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EXECUTIVE SUMMARY

Save the Children/Bolivia (SC/B) is a Private Voluntary
Organization whose primary mission is to improva 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/Washingtoa through the MothercCare Project which was
managed by John Snow, Inc. (JSI). The project’s objectives
as described in SC/B’s Field Acreement with J&I tollow:

PROJECT OBJECTIVES

A. Affecting Dehaviors

1. Increase women’s knowledge and understanding of
priority maternal and neonatal health and nutrition topics
such as nutrition during pregnancy, prenatal care, safe
birth practices, postpartum care, sexually transmitted
diseases, basic reproductive anatomy and family planning
methods.

2. Improve nutrition and other critical practices during
pregnancy.

3. Inprove nconatal care through increased attention to
breast-feecding, ikeeping the infant warm, awareness of danger
signs in the nconate, ctc.

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 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.

B. Inproving Services

1. Strengthen the reproductive health knowlcdge and skills
of health promoters, Ministry of Health (MOH) medical staff,
widwives and other "birth attendants" living in the target
communities through training and education.

2. Increase the number of c¢linic visits by women and
outreach visits to women for prenatal care and tetanus
toxoid immunization during pregnancy.

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



C. Enhancing Policy Dialoque

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 (or
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
memirers. From July, 1990 until June, 1993, S{/B and the
communities with which it worked developed and implemented
the following interventions:

1. Developed, implemented and analyzed a retrospective
maternal and heonatal mortality case-control study in
1990 and repeated the study in April-Hay, 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 carvried out by 50 women’s groups;

4. Developed and implemented in 22 communities a "planning
toqgether" process to reopond to prioriticed 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
rnaterials produced by the women’s groups and parterasl;

1 WPartera®, the Spanish term for empirical midwife, is used to represent those individuals who

have been sclected by their conmunitices for training in safe/clean birth practices and who have

begun t¢ serve as community midwives. In Inquisivi, the husband was traditionaliy the person most
likely to attend births prior to the Warmi Project. The concept of a conmurity midwife/traditional
birth attendant was unknown in the community. Additionally, during the Warmwi Project period (1990-

199’3) there was no formal certification program for nursc/midwives in the Boivisian cducation

system,




10.

11.

12.

13.

14.

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

Women’s groups prepared 300 safe birth Kits;

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;

In colloboration 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);

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;

In collaboration with women’s groups, developed a
home-based women’s health card;

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

SC/B field staff and MOH personncl 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;

Developed and used a Women’s llealth 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 expel iences through
a number of mechanisms including:

1.

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

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 PROCOSI, 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 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 develoved 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 methodolcyy 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 eam). Emphasis on
participation at all levels allowed the team to capture the
explicit and implicit achievements of the progran.

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) and 151 controls were
included. The repeated study included all identified cases
of perinatal/neonatal mortality (31) and 136 controls. (Two
communities were excluded from the 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 rosults of the study.



Qualitative Methodoloqy

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 recarding several
important indicators. The group interviews also utilized
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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JECTH

hvery,

NS/RECOMMENDATIONS
,55°@5%

east 3 visits,

ere was a striking difference
between women's perception of the utility

, of prenatal care as seen in the case—control

i studies. SC/B should emphasize w/ women,
their families and health providers the

importance of continuity of care and

~follow—up.

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.

ULTS
June 1993; By June 1993:
» of pregnant women Source of data NO
e 3 prenatal visits No. [HIS Study 5/93
the time of delivery. of |7/92-6/93 |Cases |Controis
visits [n=370 n=36 |n=135 .
0 23% |50% _|36% _
1 42%|33% ,35% -
2 15%[14% 19%
3 15% | 3% | 8% |
4 5% 0% | 1% _ |
5 0%] 0% 1% |
% of pregnant women Source of data ' YES
I have atleast 2 TT HIS | Study 5/93
ccines by the time of 7/92-6/93 [Cases 'Controls’
n=370 n=30 ‘n=136
TT2 “3%| 67%  61%.
or ‘
“more
D of pregnant women | % of high risk pregnant YES

entified as high risk will

re.

{women who received care:
ve adequate follow-up !Source of data:

HIS
10/92-6/93
# preg=235
# risk=16

31%

referred

Study 5/93

t

Cases Controls ‘

N/A

1



By June 1993;
50% of pregnant women will
lake iodized salt daily.
ichanged trom 3 doses of
odine during pregnancy, in
accordance with MOH)

By June 1993

% who regularly consumed
iodizedsaltt
HIS ~ TStudy (5/93)

7/92- 6/93 !Case Control
n=370 N/A ,
74%i o '

50% of pregnant women will
1ake 2 three month courses of
won, 1 dunng pregnancy and
1 postpartum,

% who took iron suiphate

I
HIS |Study (5/93)
10/92-6/93 !Case Control
n=235n=31n=136
69% 45%  S51%

50% of postpartum women
will receive a megadose
vitamin A capsule wrthin the
tirst postpartum waek.

'% who received Vitamin A
l_megadose postpartum
HIS  Stuay (5/93)
7/92— 6/33 :Case Control
n=197n= n= ;
46% N/A N/A

50% of pregnant women will
have weight controlled dunng
pregnancy, and 50% of those
dentified at nutritional risk
will be followed up.

Data not availablie.

Yes / No

jodized salt appears to be becoming
a part of most communities normal diet,

YES
Only registered those who were pregnant,
not post —partum.
Drhicuity in tracking total number
: of tablets distributed.
]
_YES -
This objective is close to being
achieved and should be reached within
NO the next year as women become more
involved in outreach to women outside
the organized groups with the education
__materials that they developed.
Did not implement due to
dtficulties aquiring scales QO
N/A and measuring tapes.




'OBJECTIVES
By June 1993

RESULTS
Avg. % July 1992 - June 1993
according to SC/B Info. System

50% of deliveries will be

(husbands, TBAs, doctors,
other women, pregnant
woman hersef)

risk dufing delivery will
receive care according to
protocol.

! ACHIEVED

|Yes / No

No stated objective.

59% of women delivered with | YES [Includes doctors, nurses, asst. nurses,
attended by trained person trained person (n=197) ! parteras and family members who
recewved training in safe/clean
birmn.
30% of women identified at Data not available ! DATA
J N/A
- "ADDIT
29% of women delivered with i ACTIVITY |Not all communtties had prepared
safe birth kit I (NOTIN |sate virth kits. Total available

| (n=197)

DIP)

|

|durng the project period was 300.




'OBJECTIVES

50% of women who deliver
receive at least 2 postpartum
visits with partera or
supervisor with one taking
place within 3 days after
delivery,

NS /

_RECOMMENDATIONS

' Objective was not achieved.

‘However, a significant increase
in the percentage of women who

‘received at least one visit was
achieved.

20% of all women identified
with hemgcrrhage or infection
will be managed according to
protocol.

' Data collection for this indicator
“was very difficult and unreliable.

.
S AP
NS wcffé%”‘

\ u,c' '
¥ o5

30% of newborns will be
breastfed immediately
after delivery (colostrum
within 1 hour).

20% of newborns identified at
nsk will receive treatment
according to protocol.

RESULTS
By June 1993: Yes / No
'% of women who delivered who NO
received postpartum care: ‘
by sourceofdata: =
No. HIS " Study
visits 17/92-6/93  (5/93)
5 'n=197
0 36% ;
1+ 64% NA
: f
% of women with hemorrhage or ' N/A
infection postpartum who :
received care according to
protocol:
N/A
% of newborns who received YES
breastmilk one hour after
|delivery, by source:
HIS Study  5/93
7/92-6/93 . Cases Controls
n=197 n=19 n=135
61% ' 32% 50%
% of newborns identified at N/A

risk who rec’d treatment
|according to protocol:
HIS ‘Study 5/93
7/92-6/93
N/A

i
'
——— 4
i

N/A

|
i
L

b e s e e <e e e e e e e
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'OBJECTIVES
By June 1983;

RESULTS
By June 1993:

20% of women in reproductive
age will receive training in
tamily planning

681 (27%) WRA trained by
AYUFAM in 7 comm. visited

+ of women who use family
pianning. (Warmi Project
md nol fung family
pianning services,)

STDS & Cancer

97 Pap smears tested.

% of women 15- 49 who use a
method of family planning:
(n=1380: 7 comm w/ access)

HIS

(4-12/92)

n=1380
1UD 80
[Condom/Foam | 124" aw
Pill 30 2%
(Rhythm | 50 4%
Total R 284 -

6%

21w

.-

ACHIEVED
Yes /[ No __

YES

'NO OBJ.
SET

NO

L
i

-6

PApEIE————

__for reatment.

¥ : LY 5
OBSERVATIONSIRECOMMENDATIONS

Demand for more information and services
is high. Thus activity should continue.

Service statistics from Aprif, 1992

to December, 1992 (1 week visit/month).
Activites suspended in January, 1993
due to delay in renewal of agreement
between AYUFAM and MOH. Services
will resume in August with San Gabriel
Founaazon

information not available on STDs
due to iack of labs. AYUFAM took 87
PAP smears. Of the 55 smear results
that AYUFAM submitted to SC/B, all
were normal. The project did not
focus on STD detection due to lack
of lanoratory service and possibilities




e_very 6 months.

OBJECTIVES RESULTS ! ACHIEVED OBSERVATIONS / RECOMMENDATIONS
o . ?____Yes/No_ !

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. ! o o ) X
By December 1992, 50 groups | YES Delayed, but completed 6/93.

50 groups ! did ADX j 6/93
_complete ADX . !

By June 1993,

Number of commun. that 22 commun, ! IN Activity continues in remaining groups.

have designed an action have plan ! PROCESS

pian ‘

By June 1993, 32% NO OBJ. 875 women belong lo the 50 women's

__% of allwomen 15-49 WRA SET ' groups. (Total WRA= 2,708)

participate in a women's partic. 5

group. {No specific ' !

goai stated). : L | )

Of those who attend, 90%+ . NO OBJ. | Virtually all participants attend at least

% attend at least 2x attend ' SET ' 2x every 6 months.

| All groups meet at least once/month
| except Huaritolo and Alfajiani.

Data: Life of Project



'OBJECTIVES
By June 1993:

RESULTS
By June 1993:

EDUCATIONAL MATERIALS:
Maternal and neonatal health
education materials will be
developed in Aymara and in
Spanish,

PVO Manual documenting
the project, disrributed to
to members of PROCOS!.

List of materials produced:

- "Reproductive Health- Manual

For Community Parteras”

~ “Pregnancy: Booklet for
Women"

- "Birth: Booklet for
Women"

- "Care After Birth:
Booklet for Women"

— "Care of the Newborn'
Bookiet for Women*

- 5 Radio programs

- Instructonal insert for
safe birth kit

~ Problem picture cards for
the autodiagnosis

- Intervention picture cards
for use in the final eval

Will be completed 7/93,
to be distributed 8- 9/93

WORKING PAPERS/PUBLICA TIONS
No specified objective

Written materials completed:
- "The Autodiagnosis: A

Participatory Methodology to

Identity 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

MotherCare Project”

Ees 3
ACHIEVED OBSERVATIONS/RECOMMENDATIONS

!A Yes / No

! YES Materials will be completed by end of

’ project but will not have been implemented

in the heid. Development took fonger than

1 expected but participatory methodology used

E has led 10 women's ownership of the materials

i and to appropriateness. Training curriculum

iin use of materials is being developed by

| CIEC for SC/B & MOH staff, parteras and o
lwomon's groups. S" ¢

- The materiais were produced in Sparish with
.Aymara when desired by the women/parteras
for clarification of some terms.

IN PROCESS: Delay due to length of process to
; :validate methodologies and to document
project resuits (final study, evaluation).

, EXTRA Products not contemplated in Warmi
" PRODUCTS Project held agresment.

-
|

S



MATERIALS

righ risk pregnant women
fospartum care

righ nsk deliveries

Care of the newborn

12/91 by August Burns

'OBJECTIVES N |RESULTS 'ACHIEVED . OBSERVATIONS/RECOMMENDATIONS
By June 1993 | By June 1993: o Yes /No -
HIS INSTRUMENTS: HIS instruments finalized and : YES The original roster was too complicated. The
By Oct. 1991: in use: revised version was recently introduced in the
Finalized roster for women, ~ Women's Health Roster . field and should facilitate data collection.
Women's home -based card. - Women's Home — Based Card The new roster should be evaluated in 3—6 mos.
- Supervisor's Summary Sheet ‘10 monitor quality of data and sace of use.
! ;
. - —_ ——
PROTOCOLS: i The protocois were used as a basis
Protocols completed, YES for content of the women's bookiets and the

| parters manual. The health personnel level
' has not yet been applied in a systematic way
“for use m training of USLP & SC/B staff.

Now that new USLP staft are in place, this
_training should occur in a systematic fashion.




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 procducts 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
inodel.

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 existirg Ministry of
Health norms and has demonstrated positive trends
toward reducing maternal, perinatal and neonatal

mortality. However, much more could be done to further
reduce the high mortality rates if norms were adapted
to the rural context. Parteras 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 providers 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 approarh
(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 applicabie to other



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.

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 ar 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.

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.

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 cun facilitate this process in the
communities in which they work.

16



I. BACKGROUND

Save the Children/Bolivia (SC/B) began MotherCare Project
activities in fifty cummunities in the Inquisivi Province
of La Paz Department in July, 1990. The project is named
"Warni" 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 provinrce 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 wmortality was carried out by Project Warmi
staff in the province in 1990. According to this study,
verified mortality rates werc 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 1 10,000 births. The most
comnon probable causes ofpeatn entified by the study
wer:: asphyxia, sepsis, trauma, hemorrhage and hypothermia.
Propable causes of maternal death included: hemorrhage,
sepsis associated with intrauterine death, puerperal sepsis,
and abruptio placenta.

Health care services in the province arec prov.ded by the
Ministry of I~alth. There is one health post in Licoma zone
and one in Inguisivi 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-tinme
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dentist and custodian. The hospital cannot cope effectively
with major complications which require surgicasl 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 («-G6 hours by
road) .

