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PRELIMINARIES
 

The assignment was to participate in the end-ofpurpose of Consultation: 


project evaluation of OPG 518-0002 with MAP 
International in Quito,
 

The work was undertaken at the request of USAID/Ecuador 
who asked
 

Ecuador. 


that the consultant assist project staff in 
the planning of their own final
 

report, to be submitted in early 1983, and 
to write his own evaluation report.
 

The two reports are to be considered together 
as the end-of-project suramD-ry
 

evaluation.
 

I arrived in Quito on October 24th and departed 
on
 

the Visit:
Ccnduct of 


Interviews were conducted with USAID personnel, 
Ministry


N.,vember 12th, 1982. 


(both expatriate and Ecuadorian), community.

of Health officials, Project staff 

leaders in project areas, the Provinzial Health 
Officer of ChirJborazo and
 

and Shell. The Project
adi other: at the Vozandes Hospitals in Quito in 

staff and I conducted a one day evaluation workshop with project staff 
who 

in Chimborazo and Morona-Santiago pro
weremet in quitc. Site visits made 

at the center limiting weather conditions
*vinces, and hospital in Shell. Due to 

health workers weretwo communities where
it was possible to visit only 

in Morona-Santiago. Project files at the
 
assigned in Chimborazo and one 


of AID and at Vozandes Hospital in Quito 
were accessed. Upon returning
 

office 

to the United States I was able to talk 
with Sara Risser and the project
 

Crespo, formerly of M.AP International in Quito.
director, anc Dick 

The Project provides monthly and annual 
reports to
 

Evaluation Backqround: 


Thcse have routinely indicated progress 
in recruiting, training and
 

USAID. 


change, coordinationas prograftfaticof health workers as wellassignment 


interests. Prcblems and

expansion of project

uth goverrinint ayIncies and 


both covercd in these report!;. These reports are used
 
cccompli-hmeonts are 
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as a 'continuing evaluation as are staff meetings.
 

As an outgrowth of the MAP sponsored evaluation workshop and the need
 

staff are gathering information andfor an end-of-project report Project 

preparing a documgent that will focus on target achievement and overall ac

complishments. This will supplement and, probably, counter the present
 

report to some e::terit. 

In March of 1981 I performed an interim evaluation of the Project. 

The purpose of that exercise was to make recommendations regarding the ex

tension oC USAID funding beyond the initial three year period. The Project 

at that time was fully operational but wanted additional time to 	observe 

theas operations and to work out.mechanisms for transferring or sharing 

service responsibi]ities wi;-h the government of Ecuador.
 

suggestedIt was recommended that the extension be awarded. It was 

(1) 	 that Project staff exert more effort in monitorinq and describing 

hold acl..erations so that evaluation would be possible and .'2) that they 

m !r'g at hich they would present to g.vernmental Cfficia S and othe1" in

a full. description of their activities and accomplishmnts.terested persons 

meeting was held in late 1981 and Project staff have been collectingThe 

daca and developing a plan for their self-evaluation. Many questions in the 

rerport were, however, not yet completely answered and it is suggested that 

the staff review ic in preparing their own formal report. 

The Muthcd and Scope of the Evaluation: Data used in the writing of this 

report are drawn largely from inEormal observations and discussions with 

Project staff, government and AID officials, health workers, conmmunity mcnm:!rs, 

and USAID generated routine reports. While quantitativeard !roin Proj cct 

subjectiveinformation was ued- to some extent we are here more dependent upon 

data adtheir analysis. 
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Most confertinces took place in administrative offices and at arranged
 

Field visits in two provinces afforded the opportunity to
meetings. 


speak with staff and workers as they performed service and supervisory
 

task. A day-long workshop was held with field and office staff.
 

Discussions with Project staff with longer term experience in
 

Ecuador and other areas periferal to the Project but with long residence
 

in program areas provided considerable background for assessing historical
 

and current socio-cultural conditions.
 

Guidance in focussing the attention of coverage of the observations
 

and report was taken from the initial Proposal, and questions raised by 

AID staff. Materials dveloped by the Project staff and at the evaluation
 

workshop conducted by VNP in July offered additional concerns. 

A very thoughtful document prepared by Judith Tendler, Turning Private 

Voluntary Organizations into Development Agencies: Questions for Evaluation 

(AID Program Evaluation Discussion Paper No. 12), was provided to me at 

Ecuador. While I received it late it has stimulatedthe end of my stay in 

somewhatadditional retrosoective concern for attending to questions 

different than ,wouldhave been the case.
 

The overall intent of this evaluation was to assess the Project and its
 

outcome. Quantitative measures of output such as services rendered, popula

tion served, persons trained, and supervision provided are only briefly
 

some 

the collection and presentation of these 

touched on her-. These matters were discussed with Project staff and 

recommendations were made regarding 

are being organizeddata within the context of the log frame. Those data 
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by the staff. This report depends more on qualitative concerns and
 

approaches. In trying to describe what the Project has done and how
 

the special characteristics of its context of the implementing agencies
 

and of the Project design may have enhanced or limited its ability
 

to provide intended services and to insure that those services can be
 

sustained, I have attempted to raise questions and to make suggestions
 

that should be addressed by Project staff in the preparation of their
 

report. I have tried to highlight aspects of the Project that appear
 

important 'or both the success of this particular intervention and the
 

replication of the effort elsewhere.
 

There are some important evaluational questions that I am not able 

to address beca-.se.my observations and available data are limited. I 

cannot, for example, judge the extent to which Project coverage satisfies 

needs, nor can 1 compare the performance of the Project with other health 

service activities in Ecuador. Additionally, I am unable to assess the
 

contilnuing health service activities in areas for which responsibility
 

has been transferred from Project to the government. It is hoped that 

more will be done on these topics by the staff. 

The complete openness and considerable knowledge evidence by Project 

staff was unusual and worth comment. They were both patient and exceed

ingly reflective in answering to questions and they responded with alacrity 

to all needs for further information, documentation and insight. Without 

that even this limited evaluational analysis would have taken considerably 

more time, and might not have been possible at all.
 

http:beca-.se.my


PROJECT SUMMARY
 

The
 
The project was initially funded by AID in October 

of 1978. 


original funding period was for three years but that 
was extended for one
 

Current AID funding will expire
additional year and then one more quarter. 


in December of 19-32.
 

The Project grant was awarded to MAP Internaticnal. 
The primary
 

at Vozandes
The responsible group
implementing agency is Vozandes Hospital. 


is its Conmunity Dvelopment Office. MAP International and a number of
 

Ecuador provide considerable
other Protestant Missionary PVOs working in 

At the provincial level the implementcrs
in-kind support for the Project. 


have worked 	 through Indigenous Evangelical associations to gain community 

acceptance and participation in Project activities.
 

staff consist of expatriates,

Project supervivory and administrative 

in Chinjorazo province.
with one excection, the zupcvising physician 

called for the extension of primary health
The original 	Projcct plan 

areas of five socially and cul.turally remote provinces 
care services over 

Chimborazo, Bolivar,
of Ecuador. 	 Services were implemented in four provinces, 

The fifth province, Loja, was dropped because
 Pactaza and Morono-Santiago. 


of lack of available supervisory staff there and 
becau-se the Ministry of
 

altered its own progr-am in the area.113allh 

area consist 	of non-Spanishwith each projectedThe target populations 

who live in rural. areas arid 
speaking peop).e (primarily Quichua and Shuara) 

have had very little access to health services and 
assistances provided by
 

groups had been providing someExpatriate missionarygovernment agencies. 

washealth seriices in these areas. The Project
limited, largely curative 

various to provide health 
de, iqned to expand and to rationalize the efforts 
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efforts of the private missionary groups that 
to coordinate theservices and 

had been operating independently.
 

The Project initially focussed exclusively on 
the provision of promotive,
 

educational and limited curative services 
that were offered through health
 

workers it had trained. Via cooperation with other programs and personnel
 

in the areas it has expanded its shared scope of concern 
to include 

working 

water wells and pumps, home gardens and various 
other community development
 

Health services continue to be the primary 
interest of the 

activities. 


coordinated manner.
other activities have been handled in a 

F£'ject and these 

From the beginning, Project directors have 
seen their efforts as being
 

in health services in Ecuador. The 
.-upplemrttal to governmental activities 


areas
 
has been viewed as a means for extending services beyond the 

Project 

of the feasibility cf employing 
w;nere thq governmpnt was operating and as a test 

program of t:a..ing and service provision.
aindigconous personeli in supervised 


and supervisory patterns and has
 
It has explored v.:rious training methods 


and worker tack assignments to local
 
tailor training contentattrempLed to 


areas and to individual capacitiez of health workers.
 
conditions in the Zour 

one Project
Summary of Results: During the first two and half years the 

attended largely to planning, developing 
training materials and cucricula,
 

some 130 trained 
gaining coimmunity (and government) acceptance and producing 

!%e lth workers. Of these, 90 continue to function as either 
communitv levl 

promotero or alxiari____es-

Project workers have been providing services 
since the first year but
 

became
 
to say that it during the third year that it 

it is probably fair was 

the "Arget area. At coverage over full 
fully operational and had consistent 

booming fully operational coordlinatton wiLh the governmcnt's 
th ,! time it wa: 
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program increased rapidly and a system of shared responsibility developed.
 

This meant that the independence of the Project was reduced, making it
 

difficult to judge clearly its independent impact on population health and
 

health behavior. Some project areas were fully assumed by the government's
 

program, others were retained by the Project and additional supervisory and
 

training responsibilities for other areas were taken over by the Project
 

staff.
 

That there has been an impact on what the government program is doing
 

is evidont. Health services that the government has wanted to offer are more 

extensively offered than would otherwise have been possible. Participation
 

of Projec-t staff and adaptation of some of the materials in the government's 

program in some areas has influenced the character of training.
 

Some techniques and tactics of operation have also been adopted by the
 

government. Government health workers are now encouraged to take interest 

in a broader set of activities under the rubric of health. They focus not
 

only on personal health services and community health promotion but also are 

-

concerned with water supply and relations with other ministries as well a the MOH. 

Acceptance'by communities of the health worker idea has been universal 

among those that have them. This interest was assured to some extent since 

none communitiescommunities had to ask to participate but have withdrawn as 

although .omehealth workers have left the program. 

Routine health service have been extended to be accessible to at least 

40,000 pcopla living in co.Lmunities that have been served by the Project.
 

Vaccination of infants and children in those currently served under the 

Project is extensive (BCG, DPT, measles, OPV).
 

Families appear to have high awareness of relationships between health
 

and behavior, nd health and environment and of means by which disease is 



transmitted. They also recognize tho efficacy of immunization as prevention.
 

This awareness has led to an increased interest in latrine construction,
 

tendency to separate animals from living areas and high participation i
 

prevention programs.
 

As a result of the Project and assistance from community level workers
 

and Project staff, there has been heightened awareness of services and support
 

that were potentially available from the MOH and other government agencies. 

Communities have been asssted in soliciting help from these agencies in

,luding .he Ministry of Agriculture and the Sanitary Works Office. They 

continu, to receive help for water pump installation and latrine slobs. While
 

onhancinqtheabi.i _fcn!ji es to access th government for additional 

assistance was, not a stated goal of the Project, it is a conssquence of con

si.derable .ip- tn. 

Project staff have provided coordination of groups a.nd agencies with direct 

health interest. They have also adjusced their ou. efforts so that the 

cormmunities could take greater advantage of other development services. They 

have obtained assistance for their work froin the Peace Corps and have utilized 

other AID project services to bolster community development work in Qoordination 

with their health service activities. 

Persnns who were intially volunteers with the Pro4ect have improved
 

their on knowledge and skills through the Project. With encouragement and 

support f-orn the Project many have received additional education, improved 

their liter:tcy or become participants in the government's train'ng and 

service program. 

The health impact of the Ptoject is hard to judge. Sophisticated data 

collecLCn te.chniques h.vc not bven tv:ed and, even if they had been, it 

would he dificult toat.tribute an), oh"mange to the Project because the populations 
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It is fair to note, however,
arc being influenced by so many dynamic forces. 

that there appears to have been no epidemic of measles since the beginning 

of the Project although there had been in the mid-1970s. 

The Project has participated in the installation of water pumps and 

latrines. Latrines are found in every project area now whereas there were 

none in most communities before. Project staff report several improvements 

in sanitary practices and the condition of dwelling units. 

In its relations with the MOH and provincial health offices, the Project 

particirates in a coordinated effort of shared responsibility in the maintenance 

of ccuinunity level workers and service provision. The Project has turned 

over to the government program some communities for which it was responsible 

and hos assumed additicnal resronsibilities in other areas. 

As a result.cf the Project, local evangelical associations and parti

cipating missionary groups have developed a heightened awareness of public 

health problems and greater interest for supporting and otherwise participating 

in local development programs.
 

http:result.cf
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PROGRAM STRATEGY AND COMPONENTS
 

The Implementing Agency 

Vozandes Hospital of Quito initiated the grant 

proposal under which the program has been implemented. Because Vozandes 

was not a PVO registered with USAID ft was necessary to work through MAP 

International of Quito, to whom the grant was directly awarded. Vozandes,,.;.., 

how.ever, is the primary implementing agency. 

Vozandes has been providing health care in Ecuador for 33 years. It
 

began operating a small clinic to serve indigenous people in Quito in 1949.
 

The existing 50-bed hospital in Quito was constructed in 1955 and the .5-bed
 

hospital in Shell was built in 1958. Vozandes has also managed medical 

caravans that have covered various rural areas of the country. Since 1968 

it has hcen training and supervising volunteer health workers in Morona-

Santiago province, The professional and administrative staff of Vozandes 

consists largely of expatriates from the United States, Europe and Australia 

but there is an increasing numiberof Ecuadorian physicians and nurses and the 

hcspi:al provides residency training for local physicians. Scme Ecuadorian 

physicians are as.signed to the hospital in Shell for their one year rural 

residency.
 

Vozandes is a part of the World Radio Missionary Fellowship, Inc.,
 

based in Florida, USA. It began broadcasting from Quito over 50 years ago
 

and now operates a station, HCJB, that sends long and shortwave broadcasts
 

throughout zhe-world.
 

MAP International, based in Wheaton, Illinois, began working in Ecuador 

ii 1975 when Vozandes asked them to assist them in developing workshops and 

programs in health and community development. MAP has had a long and 

continuing interest in these concerns. 



The role of MAP International has been an important one. Initially,
 

MAP's director shared an office with the Community Development staff of
 

Vozandes in the Quito hospital. The Vozandes group drew heavily on his
 

experience with project planning and organization. The MAP director in
 

Quito during the first three years of project implementation had been
 

trained in techniques of the Project. He worked closely with Vozandes
 

people and participated in the preparation of training materials, curriculum
 

development, training evaluation and the actual training of health workers.
 

MAP has also sonsored training and evaluation consultants who have made 

clear contributions to the program. Personnel from MAP have also partici

pated along with Vozandes staff in health auxiliary worker training offered 

by the Ministry of Health and have introduced project-tested methods of 

non-formal education inLo the governmental program. 

Since the Project's major thrust has changed from training to supervision 

and nmaintenance and interests have broadened, the direct participation of MAP
 

perscnnel has declined. MAP, in July of 1,82, did sponsor a workshop on 

evaluation for project staff, however, and it continues to coordinate its 

interests and support with those of the program. 

aBoth MAP international and Vozandes Hospital staff view health as 

broad concern and as an integral component of community development. Their 

orientations have allowed them to move in different directions and to deal 

with an array.of tadks that encourage them to adapt to changing conditions 

and to take advantage of emerging opportunities that should contribute to pro

grain success. Iome gardens, water pump installation, li:eracy, housing, and 

animal care, among other things fit quite easily in their categories of 

health concerns. 

MAP has.made Important contributions to an agricultura]lrogrwa in 

the Colta, Chin:borazo area. it hns pro ,i.,Xd Lnitial siupport for the croation 

http:array.of
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savings groups and it helps to fund 
supplies
 

of f=.xmer croVratives and 

The agrono

for an expatriate agronomist 
working with local farmers there. 


mist has, in turn, worked with 
the health project in its development 

of
 

cormunity and Eamily gardens 
and he has azsisted with pump 

installation and
 

maintenance.
 

MAP personnel have also worked 
with association members providing
 

n
 

training in szuch tasks as telephone 
use, letter writing and preparatio


The purpose, and result, of 
this
 

of solicitations to government 
officials. 


has been to enhance the ability 
of communities to access available government
 

services.
 

A number of other missionary 
organizations al!7o participate 

in the
 

These
 

Project, providing services, 
personnel and other in ki,:d 

contributions. 


i;.cluda the Gospel Missionary 
Union, Berean Society', W.eaton 

Colle2ge of
 

Zilinois, Free Will Baptists, the Luke 
Society and the Mis1-sionary 

Aviation
 

('eorgia Tech with USAID funding 
ha 7 been concrned with water 

Fellowship. 

fiind d
 

The Peace Corps and other US411 
-3ctue and installation.pu.p .aru 

program.
in variotis aspects of the The 

also been involved
Personnel have 

will 1ie 
and local indigenous organizations

of- the governmentparticipation 

fully below.
discussed rnore 


of the mny participating g.-cfps,of the contributionsCcordination 
While most uf the 

Conent: 

a complex task reflecting acomplex project. 
in itself, is 

they are provided vehicles 
and
 

the Project,
staff are not paid directly' by 

funds, including travcl expenses,by 
the Project. These havn 

other support 
They have allowed
 

been critical for Project 
operations and coordination. 


orginizeda coherent and 
to be implemented in areastho four distinct project 

.m~anner. 
anJd
 

nprtlcipatilng tta1ff from the se-veral groups Lnclude proL£,ssknaIs 
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persons with long experience in working with health concerns of local 

persons. 

1rmpementation Strategy and Provincial Evangelical Associations 

in each of the four operational areas the Project has worked through 

the provincial indigenous evangelical association. These have been organized 

largely with the assistance of local Protestant missionary groups and have a 

strong religious component. They also have secular interests that have inclu

dc-d, among other things, cooperative transportation organizations, agricultural 

and live stock improvement, radio communication and community education and 

develc¢ment. In each province they existed at least several years prior to
 

Project imple:r.entation. 

The associations have had some responsibility for identifying communities 

that would participate, encouraging those communities to solicit Project 

leaders for participation and the generation of commLuity health committees. 

Actually, much of the groundwork in Chimborazo and Merona-Santiago provinces 

4a1!eon d;nc ptior to project funding. Dr. Naula, the indigenous physician
 

who has subsequently been funded by the Project and is the area supervising 

physician, had already generated community interest for a health worker 

prograim in Chimborazo. In his role as an affiliate of the GMU Mission in 

Col.n, as a me mber of the Chi;dorazo association and as a practicing physician 

hie had been working in the neighboring communities for some time and had 

encouriged support for the activities that were subsequently implemented by 

the Project. It was because of this interest that Chimborazo was selected 

a. the first project area. In orona-Santiago existing health workers who 

individual basis from local medical missionaries
had re.:eived training on an 

dind w.rc alsoqnmcnmbors of the local association provided entree to communities 

alld links to tho indigenous association that were further used in the expanded 

L% ct~o.,', 



The provincial associations established "health commisssions" that 

have provided a link between the Project staff, the local association 

and participating communities. Concerns seem, however, to be still taken 

up by the association as a whole and association presidents appear to have 

close direct contact with Project staff. 

Cr rnent: It seems allthe.rlinal health worker volunteers came from 

cominunitics where the association was strongest. It is not clear whether
 

all the original volunteers were members of the association themselves
 

or in the case of the few women volunteers) were relatives of members al

though this is probable. As the responsibilities for supervision have changed,
 

and scme government trained workers have come under the Project staff, reli

gicus and assrcciational affiliation have not been limiting factors. 

Alth.ugh I raised questions and looked for evidence during my two brief 

visits to the Project (1901 and 1982) I was able to uncover no patterns of 

exclusion or f;:voritism on the parts of healthbwoazkers-or-ccnnunit leaders 

refarding the: provision of services or expected contributions to cormunity 

projects. Both Protestants and non-Protestants ;ersons Participated in mingas 

(community work efforts) and health workers routinely visited all the homes 

in their catchment ar:eas. 

Project staff did note that there were some differences between their
 

Project with association identification and the projects operated by Reinwtn 

Catholics working with federations of Catholic men. Their territorial coverage,
 

however, seems to be well defined, without overlap. The resulting competition 

secams to limit cooperation between them and they lack the advantage of learning 

from one another. Provincial health officials are sensitive to the territori

ality and L'he-different approaches of the organizations and tend to support the 

territorial boundarie.. to some extent. 



In Bolivar province, conflicting orientations of expatriate missionaries
 

have resulted in some difficulty that has had impact on the project. One
 

some years strongly
missionary who had been working in the province for 


believed that evangelical groups should not be concerned with secular affairs
 

has resulted in the departure of the expatriate
such as health programs. This 

who was nominally in charge of the project and its ties to the association 

in that province. It is to be noted, however, that the health workers in
 

Bolivar continue to provide health services in their communitius and several
 

ha,: had further training under the goveLrnment progra m. The expatriate health 

worker supervisor continues to work with them as a supervisor and in the pro

.iskon of inservice training.
 

of participation in Chimborazo and Morona-SantiagoThe higser x::aes 

to "be the result of strong associations with long historiesp-ovinces se-nm 

of interest in co:erntunity develo,-ment. It was noted by several persons that 

Bolivar.the associations v.ere notably weak in Pastaza and 

The Project has demonstrated the feasibility of working through Evangel-

While evidenceical as=ociationi in initiating primary health care programs. 


it appears that this may be a bebt means of stimulating
is not ccnclusivA-, 


Working
interest and participation of ccmmunities 	in these areas of Ecuador. 


the assuciations has, however, both advantages and disadvantages.through 

Where the associations are strong and pervasive they serve as a ready and
 

cooperative mmns through which to implement health service programs is an 

efficient way. Where the associations are not strong and not pervasive 

mav be difficult and the scattered participatinginitial work with communities 

co w ,uiities difficult to marnage. With the 	 success of operation in those few
 

to participate in the Project and
comuunities others have however solicited 

care. Project staff
in the aovernibnL's expanding program of primary health 



in all provinces have worked with additional communities to assist them in
 

placing their meiibers in the government training program so that they could 

obtain services such as those now provided by the Project.
 

It is clear that the associations have provided an avenue by which many
 

communities have accessed potentially available benefits from this Pro

ject and from government agencies. They have also offered means by which
 

Project personnel and others can reach large segments of the people and to
 

learn about the special needs of communities. From the point of view of the
 

care more broadlygovern.-meut that is interested in extending primary health 

thr.ughout the country it can be reasonably argued that the asscciations have 

allowved implementation of service programs with greater ease, with more sup

pontive responses from corumunitids and with greater participation of the
 

peo*le through representatives thlan would have been possible without them. 

that the intervention is popular with the : ormnunitiesIt is also fair ,o say 

that are involved and that many more have sought their involvenent as a
 

result of that manifc-St satisfaction. 

Trainirg 

The initial training of health workers was planned to include didactic
 

and practical sessions of several weeks duration at centers in the provinces
 

from which trainees were drawn. Through close, interpersonal monitoring 

the staff was able to assess their progressof the progress of the trainees 

in understanding what was being taught and their mastery of skills in pro

viding services and working with the communities. As a result of early 

experiences it was concluded that training would better achieve its goals
 

if sessions wdre divided into several short periods that were highly repiti

tive and if non-formal .oducational techniques were introduced. The non-formal 



1/
 

educational techniques were implemented through the assistance of the WP
 

director and with the assistance of MAP supported consultants from Michigan
 

State University.
 

The division of training periods meant that trainees did not have to
 

and communitiesspend such extended periods of time away from their families 

and resulted Jn less disruption of their lives. It also provided greater
 

opportunity for trainers/supervisors to monitor worker performance in the
 

field and continually adapt training methods, content and materials on the 

As a result of this system, staff learned thatbasis of their evaluations. 

training needed to be considerably more repetitious than they had anticipated
 

and they were better able to reinforce what workers had learned during their
 

supervisory contacts. Continuous supervision represents a sizable part of
 

continuing in-seifvi.ce training of the. workers. 

Whiilo it was possible in Chimborazo province to recruit health workers 

who had completed primary education and who were more than functionally literate 

in SpanisI!, such persons were not as available in other provinces. As a 

result, the program accepted persons who were less prepared to handle the sort
 

of materials and procedures that had been planned and it was necessary to 

tailor their methods regionally and individually. 

Many of the health workers increased their Spanish language capacity
 

through program training. Some of che training, however, was also conducted
 

in the indigenous languages of the trainees and some materials were prepared
 

Some of the workers have since participated in
in those languages as well. 


(Alfalit) or gotten additionalthe national literacy program have grammar 

In doing
school education as a result of encouragement by program personnel. 


they they have increased their own capacities and have been enabled to meet 

(or come -closer to meeting) minimu standards for recruitment into the govern

ment's program for health auxillaries. 

http:in-seifvi.ce
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Several staff members have provided consultative services and parti
cipated in the actual training of persons enrolled in the government's training 
program, drawing on their experiences in their own project. 
They have intro
duced some of the Project tested, non-formal education methods into the 
governm,:nt program as well. 
 Some of their training materials are being in
corporated into those used by the government. 

Over 130 persons have been trained under this Project. Ninety are
 
still active. 
Many have also participated in the government's health auxiliary
 
tiaining program. 
Project staff provide in-service training and supervision
 

to health w;urkers trained by them and by the government. 

'Co ent: The training procedures employed by. t rpjcrepresent an ior

tant set x._x ier >..anvd adaptations. Descriptive docunmntatiori and formal 
analysis of the methods tried remains scant and therefore unavailable to out
siders who would find thom of interest. In-serv--- O. s to be
 
emphasized 
 Ln the Prject Lultis only brieflymentioned in thr various reports
 
provided. Cvitezia 
 used in the evaluation of teaching methods and materials
 
remain unspecified are
as the means of assessing the abilities of individuals 

who have received the training.
 

Sunervi. ion1 

A major component of the Project has been its supervision of health
workers by trained health professionats who are seriously dedicated to working 
with indiqenous Ecuadorian populations in rural and isolated areas. 
The
 
Project has demonstrated its ability to maintain a supervisory staff that 
seems much superior to %:hatis provided in other programs working in the same 

or simi].Far arveas of Ecuador. 
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Supervision is used not only for monitoring and holding accountable
 

community level workers but is used extensively as part of the in-service
 

training of those workers. Active and participatory supervision of the
 

health workers appeared to be acceptable to them. Indeed, they regularly
 

seek guidance and interact fully with their supervisors. In. the instances
 

I observed, workers needed help in many aspects of their work including
 

didgnosis, provision of supplies, the completion of paper work and storage
 

It appeared that this sort of supervision was sought equally
of materials. 


by workers who had been trained only in the Project and those who had
 

participated in the government's auxiliary training program. 

