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EXECUTIVE SUMMARY
 

Save the Children/Bolivia (SC/B) is 
a Pr.vate Voluntary

Organization whose primary mission is to improve the quality
of life of underprivileged children. 
 SC/B works in a

community-based, integrated manner in the sectors of primary
health, education, economic development and sustainable 
agriculture/natural 
resource management. SC/B initiated the

Warmi Project in July, 1990. The three-year project in 50

communities of Inquisivi Province, Bolivia was funded by

AID/Washingtoi through MotherCare
the Project which was
managed by John Snow, Inc. (JSI). The project's objectives
as described in SC/U's Field Acgreement with J'I Lollow: 

PROJECT OBJECTIVES
 

A. Affecting Dehaviors
 

1. Increase women's knowledge and understanding of
priority maternal neonatal andand health nutrition topics

such as nutrition during pregnancy, prenatal care, safe

birth practices, postpar;tum Ca 'e, sexually tLransmiitted

di seases, basic reproductive anatomy and family plallning

methods.
 

2. Improve nutrition and other critical prL-atices dur-ing
 
pregnancy.
 

3. Improve neonatal care through increased attention tobreast-feeding, keeping the infant warm, awareness of danger

signs in the neonate, etc.
 

4. Increase the knowledge and use of family planning

methods that do 
 not interfere with breast-feed: ng for
limiting and spacing births (if this inrteLventiuLn is

approved by the Ministry of liea] th)

5. Establish women's groups capable of identifying and 

responding to their own and t:,ei- healthinfants' needs. 

D. Improving Services
 

1. Strengthen the reproductive health knowledge and skillsof health promoters, Ministry uf Health (r.1OI1) medical staff,
;;midwives and other "birth attendants" living in the target
communities through training and education. 

2. Increase the numbel- of clinic visits by women and
outreach visits to women for prenatal care and tetanus 
toxoid immunization during pIregndincy. 

3. Increase the number of deliveries attended by "trained"
birth attendants including midwives, husbands or other 
health personnel. 



C. Enhancing Policy Dialogue
 

1. 	 Develop a project module which describes the process
 
followed and can serve as a guide for other PVO's that would
 
like to replicate the same type of community-level
 
maternal/neonatal intervention.
 

2. Education and training materials which are developed
 
through the project will be disseminated to other PVO's
 
working in Bolivia through PROCOSI, an umbrella group for
 
PVO's working in child survival, through collaboration with
 
the MOH, and through other appropriate mechanisms. 

PROJECT INTERVENTIONS
 

In order to achieve the above objectives, SC/B used a
 
community-based, participatory approach working with
 
organized women's groups and other community groups and
 
members. From July, 1990 until June, 1993, SC/B and the
 
communities with which it worked developed and implemented
 
the following interventions:
 

1. 	 Developed, implemented and analyzed a retrospective
 
maternal and neonatal mortality case-control study in
 
1990 and repeated the study in April-May, 1993 (end of
 
the project);
 

2. 	 Organized and strengthened 50 women's groups;
 

3. 	 Developed and implemented a problem identification and
 
prioritization exercise known as the "autodiagnosis"
 
which was carL'ied out by 50 women's groups;
 

4. 	 Developed and implemented in 22 communities a "planning 
together" process to rcponcd to prioriti;'ed problems 
with a formal action plan/community agreement; 

5. 	 Developed iction protocols based on maternal and
 
neonatal health problems identified by the case-control 
study and the autodiagnosis which were thien used as the 
basis of technical content for the educational 
Lmaterials produced by the women's groups and parteras 

1 "Partera", the Spanish term for empirical midwife, is used to represent ttiose individuals who
 

have been selected by thcir comlunities for training in safe/cean birth practices and who have
 

begun t..serve as conmunity midwives. In InquiSivi, the husband was traditionally the person most
 

likely to attend births prior to the Warmi Project. The concept of a coitumnity ridwife/traditionat 

birth attendant was unknown in the cotivunity. Additionalty, during the Warwi Project period (1990

199f3) there was no format certification program for nurse/midwives in the Bottwian education
 

system.
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6. 	 Trained women and men in over thirty communities in
 

safe 	birth practices;
 

7. 	 Women's groups prepared 300 safe birth kits;
 

8. 	 Identifiea and trained 45 parteras in workshops and
 
in practical visits in the field, trained 42 
of these
 
parteras at the San Gabriel Hospital in a one-week in
service practical course and supervised their work in the
 
field;
 

9. 	 In collaboration with a local NGO, educated 682 women
 
and 207 men in family planning methods and during one year

of service delivery for one week every month, provided

family planning services to 284 new acceptors in 7
 
communities (total number of women oF reproductive age in
 
these communities is 1380);
 

10. 	 In collaboration with CIEC (a local NGO), women's
 
groups and parteras: developed and produced a manual for
 
parteras, a series of four booklets for women on
 
reproductive health, and 5 radio programs;
 

11. 	 In collaboration with women's groups, developed a
 
home-based women's health card;
 

12. 	 Developed and produced an instruction insert for
 
safe birth kits for family use;
 

13. 	 SC/B field staff and MOH personnel carried out 
prenatal care visits, tetanus toxoid vaccination, ferrous
 
sulfate distribution during pregnancy, vitamin A 
distribution post-partum and referral tor pregnant women
 
with complications;
 

14. 	 Developed and used a Women's Health Roster for data
collection (used by SC/B field staff) and a summary sheet 
for consolidated monthly and quarterly data. 

In the area of policy dialogue and advocacy, SC/B

disseminated the project methcdology and experiences through 
a number of mechanisms including:
 

1. 	 Participated as a member of the Nlational 
Reproductive Health Subcommittee for Information, 
Education and Communication; 

2. 	 Conducted a mid-term and final evaluation of the
 
project with participation of MOH La Paz Health Unit
 
staff staff;
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3. 	 With JSI/MotherCare, produced and distributed a
 
working paper on the Autodiagnosis;
 

4. 	 Presented a paper on the project's methodology at
 
the National Council for International Health
 
Conference in 1991;
 

5. 	 Presented results of the case-control study and
 
mid-term evaluation to members of PROCOSI, the PVO
 
umbrella network in Bolivia, the MOIH and international
 
donors;
 

6. 	 Participated in the Andean Regional Safe Motherhood
 
Conference;
 

7. 	 Presented project experience at a USAID/Population
 
Council Workshop on Reproductive Health for PVOs
 
working in Bolivia.
 

The three year project period proved to be too short to
 
implement all of the activities planned. The women's health
 
card was only recently distributed to women's groups in
 
April, 1993. The educational materials developLc- by the
 
women's groups and parteras were only just finished and have
 
not been used yet in the communities.
 

FINAL EVALUATION METHODOLOGY
 

The evaluation methodology included both qualit-ative and 
quantitative methods, and was participatory in design,
analysis, and writing. A wide range of persons played key
roles in implementing the evaluation methodology and 
interpreting the results (see evaluation team). Emphasis on 
participation at all levels allowed the team to capture the 
explicit and implicit achievements of the program. 

Quantitative Methodoloqy
 

A retrospective case-control study was conducted in November
 
1990 and was repeated in April-May 1993. The results from
 
the 1993 study were compared with those of the original

study in order to identify trends in the project indicators.
 
In the original study, all identified cases of
 
perinatal/neonatal mortality (75) rnd 151 controls were
 
included. The repeated study included all identified cases 
of perinatal/neonatal mortality (31) and 136 controls. (Two
communities w:ere excluded from thu second study because they
had not participated in the Warmi Project.) 

The manual information system was reviewed and results were 
compared with project goals and objectives as well as with
 
the results of the study.
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Qualitative Methodology
 

Individual interviews were held with: 
 8 pregnant women;

parteras (27); MOH staff at health posts (4) and hospital

(1); SC/B staff (15); husbands; women of reproductive age;

and, representatives from PROCOSI, San Gabriel Hospital,

CIEC and AYUFAM (SOPACOF).
 

Group discussions were held with: 9 women's groups from the

three project zones; parteras at the zonal level; and, local

authorities (General Secretaries, etc.) from each zone.
 

Interview guides were developed by the evaluation team for

all interviews. 
 SC/B and MOH staff took a shcrt written
 
exam to determine their level of knowledge regarding several
 
important indicators. The group interviews also uuilized
 
several participatory techniques including: 
 a "pile sort"of project intervention cards in small groups; judgments of

characters' actions 
(good, bad, don't know) in stories told

by the interviewers; and drawings or written statements of
 
the groups' vision of the future.
 

RESULTS
 

Tables 
1-8 present a summary of the results of the final

evaluation comparing project objectives as stated in the
 
Project Detailed Implementation Plan with Warmi Project

achievements and observations.
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JECTIVES !RESULTS 

June 1993: _Bp June 1993: ___-


of pregnant women Source of data 
e 3 prenatal visits No. HIS Study 5/93 
the time of delivery, of 7/92-6/93 Cases Controls 

visits n=370 n=36 n= 135 
o0 23% 50% 36 % 
1 42% 33% 35% 
2 15% -14 % .19%
3 15% 3% 18% 

5.... %.. 
5 0% 0% 1% 

% of pregnant women 	 Source of data 

I have at least 2 TT HIS Study 5/93 . 

ccines by the time of 7/92-6/93 Cases IControls' 
livery. n=370 n=30 n=136 

TT2 9% 67% 	 61% 
or 
more 

% of pregnant women % of high risk pregnant 
entified as high risk will women who received care: 
ye adequate follow-up Source of data: 
re. 	 HIS Study 5/93 

10/92-6/93 Cases Controls 
# preg=235 
# risk= 16 N/A 

31% 
referred , 

ACHIEVED OBSERVATIONS/RECOMMENDATIONS 
Yes/Noi___ _. 

NO 	 Though the project hasot yet achieved 
its goal of 50% with ,Ieast 3 visits, 
there is a positive end toward women 
having cont, health providers. 
Appro .65-700 ave had at least one visit. 
Additio ere was a striking difference 
between women's perception of the utility 
of prenatal care as seen in the case-control 
studies. SC/B should emphasize w/ women, 
their families and health providers the 
importance of continuity of care and 
follow-up. 

YES 	 The project should continue to reinforce the 

importance of TT and continue to strengthen 
links with the USLP providers so that this 
intervention remains strong in the long term. 

YES
 



OBJECTIVES RESULTS ACHIEVED RECOMMENDATIONS
 
By June 1993: By June 1993: Yes I No ..... _.__
 

50% of pregnant women will % who regularly consumed Iodized salt appears to be becoming 
take iodized salt daily, iodized salt a part of most communities normal diet. 
(changed from 3 doses of ...... HIS tu-dy-(5i93) 
iodine during pregnancy, in 7/92- 6/93 !Case Control YES 
accordance with MOH) n=370 N/A

74%: 

50% of pregnant women will %who took iron sulphate Only registered those who were pregnant,
 
take 2 three month courses of not post-partum.
 
iron. 1during pregnancy and HIS Study (5/93) Difficulty in tracking total number
 
I postpartum. 0/!)q2-6/93 Case Control of tablets distributed.
 

n=235n=31 n=136 
_ _ _69% 45% 51% YES 

50% of postpartum women % who received Vitamin A This objective is close to being 
will receive a megadose Imegadose postpartum achieved and should be reached within 
Vitamin A capsule within the HIS Study (5/93) NO the nexi year as women become more 
first postpartum week. 7/92- 6/93 !Case Control involved in outreach to women outside 

n=197 n= n= the organized groups with the education 
46% N/A N/A materials that theydeveloped. 

50% of pregnant women will Data not available. Did not implement due to 
have weight controlled during difficulties aquiring scales 
pregnancy, and 50% of those N/A and measuring tapes. " 
identified at nutritional risk 
will be followed up. _ 



OBJECTIVES 
ByJune t993' 

.. _. 

RESULTS 
Avg. % July 1992-June 1993 

_according to SC/B Info. System 

ACHIEVED 
Yes/ No 

OBSERVATIONS / RECOMMENDATIONS 

50% of deliveries will be 
,,ttended by trained person 
(husbands. TBAs, doctors, 
other women, pregnant 

59% of women delivered with 
trained person (n 197) 

YES Includes doctors, nurses, asst. nurses, 
parlt as and family members who 
received training in safe/clean 
birvi. 

woman her soff)_ 

30% of women identified at 
risk during delivery will 
receive care according to 

Data not available DATANA 

protocol. 

No stated objective. 29% of women delivered with 
sate birth kit 
(n= 197) 

ADDIT 
ACTIVITY Not all communities had prepared 

'(NOT IN sate Obirth kits. Total available 
D IP) .during the project period was 300. 



.. ..
..:-:: ... . .. !. : .. . .......... " .....
: . .. :: i,-. ... .... . ., ... ..' . " ...... ,1. .....'...........: .. 

OBJECTIVES RESULTS ACHIEVED OBSERVATIONS I 
By June 1993: By June1993: Yes / No RECOMMENDATIONS 

50% of women who deliver % of women who delivered who NO Objective was not achieved. 
receive at least 2 postpartum received postpartum care: However, a significant increase 
visits with partera or by source of data: i in the percentage of women who 
supervisor with one taking No. HIS Study received at least one visit was 
place within 3 days after visits '7/92-6/93, (5/93) achievod. 
delivery, . n=197 

0 36% 
1 + 64% N/A 

20% of all women identified %of women with hemorrhage or N/A Data collection for this indicator
 
with hemorrhage or infection infection postpartum who was very difficult and unreliable.
 
will be managed according to received care according to
 
protocol. protocol:
 

N/A 

30% of newborns will be % of newborns who received YES 
breastfed immediately breastmilk one hour after 
after delivery (colostrum delivery, by source: 
within 1 hour). HIS Study 5/93 

7/92-6/93 Cases Controls 
n=197 n=19 n=135 

61% 32% 50% 

20% of newborns identified at % of newborns identified at N/A 
risk will receive treatment risk who rec'd treatment 
according to protocol. according to protocol: 

HIS- Study 5/93 
7/92-6/93 

N/A N/A 

jC)
 



OBJECTIVES RESULTS ACHIEVED OBSERVATIONS/RECOMMENDATIONS 
By June 1993: - By June !993: _ Yes / No I 

20- of women In reproductive 681 (27%) WRA trained by YES Demand for more information and services 
age will rereive training in 
lamily planning___ 

AYUFAM in 7 comm. visited Is high, This activity should continue. 

* of women who use family 
oianning. (Warmi Project 

% of women 15-49 who use a 
method of family planning: 

NOOBJ. 
SET 

Service-statistics from April, 1992 
to December, 1992 (1 week visit/month). 

rdirinot lund family 
Pianning services.) 

(n= 1380:7 comm w/ access) 
HIS 

Activities suspended In January, 1993 
due to delay in renewal of agreement 

(4- 12192) between AYUFAM and MOH. Services 
n= 1380 will resume in August with San Gabriel 

IUD 80 6- Founaabon 
Condom/Foam . 124 914 
Pill 30 2% 
Rhythm 50 491 

STDS & Cancer 
Total i 284 219_ 

Information not available on STDs 
97 Pap smears tested. NO due to lack of labs. AYUFAM took 97 

PAP smears Of the 55 smear results 
that AYUFAM submitted to SC/B, all 
were normal. The project did not 
focus on STD detecton due to lack 
of laooratory service and possibilities 

-for treatment. 



OBJECTIVES RESULTS ACHIEVED OBSERVATIONS / RECOMMENDATIONS 
_ -. /No_ _Yes 

By July 1992, 50 groups YES 50 groups have been organized in 49 
50 women's groups communities (Circuata had 2 groups but 
will be established or have now decided to unite them.) 
strengthened. -- I - . -
By December 1992, 50 groups YES Delayed, but completed 6/93. 
50 groups did ADX 6/93 
complete ADX 
By June 1993, { c 
Number of commun. that 22 commun. IN Activity continues in remaining groups. 
have designed an action have plan PROCESS 
plan 
BV June 1993, 32% NO OBJ. 875 women belong to the 50 women's 

% of all women 15-49 WRA SET groups. (Total WRA= 2,708)
 
paricipate in a women's partic.
 
group. (No specrtic
 
goal stated)._ .__ .....
 
Of those who attend, 90%+ NO OBJ. Virtually all participants attend at least 
% attend at least 2x attend SET 2x every 6 months. 

every 6 months. All groups meet at least once/month 
______except Huaritolo and Alfajiani. 

Data: Life of Project 



OBJECTIVES RESULTS ACHIEVED OBSERVATIONS/RECOMMENDATIONS 
By June 1993: _=-By June 993: Yes /No .. 

EDUCATIONAL MATERIALS: List of materials produced: YES Materials will be completed by end of 
Maternal and neonatal health - "Reproductive Health Manual project but will not have been implemented 
oducation materials will be For Community Parteas" in the feld. Development took longer than 
d *veloped in Aymara and in - "Pregnancy: Booklet for expected but participatory methodology used 
Spanish. Women" 'has led to women's ownership of the materials 

- "Birth: Booklet for iand to appropriateness Training curriculum 
Women" Iin use of materials is being developed by 

- "Care After Birth: CIEC for SC/B & MOH staff, parteras and 
Booklet for Women" women's groups. 

- "Care of the Newborn 

Booklet for Women" The materials were produced In Spanish with 
- 5 Radio programs Aymara when desired by the women/parteras 

- Instructional insert for for clarification of some terms. 
safe birth kit 

- Problem picture cards for 
the autodiagnosis 

- Intervention picture cards 

for use in the final eval 

PVO Manual documenting Will be completed 7/93. ;IN PROCESS: Delay due to length of process to 
the project, distributed to to be distributed 8 9/93 'validate methodologies and to document 
to members of PPOCOSI project results (final study, evaluation). 

WORKING PAPERS/PUBLICA IONS Written materials completed EXTRA Products not contemplated In Warml 
No specified objective - "The Autodiagnosis: A PRODUCTS Project held agreement. 

Participatory Methodology to 

Identify and Prioritize 

Maternal and Neonatal Health 

Problems in Women's Groups 

in Rural Bolivia" 

- "Researching Women's Health 

Problems Using Epidemiol. 

and Participatory Methods 

to Plan the Inquisivi 

MotterCare Project"........ 



B IM 
OBJECTIVES 

By June 1993: __. 

HIS INSTRUMENTS: 

BV Oct. 1991: 

Finalized roster for women. 


Women's home-based card. 


PROTOCOLS: 

High risk pregnant women 
'rstvartum care 
High risk deliveries 
CAro of the newborn 

A T E R 1 A L S_ _ _ _ _ 

IRESULTS . ACHIEVED ,OBSERVATIONS/RECOMMENDATIONS 

By June 1993: _ _Yee/No 

HIS instruments finalized and YES The original roster was too complicated. The 

In use: revised version was recently introduced in the 

- Women's Health Roster field and should facilitate data collection. 

- Women's Home- Based Card The new roster should be evaluated in 3-6 mos. 

- Supervisor's Summary Sheet to monitor quality of data and ease of use. 

The protocols were used as a basis 
Protocols completed, YES for content of the women's booklets and the 
12/91 by August Burns Ipartera manual. The health personnel level 

I has not yet been applied in a systematic way 
'for use m training of USLP & SC/B staff. 
Now that new USLP staff are in place, this 

- training should occur In a systematic fashion. 

IL!
 



CONCLUSIONS
 

In conclusion, the Warmi Project achieved most of 
its
 
objectives as stated in the Detailed Implementation Plan and
 
the Field Agreement with JSI. All project products were
 
delivered, as well 
as many that were not originally
 
contemplated.
 

A new methodology of working with rural women with little
 
access to health services was developed, tested and
 
implemented. Although three years is 
too short a period to
 
make definitive statements, it appears to be effective,
an 

relatively low cost, although human resource 
intensive
 
model. 

A follow-on project 
to test the efficacy of the materials
 
just completed at the end of this project and 
to test the
 
replicability of the model to other 
areas of Bolivia is
 
recommended.
 

RECOMMENDATIONS
 

Many important specific recommendations are made in this 
report. This section will present general recommendations
 
which attempt to synthesize the essence of the specific

points mentioned in the body of the document. 

1. 	 The project has worked within the existiig Ministry of 
Health norms and has demonstrated positive trends 
toward reducing maternal, perinatal and r-eonatal 
mortality. }1o'.:ever, much more could be done to further 
reduce the high mortality rates if norms were adapted

to the rural context. Iartcras could play more of a 
role in stabilizing patients with life-threatening 
comp±ications (manual extraction of placenta, 
use of
 
oxytocin in cases of severe hemorrhage, use of 
antibiotics for puerperal sepsis, etc.) 
and could serve
 
as community-based family planning service pr.oviders of 
at least some methods. The revival of "matrona" 
(nurse/midwife) training and certification is 
recommended so that this valuable member of the health
 
team 	 can help supervise and support community parteras 
at the district level.
 

2. 	 SC/B's participatory, community-based approac(h
(autodiagnosis, planning together, implementation and 
participatory evaluation) is simple model that has 
been effective in increasing women's and their
 
families' awareness of maternal and neonatal 
 health 
problems and provides a framework within which to 
generate realistic solutions at the community level. 
It is recommended that this approach he tested by other 
PVOs 	 to determine whether it is applicable to other 

15
 



similar rural areas. This approach can only be
 
effective if donors who fund, and implementors who
 
execute, these efforts are flexible to respond to
 
community needs as identified by community members.
 
The Warmi Project was fortunate to have had this
 
financial and programmatic support from AID/Washington
 
and Bolivia, John Snow, Inc., Save the Children and its
 
local counterpart organizations.
 

3. 	 Women's self-esteem and empowerment play an important
 
role in whether women, and their families, choose to
 
seek adequate health care--if women value their
 
life/health they are more likely to seek services to
 
save 	their lives. The process of women's empowerment
 
is an integrated one that involves access to
 
information through education, access to economic
 
resources, etc. Though reduction in maternal mortality
 
requires adequate health services, these services, even
 
when 	well staffed and equipped are only effective if
 
women arrive. The "Pathway to Survival" model (Annex
 
6) as developed by Dr. Alfred Bartlett with the SC/B
 
team does not begin at the hospital door, but rather
 
the hospital is nearly the last step in a very long and
 
complicated personal, social and cultural process.
 
Institutions that choose to implement a program to
 
reduce maternal and perinatal mortality should either
 
address these issues directly or should coordinate with
 
other institutions and agencies to help empower women
 
and their families.
 

4. 	 In developing educational materials and training
 
curricula, health and other field personnel should not
 
approach communities with pre-set messages based on the
 
biomedical model. New and improved practices should be
 
negotiated based on mutual respect for one another's
 
beliefs and practices. It is only when existing
 
beliefs and practices are not only taken into account,
 
but respected that true dialogue can begin and a
 
realistic, "improved" practice be found.
 

5. 	 SC/B zonal quarterly evaluation and planning meetings
 
were determined to be extremely useful to constantly
 
monitor and reinforce the program vision so that the
 
field staff don't get stuck in the "micro view". The
 
delegation of responsibilities and authority to zonal
 
quality circles helped staff to internalize
 
participatory planning and decision-making processes.
 
These skills are critical not only to smooth
 
functioning of the program, but more importantly, so
 
that field staff cLin facilitate this process in the
 
communities in which they work.
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I. BACKGROUND
 

Save the Children/Bolivia (SC/B) began MotherCare Project

activities in fifty communities in the Inquisivi Province
 
of La Paz Department in July, 1990. The project is named
 
"Warmi" after the Aymara word for 
 woman. The goal of the
 
three year project was to reduce maternal and neonatal
 
mortality and morbidity through affecting the range of
 
behaviors that influence the outcomes of pregnancy, delivery

and the neonatal period. A major strategy used to achieve
 
these objectives was the organization of women's groups to
 
increase women's knowledge and awareness of specific

maternal and neonatal health problems and of the
 
locally available resources that could be 
accessed to
 
address these problems.
 

The rural Province of Inquisivi lies approximately five
 
hours by road southeast of La Paz. The province is

characterized by high plains (altiplano), high Andean 
valleys, and subtropical valleys. The population in the 
defined project area is approximately 15,000 and is
 
predominantly of Aymara (native American) extraction. 
Quechua migrants are 
also found in the lower valleys. The
 
project area encompasses nearly 5,000 square kilometers with
 
difficult access to the population. Roads are poor and many

communities can only 
be reached after several hours on foot.
 
Means of transport are scarce and unpredictable.
 

A retrospective case-control study of maternal, perinatal

and neonatal mortality was carried out by Project Warmi 
staff in the province in 1990. According to this study,

verified mortality rates were extremely high in this
 
population: for a two year period of study, perinatal
mortality was 103/1,000 births, neonatal mortality 69/1,000
live births, maternal mortality 1jQ4I0,000 births. The most 
comnon probable causes ofoea tified by the study

were: asphyxia, sepsis, trauma, hemorrhage and hypothermia.
Prooable causes of maternal death included: hemorrhage,

sepsis associated with intrauterine death, puerperal sepsis, 
and abruptio placenta.
 