WOMEN TN INQUISTIVI, LICOMA AND CIRCUATA COMMUNITIES

As described above, the Warmi Project works in three
geographic zones ol Inquisivi Province (Inquisivi, Liconma
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 Circuata
communities. These communitics, for obvious reasons, offer

a great challenge to behavior change.

In contrast, the communities in Circuata Zone are newer, or,
if old, have a number of recently immigrated families. 1In
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 fact 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 bound by a tight
family structure and rigid sexual roles. Traditionally,
women have not participated in the decisicn-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 monitorind) 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 ol these
groups either lost members or disbanded completely. Non-
Catholic women, which comprise a significant proportion of
the population, 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 1in 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 nen, but in the
family, it is the man who most often makes all financial
uaecisions. Most SC field staff have witnessed cases of
husbands deciding that it would cost too much to send a
weman with complications during her labor or pregnancy to
the hospital (3-7 hours by road, not including 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 perinatal mortality
rates in the province.

There are no exact data about the degree of domestic
violence found in Inquisivi Province, but a man 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 ar-d 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;

G. 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. 1In collaboration with CIEC (a local NGO), women’s
groups and parteras: developed and produced a manual for
parteras, a series of four booklets foi 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,
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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 llealth 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 PROCOS1, 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 USAID/Population

Council Workshop on Reproductive lealth 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 (including micro-
irrigation) and education. 1In FY 92, SC/Bolivia added
"Woman Child Impact Program" (WCI) to its portfolio as
direct outcome of MotherCare Project activities. This
program focuses on strengthening existing programs and

the
a

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 cvaluation of the project [ocussing primarily on
process indicators was conducted in April, 1992 (see Mid-
term evaluation report for details). This report presents
the findings of the project final evaluation. 1In this final
evaluation the team studied both cquantitative 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
lessors 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 externazl 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 womcn 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 institutioncl or community
affiliations are listed on the page direcctly after the title
cover page. The next section presents the methodology used
by the evaluation team.

IT. 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 iwplementing 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 procram.
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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 tacks 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 ayreement
Quarterly reports
Detailed Implementation Plan
Documents produced by the project or abcut the project

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

- Interviews with beneficiaries:
Members of women’s dgroups
Husbands of members
Pregnant women
Parteras
Community leaders/authorities

- Group exercises and discussions with beneficiaries
regarding:

History of community involvement with Prroject Warmi:
group discussion
Change in knowledge and attitudes on practices related
to reproductive health: stories (see Ani.:: 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 qgroups
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/HIS;
questionnaire/interview of individual women who were
pregnant or delivered in the past year.

group discussions with women (adolescents, reproductive
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. using green,

red and yellow cards to show respectively whether action
was good, bad or the participant was not sure.

To c¢.~.luate knowledge and practices of health providers:

analysis of data from case control studies (secondary
data) ;

analysis of data from monitoring system/HIS;
questionnaire/interviews with individual parteras;
Group discussions at zonal level with parteras using
stories and red/yellow/grecen 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 MOH staff;



- 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 Adininistrator.

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 Repoi't, 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 MOH health personnel.

The Warmi Project conducted the same study again in preparation
for this evaluation. The same methodology and questionnaire werr
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 metiodology as *n the
first study.

Each variable of the questionnaire was analyzed for pre/post
changes (both positive and negative) of statistical significance
comparing pre-cases with post-cases and pre-controls 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.
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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)
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Table 10
PREGNANCY

Significant Findings From Case-Ccntrol Studies
Warmi Project

Baseline (199G) Final (1993)

Urinary infection during pregnancy 7% 39%
(cases)

Urinary infection during pregnancy 9% 27%
(controls)

Prenatal care done by auxiliary 7% 23%
(cases)

Prenatal care done by auxiliary 9% 25%
(controls)

Prenatal car~> done by SC/B field 18% 35%
supervisor (controls)

Believe that prenatal care is 60% 87%
useful (controls)

Did not give opinion on 63% 26%
prenatal care (cases)

Did not give opinion on 30% 10%
prenatal care (controls)
«Received ferrous sulfate 15% 45%
during pregnancy (cases)

Received ferrous sulfate 17% 51%

‘\during pregnancy (cases)
, , e VL

Recelved teas during pregnancy M uﬁ%“ 13% 35%
(cases) =

Received abdominal massage 44% 24%

during pregnancy (controls)




TABLE 11

BIRTH

Significant Findings From Case-Control Studies

Warmi Project

Baweline (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)
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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 ig-small and not stat. significant,

but fac%zﬁzt no one looked for inadequate

care is \#teresting.

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 gquantitative 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
ob]ectlve 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 system data. In
these cases, the tables present the indicator and states
that the information was not available ("N/AY).
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The process can be summarized visually in the following
manner:

> Identification and Prioritization
of Problems __}

\Y

Evaluation Planning Together]

Implement the Plan <———-———-J

Save the Children clearly structured the steps of this
process, first the "Autodiagnosis" and then "Flanning
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 Autodiaqgnosis

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 th= 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 grouns, 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
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IV. COMMUNITY ORGANIZATION AND PARTICIPATION (WOMEN'’S
GROUPS, AUTODIAGNOSIS AND PLANNING TOGETHER)

Context of the Warmi Proiject 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 comparison 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.

Methodoloqgy,

The methodology designed and applied by Save the Children
was active participatory education, widely accapted 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 prouvlens.

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. 1In 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 guarter 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
gqualitative 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 organization in groups
which led to the increasing awareness of their role in the

famlly and the communlty 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 prlme objectlve 1dent1f1ed 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 subjcct to
decision-making. 1In addition to not having the econonmic
resources to make decisions, she was ignorant of the
irportance 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 1life.

Positive Aspects

The women realized that they could identify their health
problems and that they could improve their gquality of life
(diet, nutrition, vaccination, prenatal care, safe/clean
birth, etc.) and they didn’t stop there. Thelir 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.

weaders 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 nonitoring
networks in the detection and follow-up of maternal and
neonatal hecalth 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,: '"wWell, 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. 1In 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 1life 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 womer’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, theytalk,
participate.'" There is communication between groups, they
share experiences--the processes of knowledge und training
are expanding. In terms of their practices, the staffl
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 institution’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 reproductive
age, husbands and other family members, parteras and health
personnel regarding maternal and neonatal health.

The IEC activities of the Project include:
1. Routine interpersonal communication, such as:
1.A. Educational group discussions when therc¢ are

vaccination campaigns or with women’s groups every
month.
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1.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, okstetrical
complications that can occur and their soluticns, 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 1GA.

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 Health 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

Tl.e people who participated in the development of these materials
are included in the project organigram below:

WARMI PROJECT
1 Coordinator
1 Educator

| l
I I

1 Coordinator 1 Coordinator
INQUISIVI ZONE LICOMA ZONE CYIRCUATA 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 MotherCare/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 MOH 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, sCc/B and women; and,

* Personal interviews with CIEC and 5C/B staff who
were most directly involved in the development of the
materials (December, 1992, April and 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 of
priority maternal and neonatal health and nutrition topics
such as nutrition during pregnancy, prenatal care, safe
birth 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 knowlcdgg level. (Three of the eight women
were not participating in women’s groups, nor had they
received pre-natal chec}—upc by SC/B supervisors). However,
the general impression created by this limited number of
interviews was that more needs to be done in one-on-one
counseling. It should be noted that two of thc major
naterials to support this counseling (the Women’s Health
Card and the Women’s Booklets) had not bheen 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 mect at least once monthly, some
meeting as many as 4 times per month. The "T'raining"
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) routine
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, accerding to the
project Coordinator. 1In order to make these meetings more
participatory, SC/B staff sometimes incorporated the use of
games, 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-ton-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 cacried 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.
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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 starf role changing from traditional "educator"
to facilitator.

More respect for community women’s beliefs and
practices.

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

mere 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 the 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



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
conplete.

+ 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 unticipated. This caused problems in the final
stages of developing the materilals. To their credit, all
three institutions, CIEC, SC/B and JSI-- were understanding
and flexible throughout the entire process.

RECOMMENDATIONS

A. DEVELOPMENT OF EDUCATIONAL MALERIALS: 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 bouklet on The Use of Local Health
Resources should be developed and produced.
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B. IEC TRAINING: Table 13 below presents a proposed
training plan for use of the educational materials.

Table 13. Proposed Training Plan

SUBJECTS OF TRAINING IN THE USE OF...
1. SC/B Field Staff........ Manual on Participatory
Techniques

2. S5C/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: S5C/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 ITEC 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) BIRTII, 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 Methodoloqy to
Facilitate Maternal and Neonatal Health Problem
Identification_and Prioritization in Women'’s Groups in Rural
Bolivia, MotherCare Working Paper No. 1GA; 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
Project, 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 comnunity 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 sessioas. 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 and consolidated

within the quarterly report. Information regarding the
numbers attending technical health trainings and who the
attendees are has improvea tremendously. Howaver,

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 women’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 T

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 coasultants 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
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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 Autodiagnosis process was launched 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 IIT

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/B staff. Mol
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
sSiX 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 community education in
family planning and began offering services in February
during monthly visits of one week each. This local NGO
trained the SC/B staff in May at the all-staff training. 1In
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 parteras 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, sSC/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. Training Inputs and Findings
Objective Area Training Input Training
Findings
Women'’s Groups:
Autodiagnosis
process SC/B health staff trained Achieved
50 women’s groups 50 groups
Nutrition: 60 parteras trained in In prena-
proper nutrition nutrition counseling & tal care
during pregnancy welghing pregnant women training
493 pregnant women Prenatal
care visit
w/ partera
or prom.
493 husbands of pregnant Attend.
women prenatal
care
Prenatal Care: 60 parteras 53
symptoms of
pregnancy, 50 health promoters trained|46
importance of in prenatal care promotion
prenatal care, —_
detection of high SC/B health teanm Achlieved
risk signs, steps
for follow-up, and |MOH personnel 16
use of women’s
health card 551 WRA 643
591 pregnant women N/A
386 husbands of pregnant N/A
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Table 14. Training Inputs and Findings (Continued)

Objective Area Training Input Training
Findings I
Safe Birth: 12 SC/B personnel Achieved
difference between
false and real 5 MOH personnel 17
labor, clean birth
techniques, 60 parteras 62
attention to the
recent newborn, promoters 66
identification of
risk factors, and 551 WRA 552
follow-up actions
144 pregnant women N/A

444 husbands of preg women

N/A idf‘fl

177 mothers of preg women N/A_S (e
Postpartum care: 60 parteras 57
hygiene,
identification of promoters 35
sepsis/ fever,
hemorrhage 591 pregnant women N/A

444 husbands of preg women N/A

SC/B health team Achieved

MOH personnel 10
Newborn Care: 591 husbhands of preg women N/A
immediate
attention, 60 parteras 78
breast-feeding,
identification of 591 pregnant women N/A
risk signs and -
rollow-up action 193 mothers of preqg women N/A

5 MOH staff 8

12 SC/B health team 6
Neonatal: 60 parteras With
Care of neonate,
breast-feeding, 591 husbands of preg women |newborn
risk signs,
follow-up actions 197 mothers of preg women care

17

local MOH & SC/B staff

training




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 maothers. 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 occasionally 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.
NMutrition 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.



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 interviaws and on the written exam, the level of
Knowledge varizs 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 knowledge 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 will be reviewed. CTEC will also 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 could also introduce and discuss
materials with their peers. The goal is to reach women
outside the organized wonen’s groups.

In the interes:cs of sustainability, SC/B has identified the
need to streng:zhen the partera’s role and communication
skills within the community. 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 transfer knowledge.



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 for a profeassional Nurse Midwife ("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 training in technical subjects. The attendance
list, used to estimate meal requirements for the day, could
be summarized and inserted into the resulting report.

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

5. FExplore ways to cncourage provider contact with pregnant
women. The use of the women’s card is a tool for counseling
and imparting nutritional information.  ‘The parteras and
promoters nced to be trained in the card’s use.

6. Strengthen counseling training for parteras, promoters,
SC/B staff: knowledge appears to be high among these groups
but the ability to transter this knowledge to others,
particularly in prenatal care, appeors to be low.

7. Improve the supervision of parteras and promoters to
ensure that accurate intormation is tranasterred.

Supervision should not just account for the occurrence of a
training event but provide active feedback on the gquality 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 arecas who often have little interest in
investing their efforts in improving the situation; and
where there arc serious cultural, social and economic
barriers to seeking services, it is a wonder that anyone
uses the services, In fact, use ot 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 the 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 Paz 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 reproductive health (see Training
Section) but many of those trained (particularly +he
doctors) have left the District and have been replaced.

SC/B signed an agreement with San Cabriel 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 indicate that as a result ol the training course
they feel more confident with their improved technical
skills which will scrve them well in theiv communiticos.

They also remarked that they are much more comtortable in
the hospital environment and will refer their patients when
necessary.



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 wvisits: 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 jpi:egnant, the woman or her husband
would not allow a physical exam until her last trimester.
One reason for this was 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 their delivery will be diftficult or

not--an early exam will not give them this information.
Although it is clear from the baseline/final studies that
many more women nowW know abhout 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 rad 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 proiject 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.

Yﬁ/ High risk patients referred: The manual information system
V for e_last year registered that 13% of women identified as
N’ “ziigéginggiduring pregnancy received referral follow-up care
\ b ormal 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 7K ? 3% 4%
Other 4% 1% 10% 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. 1In 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 guarters 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 gquarters. 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 1is
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 for 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 guestion.

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%, 40% and 55% 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-telling, 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 ecight 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 intalke 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 danger sign during delivery. In the majority
of the cascs the action that they saild 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 newhorn. 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 hospital. 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. 1In
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 Planning

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 FP methods.
Individual interviews with husbands, women of reproductive
age and parteras during this evaluation demonstrated that
the majority knew of at least three methods without
prompting and recognized most other methods when they were
mentioned. ‘The demand tor tamily planning services is high
and when services were available (SOPACOF) 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 spontanecusly were
the IUD, the pill, and condoms. The average number of
methods mentioned spontaneously was 3, with more methods
mentioned in Licoma.

