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INTRODUCTION

Purpose of Conéultation: This assignment was to evaluate OPG 518-022 with

MAP International in Ecuador. The evaluation was undertaken <t the request
of USAID}Ecuador, MAP International and Vozandes Hospital, the primary sub-
contractor for the purpose of determining the justification for a fourth year
of funding for the project. USAID/Ecuador is additionally interested in iden-
tifying project elements that should be incofporated into the Integrated Rural

Health Delivery System (IRHDS) that is currently being discussed by the Mission.

Summary of Project Purpose and Background: The OPG project was planned to pro-

vide residents‘of selected rural populations in five provinces with primary
health care services and to improve their health status. The target populations
consist primarily of Quichua and Shuar speaking people who are geographically
'and culturally isolated from the mainstream of Ecuadorian society and,:as‘a
result, have not had access to health services and information provided by
government agencies. Limited non-governmental heyg h care has been afforded
to these populations by expatriate missionary groups working in the area. In
the past this care has been largely curative in character.

éhile gccurate and precise information regarding morbidity and mortality
levels in these populations has not been available, it is widely believed that
their levels are intolerably elevated and that traditiomal, indigenous practices
of hygiene and curing have not been able to improve or maintain health conditions
as their settlement, behavioral, economic and contact patterns have changed. 1In
order to improve this situation the project was designed to train persons from
the communities in the provision of basic promotive, preventive and curative
servicés. These health workers are, in turn, supervised by persons with more

sophisticated medical and health care training, i.e. phsicians, nurses and aux-

iliary nurses,
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MAP International has been the grantee and has had responsibility for
oversceing the coordination functions of Vozandes Hospital, the concracéor.
MAP International staff have also participated in health worker training and
program design. Vozandes staff have provided the overall direction of training,
placemeﬁt, supplying and supervision in the provinces in which the program has
been operating.

The project was not designed to implement a permanently independent healith
care system. From the beginning Vozandes and provincial level administrators
of the project have coordinated their efforts Qith those of the MOH and the local
government health systems. It was expected that the OPG project would compirement
the government's work and that it would provide an experimental outreach svsrem
that could be used to test the feasibility and effectiveness of particular :zecn-
niques of healfh care provision. frior to project implementation a seminar was

held in order to inform government officials of the plans for the project. TG

[

GOE has since been kept up to date through informal consultations and sharing
of project reports by project staff. Government officials have received manv
invitations to observe the project in operation and to participate in training
sessions.

The initial project plan called for training and placement of volunteer
healtg workers in 138 communities with a population then estimated to be azuuc

43,700 persons. These were to be distributed as follows:*

Chimborazo Province: 50 communities with 30,000 people.
Bolivar Province: 30 communities with 4,000 people.
M.-Santiago Province: 26 communities with 2,700 people.
Pastaza Province: 12 communities with 2,000 people.
Loja Province: , 20 communities with 5,000 people.

¥Reviscd estimates based on health workers' assessments of their catchment
sugpest that populations are somewhat higher than anticipated. It is now
expected that a smaller number of communities but a larger population will
be covered. Project plans for Loja Province have been cancelled.
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- The anticipafed number of promoters to be t?ained wés-not stated in the initial
project descripcion.

The original three-year budget beginning in 1978 wés set at $581,000 with
a USAIB contribution of $278,000. MAP International, Vozandes Hospital, Free
Will Baptists, Cospel Missional Union, OMS International, the Berean ﬁission and
the GOE were responsible for the remaining $303,000, largely through contribu-

tions in kind.

Evaluation Procedures and Limitations: While an attempt was made to get as much

information as possible about the program and its relations to other agencies
and about the communities during field observations, interviews and document
review, this report does not attempt to present a complete description of the
project. Those who have been working with the project over a long period of
time are much better able to rrovide that sort of description than could one
who has had such a hurried, fragmentary view of its development and operaticns.
Rather, this report focuses on those things that the project is doing and seeks
to identify those aspects that were found to be different from many that char-
acterize- strategies for introducing primary health care in different countries,
i.e. methods that have tended to capture &f the fancy of national health planners.
It seéks to point out characteristics that show evidence of promise in the
planning and development of primary care programs that would be useful for otners
who will develop programs elsewhere. It takes the perspective that evaluation
of an experimental program such as this can contribute most by identifying what
the program is doing and suggesting means by which it might do better.