Despite the considerable attention given to supervision it has bcen a 

problem especially in Bolivar and Pastaza provinces. In Bolivar the Project 

Because ofco.rxminities are few and widely scattered over difficult terrain. 

their distribution, it is not possible for the supervisor to make more than 

a day nor to work the varicus communities as a circuit. 
one site supervision in 


This means that supervision per se represents a fairly low proportion 
of her
 

professional activity while transportation takes a very large amount 
of her
 

answer regarding the possibility of
time.' It raises questions that I cannot 

continuing, expanding and replicating such a project. 

Project co~aaunities in Pastaza and Morona-Santiago are accessible only 

by small airplane. Weather conditions often hamper attempts to land and take
 

As a result a great deal of time is used in waiting.
off in those provinces. 


The Project supervisor
Rescheduling on an hour-to-hour basis is frequent. 


in Morona-Santiago shares supervisory responsibilities with two government
 

auxiliaries who wore originally trained by the project and given further
 

It appears that together they are able
.training by the government program. 


Project physicianto visit colmunity work,:rs several times a 	year. The 

the field, lie dedicates half-timeworkinqi there also makrus regular visits to 



to this work, ofFering clinical services as well as providing supervision.
 

In Pastaza the Project has never had a full-time staff supervisor.
 

The Project physician working there spends half his time as director of
 

the Vozandes Hospital in Shell. The physician now working there indicated
 

that most of his project time is dedicated to providing clinical services
 

to the communities in Pastaza and that he has little tLme for direct super

vision. Supervisory contacts in the field number only one or twc per year.
 

He provides clinical services in many more communities and the six that 

are served by community level workers. The Project physician working in 

Pastaza during the first 2-3 years of operations had a similar pattern. 

Chimborazo workers seem to have had the most intensive supervision. 

The physician and expatriate nurse both dedicated the majority of their
 

time to this work. The physician is now on education leave but the nurse
 

has been supplemented by a nurse practicioner who ha,- brn there for the 

past [8 :=cnths or so. The government has recently assuured responsibility 

for much of the area that was formerly part of the Project and there 

are now only five workers being supervised by the t-wo nurses. The comun!

ties are located close to Colta where the nurses are based so supervisory 

visits are made frequently. The nurses also work closely with the communities 

and the workers in other activities in a participatory,fashion.
 

Cor'ment: In-service training through field supervision constitutes a sig

nificant aspect of this program and is believed to contribute markedly to 

improved worker performance yet this remains both little celebrated and 

undocumented. While I have not observed the government program in Ecuador 

(other than thoe parts shared by the PLoject) I have found that such super

visory procedures are lacking in inany proqams elsewhere. 
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It is evident that the supervisory component is expensive in terms
 

of professional time and that it requires high cost transportation systems
 

including planes in the Amuazonian area and 4-wheel drive vehicles in the
 

There is some question that the personnel, at
provinces of the Sierra. 


least, could be made available elsewhere at any possibly affordable cost.
 

Decause of the potential cost factor in the absence of outside support
 

could be critical, the efficacy of different patterns of supervision and in

service training should be analyzed. The different patterns found in the 

four provinces provide an opportunity to analyze some variations and jhould 

be exploited. This could be done in part by assessing worker activity records
 

that are now sent to provincial health offices without analysis by Project 

central staf 2 and through some observation based assessments of worker 

performance in tle field. 

The cordiality and collegial quality of interactions between supervisors 

and corwimnity level workers observed in this program are notable.
 

ServiceProvizion and Worker Performances 

Comnmunity level wor}:ers emphasize promotive and preventive health ser

vices. Thuy work with local health committees in the promotion of programs 

of communityof latrinizatio,, pure water supply and general improvement 

health conditions. 

Health iork.r-:s are available to residents who seek assistance with 

acute health problems and referral but a large portion of their time is con

siumed in making routine home visits. The home visits provide opportunity 

to monitor pregnant women and infant health problems. During home visits 

workers also provide education and encouragement regarding health practices 

such as hand[ washing,.water purification and storage, household sanitation 

a:d the care of pregnant women, and infants and children. 



The amount of curative care provided 
by community level workers
 

differs among the provinces. While Ministry of Health policy does 
not
 

allow workers to distribute antibiotics 
and other curative drugs, the
 

limited access of professional health 
personnel has led to relaxation of
 

Project staff have differed
 
the restrictions in the Amazonian 

provinces. 


also in their Own attitudes regarding the 
dispensing of curative drugs.
 

WhIile they have felt that the addition of a curative 
component would give
 

a boo.t to their acceptance by communities 
some have argued that it would
 

not be appropriate.
 

Comunity level workers participate 
in vaccination campaigns with
 

Project supervisory staff and government 
personnel.
 

in their catchall dwelling unitsidentifyingThe workers have maps 

all families in their areas.
 
ment area. They maintain records on 


Activity records are submitted periodically 
to the'provincial health
 

health conditions within 
data on worker effort andincludeoffice. These 


in the preparation of
 
the community. Project supervisors sometimes help 


are used
Project nor they in 
these records but they are not kept by the 

performance assessments.
 

their periodicby supervi!;ors during 
Co..iment: Worker performfance is observed 

There seems to be no attempt to
 
Family records may also be reviewed.
visits. 


to compare the performances 
systematic assessments of performance nor 

perform 

of work. .ile supervisors appear to 
of workers under different condiLions 

in different ccmnmitlites and of 
hive a good grasp of what is being done their 

problems encountered by the health 
workers, it would be desirable to 

have
 

This could lead to improved supervisory 
and
 

more systenalic information. 


provincia1lthat routinely !zubmitted to
The data are

training tuchniques. 
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health offices could also be used by Project staff to assess performance and
 

support needs.
 

Discussions with a few health workers suggested that they were well
 

aware of health problems in their areas, that they monitored pregnant women
 

They seemed to have good rapport with
and followed up on referred cases. 


community leaders and with families they served. 

All the he-jth j.3rkers I saw were male. While they admitted that 

men had difficulty in dealing with female patients there seemed to be a
 

general assumption that men worked better with communities and with health
 

corumittees. it would be desirable to look further into this and to assess
 

whether indeed, when primary concerns of a health project involve the care
 

of mothers and their children appropriate persons are recruited into the
 

may be t1hait the men have an easier time dealing with leadersprogram. It 


but they may not be able to deal with some important health problems.
 

Cove,:aqge
 

Coverage is always difficult to assess in community health programs.
 

Becuase of the changing responsibilities for supervision and coverage of this
 

Project vi. a vis the government and the interests of staff beyond the commu

nities in which they are assigned community level workers, attribution of 

"coverage" is indeed difficult.
 

The Project has information regarding the number of persons living in 

communities served, the numbers of infants and children receiving particular 

a number of other parameters.vaccinations, the frequency of contact and 

Because the territorial and service responsibil.ities of the Project have 

life, hwover, it was not possible to judge from thechanged so mtiioh over i-Ls 

is arid has beea its coverage.available data just wihvt 



Project staff participate in vaccination programs in communities
 

where there are no assigned health workers. 
They also supervise workers
 

who are considered a part of the government's program. Many of the 130
 

persons trained by the Project are now managed under the government program
 

and persons from other communities access the workers and professional staff
 

for curative care and for referral recommendations. 
At least two communities
 

that were under the Project now have social security clinics and in Macuma the
 

government has built a health center staffed by a rural physician.
 

Project personnel are now ordering their data on vaccination, super

viso;sy and commI.unity level worker treatment of the population. 
They are
 

working with their own census data maintained by workers for their catchment
 

areas. white 
 these data will provide additional understanding of coverage,
 

they give only a partial picture at best and they need to be supplemented by
 

a wore detailed description of all Project staff responsibilities and activities 

which cover a considerably broader area. 

It is clear that the Project is reaching somne populations that are
 

C..-itally and geCgr:fphi(.a]l.y remote, populations that would not otherwise 

receive only healthwastern services. The Project requirement that comznunities 

solicit to participate means that the most remote do not take part. 
It may
 

also mean that the services are not implemented where they would be most
 

disruptive of existing cultural patterns and social organization. Solicita

tions are still ftequently received by the Project, indicating that communities 

are interested in participating and coverage could be expanded if resources
 

and regulations allowed.
 

T.he eleoFWomen 

Porz~nai. -health services provided by community level workers are 

aimed largely at improving the health oi infants, young children and mothers. 
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The care of children generally involves conferring with mothers and instructing
 

them in the manner of applying treatment and improving care practices. There
 
is, however, a notable lack of females among the Project trained and an
 

expressed bias in favor of males.
 

Much of the promotional effort of the Project is carried cut with men,
 
including that having to do with water pump concerns, latrinization, housing 
of animals away from living quarters and gardening. Household cleanliness,
 

care of infants and children and promotion of care of mothers and pregnant
 

w:omen, however, involves direct contact with women.
 

Expatriate females 
working in the Project carry out a lot of the face
to-face work the in
with w:omen the communities in their participation with the 
Lecheavana Progr'am and mothers' club activities. 
They also interact with
 

women during their supervisory rounds and are sought for personal services. 

The goverrni,?nt's health auxiliary program also has a notable predomi

nance of male participants.
 

The lack of females among 
 comunity level workers was attributed to
 
L.he fact 
that womon ware less likely than men to speak Spanish and to the
 
preferences of cormunities who nominated persons 
to the Project.
 

It is somewhat surprising that women in Chimborazo 
 do not participate
 
m.ore frequently as health 
worsers. The G.MU in Colta has long had female 
expatriates who speak Quechua. Some decades ago, it was reported, women were
 
assigned to the mission because supporting churches were expressly interested
 
in working through the women in the area. While the missionary women continue 

to work with local women, there seems to be no explicit concern for their lack 
of participation as community level workers. 

Additionally, men of Chimborazo often migrate seasonally to the coastal
 
area. This being the case, it would be expected that women might be more 



consistent workers.
 

Th, expatriate women working in the Project appear to have considerable 

rapport with both male and female residents of the communities and to work well 

with male leaders and workers. They are sought for assistance and they seem
 

to be fully accepted as qualified professionals. Their work with women is
 
an important aspect of the Project which should be recognized by those who
 

are concerned with replication and expansion.
 

Whilv the failure to include many women as ccmmunity level workers
 

mjt. he comizidered, at this time, to be culturally appropriate it should
 

be noted that with the expansion of formal education, especially secondary,
 

is resultinj in increased nunLbers of Spanish speaking women in all provinces.
 

Thts !aculd be making it 
 much easier to involve women in health auxiliary
 

pro ;ra:.s. In tho two provinces visited during thi.s recent observation there
 

werc wcmen in each com::unity who had 
 Spanish language ibility.
 

In Pa:teza it been
han. difficult to find men who were proficient iti
 
Spanieh ",,et Project p2rslnnfl managed to produce 
 training materials that
 

thcy cz:uld urve with :these non-Spanish speaking r(.n and 
 '
-- - f -'erz sufficintly 

proficient in the local idiom to perform the training or to bridge differences 

in language ability. 

Rco(Tniticn of Trndi:.4)n;:tl Waith Prctice-: 

As %.:as noLed in an earlier report, the take noProject appears to 

fcrmal notice of traditional health practices and beliefs and has made no 

littempt to work with indigenous health care providers. As far as I could 

tell, thi..; ,ituation persists. This is not to say that fizld personnel are 
in.;ersitive or totally unaware of local practices but seem madethey to have 

no cuncertcd ofCort to uidor,;tand just how disease and health are viewed by 

lc .al p.ople and to coopfrate with curers mldwives.or 
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Doubtless, accommodation of indigenous beliefs is made through
 

community health workers who have grown up in the cultures and have
 

received training in western health care. Dr. Naula, the MD in Chimborazo,
 

has obviously been able to some extent to bridge the different systems and
 

to enhance the cooperativeness of western medicine. Others with long ex

perience and sensitivity have also managed to incorporate their own under

standing and experience with local people into their practice and training.
 

Still, it would be useful if project personnel would elaborate more clear].y
 

just what local beliefs and practices are and how they are accommodated. 

It :as observed by one project staff person that in working with 

£cuadorian health orofessionals in the area she taught those professionals 

about local birthing pcstures and family expectations thus enabling them to 

:,c-al more effectively with patients. it would be well if this sort of thing 

were epanded and sycte.ized so that it could be routinely incorporated into 

h-ealth worker training at all levels. It may well be that much of the appreci

ation for local cuitoms is implicit in the training practices but this could 

not he observed.
 

Tailoring training to different groups of health workers has also prob

ably contributed to making it more relevant and appropriate to local conditions
 

and allows mere individualized attention to different practices and belief 

s:yntems but-this is not documented. 

Tvelatioris with the Government and Impact on the mOHi Sy t-em of Primary Health Care 

Through informal contacts and formal presentations the Ministry of 

Health has been kept apprised of Project plans and operations. Some officials 

have taken advant:age of opportunities to make site visits to observe training 

and service proyision activities. 



The professional staff of the Project has contributed consultative/
 

advisory services in the planning alnd policy making regarding the MCH auxi

liary health worker program and in the preparation of training materials.
 

Some members have also participated in sessions of the government health
 

aide training program.
 

Promotors who were initially trained by the Project have often had
 

s%-bsequent training under the government program. Some of these persons
 

have been sponsored and partially funded through funds secured by the Project. 

Project supervisory staff in all provinces have at least some responsibility
 

for supervising workers who are now fully under the government program. In 

orona-Sarriago, the Project nurse has been designated the responsible nurse
 

sunervisor for all gcvrrnment workers in her area. She works with two other 

governint-provided aides who also act as supervisors. She is also respon

si-ble for operating the government vaccination program there and maintains 

a bodega for ztoring government provided druys. 

While Projact staff work with government sponsored community level 

workers in othex provinces as well, their responsibilities appear to be 

fewer and less formalized.
 

In Chimborazo the majority of Project trained health workers have 

been f.i-urther trained by the MOH program and most of those still function-ing 

aru not now formal.y linked to the Project. They are supervised by the rural 

physician in the town of Columbe, a few miles a ay from Colta. On occasions 

when the government's supply system has broken down in Columbe, the Project 

has assisted them. Project personnel have also worked with rural physicians 

and nurses so that they could deal better with local problems. 

These cooperative arrangements between the governmcnt and the Project
 

had en.Abled the g6vernment -to extend its own program to train more workers and 

to.expand. :ov rae. It has also recognized the need for some flexibility in 
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of tasks to health workers. For example,recruitment, training and assignment 

in the Amazonian provinces where access to professional health care is severely
 

limited health workers are trained to provide more curative care there than
 

This seems to be a rather direct result of Project
they are in other places. 


demonstration 6f the rationality of *such a move. 

It is evident that methods and materials developed by the Project have 

diffused to the governments program. Training materials now being prepared
 

by the government incorporate many of the ideas emrployed in the Project. Project 

personnel have been asked to review and comment on these.
 

Government officials are increasingly realizing the appropriateness
 

of continuing education and close supervision of community level workers as
 

following the experience and demonstration of the Project. Wh ether they can 

system is, however, problematic. The expensehandle these within their owan 

of maintaining prcfesicnal supervision and the lack of sustained interest
 

on the parts of rural physicians raises questions about the probability of
 

replication of this component. 

The success of the Project in assisting local people to access government
 

services more fully and in coordinating the services that can be providcd
 

has been observed by some of the MOH officials. As a result they have acknow

ledged that health should be conceived more broadly in their own training 

programs and that trainees should be sensitized to more interrelation-hips 

health. The extentbetween environment and health and between technology and 

to which this has been incorporated into the training prcgram and health 

policies is questionable but it was recognized and noted.
 

In trying to assess the impact of the Project on health plans and 

policies, I attempted to obtain relevant documents from the Ministry of 

Health but these were not available during my visit. It is doubtful that 
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there would be specTfic attribution of ideas in such doctunents but they 

iight be helpful in assessing parallels and seeing if there is truly in

creased interest in primary health care following this Project.
 

While this is one among many PVO operated health service projects in
 

Ecuador it is considered by the MOH to be one of the most active and it
 

se2ms that the g6vernment does have more contact with it and its staff than
 

with others. As an extension of Vozandes Hospital it doubtless receives
 

i:or- attention than it would were it an isolated project operating in remote 

prr°,vinces. AID's sustained interest in the Project also stimulates more 

concern for primary health care in rural areas. 
The notable openness of
 

the .':'oject and the willingness of the staff to view their work as experi

mrr-i.al and as a ineanis of extending governmnent capability and to turn over 

tL.eir _-esponsibilities to the MOH program has contributed to especially good 

rt ationships. It has also led to a posture of receptivity on the part of
 

ofJficials. This being the case, it is incumbant on project staff to system

ize their observations and to docu:rent them more closely so that it is
 

;:oz.-ible to make infornad judyements regarding the adequacy and appropriate

nc.sz of their particular efforts.
 

Runortinj and Data Collection
 

Quarterly and annual reports have been submitted to USAID/Quito on
 

a tinely basis and discussed routinely with AID personnel. The reports have
 

addresscd not only accomplishnments and alterations of project scope and plan 

but h tve acknowledged problems as well. They have noted difficulties in 

training, problems in dealing with local people and differences with provin

cial officials in;gaining acceptance for workers and the array of tasks they 

are exroctud to perform. 

http:mrr-i.al
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Monthly activity and nvironmcntal change reports are submitted to provincial
 

health offices by the community level workers. Almost no use is inade of
 

any of these data by the project other than in face-to-face supervisory con

tacts. They are not aggregated or summarized in their reports. Muchown 


more could be done with them, especially in assessing coverage and planning
 

for future effort. 
They could also be analyzed in evaluating replicability
 

of thie Project. 

While one would discourage the sort of data collection appropriate to
 

a lare scale, controlled experimental situation there are many things the 

Prchct should be trying to assess. For example, births and deaths within 

tho rerved cowimiuities could be monitored easily by workers who know their 

.o...unitie- well. Also, they could report incidences of diseases against
 

.,!,ch they routinely im..munize. For diseases 
 that might be difficult to moni

tur in 
a cas -by-caoe manner but which have manifestly high (or low) races 

should alo be reported. It is also possible to note clinical observations of 

r.itriti.-n levels of infants and children which now seem to be overlooked in 

rL:rt . These .'nd manly other phenom.ena and often sufficiently dra::atic in 

ihcir prcsence or absence to be observed by trained prefessionals withcut con

t: chinq elab<rate survey investigations. 

The initial goals of the Project were stated in rather non-specific form. 

?iie cloiir quantitative targets were probably inappropriate in this sort of 

Proj,:c , the persistent lack of attention to specific levels importantand 

changes does not contribute to the awareness of accomplishLments or of specific 

pruhlems. These were problem. not only for thier own aLssessment and planning 

but for outsiders who might be interested in replication. It means also that 

the Project cnn be more easily subjected to capriciou. political decisions 

regard4nq tho -ortsr.'6 care it. i allowed to offer. 



No one appears to be making comparisons of the progress of this project
 

and its impact on its participating communities and those of other programs.
 

Nor has there been an effort to assess systematically the continuing progress
 

in areas that were initially under the Project but which have been taken over
 

by the government. This represents missed opportunities for improving the
 

evaluative analysis of the Project--for the staff to assess the promise of
 

alternative methods of implementation.
 

Replicability
 

The Ministry of Health has in the past two years assumed responsibility 

for training and deployment of all community level health workers throughout
 

Ecuador. The question of whether the groups implementing this particular pro

ject or other private organizations could replicate it elsewhere in the country
 

i , therefore, meot. Replication by the government is a separate question. 

Many principles and techniques that have been tried by the Project are
 

being Incorporated in the government s strategy for providing comunity level 

care. The MOH program has drawn on Project staff for advice and assistance, 

I-'ur.l.y in an informal manner but as participants in training and as con

tinuing supervisors oi government trained auxiliaries as well. The resources
 

o, the Project have been used to expand coverage under the MOH program.
 

There are numerous features of the Project that could be easily dupli

cated in any program if they are demonstrated to be supportable and their
 

results are demonntrably superior to alternatives. Working through existing
 

local organizations, the step-by-step and non-formal training methods, training 

naterials, supervisory patterns and service elements are among these. Also, 

the broadening of health concerns as implementation progresses should provide 

useful lussons for other interventions. The cooperation of private organi

zatiorL; in the dclv.op:nvIt. of service systems of interest to the government 

has also oeen dumnstrated. Evcn if policies would not allow such private 
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organizations to be as fully responsible for health service projects they
 

could be used to stimulate interest, to assist in the coordination of local
 

groups and to supplement services provided by the government. Most of these
 

features could be replicated without increasing costs of projected MOH schemes.
 

The Project has depended heavily on existing organizations covering
 

wide areas. It has demonstrated that associations with a religious basis will
 

include secular concerns among their interests. This takes advantage of a 

growing tendency, especially in the Sierra, to replace the haciendado system 

with -,oreegalitarian system of mutual rcsponsibility. Where the -Project has 

hid access only to weak associations it has been less successful. Because ex

pansion was limited by government policy it is not possible to know if they 

could have generated greater participatory interest in those areas. The
 

differential success, experienced in gaining initial interest does raise a 

questicra about replication using the Project's strategy elsewhere.
 

There are many features of the Project that do not appear to be very 

.cstlj as it now stand_t replication would be very expensive. One of 

these is its dependence on a number of expatriate professionals who are 

willing to work this way would doubtless be difficult regardless of support.
 

Those who are now working are provided special conditions that would not be
 

available to persons employed by the government. These include schools for
 

children and residential coammunities that offer considerable social. support.
 

Implementation of the Project has depended on well equipped staff who
 

aze provided access to costly means of transportation including AID funded 

4X4 vehicles and a system of air transport operated by NAP. The existence 

of radio comnunication networks maintained by missionaries and local Evangeli

cal associations has been critical for Project operation. 

Althoucih 'the 1OH has been expanding its capacity it is questionable if 

it cuuld provide the same sort of support system for its personnel. The 



intensity of supervisory coverage, a major feature of this Project, will be
 

difficult to reprodulce at what the government might consider affordable cost.
 

Current efforts to utilize more sub-professionals in the supervisory system 

may offer a more feasible alternative.
 

The government program is 
now using MAF planes to transport a few of
 

its own supervisors and can probably continue this. 
The capacit'y of existing
 

personnel and aircraft to handle an increased load for expansion or replica

tion is limited. The possibility of utilizing aircraft to access xemote 

Anazonian populations has, however, been demonstrated. 

Radio corulunication between central locations and communities throughout 

Ecuador exists. The network appears pervasive where Vozandes/HCJB works with 

lo.-al groups and it is repoorted that others also have extensive systems. 
These
 

can be and are accessed for many purposes and by many groups not affiliated 

with the operators. These might not be limiting but they could represent a 

cost that must be con:idered in any attempt to replicate the Project or its 

essential features.
 

Assesment of Prject cosrs and the essentiality of its components for 

g 2Lo.qIM'haor e icesscritical. It provide neededis will 

gui:.arjce for planning the expansion of primary care in a rational manner. Until 

now there has been iittle consideration of providing such an assessment and 

the Project has not been described in ways that lend themselves to cost analyses 

that would be most useful in assessing overall replicability. It is fair to 

say that the Project has not been called upon to do this in an explicit way. 

It ,nould, however, represent a valuable contribution. 



Conclusion
 

This Project has a number of striking features. Among these are its
 

sheer scope and complexity and the ability of Project staff to maintain con

trol of its operations in the midst of dynamic conditions and institutional
 

relationships. , The four distinct contexts in which it is being implemented 

have required such dramatic adaptations that it would be appropriate to think
 

of it as a set of coordinated sub-projects, each offering different experiences 

and lessons. 

It is important to note that the Project staff view their own role as 

.ransitory. They see their efforts as offering initialipetus for community 

and govarnment interest in the provision of primary health care in areas 

where affiliated organizations have an interest. The Project, then, offers 

an opportunity to test impleientation and operational techniques that will, 

In the long run, improve the government's capacity to expand coverage of its 

own prograns. This is not to say that this particular Project is not dis

tinctive or innovative: Although Project commonents have beer, tried else

,her~ the particular configurations that have resulted from adaptation to 

existing circuistances'reprosent novel cases. 

The Project is meeting the terms of its plan. It is to be noted,
 

howcver, that the initial plan was not a rigid one. As is often the case 

in smaller proqram financed by USAID and implemented by private voluntary 

orc a.nzations, the pian left many parameters open and encouraged flexibility. 

This seems to h:ave been especially appropriate for the Project, which proposed 

implementation in a number of areas that had many unknown qualities. Changing 

qovernment policy ano activities relalted to health, the varying availability 

of su:portive resources and the inexperience of local organizations were all 

factors that roquired coursu alterations and changes in prioriuies as tho 



program developed. The Project has demonstrated the feasibility of adaptive
 

programming. As a esult government officials have, to some extent, recog

nized the need to tailor their own efforts to different conditions,which is
 

somuthing that they were not willing to do until its importance was argued
 

and demonstrated by Project staff. It was a change that was observable be

tween my two visits to Project areas and discussions with health officials.
 

The Project has coordinated the efforts of a number of expatriate
 

groups, reinforcing their interest and capacity to engage in health and 

development activities. It has also demonstrated that the groups can work 

cococracively with local Evangelical associations,which were important for
 

gaining community acceptance and pa):ticipation. This strategy has, however,
 

met with uneven success and appears to depend heavily on the strength of 

existing Evangelical associations. The Project has not been able to work as
 

wLA1 in areas where associations are weak nor has it generated alternative
 

stratescies that would serve as well. It is to be noted that this was not 

fully tasted because Project expansion was curtailed when the government 

inade the decision that only it could ccnduct training for community level 

workers in Ecuador. Whether more cormaunities not affiliated with the Evan

ge-lical groups would.have sought and found means to participate in order to 

emulate those that had promcters is an open question. 