The methods recoqnized most frequently were breast-feeding
and withdrawal. Rhythm and/or sterilization (masculine or
feminine) were recognized by a minority of the persons
interviewed.

Of the few peonle that indicated having used some method at
some time, the methods which the man, the woman or the
couple have used were the IUD, withdrawal or rhythm,
condoms, pills and breast-feeding. 1In all categories,
Licoma zone was 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 16
attending 6 births or more. The majority provide at least 2
prenatal visits per patient.

- VH¢Q
Training X m !
18 of the parteras that were interviewed had attende < o
training at San Gabriel Hospital. One also said that he had GQJD("

been trained originally several years ago by the MOH. 16
said that they can use what they learned at San Gabriel in
their work. For examploe:

"They reinforca good hygiene, knowledge, techniques and care
of 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 many
recommendations 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 parteras 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.

MNeonatal sepsic 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 recessity of taking the
newborn to the health post.

Family Planning

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 weal:nesses that neced strengthening
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% sald that they ask what the client is eating,
discuss the importance of iodized salt and symptoms
of pregnancy;

>50% counsel 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, edenma, hemorrhage, pain on
urination or give counsel regarding hygiene.

Partera’s fees vary by zone. 1In Inquisivi zone nobody
charged to attend a birth. In Licona zone, 4 of the 10
parteras charged between 5 and 20 Bolivianos (U.S $ 1.20 to
4.76). 1In Circuata zone, the 6 parteras charged between 10
and 25 Bolivianos (U.S. $ 4.20 to 5.95) per birth.

PARTERAS AND "'HE REFERRAL SYSTEM

Links with the MOH

23 of the 27 parteras are in contact with the auxiliary
nurse or the MOll doctor. Five 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
vaczcinations 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 1in 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 regarding prenatal care, TT
vaccine and Vitamin A post-partum. The other data including

births, training/education 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 vet.

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
referred to the District Hospital in Quime. They reported
the need to refer to Quime "due to the insufficiency of

equipment and iack 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."
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- "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. Help 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 MOH Staff
Indicators:

As part of the evaluation, 4 MOH 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.

MOl 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 hetween true and

false labor 1 (25%) 12 (100%)
- 4 hasic steps in the care of the

newborn 2 (50%) B (75%)

SC/B, THE MOH AND THE REFERRAL SYSTEM

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

The inability of the MOH 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 MOI. 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 houpital 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
Hospital).

RECOMMENDATIONS
1. Better coordination between the project and the MOH
- The La Paz lealth Unit should sign the agreement
with SC/B;

- The Tres Cruces District staff (MOH) should attend
SC/RB 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 -- LEquipment
and renovation by MOl (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 foamingy
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 leqgumes for o complete protein, eqggshells
for calcium, dark green leafy vegetables or carrots for
vitamin A, etc.

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

6. It is important 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. HEALTH _TNFORMATION SYSTEM (HIS)

THE_SC/B_HEALTH _INFORMATION_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 HIS helped ficld 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 utilizea 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 perinatal health information system
consists of the following instruments:

= Women’s Home-Based Health Card (Woman’s llome)
- Vital Events Reporting Form (SC/B field sup.)

= Women’s Health Roster (SC/B field sup.)

- Family Register card (Sub-zone office)

- Consolidated Womon’s Regter (Zonal Coordinator,
Cou-Director)

- Hational Information System (MOH District level)

The section below briefly describes each instrument.

Women’s Health cCard

The women’s home-based health card was developed by Sc/B
with women'’s groups 1in 10 communi*ies over a period of one
and a half years. The card’s content and structure changed
enormously bhased on the numerous validations that it
underwent in the communities. The final version was
approved by the MOH and was just recently distributed to
women’s groups in April-May, 1993, (5ce Annex 5-A).

Since this card must e 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 the 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 fiecld 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 1is managed by the SC/B tield
supervisors. The roster was reviewed 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 Annex 5-D) was reviewed by all field
staff and was printed and distributed only recently in May,
1993. Therefore, it can not yet be determined how well the
new roster responds to some of the difficulties encountered
in the earlier version. liowever, it was clear that a change
was needed since the evaluation team encountered many errors
in data entry.

Though the roster was intended to be used for follow-up of
individual pregnant women, there were numerous cases of
detected pregiancies that had no date of birth recorded. 1In
the majority of casesn, this ic prchably because there are

many places to register births (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 due 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 new 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 every
quarter. Use of this form was initiated in July, 1992. It
greatly improved the accessibility of the information for
analysis and led to the identification of problem areas in
need of extra programmatic attention. The form 1s presented
as Annex 5-F.

National Health Information System (SNIS)

SC/B field supervisors complete and submit monthly reports
required by the MOH to the 5C/B zonal coordinator who then
consolidates all reports received and presents the
consolidated report to the District Director. The
information is discussed and analyzed at monthly (zonal/area
level) and quarterly (district level) Information Analysis
Committee meetings. SC/B zonal coordinators and MOH
district stafi attend thesne meetings,

The SNIS form is presented as Anney 5-G.

COMPUTERIZED SYSTEM

SC/B manages a computerized health information system known
as "ProMls" which was installed in October 1991. The first
cut of system data was complcted in July 1992, due to lack
of specialized personnc! to run it previous to that date.
Designed primarily for child survival data, this system

allows SC/B to monitor and cvaluate only a few of the Warmi
Project’s indicators (number of women of reproductive age,
number of TT vaccines, number of births/deaths and number of
prenatal care visits). All other indicators must be

consolidated manually.



EFFICTIENCY OF THE DATA COLLECTION PROCESS

In spite of th2 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 rnllow-up. In spite of periodic training in the
registration of data in the roster, this continues to be
problematic.

CONCLUSIONS

The HIS is a qgood 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 per<onnel 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 S$C/B presence.

The introduction of zonal quarterly evaluation and planning
meetings helped the project to identify needs and establish
priorities. This strateqy is rendering positive results.

With the hiring of the programmer in July, 1992, to operate
the new computoericzed system, data collection and entry has
improved, but therc are still some problems with the use of
the instruments.

ECOMMENDATIONS

1. TField staff should continue to reccive periodic
training in how to till out the rosters and other forms
and they =hould rececive fcedback on their individual
work at least once every quarter.

2. It is important when preparing the quarterly
consolidated reports that the information on the
wonen’s and children’s rosters and family card
registration cards coincide.

3. In general, there are too many steps to register health
information into the system. This process should be

consolidated and simpliticd,  Phe 1S could cambine the
Intormation required by three instruments (women’s
roster, child’s roster, vital cvents torm) into one
inctrument oo that data are not lost. For this reanon,

the H1S chould be re-organized.
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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, i997.

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 intormation.

IX. INTERINSTITUTIONAL COORDINATION AND COLLABORATION

To assess the Warmi Project’s coordination and cooperation
with other institutions, one should consider how SC/B
generally works with other institutions. 5C/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 arise along the road. The Warmi Project needed
assistance trom a local NGO (AYUFAM) to provide reproductive
health services, CIEC for the design and development of
educational materials, and the San Gabriel Foundation for
training of parteras. SC/B participates in the PROCOSI
network of PVOs which promotes child survival and maternal
health,

The institutions with which $C/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/B coordinated with the MOH La Paz
Health Unit and the District level staff.

PROCOSI

SC/B belongs te the PROCOST networdk which groups ten non-
protit private voluntary organizations which execute and/or
sponsor child curvival projects in Bolivia.,  PROCOST

promotes institutional strengthening of its members through
coordination, technical assistance, lnvestigation and

channeling of financial resources which support its members’
program: to benet it the children, women and communities of
Bolivia,



Under a previous AID Operiiing 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, tne Warmi Project is considered as "a very good
initiative whizh 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".

PROCOST 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 guality of
life of the family in Bolivia through execution of primary
care and reproductive health intervent.ons.

SC/B and AYUF2M established a working Agreement in August,
1991 which also involved the MOH (La Paz Health Unit). The

objective was to provide reproductive health services in
recponse to the necd:s put torward by women in the Warm
Project autodiagnosis. AYUFAM was responsible tor oltering
reproductive health services in Inquisivi, Licoma and
Circuata zones; training the SC/B statt; and tor giving

educational talks and counseling 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 ot strategies and
reproductive health activities in the rural area, with the
possibility of replicability."

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, education, 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, CIEC and 8C/B signed a fixed-price agreement
tor the development, testing and training in the use of
materials tor the Warmi P'roject.

The CIEC Director described the work with SC/B as a
tremendous undertaking. As discussed in the [RC section,
the participatory process involved in the materials’
development was much more intensive and extensive than

originally envisionced. The materiale wore developed and
tested with woren’s groups in each zone as was the DPartera’s
Manual with parteras trom cach zone. CIEC worked in teams

with the women’s group:s constantly revising the documents.
The procecss 15 crucial in ensuring the success ol the use of
the materials. In addition, the time planned for completion
of the activities was tar too chort,

Production ot the women’:s hooklets was turther delayed due
to problems with the graphics designer. 1t was necessary to
find a new professional able to draw similar designs in a
similar style.

In general, CIEC had no complaints regarding the
administration of funds or lines of communication with SC/B.
The two organizations have close relations at both the
director and ftield levels.

Through its involvement with the Warmi Project, CIEC has
strengthened its institutional skills in the design of
materials for a rural population. The institution
acknowledges all that it has gained from the process. CIEC
personnel speak very highly of their experience in Inquisivi
and are now emphasizing the participatory methodology in
materials development with its own personnel.



SAN GABRIEL FOUNDATION

The San Gabriel Foundation (FSC) is a non-profit Bolivian
NGO that provides health secrvices 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 he 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 and FSG personnel.

A lack of understanding of the parteras’ experience, beliefs
and customs onr the part of FFSG personnel accounted for the
feeling of lack of acceptance by the parteras. FSG has
since rectificd 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 training varies depending on the number of
institutional births a partera is able to assist. The
parteras do not practicc 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. 1t is customary for a partera to
assist with a pregnant woman from the first sign of
contractions. In FSG, as in much urban medical practice,
the pregnant woman is assigned to a nurse and the doctor 1is
only present to deliver the baby. FSG is initiating an
internal dialogue to explore ways to "humanize" the process
within its hospital.

Both FSG and £C/B mentioned the conflict between practices
based on medical technology and practices in areas with few
resources. Farly in the training, the midwives came away
with raised expectations of all the equipment and
accessories neccessary for o healthy birth. These would be
impossible to sustain in Inquisivi. Discussions between
SC/B and 'S brought about o few changes in the training;
the curriculun was modilied slightly to accommodate a rural
reality.

There were no administrative problems between SC/B and FSG
and communication appears quite open. FSG is very positive
about its linkages with other institutions. The institution



is open to learning from its experience with others,
avoiding duplication and using resources efficiently.
"Institutional linkages are fundamental."

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, I'SG foresees further possibilities in
strengthening the Training Center and in its ability to
offer similar training to other organizations.

LA PAZ HEALTH TVINIT (MOH)

The Warmi Project area is a part of the Tres Cruces District
of the La Paz [Department llealth 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 minimal, with little equipment and
supplies.

5C/B has tried to work jointly with the lliealth Unit but this
has not always been possible. In some areas, the Health
Unit’s personnel and SC/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 alwmost never accompany SC/B on field visits
and rarely attend the monthly and quarterly planning and
evaluation meetings to which they are invited.

RECOMMENDATIONS FOR INTERINSTITUTIONAL
COORDINATION/COLLABORATION

SC/B should:
- Continue it:s interinstitantional coordination policy

within
networks and with individual institutions;
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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
reproductiva 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 NCOs 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
parson has responsibility for the efficient and effective
functioning of the whole team in the zone.

The irherent exchange or 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 recquests 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
atfect institutional pclicy ard overall institutional
functioning must be referred to the La Paz office Executive
Committee.

Standard operating procedurecs have not changed significantly
since the mid-term evaluation. For more detail regarding
administrative procedures, see the Mid-term Evaluation
Report, 1992,
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INSERT SC/B ORGANIZATIONAL CHART HERE
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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
OTHER DIRECT cCcosTs 20,180.00 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 thnlr problems, and to
plan together *“o resolve these problems. Many communities
have begun to implement their plans. As each plan is
realized their vision expands ond their confidence in
developing themselves and their communities also n>pand

This process was clcarly reflected when observing thes

groups in problem prioritization, and in their h,preeqlons,
drawings, and plans for the future.

The "partera", created in part by Warmi in response to
community recquests, has hecome an established and valued
member of several communities. Many call her at the time of
birth, recognize her training 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 tralining 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. TFamily planning supplies are not
regularly available, and $C 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, oxytocin, and IV
solutions, which restricts the ability of parteras to
stabilize women at risk of dying from childbirth before
reaching the hospital. FEven the administration of TT
vaccines is limited to medical staff who are clinic-based.

Existing services for secondary 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 awarcness for safe and wanted pregnancy

and delivery has been created, yet the resources needed to
meet this demand are inadequate.

RECOMMENDATION

Together with other HCOs and perhaps even the communities,
Save the Children may try various strategies to increase the
quality and access to needed medical 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 1link
between the District Hospital 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.

84



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 expressed 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 Health (CCH) Project to identify ways for
interested NGOS to collaborate together to replicate project
components.

