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-1. t:V.1Liiflon Ab~traqt hL)u 'Q ~p Ih snCIcP poVICled)

This project developed a "Risk" methodology to allow trained -Community Health Workers
(CIIW) extend Child Survival strategies to the "hardest to reach" segment of Peruvian
society by identifying families more likely to have infants die or be malnourished. The
project was implemented in a peri-urban area and in a rural highland region of Peru by
PRISMA, a Peruvian PVO and the Johns Hopkins University. PRISMA conducted this final
evaluation to summarize the findings of the study and recommend future activities. The
major findings and conclusions are:

- It was not possible to demonstrate an effect of the Risk Score Methodology on infant
mortality or malnutrition when comparing a group of promoters trained in the risk
methodology to another control group.

- Health promoters could be trained to target and spend more time on high risk families
without negatively aiffecting low risk families.

- Nutritional status was declining in Project areas and should continue to be monitored.

- A further study of the relationships of maternal height, low birth weight,
malnutrition and death should be performed.

The risk methodology should continue to be used in PL 480 Title II feeding programs
and operations research should be conducted at selected food distribution sites to
refine and adapt the risk indicators.

- The major causes of death in the peri-urban area are peri-natal causes, accidents,
and violence. These current causes of death indicate the success of child survival
interventions over the past few years.

- The risk targeting approach should be used by health promoters so as to im,-rove the
efficiency of their work.

COSTS_____ __

1. E\'fhLIMntion Costs

1. Evaluation Team Contract Number OR Contract Cost OR
N am o Afflilatlon TDY Person Days TDY Cost (U.S. S) Source of Funds

Carlos Valente PRISMA in-house in-house PRISMA
Carmen Marin PRISMA evaluation evaluation Grant
Josephine Gilman PRISMA 527-0311
Miguel Campos Consultant

2. ;lis'Ion/Olllco Profo ;s.Ional Stall 3, Borrowor/Grantoo Profosslona:
Porson-Das (E:tirnato) 0 Stafi Porson-Days (Estimato) 155

Alt) JU-5; (Q10-87) t',(u ] 2,



A.I.D. EVALUATION SUMMARY - PART II

S U I0 M A it Y
J. Summary of Evaluation Findings, Conclusions and Recommendations (Try not to oxcood the throe 13) pages providod)

Address the following rom:
* Purpose of evaluatlon and methodology used 9 Principal recommendations
* Purpose of activity(los) evalutod * Lessons learned
" Findings nnd concluslons (rotato to quostions)

Mission or Office: Date "his Summary Proparod: litle And Date Of Full Evaluation Roport:Evaluation of the PRISMA Project No. 527-UEIID/Peru' 1/23/901 0311, Identification of High Risk Familiesfor Child Mortality in Peru

1. P UPI POSE

The pm )se of this project was to design a "risk score" methodology for identifyingndfvlidL als or families with a high risk of child mortality or malnutrition and totta.1gL scarce health care resources to" them. Specifically .the project aimed to increasethe impact of child survival strategies by training MOH, PVO and community-based healthpromoters in child survival interventions qnd in the use of the risk score methodology
to target those interventions.

The assumption implicit in developing the risk score was that children who had a higherlikelihood of dying or suffering malnutrition could be identified on the basis of familycharacteristics. These family risk factors could then be used to selecLively targetsupplemental food and child survival interventions to the children and their families soas to prevent the adverse outcomes. It was recognized that the risk factors would haveto be sufficiently sensitive and specific so as to achieve the greatest impact with a
limited amount of food and health care resources.

2. PURPOSE OF THE EVALUATION AND METHODOLOGY USED

The evaluation of th'e project consisted of an in-house evaluation of the effectiveness
of the risk score methodology, as well as an evaluation of the extent to which projectoutputs were achieved and recommendations to A.I.D. for use of the materials and riskscore methodology developed under the project. Specifically the effectiveness of therisk score was evaluated by comparing the outcome indicators (birth weight, maternal andchild mortality and malnutrition) of two sample populations served by two groups ofcommunity health workers (CHWs), one of which was randomly assigned to use the riskscore approach when providing the child survival services that would normally be
provided by the CHls.

3. ..FNDINGS AND CONCLUSIONS

In order to identify tlrn familial risk factors that could be used to predict childhoodmortality and malnutrition, a case-control study was done of the population living in aLima pueblo Joven. Risk factors were then identified which were present in families whohad experienced a childhood death :r had a malnourished child but were not present in acomparison groui of- families . matched for residence and age of children.

The. fInal group of risk factors was reduced by eliminating those factors that wereunstable or not subject to modification through any kind of intervention Thp -ftnq]
group of risk factors identified were the following:



S U M M AII Y (Conllnuod)

a. Father's education Less than 7 years or mother's education less than 6
years

b. Child younge. than 2 years old who was breastfed less than 2 months
c. Total number of live births greater than 2
d. Less thao 24 month interval between last two births
e. Motber's height less than or equal to 148 centimeters
f. Severe problem during pregnancy occurring during last 2 years
g. Birth weight cf last child less than 2.7 kg

In order to determine the risk factors for a rural population, which could in theory
differ substantially from the Lima periurban population from whom the above risk factorswere obuained, a similar case control study was done among a sample of rural families inthe department of Cajamarca. The risk factors identified were the following:

a. Non-ownership of land
b. Kitchen and bedroom of house located in same room
c. Fever during pregnancy
d. Periodic use of alcohol by father

The evaluation also measured the degree of completion of the specific" project outputs.
The outputs and their degree of completion were the following;

End of Project Outputs: Programmed Achieved

Risk Score:
Developed Yes Yes
Tested Yes Yes

Training in Risk Technique to:
health center professionals 300 335
community.health workers 200 369

Development of Risk Manuals and 750 1,000
training materials manuals manuals

(still in print as of 1/90)

Provision of child survival services 50,000 57,000
and education to community residents

To compare the effectiveness of the risk score methodology, all CHWs trained by the
project at the Lima site were randomly divided into two groups: those who were trainedto use the risk score/ caid and selectively target their normal child survival
interventions to the families identified as at risk, and a control group who providedchild survival interventions in their community indiscriminately. After six months the
health status (birth weight, maternal and child mortality and incidence of malnutrition)
of the populations served by the two groups of CHWs was measured. The results failed to
show any significant differences between the health status of the treatment and controlgroups. The report speculates that the lack of differences between the two groups could
have been due to a) the low frequency of the mortality indicator used; b) the smallsize of the samples; c) the short intervention period used; and d) project-related
benefits that benefitted both treatment and control communities and possibly masked the
effects of the risk score application.



S U M M A R Y (Conllnuod)

4. PRINCIPAL RECOMMENDATIONS

The principal recommendations mentioned in the evaluation report were the following:

a. The risk targeting approach should be used by health promoters so as to improve the
efficiency of their work.

b. The impact evaluation that was performed to evaluate this project should be repeated
again after one year to confirm recent findings that nutritional status is declining
in the project site.

. A further study of the relationships of maternal height, low birth weight,
malnutrition and death should be performed.

d. Adaptations of the risk methodology should continue to be used at the national level
for the targeting of PL480 Title II foods in the PANFAR Ministry of llealth/PRISMA
Program.

e. Operations research should be conducted at selected food distribution sites of the
PANFAR Program in order to refine the risk indicators and adapt them for the
specific areas.

4ID 1330-5 (10-87) Pago 5
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Evaluation of the PRISMA Project No. 527-0311 Identification of High.Risk Families
for Child Mortality in Peru.

COMMENTS

L. Comments By Mission, AID/W Office and Borrower/Grantoe On Full Report

The evaluation report fully explains the lengthy and complex process involved in

identifying and testing the risk factors for childhood mortality and malnutrition. It

Ilso clearly summarizes the project's outputs and describes in detail the

community-based health programs designed by the project for the reduction of

malnutrition and mortality in the target communities. Indeed it appears from the report

that one of the most successful aspects of this project was the delivery of health

services to the target communities and the forming of a legal association of CHWs in one

of the communities.

The project did not provide evidence that the risk target model was any more successful

at improving mortality and malnutrition indicators than was the indiscriminate provision

of child survival interventions to poor communities. However, the project description

does not clearly indicate that that was an objective of the project, although PRISMA

took it upon themselves to attempt to prove that the risk score model was superior. If

such a conclusion was sought, the project should have had a more rigorous research

design and less of a service delivery focus.

Although hard research evidence is lacking, it would seem, a priori, that targeting

scarce resources to those most at risk is a good idea and consequently the risk model

may not warrant further research before being implemented in selected programs such as

food supplementation programs. Additional research that would be necessary if the risk

model is applied to food programs nationwide is the continued refinement and adaptation

of the list of risk factors so that they are accurate for differing regions of the

country.

While there are certain interventions where the risk model seems especially appropriate

and necessary--food supplementation programs for example--there may be others where the

risk model is inappropriate or unfeasible. The provision of immunizations is but one

example. Cost benefit studies should be done before deciding upon a risk f:,ctor or

blanket approach to the delivery of other child survival interventions.
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SUMMARY

The purpose of this project is, to extend the coverage of ChildSu'rvival strategies to the "hardest to reach" segment of thepcIulation and increase the impact of these strategies through anactive participation of family members, neighbors and communitygi-oups. A risk score was developed in both a peri-urban slumpcpulation and a rural high altitude population, this risk scorewi,!. used to identify the "at risk" families, so that interventionscwlAd be targeted to them. Community health workers (CHW's) wereelected by the communities and were trained by professionals hiredby the project. Medical professionals in the Ministry of Healthw(re instructed in the use of the risk strategy through bothscm:nars and technical meetings.

The majority of community interventions were educational by nature,although there were a series of activities both organized and runby community leaders and community health workers with projecthelp, such as the construction and implementation of three healthposts, a health post based nutritional rehabilitation program, acommunity laboratory for the detection of Tuberculosis, communitybased oral rehydration units, a latrine installation program, agiarbage collection system and mini-immunization campaigns. A1lmaterial needs for these programs were obtained from a variet-y ofdonor sources, outside the project.

In this final report we will describe in detail the methodologiesused by project personnel to accomplish all project goals andobjectives. The use of the risk score card by community healthworkers is evaluated and the final section of the report includesa discussion of lessons learned. One of the most important endproducts of this project is that it has influenced the developmentof a risk targeting strategy for an MOH food distribution program.This program in turn has developed at operational level a nationalawareness, especially in the public sector, that targeting scarceres;ources to the population most in need of these resources has agreater potential for impact on child survival indicators.



TABLE OF CONTENTS

Page

SUMMARY 2

I INTRODUCTION 5

I 1 BACKGROUND 7

' ACCOMPLISHMENT OF OBJECTIVES 1.0

(i) The determination of characteristics of 10
families with a high risk of infant or
early childhood death or malnutrition.

(a) Lima - Peri-Urban Site
(b) Hualgayoc - Sierra Site
(c) Evaluation of the risk score

(ii) The design of a wide range of community 21
based programs to address the specific
needs of high risk groups for the reduction
of malnutrition and mortality.

(a) Construction and implementation of 21
three Health Posts

(b) Community based Nutritional 22
Rehabilitation Program

(c) Community Laboratory 23
(d) Community based Oral Rehydration 23

Units
(e) Latrine installation program 23
(f) Improved Garbage Collection System 23
(g) Mini-Immunization Campaigns 24
(h) Courses for local Midwives and 24

Curanderas

(iii) The promotion of the use of child survival 51
strategies and risk score targeting among
CHW's and MOH/PVO Health center
professionals.

(a) CHW's Training - Lima 25
(b) CHW's Training - Cajamarca 26
(c) MOH/PVO Training - Lima 26
(d) MOH/PVO Training - Cajamarca 26

(iv) Health care: a collective community 27
responsibility.



Page

(a) The Association of CHW's - Pampas 27
of San Juan

(b) The CHW's and MOH co-ordination in 27
Caj amarca

V END OF PROJECT STATUS INDICATORS 28

VI CONCLUSIONS AND RECOMMENDATIONS 29

VII BIBLIOGRAPHY 31

VIII TABLES 34

VITI ANNEXES 35



II. INTRODUCTION

Risk implies that the probability of adverse consequences is
increased by the presence of one or more characteristics or
factors. Risk is thus a measure of statistical chance, the
probability of a future occurrence which is usually undesired.

Particular vulnerability to a disease is due to the possession of
certain characteristics - biological, genetic, environmental,
demographic, psychosocial, etc. -which interact with one another.
These characteristics, whether measured directly or through
indicators, are called risk indicators.

A risk indicator or risk marker is an attribute that is associated
with an increased probability of occurrence of a disease or other
specified outcome. A risk indicator is not necessarily a causal
factor.

The fact that certain communities, families or persons possess
characteristics which put them at particular risk for a given
disease or outcome accounts for the existence of a causal chain or
sequence. Some of these characteristics with a typical causal
sequence can be described, for example - low birth weight - child
hospitalized, separate from mother - normal breast feeding not
established - bottle feeding - increased infection risk -
malnutrition - death.

Characteristics designated as risk factors do not operate
individually; rather, they interact with one another. Some of these
characteristics, or combinations of characteristics, may have a
greater effect in the future for a given family.

Assigning different values for each of these characteristics,
according to the effect observed for each cf them, makes it
possible to improve the predictive capability, thereby constituting
a risk score table in which a family's final score classifies it
as being at low or high risk. Thanks to its simplicity, this tool
can be used by health services and community personnel for risk
classification, health education and health surveillance of the
population.

The score developed under this project is being used by health
workers in a Lima shanty town. single indicators which were most
predictive of risk of infant or child death or malnutrition were
birth weight less than 2.7kgs and mothers height less than 1.48m.
Other indicators which were predictive only when combined together
were, birth interval less than 24 months, parity 3 or greater than
3, less than 2 months of total breast feeding in any child under
2 years of age, mothers or fathers years of education less than 7
years and a serious illness during the last pregnancy.
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In order to evaluate the program, the score was tested by a group
of CHW's, who were chosen randomly from the total universe of CHW's
trained by the project team. Outcomes in the population attended
by the CHW's such as malnutrition, death, breast feeding,
imrunization status and low birth weight were compared between the
two groups of health promoters, those who used the risk score and
thos.e who did not. All families had access to health posts and
hezAlth care interventions through the health posts.
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III. BACKGROUND

Peru is typical of many under-developed countries with its high
infant and child mortality and morbidity (1). The principal causes
of death in these age groups are acute respiratory infections and
acute diarrhea which are frequently secondary to vaccine
preventable diseases such as measles. Among the most important
factors associated with the high morbidity and mortality are
malnutLition, incomplete immunizations and low birth weight.

Risk focus is a strategy which was initially used successfully in
the obstetric field, factors were identified which could be used
as indicators for the selection of high risk pregnancies. A risk
score was designed by Fortney, and although it is one of the most
well known, the indicators were selected arbitrarily, not by the
use of statistical techniques. However, risk scores which were
developed using a rigorous statistical technique, were too
complicated for every day use (2).

Child survival interventions are designed to diminish infant
morbidity and mortality by preventing the principal causes and thus
diminishing the effect of the different associated factors.
However, child survival interventions are difficult to apply on a
large scale in countries where there is public sector inefficiency,
scarce resources and where the population most in need of the
interventions do not have access to or seek them. The risk focus
can therefore be a ,,cry valuable tool when applied to child
survival interventions aimed at the reduction of infant and child
morbidity and mortality.

Many factors which affect child survival have already been
identified, biological maternal factors are: age, parity, birth
spacing (3, 4, 5). The following environmental factors have been
reported: environmental sanitation, food storing and preparation,
and infection from animals. Nutritional factors include:
deficiencies in calories, proteins and specific nutrients. Other
important factors are the use of health services and preventive
health care (5).

In Bangladesh the relationship between nutritional deficiency and
a higher risk cf death has also been reported (6) . The relationship
between the lack of immunizations, acute respiratory infections
infant mortality has also been demonstrated in Bangladesh (7).
Some studies have attempted to develop a conceptual framework for
the analysis of infant mortality, seeking biological determinants
and their relationship with attitudes and practices(8).
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We feel that this project which has developed a risk score
according to the relative risk. of each one of its factors, and
which uses CHW's to target child survival interventions to the
groups who most need them is a new and exciting strategy within the
child survival field.

Lima Population:

The communities in the Pampas of San Juan were chosen for this
study because of the ideal size of the population, their lack of
all health services and their proximity to the peri-urban areas of
Lima. The Municipality of Lima had planned the "invasion" of this
area a few years previously and were still in contact with the
population. Maps of the area were obtained through the municipality
and community leaders were met and the intended activities were
explained to them. Co-ordination meetings were held with the local

I011 who were very supportive of our working in this area, they felt
that the lack of primary health facilities congested the local
hospital out-patients department. Legal agreements were drawn up
with the MOH and the local Municipality for our work in this area.
This population is situated in a peri-urban pueblo joven' (shanty
town), the Pampas de San Juan de Miraflores, located in the Cono
Sur of Lima. This pueblo joven was established 5 years ago and
contains 28 communities and 35,000 inhabitants. In the Pampas de
San Juan 22.6% of the total population is under 5 years old and the
average age of fertile women is 27.9 years. There are 3 working
health posts which function under a three way agreement between the
Ministry of Health, the community and PRISMA. Over 200 CHW's were
trained by the project, one per block for the total population of
35,000 individuals.

