: 6 in Chuquisaca and 5 in La Paz, plus the “Los Andes” Health Network in the city of El Alto.
The table below shows the areas where the project decided to work in FY 2012. To select these areas, the variables taken into account were the poverty level,[footnoteRef:2] the classification of municipalities by socio-economic criteria,[footnoteRef:3] and health network coverage. [2:  Data drawn from a SEDES presentation.]  [3:  USAID - Socios para el Desarrollo, “Clasificación de municipios por criterios de salud,” La Paz, Socios para el Desarrollo/PROSALUD, 2012, 147] 

[bookmark: _Toc341366062]Table 2: Coverage of HCP Activities in FY 2012
CHUQUISACA
	 
	Health Networks
	Municipalities 

	1
	Azurduy
	Azurduy

	2
	Camargo
	Camargo

	3
	Padilla
	Padilla

	4
	Sucre rural
	Poroma

	5
	Monteagudo
	Monteagudo

	6
	Tarabuco
	Tarabuco



LA PAZ
	 
	Health Networks
	Municipalities 

	1
	Andes Manco Kapac (Network 5)
	Batallas

	2
	Camacho (Network 3)
	Puerto Carabuco

	3
	Inquisivi (Network 15)
	Quime

	4
	Luribay/Network 14
	Luribay

	5
	Yungas (Network 8)
	Coroico

	6
	Los Andes
	El Alto















[bookmark: _Toc341366068]Figure 2: Coverage of the Project’s Work in the Department of Chuquisaca
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[bookmark: _Toc341366069]Figure 3: Coverage of the Project’s Work in the Department of La Paz
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[bookmark: _Toc346288199]PROGRESS AND ACHIEVEMENTS
IR 1. Strengthened operations systems and participatory management at all levels of the health system (Participatory Management and Leadership).
Through its national and local technical team, HCP supported the development of local capacities, promoting the sharing of responsibilities between the SAFCI community structure (ALS, CLS and CSMS), the health sector, municipal authorities and DILOS, and providing training on Participatory Local Management in Health and Municipal Management in Health, in the framework of current health policies.
The project transferred technical skills for:
· Drawing up a health POA and budget that reflects local needs and translates these into concrete actions to address social and economic determinants, placing emphasis on health promotion. This work ensured that the organized community was able to channel its demands and get these included in the overall municipal POA & budget. (See Annex 2 – Example of a Health POA and Budget - GAM Batallas)
· Drawing up internal regulations for DILOS, CSMS and CLS to strengthen the institutional status of these organizations and the way they operate, ensuring that they are able to perform their roles and responsibilities and carry out their work in keeping with current norms.
To carry out these activities, the project coordinated and reached agreements with the SEDES technical teams in La Paz and Chuquisaca and with the FORTALESSA partners, under the stewardship of the MoH. 
The diagram below shows the processes of implementing the project’s work under IR 1.
[bookmark: _Toc341366070]Figure 4: Implementation Process under IR 1



[bookmark: _Toc346288200]Intermediate Result 1
[bookmark: _Toc346288201]Description of Progress under IR 1.4
· The project promoted the setting up of Municipal-Level Community Health Councils in 7 of 11 selected municipalities. This followed on from the setting up of CLS and the identification of ALS.
· As part of the work to strengthen the community structure, training was provided on roles and responsibilities in the context of the SAFCI management component and the legal framework governing Municipal Management in Health. Local Health Boards (DILOS) and Municipal-Level Community Health Councils were supported to draw up their Internal Regulations. 
· The CSMS were encouraged to participate in the process to draw up annual work plans (Municipal Planning CAI, Municipal Health Planning Round Table, Wider DILOS Meeting), performing the roles conferred upon them by the legal framework.
· 8 municipal health POAs & Budgets for 2013 were drawn up and approved by the relevant DILOS:
· Chuquisaca: Azurduy, Camargo, Padilla and Yamparaez. 
· La Paz: Puerto Mayor Carabuco, Batallas, Luribay and Quime.
· 24 participatory municipal planning in health events were held (3 each in 8 municipalities):
· 8 Municipal Health Planning CAIs: presentation of progress reports by each health management body and delivery of demand-identification forms.
· 8 Municipal Health Planning Round Tables: prioritization of demands based on agreed criteria. 
· 8 Wider DILOS Meetings: Approval of the Health POA-Budget by means of a DILOS Resolution. 
· The total budget allocated for health activities – day-to-day operations, equipment and national programs (not including building work) – in the 8 municipalities amounts to Bs. 19,656,755, which is an increase of 12% over the 2012 budget. The budget allocated for Health Promotion in the 8 municipalities is Bs. 563,508.
· More than 900 municipal authorities, neighborhood and community leaders and health staff were mobilized to participate in the process in the 8 municipalities.
· 12 assessments of administrative and financial procedures in health facilities and municipal governments were completed and the results shared in information meetings. These assessments identify strengths and weaknesses that will enable technical support to be targeted in the areas of:
· Budget formulation and monitoring of budget spending in health;
· Accounting (correctly recording funds and what they are spent on) and treasury operations; 
· Contracting, Fixed Assets and Warehouses (SABS).
· The Comparative Study of Local Effort in Health was completed, comparing 2010, 2011, and the initial 2012 budget, and its results were presented. The results of this study make it possible to determine the degree of financial sustainability from the level of budget spending on health in 11 municipalities. The findings led to the following classification: 
· 4 municipalities with a high level of local effort (greater than 15%) and a good budget spending capacity (higher than 80%): Azurduy, Padilla, Luribay and Puerto Mayor Carabuco; 
· 2 municipalities with an average level of local effort (between 10% and 15%) and an average budget spending capacity (between 65% and 80%): Tarabuco and Coroico; 
· 5 municipalities with a low level of local effort (less than 10%) and a weak budget spending capacity (lower than 65%): Monteagudo, Camargo, Poroma, Quime and Batallas.
· Information is available about the level of budget spending to August 2012 on health service operational activities (excluding building work) in 8 municipalities, showing the following results:
· 28% when payments to public health insurance schemes are included.
· 37% when payments to public health insurance schemes are not included.