In its initial proposal the Project indicated that it would train govern

ment officials in the process of program operation and maintenance. This has 

not bcen done in any formal sense but government officials have been invited 

to participate and observe Project observations and some have don, so. Addi

tionally, Project staff have consulted often with various MOH and provincial 

health officials, describing their own activities and inaking recomimlendations 

for the government's ufforts. Project staff have also worked with the MOH in 



its efforts to expand coverage of primary health care and have assisted it
 
in assuming responsibility for portions of the Project areas. 
In other
 

areas the Project continues to maintain supervisory and other responsibilities
 

for both the promoters who have received training only through the Project
 

and those who have been trained in the government's health auxiliary program,
 

thus becoming an integral part of the oyerall government program.
 

The Project has succeeded in reaching very poor and underserved popula
tions in_cuavdor. It has, however, not reached all such people even in the 
areas where it has some coverage. Communities that cannot be reached by motor 
transportation and aircraft are not likely to participate. That there are
 
limiks resultinq from dependence on 
 the cooperation of the Evangelical associa

tions has already been suggested. The criteria that communities must request 

oarticipation and that they must insure support for health workers alsio nec

eosari.y limits participation.
 

The Preject does not appear to have tried in any conscious manner
 
to ad!st its onn practices tof..indigsno.s belief 
 or has it made an effort
 

to incorporate traditional health practitioners. Still, it seeas that the
 

program operates as an integrated adjunct 
 to other sources of change and
 
thIFt it is accepted by the people 
it serves. Although at least one health 

worker has been rejected by a comtunity there is no indication that there 
is a rejection of the principle of primary health care using community worke:-s.
 

Indeed, where orijinal workers have 
 left, communities have tried to have 

replacements trained.
 

There have been some 
studiod, but sometimes inadvo'rtent, features of the 
Project that have mitigated potentially disruptive impacts of intervention. 

That com.unities must solicit to participate means that they have generally 

aJ.readv accepted what the Project offers and that they have had experience 

work:ing with external groups. 
What could be something drastically disruptive
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of local organizations and beliefs is also lessened because health workers
 

are drawn from the communities they serve. The presence of a Quechua physi

cian in Chimborazo and expatriates with long-term experience in other
 

provinces doubtless contributes to sensitive implementation.
 

Many features of the Project are already being taken over and replica

ted by the government prcgram. Since policies restrict training of health 

workers by those other than the MOH, the question of replicating by either 

Vozandes or other voluntary organizations is moot. The implementing 

agencies have, however, demonstra;ed their willingness to aid in expanding 

the coverage of the government's program and in trying to replicate some 

aspetts in their participation. The availability of expatriate professional 

staff who offer participation should be recognized as an important consideration 

in the assessment of .replicabiiity and program maintenance elsewhere. Without 

that continuing contribution, conducting the intense supervision and in

service training that are large elements, replication could easily prove
 

too costly for the governmenu to sustain on a wide scale.
 

.Aseriouscriticism of the Project is that staff have not documented 

fully its activities, changes ar)_spnc a ptations in ways that can be 

communicated to outsiders. They are to be complimented for the knowledge 

they have of what they have doen and their openness in responding to ques

tions but the lack of clear documentation has resulted in lack of recognition 

of successes and neglect of some probably important comparisons among results 

in the four Project areas and between this Project and others in Ecuador 

This should be rectified in their end-of-project repcrt.1.
(

(and elsewhere). 




A less remediable fault is that of neglecting systematic collection
 

of information on health conditions in the service areas. 
Perhaps some
 
dramatic changes in particular diseases can be reconstructed in useful ways
 
but variations among most speciFic health conditions that should have been
 
sensitive to the services provided remain unknown. 
Such informatiun could be
 
valuable for impact evaluation and program design. 
Data that have been
 
collected by community workers have generally been forwarded to government
 

offices or they zemain in worker's files, without aggregation and systematic
 

anysis.
- These could be used to assess better Project coverage, worker
 

effort, and service costs.
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AIPSE 	 (Asociacion Independiente de Poblacion Shuar Ecuatoriana) Associa
tion of indigenous communities in the province of Morona Santiago
 

AIECH (Asociacion Indigena Evangelica del Chimborazo) Evangelical
 
Association of indigenous communities in the province of
 
Chimborazo
 

4IEPB (Asociacion Indigena Evangelica de la Provincia de Bolivar) Evan
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health promoter - The first level health care worker for primary care.Since 
1980 these workers have received a stipend from the Ministry of Health. 

health volunteer - The first level health care worker for primary care 
trained by the project. 

Leche Avena - A milk supplement progran for lactating mothers and children 
sponsored by the Ministry of Health. 

water technician - A community meuLer trained by the project with special 
skills in well site development, hand pump maintenance and hand pump repair. 
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For over 25 years HCJB's two hospitals have provided acute curative care for 
the people of Ecuador. In the last 10 years there has been a growing con
cern for reaching geographically and ethnically isolated populations who 
were asking for health care. A request from the Quichus Indians of the cen
tral highlands caused the health care team to become interested in providing 
ongoing health services for these isolated communities. Because of a 
previous involvement in the jungle region, this was taken as a model to de
velop a program in primary health care which is described and analyzed in 
the following report. 

In writing the end of the project report the community development team of 
HCJB wants to share their experiences with others interested in development
 
and health care in developing countries. Initially the project team began 
with five full time and two half-time team members. Over the four years 
some have changed and others have been added. I want to personally express 
my appreciation to each team member for their faithfulness and contribution 
to the project development: to HCJB for the privilege of developing this
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manuscript. 
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others as well as learning from them. Their participation was an essential 
part of the project. 
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I LABU 8m&EW 

Ecuador is located in the northwestern part of South America, bounded by
Colombia to the north, Peru on the east and south, and the Pacific Ocean on 
the west. The country is small, about the size of Colorado (2000,000 square
 
miles) with a total population of 8,525,000 in 1982. The capital of Ecuador
 
is Quito, located in the northern part of the Andes mountains which cross 
the country from north to south. This mountain range divides Ecuador into 
three distinct geographical zones: coast, mountain and jungle.
 

The coastal plain, located between the Andes mountain range and the Pacific 
Ocean, provides temperate climatic conditions for crops such as bananas, 
coffee, cocoa, sugar cane, rice and a variety of fruits.
 

The mountain zone is considerably colder than the other areas, and in the 
mountain plateaus and higher altitudes up to 13,000 feet, the majority of 
the population are Quichua Indians. This region lies between the eastern 
and western ranges of the Andes mountains, being 50-80 miles wide and 400 
miles long.
 

The eastern zone is part of the Amazonian jungle which covers a large part
 
of South America. It is comprised of gentle slopes, some steep cliffs,
 
dense tropical forest, winding rivers, flat valleys and plains. Cash crops
 
are not generally raised here, although cattle raising has become common in
 
recent years. In all three regions the predominant occupation is subsis
tence faring. 

About 60% of Ecuador's total population lives in the highland zone and 35% 
live on the coast. The jungle is quite sparsely populated. More than 40% 
of the people who live in Ecuador are Indian, and another 40% are mestizos. 
Just under 10% are of Spanish descent, and 10% are of African descent. The 
official language of Ecuador is Spanish and the majority of the people em
brace the Roman Catholic religion.
 

CHIMBORAZO
 

In the highland province of Chimborazo 73%of the population is Quichua. 
They comprise part of a total Quichua population of three million, living in
 
both the highlands and jungle areas. The province is characterized by high 
plateaus. The altitude range is from 2,500-13,48 feet. There are basical
ly two seasons, the rainy season (Oct-May) and the dry season (June-Septem
ber). The diurnal temperature variation is very great, with temperatures 
sometimes reaching as high as 70 degrees at midday and dropping below
 
freezing at night. Besides the cold weather, there are often strong winds, 
periods of drought, flood, storms, frost and hail.
 

The terrain of the region is extremely uneven, with steep slopes and deep 



ravines, especially in the high plateaus. There are few lakes and rivers 
and during the dry season water is scarce for irrigation of crops. 

The Indian communities number about 400 and vary in size from 123 to 5000 
inhabitants. The average community size is 746 people. Farmland is gener
ally around the communities, though sometimes homes are built right on the 
farming plots. Each community has a municipal council which includes a pre
sident, vice president, and treasurer. These officials are elected annual
ly. Everything in the community is organized by the council. Usually, if 
the president accepts a new idea, the rest of the community will follow his 
lead. 

Two kinds of houses are found throughout the highland region. The tradi
tional chozaa are a small hut with earthern floors, small wooden doors, 
thick walls made of a mixture of a soft volcanic stone found in the area and
 
adobe, and a thatched roof. The roofs are extremely slanted and the thatch 
hangs far over the walls for better drainage when there are heavy rains. 
The chozas have one large room which serves as a bedroom, kitchen, living 
room and area to raise guinea pigs and chickens. There are no windows and 
no source of ventilation other than the small door. Consequently, the in
side is usually quite warm from the cooking fire. The floors are covered 
with straw which serves for sleeping. Later it is used for fuel in the 
fire. The other houses are usually made of adobe, brick, or cement with 
tile or corrugated tin roofs and dirt floors.
 

The traditional diet is based on products native to the region such as 
potatoes, barley, broad beans and several types of native tubers. In
creasingly, purchased foods are forming part of the diet. These would in
clude rice, noodles, sugar, salt, cabbage, onions, and rarely, fish or meat.
 
Guinea pigs are raised inside the houses because of the warmth of the cook
ing fire. They are eaten only on special occasions. Milk and eggs are
 
usually sold rather than consumed by the families who own the cows or chick
ens. Some families also own sheep, but they are valued more for their wool
 
than meat.
 

Due to lack of hygiene and the contamination of water, the major cause of 
illness in the highland areas isparasites in the intestinal tract. Malnu
trition does arise due to the diet which consists mainly of carbohydrates 
with little protein and this often exacerbates other problems. Other preva
lent diseases are tuberculosis and other respiratory-related diseases such 
as pneumonia, bronchitis, tonsilitis and ostitis media. Pytgerium, an 
irritation of the eyes caused by wind, dust, smoke and sun, isalso common. 

Traditional beliefs about Health
 

In the province of Chimborazo there are several types of traditional heal
ing. When a person falls ill the family usually tries to cure him with 
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herbs or home remedies, according to the symptoms. If that fails they try 
using medicines purchased in a pharmacy or else consult with a traditional 
healer, of which there are three types, curamdero. frigodaues and purteras. 

rhmaderos, or shamans are more concerned with finding the cause of the ill
ness than with diagnosing the type of illness. Illness may be caused either 
by supernatural or natural factors. One natural cause is "bad air" which 
enters the body rather than passing by. 

Another common cause of illness is sorcery. People will contract a 
ourandero or shaman to harm someone else by making them sick. In case of 
bewitchment, it is necessary to go to another shaman to have him find the 
problem and cure it. Often the shaman passes a young guinea pig over the 
body of the patient for a period of about fifteen minutes, all the while in
voking the spirits' help. The guinea pig is then killed and the insides ex
amined to find the area of the greatest concentration of blood. The affect
ed area of the animal corresponds to the area which is causing the illness 
in the patient. 

Various treatments are used by shamans. Same will include the use of poul
tices, and various plants or flowers which are passed over the body. A 
strong liqucr may also be rubbed on the body. Prescriptions of various med
icines to be bought in a pharmacy and to be taken in combination is also 
common. Treatments may include prohibition against bathing for long periods 
of time and various kinds of drinks made of ingredients such as: herbs, 
eggs, crushed snails, bread blessed by a priest, urine of a-young child, 
blood of animals, donkey'n milk, and toenails of a certain kind of frog. 
Sometimes a cure is effected by simply passing a bundle of food or herbs 
over the body and then throwing the bundle away when it has absorbed the 
evil which caused the illness. 

The shamans are concerned with illnesses which have a supernatural origin or 
are caused by sorcery. However, there is another group of healers which do 
not use spirits. They are called frigadores. Their name means "those who 
rub" and that describes their function. In cases of strained muscles or 
fractures which are not serious, they rub the area and tie it up with
 
cloths. The frigadores often recommend the use of western medicine in the 
case of a serious fracture, cuts or infections. 

Another important person involved in traditional health care is the partera 
or midwife. These women are usually quite well-prepared and experienced, 
although they don't sterilize any equipment and they have the custom of 
winding cloths very tightly around the mother's abdomen after the birth. 
Quichua women give birth in their homes with the aid of the partera unless 
there is some complication, in which case they go to a doctor or clinic. 
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BOLIVAR 

The other highland province in which the project took place is Bolivar. It 
lies Just to the west and north of the province of Chimborazo Md contains 
many of the topographical features which describe that province. However, 
in addition to the high plateaus, the western part of Bolivar extends into 
the coastal zone. The altitude range is from 1,100 feet to approximately 
13,000 feet above sea level, with all the consequent differences in climate,
 

vegetation, etc. In most of the highland areas water is scarce, but there
 
are a few natural springs. In the lower altitude water is more plentiful. 

The people who live in Bolivar are predominantly Quichua and their way of 
life is quite similar to those who live in Chimborazo. However, the people 
are generally poorer, and much less culture change has taken place. There 
are various factors which contribute to this. An agrarian reform law which 
was passed in 1964 was put into effect immediately in Chimborazo. Land from 
the large haciendas was distributed to those who owned no land. However, 
the reform has taken much longer to reach the province of Bolivar because of 
its relative isolation. Isolation has also hindered involvement of Govern
ment and development agencies. A paved road connecting the provincial capi
tal with the national network of paved highways has been finished only since 
1980. Another factor influencing the lower level of acculturation in Boli
var is that, until recently, few schools existed and education within the 
formal, national system had little influence.
 

The communities of Bolivar vary in siLe from 50 to 180 people. The organi
zation of communities follows the pattern of a council. These councils are 
not given a great deal of power by the communities, therefore outside enti
ties dealing with these councils have experienced difficulties.
 

The Quichuas of this province also practice subsistence agriculture. Most
 
families own a few small animals such as guinea pigs, chickens, and a few 
own a cow or sheep. 

The diet is also quite limited and based on potatoes and grains. Protein is 
scarce because protein foods are usually sold rather than consuned. Excep
tions are special events such as religious and regional celebrations when 
guinea pigs are eaten. For pregnant women and the cure of certain diseases,
 
eggs or meat soup are believed to be efficacious if the family can afford 
them.
 

The major causes of morbidity and mortality are the same in Bolivar as they 
are for Chimborazo: gastro-intestinal diseases, malnutrition, tuberculosis, 
and upper respiratory infections. 
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Traditional beliefs about Health
 

The system of traditional beliefs and health care in Bolivar is essentially 
the same as Chimborazo. It incorporates curaderos, frigadores, purtewas, 
medicines obtained in a pharmacy, natural drinks and poultices made from 
plants and herbs. 

MORONA SANTIAGO
 

The province of Morona Santiago is located to the east of the Andes range in
 
the Amazon jungle. There is an abundance of vegetation. However, the thick
 
canopy of the high trees blocks the sun so there are relatively few small 
plants or shrubs on the forest floor. Also, rainfall is extremely abundant 
and has the effect of leaching the soil of salts and minerals. For these 
reasons there is little humus and the soil is unsuited for intensive
 
agriculture. 

There are relatively few large land animals, although small animals and 
birds live in the treetops. There is a great diversity of species of both 
animals and plants, but a low density of population for any particular 
species. Temperatures rarely climb above 85 degrees, but the humidity and 
high rainfall can give the impression of high temperatures. 

The inhabitants c" che province of Morona Santiago are primarily of the lin
guistic and cultural entity known as Shuar. They number approximately 
45,000 within the province. The Shuars generally settle along rivers or 
streams in a dispersed pattern. "Communities" consist of a central point, 
usually an airstrip, around which families live, up to a distance of 2-3 
hours walk. Traditionally, they practiced slash-and-burn agriculture and 
consequently moved their gardens and homes every 2-3 years. Now, because of 
the government land reform, people have been assigned plots of land, have 
become stationary and live in closer proximity to each other. None of the 
communities with which the project was involved have access by road to the 
national network of highways. The only means of transportation are walking,
 
canoe in some areas, and small airplane if the community has an airstrip.
 

Shuar homes are built in a large oval shape with a palm thatch roof and dirt 
floor. The walls are made of wooden staves set into the ground about an 
inch apart to let light and air in. The houses are surrounded by gardens 
which are cultivated by the women. Land is cleared for gardens by the men, 
and the women then plant and care for them. The principal crops are sweet 
manioc, plantains and bananas. Maize is often cultivated as well as papaya, 
pineapple, peanuts, two kinds of sweet potato, tobacco and various medicinal 
plants. Usually each home has a variety of animals around, including
 
several dogs used for hunting# chickens, ducks, monkeys, birds, sometimes 
pigs and in recent years, cattle. 

5 



An importet part of the Shuar diet is sweet manioc, from which they make a 
beer called ebchm. This usually mild beer is consumed in great quantities$ 
especially by the men. Babies are given ahicim from the time they are wean
ed. Chitba is also made from a palm fruit and plantains. 

The principal source of protein in the diet is meat that the men bring back 
from hunting. The animals which are most abundant and used for food are 
monkeys. birds, peccaries, armadillos, tapirs or large rodents. Shuars also
 
eat insects, grubs, large ants and snails. Fish are quite plentiful in the 
many rivers and constitute another important source of protien. Additional 
variety in the diet is due to the practice of eating wild fruits and plants 
when walking through the jungle.
 

The relationship between wives and husbands among the Shuars is an inter
esting one. Women are valued for their role ii making chicha, tending the 
garden, and sometimes helping their husbands with hunting. Wife beating is
 
not uncommon to keep wives under control, but wives are usually consulted
 
and listened to when important decisions are being made.
 

Traditional beliefs about Health
 

The Shuars have quite an extensive and cohesive system of beliefs about ill
ness, its causes and prevention, and death. They believe that most illness
 
and non-violent deaths are caused by sorcery. However, "white man's di
seases", such as whooping cough, measles, colds and dysentery are not attri
buted to witchcraft. They recognize the danger of contagion and have tradi
tionally abandoned the house or isolated the person with symptoms of a con
tagious disease. The Shuars believe that disease may enter through any body

orifice, especially in the presence of bad odors. There is a specific area 
behind the house which is used for defecation. They place a great emphasis 
on bathing daily in the nearby river and on washing hands, especially be
fore serving chicha. The Shuars also have a complex system of taboos which,
 
if broken, can cause illness and death. For example, if a man with a small
 
baby touches a tiger skin, the baby will break out in a rash. Also, if a
 
person laughs too hard he will get a fever. Illnesses caused by breaking
 
taboos are not associated with spirits.
 

It is believed that a shaman sends spirits in the form of darts to cause
 
illnesses other than death, and those metioned above. Generally shamans are
 
either healers nr bewitchers, but both use a hallucinogenic drug. Hal
lucinogens are necessary in order to cross over into the "real" world of the
 
supernatural forces which determine the events of the illusory or waking
 
life. The spirit helpers which cause illness and death are invisible to
 
non-shamans and are visible to shamans only when they are under the influ
ence of a hallucinogen.
 

Shamans use spirits in the form of darts which they shoot into the victim's
 
body to cause illness or death. The force with which the spiritual darts
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are shot and the character of the spirit influence the degree of illness ex
perienced by the victim. It is also possible for a shaman to change the 
magical darts into supernatural animals which attack the victim. 

In order for another shaman to cure a patient, he must first ascertain whe
ther or not the illness is due to witchcraft. It is only at night that a 
shaman can see clearly into the reality of the supernatural and can see a 
spirit object in the body of a patient. If indeed illness is caused by a 
spirit having been shot into the body, the curing shaman enlists the aid of 
his spirit helpers to suck the spirit out of the body. He then regurgitates 
the spirit object and throws it into the air so it can fly back to .the sha
man who shot it.
 

The Shuar also grow many herbs and medicinal plants and almost everyone 
knows how to use them. Sometimes a person will get a reputation for being 
good at treating certain kinds of illnesses and they are called "the knowing 
ones". Shuars do not use mid-wives. A woman gives birth in her own home 
with the help of her husband, his other wives, or her mother.
 

In 1977, a health assessment was done in the province of Morona Santiago. 
The most prevalent problems, according to community members, were diarrhea 
and stomach problems, fever and coughs. Medical personnel reported that 
gastro-intestinal illnesses, upper respiratory infections, and malaria were 
the most prevalent diseases. Another serious problem is leishmaniasis.
 

PASTAZA
 

The province bordering Morona Santiago to the northeast is Pastaza. It also
 
forms part of the Amazon jungle and 4.s very much like Morona Santiago except 
that it is not as hilly. Animals and vegetation are quite similar. The 
cultural adaptation of the groups living in Pastaza is very much like that 
of the Shuars. Most of the province is inaccessible except by small air
plane. 

However, the culture groups who live in Pastaza are not Shuars. The popula
tion in the northern part of the province is predominantly lowland Quichua. 
Another small cultural, and linguistic group in this area is the Huarani. 
The southern part of the province is inhabited by the Achuars. 

The language of the Achuar Indians is similar to that of the Shuars, with 
dialectical differences. Their way of life is'also similar to that of their 
neighbors to the south, with a few differences such as house construction 
and the form of traditional implements. 

The lowland Quichuas have adapted to the jungle environment in much the same 
way as the other groups who live there. Garden products are the same and 
hunting and fishing are sources of protein. 
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Traditional beliefs about Health
 

The ccmunities of the province of Pastaza have only recently been organized
 
with a system of a town council. Due to the obvious logistical difficulties
 
involved in organizing and unifying a community, whose citizens live up to 
four hours away from each other, the community leaders don't exercise much 
control. Another factor which should be taken into account is communities 
in this jungle province are relatively new. Traditionally, people lived in 
small family groups where the older men exercised control. So, the idea of 
organizing and governing a community with a council is one. that will take a 
long time to incorporate and function well.
 

The people who live in Pastaza province also put a great emphasis on clean
liness. Contagious diseases introduced by contact with "Europeans" have 
caused devastating epidemics.
 

Both the Achuars and Quichuas have a similar belief system to that of the 
Shuars in relation to etiology of disease. Shamans use spirit helpers to 
cause and to cure illness. The beliefs and processes of curing used by the 
lowland Quichuas are nearly identical to those of the Shuars and Achuars. 

The diseases which are prevalent in Pastaza are gastro-intestinal problems,
 
tuberculosis, upper respiratory infections and malaria. Leishmaniasis is 
also a problem, though only six cases in this province have received treat
ment through the Ministry of Health.
 

BACKGROUND OF HCJB AND MAP INTERNATIONAL
 

World Radio Missionary Fellowship is a mission organization which was found
ed in Ecuador in 1931. This evangelical mission originally was a Christian
 
radio station and is better known as "HCJB", the call letters of the station
 
which broadcasts throughout the world in 16 different languages.
 

In 1949, the organization formed a medical division to provide basic primary 
care to indigenous people in Quito. In 1955, the existing 50-bed Vozandes 
hospital was built in the northern part of Quito. A demand for acute gener
al care in the jungle area resulted in the construction of a 26-bed hospital 
in 1958 in Shell-Mera, located at the edge of the jungle. Another aspect of 
the work of the Health Care Division of HCJB focuses on curative care for 
those living in rural areas of Ecuador. Medical caravans travel to differ
ent parts of the country to provide medical and dental services. In 1968 
the staff from Hospital Vozandes-Shell became involved in training and su
pervision of volunteer health promoters in the province of Morona Santiago. 
In 1978, Hospital Vozandes-Quito established a training program for interns 
and medical students in conjunction with the Catholic University of Cuenca.
 

MAP International, based in Wheaton, Illinois, began working in Ecuador in
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1975 *when Hospital Vozandes-Quito asked for assistance in developing work
shops and programs in health and community development. While MAP's primary 
emphasis is on health, it espouses a wholistic, integrated concept of devel
opment. Community health programs are understood to be those tn which a 
total health care approach is taken, integrating promotional# preventive and 
curative health services. These programs include both services for the ill, 
education and community organization which lead toward self-sufficiency, 
community pride and human dignity.
 

With this philosophy as its basis, MAP International created a Department of 
International Development. Through it, MAP seeks to assist medically
 
oriented evangelical organizations to initiate comunity health programs and 
to help them to be more effective in improving those community conditions 
which affect people's health. MAP provides assistance in planning and 
evaluating health-related programs, in development of community education 
curricula, and in training of community health workers. It also serves as a 
resource center of selected current materials in the international health 
and development field. 

The Health Care Division of HCJB initiated the grant proposal to USAID under 
which the program has been implemented. Because HCJB was not a PVO regis
tered with USAID, it was necessary to work through MAP International, to 
whom the grant was directly rewarded. The Community Development Department 
of HCJB's Health Care Division was the primary implementing agency. 

Other organizations which have had direct influence on project areas should 
be mentioned as they play an important part in the history and background of 
the project. Gospel Missionary Union is a mission organization which has 
been involved in work in two of the project areas. Their missionaries have 
worked with Quichuat in the province of Chimborazo since 1902. Almost from 
the beginning, their work included medical treatment, though the primary aim 
was evangelization. GMU missionaries operated a clinic, several 
dispensaries and a mobile clinic for the Quichuas. These services were dis
continued when the Ministry of Health assigned medical doctors to a year of 
social service in rural areas. The MOH also opened a health subcenter in 
Cajabamba, near the GMU clinic. In order to avoid competition, GMU closed 
their clinic and discontinued treatment. 

Gospel Missionary Union also sent missionaries to the province of Morona 
Santiago to work and live among the Shuar. A need for health care in this 
area prompted the missionaries to provide treatment to the extent possible 
in the isolated situation in which they lived. A clinic was established in 
Makuma in 1932.
 

In 1958, Hospital Vozandes-Shell began to treat those patients who could be 
flown out to the hospital. But a need for prevention of illness at the com
munity level prompted GMU to begin training and supervising health promoters 
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in 1968. Personnel from Hospital Vozandes-Shell participated in this train
ing of village health workers. 

In both of these provinces in which GMU has been working, they have helped 
form an Evangelical Association of Indians. These associations act as the 
governing body of the communities which are affiliated with them. The Asso
ciation in Chimborazo was formed in 1966, and the one in Morona Santiago in 
1962. These Associations were already well-established with an extensive 
infra-structure reaching to many communities in each province at the time 
the project began. Also, GMU has been instrumental in founding schools in 
both Morona Santiago and Chimborazo. For this reason a greater percentage 
of the Indians in these areas have had at least a few years of formal
 
education. 