Approximately 70% of the houses are temporary structures made of
straw matting and bamboo poles while the remainder are of brick.
There is no potable water supply to individual homes and less than
one third of homes have latrines. Water is supplied to most of the
area by cistern trucks, but four communities also have standpipes
which function irregularly. About 65% of the population migrated
into Lima from the sierra while 35% were born in Lima.

Cajamarca Population:

The province of Hualgayoc is situated 95kms to the north of
Cajamarca, the journey is on unpaved roads, crossing the alti-plano
and can take up to 6 hours. The roads are impassable in the rain,
and there is approximately 1,000mm of rain per year. To reach the
small town of Hualgayoc one descends into a valley situated at
about 3,500 meters. The climate is temperate and cold. The mode of
transport in this area is by horse or mule, we used a 4 wheel drive
landrover for a few months, however, because of the steep narrow
paths which wind around the barren, rocky hills the landrover was

8



unable to reach most of the communities. We received permission

from AID to purchase horses for. the field team, this enabled the

team to move with more ease between communities. At the close of

the project these horses were passed on to the "Rondas Campesinas"

in both the districts of Hualgayoc and Chugur (Annex 1).

The Rondas Campesinas are legally constituted groups who conduct

a community "watch" for cattle thieves, terrorists, etc. They move

through the communities at night on horseback and are armed. There

is a police post in the small town of Hualgayoc, the Rondas co-

ordinate with this police post, the police do not leave the town.

The Rondas also help to mobilize sick people, and in our project

worked with both the CHW and the M011 nurse, who both borrow horses

when needed to visit isolated communities. Our relationship with

this group was vital to the success of our project, as the Rondas

in each community gave a guarantee of safe conduct to the field

teams.

Hualgayoc and its neighboring district Chugur were chosen for the

project because the existing health services were very weak and

lacked organized community outreach programs. All work was

conducted in close co-ordination with the UDES Cajamarca, where

the project had an office which maintained a supply line for the

field team and where data was coded and entered into a computerized

data base. At the end of the project the computer and printer were

donated to the UDES Cajamarca (Annex 1).

9



IV. ACCOMPLISHMENT OF OBJECTIVES

(i) The determination of characteristics of families with a
high risk of infant or early childhood death or
malnutrition

objective:

To determine the characteristics of families and individuals with
a high risk of infant or early childhood death or malnutrition.

(a) LI14A PERI-URBAN SITE:

Since October 1986 the project has developed a community based
surveillance system for child malnutrition and mortality, which ha-
been used in the design and evaluation of the risk score for use
by volunteer primary health care workers. The project site in San
Juan de Miraflores has a total population of 35,000 individuals.

An initial community census (Annex 2) for each family, which
includes socio-economic data, obstetrical history of the women,
child immunization history, birth dates and height and weight on
all children 3 years and under was conducted. This information was
updated every 2-3 months along with deaths, immigrations,
emigrations, new births and other pregnancy outcomes (Annex. 3).

There follows a list of the variables collected by the PRISMA
Census and Surveillance System in the Pampas de San Juan, all
births, deaths, immigrations and emigrations are updated every 10
weeks, all variables updated are marked with an asterix (*):

All family members:

Name *
Relationship to head of Household *
Sex *
Age *
Marital status *
At present resides in household *
Department born in *
Department lived in from 9 years to 15 years of age *
Years in Lima *
Years in the community *
Educational level *

Family members over 12 years of age:

Occupation *
Work description *

10



.Self employed *
Temporary or permanent employment *
Paid helper *
non paid helper *
For sales only, where and what *

Women from 14 to 55 years

Of all live births:-
How many live in this house *
How many live in other places *
How many have died *

For children under 5 years

-Date of birth *
Weight *
Height *
Date of above measurements *
Is there a vaccination card *
Number of BCG's *
Number of DPT's *
Number of Polio's *
Measles *
BCG scar *

For all pregnancies in the last 5 years and all new births: *

Month and year last pregnancy ended *
How did the pregnancy end *
(abortion, miscarriage, still birth, live birth, twins)
Where gave birth *
Who attended the labor *
Type of labor *
Male or female child *
Birth weight *
Is the child still alive *
If not: - date of death, cause of death and if breast fed *
Was child breast fed until he died *
If alive, breast feeding status and for how many months *

For all women 14 to 55 years of ae who live in this house

Age
Education
Age began to menstruate
Has ever been pregnant

11



Age at end of first pregnancy
Number of live births male/female
Number of still births
Number of miscarriages and abortions
Number of child deaths male/female
Total number of pregnancies
Are you presently pregnant

If yes :- Did you wish to be pregnant
In what month are you
Have you been to pre-natal clinic
Since what month
How many times have you gone

If no Do you wish to be pregnant
Are you using any method to prevent pregnancy
Do you use any natural method

If does not wish to be pregnant and is not using a method 4sk why
is not using any method.

* All new pregnancies are followed by surveillance and outcomes are
recorded every 10 weeks.

Family planning information was collected as a base line Nov. 1986
and repeated arcer 2 years in Nov. 1988.
An economic suirvey was performed in 1987 and repeated in 1989.

Variables collected for each household

Address
Construction materials for walls, roof and floor
Owners or renters
Property title
Where does household water come from
Where is water stored, is it kept covered
Electricity
Latrine or open field
Hours per day listening to radio
Hours per day TV watched

The data is checked for errors and consistency by a supervisor andthen entered into a data base program using DBase IV. Consistencychecking and quality control of data which has been entered isperformed at regular intervals. All data collection is performed
by trained interviewers.

12



Four case-control studies were conducted to study the following
outcomes:

- deaths within the perinatal period (perinatal)
- deaths between 28 days and 12 months of age (infant)
- deaths between 1 and 3 years of age (child)
- children whose weight for height was less than 80 % of the
median (malnourished)

A retrospective evaluation of the census data of the population
living in Pampas de San Juan de Miraflores in 1986 was done in
order to identify cases which represented the outcomes under study.

Controls were chosen according to the following criteria:

- nearest neighbor that had the same birthdate (+/- 3 months) as
their corresponding cases.

- belonging to a family that had never reported a death or.a case
of malnutrition among its children.

A case history was applied to 40 randomly selected cases in order
to establish the facts, circumstances or attitudes which
contributed to the outcome of interest occurring among children
under 3 years of age in the 12 months prior to December 1986.

A total of 112 risk factors were gleaned from these case histories.
In order to study these risk factors, a subsequent questionnaire
was devised, composed of 118 questions, covering 452 variables
regarding family, living quarters, anthropometrics, background,
economic, and demographic characteristics, among other aspects.

Sequence of Analysis (see Table 1)

1) Possible risk indicators were identified by 40 case histories
in families where a death had occurred during the last year.

2) A structured questionnaire was applied to both cases and
controls to study the possible risk indicators. The questionnaire
is presented in Annex 1.

3) Important variables were selected based on odds ratios, p.
values and confidence limits using the McNemar's test for paired
subjects (included in the True Epistat Program).

In each study group, a selection was made of those variables which
fulfilled one or more of the following conditions:

- p. value < 0.05
- odds ratio > = 4
- lower confidence limit >= 1

13



As a validation procedure, sensitivity and specificity were
determined based on all those individuals for whom information was
available regarding their exposure to the chosen variables.
The desired sensitivity and specificity is that value closer to
one. The value that was obtained here is quite satisfactory,
considering the large number of variables we were working with at
the beginning and the inherent complexity of causality in infant
death and malnutrition.

The final risk score card was constructed using 7 of the 10
variables, yielding a sensitivity of 65% and a specificity of 71%.
The other combinations of variables and point values that were
proposed did not yield greater specificity or sensitivity, leading
us to establish the risk score card using 7 variables.

The cut-off point was set at 6.5, meaning that a family with 7
points or more is classified as high-risk while one with 6 points
or less is rated as low-risk (Table 3)

Two indicators when combined, mother's height and last child breast
fed for less than 2 months yielded a sensitivity and specificity
of approximately 70 percent. This model was not adopted as the
model of choice because of the emphasis which would be put on
mothers height as a risk factor and the possible negative impact
of this in the field. The instability of the variable child breast
fed for less than 2 months "also concerned us as this variable was
changing rapidly in the unstable economy". This indicator was also
was an extremely rare occurrence in our data base.

FINAL VARIABLES:

Mother's height

Several studies (9, 10) have demonstrated its association with low
birthweight, but its association with infant malnutrition and death
has not been reported. It can be suggested that its explicative
valie follows the route of mother's height --> low birthweight --
> malnutrition -- > child death. This causal chain calls for
further study, requiring evidence for its corroboration.

Birth weight

Low birth weight (less than 2500 gr) has accounted for known risk
of increased morbidity and mortality in different studies (9, 10).
Recently, deficient birth weight, (defined as weight greater than
2500 gr but less than 3000 gr) has been studied in order to
identify a group of neonates that represent a high proportion in
developing countries and which may account for retarded

15



intrauterine growth. This group is at greatest risk of developing
high perinatal mortality. The combined effect of gestational age
and birth weight shows an increased mortality of about two or three
times higher.

Birth interval

It has long been recognized, at least in developing countries, that
short birth intervals have a negative effect on the well-being of
the mother and of the infant displaced by the new pregnancy (11).

It is easy to understand the. difficulties of a mother with two (or
more) babies close together and to hypothesize the consequences of
some of those difficulties (such as increased infant and child
mortality), but it is less obvious why infants show an immediate
effect of short birth interval as evidenced by higher perinatal
mortality, higher fetal wastage and lower birth weight.

In a case-control study of all neonatal deaths in North Carolina,
Spiers and Wang (12) found a strong relationship between the length
of the inter-pregnancy interval and neonatal death from a variety
of causes including sudden infant death syndrome. When they
matched for birth weight the relationship disappeared completely,
leading the authors to conclude that birth interval influences
neonatal mortality through the mechanism of birth weight.

The relationships between birth interval and the outcome of
pregnancy is very complex one; there is a net of interrelationships
involving the age and parity of the mother, the outcome of the
previous pregnancy or pregnancies and probably several social
factors such as education.

Parity

Three or more living births was chosen as risk indicator, it is
strongly related to pregnancy interval. Janowitz and Nichols in
Iran (13) found that among women completing their third pregnancy,
those for whom the first outcome only is not surviving have
intervals averaging nearly two months less than the index group of
women with two surviving children. Those whose second outcome was
full term but not surviving (e.g/. stillbirth or deceased) have
intervals that are 7 months shorter.

The outcome of the previous pregnancies contributes to the parity
level. Other things being equal, women with successful pregnancy
outcomes are less likely to achieve the higher parities; they reach
the same completed family size with fewer pregnancies than women
with any kind of fetal or child loss.
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Parents Education

Various studies have showm the relationship of maternal education
and child survival rates (14, 15). Few studies discuss fathers
education, but in this society it would be extremely rare for an
educated woman to marry a man with significantly less education.
This indicator, which is used as an indicator of socio-economic
status, is a stable indicator which is easy to identify and in our
case-control study appeared to be significant for both mothers, or
fathers education.

Chid younqer than 2 years old who was breast fed for less than 2
months

The impact of breast feeding on child survival has been shown tobe strongest during the first few months of life, due to its anti-
infective properties and nutrient intake (16) . Studies have
demonstrated a reduction in enteric disease and a positive effect
on nutritional status of breast feeding during the first few months
of life (17) . Duration of breast feeding has also been associated
with a longer birth spacing interval (18) . This indicator was a
very rare event in our population, although when it did occur was
important. The decision was made not to give it the full weight of
the odds ratio in the risk score, because of the changing nature
of the indicator. The changes in breast feeding practices during
the economic crisis have been marked. The use of the indicator will
be evaluated, by the analysis of breast feeding data changes and
outcomes during the last two years.

Serious illness during pregnancy

This indicator has been included in high risk scores for pregnancy
outcomes (19) and has been shown to influence new born survival or
birth weight.

This indicator was a composite variable which identified women who
had suffered a severe illness during pregnancy, which in turn
probably could have some effect on the outcome of the pregnancy.
It is an easy indicator to collect, especially at the community
level.

(b) Hualgayoc - SIERRA SITE

The study was carried out during 1988 and part of 1989, in all
rural communities in the Provinces of Hualgayoc and Chugur in the
Cajamarca Sierra. There were a total of 22,000 individuals included
in the study.
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Because of the lack of roads many of these communities were
extremely isolated. Progress was slow due to the need for close co-
ordination and frequent meetings with community leaders, who police
their own lands on horseback, on more than one occasion field teams
experienced delays until local officials could be brought to vouch
for them. The project used a local radio station to announce its
scheduled visits, and to provide health messages to all of the
communities. During the third month of the project we received AID
permission to purchase horses for the team, which facilitated the
work considerably.

The Cajamarca study was seen as being complementary to the Lima
study. The principal objective was to identify indicators which
would be found only in a rural high altitude setting, which would
not be relevant to a coastal situation.

A total of 25 case histories were performed in families who had
experienced infant and child deaths during the last year. This was
done in order to complement the list of possible risk factors for
the development of the case-control questionnaire. The factors
which were identified as differing from the coastal population were
related to land ownership/rental, ownership of animals, cooking
inside with a wood fire, local midwives deliver most babies and
distance from health services. All of these factors were included
in the questionnaire.

The field team performed a complete census for all residents
present in the community during the visit. Due to terrain
difficulties, the visit cycle took more than 5 months to complete,
and a similar time frame was imposed in the surveillance visits.
The basic information was obtained from the PRISMA census form,
described in the previous section and the actual forms can be found
in Annex 5. Additional information pertaining to the case-control
study was obtained from a separate questionnaire (Annex 6) applied
to all residents visited in one of the surveillance visits.

An office was maintained in the UDES Cajamarca and a computer was
installed there. All data was entered and checked in Cajamarca and
then forwarded with forms to Lima for consistency checking.

Once the data and forms were received in Lima, all children between
0 and 35 months who had died during the 12 months before the visit
or who were alive but had weight-for-height deficit below 90% of
the NCHS median were selected as cases. This differed from the San
Juan Study which had separated all outcomes until the final
logistical regression model. As the final required outcome was a
sore for death and malnutrition this short cut was taken.

From the census data, as stored in computer, control children were
selected by random sampling among those children born within 2.5
months of the index cases, being alive at the time that the case
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died and free from weight-for-height deficit at the time of the
visit. Their completed forms were selected for data entry. Deaths
were prevalent in most families with young children, it was
impossible to use the criteria of no death in this population.

There were a total of 75 variables which entered into the analysis
against the case and control definition. From the inspection of
those, a selection was made of all variables where less than 5% of
the 161 children had missing data and where no group level was
above 90% of frequency. All cases having any of those variables
missing was excluded from subsequent analysis. This left 137 cases.

The statistical package chosen for the logistical regression called
GLIM had constraints as to the number of variables which could be
run at any one time. Therefore four screening models without
interactions have were tried first (i) 10 variables relating to the
housing characteristics, (ii) 7 variables relating to the child
spacing, (iii) 9 variables relating to the characteristics of the
mother and (iv) the other 9 variables. From these four models, only
variables with a chi square greater than P = >0.10 were included
in the final model this model was then tested for interaction among
the variables. A second model was fit with these variables plus
parent's age, and mother's anthropometrics in those subjects 'having
these four measurements, without interactions. The final models
thus include those remaining terms that have a p-value-to-remove
over 0.01 (chi-square testing of the change in deviance).

From the two final models, (Table 4) individual scores were
calculated for each subject. In model 1, four discrete variables
were used, rounding the logistic regression coefficients to one
significant digit. In model 2, three discrete and two continuous
variables were used, rounding the logistic regression coefficients
to two decimal digits. For the two scores, cumulative frequency
distributions were computed, so that sensitivity and specificity
curves could be plotted for different cut-off pcints. Computation
of scores was made in SPSS, and the output from the frequency
distributions was exported to Lotus, where the cumulative
frequencies, sensitivities and specificities were computed.

Model 2 has a more complicated computation. The data from model 2
suggest that mother's height might be a risk factor, but the
evidence is not good enough to conclude. So we prefer to use model
1, where, at best cut-off point sensitivity reaches 67-87% (60/76)
and specificity reaches 27-50% (29/76) using exact Binomial 95%
confidence limits. At the next cut-off point, specificity improves
but the sensitivity goes down below 40%, so no satisfactory
predictive scale can be found with this score.

The variables found to be most important in a rural sierra setting
were, different to those found in a coastal situation. This is
probably due to the difference in environment and the absolute lack
of medical services. Altitude may play an important role in
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survival during the last trimester of pregnancy and the first month
of life. In a coastal situation the environment is essentially
"friendly" and there is easy access to medical services. In a
sierra situation, at least in Hualgayoc child deaths are very
common, we were not able to find control. families who had
experienced no deaths. This was common across all socio-economic
levels. Variables therefore, which need to be included in a sierra
risk score are the following: Land property, whether tenant or
owner, kitchen incorporated in the same room as sleeping, fever
during pregnancy and alcohol use of father.

(c) EVALUATION OF THE RISK SCORE

The risk score was evaluated only in the peri-urban community due
to both time, cost and logistical considerations. The Cajamarca
community study began 15 months later than the San Juan study, the
principal objective was to isolate indicators which would be
different in a sierra situation, which may not be found' on the
coast.

All CHW's trained by the project were divided randomly into two
groups, those who were trained to use the risk score card (48
CHW's) and the comparison group who continued to use the regular
family census forms (47 CHW's).