[bookmark: _Toc346288202]Achievements under IR 1.4
[bookmark: _Toc341366063]Table 3: Summary of main achievements under IR 1.4
	Municipality
	
	Intermediate Result 1/1.4

	
	CSMS
set up
	CSMS
with internal regulations
	DILOS
with internal regulations
	POA-budget drawn up for
2013
	Budget for
2013[footnoteRef:4] [4:  The target was 4 health POAs-budgets but the project managed to support the preparation of 8.
] 

	Increase from 2012 budget
	Budget for Health Promotion

	Chuquisaca

	Azurduy
	Yes
	
	Yes
	YES
	Bs. 2,531,555
	5%
	Bs. 160,000.-

	Camargo
	Yes
	
	
	YES
	Bs. 2,730,705
	11%
	Bs. 100,000.-

	Padilla
	Yes
	
	Yes
	YES
	Bs. 3,323,300
	13%
	Bs. 10,000.-

	Yamparaez
	Yes
	
	Yes
	YES
	Bs. 1,790,734
	13%
	Bs. 86,973.-

	Poroma
	Yes
	
	
	
	
	
	

	Monteagudo
	Yes
	
	
	
	
	
	

	Tarabuco
	
	
	Yes
	
	
	
	

	La Paz

	Batallas
	
	
	
	YES
	Bs. 4,318,208
	25%
	Bs. 100,000.-

	Pto.My. Carabuco
	Yes
	
	
	YES
	Bs. 2,580,606
	12%
	Bs. 100,000.-

	Quime
	
	
	
	YES
	Bs. 1,216,419
	20%
	Bs.  25,000.-

	Luribay
	
	
	
	YES
	Bs. 1,869,837
	45%
	Bs.  50,000.-

	Coroico
	
	
	
	
	
	
	

	El Alto
	
	
	
	
	
	
	



[bookmark: _Toc346288203]Description of Progress under IR 1.5
· The project’s work focused mainly on identifying Local Health Authorities and then supporting the setting up of Local Health Committees. 52 Local Health Committees were actually set up, rather than the expected 104. This is because, in the SAFCI framework, the identification and selection of ALS is the responsibility of health personnel. To achieve the established objective, HCP worked directly with health personnel and provided logistical support for them to visit rural communities.
· As part of the work to strengthen the community structure, training was provided on roles and responsibilities in the context of the SAFCI management component and the legal framework governing Municipal Management in Health. Technical support was provided to Local Health Committees to draw up their Internal Regulations. 
· Support was provided for the preparation of Action Plans by the Local Health Authorities in 2 municipalities in Chuquisaca. This involved gathering the demands of the community, with an emphasis on social determinants, and then prioritizing these and sending them to their local health facility. In the health sector, the project promoted the drawing up of health service action plans by mobilizing the community, with the active participation of the Local Health Committees. 




[bookmark: _Toc346288204]Achievements under IR 1.5
[bookmark: _Toc341366064]Table 4: Summary of main achievements under IR 1.5
	Municipality
	Intermediate Result 1/ 1.5

	
	ALS
	CLS set up
	CLS with internal regulations
	Action Plans[footnoteRef:5] [5:  The target was 4 health POAs-budgets with community and health sector action plans, but the project managed to support the preparation of 8.] 


	Chuquisaca

	Azurduy
	33
	9
	9
	YES

	Camargo
	27
	6
	
	YES

	Padilla
	26
	4
	
	YES

	Yamparaez
	17
	
	
	YES

	Poroma
	41
	8
	
	

	Monteagudo
	70
	7
	1
	

	Tarabuco
	
	8
	
	

	La Paz

	Batallas
	5
	
	
	YES

	Pto.My. Carabuco
	18
	
	
	YES

	Quime
	8
	
	
	YES

	Luribay
	29
	
	
	YES

	Coroico
	22
	
	
	

	El Alto
	22
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Letters of understanding endorsed by USAID/Bolivia were signed between HCP and the autonomous municipal governments of head-of-network municipalities in La Paz



[bookmark: _Toc346288205]Intermediate Result 2
IR 2 seeks to increase access to intercultural healthcare and improve its quality. To achieve this, HCP is helping to enhance the capacities of health personnel to respond to local needs and promoting initiatives aimed at developing the skills of community actors and healthcare providers to achieve culturally appropriate healthcare.
In FY 2012, HCP designed the conceptual framework for the healthcare component, the key element of which is the reorganization of the health services. The framework also includes quality from the community perspective, the community referral and counter-referral system based on linking the work of the health facility and local healthcare providers (including CHWs), traditional medicine, the promotion of healthy practices and family monitoring. 
To improve the capacities of health personnel to respond to local needs, the activities carried out by HCP were guided by the norms defined by the MoH and the work was done in close coordination with the Quality and Accreditation, Health Service Networks, and Promotion Units in the SEDES in both departments, as well as with health facility personnel at the local level.
The response to the project implementation process has varied in the departments of La Paz and Chuquisaca. In Chuquisaca, the project had the support of the SEDES, which instructed the different services to carry out the activities planned with HCP or accompanied these activities, and organized departmental events for health personnel, reinforcing the information and/or training. The SEDES in La Paz carried out the activities in a more centralized fashion and the implementation of the quality processes was based on a departmental plan and regulations. HCP joined in with these, collaborating with the quality improvement processes and/or supporting them with technical assistance. 
In both departments, HCP staff have promoted the active participation of the community in the activities related to the SAFCI healthcare component, especially with regard to the quality of care, under a consensus-building approach. In the national PRONACS evaluation, this aspect was highlighted by the MoH, which recommended that this approach should be adopted everywhere and strengthened.
In the area of developing the skills of community actors and local healthcare providers to achieve culturally appropriate healthcare, the project worked on information processes and organized information-sharing and analysis events, which managed to bring these actors closer to the health services. In these spaces, decisions were taken jointly, developing a relationship of greater trust and commitment.
In Chuquisaca, these processes have taken place in a more spontaneous way and the relationship between health facilities, local people and authorities is more dynamic. There is great willingness to take forward processes to improve the quality of healthcare that are participatory and characterized by shared responsibility.
With regard to local healthcare providers, it is noticeable that they have maintained a more sustained though informal relationship and the majority of the health facilities are able to identify them, although many are not currently active in their communities. It is also noteworthy that the majority of CHWs have gone on to form part of the community structure and now represent their community as ALS. The healthcare providers who practice traditional medicine are recognized by the health system. There are isolated experiences of attempts to forge links but there is not yet any evidence of sustained processes.
In the Department of La Paz there is a relationship between health facilities, local people and municipal authorities, but the links between them are currently more limited. With regard to local healthcare providers, it is noticeable that they are more reserved about coming forward and identifying themselves, and few municipalities have worked with CHWs in a sustained manner.  

IR 2. Increased access to and improved quality of intercultural healthcare (Access and Quality)