In the province of Bolivar another evangelical organization, the Berean 
Mission, has been working with Quichuas for over 22 years. Their main goal 
is to evangelize and establish evangelical churches. They did not work at 
all in the area of health until 1977 when the Quichuas asked them for medi
cal help. As the Berean Mission did not have personnel prepared to work in 
the health field, they asked HCJB to lend assistance. Health care was a 
great problem because of the isolation and dispersion of the Quichua canmun
ities. Not.-even the Ministry of Health was able to offer medical care. The 
only assistance which had been given was in the form of medical caravans 
from Hospital Vozandes-Quito. The problem was that the caravans could only 
cover a limited area on an infrequent basis. Permanent, community level 
health care was necessary for these Quichua communities. 

An Association of Evangelical Quichua Indians was formed in the province of 
Bolivar in the year 1975. Therefore, the infrastructure of the association 
was not well developed at the outset of the project in 1978. The ramifica
tion of the lack of infrastructure will be covered more fully in the 
following sections. Pastaza has had several different mission organizations
 
working within its borders. Missionaries with the Plymouth Brethren and GMU 
arrived in the early 1950's to work with the Quichua and Achuar Indians. 
The Summer Institute of Linguistics have worked primarily with the Huarani 
since the late 1950's. There was no organized system of health care to 
cover this province before the project began. An Association of Evangelical 
Indians was not formed until 1981. However, there was some infrastructure 
due to the system of bi-lingual schools built by the missionaries in con
junction with the Ministry of Education of Ecuador. However, some of the 
more isolated communities where the project took place were still without a 
school when the project" began. The school teachers in each community had 
access to a two-way radio network operated by Mission Aviation Fellowship 
and the Plymouth Brethren.
 

Mission Aviation Fellowship has operated -aservice of flights with small
 
planes to communities in Pastaza and Morona Santiago from a base in Shell 
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since 1948. This organization has been instrumental in health care for the 
jungle provinces in that patients from distant and isolated communities have 
been flown out to Shell or to Quito to receive treatment. 

HEALTH SYSTEMS IN ECUADOR 

The Military system includes the police and military personnel and offers 
health care through a referral system of hospitals throughout the country.
Civilians can use the facilities, but usually at a higher cost. Primary 
health care is given on a limited basis usually in the form of medical cara
vans to help in special programs, such as vaccinations.
 

The Social Security system focuses on curative health care through hospitals 
and dispensaries throughout the country. Individuals are affiliated with 
Social Security by employment and receive lower-cost care. About seven
 
years ago, an extension program to cover rural areas was begun. A family 
pays a designated monthly fee which allows them to participate in the Social 
Security program. Dispensaries are the physical facilities found in the 
rural areas with referrals to hospitals.
 

The Ministry of Health offers curative health care to all. They also work 
through a system of separate MOH referral hospitals and dispensaries. This 
system is responsible for health policies. Itcontrols the registration and
 
practice of health professionals and the use of medicines. During April,
1981, a national decision stated that all would receive free medical care 
through the Ministry of Health, and this directive is in the process of be
ing implemented. 

For extension of coverage to rural areas a program for nurses and doctors 
was begun about 12 years ago under the Ministry of Health. Each graduate 
has to give one year of service in selected rural areas. In 1980 a program
for training village health workers was begun to complement health care to 
rural communities. The program includes health promoters and rural nursing
 
aides who act as supervisors for the promoters.
 

The private sector is basically made up of health care professionals who 
have organized clinics and dispensaries. The private health care system is 
found predominantly inthe urban centers. This is due more to unwillingness 
on the part of the professionals to live in a rural area than to shortage of 
personnel. 
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II rBDJPA'r OG AMS M"D.F 

Out of a concern for unreached, rural populations isolated by geographic or 
ethnic conditions, medical personnel of Hospital Vozandes in Shell and in 
Quito became involved in two extension programs; first in the jungle cut of 
the hospital in Shell and then in the muntain area out of the Quito facili
ty. Using the existing missionary hospitals in each area as a referral cen
ter, medical caravans began to provide health care to those who did not have 
government health service. The extension of this hospital service was 
mainly curative oriented, but changed after several years to include teach
ing and utilization of government services such as vaccinations. 

Training for thirty health promoters started in 1968 in the province of 
Morona Santiago. Although individuals had been .taught on a one to one ba
sis, a desire and need existed for a more organized program. Health manuals 
had been prepared in the Shuar language which were primarily curative 
oriented. The Shuar community wanted someone to help them with the more 
common illnesses which they were having such as stomach aches and bone pain.
 
Simple medicines were introduced at this time since there was a need for im
mediate relief. Ten years later the program was reorganized and focused on 
solutions for the cause of illnesses. 

The factors which helped initiate the project were: a request by the
 
Indians of the mountain province of Bolivar to improve their health status, 
an interest and concern by HCJB and MAP to extend health care to the iso
lated rural populations, a desire by USAID to become more involved in health 
care in Ecuador, and the availability of personnel from several private 
voluntary organizations (PVO's). Personnel from MAP, International and HCJB 
proposed to USAID a three year pilot project for training primary health 
care workers in five provinces of Ecuador. The two agencies had already be
gun working on promoter training programs through nurses stationed in Morona 
Santiago, Bolivar, and Chimborazo.
 

For many years health has been equated with the operation of medical insti
tutions. Whereas medical institutions are necessary to a total health 
system, they are inadequate to provide effective health delivery among large 
populations of people. Figure 1 visualizes a health system which integrates 
medical institutions with community education, primary health care and com
munity development in a wholistic concept of health.
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Programmatically# this model suggests the following kinds of things: 

1. 	 Communities need to be involved from the beginning in planning as well 
as implementing and utilizing health services designed for them. 

2. 	 An assessment of health conditions which exist in a specific community 
should precede and influence activities planned to promote health in 
that community. 

3. 	 Major emphasis should be given to non-formal, community education to 
help people adopt preventive and promotive health behaviors.
 

4. 	Primary health care, utilizing health workers from the communities, must
 
be combined with institutional services to make accessable curative ser
vices for rural populations. 

5. 	 Environmental concerns (i.e. potable water, sanitation) are integral 
parts of a health care system.
 

The goal of the project was t6 "improve health in the Indian populations of 
five rural areas of Ecuador where existing mission agencies are already 
working." .(See APPENDIX A for original Logical Framework Matrix.) The pur
pose of the project was to provide access to and utilization of specific 
services. Those services included community education, primary iealth care, 
medical referral system, and health related development assistance projects. 

The proposal was to measure improved health through adoption of health pro
moting behavioral changes, a decrease in prevalent disorders, an increase in 
health related environmental conditions and a provision of services to the 
designated isolated areas. It was assumed at the outset that the communi
ties would take an active part in the project. They for example would be 
involved in planning, choosing promoters and community education. It also 
was assumed that the preliminary surveys would provide an accurate assess
ment of the priority needs as viewed by the community members. 

At the conclusion of the project the goal would be met if the following in
dicators were met: primary health care workers actively working in 100% of 
the targeted communities, medical referral services being used 80% of the 
time, and environmental development projects initiated in communities cap
able of implementing such a project.
 

CHOICE OF THE GEOGRAPHICAL AREAS
 

Originally five provinces were chosen for the pilot project. In all of
 
these provinces missionaries have been working at least between 20 to 30 
years in establishing churches, in formal education and in providing minimum
 
health care. These specific provinces were chosen based on the desire ex
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pressed by the indigenous groups and-the confidence established by the local 
missionaries. These provinces were isolated from existing government health 
services. In Morona Santiago, an indigenous association (AIPSE) was func
tioning with a health commission; in Pastaza there was no formal health or
ganization, however, the local school system served as their infra
structure; in Bolivar and Chimborazo indigenous associations were func
tioning with health commissions in their beginning stages; the fifth pro
vince, Loja, had established medical caravans and a small clinic managed by 
OMS, International. Lack of project personnel caused the program planned 
for this province to be discontinued. The target communities were as fol
lows: Morona Santiago - twelve communities in the Yaapi area and 17 in the 
Makuma area with a total estimated population of 2,700 accessable by air 
from Shell or Macas; Chimborazo - 50 communities around the Colta area with 
an estimated population of 30P000; Pastaza - 12 communities with an estimat
ed population of 2000 accessible by air from Shell; Bolivar - 30 communities
 
throughout the province with a base in Guaranda with an estimated population 
of 3000-5000. The total targeted population was 38,700 indigenous people. 

COORDINATION AND COOPERATION 

The project's goal was to coordinate its activities with ongoing work of lo
cally based mission agencies. In each of the chosen provinces an establish
ed mission group provides an ideal link which had already gained the confi
dence of the people. The willingness of each of the mission agencies to 
work through their philosophical differencies and coordinate their health 
outreach was of great importance. A unified and coordinated thrust was pos
sible in each area. The prior relationship established by each of the 
mission agencies expedited the entrance and acceptance of the project. Even
 
with this type of assistance the project took one to two years to obtain a 
sense of acceptance by the local communities.
 

In the province of Bolivar the work of the Berean Mission was built upon. 
In the first years several of the mission's personnel contributed part of 
their time for coordination and training. The Gospel Missionary Union (GMU)
 
provided a strong link in the two provinces that progressed most rapidly, 
Chimborazo and Morona Santiago. This helped demonstrate that longevity of 
prior work- in an area and utilization of personnel who had participated in 
that work could be built upon very advantageously to provide needed health 
care services. In Pastaza a less established work had been carried out by 
several mission agencies. The jungle terrain .and fragmentation of cultural 
types within the province hindered local coordination and made coordination 
with the mission agencies difficult.
 

The Plymouth Brethren mission was the agency the project predominantly 
cooperated with in Pastaza. The local organization was the public school 
system. therefore even at the local level there was no single area wide 
organization to tie into. 
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The coordination with the local organizations outlined irn the prior para
graphs on "choice of areas" and mission agencies noted above were only a 
portion of the participating organization. On the national level the Minis
try of Health (MOH) and various government entities were included in the 
project. Under the MOH various sections cooperated quite clearly. The di
vision responsible for all environmental health provided great assistance to 
the project in the area of water and sanitation. Government programs of 
milk supplement, leohe aveza, planned parenthood, and agriculture cooperated 
with the project in specific provinces to augment the health promoters' edu
cational background. The project was then used to help implement parts of 
these MOH programs such as vaccinations and distribution of the milk supple
ment. 

CENTRAL COORDINATION AND COOPERATION 

Permission for training health workers was obtained from the general direct
or of the Ministry of Health on December 8, 1978. This was preceded by sev
eral meetings with officials from various sectors of the health ministry; 
eptdemiology, rural health, community health, rural development and nursing. 
As MOH directed their focus towards primary health care, a national commit
tee was formed which included FODERUMA (a development agency of the Central 
Bank), the. MO1H personnel and several consultants from PAHO and other agen
cies. The' committee became the contact group for development work until tle 
committee was dissolved in 1981. After this date the community health de
partment of the MOH became responsible for implementation of the primary 
health care program.
 

EVALUATION 

The total development of the project was initiated, guided midway and con
cluded by evaluation sessions. Due to a limited experience in designing 
such a project, the original plan was intended as a guide which could be di
rected through periodic evaluations. The evaluation process has proven to 
be an effective tool in program planning.
 

The initial evaluation to obtain baseline data proved to be difficult and 
frustrating. National statistics were gathered, however in isolated areas 
they were very limited and about five years old. A household survey was 
conducted by local people, but even using the local people there was a great 
resistance to answering any questions. In those cases where a response was 
given it most likely reflected the response the interviewee thought was 
desired. Isolation also provided a large barrier to obtaining a true cross 
section of the population. Greater success in obtaining baseline 
information was obtained through personal contacts. Discussions with the 
indigenous associations and local missionaries provided a good cross check 
on all the statistical data gathered. 
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After ten months, two years, and four years major evaluations were 
conducted. Before these evaluations project personnel would either hold 
local evaluations or informal sessions with the health promoters or the 
communities to gather their input. These were held in Quito and consultants 
were brought in to help conduct the sessions and maintain objectivity. The 
two year and final evaluations were then supplemented by an independent 
evaluator brought in by USAID. These took place in April '81 and November 
'82 by Dr. Patrick Marnane. 

Ongoing evaluation was done through on-site visits and progress reports. 
This was done at the promoter-supervisor level and at the project staff-di
rector level. Project staff were given freedom in their planning, although 
monthly plans and monthly activity reports were submitted to the director. 
Since much of the evaluating was done through observation, the observed 
changes became a major part of the activity report. 
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III PROJ.ETCOrOtUOG 

The following chronological overview of the project has been keyed according 
to type of activity. In this manner specific interest areas can be easily
traced from their origen and throughout the duration of the project. 

C = Community Education 

E Evaluation 

GOE Government of Ecuador Involvement 

P Planning 

S = Supervision 

T = Training 

W = Workshop 

DATES ACTIVITY
 

November, 1968 - Formation of the health commission under AIPSE 
T (Asociacion Independiente de Pueblo Shuar del
 

Ecuador) 

- First course for Shuar training 30 health workers 
developed records and manuals in Shuar. 

Feburary, March - Committee for Development of Health and Welfare in 
April 1969 the Amazon Region gave a three month course for rural 

nursing aides. The committee had representatives
 
from U.S. Peace Corp* Hospital Vozandes-Shell,
 
Ministry of Health at the provincial and central
 
level. Cooperation with the Shuar Federation in
 
Macas.
 

May 1976 -First Community Development workshop in Quito for
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W 


February 23-25 1977 


March, 1977 


May 17-21, 1977 

E 


June, 1977 

GOE 


November 1977 

E, GOE, T 


HCJB managers. Directed by Dr. Don Miller, MAP
 
International; David Werner, author of Where There I 
NoggDtr; and Dr. Dean Miller, Director of Health
 

Education Program, University of Toledo, Ohio.
 

-Program planning seminar held in Shell at request of
 
AIPSE and sponsored by HCJB and MAP, International.
 
Dr. Don Miller directed the seminar. Health asess
ment plan designed.
 

- Lois Price, nurse, to Makuma - headquarters of
 
AIPSE. 23 health promoters functioning.
 

- Health Assessment household survey done by Dr.
 
Wally Swanson and sons, Jeff an' Todd. Were assisted
 
by Shuar informants. Three communities selected by
 
random sampling around Makuma were Kim, Saisaim, and
 
Tunantza.
 

- Contact with CREA in Cuenca (Colonizacion en La
 
Ecuatoriano Amazonica) in reference to health teach
ing for AIPSE. Received 20 water pumps for Morona
 
Santiago.
 

- Evaluation of health assessment. Don Miller helped
 
plan a training program for Morona Santiago in
 
Makuma.
 

- Analyzed the results of the household survey and 
non-structured cmmunity meetings. See Appendix B 
for the major findings of the household survey for 
Morona Santiago. 

- Consideration of Yaapi for a cattle project.
 

- Consideration of Bolivar province for a health pro
moter course.
 

- Contact with USAID - Al Hankins suggested that wt 
submit a proposal for primary health care. One page 
outline submitted for discussion. 

- Contact with the Ministry of Health.
 

- Two Shuar started government rural nursing aide 
course in Azogues- Luis Punchera from Yaapi and 
Daniel Tiwi from Cuchaentza. Scholarship given by 
HCJB.
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December, 1977 
W 

February, 1978 

February 28 -
March 6, 1978 
T, P, C 

April, 1978 
T 

May, 1978 

P, GOE, W 

- Project personnel to MAP workshop on Community 
Development in Michigan, the Dale Mayfields, Martha 
Craymer and Roberta Hostetter. 

- Martha Craymer, a nurse assigned to Guaranda, 
Bolivar. 1964 Toyota donated by World Concern as
signed to Guaranda. 

- Corse with association leaders about concept of 
primary health care directed by Richard Crespo, MAP, 
International. 

- Program design and budget done for Chimborazo. 

- Reviewed Morona Santiago and Pastaza program de
signs and visited the areas. Discussion of program 
with Yaapi health commission about medicines, promot
er service and pay. 

- USAID presentation by Richard Crespo, MAP, Interna
tional.
 

- First course for health promoters in Majipamba, 
Colta. 26 students taught by Dr. Naula, Roberta 
Hostetter and Ministry of Health personnel. 

- First course in Vinchoa, Guaranda, 8 students
 
taught by Martha Craymer, Dr. Cevallos and Ministry 
of Health Personnel. 

- Richard Crespo, MAP, International reviewed pro
ject.
 

- Worked with Manuel Rizzo, Health Programmer, USAID
 

on budget.
 

- WHO course on immunization.
 

- Met with Maria Barrigan, Nursing Director, MOH to 
discuss health promoter program. 

- Preliminary visit to Saraguro, Loja. 

- Sara Riser attended World Federation of Public 
Health in Nova Scotia. Role of PVO's and Primary 
Health Care were topics of discussion. 
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July 31 -
August 4, 1978 
W, GOE 

September 15, 1978 

September, 1978 

November 5-10, 1978 
P, GOE 

November 20-23, 1978 
P, GOE 

December 8, 1978 
P, GOE 

January, 1979 
P. GOE 

- Sara Risser attended MAP workshop and Congress. 

- Community Development workshop directed by Richard 
Crespo on Primary Health Care and education. About 
25 in attendance from GMU, Hospital Vozandes, German 
Volunteers, Berean Mission, AIPSE, Norwegian Lutheran 
Mission and the Ministry of Health. Dr. Naula, a 
Quichua doctor doing his rural year in Cajabamba was 
also present.
 

- A first formal meeting with PVO's and Ministry of 
Health.
 

- Contract signed with USAID through MAP, Interna
tional to initiate OPG 518-0002 on October 1, 1978. 

- Request from MOH to visit jungle project areas. 

- Health department, USAID and HCJB met with communi
ties in Makuma, Tunantza, Corrientes, Saasaim, Bufeo, 
Conambo, Morete Cocha, Villano, Arajuno. These com
munities are in the provinces of Morona Santiago and 
Pastaza. During the visit Villano and Morete Cocha 
were designated to have rural aides. The team was 
made up of six from the Ministry of Health, six pro
ject personnel and one from USAID. Dr. Miguel 
Almeida, Director General of MOH was a part of the 
team in Pastaza. 

- MOH and project personnel traveled to Chimborazo 
and Bolivar provinces for review of curriculum and to 
check out teaching centers. 

- Dr. Manuel Naula assigned to help in teaching and 

supervision. 

- Second course in Bolivar. 

- Obtained written permission to train health promot
ers in five provinces -. Chimborazo, Bolivar, Loja,
 
Pastaza and Morona Santiago from the MOH Dr.
 
Miguel Almeida.
 

- Dr. Cesar Rivadeniera assigned as rural doctor to
 
Columbe. Became involved in training promoters. Be
gan working with Dr. Naula. Became responsible for
 
about 20 promoters from that area.
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January 26, 1979 


February, 1979 

P, GOE, T 


April 19, 1979 

P, GOE 


April 16-27, 1979 


May 19 - July 1979 

GOE, T 


June, 1979 

T 

June 21, 1979 

Pt GOE,.C 


June 25-29,1979 
T 

- Received first money from USAID.
 

- Curriculum development with the MOH in Chimborazc
 
and Bolivar for training health promoters.
 

- Introduction of water filters and latrines.
 

- Met.with FODERUMA and MOH for discussion of primary
 
health care.
 

- Personnel from FODERUMA, MOH, OPS, travelled to
 
Makuma to meet with AIPSE and HCJB personnel. Walked
 
to the community of Achuentza in order to show
 
officials in Quito the reality of providing servi
ces in the rural area.
 

- First contact with Rural Social Security System. 
Not interested in training health promoters.
 

- First course held in Pastaza province. Curriculum
 
developed by MOH nurse, Ines Yepez - 27 participants.
 
Very difficult to teach because of 4 different lan
guages - Shuar, Achuar, Quichua, and Spanish.
 

- MOH suspends all training activities by provincial
 
doctors.
 

- Catholic University nursing students went to
 
Chimborazo for clinical experience in community
 
health. Helped to teach courses.
 

- Request to use Dr. Manuel Naula in the program.
 

- Family gardens introduced into the curriculum.
 

- First meeting of the newly formed national commit
tee for Primary Health Care. This was a hisrial
 
meeting since it represented a "pulling together" of
 
organizations working in health. The purpose was to
 
exchange ideas between governent, community repre
sentatives, and PVO's. Fifteen health promoters 
came from five provinces. Six PVO's were present. 

- Follow-up mini-course in Arajuno, Pastaza. Focused
 
on government services.
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July, 1979 
T 

July 30 -
August 1, 1979 
E 

August 1979 

August 6-9, 1979 
E 

September, 1979 
T 

October, 1979 
T 


November 14-15, 1979 

December, 1979 
T 


January, 1980 
T, E 

February, 1980 

GOE, To So 

- Book on latrines written by Craig Shuck. 

- Three promoters from Chimborazo and one from Morona 
Santiago graduated from nursing aides course in 
Azogues.
 

- Dental hygienist joined the team in Bolivar for six 
months.
 

- Evaluation seminar conducted by Dr. Don Miller and 
Richard Crespo. HCJB and USAID personnel participat
ed. Two men from MOH participated for a portion of 
the evaluation. 

- Second trip to Saraguro for investigation. No per
sonnel available therefore the area of Loja was drop
ped.
 

- Dr. Manuel Naula hired for Chimborazo. 

- Dr. Don Miller, consultant from MAP, to help in 
evaluation and planning. 

- Three project vehicles arrived from United States. 

- Second promoter course in Pastaza, 17 participated. 

- Promoter course in Morona Santiago - census and 
vaccinations were emphasized.
 

- Conference of all Quichuas in Ecuador. Among their 
requests is primary health care. 

- Began curriculum draft developed by HOH (see out
line).
 

- Book on water written by Craig Shuck.
 

- Course on family gardens held in Colta. Establish
ed an experimental garden in Majipamba. 74 out of 80 
families in Lirio began gardens. Taught by Quichua 
agronomist student. Promoters from the Columbe area 
were included in the course. 

- Project personnel attended a conference by MOH on 

the status of primary health care in Ecuador. 
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March. 198(Y 
GOE, T 

April 28 -
May 2, 1980 
GOE, T 

June, 1980 

T, GOE 

- Dental Hygiene was added to the province of Morona 
Santiago and Bolivar with a volunteer dentist from 
North America. In Morona Santiago an experienced 
health promoter who was illiterate was taught the ba
sic techniques of filling and pulling teeth. He la
ter worked with a dentist from the MOH who gave him 
responsibility for the people in and around surround
ing areas. 

- Supervision of the volunteer promoters was done by 
MOH rural nursing aides in Morona Santiago. 

- Promoter courses continued in all provinces. 

- Mothers clubs were formed around the distribution 
of Leche Aveia, a government milk supplement program. 

- School health programs were introduced and amall 
first aide boxes were installed. 

- Radio health programs were developed by Dr. Naula. 

- A stipend was established for promoters by MOH. 

- Second course on family gardens in Colta with pro
moters from Columbe. 

- Non-formal Education seminar was held in Colta for 
project personnel, selected health promoters and 
workers from all four provinces. This was the first 
time that some of the jungle Indians had traveled to 
the mountain area. Dr. Ted Ward from Michigan State 
University taught the seminar - four languages were 
used. 

- Review course held in Pastaza province and Bolivar. 

- Richard Crespo and Sara Risser involved in training 
program for nurses who would provide promoter train
ing for MOH. 

- School health programs done in Bolivar. 

- MOH began their promoter courses in Emeraldas, 

Imbabura and Chimborazo. 
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- Manuals for promoters available on a limited basis. 

June 30 -
July 2, 1980 
E 
July, 1980 

- Evaluation Seminar directed by Richard 

- 120 MOH health promoters graduated. 

Crespo. 

August, 1980 - Involved in a study of primary health care by 
National Institute of Investigation. Study was 
in Napo, Chimborazo and Esmeraldas. 

done 

October, 1980 - First stipend was given to health promoters. 

January, 
W, T 

1981 - MOH seminar for provincial health leaders 
mary health care. 

on pri

- Community education course for Pastaza and Morona 
Santiago by Richard Crespo. Attended by one person 
from Morona Santiago, one from MH and three Huarani. 
Language difficulties limited the Huarani. 

February, 
T 

1981 - Dr. Naula asked by MOH to help in program. 

- Water course by Ron Moore in Shell and Colta on 
sign of wells, use of well driller, potable water 
and source of water. Attended by MOH and'other 
goverment agencies. 

de-

March, 
GOE 

1981 - Language barriers created problems in selecting 
tential participants for MOH promoter courses in 
Morona Santiago and Pastaza. 

po-

April, 
T, E 

1981 - Course on community participation 
Richard Crespo. 

in Colta -

- Mid-term impact evaluation by Dr. Patrick Marnane. 

June, 
C 

1981 - Containers with plastic faucets for storage of 
boiled water were being used in Morona Santiago. 

July 20, 
P 

1981 - First formal meeting of project personnel and MOH. 

1'
 



September, 1981 - First rural doctor to Makuma. 
T
 

- First community education course given by MOH for
 
promoters.
 

October 1o 1981 - Information seminar presented by Project personnel 
E for USAID, MAP, UNICEF, FODERUMA and MOH. 

October 22-23, 1981 - Formal one year extension of OPG 518-0002.
 
E 

- Revision of promoter manuals by PVO's, MOH and 
others. This was the first group revision. Promoters 
also had an opportunity to give their input. 

December, 1981 - Two promoters trained by the project from Bolivar
 
T and Morona Santiago and Pastaza participated in the
 

rural aides course.
 

- Wells prepared for pumps installed in Pastaza, 

Morona Santiago and Chimborazo. 

January, 1982 - Water tech training began in Chimborazo. 

April, 1982 - Seminar for PVO's given by the MOH on their pro-
GOE, T grams. As a result, meetings were held with CONADE 

and Dr. Julio Palacios. 

- MOH promoter course for Shuar taught in Shuar by 
two nursing aides and MOH nurse. Twelve volunteer 
promoters from Morona Santiago and five from Pastaza 
were able to participate.
 

- First MOH promoter course held in Bolivar. 

July, 1982 - End of project evaluation with Dr. Don Miller and
 
E Richard Crespo.
 

August, 1982 - Water tech training began in Morona Santiago.
 

September, 1982 - Project extended until December 31, 1982. 

November, 1982 - Evaluation impact by Dr. Patrick Marnane. 
E 

- Water filter demonstration course in Colta and 
and Yaapi by Fernando Mazariegos. 

December 31, 1982 Termination of funding by USAID for OPG 518-0002.
 

/
-1> 



IV PFD r DACr 

When considering the accomplishments of the Rural Health Care project there 
are several introductory comments that should be elaborated on regarding the 
cooperation and input received from other organizations and goverrment 
agencies.
 