The evaluation of the project was donc on an informal basis with the con-
sultant making observations at various training and service sites in th2 four

provinces in which the project has been implemented. He was accompanied on




these visits by personnel from Vozandes and MAP International as well as by
local supervisors and USAID/Ecuador health staff members.

The consultant also met with other USAID/Ecu;dor Health Office staff,
provincial health directors in Pastaza, Chimborazo, and Bolivar provinces
and the Director of the National Division of Community Development in the Min-
istry gf Health. Project staff at all levels were interviewed both in the field
and in the Quito offices. Discussions were conducted with health workers and
community residents. Contacts with various other persons are noted on the list
appended to this document.

Project documeunts including the initial proposal, a statistical summary
from 1980, the 1979 Project Evaluation Summary (PES) and various other ad hoc
reports were also consulted.

While the site visits and mectings were well planned and efficiently
handled, it was possible to obtain only a very limited first-hand view of acti-
vities and persounel at each of the training and operational sites visited.

This was due to the wide dispersion of locations and the fact that cycles of
~ctivities are necessarily spread out over a longer period than the duration

of theevaluationvisit. Community health programs dependent upon part-time
workerg where communication is severely restricted are difficult to observe
during a brief sojourn. This is such a highly varied program tailored to the
needs of individual promoters, regional and community interests and health
problems that it is not truly possible to obtain a clear, detailed, first-hand
picture of all activities and procedures without spending several months in the
project arcas. As noted later in this document, the ability of the project staff
to adept training, supervision and operations to these highly variable conditions
is onerf the projects major assets. At the same time it makes it difficult

to provide general summary statements that convey the nature of the work being done,



PROJECT STATUS

Operations: The project is currently operating in four provinces: Bolivar,
Chimborazo, Pastaza and Morona Santiago. Plans for implementation in Loja pro-
vince were cancelléd because medical personnel were not available to train
rhealth promoters. The Statistical Summary produced in 1980 (attached), at the
conclusion of two years operation, reports that 133 persons havé received some
promoter training and that 101 of those were active in 93 communities. The

total population of those communities then being served was estimated to be
47,600 persons. The training of new promoters by programs operated by anyone
other than the government itself has been curtailed since 1980, but the training of
six persons who had already been selected in Bolivar province has been approved.
Training to upgrade promoters already in place has been allowed and is continuing
in all provinces.

Coordination in Chimborazo, Pastaza and Morona Santiago is providéd By
physicians with the help of other professional medical persons. In Bolivar
province a registered nurse coordinates training and supervision for the 1l
existing promoters and the six who are being newly trained.

The program seems to have altered its initial primary focus from that of
providing personal health services to that of community development centering
on health. While program personnel still feel that personal care and referral
services arc important for the health <f =liz client populations and for the
credibility of the project, there has been more emphasis placed on community edu-
cation, the promotion of latrine corstruction and proper use, the promotion of
home gardens with varied produce, and improved water supplies. This means that

training programs had to be adapted to the changing focus and health promoters

have alloted their time differently than was first anticipated.




Health workers are still in the process of obtaining censuses of cheif areas.
These will include counts of population and asgessments'of the avallability of
approptriate latrines and water sources.

The number of health committees that were functioning when the 1980 statis-
tical éuﬁﬁary was produced was only nine. This number has been considerably
augmented since then, but the total number was not known (by September 1980, there
were 11 committees in Pastaza province alone).

Experimental gardens have been planted in each province and families are
being encouraged to develop their own. Again, the Eotal number of these gardens
is not known. The report from Chimborazo indicates that 20 experimental gardens
had been planted 'n that province in 1980.

While latrine construction and use is far from ubiquitous there is evidence
that they are being accepted in communities where they had not existed before.
Communities in Bolivar and Chimborazo are constructing them. In ChimboraZzo
the project people have been working with local people to develop inexpensive
methods of producing slabs to cover the pits.

Training programs to upgrade promoters in place are being continued in all
provinces. During 1980 every promoter received at least several days of addi-
tional instruction in project training centers as well as on-the-job supervisory
training. -Several of the promoters who were first identified and trained by
the project have been further trained in MOH programs and have been incorporated
into the government system as health auxiliaries and, more recently, nurses
aides. These persons are now paid by the MOH or by their communities with MOH
contributed funds. The supervisory staff of the Vozandes project has been pro- .
viding supervision to those now in the povernment system as weil as the others.
Vozandes promoters in Chimborazo province have been invited to participate in

monthly training sessions offered by the MOH's rural health physicians.
y Y J p .



