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Section A - Field Project Summary 

2. Size of the Potential Beneficiary Population 
Note: Potential beneficiaries are the individuals eligible to receive services under Child Survival funding to whom 
you will provide services. Females (ages 15 - 49) should only be included as direct beneficiaries of services 
(i.e., TT immunizations or family planning services), and not for educational interventions (i.e., education on proper 
use of ORT). 

DIP Table A: Field Project Summary 
PVO/Country : ADRA/Honduas 
Cooperative Agreement No.: FAO-0500-A-00-5025-00 
Project Duration (mm/dd/yy): 
Start Date September 30. 1995 
Estimated Completion Date Seutember 29. 1999 

1. Percent of Total USAID Contribution by Intervention 
Percentages must add to 100%. 

Intervention 
Immunization 
Diarrhea Case Management 
Nutrition 
Micronutrients/Vitamin A 
Pneumonia Case Management 
Maternal Care 
Family Planning 
Malaria Prevention & Management 
HIV/AIDS Prevention 
Other (specify) 
TOTAL 

Important note: It is unlikely that there would be 2,955 children in the 12-23 months category and 8,135 children in the 
24-59 months age group if only 1,532 children are born per year. ADRA double checked the accuracy of these figures and 
was given the same numbers with the explanation that recent population migration from the rural areas of Honduras in to 
the poor/slum suburbs of Tegucigalpa has dramatically increased the 12-59 months old population. Assuming that the 
rational given is true, ADRA will work with this population data. 

Current Population within Each Age Group 
Infants, 0 - 11 months 
Children, 12 - 23 months 
Children, 24 - 59 months 
Children, 60 - 71 months (If vitamin A component) 
Females, 15 - 49 years 
Total Potential Beneficiaries Per Year 
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Percent of Total 
Project Effort (%) 

5% 
20 % 
20% 
5% 

20 % 
30% 

100 % 

Number of 
Potential Beneficiaries 

1,532 
2,955 
8,135 
1,802 
8,655 
23,079 

Percent of Total 
USAID Funds in US $ 

$32,233 
$128,932 
$128,932 
$32,233 

$128,932 
$193,398 

$0 
$0 
$0 
$0 

$644,660 
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1 .O) % of infants < 24 1 .O) TOT training on 
1 .O) Increase the % of children: were breast-fed within on nutritionfGM 

on nutritionlGM nutrition/GM/IEC 

80.0% respectively. 1.2) % of infants between 6-1 0 in SF/FdC recruited 

100.0% and from 88.9% to 96.0% respectively 
1.3) between 20-24 months in NS and SF/FdC who 
are still breast feeding from 50.0% to 75.0% and from 
32.5% to 65.0% respectively. 

2.0) Increase the % of children < 2 years with GM 
card and weighed in the past 4 months in NS and 
SF/FdC from 67.1% to 85.0% and from 91.2% to 
98.0% respectively. 

3.0) Improve the nutritional status of children < 2 
years who attend GM sessions by at least 10% in 
NS and SFPFdC as recorded and monitored on the 
GM card. 

4.0) Increase the % of mothers with < 2 year old 
children who ate more than a usual amount of food 
during their last pregnancy from 59.3% to 75.0% in 
NS and from 69.3% to 85.0% in SFEdC. 

5.0) Increase the % of mothers with < 2 year old 
children who know that a woman should gain at 
least 8- 10 kilos during pregnancy from 15.0% to 
50.0% in SF/FdC and from 4.0% to 40.0% in NS. 

1.3) % of infants between 20-24 
months still breast feeding 

2.0) % of children 0-23 months 
weighed in the past 4 months 

3.0) % of children < 24 months whose 
nutrition status improved (monthly 
CESAMO GM reports) 

4.0) % of mothers reporting eating 
more than usual during last pregnancy 

5.0) % of mothers who know that a 
woman should gain at least 8 - 10 
kilos during pregnancy 

2.0) Monthly weighing at 
CESAMO 
2.1) Monthly weighing at the 
CHV's home 
2.2) Replace weighing scales 
as needed 

3.0) Continued promotion of 
GM and follow-up of growth 
defaulters by CHVfhome 
visits and referral 

4.0) Key messages check list 
for nutrition and GM 
activities 

5.0) Key messages check list 
for nutrition and GM 
activities 

trained in nutrition/GM/IEC 
1.4) 8,655 WCBA receive key nut 
messagesfpromotions and 7,000 
households visited 
1.5) 360 CHVs self monitor with 
checklists 

2.0) 3 CESAMOs conduct monthly 
GM and counseling 
2.1) 360 CHVs conduct monthly 
GM at their homes 
2.2) 100 new salter scales given to 
CHVs (old once replaced as 
necessary) 

3.0) 8,655 WCBA receive key 
nutrition messages/promotions and 
7,000 households visited 
3.1) Growth faltering children 
referred for supplementary feeding 
and medical care 

4.0) 8,655 WCBA receive key 
nutrition messages/promations and 
7,000 households visited 
4.1) 360 CHVs self monitor with 
checklists 

5.0) 8,655 WCBA receive key 
nutrition messagesfpromotions and 
7,000 households visited 