Persons trained by Save the Children in the Warmi project
will be great resources for replicating program components.
Women community members will be able to train women from
other 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 estimuted cost of replication is calculated below (Table
15) and is based on a variety of assumptions 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 thic project, it is quite possible
that other interventions not contemplated below will have to
be added or substituted.

s}
jer

stimated Project Costs

Assumptions:

- 100 communities with women’s groups in each community
(avg. 20-25 women per group= ¢,000 women of reprcductive
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)

Sstaff includes:

1 Project Coordinator

15 Field Supervisors (avg. 1 per 7 groups)

Travel costs are shared among other projects in same

communhities

Table 16. Illustrative Cost of Project Replication

COST OF PROJECT REPLICATION IN 100 COMMUNITIES

(Illustrative)

Year 1 Year 2
Salaries/Benefits
1 Coordinator $20,000 21,000
15 Field Supervisors 58,500 61,425
Admin. Support 5,265 5,528
Travel/Per Diem
Gas (400 Kms/mo) 1,800 1,890
Vehicie Maintenance 450 475
Per diem: Workshops 3,000 3,150
Materials/Supplies
Women’s Health Cards 1,800 0
Women’s Booklets G,000 0
Partera Manuals (200) 3,000 0]
Safe Birth Kits(2,000) 2,000 0
Partera Kits (200) 2,000 0
Training Materials 1,000 1,000
Other Direct Costs
Reproduction 1,200 1,260
Communications 1,200 1,260
Miscellaneous 500 500
Evaluations (mid/final) 0 3,500
GRAND TOTAL $107,715

Year 3

22,050
64,496
5,805

1,985
£00
3,310

1,323
1,323

500
3,500

100,988 105,792

Total

63,050
184,421
16,598

5,675
1,425
9,460

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

3,783
3,783
1,500
7,000

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 Ayreement with JSI. All project
products were delivered, as well an 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 worled within the exicting
Ministry of llealth norms and has demonstrated positive
trends toward reducing maternal, perinatal and neonatal
mortality. IHowever, much more could be done to further
rediice the high mortality rates if norms were adapted
to the rural context and human resources available.
Parteras couid play more of a role in stabilizing
patients with 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
pPlanning service providers 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 approach
(autodiagnosis, planning together, implementation and
participatory ecvaluation) is a 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 be tested by other
PVOs to determine its replicability to other similar
rural areas.

7



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 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 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 cquipped are only effective if
women arrive. The "Pathway to Survival'" model (see Annex G)
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 belicfc and
practices are not only taken into account, but respected
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 planaing 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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and CIEC for the period August 1, 1992 to August 31 1993
(later amended to June 30, 1993).




ANNEX 1:

EVALUATION SCHEDULE AND INSTRUMENTS
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CALENDARIO DE ACTIVIDADES PARA LA EVALUACION FINAL DEL

FECHA:

Lunes 24 de Mayo y
Martes 25 do Mayo

Miércoles 26 de Mayo
]

Jueves 27 de lMayo

Viernes 28 de Mayo

Sdabado 29 de Hayo

Domingo 30 de Mayo
Lunes 31 de Mayo

Martes 1lro. de Junio

Miércoles 2 de Junio

PROGRAMA WARMI

Planificacién y preparacién
de la Evaluacién por el equipo en
La Paz.

(Por la mafiana)
Viaje a Inquisivi

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

Ventilla
Chiiji por la mafiana

Corachapi
Yacopanpa por la tarde

Entrevistas con parleras (on
la maiiana) y autoridades de la
zona de Inquisivi (en la tarde).

Reunidén con Grupo de Mujeres y
esposos on Espigo Pampa vy
Pencaloma en la maiiana y
Lacayotini y Licoma en la tarde.

sum

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

Entrevistas con parteras (en
la maiiana) y autoridades de la
zona de Circuata (en la tarde)

Reunion con Grupo de Mujeres y
ecpesos en Circuata en la maiiana

Yy Lujmani en—la—tarda., pev o meSonsa
Viaje hasla Chulumani.

Reyreso a La Paz desde
Chulumani,

Q\


http:Evaluaci.6n

CRONOGRNAMN DE TRABNJO
Equipo Cuantitativo

Lunes 24 de Mavyo
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Domingo 30 de Mayo

81350 Contiitn

Hirrs .

Lunes 31 de Mayo

s . 8230

Martes 1 de Junio
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CONOCIMIENTOS EN SALUD MATERNA Y NCONNTAL, EYALUACION FINAL,
Proyecto Warmi, 5/93, Desarrollo Juvenil Comunitario

NOMBRE =

INSTITUCTON:

CARGO: e e e e
ZONA DE BASE:

L. Describe a4 actividides qiee o delasiy poedd i dur anle
el control prenatal.

2. Describe 3 signos de pelionro gl ol el o v o lou
Pasos que se deben soequin para o cee gy aanler a0 enlon o

L.

3. Describe 3 técnicoas del "pua-bae Dimere,
L.

2

L ow

A. Desaribe 2 razanes e Do g boie o o el i o
parto Limpio.

BEST AVAILABLE COPY



7.

8.

9.

Describe 2 praclicis copproctae, faira alogedenr ol pocion
nacico. :

L.

2.

Describe 2 senales e sl o rioe cpr vhinanlo o] eanbing ir2o o
el parifo.

L.

2.

Dascribe la diferencia onlie o dralboore e i ey Falaso v
el trabajo de piorlo ool

Descrile 4 pacos basicos coie oo chdas cavpnrin pasr o itlieonele
al recien nacicdo.

Describe 3 métodon madornos b phoao oy boaciag Tamibiar vy
para cada método., deseriboe v ool ccielic e i an para an
uso y 2 efeclos cocipmelarioe,

Matodo Conbraivelioacioae 001 10 Tawtbos Sociicl.

2.


http:Desc':.ri

CUESTIONARIO PARA EL PERSONAL DE LA UNHIDAD SANITARIA

Lo=  sHace cuanto tiempo e brodaoyaombe v ool oy ooty
Mmeses,/unos,

Lo A el v iclarddess e bl R RYIN TN IR TI B R TR R I
neongtal coordi nan Gon e

S.=  Como miembro de la Unidid Soanilor o spwn bar apn o

capacitacion sobrao Sal ol Beysi owlinei b s i g cand coeen eles
planiticacion con NICT a1 i
Sioes si, Jouidlest e
.= SDAC proporciona vnformieioge Ui 0 vl e
~ control prenataol “ piee
= pairbos i i
=ovactna e 1T o i
= ovitaming A o ba amitedn co et ey o i TR
~oreuniones e capae i Pae oae i ey o i
salnel reprodiet vacy Ny i
5.~ dConoce el Carncl oe Loo Moger ol v boboe paar ey G NO

SOsban vsansdo ool ot cene o e e e b Db ey

8L HO A ey

7. aCuantas pacicoles con ociangd v e s aben b b g ey
neoncbales fomror petog aaloe s e BedS il G0 00 o b
sanitario/hospitaly
Mumero oles o el o
S caddo tesane b bovn e e b NI T

tabal ddiely
| by

Cov vl e dame . e v

REST AVAILABLE COrY



[EYES

$i la respuests
LPorqueéT

i

LQue paso con ol

Vo el e 1y

S Ques
futuro?

G

recomencaciones b

N A R R S N T

fotr:

2 e v e v————

et s —————— e

|

o n

e v et e——— o p—



CUESTIONARIO PARA LAS AUTORIDNNDES

L.~ SAue coman buenas /. R R I R RV L N R S B R ferieeby e o
La comunidad ven nstedes op ool 10 cepea Lo Wed il

2.~ AQue cosas negativas para ol pacshiolo oo Lo eomnind el wven
ustedes en el Proveccia WAk

Gum AET proyecto los o aviel coomedeaan oo s e o iy
abros acspectons Coapoy

.- dlas mojeres participan mae e ot e vl epe
antes en el arapo ceomoier e b o n baicdiedons oy e
Loma ey clese oo A N A A T I R R L R I

D= Conney conhor il by o opies g eepeege by ! S

Mrowyecto Wokii e

BEST AVAILASLE COFPY

A



7.~

JQué op

sl.as &l

aynclaco

Si tivi
WARMIT,
en el f

inan sobre el btrabager ol Toes g npees ddee g e o

oricaoces b prne tad dpaedo vy ol
A promover does ol e be e el

era Lo opor baiabd b it ey

LAUE Sngerene i bre e cnre oo e

uturo?

Phoovyon b o'y Ao

P oy L0’y

I AR N YA

ped ot ol panyia Lo



5.~

6....

7_...

CUESTIONARIO PARA EL PERSONAL DE DJC

ZCudl es tu profesion?

SCudl es tu area de trabajod

dHace cuanto tiempo estic crabuiianl v ol P ovector

meses/aiios

Cual es el cambio mias qrande cpe Tues viod o e
comunidades en relacion al Proveclo Wode)

JCnates son las dil dennl tade o Pl b apnies 1y
el proyecto?

SCamo se pucde majorar ol braba o

éComo se puede mejorar la com dina ion con la
Unidad Samitaria?

) B

tenicdo

dComo modificarias ¢l Proyeclio oo o 8 fulig oy Qe

cambiarias?

OLros comentarios vy shgoerene i

BEST AVAILABLE COPY



EMBARAZADAS: NUTRICION Y T.T.

la.- ¢Como supiste que estabas embarazada?

1b.- ¢Cémo te cuidas durante tu embarazo?

2.- Numero de vacunas TT:
3.- Nutricién
ALIMENTOS

Leche (4 vasos, 4 Onzas de queso)
4 Tazas de sopa cremosa/
budin

Proteinas (3 porciones de carne,
pescado, pollo, porotos,
o 2 huevos)

Cereales/Carbohidratos (5 x } taza
o pedazo) cereales,
arroz, pan, fideo)

Fruta/Verdura (3 taza o un pedazo

mediano)

1 zanahoria/vainita,
zapallo, camote (Vit A)

2 repollo, manzana, papa,
pldtano, arveja,
durazno, etc.

1 aji, tomate, citricos,
melén, broccoli (Vit C)

TOTAL

FALTA:

2 3 4 ) >5

Désis Cantidades

Diar1ia

Ideal |Desayun|Almuerzo|Cena

4

o

BEST AVAILABLE COFY



¥

¢Has asistido al control prenatal alguna vez?

SI NO

cCudntas veces?

¢Dénde? Partera

Puesto Médico
Supervisora de DJC
Hospital

Otro __

¢Quedaste satisfecha con el control?

o

SI N

LPor qué? _

¢Tienes el carnet de la mujer?

SI NO

(Estds usédndolo?

SI N

o

¢Por qué?

¢Puedes recordar 3 signos de peligro durante el embarazo?
¢Cudles son? ¢(Qué tienes que hacer cuando apareciera cada
uno de estos signos?

Signo Acciébn

¢Cudles son 2 acciones para prevenir el tétanos en la
madre y la wawita?

1.

2.

Yot



10.

11.

12.

13.
14,
15.

l6.

¢Puedes recordar 3 signos de peliare furante el parto?
¢Cudles son? ¢(Qué tienes que hacer rmmando apareciera cada
uno de estos signos?

Signo rccidn
1.
2.
3.

¢Puedes describir 3 sefiales de sobreparto de la madre
despues del parto?

1. 2. 3.

¢Qué tiene que hacer una mujer crn sclbheparto para solucionar
este problema?

Hay por lo menos 4 pasos importantes= 1:ira atender al recien
nacido. ¢Cudles son?

1. 3.
2. q.
¢Cémo puede saber una madre que 't .0 estd con

pnemonia durante el primer mes de wvieln?

¢Doénde quieres dar a luz?

cQuién va a atenderte en tu part 7 L L
¢Estd capacitado en parto limpin® SI NO

-~

¢Como estds preparandote para tu rar'. .

PEST AVAILABLE COPY



PARTERAS ~ ENTREVISTAS INDIVIDUALES

Nombre:
Comunidad: e e
1.- ¢(Cuédndo empezd su trabajo como partera?
2.- ¢(Por cada mujer/paciente, ¢(Cudntos controles prenatales
realizas (promedio)?
' No. de CP (promedio)
3.~ ¢(Cudntos partos ha atendido?
4.- ¢(Qué complicaciones ha tenido? _______
5.- ¢(Qué acciones ha tomado? ___ L
6.- ¢(Cuantas pacientes ha referido? _ _
(A dénde? — .
7.- ¢Ya se capacitd en San Gabriel? S S NO _
¢Cudndo? . L o
8.- ¢(La capacitacién en San Gabriel se puede usar en su trabajo de
campo?
ST NO _
¢Por queé? e N
9.- ¢Tiene usted contacto con la Auxiliar o el Médico de la Unidad
Sanitaria?
ST NO
¢Cada cuanto tiempo tiene contacto con ~11los?
Comentarios - e - - -
10.- ¢(Tiene usted un botiquin de partoz? 150 S NO __



11.- :Qué contiene su botiguin?

12.~ ¢Usted vende el paquete de parto lim

COMPLETO _
PARCIAL
POCO

T ST NO

13.- i{Qué cambios o recomendaciones tigre usted para el paquete?

14.- ¢(Cudntas embarazadas ha referido ust=2:

¢Cudntas han ido?

15.- ¢A dénde han ido para que las va-unaon?

Partera/RPS

USLP viene a la comunidarl
USLP, Posta u Hospital
Otro

16.- ¢(Estd aplicando el Carnet de la Mujar

SI NO

Por qué?

17.~- ¢Puedes describir 3 senales de sepsis
("sobreparto")?

2.
3.

(Qué accidnes se debe tomar en el caszo

18.- ¢(Puedas describir 3 sefiales de sepsin
1.
2.

3.

para TT?

con cus pacientes?

de la madre

de sobreparto?

n~nnatal?

¢Qué acciones se debe tomar en o)l oo :n e sepsis neonatal?

19. ¢Cudles son 3 métodos "modernaz'

1. 2.

Ve fieaceldn familiar?

3.



Nombre de

Comunidad:

Parteras

la Partera:

Lista de Chequeo _de Entrevista Prenatal

Edad de la embarazada

Numero de embarazos

Fecha de la ultima menstruacidn

Problemas anteriores

Problemas actuales

iQué estd comiendo/cémo se estd alimentando?
Consejos sobre nutricion/alimentacidn
Consejos sobre aseo

Sal yodada

T.T.

Parto limpio

Lactancia Materna (primera lora despué¢ del nacimiento)

¢Quién va a atender el parto?
Capacitado: SI NO

Abortos, fracasos, mortinatos, 6bitos, prematuros
Mellizos (en el pasado o actualmenie)

Referencias

Sintomas de embara:zo

Movimiento fetal

Sulfato ferroso

Aumentu de peso

Edema/hinchazén

Hemorragia

Dolor al orinar

WA
¢



CUERTO No. 1
Historis de Dofia Aleja

Dofia Aleja era una seifiora que no asistia a las reuniones, ni
a las campafias de vacunacién de TT. Pensaba que las
reuniones quitaban tiempo, que solo se reunian para chismear
y hablar de sus maridos.