Continuous measurements of nutritional status of children,
mortality, immunization status, breast feeding status, birth weight
were collected by the surveillance team, in all families who lived
in the block where the CHW's were present. Mortality and
nutritional status outcomes were compared for families who had a
CHW who used the risk score, and for families who had CHW's who did
not use the risk score. As can be seen in Table 5 there were no
significant differences between these two groups from January 1st
1989 to June 30th 1989. Additionally other variables which may be
related to the principal outcomes were compared, there were no
significant differences between the groups. We feel that there
were three principal reasons for these negative results, (i) the
low mortality rates and the relatively small size of this
population for measuring small changes in mortality and (ii) the
time frame for the evaluation of the intervention, 6 months, was
too brief to measure impact and (iii) as a result of this project
health prograns in these communities were improved in the whole
population resulting in improved health status for all families,
it was then difficult to show additional effect due to the
intervention.
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(ii) The design of a wide ranqe of community based programs
to address the specific needs of high risk groups for the
reduction of malnutrition and mortality

Objective:

To design and implement a wide range of community-based programs
to address the specific needs of these high risk groups for the
reduction of malnutrition and mortality.

(a) Construction and implementation. of three Health Posts

When we began work in the Pampas of San Juan we began to meet with
community representatives in order to discuss their felt needs for
health. The most important need expressed by all communities was
the lack of local health facilities. The closest MOH facility wasa hospital about 2 miles away. Many people expressed concern that
even the simplest attention was not available closer to their
community. With the local municipality and community leaders 3
sites were chosen for health posts. Only one, in the poorest
sector, had to be built from scratch. The other two were built from
existing structures, one of which was destined to be a health
posts, years earlier and abandoned. The sites. were roughly
equidistant from each other and in communities which were well
motivated to take the responsibility. Building materials, paint,
doors, windows, etc., were looked for as donations, local
carpenters, builders etc volunteered time for ccmpleting the
constructions. The municipality dedicated some skilled labor. The
three health posts were: 13th of October, Paraiso and Republica
Democratica Alemana. We received a donation of equipment from
UNICEF and the Pathfinder Fund and the health posts were put into
service under a three way agreement between PRISMA, the community
and the Ministry of Health. These health posts are now part of the
MOH official service list, however, the MOH at various
opportuhities, has expressed dissatisfaction that the communities
own the land and the health posts, the MOH tried to claim the land
by attempting to put a wall around one health post, this was
rejected by the communities. All moneys which are collected by the
health posts for consultations should go towards improvements in
the health posts. In recent years the MOH has demanded that this
money be returned to the MOH. These issues can be resolved only
when the MOH has clear policy statements to this respect. The MOH
supplies, Nine auxiliary nurses, a lab technician and a midwife.
PRISMA supplies physicians two days per week per health post and
the community is responsible for the up-keep of the health post.
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(b) Community based Nutritional Rehabilitation Program

The first project activity was a census of the entire community,
then 26 pueblos jovenes, which has grown to 32 since 1986. Tiis
census included height and weight of all children under three
years. The heights and weights were performed by professionals, who
went from door to door, all data was recorded on data collection
sheets and additionally a growth chart was left in each home. The
census team began to find malnourished children, we felt that it
was unethical to measure and leave, so we decided to implement a
nutritional rehabilitation program for these children. This was
accomplished by an initial screening visit from a doctor to
establish diagnosis, and then follow-up visits from a nurse
auxi Iiary team who gave nutritional education plus education on the
prevention and early treatment of diarrhea and respiratory
infections. As the first year of the project advanced we were able
to co-ordinate with ADRA/OFASA with whom we made a convenio for the
use of PL480 foods which were also used in the rehabilitation of
these children. Through this program we believe that mortality for
malnutrition was reduced to a minimum. However, a control group
was never implemented because of the ethical implications.

The CHIW's continue this program through the health post, however
the program still requires a physician input, for the initial
screening of the child. Because of the worsening economic situation
it is increasingly becoming more difficult to locate these children
during the day, as both parents need to work in order to maintain
a family, therefore the role of the CHW is even more important than
before.

(c) Community Laboratory

During the course of the project we identified tuberculosis as a
problem in these communities. It was also identified as a problem
by the community leaders. We constructed a laboratory and installed
donated equipment in one of the health posts. We trained an MOH lab
technician to do basic examinations of sputum for Tuberculosis. We
acquired a donation of medicine for treatment and began treatment
only when there was sufficient supply of medicine assured to

:complete that individuals treatment. Medicine for TB has been
scarce during the last few years, and although there appears to be
more illness the medicine situation has not changed.

A major problem is still the early diagnosis of young children who
are too young to provide sputum, because of constant exposure to
the illness, these children often give a PPD positive result. The
laboratory also does stool exams, hematocrits and white counts.
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(d) Community based Oral Rehydration Units

The health posts are open only 6 days per week, there is no evening
or night time attention. CHW's Located in key geographic areas run
oral rehydration units from their homes, the equipment for these
units has been supplied by MOH and salts are supplied by both MOH
and private sources. These women are available 24 hours per day to
attend cases of diarrhea. There are 4 UROS in the Pampas.

(e) Latrine installation program

This program was run in co-ordination with UNICEF and the MOH.
Families, or occasionally a group of families had to dig a hole for
the latrine and place a large, bottomless 50 gallon drum into the
hole. This was necessary because of the sandy terrain, side walls
of holes collapse easily. One adult male death has occurred, while
digging a large hole, without side-wall supports. UNICEF/MOH
donated the cement base for the latrine and the families then had
t put up side walls and roof.

(f) Improved Garbage Collection System

Garbage is a major problem in the Pampas, vegetable trash is eaten
by dogs, metal, glass and paper creates a health hazard. It is
generally thrown in open spaces, and creates a health hazard for
the children who later sift through it. Human excrement from
household "chamber pots" is also thrown in the same places. Burial
of trash in such sandy terrain is impractical, burning creates a
health hazard for respiratory infections, therefore the most
practical solution is carting to dumps. This area is surrounded by
communities, thete are no convenient open places for dumps, not
only that but transportation to a dump theff becomes a necessity.
Walking 45 minutes or more to dump garbage is not a practical
alternative.

The responsibility for garbage collection belongs to the
Municipality (San Juan) . However trucks were not available for the
Pampas. We worked with the Regidor for Health and began to process
a justification through the Ministry of the Interior in order to
receive a donation of trucks confiscated from narco-traffickers.
Four trucks were donated this year, only two however in working
condition. One of these has been designated for use by the
communities in t1e Pampas. the CHW's work with neighborhood groups
to consolidate the garbage and the truck moves it. This is still
insufficient for a total clean up but it has improved the
situation.
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(g) Mini-Immunization Campaigns

Lima:

These campaign are organized by project personnel and CHW's in eaccommunity. The large MOH campaigns were found to be insufficientfor the quantity of children in the area, as well a-: theinconvenielce of being for only one or two days. Until 1988 thor,,was no refrigeration in the health posts, electricity to the ,ir,,is still unreliable. There are vaccines available weekly in tht,health posts, and these mini-campaigns were considered to .ocomplementary to the healthpost and CHW's work in the community.These campaigns were usuallyxscheduled for anniversaries, sundaysand other convenient days when people were more likely to be home.There were at least 12 mini-campaigns per year held.

Caj amarca:

This was a rational strategy for the rural area, where the.re arelarqe distances bet.een health facilities and the population theyserve. The mini campaigns were implemented by the health centernurse and the CHW's in the communities, especially during localfestivals, etc.

(h) Courses for local Midwives and Curanderas

Lima:

The local curanderas/curiosas influence health care actions takenby mothers, because we learned that some of these women in thePampas were giving antibiotics and anti-diarrheics we decided totry to motivate them to use ORS.
A course for the treatment of acute diarrhea was given to a groupof 34 Curanderas from the Pampas. All were women who wereidentified by the population as traditional healers. The course wasgiven in two groups on separate days, to allow for smaller groupsto enable dialogue. The appropriate treatment of diarrhea and thepreparation and use of ORS presented. A discussion of the treatmentof two "recognized," causes of diarrhea "Mal de O'o and Susto" washeld. The group was given a demonstration, by a well knowncurandera, of the technique used most frequently to banish boththese conditions. This is known as "pasando huevo -passing theegg." The child is cradled in the curanderas' arms in a comfortablePosition and the egg is slowly and rhythmically passed/rolled overthe entire body of the child. This is a soothing procedure for boththe child and the observing mother, it takes time and patience. Theegg is then broken over a glass of room temperature water,
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according to the appearance of the white and yolk the curandera i!;able to diagnose the illness and demonstrate to the mother that ithas been removed from the child. The final discussionl was one oftechnique for egg passing and all curanderas left with clearinstructions for ORS preparation and indications for use, packetsof salts and a liter jug.

Cajamarca:

When asking the communities to elect CHW's we noticed that they didnot elect women, as did the coastal site, only men were elected.It was felt that men were more useful in this role as they couldmore easily ride horseback ,alone to visit other more isolatedfamilies in the community. We did observe that all births areattended by women and not men in this area, we therefore decidedthat a short course of child survival and improved birthingpractices would be appro-riate for the traditional birth attendant-who would be attending the new births. This short course was givento 23 traditional midwives in the provinces of Hualgayoc and Chugurin January and February this year, in co-ordination with the localhealth center.

(iii) The promotion of the use of child survival strate ies andrisk score targeting among CIW's and MOH/PVO Healthcenter professionals.

Objective:

To promote the use of Child Survival strategies and risk score
targeting among CHW's and MOH/PVO health center professionals.

(a) CHW's Training - Lima

In Lima there were a larger number of CHW's trained than in therural sierra site. Population density was much greater in the Limasite, the total population in 32 pueblos jovenes was 35,000compared to 22,000 individuals spread over 2 whole provinces in thesierra of Cajamarca. A total of 298 CHW's were trained in Lima, 98%were female.

The courses received were developed by the project team andvalidated before use. There were an original 18 modules fortrainers and 18 modules for promoters developed. This number waslater cut back to 11 modules which were considered the mostimportant for Child Survival. The following modules are includedin the manual, immunizations, respiratory infections, diarrhea,malnutrition, growth and development, pregnancy and pre-natal care,labor, delivery and post natal care, tuberculosis, our community,breast-feedinq and family planning. There is an instruction modulefor the trainer as well as the module for the trainee.

25

/



Community leaders were contacted and the CHW training program w,.;explained to them, they were asked to choose prospective ciiw'i.using an election process in each block. Although this methodologywas slower we found it to be the most successful in terms of longterm involvement of CHW's. There were a total of 298 CHW's trainedin the Lima site. The training was accomplished using aninteractive teaching method and small groups, according to the
published manual (Annex 2).

(b) CHW's Training - Cajamarca

Selection of CHW's in Cajamarca was performed democratically by thecommunities, however the selection bias was towards men. The statedreasons for this was the need for visits to families, in the samecommunity, but at distances of a few kilometers. This meant oftentravelling at night and on horseback. There were a total of 48 mentrained in the communities in the provinces of Hualgayoc andChugur. The methodology for the training was the same, however themen were grouped and trained in village centers, so as to make thetraining cost effective. This is different than the urban settingwhere population density is greater, and the trainers went to each
community to give training sessions.

A complementary group of local midwives were trained, as theyalways dealt with the pregnant woman and the new born. The modulesfor training were the same as the urban setting.

(c) MOH/PVO Training - Lima

A seminar was held in Lima on 28th and 29th of August in theSanitas Auditorium. The Lima seminar was attended by 169professionals, 19% doctors, 46% nurses, social workers andnutritionists and health educators, 35% PVO physicians and nurses.The objectives and seminar program are included in Annex 7.
A second seminar destined for the Lima area was insteadreprogrammed to 3 smaller working groups for groups of healthcenter professionals. These were held with the UDES Sur fromFebruary to April 1989. A total of 48 professionals were trainedin the 3 groups, 35% doctors, 31% nurses and 34% other
professionals.

(d) MOH/PVO Training - Cajamarca

A seminar was held in Cajamarca on the Ist and 2nd of December 1988for 166 participants. Participants came from MOII, Social Security,the Armed Forces, University of Cajamarca and PVO's. Of the total
43% were nurses, 23% technicians and auxiliaries, 12%
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nutritionists, educators and midwives and physicians 19%. Theseminar objectives and program are included in Annex 8.

(iv) Hoalth care: A collective community responsibility

Objective:

To make health a collective community responsibility.

In both per-urban and rural communities all co-ordinations wereconducted through official community channels. This often led tolonger delays, but in the long run proved to provide a strong basefor the programs which were developed.

(a) The Association of CHW's - Pampas of San Juan

In the Pampas there were from 26 to 30 (over 3 years) communityleaders with whom we had to co-ordinate, these leaders representedall political parties. As can be imagined getting all these leadersto reach consensus was virtually impossible. The one solution whichwas seen as a hope for uniting the communities together, was thegroup of CHW's, who did meet as a group on occasions. We gave legalaid to the group to allow them to form a legal Association ofCHW's. This allows them to represent their communities and seekresources from municipalities, etc. Two of these women (CHW's) havebeen elected as community leaders, this area has had no previous
female community leaders.

(b) The CHW's and 140H co-ordination in Cajamarca

The Health Center in Hualgayoc took on the role of co-ordinator ofthe CIIW's. This is important as the health center previously hadno outreach program. This allowed them to co-ordinate healthactivities directly with the communities. A local radio stationdonated time for "spots" dealing with health issues, and formessages from the promoters and project personnel to the
communities.
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V. END OF PROJECT STATUS INDICATORS

PROGRAMMED ACHIEVED

RISK SCORE:
Developed Yes Yes
Tested Yes Yes

TRAINING IN RISK
TECH1NIQUE TO 300 HEALTH 300 335
CENTER PROFESSIONALS

200 CHW'S 200 369

RISK MANUALS + TRAINING 750 750
MATERIALS (in print)

MOH 600 DISTRIBUTION LIST
FIGURE 5

PVO 150

ESTABLISHED CHW NETWORK 200 369

CHILD SURVIVAL SERVICES +
EDUCATION 50,000 57,000
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VI CONCLUSIONS AND RECOMM ENDATIONS

1. It was not possible to demonstrate an effect of the risk score
because (a) the affect of the community interventions was greater
for the whole community than previously imagined, therefore the
risk score did not demonstrate additional effect (b) significant
differences in mortality rates between the groups could only be
demonstrated with a difference in mortality rates of about 5-79.
This reduction is difficult to achieve when we work with
populations whose mortality rates are as low as those measured for
this population at the end of the study. (Table 6)

2. We were able to demonstrate, however, that health promoters
could target and spend more time with the "at risk" population
without any measurable negative effect on the rest of the families
that were at low risk. In terms of recommendations for the use cf
the risk targeting approach for health promoters we can recommend
that this approach will be more efficient for the health promoter
without sacrificing the quality of care of the remainder of the
population.

4. By the end of the project the actual proportion (47%) of
families at risk of having an infant or child death or malnutrition
was greater than expected (30%). The expected proportion of "at
risk" families was measured in 1986 using retrospective data.
This change may be due to the unstable economy during the study
period which could have increased the number of "at risk" families.

5. Nutritional surveillance in this population will continue due
to the recent finding that nutritional status was declining (20).
We recommend that the impact evaluation be repeated at the end of
1 year.

6. We recommend that a further study of the relationships of
maternal height, low birth weight, malnutrition and death be
performed. A retrospective study could be performed using the three
years worth of data already collected. Maternal height is an
indicator which coilc ] have political repercussions if used on a
broad scale, it is therefore important that these relationships be
defined clearly.

7. The peri-urban population may benefit from specific
interventions aimed at other major causes of death, which in this
moment are peri-natal deaths, accidents, and violence. These
pre:sent causes of death give us some indication of the obvious
success of the child survival interventions over the last few
years.
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10. Modelling the available data which has been collected for this
population would allow us to measure the impact over time of each
of the child survival strategies implemented globally during the
last few years.

11. We recommend that adaptations of the risk methodology continue
to be used at national level for the targeting of PL480 Title II
foods in the PANFAR Ministry of Health/PRISMA Program. Operational
research needs to be conducted at selected food distribution sites
to refine the risk indicators being used and adapt them for the
specific areas.

12. We recommend that the risk methodology be implemented in areas
where mortality and malnutrition is high in order as the most
.effective means to lower these indicators.
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TABLE 1

4 9.YSIS SECLENaE

Cases History
Ethiotogic h-atysis---- 1

v

112 Risk Factors
A~pit i Lj-t i r i r -- * I

V

452 Variabts (Matchirg ly A96)

1 1 I I I
Pc cww Test--* -* I I I IMIJ

p .05- - 11 I I
iIor odd; ratio > 4 as b Cto

-F ri 110 variabtcs 113 varibles] 129 vriaibtc

I s e t c c i s e L tc1 s etl d s etc t od

Lcgistic Rcgression

Inter-tive Stcpwise - _. I

6 ,iabl 10~te I Fo iat vaibls 7 vridbtcs

[j1 s ectd jStectcd I~eccc

e f 9h

18 Risk Indicators

11 Risk Irdicators

Intcrwti~v Stqpise- - -. tAI-M~aiJRITICN

Birth Wighit Q2.7 K.

v RISK
7 Risk Indicators

Wishirg accordira to I
cdi ratio cbtaimd . I
in ticistic regression

V

RI SK SR TABLE > 7 R +

<6R

Senibitity 65%

Sp cificity 71%



TABLE 2

FJNA L MODEL

0)3TAINED 1 IN FRACTIVE STI -WISE LOGISTIC REGRESSION

Odds Ratio P Valu,:

Father's education < 6 yeai :.84 0.19
or mother's education < 5 ) !ars

Child younger that 2 yrs o) 1,
who was breastfed less thar <
two month period 7.4b 0.001

Total number of > 3 live bJ .-ths 0.94 0.89

Intergenesic period < 24 mc iths 1.49 0.33

Maternal height < 1.48 cms. 3.37 0.005

Child younger that 2 yrs old
within the family, with severe
problem during this pregnancy 2.31 0.11

Birth weight < 2.7 kgs. 5.16 0.0055

No Social Security Card 1.56 0.31

Abuse at home 3.24 0.01

Mother works and supports I imily 1.18 0.68



FICHA FAMILIAR

A. H.: ............................... Promotora: ......................................................
Familia: ........... ..................................... Mza: ................... Lote: ................... Fecha:..