Health care services in the province are provvded by the 
Ministry of IPalth. There is one health post in Licoma zone 
anC one in Inquisivi zone. These health posts are staffed
by one doctor each carrying out the mandatory one year rural 
medical service. One auxiliary nurse assists the doctor in
 
each of these posts. Circuata zone is served by one
 
auxiliary male nurse. The posts are stocked with the bare 
minimum of essential basic medicines and equipment. The 
reference hospital in Quime does not meet the minimum WHO
 
standards for a health post. It is staffed with 3 doctors
 
(cardiologist, surgeon, pediatrician), 
2 nurses, a part-time 
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dentist and custodian. The hospital cannot cope effectively

with major complications which require surgical intervention
 
due to a lack of sterilization and anesthesia equipment.
 
There is an ambulance available for use by the Quime
 
Hospital but it is often out of service due to poor

maintenance, lack of spare parts and lack of funds to
 
purchase gasoline. All health facilities are under-utilized
 
by the population, in part due to economic factors, in part
 
due to socio-cultural factors and in part due to the 
population's justified belief that the services are not 
equipped to deal with complicated problems. Women who 
present complications during their pregnancies or labors are
 
usually counter-referred to La Paz or Oruro (4-6 hours by
 
road).
 

WOMEN IN INOUISIVI, LICOMA AND CIRCUATA COMMUNITIES
 

As described above, the Warmi Pro.)cct works in three 
geographic zones of incuiL; ivi 'trovince (1nquisivi, Licoma 
and Circuata) that vary widely in their socio--cultural 
characteristics. The families in the Inquisivi Zone tend to 
be older, more well-established and stable than those of the 
Circuata Zone. Formerly labeled "peons", these families 
have lived in the Inquisivi Zone for generations. The women 
tend to be less literate and Spanish speaking than the women 
of Licoma and Circuata. The majority are Aymara, but a 
significant minority are Quechua. The people are 
characterized as "altiplanicos" (i.e. closed, distrusting of 
outsiders, with very deep seated customs and less desire for 
change or "progress"). The homes of Inquisivi Zone families 
are much more dispersed than those in the Circuatta 
communities. These communities, for obvious reasons, offer 
a great challenge to behavior change. 

In contrast, the communitieE in Circuata Zone are newer, or, 
if old, have a number of recently immigrated families. In 
at least three of the communities, the entire population 
migrated as a unit to found the new villages. Though these 
new families are also descendents of altiplanic (highlander) 
people, the f-ct that they are a self-selected group of 
immigrants which has initiated change implies that they are 
more interested in, and accepting of, change, progress or 
improvement in their lifestyle. They are therefore more 
anxious to work in projects that they believe will influence 
their development. They are more open in their praise and 
criticism. The villages are more concentrated than in 
Inquisivi Zone. The women are also more apt to be bilingual 
and have, in general, attained a higher level of formal
 
education than the women of Inquisivi Zone. 

Men and women in the inquisivi Province are boulld by a tight 
family structure and rigid sexual roles. Traditionally, 
women have not participated in the decision-making process
 
for community activities; it is usually the husband who has
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voice and vote in the monthly community meetings and if
 
women attend they are never heard. The village authorities
 
may be elected or may serve in turn; the only time 
a woman
 
is found in this position is if she is a widow of a former
 
member and if she owns land.
 

In many of the communities, CARITAS Bolivia stimulated the
 
organization of mother's clubs and carried out 
health
 
(mostly oral rehydration and growth monitorinci) and
 
homemaking activities. The women were given food
 
supplements provided by the US government under the PL-480
 
program in exchange for their attendance. When food 
donations stopped in the province in 1989, many of these 
groups either lost members or disbanded completely. Non-

Catholic women, which comprise a significant proportion of
 
the populat'.in, have always been excluded from these groups.
 

Before the Warmi Project began in 1990, 20 women's groups
 
were formed-- 16 responding to SC's strategy of training
 
women's groups in horticulture to increase vitamin A intake
 
and 4 were initiated by women's unions with the support of
 
SC staff.
 

Not only is the community led exclusively by en, but in the 
family, it is the man who most often makes all financial 
aecisions. Most SC field staff have witnessed cases 
of
 
husbands deciding that it would cost too much to send a
 
wcman with complications during her labor or pregnancy to
 
the hospital (3-7 hours by road, not includinq the time 
spent trying to gain access to transport). The cost of a
 
caesarian, for example, may represent 6 or more months of
 
cash income. The family is then left to make do with the 
few available local resources. This not uncommon scenario 
has contributed to the high maternal and peri'iatal mortality 
rates in the province.
 

There are no exact data about the degree of domestic 
violence found in Incquisivi Province, but a mmn is expected 
to beat his partner. The occasional beating is not 
identified by either man or woman as a problem unless it is
 
continuous or results in serious injury or death. It is
 
done openly an- the children and neighbors become silent 
witnesses to it. Very often, alcohol consumption by the man 
or the couple is a prelude to violence. 

PROJECT INTERVENTIONS
 

During the three year period from July 1990 to June 1993,
 
the SC/Bolivia Warmi Project:
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1. Developed, implemented and analyzed a-retrospective
 
maternal and neonatal mortality case-control study in 1990
 
and repeated the study in April-May, 1993 (end of the
 
project);
 

2. Organized and strengthened 50 women's groups;
 

3. Developed and implemented a problem identification
 
and prioritization exercise known as the "autodiagnosis"
 
which was carried out by 50 women's groups;
 

4. Developed and implemented in 22 communities a
 
"planning together" process to respond to prioritized
 
problems with a formal action plan/community agreement;
 

5. Developed action protocols based on maternal and
 
neonatal health problems identified by the case-control
 
study and the autodiagnosis which were then used as the
 
basis of technical content for the educational materials
 
produced by the women's groups and parteras;
 

6. Trained women and men in over thirty communities in
 
safe birth practices;
 

7. Women's groups prepared 300 safe birth kits;
 

8. Identified and trained 45 parteras in workshops and
 
in practical visits in the field, trained 42 of these
 
parteras at the San Gabriel Hospital in a one-week in
service practical course and supervised their work in the
 
field;
 

9. In collaboration with a local NGO, educated 682 women
 
and 207 men in family planning methods and during one year
 
of service delivery for one week every month, provided
 
family planning services to 284 new acceptors in 7
 
communities (total number of women of rcproductive age in
 
these communities is 1380);
 

10. In collaboration with CIEC (a local NGO), women's
 
groups and parteras: developed and produced a manual for
 
parteras, a series of four booklets for women on
 
reproductive health, and 5 radio programs;
 

11. In collaboration with women's groups, developed a
 
home-based women's health card;
 

12. Developed and produced an instruction insert for safe
 
birth kits for family use;
 

13. SC/B field staff and MO11 personnel carried out
 
prenatal care visits, tetanus toxoid vaccination,
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ferrous sulfate distribution during pregnancy, vitamin
 
A distribution post-partum and referral for pregnant
 
women with complications;
 

14. Developed and used a Women's Health Roster for
 
data collection (used by SC/B field staff) and a
 
summary sheet for consolidated monthly and quarterly
 
data.
 

in the area of policy dialogue and advocacy, SC/B

disseminated the project methodology and experiences through

a number of mechanisms including: 

1. Participates as a member of the National
 
Reproductive Health Subcommittee for Information,
 
Education and Communication;
 

2. Conducted a mid-term and final evaluation of the
 
project with participation of MOH La Paz Health Unit
 
staff staff;
 

3. With JSI/MotherCare, produced and distributed a
 
working paper on the Autodiagnosis;
 

4. Presented a paper on the project's methodology at
 
the National Council for International Health
 
Conference in 1991;
 

5. Presented results of the case-control study and
 
mid-term evaluation to members of PROCOS]., the PVO
 
umbrella network in Bolivia, the MOH and international
 
donors;
 

6. Participated in the Andean Regional Safe Motherhood
 
Conference;
 

7. Presented project experience at a UISAID/Population

Council Workshop on Reproductive Health for PVOs
 
working in Bolivia.
 

In addition to MotherCare activities, SC/Bolivia is working

in the areas of child survival and nutrition, economic
 
development, sustainable agriculture (includigcj micro
irrigation) and educatiun. 
 ln FY 92, SC/Boli\,ia added the
 
"Woman Child Impact Program" (WCI) to its portfolio as a
 
direct outcome of MotherCare Project activities. This
 
program focuses on strengthening existing programs and adds
 
literacy training and credit for women since illiteracy and
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the lack of income were identified by women during the
 
autodiagnosis as major contributing factors to their health
 
problems. WCI is complementing the work of the MotherCare
 
Project in many of the same communities.
 

A shift in SC/B's overall strategy occurred in 1993 based on
 
the results of the final evaluation of a Child Survival
 
Project in Quime zone. The project's strategy of house-to
house vaccination was determined to be unsustainable.
 
Therefore, SC/B changed its strategy to that of "integrated

fairs" of two to three days in each community every two to
 
three months. Household visits to educate families about
 
the importance of vaccination, growth monitoring and other
 
preventive health interventions continued. Hcwever, there
 
was a noticeable drop in coverage rates during the first two
 
quarters of implementation of the new strategy as staff
 
adjusted to the change. 
The lower rates are also reflected
 
in the Warmi Project in number of pregnant women and births
 
detected. SC/B believes that the rates will increase again
 
as the new strategy of "integrated fairs" takes hold.
 

A mid-term evaluation of the project focussing primarily on 
process indicators was conducted in April, 1992 (see Mid
term evaluation report for details). This rel-ort presents
the findings of the project final evaluation. In this final
 
evaluation the team studied both quantitative and
 
qualitative data and information in order to review the
 
progress made by the project and to determine to what extent
 
project goals and objectives were met.
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THE FINAL EVALUATION TEAM
 

The evaluation team involved both external and internal
 
evaluators.
 

External team members provided expertise and knowledge in

women's reproductive health and community development in

rural Bolivia. They also contributed valuable insights

based on their experience with similar programs, provided

depth of understanding, and suggestions for improvement.

Several external members participated because of their
 
interest in replicating components of the project, enhancing

the quality of complementary services, or providing support

in the future.
 

Internal team members included both project staff and

members of Warmi women's community groups. For both, it was
 
an opportunity to reflect on 
program achievements and

lessons learned, and to identify areas of improvement. SC/B

project staff continuously emphasized the need to be honest,

critical, and constructive during the evaluation. 
 Internal
 
team members played a central role in facilitating the
 
logistics and process, but deferred to external members for
 
the final analysis, recommendations and conclusions.
 

The evaluation was enlightened and benefitted greatly from

the involvement of Warmi women's group members.
 
Interestingly, it seemed that 
it was these women from the
community who gained the most 
from participating in the
 
evaluation. 
They expressed tremendous interest in the

organization and activities of women's groups in 
the other

communities they observed, and were eager and excited to

share and apply their findings within their respective

communities and women's groups. 
 In this regard, the

evaluation served 
as a useful tool for establishing the

basis for the next phase of the project.
 

The members of the team and their 
institutional or community

affiliations are 
listed on the page directly after the title 
cover page. The 
next section presents the methodology used
 
by the evaluation team.
 

Ii. EVALUATION METHODOLOGY
 

The evaluation methodology included both qualitative and
 
quantitative methods, and was participatory in design,

analysis, and writing. 
 A wide range of persons played key

roles in implementing the evaluation methodology and

interpreting the results (see evaluation team). 
 Emphasis on
participation at all levels, allowed the team to capture the

explicit and implicit achievements of the program.
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During the first evaluation meeting, the core team of
 
evaluators expressed their expectations, decided on the key
 
contents and the evaluation methodology, and assigned the
 
roles and tasks of evaluation team members. A similar
 
meeting was conducted in the field to incorporate the input
 
of field staff and women's group members who assisted with
 
the evaluation. Questionnaires and guides used for the
 
evaluation were developed by various team members, and are
 
included in Annex 1. A schedule of events of the evaluation
 
can also be found in Annex 1.
 

Methodology: A number of qualitative and quantitative
 
methods were applied and are listed below:
 

- Review of key documents: 
Mid-term evaluation report 
Proposal and field acjreement 
Quarterly reports 
Detailed Implementation Plan
 
Documents produced by the project or abcut the project
 

- Analysis of quantitative data: 
* Analysis of data from case control studies (baseline
 
and final)
 
Analysis of data in the manual information system
 
Analysis of data in the computerized information
 
system.
 

- Interviews with beneficiaries: 
[Members of women's groups 
Husbands of members 
Pregnant women 
Parteras 
Community leaders/authorities 

- Group exercises and discussions with beneficiaries 
regarding:
 

History of community involvement with P:oject Warmi:
 
group discussion
 
Change in knowledge and attitudes on pract[ces related
 
to reproductive health: stories (see Anr..: 1).
 
Assessment of community priorities: pile sort of
 
priority interventions (see Annex 1)
 

* Presentation of the group's vision of the future of
 
the group (drawings and discussion).
 

These 	group exercises were done with:
 
Members of women's groups
 
Parteras
 
Community leaders/authorities
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- Interviews with collaborating organizations including:

* Local health unit doctor and a visit of clinic
 
facilities.
 

• PROCOSI, SOPACOF, CIEC, San Gabriel Foundation
 

- Interviews with SC/B staff
 
• Program administrators / managers
 
* Field staff / implementors
 

- Review of educational materials produced by the project

" Manual for Parteras
 
" Four booklets by and for women
 
" Protocols
 

- Review of Health Information System tools used by the
 
project


Woman's health card
 
Women's roster: old and new
 
Computerized information system
 

To evaluate knowledge and practice of individuals:
 
- analysis of data from case control studies 
(secondary
 

data) ;
 
- analysis of data from monitoring system/HIlS;
 
- questionnaire/interview of individual women who were
 
pregnant or delivered in the past year.
 

- group discussions with women (adolescents, r-eproductive
 
age, and elderly women);
 

- skits with women in women's groups;
 
- group discussions with husbands/men;
 
- in women's groups asked them to draw what their group will


look like in 5 years, and to describe what steps they will 
take to get there (sustainability) ; and, 

- group rating of actions taken by characters in stories
 
describing pre-natal care, delivery, etc. usinc 
green,
red and yellow cards to show respectively whether action 
was good, bad or the participant was not sure. 

To c,-.uate knowledge and practices of health providers: 
- analysis of data from case control studies (secondary
 

data);
 
- analysis of data from monitoring system/1IlS; 
- questionnaire/interviews with individual parteras; 
- Group discussions at zonal level with parteras Lsing 

stories and red/yellow/green cards, skits; 
- Interviews with MOH staff at hospital and health posts; 

and, 
- Short written exam for MOH and SC/B staff. 

To evaluate collaboration with others:
 
- Group discussion with General Secretaries of the Agrarian

Unions (local authorities);
 

- Interviews with MO-1 staff; 
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- Visit to hospital and health posts; and,
 
- Interviews with key personnel from SOPACOF, San Gabriel
 

Foundation, CIEC and PROCOSI.
 

To evaluate quality, distribution and use of materials developed:
 
- Review of materials and documents;
 
- Two observations of development/validation sessions; and,
 
- Discussion with women's groups, parteras, CIEC, SC/B staff
 

on the development and use of the materials.
 

To evaluate the ability of groups to prioritize problems, make
 
decisions, and take actions on their own behalf:
 
- Observations of women's groups;
 
- Discussions with groups and individual women;
 
- Drawing of where women's groups see themselves 5 years 

from now;
 
- Review of community organizing process; and,
 
- Review of project documents.
 

To evaluate existing maternal and neonatal services:
 
- Visit to local health facilities;
 
- Discussion with health care providers; and, 
- Evaluation of supplies, equipment, and infrastructure
 
available.
 

To evaluate administration, budget, costs, personal:
 
- Discussion with SC/B Co-Director Bob Grabman;
 
- Review of project financial and administrative documents
 

and systems; and, 
- Discussions with Impact Area Manager and Administrator. 

To evaluate sustainability and replicability of the project
 
- Review of project documents;
 
- Review of evaluation results; and,
 
- Group discussions with women's groups, parteras, local
 
authorities, MOH and SC/B staff.
 

To evaluate relative changes in health practices from the
 
beginning of the project to the end of the project, the case
control study that was conducted at the beginning of the project 
(November, 1990) was repeated at the end (April-May, 1993). A 
summary of the study methodology follows. 
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INVESTIGATION: RETROSPECTIVE CASE-CONTROL STUDIES 
(PRE/POST)
 

Methodology
 

At the beginning of the Warmi Project a retrospective case
 
control study of perinatal and neonatal mortality was conducted.
 
The study questionnaire consisted of three parts:
 

1. Demographic and community characteristics
 
2. 	Verbal autopsy of cases to determine probable cause
 

of death
 
3. 	"Process diagnosis" to determine where the search
 

for adequate care broke down
 

The questionnaire also included many questions regarding

practices related to pregnancy, birth, post-partum and neonatal
 
care. 
 (See Annex 2 and A. Bartlett Trip Repoit, March-April,
 
1991, MotherCare).
 

This 	initial study included interviews of families of all
 
identified cases (75) within the previous 2 years and double the
 
number of controls (151) selected randomly from births registered

from the same communities during the same time period in the SC/B

computerized information system. Cases were identified through

the SC/B information system (manual and computerized) and through
 
inquiries in the communities with health promoters, local
 
authorities and MOli health personnel.
 

The Warmi Project conducted the same study again in preparation
for this evaluation. The same methodology and questionnaire wer 
used with one exception: tne number of controls for the final 
study was the same as the number of controls in the baseline 
study (for example if 8 controls had been interviewed in Canqui
Chico during the original study, 8 controls were also interviewed 
in the final study) except those communities that were not
 
participating in the Warmi Project (2). They were discarded
 
making the control sample size 136 instead of 151. Thirty-one

(31) 	 cases were identified using the same meth'odology as .n the 
first study.
 

Each variable of the questionnaire was analyzed for pre/post

changes (both positive and negative) of statisLical significance

comparing pre-cases with post-cases and pre-cmntrols with post
controls.
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FINDINGS
 

Tables 9, 10, 11 and 12 present only the pre-post differences
 
related to project indicators that were determined to be
 
statistically significant based on Chi-square and "p" values.
 
In some instances, only cases or only controls are presented
 
because no significant change in the other was observed. The
 
study findings regarding important Warmi Project indicators are
 
presented in bar graph form as Annex 3.
 

Table 9
 

COMMUNITY ORGANIZATION/PARTICIPATION/RESOURCES
 

Significant Findings From Case-Control Studies
 
Warmi Project
 

Baseline (1990) Final (1993)
 

Existence of Women's Groups 36% 71%
 
in the community (cases)
 

Existence of Women's Groups 30% 69%
 
in the community (controls)
 

Existence of trained midwives 65% 83%
 
in the community (controls)
 

Mother belongs to the women's 8% 42%
 
group (cases)
 

Mother bclongs to the women's 7% 57%
 
group (controls)
 

2I
 

28 CQldA
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Table 10
 

PREGNANCY
 

Significant Findings From Case-Ccntrol Studies
 
Warmi Project
 

Baseline (1990) Final (1993)
 

Urinary infection during pregnancy 

(cases) 


Urinary infection during pregnancy 

(controls)
 

Prenatal care done by auxiliary 

(cases)
 

Prenatal care done by auxiliary 

(controls)
 

Prenatal car- done by SC/B field 

supervisor (controls)
 

Believe that prenatal care is 

useful (controls)
 

Did not give opinion on 

prenatal care (cases)
 

Did not give opinion on 

prenatal care (controls)
 

,Received ferrous sulfate 

during pregnancy (cases)
 

Received ferrous sulfate 

during pregnancy (cases)
 

Received teas during pregnancy

(cases)
 

Received abdominal massage 

during pregnancy (controls)
 

7% 39% ) 
'" 

9% 27%
 

7% 23%
 

9% 25%
 

18% 35%
 

60% 87%
 

63% 26%
 

30% 10%
 

15% 45%
 

1,.,% 51%
 

13% 35%
 

44% 24%
 



TABLE 11
 

BIRTH
 

Significant Findings From Case-Control Studies
 
Warmi Project
 

ba .. Final (1993)
eline (1990) 


Birth at home (controls) 


Birth at mother's house (controls) 


Promoter helped at the birth 


Pushed when baby was at point of 

being born (controls)
 

"Manteo"' (rocking) during labor 

(controls)
 

Abdominal massage during labor 

(controls)
 

Use of "pujante" teas (controls) 


Birth position lying on back 

(controls)
 

Birth on old and dirty bed 

(controls)
 

Birth on bed w/ clean cover/blanket 

(controls)
 

Birth on clean plastic (controls) 


No help used to expel placenta 

(controls)
 

96% 84%
 

1% 8%
 

0% 6%
 

55% 73%
 

50% 30%
 

53% 27%
 

15% 4%
 

33% 47%
 

33% 2%
 

31% 53%
 

3% 19%
 

47% 64%
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Table 12
 

CARE OF THE NEWBORN & POST-PARTUM
 

Significant Findings From Case-Control Studies
 
Warmi Project
 

Baseline (1990) Final (1993)
 

Grandmother attended to baby 
 24% 9%
 
(controls)
 

Used razor to cut cord (controls) 8% 22%
 

Washed cutting instrument with water 17% 33%
 
(controls)
 

Used alcohol to disinfect cord ties 30% 44%
 
(controls)
 

Washed cord ties with water 
 5% 15%
 
(controls)
 

No disinfectant of cord ties 
 58% 39%
 
(controls)
 

Resuscitated baby 
 3% 13%
 

Breast-fed immediately after birth 25% 
 50%
 
(controls)
 

Cases looked for inadequate care 7% 0%
 
Sample i:small and not stat. significant,

but faci(t no one looked for inadequate
 
care is i4'Zeresting.
 

Mother was washed after birth 
 47% 69%
 
(controls)
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III. COMPARISON OF GOALS/OBJECTIVES TO ACHIEVEMENTS
 

Tables 1-8 included in the Results section of the Executive
 
Summary present a summary of the quantitative results and
 
products as compared with the objectives per the project's
 
Detailed Implementation Plan. The sources of these results
 
include the case-control studies conducted at the beginning
 
and end of the project and consolidated information from the
 
manual information system during the last year of the
 
project (July, 1992-June, 1993).
 

The project achieved most of its objectives with the
 
exception of increasing the number of prenatal visits to 3
 
for 50% of identified pregnant women and increasing the
 
number of post-partum visits to 2 for 50% of identified
 
post-partum women. In both cases, the percentage of women
 
who received at least one visit for prenatal and post-natal
 
care increased significantly, but the percentage of multiple
 
visits did not reach the project's objectives. The project
 
objective that 50% of identified post-partum women will
 
receive a megadose of vitamin A was almost reached with 46%
 
of identified post-partum women having received vitamin A.
 

Some project objectives were impossible to measure given the 
time and financial constraints of the evaluation and the 
limitations of the study and information syst, m data. In 
these cases, the tables present the indicator1 and states 
that the information was not available ("fl/A") 
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The process can be summarized visually in the following
 

manner:
 

> Identification and Prioritization
 
of Problems
 

V 

Evaluatio Planniny Toyether 

I Implement the Plan < 

Save the Children clearly structured the steps of this
 
process, first the "Autodiagnosis" and then "Planning
 
Together". The components of these two steps are described
 
below.
 

The Autodiagnosis
 

The "Autodiagnosis" constitutes a process that facilitates
 
women in the identification and prioritization of the
 
different maternal and neonatal health problems that affect
 
their lives, the lives of their families and of their 
community. In addition to facilitating the in-depth 
analysis of these problems, it leads to exploration of their 
roles as women in the home and the community. 

Steps of the Autodianosis
 

The Warmi Project was promoted in general community meetings
 
and in existing women's groups. In those communities where
 
groups did not already exist, Warmi supported their
 
organization detecting community interest. When a group was
 
organized, SC/B staff promoted the Warmi Project by

introducing the theme of maternal and neonatal health in 
general terms as they affect the community and the personal 
lives of the women in the group (step 1). The women 
explored attitudes and knowledge related to: pregnancy, 
birth and maternity (step 2); they identified maternal and 
neonatal health problems in the g:-ou)s, then developed a 
"dictionary of terms" so that the problems could be
 
identified homogeneously (step 3); the women were then
 
prepared to reflect and ascertain whether other women in the
 
community had the same problems (step 4), motivating them to
 
collect more information and preparing materials to help 
them carry out individual interviews (step 5).
 
Individually, the women interviewed other women in their 
communities (step 6), they later shared their experiences 
and the information that they had collected with the group
 

34
 



IV. COMMUNITY ORGANIZATION AND PARTICIPATION (WOMEN'S
 

GROUPS, AUTODIAGNOSIS AND PLANNING TOGETHER)
 

Context of the Warmi Project in Inquisivi
 

In general, community dynamics are different in the
 
communities and the towns. The communities consist of a
 
smaller number of families where access to services and
 
existing infrastructure is reduced in compari3on with the
 
towns; because of this, the necessity for organization and
 
participation is greater. 
The towns have several important

advantages: access to health and education services, roads
 
and other basic services. The participation in groups
 
responds to other needs complimentary to daily life, but is
 
not as critical as in the case of the communities.
 