¢Es bueno o malo no asistir a las reuniones ni a las
campanas de vacunacién de TT?

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

opcidn)

Pero resulta que esta sefiora estaba embarazada, va en sus
dltimos meses. Llegé el momento del parto y nadie pudo
ayudarla, ni su marido porque habia viajado a la ciudad.

¢Es bueno o malo que una mujer se quede sola cuando estd
cerca el momento del parto?

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

opcidén)

Cuando nacié el nifio, estuvo mucho rato debajo de la madre,
llorando.

La madre solo tenia a su hijita mayor, quicen hizo todo lo
que su madre le indicé. Dona Aleja le dijo que le pasara
tijera e hilo de saquillo que estaban sobre la mesa de la
cocina.

Dofia Aleja, como estaba sola, sin que nadic pudiera
ayudarla, 'se levanté con mucho esfuerzo, vid a su nifio que
era varén y gordito y llorén; se alegrd mucho porque era su
primer varén, le limpié la carita, sac6é las flemas con un
trapo limpio.

iEs bueno o palo todo lo que 18 madre kizo cuando nacid su waws?
BUENO MALO NO SaARBE _
(Anotar el ndmero de respuestas correspondicntes a cada

opcidn)

Le cortd con la tijera el corddén umbilical ¥ lo amarréd con
el hilo de saquillo.

¢Es bueno o malo lo que hizo la madre con el cordaon?
BUENO MALO NO Ssalr

(Anotar el ndmero de respuestas correspondicntes a cada
opcidn)

\\t’é(\



Envolvié a su nifio.

(Es bueno o malo envolver al niiio recién nacido?

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

opcidn)
Le hizo mamar después de 3 dias,
(Es bueno o malo hacer mamar después de 3 dfas?

BUENO MALO NO SABE
(Anotar el nimero de respuestas correspondientes a cada
opcién)

no hizo ninguna curacién del cordén.
;Es bueno o malo no curar ¢l corddn!

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

opcidén)

Pasé una semana y el nifilo ya no queria mamar, lloraba
muchisimo, estiraba mucho hacia atrds.

;Es bueno o malo que el niflo no quiera mamar y que estire
hacia atrds?

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

opcion)

Como la seifiora no sabia qué ocurria, porque ella nunca habia
asistido a las reuniones y servicios de salud, pensaba que
solo era algin dolor de estémago; lo envolvié y lo hizo
dormir.

;Es bueno o malo que el nifilo no quiera mamar y que estire
hacia atrds?

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

opcién)

Al dia siguiente, Dofia Aleja quiso amamantar a su nifio y se
di6 cuenta de que habia muerto. La sefiora no sabia qué

hacer; lo Unico que hizo fue llorar desesperadamente y
gritar que su nifio habia muerto, porque era su dnico hijo
varén.

¢Qué le recomendarian a Doiia Alecja?



CUENTO NO. 2

Dona Maria, una mujer joven de 25 aitos. ya tiene 6 hijos vy
est4 embarazada otra vez.

¢Es bueno o malo que una mujer tan joven tenpgu tantos hijos?

BUENO MALOQ NO SsAny
{Anotar el ndmero de respuestas correspondrientes a cada
opcion)

Maria tiene los pies muy hinchados. pronto va a nacer su
wawa y bota un poco de sangre cada dia.

¢Es bueno o malo que bote sangre?

BUENO MALO NO SAnE
{Anotar el nidmero de respuestas correspondientes a cada
opcion)

Ella piensa: "Ya tengo scis hijos, sicmpre <e me han
hinchado los pies, pero nuncs hotaha sanere: esta vez ;qué
serd? Yo creo que va se mc va o pasar, Mo tengo tiempo de
ir a! control, ahi te tocan, te miran. '« pregsuntan: feo
debe ser".

cl's bucno o malo que Doita Martia no quicee i al control?

BUENC MALO NO SARIE
(Anotar el ndmero de respuestas correspodicnies a cada
opcion)

A pesar de botar sangre, ella siguc haciendo su trabajo en
la casa: limpia, lava v prepara su comida, [ideo, arroz,
papa; sicmpre cocina con sal de adebe.,

¢Es bucno o malo que Doda Maria consuma sal de adobe si estd
cmbarazada?

BUENO MALO NO SaAbE
(Anotar el niumero de respuestas correspondicntes a cada
opcién)

Cuando los dolores comivnzan, !Maria ovi-n a su esposo, Juan
El le da mates de orégano v flor de a=nbar,

cEs bueno o malo tomar matces cuamlda Tox djores comienzan?

BUENO MALO = N Wi
(Anotar el nimero de respuestas correan o ceanton o caila
opcioén)

\U



Luego nace el nifio, flaquito ¥ decaido: no tiene fuerza ni
para llorar.

.Es bueno o malo que un niiio nazca flaquito v decaido?

BUENO _ MALO NO sanr
(Anotar el nidmero de respuestas correspondientes a cada
opcidén)

Dofla Maria tiene un problcema: han pa.ado dos horas y la
placenta no baja. Don Juan no sabe gué hacer y decide
avisar a Dofia Flora, la vecina que ¢~ partera.

¢cDon Juan ha tomado una decisién buena o mala llamando a
Doiia Flora?

BUENO MALO NO Sa
(Anotar el numero de respuestas correspondicentes a cada
opcién)

Dofia Flora corre a ayudar a Dofa Maria: le hace mesajes, le
charla, pone al nifio al pecho de la madre para que lacte y
logra al fin que la placenta baje.

JEs bueno o malo que una partera avude cuande se presentan
problemas?

nurNo MALO AN SAn
(Anotar el nidmero de respucstas correspondientes a cada
opcién)
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ANNEX 24,

10.

L1

12.

QUESTIONNAIRE FOR THE "WARMI™ - SC/B_PROJECT

Date of interview: D: L l j l lj
day month year
Family record number: l l 1 T ]
Area code: C:]::] L——L—J L_J__J
area zone community

Community:

House number: ‘ | | [ ]

Family code number: | I T T ]

Number of families living in the house: [::::]

Number of individuals in the family:

Father s first and last names:____

Mother’s first and last names:

Category:

1l = case Response:
2 = control

3 = maternal death

Case sub-category:

Response:
1l = fetal death
2 = stillborn
% = Death during the first day of life
4 = Death during the first week of life (after 1st day)
5 = Death during the first month of lite(after lst
week )
2 = Control or maternal death
Birth date:
(register date of maternal L1 | I l | L1 |
death if case corresponds) day month yvear



13.

14.

15.

l6.

COMMUNITY INFORMATION

Total population:

1l = very small (<100) Response:
2 = small (100-199)

3 = medium (200~-499)

4 = large (>500)

Organization: (0 = none 1 = ves)
Syndicate

Mothers™ Club
Mothers™ Organization

Cooperatives

Neighborhood committee

Other

Health resources: (0 = none 1 = ves)

Health promoter

Trained empirical birth attendant

Untrained empirical birth attendant

Yatiri (traditional healer)

Health post

Medical post

Hospital

Basic services: (o = none 1l = yes)

School

2]
ot

C 1
er source
river [::::]
well

watershed

Fublic faucet
Intradomiciliary taucet:

NUASWNPEE

|13 O T



(NOTE:

!
[ FAMILY AND HOUSING INFORMATION

occured.)

17.

18.

19.

25.

24.

How many families live in the house:
How many persons lived in the house:

Number of habitable rooms:

U0

From here on the data refer to the moment the event

In case of an emergency, how many hours does it take

you to get to the nearest medical center?

Walking hrs.
Transportation

Characteristics of the house: (0O = no 1

False stucco ceiling
Dubbed out walls
Mixed type

OCirt floor

Where do you bring water from tor personal use?

river Respohnse:
well

watershed

public water faucet

private intradomiliciary water faucet

UDWNE
I T T I T

Sewage disposal (Drainage system)

L = open field Response:
= latrine

ECONOMIC CONDITIONS

Land holding (0O = no 1l = yes)

Legal ownership
Leasing

Sharing

Dependent (lodging in)
Borrowed

ves)




25.

26.
ves)

27 .

28.

what was being produced in

ves)

Cereals and grains
Vegetables

Tubers

Fruits

Pastures

Others

what was being sold in the

Cereals and grains
Vegetables

Tubers

Fruits

Pastures

Others

Wwhat was being consumed at

Cereals and grains
Vegetables

Tubers

Fruits

Pastures

Others

the community? (O

community? (0 =

homeT (0 no 1

Amount of land that was farmed?

small (less than one
medium (1-3 "catos")

large {more than 3

it

XN+

Maternal civil status:
single

legally married
separated, divorced or

DN

Honouou

Response:
ucato " )

"catos")

Response:

formally united (rnot legally married)

widow

no

no 1

ves )

off



(If the answer to question No. 29 is 1 or 4, then write down

"9").

0.

1.

Ga.

(€5
(82
s

36.

INFORMATION ON FATHER

Principal occupation or job:

1l = farmer

2 = cattle raiser

3 = merchant

4 = student

5 = other occupation

Organizations to which he belongs:

Agrarian Union

DJC credit
Cooperatives
Neighborhood committed
Other

Level of formal education:

none
basic
intermediate
medium
technical
higher

L2 WNPEP T
I TR T I T

Does he know how to read?

0O = no
1l = ves
2 = a little

Does he know how to write?

O = no
1l = vyes
2 = only signs his name

What language does he speak? (0 =

(

no

Response:

0O = no 1

ves)

Response:

Response:

Response:

1l = yes)

Spanish

Aymara

Guechua

Were the following persons present at the birth

(or event)?T (0 = no 1 = yes)

Grandmother —

P

N\



37.

39.

40.

q42.

Grandfather

Mother—in—~law

Father—-in-law

Was the father present during the child’s birth (or

event)?
0 = no
1l = yes
INFORMATION ON MOTHER
Principal occupation or job: (o

Response:

no 1l =

Home chores

Helps doing the farming

Artisan

Merchant:

Other occupation

Organizations to which she belongs:

Agrarian Union

Mothers” Club (CARITAS)

Mothers’ Organization

Cooperatives

Neightorhood committee

SC/B credit

Other

Level of formal education:

none
basic
intermediate
medium
technical
higher

LN T I T TR

U WNEO

Does she knhow how to read?

no
yes

0
1
2 a little

g

Does she knhow how to write?

O = no
1l = yes
2 = only sighs her name

Response:

Response:

Response:

yes)




a43.

44.

45.

46.

47.

NOTE =

48.

49.

50.

31.

52.

53.

54.

55.

What languages does she speak? (0 = no 1

Spanish
Aymara
Quechua

ye

OBSTETRIC HISTORY BEFORE THE SUBJECT PREGNANCY

Number of previous pregnancies:
Number of previous abortions (losses):
Number of stillborn children:

Number of children born alive:

The total sum of 45, 46 & 47 should coincide with 44.

Number ot premature babies:

a) if there were premature babies,
how many stillborn?

b) if there were premature babies, how many
died before the tirst month of lifev

Number of children born full term with
low birth weight?

Number of abnormal 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 lite?

Numper of previous caesarean sections?

Number of children who died during
the first 7 days?

Number of children who died after the first
week but not past the first month?

Number of children who died during the first
year but after the first month?

Number of children who died after the first
year of lifev?

JU000ootno oo

il



INFORMATION ON PREGNANCY AND BIRTH

(From here on we are talking about the actual event.)

56. Birth date (event): i l ] l [ 1 l | J
day month year

57. Month and year of the previous L1 | L1l |
birth or abortion? month year

58. Interval between 56. and 57.: l I ’

vears months

PREGNANCY

59. Any problems during pregnancy?
(O = no 1l = yes 9 = does not remember )

hemorrhage

facial and hand edema (3%rd trimester)

strong and permanent headache (3rd trimester)
urinary tract infection

seizures

faver

Hyperemesis

If any chronic condition was present during pregnancy.,

what was it? (0 = none) [:::]

60. Prenatal care: (0O = rone 1l = ves)
Number of controls by each provider:

Physician/Medical post
Health officer/Health post
Field supervisor

Trained TBaA

Untrained TBA

Promoter

Other

61l. What is your opinion about prenatal care?

(l=useful 2=not useful 3=no opinion)




62.

63.

64.

65.

66,

&7

é68.

69.

Number of tetanus shots received:

Before this pregnancy
During this pregnancy

Any treatments or remedies taken during this pregnancy?®
(O = none or no 1 = yes 8 = does not recall)

Vitamins

Ferrous sulfate
Analgesics (sedatives)
Antihypertensives
Infusions

Fractices (0 = no l = yes 8 = does not recall)

Mantling or handling with a mantle
Massage
External fetal rotation

Feeding during most of the pregnancy:

i=less than normal Response:
2=normal
Szmore than normal

yes)

It

Maternal work during pregnancy: {0 = none 1

Farming

Harvest/sowing

Carrying heavy loads over long distances
Commercial

Pastoral

LABOR AND DELIVERY

Did the baby move during the days prior to 1abor?

0 = no Response:
1l = yes)
How many months did the pregnancy last? l T ]

months weeks
Was this a multiple pregnancy?

no Response:
yes

C
I

-



70.

71.

72.

73.

/4.

Where was the baby born?

at home Response:
at the mother’s mother’s home

at a medical post

at another place

o nnu

DWNH

did the mother know labor had begun?
= no 1 = vyes)

~ I
o0
£

show
pulse
contractions (pain)

How many hours did labor (pains) last? [:::]

How long before labor did the fetal membranes rupture?

1l = during delivery

2 = less than & hours before delivery

3 = 6-12 hours before delivery

4 = more than 12 but less than 24 hours
before delivery

5 = more than 24 hours before delivery

Who assisted labor? (0 = no 1l = yes)

TBA

Mother-in-law

Mother

Husband

FPromoter

FPhysician
Nurse/Nurse aid
Nobody

yes )

i

Who assisted during delivery? (O = no 1

TBA
Mother—-in-law
Mother

Husband
Fromoter
Physician
Nurse/Nurse aid
Someone else
Nobody




76.