[bookmark: _Toc341366071]Figure 5: Implementation process under IR 2




[bookmark: _Toc346288206]Description of Progress under IR 2.4

· Outline of the approach for HCP work in the SAFCI healthcare component designed.
· Strategy, guides, content and materials prepared for implementing the agreed quality approach, which includes the following stages: awareness-raising/information-sharing, assessment/analysis, implementation/monitoring, and evaluation/redefinition of processes. 
The agreed quality strategy has been implemented in the 11 head-of-network municipalities, and progress in the different stages is as follows:
· Awareness-raising/Information-sharing: Information-sharing meetings and workshops with health personnel, municipal and community authorities in the 11 head-of-network municipalities. At least one member of staff from each health facility in the network and the authorities from the community structure were involved in this process.  
· Assessment/Analysis:	In the Department of Chuquisaca the project supported the process of carrying out assessments, which are based on analyzing quality accreditation standards, and facilitated analysis meetings with the community and municipal authorities in 5 health services (Camargo, Padilla, Yamparaez, Azurduy and Poroma). In addition, agreed action plans are being drawn up in these locations and their quality committees have been set up. These committees are responsible for monitoring the quality improvement plans.
· In the Department of La Paz the information-sharing and health facility self-assessment processes were carried out and the results analyzed with the participation of civil society in Quime, Carabuco and Luribay. In addition, the Health Network Accreditation Committees and the quality committees for the health facilities were organized.  
With regard to the community referral/counter-referral component: 
· HCP participated in the review of the National Norms on Referral and Counter-Referral led by the MoH with the support of PAHO. HCP contributed to this by providing inputs to guide community referral and counter-referral.
· The National Norms were shared with health personnel, authorities from the community structure and local healthcare providers (CHW, traditional medicine practitioners) in 9 head-of-network municipalities (Camargo, Padilla, Azurduy, Tarabuco, Poroma, Quime, Carabuco, Luribay and Batallas).
· Workshops were held to analyze and organize community referral/counter-referral networks and draw up emergency and timely response plans in 4 municipalities (Camargo, Quime, Carabuco and Batallas). A consultancy study was contracted for the methodological design, and the results of this so far are presented in Annex 3. 
Regarding the work with Community Health Workers (CHW):
Tools for carrying out a basic assessment of local work with CHW were designed and implemented. The main results of this show that:
· Most of the municipalities have worked with CHW, RPS and/or promoters, but these are not currently active or have gone on to hold office as Local Health Authorities. 
· Health personnel were not involved in training or monitoring processes and have a weak grasp of how to take forward these activities.
· With regard to the materials used for the training, it was found that many of the technical elements focus on disease and few are oriented at health promotion. Nevertheless, these are the official MoH materials and they are still being used.
Based on this information, work began on the design of the training, monitoring and evaluation program for CHW, taking into account the programs established by the MoH (including IMCI Nut). 
Work also began on the design of the curriculum for training health staff who will act as local facilitators and also provide training to CHWs. This activity will be carried out in the next quarter.    
With regard to the Tuberculosis program, continuous improvement cycles to be implemented in the TB program were introduced, with direct support from consultants, in 40 health facilities in the 2 departments: 10 health facilities in Yungas Network 8, 10 in the Los Andes Network, 10 in the Camargo Network and 10 in the Sucre Network. This activity also reached 80 health facilities indirectly, as it was replicated by health personnel. 120 continuous improvement teams were set up and given training to lead on the issue of quality in the program.  
As part of the improvement processes, 34 laboratories in the prioritized networks (28 in Chuquisaca and 6 in La Paz) have been strengthened with regard to the quality of diagnosis samples, swifter delivery of results and surveillance of MDR TB.
Overall, the results of improving the detection of new cases of BAAR+ TB (in the 40 health facilities where the consultants worked directly), analyzing the April-June 2012 quarter (prior to the intervention) compared with the July-September 2012 quarter, show evidence that the detection of cases has increased from 41% to 87% of the expected number of cases. 
Finally, the study of the nutritional status of patients with TB in El Alto has begun, and its research protocol and field work methods have been tested and validated.

[bookmark: _Toc346288207]  Achievements under IR 2.4
[bookmark: _Toc341366065]Table 5: Summary of main achievements under IR 2.4
	Municipality
	Intermediate Result 2.4

	
	Municipality has staff trained in agreed quality
	Municipality’s TB program strengthened (detection, diagnosis, treatment and follow-up)
	Community referral and counter-referral processes validated


	
	CHUQUISACA
	





Yes

	Azurduy
	Yes
	
	

	Camargo
	Yes
	YES
	

	Padilla
	Yes
	
	

	Yamparaez
	
	
	

	Poroma
	Yes
	
	

	Monteagudo
	Yes
	
	

	Tarabuco
	Yes
	
	

	
	LA PAZ
	

	Batallas
	
	
	

	Pto.My. Carabuco
	
	
	

	Quime
	
	
	

	Luribay
	
	
	

	Coroico
	
	YES
	



[bookmark: _Toc346288208]Description of Progress under IR 2.5
As part of the process of contributing to improvements in community-level health providers’ ability to provide culturally appropriate healthcare and communicate knowledge of healthier behaviors and prevention practices, the work began by coordinating with the Vice-Ministry of Interculturalism and Traditional Medicine and other institutions working in this area.  FORTALESSA/PAHO contributed by setting up the working group on interculturalism and HCP got involved in these processes.  
At the local level, civil society has been included in agreed quality improvement processes. Local health authorities and municipal authorities have been mobilized to participate in information-sharing and analysis processes, and to draw up quality improvement plans. In these processes, these stakeholders have displayed commitment, interest and responsibility.
These initiatives have raised expectations among SEDES and MoH authorities. This led to SEDES Chuquisaca organizing a workshop jointly with HCP for DILOS authorities. During this awareness-raising workshop, the DILOS authorities were encouraged to participate in, monitor and negotiate funding for the quality improvement processes in their local area. 
In the Department of La Paz, an agreement was reached with SEDES on the possibility of including civil society representatives in the quality committees, and support was provided for the setting up of 6 Health Network Accreditation Committees. In addition, HCP and SEDES authorities plan to organize a joint departmental workshop for these committees to raise their awareness and organize their work. 
Traditional medicine practitioners have been identified in the 11 health networks in which HCP is working. These practitioners have been included in the activities to provide information on norms and the processes to analyze and organize the community referral and counter-referral network. In Azurduy and Padilla a workshop was held specifically for CHW and traditional medicine practitioners to organize the community referral and counter-referral network.
With regard to the education and communication work to promote healthy practices, one achievement is the compilation and review of materials on IMCI Nut, MNH, SRH and TB that was carried out by HCP. These will be re-printed in FY 2013.
Another achievement is the production of a Community Communication Guide called “Promoting Healthy Communities.” This will be used as the basis for training the project’s technical team, health personnel and CHW, so that they can contribute to the promotion of healthy practices, placing particular emphasis on interpersonal and group communication and educational entertainment techniques. The project will also facilitate the preparation of a community communication plan which is expected to link into the MoH National Communications Strategy. 
A pilot process was taken forward which validated the “Promoting Healthy Communities” guide, and the work to train local actors on community communication activities began in Camargo, using the educational entertainment approach.



[bookmark: _Toc346288209]Achievements under IR 2.5
· Agreed quality plans have been drawn up with the participation of local health committees for four health facilities in Yamparaez, Padilla, Camargo and Poroma.