Both the Vozandes and the MAP International central office personnel continue
to be fully involved in the coordination and supervision of the project and
they take part in staff development and prouwoter training as well. They, along
with their regional supervisory staff, have insured that provincial and national
level government health officials have been regularly informed of project activi-

ties.

Program Impact: There has been no attempt toassess quantitatively the changing

levels of population health resulting from the program. Given the small sizes
of populations involved and the lack of data collection abilities on the part
of the field workers, this is understandable. It is doubtful, in any event,
that health measurements would be sufficiently sensitive to changes that could
be expected (in the short run at least) as a recsult of the program. To burden
most of these health workers with additional data gathering responsibilities ac
this point would probably distract them from gaining and applying knowiedge
regarding appropriate health behavior.

Changes in the communities have, however, been observed by those participa-
ting in the project. While statistics may not yield a picture of very dramatic
change in the communities, the fact that there are more people in each of them
who are better informed about health care and hygiene and there is an increased
interest in providing sanitary latrines, care of children, represents a notable
difference between present circumstances and those prior to program implementation.

From discussions with community leaders and project persconnel who have had
longer experience in the areas, there is evidence that members of communities
feel that they have a closer linkage to the services (of many kinds) offered by
their government and they are beginning to recognize that they can make additional

demands on those service providers.



OBSERVATIONS AND RECOMMENDATIONS

Time conscfaints, the cross-sectional nature of observations and problems
of transportation and communici.lon among people spread over great Jistance
and chafacterized by considerable cultural variation made it difficult to obtain
a complete, integrated view of this small but complex project. While project
personnel managed site visits with great efficiency and were always forthcoming
in answers to questions ;he observations reported here must still be considered
tentative and fragmentary. It would thus be useful and appropriate for project
staff, AID personnel and relevant government officials to discuss the findings
of this report to clarify points taken and recommendations made. It may be
that a recommended course of action has already been tried and found unsatisfac-
tory or that observations were too limited for making reascnable judgements.

Again, the evaluator was guided by specific questions raised by project
and AID personnel in the preliminary briefings as well as some that emérgéd in
reviewing project documents and in making site visits. There is an overall
attempt to consider what the program is doing and to suggest means for doing
those things better rather than to make comparisons between goals stated in
the gfeliminary project documents and to compare progress with plams.

The following statements cover a limited set of project characteristics.

For each of these, there is a statement of observation followed by a recommen-

dation for action.



A. Coordination

Observations: Prior to project implementation missionary groups were pro-

viding some health services in each of the four provinces. These services were
largely curative. There was also some training of health workers who acted as
assistants to missionary physicians and nurses. The project has tried to coor-
dinate these different missionary groups and, to some =Xtent, to standardize
methods and content of health worker training assuring that more emphasis is
givén to promotive and preventive activities in all areas. It has brought togeth-
er cthe professional people working in the four provinces in order to share
experiences and to develop improved methods of operation. . The Vozandes staff
has tried to coordinate efforts in the areas in order to create a more efficient
and systematic.operation.

Vozandes and MAP International personnel make frequent trips to the areas
and participate in supervisory and training activities at all levels. Thay act
as trouble shooters and facilitators and they work with field staff and govern-
ment personnel making sure that there is cooperation and coordination of functions.
They are also responsible for obtaining and summarizing periodic reports from
the areas and for provi-ding these to funding agencies and government offices.
The céordinating staffs of Vozandes and MAP see~ to have a good handle of the
training and other precedural aspects of the program in the four areas including
knowledge of the status of trainees, content of traning, placement of personnel,
and other implementation progress.

Recommendations: While, as noted above, the great variation of form and con-

tent among the project areas requires that useful description involve something
other than overall summary statistics there should be a greater effort to stan-
dardize reporting formats among the provinces. In addition to providing some

statistical information, these reports should offer much more detail regarding
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problems, experiences, system needs and system changes so that areas can be
compared and generalizaticas can be drawn. This practice should benefit the
overali coordination effort and also provide other observers with a clearer idea
of how the project is operating and how coordiantion 1is working.

It would be useful for the supervisory staff from the four provinces to
meet more frequently as a group with the coordinating staff in ordeir to develop
more useful reporting procedures that would allow forvbetter comparison among
areas. Such meetings would also be used to éhare eﬁperiences and knowledge
that could l:advto overall project iImprovement. ’

The coordination function should also be seen as ipvolving ongoing evalua-

tions of practices that appear to be especially useful or inappropriate under

the different conditions characterizing the project areas.