SC/B works actively in the three zones, using its human
 
resources for promotion, training, supervision and
 
monitoring of the Warmi Project as well as other projects in
 
health, education, economic development and sustainable
 
agriculture.
 

The Field Coordinator of the project supervises the work of
 
the field supervisors who are responsible for the work with
 
the communities and their organized women's groups; 
an
 
educator also supports the work by strengthening the women's 
groups and their training. 

Methodoloci
 

The methodology designed and applied by Save the Children 
was active participatory education, widely accepted by the 
rural women because it reinforces the cultural experience of 
Aymara and Quechua whose reference is life in the community. 

A strategy was developed to reach the fundamental objective 
to "reduce maternal and neonatal mortality by affecting the 
behaviors that impact on pregnancy, birth and the neonatal 
period". Through the organization of women's groups in the 
different towns and communities, awareness was created about 
maternal and neonatal health problems. 

This strategy is a cyclical process that enables women and 
their communities to organize themselves and participate, 
identify their problems (autodiagnosis); deveLop together a
 
plan to solve them; put into practice the plan; and finally,
 
conduct an evaluation of the whole process.
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(step 7) in order to prioritize the problems based on their
 
frequency, severity and feasibility to be solved (step 8) in
 
the future; they finished with an evaluation of the process

(step 9).
 

Planning Together
 

When the autodiagnosis ended in a community, "planning

together" was begun. (In the first 25 communities there was
 
a lag of 6-8 months between ending the autodiagnosis and
 
beginning the planning together stage, since the methodology,

guide had not yet been developed--not the optimal

situation.) During the preparation phase of "planning

together", the women's group analyzed why they prioritized

the problems and how they would present this information to
 
the community. In the second phase which takes place in a
 
community meeting, the women presented these problems to the
 
group using skits and other instruments during which time
 
the participants from the community identified barriers and
 
obstacles to receiving adequate care. Once the community

had understood the problems, they identified strategies to
 
solve them; they formalized the assignment of
 
responsibilities in a written document that served 
as a
 
testimony and promise. The activities that the group agreed
 
to should be implemented within a determined time period

after which the community should evaluate the process and
 
their results. The cycle begins anew with the
 
identification and prioritization of new problems.
 

Annex 4 presents a timeline of each community's progress in
 
the cycle described above by quarter and their current
 
status and an example of one community's plan.
 

Impact of the Process
 

The Warmi Project realized its goal to organize 50 women's
 
groups and to carry out the autodiagnosis in each of the
 
groups. The "planning together" step was completed in 22
 
communities in a period of almost 6 months (November, 1992
 
to June, 1993). The action plans in these communities are
 
currently being implemented and will be evaluated by the
 
communities at the time that they have determined.
 

According to interviews with women's groups, husbands and
 
authorities in the different communities and using an
 
exercise in prioritizing the interventions of the Warmi
 
Project, the majority of the participants listed the
 
organization and strengthening of women's groups as the most
 
important intervention of the project.
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Participatory Evaluation
 

The Warmi Project has not yet completed the methodological
 
guide to the Participatory Evaluation stage of the cycle,
 
but intends to continue to develop this last stage.
 

This final evaluation was, in many respects a participatory
 
evaluation of the global project. Nine women
 
representatives elected from their respective women's groups
 
were active participants in the evaluation. They conducted
 
interviews, helped to create and observed various
 
qualitative evaluation methods and assisted in the analysis
 
of the information collected. At the beginning of the
 
evaluation, most of the women were shy and reserved and a
 
little intimidated at the thought of a formal evaluation.
 
By the end of the week of field work, all spoke and laughed
 
freely within the team; they shared their observations
 
openly with the other members of the team. One woman
 
remarked:
 

"Before the evaluation, I thought that our group was 
the best one, but now I see that there are others who 
are better organized than we are. I will go back home
 
and share what I have learned with my group."
 

The experience of participating in the evaluation and
 
meeting other women leaders was a very positive one. It
 
motivated two women leaders from Licoma zone to borrow their
 
husbands motorcycles to visit other women's groups in Licoma
 
so that they could organize themselves at the zonal level.
 

What does it mean for women to organize themselves?
 

The first step for the women was the orcanization in groups 
which led to the increasing awareness ot their role in the
 
family and the community and the search for a common space
 
in which to share worries, desires and problems. 

"The need to organize was latent in the women, we only 
served as the impulse and they did it". (Elsa Ramos,
 
Field Coordinator of the Project).
 

The success in the consolidation of the women's groups was
 
motivated by a prime objective identified by the Warmi
 
Project; that of raising awareness in the woman about her 
health. Before the Warmi Project began, women knew that 
they and their children were dying. However, not much was 
done about this because the woman was not subject to 
decision-making. In addition to not having the economic 
resources to make decisions, she was ignorant of the 
ir:portance of the health component of her life and of the 
possibility to face the danger of mortality through new 
knowledge that would generate new attitudes and practices. 
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New expectations were created and this guarantees a better
 

and healthier life.
 

Positive Aspects
 

The women realized that they could identify their health
problems and that they could improve their quality of life
(diet, nutrition, vaccination, prenatal care, safe/clean

birth, etc.) 
and they didn't stop there. Their desire to

improve themselves demanded a need to improve their
education, to learn how to read and write; to solve

nutritional problems by planting family and community

gardens; to develop economic strategies through credit in
 
seed and other activities.
 

Leaders arose who promoted changes and who were 
encouraged

and trained. 
These leaders took advantage of the

opportunity the project offered to identify and train
 
community parteras.
 

Solidarity of community women grew through shared monitoringnetworks in the detection and follow-up of maternal and
neonatal health problems of community women. 

"In Suri, my community, a young woman was going to have
her first baby. She was hemorrhaging and her husband

didn't want to take her to the doctor because he said
they didn't have money. We were checking on and

visiting the woman who continued to get worse.
Finally, we met in 
our women's group and we scolded the
husband,: 
 "Well, if you're not capable of helping your
wife, if you're going to 
leave her like that, we will
take her, we won't leave her to die." 
 The man reacted
 
and took his wife so that she could be treated, and the

baby was born after and was fine."
 
(Conversation with Isabel, partera from Suri).
 

Once the groups had matured and their presence was noted,
the husbands and authorities got involved. In 
some cases
the women's groups maintain formal links with the

"sindicatos" (agrarian unions) 
as in the case of Circuata;
in others the groups chose to become mixed such 
as in
 
Lacayotini.
 

The men recognized a more protagonistic role of women and
became aware of its importance. Now they support their
 women and note a qualitative change in 
their lives. Some of
the testimonies heard during the evaluation are mentioned
 
below:
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"The health of our family depends on the level of
 
training of the woman. She organizes family life and
 
is closer to the children. The man is in the house only
 
as a visitor. (Meeting with husbands and authorities
 
in Licoma.)
 

"The trained women help their husbands more, in work,
 
in business, even up to doing errands in the city."
 
(Meeting with husbands and authorities in Licoma.)
 

"The Warmi Project has helped the woman to raise
 
herself up."
 
(Meeting with husbands and authorities in Licoma.)
 

"The women have strengthened their organizations, now
 
they have voice and vote." (Meeting of authorities in
 
Inquisivi).
 

The men are conscious that through their wives they now know
 
much more about health and safe/clean birth; they now accept
 
prenatal care. They express an immense desire that
 
approaches that of the women to receive training in these
 
topics.
 

Included in the positive findings is the women's vision of
 
the future (in the next five years) are:
 

- Better organization and unity;
 
- Families which are not numerous, with children
 

who are well educated and healthy;
 
- A better economic situation;
 
- A well-equipped health post;
 
- Homes complete with water, electricity, latrine
 

and shower;
 
- Better nutrition;
 
- Less illiteracy; and,
 
- More training for women in safe/clean birth and
 

family planning.
 

The SC/B field staff also perceived important changes in the
 
communities in: the participation of the women in the
 
community and the organization as a function of their own
 
needs. "The women aren't timid anymore, the talk,
 
participate." There is communication between groups, they
 
share experiences--the processes of knowledge dnd training
 
are expanding. In terms of their practices, u:he staff
 
mentioned that now the women want to educate themselves and
 
improve their lives, they ask for prenatal care and the
 
maternal and neonatal mortality has decreased (Personal
 
interviews with field staff)
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Negative Aspects
 

Save the Children had some difficulties with women's groups

that had already been organized. In various communities
 
where 	the Warmi Project began work other NGOs had already

worked there; one case in particular was that of CARITAS
 
whose 	criteria for work with women was in distribution of
 
food to mothers with children from 0 to 5 years old. The
 
groups were organized in return for food distribution. This
 
conditioning created an initial negative response when SC/B

proposed another vision radically different to motivate
 
organization: that of raising awareness about maternal and
 
neonatal health.
 

The husbands were also conditioned to receiving food,

insisting that their wives bring home something after each 
meeting. "'What are you doing in this group, you're wasting 
your time and not getting anything in return, ... this is
 
what our husbands used to say to us".
 
(Conversation with Aleja Alejandro from the community of
 
Lacayotini).
 

The men also exhibited "macho" behavior, hoping that their
 
wives 	 in the women's groups would learn how to weave, sew 
and knit. They were surprised that they learned other 
things. 

According to interviews held with SC/B field supervisors, at
 
the beginning of the Warmi Project, the husbands would 
occasionally cause problems by not letting their wives
 
attend women's group meetings. Other identified
 
difficulties were long distances and lack of transport; and
 
the negative attitudes of some community leaders who did not
 
understand or did not agree with the i.ntJ.tut LOn'S 
philosophy and created false rumors and comments. (Some of 
these leaders with negative attitudes wanted SC/B to donate 
things to them and their communities without a community 
counterpart).
 

V. INFORMATION, EDUCATION AND COMMUNICATION
 

The goal of the Information, Education and Communication
 
(IEC) component of the Warmi Project is to improve
 
knowledge, attitudes and practices of women of reprodirctive
 
age, husbands and other family members, partecas and health
 
personnel regarding maternal and neonatal health. 

The IEC activities of the Project include:
 

1. 	 Routine interpersonal communication, such as:
 

I.A. 	Educational group discussions when there- are
 
vaccination campaigns or with women's groups every
 
month.
 

39
 



l.B. 	 Home visits for prenatal care or when there is a
 
malnourished child in the home and his/her health card
 
indicates that s/he is at nutritional high risk.
 

Typical topics covered are nutrition during pregnancy, use of the
 
Women's Health Card, preparation for birth, supplies necessary
 
for the birth, the importance of colostrum, obstetrical
 
complications that can occur and their solutions, post-partum
 
care and family planning. For family planning, the staff used
 
flipcharts and other printed I.E.C. materials produced by the
 
National Reproductive Health Program.
 

2. The Autodiagnosis
 

This nine-step maternal and neonatal health problem
 
identification and prioritization exercise was pioneered by the
 
Warmi Project and is described in more detail in the Community
 
Organization and Participation Section of this report and
 
MotherCare Working Paper 16A.
 

3. Participatory Development of Educational Materials
 

Community members (women's groups and parteras) participated in
 
the development of educational materials that could be used
 
during group meetings and home visits. These materials are:
 

* 	An insert for the safe birth kit describing how to 
attend a normal home birth 

* 	Women's Home-Based Hfealth Card 
* 	Picture Cards of Problems used in the Autodiagnosis 
* 	Four Booklets for Women on Pregnancy, Birth, the
 
Post-Partum Period and Care of the Newborn
 

* 	Manual for Parteras and Field Supervisors 

TIe people who participated in the development of these materials
 
are included in the project organigram below:
 

WARMI PROJECT I
 

1 	Coordinator
 
1 	Educator
 

1 Coordinator 	 1 Coordinator
 

INQUISIVI ZONE LICOMA ZONE CIRCUATA ZONE
 
6 Field Supervisors 4 Field Superv. 2 Field Superv.
 

20 Women's Groups 16 Women's Groups 12 Women's Groups
 
18 Parteras 	 18 Parteras 9 Parteras
 
8 	Health Promoters 6 Health Prom. 2 Health Prom.
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The advisors who participated directly in these activities
 were the SC/B Co-Director, the SC/B Health Advisor, and 
a
nurse/midwife based in Licoma. 
The Women's Health Card and
safe birth kit insert were developed by SC/B with women's
 groups from the three zones. 
The process of development of
the booklets, the Reproductive Health Manual for Parteras

and 5 radio programs was coordinated by the Center for
Interdisciplinary Community Studies 
(CIEC), a local NGO
under subcontract to SC/B. 
 Comments and suggestions were
also made by the SC/Westport medical advisor, the MotherCare
Cochabamba Coordinator and the MotherCar-e/DC staff. 

METHODOLOGY
 

The following methodologies were used 
to evaluate this
 
component of the project:
 

* Responses to story telling in 9 communities in all
 
three 
zones to demonstrate general knowledge (See
Methodology section of this report); 

* 	 Individual interviews with pregnant women, SC/B 
staff, parteras and MOI staff; 

* 	 Direct observation of the participatory materials 
development process by CIEC with parteras and women's 
groups on two occasions (December, 1992 and April,
1993) ; 

* Observation of "Planning Together" in the community 
of Charapaxi in April, 1993;
 

* 	Review of supporting documents and drafts of the 
materials produced by CIEC, SC/B and women; and, 

* 	 Personal interviews with and staffCIEC SC/B who 
were most directly involved in the development of the
materials (December, 1992, andApril June, 1993). 

OBJECTIVES OF THE IEC COMPONENT
 

The specific objectives of the Project that relate to IEC
 
are:
 

1. Increase women's knowledge and understanding ofpriority maternal and neonatal health and nutrition topicssuch as nutrition during pregnancy, prenatal care, safebirth practices, postpartum care, sexually transmitted

diseases, basic reproductive anatomy and family planning

methods.
 

2. 
 Improve nutrition and other critical practices during
 
pregnancy.
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3. Improve neonatal care through increased attention to
 
breast-feeding, keeping the infant warm, awareness of danger 
signs in the neonate, etc. 

4. Increase the knowledge and use of family planning
 
methods that do not interfere with breast-feeding for
 
limiting and spacing births (if this intervention is
 
approved by the Ministry of Health).
 

5. Establish women's groups capable of identifying and
 
responding to their own and their infants' health needs.
 

QUANTITATIVE FINDINGS OF THE IEC COMPONENT
 

1. Routine interpersonal communication
 

l.a. Prenatal Care Visits
 

From July, 1992 through June, 1993, 286 prenatal care visits
 
were conducted by SC/B staff to women in the three zones. 
Due to the small number (8) of interviews conducted with
 
pregnant women during this evaluation it was not possible to
 
adequately assess knowledge level. (Three of the eight women 
were not participating in women's groups, nor had they
received pre-natal check-ups by SC/B supervisors). However, 
the general impression created by this limited number of 
interviews was that more in
needs to be clone one-on-one
 
counseling. It should be noted that two of the major

materials to support this counseling (the Women's Health
 
Card and the Women's Booklets) had not been in use yet.
 
Women had just received the card the month before the
 
evaluation and the booklets will not be printed until the
 
end of June.
 

l.b. Women's Group Meetings (Specific topics)
 

The 50 Women's Groups meet at least once monthly, some 
meeting as many as 4 times per month. The "Training" 
Section of this report presents the topics discussed and 
number of participants per topic.
 

2. The Autodiagnosis
 

Fifty women's groups completed the Autodiagnosis and 21
 
groups have also completed the "Planning Together" sessions.
 

3. Participatory Development of Educational Materials
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The materials that were completed prior to this evaluation
 
include:
 

* 	 The safe birth kit 
* 	The Women's Health Card 
* 	The Picture Problem Cards 

The materials that were 
ready (or near ready) for production
 
include:
 

* 	Insert for the safe birth kit
 
* 	 4 Booklets for Women (Pregnancy, Birth, Post-Partum 

Period and Care of the Newborn 
* 	Manual for Parteras and Field Supervisors
 
* 	5 Radio Programs
 
* Manual on Participatory Techniques for Field
 
Supervisors.
 

SC/Bis developing a Manual for PVOs that documents the

Warmi Project process and experience. This manual will be
 
completed in August, 1993.
 

Changes in Knowledge, Attitudes and Practices 
(KAP) in the
 
Population
 

The changes in the KAP of the population to date can be
 
attributed to the combination of interventions: 1) rout-ine
 
interpersonal communication between SC/B staff and women and
 
their families; 2) participation in the Autodiagnosis,

and/or, 3) participation in the development of educational
 
materials.
 

Details of these changes are presented in other sections of
 
this report (Services, Organization and Community

Participation, General Results, etc.).
 

QUALITATIVE FINDINGS OF THE IEC COMPONENT
 

1. Routine interpersonal communications were generally

carried out without supporting materials, according to the
 
project Coordinator. 
In order to make these meetings more
 
participatory, SC/B staff sometimes incorporated the 
use of
 
gai-,es, puzzles, stories, 
skits and other "dynamics" with
 
picture cards and silhouettes and they also used the
 
flipcharts on Family Planning developed by the National
 
Reproductive Health IEC Subcommittee. Only very recently is

the staff beginning to use the new materials such as the 
Women's Health Card and to develop other local materials 
with the women. The women's booklets and the partera manual 
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have only recently been completed and will be ready for
 
distribution in July-August, 1993.
 

The supervisors felt that there was not enough time to carry
 
out the multiple activities that they programmed: community
 
visits, meetings with different local groups, vaccination
 
campaigns, growth monitoring, speaking with authorities,
 
literacy classes, etc. They hope that with the change in
 
vaccination strategy (eliminating going house-to-house) that
 
they will have more time for IEC activities. They are also
 
awaiting the arrival of the printed materials and training
 
in their use in order to be more effective in their
 
educational work.
 

2. The Autodiagnosis appears to be the "heart" of the
 
Warmi Project, in the way it brings together the women in
 
the community and awakens their own vision of what they can
 
learn and do in order to improve their health and that of 
their children. (For more details, see the MotherCare 
Working Paper on the Autodiagnosis.) 

3. The development of educational materials seems to be
 
as important as an active learning process for the women,
 
parteras and field supervisors, as will be the use of the
 
materials in the future. This process was carried out in a
 
highly participatory manner. The CIEC team merits special
 
mention for its excellent staff and for the way in which 
they respect the women and the parteras, working patiently 
with them and helping them to create products that truly are 
their own. All aspects of these materials (format, letter 
font, size, presentation, contents, text, drawings, etc.) 
were collective decisions with the complete participation of 
the women and parteras in the three zones of the project. 

A variety of changes in attitudes occurred in the women, 
parteras and SC/B staff due to the combination of strategies 
adopted by the project. Some examples follow. 

KAP Changes in Women, Parteras and Other Community Members
 

* 	 Significant increase in women's appreciation of the 
value of prenatal care and increased use of prenatal 
care; 

* The growing strength of the women's groups and the
 
resulting increase in communication among women and
 
respect by men for women in the community.
 

* 	 Increased immediate breast-feeding. 

* 	 Increased knowledge and use of family planning 
methods. 

44
 



* Better hygiene for labor and delivery and some
 
acceptance of the safe birth kit.
 

* 	 Increased acceptance of the partera as a community 
resource. 

KAP Changes in SC/B Field Staff
 

* SC/B staff role changing from traditional "educator"
 
to facilitator.
 

* 	More respect for community women's beliefs and 
pr.-actices. 

LESSONS LEARNED
 

Regarding the routine interpersonal communication activities
 
such as group meetings and home visits:
 

- Group interest in various maternal/neonatal health 
themes is greatly increased when the women themselves 
set the agenda for the discussion. 

- Changes in practices are more likely to occur when 
existing practices and beliefs are respected and 
incorporated into the negotiation with the group of 
new, improved practices.
 

- Home visits by women to other women are generally 
more effective when the visitor is aided by some type
of appropriate educational material to help guide the 
discussion (i.e. problem cards in the autodiagnosis). 

Regarding the process of tile Autodiagnosis: 

- Though the process requires an investment of at least
 
four sessions to complete, it is worth the time.
 

- Staff must understand and appreciate the philosophy
underlying the process and must be well trained in 
application of the steps and their role as 
facilitator. (Staff should not correct. "wrong" 
answers-- this closes the door to trust within the 
group.) 

- Giving up the "expert" role can be difficult for
 
staff.
 

-	The process will likely awaken awareness not only in
 
specific health problems but also in some of the
 
contributing causes such as illiteracy and lack of
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access to economic resources. Any program that
 
intends to replicate the autodiagnosis should be
 
prepared to respond to these needs--not necessarily
 
by offering solutions if they do not have the
 
resources, but by being aware of what other
 
organizations exist locally that might be willing
 
to collaborate.
 

- Women's reproductive health is a very intimate and
 
strongly binding theme that, if treated sensitively
 
and with respect during the autodiagnosis process,
 
can serve to greatly strengthen the ties of trust and
 
support within the group and with field staff.
 

The development of educational materials with this high
 
level of participation of women's groups and parteras was
 
more complicated than initially expected. The products
 
changed significantly during the process: the women asked
 
for more content, more text, and more drawings because they 
wanted to learn more! The validation was an iterative and
 
repetitive process, up to 10-15 revisions of the same page,
 
but this was very educational for the participants and
 
assured that the product will be used and understood by the
 
women. Because of this, the work took a long time to
 
complete.
 

+ 	Advantages: a high level of commitment was achieved 
during this process and for the future use of the 
materials; the people truly feel that these are their 
materials; the women and parteras are coauthors. 

- Disadvantages: the cost and the time required are 
increased quite a bit; the artist quit under the 
pressure of so many revisions in so short a time; 
it's very difficult to work concurrently with 
participatory methodology and fixed time limits.
 

Due to administrative reasons (time needed in the office to
 
close the books), the project will end two months before
 
originally anticipated. This caused problems in the final 
stages of developing the materials. To their credit, all 
three institutions, CIEC, SC/B and JSI-- were understanding 
and flexible throughout the entire process. 

RECOMMENDATIONS
 

A. DEVELOPMENT OF EDUCATIONAL MA'1 .LRIALS: SC/B should
 
finalize the development of the materials and produce them
 
in quantities sufficient to satisfy the expectations of the
 
women, parteras and field supervisors in the project zones,
 
and more for dissemination throughout Bolivia. If possible
 
in the future, the fifth bour-let on The Use of Local Health
 
Resources should be developed and produced.
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B. 	 IEC TRAINING: Table 13 
below preseits a proposed
 

training plan for 
use 	of the educational materials.
 

Table 13. Proposed Training Plan
 

SUDJECTS OF TRAINING 
 IN THE USE OF...
 

1. 	SC/B Field Staff
........ Manual on Participatory
 
Techniques
 

2. 	 SC/B Field Staff
 
and Parteras ............ 
Manual for Parteras
 

3. 	SC/B Field Staff
 
and Women's Groups ...... 
Women's Booklets
 

4. 	 Pregnant Women and
 
Husbands ................ Safe Birth Instruction 
 Insert
 

5. 	 SC/B Field Staff ........ 5 Radio-cassette programs
 

In this process, the Field Supervisors can train the
 
parteras, and together they can 
train the women and their
 
husbands.
 

C. 	AUTODIAGNOSIS: 
 Follow the Autodiagnosis process in the
 
new zone 
(Quime) as is programmed.
 

D. 	ADAPTABILITY OF THE MATERIALS: 
 SC/B together with other

interested institutions, should evaluate the acceptability

of the materials (Women's Health Card, Safe Birth Kit and

its instruction insert, women's booklets, partera manual,

radio programs) in other rural 
zones of Bolivia.
 

E. 	TECHNICAL ASSISTANCE: 
 SC/B should offer technical
 
assistance to other NGO's especially those that work in
rural areas, 
in training of their personnel in participatory

techniques, the autodiagnosis process with women's groups,

and the use of the materials developed by the project.
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LIST OF IEC MATERIALS USED BY THE PROJECT
 

Autodiagnosis: Picture problem cards and the "health flag"
 
(Warmi Project)
 

Family Planning: Fabric and paper flipcharts, booklets and
 
posters on contraceptive methods (National Reproductive
 
Health Program)
 

Safe Birth: kit and instructional insert (to be
 
printed) (Warmi Project/SC/B)
 

4 Booklets for women: 1) PREGNANCY, 2) BIRTH, 3) CARE OF
 
THE NEWBORN, 4) POST-PARTUM (OR CARE AFTER BIRTH), (to be
 
printed, Warmi Project/CIEC & SC/B)
 

5 Audio Programs in validation phase (Warmi Project/CIEC)
 

PAPERS/PUBLICATIONS
 

Howard-Grabman, L., The Autodiagnosis: A Methodology to
 
Facilitate Maternal and Neonatal Health Problem
 
Identification and Prioritization in Women's Groups in Rural
 
Bolivia, MotherCare Working Paper No. 16A; John Snow, Inc.;
 
May, 1993. (Also available in Spanish)
 

Sanchez, E., Howard-Grabman, L., Rogers, D., Bartlett, A.,

Researching Women's Health Problems Using Epidemiological
 
and Participatory Methods to Plan the Inquisivi MotherCare 
Prolect, paper presented at NCIH Conference, June, 1991.
 