[image: ]
A mother who participates in community meetings 


[bookmark: _Toc346288210]Intermediate Result 3
IR 3. Underserved rural population empowered to seek/obtain culturally appropriate healthcare (Equity and Rights)
The team of local facilitators worked on the community empowerment component through the activities carried out with grassroots community organizations, mainly women’s organizations, and with groups of adolescents in schools in the head-of-network municipalities in the project’s target areas. The Local Health Committees (CLS) from the health facilities in the project’s target areas were also included in each of the working groups.  
HCP began implementing the community action cycle process. The action plan resulting from this will be strengthened by being awarded competitive funds for community projects. 6 groups of adolescents have now started the process of applying for sub-grants. (See Annex 4 for an example of a community action plan.) 
Different local actors such as municipal authorities, the health sector and the community were strengthened in terms of their knowledge of health rights and obligations and GBV. In addition, research is being carried out to identify rights and eliminate the barriers preventing them from being exercised. The content of training and information events was developed based on the SAFCI health promotion guidelines.
[bookmark: _Toc341366072]Figure 6. Implementation process under IR 3 




[bookmark: _Toc346288211]Description of Progress under IR 3.3

· The content of training activities on rights and obligations in health, SRH and health services was developed for different local actors: municipal authorities, CSMS, health staff and the community. This work is being done in a process that takes into account participants’ knowledge and uses a participatory action methodology.
· The topics of citizens’ rights and health rights as part of the responsibilities of the SAFCI community structure will be included in the local participatory planning guide and the municipal participatory planning guide. Accordingly, both guides are being reviewed and adapted together with the MoH health promotion unit.
· The different actors, including organized groups of community leaders, adolescents in schools, local authorities and health personnel, participated in information and training processes on the importance of exercising their rights and meeting their obligations in health.
· The project has initiated information and training processes with adolescents about rights and obligations, in order to promote the full exercise of rights in health as part of the demand for equitable and intercultural healthcare.                                              The adolescents identify barriers preventing the exercise of their rights in their family and community environment, in the school, and in the municipality, where they conclude that discrimination exists. They are therefore calling for the subject of rights in health to be addressed in more depth and shared with the whole of the educational community: teachers, parents and students.
· As part of the training sessions on GBV, participants (women, men and adolescents) identify actions to prevent violence and actions that can be taken to denounce cases of violence.
· The learning and actions identified and internalized were set out in Action Plans and educational messages worded by the participants themselves.
· With the aim of finding evidence of the barriers preventing the exercise of rights in health, a research study is being carried out in six municipalities. The first part of the research is being carried out in an African-Bolivian region in the municipality of Coroico in La Paz, the Quechua municipality of Poroma and the community of Presto in Chuquisaca.
[bookmark: _Toc346288212]Achievements under IR 3.3

· Information and training events on rights and obligations in health and GBV were carried out in FY 2012.
· As a result of this training, the different community groups attending the workshops on rights in health and GBV ended the session by drawing up short-term action plans. These include talking about the issues with their peers and the wider community, and events to mobilize the community around non-violence and the exercise of rights. 
· Groups of women leaders from the “Bartolina Sisa” organization drew up 5 action plans in the municipality of Azurduy in Chuquisaca and in Carabuco (Ambana community) in La Paz.

[bookmark: _Toc346288213]Description of Progress under IR 3.4

· The methodology for carrying out community education and communication (Education on Health for Life) is set out in a document that focuses on rights, including the working methodology based on the SAFCI model’s health promotion guidelines. In addition, an assessment of the content, messages and materials on gender, rights, GBV and interculturalism is being carried out in the municipalities in the project’s target areas, and the inputs resulting from this will be used in HCP implementation.
· The methodology for working on rights in health and GBV, including evaluation tools, was shared with 4 women’s organizations in the Los Andes Network in El Alto.
· Together with the MoH Health Promotion Unit, it was decided that this methodology will be used for the identification and prioritization of the community’s health problems or needs, and that the guidelines document will accompany the SAFCI Guide to Participatory Local Management in Health.
· In the area of community mobilization, experiences and documents on addressing this issue in the community were analyzed. HCP also worked on identifying the community structure and gathering inputs for community mobilization.
· The work that has started with adolescents/young people through training sessions and the development of action plans will enable young people to identify and prioritize their demands in health from their own point of view.
· The invitation to apply for sub-grants was sent out and shared with community organizations and groups of adolescents in schools. This was channeled through the district education office in the case of the young people, and through municipal authorities and health staff in the case of the community (mainly women’s) organizations.
· Following the response to the invitation to apply for sub-grants, it is expected that 6 community projects will be carried out in the municipalities of Luribay, Quime, Batallas and El Alto in La Paz, and Monteagudo and Poroma in Chuquisaca.
· The preparatory phase was completed for the groups to present the documents requested in the competitive process for sub-grants, and this was followed by the presentation of sociodramas, on rights issues in the case of the community organizations and GBV in the case of the groups of adolescents.
[bookmark: _Toc346288214]Achievements under IR 3.4

· All the training sessions culminated in plans to prevent and refer cases of GBV. A total of 6 short-term action plans were drawn up in the municipalities of Camargo and Azurduy in Chuquisaca and Quime in La Paz.
· As a result of the practical work done in the workshops on rights and GBV, the adolescents and women prepared educational messages on these issues, aimed at the community and the health sector, promoting the exercise of their rights and the expression of their demands.  
· As one example of the results of this work, following the training on GBV given to adolescents in Camargo, the young people decided to organize a march in their community with the aim of preventing GBV in their school, family and community environment and encouraging people to denounce acts of violence to the relevant authorities.
· At one of the 7 national-level meetings of the Working Group on Safe Motherhood and Childbirth, HCP presented and shared the publication documenting the 16 years of advocacy work carried out by the working group with the aim of achieving a reduction in maternal and neonatal mortality. This publication was produced as part of a previous project with technical and financial support from USAID, and printed this year with HCP funds.







[bookmark: _Toc341366066]Table 6: Summary of main achievements under IR 3
	CHUQUISACA

	TRAINING WORKSHOPS ON GBV

	DATE
	TARGET GROUP
	MUNICIPALITY
	LOCATION
	ORGANIZATION 
	WOMEN
	MEN
	TOTAL

	24-25/08/12
	Adolescents
	CAMARGO
	CAMARGO
	Bolivia School
	12
	11
	23

	05-06/09/12
	Adolescents
	AZURDUY
	AZURDUY
	Nicanor Lopez School
	13
	17
	30

	08-09/09/12
	Community organization
	AZURDUY
	AZURDUY
	Bartolina Sisa leaders
	18
	7
	25

	15-19/09/12
	Adolescents
	CAMARGO
	CAMARGO
	25 de Mayo School (night school)
	26
	24
	50

	17-18/09/12
	Adolescents
	TARABUCO
	TARABUCO
	Tarabuco School
	34
	36
	70

	19-20/09/12
	Adolescents
	PADILLA
	PADILLA
	Deo Gracias Vega School
	12
	10
	22

	TOTAL
	115
	105
	220

	
	
	
	
	
	
	
	

	 LA PAZ

	TRAINING WORKSHOPS ON GBV

	DATE
	TARGET GROUP
	MUNICIPALITY
	LOCATION
	ORGANIZATION 
	WOMEN
	MEN
	TOTAL

	17-18/09/12
	Adolescents
	QUIME
	QUIME
	Quime School (Conalqui)
	20
	25
	45

	20-22/09/12
	Adolescents
	QUIME
	CHOQUETANGA
	Choquetanga School
	38
	5
	43

	20-21/09/12
	Community Organization
	CARABUCO
	AMBANA
	Bartolina Sisa leaders
	29
	3
	32