B. Selection of health promoters

Observations: Promoters participating in the project have generaliy heen

selected in some manner by the community itself. Some of the health workers
in Pastaza and Morona-Santiago had already had some connection with the missionary
health wbrkers and had some previous training in curative practices.

In selected participants, the missionary groups have tended to work through
the Indigenous LEvangelical Association operating in their areas. The Associations
in turn work with the communities to identify candidates for the program. In
many cases it appears that thechurches and associations may represent the only
coherent means for outsiders to work with the communities. This is probably more
true in Sierra where the dissolution of the hacienda system left an organizational
void into which the Associations have moved. 1t may be that in the provinces of
Pastaza and Morono-Santiago the Associations are trying to replace existing forms

of community organization.
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During the observations and questioning, it was not possible to determire
if there were any conflicts within communities'regarding the selection of
promotérs nor was there any indication that somé groups wvere systematically excludec
from participating eithexr as promoters or as recipients of services as a result
of the.means of promoter selection. It was reported that not all promoters

were members of Christian church groups.

Comment and recommendations: It would be worthwhile to investigate more
closely the means by which health workers are selected by their communities and
the relationship between the project and communities. It may be that the methods
represent a most satisfactory and nondisruptive means of linking isolated ccomuni-~
ties with salubrious, adaptive influences. If certair segments of the population
are not covered by services or brought into the participatory process, this should
be known aswell. In any case, other agencies interested in Qeveloping appropriate

health and development programs along similar populations will need to‘have this

kind of information.

C. Recoegnition of indigenous health practices and traditional curers

Observations: Project supervisory personnel have taken note of some tradi-
tionai health practices that they have observed, but they do not seem to have
tried to deal with them in their training. There seemed to be a tendency to
treat traditional beliefs and practices as inappropriate or detrimental and
there was little awareness of any research done on traditional medicine in Ecuador.
The evaluator was informed by medical people in Pastaza and Mororna Santiago
that delivery is a family affair and that there were no specialized traditicnal
midwives. It was reported that in the Sierra there are such specialists (bucg
that the family participates in the delivery as well). It appeared that there

has been no attempt to bring traditional midwives into tie training program
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nor has there been an effort to educate others regarding delivery and care of
mothers and the new born. In fact, beca'.se most of the promoters are men, ic
1s argued that they have a hard time communicating with women other than their
own family members regarding the birth process. There has been little success

in attempts to create mothers' clubs in any of the provinces.

Comment and Recommendations: A major purpose in taking community members
J P Y

into the health care system is that they will be able to provide a means of
translating modern health into practicés and recommendations that are acceptable
to the local populations. Failﬁre of trainers to take traditional beliefs and
practices into account in their training programs represents a serious deficiency.
The project personnel should make an effort to understand local beliefs so that
they can promote the incorporation of traditional health categories and practices
.into their training practices. They should also have knowledge of practices

that are particularly inappropriate so that they can be displaced. Additionally,
there should be a serious attempt to work with traditional health workers in

the process of placing new health workers in the communities. Since it is esti-
mated that over 80% of Ecuadorean births take place apart from any modern facillty
and close to 1007% of the births in the project areas occur without attendance

by ans "trained'" health worker it would be most appropriate to study traditional
delivery practices and to take steps to train local midwives (or family members)
in the most proper procedures regarding delivery and care of mothers and the new

born.

D. Training

Observations: Training of promoters has tak:n longer than expected. Strict,

didactic mecthods have not been successful and more informal means of training

have been adopted. MAP International has scheduled technical assistance from



-]3~

specialists in non-formal education from the University of Michigan to advise
them on their training procedures. Health promoters typically had little pre-
vious experience with formal education. Several were illiterate and few had
complered primary school. |

The project has found that the promoters need more time to assimilate
materials than was anticipated. They have also found that short‘periods of
training, a few days to three weeks, rerczated several times with new material
being added af&er old material is reviewed is a more satisfactory than offering
completely new material during each session. Promoters return to their training
cencefs several times each year in order to receive additional craining.

The project also depends heavily on field supervision for upgrading of
promoter skills ad review of procedures. This field supervision also brings
the medical personnel into closer contact with the community in which the pro-
moters are working.

With the exception of Dr. Naula, who is located in Colta, Chimborazo pro-
vince, the training is provided almost exclusively by expatriates from the
United States. And, almost all of the training is done by medical persons al-

though increasing attention is being given to community development.