Grado de Instrucci6n
Nornbre Edad Ninguno Primaria Secundaria Superior Talla

P a d r e ..... ..__ _-_. .....__ _

Madre

Si alguno de los padres no ha Si la talla de la madre es
estudiado o ha estudiado menor o igual a 1 metro
Primaria poner un 2. con 48 centfmetros
Si los dos han estudiado Securi- A poner un 7.
daria o superior poner un 0. Si es ds afta poner un 

0.

g:untcs hilos vivos tiene actualmente? + Si el Total es 3 6m~s, poner un 2. IzCu&ntos hrios que nacieron vivos han muerto? Si es menos,

Total poner un 0.

C



TABLE 4

FINAL LoGIsrIc RDRE sION MODEL 1

Estimated log
odds ratio Score

Land property tenant - 1.006

Kitchen and bedroom
in the same room - 0.86

Fever durin]g pregnancy 0.87

Father sometimes
uses alcohol

3 points or more implies family at risk

FINAL I1XGISTIC REGRESION MODEL 2

Estimated log
odds ratio

Mother's weight - 0.07

Father's age 0.01

Iand property tenant - 0.65

Fever during pregnancy 0.92

Father sometimes
uses alcohol 1.41

3 points or more implies family at risk



TABLE 5

COMPARISON OF MORTY1 AND 0'L=6I CiILD SURVIVAL INDICATORS

Intervention Group Coarison Group
1(660) 2(602)

Birth Weight T(17b) (192)
< 2700 13 (7.26) 15 (7.81)

Mean 3.366 3.35

Complete 11 (22.45) 9 (15.79)
iimmnizations
11-15 m 49 57

Maten l Iortality 1 --

< 36 monthls
mortality 1 --

Points > 7 305 (46.21) 283 (47.01)

Proportion of episodes Prevalence of episode
of a acute malnutrition

p/t < 90 67 (533) 80 (504)

12.57 15.87

Mean 104.59 102.89 P/T



TABLE 6

INFANT MORTALITY RATE al

NUMBER OF DEAI IS INFANr HOIUALITY RATE
CIIDIZ04 UNDER (by 1000 live births)

1.2 MONT S

1987
January - March 2

April - June 8
July - September 3
October - December 6

TOTAL 19 25.1

1988

January - March 5
April - June 10
July - September 7
October - December 6

TOTAL 28 30.3

Number of deaths under 1 year age.
(a) Infant Mortality Rate =

1000 Live births during the period.

PRDIATA, IORALITY RATE (b)

NUEBER OF PERINATAL MOR-
DEATHS TALITY IATE

1987
January - March 2
April - June 5
July - September 3
October - December 2

TOTAL 12 15.9

1988
January - March 8
April - June 10
July - September 5
October - December 4

TOTAL 27 29.2

Number of stillbirths + Number
of deaths under 7 days age.

ib) Perinatal Mortality rate =
By 1000 live births + number of
stillbirths.
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Lima. 28 de Abril de 19.89
PR-213.89

Seryor Presidente

Rondas Campesinas del Distrito de Hualgayoc
Cajamarca.n-

De nuestra consideraci6n:

Nos os grato dirigirles la presente a

fin de hacerles Ilegar en calidad do donaci6n los enseres que
detal2lamos a continuaci9n:

I tleA y . 66n43 P-&g . 89

- 2 camas con respectivos colchones'o r2 ldinternas
2acabal los con respectivos aperos V u- mo

Esperamos que esta donaci6n do enseres

arriba mencionados, les sean de utilidad y contribuyan a mejorar
los servicios que Uds. prestan a la comunidad.

Sin otro particular, y deserndoles el

mejor de los xitos en sus actividades futuras, nos despedimos

reiter~ndols los sentimientos de o nuestra m s ala estima.

Atentamente,

-2 cabal los c .o rspet ivo peo au

S A.B. PRISMA
Josephine B. Gilman, IPH ret a Flores cmnd.

Directora snmcut d n..uesr eor Ada 1strativo



r: g 
-

- - -/.{ 

.% lu
f7

I- . ,T. Agricultura.

Lima, 28 de Abril de 1989

PR-214.89

Seior Presidente

Rondas Campesinas del Distrito de Chugur

Cajamarca. -

De nuestra consideraci
6 n:

Nos es grato dirigirles la presente, a

fin de hacerles Ilegar en calidad de donacin los enseres que

detallamos a continuacibn:

- 2t camascon respectivo colchbn

- 1 l~mpara Petromax
- I caballo con respectivos aperos

5-.16~es d r kA devo.
Esperamos que esta donacibn do enseres

arriba mencionados, les sean de utilidad y contribuyan a mejorar

los servicios que Uds. prestan a la comunidad.

Sin otro particular, y desebndoles el

mejor do los 6xitos en sus actividades futuras, nos despedimos

reitertindoleS los sentimientos do nuestra m&s alta estima.

Atentamente,

1 Adm tSMA vo

Jseph e 13. Gilman, MPH j? Jo5 ForeS P/ l
Directora riut(' rco Admi istrativo



Ie. .! '? ,'. . - - - -

Pr cco, , en

Info rr; d I c. y

Lima. 23 de Abril de 1989
PR-21 G.09

Sehiores
Centro de Salud de Hualgayoc
Cajamarca. -

Do nuestra consideracibn:

Nos es grato dirigirles la presente, a

fin de hacerles Ilegar en calidad do don;ci6n, Io que detallamos

a contiruaci6n:

- 1 tenirntrro

- I1 !,ols. de. dov4 ;r
Esperamos qu, la donaci6n arriba

mencionada, les sea de utilidad Y contribuya a mejorar los
servicios que Uds. prestan a la comlnid.,d.

Sin otro p)articular, y dese ,ndoles el
mejor de los 6xitos en sus activid.id', futuraa;, nos despedimos
reitero.ndoles los sentimientos do nu'o,-t, .nU alto. qstima.

A d.n . *i ) n t I e

• Directora istra..v.

'(.., 

t

-. ".. ......... ... , -.. .,

o

h. ., . .'.LU .,"J

'I -- - -. *



I. >r,. _: a j . . .

"L: I , ! jric,~ "- S n .d

Lima, 28 de Abril de 1989

PR-217.89

Seilor Director
Unidad Departamental de Salud
Cajamarca. -

De nuestra consideraci6n:

Nos es grato dirigirles ]a presente, a
fin de hacerles llegar en calidad de donaci6n, los enseres que
detallamos a continuaci6n:

- I computadora marca HALXT 640 K RAM (8086)
- 1 disk drive 360 procesador 5068.2 5 MHZ
- 1 teclado manual (Fact. 3287 UNMICROS S.A.)
- 2 escritorios
- 1 armario
- 1 silla
- 1 confortable
- 2 sil1ones
- 1 silltn tipo Presidente

Esperamos que esta donaci6n de enseres
arriba mencionados, les sean de utilidad y contribuyan a mejorar
los importantes servicios que Uds. prestan a la comunidad.

Sin otro particular, y dese~ndoles el
mejor de los dxitos en sus actividades futuras, nos despedimos
reiterbndol es los sentiinientos de nuestra mbs alta estima.

Atentamente,

q -t ., P !1 A,

Josephine B. Gilman, MPH ", Jo43Ylores

Directora Directbr Aefinistrativo



,. ".---.. - -

PI o s: l cy ct os C-1n

Agi'A , t a i .

Cajamarca, 22 do abril do 1.989.

Se= D Dir'ector.

JULIO I.'IS SA &

Unidad Departomental de Salud -Caja.--rca.

RE F: Carta PIR-21.7*69. 2G de ahlil do 99

De nuestrsa considcraci~n;

La F -esentl tiene par objeto, dctallar las caracte-

rAsticas y los rontos, de ia donaci~n -- e q1 nuostros libels- quo la APDo

P I at a su rc'csentadav de aurdo a Io eco~ntrado en la oficina ,ae -

ocupara dentro do la UDES, el Proyocto II-i"'I de nuez-txa A-sociacisn.

-Un (01) Comput36-r nuevo rca HALL -T GA.", K (00. -( 'O,)
ASI- - T- serial 7605155 24 1,TGe Oal

OF. c ^ IJ , ' .

Date - 25/JUl4/87 - Made in Taiwan P,.O.C 1 7 o, ,,,, :.*.h, .q

Potc:-ridil (e 650 K. 2 tY 1

14Ls M lonitor: ,dclo P.C. 126d ,erie 021356. . C TOL

eclaJo: Mdclo B5,L-5JCj- r2N: 7d42o72. d o i

VALOR: S/ 2,5r-K. j

- Dos (02) Escritorios nuevos de metal colu: plomi de 70 x 123 am de cuutro
cajnejs Vpaor.t/.,000.00 c/u - 12a050.00 In'is

- Un (01) \z io nuevo d lor ocx.r do cJq-oI pisos Y caJuelas d seguri..id

con llave.Valor-t 1/.7,000.00



-r ,H ) -- =-

t~i IK: ! ; £4 Info r,** tic~

Zj Q ", Agdri cult urn.

- Un ?01) Confortable de color plono y con tru.; (03) cojines de color negro do

espuma y plstico.Valor: /C-t0J 'L -*ti

- Una (01) Silla de metal de color inarr6n.

Valor: .2/,21200,00 lntji

- Una (01.) $illa de metal color negro.

Valor: 7.1,,9OOQO0 inis

- Una (01) mesa de madera de col:r caoba de 90 x 120 cm.

Valor: *' .2t020.50

- Dos (02) Sillones dc metal de color plono de 02 cojines au.

Valort _/.41c.c0 Thti c/u - £,00.'C Irtis

- Una (01) unesa de madera de color caoba de 60 x 80 cm.
Valort /.2,C 0.0

- Treinta (0) mts. aprcxima'damente, de contrucci 6 n de material noble, techos

de cala inas de ccmento, tres ventanas de metal y una puerta de madera con

chapa.

Valor: I. B0000.00 Intis

Agradecdendo anticipadamente por su gentil colaboracion,

acradeceno:- expedirnos el docuinento de aceptaci 6 n de la donaci 6 n.

Reitcr'amoslc los sentimiontos de nuestra esl.ccial considera

cio'n

CIOI

Atentamente. .

YLCAA 2 -ViCQS C D'lYLS ii.

cMISIONi cDo:UJIAXAA X'.r3. nasmN.
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Coiu n I dad I'll I SPIA fm'padronador ( a)

Pz. Lot.o 
Fucha, _ 198

Cod. do Familia _ CENSO DE IIOGARES Dia Mus Aio

Podria darmo su nombro, ol do su osposo. do sus hijos do mayor a monor, y

do todas las otras po, sc,',as quo vivon nurmalmonto con Ud.?

Pors. 01 Pors 02 Pers. 03 . Pors. 04 Pors. 05

1. Nombro ........... I ........ I . . ..........

2 . Apoll idos ........... ........ I ........ . I ...................

.... ............ ........... . ........... . .. .

3. Parontosco I

4. Soxo If M I I MI I M I IH M I M

5. Cutntos ailos ha II

cumplido? I I •

6. Es soltoro.casado. "I

convivionto,viudo, I.

soparado o

divorciado? ............. ....... I .......... I .......... I. ...........

7. Vivo on osta I I I

casa? 3i no L sI. no I sl 'noA s1• no I si no

8. Dopartamonto I

dondo nacl.7 .......... I .......... 

9. Dpto. dondo vivi I II

donsdo los 9 hasta I . I

los 15 ailos .......... I.......... .......... ......... I...........

10. CiiAntos aflos ost1 ailos: .... lailos:..i.. I 'a os: I a os.: .... .. a os. ..

on Lima? mosos: .... Imoos: .... I Moss: I mosos: mosoS:....

11. CuAntos aios ostA ailos: ..... 1,1os: ..... I aios: .... I aF)o s . ,tos: ......

en (Comunidad)? mo'os: .... Imosos: .... I mosos: ... I mosos: ... Imosos:....

12. Hasta qu6 ailo I I I I

ostudl6?_ I I I I I -

13. No. do madro . ...... .................. I......................

14. No. do padro .......... I........... ............ ........ . ..........

w (SOLO PARA PERSONAS C'E 12 ANOS Y MAS) I

20. En qu6 trabaja?
Oui3 haco?_______ I______ I ______ I__ ____

21. Es por su cuonta? r! no I r,. no I s. no I si no I s! no

22. Establo o ovontutl? 
-I I I- _

23. Algulon lo ayuda? Si no I BI no 1 I 1 no I -.31 no I s! no

24. I.o(s) da algOn pago'? si no I BI no I ri no si no I C (10

25. (SOLO. PARA VENTA)

DOndo. (on qud) I

vontdO?

(SOLO PARA MUJFRESDE 14 A 55 ANiS)w I

30. Do sus hijos nacidos vivos

31. Culntos vivnn on

osta casa? H II M I H_ M__ II_ M 1 __

2. CuAntos vivon on I I I

otro lugar? ItI M_ II_ M I M I II_ M_ l____

33. CuAntos baui I I I

muorto? M_ _ I N I Ht M__ II. M H__ M__

(PARA NINOS MENbPES DE 5 ANOS DE EOAD)' . I1l

40. Focha nacimrionto. _/ /__ ____ /__ ____/ [...

41. Poso Kg. ,II-

42. Tal la co,.. . , " ---.

43. ol.a/MosAlo 1 I./ _/ / I II-1 .

4.4 I. rarjota Vackina Gi no I r, no I si n. 110 sl f l

45. TUC (nOmoro) - __I I _ I"

46. DPT (namoro) - I I _ -

47. Polto (n~1niro) - I I - I - I

411. Sarampl1,3ul I---- -___. *1 - •

0 . Cicatr iz s i no r si ro ro s! (10 (1 0 .

fJ



SOLO PARA MJERES DE 14 A 55 ANOS DE EDAD QUE VIVEN EN ESTA CASA

PRISMA

Coa'ur, dad Emrpadronradcor (a)
t;lr.zana -------- Lote --- Fecha 193
C6d. de Fam. Dia Mes Aflo

Persona nbmero ---- Norre -------------------- Apellide
Edad (aics) Nive] de Irnstruccii'r-

60. A quL edad efnpez6 a mrenstrukr; alos
61. Ha estado embarazada algura .,e:7 s? no ) PASE A 68
62. Dub edad tenla Lid. al termi,,.r su primer embaraz,? afios
63. Cuhrtos de sus hijos ha, racidc vivos?
64. Cu'r, tos nacieron muertos?
65. Cuhntas pbrdidas o atortos h. terido?
(6. Curitos de sus hijos hat, fa]lecido?
67. Cuarit as veces en total ha salido embarazada?
60. Est.% Ud. embarazada? sl no ro sab,

Ud. querla salir embar:,=ada?

slrics
En qub rues de ernbarazc e=t L? Hace cur, tas semaras fue su

Ines bltirna regla?
Fue a consultar a alguiaer, para
controlar su embaraz:,

sl no :PASE A 80
resda qu& res?

- mes
Cu.ntas veces ha ido,

No. PASE A 80

E?. Desea salir embarazada? si rc'
70. Est. haclendo algo para no sal'r embaraZada? si (especifIqUe)-

IIi

71. Usa Ud... ritmo / retiro, PASE A 80
no

72. (SI NO ESTA USA"N)O NINGUN METODO)
Por qub.- no estS usando Uri rnt:tc.do actuairnerte?

SI NUNCA HA ESTADO EPIARAZADA, FIN DE LA ENTREVISTA.



:(I. (ui~jj:. i. z Frc."ur, tar IC scL'r t , S.o .:Ls rLart a:cs en -los 4olt nos t zJlr;c, (E:CEPTO El3ir..i

Ul tIno 1 Per,1 I At r. I Embar 1 Ernbar Einba r Emblir
Erbar E mt.br I Eu.bar I Avit er I Art.er Arer MAtera I II I 8

,I I II
r. I..',lu,1  Ines y" - - - -a--

*u .. I I I I'Y nn i. Irnes I Inles I mes fres Ine mA* fes , tInes
SLI ... aI-_ 

_ _

a_ o _ I --- I l' 1 afto I atpo a io
(SI ESTA FECHA ES ANTES DE I82, FIN DE ENTREVISTA)L. -g seAbortc. o , a

t erI Fa'rdid.. r d i d > >. > > > _N.: c id.,"
'lertc . __ _ >1 ___ ___ _ __ 1

Nacido I I
Vivo.... I
"'Ie ] l1 iz os / I-m . Ie o-. I II I

(EN CASO DE MELLZO7S 0 GEMELOS NACIDOS VIVOS, USE LINA COLLIMNA PARA "CADA HIJO).33. - I Ld- di.
i -? .I I

0, la atcra a ? i ?
.... I U I

C.M,:, fim' u pam -a o? L I

a I

" . . r e, ) n: rico sl ri,o sl ri, I sl n o sl no,. I s I no

* Ia

(SI PAIN A 91 NO CONTINUtE)
9. En 14L - fileS &N aDo ru I6? . . ."