	14-19/09712
	Community Authorities
	EL ALTO
	EL  ALTO
	Leaders of several organizations
	21
	4
	25

	TOTAL
	108
	37
	145

	
	
	
	
	
	
	
	

	  CHUQUISACA

	INFORMATION EVENTS ON GBV

	25/08/2012
	Health personnel
	CAMARGO
	CAMARGO
	Several health facilities
	5
	8
	13

	TOTAL
	13

	
	
	
	
	
	
	
	

	 CHUQUISACA

	INFORMATION EVENTS ON RIGHTS

	20/09/2012
	Adolescents
	AZURDUY
	AZURDUY
	Pinos School
	4
	14
	18

	18/09/2012
	Health personnel
	CAMARGO
	CAMARGO
	Health Network
	21
	12
	33

	25/08/2012
	Municipal authorities
	CAMARGO
	CAMARGO
	Municipal Government
	3
	6
	9

	TOTAL
	28
	32
	60

	
	
	
	
	
	
	
	

	  LA PAZ

	INFORMATION EVENTS ON RIGHTS

	17/09/2012
	Health personnel
	QUIME
	QUIME
	Quime Hospital
	6
	9
	15

	14/09/2012
	Community Organization
	EL ALTO
	EL  ALTO
	Telares Alianza
	30
	0
	30

	TOTAL
	64
	41
	105

	
	
	
	
	
	
	
	


 
[image: ]
Adolescents participating in the March Against Violence in Camargo

[bookmark: _Toc346288215]ADDITIONAL TASKS
[bookmark: _Toc346288216]Consultancies
With regard to the consultancy services carried out in response to requests from the MoH, the following were implemented and completed:
1. Operational Description of Second-Level Health Facilities. In response to a request from the General Directorate of Health Services and Quality, and continuing with a service started by Socios para el Desarrollo, the report produced by the consultants Dr. Edgar Cáceres and Lic. Fernando Ávila was presented to USAID/Bolivia for its consideration, and then sent to the MoH. The MoH expressed its acceptance of the report as a technical reference document to be discussed internally, and with this the consultancy service concluded. A meeting was also held with FORTALESSA/PAHO to present the results, emphasizing that the report has not been distributed because it was produced for use by the MoH only. Subsequent review and approval processes, as well as authorization for the document to be printed and distributed, will be coordinated with USAID/Bolivia.
2. Systematization of Experiences of Implementing the SAFCI model. In response to a request from the General Directorate of Health Promotion, and continuing with a service started by Socios para el Desarrollo, the consultant Lic. Víctor Alemán was hired. Based on the results obtained in a national workshop to analyze experiences of implementing the SAFCI model, held in Cochabamba in February 2012, the consultant produced the corresponding systematization document. This was sent to USAID/Bolivia for approval, and once this was obtained it was sent to the MoH General Directorate of Planning for its consideration. This document has now been approved by the MoH and the consultancy service has concluded. Subsequent review and approval processes, as well as authorization for the document to be printed and distributed, will be coordinated with USAID/Bolivia.
The following consultancy services were carried out at the request of USAID/Bolivia:
1. Evaluation of compliance with CFR 216 environmental regulations by the USAID/Bolivia health strategy’s implementing partners. The report prepared by the consultant José Luis Aramayo corresponds to FY 2012. The consultant carried out an analysis of each implementing partner and issued an overall report comparing their performance with the Initial Environmental Assessment of the USAID/Bolivia health strategy. The report was sent to USAID/Bolivia for its consideration and was approved. This consultancy service has therefore been completed.
2. Analysis of national health accounts, reviewing the past accounts from 2003 - 2009 and preliminary 2010 accounts. This consultancy is currently under way and its work was scheduled to continue until December 2012. The first progress report was submitted on September 30th, and includes the following outputs: Methodological Manual for estimating Health Funding and Expenditure, and Analysis of Health Accounts looking at the results from 2003-2008. These documents were sent to USAID/Bolivia for its consideration.
[bookmark: _Toc346288217]PMP
[bookmark: _Toc341366073]Figure 7: PMP implementation processes 
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INTEGRATED MONITORING AND EVALUATION SYSTEM (SIME) FOR MANAGING THE USAID/BOLIVIA PMP/OP INDICATORS
At the beginning of the year, the SIPADv1.0 system, which was developed and used in the Socios para el Desarrollo project, was set up so that MCHIP, CIES, PROSALUD and HCI could input their information from the 1st and 2nd quarters of FY 2012 and thus avoid losing this year’s data on the eight indicators, including those on tuberculosis, that would continue to be reported in this new strategy. The six-monthly report with the consolidated results on the 8 indicators was delivered to USAID/Bolivia on May 3rd.


In March, HCP participated in a meeting to review the new strategy’s indicators with the new director of the USAID/Bolivia health office and the COTRs. After the meeting, USAID presented a preliminary list of 33 indicators to the implementing partners, but the indicators were still being reviewed by USAID/Bolivia. 
In June, work was done on the definitions, data sources, reporting frequency and partners responsible for the indicators, together with the USAID/Bolivia indicator specialist consultant, Tory Taylor from MSH. The final list of 29 PMP/OP indicators approved by USAID was obtained in the first half of June 2012. 
HCP participated in USAID/Bolivia’s meetings with each of the partners to review their PMP/OP indicators and project indicators that need to be reported to USAID/Bolivia. They were asked for the methodologies to be used for the PMP/OP indicators, their data sources and reporting formats. (See Annex 5- HCP PMP/OP Indicators, and Annex 6 – HCP Project Indicators)
A Monitoring Workshop was held on June 14 with the participation of the MoH, SNIS, PAHO, Unicef, MCHIP, DELIVER/JSI, ABT/ISA, HCI, USAID/B and HCP, to present the final list of indicators. The consultant Tory Taylor gave two presentations on the importance of using data in health surveys: data use and interpreting survey data. 
Work started on the programming of the SIME system for the 15 established indicators. The parameter definition for all the variables was completed at the end of July, and the design of the reporting forms for the system began. The first stage of the work to develop the system was completed and it was presented to the partners at a monitoring workshop on August 16. The SIME system was presented to USAID/Bolivia on October 3, 2012, with complete SNIS information up to July and direct information from the partners’ records up to August, thus complying with the undertaking to have all the information available in the SIME system by September 30.
The graph below shows the results of the PMP/OP indicators to September 30.