Comments and recommendations: It is a decidedl; positive thing that the

project operators have been able to tailor the training to meet the nceds and
abilities of the promoters. This flexibility may be essential for successful
trainin; of community health promoters and it would be advisable for them to
document more cLoscly just what their experience has been. Providing this kind
of training and supervision, however, is time consuming and expensive. If it:
works where less expensive methods do not, this should be clearly demonstrated

and documcnted. This information will be critical for future project plarning

and assessment of replicability.
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The project should seek the assistance of more Ecuadorean personnel in
the training of promoters. Additionally, more persons with experience in com-
munity development and community participation should be involved in this

training.

E. Responsibilities and activities of the promoters

Observ. tions: The promoters are trained in health promotion and prevention

and curative care on both the community and the individual levels. It is be-
lieved by most program supervisors that the health workers are best able to gain
credibil.ty through their curative efforts and are then more .able to introduce
changes in beliefs and practices once this credibility is establiched. 1In
Pastaza Provinpe, however, promoters have been discouraged from providing such
curative care and they are not now allowed to offer even the most simple drugs
to patients.

An important part of all the promoters' work is considered to be Ehe‘re—
ferral of patients to health centers. This, of course, is impractical for many
maladies where access to such centers is impossible or severely limited.

Promotive efforts dealing with such things as home gardens, well drilling
and hygiene seem to be undertaken on an ad hoc basis as a result of interest
shown by the community (generally encouraged by the promoter and supervisors).
Once interest is demonstrated, steps are taken to stimulate even more interest
and understanding throughou* the community and to offer information and assistance
in carrying out specific projects. These include more participation of supervisory
staff.

Health promoters are non-paid wotrkers who have responsibilities other than
those linked to their health work, therefore, they do not dedicate full time to
this work. The manner in which they do divide their time among health and non-

health activities is not known.



Recommendations: Sophisticated task analyses and time studies would be
wholly inappropriate for promoters working in this project. It would, ho&ever,
be deéirable to know more about the time they do dedicate to thei. various
activity categories and to determine if they can handle the responsibilities they
are assumed to have in the time they have available. 1t is important to know
if they do have time necessary to provide services they are trained to offer, at

least to the theoretical extent necessary to have any impact.

F. Supervision

.

Obscrvations: Supervision is a primary means of influencing health workers,

checking and upgrading their knowledge and encouraging them in their work. It
is treated as an essential component of the project. Supervision is carried out
during site visits and in the centralized training location when promoters are
brought in for additional training.

While attention is given to promoters'written reports that provide informa-
tion regarding some of their activities most supervision is based on first-hand
contact with the workers. Supervisors discuss problems that the workers en-
counter.and observe them in work situations in order to assist them in improving
performance. The supervisors also meet with other community representatives to
learn whether their perceived needs are being met. These contacts serve not
only as a basis for improving the cffectiveness of the individual promoters.
Information obtained is also used in the design of additional training efforts

for all promoters.

Comments and recommendations: The supervisory component of the project is-

cxpensive. Tt consumes valuable time of lhighly trained medical personnel and

requires costly transportation. In the Sierra provinces, the supervisors have
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four-wheel drive wehicles. 1In the Oriente, many communities are accessible
only by small plane. In both areas there are communities that can be reached
only by walking several hours.

While supervisors seem able to handle their responsibilities now, 1t is
doubtful that they could be stretched much further if the program were to be
ekpanéed. If should be nored that the program could be expanded.de facto if
the supervisory staff are asked to take more responsibility fer working with
government trained community health workers in their arcas and they could
easily become over extended.

Tn presenting this project as a model, the cost of the supervision must be
considered. Now, these costs appear quite low because they are borne by out-
side funding agencies and include persons fromthe missionary groups who work for
very low salaries (and, their training and overhead costs are not included).

Because supervision is expensive, the projecﬁ would do well to experiment
with different patterns and to determine if supervision (1) is now adequate, and
(2) could be reduced if workers have more training. Utilization of persons with
intermediate level training should also »e tested as a means for reducing costs.
The recently trained nurse aides (mentioned below) will be used for such super-

visory work. Their activities and utility should be closely monitored.

G. Cooperation with government health systems

Observations: From the beginning the Vozandes group has taken steps to

inform provincial health chiefs and MOH personnel of their project plans and
accomplishments. They have taken steps to assure that there is integration and
cooperation between government provided scrvices and personnel and those offercd
by the projecc..