VI. TRAINING
 

Training played a crucial role throughout the Warmi Project.
 
To meet the knowledge, attitudes and practice objectives of
 
the project, training was identified as a general strategy
 
to strengthen mothers' and others' ability to develop
 
positive health behaviors which affect the health of 
women
 
and neonates, their ability to respond to risk situations,
 
and to look for and utilize resources.
 

The Detailed Implementation Plan (DIP) identified the 
content and recipients of a training strategy, as well as 
specified numeric training inputs to be accomplished by 
project completion (See Table 13 below). Content was to 
include nutrition, prenatal care, clean/safe birth, post
partum care, immediate attention to the newborn, neonate 
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care, and family planning. Recipients of such training were
 
to include SC/B personnel, parteras, health promoters,

women's groups (women of reproductive age), pregnant women,

husbands, and community leaders.
 

The evaluation team reviewed quarterly reports and conducted

extensive discussions with SC/B staff to explore the extent,

content of and quality of training supported by the Warmi

Project. Qualitative information collected during the
evaluation reinforced the findings regarding the extent of

and gaps in knowledge and practice of positive health
behaviors. In addition, the family rosters indicate which
individuals (women and husbands) received training and of
what content. Women's groups' notebooks, kept by the
supervisory field staff, indicate the contents and list the
participants of general women's groups sessio.is. However,
these last two sources were not consolidated in one location

until December 1991. 
 Currently training information is
tracked in a more organized fashion, gathered during

quarterly evaluation and planning meetings ani 
consolidated

within the quarterly report. Information regarding the

numbers attending technical health trainings and who the
attendees are has improvea tremendously. However,

information regarding training in all its variations is
 
not collected in a systematized fashion.
 

Within the Warmi Project, training is a widely-defined

concept covering general staff orientation, the
autodiagnosis process with wiomen's groups, meetings with
community authorities, introduction of technical 
health
 
concepts, materials validation, and methodology and process

training. Every staff discussion, provider meeting, 
or
community gathering 
is seen as an opportunity to reinforce
 
positive behaviors affecting maternal, perinatal and
 
neonatal health.
 

TRAINING ACTIVITIES
 

Training activities within the Warmi Project to date roughly

fall within four Phases: 
 project launch activities, the

Autodiagnosis process, technical health trainings, and

complementary activities conducted by external institutions.
 

PHASE I
 

The first activity to launch the project 
was a three-day

maternal health workshop for SC/B staff held in August 1990.

It 
was conducted by outside consultants from the CCH project

and Foundation San Gabriel. 
 The following month SC/B held a
workshop for Warmi staff to 
introduce the project and review
the project goals and objectives. Later in November, a
similar workshop was held to introduce the entire SC/B staff
 

49
 

http:sessio.is


to the Warmi project. During the Fall of 1990 and early
 
into 1991, the project focused on the development and
 
implementation of the baseline case-control study. This
 
process entailed training field staff in interviewing
 
and collecting data.
 

PHASE II
 

SC/B staff involvement in the Autodiagnosis process began in
 
January 1991. A general staff workshop, conducted by the
 
JSI Project Advisor and PROCOSI TA, focused on concept
 
testing, the principles of focus groups and validation of
 
materials. The Autodiagnosi process was iunched with a
 
meeting of community authorities to solicit support for the
 
project.
 

As described in Section III of this report, the development
 
of the Autodiagnosis process was a lengthy participatory
 
process. The first 25 women's groups started the process in
 
February 1991 and completed the process by January 1992.
 
The second set of 25 women's groups started the process in
 
April 1992 and completed the process in March 1993. The
 
revised version of the Autodiagnosis averages two months to
 
complete.
 

The next step was the training and implementation of the
 
"planning together". A guide to this process was first
 
developed in October and revised November 1992. The guide
 
was further revised in April and completed in May 1993.
 
CIEC plans to conduct a training in its use for SC/B staff
 
during 1993.
 

PHASE III
 

As the first set of 25 women's groups completed the 
Autodiagnosis process, community health needs were clearly 
identified. In November 1991, the SC/B health team decided 
to initiate a series of safe birth trainings with the
 
women's groups (including husband participation). These
 
activities continued through April 1992.
 

Under the direction of a professional nurse-midwife, 
technical health trainings started in earnest in October 
1992. For a period of seven months, she conducted specific
trainings for parteras, promoters and SC/B3 staff. MOll 
personnel were always invited but rarely attended. She 
conducted day-long workshops on prenatal care, safe birth, 
hemorrhage, and retained placenta in each of the three 
zones. She also held a one-day workshop on care of the 
newborn in Inquisivi before departing the project. The 
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technical curricula were based on protocols developed by an
 
external consultant in November 1991. The goal was for

these parteras to transmit the knowledge during women's
 
group meetings in their communities and with pregnant women
 
during prenatal care visits.
 

PHASE IV
 

About the same time that the nurse-midwife initiated
 
technical health trainings, CIEC began to develop and
 
validate educational materials with women's groups and
 
parteras. CIEC held a general staff workshop in August 1992
 
to launch the development process. The organization also
 
tested the format of the booklets within threE: communities. 
Subsequently one week out of every month CIEC worked with
 
six women's groups to further validate and develop the
 
booklets.
 

CIEC also worked with the parteras from each zone to
 
validate the parteras' manual.
 

In January 1992, SOPACOF initiated conununity education in
 
family planning and began offering services in February

during monthly visits of one week each. 
 This local IJGO 
trained the SC/B staff in May at the all-staff training. In
October, SOPACOF conducted a sex education talk in the
 
Inquisivi school. This was followed by a second talk in the
 
intermediate school in November by the nurse-midwife and

SC/B staff. SOPACOF had served 10-12 communities by the end
 
of its involvement with the Warmi project. 

In January 1992, an agreement was reached with the San 
Gabriel Foundation to train parteras at its hospital in La
 
Paz. The goal was to improve partera skills, improve the

referral network, and familiarize the partera:; with urban 
institutional practices. 
 By the end of the project (June

30) 39 parteras were trained, averaging two per week since
 
February 1.
 

The Autodiagnosis process identified needs far beyond

immediate women's health concerns: literacy and access to
 
resources. 
With funding outside the Warmi project, SC/B
initiated literacy programs within 11 communities and added 
14 more. Two monitors from each community are trained with 
the goal that they will replicate literacy groups in their 
own communities. This project will be expanded to at least
 
50 communities. SC/B has started a pilot credit program

with five communities eligible for group-guaranteed lending.

Two representatives from each community have been trained.
 
To date, three communities have taken out loans.
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QUANTITATIVE FINDINGS FOR TRAINING COMPONENT
 

Table 14. 


Objective Area 


Women's Groups:
 
Autodiagnosis
 
process 


Nutrition: 

proper nutrition 

during pregnancy 


Prenatal Care: 

symptoms of
 
pregnancy, 

importance of 

prenatal care,
 
detection of high 
risk signs, steps
 
for follow-up, and 
use of women's
 
health card 


Training Inputs and Findings
 

Training Input 	 Training
 
Findings
 

SC/B health staff trained 	 Achieved
 

50 women's groups 	 50 groups
 

60 parteras trained in In prena
nutrition counseling & tal care
 
weighing pregnant women training
 

493 pregnant women 	 Prenatal 
care visit 
W/ pai.tera 
or- prom. 

493 husbands o1 pregnant 	 Attend. 
women 	 prenatal
 

care
 

60 parteras 	 53
 

50 health promoters trained 	46 
in prenatal care promotion
 

SC/B health team 	 Achieved 

10 personnel 16 

551 WRA 643 

591 pregnant women N/A 

386 husbands of pregnant N/A 
wonmen 
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Table 14. 
 Training Inputs and Findings (Continued)
[Objective Area Training Input 
 Training

Findings
 

Safe Birth: 
difference between 
false and real 
labor, clean birth 
techniques, 

attention to the 
recent newborn, 
identification of 
risk factors, and 
follow-up actions 

12 SC/B personnel 

5 MOH personnel 

60 parteras 

promoters 

551 WRA 

'144 pregnant women 

Achieved 

17 

62 

66 

552 

N/A 

444 husbands of preg women N/A (dL- L 

177 mothers of preg women N/A , 

Postpartum Care: 
hygiene,
identification of 
sepsis/ fever,
hemorrhage 

GO parteras 

promotors 

591 pregnant women 

57 

35 

N/A 

444 husbands of preg 
SC/B health team 

women N/A 

Achieved 

MOl personnel 10 

Newborn Care: 
immediate 
attention, 
breast-feeding, 
identification of 
risk signs and 
EoJ]ow-up action 

591 husbands of preg women 

60 parteras 

591 pregnant women 

193 mothers of preg women 

N/A 

78 

N/A 

NIA 

5 MO1 staff 8 

12 SC/B health team 6 

Neonatal: 
Care of neonate, 
breast-feeding, 

risk signs,
follow-up actions 

60 parteras 
-
591 husbands of preg women 

1.97 mothers of preg women 

With 

newborn 

care 

17 local MOI & SC/B staff training 
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Table 14. Training Inputs and Findings (Continued)
 

Objective Area Training Input 	 Training
 
Findings
 

Family Planning: SC/B and MOH staff 	 Achieved
 
methods,
 
contraindications, 225 WRA 	 Achieved
 
side effects;
 
reproductive cycle, 493 pregnant women 	 N/A
 
and where to seek
 
services 60 parteras 	 45
 

500 men 	 Achieved
 

137 adolescents 	 76
 

teachers 	 N/A
 

Literacy Training 	 Initiated
 
in 25
 
commun.
 

The figures above represent considerable training with the 
parteras, women of reproductive age, SC/B health team and 
MOH personnel. The numbers, however, are quite problematic. 
It is unclear to what extent the same individuals attended 
training events twice. For example, the project only has 45 
parteras for the three zones, however, the above figures 
would indicate many more due to multiple training sessions.
 

The glaring gaps in training are with pregnant 	women, their
 
husbands and mothers. Pregnant women were difficult to 
identify as a separate group apart from women of 
reproductive age. Pregnant women may have attended women's 
groups meetings and benefitted from the information 
transmitted. Additionally, they may have attended a 
prenatal care visit with the community partera or promoter. 
The information is not gathered for easy analysis; the 
family rosters note when and where a prenatal visit occurs. 
The same comment applies to husbands of pregnant women. 
These men occaoionally attend prenatal care visits with 
their wife. Ilothers of pregnant women are even harder to 
track. They too may have attended women's groups meetings 
and benefitted from the information presented. 

The DIP identified two subject areas not tracked separately 
by the Warmi Project: nutrition and neonatal care. 
Nutrition is an integral component not only of 	the Warmi 
project but within all of SC/B's activities. Nutrition is
 
incorporated within child survival activities and
 
agricultural projects in addition to the Warmi Project.
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Nutrition specific training is 
not monitored separately

within the Warmi Project but the information is incorporated

within prenatal care activities. 
 The topic ot neonatal care
 
is treated at the same time 
as newborn care.
 

QUALITATIVE FINDINGS OF THE TRAINING COMPONENT
 

Knowledge amony the 8 pregnant women 
interviewed was low.
 
However, knowledge among women of reproductive age

interviewed in 9 women's groups was relatively good. 
 There

still exists a need to strengthen mechanisms in imparting

information. '['he 
women want to educate themselves, while

the men within the community also recognize the need for
 
further knowledge. Based 
on answers to the questions asked

in the interviews and on the written exam, the level of

knowledge varies quite a bit among health providers be they

parteras, promoters, SC/B or MOH staff. 
 See the Services
 
section of this report for 
a more detailed discussion.
 

In the "planning together" phase, communities have asked for

further knowledcge and training in a variety of themes
 
including family planning, safe/clean birth practices,

hemorrhage, vaginal infection, retained 
placenta,

malpresentation and others.
 

FUTURE PLANS AND STRATEGIES
 

In August or September 1993, 
CIEC will train SC/B staff on

the use of the booklets, the manual for parteras and the

Autodiagnosis procedures manual. Strategies for materials
 
use wil] be r-eviewed. Cr I:C wil 
 al so train parteras in the
 use of their manual and the booklets. These same materials

will be used within literacy activities directed to post
literacy groups.
 

SC/B is thinking of ways to introduce peer counseling with 
the materials. Through the Autodiagnosis process community 
women have gained experience in interviewing other women. 
With these skills women cou]C l a liso introduce and discuss
materials with their peers. The goal to reach womenis 

outside the organized women's c roups. 

In the interesas of sust; inabi]ity, SC/B has identified the 
streng. hen theneed to partera's role and communication 

skills within the communit'. The partera may take on a

larger role in training the women's groups with assistance

for curriculum development and under supervision of the SC/B

Field Supervisor. 
The goal would be to build the partera's

confidence and strengthen her ability to transter knowledge.
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RECOMMENDATIONS FOR TRAINING
 

1. Advocate for changes within current MPSSP norms. 
 The
 
norms were written for the urban Bolivian context not the
 
poor, isolated, rural environment of Inquisivi. Some
 
examples of effective interventions to decrease maternal
 
mortality that would imply further training for parteras
 
include:
 

- Manual extraction of the placenta;
 
- Administration of antibiotics in 
cases of puerperal 

and/or neonatal sepsis; 
- Administration of oxytocin in cases of severe 

hemorrhage ; 
- Family planning method counseling for community-based 
distribution of condoms, foam tablets and pills; 

- Oral rehydration solution preparation for hemorrhage 
to prevent shock if IV not available; 

- Administration of methergin or other hemorrhage 
treatments. 

2. Advocate I or a prof eorssiona Nurse H idwi fe ("Matrona")
profile within MPSSP services. (See "Services" Section).

If this position is to be approved by the MPSSP, it would
 
necessitate training( at the University and field levels.
 

3. Maintain a more accurate record of all the trainings

that take place. For example the quarterly evaluation and
 
planning meetings are used as an opportunity to conduct
 
refresher train ing in 
 techn .ical subjects. The attendance
 
list, used to estimate ineal requirements for the day, could
 
be summarized and inserted into the resilting report.
 

4. Ensure that the "Planning Together" process is completed
prior to introducing the technical training. This would 
ensure that the training meets the needs identified by the 
community, reinforces "ownership" of the knowledge and would 
raise the like] ilhood that the information would be accepted. 

5. EXpI ore ways; to llcoul-age provdI-r contact with pregnant 
women. The use of the women's card is a tool for counseling
and1 illli l-t- ill I r it M .) hiil rmit iill. Thf,' ,,rt -ir ;inrl 
pronoters need to be t-LricI ill the ca'l-(s use. 

6. Strengthen Counseling training for parteras, promoters,
SC/B staff: knowlodlo aippois to be high among these groups
but the ability to tran;!er this know] edge to others, 
particularly .ill prenatali cael , ap1,0rs to beC low. 

7. Improve the supervision of parteras and promoters to 
ensure that accurato Intormlt i on is trans.Iorred. 
Supervision should not just account for the occurrence of a
 
training event but provide active feedback on the quality of 
the content and the process. 
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8. Work with the San Gabriel Foundation to strengthen the
 
content of partera training at that institution.
 
Expectations of practices and techniques appropriate within
 
the poor, rural, isolated context of Inquisivi should be
 
clarified. Coordinate with San Gabriel 
staff to improve
 
cultural sensitivities on both sides.
 

VII. SERVICES
 

In a setting such as Inquisivi Province where the District
 
Hospital cannot yet serve as a secondary referral point:

where health posts are poorly equipped and are staffed by
recently graduated doctors carrying out their mandatory year

in the rural areas who often have little interest in
 
investing their efforts in improving the situation; and
 
where there are serious cultural, social and economic 
barriers to seeking services, it is a wonder that anyone 
uses the services. In fact, use of formal health services 
in the District. remains low. Additionally, the process

diagnosis section of the initial case control study

identified lack of or late recognition of potentially lethal 
problems as one of the most important barriers to seeking
adequate care. This scenario is not unique to Tnquisivi,

but rather is the prevailing situation in rural areas of
 
Bolivia.
 

In light of thr existing resources and in order to address 
the extremely high maternal. and perinatal mortality rates,

the project focussed most of its efforts on improving what
 
could be done at the household level within the community

and on families recognizing danger signs and acting rapidly

to find transport to La Pa:z when problems could not be 
solved in the District. Ministry of Health personnel were
 
trained with SC/B staff in a series of workshops on
 
different aspects of reprocLuctive health (see Training
Secti on) but many of those trai ned (*part-i cuarly he 
doctors) have ]et, t the [ itrict anld 11a1ve,- bn-2r repilur'd. 

SC/B signed an acreement wi.th San Gabriel Foundation in 
January, 1993 which identified the San Gabriel Hospital as 
the La Paz referral point for complicated cases that could 
not be treated at the District Hospital. Concurrently, San
 
Gabriel began a training course for parteras participating
 
in the Warmi Project. This course was part of the effort to
 
strengthen the links between communities and the referral 
hospital. It is still too early to assess the results of 
this strategy. However, interviews with parteras trained at 
San Gabriel. ind icate thiat 1:;ail 1-0r;u t Ol th1e traii nq c:ourse 
they feel more confident with their improved technical 
skills which will serv. t burn we I iln tI K ir c'imuniti 
They also remarked that they are much1 more comfortable in 
the hospital eivironment and will refer their patients when 
necessary.
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QUANTITATIVE FINDINGS OF THE SERVICES COMPONENT
 

These findings are based on two sources:
 

1. 	 Baseline case-control study versus final case-control
 
study; and,
 

2. 	 Manual information system (Women's Health Roster,
 
consolidated quarterly reports from July, 1992 to June,
 
1993).
 

Indicators:
 

Bar graph charts of the following results are presented in
 
Annex 3.
 

Prenatal care "visits: The average percent of identified 
pregnant women during the last year (July, 1992-June, 1993: 
manual information system) who received at least one 
prenatal check-up was to 77%. Only 20% received 3 check-ups 
or more. The goal of 50% of identified pregnant women 
receiving at least 3 visits was not achieved. More visits 
were registered in October-December because the MOH was 
distributing food during the visits at this time. One 
problem encountered by SC/B staff was that even though they 
could identify a woman as l*<egnant, the woman or her husband 
would not allow a physical exam until her last trimester. 
One reason for this wns that women often deny that they are 
pregnant until it is obvious to all. Another is that they 
believe that the exam is only to determine the position of 
the baby to know whether Lt!eir dl.] ivery wi] l be dil.i.cult or 
not--an early exam will not give them this information. 
Although it is clear from the baseline/final studies that 
many more women now know about prenatal care and believe 
that it is useful, more emphasis needs to be placed on the 
importance of early and continuous follow-up. 

Tetanus Toxoid Vaccine: The percentage of women who
 
delivered who '-ad received at least 2 doses of TT increased
 
from 	baseline 53% (controls) and 44" (cases) to final 61% 
(controls) and 67% (cases). The manual information system
 

°
 registered 84%, 83%, 85 - and 74% for the last four quarters.
 
The project goal of 50% of detected births with a minimum of
 
2 doses of TT was surpassed.
 

Nutrition: not able to assess or monitor weight/diet.
 

Received Ferrous Sulfate: The percentage of identified
 
pregnant women who received at least 30 tablets of ferrous
 
sulfate in their second or third trimester increased from
 
17% (baseline-controls) to 51% (final-controls); and, 15%
 
(baseline-cases) to 45% (baseline-controls). The manual
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information system confirms this with 83%, 56%, 61% for the
 
last three quarters. (The data from the first quarter,

July-October, 1992) were not complete.) The project goal of
 
50% was surpassed.
 

Birth Attendants (trained vs untrained): The case-control
 
study could not detect whether family members had been
 
trained in safe birth techniques. The manual information
 
system births registered that 47%, 70%, 52%, and 64% of
 
detected births during the last four quarters respectively
 
were attended by trained birth attendants (trained husbands,
 
mothers, parteras, nurses, doctors, etc.). The project goal

of 50% of detected births being attended by trained people
 
was surpassed.
 

High risk patients referred: The manual information system
 
6 for-tl last year registered that 13% of women identified as
 
Nigh risk,;during pregnancy received referral follow-up care
 
7 b frmal health system (health post or hospital). The
 

goal of 20% was not achieved. However, with the recent
 
training of parteras at San Gabriel Hospital, SC/B
 
anticipates that referral will increase during the next
 
year.
 

Place of birth (home vs health facility): The place of
 
birth according to the baseline and final studies was as
 
follows:
 

BASELINE FINAL
 
Cases Controls Cases Controls
 
(n=75) (n=151) (n=31) (n=135)
 

Woman's Home 89% 96% 77% 84%
 
Woman's Mother's House 4% 1% 7% 8%
 
Health Post 0% 2% 3% 2%
 
Hospital ?* ?* 3% 4%
 
Other 4% 10%
1% 2%
 
Missing 3% 0% 0% 0%
 

* The option "hospital" was not included in the
 
questionnaire. In the 1993 study, hospital was entered in
 
the "other" category and tabulated. In the original study
 
in 1990 the "other" responses were not tabulated for the
 
report and original questionnaires were not available for
 
consultation.
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Use of safe birth kits: This activity was not contemplated

in the DIP so no project goal was set for this indicator.
 
However, the manual information system indicates that of the
 
women who delivered within the last year, 36%, 33%, 25% and
 
26% respectively for the last four quarters used a safe
 
birth kit.
 

Immediate breast-feeding: The percentage of women who
 
delivered who Breast-fed immediately (within one hour)

increased from 25% (baseline-controls) to 50% (final
controls). The manual information system confirms this with
 
41%, 	59%, 54%, 62% for the last four quarters. The project

goal 	of 30% was surpassed. Baseline cases who received
 
immediate breast-feeding increased from 11% 
to 32% (final
cases) but because the sample size was small this change is
 
not statistically significant.
 

Post-partum visits: 
 The percent of women who delivered who
 
received at least one post-partum visit, according to the
 
manual information system were 77%, 83%, 60% and 55%
 
respectively fgr the last four quarters. The project goal

of 50% with at least two visits was not achieved since only
 
very 	few women received two visits. The case-control study

did not include this question.
 

Received Vitamin A (post-partum): The percent of women who
 
received a megadose of Vitamin A, according to the manual
 
information system were 48%, 52%, and 55%
40% respectively

for the last four quarters. The project goal of 50% of
 
detected post-partum women with a megadose of vitamin A was
 
achieved. The case-control study did not include this
 
question.
 

QUALITATIVE FINDINGS OF THE SERVICES COMPONENT
 

The qualitative findings related to the services component
 
are based on:
 

1. 	 Personal interviews with pregnant women, women of
 
reproductive age, parteras, husbands and MOH personnel; 

2. 	 Group discussions with women's groups, local
 
authorities, parteras using a variety of participatory

techniques such as story-tel-ing, pile-sort

intervention cards, etc. (see Methodology Section).
 

The findings are presented by type of group interviewed.
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a) Pregnant Women
 

During the evaluation, 8 women between 2 and 8 months
 
pregnant were interviewed (three of the women had not
 
participated in project activities). Of the 8, 5 were in
 
their final trimester. The majority identified their
 
pregnancy because they missed a period and half because of
 
nausea and vomiting. 62.5% of the women reported receiving

their TT vaccine 4 or more times and 87% reported 2 times or
 
more. Half of the women interviewed had at least one
 
prenatal visit with the SC/B field supervisor or by the
 
auxiliary nurse in the health post, with an average of 2.5
 
visits per person. All of the women that had received
 
prenatal care reported that they were satisfied with the
 
quality of the service.
 

Five of the 8 women interviewed are using the Women's Health
 
Card developed by the project. They use it to "record their
 
vaccinations, for the women's calendar, and to have the
 
person who does their prenatal care fill it in".
 

When we asked about danger signs during pregnancy only one
 
woman could remember 3 signs; one could remember 2 signs and
 
three could remember one sign. Regarding tetanus prevention
 
in the newborn, one woman of the eight could cite 2 ways;
 
one cited "by giving vaccines to the mother"; and five did
 
not know.
 

Knowledge of nutrition was very low in the pregnant women
 
who were interviewed. One woman spoke of the 3 food groups
 
and another said that "one should eat fruit, milk and
 
beans". Their present diets were not adequate. An analysis
of the foods consumed in the last 24 hours demonstrated a 
lack of calcium and protein. Almost two thirds of the women 
also lacked sufficient intake of carbohydrates. One woman
 
indicated that she was taking ferrous sulfate.
 

In the 8 women interviewed, confusion existed regarding the 
symptoms of post-partum sepsis in the mother and danger 
signs during the delivery. Half of the women could not name 
at least one clanger sign during delivery. In the majority
of the cases the action th-it they said they should take is 
to look for help from the partera or go to the hospital. 