[bookmark: _Toc341366074]Figure 8. Results of PMP/OP indicators to September 30, 2012
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Source: HCP/SIME System, September 2012


2012 BASELINE STUDY
With regard to the baseline, meetings were held with the FORTALESSA program partners to analyze indicators and information requirements. It was decided that it would be best to have different survey forms for the following groups: a) households selected by random sampling at the community level, b) health facilities selected on the basis of the SEDES lists of health facilities (public sector) and CIES and PROSALUD health centers and clinics, c) the community structure in health (ALS, CLS), and d) municipal authorities (Municipal Government, Municipal-Level Community Health Council, Oversight Committee).
It was identified where the baseline data would be obtained for each indicator. Some data would be obtained from the SNIS or another secondary source. The indicators that would require a baseline survey (primary source) were identified. Some partners also carried out rapid appraisals in certain municipalities.
The contract was signed with the CPDI company on July 8. USAID/Bolivia asked for the processes and delivery deadlines to be shortened because the information was needed by the end of September. The HCP team got involved and worked closely with the CPDI company to ensure that the work would be completed on time, with all the expected results and the desired confidence intervals and data breakdowns. The preliminary baseline report was delivered to USAID/Bolivia at the end of the fiscal year.
The graph below shows the indicator results obtained from the baseline study, with a confidence interval of 95% for each indicator.



[bookmark: _Toc341366075]Figure 9. Indicator results obtained from the Baseline Survey
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SOURCE: USAID/Bolivia Health Program Baseline Survey. August 2012


Work with the information obtained from the baseline study will continue.
[bookmark: _Toc346288218]Monitoring and Evaluation System
HCP believes that information is an important basis for decision-making. It has therefore concentrated on developing a monitoring and evaluation system that seeks to link in with processes to plan and carry out activities.
To develop the system and enable reliable information to be obtained, regular monthly, quarterly and annual processes are included.
The participation of key local-level actors and the SEDES in monitoring and evaluation (planning) processes is seen as important, as it helps to create a sense of ownership.  It is therefore necessary to carry out a participatory assessment when work starts in a new geographical area, as well as annual evaluations/planning. 
Because the project has a range of contexts in its designated geographical areas of work, it decided to employ suitable tools that can be used for monitoring at the different levels: municipal, network, departmental and national. It will therefore have tools for the different levels and the information system that facilitates data-gathering, reporting and access to the information.
It is also important to bear in mind that because this is a project that is strongly influenced by changes in the context at the national, the departmental and even the municipal level, the monitoring system will have to be sufficiently flexible to accommodate changes.
The monitoring and evaluation system is therefore designed to meet the requirements of USAID/Bolivia as well as internal HCP processes (project indicators).
The diagram below shows the monitoring and evaluation process and the progress achieved so far.

[bookmark: _Toc341366076]Figure 10: HCP Monitoring and Evaluation System implementation processes
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The main achievements in the Monitoring and Evaluation System are as follows:
· Situation Room, which summarizes project progress, updated every quarter (see Annex 7).
· Preparation of the HCP Monitoring Plan in a participatory way with all the project’s technical managers. The plan focuses on the process of reporting PMP/OP indicators and project indicators; the preparation process therefore included defining and describing the indicators, setting targets and determining how they would be calculated. The plan enables the progress of the project to be assessed on a quarterly basis.
· Design and validation of quarterly information-gathering tools (designed with the participation of the technical managers) to meet information needs and indicator reporting requirements: municipal technical reporting form, network technical reporting form, and health facility technical reporting form. The latter is currently being adjusted following the validation process. (See Annex 8: Technical Reporting Forms)
· The guide to reporting information and capacity-building processes has been developed and implemented, with specific forms for documenting each type of event, including: register of attendance, technical report forms, satisfaction report forms and others. Coded packs are now available for each information and training event, and the form for reporting the costs of each event is currently in the process of being validated. (See Annex 9: Guide to implementing information and capacity-building processes, and Annex 10: Example of a reporting pack for a training workshop) 
· The procedures for monthly progress reports, reports on information and capacity-building processes, and municipal technical reporting have been defined, including time-scales, the people responsible, and procedures for providing feedback to the local team.
· A database in EXCEL ® was designed and implemented so that the information obtained from the quarterly technical report forms can be held and analyzed.
· Quarterly monitoring reports were produced on the established dates. These reports include PMP/OP indicators, project indicators and internal indicators (see Annex 11).
· Training events were reported on the online TraiNet database. (See Annex 12: Example of a record on the online TraiNet database) 
· Together with the technical managers, the internal participatory evaluation of 2012 work plan achievements was carried out. This included analyzing the project’s implementation strategy and proposing changes to the work. 

[bookmark: _Toc346288219]Communications Work
[bookmark: _Toc341366077]Figure 11: Communications strategy implementation processes



In line with the project’s Branding and Visibility Strategy, the communications work was aimed at publicizing the support provided by the American people to the Bolivian people, both through the HCP and through the Program as a whole. (See Annex 13)
To achieve this objective, visibility materials were produced and distributed (signs for regional offices and banners to be displayed at the different events held at the national, departmental and local level).
The skills of the project’s technical team were also improved so that they could document the most relevant activities as inputs for the production and dissemination of information materials (briefings, success stories and quarterly newsletters).
In keeping with the HCP’s mandate, the USAID Health Program Communications Committee was set up. Its members are the implementing partners’ communications officers, with whom certain activities were coordinated with the aim of increasing the visibility of USAID’s support for the health sector.
A photographic record was also kept of the main events carried out as part of the HCP.  (See Annex 14: Photographic record)
The most important communications activities carried out in 2012 are listed below.
[bookmark: _Toc346288220]Project Communications Work

· Printing of 50 banners and 12 visibility signs for different activities carried out by the project at the municipal and local level.
· Distribution of uniforms to the project’s technical team, in line with the Branding Strategy.
· Participation in community mobilization activities in response to invitations recieved from SEDES, SERES and Health Networks in La Paz and Chuquisaca.

· 2nd Health Fair organized by SEDES La Paz.
· Anniversary of the municipalities of Carabuco and Quime.			
· Multi-Program Fair in Monteagudo.
· Multi-Program Fair in El Alto as part of the Women’s Day celebtrations.
· Other fairs in the 11 municipalities where the project is working.

· Support for and participation in various visibility initiatives which resulted from the training work on Gender-Based Violence and the invitation to apply for funding for small health promotion projects as part of Result 3, such as:
 
· The March Against Violence (Camargo, September 25).
· Sociodrama competitions involving students and representatives of women’s community organizations (El Alto: Los Andes Network, Quime).

· Production and dissemination of 2 Success Stories on the qualitative impact of some of the work taken forward by the project. (See Annex 15)
· “Azurduy Municipality consolidates its community structure in health”
· “School students in the municipality of Camargo lead the March Against Violence”.