IntIes Ines Inc's I f, Cs I nEs in rEs... . _ I I I* o Ia'( ario Z' I '

-- -- -- -- ------ -- ---- ---- -
(esp-.ec i f ie,. I r) I I . . .. ....

>IiC ? s ,-.: I r in--> ' n,7. > s r nI ric a i ,;o .>%I ll I

(MUERTOS PA -E 9N3)

II

ITodT, na le esons r* ws - uo s; r mime I ,'i.

1 0 - t- s I I*a t I Idi . ' .d.'CI. 97 I '97

Sl LE DIO PECIIO IIASTAOUE SE UIRIO) . I......
ins is r ne c s IEl 3esc I-E> C_ h S > it C_ )e S in tn .*

a * a aI



50. Aparte de alguros malestares cctrm resfrlos por ejefF.1, Ud. t2ene
o ha tenido en los bltimcs tres nesesi algri probleina de salud?

No SI > especifi. Ie

51. Tier,e (o ha tenido er, los (ilt:rnos 3 me!es) sLI esCF.so 0 Urio de sus hijos u otras
personas que Viver con Ud.) a1guric erfermedad?

No SI Desde cLJa'ndo? Alguien le atend6?
Nombre Problema (dias) Hosp/ Posta Med. Farm Ottro No

0-7 3-30 31+ Cirt. Part. (Especif)

----------- --------------------------------------------------------------- -----

52. Su fanilia est& recibierdo aywada en alimer'tos?

------------------------------------ -- - --------
---- --------------------------------------------- 

----------

53. Tiere Ud. algbrn ccomertario o SU-.erercjz Esabre los p:rc-blenas de salud en la cornunidad?

----------------------------------------------------------------

----------------------------------------------------------



i ' ", -A ,r , o d a d - -- -- f a r r o r , Z ,6 :.r N a
M-.!,Za6fIa ... . Loto Fecha -.-- 1 -
C go Familia --- -)la Mes Aho

DETi.LLES PE VIVIENMA1 "':0. Material de
Construcci 6n Paredes Techo Piso

Est era/Madera
Adobo/]adri llo/cernentco
Eternit ////
Car t.6nl/ll

Comb inado
Tierra ////I 1////-
Loseta III III
C o n c v et oI I .I II I I I_ _
Otro (Especi f ique)

01. UstEdcs son...? propietario _irquilirco alojado

otro (especif)

102. De dLb-,de trae su agUa? Corecci6n Doiniciliaria PilI nrl Cami6n Otrc,

1t:). En quL se guarda su aqua? Tar,que Cilindro Baldes

104. Est.& t-apado? Si No

105. Tiene luz elbctrica? Si NO

I'6. Tiene baPso? Inrodoro Silo/letrirra Ca mpo Ab iertco

uso privado u50 comrpartido
6

(SOLO PARA PADRES DE FAMILIA)

Li 7. Cu~rtas horas al dla escucha Lid. radio?

0'3. Cu~rjtas horas al dia ve Lid. televisitn?

120. Cu'l es I& mejor hora y dia F'ara vistarle?

HORA DIA
L M M J V S D
L M M J V S D

VISITAS CITAS

:ENTREVISTADOR(A) FECHA HORA No. PERSONA FECHA HORA I

a a

a----------------- -------- ---------- --------
----------------- -------- -------- -------------- -------- ---------

Ctservacionc-s



ANNEX 3

SAN JUAN SURVEILLANCE FORM



HOJA DE VIGILANCIA FAMILIAR

Comuni dad

manzana --------- , Lote C6digo de Faro,

CENSO
------------------------------------------------------------------------

/ ' CIA (DIA/MES/0)_
------------------ 

--------------------------

PERSONAS RESIDENTES PARfA NIP)OS MENORES DE
5 AiOS 3 M70SI I

I------------------------------- --------------------

Cam: Vacuna, Cica :Pe Ta :Fe I
NOMB RE Ibiol cion I trizI so i 1a i cha ,

I I I I I I I I

- . .. ... .I I I

I2 
_ _ _ _ _ __ _ _ _ _ _ _ __ _ _ _ _ _ _i - i -. ..

g _ _ _ _ I I I
2- - --- ----- - --7 - - -• - ------- I

I i I i I I i

i .. ..1 , - ri, ,,

I I I __ _ _ I I _ __ I I I

12 
1fii - - i I I

I i I t ii

- - - - - - - - - --- - - - - - - - - - - - - - - _ _ _ _ _ _ I)~ --. -I .- --~ - .-

' ,_ _ _ _ I _ _ _ _ _ i15 T i.

Si I I I i i ii

EntrO .. ... ( . I viI .I I ,

I I I I I I II

- ------------------------ ------------------------------------- -------

C6digos para. a)CarbiOS
NinguLf cambio I In'i'tc dcade l E : Emigrante desde

1.... tla filtina vul-
ta

1,Fal-.cimiento .Parto/1r dit 1.'/Abortu " Embarazo (mar -

S.vuelta a . l .

R Rucie'n nacido C itf 4  vlCUal la mujer

Entrevista'dce '(u' , ,, , ,

C~~digosad nor so)CabO

lamente adea

Itim vuelprime riim.) el

b) Vacunuci
6 n 

pi.m u

B BCG nO P / Pat/lr)(n/brt) S: Antisarar.-pi6 n
P: Antipollu

C) LctwC16(n 
~me ro)

H uo le da pecho

vuelta a i. lat



Informe sobre Persona Inmigrante

Comunidad Fecha deL nforme
tanzana - Lote --- CoaigO de b'am.___ / /_

Entrevistaaor (a)

(En caso de una familia inmjprnte. use el cuesti.onaro censal)

secci6n 1. Inf'c, macion scDre la inmi.-:cicn

1. Fecha / / " a.-n
N C Se s.be

3. Procedencia *Otra casa de 1a ro.munidad "0tra ccmunidad Lie San Jua
Otra -ana,de Lima Met-op. ___ 't'r dpt'o.
__'tro pals "ireccid-n .

.Secci6n 2. Informacit, n sobre la persona inmigrante

20. Nor.bre----- Apeldo--------------------
(artote en hoja de control, y especifique No.)

21. Parentesco '". Estado Civil.
23. Sexo: H N 4. Cutlantos aFc.s ha cump[ido -
2S. Donde nacio * 6. Donde'vivio desae los 9 hasta los 15

argos .. 1

27. Cu~ntos afios esta en Lima
26. Hasta. que arlo e-tudiio
a (Para personas de 12 afo-s y n~s)
29. En q ue tra, ajid, que hace'? 7-------------------E- Estarle'?
30. Eh qu !trabajabn antes" e venir aqui*? ........... - Era estable''
x (Para mujeres"de ,4 a 55 ailos siga con historia Obstetrica)
31. De nu6 hijos nacidos vivos, cuantos':

viven ictualmente en esta casa H M" En orro lugari H N
Han muerto H [4

£ (Para niflos menor.es'.de 5 ahos)
40. Tiene tarieta de vacunaci.c't' -- N.
41. Vacunas zecibiciAs (numero)

DP' (Tripie-) __ Poli _ _ ___ Sarampid.n
42. Cicatriz de BCG . Si NO
X (Para nifiios menores de 3 ailos solamente)
43. Peso-Kg.
44. Talla Cms.
45. Recibe todavia lactancia materra''

_ , completa Si, mixta --- NO



Informe sobre Persona Emigrante

Comunidad Fecha .e. J r.-7.rm,-.-

M.ar1za __zana Lote ___ C-Odi Fc- -*i Fam. .___/

Ern r. r evistad:r o a r

Secci6n 1. Informacion Ecbre la emijracid,rn

1:. Fecha / / a on
No se sabe

3. [1stjnc, 'Otra ,:a de acc munidad " Qtra comunidad de San .Juan
Otra zona de Lima HletrOp. _ t_ - C dp. . ..

--Orro . pal VL recc in __ ---

Secci6n 2. Informacion scbtre la persona emigrante

20. Nombi'e A-ellidCs-o.

21. Tenia aljuna enferrnedad c. probiema de salud er-se de-alir?

Cu I"-

BuFcc, ayuda meSica? ii co

SOLO PARA MUJERES DE 14 A 55

20. Estaba emtaraada antes de salir?
Si ,:, (Nase-- a 2")

__- tic die embaraz,

31. Tuvo un partD, perdida o nacido, mi,erto antes de salir'?

Si (Reistre en Inf:,rme .:bre Partos) iC.



P

Tnforme Sobre Pnrto/Perdida/Abo-to

Comunidad Fecha del Inforrce
Manzna- - Lote C'digo de Far. /_/.

Entrevistndor( a )

fccc16n I. Intormacion socre Ia termiraci6n.

1. Fecha /_/___ 2. Lugar ....

3. *Ouien Li atndiO"

4.- Tipo --- Aborto 0 P'2r-dida.(Pase a 30) S. tiLtodo - Normal
Nacido muerto (Pase a 30) Cearea
Nacido vivo Instrumental
Nacidos vivoS (Melli=os/cemelos)

Sccci6n 2. Informacion sobre el ni~o.
-Segundo (en ca so da Mellizos/Gemelos)

20. Sexo H M H H
21. Peso a! n~acar Kg. K.

21. ~r3 ----c~ ----- --------Kg ~

22. Nombre---------------------------------
(Anote an Ia. hoJa de control) (Anote en la hoja de control)

3. dimero de din hospitalizado

.9cclon 3. Infordacion trobr, la Mndre.

20. Hombre Ap-ll-do- ...... ........ No --..

31. Fu6 a congultar con almuien pm&t controlar mu mu na-ao?

No Si

Denda que ms'? - tes

CuAntas veces fun en total?

-.0



Informe Sobre DefunciOn

Comunidad Fectia del inr',:.rme
Manzana Lote Ccdigo de Fam. __ _/_/

Entrevistador (a)

Seccicn 1. Informacion sobre la cefuncion.

1. Fecha /_/___ 2. Lugar Hspital/Ci1r,:EaCentro oe Salud
En casa Ltro

3. Causa de !a muerte ----------------- Fue diagnostico de medic.:,/ .i No

(Pase a 5)
4. Sintomas antes de la muerte (Marque todas las aplicables)

-5alas IS + alas

Grave dificultad para respirar ... 
Diarrea con sangre y moco ---

Diarrea aguda '- -
Ouemaduras
Accidente
Envenenamiento
Convulsiones

Dolor de cabeza
Fiebre

Desnutrici6n

Sarampion
Tog
VOmitos -

5. Atencion medica que tu,/o en los 15 dias antes de morir:
--- Hospital/Clinica _- Centro de Saluc ___ Puesto ___Otrco medico

Farmacia Nada No saDe
6. Describa las circunstancias (orden de los sintomas) en las pocas noras

a antes de ia muerte.

---------------------------------------------------------------------------
----------------------------------------------------------------------------

SecciOn 2., Informacion sobre la persona fallecida.
20. Nombre -------------------- Apellidos --------------- No ---

(Para muJeres de 14 a 49 aihos solamente)
21. Estaba embarazada? ___NO (Pase a '-'2)

Mes del embarazo

22. Entaba dandole pecho a su hijo menor? :S No



ANNEX 4

SAN JUAN CASE CONTROL QUESTIONNAIRE

39



CASE CONTROL QUESTIONAIRE - I

SECCION I.

CATEGORIA:

Buenos dias. Pertunezco a PRISPlA, una osociacion natimuorto
sin ofiliocion religioso ni politico. Trobojamos porinotal
on un progromo oqui on Son Juan. y dosoomos cono- infonto
cer mejor lo situacion aqui a troves do Ud. coma nino
modro do fomilia. 

desnutrido
So troto do contestar unos proguntas sobro Ud. y vacunas
su fomilia. Si hoy algo quo no ontiondo o quo - modelo
desce que repito, digomo con fronquezo. Lo quo - caso
pido a Ud. es quo sea lo mas franca conmigo, - control
pues estoy aqui pora aprendor)

CODIGO:
CASO CONTROL NRO:

NOMBRE:

SEXO:
NACIDO: / /

EVENTO: / /

ENCUESTADORA:

FECHA: / j87

SECCION II:

1. Nombro do cntrovistado/o
2. Es Ud. la modro natural do CC? si no 

si (ase a 7) no

3. Lo madre do CC viva? 
si no

si (pase a6 ) no
I.

4. Cuondo murio? . /
5. Do quo follecio?
6. Desdo cuondo so puso Ud. a cargo do CC?

(pasu a 52)

SECCION III.

(Solo si inormante es madre bologica)

7. Antes do sollr emborazodo do CC, tuvo Ud. si no
algun oborto espontanoo?

8. Tuvo Ud. olguna voz, antes do solir oncin- si no
to do CC, uno amonaza do oborto?



9, Antos do dor a luz a CC. lo hicioron olgu- si no
no cosaroo?

1O.En clgun porto ontos del do CC, tuvioron 
si noquo usor instrumcntos pora socor ol bobo?

11.Cuondo Ud. solio oncinto do CC, Ud quoria 
vi noostor ombarozado ol comionzo?

sI.(paso a 13) no/no on ol momonto

12.Entoncos, bi Ud. no quoria, como os -uosollo embarazoda? 
Su.osposo quoria otro hijo

No so ostoba cuidando
No so ostobo cuidando porquo

no convivia.
Lo osteba dando pocho a su otro

bobo
Hocia poco quo hobia dodo a luz
No so ostaba cuidendo porquo

daspuos dol ultimo parto, no
hobia rogrosado su regla

No so ostobo cuidondo par dos-
conocimionto a tomor.

Folio ol motodo quo ostobo uson-
do.

otro
13.Estondo oncinto do ol/ollo, Ud. troto do si no

aborter olguna voz7

14.Dondo ostuvo viviondo duronto el ultimomes dol emborazo? 
la mismo casa

Limo, on otra caso
provincia

15.Duranto oso embarazo, fuo Ud. olguna voz si _ no
a controlarso?

Si no (pase a 24)

16.1cr trimostro 
(vocos) ------------ _(sitio)
(vocos) (sitio)

17.2do trimostro 
(vocos) ___(sitio)

-(vocos) ___ (sitio)

18.3cr trimostro 
-(vOcos) sIt __

,(s tio



19.En oguno do osos visitas, so detecto algun
problemo? Si no

20.En olguno do osas visitos lo recotoron ol-
go? si no
si no
I

Ud. llego a compror todo Io quo lo recota-
ron? si 1no

21. Lo recomendoron unos anolisis? si no
si no
I

Ud. lego a socorso todos los onolisis? si no

22. Lo dicron olgun otro consojo? si no
!ji no
I

Ud. pudo seguir esos consejos? Si no

23. Le dijeron quo estobo mol olimentodo cuando es-
tobo emborozodo eso vez? si no

24. Ltd. torno olgun inedicomento duronto ese cm-
borozo? si no
si no (.asP a 28)

25. 1cr trimestre (nombre)

26. 2do trimestro

27. 3or" trimestro

28. Cuondo'ostuvo emborazodo osa vez, hizo
Ud. trobojo posodo, o reolizo un esfuerzo? Si i no
Si no (pase a 32)

29. ler trimestro

30. 2dn trimcstro

31, 3cr trimestro



32. Dondo die a luz eso voz? 
casa

posta/centro

clinico
hospital

otro
33. Coma sobia quo ostaba par dor a luz? doloros/controccionos

so*lo rompie la fuento
songrodo

otro
34. Antes do ir a (32), pore dor a luz,,Ud.

fueo a otenderse on otro lugor primerb? 
si no

35. Al nocer, el bebe lloro ensoguido? 
si no

36. Si notimuerto, pose n 39) Tenio
CC un color amorillo (ictericio) ai
noecer?

si no

I.

Quien lo noto primero? Ud7 medro mismo lo noto

personal medico so lo indico
otro so lo indico

37. Tuvo ol bobo olgun (otro) probleme desdo
nocimiento7 

si no

38. Cuontos dios estuvo CC on el hospitel/cli-
nice luego del porto?

39. Cuontos dios estuvo internodo Ud. luego do
dor a luz?

'0. Duronto el emberezo, antes do dor a luz,
sufrio Ud. de: 

hinchazon do los pios

convulsionos

songrado

fiebro

infeccion

otro
ninguno

41. Luego del perto, Ud. sufrio do: songrdo

fiebro

infeccion

otroninoun o



42. (Si natimucrto, pose a 46) Ud. lo

dio pecho a CC7 Si - no
si no (pase a 46)

Cuondo tiempo? (moses)

43. Ud. lo die unicamento pecho duronto

un tiempo? semonos

44. So lo rojo el pczon, a tuvo mastitis
cuondo estaba dando do lactor? Si no

si no

45. Porque dejo do dorle pocho? pezon rajodo

mostitis

no tenia suficiente lecho

era mucho trabojo
yo era grande

solio encinto nuevamento

otro

46. Estuvo Ud. mal do los pulmones alguno
vez (TBC)? Si .no
si no (paso a 50)

47. Recibio Ud. trotomiento? Si no
si no (paso a 53)

48. En quo fecho termino su tratomiento? IL_

49. Llego a terminor todo su tratamiento? si no

50. Uso Ud. anticonceptivos poco despues do

quo nocio CC? 5i -- no
si no (pase a 52)

Cuales? pildora

otro

51. A portir do cuando?



SECCION IV.