The majority of women were able to name at least 2 steps in 
care of the newborn. Half of the pregnant women recognized
 
pneumonia in the newborn by cough and fever. Almost all of 
the eight women are planning to give birth at home and one 
in the hJospital. of those that plan to give birth at home, 
half indicated that they will be attended by their husband
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or mother and half by the auxiliary nurse or the partera
 
(someone trained in safe/clean birth) and one by a doctor
 
from the MOH. Only very few of the women were preparing the
 
necessary things for a clean birth.
 

b) Community Men and Women
 

Using stories about maternal and neonatal health problems,
 
we saw that the majority of men and women demonstrated good
 
knowledge in relation to good and bad practices related to
 
delivery, post-partum and care of the newborn practices. in
 
general, the women demonstrated a higher level of knowledge
 
than the men.
 

The stories indicated that knowledge was the weakest in
 
wrapping the newborn and calling the partera for retained
 
placenta.
 

The women's anc. authorities' groups prioritized project
 
interventions using drawings representing 16 activities of
 
the Warmi Project. The following results from 8 communities
 
in the 3 zones were obtained:
 

Women (n = 161) said that the Organization and
 
Strengthening of women's groups, Family Planning, Clean
 
Birth, Prenatal Care, and Literacy were the five most
 
important project interventions.
 

The authorities (men = 53 women = 2) indicated that
 
the Organization/Strengthening of women's groups,
 
Family Planning, Clean Birth, and Literacy were the
 
most important project interventions from their point
 
of view.
 

The husbands (n = 37) said that the most important
 
interventions of the project were the Health Card-for
 
Women, Referral System, Safe/Clean Birth and Prenatal
 
Care.
 

Family Plan ning
 

Although no formal baseline exists for the project regarding 
family planning, studies in other rural areas similar to 
Inquisivi where no access to "modern" methods existed (DHS, 
1989) showed virtually no recognition of PP methods. 
Individual interviews with husbands, women of reproductive 
age and parteras during this Ova luation demonstrated that 
the majority knew of at least three methods without 
prompting and recognized most other methods when they were 
nientioned. 'The demanI Ior I m i Iy 1 oni i nj '-ervices is hicgh 
and when services were available (SOPACOP) 32% who attended 
educational sessions opted to use a method.
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Women of reproductive age and men were interviewed about
family planning methods. Of the 14 men and 29 women who
 
were interviewed in the 3 zones:
 

The methods mentioned most frequently and spontaneously were
the IUD, the pill, and condoms. The average number of

methods mentioned spontaneously was 
3, with more methods
 
mentioned in Licoma.
 

The methods recocinized most 
frequently were breast-feeding
and withdrawal. Rhythm and/or steri 1 i zation (mascul ino or
feminine) were recognized by a minority of the persons

interviewed.
 

Of the few peoile that indicated having used some method at
 some time, the methods which the man, the woman or 
the

couple have used were tile IUD, withdrawal or rhythm,
condoms, pills and breast-feeding. In all categories,

Licoma zone wa.s the highest. 

KNOWLEDGE AND PRACTICES OF HEALTH SERVICE PROVIDERS
 

a) Parteras
 

Indicators:
 

27 parteras (11 men and 
16 women) were interviewed. They
have between less than 
1 and 40 years of experience, most

having begun in 1990-1991 with the Warmi Project. The 
parteras have attended between 1 and 100 births with 16attending 6 births or Themore. majority provide at least 2
prenatal visits per patient.
 

Training \C 

18 of the parteras that were interviewed had attended

training at San Gabriel Hospital. One also said that he hadbeen trained originally several years ago by the MOH.
said that they can use what they learned at San Gabriel 

16 
in

their work. For example: 

"They reinforce good hygiene, knowledge, techniques and careof the newborn." Two parteras said that they could not use
what they had learned due to lack of equipment. The
majority (19) reported that they did not possess a medical
kit or that whit they had was not complete. There were manyrecommendations to improve the partera's kit. Among those 
most often mentioned to add to the kit were gloves, pincers,
scissors, bulb aspirator and pinard (fetoscope). (SC/B

provided fetoscopes, baby scales and measuring tapes to all
 
participating parteras.)
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Complications Experienced by the Parteras
 

The majority of the parteras (16) had no complications. But
 

those that did experience complications reported the
 
following:
 

- Retention of the placenta (4)
 
- Malpresentation (hand or foot) (4)
 
- Hemorrhage (3)
 
- Feto-pelvic disproportion or prolonged labor (3)
 

- Presentation of the umbilical cord (2)
 

Actions Taken by Parteras In Response to Complications
 

The actions taken in the majority of cases were correct, but
 

some parLeras reported incorrect actions when presented with
 

retention of the placenta, presentation of the hand or cord
 

and prolonged labor, although it is not known if these
 

problems occurred before or after their training in the
 

project. Ten of the parteras had not referred any patients
 

because they had not experienced any complications.
 

TECHNICAL KNOWLEDGE OF PARTERAS BY THEME
 

Sepsis
 

When asked about maternal sepsis, the signs and symptoms
 
indicated most frequently by the parteras were fever and 
headache. Almost half of. the parteras could name 3 symptoms 
of maternal sepsis. 

22 parteras said that the action that they should take in
 

these cases of sepsis is to go to the hospital or the health
 
post.
 

Neonatal sepsis was often confused with other problems (such
 

as neonatal tetanus).
 

The signs most frequently indicated were that the newborn
 

won't nurse, doesn't cry loudly, or shivers {fever). Very
 

few could name 3 signs of neonatal sepsis. Again, almost
 

all the parteras indicated the necessity of taking the
 
newborn to the health post.
 

Family Planninq
 

The parteras also demonstrated knowledge of "modern" methods
 

of family planning. The methods mentioned most often by
 

more than three-fourths of the parteras were the IUD,
 

condoms, or the pill. More than half mentioned all three
 

methods.
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The use of family planning methods by parteras or their
 
partners at some time previous to the interview was much
less than their knowledge. The methods used at 
some time
 are in general natural methods such as rhythm/calendar or

withdrawal, but used by very few.
 

Prenatal Care
 

Some of the parteras demonstrated a high level of knowledge

of what one should ask/counsel during a prenatal visit.
Others demonstrated weak:nesses that need strengthenincj
through follow-up and/or more training. 

Of the 27 parteras interviewed:
 

>90% said that it was important to provide counseling
 
on nutrition (ie 3 food groups);
 

>80% said that it was important to ask the client about
 
the date of her last period and to tell her that she
 
should get her TT vaccine;
 

>70% said that they ask what the client is eating,

discuss the importance of iodized salt and symptoms

of pregnancy;
 

>50% coun!sel on the importance of breast-feeding,

safe/clean birth and recommend ferrous sulfate;
 

>40% ask about the age of the pregnancy, number of
 
pregnancies, current problems and referrals; and,
 

>Less than 40% ask about who will attend the birth; ask

about abortions, previous problems, twins (past or

present), fetal movement, edema, hemorrhage, pain on

urination or give counsel regarding hygiene.
 

Partera's fees vary by 
zone. In Inquisivi zone nobody

charged to attend a birth. 
 In Licoma zone, 4 of the 10 
parteras charged between 5 and 20 Bolivianos (U.S $ 1.20 to4.76). In Circuata zone, the 6 parteras charged between 10

and 25 Bolivianos (U.S. $ 4.20 to 
5.95) per birth.
 

PARTERAS AND VI9E REFERRAL SYSTEM
 

Links with the MOll
 

23 of the 27 parteras are 
in contact with the auxiliary
 
nurse or the MOIH doctor. FJ.ve reported frequent contact, 7
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some contact or when the auxiliary is present, and the
 
others infrequently or when there is an emergency.
 

Almost all of the parteras referred all of their patients
 
for the TT vaccine. The majority of the pregnant women
 
referred received their TT vaccine from the MOH and a
 
minority from SC/B supervisors. Others received
 
vaccinations from the partera or the promoter during
 
campaigns.
 

The majority of the parteras were not yet using the Women's
 
Health Card because they had not yet received it.
 

Strengthening the Referral System
 

The parteras reported that they send their clients for their 
TT vaccine, generally to the MOH health post or hospital. 
They also have contact with the auxiliary nurse, although
 
many of these contacts are when emergencies occur.
 

Four MOH staff (in the 3 zones) were interviewed. They had
 
worked in Inquisivi between 5 months and 26 years. All of
 
them said that the project provides information to the 
national health information system (SNIS) but that the data 
vary. All of them receive data regardi g jprenatal care, TT 
vaccine and Vitamin A post-partum. The other data including 
births, training/edication of women's groups and 
reproductive health are received by some but not by all. 
The majority of the staff had not received the Women's 
Health Card yet.
 

Two MOH staff stated that they had received patients with 
complications referred by the Warmi project. Only one 
patient's problem was resolved by the health post; 3 were 
refer-red to the District Hospital in Quime. They reported 
the need to refer to Quime "due to the insufficiency of 
equipment and Lack of sterilization". However, the 
equipment in the Quime Hospital is not adequate to attend 
many complications. The doctor in charge of the hospital 
informed us that the Quime Hospital had only attended 10 
deliveries (normal and complicated) in the last 12 months. 

The recommendations from the interviews with MOH staff for
 
the project were numerous and include:
 

- "That SC/B always coordinate with the District staff, 
so that in the future all the health programs come out 
well . " 

- "More coordination with the MOH - for example, name 
someone to assure the coordination and programming."
 

66
 



- "That there be more support in materials, supplies and 

transport."
 

"There has to be interest in coordinating."
 

"Give some personal incentives."
 

- "Dedicate their activities in specific areas either in 
health or in credit or in education."
 

- "Promote to the people to come to the health post (with 
money) and do follow-up of the patients that have been 
referred, don't just leave them." 

- "The parteras should refer to the health post so that 
the people receive a better orientation. They should inform
 
us of problems in their communities so that we can program
 
better."
 

- "That they help us with their vehicles for 
transportation of the patients to the different health
 
centers either in Irupana or to Quime." 

- "Development of fairer schedules." (not specified) 

- "When authorities; come, they say one thing and do 
another. lHelp with the vehicles to do visits to the 
communities."
 

- "Constant change of personnel, loss of continuity, they 
don't express the philosophy of SC/B." 

The irterviews suggested that coordination with the MOH 
could be much improved. One auxiliary commented that she 
never attended a meeting of a women's group in his community 
because she didn't know when a meeting was to take place. 
She doesn't make promotional visits in the community and 
commented that very few people go to the hospital for 
reproductive health services, only to ask about SOPACOF. 
The Co-Director of SC/B commented that the MOH staff are 
always invited to the monthly and quarterly planning 
meetings but often do not attend. 

b) SC/B and MOHI Staff
 

Indicators:
 

As part of the evaluation, 4 MOIl staff and 12 SC/B staff
 
took an exam of their knowledge in maternal and neonatal
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health. The average score for the MOH staff in the three
 
zones was 69% (range 51% to 88%); of the SC/B staff the
 
average score was 88% (range 52% to 94%).
 

The areas where knowledge is lacking in the MOH staff are in
 
safe birth techniques, modern methods of family planning,
 
their contraindications and secondary effects, and the
 
difference between true and false labor.
 

The areas where knowledge is lacking in the SC/B staff are:
 
danger signs during pregnancy and steps to follow to respond
 
to these cases, and modern methods of family planning, their
 
contraindications and secondary effects. Also, on average
 
SC/B staff stated only three activities that one needs to do
 
in prenatal care.
 

MOil SC/B 
- 3 practices for safe birth 1 (25%) 11 (92%) 

- 2 reasons for the importance of 
safe/clean birth 2 (50%) 9 (75%) 

- 2 correct practices for 
neonatal care 2 (50%) 10 (83%) 

- 2 signs of high risk during 
pregnancy and birth 3 (75%) 10 (83%) 

- the difference 
false labor 

between true and 
1 (25%) 12 (100%) 

- 4 basic steps in the care of th
newborn 

e 
2 (50%) 8 (75%) 

SC/B, THE MOH AND THE REFERRAL SYSTEM
 

SC/B has experienced many problems in trying to obtain its
 
new agreement with the Moll. The MOll signature has been 
delayed months. There has also been a lack of coordination 
between the project and the MOll at the local level. The 
project wanted to respond to the needs of the communities 
but the hospitals and heath posts did not have thel 
equipment nor the infrastructure to serve its role in the 
communities. 

The inability of the MOll to provide services in reproductive
 
health caused the project to look for other local NGOs to
 
provide these services. SOPACOF was contracted to provide
 
family planning services in the project communities.
 
Although the community expressed much satisfaction with the
 
services (See Final Evaluation of SOPACOF) it was not
 
sustainable; when the contract with SOPACOF ended, the
 
services also ended. SC/B wanted to sign a new contract
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with 	SOPACOF but this was not possible without SC/B's
agreement with the MOIl. 
 There still exists a high demand
and interest expressed by community 
men and women. To
respond to this demand, SC/B is negotiating with the San
Gabriel Foundation to continue the services that SOPACOF had

provided earlier.
 

The hospitals and posts in the 
zones 
are not equipped for
maternal or 
newborn emergency cases. 
 The project is
developing a link with the San Gabriel Hospital in La Paz as
a reference hospital because looking for services in La 
Paz
was the only recourse. This strategy has mixed results.
This 	link was rade because the MOH could not 
respond to
these complicated cases 
and in order to have a specific
referral point that could give more 
emphasis to the needs of
rural women. 
 However, the need still exists to strengthen
the local institutions of 
the MOH. 
 The project can increase
training of the hospital and health posts; 
the MOH should
equip and renovate its hospital and health posts (perhaps
with 	funding from the Social 
Investment Fund (FIS)). It is
very far to thE- La Paz hospital and for this 
reason it is
important that the District Hospital and zonal health posts
which are considerably 
nearer be able to adequately treat
the majority of these cases, sending only the worst cases 
to
La Paz (a distance of approximately 5 hours 
from 	the Quime

llospital).
 

RECOMMENDATIONS
 

1. 	 Better coordination between the project and the MOH
 
- The La 
Paz Health Unit should sign the agreement


with SC/B;
 
-
 The Tres Cruces District staff 
(MOH) should attend


SC/B 	workshops and meetings to which they are
 
invited;
 

-
 Joint planning of activities, use of vehicles,
 
etc.; and,
 

- Joint supervision from the district level 
to the
 
zonal level, from the zonal 
level to the health 
post and from the health post to the community 
(parteras) 

- Strengthen hospitals and posts -- Equipment

and renovation by MoIl 
 (FIS) and knowledge/skills
 
by SC/B.
 

2. 	 Adapt the maternal and perinatal health norms to the
reality (morbi-mortality) in the rural areas
 

Train parteras in techniques that can 
save women's
 
and newborns' lives including:
 

-
External uterine massage for hemorrhage
 
- Application of TT vaccine;
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- Application of oxytocin in cases of retention
 
of placenta and/or hemorrhage;
 

- Provision of antibiotics in cases of sepsis and
 
then look for help from MOH staff;
 

- Community-based distribution of contraceptive
 
methods: pills, condoms, and vaginal foaming
 
tablets;
 

- Use of rehydration solution in cases of
 
hemorrhage.
 

Train "Matronas" (nurse/midwives) to work at the
 
level of the District Hospital to supervise
 
training and follow-up of parteras, incorporating
 
them into the formal health team of the MOH.
 

3. 	 Program more time for training of pregnant women, women
 
of reproductive age, men and parteras in the
 
communities and increase follow-up to ensure that they
 
have put into practice their knowledge. 

4. Change the nutritional focus for pregnant women to 
practical knowledge in the preparation of locally 
available foods, rather than theoretical training in 
the 3 food groups. Foods that are available locally 
should be used in effective combinations. For example, 
cereals and legumes for v, complete protein, eggshells 
for calcium, dark green leafy vegetables or carrots for 
vitamin A, etc.
 

5. 	 The MOI personnel should promote and provide 
reproductive health services in their hospitals, health 
posts and communities.
 

6. 	 It is imp)rtant for all to take advantage of the
 
technical workshops offered by the project to improve
 
their knowledge and the conduct of their work. It is
 
also important for the parteras to be supervised and
 
that all staff receive the same messages and
 
information.
 

VIII. HEALTHt TNFORMATIONSYSTEM (HIS) 

TIE__SC/IEALT_ INFRMATION SYSTEM 

The manual maternal HIS was implemented in November 1991 by 
the Warmi project personnel in order to detect and respond 
to women at risk in the communities and to monitor the 
progress of project indicators. Through this information 
system it was possible to have more detailed information 
about, and follow-up in, the communities. 

This IlIS helped field staff to develop their quarterly plans 
based on their consolidated reports. Every quarter, 
individual field supervisors consolidated their data with 
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those of their zonal co-workers and then presented and
discussed them with the SC/B management team (Co-Directors,
the Health and Nutrition Advisor, the Program Advisor and
the Impact Area Manager). 
 Monthly plans are developed at
the end of each month for the 
next month based on the
quarterly planning exercise. 
These instruments have shown
to be effective for planning and 
implementing the project's

activities.
 

The HIS is also utilized by the community and the women's
groups to determine who is 
in need of vaccination, prenatal
care, post-natal care, 
etc. However, the current
instruments 
(see section below) with the exception of the
women's health card, are not appropriate for direct
community use. 
 The development of appropriate maternal and
neonatal health and child survival instruments for parteras
and other community groups/individuals is an 
area that SC/B
would like to focus on 
in the near future, using the
experience gained from development of the women's health

card and the educational materials.
 

THE MANUAL INFORMATICN SYSTEM
 

The manual 
maternal and perinaual health information system
consists of the folloi.,ng instruments:
 

- Women's Hlome-Based lfoal th Card (Woman's Home)
- Vital Events Reporting Form 
 (SC/B field sup.)
- Women's Health Roster (SC/B field sup.)- Family Register Card 
 (Sub-zone office)
- Con.l;ol iId t Wnnmin'1 [n,  (Zona l Coordlin itor, 
Co-Di rector)- Nationa 1Informat ion Siystem (tO1! District level) 

The section below briefly describes each instrument. 

Women's Health Card
 

Tile women's home-based [leaIith card was developed by SC/Bwith women's groups in 10 communi' ies over a period of one
and a half years. The card's content and structure changed
enormously based on the numerous validations that itunderwent in the communities. The final version wasapproved by the MOll and was just recently distributed towomen's groups in April-May, 1993. 
 (See Annex 5-A).
 

Since this card must be used by the women in the community,it is necessary to train them in order to 
obtain the desired
result, and to 
test how it is used by tile women and whether
its utilization is beneficial 
or not over an extended period

of time.
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Vital Events Registration Form
 

The vital events registration form registers births, deaths
 
and probable causes of mortality. It is simple and complete
 
and should be utilized when a birth or death occurs in the
 
community so that these events are tracked appropriately.
 
(See Annex 5-B.) However, sometimes field supervisors will
 
register a birth or death in their roster and forget to
 
complete the vital events form.
 

Women's Health Roster
 

The Women's Health Roster was first implemented in November, 
1991. This roster originally contained several pages of 
indicators for each woman of reproductive age registered 
(see Annex 5-C). It is managed by the SC/B Lield 
supervisors. The roster was revie,.ed during the mid-term 
evaluation and was judged to be much too complicated. SC/B 
revised the roster, cutting it down to one page per woman. 
The new version (see Anne>: 5-D) was reviewed by all field 
staff and was printed and distributed only recently in May, 
1993. Ther-efore, it can not yet be determined how well the 
new roster responds to some of the difficulties encountered
 
in the earlier version. However, it was clear that a change
 
was needed since the evaluation team encountered many errors
 
in data entry.
 

Though the ros'ter was intended to be uSed for follow-up of 
individual pre(jnant women, there ,.-.,ere numerous cases of 
detected preg:i:incies that had no date of birth recorded. In 
the majority of case.s, this is prcbably because there are 
many places to register b]ilths (vital events form, family 
register and Child Roster) and the field supervisor did not 
register the birth in all places. This is a likely 
explanation, particularly clue to the fact that the child
 
rosters that fed into ProMIS (the computerized HIS) 
registered 708 births in the last 2 years and the Women's 
Health Roster only showed 336. 
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Family Register Card
 

The family register card is initially used in a general
census of the impact area 
(see Annex 5-E). It records

family demographic data by household. 
The cards should be
updated as ne; information is gathered (births, deaths,

migrations, e:-c.). 
 These cards hold information on the
population base. 
 In reality, it was observed that the cards
 
are sometimes not updated and are therefore incomplete.

This probably occurs because the cards 
are not held by the
field supervisors in the communities and 
are therefore
 
relatively static.
 

Consolidated Women's Health Roster
 

Every quarter, the information from the Field Supervisors'

rosters is summarized on the Consolidated Quarterly Roster
Sheet. This information is presented and analyzed by 
zone
(Inquisivi, Licoma/Circuata) during the evaluation and
planning meetings held in each zone at the end of everyquarter. Use this wasof form initiated in July, 1992. Itgreatly improved the accessibility of the information for

analysis and led to the identification of problem areas
need of extra programmatic attention. 

in
 
The form is presented
 

as Annex 5-F.
 

National Health Information System (SNIS)
 

SC/B field supervisors complete and submit monthly reports
required by the fii1 to the SC/B zonal coordinator who thenconsolidates all reports received and presents the
consolidated report to the District Director. Theinformation is discussed and analyzed at monthly (zonal/area
level) and quarterly (district level) Information AnalysisCommittee meetings. 
 SC/B zonal coordinators and MOH
 
district staf] attend 
these meetings.

The SHIlS form is presented as Annex 5-G. 

COMPUTERIZED SYS___EM 

SC/B manacles a computer i,(ld health information system known as "ProMi]:;"' wh i :h war. in:.ta ed in Octnober 1991 . The first cut of system data was completed in July 1992, due to lackof specialized personn,.] to run it )revioLIs to that date.
Designed primmrily for child 
smrv v,1 data , this systemallows SC/B to monitor and evaluate only a few., of the WarmiProject's indicators (number of 
women of reproductive age,
number of TT vaccines, numbOr of births/deaths and number ofprenatal care visits) All. other indicators must be 
consolidated manually.
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EFFICIENCY OF THE DATA COLLECTION PROCESS
 

In spite of the improvements introduced in the instruments
 
for 	data collection, several problems persist. It appears
 
that there are gaps in data collection/registration
 
evidenced by the blank spaces in the registers. Some of
 
these gaps may have resulted from the supervisor not having
 
access to the information. Others may be the result of
 
inadequate tnolow-up. In spite of periodic training in the
 
registration of data in the roster, this continues to be
 
problematic.
 

CONCLUSIONS
 

The HIS is a good instrument to identify needs; establish
 
priorities; plan, monitor and evaluate the program. It aids
 
decision-making, provides community health information, and
 
facilitates the supervision of health personnel such as
 
supervisors and promoters. However, the system was designed
 
with the intention of monitoring indicators at the field 
supervisor level and not at the community level. This
 
system will not be sustainable without SC/B presence.
 

The 	 introduction of zonal quarterly evaluation and planning 
meetings helped the project to identify needs and establish 
priorities. rhis strategy is renderincj positive results. 

With the hirinj of the programmer in July, 1992, to operate 
the new comput-ri :ed system, data collection and entry has 
improved, but there are still some problems with the use of 
the instruments. 

RECOMMENDATIONS 

1. 	 Field staff should continue to receive periodic 
training in how to fill out the rosters and other forms 
and they shou Ild receive Ieedhick on their individual 
work at least once every quarter. 

2. 	 It is important when preparing the quarterly 
consoli datcl reports that the information on the 
women'! and c hi](Irn''s rosters and Uamiity card 
registration cards coincide. 

3. 	 In general, there ;ire too many steps to register health 
information into the system. This process should be 
Consol i(i.ltr-i r 1 id ii ,,,i. 'Ilw, III:: , L i c(nm jll tho 
inIor1m1,i Oi rQ(,q i roIl by thlre i li't tlilnt5 (wollenl's 
r-os;t or, c_'I(II':- vit:,, ,vent,; Ior'mII) illtO onei rem.tr.1", 

n-n , o r l,t- lt-,i; -o not 1o,..t. For this reason, 
the IL;S . Ihou be zeC.IcJI 'e-orjani 
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4. 	 The space given for the date of prenatal care in the
 
women's roster should be larger.
 

5. 	 Change the term "Puerperal" to "Post-partum" which is
 
more easily understood by the field supervisors who are
 
in charge of filling out the registers.
 

6. 	The women's health roster should include a space for
 
the date of death.
 

7. 	SC/B should put into practice its vision of developing

with the communities simple health status monitoring

instruments that can be sustained by the community when
 
SC/B leaves Inquisivi Province in September, 1997.
 

8. 	Ongoing supervision of field supervisors 
is necessary
in order tc, improve the HIS and for staff to have
 
access to nore consistent and reliable information. 