. Some project promoters have been sclected for [further training within the

government's health promoter program and have been functioning under continuing
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supervisions of Vozandes medical workers. Four additional workers have recently
completed a sevén—month gévernment sponsorced training program for nurse aides.

It is assumed rhat these people will have supervisory as well as promotive and
curative responsibiliites in the Vozandes project area. While they will be res-
ponsible to the provincial health office they could.also oversee project promoter
work.

The Vozandes staff seem to have no expectation that their own project will

remain independent. Rather they see it as filling as existing gap and as pro-
viding an experimental laboratory from which communities and future government

programs can benefit.

Comments and recommendations: Government officials have not taken full ad-

vantage of the opportunity to observe conditions and activities in the project
area. While the project personnel have kept the.government officials informed
and they have responded to requests for cooperation and coordination, this has
been largely informal. There has been no formal presentation of project plans
and progress since the first year when a workshop held with representatives
from Vozandes, government and USALD personnel.

'The project scaff should have annual workshops at which provincial and
national level health officials would particiapte. The purpose of such work-
shops would be to prescunt findings regarding project experimentation and devel-
opment and to provide technical advice that would be useful in future operations
and planning for all Ecuadorean hecalth care programs.

-1t would also be useful for project staff to develop a brief overview pre-
sgntation that ¢ ld be used to inform new officials, interested outsiders, and
funding agency representatives. It should be expected that as knowledge of the

program is broadcast more widely there will be more persons who are interested
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in knowing about its operations. Unless there is a prepared, brief presenta-
tion that could be used to keep such persons up-to-date the project could

easily Le overwhelmed trying to provide a comprehensive tour of projects areas.

H. Data collection and reporting

Observations: Little systematic data on the activities of health workers,

client utilization of services and local health problems has been collected by
the project. While generally significant health problems and service needs are
recognized and addressed, it is difficult to determine if some problems are
emerging as more critical and if others are declining in importance. It is im-
possible to determine if some portions of the population are, for whatever
reasons, excluded from service coverage.

Early efforts were made to conduct population censuses and health assess-
ments of the communities prior to project implementation. These proveq
unsuccessful, because of heavy resistance from the communities. One of the re-
sponsibilities of the health workers has been to map their communities (catchrent
areas) and to obtain counts and age and sex distributions of their populations.
This appears to be progressing réasonably but counts of those not covered are
not being estimated.

Patterns and levels of morbidity in the communities are still assessed
through largely informal means in consultations among community residents, super-

visors and health workers.

Comments and recommendations: It was probably wise to have avoided burdern-

ing health workers who have limited awareness of community health, ecpidemiology,
the use of systematlcally obtained data and medical categories before they had
a grasp of their own function. Some important problems, i.e. diarrhea, respira-

tory problems, parasites, are already sufficiently well recognized so that a
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reasonable beginning can be made in planning a rural primary health care pro-
gram even without systematic epidemiological investigations.

Given the limited training and back-up that must characterize these pro-
granms, iﬁmediate, direct impact on difficult-to-measure health problems will
be slight in any case. Measuring such impact in small populations may be im-
possible. Epidemiological investigations that could be appropriate for a few
large, experimental projects operated with aid of research staffs are simply
not reasonable for most others. They are simply too costly and there is not
sufficient talent available. Still, there is more than can and should be done
in this project now that it is underway.

Project staff should try to learn more about how health workers spend their
time in the community. They should also find out what portions of communities
are using the services offered by health workers and are participating in other
health and development activities. In order rationally to revise progr;mldesign
it is important to know who is not using its services and why.

It is also time that the project began to note more precisely the levels
of morbidity and mortality within the populations in order to make judgements
about the adequacy of promoters training to deal with problems that do exist
and to reestablish pricorities for training and services.

Project personnel must make greater effort to provide a clear description
of the project as it exists. While statistical summaries of implementation pro-
gress provide some useful information and should be repeated at least annually,
the great variety in procedures, organization and supervisory patterns and training
is itself an impbrtant aspect of this project and will require more narrative des-
cription of procédures and progress.

Without such descriptive and analytic materials, much of what the prcgram

has learned and experienced will be lost,
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CONCLUSIONS

This is an important project. It represents dedicated efforts to provide
basic health services and health and development education to a segment of the
Ecuadorean population that has been isolated and underserved. It is the result
of serious planning and rational coordination of previously fragmented health
activities carried out bty a number of missionary groups in four provinces. The
project is designed to provide trials of varied means of training, supervision,
service provision, and community participation in different cultural, geograph-
ical and organizat. -al conditions. The experience of this relatively intensively
supervised project should be of great utility to the government in their efforts
to provide effective primary health care to large portions of the Ecuadorean
populacion.