52. Llego Ud. a levorlo a CC poro su si(veces)_ nocontrol do bebo sono. Se ocuerdo

Clialitos veces?

53. Quo enfermedodes o occidentes ho tenido/

tuvo CC? (mencione olunos) ninun
enfermedod f-Oet; I__

54. Estuvo CC internado olguna vez? Si _ no
si no

problema lugar dias fechos

55. A los cuontos meses empezo CC a tomar
sopos o popillos7

56. A los cuontos meses empezo CC a... levantar lo cobezo

sentarso

decir moma, papa
gatear

cominor

57. En comparocion con otros ninos de
su edod, CC esto/estuvo mos ovanzado que ellos

menos ovanzodo quo ellos
a nivel de ellos
no sobe

, mos en unos aspectos,
menos en otros

Explicocion
Los siguientes preguntos qL'e le voy
a hocer so refieren a la epoca do
(mes/ano) hosto 198
(Trotor do dug- referencios)
Ud. so ubico?



51.59. Con quienes vivio CC Ls4 notimijerto
lo madro do CC) en ese entonces7 modro

biologica

otra
podro

biologico
otro

hormanos,

obuclos/tios/primos moternos

obuolos/tios/primos paternos
otros

(Si vivia con informante. seguir con 60.
Si no, pase a 77).

GU. Dondo estuvo viviendo on eso epoca? mismo cosa

otro casa on Pampas
otro lugar __

61. Aportoade los quo vivion en lo casa, con
cuoles de sus parientes, de Ud. a do su
esposo, so veion mas a menudo? Coda cuan-
to tiempo? nunco

monos de una vez al mes

1 - 3 veces al mes
semanalmente

cosi diario
diario

62. De estos personos quo Ud. acabo do nombror
(58, 59 y 61), olguien estuvo enfermo a in-
copacitodo en eso epoco? (preguntor especi-
ficamente por padre, modro y CC) si _ no

si no

Persona Enfermodad Duracion

63. Tenion Uds. Segura Social? Si __ no

fsi no (pase a 6-4)

64. Lo usaron luego do vonirso a vivir on esto
zona? Si o10



65. Uds. so ocuerdon, coma ostabon oconomica-monte? 
podion guordor un poco do dinero

y hocer gostos mayores
tenion suficiento poro lo caso y

otros gostos
tenion solo pora comer
no les olconzobo ni pora comer

66. En eso opoco, sus ingrosos eron estobles? 
si no

67. Su esposo (padre) tenio trabojo? 
si no

si no (pase a 69)

68. Cuontos dies a la semono trobojobo el
fuera do coso?

69. Su esposo tenio hijos de otro compromiso? 
Si nosi no 
no sabe

Los estuvo monteniendo a ellos tombien? 
si no

no sobe
70. Ud. estobo trobojondo en ese entonces? 

si nosi no (pase a 73)

71. En quo?

72. jSi notimuorto, pose a 73) Llevobaa CC consigo a su trobojo? 
si no

a -vecos

73. Cuontos horos o la semonoa posobo Ud.fuero do lo cosa?

74..Si notimuerto, pose a 75) Cuondo
Ud. estobo ocupodo, o tonia quosolir a io coll, a CC: 

lo dejabo solo

a corgo do otro nino edod
" cargo do otro persona edod

so lo llevobo
75. Ud. so ocuerdo si el oguo quo tonia

en eso epoca lo obostecia? 
si, obastocia

no, no obostecia



76. Tonian lotrino cn oso ontonces? si no
si no

Lo usabon, funcionabo? si no

77. Cuanta ogua uson ohora, par somana? baldo, galonera chico
galonora, tacho

cilindros
tonquos

otro
no sabo

78.LAos obastoco? si no

Tienon lotrina (silo)? si no
Si no (pase a 79)

Lo ostan usando ultimamento? si no

79. Cuontos cuartos tione su caso choro?

80. Cuantab u,,,uz, sofas u otros sitios
usan paro dormir?

81. Tienen Uds. familia, amigos a compodres
cerca de aca? Si no
si no

Coda cuanto tiempo los ven? todos los dios

coda semana

unOs vocas a1 mes
una vez al mes

solo do voz on cuando

casi nunco

SECCION VI
82. Cual idioma hablon en caso mas? Castollano

quechua

aymara
otro

83. En cuol idioma so siento mas comoda

al hablar? Cdstellono
quochua

aymaro

_ otro

84. Ud. fue criada par- sus padres naturales? si __ no



85. A quo od3d solio Ud. do su caso (dondo fuo
criodo)?

8q. Su propia ninoz fuo ... alogro

tristo
sufrido

sin proacupociones

87. Su esposo fuO criodo par sus podros na-
turoles? si no

88. A quo edod solio ol do su coso (dondo fue
criodo)?

89. Pora quo un nino respoto a sus podros
tiene quo tonorles ..... corino

miedo
un buen ejemplo

comprension

90. Mientros menos uno so junto con sus
vecinos, mejor se llova con ellos. Si no

91. Cuondo so'enferman, quienes son mas fuertes,
mos resistontes? los bebes

los jovenes

los odultos
los oncianos

92. Hoy un dicho, "Mas mo pogos, mos te quiero".
Es cierto? siempre -

nunco
a vecos

93. Cuondo una mujer emborozodo pierdo oguo (so
le rompe la fuente), quiere decir que ...... va a dot a luz dentro de pacos

horas
hizo mucho esfuerzo y dobe -

desconsor.
el omborazo sigue normal

le ontro aire

no sobe

94. Complete esto frose: El papa do mis hijos
tomo ............ todos los finos do semono

solo on rounionos fomiliores

varias vocos a la so mona

nunco

95. Cuando mi esposo Ilego a la coso ..... va a buscor a sus omigos
so echo a dosconsor

oyuda con la caso
ayuda con los ninos



96. Lo ultimo voz quo lo ilovo a su hiJo 01
medico .

sntio quo y lo hubiera curado
en casa iquol, sin medico

su hijo sono con la rocoto
dol medico

1o hizo mol lo quo lo recomen-_

do l medico

97. tJdjcdigue mas de uno si as necesario)
Esa vez, antes do l ovorlo al medico, 10 do uno medicine quo tnio
Ud. ladso alg7a

lo dio uno medicina qua o re-
mendo una vecina

lo dio un remedio casero
lo die una medicine quo k reco-

mendaron en la formocia
espore quo so le posara solo
una vecina trato de curarlo
un curandero o uno curioso trato

do curarlo
fuC a comprorlo uno medicina quo

.y.4 habio usado antes
98. Cuando hablo con un modico, termino sin-tiendome ....... 

sotisfecho

frustrada

despreciado
segura99. La ultima vez quo fui al modico, mo tra-

t or .... b on

bien, pero tuve quo osperar
demosiodo rapido

coma cuolquier cosa
100. A mis hijos los ho pegodo ........ 

duro

normal
muy do vez en cuando
nunca

101. La gento me conoco como una persona .... Jovial y conversadora

seria o introvertido
activa y dedicada

102. A mi osposo cuando ora chico, lo pogobon... duro

normal

casi nunco

no sbo103. Si su hijito tuviora tos, fiebre, y su ros-pirocion eotu a agitoda, quo horia Ud.? preguntor on lo formacia
'lk ' Cn.i 

frotarlo

Ilovarlo do omorgoncia
darlo una antalgina y jarabo



1011. Cuol describe major 10 comunicacion entro
Ud. y su asposo? 

Mi osposo ma cuento casi todo.

Conversomos solo cuostiones
importontos

Lo pregunto quo tiene, y so
molosto.

Uno do nosotros Os mas collodo
quo el otro.

105. Digomos quo su hijito tuviera un one do -
odad y quo desdo hoco 3 dias ostoba con
diorreo. Estabo hacienda 5 deposiciones -
coda dio, y se veoia un poco decaido. Quo
horia Ud? (Indigue todes los quo
correspondon) 

dorle koopectate

dorl donafon
dorl suero cosero
dorl un purgante

otro
106. Cuol describe mejor las relociones entre Ud.

y su esposo? 
El es desconfiado
Yo soy desconfioda
Los dos somos des-

confiodos

Hay mutuo confionza

107. Complete esto froso: Mis padres me pegabon... par razones injustos

solo cuando yo me io
morecia

casi nunca
108. El padro do mis hijos los pega ...... duro

normal
muy do vez on cuando
nunca

109. Antes do criar a mis propios hijos, yo ..... tenia bastonto experiencia con

ninos pequenos
tenia algo do experiencia con

ninos poquenos
no tenia mucha experiencia con

ninos pequenos

110. Desdo que empeco a ocupor mi lote, pienso
on vivir on otro lodo ....... muy seguido

cuondo so prosenta un problema
grando

do voz on cuondo
cosi nunco



111. Cual paloba describo mojor coma actua suesposo hocia sus hijos? 
corinoso

indiferento
agresivo
preocupodo

S;ECCION VII. Observaciones

,12. Tronsporto publico estoa ... cuodras do la caso

113. Ayes cominagl libremento on lo casa. 
Si

no
no obs.

111 r.oscos oston oncima do la comida. 
Si

no
no obs.

115. La tierro so filtra par techo/pored. 
si

no

no obs.
116. Hijos menores eston sucios. 

Si

no

no obs.
117. HiJos menores eston mol vostidos. 

Si

no

no obs.
118. Problemo do solud/dosorrollo no mencio-

nodo par informanto: 
salud

desorrollo verbal

desarrollo motor

Comentarios

j



ANNEX 5

CAJAMARCA CENSUS AND SURVEILLANCE FORM



Distrito PRISMA Empodronodor(o)
COMun i docz Focho 198
Cod. do ranilio CENSO DE HOGARES DOo Mos Aio

Podrfa darmo Su nombre, el do su osposo, do sus hijos do mayor a menor, y
do todas las otras personas que viven con Ud.?

PERS. 06 PERS. 07 PERS. 08 PERS. 09 PERS. 10
1 . Nom br e .... .. ..... .. ... .... .... .... .... .. .. .. ....... ..
2. Apellidos . . ............... . ...................

..... ,., ...... . ...... ..... ,..,

3. Parontesco _

4. Sexo H PI H M H PI H M H M
5. Cuintos aios ha

cumplido?

6. Es solt, cas, cony.
viud, sep, divor . . ..........

7. Vive en esta casa sf no s no sf no { no s{ no
8. Dpto donde naci 6 ? . . .. . .. . . . . ... .. ... .  . ..  .. .. ... ..  ... ... ... ..

9. Dpto. donde vivi'
desde los 9 hasta

los 15 alos.
11. Cuantos aios esta

en (Corunidad)?.......... ......... .........
12. Hasta qu6 alo

estudIc?

13. No. de madre....13 N . e ad e ......... . ......... . ... ...... ... . . ............

14. No . de padre .......... ........... ......... ......... ...... .. .
- (SOLO PARA PERSONAS DE 6 AIOS Y MAS)%

20. En qu6 trabaja?

Ou6 hace?
21. Es por su cuenta? sf no sI no sI no s. no sf no
26. Recibe algn pago? s no ; r o s no st no st no
22. Estable o eventual?

23. Alguien le ayuda? si no s", no I{ no sf no sr no
24. Le(s) da alqun pago? si no S1 no si no si no si no
25. (SOLO PARA VENTA)

D6nde vende?
Ou6 vende?

* (SOLO PARA MUJERES DE 12 A 55 ANOS)-

Do sus hijos nacidos vivos:
31. Cugntos viven en

esta casa? H_ M_ IH M__ H M_ H M_ IH M
32. Cudntos viven en I *

otro lugar? if M_ 'H M If- M_ H M_ IH M
33. CudCntos han muerto? H M 1H M H M H M H M
5 (PARA NINOS MENORES DE 5 ANOS DE EDAD)" I

40. Fecha nacimiento. I__/ l _I.__I _I I _ I I__
41. Peso Kg. _ , . , I
42. Talla cm. * . , , I ,
43. D~a/tMes/Alo ,_____ I__I__ __I__/__ __I I
44. Tarjeta Vacuna I Si no si no sI no I si no
45. TUC (numero) * I
46. DPT (nmoro) I I
47. Polio (n •moro)
48. Saramp~n I oI

49. Cicatrjz I si no 1 s no I Si no I Si no
49a. Control do niAo sano: I I

total do vocos * I
focha do 6ltima visita ___/__/ ./ _ / _ I __ ___.



PARA CADA MUJER DE 12 A 55 ANOS DE EDAD QUE VIV\ EN LA CASA

PRISMA

Distrito 
Empadronador(a)

Comunidad 
Fecha 198

Cbd. do Farn. 
-_a Ms Ano

Persona numero Nombre Apollido

Edad (anos) Nivol do Instruccion

60. A quo odad lo bajo la sangro por primera voz (monstruar)? 
anos

61. Ha salido en estado alguna vez? sf no > PASE A 68

62. A que edad salio en cstado por primera vez? 
-- anos

Qud edad tonfa Ud. cuando tormin
6 su primer embarp-I -- anos

63. Cuantos de sus hijos han nacido vivos? 
__ H__ M__

64. Cuantos nacioron muert
os?

65. Cuantas perdidas (malogrado) ha tenido?

66. Cu.Lntos dc sus hijos han muerto? 
H M

67. Cuantas veces en total ha salido en estado?

68. Ahora esta Ud. en vstado? sf no no sabo

Ud. queroa salir en estado?

S no

En que mes (de embarazo) est'? Hace cuantas semanas lo bajo la

mes sangre la Jitima vez?

Ha ido a control para ver como

esta el nino? I

s1 no )PASE A 80 1.

Con quien? nombre

oficio

Dosdo quo mos?

mos

Cuantas veces ha ioo?

No. PASE A 80

69. Cuisiora salir en ostado 
ahora? sf no

70. Esta" haciendo algo para no 
salir an ostado? s( (ospecifiquo)

no

71. So osta cuidando con el mos su esposO la culda (rotiro)? (PASE A 80)

.no

72. (SI NO ESTA USANDO NINGUN METCDO)

Por quo no so ost cuidando ahora?

(SI NUNCA HA ESTADO EMOARAZADA, PASE A 50)

C.j



1,0. Ouisiera preguntarlo sobro todas las veces quo ha salido on estado on los ultimos 5 am
([XCEPTO EMDARAZO ACTUAL).

Ultimo Pen'l Antep Embar Embar Embar Embar
Embar Embar Embar Anter Anter Anter Anter

1. En que mes y
y ano termino mes mS m es mes mes mes mes

ano ano" ano ano ano ano ano
(SI ESTA FECHA ES ANTES DE 1982, FIN DE SECCION)

.'2. Como se Aborto o
L!rmi no? Pordida.. 1> > > > >

Nacido
Muorto ... > - > > >
Nacido

Vivo ....
Mollizos/:

Gemolos. 

-
(EN CASO DE MELLIZOS 0 GEMELOS NACIDOS VIVOS, USE UNA COLUMNA PARA CADA HIJO)

83. ond dio
a luz? . ..................... I......
84. Quion la atondio?

85. Ccma fue su parto?
86. Fue hombre o mujor? H M H M H M H M H M H M H M

87. Cuanto peso al nacer?
kg kg kg kg kg kg kg

88. Esta vivo? fs no sf no s( no sf no si no 1s no sf no

(SI - PASE A 91 NO - CONTINUE)
89. En quo mes y ano murio? I _ 

-

mes mos mos mes mes mes mes

ano ano ano aFio ano nar o aa~o
90. De quo murjo?
(espocifique)

91. Le dio pocho? s' no >1 sf no >: sfno: s no >: s no >I sf no: s{ no>

(MUERTOS PASE 93)
I I S

92. Todavfa lo osta I no si >: no si >1 no sf >: no sr >1 no s1 >. tio sf> no sI):
dando pocho? I I I I
93. Par cuantos moses le I I I I I

di pocho? (MAROUE 97 I I I I I
SI LE DIO PECHO HASTA I I I I. _

QUE SE MURIO) I moses mmess I Moses I moses : moses : moses moses



56. Tienen: Soguro Social Otro seguro m6dico

51. Ticne (o ha tonico on los ultimos 15 dfas) alguna onfermodad Ud.. su Osposo o uno do sus
tijos (u otras personas quo vivon con Ud.)?

No Sf'

Dcsde cuando? Alguion le atendi6?

Nomb-o Problema (dias) Hosp/ Posta M6d. Farm Otro No0-7 8-30 31' Cln. Part. (Especif)

53. La i'ltima vez quo uno do sus hijos estaba muy enformo, qu6 tenfa?

Qu6 hizo?
Cual de sus hijos 

Edad

54. Cuando fue la JItima voz que fue al Puesto de Salud? Hace
Para quo?

55. Cuanto tiempo demora en iegar al Puesto do Salud mas cerca? horas
Cuanto .tiempo demora en regrosar? _ horas

total horasI

Como? a pie _a caballo otro

U1



Distrito Empadronaor(a)
Comunidad Fecha 198
Codigo Familia Dia Mes Ano

DETALLES DE VIVIENDA
100. Material de Construccion: Paredes Techo Piso

101. Ustedes son...? propietarlo _inquilino posado (alojado)

otro (especif)

109. Que tainano es su torreno (en total)?
Aparte arrlendan? (cantidad)

110. Quo" cantidad tienen de: vacas - ovejas __ caballos/burros
gallinas _ chanchos (coches)
otros __cuyes/conejos

102. De dondo trae su agua? _ Manante _ Pila Puqulo conoxion domicillaria
_ Rfo Acequia Pozo otro

111. A qu6 distancia quoda? (tiempo) _ _ _

103. En qu6 guarda su agua? _Cantaro/Urpo _Cilindro _Baldes _Otro

104. Esta tapado? Sr No

105. Quo usa para alumbrar la casa? __ mechero lampara(kerosene) _petromax
electricidad otro

106. Donde hacen el cuerpo? inodro, Silo/letrina *Canpo Abierto

(SOLO PARA PADRES DE FAMILIA)
107. A que' horas escucha Ud. radio?