[bookmark: _Toc346288221]USAID Health Program Communications Work
· Production of a Brochure, which includes information sheets on each of the partners involved in the Health Program.
· Production of 2 visibility banners, one of them showing the program partners and the other the roles played by the implementing organizations.
· Setting up of the Program Communications Committee and coordination of activities to increase its visibility: 
· Signing of Letters of Understanding between USAID/HCP and Municipal Governments in the Department of La Paz (Carabuco, July 6).
· Signing of Agreement between USAID and PAHO (Huatajata, July 10).
· Signing of Agrement between USAID and UNICEF (Tarabuco, September 24).
· Donation of equipment to SEDES Chuquisaca (Sucre, September 24).
· Signing of Agreement between USAID and CIES (Sucre, September 25).
· Donation of equipment to SEDES La Paz (October 3).
· Production and dissemination of the following 9 briefing notes on relevant Program activities:
· “Technical team particiaptes in Launch Workshop” 
· “The FORTALESSA Program has a system to monitor its work for the next 5 years”
· “USAID Health Program shares information on its new Strategy to Support Bolivia’s Health Sector (July 4 Celebrations)”
· “Municipalities in the Department of La Paz and USAID/Bolivia strengthen partnership to contribute to improvements in people’s health”
· “The Health Program participates in the 2nd Departmental Health Fair”
· “HCP promotes the exercise of health rights by school students”
· “Local actors strengthen their capacities to prevent Gender-Based Violence”
· “The USAID Health Program now has the results of its Baseline”
· Production and dissemination of the first issue of the USAID Health Program Quarterly Newsletter, “Health in Action,” highlighting key achievements, capacity-building work, success stories and other news.
· Production of 5 documentary videos on key USAID Health Program activities: 
· Signing of Letters of Understanding with municipal governments in La Paz (Carabuco, July 6)
· Signing of Agreement between USAID and PAHO (Huatajata, July 10)
· Signing of Agreement between USAID, UNICEF and SEDES Chuquisaca (Tarabuco, September 24)
· Donation of Equipment to the SEDES in Chuquisaca and La Paz (Sucre, September 24)
· “Let’s Go, Camargo” (testimonial video in which various people from the municipality of Camargo express their views regarding the activities carried out by the USAID Health Program). (Camargo, September 2012)
· Production of publications in response to requests from various institutions related to the health sector:
· Report on 10 years of work by the Working Group on Safe Motherhood and Childbirth (September 2012)
· SEDES La Paz Epidemiological Profile reports (October 2012).

[bookmark: _Toc346288222]SUSTAINABILITY PROCESS
Sustainability in the process of operationalizing the SAFCI has to do with increasing the capacities of health managers to enable them to carry out activities autonomously, as well as empowering municipal and health sector authorities and the organized community to improve the management of health.
The project is therefore working to develop these actors’ capacities and building strategic partnerships at the different management levels to operationalize local actions, coordinate with the SEDES, and support the MoH to develop technical tools.
Technical documents, instruments and tools are being developed and implemented to enable local actors to take decisions in keeping with their roles and responsibilities, by means of:
· Information 
· Education 
· Training
· Participatory working methodologies
· Technical support
· Mass media campaigns
· Production of technical documents
· Strategic partnerships
· Influencing and advocacy
To promote the sustainability of project activities, HCP is transferring technical capacities to the following actors:

· Organized Community: SAFCI community structure (ALS, CLS, CSMS)
· [bookmark: OLE_LINK1][bookmark: OLE_LINK2]Organized Community (community organizations, mainly women’s organizations, men’s groups and adolescents in high school)
· Autonomous Municipal Governments (executive officers and municipal council)
· Health facilities
· CHW
· Network coordinators
· SEDES
· MSD
· SNIS
[bookmark: _Toc346288223]LESSONS LEARNED

· Including all health managers in local management processes makes it easier for everyone to be able to use the same information, abiding by the legal framework currently in force, and take efficient and effective decisions in line with their roles and responsibilities.

· Holding formal meetings with the FORTALESSA partners for coordination, planning, joint activities and agreeing on the content of local work facilitates the effective and efficient implementation of activities. 

· It is essential to maintain continuous and ongoing contact with municipal authorities (the executive and the council) and health sector personnel, through training processes, technical support and skills transfer, because of the large number of technical matters that need to be implemented by HCP at the local level and the high turnover of local technical staff.

· Coordination meetings between MoH General Directorates and Units, SEDES, Health Network Coordinators, FORTALESSA partners, other local NGOs and international cooperation agencies are time-consuming for projects’ technical staff. They are more effective if a lead organization is designated to organize, align and harmonize the activities to be implemented at the local level.

· Having approached the SEDES at the start of the project to obtain their acceptance made it possible to speed up the work at the local level. Likewise, the project’s work at the local level is more effective when it is done jointly with the Health Network Coordination Offices, as this facilitates the activities and local logistics in the target municipalities.

· Staff motivation and collaborative work between the facilitators and supervisors in each department is a key element in being able to respond effectively to changes in local activities.

· USAID/Bolivia’s swift and timely responses to enquiries and approvals during the process of producing information materials for the Health Program have been key to achieving the communications objectives.

· Having information in the form of graphs and tables about project progress in each municipality and on the main themes addressed by the project (situation room, see Annex) makes it easier to maintain an overview of the current situation and supports managerial decision-making and the planning of future actions.

· The work with adolescents is dynamic, and as a result of the training activities they take the initiative and think of practical ways to implement their action plans.

· Coordinating the work with the USAID Health Program partners in the Communications Committee requires a USAID representative to be present to take decisions in response to any concerns or questions the partners may have, especially with regard to how USAID branding should be applied and other initiatives to increase the visibility of the Program.

· Adapting materials that have already been produced by the Ministry of Health and Sports implies a process of consensus-building with various stakeholders, which may delay the printing of materials required for implementing the project.

· The lack of institutional status of the DILOS as the highest authority in the management of health at the local level weakens local-level decision-making and the sustainability of management in health.