There is no doubt that the pay off to the people in the service areas has
already been important. If the project is viewed by the government, ana ghere
is evidence that it is, as an experimental activity, the results of which can
contribute to improved government sponsored programs there is no doubt that it
will be even more valuable.

This project has many advantages that would be difficult to replicate in a
government spoasored project. Among these are its flexibility and the closeness
of supervision by trained health professionals who are willing 2> live and work
in rural areas and who can be expected to stay with the project over a long
period of time. Also, given political and bureaucratic conditions that constrain
government planning and programming efforts, it is doubtful that it could operatc
with the same flexibility and experimental orientation as can private voluntary

organizations.
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Continued funding of this project by A.I.D. is recommended. While there
1s no doubt that provision'of health services by the groﬁps involved in the
Vozande; project would continue even without US A.I.D. funding for an additional
year many potentially useful findings from the project would be lost, because
there would be less coordination and documentation of the experiences. Funding
for an additional year should cover close monitoring of process and communities,
additional documentation and wide distribution of the findings of the project
within the government of Ecuador. Responsible persons in the MOH should be
given much more encouragement to observe more closely the operations of the project
and to see how health workers perform in different gengraphical and culctural
situations. These same officials should also have input into the project design

regarding priority concerns and experimental features that could be incorporated.
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RESUMEN ESTADISTICO
1980

1. Acceso a servicio de salud
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Nimero de promotores entrenados,
o en proceso de entrenamiento
Niémero de los que estdn activos
haciendo el trabajo de promotor
Némero de comunidades que tienen
la ayuda de un promotor
Porcentaje de personas que utili-
zan los servicios de refcrencia
recomendado por el promotor,
Nimero de comunidades que han em--
pezado con letrinas

Agua potable

Huerto Familiares

Construccidn de puestos minimos
Higiene escolar
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I11.Factores para hayan servicios basicos
de salud
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Nidmero de comités de salud
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. ticipan activamente en los programas

de educacidn comunitaria
Comunidades cun programas de educa-
¢idn comunitaria en donde hay un
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que enfrentar

De cuintos dfias u horas es el pro-
grama bisico de entrenamiento de
los promotores en 1980

Hay una coordinacidr con la jefa-
tura provincial para que los ser-
vicios de referencia provincial es-
ten utilizados.

Cuintas veces en el ano se supervi-
sa a cada promotor en su_corunidad
(o en factible en transcurso de un
ano?)
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BOLIVAR

RESUMEN ESTADISTICO
1980

Compracidn Por lograr en 2 anog
positivo
(negativo)
del 1°al.2°

Total ano Meta

mas (porcentaje)

Promotores entrenados, o en pry
ceso de entrenamiento 10 2 i8. 8 (447%)

~ granscurso de un ano?)

Activos haciendo el trabajo
de promotor

Comunidades que tienen la ayu-
da de un promotorw{r
Porcentaje de personas que u-
tilizan los servicios de re-
ferencia recomendado por el
promotor -

Comunidades que han empezado
con letrinas

Agua Potable

Huertas familiares
Canstruccidn de puestos mini-
mos

Higiene escolar

El Censo

Nimero de comités de salud
Comités de salud que parti-
.cipan activamente en los pro-
gramas de educacidn comunita-
ria

Comunidades con programas de
educacidn comunitaria en don-
de hay un acuerdo con los be-
neficios que hay que enfrentapy
De cuintos dlas u horas es el
programa bdsico de entrena-
miento de los promotores en

19807 120 h

Hay una coordinacién con la
jefatura provincial para que
los servicios d¢ referencia
provincial estén utilizados
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comunidad(o es factible en el

si
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CHIMBORAZO

RESUMEN ESTADISTICO

NUmero de comités de sa-

-Cuintas veces en el ano sg

Promotores entrenados o
proceso de entrenamiento
Los que estidn activos ha-
ciendo el trabajo de promo
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hay que enfrentar
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entrenamiento de los pro-
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cios de referencia pro-:
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Promotores entrenados,
0 en proceso de entre-
namiento

Los que estdn activos
haciendo el trabajo de
promotores

Comunidades que tienen
ayuda de un promotor
Porcentaje personas que
utilizan- los corvicios
de referencia racomen-
dado por el promotor
NGzero de comunidades
que han empezado con
letrina