Ouc progranas escucha?

1(8. A quohoras ve Ud. television?
Quo programas %,?

120. Cual es la mejor hora y dia para vistarle?

HORA DIA
L M M J V S. D
L M M J V S D

----------------------------------------------------------------------
VISITAS I CITAS:ENTREVISTADOR(A) FECHA HORA I No. PERSONA FECHA HORA i

--------------- -------- -------- -------------- -------- ---------

*I

; 1

* I
------------------- - --------- -------- ---------

Observaciones

C'..



PR I SMA

HOJW DE VIGILANCIA FAMILIARD~i stL"i t:o __ ___

(.omu.n i dad
t:6digo de Fami lia

CENSO

FECH (DIA/ESIAAO) ___/___ _ .. ,. .:
- S

Personas Residentes Para nios menores de
5 zos - 3 a-1os

- -- - --- - - - - - - - - - - -- - - - - - - - - - - -

NOMDRE CmbioVacuna-Cica-. Fest Ta]laFe -!Lac
'cion I t i r I cha

.4

:6

-7 ........... °.......
10

112...... ....... ...... ..... . . .......

CbdiQOS Par-a: a) Cambios
H': ning~n cambio 1: Inmigrante desde E: Emigranto

la tima vu,.la desde la ,.tima v,.elta

F: F,. lecimniento F': F'art-/.: /f'-d IIAlborto N': E.mbai-azo (marque 1M par-a coda
Vuelta D la CUM l , I ,

d:ice. que es.t[A embarazadii

R: Reci~bn nacido Q: Entado ci vil fi. oa1t apiea

b) Vacunac" bn_,_ - --WD DFT (Trip . :) mor-) S: l_ ti_ arAmpihn

P, . rL.ip3oli.o (n".tll2 o)1

c) Lactancia MaternaM: MiNU.1 M: No le da pe:ho

UI



E

Inforrne SOorO Persona Emigralfte

Ccfitntri i clad - - _ _ _ 

_ _

L'6cl i go dc? V.3tfli. 
E n~ t.. Entevi sta doi r (a

~-~c i6n1 . In{ ormacioCn sobre 1a e ia rcCi Cn

1. Fecha' _ _ 
2. RA-6n . .-

D.Jest ino __Otra~ ca7, de la COMLunridAdJ*
__OtrL' ammi diu do HL-zdgL~yCoC~Lr1

__Otro di i to de Cal .m,.rca
Otro depcartanic-r-ito

__Otro p a i t

Secci 61-1 2. Inifortnaci 6n sobrc- la persona. cinigranfte

70. Noinbre _ 
Cpellido5 -_______ 

No. -

21. Tenia .31I C LtlA no.3n.-~- o problufla do s2calLid- antes d~l Sal ir?
No

CLIA I ?_ _ _

BEt7.cb ZAyUdEA mbdicA? Si No

SCOLO FORA IIUJERES DE 14 At 55

.zU st.3ba ragn1,az.3da antes do sal ir?
Si No (Pase a 23)

M~e- do~ embn~ra-o

:.TLIVO Lin p.3ArL0:, por-dida o nacido mntuerto antes de~ sal ir?

S3i (R'ogistre en Informco sobre Fartos) No



P

Informe Sobre Parto/PKrdida/Aborto

i)istrito Fecha del informe
Comuni dad / /'
IWdigo de Familia Entrevistador (a)

Secci~n 1. Informaci6n sobre Ia'terminacibn.

1. Fecha / / 2. Lug:-r _

3. Oui6n la atendi6

4. Tipo Aborto o PMrdida (Pase a 30) 5. Mttodo Normal
Nacido muerto (Pase a 30) -- Ces~rea
Nacido vivo InstrumenLal
Nacidos vivos (Mellizos/Gemelos)

Secci~n 2. Informaci6n sobre el nino.
Segundo (en caso de Mellizos/Gemelus)

20. Sex o H M H M

21. Peso al nacer Kg. Kg.
22. Nombre _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _(Anote en la hoja de control) (Anote en la hoja de control)

S. WNero de dias hospitalizado

Secci6n 3. Informaci6n sobre la madre.

30. Nombre________ Apellidos No.

31. Fu6 a consultar con alguien para controlar su embarazo?

No Si

Desde qu6 mes? Mes

Cuntas veces fue en total?



Informe Sobre Defunci6n

Di trito Fecha del Informe
Comuni dad / /
C6digo de Familia Entrevistador (a)

Secci6n 1. Informaci6n sobre la difuncin.

1. Fecha __ /___ 2. Lugar Hospital /C1 inica
Centro de Salud
En casa Otro

3. Causa do la muerte Fue diagnbstico do mudico? Si No

(Pase a 5)4. Sintomas antes do !a merto (Marque todas las aplicables)
- 15 dias : 15 + dias

Grave dificultad para respirar
Diarrea con sangre y moco
Diarrea agLmda _

Ouewaduras
Accidente

Envenonaminento
Convul si ones _ _ _ _
Dolor de cabeza__

1 Fiebre _ ,
Desnutricibn ___
Sarampin I 

I Tos ___ _I

V6mni _os I I5. Atencirn mbdica quo tuvo en los 15 dias antes do morir:
Hospital/Cl]nica .....-Centro de Salud __Puesto Otro Mdico
Farmaci a Nada ... No sabe

6. Describa las circunstancias (orden de los sintornas) en las pocas horas
a antes de l a m uer.te.

Secci6n 2. Informaci6n sobr; la persona fallecida.
20. Nombre Ape__llidos Z No.
(Para muJeres do 14 a 49 a7os solamente)
21. Estaba eibar-azada? Si No (Pase a 22)

Mes del embarazo

22. Estaba dhindol pecl.o a su hi.jo menor? Si No

(y\-'



ANNEX 6

CAJAMARCA CASE-CONTROL FORM



ESTUDIO DE CASO-CONTROL: CAJAMARCA

Case / Control N2  __ __

Entrevistador(a) Fecha
perinatal
infante
ni ho C6dlgo Nombre do Madre
desnutrido
vacunas (a) / /

Nombro de N16o F. Nac.

El prop6slto de este censo, y de iOuostro trabajo en general, e5 ver c6mo 5a
podria mejorar la 5alud de todos aqul en Hualgayoc/ Chugur.

Para esto, a veces necestamos informact6n especifica sobre la salud y elblenestar de Ud. y su familla. Al contestar nuestras preguntas lo mis
exacto posible, Ud. estar6 ayud~ndonos a cumplir con nuestro trabajo, y con
nuestro compromiso con todas las comunidades.

1. 4 ahora tiene __ mese,. (veriFicar)

2. LQud le da(ba) du comer, aparte de pecho?
_6nicamente pecho (paso a 3)

__ otra leche, con o sin pecho (pase a 3)
sopa o comida

iCu~ndo empez6? A los - meses. 2._

3. ZCu6ndo fue la primera vez que tom6 aguita? A los __ dlas/meses. 3.-

4. !Tuvo Ud. algn problema de so.lud - jando estuvo en estado con *?
(Luego que la Sra. contesto, lee '.j5 opciones ro5tante3.)

slntoma / duracl6n (semanas)

" dolor de cabeza
" picrnas hinchadas arrba

de las rodillas
" poco apetito
" cansanclo (agotamiento)
" ardor al hacer pichi
" dlarreas frecuentes
" ficbre.
" 50angrado,hemorragia

_ 4.-
S. Muchas voces sentimos dolores o mole5tIa5 durante un tlempo,

sin hacerles mucho taso. Ud. tiene alguna molestia o
enfermedad, desdo antes de que nacdera v, quo no 5a ha curado
todavia (dolor, Infocci6n, picaz6n, debilldad)?



B. A aigurias personas se les aparece una bola en al cuello (serialo)
que so llama boclo.
ITiene Ud. bocIo? s1 no (pase a 7)

IDesde cu~ndo lo tlenc7
_ antes de que naclera #
_ despu6s de que naci6 * 6.-

7. Tal vez Ud. ha oscuchado que el licor puede afectar a la salud
de uno, sobre todo la presi6n y el higado. LSu esposo toma ...

todo!, los fines de semana?
s6lo de vez en cuando?
varias vcces a la semana?
nunca? 7.-

B. A veces cl hombre i, pega a su mujer, cono un forma de mostrarle
su cario, su prCocupaci6n, o su autoridad. En esta comunidad,
Idiria Ud. que 1o5 hombres pegan...

poco?
regular?
mucho? 8.

9. Su esposo de Ud. lo pega...
casi nunca (o nunca)?
de vez en cuando?

- muy soguido?
s6lo cuando ha tormado mucho? 9._

10. Iucho5 padres de famiilia pegan a sus hijos para castigarlos,
para llamarles la atepci6n, o para que respeten a sus mayoros.
Este Oltimo a6o, Ud. y su osposo han tenido que pegar a sus hijos...

casi diario?
unas veces al mes?
muy le vez en cuaido?
nunca? 10.

11. LCu6ntas camas, caires, u otros sItios usan para dormir? __ I1.

12. Y eso, Les para cu6ntas personas? 12._

13. ZQu6 usa Ud. para cocinar?...
le ia
kerosene

____ ____ ____ ___ 3.

14. Ud. cnctna...

en c] rsmo cuarto donde duermen?
on otro cuarto? 14.



IS. I oy, o ayer, mIenras Ud. astuvo cocinandu, Id6ndc
estuvo 0?

- en su espalda o a su cnvtado
dentro del mismo cuarto
-an otro lugar IS.__

16. A~lguna vez este aim, uno do suIs hijitos. tuvo tos?
si no (paso a 17)
1

Botaba flema blanca o amarilla7
Le salia moco blanco o amarillo de la nariz?
Tenla dolor en el oldo?

_ Tenia la respiracl6n rdpida o agitada?
_ Tenia poco apetito?
_ Tenia ficbre? 16._

(SI prosentaba tres (3) o mgs do estos signos, paso a 17.
Si presentaba dos (2) o nenos, pass e :9.)

17. lHizo Ud. algo para curarlo(la), o sand solito(a)?
san6 solo

__ le di6 un reMedio casero (hierbas o frotaci6n)
lo llev6 a un nddico de campo (curandero)

(pase a 19)

Le di6 una redicina recetada por...
_ st misma, un familiar, o una vecina

__ el promotor de 5alud
la farmacia
un mrdico o enFermera 17.__

lB. Si yo menciono los nombres de algunos medicamentaos, Ime podrla
decir si le di6 uno de e'llos -- o sea, un antibi6tico?

PenicilIna: tlegacilina / Acipen UK
Ampiclina: Binotal
fAioxiclina: Amoxil / Velamox
Eritromicmna: Pantomicina / Ilosone
Trimetoprim: Septrin / Bactrim
Oxacilina: Poslpen / Cervantal
Cloranfenicol: Cloromicetin / Quenlcetina 18.__

Igual como controlanos el peso y talla do los nilros para ve si est6n
creciendo cono deberian, tambidn estaMos mldiendo a sus nadres, para ve el
estado nitricional de elln.

19. Talla (parada): cMs. 19.__

20. Clrcunferencla braqulal: __ cns. 20.__



MJiiIx '1
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SEMINARIO: Enfoque de /?sgo P8F8 /8 Atencidn /atcrno-infanti
a ni/l d' /a fofluLnidad

OBJET I VOS
OBJETI VO GENERAL

Promover, a trav~s de conferencias, p~neles y discusi6n de resultados, el
anlisis del enfoque de riesgo como una estrategia b~sica de Atenci6n Primaria
de Salud que permite extender la c6bertura de los servicios a los grupos m~svulnerables, incrementando e) impacto de los programas y facilitando ]a
participaci6n de la comunidad.

Objetivos Especificos:
a. Analizar el potencial del enroque de riesgo en la amplacion de la

cobertura y el incremento del impacto de los servicios de salud
materno-infanti I

b. Revisar los mecanismos m~s eficientes para que la comunidad
participe en los programas de salud en general y en el enfoque de
riesgo en particular.

c. Analizar el rol del promotor en la atenci6n materno-infantil y en el
enfoque de riesgo.

d. Evaluar los resultados preliminares de una investigaci6n operacional
sobre enfoque de riesgo

e. Revisar problernas cornunes y soluciones pr~cticas en los programa de
capacitaci6n de promotores de salud.

Poblaci6n objetivo:
Profesionales Multidisciplinarios de Centros y Puestos de Salud del

Ministerio y de las Organizaciones Privadas Voluntarias de Salud.



SEM I NARI 0: Enfoque de R/eo7L pare /J A tenc/dn Aaterno-/nfonti/
a nivel de la Comlniandd

RESUM FN DE LOS TIEMAS

Tema 1:
Iincamientos doe.Plitica d $lur.n Marchn (Exposicin)

Los Linearnientos de S3lud contin~an siendo cl resumen y, a )a vez, el marco do referencia para todos los
usfuer2os quo so hacen por mejorar las condic1ionas do salud do )a poblaci6n. Su discusi6n y an~lisis es entonces
permanente, ya que conforme so obtionen nuevas experiencias el significado y ]a apllcacl6n de coda Iineamiento so
enriquece constontemente. El Lenia central do este seminario, bsi como los relocionad3s a ]a Participaci6n
Comunitaria, a] rol del Promoter y a ]a coardinnci6n inter-institucional merecen resaltarse dentro de este marco
d referencia a fin do dar a los partclpantes, ejemplos prictIcos de su apllcacl6n.

Toma 2.
Prticipoci6n CQmunitaria (Pnel)

En gonaral las diferents concepciones de participaci6n comunitaria incluyen un rango s6rnamente amplio
qua va dasde las qua so Ilmitan a interpretarla como la obligac16n de ]a gente de cumplir con utilizer los sericfos
en el die, la hea y cl lugar quo s- les indique, haste los quo proponen que la comunidad debe participar en forma
equ'tativa en la planificaci6n, ejecuci6n, supErvisi6n y evaluaci6n de los servicios. Dentro do este ejercicio
a8 mico, el mdico dol nivel poriforico se queda sin ning~n elemento concrete y prctico quo le.permita abrir,
iniciar y mantener el proceso de participaci6n comunitaria. Al respecto so espera obtener algunos d esos
elementos que faciliten la participaci6n comur, itaria en la atenci6n materno-infantil yenel enfoque de riesgo.

Tema 3.
Rol 6.l Promoter de Salud en la atenci6n materno infantil yQ e wnfou da rie.o(Pnel)

El ro] do] promotor dc solud es definido en forma muy varioda per los programas que los utilizan. Ms an,
la percepei6n d. este rol es susbtanciairnente diferente cuando so considera el punto de vista de los responsabies
del programa, del promotor mismo y de Ia comunidad a ]a que sirve. Es deseable inictar un proceso a travs del
cual se puedan establecer requisitos y estandarizar conocimientos y habilidades minimas que todo promoter debe
d.serrollar pare ser considera. como tal y. a la vez. lograr un mayor concenso en cuanto su rol en los diferentes
prograos do salud on quo participa

Tema 'I.
Utilizaci6n del Fnfenue de Riesoo. (Corferercia)

Utilizando los tres ternas enter iores como marco de referencia, se propane reviser el potencial del enfoque
de riesgo para ornpliar la cobertura de los sorvicios do atenci6n materno- infantil y pare incrementar su impacte,
al intensificar )a atenci6n a las farnilias en m6s alto riesgo de morbilidad y mortalidad. So espera revisor las
implicaciones programnticas en cuanto a cobertura. sistema do referencia, modificaci6n del riesgo, entrenamiento
d'. personal y los beneficios a nivel de la familia y la comunidad en cuanto a] desarrollo do su capacidad pare
idntificar prioridadcs y pare autocuidar su salud.

Tema S
IflVL-snci !n _peracional en Erfo nu.e d& _. o. ( Ixrinsicibn)

En esta presentacibn se descri-t,cn h. ;,-:rrs fundrnentales -hip6tesls, objetlvos, estrategias y
rinotdologies del programa d:, investig:mcicir, ,:peiacional que actualmenlo ejecuto )a Asociaci6n Benofica PRIStIA.
En el rnismo su persiguc riesarrollar urn mn.oio, rtplicabtr a riivel perif6rico, quo permita identificar las familias
(o la comunidri quo est6n en rins alto r icsgo respocto a la salw, y ]a vida do los nifos menores de 5 aos, a fin de
pvurr intensificar )a labor del promnotor y, itres rriembros del personal do salud, en la atenci6n de estas Iamilias.
La presentoc16f, utilizar6 como puntos de refc'erincia los conceptos desarrollados en Ios temas anteriores.