77.

~

Who

(0 =

TBA

Mother-in-law
Mother

Husband
Promoter
Physician
Nurse/Nurse aid
Someone else

helped assist during delivery of the baby:
no 1l = yes)

Nobody

Delivery route:

1l = vaginal

2 = caesarean section

3 = was not born

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.

Any problems during labor and delivery:

(0O = none l = yes)

Abnormal breech (buttocks) presentation
Abnormal breech (podalic) presentation

Prol

Meconium staining of amniotir. fluid: the
liquid was dark brown or green
Trancverse lie

Umbi
Umbi

Hemorrhage
Fever

Seizures

Other problems

apse of extremity(ies) (hand) s —mrf

lical cord wrapped around baby’s neck

lical cord prolapse




80. Any treatments performed during labor or delivery?
(0 = none received 1l = yes)

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)

Fill 2 for pushing (yellowish white tablet)

Another "pushing pill”

Injection for hastening labor:

"Peturitina’

Methergine

lgnores the name

Large tablet

Other treatment

81. 1n what maternal position was labor and delivery
conducted?

lying down on her back Response:
kneeling down

H IR T

on hands and knees
squatting down

a0
H

2. What was the baby born on to¥

sheep skin Response:
animal carcass

old and dirty bed
bed or leather plus clean cloth
plastic

Hot o no i on

DELIVERY OF THE PLACENTA

83. How long before the placenta was ejected?

fast Response:
less than one hour

N
H o n

more than one hour

$3d4.  What assistance was performed to help eject the

placenta?
1 = blowing, coughing or provoking nausea
2 = other
3 = none




86.

87.

88.

89.
t:he

@0,

Was there bleeding immediately after delivery of the

pl
0
1

Ho

acenta?
no
yves

it

w long did the blood loss last? (hours)

Approximate amount of blood lost?

N C

Bi

nothing
a little
a lot

NEONATAL CARE PROVIDED

rth weight (grams): :

1

Was the baby immediately cared for or not until after

placenta came out?

OfF N =

cr

care provided immediately after birth
care provided after the placenta came out
don’t remember

I |

by s condition at birth:

ing:

none

weak

strongly

cannot tell (cannot remember)

oo N

Movements:

0
1

2

al

3
S
0
1

-
.
.

K

= none
very little

fairly active

cannot tell (cannot remember)

n color:

pale

blue (cyanotic)

pink

cannot tell (cannot remember)

HOHL i

Breathing:

o
1

-
p
%

3

= did not breathe

= very little

with wrining (moaning)
normal

T




°1.

% Ld
92.

P3.

4.

?5.

F6.

4 = cannot tell (cannot remember)

Baby’ s condition a few moments later (about five
minutes after birth).

Crying:

Movements:
Skin color:
Breathing: |

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?

Suction reflex immediately after birth:

it

baby did not nurse

nursed weakly

nursed vigorously

baby was not offered breast

WO
HIET

1]

yes )

&
=
(0]

assisted the baby: (0O = no 1

TBA
Grandmother
Father
Promoter
Physician
Nurse
Someone else
Mother
Nobody

How long did it take to have the umbilical cord cut?

immediately

after the placenta was delivered

after burying/disposing of the placenta
don't remember

D OGN -

Ho i on

Wwhat was used to cut the umbilical cord:

a broken piece of new ceramic ("juk’illa)
broken glass

knife or switchblade

scissors

D GN -
[ TR I

Qw



%7.

8.

9.

100.

lLO1.

L2,

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)

What was used to tie the cord?

1l = sack cloth thread

2 = mantle thread

3 = nothing

4 = other material

How was this material disinfected?

1 = with alcohol or another antiseptic
2 = washed with water

3 = boiled

did not disinfect
Whiat was used to cure?

- mercurochrome
sulfa

alcohol

other substance

BUWN -
LIS TR I T

1t
3
e}

Immediate care given to the newborn? (O

Bathed

Clothed

Stimulated

Placed beside mother
Resuscitated
Pharyngeal aspiration
Other

POST-PARTUM AND PUERPERIUM MATERNAL CARE

What waz done to control post-partum bleeding?

(U = no 1 = yes)

There was no hemorrhage
Transabdominal uterine massage
Methergine administration
Nipple massage

Other




103.

104.

105.

106.

107.

10&.

109.

110.

What was done to correct placental retention?
(0O = no 1 = yes)

There was no placental retention
Pulling the umbilical cord
Blowing/coughing/provoking nausea
Manual extraction

Other

Immediate care for the mother after delivery:
(0 = none 1l = yes)

Washed

Changed clothes

Given liquid

Clothed

Girdled (sheep hair belt)
Lochia: (0 = none 1l = yes)
How many days did it last?
Bad odor?

Fever after delivery: (0 =none 1l = yes)

If yes, how many days after birth did it begin?
How long did the fever last?

How was the fever treated? (0 = no 1l = yes)

antibiotics

local remedies

putting the baby to the breast
no treatment

How many days after birth did the mother
get out of bed?

How many days atter birth did the mother
wash herself (or was washed)?

Inij

J L



NEONATAL CARE DURING THE FIRST MONTH

111. Was the baby given colostrum?

O = no
1l = vyes
112. How many days after birth did breast-~feeding begin?
1l = immediately after birth
2 = on the first day
3 = on the second day
4 = on the third day
5 = after the third day
é = never breast-fed
113. Did the mother stop breast-feeding her baby?
0 = no
l = yes

llda. 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? C:::]
116. How often was the baby bathed or washed? E:::]

117. Who was the baby taken to for health check-ups
during the first month of 1life? (0 = no 1 = yes)

TBA

Promoter
Traditional healer
Physician

Nurse

118. Did the newborn receive a BCG shot during the first
month?

0
1

no
yes




119. Did the baby suffer any illness during the first month

of 1life?
0 = no
1l = yes

120. What illness was this?

121. Who cared for the child while during this illness?
(0 = no 1l = yes)

Physician

Nurse

Promoter

TBA

Traditional healer
Someone else
Nobody




CHILD’S VERBAL AUTOPSY

122. At what age (in days) did the child die?

1

123. Symptoms of the terminal illness or disease:

SYMPTOMS 2

present
absent

Number of
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.

present
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:

1l = probable Principal

2 = possible

3 = not applicable Contributing 1.
Factors 2.

3.

PROCESS DIAGMOSIS

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 imoment was the existence of a problem noticed?

detected early

detected too late

passed unnoticed

detected by considered unimportant
other

N W
nananun



128. Once the problem was detected, what was done about it?

1 looked for adequate care

looked for inadequate care

did not look for help (tried to treat
it at home)

other

question does not apply

O wN

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 administereda by the inadequate
resource?

a)
b)
c)

132. After using inadequate assistance, was adequate
assistance sought?

no
yes, an adequate person was called
the case was taken to health services
the individual had already died

not applicable

VWO
nunnau



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 = ves I.

2 = no, because there was no transport j
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 caie
9 = not applicable

MOTHER’S VERBAL AUTOPSY

Maternal Mortality: (all deaths caused by pregnancy, birth
Gr puerperium)

136, The mother died during:

1l = pregnancy Response:
2 = birth: labor
3 = giving birth
q = exit of placenta
5 © post-partum: immediately
6= after a short time
7 = later
1L37. Pregnancy:
1 = first trimester Response:
2 = second trimester
3 = third trimester
4 = abortion: induced
5 = spontaneous



138.

140.

General signs and symptoms
(0O = no 1l = yes 8 = don’t remember )

~Breanancy.:

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:
(V=nc l=yes 8=don't remember 9=not applicable)

history of amenorrea
intense pain in area of ovaries _—

Labor and birth
(U=no 1l=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

Length ot labor:
(O = no 1 = yes 8 = don't remember )

multipara (more than & hours)
primipara (more than lé hours)

Fost-partum severe anaemia(shock])  —

//\

\)



l41.

142.

143.

Multiple birth (twins) E:::]

Placenta:
(0 = no 1l = yes 8 = don’t remember)

Hemorrhage

Placental retention of more than 45°

Post-partum:
(0O = no 1l = 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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PRENATAL CARE

Number of Visits/Woman (%)

% of identified pregnant women
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Tetanus Toxoid Vaccine
2 doses before pregnancy
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Tetanus Toxoid
Women who delivered with TT2 or more

% of detected births
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PRENATAL CARE

% Pregnant Women who Received FeSO4

Percent
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FERROUS SULPHATE

% of Pregnant Women Who Received FeSO4

% Detected Pregnant Women
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|IODIZED SALY

% Pregnant Women Conrume Iraizad Salt

% detected pregnant women
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BIRTH ATTENDANTS
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POST-PARTUI CARE

% Women with Post-Fartum Check-up
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ANNEX 4: TIMELINE OF WOMEN'’S GROUP ACTIVITIES

(Autodiagnosis, Planning Together, Implementation)



i

l/

VIV ANV IV AN VAN

N

chemm e e

vnay

1232 132

MRS S wEyesso s Jteee s oz R T TN LT . ey - . . '3
SRR . DITCUIGUEI L TEEGIR LiIZomey o o 1 2 JIITHYGDEC 108, TEE

- - - IR P Y] 6 -y "o

DITHILTEI LN TIEMAR JaTEMs Ll bl aL
|
!

|

| . -
t |
T

- 1 I . . : l
L34 ﬁ .- = ‘ l =
. . T T i ! (-2
o . z c == B
R ] [ IS 1.
_ - - Ll ] ., -
- - il LOERY o TS R P T A A i | [ oo i f
= e T ] ' | Fea
. . .
v ' ' Py ] 2l 4 . B - I
. - ‘::_ :: ] 1 . - I
i i = - i
" . —= ! ' L iTe - i
PR - - - '
ST - - x
. : TIaoniin i : |
: - . — i i i I | i 7
= N . Dt 2l : 1T ' B ' g . ; e ! e ' B
I 1 iz i . : : N z
s ' : 2L . ' ) . L. [ 3l [ L | 1 oIt
s s . .- 1 .- T -
: r B B B T S =
e : 13 R TRF R . . \ X ~— . "j
Te - T - . - I - : . : i i b l
— ~ - =i ' i B 'l : ! o ! v
EE A v: - - -
; z : ol Prag} . [ ' . - . “I {
S— ) ! . ' ,'
os DT, ] f | '
: : . : . g ) . . i |
: : : i R
e N : C D -l = Lo T 1 3 : | cows
, s : . B R . - ! -= = 1
_ 1 : . ' . ' 53 ' oL | W2 vt
. 3 ! . L} - -
. - : botts ot Lr. Lo I
s S Itilae T cT3.iit - - = - H
= LR PR A { . t ETen) . - ' B | e ' | 1 =- : o=
= . ' -o s 1 ' ; B ! oy ] v 1 .-
R : . ' R R P - ! ! Z
Z : : H 1 ' ' P =i | E) | el | el | LI [
- - H . 13 [] - - - n
i : : : L tRr b ate b atw oy o= !
. 3 . = =
: i 3 1 IT: i i Lo ] =T | LY | | | | tozv
e .. - T - - -
Do . i ' ! B H B ! He . Hal ! B H I | 4 H oz
Wiz ] . . d
: ! 5 : | | ! 2. | e | eCY i | | 1 i = uE
.ot : 2 v e v — T " T
il 2 i H o M [ H lY i ! : g I : T

TOTSL MEMSERS 123

m

CCLE5 OR3 Zigrrazziza 2DX 2wtag jrosms FT Flznrng Toguthar IMP Imgplementatiion



AJOD J1dY HVAV L1538

CIMMINTIES

o

MIMZIERS

1939

YUY 3EER

ACTIVITES - WARMIPROUETT

1991

OCTHDVLES JANFEEMAR  AFRMASJUN JUURYSEIER

QCTNIVTIL JANFEZ WMeR

1992
EPRMAY UM JULAUSSEP  OCTHOVTDEC JANFEEM:&

1993

AFRMEYIIUN

BCTUAL
TATUS

|
Il
T
|
T e 9 oes | 14 0y sy | 24
A8 v
Mizz e ) 23 CR3-1220 | (XY | Pl IMP
- b Poozer b e 22 ] ! ! £7
: 4
R | if o IR ) | 1 I i ! i T
e R ! [ ooz & o : ! ! ! | € g
T . v 1] v ] ~ p
I | i ] | eC i el I i | ! £ M7
i -: 1 i o, or. .- i ] ]
L Voo ! . I . ;2 ! | Fr
e TR I I | i | |l ] . i £
IR [ - i t ] ' ] | ' “c ! ] ar . 0 cT
. ] it ' | | B | 13 ! ) i FT | MF
e I - [ ] | .r | e ) ] ' | [ T er
3 hd 1 el + - . %
CoE ) i } | R 22 i B . I
-~ : \ 'T t i i -c- ' ' o V T o
Do i LR i- s j 2 ' -< ] ' ) . . P-4
- = ; ] i ] .r .. - ' ! ' o=
B . ) - ' . el | uE )
T : 3 ! ' : : B = I
. : | . ] b ' 3R
: : ‘ ' : g coes
i - .2 P lect T,




mﬁb;s(ﬂ,{%y DLy ot Lo @

HCTF) DE REUNION DE /’Lf)NIF/CﬂC/a\) CONTUNT?)
TN NMOAACOCH

g’.' g‘t C‘:')ILQWILCC{("( CU 7/:%0—“ C-(L/ )%M“Q;LCL‘(L i}//uf;u,t;d.d.,i DL&(
L}p?a/;figvnuﬂu,z:) (CP /f\ (12, ./J'("(/”Lc(“'v 2 //L;‘-/WJ 7({.‘—.1 . ,ccbfd‘d’.