Much emphasis has been given to vaccination programs in each of the four 
provincial areas. Because of the health education provided by the health 
promoters in the communities there was an acceptance of the government vac
cination program. Without the cooperation and coordination of the Min
istry of Health helping with vaccination campaigns in Bolivar, Morona 
Santiago and Pastaza, it would have been impossible to accomplish the given 
amount of coverage in these areas. The province of Chimborazo moved a bit 
slow3r in the area of vaccinations due to the initial difficulties encoun
tered in coordination with MOH and the lack of available vaccine. Also, 
those in charge of the MOH program of vaccination in Chimborazo had request
ed that the program be carried out through existing government subcenters 
rather than providing vaccines directly to the communities through project 
personnel or MOH personnel. Many children were not able to be vaccinated 
because the vaccines were often not available through the local government 
suboenters. Steps have been taken to resolve this problem with the assign
ment of a rural doctor to the area and the increase of vaccines to this sub
center.
 

Sanitation and pure water have also received much emphasis throughout the 
history of the project. The government water and sanitation agency (IDS) 
has cooperated with excellent help in Bolivar through the provision of 
latrine tops to communities and through engineering consultations in both 
sanitation and water systems. Pastaza, also through the office of IEOS, has 
provided hand pumps for wells. IEOS in the province of Chimborazo has co
operated with the project through assistance in the hand pump and water sys
tems program. The U.S. Peace Corp has provided valuable technical help in 
the water technician training program in the province of Chimborazo and 
Morona Santiago.
 

MAP, International has been a tremendous help with their consultants and 
their excellent help provided in the area of non-formal education that was 
so necessary in the on-going training program of the health promoters.
 

PROJECT IMPACT SUMMARY 

Of the total population of 54,000 served through the project in the province 



of Bolivar, Chimborazo, Morona Santiago and Pastaza there are 9,820 families 
living in 128 community areas. For the purpose of the late 1982 survey 45 
communities or 36% of the total communities representing 1,315 families were
 
contacted. During 1978 and 1979 the project trained 142 health promoters of 
which 83 were involved in 1980 through 1982 in continuing education. Eigh
teen additional promoters have been trained by the MOH as rural aides and 
are working in supervisory and community health roles. Project personnel 
are currently responsible for direct supervision of 57 health promoters 
working in communities in project areas. 

Of the ten water technicians trained eight are presently active in well site 
development, hand pump installation and general hand pump maintenance.
 

Preventive health emphasis has seen 924 or 68%of the under 5 years of age 
population in 45 communities vaccinated with DPT, BCG, polio and measles 
vaccines. The project referral system has referred over 106 patients and 
has noted a significant reduction in parasitic infections in all areas. The
 
project areas in Bolivar and Chimborazo have noted a 51% increase in 
families with their animals separated from the living area. There has been 
no change noted in Morona Santiago and Pastaza. A 42% increase in family 
gardens has taken place in the province areas of Chimborazo and Pastaza.
 

In environmental health the statistics have increased in all areas with a 
total of 204 latrines and 54 hand pumps. In addition to these categories 
61% of the families in project areas are boiling water or using other pure 
water sources. The percentage of families washing their hands before meals 
is 25%. (See the following chart of the project impact.) 



Population served 
# people

# families 

# communities 


1982 survey ()
 
# people 

# families 

# under 5 yr. 
# communities 


Training
 
# promoters 

# promoters in
 
continuing ed. 

# promoters supervised
 

direct 
indirect 

frequency yearly 

# water techs 
# community health 
meetings/month 


Alfalit (@
 
graduates 

enrolled 

Bolivar 

5,500 

1.000 


21 


1,550 

270 

93 

7 


13 


6 


11 
-

6 
-

2 


9 

50 

PROJECT IMPACT 

Chimborazo 

43,000 

7,820 


55 


1,970 

350 

162 

5 


63 


42 


6 
-

12 
3 

4 


. . 

SUMMARY 

Horona Santiago 

4,000 

730 

35 


2,640 

480 

900
 
24 


32® 


29 


29 
6 
5 
5 

2 

Pastaza Total 

1,500 54,000 
210 9,820 
15 126 

1,200 7,360 
215 1,315 

9 45 

34 142 

6 83 

11 57 
- 6 
3 

8 

9 
- 50 



Preventive
 
# vaccinated 

under age 5 

referral system 

reduction of
 
parasitic infection 

0 families with
 
animals apart from 
living area 

0 gardens
 
families 

communities 


Enviroumental 
I latrines 
#hand pumps 
# families boiling
 
water 
# families using
other pure water 
# families washing
 
hands 


Bolivar Chimborazo 


60 (65%) 64 (40%) 

@ 

35 (83%) 50 (47%) 

37 50 

132 (49%) 186 (53%) 

- 70 (20%) 
- 3 

57 70 

- 39 

260 (59%) 130 (37%) 

- 100 (28%) 

188 (69%) 70 (20%) 

Horona Santiago 


800 (89%) 


21 (79%) 


( 

no change 


480 (199%) 


68 

8 

150 (31%) 

150 (31%) 


Pastaza Total
 

(80%) 924 (68%)
 

Increased 106+
 

( 

no change 318 (24%)
 

165 (77%) 715 (42%)
 
3 

9 204
 
7 54 

20 (9%) 560 (42%) 

250 (19%) 

216 (45%) L 45 (29%) 519 (38%)
 

*Impact by province explained on the following pages.*
 

a - All statistics given refer to the 1982 survey.

b - The 1977 baseline figures were "very few" or "none" in all areas mentioned with the exception of
 
Norona Santiago in the category of 0 promoters and hand pumps.
 
c - Baseline figures for 1977 show 37 promoters existed that had received rudimentary training.

d - Alfalit, a literacy program to teach adults up to a primary level. 
e - All children under five years of age were required to received BCG vaccine.
 
f - Twenty-two promoters (75%) reported a significant reduction in parasitic infections in the
 
communities surveyed.
 
g - Promoters reported a significant reduction in parasitic infections in the communities surveyed.
 
h - Baseline figures show the existence of six hand pumps in 1977.
 



BOLIVAR 

Baseline Data -- Before the project began in 1978 there was nothing being 
done in the communities in which we now work in the areas of health teaching 
and health improvement. Ten houses were surveyed in each of the seven
 
communities. The houses and communities were chosen at random by pulling 
number slips out of a hat. All of the communities had less than one hundred 
houses; therefore, project staff felt that ten houses would be an 
appropriate sample size. 

Training.
 

Background - No health promoters trained to work in the communities. 
- During the four years of the project thirteen health promoters have been 
trained. Five of the six that are still active in the project have complet
ed training offered by the government in addition to the training offered by 
the project. One has completed his training as a rural health aide.
 

Background - No promoters available for communities to utilize. 
- During the 1981-1982 year 105 families have used promoter services at 
least once. Services provided by the health promoters included: health 
talks, referral service, curative medication, help in latrine construction,
 
help with vaccination programs, etc. The project has functioned in 21 com
munities with an estimated total population of 5,500 people.
 

Background - Very little emphasis was put on health teaching in the communi
ties. 
- The health promoters have been trained in a method that involved the 
learners in dialogue. "Health talks" are held approximtely two times every 
month in each community. It is estimated that 50% of the community partici
pates in any given "talk". Indications are that people are becoming in
creasingly aware of the cause/effect relationship involved in their personal 
health and in disease transmission. 

Background - Very little emphasis on the program of Alfalit in the project 
areas. 
- Since the beginning of the program in 1979 (fall) there have been nine 
graduates. Six more will graduate in April 1983. Of the 50 registered in 
the program 25 attended the last course in January, 1983. Project staff was 
responsible for teaching science (human body, animals and social) to the 
second and third levels the first year. The following years all classes 
(math, language, science, Bible and dictation) were taught on the third 
level (fifth & sixth grade). 



Preventive
 

Background - Suspicion and resistance regarding vaccinations.. 
- Promoters have taught about vaccinations and communities have responded. 
There is a growing acceptance of the government vaccination program. 655 of 
the 93 children in project communities have completed the entire three stage 
government program. This program included vaccinations for: DPT, polio, 
measles and BCG.
 

Background - People didn't go to referral subcenters because they were not 
treated. 
- Patients with disorders beyond the capacity of the promoters to treat 
have received attention at the nearest subeenters or in Guaranda. When the 
promoter refers a patient to the suboenter and goes with him the patient 
will receive the needed care. Promoter records show that 35 of the 42 
people referred received the care needed. 

Background - Before the project began people would go to any pharmacy and 
buy indiscriminately something for their parasites or the pain in their ab
domen. 
- Due to preventive health care the curative use of medicines is declining. 
There has been a decrease of 37% in the project communities of the need for 
use of parasitic medication due to the emphasis on improved health. Trained 
promoters are now providing a more appropriate use of available necessary 
medicines.
 

Background - Animals have had free access to living areas and their drop
pings have not been removed. 
- Some families are now restricting animals from the living area and are 
cleaning up droppings. Surveys indicated 49% of the homes are free of gar
bage and animals wandering throughout.
 

Environmental 

Background - In 1977 there were no latrines in use in project communities. 
- People now believe that using latrines improves their health. The rela
tionship between disease reduction and latrine utilization is very apparent 
as you talk with people. There are (November 1982) 57 latrines in seven 
communities. Of these 57, 30 exist in one community where there are 28 
homes and a school.. Personal interviews noted that 90% of those having la
trines utilize them.
 

Background - Very little interest and understanding in the need to drink 
potable water. 
- As a result of promoter education people in the communities are much more 
aware of the need to drink pure water. There is a growing desire for 



potable water systems. Even now, survey data indicates that 60% of the 
people in project communities are drinking water treated either by boiling 
or adding chlorine. Goverment agencies working with interest in water are 
also helping to get water systems into communities. As a whole, people in 
the project area believe that drinking potable water improves their health. 

Background - Very little interest in washing hands before meals. 
- Documentation in the project area indicates that 70%of the people sur
veyed are washing their hands more frequently now. Project personnel visit
ing homes in the communities are now offered water to wash their hands 
before eating and have noticed members of the family doing the same. Ab3o, 
when the community gathers for meetings, project personnel have observed 
people washing their hands before meals. This was not common during the 
first years of the project. 

CHIMORAZO
 

Training
 

Background - There were no health promoters working in the communities nor 
was there evidence of health education on the community level. A total of 
63 health promoters were trained between 1978-1980. The MOHretrained 29 in 
the MOH program in 1980 and also trained an additional 10 as auxiliary 
workers. In 1981 and 1982 a program of continuing education was carried out 
for the promoters to help them as they taught their communities. Included 
in this program were the 29 MOH promoters and 13 volunteer promoters for a 
total of 42 in continuing education. This has developed into bi-weekly 
classes that include the themes: vaccinations, organizing an educational 
talk, home visits, medicines, diarrhea, family gardens, nutrition, systems 
of the body, parasites and their transmission, and government statistics.
 

Background - There were no health promoters working in communities.
 
- Health promoters and rural aides are actively serving in 31 communities. 
Services rendered by the health promoters that benefit the comunity are: 
assisting during LECHE AVEUI, involvement with immunization programs, help
ing with school dental and health programs, providing educational health 
talks, initiating projects of special interest in the communities, visiting 
homes in the communities, consulting patients in an office at their work 
places which has been provided by the community, and consulting with 
patients in their local community.
 

Background - There was oaly occasional health education done in the schools 
by Spanish teachers. Some teaching at church gatherings was done by mis
.- ionaries. One missionary reports that her first health talk was on clean 

hands. This was given in Spanish and translated by a Quichua girl who ad
ded, "This is what the missionary does, but we don't do this". Perhaps that 



statement underlines the non-effectivene:s of teaching through translation. 
- Various tools are being utilized in health education. Repetition seems 
to be the key factor. Repetition not only in the method but also in the ma
terial and personnel. For example: The need to drink pure water was pro
moted on repeated occasions in the schools, at work gatherings, in the homes 
during family visits, over the radio, by films and during casual chats. The 
basic tools used for health education include: 

Educational talks given by the health promoter in his community - in the 
schools for children, at night schools with adults, at work gatherings where 
the entire community gathers, and at church gatherings. 

Demonstration of how to use a toothbrush, plant a garden, build a latrine, 
dig a well, etc.
 

Dialogue based on the how to's, why for's, and interaction of the promoters 
with the community. Feedback on the lectures, questions, answers and com
ments. 

Flamnngroph is used in teaching mother's classes, with school children, and 
at small group gatherings in the homes and at churches. 

Home visits have been an effective tool that reaches approximately 80% of 
the Quichua population in the Chimborazo province. From these visits it 
appears that every Quichua family has a radio. For the past three years the 
Colta Radio Station has a daily thirty minute health program reaching into 
these homes. 

Films and filmstrips have served as an excelle.t tool to reinforce what the 
promoter has taught. Films have been the best method to make the teaching 
become more real to the people. Health promoters and rural aides have uti
lized films in forty communities to over 3,000 people. The subjects in
clude: pure water, latkLnes, T.B., transmission of diseases, parasites 
personal hygiene, care and feeding of infants and children.
 

Booklets simply written and illustrated have proven to be very useful tools 

as they are readily available for quick reference.
 

Preventive
 

Background - The only vaccination that the children received was BCG which 
was a requirement in order to receive a birth certificate.
 
- In the five communities surveyed there are 269 children under the age of 
five. The percentage of those receiving the first doses of OPV and DPT is 
60; of second doses is 35; of third doses is 20. 



Background - Because of a language barrier, lack of understanding, lack of 
exposure, lack of confidence and ignorance the Quichua people were afraid of 
going to the hospital.
 
- A system was set up whereby when the promoter referred a patient to the 
hospital, the patient was to bring the signed referral paper back to the 
promoter from the doctor. A survey indicated that out of 106 patients re
ferred to the doctor in a six month period, 46% of them returned to the pro
moter with the papers signed. Others verified the fact that they did go to 
the doctor but they lost the referral paper or the doctor failed to return 
the paper to them. 

Background - Unhealthy home environment with an unkept appearance and ani
mals given the freedom to roam in and out at random. 
- Promoters have taught the people in their villages to separate the ani
mals and prevent them from entering the house. Daily sweeping of the house 
and patio is encouraged, as well as burning or burying of the trash. In
struction has been given as to the value of raising the beds off the floor. 
Promoters relate the difference seen in their communities regarding the 
cleanliness of the homes and patios. Same families have built corrals or 
cages for their animals. The 1982 survey relates that 53%of the houses in 
the .five communities surveyed are separating the animals from living/sleep
ing areas. 

Background - The Quichua diet consisted of potatoes, barley, onions, and 
haba (large lima) beans. 
- Health promoters have initiated three types of gardens: community, 
school and individual (family). As of September 1982 data-was received 
through a survey demonstrating that 50% of the communities have community 
gardens while 20% of the communities have family gardens. As a result of 
promoter teaching in the communities there is an exposure to the basics of 
nutrition as well as an understanding of cultivation and preparation of 
vegetables such as cauliflour, cabbage, broccoli, raddish, lettuce, spinach# 
carrots and beets. 

Envirormental 

Background - There were no latrives utilized before the project began. 
People were not aware that diseases could spread through improper disposal 
of fecal material. 
- There are about 70 latrines presently in use in the five surveyed com
munities. The sanitation education has passed to many communities where 
there is no health promoter. Many of these communities have come asking 
project personnel for help. Small industries were begun to make concrete 
latrine tops. A health promoter and two men work part-time making the tops 
to sell to interested individuals or communities. Over 1000 tops have been 
made.
 



Background - No previous training had been available in latrine construc
tion, water systems or savings/loan. Therefore, the hand pumps that existed 
received no maintenance and were no longer servicable when malfunctioned. 
- Three Quichua men are now working as water technicians. Training has 
included well construction, hand pump installation, and repair/maintenance 
of water systems. They have been responsible for working with the com
munities that now have existing potable water systems. 
Several Quichua men have been trained to make latrine top covers. This re
sulted inthe organization of six small industries. 
Through community education a need was demonstrated to begin a Savings and 
Loan program. MAP, International worked with the existing Indian Associa
tion in the training and development of this organization.
 

Background - Fleas and lice are a constant nuisance to the Cuichuas in the 
project areas. Bathing and washing of their clothes is reserved for special
 
occasions.
 
- Promoter teaching and education through radio programming is bringing
 
about a change in personal hygiene. Teachers in the schools relate that the
 
children's hands and faces are much cleaner now. At conferences and work 
gatherings many people wash their hand before eating. We are informed that 
some families are bathing and washing their clothes twice a week.
 

Background - Very few hand pumps were in existence and most of them were 
in need of repair. Very few people boiled their drinking water. Most 
obtained water from rivers, streams or wherever. 
- Promoters and communities have been taught the relationship between con
taminated water and illness; through such non-formal means as the human 
chain and disease travelling chain, etc.
 
Boiling water has been stressed and is presently used in four of the five 
communities. A recent survey revealed that 38% of the families boil water 
for drinking. In the fifth community, 76% of the families use chlorine tab
lets in their drinking water.
 
A variety of methods are being used for potable water in the communities in 
the Colta area. In December 1982 thirty-nine hand pumps were in operation 
in thirty communities. These provide potable water for approximately 800 
families. Two other communities have piped water. One is using a large 
holding tank that protects and collects water from a pump. Eighteen com
munities. have a piped-in water project still in the beginnig stage. 

MORONA SANTIAGO
 

Background - Some 80% of the patients treated by promoters went to the 
witchdoctor. The health promoter was tolerated, but not respected. 
- The health promoter is an integral part of the community being recognized 
along with the village officers and schoolteacher. His services are sought 
by his own community and surrounding areas as well.
 



Background - Before the project began there were 37 promoters in some twelve 
stages of rudimentary training. Supervision was very limited. During the 
first year of the project the advanced promoters (those with, five or more 
years training) were given a review course using two textbooks as a basis 
for the course. Then the less advanced were also given the same course. 
The following years new groups were trained until late 1979 when the MOH 
asked that we train no new promoters. 
- At least 35 health workers (29 promoters and six rural aides) with at 
least three years of experience and training are serving some 29 communities 
with a population of some 3,000 Shuar. 

Background - Promoters used pure lecture method in their efforts to teach 
adults. By the end of the lecture, during which the promoter encouraged 
practices that he did not participate in, the promoter's wife was the sole 
audience.
 
- Health education has been promoted through basic non-formal education me
thods of listening and eliciting dialogue along with the presentation of new 
ideas (utilizing methods such as: stories, drama, flannel figures, flip 
charts, example, filmstrips and films). Random community sampling indicates 
an average of two community meetings each month with 5-6 home visits during 
the same period. 

Background - Supervision was done by a missionary nurse at an average of two 
visits per year.
 
- Supervision of the promoters is done by Shuar rural aides and a project 
nurse. The rural aides spend five days per month in supervision visiting 
all communities on a bi-monthly basis. 

Background - Each Shuar community had a president and officers. More re
cently the president was recognized as the community leader even though he 
may have been young and not one of the traditional elder men. Parent/teach
er organizations have functioned as long as there has been schools. 
- Local "health comnittees" have been organized in many communities usually 
made up of the village president and officers and the health promoter. 
There is an active Health Commission representing the health needs of the 
Shuar Association. It is responsible for policy making and receiving refer
rals on matters not settled on the local "health committee" level. 

Preventive
 

Background - The Shuar people were very susceptible to viral disease.
 
Measles epidemics had taken many lives. Whooping cough was also prevalent.
 
However, people were not afraid of injections as they had seen miraculous
 
results from penicillin injections.
 
- Six communities of the twenty-nine served in Morona Santiago were select



ed at random and interviewed by the area supervisors and health promoters as 
to the numbers of cr t idren who had been vaccinated.. The finding was that 
90% of the children under five had received vaccinations. 

Background - Virtually no referral system existed. 
- The first step in the referral chain was the Visiting supervisor who most 
often would be one of the four rural aides who periodically visit each 
village at three to four month intervals. Periodically, a nurse or physi
cian would be involved in the supervision trips. During the course of the 
project a rural physician was placed at the rural clinic in Makuma. About 
one-third of the communities are close enough (within five hours walking
distance) to use that service. Hospital Vozandes-Shell, the MOH regional
hospital in Macas or the Social Security hospital in Puyo serve as three al
ternatives in the next step of the chain. Since the air carrier that does 
most of the flying to project villages is based in Shell, the majority of 
the patients are referred to Hospital Vozandes-Shell. Finally, tertiary 
care hospitals in Quito are available for those cases that fall outside of 
the scope of the general surgeons and general practitioners that work in the 
regional and HCJB hospitals. Of the patients reported to have been referred 
by health promoters in 1981, 86% of them complied with the suggestion to 
seek further care. An average of three patients per community were referred
 
in 1981. In a study of the last 30 patients from the project area referred 
to the hospital in Shell (late 1982), it was found that 70% of the people
who came from project communities came with referral information. Patients 
who arrived from non-project communities (6) in no instances arrived with 
referral information. 

Background - Quantifying disease reduction was perhaps the most difficult of 
the parameters chosen. This resulted partly because there was little in the 
way of baseline data available. Parasitic infections and tuberculosis were 
chosen as pre-project parameters to evaluate, but the study only identified 
parasitic infections in a qualitative manner.
 
- Fully 70% of the promoters reported reduction of parasitic problems in 
their communities. Impressions by personnel at Hospital Vozandes-Shell sup
port those of the health promoters. Parasitic disease, as the sole reason 
for hospitalization, has decreased dramatically. Parasites are still found 
on routine exam, but it is rarely the principal reason for referral. An
other view of disease reduction is from the therapeutic standpoint. How ef
fective are the promoters in their curative role? In a review of 511 pro
moter/patient encounters it was found that correct or adequate treatment of 
the problem was administered in 86% of the cases. 

Environmental 

Background - In 1978 there were no latrines in any of the communities. 
- In 1980 sanitation/latrine programs began. By November 1982 at least 75% 
of the 29 communities had started a program. Village results demonstrate a 



wide variance with as few as 6% of the villagers having latrines in one 
village and on up to 1005 of the villagers in another. A random check shows 
that 275 of the villagers in the project area have their own latrines and 
use them. Each family that built their own latrine also paid for the ma
terials. It didn't "pay" a family to build a latrine and not put it to use. 

Background - Water for drinking and cooking was obtained from rivers and 
springs. 
- If you haven't had the joy of tasting hickory smoked water it will be a 
little difficult to appreciate just what it takes to introduce boiling as a 
means of obtaining pure water in an area of wood burning fires. Surveys for 
this report showed the incidence of drinking clean water (which included 
springs and rainwater) to be as high as 70%. Given the problems inherent in 
establishing consistency of clean water use, this figure probably reflects 
"occasional" or "partial" usage of clean water. Granted the inflated nature 
of this figure it is very significant to see that the tendency is toward 
increasing acceptance of boiled water. Also, the notion that water can bear 
disease is now widespread among the Shuar. 
Both a water filter program and a hand pump program have begun in the
 
project area. A water technician training program for installation of hand 
pumps and maintenance was started in August 1982. 

Background - Handwashing before eating was not practiced on any regular 
basis. 
- Health promoters, through community education, are helping their communi
ties recognize the link between dirty hands and disease. Handwashing as a 
basic part of personal hygiene has been taught since the beginning of the 
project with little success until the idra of a "place" established speci
ficially for handwashing was realized. Promoters are encouraging every 
household to establish a handwashing station comprised of a water basin, 
soap and towel. On the average, nearly one half of the households (472 sur
veyed) reported regular handwashing as a part of their daily routine. 

PASTAZA 

Background - Before the project began there was no ongoing health care 
available, to the vast majority of the province which is accessible only by 
air. Preventable diseases took many lives and waterborne diseases were 
spread through the vast river systems which served as the only source of 
water. Infant mortality was estimated to be as high as 50%. Only a few se
vere cases came to the government hospital in Puyo or the mission hospital 
in Shell. 

Training
 

The project trained 34 health promoters. An additional 5 trained by the MOH 
are serving in our project area and are being supervised by our project 



staff. There are presently 6 active in 11 comunities. Total population of 

these communities is about 1,500. 

Preventive
 

The program of vaccinations has met with success. The percentage of 
children vaccinated has increased from 0 in 1977 to 90% for DPT vaccine and 
80% for measles in 1982. 

It has generally been reported by people living in the project area that 
they experience less illness now than in 1977. Parasitic infections have 
been noted to be considerably lower. The most frequent comment from the 
communities served related to the reduction in infant mortality. 

Envirornental 

Beginning with a baseline of 0 the health promoters inroduced the rationale 
and need for latrines in the communities. By the end of 1982 it was esti
mated that 20% of the people living in project communities had access to and 
utilized' latrines. Of the nine schools that exist in the commnities serv
ed, the majority have latrines which are being used by the schoolchildren. 

The percentage of people using pure water, primarily obtained by boiling 
river water, ranges from a few in several of the communities to 30% in two 
communities. Since July 1981 the project has initiated and supervised the 
installation of hand pumps into interested areas. At the end of 1982 seven 
pumps provided by the'local MOH office had been installed. 

GENERAL ACCOMPLISHMENTS 

Background - Inadequate materials available for teaching health promoters 
most of whom experienced only a grade school education. 
- Curriculum materials were developed resulting from the assessment of 
needs, evaluation of materials being taught in Morona Santiago and requests 
from the communities. Craig Shuck, one of the project personnel compiled 
two book-ets for teaching water and latrines, El Agm Potable and Letrin. 
These were written in simple Spanish utilizing simple diagrams explaining 
the written words. Manuals written in Shuar were also used for teaching 
courses in Morona Santiago. 



V ANLYS 

The ultimate question in any health care development project concerns be-* 
havioral changes -and degree of advancement in the process of personal and 
community maturation or development. On an individual level, clear be
havioral changes were observed in all of the areas which indicates progress 
toward enabling people to help themselves. On a community level, progress 
has been slower yet still very evident. This progress was particularly evi
dent in the fourth year of the project as more and more communities initiat
ed active health committees, presented solicitations for hand pumps, and be
gan seeking out project personnel for greater assistance in other health re
lated fields. In light of these types of changes, the project did provide 
advancement in nealth care for the indigenous populations served.
 

The advancement in health care and those elaborated on in the IMPACT section
 
were actually end products of the original USAID grant and the in-kind 
contributions by the various participating organizations. The grant 
expenditures amounted to $244,001. The in-kind contributions were estimated 
at $668,652 (see APPENDIX C and D). Therefore the total cost to.service 
part of four provinces or 54,000 people for 51 months was.$912,653. 