Tema 6.
ldenhfir:,_i6n d3 los F c'Lego RieLD (Exposici6n)

So describen los resultodos prelhninares del prc, cto do investigoci6n operacional, onaliz6ndolos enrela: i6. a las hipo!tsis de Irabajo, )e ,- sc as cks me~cd, Iicos, idenlificzndo sus .inmcdiates y sus implici.ciones par@ las ctapas siguientes d la investig3ci6n. Todo sto so anoliza dentro do un
marco de referencia qua describe en trm i us generales las principales caracteristicas do Ia poblaoi6n en el Area.

Tema 7.
Promotores do Salud: IlF)sin, reldcd (P6nel de Promotores)

Este panel d3 oportunidad a un grupo do prornotores, provenientes de diferentes organlzacionms yprogrames, d3 exponer duronte 6 minutos sus respuostos a cuotro preguntos:
a) .Por quL6 soy promoter? (qu6 Io motiva)
b) Pera qu6 soy promotor? (lo quo quiere lograr)
c) LQu. pnsbilid.des encuentro do hcer un buen trabajo on mi comunidsd?
d) uQuo obstAuies encuo.ntro para hacer un buen tabajo on mi comunidad?

[speramos con 611o, estar falicilitando el accoso do los promotores a tribunasque generlamente est6nreservud ss para otro nivel da personal do salud y, a la vez, dar ]a oportunidod de exponer par si mismos sus logros
y dificulta:kzS.

Tema 8
Promoores do alud: Ilotiveci6n y Deserci6n. (P~nel)

En este panel, integrado por personal quo trabaja con promotores d.- salud, so discule uno do los temes quemas frecuontcmente s3 menciona entre los problemas rn6s serios do los programas de promotores de salud. Dichoproblerna ha generado las m-ns diversas opiniones, a favor y en contra, do lo utilizaci6n do promotores d salud enlos pro~ramas do Atenci6n Primaria. Sc espera analizar los mecanismos a travs de los cuales algunos grupos han
lograJo c.pacitar y martener por largo tiempo promotores voluntaries do salud.

Tema 9
Prootoresd-Sa]ud Metodoloqias de C.pcitaci6n v Evalueci6n. (Panel)

Los panelistas, proveniontes de grupos quo disehan y ejecutan programas do capoctaci6n do promotores,har6n una revisi6n d2 los metodologias rns frecuentemente propuestas y de las adaptaciones qua han sidorealizaJ'3s a fin do responder a las carocteristicas y necesidades, tanto do sus promotores como sus propios
programas.

NOTA: adicionalhnente habr6 dos ,ines dc Irabajos de g-upo en las que los participantes (profesionales.
multirjisciplinarios el primer dia y a..',llo na:, prornotores de salud, el segundo dia), podran discutir ymanifestar come grupo, sus reaccionc.- ii i; ,reimicnlo. dcl seminorio.
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PRESENTACION

El presente seminario se realiza con elauspicio de )a Unidad Departamental de Salud-LimaSur (UDSLS) y de ]a Asociaci6n Ben6fica PRISIA, enun esfuerzo de cooperaci6n inter-sectorial y con elprop6sito de promover y facilitar la participaci6n
de los equipos rnultidisciplinarios de salud en larevisi6n, an~lisis y mejoramiento de )as estrate-gias b~sicas para la atenci6n materno-inranti1.

OBJETIVOS

Objet ivo General
Promover, a trav6s de conrerencias, p~neles ydiscusi6n de resultados, el an~lisis del enfoque deriesgo como una estrategia b~sica de Atenci6nPrimaria de Salud que permite extender lacobertura de los servicios a los grupos m#svulnerables, increuentando el impacto de losprogramas y facilitando la participaci6n de ia

comunidad.

Objetivos Especificos:
a. Analizar el potencial del enfoque de riesgo enla ampliaci6n de la cobertura y el incremento delimpacto de los ser\ cios de salud materno-
infantii.



b. Revisar los mecanismos m~s eficientes para
que la comunidad participe en los programas de
salud en general y en el enfoque de riesgo en
particular.

c. Analizar el rol del promotor en la atenci6n
materno-infantil y n el enfoque de riesgo.

d. Evaluar los resultados preliminares de una
investigaci6n operacional sobre enfoque de riesgo.

e. Revisar problemas comunes y soluciones
pr~cticas en los programa de capacitaci6n de
promotores de salud.

POBLACION OBJETIVO

Profesionales Multidisciplinarios y Promoto-
res de Salud de Centros y Puestos de Salud del
Ministerio y de las Organizaciones Privadas
Voluntarias.

MIETODOLOGIA

Revisi6n de temas, conferencias, exposicio-
nes, p~neles y trabajos de grupo. Para los trabajos
de grupo se incluyen dos gulas de discusi6n para que
los asistentes profundicen el an~lisis de lo expues-
to en el seminario.



Dia I: VIERNES 28 de AGOSTO

Conceptos y Estrategias

8:30 Bienvenida
Dr. Ramiro Prial6,
Pres/denlte Asoc/acidn e1f6/c8 PRISMA.

8:40 Inauguraci6n
Dra. I lda Urizar,

8:50 Lineamientos de Politica Nacional de
Salud en Mlarcha
Dr. Tombs Pinna Guerrero,
Dircctor de la UDSLS

9:25 Panel I:
Participaci6n de ]a Comunidad
Moderadora: Dra. Ana Mariez, //,A,4
Panelistas: Dr. Daniel Purcallas, OP

Dr. Mario Tavera, I/SAP
Lic. Maria Florencio, U0SS

,Dr. Rodulfo Reto, 15

10:25 .Z C a f



VIERNES 28...

10:50 Panel II:
Rol del, Promotor de Salud
Moderadora: Dra. Luz Marina Ponce,

Puentes dc Salud
Panelistas: Dr. Oscar Liendo, UNICEF

Dr. Porfirio Avila, US5
Dr. Diego Fernbndez-Concha,
PISMA

11:50 Conferencia:
Uso del Enfoque de Riesgo
Dr. Javier Torres Goitier, OPS

12:50 Trabajo de Grupos

13:50 g Refrigerio

14:30 Exposlcl6n:
Investigaci6n operacional en Enfoque
de Rlesgo
Dra. JosephIne Gilman, PI/S/A

15:30 Lectura de lIomologacl6n del Trabajo
de Grupos



Dta II. SABADO 29 de AGOSTO

Resultados y Experiencias

8:30 Exposici6n:
Historia de Casos para identificar
Factores de Riesgo
Dra. Annabel Sherk, PR/SA

9:30 Panel III:
Promotores de Salud en Acci6n
Moderadora: Lic. Maria Elena Loayza,

DSL S

Panelistas: Promotores de Salud de
direrentes organizaciones y
programas

10:30 JM Ca f 6 m

11:00 Panel IV:
Promotores de Salud:

listlca de TrabaJo
Moderadora: 5ic. Teresa Fernandez,

Fun daci6n Stnard Van L ee"

Panelistas: Dra. Milagros Rojas, HA/IA
Dr. Wilfredo GutirrezPS 6
Dra. MarilO Chiang, PR/SfA



SABADO 29...

12:00 Panel V:
Promotores de Salud:
Metod. de Capacitaci6n y Evaluaci6n
Moderador: Dr. Guillermo Guerra, U5/5
Panelistas: Dr. Fermin Avila, N5

Sic. Hugo Palomino, PRI1SA
Enf. Miriam Strull, USS
Cap. Soledad Ayala,

E/2APROSPO

13:00 Trabajo de Grupos

.14:00 Refrigerio

15:00 Lectura de Homologaci6n de Trabajo

de Grupos

15:30 Clausura y Entrega de Certificados
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MINISTERIO DE SALUD

Unidad Departamiental de Salud Asociaci6in Bencfica Prisma

Cajamarca

PROGRAMA

I Seminario Regional del Norte

"ENFOQUE DE RIESGO"

para la Atenci6n Materno-Infantil a nivel de la comunidad

1 y 2 de Diciembre de 1988.

Cajamarca - Peru'
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INTRODUCCION

La Direcci6n de la Unidad Departamental de Salud de Cajamar-

ca, y la Asociaci6n Ben6fica PRISMA, ante la responsabilidad de

contribuir a los logros do los objetivos de Politica del sector, y en el

establecimionto de estratogias locales para extender las coberturas

en condiciones 6ptimas con el objeto do alcanzar 'a meta de salud

para todos en el afio 2000, ha prograrnado la realizaci6n del Semi-

nario Regional del None "Enfoque do Riesgo para la Atenci6n Mater-

no Infantil a nivel do la cornunidad", con el prop6sito de promover y

facilitar la participaci6n do los equipos Multidisciplinarios de Salud

en la revisi6n, an~lisis y mejoramiento do las estrategias b~sicas

para la atcnci6n Materno Infantil.

P~glna 2



i. OBJETIVO

A. Objetivo General

Prornover, a trav~s do conferencias, paneles y discusi6n de resultados, el uso del en-

foque de riesgo coMo una estrategia bsica de Atenci6n Primaria de Salud que permite

extender la cobertura de los servicios a los grupos rns vulnerables, incrementando el

impacto de los programas y facilitando la participaci6n de la comunidad.

B. Objetivos Especfficos

1. Analizar el potencial del enfoque de riesgo en [a ampliaci6n de la cobertura y el In-

cremento del impacto de los servicios de salud materno infantil.

2. Identificar mecanismos para aplicar la estrategia do riesgo a los programas do

atenci6n materno-infantil.
3. Analizar el rol del promotor en la atenci6n materno-infantil y en el enloque de ries-

go.
4. Revisar problemas comunes y soluciones prcticas en los programas de

capacitaci6n do Prornotores de salud.

Pdglna 3



I. METODOLOGIA

La metodologia a utilizarse ser eminentemente participativa y din~mica, conferen-
cias, exposiciones, paneles y trabajo de grupo. Para los trabajos de grupo se incluir-n
gufas de discui6n de acuerdo a los temas expuestos en el Seminario y plenarias con
resultados de los trabajos de grupo.

P~gina 4



1!1. ASPECTOS ADMINISTRATIVOS

A. Sede - Fecha - Horario

El ovento se Ilevar a cabo del 1 al 2 de diciembre, en el Auditorium del Coleglo de
Ingenieros - Cajamarca, de 8.30 a.m. a 6.00 p.m.

B. Organismos Responsables

Los organismos responsables del dosarrollo del evento es la Direcci6n de la Unidad
Departamental do Salud de Cajarnarca y la Asociaci6n Ben6fica Prisma.

C. Participantes

Participar~n los profesionales Multidisciplinario do los Centros y Puestos de Salud y
Prornotores do Salud de la Unidad Departamen'al de Salud de Cajamarca, y de Ins-
tituciones privadas.

1. UTES: Cajamarca, Cajabamba
H.A. Cajamarca 5 participantes
Centros y Puestos de Salud 20 participantes
Total 25 participantes

2. UTES: Seivicios Perif6ricos
Centros y Puestos de Salud 40 parlicipantes

Ptgina 5



3. UTES: Chota - Cutervo - Santa Cruz

H.A. Chota 1 participanto

Centro de Salud 2 participantes

Total 3 participantes

4. UTES: Ja6n - San Ignacio

Centro de SaIlud Ja6n 1 participante

C.S. San Ignacio 1 participante

Total 2 participantes

5. Comunidad

Asistir~n 10 promotores de Salud de la Unidad Departamental de Salud - Cajamarca.

6. Ambitos Administrativos

Asistir6 un representante de las siguientes Unidades Departamentales de Salud:

a. Tumbes

b. Piura

c. Lambayeque

d. Cajamarca

e. La Libertad

7. Otras Instiluciones

IPSS 2 participantes

SFP 1 participante

Colegio M6dico 1 participante

Centro Cornunitario Municipal . 1 participante

UNC 1 parlicipante

Proyecto PROESA 1 parlicipante

Proyecto Shim Shaullo 1 participante

Proyecto PNUMA 1 participante

Proyecto EDAC 1 participante

Proyecto Jesris 1 participante

Proyecto DAS 1 participante

Educaci6n 2 participantes

TOTAL 14 prticipantes

TOTAL DE PARTICIPANTES 130 parliclpantes

P~gina 6



PROGRAMA

DIA 1: Conceptos y Estrateoias 15:00 Plenario Moderador: Enf. Zoila Vigo Obando - UDSC.
8:30 lnauguraci6n 16:00 Panel: Avances Regionales en [a Panelistas: Enf. Victoria Pesanles P.Aplicaci6n do Estrategias do Riesgo Enf. Ma del Carmen Hernndez.Dr. Luis T-vara Orozco en Salud W¢aterno-infantil. Prof. Jorge Velez QucvedoVice Minstro de Salud 

Dr. Alfonso Nino Guerreo-UDSC.Moderador:. Dr. Alfonso Nino Guerrero9:00 La Estrategia de Riesgo en la Atenci6n 
12:30 RefrigerioMaterno Infatil Panelistas: Directores de Progranias Espe-ciales do !a UDES: TUImbes 13:30 Prornotores de Salud: Capacitaci6n y

Piura - Lambayeque -
Evaluaci n.Dra. Delia Hauslein Cajamarca -La Libeoad.

10:30 Cafd 
Moderador: Enf. Teresa Baltuano

11:00 Aplicaci6n Pr~ctica do la Estrategia de 
Ranelistas: Enf. tarfa del C. HernndezRiesgo. DIA H: Promotores de Salud Enf. Edith Cacho do Tern

Enf. Victoria Pesantes P.
Dr. Salvador Baldiz6n 0Prof. Jorge Velez QuevedoDr.08:30 

Panel: lusi6n y Realidad. Dr. Alfonso Nino GuerreroDr. Diego Fernandez Concha Moderador: Dr. Diego Fernandez Concha 15:00 Caf6
12:30 Refrigerio 

Panelislas: Promolores UDES-Cajarnarca
frig 'o15:30 Trabajo d Grupos13:30 Trabajo de Grupos 

10:00 Caf1
r de Gru17:00 Plenaria

14:30 Cafe 10:30 Panel: Promotores do Salud:Motivaci6n y Selecci6n 
18:00 Clausura

/I



I SEMINARIO REGIONAL D. :.L
NORTE

Enfoque de Riesgo Para li
Atenci6n Materno-infantii -i

Nivel de la Comunidad.

Participan: Tumbes
Piura
La Libertad
Lambayeque
Cajamarca

Auditorium del Colegio de
Ingenieros

PROGRAMA

Auspician Unidad Cajamarca, 1 y 2
Departamental de Salud de Diciembre, 1988

Cajamarca y Asociaci6n
Ben 6 f i c a Prism a
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ASENTAMIENTOS HUMANOS DE LAS PAMPAS DE SAN JUAN

1. PARAISO
2. 20 DE MAYO
3. IMPERIO
1. IRO DE JUNIO
5. ALTOS DE MANUEL SCORZA
6. CEDROS DEL SUR
7. VISTA AL MAR
8. BUENOS AIRES
9. LOS PINOS
10. PACIFICO I
11. F'ACIFICO II
12. FELIF'E ALVA Y ALVA
I.7,. SAN MIGUEL DE APURI
14. LOS F ORTALES DE SAN JUAN
15. REFUBLICA DEMOCRATICA ALEMANA
16. REFUI3LICA FEDERAL ALEMANA
17. MANUEL SCORZA
13. HEROES DE SAN JUAN
19. 13 DE OCTUBRE
20. JAVIER HERAUD
21. TREBOL AZUL
22. LA MERCED
2.7.. UN I VERSO
24. URANMARCA
5u. SANTA URSULA

2.. RICARDO PALMA
27. JOSE CARLOS MARIATEGUI
2B. 24 DE DICIEMBRE
29. ESTRELLA DE SAN JUAN
730. CIUDAD DE BELEN
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LIST OF RURAL COMMUNITIES IN THE PROVINCES

OF HUALGAYOC ANDCHUGUR - CAJAMARCA SIERRA
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COMUNIDADES DE CAJAMARCA

1. MORAN ALTO
2. MORAN PATA
3. COLQUIRRUMI
4. MARAYCUCHO
5. I1OLINO PFAMPA
6. MORAN LIRIO
7. PINGUJLLO DOJO
8. SAYAPUQUIO
9. CORTADERAS
10. PINGULLO ALTO
11. CEF-RO MARIA
12. EL DIQUE
13. YERf'A SANTA ALTA

14. MINA COLORADA

15. HUALGALLOC URDANO
16. CHU I FAMF'A
17. OJOS3 CORRAL
18. RINCONADA
19. EL TINGO
2 . ARFON
21. AFAN ALTO
22. C~AROLINA
23. BANCO MINERO
24. LAS AGUILAS
25. MESA DE PLATA
26. LA PASTORA
27. YERDA SANTA EAJA
28. VISTA ALEGRE
29. COYHOLACHE

]. PUJUPE
1. MUYA

7 2. P LAnNCONES
-.3. TRANCA DE PUJUPE
T4. TUMACUCHO
35. CORALFAMPA
3:6. NUEVO SAN JUAN
37. CHAUPIQUINUA
:.9. COCOIDEN
.:!9. TRES LAGUNAS

4 0. RAMIREZ
41. LA COLPA

42. TACAdMACHE
4 3. LOS MANTOS
44. MANSITTA
45. EL MIRADOR
411 FIlJOEUU URDANO47: 1AIILLO AJ
48. PUTIC

49. CAPULI
5-. ESCALON



51. CONYUNDE GRANDE

52. COYUNDE FALMA

53. EL CHENCHO
54. PERLAMAYO CAPILLA

55. TAIIBILLO ALTO

56. LA FENCA