IX. INTERINSTITUTIONAL COORDINATION AND COLLABORATION
 

To assess the Warmi Project's coordination and cooperation

with other inst itut ions, one shou ld cons ider how SC/B
generally works with other institutions. SC/B's policy is 
to work in collaboration and coordination with both public
and 	private institutions. The type of work agreement

established depends on 
the projects' objectives and the
 
needs that ar ,e a long the road 
. The Warmi Project needed
assistance trom a local IIGO (AYUFAM.1) to provide reproductive
health services, CIEC lor the design and development of
educational materials, and the 	San Gabriel F'oundation for 
training of parteras. SC/B participates in the PROCOSI

network of PVOs which promotes child survival and maternal 
health. 

The institutions with which SC/B coordinated activities
 
under the Warmi Project within the private sector are:
 
PROCOSI, AYUFAM, CIEC and the San Gabriel Foundation. In
the public sector, .;C/13 coordinated with the MOH La Paz 
lealth Unit and the District level staff'. 

PROCOSI 

SC/B belongs to. the llOC0I nvt.ork which glroups tell non
protit private voluntary organ ,;tions ..hich execute and/or 
s;ponsor cli 1Id urvivil ojt- in 1;I1 ii. lPOC'(T[ 
promotes in.stittutioional .stre(ngthening (A it-- memberUs throughcoordination, technical assistance, investigation and 
channel ig of inanc:i,t ] r( f;r)Li r s .'h ich supplort its members' 
progIra ll":;to hr-ln l it-ti,.' (.' i](Iren , w(Al'il alndl comtunities of 
Bolivia. 
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Under a previous AID Operz _ing Program Grant, SC/B rendered
 
legal and administrative support and then supported the
 
consolidation of the PROCOSI network. Now PROCOSI is
 
legally registered a- a Bolivian NGO, and SC/B is a regular
 
member.
 

For PROCOSI, tie Warmi Project is considered as "a very good
 
initiative whih should be replicated in the country. Women
 
in the rural areas are neglected and exploited; this project
 
is an alternative for women to organize themselves, to
 
improve their maternal and reproductive health." Besides
 
the impact in Inquisivi, the methodology utilized has
 
generated much interest in the PROCOSI network, especially
 
for institutions working in health in the rural areas. The
 
different findings in the network are constantly shared and
 
"the Warmi's methodological experience is surprising and
 
successful".
 

PROCOSI recognizes SC/B as an important member whose work is
 
responsible and effective.
 

AYUFAM
 

AYUFAM (formerly SOPACOF) is a non-profit public institution
 
whose objective is to contribute to improve the quality of
 
life of the family in Bolivia through execution of primary
 
care and reproductive health interventions.
 

SC/B and AYUFAh established a working Agreement in August, 
1991 which also involved the MOll (La Paz Health Unit). The 
objective wa,. to providle roprodictive health services in 
r-et~on . , t(, t'I ni . IhpIu t. Iniw, I l It/ .',('n ii i t, W.irmi 
Project autod igjnosi;. AYUIAM..,as respon-;ible lor o.tering 
reproductive health services in [nquisivi, Licoma and 
Circuata zones; training the ;C/b sta t; and for c iving 
educational talDs and counsel i nCJ to organized community 
groups, adolescents in school and individual couples
 
desiring more information.
 

There were two important achievements in this work from
 
AYUFAM's perspective: the first referred to was "the
 
improvement of community health" and the second "allowed the 
definition, testing and execution ol strategies and 
reproductive health activities in the rural area, with the 
possibility o1 replicabi I ity." 

The only problem they encountered was with their information 
system. They were unable to accurately register the number 
of participants who attended education sessions and had 
difficulty recording continuing contraceptive method users. 
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The only recommendation from AYUFAM for the future is that
 
in the "next agreements, activities, objectives, supplies,

medical equipment, etc. be defined in conjunction with the
 
MOH La Paz Health Unit in order to avoid unrealistic
 
expectations."
 

CENTER FOR INTERDISCIPLINARY COMMUNITY STUDIES (CIEC)
 

CIEC is a non-profit Bolivian NGO that works in the areas of
 
training, educaLion, materials development, investigation 
and evaluation.
 

CIEC conducted the mid-term evaluation of SC/B's Warmi
 
Project in April 1992. A much closer working relationship

between SC/B and CIEC originated from this initial activity.
In August 1992, CEC and !;C/B sJqned a Ii>xed-pr ice agreement
Ior t.11- deve 1o! m,.ll , t,.'t '111j ,il)(1 t['l ilii 1l(J ill 1 114 L!:'. O f 
materials -orthe Wa-rmi Project. 

The CIEC Director descr i hod the work with ,;C/B as a
 
tremendous undoertaking. Ai; di.scussecd in the IEC section,
 
the participatory proce;s involved in the mater ials'
 
development was much moare iatenfive anti e>:tensyive than
 
oriiginally envisioned. 'h'lle materia : wer eveloped and
 
tested witlh won r Iroup. in each zon a. the Partera 's
, wai 
Manual with parteras trom eacho zone. ClI C worked in teams 
with the women's group: constintI, rev .in g the documents. 
Thi_ process is] crucial ill ellsl-in(j the1(2 tucCess; O the use of 
the materials. In alddition, the time planned for completion 
of the activitie! w. s I'a r t-oo short. 

Production o tthe wo1e': kl was Iirthler delayed due 
to problems with the graphics designer. It was necessary to 
find a new professional able to draw similar designs in a 
similar style. 

In general, CIEC had no compla i nts regarding the 
administration of funds or lines of communication with SC/B.
The two orcqanizations have close -el ations at both the 
director and Iield level!s. 

Through its involvement wit the Wacmi 'roject, CItEC has 
strengthened its institutional skills in the desicn of 
materials for a rural population. 'The institution 
acknowledges all that it has gained from the process. CIEC 
personnel speak very hJghly of their experience in inquisivi
and are now emphasizing the participator-y methodology i" 
materials development with its own personnel. 
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SAN GABRIEL FOUNDATION
 

The San Gabriel Foundation (FSG) is a non-profit Bolivian
 
NGO that provides health services and education in one
 
district in the city of La Paz. The Foundation has a
 
tertiary care hospital and nine clinics in the district.
 

There have been two agreements between FSG and SC/B. The
 
first was to provide technical training within FSG's
 
training center to parteras from Inquisivi and to be a
 
referral center for complicated cases from Inquisivi. The
 
second contract, in negotiation, is to provide family
 
planning services and education in Inquisivi Province.
 

After some initial problems, the partera's training appears 
to have gone smoothly. Initially, there were serious 
cultural conflicts between the parteras anc FSG personnel. 
A lack of understanding of the parteras' experience, beliefs 
and customs on the part of FSG personnel accounted for the 
feeling of lack of acceptance by the parteras. FSG has 
since rectified the problem with internal sensitivity 
training for its own personnel. There is an attempt to 
respect the practices that have no impact on pregnant 
women's health and modify those that do harm. By the third 
group of trainees, relations had improved considerably. The 
quality of L-ra in i g var ies lepending on the number of 
institut.ional births a partnrai is able to assist. The 
parteras do not practice their profession at FSG but are 
present to observe every step. 

Out of this experience FSG commented on a new awareness 
raised by the parteras regarding the treatment of women 
during the birth process. It is customary for a partera to 
assist with a pregnant woman from the first sign of 
contractions. In F1G, as In much urban mecl ica1 practice, 
the pregnant woman is assignedl to a nurse and the doctor is 
only present to deliver the baby. FSG is initiating an
 
internal dia1ogue to explore ways to "humanize" the process 
within its hospital. 

Both FSG and SC/13 mentioned the conflict between practices 
based ol medical technology and practices in areas with few 
resources. Early in the training, the midwives came away 
with raised expectation; of all the equipment and 
accessories necessary for a healthy birth. These would be 
impossible to n itusta nqti'isivi . OiI)iscuss ions between 
SC/B, and l'7C retucjlht l out ,i i:inrn the t-raining;ii 
the curriculu. WLIS mOd it ied s;1 iqlt. ly to accommod ate a rural 
real ity. 

There were no adminis-tr-atiyive problems between SC/B and FSG 
and communication appears cluite open. FSG is very positive 
about its linkages with other institutions. The institution 
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is open to learning from its experience with others,
 
avoiding duplication and using resources efficiently.
 
"Institutional linkages are tundamental." 

FSG is currently conducting an internal evaluation of the
 
training experience with SC/B. The institution will be very
 
interested in the findings and their importance for the
 
Training Center. (FSG is one of 6 national reproductive
 
health training centers). Although this training course was
 
initiated by SC/B, FSG foresees further possibilities in
 
strengthening the Training Center and in its ability to
 
offer similar training to other organizations.
 

LA PAZ HEALTH UNIT (MOH_
 

The Warmi Project area is a part of the Tres Cruces District
 
of the La Paz Department Health Unit. The MOH has a 
hospital in Quime and health posts in Inquisivi, Licoma and
 
Circuata. It has a doctor and a nurse auxiliary in 
Inquisivi and Licoma, a nurse auxiliary in Circuata and some 
health promoters in the rural communities. Its 
infrastructure is minimaI, with little equipment and 
supplies.
 

SC/B has tried to work jointly with the Health Unit but this 
has not always been possible. In some areas, the Health 
Unit's personnel and (;C/B's personnel are able to coordinate 
in some activities, such as "integrated fairs" and
 
vaccinations. In the majority of cases, SC/B makes
 
referrals to the Health Unit.
 

SC/B intended to involve the MOH District staff in 
interventions which would have an impact on health in the 
different communities. However, the District's 
organizational structure is very narrow and its personnel 
find it difficult to leave the health facilities. With some 
exceptions, they almost never accompany SC/13 or field visits 
and rarely attend the monthly and quarterly planning and 
evaluation meetings to which thry are invited. 

RECOMMENDATIONS FOR INTERINSTITUTIONAL 
COORD INAT ION/COLLA BORAT ION 

SC/B should:
 

- C - ntin i,, i ntrpi)n t I ,a r(I-jl i t ir n 1]'Iic'y 
within 

network.;s and with iidivi(ual in:t itut-ion's;
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Share the Warmi Project's achievements with institutions
 
with similar characteristics (community focus in rural
 
areas)
 
for replication;
 

Search for private institutions which could provide
 
reproductive health services in the impact area until MOH
 
services ar? able to respond to community demand for
 
these
 
services, and,
 

Develop working agreements with other HGOs that can 
benefit from SC/B's Warmi Project experience (technical
 
assistance, etc.).
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X. ADMINISTRATION AND LOGISTICS
 

The administration of SC/B's projects is based 
on an
 
organizational chart (see next page) which delegates
 
decision-making to zonal quality circles in which each
 
person has responsibility for the efficient and effective
 
functioning of the whole team in the zone.
 

The inherent exchange of ideas in the decision-making 
process among the different persons involved facilitates the 
work and results in an adequately functioning system. Any
improvement or modification can be made and/or implemented 
in the shortest time possible. 

All procurement requests must be received 15 days prior to 
the date that materials are needed so that three price 
quotes may be obtained and budget made available for the 
purchase. The project has not experienced any undue delay 
in procurement. 

Zonal quality circle problems that involve decisions that 
affect institutional policy and overall institutional 
functioning must be referred to the La Paz office Executive
 
Committee.
 

Standard opelrating procedlur,:' have not ch,-linged sirnificantly 
since the mid-term evaluation. For more detail regarding
administrative procedures, see the Mid-term Evaluation 
RePo_-t, 1992.
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INSERT SC/B ORGANIZATIONAL CHART HERE
 

82
 



XI. BUDGET AND COSTS
 

The three year life of project budget versus actual expenses
 
is presented in Table 14 below by line item.
 

Table 15. Budget versus Actual Expenditures
 

LINE ITEM APPROVED BUDGET ACTUAL EXPENDITURES
 

PERSONNEL $ 140,019.00 $ 137,184.78
 

LOCAL CONSULTANTS 19,760.00 19,386.53
 

TRANSPORT 28,180.00 
 27,843.15
 

SUPPLIES/MATERIALS 30,630.00 
 33,116.10
 

COMMODITIES/EQUIPMENT 1,800.00 
 1,796.96
 

EVALUATION 2,000.00 2,544.23
 

OTHIER Dl RECT COSI.S !0,180. 00 20,104.96 

TOTAL DIRECT COSTS 242,569.00 241,976.71
 

Note: Overhead calculated at Home Office in Westport.
 

XII. SUSTAINABILITY
 

From the beginning, project staff incorporated activities
 
and strategies to maximize the chances of sustainablity. 

At the community level, the project strengthened the ability

of women's groups, partera associations, and community
 
councils, to identify and prioritize their problems, and to
 
plan together to resolve these problems. Many communities 
have begun to implement their plans. As each plan is 
realized their vision e>:pands :nd their confidence in 
developing themselves and their (2ommuni ties also expands.
This process was clearly reflected %.hen observing these 
groups in problem priorit-i:'ation, and in their express ions, 
drawings, and plans for the future. 

The "partera", created in pa rt by Wiarm. in response to 
community requests, has become an established and valued 
member of several Communities. Many call her at the time of 
birth, recognize her tr ininj and skills, and pay for her 
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services. Some community councils are in the process of
 
providing a birthing room where they may practice. Other
 
communities have insisted that there be 2 parteras in each
 
community, (one in training), so that if one dies or moves
 
away, another can play this important role. Commitment in
 
some communities to the objectives of Warmi in the form of
 
providing funds and space to the parteras, was seen by the
 
evaluation team as a strong indicator of sustainability.
 

The greatest constraint to sustainablity is the lack of
 
services to meet the demand created by training and 
education in maternal and neonatal health. The project,
 
with due consideration to sustainablity, did not provide 
direct services but rather referred to Ministry and Bolivian
 
NGOs to provide these services. However, the quality and
 
accessibility cf these services is insufficient to meet the
 
needs of the communities. Family planning supplies are not
 
regularly available, and SC has had difficulty renewing the 
contract to make these services available through a Bolivian 
organization. MOH norms prohibit community-based 
distribution by parteras of all family planning methods, 
with the exception of condoms. Moreover, the norms also 
prohibit the partera to use antibiotics, o>ytocin, and IV 
solutions, which restricts the ability of parteras to 
stabilize women at risk of dying from childbirth before 
reaching the hospital. Even the administration of TT 
vaccines is limited to medical staff who are clinic-based.
 

Existing services for secondztry and tertiary referral are
 
inaccessible, due to distance, cost, and a lack of
 
facilities, equipment, drugs, and sometimes qualified 
medical staff.
 

In sum, demand and aw.reness for safe and wanted pregnancy 
and delivery has been creatod, yet the resources needed to 
meet this demand are inadequate. 

RECOMMENDATION
 

Together with other HGOs and perhaps even the communities, 
Save the Children may try various s trategies to increase the 
quality and access to needed meclical services. Strategies 
may focus on improving community-based access to family 
planning, drugs- which treat sepsis and hemorrhage, and the 
re-introduction of a "Matrona", who will act as a link 
between the District HospitDl and the community. Such 
changes in national norms would have a tremendous impact on 
maternal health, and the sustainablity of maternal and 
neonatal health objectives.
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XIII. REPLICABILITY
 

If funding is secured 
for phase 2 of the project, SC/B will

place greater emphasis in sharing lessons 
learned and
providing assistance to other organizations who have
expressed an interest 
in replicating program components.

Moreover, the education materials and monitoring and

evaluation systems will also be widely shared.
 

Already the following groups have expresser interest in

replicating parts of the project:
 

- PLAN Sucre and Altiplano
 
- CARE
 
- CARITAS
 
- Andean Rural Health Project
 

Moreover, UNICEF has expressed interest 
in reproducing the
Warmi women's health card for wider distribution.
 

Save the Children plans to work with PROCOSI and the
Community Child IHealth 
(CCH) Project to identify ways for
interested NGOS to collaborate together to replicate project
 
components.
 

Persons trained by Save the Chilcren in the Warmi projectwill be great resources for replicating program components.

Women community members will be able to train women fromother communities. 
 And SC/B technical staff based in the
field and La 
Paz will be excellent resources 
to provide
technical support to others 
interested in implementing such
 
a project.
 

The estimated cost of replication is calculated below (Table
25) 
and is based on a variety of assLmptions which are

explained. PVOs interested in 
replicating the project

should take into account their own particular population
characteristics and institutional operations and make 
adjustments accordingly.
 

Perhaps most importantly, if PVOs 
are to maintain the
participative spirit of this project, it 
is quite possible
that other interventions not contemplated below will have to
be added or substituted. 

Estimated_ ProjectCosts 

Assumpt ions-: 

- 100 communities with women's gr.oups 1n each community
(avg. 20-25 women per group= 2,000 women of reproductive 
age) 
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- Amount of materials needed are estimated for both women
 
who are members of groups and women who are not members of
 
groups (total approx. 6,000)
 

Staff includes:
 
- 1 Project Coordinator
 
- 15 Field Supervisors (avg. 1 per 7 groups)
 

- Travel costs are shared among other projects in same
 
communities
 

Table 16. Illustrative Cost of Project Replication
 

COST OF PROJECT REPLICATION IN 100 COMMUNITIES
 
(Illustrative)
 

Salaries/Benefits
 
1 Coordinator 

15 Field Supervisors 

Admin. Support 


Travel/Per Diem
 
Gas (400 kms/mo) 

Vehicie Maintenance 

Per diem: Workshops 


Materials/Supplies
 
Women's Health Cards 

Women's Booklets 

Partera Manuals (200) 


Year 1 


$20,000 

58,500 

5,265 


1,800 

450 


3,000 


1,800 

6,000 

3,000 


Safe Birth Kits(2,000) 2,000 

Partera Kits (200) 2,000 
Training Materials 1,000 

Other Direct Costs 
Reproduction 1,200 
Communications 1,200 
Miscellaneous 500 
Evaluations (mid/final) 0 


GRAND TOTAL $107,715 


Year 2 


21,000 

61,425 

5,528 


1,890 

475 


3,150 


0 

0 

0 

0 

0 


1,000 


1,260 

1,260 


500 

3,500 


Year 3 Total
 

22,050 63,050
 
64,496 184,421
 
5,805 16,598
 

1,985 5,675
 
500 1,425
 

3,310 9,460
 

0 1,800
 
0 6,000
 
0 3,000
 
0 2,000
 
0 2,000
 

1,000 3,000
 

1,323 3,783
 
1,323 3,783
 

500 1,500
 
3,500 7,000
 

100,988 105,792 314,495
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XIV. CONCLUSIONS
 

In conclusion, the Warmi Project achieved most of its

objectives as stated in the Detailed Implementation

Plan and the Field Agreement with JSI. 
 All project

products were delivered, as well as many that were not
 
originally contemplated.
 

A new methodology of working with rural 
women with
little 
access to health services was developed, tested

and implemented. Although three years is 
too short a
period to make definitive statements, it appears to be
 an effective, relatively low cost, although human
 
resource intensive model.
 

A follow-on project to test the efficacy of the
materials just completed at 
the end of this project and
 
to test the replicability of the model to other areas
 
of Bolivia is recommended.
 

XV. RECOMMENDATIONS
 

Many important specific recommendations have been made

throughout the text of this report. To avoid
repetition, this section will only present general

recommendations which attempt to synthesize the essence
of the specific points mentioned earlier. 

1. The project has wor).led witlin the existing
Ministry of Health norms and has demonstrated positive
trends toward reducincj maternal, perinatal and neonatal
mortality. However, much more could be done to furtherreduce the high mortal i ty rates if norms were adapted
to the rural context anc human resources available. 
Parteras couid play more of a role in stabilizing

patients withl life-threatening complications (manual

extraction of placenta, use of oxytocin 
 in cases of 
severe hemorrhage, use of antibiotics for puerperal

sepsis, etc.) and could serve as community-based family
planning service providers of at least some methods.
The revival of "niatronal" (nurse/nidwife) training 
 and
certification is recommenide .c;o that this valuable 
member of the health team can help supervise and
 
support community parteras at 
the district level.
 

2. SC/B's participatory, community-based approach
(autodiagnos s, planning together, implementation andparticipatory evluation) is a simnple model that has
been effective in increasing women's and their
families' awareness of maternal and neonatal health
problems and provides a framework within which to 
generate realistic solutions at 
the community level.
It is recommended that this approach be tested by other
PVOs to determine its replicability to other similar 
rural areas. 
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This approach can only be effective if donors who fund and
 
implementors who execute these efforts are flexible to
 
respond to community needs as identified by community
 
members. The Warmi Project was fortunate to have had this
 
financial and programmatic support from AID/Wa.hington and
 
Bolivia, John Snow, Inc., Save the Children and its local
 
counterpart organizations.
 

3. Women's self-esteem and empowerment play a large role
 
in whether women, and their families, choose to seek
 
adequate health care-- if women value their life/health they
 
are more likely to seek these services to save their lives.
 
The process of women's empowerment is an inuegrated one that
 
involves access to information through education, access to
 
economic resources, etc. Though reduction in maternal
 
mortality requires adequate health services, these services,
 
even when well staffed and equipped are only effective if 
women arrive. The "Pathway to Survival" model (see Annex 6) 
as developed by Dr. Alfred Bartlett .ith the SC/B team does 
not begin at the hospital door, but rather the hospital is 
nearly the last step in a very long and complicated 
personal, social and cultural process. Institutions that 
choose to implement a program to reduce maternal and 
perinatal mortality should either address these issues 
directly or should coordinate with other institutions and 
agencies to help empower women and their families. 

4. In developing educational materials and training 
curricula, health and other field personnel should nnt 
approach communities with pre-set messages based on the 
biomedical model. New and improve-d practices should be 
negotiated based on mutual respect for one another's beliefs
 
and practices. It is only when existing beliefs and 
practices are not only taken into account, but respectd.
 
that true dialogue cacn begin and a realistic, "improved"
 
practice be found.
 

5. SC/B zonal quarterly evaluation and planning meetings
 
were determined to be extremely useful to constantly monitor
 
and reinforce the program vision so that the field staff
 
don't get stuck in the "micro view". The delegation of
 
responsibilities and authority to zonal quality circles
 
helped staff to internalize participatory planning and
 
decision-making processes. These skills are critical not
 
only to smooth functioning of the program, but more
 
importantly, so that field staff can facilitate this process
 
in the communities in which they work.
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ANNEX 1: EVALUATION SCHEDULE AND INSTRUMENTS
 



CALEVDARIO DE ACTIVIDADES PARA LA RVALUACION FILIAL DEL
 

FECIIA: 

Lunes 24 de 1layo y 

Martos 25 do Mayo 


Mi6rcoles 26 do Mayo 


Jueves 27 de Hayo 


Vierries 28 do Mayo 


Sdbado 29 de Mayo 


Domingo 30 de Mayo 


Lunes 31 de Mayo 


Martes iro. de Junio 


Miorcoles 2 do Junio 


PROGRAMA WARMI
 

Planificaci6n y preparaci6n
 
de la Evaluaci.6n por el equipo en
 
La Plaz.
 

(Por la maFiaana)
 
Viaje a Inquisivi
 

Reuniones con grupos de Mujeres y
 
esposos de las comunidades de:
 

Ventilla 
Chiii por la mafhana 

Coraclhapi 
Yacopamipa por la tarde
 

Enttevi.sLas col parteras (eni 
la mafiana) y autori.dades de la 
zona de Inquisivi (en la tarde). 

Reuni6n coni Grupo de ujeres y 
espc)sos oni Espijc Pampa y 
Pencaloma en la maiiana y 
Lacayotini y Licomia en la tarde. 

I,111
 

Entrevistas con parteras (er la 
mafiana) y autoridades de la zona 
de Licoma (en la tarde). 

Entievistas con parteras (en 
la mafiana) y autoridades de la 
zona de Circuata (en la tarde) 
Reuiii6n con Grupo de Mujeres y 

eFpc.sos en Circuata en la inafiana 

Viaje hasLa CiiUluiani 

Peqreso a [.a Paz descie
 
Chulullia ii, 
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CONOCIMIENTOS EN SALUD MATERNA Y NFONOTAL, EVALUACION FINAL,
 
Proyecto Warmi, 5/93, Desarrollo Juvenil Co,,unitario
 

NONHkr: __________ 

INSTITUC[ON: 

ZONA DIE LIASE" 

1. Describle ,4 a L[ [;;d .; ,J,. ;. h. ..i , .;r d l:rl.
 

e1 con t:ro I: enall. I 

2.. 
"1.
 
3.-


I. ',D Cx i: tc ,3 s i .- .1i , l i i ol o'2'. oS x b l n'.o. I 'j .l h l 'u , J ; t : y o . 

-L.
 

2.
 

3. De.scr-ibe 3 e. 'l. ,.-; , ,] " ,.t ., l ," 

2.
 

1. 
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5J .	 Desc':.ri be 2. I1',.,11.i:t:: I,, l1. I,;1~ .1t l I'f~ 1t,t"' I(Iocl 


nac i do. 