The USAID grant expenditures included two years of training 142 health pro
moters at an average total cost of $103 per promoter. The grant expendi
tures also included about two years where the principal activity was super
vision and continuing education. The estimated cost to supervise one pro
moter for one year was $75. It should be recalled that these would only be 
representative of a pilot project. All costs would be expected to decline 
as the project gained more experience and expertise. These figures only re
present training, travel, supervision, materials, etc. Personnel costs are 
not included and would contribute significantly to the average cost per pro
moter trained or supervised. Personnel costs were excluded because such 
highly trained personnel as were used in this project would not be cost ef
fective. Doctors and nurses with advanced degrees would only be preferable 
if monetary rewards were not a major motivating factor. It would be best to
 
hire promoter trainers with fewer specialized skills and a strong interest 
in working in rural areas. Probably the best suited would be promising 
local rural aides or nurses given educational training.
 

Besides training and supervision of health promoters, the grant primarily 
went toward environmental sanitation. This was in the form of pumps, la
trines, materials on sanitation and training of water technicians. The 
activities and accomplishments in this are outlined in earlier sections. 
Cost/benefit ratios can also be determined in this area; however, personnel
 



costs are excluded. Most of the coordination of this area was done by one 
staff member about one-half time and a Peace Corp volunteer who specialized 
in water systems. Pumps were supplied by the grant for S1. 8,500 or $258 at 
33 exchange. The labor and materials were suplied by the community for ap
proximately SI. 8,000 and S/. 3,500 respectively depending on the well site. 
In dollars, the community supplied just over 50% of the cost to develop a 
well site area or $329 at 35 exchange. Therefore, the total cost/pump in
stalled was $587. Thirty-nine pumps were installed in 30 community areas. 
The total population of these Communities is 5,000. Therefore, the cost per 
beneficiary was $4.58 per person. 

The pumps in Chimborazo were installed and maintained by three water techni
cians trained by the project. This pilot project demonstrated the feasibil
ity of training Ecuadorians in technical areas to maintain capital invest
ments. Equipment costs for tools were about $400 per technician. Training 
costs were around $500 per water tech. The training costs were extremely 
high because of the high attrition rate (two of the five originally trained 
dropped out), the low number trained, and the beginning phase of the 
learning curve. The cost would be expected to approach, but never equal, 
the promoter training cost because of the nature of the water technician 
training. Well location, pump installation and maintenance requires certain 
technical skills. All of the technical areas need to be included in the 
initial training courses. Therefore more initial training is needed with 
very inexpensive supervision and little continuing education. It was still 
profitable for the project to follow a repetitive and simple scheme of 
training courses to teach all of the skills needed to be a water technician. 

The other areas of environmental health were primarily directed at the pro
vincial level. These areas were in response to the local need and ingenuity
 
of the people and staff member. An example would be in Chimborazo. The 
need for latrine tops initiated a small manufacturing setup to produce tops. 
Another example would be in Morona Santiago. There they either passed 
around the cement fcrm for the latrine top to the villages who manufactured 
them on their own, or they cut cross-sections cut of large trees to utilize 
as a top. Handwashing stations were also a result of provincial level di
rection. This form of ground-up planning with staff inpuz contributed 
greatly to the overall acceptance of the project. 

MAJOR CONTRIBUTIONS 

A. Improved Health 

"Improver health" is always a difficult phrase to prove even with the 
most sophisticated statistical analysis. The conclusion that health was im
proved comes from three indicators: data acquired in the project areas, ob
servational data by project staff, and personal testimony from individuals 



served by the project. 

The 1982 survey presented fully in Section IV PROJECT IMPACT was the basis 
for the data acquired by the project. The sbrvey indicated more than 60% of 
the under-five population had been vaccinated and in two of the project 
areas 80-90% had been vaccinated. Some form of potable water is now being 
used in more than 60% of the families. Along with the rise of potable water 
there has been a great increase in the number of latrines which are being 
utilized in the areas. Over 200 latrines have been built since the project 
began in 1978. Parasitic infections were never statistically documented 
throughout the project; however, the vast majority of the promoters reported 
a definite reduction. Three of the four project areas met or surpassed the 
goal to train health promoters in the 121 communities targeted at the out
set. Of the originallI trained promoters, 71% of them are continuing on as 
health workers after the 1980 transition to an MOH promoter program. This 
type of data indicates the project has had not only a positive impact on the 
health system, but that the health of the people is improving. 

Observational data from individuals who have continued contact with an area 
can often provide a reliable source of data. An example might be the types 
of cases observed in Hospital Vozandes-Shell. Doctors at the hospital re
port there are currently fewer seriously ill patients brought in from the 
jungle. This type of change could be attributed to a change in the referral 
system or a change in the status of the hospital itself. The principal air 
ambulance services have consistently been based in Shell; therefore, most of 
the seriously ill patients come to the mission hospital. Except for the ma
jor hospitals in Macas, Puyo and Shell it is very difficult to travel beyond 
the edge of the jungle in an emergency. The relative status of the major 
hospitals has not changed significantly in the past four years. These 
facts, along with an increase in the acceptance of western medicine, would 
indicate that a true reduction in the incidence of serious illnesses in the 
jungle area has taken place. 

Project personnel have observed behavioral changes that would indicate 
health practices are being internalized. When early attempts to obtain 
potable water while on community visits were met with a scurry of activity 
and steaming hot water, one could easily conclude boiling water for drinking 
was not a daily practice. However, current visits to a variety of communi
ties are often met with room temperature water from a special container de
signated for water. 

Similar observations have also ovcijrred in the area of handwashing before 
eating. Community workdays excluded handwashing and included ingestion of a 
great deal of dirt. Again assuming all behavioral changes are not Just for 
"show", a majority of people are currently observed rinsing off their hands 
before eating at the community workdays. These and other behavioral changes 
indicate improved primary and preventive health care practices are being in



plemented at the cominity level. 

Often the bott .line for improved health oms from individuals in the lo
cal community. Some of the following excerpts from interviews with health 
promoters would indicate they believe their health has improved. 

"We no longer bury as many of cur babies." 

"Before the project came along my people died of many diseases with
out knowing the reason for them. Now they know that many diseases 
are caused by bacteria. Understanding how disease is sprftd, they 
now know that some can be prevented." 

"Our people are washing their hands and taking baths because they 
understand that washing can kill germs and improve their health." 

"Before we learned about how disease spreads my wife sick almostwas 
every month. Now since we boil our water she has only been sick 
once this year." 

Project personnel believe the most significant reason for this ivprovement 
in health was the work of the individual health promoter. The promoter 
formed the critical final link in the promotion of health and the critical 
first step in assessing health care. The trust developed by the promoters 
over time with their communities provided confidence and utilization of 
their skills. This factor of acquiring the trust of the people was essen
tial in order to realize any change in health and bears the majority of the 
credit for the improvements seen. 

B. Established a Model for the Ministry of Health 

A second major contribution of the project was the establishment of a. 
primary health care model that was integrated into the national health care 
system. The project in its first years served as a testing ground for work 
with health promoters. The ultimate MOH system drew upon the project's ex
perience in community organization, curriculum development and teactitng me
thodology. Further input was provided through attendance at MOH planning 
and strategy meetings. During the last two years the project contributed to 
the expansion the MOH program by assistint: in the training of rural aides 
and serving as supervisors for promoters and rural aides. 

Integrati nto a government system did provide certain limitations on the 
project. i.ese restrictions were not viewed as setbacks by the project be
cause integration into the MOH system was part of the original goals of the 
project. Therefore, the long range objectives were fulfilled at the cost of 
greater freedom to expand the short range influence of the project. All the 
PVO's in Ecuador working with health promoters in 1979 were not integrated 



into the national health care system as was this project. This logically 
leads one to question, what were the factors that contributed. toward inte
gration? 

Factors which led towrd integration would include cooperation with the go
vernment health care sysem and 'HUofficials. The project was able to uti
hze the positive relationship established by the two HCJB hospitals as an 
initial point of reference. The project then actively solicited government 
input while forming the original project plans. This inter-cooperative spi
rit was carried on throughout the project through meetings and information 
sharing. The project always kept in perspective that its' own existence was 
at the desire of the MOH. Therefore, the role taken was one of assisting 
and serving the government in order to provide health care for these 
underserved populations. 

A second factor which led toward a smoother government integration was a 
flexibility on the part of the project and its' staff. There was no back
lash by project personnel at being assigned the role of supervisor of
 
certain promoters. Personal desires to reach the original goal of training 
and es-tablishing health promoters in the 121 chosen communities were
 
replaced by government goals. Teaching and training methods were readily 
shared with the MOH, and the new MOH training requirements for promoters 
were willingly adopted. A mid-course adjustment as was necessary during 
this project is never easy; however, the continuation of health care
 
services for these underserved populations depended on the flexibility of 
the project and its? staff.
 

STRENGTHS
 

The process of development was enhanced by a variety of factors. As stated, 
the trust which developed between community and promoter helped toward the 
development of improved health. The factors of flexibility and intercooper
ation with the government helped institutionalize the health promoters. All 
of these would be classified as strengths which should not be overlooked. 

The project was initiated through organizational channels that were well 
known and respected. Each organization had worked in Ecuador for many years 
and had gained the trust of the people in their area. This originally help
ed to open doors in areas which were typically leary of outside 
intervention. This name recognition worked in favor of the project 
throughout its duration. Often people who had not heard of the local
 
organization had heard of HCJB through national radio broadcasts. 
Therefore, the infrastructures used to initiate the project helped 
complement each other and contributed to the process of development.
 

Since the initial opening was provided by the respected infrasti ,tures, the 
project sought to capitalize on that advantage. The project was fortunat,; 



in drawing upon existing HCJB personnel and .recruiting others who were cap
able in furthering the positive relationship with the people. These people 
were skilled doctors or nurses who lived in or near the project areas in 
isolated or semi-isolated areas. The teacher/student relationship did not 
eliminate an empathic attitude and caring spirit which built greater trust 
and acceptance over time. The actual role assumed by the project personnel 
was one of a respected co-laborer, interested in working through the process 
of development with the people. The low turnover in personnel and long 
hours worked, demonstrated the high commitment of all involved. Undoubtedly 
the personnel's strengths in interpersonal relationships and personal com
mitment were able to counterbalance the lack of experience in development. 

The strength found in the project personnel was also demonstrated in the 
manner which they were able to adjust to unforseen circumstances. The flex
ibility toward the new promoter system instigated by the government is only 
one example. Far more examples could be drawn from the experiences with 
training health promoters and working with communities. Flexibility became 
one of the key words as they had to experiment with training and community 
organization in these new cultures. 

After a few training courses it became apparent that knowledge was speeding 
far ahead of application. The promoters were trying to teach things they 
were not practicing. This forced a reduction in the amount of material pre
sented. Courses included much more repetition during the course and closer 
supervision between each course. The non-formal education seminars were 
presented to the promoters in response to poor receptivity by the communi
ties toward lecture style teaching. Different forms of health committees 
were tried in various areas due to poor participation and lack of role defi
nition for the committee. Some committees were chosen on an elective basis 
and others were handpicked out of the community leadership structure. In 
some areas health committees were non-operative and the project had to con
tinue to wcrk with promoters without community input. More of the reasons 
for these difficulties with community health committees will be presented in 
the following section on weaknesses. The positive aspect of this problem 
was the demonstration of flexibility by the staff to work around these areas 
and other constraints external to the project. Another example would be how 
weeks of planning sometimes were totally lost in a few hours of hard rain 
that made travel impossible. Flexibility in all areas proved to be an 
invaluable asset for the project. 

The strength of project personnel and their flexibility helped to move the 
process of development along. This fact alone would never have accomplished 
the final outcome had nrt the complementing strength been present. This 
complementary strength was the pulling or seeking out of development by the 
communities. Had the comunities not been seeking and soliciting for such 
development work, little if anything would have been accomplished.
 



Aspects that reflect this community solicitation would be the original re
quest for help by the indigenous association of Bolivar. Had it not been 
for this request the project might not have begun or might have taken a 
totally different scope. Certainly the petitions for curative care created 
a different approach to the development process. Where the original ap
proach de-emphasized curative care in favor of prevention; it was determined 
that prevention would not be accepted unless some immediate curative needs 
were resolved. Currently there are more solicitations by communities for 
hand pumps than there are pumps available to install. In each case it was 
the community that created the driving force to move the project into cer
tain areas.
 

Community involvement was also apparent in responses to development activi
ties. The project experienced a growing interest in educational talks by 
promoters. Willingness to organize and change behavior increased as well, 
in spite of the fact that the changes often resulted in greater costs in 
time and finances. An example is boiling water. In the highlands where 
wood is scarce and time consuming to gather, people still adopted the habit 
of boiling drinking water. After one evening film on vaccinations, people 
lined up -for the shots which unfortunately were not available there. The 
concept of water filters was met with great enthusiasm. After the course 
people were determining ways they could manufacture and distribute such fil
ters in their local area. 

These positive responses and constant petitioning by the communities for 
further development created a favorable light to operate. The project uti
lized this strength in guiding its course along the process of'development. 
Aware that if immediate wants in the context of primary health care were sa
tisfied, the entire project would reap the benefits of trust and acceptance. 

One of the fastest ways for a missionary based organization to eliminate 
trust and acceptance would be to limit the benefits of the project to only 
religious adherents of their philosophy. This potential weak area became 
one of the project's strengths by establishing the precedent that communi
ties were the focus of the program and not individuals. Therefore, all the 
members of the community, irregardless of religious ideology, benefitted 
from the promoters' skills and applied technology. Due to this strength, 
inte-gration into the government program was much easier. This broad
 
approach to community health provided many bridges that added to the
 
strength of the project.
 

The following is a list of the strengths of the project presented above. 
*The order in no way implies a prioritizing of their significance. The
 
strengths were primarily chosen based on the impact they had on the develop
ment prccess, some of 4hich could be replicated quite easily. It is 



believed those that could be reproduced would have a similar effect. of 

enhancing the development process in other projects. 

a. Trust established by health promoters 

b. Strong inter-cooperation with MOH 

c. Established and respected infrastructure
 

d. Flexibility of the project and personnel 

e. Committed personnel
 

f. Following community requests 

g. Broadly based community orientation 

MAJOR CONSTRAINTS
 

The project experienced constraints beyond its control which limited some of 
the' accomplishments. In the final analysis, each constraint was essential 
to encounter if the project was going to create the types of changes in the 
areas outlined in the original proposal. 

Geography is one example. In spite of the problems due to working in iso
lated areas, it is precisely those who are most isolated that needed the ac
cess to health care which the project provided. In some sense the project 
should have experienced more of these problems, because those areas most 
isolated were not well enough organized to receive help or be aware of the 
potential help offered by the project. Therefore, if total provinces were 
to be covered and not specific communities, geography or travel would become 
an even greater obstacle.
 

Examples of the impact of geography were probably greatest in the jungle 
provinces of Morona Santiago and Pastaza. In those provinces, travel was 
strictly by foot or by air, with 8 hours by foot equal to 10 minutes by air. 
Air travel was always contingent on the weather and availability of flights. 
Supervision trips were often delayed. Courses held in weather that did not 
permit air travel were poorly attended, or promoters had to walk several 
hours to attend at least part of the course. Consultants brought in rarely 
had sufficient time to visit all of the provinces and often the most isolat
ed sites were bypassed due to logistical reasons. The effect of not hearing 
information firsthand was not apparent, although one can never calculate the 
moral encouragement such meetings might have had. 

Air travel was handled by Mission Aviation Fellowship (MAF) who flys for a 
variety of mission groups and governmental entities. With so many 



organizations using MAF, scheduling flights was a bit more complicated. The 
increased complications in scheduling would not be incurred if one had its 
own project plane; however, there was a significant reduction in overall 
cost using MAF transportation. In scheduling with MAF, the project did not 
have priority as did emergencies and other MAF business. This fact rarely 
can-celled project activities, but on occasion project activities did have 
to be rearranged or scheduled at a less preferred time.
 

Geographic problems were not isolated to the jungle provinces. The two 
highland provinces of Bolivar and Chimborazo have communities that are hours 
off the main road. Some communities in Bolivar are only accessible by foot 
in good weather. During the rainy season dirt roads turned to mud or rocky 
ruts. More than once project personnel had to sleep in their cars due to 
bad weather or leave a car in a predicament that only a few good hours of 
sun could resolve. These less than ideal conditions translated into hours
 
and hours of travelling time for supervision trips. Typically the Quito 
personnel spent more time in transit than in onsite supervision. The summa
tion of the geographic constraint was to isolate the project personnel, re
duce the potential number of supervision trips, and slow the pace of devel
opment in general.
 

The infrastructure of HCJB was a positive feature in terms of name recogni
tion; on the other hand personnel had to enter through and abide by that in
frastructure. This limited the potential staff people, because all mission
ary personnel had to be accepted through a screening system that examined 
areas such as personality, stability and spiritual beliefs. All personnel 
were also required to be self-financed, typically through churches or per
sonal friends. Utilizing the HCJB personnel structure, it was impossible to 
recruit and brihg on new staff in less than six months. The usual time 
period after first contact was one and a half to two years. As a result, 
the project only received additional personnel as they came to the mission 
and were accepted. The lack of inmediate personnel was one of the primary 
reasons for cancelling the project in the province of Loja or expanding in 
other provinces.
 

A second constraint within the HCJB infrastructure was the policy of home 
leave. Since missionaries are supported by friends and churches in North 
America they must go home for longer periods of time to maintain relation
ships with those supporters. This home leave was less frequent than with 
organizations although longer than most home leaves. Therefore, each
 
project area experienced one loss of personnel for a period of six to nine
 
months during the project. Usually those responsibilities of staff on home 
leave were covere4 by co-workers, although all of the activities carried on 
prior to home leave could not possibly be continued during these times. 

Experience in the field of development was another limitation of personnel. 
Only one MAP advisor, Richard Crespo, had experience in community education 



and training. All of the other staff learned most of their expertise
 
through consultants, in-service workshops, and on the field experience. 
Without preconceived ideas, the staff was innovative as they developed
 
training techniques and community education methods. This effect resulted 
in an emphasis on structuring the project to the community needs; neverthe
less, it was still necessary to experience most of the slow beginning phases
 
of the learning curve. 

Throughout the project, nersonnel constantly provided one of the greatest 
strengths and weaknesses of the project. Given adequate personnel, the out
comes in Loja and Pastaza undoubtedly would have improved. Given different 
personnel in the other provinces, it is difficult to envision any signifi
cant increase in accomplishments. As is true in any teaching setting, the 
end result is really a reflection of the teacher. Therein lies part of the 
answer for the project's success with community changes. The project had 
excellent teachers on the project staff and at the community level in the 
promoters and rural aides.
 

A third constraint will inevitably be experienced by a PVO attempting to in
tegrate with a national health care system. * The size and scope of a 
national system mandates a slower more bureaucratic approach. In comparison 
a PVO is smaller, more flexible and narrowly scoped. The resulting two 
processes of development will thus move at very different rates.
 

For this reason, the progress of the project was profoundly affected when 
the project integrated with MOH in 1980. As the government took over all 
initial promoter training, the project had to wait to see if the promoters 
already trained would be accepted into and pass the government course. In 
some areas like Pastaza, it was necessary to wait two years before the first 
promoter training course was offered. Supervision was also controlled by 
the government. Who would supervise and provide continuing education cour
ses for specific promoters was all determined by the MOB. In summary to 
integrate with the MOH the project had to adjust its perspective to that of 
the national system. The freedom to provide education on health care issues
 
continued although only in a government defined sector.
 

The MOHalso had to work through national policies on areas such as curricu
lum development, what curative skills should a promoter have, which drugs if 
any should a promoter distribute, would the promoter be paid and by what 
mechanism. All of these questions and others were analyzed at a national 
level with a variety of inputs. The project was privileged to have a part 
in the formation of such policies, and thereby was able to integrate in a 
manner that readily applied some findings. However, such policy decisions 
take a great deal of time at the national level, and the project found it
self in a state of limbo for about a fourth of its duration, not desiring to 



move outside the control and authorization of the tOH. Integration there
fore proved to be a mixture of successful application and external con
itraint, defining and re-directing the scope of the project at its midpoint. 

A fourth constraint was experienced in reference to the local communities. 
Both the highland and the jungle cultures had a strong commnity structure 
with most decisions made through the community leaders. These leaders pro
vided the opening to work with the communities and a good link to the com
munity infrastructure. However, a few visionary leaders were not sufficient 
to change an entire community. Therefore, the project worked a great deal 
on community education through the local promoter. 

The lack of community level support was initially felt in all the areas. 
The constraint was exaceberated by the slowness of the educational process. 
It was complicated by the community's desire to receive immediate results in 
the form of curative care from the promoter and not education. Therefore, 
the communities as a whole were slow to accept the role of the promoter and 
support the project. This resulted in promoters becoming discouraged and 
communities not realizing the full benefit from the prcoters. 

Over time and with some curative emphasis and persistence with education, 
many communittes became supportive of the promoters. Once the comunity be
came supportive, many new organizational demands were requested of them. 
Communities had to organize in order to raise community funds for hand 
pumps. They were forced into new cooperative arrangements with outside en
tities, and inter-community cooperation was required to receive aid. 

These semi-isolated communities had little organizational experience except 
to plan for group workdays and school functions. In such new areas, uneasi
ness and reluctance to proceed would be expected. The project therefore had 
to include leadership and community organization training so that the pro
ject would have some grassroots level input. 

Those areas which did possess more organizational ability seemed to progress 
faster. The indigenous associations of Morona Santiago and Chimborazo began 
the project with health commissions as a part of their organizational struc
ture. These commissions helped facilitate trie planning and management of 
the projeet. For this reason those areas were chosen for new phases of the 
project like agricultural assistance, hand pumps, water filters, etc. As a 
result the more organized and developed the area, the more resources they 
received. This paradox of development was never successfully resolved by 
the project.
 

Another factor which had an impact on the community's acceptance of the pro
ject and ability to organize was that some communities were located in or 
near politically volatile areas. These communities often received false in
put on the "true" goal of the project from outsiders. As a result, some re



sistance was experienced toward the project solely because it was originat
ing from a North American institution with a religious foundation in evan
gelical Christianity. Fortunately these communities only made up a small 
minority of the total number included in the project.
 

In summary, these external constraints which revolved around geography, per
sonnel, the government, and the communities all slowed the development pro
cess. However, each area probably would not have been avoided even if for
seen, because the goal of the project was to overcome problems effected by 
these constraints. The project sought to probe into difficult areas which 
demanded change, and change inevitably met resistance. 

WEAKNESSES 

The process of development was limited or slowed by certain factors which 
would have been changed in retrospect. In some cases lack of personnel or 
experience could be cited; in others, trial by fire was the only means to 
uncover the need to change.
 

The data collection system and documentation area became one of the most 
difficult areas to keep up. Government sources were inadequate to obtain
 
true baseline data for each province. All attempts at community surveys by 
promoters .were met with resistance and suspicion. Years of cultural 
prejudice had made the indigenous populations reluctant to give out any
 
personal information. Observational and testimonial data were gathered at 
the outset; although due to lack of experience the data was not collected in
 
a systematic fashion.
 

During the project, data collection was taught to the promoters. This also 
proved to be difficult since statistics and reports are typically not seen 
as useful in the promoters eyes. Certain 3tatistics are culturally diffi
cult to obtain. For example, the Shuar often forget infant deaths because 
children are not viewed as community members until a few years after birth. 
Therefore, with a high frequency of infant deaths, many go unrecorded.
 

After the government integrated the promoters into the MOH, certain statis
tics were collected regularly. Often times these reports were lost and few 
arrived at the national level. This is true of numerous reports gathered at 
the community level. Herein lies a ready source of data that the project 
should have been collecting regularly. Currently it would take an enormous 
effort to locate the pieces of data still available with probably only 
meager results.
 

The nature of this pilot project did not provide great incentive to 
statistically document the project. Lacking personnel and experience inthe 
area of statistical analysis, the project opted to rely on readily available 
data through promoters and utilize observational findings. Even 



observational findings were lacking in documentation. The typical day in 
and day out travel, courses and problems often went unrecorded. From the 
staff's perspectives, such ordinary events were nothing to write-up fcrmal
ly, and time typically didn't permit laborious hours of documenting such de
tails. As a result, part of that which is documented in this report was re
called by those original staff members with the project. 

The difficulties outlined in "Major Constraints" that dealt with communities 
and their infrastructure also created weaknesses in the project. These are 
areas where western cultural bias confronted the culture of these indigenous
 
populations. Typically the result was blockage in one area of the project 
that undoubtedly had ramifications in other areas. The previously discus
sed western emphasis on data versus the indigenous emphasis on action would 
be one example. Another example is with the drive for participatory plan
ning through health committees. Had health committees been easily estab
lished at the outset, a convenient, very "participatory" approach to health 
care would have been possible. This was not the case however, and much 
effort was exerted at the outset wnich could have been directed in other 
areas. 

The resistance to the formation of health committees arose for several rea
sons. In the-indigenous communities most of the administrative and organi
zational work is done by a few trusted leaders. An agreement was not neces
sary for the people to feel represented. Additional workloads on the al
ready over-taxed leaders could not be handled, and often in the jungle, de
legation was not a feasible alternative because there were only three to 
five families in the entire community. 

In light of the existing community structure, 'original planning sessions 
were conducted only with the trusted leaders. The first community health 
committees functioned poorly or were non-existent. According to development 
theory the lack of participation by community members would be viewed as a 
major weakness. Following these theories the project exerted additional 
time and energy fruitlessly in an attempt to improve community participa
tion. It was interesting to note that as the project progressed, community
 
health committees began to function much better, especially in tho fcurth 
year; suggesting that participation by community members may be more of a 
result of development rather than a critical input. 

During the first two years of the project community education was left up to 
the promoters. Normally the promoters reverted to the formal lecture ap
proach under which they received their education. It became apparent that 
the promoters were grasping the idea, although this was the end of the line. 
With dry and boring teaching methods, few if any community members 
understood the material. Community education therefore became a weakness 
which the project sought to resolve midway through the project. 