Agua potable

Huertas familiares
Construccidn de puestos
minimos

Higiene escolar

El censo

II1. 1l.Comités de salud

2.Comité&s de salud que par-

ticinman activamente en los
programas de educacidn co-
munitaria

3.Comunidades con programas

de educzcidn comunitiria e
donde hay un acuerdo con
los bencficios que hay que
enfrentar

4,De cuantos dias u horas es
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trenamiento de promotorcs
en 1980

" 8.Hay una coordinacidn con

la jefatura provincial pa- -

ra que los servicios de
referencia provincial es-
tén utilizados?

9.Cuintas veces en el ano

se supervisa a cada pro-
giotor en su comunidad?
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Total
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si
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80
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positivo
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ano

(4)
(1)

Meti
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31
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31
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PASTAZA
RESUMEN ESTADISTICO

1980

Comparacién

Total positivo~ Meta
(negativo)
del 1°al 2°

+ ano ‘

Promotores entrenados o en
proceso de entrenamiento
Activos haciendo el traba-
jo de promotor

. Comunidades que tienen la

ayuda de un promotor
Porcentaje de personas que
utilizan los servicios de
referencia recomendado por
el promotor

Comunidades que han empe:a-
do con letrinas

. Con agua potable

Con huercas familiares
Construccidn de puestos
minimos

. Higiene escolar

El Censo

Comités de salud

. Comités de salud que parti-

cipan activamente en los pro-
gramas de educacidn comunita-
ria

Comunidades zon programas de
educacidn comunitaria en don-
de hay un acuerdo con los be-
neficios que hay que enfrentar
De cuantos dfias u horas es el
programa basico de entrenamien
to de los promotores en 1980
Hay una coordinacidn con la
jefatura provincial para que
los servicios de referencia
provincial estén utilizados

Cuidntas veces en el afio se
supervisa a cada promotor en
su comunidad o es factible

en el transcurso de 1 aiio

19
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42

1 0%

5 dias

si

(7)

(1)

T~

12
12
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50% coo-
peracidn

Para lograr en
2 afos mas

(porcentaje)
7 (58%)
1 (6%)
0

207

0

0

5 (63%)
3 (38%)
0

3 (25%)
0

2 (40%)
3 (50%)
15 dias

0




ALCANCE DEL PROYECTO

1980

Bolivar Chimbor., M. Stgo., Pastaza, Total

Proyeccidn original de nimero de comunidades 30 - 50 29 12 141
Nimero de comunidades alcanzadas en 2 afios 9 46 | 26 12 93
Proyecciones de nimero de beneficiarios 4,000 30,000 P.700 2.000 53,790

Nimero de beneficiarios alcanzados en 2 anos {L,500 40,000 2.100 4,000 ,7.600




OBSERVACLOIES

En Rsumen, en dos anos:

Hay 101 promotores activos
Hay 93 comunidades con atencidn primaria
72 comunidades tie-en programa de juertas familiares
28 comunidades tienen programa de agua potable
49 comunidades han construido pucestos minimos
38 comunidades tienen programa de higiene escolar
En general el proyecto ha tenido éxito en 2 afnos en lograr el nimero
de comunidades y niimero de beneficiarios proyectados para 3 afios, Mas
lento ha sido la toma de responsabilidad de parte de las comunidades en
respuesta a los servicios.
]
La toma de responsabilidad de parte de las comunidades es minina en lo
que se refiere a comités de salud y la participacidn comunitaria en edu-
cacidn para la salud, La nueva estrategia de educacidén comienza a ‘temer
resultados, lcs cuales aparecerdn en la estadistica del prdximo afo.

En el prdximo afo hay que poner &nfasis en el fomento organizaciones co-
munales que puedan tomar la responsabilidad en saneamiento ambiental y
educaciodn. .

El ndmero de ccumunidades que han empezado con programas de letrinizacidn
y agua potable es menor de lo que se espera. Un factor que influye es

la falta de bombas de agua y materiales para hacer letrinas. La coopera-
cidn de las agencias del gobierno no abastece para atender a todos los
que quieren materiales b3sicos. El proyecto tendrd que tcmar mis inicia-
tiva en conseguir bombas y materiales para hacer letrinas.

Todavia hay recelos de utilizar los centros de referencia del gobierno
para el indigena el centro es lugar ageno y a veces no se le trata como
se debe.