2. 

6. 	 l.'nc'-i be 2 -en(EiictI em::.d , .o.I I ' . I" ii 1 r '1 t'ii :I;.i iy ) 

el pr I:o. 

.1. 

2. 

7. 	 Desc::iibe ]a difer on:i:, ,I it,;,., 1 . I it. I, IIM1. pi' 


,1ra. eO pmt'cl t .tjo I."L I,'';1

S...Describe 	 . '.II ., l l I, ."'in iiv,.:Ic''i 
al. Iei.:el nacido-.
 

1.
 

2.. 

3.
 

4.
 

9) 	 D)es;cibe~ 3 rriclocicj Im(...C~riv bI' lkilili i.9 11 Ail I :tiii I iOr y, 

Paras cflCL IIdI:Cdo., dctttri Ii,"G 1r il 1 .1 l it ;rdli p'aia nil 
usC) 	 y 2 :ecl:os set:. 1::l,rin .... 

MA~IOci (C)III:I iin. Hit; i ro (w :e:~~s3cimd.. 

1. 

2. 
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Irle es/c I. y-

I' leia~v ;I I Ia,'1 

C(L)ii(i t3Cmiernb la iiil il: 'if off~;d~eI~c H k'i~ I' Iflia Ji 

c;-pa i sobre11 -i 1aci .11(1ii 

- .).,. ) ')I)) ~I.C II .1I(~roll I. ~ a .
 

c ls) I-, I
rat: cw*11(-l!:i 

'7-,;C~.aII~s V c I I.cC:. do.;I HI Iai Il~ ' i l . . No 

I hI f 

PESTAVAILARLE COPY 



1'(,()MC
 

~f ULL'.I o? 



T
 
CUESTIONARIO PARA LAS AUTO'I~nDES 

U-j.0S eCO A I I o
en6 Prover:t o~ voI
 

tfa ~ dotCc'f i oi I l(-. I I11 1 H KII'.*iI.I:" 

BES7 AVAILAOLE COPY
 



l j6.- L,QQJopircin sobre v Ei o1 I I,,. I1l' *, I-itl.i:'I (,';Q 

a~y llc'i-id o( I p Ill 1 ' V O',I lo '. , . , . , I . , ,, I' r r ' J ., 

7.- ZLi.a t oI\/r i 14o dos(' Im iiii~. I I ii 'I 1 I' 'S i 

S.- Ii I ", .(e,'r a, 
W A R M Ild, ,.OW 

en e l f uturo? 

i( 
. " I' m 

o;1r.(.-,"c1({i 
.L' 

, 
I 
I wI p 

. . 
,Il f ,,i! 

i I 
1,.I,, 

.1 
.11 

'l 
.- 1 

,o1 ; I 
111l 'l.,.1 I (I 

ct( 



CUESTIONARIO PARA EL PERSONAL DE DJC
 

1..-~cudi es tii pr'ofesjiori 

2..- jCudii es tu 6irea de tr~alio-..........__ 

3.- j.I.aCe CLJafltc tirlr)moy idin.IIf vc~: 

rnrEses/Li ilo"S
 

4-- LCuJI v s cl caniio grls qi rIro -11. z j 1( *
 

cornun idades en re 1ac i o l. Frr\' 


e]. proyecto? 

6-	 .'.C(501c. se pu.ed.e urlej or. .r (-:I I 

7.- ,Clio se puedec- nejornxr Im cxo, .Iiio..- i corn ) a 
Unidad Sarit.r-ian? 

8..-	 eCorno niocificariaam (.1 IProyr-cil -it f I li 
carm)iia r i ca -7' 
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EMBARAZADAS: NUTRICION Y T.T.
 

la.- ZC6mo supiste que estabas embarazada'?
 

lb.- C6mo te cuidas durante tu embarazo?
 

2.- Ndmero de vacunas TT: 


3.- Nutrici6n
 

ALIMENTOS
 
Leche (4 vasos, 4 Onzas de queso) 


4 Tazas de sopa cremosa/
 
budln
 

Proteinas (3 porciones de came, 

pescado, pollo, porotos,
 
o 2 huevos)
 

Cereales/Carbohidratos (5 x j taza 

o pedazo) cereales,
 
arroz, pan, fideo)
 

Fruta/Verdura (j taza o un pedazo
 
mediano)
 

1 zanahoria/vainita, 

zapallo, camote (Vit A)
 

2 repollo, manzana, papa,
 
pl~tano, arveja,
 

durazno, etc.
 
1 
 aji, tomate, citricos, 


mel6n, broccoli (Vit C)
 

TOTA . 

FALTA:
 

1 2 3 4 5 >5
 

D6sis Cantidades
 
Diarna-___
 
Ideal Desayun Almuerzo Cena
 

4
 

3
 

5
 

1
 

1
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4.- !Has asistido al control prenatal alguna vez?
 

SI NO
 

jCu~ntas veces?
 

LD6nde? 
 Partera
 
Puesto M~dico
 
Supervisora de DJC
 
Hospital
 
Otro
 

5.-	 jQuedaste satisfecha con el control?
 

SI NO
 

ZPor qu6?
 

6.- iTienes el carnet de la mujer?
 

SI NO
 

ZEstds uscflndolo?
 

SI NO
 

LPor 	qu6?
 

7.-	 4Puedes recordar 3 signos de peligro durante el embarazo?
 
!Cudles son? LQu6 tienes que hacer cuando apareciera cada
 
uno de estos signos?
 

Signo 	 Acci6n
 

1.
 

2.
 

3.
 

8.-	 ZCu~les son 2 acciones para prevenir el tetanos en la
 
madre y la wawita?
 

1.
 

2.
 



9. 	iPuedes recordar 3 signos de pelior ,1'rante el parto?
 
jCu~les son? jQu6 tienes que hacr c,,indo apareciera cada
 
uno de estos signos?
 

Signo 	 Acci6n
 

1.
 

2. 

3. 

10. 	OPuedes describir 3 sefiales de sobrepa.rto de la madre
 
despues del parto?
 

1. 	 2. 3.
 

LQu4 tiene que hacer una mujer co: ,.ieparto para solucionar 
este problema? 

11. 	Hay por o menos 4 pasos importantfe:- .ira atender al recien
 
nacido. Cudles son?
 

1. 	 3.
 

2. 	 4.
 

12. C6mo puede saber una madre que ,eL con 
,
pnemonia durante el primer mes do. '.,i.-I


13. 	ZD6nde quieres dar a Vuz?
 

14. 	NQui4n va a atenderte en tu part " 

15. 	;Estd capacitado en parto limpio? SI NO 

16. 	jComo est~s preparandote para tu ,.lr T 

PES1T AVAILARLE COPY
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PARTERAS - ENTREVISTAS ITDIVIDUALES
 

Nombre:
 

Comunidad:
 

1.- LCudndo empez6 su trabajo como partera? __
 

2.- iPor cada mujer/paciente, LCudntos corf roles prenatales
 
realizas (promedio)?
 

No. de CP (promedio) 

3.- LCu~ntos partos ha atendido? 

4.- LQu6 complicaciones ha tenido? 

5.-	 LQud acciones ha tomado?
 

6.-	 LCu~ntas pacientes ha referido?
 

ZA d6nde?
 

7.- LYa se capacit6 en San Gabriel? SI NO
 

ICu~ndo?
 

8.-	 ZLa capacitaci6n en San Gabriel se puede usar en su trabajo de
 
campo?
 

SI NO
 

LPor 	qu6?
 

9.- Tiene usted contacto con la ALIXi~iLr o el M6dico de la Unidad 
Sanitaria? 

SI NO
 

LCada cudnto tiempo tiene contacto con r-l-os?
 

Comentarios
 

10.- Tiene usted un botiquin de partos? 	 SI __ 110 



ii.- LQud contiene su botiquin? COMPLETO 
PARCIAL 
POCO 

12.-

13.-

Usted vende el paquete de p ir! .[i impi" SI .. NO 

ZQu6 cambios o recomendaciones ti'pnQ uvted para el paquete? 

14.- Cudntas embarazadas ha referido ust-A para TT? 

15.-

LCudntas han ido? 

ZA d6nde han ido para que las ,.'v.-i? 

Partera/RPS 
USLP viene a la comunid;a, 
USLP, Posta u Hospital 
Otro 

16.- ZEstA aplicando el Carnet de la Muj'," con sus pacientes? 

SI NO
 

Por qu6?.... 


17.- LPuedes describir 3 sefiales de sepsi.z 

("sobreparto")?
 

1.
 

2.
 

3.
 

lQu6 acci6nes se debe tomar en el 


.. .. . .. . .
 

de la madre
 

d sobreparto?
de 


18.- LPued-.-s describir 3 sefiales de sepsi- nnonatal? 

1. 

2. 

3. 

4Qu6 acciones se debe tomar en el. co ' ', sepz-,neonatal? 

19. Cudles son 3 m~todos "iiodernc:." . cac..6ri familiar? 

1. 2. 3. 



Nombre de la Partera:
 

Comunidad:
 

Parteras Lista de Chequeo de Entrevsta Prenatal
 

Edad de la embarazada
 

Ndmero de embarazos
 

Fecha de la tiltima menstruaci6n
 

Problemas anteriores
 

Problemas actuales
 

ZQu6 estA comiendo/c6mo se est.6 alimentando?
 

Consejos sobre nutrici6n/alimentaci6n
 

Coisejos sobre aseo
 

Sal yodada
 

T.T.
 

Parto limpio
 

Lactancia Materna (primera hora dlepu6 del nacimiento)
 

_Quidn 
 va a atender el parto?
 
Capacitado: SI NO
 

Abortos, fracasos, mortinatos, 6bitos, prematuros
 

Mellizos (en el pasado o actualmrne)
 

Referencias
 

Sintomas de einbarazo
 

Movimiento fetal
 

Sulfato ferroso
 

Aumentu de peso
 

Edema/hinchaz6n
 

Hemorragia
 

Dolor al orinar
 



CUENTO NO. I
 
llistoria de Doha Aleja
 

Doia Aleja era una sefilora que no asistia a las reuniones, ni
 
a las campafias de vacunaci6n de TT. Pensaba que las
 
reuniones quitaban tiempo, que solo se reunfan para chismear
 
y hablar de sus maridos.
 

zEs bueno o malo no asistir a la,, reuniones ni a las
 
campafias de vacunaci6n de TT?
 

BUENO _MALO NO SABE
 
(Anotar el nmero de respuestas correspondientes a cada
 
opci6n)
 

Pero resulta que esta sefiora estaba embarazada, ya en sus
 
iltimos meses. Lleg6 el momento del parto y nadie pudo
 
ayudarla, ni su marido porque hahia via.jado a Ia ciudad.
 

ZEs bueno o ma!o que una mujer se quedc sola cuando estA
 
cerca el momento del parto?
 

BUENO MALO NO SAIIE_
 
(Anotar el ndmero de respuestas correspondientes a cada
 
opci6n)
 

Cuando naci6 el nifio, estuvo mucho rato clel)ijo ic lia maclre, 
Slorando.
 
La madre solo tenia a su hijita mayor, quien hizo todo Jo
 
que su madre le indic6. Doia Aleja Ie dij(o que le pasara
 
tijera e hilo de saquillo que estaban sobre la mesa de la
 
cocina.
 
Doia Aleja, como estaba sola, sin que nadic pudiera
 
ayudarla, se levant6 con mucho esfuerzo, vi6 a su nifio que
 
era var6n y gordito y llor6n; se alegr6 mucho porque era su
 
primer var6n, le limpi6 la carita, sac6 las flemas con un
 
trapo limpio.
 

iEs bueno o salo todo lo que la madre hizo cuando ndCif u dWd. 

BUENO MALO NO SAPJE 
(Anotar el n6mero de rspuestas corres'potdicntes it cada 
opci6n) 

Le cort6 con la tijera el cord6n umbilical Ic amarr6 con
 
el hilo de saquilio.
 

ZEs bueno o malo lo que hizo ]a madre con el cordoin?
 

BUENO MALO NO S.1IIF 
(Anotar el ndmero de respuestas correspoll,/icct .s a cada 
opci6n) 

\ I
 



I'
 
Envolvi6 a su niflo.
 

jEs bueno o malo envolver al nifio reci6n nacido?
 

BUENO MALO NO SABE 
(Anotar el ndmero de respuestas correspondientes a cada 

opci6n) 

Le hizo mamar despu~s de 3 dias,
 

ZEs bueno o malo hacei mamar despu6s de 3 dfas?
 

BUENO _ MALO NO SABE 

(Anotar el ndmero de respuestas correspondientes a cada
 

opci6n)
 

no hizo ninguna curaci6n del cord6n.
 

ifs bueno o alo no curar el corddn! 

BUENO MALO NO SABE 

(Anotar el nimero de respuestas correspondientes a cada
 

opci6n)
 

Pas6 una semana y el niflo ya no queria mamar, Iloraba
 

muchfsimo, estiraba mucho hacia atris.
 

ZEs bueno o malo quo el niho no quiera mamar y que estire
 

hacia atrs?
 

BUENO MALO NO SABE 
(Anotar el ndmero de respuestas correspondientes a cada
 

opci6n)
 

Como Ia seihora no sabia qu6 ocurria, porque ella nunca habia
 

asistido a las reuniones y servicios de salud, pensaba que
 

solo era algdn dolor de est6mago; lo envolvi6 y Jo hizo
 

dorm i r. 

ZEs bueno o malo que el nifio no quiera mamar y quo estire
 

hacia atrs?
 

BUENO _ MALO NO SABE 

(Anotar el ndmero de respuestas correspondientes a cada
 

opci6n)
 

Al dia siguiente, Dofia Aleja quiso ainmantar a su nifio y se 

di6 cuenta de que habia muerto. La sefiorn no sabia qu6 

hacer; lo Onico que hizo fue Ilorar desesperadamente y 

gritar que su niFio habia muerto, porque cra su tinico hijo 
var6n.
 

LQu6 le recomendarian a Dofia Aleja? 



CUENTO NO. 2
 

Dofia Maria, una mujer joven dC 25 ;tios. ya I itvne 6 hijos y 
esti embarazada otra vez.
 

ZEs bueno o malo que una mujcr tan jovcri tvnr,, tantos hijos? 

BUENO AfALO _ N;) S..IP
 
(Anotar e I ndImiero de respuestas cor r'.%p nl it';) tes a cada
 
opci6n)
 

Maria tiene los pies muy hinchados. p'oto v'a a nacer su 
wawa y bota un poco de sangre cada dia.
 

ZEs bueno o malo quc bole san.gre? 

BUENO _ MALO AN0 SA1) F 
(Anotar el ndmero de reslte;stas cn'rrcsl1,,,rliCtes a7 cada 
opci6n) 

Ella piensa: "Ya tengo seis hijos, sirmfrc :ceme han 
hinchado los pies, pero nunc;. botahn -. uru,,'e: cstn v07 ;.qu6 
serA? Yi creo que y±A se me va a pNoi- . No tengo t iempo de 
ir a! control, ahi te tocan, te miran. ',, prieluntan; feo 
dcbe ser".
 

glis bucno o malo que Dofai Ma ti' no) (tii r't it aI cotilrol? 

BUENO __ A L 0 NO S.1I)I 
(Anotar el ndlmero de ruspuestas cc't't''tl lu'IL'S a cada 
opci6n) 

A pesar de botar sangre, sigu. su
ella .mc'-ndo trabajo en 
la casa: limpia, lava y prepara ;u c mirla. fidco, arroz, 
papa; siempre cocina con sal Ie adcItu. 

ZEs bueno o malo que Dofia Maria constm.'v :;hi de adobe si est'i 
embarazada? 

BUENO __ MALO A'O S.IPE 
(Anotar el ndnero de reslpuestas corru'l,,,mii'rites a cada 
opci6n)
 

Cuando los dolores comiunzan, Mati:i;, , '.;1 esposo, Juan
 
El le da mates de oregano y lor d.. a.,,,,
 

ZEs bueno o malo tolnar mates cuii'I! .w. H ',bo conienzan?
 

BUENO ..AL O ;.__
 
(Anotar el ihlnlUro d,,e /-',,i . ,, .. . .'' ,' it t 

opci6n) 



Luego nace el niflo, flaquito y dlecaido: no t iene fuerza ni
 

para llorar.
 

zEs bueno o malo que un niuio naz'n t*vljuito s' decaido? 

BUENO MALO NO S.IPI_ 
('.notar el nzimero de respuestas corrc.spnndicntes a cadn 
opci6n) 

Dofia Mari a t iene un prob I ena: han jii .id1,do',; horas y la 

placenta no baja. Don .Juan , mceno saI)e I hnCv 3' decide 
avisar a Dofia Flora, la vecina qIc. c-, jl:irtt-ra. 

ZDon Juan ha tomado uaia decisi6n buena o mala llamando a
 

Dofia Flora?
 

BUENO MALO ,N(O S...
 
(Anotar el ndmero de respuestas correL(m'f(liLntes a cada
 
opci6n)
 

Dofia Flora corre a ayudar a Doia tar Ic hacu n(,sajes, IC 

charla, pone al niflo al pecho de la madire para que lacte y 

logra al fin que la placenta baje.
 

ZEs bueno o malo que una part era ayude cuaido',e presentan 
prob lemas? 

IUENO __ MAL() NO .SA IC! 
(Anotar el ndinero de respuest.as correspo(tdic'nte s a cda 

opci6n) 
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ANNEX 2: CASE CONTROL STUDY QUESTIONNAIRE
 



ANNEX 	 1,
 

QUESTIONNAIRE FOR THE "WARMI" - SC/B PROJECT 

1. 	 Date of interview: EZ ZI I
 
day month year
 

2. 	 Family record number: I I I I
 

3. 	 Area code: LZ7Z L__ L___ 

area zone community 

4. 	 Community:------------------------


S. 	 House number:
 

6. 	 Family code number:
 

7. 	 Number of families living in the house:
 

8. Number of individuals 	in the family:
 

9. 	 Father's first and last names:
 

Mother's first arid last names:
 

10. 	 Category:
 

I = case Response:
 
2 = control
 
3 = maternal death
 

I.I. 	 Case sub-category:
 

Response:

I = fetal death 


2 = stillborn 
 D3 = Death during the first day of life 
4 = Death during the first week of life (after ist day) 
5 = Death during the first month of life(after Ist 

week)
 
9 = Control or maternal death
 

12. 	 Birth date:
 
(register date of maternal m m 
death if case corresponds) day month year 



I COMMUNITY INFORATION
 

13. Total population:
 

I = very small (<1O0) Response:
 
2 = small (100-199)
 
3 = medium (200-499)
 
4 = large (>500)
 

14. Organization: (0 = none i = yes.)
 

Syndicate
 
Mothers' Club
 
Mothers' Organization
 
Cooperatives
 
Neighborhood committee
 
Other
 

15. Health resources: (0 = none I = yes) 

Health promoter
 
Trained empirical birth attendant
 
Untrained empirical birth attendant
 
Yatiri (traditional healer)
 
Health post
 
Medical post
 
Hospital
 

16. Basic services: (o = none 1 yes) 

School
 

Water source
 
I = river
 
2 = well
 
3 = watershed
 
4 = Public faucet
 
5 = Intradomiciliary faucet
 



(NOTE: From here on the data refer to 
the moment the event
 

occured.)
 

17. 	 How many families live in the house:
 

18. 	 How many persons lived in the house:
 

19. 	 Number of habitable rooms:
 

20. 	 In case of an emergency, how many hours does it take
 
you to get to the nearest medical center?
 

Walking hrs.
 
Transportation
 

.21. 	Characteristics of the house: (0 = no I yes)
= 


False stucco ceiling
 
Dubbed out walls
 
Mixed type
 
Dirt floor
 

22. 	 Where do you bring water from for personal use".."
 

I = river 	 Response:
 
2 = well
 
3 = watershed
 
4 = public water faucet

5 = private intradomiliciary water faucet
 

23. 	Sewage disposal (Drainage system)
 

I = open field Response: 
2 latrine 

ECONOMIC CONDITIONS I 
24. 	 Land holding (0 = no i = yes) 

Legal ownership 
Leasing
 
Sharing
 
Dependent (lodging in)
 
Borrowed
 



I 25. What was being produced in the community? (0 = no 

= yes) 

Cereals and grains
 
Vegetables
 
Tubers
 
Fruits
 
Pastures
 
Others
 

26. What was being sold in the community? (0 no 


yes)
 

Cereals and grains
 
Vegetables
 
Tubers
 
Fruits
 
Pastures
 
Others
 

27. What was being consumed at home? (0 = no 1 yes) 

Cereals and grains
 
Vegetables
 
Tubers
 
Fruits
 
Pastures
 
Others
 

28. 	 Amount of land that was farmed? 
Response: 

I = small (less than one "cato")
 
2 = medium (1-3 "catos")
3 = large (more than "catos") 

29. Maternal civil status:
 
Response:
 

1 = single
 
2 = formally united (rot legally married)
 

3 = legally married
 
4 = separated, divorced or widow
 

I 



I INFORMATION ON FATHERj
 

(If 	the answer to question No. 29 is 1 or 4, then write down9 . ) . 

30. Principal occupation or job:
 

1 = farmer Response: 
2 = cattle raiser 
3 = merchant 
el = student
5 = 	 other occupation 

.1. Organizations to which he belongs: (0 no I yes) 

Agrarian Union
 
DJC credit
 
Cooperatives
 
Neighborhood committed
 
Other
 

32. Level of formal education:
 

0 = 	 none 
I = 	basic Response:
 

intermediate
2 = [j
3 = medium 
4 = technical 
5 = higher 

33. Does he know how to read? 

0 = 	no Response:
 
I = 	 yes 
2 = 	a little
 

3;4. Does he know how to write? 

0 = 	no Response:
 
1. = yes
 
2 = only signs his name
 

35. What language does he speak? (0 no I = yes) 

Spanish 
Aymara
 
Quechua
 

36. Were the following persons present at the birth
 

(or 	event)? (0 = no 1 = yes) 

Grandmother 



Grandfather
 
Mother-i n-law
 
Father-i n-law
 

37. 	 Was the father present during the child's birth (or
 
event)?
 
0 = no Response:
 
1 = yes
 

i INFORMATION ON MOTHER! 

38. 	Principal occupation or job: (0 = no I yes) 

Home chores
 
Helps doing the farming
 
Artisan
 
Merchant
 
Other occupation
 

39. 	 Organizations to which she belongs..
 

Agrarian Union
 
Mothers' Club (CARIIAS) 
Mothers' Organization
 
Cooperatives
 
Neighbor hood committee
 
SC/B credit
 
Other
 

40. 	 Level of formal education:
 

0 = none 
I = basic Response: 
2 = intermediate D 
3 = medium
 
4 = technical
 
5 = higher
 

41. 	 Does she know how to read? 

0 = no Response:
 
I = yes 
 D 
2 = a little 

42. 	 Does she know how to write?
 

0 = no Response: 
1 = yes D 
2 = only signs her name
 



43. 	What languages does she speak? (0 = no I = yes) 

Spanish
 
Aymara
 
Quechua
 

OBSTETRIC HISTORY BEFORE THE SUBJECT PREGNANCY
 

44. 	 Number of previous pregnancies:
 

45. 	 Number of previous abortions (losses): _____ 

46. 	 Number of stillborn children:
 

47. Number of children born alive:
 

NOTE: The total sum of 45, 16 & 47 should coincide with 44.
 

48. 	 Number of premature babies:
 
a) if there were premature babies, m
 

how many stillborn?
 
b) 	if there were premature babies, how many 

died before the first month of lifeY m 
'9. Number of children born full term with
 

low birth weight?
 

50. 	 Number of abn-rmal fetal presentations?
 

a) 	if there were abnormal presentations,
 
how any were stillborn?
 

b) if there were abnormal presentations, how
 
many died during the first day of life? r----1
 

51. 	 Numoer of previous caesarean sections?
 

52. 	 Number of children who died during
 
the first 7 days?
 

53. 	Number of children who died after the first
 
week but not past the first month?
 

54. 	 Number of children who died during the first
 
year but after the first month? _---

55. 	 Number of children who died after the first 
year of life? _ 



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

I INFORMATION ON PREGNANCY AND BIRTH 

(From here on we are talking 	about the actual event.)
 