%:w»:gv Girce cle /Lé'“/( cle Mmool /-“_6—!,\—(_(,(_[,,‘_7“9/}/1[_5—4‘-(4;(_7-4_ La/,
ZWJ < '/2““( e 1y /Q(/) A e e m:f}»u(a_c&') ! Sho
C/“o,:,.—ué, .575:—0, e /Zf’,(((.(.(rv,_uj’ who. Ll j“’"z‘—-w-rz,/ S Ao ol Z
Jorw . U Clica et | of RIS Loy e lgeney i Te, (a je
Torn Jotn /12 broecleimm /'jcu;o/ /.f)w.co-a-pf}:_ o la /_:,?zc“c; e, Lo
4’71Luyu/~—i’/1/¢(.f—i¢ /:,-Lu,(,(_ch_ 7/1«,“,_,““;/- A riviridnos ciF la p,-j.q,,,';
FeacuL (L Dol peed ) ele ;&I‘LLC-M/," 17 b20eeTe £ Lo /1970,
ﬂ(l e a /')’CCGQ{ éa,é{(/_,w(/a_ v Don /?LCL’/(,co Ca‘)‘/a , ‘-‘ "V'bw;,a:
D A L ‘J"A’f"c‘"“—’;t ,D‘O//J/VWCC'.’ ,)“—‘*Ch—t-[ c‘"“—""““—lr‘u—f;o,’
L ol ('/é;}'(‘/z—b Le .MLZ;L,,* La ';f[/ﬂ_,”_':[[‘c 2 cie) C“"j‘—bwm u/;,c-_-
/L‘tdn»w:vzz, (Luz;l_c(n_ J awra(ach CE) /[4 Wj“"%'d-cl:aa—ﬁ =Ce
S o Lo fade K Pgaracing

. / —_— _ o ;
ZWWJ 'GC(_ y,u&a&rﬁd At cecealiy L 7,:7_;4_&, tleveee-ry , S brecey
AUVt (o Lo 2 cgacisnlig ?144,z‘}7 P o Co>TTriicrcetst

/w ,WMML : (7

//." /-61 V/SLO7? L} &[‘Ad{ /‘)—IP'(/AUC‘:@UQD 5_,2 /tct,,)/ h?@botbaéo

. ! :EEE L yv 7 Tt G_/
a:f’ onw}cu/s :—] Z_?,‘j e U1 -.L“7 Co d z WJM&) :b ?
P . 3. M - . - L o
D 1 brcadnig 23 lre Cores Ja g jahwijJ e e

Deaput’s ce ba pats, TGoes, gy Lo ot Acy};——; ol Cocla gree
T/('f, /L(”{l(LAL L::éu»fd ’ a.a[u %—a_) 5‘472—4'—6&;'\1 4 7redlra CC{_,Z_[H_—
avee e telen § Aobhl Lo -1wact et " Saleced /&/’:vn—clu.cz:lng "o

a) /}'Uﬁd-—f*a/lut-(.h@ Le l'(.. /L,(,tf(,% o Cd-/_) nymgLT,cg y .[ﬂcjf)b.bl«:é'/_]
b) JVecercelacl Lo Nl Canvinlyy tbwf-rnnaca'g,;;ij
C) gﬂ?hmﬁc‘;f’—t £ Sa,Cu.gf lafe [4 /7th-¢,£,.€' ‘;/-Jbt;:/p\"/ £
Govnal yara Uida fa conewnclaq?
Cl) ELILL/‘ [uu&u« a,&,;;w,‘ja Ll A - -
@) ya rew Lo ")Au_(,(,/pﬁj _,/ut(zj,d)
{:) T ')’4‘-11‘4 AarTlaria
g} Iﬂuu’jfl—ﬂr'} ,(,lnt-(.c(a/.} _'j Aarx-wﬂfJ _
It iane Lo porTicepreiont oo Lo awsinBon Too, e Legs o

0.1Takblicer La ey e T Salec( /Z&/’:-pcl—a-cz'——m:. " P Ceve o

A0 U, B/ CeDveo acgell _

“DESARROLLL comuyndITIRLO oA + AALIL ) NI /) Pocos
HITOS Snwves Y, CAPNC m700S EN SALUD NEPrOBUCTIVA

FEST AVAILABLE COrY



@

. ?
2- /?'t'seu'}ac«:ﬂ ) /05 N u/)/e:um_; e [as tieticres ) /c'c e L"m"(—.dl-‘a
I

e /lq,éucC, cleria
Peleler | iininTo™ @ dad teiienay: Iciediva aco, Flora Jeneaa
c‘f-d., Frnu.cozo:z.. ) ((l/rw—n,wL ‘J foma, Zan_‘,a_

; (t,(ot;L'l.L/j }0‘7—(’41,&1 A.Z:tz?(."a¢
el 2iean. s ovwline of rasellacls o Ca uwu&jif(]ac}.rfb 2

IcLI/u:[u//ccr«.c;«"L c(.ta.(ﬂtuué’.) //'f'/#c"/’wn—\ 7!-«-6 L’c"'(/““'“” Lo Ve -
/dlr;L_ :

— /.7!‘.-(_(_(1’4/”.5;((. et Condliore toilaclec nl
— RTueire ol (e QL{LU;“I:L

— Tliecelity A ‘.;/"'7

— //‘:L,L-CU 7&51\_(,((""-

T&LIO lft’? /.7CL¢'('LC'J i /a/u.u.,(:dcuj Cevens (ﬂ,y 0(_&,,“_“:.) L.),“_t/_c,,.uj /J,L-.’:
—,—ZLO(/],’(LJL-C—'}, /'ELZ(%LCCZ/IC'M Lf_) )J,UZ)C%LL‘;L«j (‘Lup—r_(& cls . al //{,(L(_L/s

iy ol o . P
Cruuclaru=> (,c‘—m-idﬁ/m(cLu,, L)

3 IDENTIFICH OBSWCUCOS/BH/Z/ZE 12,)S 1] &P yrstend ! ‘Dbjlgu_(,_’j
vnlotaceer ,/Jp}n& Lu‘ 7»“’ Y7 Lin /,{yij.a—lcul

] &C( Livier
v P N B T PR et clete
. C J<)

."L('["' A ’Tt_ﬂ,(‘/;( ,./L(w/ u—r‘\?cbu,ia‘ado &cleo (J"'“’_/”‘-/ 0077&-
/)ﬂJ.-i/ -LHZLE (7L emrel) U .')lmjbzuj .

e el [J‘:-j.u u\/ /;u(v’) ';«u,r T:l.b-c(. O €err ‘//"/‘ -

lada )7y L oL
e Laela 0. bre (oo e hatacele— ot Ca cvtzes

by 7. A9 VAN O

- uﬂ-y-a
/M /L((..’)l C'y—\r(L‘/JCL-C(,CCU /) [ ey ‘;(_LZ—:‘_C( At el .'/ ) r_ll. ¢ C€ (L"D’éﬁ—.‘_
Taceliy:

2. :
a) [t cu L&rtcriecea /lt'/JNL

e oo ’}J—u’» ¢ A«DL{_/

b) 76(/ //Ldj /ECL((/Z//(',._C: (”"‘(‘“‘(—/“-LCL(‘,)

C) /767{.4 Cércereca fj }:/A’—Ca, jn,o zzccg/,m_c;: Iy /ﬂ,_; U(zygm?é';
L)

d) e //td-y e 17&'(,4-@7(,(& 6{'01:1»-0

C) 7L o - /Ld-r(‘/’ (UB‘LW»—L X (,C&[(;ca

T’:) D/ tecedid ‘//L://b ‘

En Ley conwdari avbc Lioe batac. L5 (elinT /JLMLCC# >, L=

)2‘(’ J‘c“/jd”‘:tpj U cCurtrL o/ /Z‘t:z%t(.'cm.m(_ D ieedrind T

Cornee [6“}. AU vl &,.26771%1_ v M¢?u.[_a,,¢ (o vezen

o - derd s Frear cshale qlas Yy acceee s R C(:/'Lt‘.‘d S Cervicre -
tas, vy realistas

77‘—66(‘,@1;&_ /’]”/(;w{)bLDJI /Lct?@:uul_gp/ €.
LILU';‘C(L/»L\/J'(;D C(—( L:(‘Eflrj /4"_4,\( [d Firien

Canv (a cominclacl pewdle liwcon }/L?u'/w'G_ o L& ebalace
% 21 %#—.vn% ,‘zLa,( :/Chx‘cmd;z_ “, Cen ﬂtu;cCL._'ﬁ w L€

7«
I Ciriccereielacl ] yer Corviorvlp a, /,Ccyo' =3
Lag LaZuZZjM Y acecmily /lfjtfw'—‘nuu/_! ;

REST AVAILABLE cory



©

ESTRATEGIH /AcTiv. A

Y ]e)

BESPoNSEABLES

IJ L‘CL/JI(I_

a) 7’7141:?*/4‘:' Cerb el g -
aatal

b) chu;):. e - Dwlcor

. Hv rrecley 7.1'/.‘<c(u
!

C) /“}’JVJC\-I‘ G [ev) SAodenu

e Ce ‘Aetfreens

Al D Yo Licorsia e

LA (d//)ftc\_ JM’L"’L

- /7)-{1.1-;-,-_1, fn-n.;.:',(a.t_;’

@) Seletlae (f,Tf::La;c-fl
bt

Leer

a) JaC~ cle

= dideellos La /Uleuc(@

d) /.}7‘;:&)—& c:./ (.t (] uwucj-od

A t—«-’cl—..c,o cﬁt ll—c‘rn et

b)) Peecdir prenda o
iy ;Wduu{ﬂ%-{t Faan

,fz.&(‘/ A1) (7 3

b) lecardo Ae
/_L;_.’;Jo,ng (A% a?
C.«v):’_d’(/{‘;“/() eCe

Jet-riu

<) JEree el
,/;,fy 11/04/3 3
- 17 p:}cb)‘tu(, r&u‘l-;‘:

(_‘C/C:’t Corncunnctad
/ }."—/"H-(L Sedec -

Teed. )
d) Cat /l}l:;ac(_;_
7 5,(4_//&2_3&/]
- /} Ce ,cCA—L—l_—‘_GcLh—L
clef (}7,«.«'9{»0

[
welood e L

107 C‘-)u.u-u{'(—dc(

T) //‘)’-‘ﬂ«»It'J' e
//l/k:'j

tz) /Zb'szld-/ D

b) Espeeso | ForTon /

C) /JLVT/-?':—L'C(-&L&«S (5/7"'5 -

) 'Cg,'\/)o W, :‘4’("’_

,7'w1_ /.e‘,mu_'frl CCC

Sup Saled poc [12PS,
(//"l:f-‘(/c; AL DR /’él-//'?"’S

Gy e deem €l sttt e

(_f&t-..‘-—, -r.,()/ d\!"f):’lru.‘z(L _
Lo Le ,hcujr,,_c )

£ T ceedomclandey &
,‘/_;a Co"‘lu.u(.-t blC(-("(t

- &1_lti )Lr’—/ta_— J'/“—(‘-ln ;4{,

c) Helrmdiede Y&

et L /“(.4"112,4.._' |
v

'F )’_B"' 5“ '*Z‘f‘;jj-o /"4—'(1:(:144‘
"'J" . S("[‘-‘-*'( \I)J—C- 1
CovPricoF

ﬂ"f u‘{““/"u C(*'f Zlbuv’l;’/.? Ctas
jcv;;éj D

Z('Cfbtvl(l»tb(/;.o e al

,GC( C:’) L(/G(-Mb[(:j T“'ru—uf\/rél

L eadaseaTy gy, i,( C(T/IILL’UU CM'IJ—C-ZU

21 Takbslecer

tlean A-g

"/LCC(\-(CD e Ca )uwwr;z, vi /'U’Z:‘Lcé"’
—_ /. .
7rt/11tc,¢,/‘/:v. AL , Ae ,(o:/)@c?,&»w[r,'c,q_
la g ; el
= cle Mv-—n,Cu.rt . ,[a ("’./-«’Cd'ba,c,(_‘_—;\_ )
= 2 LLf;zL(._C(v)u.}: V‘Q“ 1
t

f;’»-t f(-(_
Y Lo Le WARP)

o/
5- F“}";;.‘(L[Ltar [u_'i c?Cu)lr'c(uS C ety CéOCU""'C”—’lo E5Cy "‘Z(O-_ /?Lra_

J 7

Tradse)

Tredade,

[

~

/"é '; I, /.‘ V/‘: ,"’ /:

—L.VZ{—'-;—) (.t'—j
[Cf,éund. cef Cg"ntbvu.c(o (Q’u_. .'_;J:(L\‘/ -’_'/ ' JM"(/LMLODJ e

albwyiar of 'chw]'wu Ao {q ey e clelim, L o elalisrg
—— — / . - ’
Cv2eC (_L-;.I(,.H,p—”_;o C(€ ﬁ«:—; CLC(_MGLLLJ

L’/( PWM’-CC (-{A—Lot—nd—vIo

tostelinal Ll - \/Aﬂvh-—«-cco ?."f € Ay

4 ‘\,1.:(4".\:"-’}7"":&"5 Ciy (j“"blc"é

DUE OOy

IOy
1Tl

-] Cleite

.



-~

. (. / ' Sl . o -

Ceri }(_’L&JZ‘LJ (LD/_&CLU.pZ?’-c-L oo oa leo 77cl 'L—[L&7-’a.oub‘:) ]z,,‘/,zu Jiia
) T/:oLty&c"';

,elin” 7;.,.‘[ Z&./—u‘-iﬂu:_(—(‘.’

) bt 5‘-7-4%(‘4_0 vy L-(.LT—TLU s ‘_Tu;_

[ ()m,(lu/_) cle /d/lllg,(-c,‘,._)' r,?a,uf., el oL b e, g ey

Comiaird &€ " PDiraniecls .)H/:»L:u; ‘ R

Aoz cemiiomices "»LC-ZZL%L_,m,ZZ—,_'u7ra.cw..1 e, (oo
ole Vialmgo Crecdir-tcletabine g - '
(Tl ¢ -

La Uweesry et iieslea

(c") ‘et L.._Z“a. LCU“, Lo a—-((bn (X
“ "‘ . / B . , . -

Z)(Jn(_ c't:.: (. rt:(rta[‘ﬁ ¢ uu,.u.«,l_‘-—], o ‘/p.a‘-;»zv_) MC«‘—U’C/,,O ‘ J“‘A—

10 pleate s b @alall Ae 7.0 C 2 ebvceder e Avbuc, La

ij' ‘.[:_(. } /z,T‘c..}.