The first solution was to train promoters in comunity education techniques. 
This was accomplished through the consulting trips by Dr. Ted Ward in order 
to train the promoters in non-formal education methods. These educational 
methods were then modelled by the project staff. Supervision of the content 
of community education was then integrated with supervision of the method of 
education. Thus the entire area of community education was moved from a 
weakness to a strength through the emphasis on non-formal education. If the 
project could retrace any of its footsteps, certainly beginning with the 
first promoter course, there would have been an emphasis on how to communi
cate as well as what to communicate to the community at large. 
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VI RELICATION 

When the government began training all health promoters in 1980, integration 
or a form of replication had already begun. The principal form of this in
tegration was in the curriculum and material used for promoter education. 
Included in the integration were promoters that the project trained who en
tered the government courses and became official health promoters for the 
government. The integration also included project staff who became govern
ment supervisors for aides and promoters. Reasons why the integration pro
gressed smoothly can be found in the following sub-section on Methodology 
under MOH Association. 

The project exemplified the value of health promoters and the capability of 
the indigenous people to grasp and promote simple preventive and curative 
health concepts. Undoubtedly the Alma Ata conference which was attended by 
HOH officials, as well as the availability of international funding for this
 
type of primary health care worker had a significant impact in moving the 
Ministry of Health (MOH) toward involvement in this type of health care. 
The presence of this project and other smaller ones helped the MOH to more 
clearly realize how such a system woild work in Ecuador. 

The later role of expanding the government outreach to isolated areas was 
more a reflection of the intercooperation and extent of the project integra
tion into the MOH system. Currently the project is demonstrating potential 
areas for continuing education and expansion of promoter capabilities. Such 
areas include nutrition education, eye care and promotion of appropriate 
technology items like clay pot water filters. Government officials are 
abreast of these new areas, although like most of the integration efforts, 
most of the transfer of information has been through oral communication. 
Few formal documents describing training methods and applicable experiences 
have been written. It is hoped this document will meet this need for a for
mal sharing of valuable information. 

COST
 

The actual costs to replicate the project are derived from the summation of 
appendix C on direct costs and appendix D on in-kind contributions which 
amount to $912,653 (dollars). The majority of this figure is derived from 
in-kind contributions by the various organizations and is explained more 
fully below. The total figure represents actual costs without an inflation 
factor added. inflation did become a significant factor in Ecuador during 
the last twelve months of the project. During this time the currency of 
Ecuador (sucres) was drastically affected by the worldwide recession and 
consequently was devalued about 100%. Therefore, the fourth year expendi
tures in dollars were significantly reduced due to devaluation. 



A. In-kind contributions 

The in-kind contributions were significant because they include all of 
the personnel related costs and goodwill of the numerous missions involved 
in the project. The approximate cost of personnel is presented in appendix 
D. These personnel costs would not reflect true costs of a government pro
gram, but might be appropriate for certain PVO's. The personnel were all 
missionaries working out of dedication to their belief in the message of 
Jesus Christ. All were therefore willing to work for less than standard 
wages considering their professional backgrounds. Most were professional
 
doctors or nurses primarily serving as supervisors and teachers.
 

It would be recommended to use less technically skilled personnel to super
vise promoters. A more accurate labor estimate could be obtained through 
the accounting of person months worked. During the entire 51 months of the 
project there were: 
217 Professional Months
 
71 Non-professional Months
 
116 Administrative Months
 

The indirect costs associated with personnel were also a major in-kind con
tribution. These would include transportation and moving to and from the 
field sinc'e all but one staff member were from outside Ecuador. Language 
training and cultural adaptation were all established prior to the project, 
yet a great deal of time and resources were needed to acquire these neces
sary skills. Other important costs for expatriates working in other coun
tries becomes the governmental relationships needed to enter the country, 
legal protection, and affiliation with a recognized organization. These 
were all contributions made on behalf of the staff by the participating or
ganizations.
 

Goodwill makes up about 40% of the in-kind contributions. This would be a
 
conservative accounting figure for goodwill given:
 

1. The number of years all of the organizations have been involved in
 

Ecuador. 

2. The size of those organizations. 

3. The widespread impact their hospitals, radio stations, and mission
aries have had on the indigenous groups. 

The impact of radio not only comes from HCJB shortwave broadcasts in 
Quichua, but also from indigenous managed stations in the rural areas.
 

These rural stations were begun by the Gospel Missionary Union (GMU) who 
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contributed personnel and/or resources to the project in those same areas. 
Since these missions were the first, to broadcast in the indigenous langua
ges, they hold a prominent image in the eyes of the indigenous people.
 

Because HCJB and GMU are also involved in radio, the project was able to 
capitialize on this advantage in another form. Typically all communication 
between Quito and the field personnel was done by radio. This advantage ex-. 
pedited many facets of the project and helped resolve problems of materials, 
transportation, meetings, etc. These lines of communication were then ser
viced and repaired when necesary by HCJB or GMU engineers at no cost to the 
project. Certainly consistent communication with field staff i=,;*critical 
for the advancesent of any project. In most of the highland areas tele
phones would have been a feasible alternative; however, in the jungle areas 
radios are typically the only means of rapid communication.
 

The maintenance cost of all the vehicles also became an in-kind contribu
tion. All the vehicles were maintained by Technical Support Mission. The 
actual lbor costs were reduced because nearly all the employees of this or
ganization are missionaries whose salaries come from cther sources. All 
parts costs however, were actual costs within the jourcry. Therefore, an 
estimate of the in-kind contribution by Technical Support Mission for the 
labor portion bf the vehicle maintenance has been included in appendix D. 

Transportation costs were inordinately low for two reasons. The cost- of 
gasoline in Ecuador was subsidized by the government. Therefore, the pro
ject spent only 20 -35 cents (U.S) for each gallon of gasoline. The second
 
factor is that all air travel in the jungle was done through another 
missionary organization (Mission Aviation Fellowship) whose costs were 
subsidized. All the pilots' salaries as well as a percentage of the 
equipment costs were from sources other than the flying service. The 
project paid about 10. less than would have been charged by a commercial, 
profit oriented group for similar services. 

Transportation costs in the highland areas versus the jungle areas were 
nearly comparable when the cost of the vehicle was depreciated over five 
years and maintenance costs were included. Both types of transportation 
benefited from in-kind contributions which makes accurate comparisons impos
sible. Most likely a flying service that was profit oriented would increase
 
the cost some 10% to 15%, although currently non-profit flying services co
ver a large portion of Ecuador's jungle area, Part of the explanation for 
the similarity in costs is that the air transportation was rented on a per 
hour basis and thus shared with all users of the service. The vehicles on 
the other hand were purchased and maintained exclusively for the use of the 
project. If a similar non-profit type of air transportation could be uti
lized in replicating the project, the cost of covering the jungle areas on a 
provincial basis would not be widely different from a central highland pro
vince where project vehicles would be used. 



B. Contribution from USAID Grant: 

The direct cost figures in appendix C can be analyzed from a variety of 
viewpoints which may provide helpful indications for replicating this pro
ject. It should be remembered that no adjustment has been made for infla
tion. In-kind contributions have some influence on these figures; there
fore, the actual cost/promoter trained or cost/hand pump installed type fi
gures will include only direct costs and will be conservative figures.
 

Start-up costs cannot be accurately estimated since the organizations were 
already in place and some promoter training was going on in Morona Santiago 
even before the project began. The direct costs of start-up included things 
like vehicles, educational materials, supplies, films, projectors, genera
tors, etc. It is estimated that the total cost to begin the project was 
$44,400. 

True costs of initial training can only be calculated on the first 18 months 
experience of the project. After this time the government took over all in
itial training. To train the initial 142 promoters the project spent about 
$103 per promoter. This would include only three or four courses of approx
imately five to six days duration per course. 

Ongoing supervision took place during the last two-thirds of the project. 
During this time 55 promoters were supervised at an average cost of $75 per 
promoter per year. This would be a relatively high figure because the num
ber of promoters supervised was determined by the MOH and limited by the 
number of training courses the MOH was able to conduct. Most of the project 
pe;sonnel could have supervised more promoters if allowed to by the MOH. In 
Morona Santiago however, one nurse with the assistance of two rural aides 
supervised up to thirty promoters. It was apparent in this jungle setting 
that a ratio of one supervisor to ten promoters was too great to provide ef
fective supervision. The ideal number was never able to be ascertained be
cause the project sought to integrate with the MOH system which had a nation 
wide goal of one supervisor to five promoters.
 

The above costs of supervision do not include continuing education courses. 
These courses were generally conducted in specialized areas such as nutrit
tion or. sanitation, and the courses provided a more in-depth coverage than 
the information received in the initial courses. It was through these con
tinuing education courses that the complete scope of the promoter training 
was fulfilled. Included in these courses were new technologies like water 
pot filtration which broadened the promoters experience and knowledge base. 
The cost of these continuing education courses was about $220 per promoter 
per year. 

The capital cost of $10,390 in the third year was for the purchase of hand 
pumps. These hand pumps were successfully installed in the province of 



Chimborazo. The cost to install these pumps was shared by the comunity who 
dug the well and paid for the piping and the construction materials. The 
community cost was approximately $329 and the pump cost was $258 per pump. 
Therefore, each pump installed in a highland situation cost $587. This 
would not include the cost of transporting and storing the pumps which was 
usually done by project personnel.
 

STRUCTURE 

The basic organizational structure was. simplified because of a wiall staff. 
Each of the four field areas in the respective four provinces had one coor
dinator who reported to the director in Quito. Along with the director in 
Quito was a fulltime assistant that specialized in appropriate technology 
and a part-time educational specialist that also contributed planning and 
evaluation skills. Most all of the field personnel supervision was perform
ed by the director. The result was about 50% of the director's time was 
spent in travel, visiting each of the four provincial areas in order to su
pervise each field once every two months. The other Quito based personnel 
would spend about the same amount of time in visitation of project areas. 
In replicating the project in "similargeographic areas, a significant amount 
of administrative or supervisory time should be reserved for travel to and 
from the project areas. It would be doubtful that a supervisor traveling. 
half-time in the project areas could supervise more than four to five
 
isolated provincial areas effectively.
 

On the provincial field worker level less time was needed in travel to su
pervize each promoter; however, each field worker trained and supervised 
many more people. The minimum number directly supervised was six in
 
Bolivar. After supervising these promoters about four times a year it was 
apparent in this highland setting that more than six promoters could be co
vered simultaneously. In the jungle area the field workers only reviewed 
promoter activities three to five times a year. The field worker and rural 
aides in Morona Santiago covered 29 promoters. To provide continuing educa
tion and supervision for promoters in the jungle it was decided -that five 
health promoters per supervisor would be near the maximum. This was also 
the goal established by the Ministry of Health. 

Each field worker lived in or near the communities where they supervised 
promoters. For major training courses people were often brought in from 
Quito or consultants came from outside the country. This arrangrment seemed 
to provide additional credibility and importance to the training courses and 
still maintain a personal relationship on the local level. This encouraged 
trust and acceptance and greater comprehension of the training course ma
terial. Most all of the continuing education courses were carried out by 
the field-worker in the local communities. The constant presence of the lo
cally based field-worker helped eliminate cultural barriers like prejudice 
and lack of understanding of the community organization or their needs. 



Only one field worker knew the indigenous language. All the courses were 
taught in the trade language (Spanish) with some translation depending on 
the area. Working only in Spanish did have an impact on two areas. First, 
non-Spanish speakers were forced to obtain information through translation. 
This situation was more often encountered in the jungle areas. These were 
the same areas where literacy programs were eventually begun, primarily to 
provide access to the government training program which was only in Spanish.
 
The second group affected was-the indigenous women who speak little Spanish.
 
The indigenous women typically take the role of caring for children and the 
home; consequently they have less contact with the trade language. This is 
especially true in more isolated areas in the highlands and most of the 
jungle. These women are not only dependent on the promoter for education, 
but the language barrier also hindered them from becoming promoters. In re
plicating the project a stronger emphasis might be placed on literacy of the
 
national language during the initial phase of the project.
 

All of those living in the field took three distinct roles during the four 
year project. First, they were "community organizers". Their task was to 
establish health committees and organize a process where communities chose 
individuals to be trained as promoters. This initial phase was not more 
than six to nine months. This process would have taken much longer had the 
associations not been seeking this type of development. Prior comiunication 
coupled with an established relationship also helped expedite the process
 
before the grant began in October 1978.
 

The second role the field workers took was that of "trainer". They became 
the organizer and focal point of the initial courses regardlezs of who came 
in to do the teaching. The 142 promoters trained were dependent on the 
field-worker living near by for moral encouragement, further insight and as 
a trouble shooter for difficult situations. After the initial training the 
field workers took a third role of "supervisor" and "educator of additional 
material". In addition they served as guides for the project by observing 
and planning ways to further the educational process according to the needs 
of that particular area.
 

Certainly the technical background of the "organizer/trainer/supervisor" for
 
this project would be difficult to replicate due to cost factors for these 
types of personnel (see sub-section on PERSONNEL). Neverthelessi the advan
tage of locating the immediate supervisors of the promoters and aides in the
 
local communities were readily proven. The supervisors acting with the 
local aides and promoters will be more successful :.f a degree of flexibility 
and self-determination are provided for each area to determine their own 
program emphasis and need within the confines of a larger program. A degree 
of local control always seemed to return substantial benefits to the overall 
development process in spite of the logistical complications it apparently 
added. 



There existed a unique structural setup between the project and other organ
izations. This situation would be different for every project although the 
principles followed were relatively simple. The project determined at the 
outset to only work where other missions had ongoing projects. This provid
ed an established and trusted link into the community infrastructure. As a 
result of this principle of following in others footsteps a great deal of 
the suspicion and reluctance to cooperate was avoided. People werL more in
terested in what the project had to offer and not why the project was there. 

The above principle was then coupled with the principle that the local in
frastructure should be utilized. This facilitated the project because those 
who were unfamiliar with the outside organization were always familiar with 
the local infrastucture. As mentioned before, the infrastructure utilized 
was the Indigenous Evangelical Associations. Utilizing these structures en
couraged greater local involvement in planning, decision making, administra
tion, etc. The support and utilization of the local infrastructure helped 
build credibility for the project as well as foundation for future develop
ment by these underserved populations. 

A third principle followed was to coordinate the project activities with 
other like minded organizations. This helped avoid duplication of efforts 
and the typical confusion on the local level that goes with duplication. It
 
also helped divide the project costs among several organizations. There 
were at least seventeen separate mission organizations and various 
governmental entities involved in some manner in the project. A drawback of 
this type of structural base is that a great deal more time must be 
dedicated to set up, coordination and communication. As a result of the 
inevitable expansion of administrative responsibilities in Quito, there was 
an associated expansion of the project impact on the provincial level. 

The structural base for the project was not ideal. Often personnel were
 
overworked due to pressing community and project demands. It would have 
been preferable to expand the highland and jungle outreach and have regional
 
coordinators. This was attempted for a few months of the project, although 
loss of personnel due to medical reasons made this type of structure impos
sible. The larger infrastructure however was built on principles which 
could be replicated. The project results would promote the idea of inter
cooperation among the development agencies and involvement of the locally 
based infrastructure. 

'WHODOLOGY 

Certain parts of the methodology of the project were refined through trial 
and error, others were part of the original design, and others still remain 
as open ended questions. This section will only examine a few specific 



areas. The following areas will be discussed:
 
Promoter's Role and Renumeration 
Training Techniques
 
Community Involvement 
MOH Association
 

A. Promoter's Role and Renumeration 

The methodology followed initially in training health promoters was to 
establish them as a locally based preventive health educator. The idea was 
for the the promoter to create awareness of the cause of the disease and 
means to prevent such disease. Some very basic curative skills were taught; 
however, the curative role was primarily left for the rural aides and/or 
rural doctors. 

At the start of the project communities did not readily accept the free ad
vice of the promoter. Behavioral changes were involved which took more time
 
than was originally predicted in order to convince villagers of the bene
fits. Typically there was a tendency to wait until the benefits were ob
servable before personally adopting the practice. This was even true for 
the promoters. Few were practicing what they preached. It became obvious
 
that the ftiTst role of the promoter had to be that of a living example and 
then an educator.
 

The role of the promoter was further complicated by community expectations. 
With training from western medical personnel it was expected that the pro
moter could cure the stomach ache and keep the babies from dying. This be
came such a compelling cry that the curative training of the promoters was 
expanded. Training in diagnosis and treatment for specific diseases was gi
ven to the promoters along with a set of basic medicines.
 

It was observed that the expanded curative training and utilization of medi
cines did provide the promoter with the credibility needed to make in-roads 
into the health of the community. After receiving a tangible benefit from 
the promoter the community seemed more willing to listen and try the preven
tive measures. This mixing of the curative and preventative roles continued
 
after the government began training promoters, although only MOH trained 
promoters were allowed to distribute medicines.
 

The distribution of medicines became an unplanned experiment. The govern
ment promoters in the highland were not allowed to distribute medicines by 
government order. With a lack of rural doctors in the jungle area the pro
ject encouraged the MOH to permit the promoters, often the only accessible 
medical person in the jungle, to continue distributing basic medicines. The
 
results indicated that trained promoters did have the abilities to properly'
 
distribute medicines. A survey of promoter diagnosis in the final year of
 
the project (see Appendix E) indicated only 3% of the time were medicines
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given that might have been harmful. Those particular medicines were declar
ed harmful only because of the high potential of pregnancy for women of 
childbearing ages. Approximately 86% of the time the medicines given were 
appropriate for the given diagnosis. These same promoters are continuing to 
distribute medicines with government approval in a manner which shows they 
are fully capable of the job.
 

The renumeration by the promoters changed throughout the project. All pro
moters began as volunteers. In Morona Santiago some of these same promoters 
continue as volunteers demonstrating that such a system of renumeration is 
possible. The voluntary system of renumeration did experience a major 
change after 1980. All those who completed government training were given 
stipends and few were willing to volunteer for similar work without pay. 

Even before the government began paying promoters, some of them were receiv
ing a small income from medicines sold. This system however was regressive 
in nature. For as the health of the community improved, the need for medi
cines decreased. With the drop in medicine usage there was an equal de
crease in the income from medicines. This renumeration system provided 
little incentive for the promoters to continue strong preventative efforts.
 

Partially dueto the above situation, early volunteer promoters began seek
ing some form of a regular income. The other mediating factors were the in
creasing amount of time required by the promoters away from their regular 
work and the growing responsibility being given the promoters by the commun
ity and the project. This experience would indicate that a natural conse
quence of asking the health promoter to take on greater responsibility will 
be a tendency for the promoters to seek greater monetary recompense. The 
current experience with long time voluntary promoters in Morona Santiago
 
would speak against this "tendency", probably indicating personality differ

ences will play a part in determining if a promoter will continue as a vol
unteer or eventually seek renumeration.
 

In summarizing the role and renumeration methodologies used, the word "nu
merous" would be an understatement. The role utilized by the project cer
tainly stressed expanding responsibilities, leaders within the community, 
and some curative emphasis. The renumeration methodology showed most sys
tems were feasible for a short time, but no single system was tested over a 
long period of time. Undoubtedly the wi.sjest course to follow would be the
 
one of common sense. Continuing to evaluate and maintain the monetary and 
non-monetary rewards so that they are commensurate with the work and respon
sibility of a promoter as well as equal to or greater than the alternative 
occupation, typically farming in the rural areas.
 

B. Training Techniques
 

The training was performed in three stages, project personnel to promot
ers, promoters to the communities, and supervision of promoters by project 
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personnel. The methodologies utilized in the training of promoters became 
the same methodologies used by the promoters in educating the couunitiv. 
For example, training of the promoters was done in a local comunity, just 
as the education of the communities was done within the local coamunity. 
Only rarely was a course held outside the region-on a large scale in order 
to reduce costs and combine efforts. Within the accustomed surroundin!s, 
promoters were able to grasp the concepts through practical examples far 
better than in a foreign setting. 

Non-formal education became the basis for all educational activities. Dia
logue around topics, simulations and participatory activities replaced the 
typical dry lecture approach. Specific non-formal education methodologies 
were first introduced as a part of the training of promoters. Then these 
same methodologies were incorporated into the curriculm as courses on com
munity education. The benefits produced by these courses were felt through
out the duration of the project.
 

Within the framework of non-formal education, certain key factors were em
phasized. All the material was broken into short simple concepts. These 
concepts were then taught through repetition and by packaging and rerpackag
ing the same concept in a variety of ways. An example might be the cbncept 
of the transmission of disease. Films were shown, then demonstratidns were 
presented of how rain could carry contaminated soil to a stream and then 
"down the river. Some lecture would be included, ..followed by a human chain 
demonstration where each person represented a part of the cycle of disedse 
transmission. Afterwards the same film would be shown, discussed, and shown 
a second time. 

Another kcey factor was personal supervision. After jeach course, follow-up 
education was done on a.one on one basis during supervision trips. Typical
ly the promoters and/or aides were supervised four to six times annually or 
every two to three months. Contact with the promoters would be more 
*frequent due to courses and other development activities such as hand pump 
installation. No test was made of an ideal supervision schedule; however,
 
in those provinces where promoters were supervised less than four times 
annually the project saw slower progress overall. The recommendation would 
be to emphasize a system of onsite personal supervision, utilizing the 
supervision time for review aRd continuing education. 

The benefits of going to the community to provide services cannot be over
emphasized. Part of the success as shown by changed behaviors came from the
 
fact that the promoters constantly were living in or going to the zommuni
ties to provide services. This eliminated the common barriers of culture 
and prejudice which commonly exists between the indigenous population and 
the mestizo population. This was demonstrated by the project with the go
vernment vaccination program. In Chimborazo the provincial government pre
ferred to only vaccinate out of the government sub-centbrs, clinics, or 
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schools. The other provincial DHVoffices allowed the promoter and supervi
sor to take vaccines to the communities. The results were dramatic. Up
wards of 80%-of all children under five received some vaccination in all 
areas except Chimborazo. In that province less than 60% of the children 
surveyed were vaccinated. 

The last factor dealing with training methodologies which would be recom
mended to replicate is flexibility/creativity. Flexibility/creativity in 
terms of the methods used to teach materials, the manner by which materials 
were covered and the methods that were utilized in applying material to the 
local situation. Essentially after the basic curriculum was determined the 
local project personnel and promoters became the experts how to communion 
cate and apply the materials. This can only be true if the project person
nel live within the culture of the people. 

An example would be the handwashing stations established in Morona Santiago.

It was determined locally that an emphasis on simple handwashing before 
meals would eliminate a common link in the transmission of disease. Since 
most handwashing was done at the river, the concept of a specified station 
provided easier accessibility and a stronger reminder. The desire to remind 
the family members and integrate this habit into their daily living patterns 
created the concept of a posted commitment chart. As each family desired to
 
participate in the program the promoter provided them with a large colored 
chart. On this chart the costs were outlined and the jobs were assigned to 
each family member. Where the station would be located as well as who would 
get the water and who would assure there always was soap at the station, 
were all placed on the chart. Each family member then signed their seal of 
commitment to the chart and the promoter followed up to encourage the family 
with their new health program. Similar flexible and creative training 
techniques were tried in other project areas with other areas such as
 
boiling water, building a latrine and starting a family garden. 

In summary, the training methodologies of simple concepts, taught repeti
tively with close personal supervision that maintains a degree of flexibili
ty/creativity and moves into the community setting to provide the training 
and service were all demonstrated in the special program to train water 
technicians. In December of 1981, when the first four hand pumps were in
stalled in the province of Chimborazo it was evident to the project person
nel that it would be necessary to train water technicians who would be res
ponsible for the ongoing maintenance of the pumps when any major breakdowns 
occurred. It was also decided at that time to train the water technicians 
in such a way that they could also be responsible for the actual hand pump 
installation. Several of training were out in aweeks carried classroom 
type situation with an actual hand pump available for reference. Tool pur
poses and uses were taught at this time as well as pump part names. There 
were also discussions on pure water and the feasibility of pump use as it 
compared with other options for pure water sources in the Colta area. When 



adequate preparation had taken place in the classroom, the five prospective 
water technicians were then taken to actual field sites where they were in
volved in the hand pump installation under close supervision of project per
sonnel involved in the training program. While involved in the work of in
stalling pumps it was decided by those involved in the training program that 
the water technician should also be experienced at the actual development of
 

a well site. Therefore, well site development (construction) was also in
cluded as a part of the ongoing training of the five water technicians. 
This training process took about one year. 

Due to the experience gained through the training program in Chimborazo and 
as a result of a request from the Health Commission of the Indigenous 
Association in Morona Santiago a program began there in April, 1982. The 
ongoing program in Morona Santiago is different because an emphasis was put 
on well site development from the beginning. Training in hand pump 
installation will be included upon adequate understanding of the well
 
construction process.
 

C. Community Involvement 

Ideally participation would be from all levels of the community in all 
stages of the project. This was followed in principle but not in strict 
practice. It became evident that working within the local community struc
ture was far more successful than beginning a new community structure (i.e. 
health committee) to provide community participation. This top down ap
proach to involvement was initiated on both a community level in Pastaza and 
on the association level in the other three provinces. In those provinces
 
with a stronger infrastructure and broader based representation, the project
 

progressed more rapidly. In Pastaza and Bolivar where the community repre
sentation was smaller and slower to develop, the project continually experi
enced barriers toward development. 

The recommendation that one initiate the project with input from and through 
the channels of a broadly based local infrastructure does not preclude input
 
from the bottom up. It merely delays stronger local involvement until later 
in the process. The project had success with bringing in true community 
involvement through health committees after the role of the promoter and na
ture of the project were better understood by the communities involved in 
the project. These community based committees began to function in the 
third and fourth year of the project depending on the area.
 

The project did attempt to form health committees from the start of the pro
ject, although little was accomplished in those first years. The only ad
vantage of the health committee or any other locally representative body was 
in the choosing of the original promoters. Some form of locally based 
cross-sectional representation would be recommended to choose the promoter. 
This will avoid the natural tendency to only choose a member of the elite 



class with strong political ties. If the choice is made outside of a com
munity body, few if any will likely seek out the promoter for services. In 
other words all of the training of the promoter will probably never be im
plemented in the lives of the community members. 

Included with the recommendation to work within a strong local infras8fruo
ture would be to pass on to that infrastructure control of specific areas of 
the project. Within this project the local community had control over who 
would be the promoter, what were the areas of most need which the promoter 
should handle first and how the community was going to finance new projects 
like hand pumps and latrines. One disadvantage of a government based
 
program is that it by nature must retain more of the decision making at the 
national level and not a local level. If this tendency could be reversed, 
the project experience would indicate a stronger cama.ity acceptance of the 
program.
 