[bookmark: _Toc346288224]CHALLENGES
Local management has its own rhythms, different characteristics, varying capacities, and changing levels of political will. This is why it is important to develop capacities in local health managers on an ongoing basis in the framework of shared management, in order to be able to achieve the established objectives and ensure that the work abides by the legal framework currently in force.
Municipal and departmental elections will take place in 2014. This implies that in 2013 the activities to be carried out by local authorities may respond to political motivations, to the detriment of sectoral management. It will therefore be important for the HCP team to be able to involve potential municipal and sectoral candidates in their activities.
The community empowerment methodology – through the community action cycle – must enable people to identify and prioritize demands and get them included in the health POA-budget through the CLS, as well as having action plans that are awarded sub-grants so that they can be implemented.
It is necessary to raise the awareness of community groups about the exercise of their rights so that they are able to “break the silence” when faced with cases of GBV and seek assistance from health facilities and/or violence prevention institutions.
The reorientation of the health services, which is one of the key health promotion strategies, requires operational willingness on the part of health personnel and political will at the management level (Networks and SEDES), in order to lay solid foundations on which to build increased access to health services with an intercultural approach. HCP should therefore continue to organize awareness-raising sessions at every level of the system.    
The high turnover of community and municipal government authorities and of the health personnel themselves requires the project to establish mechanisms, such as the signing of agreements, to guarantee the continuity of the work and ensure that the commitments reached for project implementation are fulfilled. An example of such mechanisms is the letters of understanding that have been signed with municipal governments in La Paz.
[bookmark: _Toc346288225]ACTIVITIES PLANNED FOR FY 2013
Following a decision taken in coordination with USAID and the FORTALESSA partners, in FY 2013 HCP will take on the activities that will not be carried out by UNICEF, in addition to the activities the project has already committed to undertake. It has been decided that PAHO/WHO, HCP and the MoH / FORTALESSA will cover the planned activities with the SEDES in Chuquisaca and La Paz, in keeping with the different management levels: MoH, SEDES, Health Networks and municipalities covered by the project. 
The project’s area of work for 2013 comprises a total of 7 health networks: 4 in Chuquisaca, 3 in La Paz, and 1 peri-urban district – the “Huayna Potosí” area of the Los Andes network in the city of El Alto. This is in addition to the head-of-network municipalities that comprised the area of work in 2012, making a total of 44 municipalities, including El Alto. 
[bookmark: _Toc323892588]The HCP’s operational activities in FY 2013 are listed below.
[bookmark: _Toc323892589]RI 1. Strengthened operations systems and participatory management at all levels of the health system (Participatory Management and Leadership).
The project’s work will focus mainly on strengthening the ability of local health managers (municipal authorities, Local Health Authorities, Local Health Committees, Municipal-Level Community Health Councils, DILOS, Network Coordinators and health personnel) to perform their roles, responsibilities, attributes and competences in Local Participatory Management and Municipal Participatory Management in Health, as part of the Intercultural Family and Community Health (SAFCI) model, and implement the Municipal Management in Health cycle of planning, administration-implementation, and monitoring-oversight.  
This strengthening will be done by the experts in municipal management and the specialists in Municipal and Local Participatory Management in Health, who will be supported by the field supervisors and local-level management facilitators. 
To develop sustainable processes, local and national strategic partnerships will be established to address the social and economic determinants of health and develop capacities in actors who can generate sustainable local processes.
[bookmark: _Toc323892590]RI 2. Increased access to and improved quality of intercultural healthcare (Access and Quality).
The project will work on increasing people’s access to institutional health services with UNICEF and MCHIP, by strengthening the capacities of staff in the prioritized health facilities. It will help to raise their awareness of cultural aspects and increase their interpersonal communication skills, thus contributing to improvements in the quality of the health services they provide. It will support the reorganization of the health services by organizing/upgrading community referral and counter-referral networks. 
The project will implement the training, supervision and evaluation system for CHW and transfer this to health personnel, in order to increase healthcare providers’ ability to train, supervise and evaluate CHWs, and thus maintain the strategy of including local actors in the provision of basic health services to the community. 
[bookmark: _Toc323892591]Work will be done to strengthen the capacity of the community and its actors to generate proposals for re-orienting health services, based on the implementation of agreed quality. The aim is to strengthen communities’ ability to identify and define their demands in health and channel these to the decision-making bodies at the community level (CLS) and the municipal level (CSMS and DILOS). To do this, HCP will use traditional established analysis spaces such as community meetings and assemblies, or institutional spaces such as health facility and community CAIs, strengthening these by making adjustments to encourage the analysis of health determinants, quality from the perspective of the community, and complementarity with other forms of medicine, especially traditional medicine. 
IR 3. Underserved rural population empowered to seek/obtain culturally appropriate healthcare (Equity and Rights).
Knowledge of rights and obligations in health among municipal authorities – including the municipal government, health sector authorities, DILOS and CSMS – will be strengthened in order to eliminate barriers preventing the exercise of rights. One of the inputs for this work is qualitative research on the causes of the factors that affect the exercise of people’s rights. Another is to assess the content, messages and format of materials on gender, health rights, interculturalism and GBV, among other topics, as well as developing the legal rights framework. 
The project also seeks to empower the community, working with groups of adolescents in the secondary grades in schools and with community organizations, mainly women’s groups, in the health facilities’ area of influence. Empowerment will be evident when the community exercises its rights and responsibilities in health, seeking and obtaining healthcare and contributing to improvements in the quality of the services. 
The community action cycle will be carried out with the groups of adolescents and women, with the participation of their CLS. The resulting action plans will contain health-related demands that can be included in the health POA, through the CLS. They will also be eligible for receiving sub-grants under a competitive funding process for a community project developed and implemented by the groups of adolescents and women who win the competition for the funds (40 sub-grants are expected to be awarded for these plans). 
[bookmark: _Toc323892594]Additional tasks
 “Performance Monitoring Plan” (PMP) Management
Responsibility for managing the Integrated Monitoring and Evaluation System, SIME, will include consolidating the information coming from FORTALESSA/UNICEF, FORTALESSA/PAHO, and the HCP, PROSALUD/PROMESO, CIES/OPCIONES, MCHIP/JGPIEGO and DELIVER/JSI projects. The implementing partners will report on the selected indicators on a quarterly, six-monthly and/or annual basis, using the online platform.  Interfaces will be developed so that the SIME system communicates directly with other databases, such as the SNIS, or other geographical information systems.
Quality control tools will be designed for the new indicators defined by USAID/Bolivia, and the existing tools for indicator quality control will be updated. Quality control reports on each indicator will be sent to all the partners. 
The annual survey to validate the PMP/OP indicators will be carried out to validate the information gathered (with health facilities, the SAFCI community structure and municipal governments). The survey will be carried out in July-August 2013 to validate the information reported on the PMP/OP indicators for the whole of FY 2012 and the first half of FY 2013. A report on the results of the validation survey will be produced, analyzing the coherence of the PMP/OP indicators. 
With regard to the baseline study, a report will be prepared for publication (in printed format and online), in order to disseminate the results of the 2012 baseline appropriately.
[bookmark: _Toc323892595]Monitoring and Evaluation Plan
The purpose of the project’s Monitoring and Evaluation Plan is to contribute to the implementation of the activities and help to obtain the results and impacts that the USAID/Bolivia HCP aims to achieve. It will therefore be useful for measuring, analyzing, interpreting and communicating progress on the activities, results and impact. The project will therefore continue with the design and implementation of a monitoring and evaluation system to feed into decision-making. The monitoring and evaluation system will be backed by the monitoring and evaluation plan and the online monitoring and evaluation system.
[bookmark: _Toc323892596]USAID Health Communication Program
HCP will reinforce the image of the USAID Health Program at the municipal, departmental and national level. It is envisaged that mass communication campaigns will be launched for health promotion, linked to participatory local and municipal management processes, access to health services and quality, subsidies, and Safe Water, Hygiene and Sanitation. Some of the titles of these campaigns will be: “SAFCI informs you”, “For a healthy community,” “The health we want,” and “Simple solutions that save lives.” Within the project, documentation and systematization processes will be taken forward for the dissemination of experiences and best practices, in order to document the achievements and lessons learned during project implementation, some of which will be published in 2013.
The work of the FORTALESSA Program Communications Committee will be continued and given additional impetus, in order to optimize the communication activities linked to the Ministry of Health and Sports’ National Communications Strategy, as well as responding to specific requests from USAID.
Development of the HCP website will be finalized. This will help to improve coordination with the project’s different partners and the national, departmental and municipal actors with which it works, as well as facilitating access to information on the project’s progress and achievements.
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