/ Y , P
. ’ 5
s - , ] / g ‘ |
= ‘. 7 . ’ h
( ! / = e /
4 !
- M ‘. ) / .
' ' | // 1.7 0 )
' . ; |
— ; / — X -
’, r//A/_ / A . (<,‘J7- <M/~l\ {l,) 'u_[;.'_’, .‘/', .
— A~
-y ( | :
’ ' /‘ ( ‘/\, / P ; //7"7 / /D
L . / . P i \ ) - )
- Y A Bt L‘.~\_—, AN ,/C ‘,’)"’-"v ¢ AN /I,f e s ) é,
.- - " T ) _-/ ."' ~ R -
- ( ; . - 4
-k . "
| v N / ,

LT J—
s ' - |
il ”’/ . 7D G )y i
P -~ N ;
T Y . ;
— ‘
o . . -
i - ) ll
. ) ) “ S
4 { —- - e
A T el )
i — ——
~
/
I d = Y 4
r . ,,,./‘l/.. ; o
;7
. , / , I |
4
AR R i o !
hed -
’ -
~
—
~_n /S
.
el / —
o
‘ ,’ .l ‘. l
- ! e
l O
—_ ~ P ”~
- ‘ : ) : l‘ -
. . . ‘ |
‘ Lot Aleia g, ' . )
/’
[ '“‘
S L VTTT— N P N |
) . - S ' |
AT/ ¥ / AP L 4 o // .
// PR AN c e T
—~ N -

BEST AVAILABLE COPY


http:L44~a.7J

,@/(EZZ; m‘ﬁz K "%7 "ﬁg
o frelfic

o Aetela’ Callised e .
> y7. Szv(.uc(~- ODJ C Le 3250 SJS" .D..TC_

/ —_ ~ 3 < ,
(J b MJ&? /\/__., -

—— E_ﬂ( /,/ - S
Secretrena J)c]"»fe 9 515—14 Ue Jle/n g
CROCHMVIZ2  JIWUTERES CRoAE NAVTEILES

——

Ja . S
-

. TG—Salﬁf'f\ : - B A NN
épééh’/lll LU TJEIES U’;c /rf'S—chLn Sre
Ly AE, srev JEIZE S
. ) /' -
. > g
_;/:"’/?/,:./,' e Wz \ \I,-’f////:,./_'__.”./"
/ /-7 € 3¢ C(.’r»/ fr‘\ _ o7 F},ni(c‘—s@‘:(“v, T el
CRGHWIZ. 11tV TERES Secrtdrpy Celiecacic iy
{ .
i ) .
4 -/.‘ (i st ) ] —7"_’
THEY 14 i AN I A
G. el felrides —f7 ()rcjc"rlp T iancle
Sccretrmro de Vedngs :

Cecretnmo Jt Jer 5-/1C4r

— e V? Z//l ',/

v . .r N '? . . , Y ‘

/:-.. cen B ‘.J,J// , ”,///»,///.._ ,,//...'

((J‘f" Oer~riinag th-u‘l) < \'t;f_ ///ar+77) (’/,,‘( ,74
)

— .
Ceredogro lacusic Secretraro Cericint

REST AVAILAELE COPY



&
MO DE PARTICIPANTES EV LA Zasnvion
DE PLANI F1eAcwnN CoNTUNTA — /10X Feoc i

.- 21)54 Be'//t.céo 3?— Sae {/‘CijO U/.// 0 -

2. @’—(44, ‘(fa/cfuv;t 38~ Nlacario 2 Cajﬁi

;3.‘ Cmsrtriva Belleds 39.- Vale~o Sellidy

1/-' /?a/zuon‘z Sz srea 20 17) 0.~ [t ceo /7/90 Za

5= HArna Lawra 1))~ Feliceareo Apraza

G- LFlera /e rancla 42 .- /?C{-&/ft le,ﬁé(’.sa\j((__({)ff_/j
v 72:/5& G@/[tcéu g3 l%—a"f—'-"w Cf«)/Da_ CMC')

P Daria s pe
9 - ‘/M 7"1,( ~ ). -

. ’? sa /cti-C e
(00— lercedes Cvanclc
L~ Santusa Santvs
12.- /31 vee Fiva Erca
[27 hawcsca e 2.as.
14 - Enleana (aclee

5. Gabmel
15 abrmela lacorm

(¢ - €5}7C/w)/Z4 ,J/JLL(L/Z‘(L
/,7 S /'/'.’//;C" //‘ T_/’//nj(l.
/J)-' K3(?;‘/Jam Fer-)mo'ac(ez,

.,‘?' iria Tlowe 710
20_' /'/'/(L/-zﬁ /L/'t(z': 2/
21~ Tecdevn Ia CCI,L‘éCS
22 - Jcedsn Scra
23- Da ria e Jbla 2210?70l
24.— J—)C’j$¢' //licu.[/t.f
)?5,— JL(_ST////(L 7//7'/ﬂj(.‘<

-~ [ N
2b,- =SV Floes
23 Neerd sy Ureting
28~ Hifredc Selled o
zal‘_ (.(L/'S /j';')m-llfcez
30 NG 70 a2

3/.. 6"1 Cep et c 1L—€7 7}(‘)‘;,"(‘. >
32 Telope teuzp2C

33 - Jeawce (freiia

3 .- JHilet, coc 7 /n]f.c

_3.':—-’ )-)/ISCLLA'L/ Urirvu ‘

36.7 /Jfl’l"u-(JCIIC; JlayTa

~
-

BEST AVAILABLE COPY



ANNEX 5:

HEALTH INFORMATION SYSTEM INSTRUMENTS
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Repubiica de Bolivia

Hoja 1

MPSSP. INFORME MENSUAL DE ACTIVIDADES EN SALUD
UNIDAD SANITARIA. DISTRITO AREA
ESTABLECIMIENTO. MES ANO
ATENCICN A LA MUJER EN EDAD FERTIL {De 15 a 49 anos)
CONTROL PRE-NATAL CONTROL DE N¢ de atenciones de parto domiciliario
— s e e o s e = | pOGT.PARTO e
CONSULTAS NUEVAS CONSULTAS CON 4 Embarazos de Alto Riesgo .
Mencsds Smeses | Do Smesssymds_ | REPETOAS |  CONSULTAS | tComuta | “Conshe | | FeronsidoSaud | For Parens Copaciads
|Toxoide Tetanico (N? de Dosis) Con primera dosis | Con segunda dosis l Con tercera dosis 0 mas I
ATENCION INTEGRAL AL MENOR DE 5 ANOS
~__CONTHOL DE CRECIMIENTO Y DESARROLLO ENFERMEDADES DIARREICAS AGUDAS INFECCIONES RESPIRATORIAS AGUDAS
A NINOS MENORES DE DOS ANOS A NINOS DE 2 con signos de DESHIDRATACION con signos de NEUMONIA
NUEVOS REPETIDOS OUA | AMARILLA | VEmbE | A4 ANOS Menorssde2aios | De2adawos | Menoresde2aios | De2adaios
ENFERMEDADES INMUNOPREVENIBLES - VACUNAS Control de Escolares. (1er Curso Basico)
ANTIPOLIOMIELITICA DAT. Anti N° de Dosis || Controles Nuevos
DOSIS>| 14 5 . 34 . Ref ooae | 3 Sarampién BCG Fiebre
Amarilia c/3ra Aplicacién Fluor
A nifios < 1 ano
_ IS DU SR - R Vacunados ¢/BC G
De 1 ano a 4 anos Vac ¢/ di (2a dosis)
RELACION CON LA COMUNIDAD ATENCIONES POR LOS RPS Y OTRO PERSONAL COMUNITARIO
Club Madres |Comité de Salud Educacién en] Diarreas | IRA Pre- Post- Otras N°? Visitas
saneamiento Natal Natal | Atenciones | Domiciliarias
N Reuniones
N? Parucipantes
SUPERVISIONES RECIBIDAS DE VISITAS DOMICILIARIAS
Area TOTAL DE INGRESOS

Unidad Sanitana

Distrito

POR EL PERSONAL
DE SALUD

ECONOMICOS DEL MES
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INSTRUCTIVO DE LLENADO DEL INFORME MENSUAL DE ACTIVIDADES EN SALUD

Este formulario debera ser llenado mensualmente, resurmendo (consolidando) toda la ntormacion recolectada de las hojas de tabulacion, otros formulanos y cuadernos

Los datos a lenarse debe corresponder solo al mes que se esta reportando

Lo primero que debe hacer es idenuticar a) Unidad Santana, b) Distnto, ¢) Area. d) Establecimiento qQue corresponde a su servicio

Anote el mes y ano correspondiente al :nforme

ATENCION INTEGRAL A LA MUJER EM EDAD FERTIL

Control Prenatal - Anote el numero de consultas prenatales nuevas, separando las que corresponden a mujeres que estan con menous de ciNco meses de emb:arazo de las
con cinco meses o Mas Anole luego el numero de consullas prenatales repetidas

La consuita prenatal nueva es la primera consulla dol embarazo, corespondiendo a la inscnpcion, consulta repelida significa todas las dernas consulias

Anote el numero de las pacientes Que cumpheron con 4 consultas durarte su embarazo Anole tarnbien el nuimero de embarazos de Allo nesgo detectados en el transcurso
del mes

Anote el numero de controles da Post parto No incluya en este numero los controles inmedialos que se dan nuenlras 1a partunenta esta todavia hospitakizada luego del par-
lo

Atencion de Parto domicibano - Anote el numero de partos domicihanios atendidos por ¢! personal de salud (Méedico, Enfermera, Auxiiar) No incluya los partos atendidos in-
stitucionalmente ver otra hoja

Anote de 1gual marera el numero de partos domiciliarios atendidos por parteras capacitadas No incluya los olros partos domrciharios atendidos ya sea por famihares o par-
teras sin capacitacion

Toxoide Tetanico - Anote en el casillero correspondiente el numero de pacientes que recibieron la 1ra, 2da y 3ra dosis o mas del Toxoide Tetanico

ATENCION INTEGRAL AL MENOR DE 5 ANOS

Control de crecimiento y desarrolio - Anote el numero de nifos menores de 2 afos con controles nuevos y repetidos

Consulta nueva es 1a primera consulla de control de crecimiento y desarrollo realizada al nino durante este periodo de su vida corresponde a la inscripciéon al programa
Consulta repelida sigiitica todas las otras consultas del programa durante el mismo penodo de vida -

Del 1otal de repetdos vistos en el ranscurso del mes, anote el numero de mifos con lana roja, fana amarilla y el nimero de nifos con lana verde

Anote el numero 1otal de nifins controlados de 2 a 4 afos (Nuevos y Repetidos)

Enfermedades diarreicas agudas (EDA) - Solamente anote el numero de casos de diarrea consignos de deshidratacién detectados respectivamente en el grupo de nifios me-
nores de 2 anos y el de 2 a 4 anos

Infecciones Respiratonas Agudas (IRA) - Anote el numero de casos de infecciones respiratonas agudas con stgnos de neumonia en el grupo de niflos menores de 2 afios yel
de 2 a 4 anos

ENFERMEDADES INMUNOPREVENIBLES - VACUNAS

Anote para la vacura antipoliomehtica, el numero de mifos menores de 1 afio que recibleron su 1ra, 2da, 3ra dosis o dosis de refuerzo Haga lo mismo para la vacuna DPT
(1ra, 2da, 3ra dosis), 'a vacuna antisarampioncsa (dosis unica) y la BCG (dosis unica), diferenciando entre nifios < 1 aflo y de 1 afno a 4 afios

FIEBRE AMARILLA

Anotar el total de dosis administradas sin diferenciar edades

CONTROL DE ESZOLARES - (1er curso basico)

Escolares controlados - Anote el numerc de controles nuevos, son nuevos los primeros contro'as del afio en curso

c/3ra Aphcacién Fluor - Anote el namero de escoiares que recibieron su 3ra aphcacién de fluor

Vacunas ¢/B C G - Anote ¢l numero de escolares que lueron vacunados con BCG

Vac c/dt (2da dosis) - Anote el numero de escolares que fueron vacunados con 2da dosis de dt

RELACICN CON LA COMUNIDAD -

Anote el numero de reunicnes efectuadas con los Clubes de Madres, Comités de Salud, otras instancias {(identificandolas) Para cada tipo de organizacién, anote el nimero
toial de participantes a ias reuniones en el mes

ATENCIONES DE LOS RPS Y OTRO PERSONAL COMUNITARIO -

Anate ol nuinero de actividades de educacién en saneamiento, anole el numero de casos atendidos de diarreas {EDA), IRA, Atencion Pre y Post-Natal., visitas domicilianas y
ouas actividades realizadas por Responsables Populares de Salud y otro personal comunitario

SUPERVISIONES REALIZADAS -

Annle el nu nera da seatias de supervisiones recibidas en el mes identificando su ongen Unidad Sanitaria, Distrito, Area y olro tipo e supervision (Identificandolo)

VIRHAS DOMICIHARIAS POR EL PERSONAL DE SALUD -

Al T imimera e e weitas domicihanas reaizadas nor el personal de salud

TOVAL O HIGEE 7 1o nnS 100 BES Anete el 1ot de Ingresos economicos recaudados en el servicto durante el mes (en boliviamos) Este rubro compren e
VEOIA o SBL NG o g e e
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ANNEX 6: THE "PATHWAY TO SURVIVAL' MODEL

By Alfred Bartlett with SC/B staff



Lire
THREATENING
Iuness

RECOGNMON
OF
PrOBLEM

PATHWAY TO SURVIVAL
PErRINATAL/NEONATAL MoRrTALITY: INQUISIVI, BOoL1ViA

(29%)

Problem
__>

Recognition

(13%)

Decision
REGARDING
CARE-SEEKING

Failure

%)
Decision 0 seck

“adequale” care

ACCESsIBILITY
OF “ADEQUATE"
CAsE

Failure to

Reach Care

Reach
“adequate” cre

ADEQUACY

Care

Inadequacte
Care

SURVIVAL