56. 	 Birth date (event): I I I
 

day month year
 

57. 	 Month and year of the previous m m
 
birth or abortion"?e month year
 

58. 	 Interval between 56. and 57.: 1 1 

years months
 

SPREGNANCYl 

59. 	 Any problems during pregnancy?
 
(0 = no I = yes 9 = does not remember)
 

hemo r r hage 
facial and hand edema (Ord trimester)
 
strong and permanent headache (3rd trimester)
 
urinary tract infection
 
seizures
 
fever
 
Hyperemes is 

If any chronic condition was 	present during pregnancy,,
 
what 	 was it? (0 = none)m 

60. 	 Prenatal care: (0 = none 1 = yes) r_ 
Number of controls by each provider: 

Physician/Medical post
 
Health officer/Health post
 
Field supervisor
 
Irained TBA 
Untrained TBA
 
Promoter
 
Other
 

61. 	 What is your opinion about prenatal care? 

(=useful 2=not useful 3=no opinion)
 



62. 	 Number of tetanus shots received:
 

Before this pregnancy
 
During this pregnancy
 

63. 	 Any treatments or remedies taken during this pregnancy?
 
(0 = none or no I = yes 8 = does not recall)
 

Vitamins
 
Ferrous sulfate
 
Analgesics (sedatives)
 
Anti hypertensives
 
infusions
 

64. 	 Practices (0 = no I = yes 8 = does not recall)
 

Mantling or handling with a mantle
 
Massage
 
External fetal rotation
 

65. 	 Feeding during most of the pregnancy:
 

±=less than normal Response:
 
2= norma 1
 
3=more than normal
 

66. 	Maternal work during pregnancy: (0 = none I. yes)
 

Farni irig
 

Ha rvest/sowi ng
 
Carrying heavy loads over long distances
 
CommerciaI
 
Pastoral
 

LABOR AND DELIVERY
 

67. 	 Did the baby move during the days prior to 1tbor?
 

0 	= no Response: r--

i 	= yes)
 

68. 	 How many months did the pregnancy last?
 

months weeks 
69. 	 Was this a multiple pregnancy?
 

a 	= no Response: r---
= yes 

I I/
 



70. 	 Where was the baby born?
 

I = at home Response:
 
2 = at the mother's mother's home
 
3 = at a medical post
 
4 = at another place
 

71. 	 How did the mother know labor had begun' 
(0 = no I = yes) 

show
 
pulse
 
contractions (pain)
 

72. 	 How many hours did labor (pains) last?
 

73. 	 How long before labor did the fetal membranes rupture'"
 

I = during delivery
 
2 = less than 6 hours before delivery
 
3 = 6-12 hours before delivery 
 D 
4 = more than 12 but less than 24 hours
 

before delivery
 
5 = more than 24 hours before delivery
 

74. 	 Who assisted labor? (0 = no I = yes) 

IBA 

Mother-in--law 
Mother
 
Husband 
Promoter 
Physician
 
Nurse/Nurse aid
 
Nobody
 

75. Who assisted during delivery? (0 no 1 yes)
 

TBA 
Mother-i n-law
 
Mother
 
Husband
 
Promoter
 
Physician 
Nurse/Nurse aid
 
Someone else
 
Nobody
 



76. 	 Who helped assist during delivery of the baby:
 
(0 = no I = yes)
 

TBA
 
Mother-in-law
 
Mother
 
Husband
 
Promoter
 
Physician
 
Nurse/Nurse aid
 
Someone else
 
Nobody
 

77. 	 Delivery route:
 

I = vaginal
 
2 = caesarean section
 
3 = was not born
 

78. 	 How long before delivery did you begin to push down?
 

1 = 	From the very first moment the contraction
 
:started (pushing down all through labor).
 

2 = Only when the baby was about to come out
 
(be born)
 

3 = 	A few hours before birth
 
4 = Started to push but stopped later.

5 = She did not push.
 

79. 	 Any problems during labor and delivery:
 
(0 = none i = yes)
 

Abnormal breech (buttocks) presentation
 
Abnormal breech (podalic) presentation
 
Prolapse of extremity(ies) (hand)
 
Meconium staining of amniotir. fluid: the
 
liquid was dark brown or green
 
Tranc verse lie
 
Umbilical cord wrapped around baby's neck
 
Umbilical cord prolapse
 
Hemorrhage
 
Feve r
 
Seizures
 
Other problems
 



..


(0 = none received I = yes)
 
80. 	 Any treatments performed during labor or delivery "
 

Handling the abdomen with a mantle
 
Massage
 
Putting the baby back in normal position
 
(external rotation)
 
Girdle
 
Pelvic examination (vaginal)
 
Oregano, chua-chua, kinsa k'uchu infusions
 
Pill 1 for pushing (white and gray capsule)
 
Pill 2 for pushing (yellowish white tablet)
 
Another "pushing pill"_
 

Injection for hastening labor:
 
"Peturiti na
 
Methergi ne
 
Ignores the name
 

Large tablet
 
Other treatment
 

8i. 	 In what maternal position was labor and delivery
 

conducted?
 

I = lying down on her back Response: 
= kneeling down 

3 = on hands and knees
 
el = squatting down
 

82. 	 What was the baby born on to".." 

1 = sheep skin Response: 
2 = animal carcass 
3 = old and dirty bed 
4 = bed or leather plus clean cloth 
5 = plastic
 

I DELIVERY OF THE PLACENTA 

83. 	 How long before the placenta was ejected." 

I fast 	 Response:
 
2 = less than one hour
 
3= more than one hour
 

84. 	 What assistance was performed to help eject the
 

placenta?
 

1. = blowing, coughing or provoking nausea 
2 = other D 
3 = nonle 



85. 	Was there bleeding immediately after delivery of the
 
placenta?
 
0 = no
 
1 = yes
 

86. 	 How long did the blood loss last? (hours) E=_
 
87. 	 Approximate amount of blood lost?
 

0 = nothing
 
i = a little
 
2 = a lot
 

NEONATAL CARE PROVIDED]
 

88. 	 Birth weight (grams): __ 

89. 	 Was the baby immediately cared for or not until after
 
t he
 

placenta came out?
 

I = care provided immediately after birth
 
2 = care provided after the placenta came out
 
3 = don't remember
 

90. 	 Baby's condition at birth:
 

Crying:
 
o = none 
I = weak
 
2 = strongly
 
. = cannot tell (cannot remember)
 

Movements:
 
0 = none
 
I = very little
 
2 = fairly active
 
3 = cannot tell (cannot remember)
 

Skin color:
 
0 = pale
 
I = blue (cyanotic)
 
2 = pink

3 = cannot tell (cannot remember)
 

Breathing:
 
0 did not breathe
 
I = very little
 
2 = with whining (moaning)
 
3 = normal
 



4 = cannot tell (cannot remember)
 

91. 	 Baby's condition a few moments later (about five
 
minutes after birth)-


Crying:
 
Movements:
 
Skin color:
 
Breathing:
 

92. 	Were there other abnormalities noticed in the newborn?
 

(0 = none 1 = yes)
 

Bad odor (stench)
 
Bruises: any purple lesions or excoriations
 
derived from trauma
 
Maceration: the baby with characteristics
 
similar to those found in a "wet baby"
 
Detormities:
 
Which?
 

93. 	Suction reflex immediately after birth:
 

0 = baby did not nurse
 
i = nursed weakly

2 = nursed vigorously

3 = baby was not offered breast
 

94. 	 Who assisted the baby: (0 = no 1 = yes) 

TBA
 
Grandmother
 
Father
 
Promoter
 
Physician
 
Nurse
 
Someone else
 
Mother
 
Nobody
 

95. 	 How long did it take to have the umbilical cord cut'?
 

I = immediately
 
2 = after the placenta was delivered 
 D 
3 = after burying/disposing of the placenta

4 = don't remember
 

96. What was used to cut the umbilical cord:
 

i.= a broken piece of new ceramic ("juk'illa)
 
2 = broken glass 
 D 
3 = knife or switchblade
 
4 = scissors
 



97. 	 How was this material disinfected'?
 
(0 = no 1 = yes 8 = cannot recall)
 

with alcohol or other antiseptic
 
washed with water
 
boiled
 
with a piece of cloth
 
did not disinfect at all
 
cannot tell (cannot remember)
 

98. 	 What was used to tie the cord?
 

I = sack cloth thread
 
2 = mantle thread
 
3 = nothing
 
4 = other material
 

99. 	 How was this material disinfected'?
 

i = with alcohol or another antiseptic
 
2 = washed with water
 
3 = boiled
 
4 = did not disinfect
 

100. 	What was used to cure'?
 

1 = mercurochrome
 
2 = sulfa
 
3 = alcohol
 
4 = other substance
 

1.01. 	 Immediate care given to the newborn'? (0 = no I = yes) 

Bathed
 
Clothed
 
Stimulated
 
Placed beside mother
 
Resuscitated
 
Pharyngeal aspiration
 
Other
 

POST-PARTUM AND PUERPERIUM MATERNAL CARE
i 

.1.02. 	What was done to control post-partum bleeding?
 
(0 = no 1 = yes)
 

There was no hemorrhage
 
Transabdominal uterine massage
 
Methergine administration
 
Nipple massage
 
Other
 



103. What was done to correct placental retention?
 
(0 = no 1 = yes)
 

There was no placental retention
 
Pulling the umbilical cord
 
Blowing/coughing/provoKing nausea
 
Manual extraction
 
Other
 

104. 	Immediate care for the mother after delivery: 
(0 = none I = yes) 

Washed
 
Changed clothes
 
Given liquid
 
Clothed
 
Girdled (sheep hair belt)
 

105. 	Lochia: (0 = none 1 = yes)
 

How many days did it last?
 
Bad odor?
 

106. 	Fever after delivery: (0 =none I = yes) 

If yes, how many days after birth did it begin?
 

107. 	How long did the fever last? _---_ 

108. 	How was the fever treated? (0 = no 1 yes) 

antibiotics
 
local remedies
 
putting the baby to the breast
 
no treatment
 

109. 	How many days after birth did the mother
 
get out of bed?
 

110.. 	 How many days atter birth did the mother 
wash herself (or was washed)? 



NEONATAL CARE DURING THE FIRST 
MONTH
 

I11. 	 Was the baby given colostrum?
 
0 = no
 L 
I = yes
 

1.12. 	How many days after birth did breast-feeding begin?
 

I = immediately after birth
 
2 = on the first day
 
3 = on the second day
 
4 = on the third day
 
5 = after the third day
 
6 = never breast-ted
 

113. 	Did the mother stop breast-feeding her baby?
 

0 = no 
i = yes 	 I 

1.14. 	What was used to cure the umbilical cord? 
(0 = no 1 = yes) 

mercurochrome
 
burned piece of cloth
 
"mantizan"
 

other substance
 
nothing
 

115. 	How many days after birth was the baby bathed?
 

116. 	How often was the baby bathed or washed?
 

117. 	Who was the baby taken to for health check-ups 
during the first month of life? (0 = no 1 = yes) 

TEA
 
Promoter
 
Traditional healer
 
Physician
 
Nurse
 

118. Did the newborn receive a BCG shot during the first
 
month?
 

0 = no 
1 = yes L 



119. 	Did the baby suffer any illness during the first month
 
of life?
 

0 = no
 
1 = yes
 

120. 	What illness was this?
 

121. Who cared for the child while during this illness?
 
(0 = no 1 = yes)
 

Physician
 
Nurse
 
Promoter
 
TBA
 
Traditional healer
 
Someone else
 
Nobody
 



CHILD'S VERBAL AUTOPSY
 

122. At what age (in days) did the child die? F-1
 

123. Symptoms of the terminal illness or disease:
 

1 = present Number of
 
SYMPTOMS 2 = absent 	 days before
 

death
 

GENERAL
 

stopped nursing
 

irritable
 

too much crying
 

weak crying
 

difficulty nursing
 

nursed weakly
 

depressed
 

fever
 

hypothermia (cold)
 

whining/moaning
 

apnea (stopped breathing)
 

NEURO MUSCULAR
 

could not swallow
 

muscular spasms
 

rigidity
 

convulsions (attacks)
 

abnormal movements
 

RESPIRATORY
 

cough
 



SYMPTOMS.. .cont. 
1 = present 
2 = absent 

Number of 
days before
death 

nasal secretions 

nasal flaring 

noisy breathing 

rapid breathing 

breathing fatigue 

chest retractions (caving-in 
of chest cavity) 

DERMATOLOGICAL 

cyanosis (purple, blue) 

palid 

jaundiced (yellow) 

erythrodermia (red skin) 

pus on umbilical cord 

bad odor of umbilical cord 

blisters 

blood blisters 

rash 

BLOOD 

hemorrhage 

where? 

DIGESTIVE 

abdominal distention 

no bowel movements 



Describe in narrative form a summary of the fatal disease.
 

Interviewer's opinion:
 

124. Diagnosis of probable causes of death:
 

1 = probable Principal 
2 = possible 
3 = not applicable Contributing 1. 

Factors 2. 
3. 

PROCESS DIAGNOSIS 1
 

125. 	Nature of the event/disease that led to death:
 

126. 	Who participated actively in response to this event?
 
(0 = no 1 = yes)
 

TBA
 
Mother-in-law
 
Mother
 
Husband
 
Promoter
 
Physician
 
Nurse
 
"Yatiri"
 
Someone else
 
Nobody
 

127. 	At what moment was the existence of a problem noticed?
 

1 = detected early
 
2 = detected too late
 
3 = passed unnoticed
 
4 = detected by considered unimportant
 
5 = other
 



128. 	Once the problem was detected, what was done about it?
 

1 = looked for adequate care
 
2 = looked for inadequate care
 
3 = did not look for help (tried to treat
 

it at home)
 
4 = other
 
9 = question does not apply
 

129. 	If inadequate resources were sought, why did you decide
 
on this? (0 = no 1 = yes 9 = not applicable)
 

Because of the cost of adequate care
 
Because of transportation costs
 
Because we trusted in the inadequate care
 
Lack of trust in adequate care
 
Because of advice given by someone
 
Because of the distance from adequate care
 
The person to contact was not in the community
 
Other
 

130. Who participated in deciding on inadequate assistance?
 
(0 = no 1 = yes)
 

TBA
 
Mother-in-law
 
Mother
 
Husband
 
Promoter
 
Physician
 
Nurse
 
"Yatiri"
 
Someone else_ _ _ _ _ _ _ _
 
Nobody
 

131. 	What treatment was administered by the inadequate
 
resource?
 

a)
 
b)
 

132. After using inadequate assistance, was adequate
 
assistance sought?
 

0 = no
 
1 = yes, an adequate person was called
 
2 = the case was taken to health services
 
3 = the individual had already died
 
9 = not applicable
 



133. If an adequate person was called, what did this person
 
do?
 

1 = adequate response
 
2 = inadequate response
 
9 = not applicable
 

134. When it was decided to look for adequate resources
 
(persons), did you reach them?
 

1 = yes
 
2 = no, because there was no transport
 
3 = no; there was transportation but the owner
 

did not think the matter was important.
 
4 = the individual died before the person came
 
5 = no/other reason
 
9 = not applicable
 

135. 	When you reached the health services, what type of care
 
was given?
 

1 	= adequate care
2 	= inadequate caxe L i 
9 = not applicable
 

MOTHER'S VERBAL AUTOPSY
 

Maternal Mortality: (all deaths caused by pregnancy, birth
 

or puerperium) 

136. 	 The mother died during:. 

1. = pregnancy Response: 
2 = birth: labor 
3 = giving birth 
/ = exit of placenta 
5 post-partum: immediately 
6 - after a short time 
7 	- later 

1.37. 	Pregnancy:
 

I = first trimester Response:
 
2 = second trimester
 
3 = third trimester
 
m 	= abortion: induced
 

= spontaneous
 



138. 	General signs and symptoms
 
(0 = no I = yes 8 = don't remember)
 

.....	 P................
re Q 	na.
 
Hemorrhage: first trimester 

second trimester 
third trimester 

Fever 

Urinary infection:
 
much urine
 
little urine
 
strong odor
 
dark brown urine
 
pain urinating
 
putrid vaginal secretion
 
pelvic pain
 
shoulder pain
 
headache
 
vertigo, dizziness
 
palid (anaemia)
 
facial & foot edema(swelling)
 
photosensitivity
 
seizures/convulsions
 
prolonged sleep
 

Ectopic pregnancy:
 
(u)=no l=yes 8=don't remember 9=not applicable)
 

history of amenorrea
 
intense pain in area of ovaries
 

Labor and birth
 
(o=no l=yes 8=don't remember 9=not applicable)
 

presentation: 	transverse
 
podalic
 
breech
 

cord wrapped around baby's head
 
prolapsed cord
 
hemorrhage
 
premature rupture of membranes
 

139. 	Length ot labor:
 
(0 = no i = yes 8 = don't remember)
 

multipara (more than 8 hours)
 
primipara (more than 16 hours)
 

140. 	Post-partum severe anaemia(shock) r



141. 	Multiple birth (twins)
 

142. 	Placenta: 
(0 = no I = yes 8 = don't remember) 

Hemorrhage
 
Placental retention of more than 45'
 

143. 	Post-partum:
 
(0 = no 1 = yes 8 = don't remember)
 

fragments of placenta in uterus
 
fever
 
general malaise
 
putrid secretion
 
puerperial endometritis (white period)
 
cold 	sweat
 
debilitated, bed-ridden
 
abdominal pain
 
abdominal swelling
 
puerperal infection
 



ANNEX 3: BAR GRAPHS OF PROJECT RESULTS
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ANNEX 4: TIMELINE OF WOMEN'S GROUP ACTIVITIES
 

(Autodiagnosis, Planning Together, Implementation)
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ANNEX 5: HEALTH INFORMATION SYSTEM INSTRUMENTS
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UNlOAD SANITARIA. DISTRITO AREA
 

ESTABLECIMIENTO. MES AINO
 

ATENCIC.M4 A LA MUJER EN EDAD FERTIL (Me 1 a 49 arm) 

C O N T R O L P R E - N AT A L CONTROL DE N9 de atenciones de parto domicifiario 
-_ _ _ _ _ CONSULTAS . . . C . .. . . . . . . . POST-PARTO . . .. . ... . . 

CONSULTAS NUEVAS 	 CONSULTAS CON 4 Embarazos do Ao Risgo 1'Consulta Personal de Salud Por Parlera Capaciada
-de5me __n_ 	 CONSULTAS . 'Coula - ..De 5 mesy REPETIDAS 

Toxoide Tetlnico (NP de Dosis) ICon pnmera dosis ICon segunda dosis I Con tercera dosis o mls I 
ATENCION INTEGRAL AL MENOR DE 5 AtNOS 

___ CONTHOL DE CRECIMIENTO Y DESARROLLO | ENFERMEDADES DIARREICASAGUDAS INFECCIONES RESPIRATORIAS AGUDAS 
A NIrJOS DE 2 con signos do DESHIDRATACION on signos do NEUMOMAA NINOS MENORES DE DOS AOS 

NUEVOS REPETIDOS LANA LANA LANA A 4 AFOS Menocesde2aios De2a4aFos Mnoresdo2af De2a4aius 
ROJA i AMARILLA i VERDE 

" II......... 
-

ENFERMEDADES INMUNOPREVENIBLES - VACUNAS 	 Control de Escolares (let Curso Bsico) 
NoANTIPOLIOMIELITICA D-TT. Anti de Dosis Controles Nuevos 

DOSIS---> if 2' 13 Ref 21 3' Sarampi6n B C G Fiebre 
Amarilla c/3ra Aplicacin FluorA niflos < 1 aro 

Vacunados c/ B C G
 

De 1 afo a 4 aios Vac c/ dt (2a dosis) E
 

RELACION CON LA COMUNIDAD 	 ATENCIONES POR LOS R P S Y OTRO PERSONAL COMUNITARIO 

Club Madres Comitd de Salud 	 Educaci6n en Diarreas IR A Pre- Post- Otras NO Visilas 

No 	 saneamiento Natal Natal Atenciones Domiciliarias
Reuniones 

NOPartlicipantes 

SUPERVISIONES RECIBIDAS DE VISITAS DOMICILIARIAS 
TOTAL DE INGRESOSrnddSaiai 	 Distrito Are

U POR 	EL PERSONAL ECONOMICOS DEL MES 
DE SALUD 

http:ATENCIC.M4


INSTRUCTIVO DE LLENADO DEL INFORME MENSUAL DE ACTIVIDADES EN SALUD 
Este formulario debera ser Ilenado mensualmente, resurnierdo (consolidando) toda la inrorrmaciorn recoleclada de las holas de lablacion otros formularios y cuadernosLos darns a Ilenarse debe corresponder solo al nes que se esla reportandoLo primero que debe hacer es identifi'ar a) Unidad Sanitaria. b) Oistritl c) Area. d) ;lah!)locrnento que corresponde a sU sefvlcroAnote el ines y airo correspondienle at :nlornie 
ATENCION INIEGRAL A LA MUJER EN FDA[) FERrII_Control Prenatal - Anole el ijmiero ce corsuillas prenalales nuevas, separarndo las qu. corresponden a rouleres que estai col menos de cinco meses de embarao de lascon cinco meses o rns Anoe hiegjo el nurnero de cornsullas prenatales repelidasLa consulta prenatal nuLieva es Ia riritnera consultla dol ernbarazo, -orresponrdierdo a la ioscripcionAnote el consulla repelida signiica todas las dernas consullasnurnero de las pacieriles (te cunpherorn con 4 cOnsullas durarite su embarazo An)te larnhien el nutriero de embarazos de Alto riesgo deteclados en el transcurso
del mesAnote el rLnmero de controles de Post parto No incluya en este nurnero los coniroles inrediatos que se dan mientras la parthrienta estA todavia hospitaizada luego del partoAtenc16n de Parto durnicliario - Anote el nurmero de partos domicitharios atendidos por el personal de salud (Mdrco, Entermera. Auxiliar) No incluya los palos atendidos institucionalrnnte ver otra holaAnote de gual mar'era el nurnero de parlos domicitrarros atendidos por parieras capacitadas No incluya los otros partos domiciliarios alendcidos ya sea por famillares o parteras sin capacilacion
Toxoide Tetnico - Anole en el casillero correspondiente el numero de pacientes que recibieron la ira. 2da y 3ra dosis o m~s del Toxoide TetinicoATENCION INTEGRAL AL MENOR DE 5 ANOS
Control de crecirmernto y desarrollo - Anort el numero de nirios menores de 2 arlos con controles nuevos y repetidosConsulla nueva es la primera consulla de control de crecimiento y desarrollo realizada at n0t~o durante este periodo de su vida corresponde a la inscripci6n al programaCornsulta repeida signfica todas las otras consullas del programa durante el mismo periodo de vidaDel total de repeldos vislos en el transcurso del mes. anoe el numero de nifios con lana rola, lana amarilta y el numero de nitos con lana verdeAnote el numero tItal de nmrns confrolados de 2 a 4 aros (Nuevos y Repetdos)Enfermedades (iarielcas agudas (EDA) Solarnente anote el numero de casos de diairea consignos de deshidralaci6n detectados respectivamente en el grupo de nifios menores de 2 aros y el de 2 a 4 arosInfecciones Resjuiralorias Agudas (IRA) - Anoe el numero de casos de infecciones respiratorias agudas con signos de neumonia en el grupo de nifos menores de 2 afos y elde 2 a 4 aios 
ENFERMEDADES INMUNOPREVENIBLES - VACUNASAnnte para la vacurua aritipoliomeli ica. el numero de nios menores de 1 ano que recibieron su ira. 2da. 3ra dosis o dosis de refuerzo Haga Io mismo para la vacuna DPT(ira. 2da, 3ra dosis). 'a vacuna artisarampionosa (dosis unica) y la BCG (dosis unica). dilerenciando entre nifos < 1 afio y de 1 afo a 4 anlosFIEBRE AMARILLA 
Anotar el total de dosis administrladas sin diterenciar edades 
CONTROL DE ESCOLARES - (ter curso bsico)
Escolares controlados - Anote el numero de conlroles nuevos, son nuevos los primeros contro'ls del afo en cursoc/3ra Aphcacion Fluor - Anote el numero de esco;ares que recibieron su 3ra aphicaci6n de f!uorVactinas c/B C G - Aniote el numero de escolares que fueron vacunados con BCGVac c/i (2da dosis) - Anote el numero de escolares que fueron vacunados con 2da dosis de dl
IRELA(:ICN CON LA COMUNIDAD.Anote I numero de reunrones efectuadas con los Clubes de Madres. ComitLs de Salud. otras instancias (idenlificAndolas) Para cada tipo de organizaci6n. anole el ncjmero total de pamtrcipantes a ;as reuniones en el res
A!EN~i1(ThJ'FS DE LOS R P S Y OTRO PERSONAL COMUNITARIO -I l iuneroSnotede actividades de educacOn en saneamienlo. anote el numero de casos atendidos de diarreas (EDA), IRA, Atenci6n Pre y Post-Natal. visitas domiciliarias yolas -wiividades reahladas por Responsables Populares de Salud y otro personal comunitario 
'i I 'P IIS~ rLJIi; 7AUASAiPe el no '.rt. sem.ro ii 

1Wi
de supervisones recib;das en el mes identificando su origen Unidad Sanitaria, Distrito. Area y otro tipo e supervisi6n (Identific.ndolo)VI,!;II,M. D; i;.iI(.Il rI\RlW POR EL PERSONAL DE SALUD 
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ANNEX 6: THE "PATHWAY TO SURVIVAL" MODEL
 

By Alfred Bartlett with SC/B staff
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