D. MOH Association 

Because part of the original goal of the project was to be a model for 
the government to expand services to underserved areas, the association with
 
the MOH was critical. This association was begun before the project started 
and was carried on throughout the project. Part of the advantage the pro
ject had was that it was viewed as an expansion of an already trusted and 
ongoing commitment in health by HCJB. Since HCJB already had two hospitals 
in the country and a medical caravan service to many rural areas, the pri
mary health care project was accepted as a part of the existing, HCJB health 
care system. 

The primary recommendation would be in the area of planning and information. 
The original planning for the project was done in conjunction with or under 
the advice from the MOH. As the project progressed the MOH was given infor
mation about the progress of the project, typically on a person to person
basis. These two areas helped to remove suspicion of the project's goals, 
intentions and activities.
 

As the MOH planning became more clearly defined, the project sought to as
sist in the implementation of these plans. An illustration would be the 
tentative curriculum developed by the MOH before initiating their program.
This same curriculum was used by the project months before the first govern
ment training course was held. 

In certain areas it was possible to directly coordinate activities. Where 
separate MOH programs like Leche Avena could be integrated into promoter 
activities, the project sought to help the promoteers include these programs 
in their community visits. This was also true of vaccinations and studies 
by MOH. In some areas MOH officials would accompany project personnel and a 
promoter into areas for studies.
 



Another more difficult recommendation would be to alter a project's direc
tion in order to coincide with a MOH plan. This area created frustration 
for the project because goals could not be reached as rapidly, but the rela
tionship with MOH was greatly improved. This became important when the pro
ject began to more closely integrate with the MOH. An example would be the 

willingness of the project to release promoters already trained by the pro

ject to be supervised by other MOH supervisors. As a result of these and 

other alterations by the project, certain suggestions were more rcadily ac

cepted by the MOH. The potential benefits of promoters distributing medi

cines in the jungle areas would be one example. The utilization of promot

ers for vaccinations and Leche Avema programs would be another example. The 

MOH was willing to allow the project to continue introducing health promot

ers to new health related topics in spite of a desire to standardize all 

health promoter training. As a result of the positive associations with the 

MOH, the project was able to integrate and experiment in a variety of areas.
 

PERSONNEL 

Replication of the type of personnel used in the project would be recommend

ed only if voluntary personnel were available. Such a case would occur with
 

other missionary groups or humanitarian type projects where personnel funds 

are drawn from other budgeting sources. It would not be recanmended to uti

lize doctors and highly trained nurses as health promoter teachers and su

pervisors if the full cost to employ and locate these professionals in an 
isolated area were borne by the program itself. 

In this pilot type project the use of highly trained professionals did pro

vide credibility to the project. The program never experienced difficulties
 

or questions concerning the validity of the material taught. The MOH was 
also more willing to follow suggestions from individuals on their same pro
fessional level.
 

The recommendation to not use the same type of personnel in a government 
based program is not solely based on cost reasons. The experience in Morona 

Santiago and Chimborazo demonstrated that rural aides could adequately han
dle supervision requirements. Training in supervision and personnel manage

ment was helpful in the early stages to teach those aides how to be supervi
sors. The occasional visit of a nurse or rural doctor was also beneficial 
for the rural aide to maintain credibility with the health promoters. 

4 

The project had little experience with utilizing rural aides as teachers; 

however, non-professionals were used in the promotion of potable water and 

sanitation. An experiential background was sufficient to teach the basic 

course. If professionals did teach the courses it would be recommended not 

to have them make the arrangements for the course. Project personnel often
 

found a majority of their time was given to the logistics surrounding each 
course.
 



V iI 

COST 

(The following costs do not include personnel costs. A national program
would capitalize on economies of scale which should reduce all of the
 
following costs according to' the size of the program. This information 
should be used only as a guideline.) 

1. Cost to initially train 142 promoters was $103/promoter.
 

2. Cost to supervise 55 promoters was $75/promoter/year. 

3. Cost to provide continuing education for 55 promoters was $220/promoter/ 
year. 

4. Cost to train five water technicians was $500/technician. 

5. Cost to equip five water technicians was $400/technician.
 

6. Cost to install one hand pump averaged $587/pump including labor,
 
materials and pump. 

7. Cost per beneficiary of the 39 hand pumps installed was $4.58/person.
 

8. The start-up costs totalled $44,400. 

9. For 51 months the USAID grant totalled $244,001. 

10. For 51 months the in-kind contributions were $668,652, primarily per
sonnel costs and goodwill. 

11. For 51 months the total project costs were $912,653.
 

12. The total cost to cover a jungle province by renting air transportation

would be comparable to covering a highland province through the use of as
signed vehicles. 

STRUCTURE
 

13. A centrally located director, traveling one-half time should not be 
responsible for more than four or five isolated provinces.
 

14. In a highland province, given personal transportation, at least nine 
promoters/rural aides should be supervised.
 



15. In a jungle province no more than five promoters should be supervised. 

16. The supervisor of health promoters and rural aides should live in or 
near the communities where the health workers live.
 

17. The field worker should coordinate and participate in all courses pro
viding continuity and moral encouragement for the promoters. 

18. In areas where competeMy in the national language is weak, an empha
sis on literacy should be included at the beginning of the project. 

19. The local program design and direction should have locally based con
trol by the field workers within the confines of the overall program. 

20. The local infrastructure should be utilized to approach the community 
and begin a program. Organizing a new infrastructure (committee system# 
etc.) should not be initiated at the outset of the program.
 

21. Coordination of activities by agencies and organizations with a similar 
focus will avoid duplication and eliminate confusion on the local level. 

22. Regional coordination should be used to facilitate local supervision. 
This would also improve coordination with the national administration. In 
such a case a degree of autonomy on the regional level should be provided.
 

METHODOLOGY 

A. Promoters Role and Renumeration 

23. The behaviors of the promoters is the first form of comunication/edu
cation to the community. Therefore, initial emphasis should be placed on 
the health practices of the promoters. 

24. Promoters should receive training in very basic diagnosis and treatment 
in order to create acceptability of the preventive and health promotive 
role.
 

25. Promoters should distribute a few basic medicines espcially in isolated 
areas.
 

26. The income from medicines should not be a significant portion of the 
promoter's renumeration. 

27. Renumeration for promoters, both monetary and non-monetary should be 
commensurate with the skill level and responsibility given to the promoter. 
This is especially recommended as skill level and responsibility are in
creased. 



28. The renumeration scheme should provide income equal to or greater than 

the usual occupation (typically farming) for an equivalent time worked. 

B. Training Techniques 

29. Training courses should be held in the local area, for short durations,
 
with close supervision between courses. 

30. Non-formal education methods should form the basis of all courses. 

31. All material should be taught in short simple concepts presented repe
titively in various forms. 

32. Personnel supervision should take place at least four times annually. 

33. The supervision trip should be utilized for review of training course 
materials and continuing education on an individual level.
 

34. Training courses should be flexible according to the need of the local 
area.
 

35. The creativity of the promoters and field workers should be encouraged 

in the presentation and application of the material covered.
 

C. Community Involvement 

36. A program should be initiated with the input from and throgh the chan
nels of a strong, broadly based, local infrastructure.
 

37. Some form of a cross-sectional, representative body should choose the 
health promoter candidates.
 

38. Program control and power should be passed on to the local infrastruc
ture used to implement the program. 

D. MOH Association 

39. Planning and initiation of a program should be in conjunction with the
 
planning and current programs of the MOH. 

40. Program progress should be regularly communicated to the MOH both in 
written and oral forms. 

41. Coordinate as many aspects as possible with the MOH. 

42. Alter program activities in order to follow changes in MOH plans. Do 
not resist changes in MOH emphasis. 



43. Demonstrate and present to the NOH positive changes that will facil

itate the national system in primary health care. 

PERSONNEL
 

44. Do not utilize doctors and highly trained nurses as health promoter 

supervisors and teachers, unless cost is not a factor and strong credibility 
with the MOH is a priority.
 

45. Rural aides should be given training in supervision and personnel man

agement before being assigned to supervise promoters. 

46. Supervision of rural aides by doctors and nurses help maintain the 
credibility of the rurel aide. 

47. Rural aides and non-professionals should be utilized to teach beginning
 

level courses for health promoters. 

48. All the arrangements for courses should be made by a non-professional 
field worker.
 



Project Personnel 

Mery1 Brown 78-82 
Martha Craymer, RN 78-82 

Roberta Hostetter, LVN 78-82 

Steve Nelson, MD 78-82 

Lois Price, RN BS 78-82 

Sara Risser, RN MS 78-82 

Lloyd Rodgers 78-82 

Craig Shuck, BS 78-80 

Manuel Naula, ND 79-82 

Jack Olinger, MD 79-81 
Jon Sevall, BA 80-82 

Judy Sevall, RN BS 80-82 
Janet Douce, RN 80 

Philip Westra, PhD 81-82 

Karen Van de Wege-Westra, MPH, PNP 81-82 

Miriam Gebb, RN, FNP 81-82 

William Douce, MD 81-82 
Alicia Ingram, BA 81-82 

Arthur Boudreaux 82 

Craig Anderson, MSPH 82
 

MAP Coordinators
 

Richard Crespo, MS 78-82 

Robert Moore, MA' 82 



Organizations
 

Aociacion Independiente del Pueblo Shuar Ecuatoriana 

Associacion Indigena Evangelica de Chimborazo 

Asociacion Indigena Evanelica de la Provincia de Bolivar 

Berean Mission 

Ecuadorian Ministry of Health 

Gospel Misionary Union - GMU 

HCJB (World Radio Missionary Fellowship, Inc. 

Luke Society 

Medical Assistance Program - MAP, Int. 

Mission Aviation Fellowship - MAF 

Missionary Church, Inc. 

Oriental Missionary Society - OMS, Int. 

Plymouth Brethren 

Technical Support Mission - TSM 

United States Agency for International Development - USAID 

United States Peace Corp 

World Concern 

Consultants
 

Patrick H. Marnane, PhD
 

Fernando Mazariegos, Lic.
 

'Donald Miller, PhD
 

Ronald L. Moore, BS
 

Ted Ward, PhD
 



APPENDIX A 

Lggical Fraineork Matrix 

A. 	 1. Goal: 

That the health be improved in Indian populations of five rural 
areas of Ecuador where existing mission agencies are already
working. 

2. 	 Measurement of goal achievement: 

a. The adoption of improved health behaviors. 

b. 	 The reduction of prevalent disorders. 

c. 	 The improvement of health related environmental conditions. 

d. 	 The provision of health care services to isolated areas. 
3. 	Assumptions (as related to goal):
 

a. Communities will a participate in the health programs.
 

b. The health needs identified in the health assessment will be
 
priority needs from the beneficiaries' point of view. 

B. 	 1. Purpose: 

That the residents of five rural areas will have access to basic 
health services and will utilize those services including: 

- community education for improved health 
- primary, community level health "are P,:, Ices. 
- medical referral services. 
- health related community development assistance.
 

2. 	End of Project Status:
 

a. Village health workers will be functioning in 100% of the target 
communities. 

b. Acutely ill people will utilize medical referral services at the
 
village health worker's recommendation at least 80% of the time.
 

c. 	 Initiate health related coimmnity development projects in the 
communities that have the organizational capacity to implement

such projects. 

3. 	 Assumptions (as related to purpose): 

a. 	 The GOE will recognize the program and view it as supportive of 
the government health system. 

b. 	 Local leaders will legitimize the program and target communities 
will actively participate. 

VA
 



C. 1. Outputs:
 

a. 	 Participatory health assessment for each area. 

b. 	 Comunuity education (NFE) addressing prevelant, area specific 
health issues. 

c. 	 Training programs for health workers. 

d. 	 Primary health care system at the community level. 

e. 	 Medical support system, including referral services and health 
workers supervision and medical supplies. 

f. 	 More supportive environmental conditions (e.g. water, housing, 
sanitation, etc.).
 

2. 	Output Indicators:
 

a. 	 Agreement between the community and facilitating agency on the 
prevalent/crucial health needs. 

b. 	 Community health committees functioning in the target communi
ties agreeihg with the community and village health worker on 
the specific health behaviors which need to be improved. Also 

,that 	 health committees in the above communities are taking 
leadership roles in the education programs. 

c. 	Functioning training programs.
 

d. 	 Health workers selected, trained and functioning in 100% of the 
target comunities. 

e. 	 Referral facilities identified, approval of program from local 
health worker's pharmacy stock at each of the training centers.
 

f. 	 Specific resource comittments from each community where devel
opment projects have been initiated.
 

3. 	 Assumptions (as related to outputs): 

a. 	 Reciprocal relationships between communities and facilitating 
agencies. 

b. 	Communities will respond to educational efforts and adopt the
 
agreed upon health behaviors. 

c. 	 The training that the health workers receive will enable the 
workers to give adequate primary health care. 

.d. 	 The communities will use this primary health system. 

e. 	 The GOE will recognize and support the system by making govern
ment facilities available for training, supply supervision and 
referral.
 



D. 	1. Inputs:
 

a. 	 Grant manager and support services for the project. 

b. 	 Consulting assistance for planning, evaluation, health assess
ment and comnunity education. 

c. 	 Training for facilitating agency staff. 

d. 	 Resources for health workers training and supervision. 

e. 	 Existing GOE helth system for referral services. 

f.. 	 Planning assistance for health related development projects. 

g. 	Project funds.
 

2. 	 Assumptions (as related to inputs): 

a. 	 Vozandes Hospital will serve as the coordinating agency for the 
five projects, and will appoint a grant manager and provide 
support services. 

b. 	MAP International will provide (or sub-contract as needed) con
sulting services. 

c. 	 The existing staff and facilities will remain committed to the 
programs for the length of L.-ant period. No more staff will be 
needed beyond those presently on site.
 

d. 	 The GOE referral system will cooperate with these projects. 

e. 	 MAP will provide planning assistance. 

f. 	Grant funds will be used to provide coordination for initiating
 
the projects and improvement of staff, facilities and training; 
at the end of the grant period, existing agencies and infra
structure will be sufficiently strengthened so as to be self
supporting. 

3. 	 Funding. 

Whereas outside funding and staffing will be necessary to begin each 
program the plan will lead to self-support and self-sufficiency. 
That means that health workers will be able to live on income 
derived from the people they serve; the program will ultinmtely draw 
on GOE resources for referral services, supplies, salaries and other 
needed support. The strategy for accomplishing this is out-lined 
below. 

The budget is divided into two major sections: I. Coordination/ 
Supervision; and II. Community Health Projects. None ue the coor
dination/supervision in Section I. which USAID/Ecuador will pay for 
will apply directly to the five community health projects. With the 



training and up-grading provided by grant funds, the PVOs and GOE's 
involved at the community level will have the personnel, fa
cilities. and experience necessary to continue supporting the local 
health projects on their own after the USAID/Ecuador support is 
withdrawn. 

On the community health project level, the main costs for continuing
the community health programs beyond the grant period will be: 
health workers training and materials, supervision, medical supplies

and salaries of supervisors and training instructors. The support
for these local programs will move through three phases. 

In the first phase, funding will be provided jointly by grant funds, 
existing PVO operations and personnel, the GOE, and the communities 
involved. During this phase grant funds will be used for up-grading
facilities, preparing curriculuns and consulting services. 

In the second phase at the end of the grant period, the PVO's, GOE 
and the communities will bear the full costs for continuing the com
munity programs. The existing PVO staff and GOE resources will have 
been up-graded, training programs will have been established and 
supported by the MV's with resources provided by the grant. Thus, 
during this phase it is expected that the PVO's will no longer need 
grant support for training, etc. As more rural aides trained by the 
GOE are available, these government personnel will assume more of 
the training and supervision of the health workers. Although small 
consulting fees charged by the health worker and though a small per
centage charge above costs for medicines, the operational costs for 
the health worker will be covered. (This policy is in effect from 
the beginning of the projects.) In addition the health workers will
 
derive income from their forms since they are serving as part-time
health workers. In all instances, only referral services are used, 
thus there will be no need for maintenance of these capital inten
sive services. Fees for referral services will in all cases be 
borne by the patients. 

The third phase will occur as the GOE expands its health services 
over time, gradually replacing the PVO services in training and su
pervision. This of necessity will be a gradual process as GOE re
sources become available. The PVO's involved have been helping the 
GOE "fill in the gaps" for many years now, and their raison d'etre 
would confirm their doing so until that time when the GOE will be 
able to assume the major responsibility for the health needs of the 
rural poor. 

A



APPENDIX B
 

Household Survey of Moron. Santiago - 1977 

Parasites. Lab test indicate that: 

88%of those tested have some intestinal parasite. 
705 of those tested have ascaris parasites. 
50%of those tested have tricocefalos parasites. 
135 of those tested have anquilostoma parasites. 
465 of those tested have two parasites. 

Present illness. Respondents were asked, "Are you sick now?" If yes, "What 
sickness?" Responses to this question indicated that:
 

63% of the population were sick at the time of the survey. 

23% of the population suffered from amoeba*. Symptomatic indications were 
confirmed by lab tests.
 

18% of the population had upper respiratory symptoms. Only one case (less 
than 15) of TB was confirmed. 

14% of the population had fevers. Less than half of those (75) 
diagnosed as malaria. 

Other disorders included infrequent cases of anemia (3%), vitamin deficiency 
(15) and injuries (4%). 

When asked, "What was the cause of the sickness?" 42% of those who answered 
said, "contagion". 

Following the survey, a small group of Shuar informants were asked to help 
amplify the many references to contagion that arose out of the survey 
interviews. They described many cultural beliefs and practices that 
supported the notion that the Shuar indeed understand the concept of 
contagion.
 

1. People will avoid sitting where a stranger has just sat. They may turn 
a stool over or put a clean banana leaf on a stool just used by a stranger. 

2. When a person has vomited or defecated, especially where blood is
 
evident, others will walk around the excrement and avoid it. 

3. They may destroy plates and utensils that have been used by someone who 
is sick. 

4. People will plug their nose when passing a watery or bloody stool
 
thinking they might contract the illness through smell. 

'The doctor who helped design the survey instrument categorized amoeba 
separately from parasitic infections. 



5. When a stranger CoMes, the host family may not sit near him; when he 
leaves they may wash the place where he sat or slept with hot water. They 
may even throw the bedmat away. 

There was considerable agreement between the information collected 
informally in community meetings - the community's perceptions - and the 
empirical data collected in the household survey -- the health profes
sional's perceptions.
 

Stomach Problems. The people complained of many stomach problems. The
 
survey identified a very high prevalence of ascaris parasites and amoeba, 
both of which can cause severe "stomach" (intestinal) symptoms. The 
likelihood is that the majority of those infected could be considered acute.
 

UDoer respiratory oroblems. The people complained of upper respiratory
problems. The survey confirmed a high prevalence of upper respiratory
infection. The endeavor to diagnose those sympto,3 did not produce clear 
conclusions. TB was not found to be as prevalent as expected. Itwas noted
 
that parasites could be linked to some URI in that a number of instances 
were cited when people coughed up worms. Furthermore, parasites are known 
to migrate through the lungs as part of their life cycle. 

Fever. Fever was found to be less prevalent than was expected. Malaria 
accounts for, slightly less than half the fever symptoms. It was observed by
medical staff reviewing the raw data that acute cases of parasites and 
amoeba can cause a fever. 

Contagigia. The Shuar already have a concept of contagion from their
 
cultural beliefs and practices. In some specifics their concept may not be 
supported by western scientific knowledge (e.g. contagion through smell).
Nevertheless, they understand that disease can be communicated from one
 
person to another through a medium which is to be avoided. This provides an 
excellent conceptual foundation on which to build community health 
education.
 

Prgra atic Imnlications. 

The findings from both the commuhity meetings and the household survey were
 
discussed in a series of meetings attended by members of the Health 
Commission of the Shuar Association of Cooperatives and expatriate health 
profeasionals participating in the program. Out of those discussions grew 
an agreement about the specific thrust of the helth program for the next 
year. 

Intestinal infections. The single, most critical health need among the
 
population of Shuar Indians relates to intestinal disorders caused by

parasites, predominantly ascaris and tricocefalos, and amoeba. The 
following specific actions are recommended. 

1. Help the people learn to improve the cleanliness of their houses and 
yards with special emphasis on the safe disposal of feces. Search the 
literature for alternative methods of waste disposal from which the Shuar 
may select the method (or methods) which are appropriate to promote within 



their cultural and environmental constraints. 

Help the people to expand their concept of contagion So as to provide the 
motivation needed for the adoption of health promoting waste disposal. Help
them learn that animal waste, like human waste, can also communicate 
disease. 

2. Test community water supplies for contamination. If (where) they are 
found to be contaminated, help the people of the affected communities to 
modify their practices such that they will draw uncontaminated water for 
household use. 

3. Test chicha for contamination. If it is found to be contaminated, 
inquire further to identify the source of contamination. Discuss the issue
 
with community members so they will adopt methods of chicha making which 
will avoid contamination.
 

4. Emphasize in the training and supervision of health volunteers their 
roles in relation to parasitic and amoebic infections: i.e. community 
education, diagnosis and treatment. Be sure adequate supplies of 
appropriate medications are available.
 

Uoer resniratorv infections. It is possible that some of the upper 
respiratory complaints are related to intestinal infections. Therefore, if
 
intestinal infections are reduced some upper respiratory complaints may be 
reduced also. 

Medical staff of the Shell hospital should do further research to diagnose 
the major cause of URI in order to make sound decisions about appropriate 
efforts to reduce its prevalence.
 

Fever. Nearly half the fever complaints were diagnosed as malaria. 
Training of Health Volunteers should re-emphasize the recognition, treatment
 
and prevention of malaria. Since malaria is not endemic, the training 
should also stress the avoidance of -indiscriminate distribution of malaria 
medicines. 

Some fevers may be related to the highly prevalent intestinal disorders. If 
intestinal infections can be reduced the number of fever complaints will 
likely be reduced also.
 

Medical staff at the Shell hospital may wish to do further research to 
diagnose the fevers which are not related to malaria or intestinal 
infections; Data would suggest, however, that only 7% of the population
suffer from non-malarial fever. If some of those are caused by intestinal 
infection, relatively few people are afflicted by yet-unidentified fevers. 
Fever research should take a lower priority than URI research or testing 
water. 

Program Design 

The following Prograq Design Frames outline the revised health systems

designed for and with the Shuar population of the Oriente in Ecuador. The 
blue forms relate specifically to the training, deployment and continuing 
education (supervision) of health volunteers. Whereas the system includes 



content and skills above and beyond the implicati:ms highlighted in the 
health assessment, it i3 to be umderstood that the issues dealing with the 
above programmatic implications will be given special enphasis. 



APPENDIX C 

78-79 79-80 80-81 81-82 Oct-Dec Total 
82 $ 

Salaries 505 8,358 12,509 5,272 208 26,852 

Trainirg 3,472 11,249 3,958 2,577 5,535 26,791 

Curriculum 826 1,848 4,555 6,136 6,204 19,569 

Supplies 4,268 5,293 2,243 1,306 81 13,191 

TRAVEL 

Supervision 3,348 6,088 5,382 3,330 980 19,128 

Almni 1,506 2,651 2,321 1,065 191 7,734 

Reporting 141 502 752 1,166 30 2,591 

Other 958 1,479 764 992 1,254 5,447 

Per Diem 807 622 579 961 288 3,257 

Office 664 936 419 268 299 2,586 

Vehicle/Maint. 1,489 4,684 3,669 7,002 2,661 19,505 

Equipment 5,987 7,018 3,574 1,408 856 18,843 

Capitol Costs 26,809 - - 10,390 12,867 50,066 

Administrative 4,693 2,673 4,265 3,512 15,143 

Consultants 233 2,685 1,881 1,128 4,100 10,027 

Misc. 149 (32) 1,966 1,089 99 3,271 

TOTAL 55,855 56,054 48,837 47,602 35,653 24,001 



APPENDIX D
 

AnoRxlmtion of In-ind Contributions 

78-79 79-80 80-81 81-82 Oct-Dec Total 

Personnel Months -84 85.5 106.5 99 29 - 404 mo. 

Salary 52,000 53,000 66,000 61,300 18,000 2 0300 

Housing 17t300 17,600 21,900 20,400 6,000 83,20 

Orientation 8,200 2,300 2,300 2,300 - 15,100 

Int. Travel 650 1,300 1,300 1,300 650 5,200
 

Overhead 2,436 2.480 3,089 2,871 8141 11,717
 

Transportation
 

*MAF 414 658 605 575 327 2W579
 

*TSM - 395 552 606 228 1,781 

U*Radios 300 300 300 300 75 1,275
 

Goodwill 70,000 70,000 70,000 70,000 17,50 297,500
 

Total 1519300 148,033 166,0146 1159,652 43,621 6662
 

OWF - Mission Aviation Felloship - reduced cost of project 

*"TSM - Technical Support Mission - reduced labor cost 

*"Service and maintenance Cost contributed by HCJB 



APPENDIX E
 

Survev of Promoters' Diagnoses in Morona Sant -nf 

In a review of 511 promotor-patient encounters during three months of 1982,
it was found that correct or adequate treatment of the problem was 
administered in 865 of the cases. 

A frequent objection to the use of medications by health promoters has been 
the possibility of misuse. In this study, only two encounters involved the 
use of medicines that were 2ozntiall1 injurious. In both instances, the 
case was that of using tetracyclines in women of child-bearing age. In 
neither case was it actually established that the patient actually was 
pregnant, but given the Shuar tendency to report pregnancy rather late, the 
promoters have been taught that it would be preferable to use an alternative 
antibiotic for bacterial infections in the face of even potential pregnancy. 

A further 75 of the treatments were considered to be inadequate, meaning the 
choice of the medication was appropriate but the dosage or length of 
treatment did not reach-the levels that had been taught. The use of
 
antibiotics that were not necessary appeared in 35 of the cases and 3.55 of 
the cases showed treatments apprently unrelated to the diagnosis i.e.
 
calcium for general aches and pains. 

It might be argued - and is, even by many in Ecuador, that the above figures 
still represent too great a risk. That perhaps would be true in a city like 
Quito where an alternative system of medicine exists with less tendency to 
iatrogenic error. However, the project area is isolated from any form of 
medical care except for a very rudimentary system of herbs. The major form 
of existing health care structure is based on witchcraft - the major role of
 
the health provider then being to decide just who the offending witch was
 
and "sucking" out the stone or stick that had been spiritually placed in the
 
ill person's body. 

In this type of village, the minor risk of misuse of drugs seems amply
justified in the face of large numbers of parasitic and infectious diseases 
that yield fairly readily to the simple use of a small number of drugs. 

Steve Nelson, M.D. 
Medical Director 
Hospital Vozandes - Shell 
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