1.5) CHV monthly 
report 

2.0) Monthly 
CESAMO report 
2.1) Monthly CHV 
report 
2.2) Inventory report 

3.0) CHV monthly 
report 
3.1) CHV monthly 
report 
3.2) Monthly 
CESAMO report 
3.3) Nursing care 
monthly report 

4.0,4.1) CHV monthly 
report 

5.0) CHV monthly 
report 
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A promotion/education 

45.0% respectively. 1.1) Obtain vitamin A 

CESAMODEF 

1.0) Increase the % of mothers who continue to: 1.0) % of children < 2 years with 1 .O) TOT and refresher 

diarrheal episodes from 45.5% to 70.0% in NS and -same/more amount of food and 3 1 new CHVs selected in 1.2) Training report 
from 56.6% to 75.0% in SFIFdC. -treated with ORT 1.3) CHV monthly 

- 
1.2) Treat their children < 2 years with ORT during 
diarrheal episodes from 47.4% to 70.0% in NS and 
from 57.6% to 80.0% in SFiFdC. 

1.3) Breast feed their children < 2 years old during 
diarrheal episodes from 61.4% to 80.0% in NS and 
from 80.9% to 95.0% in SFIFdC. 

1.4) Give fluids to their children < 2 years during 
diarrheal episodes from 79.1% to 95.0% in NS and 
from 86.2% to 98.0% in SFiFdC. 

-same/more amount of fluids sanitary waste disposal, clean 
water supply, hand washing 
after toilet and before 
handling food 
1.3) Education of mothers 
1.4) Key messages check list 
for CHVs 
1.5) Strengthen ORT posts at 
CHV homes 
1.6) Organize community 
sanitation campaigns 
1.7) Distribute ORS during 
home visits 
1.8) Establish a referral 
protocol 

IEC skills 
1.3) 7,000 households/monthly 
visits receive key messages 
1.4) Key messages checklist used 
by 360 CHVs 
1.5) 70% of the CHVs establish 
ORT comer at home 
1.6) 3-4 community sanitation 
campaigns heldlyear 
1.7) Total # of ORS distributed 
1.8) 3 CESAMOs provide care for 
referred cases 

1.4) CHV monthly 
report 
1.5) Observation 
1.6) CHC monthly 
report 
1.7) CHV monthly 
report, inventory report 
1.8) CESAMO monthly 
report 
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2.2) CHV monthly 
report, inventory report 

Pneumonia Case Management - 20% 

1.0) Increase the % of mothers who sought medical 
treatment from a health facility for infants < 2 years 
with cough and rapid, difficult breathing in the past 
two weeks from 58.0% to 80.0% in NS and from 
71.1% to 88.0% in SFtFdC. 

2.0) Increase the % of mothers of children aged 0- 
23 months who know three alarm signs in cases of 
cough that would cause them to seek medical care 
(see section 4 e . 3 ~  for percentage measurements). 

1 .O) % of all ALRI visits to a health 
facility where SCM is appropriately 
applied by a trained provider who has 
antibiotic 
1.1) % of mothers who sought medical 
treatment for infants < 24 months with 
cough and rapid, difficult breathing in 
the past two weeks 
1.2) % of infants who died from ALRI 
related cause in the project area (MOH 
annual IMR report for 
Tegucigalpa/project area by cause of 
death) 

2.0) % of mothers who know the 
warning signs of ALRI and when to 
refer 

1.0) Education of caretakers 
by CHVs and CESAMO staff 
1.1) Supervision and 
monitoring of CHVs 
1.2) Introduction of SCM 
quality assurance checklist at 
the CESAMOs 

2.0) Education of caretakers 
by CHVsiCESAMO staff 
2.1) Supervision and 
monitoring of CHVs 
2.2) Key ALRI messages 
checklist for CHVs 
2.3) CHV training and 
refresher courses on ALRI 
2.4) TOT training on ALRI 

1 .O) 360 CHVs trained in ALRI 
and IEC skills 
1.1) 7,000 households visited 
monthly and receive key messages 
in ALRI 
1.2) 3 CESAMO use SCM QA 
checklist 

2.0) 15 facilitators trained on ALRI 
2.1) 150 new CHVs in NS and 3 1 
new CHVs in SFFdC recruited 
2.2) 360 CHVs trained in ALRI 
and IEC skills 
2.3) 7,000 households visited 
monthly and receive key messages 
in ALRI 

1 .O) Training report 
1.1) CHV monthly 
report 
1.2) CESAMO QA 
report 

2.0) Training report 
2.1) CHC monthly 
report 
2.2) Training report 
2.3) CHV monthly 
report 
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3.2) CESAMO and 
CESAMOs and CHVs 3.2) Monthly meetings held 
without watches to count between the CHVs and 

each CESAMO. (The adjusted objective will be CESAMOIADRA 3.3) Quarterly QA 
reported in the first Annual Report to USAID.) @ = CHV monthIy report, clinic 3.2) Supplementation with 

Maternal and Newborn CardFP - 30% 

Note: See under nutrition and EPI sections for other 
maternal related inte~entions/objectives. 

1 .O) Increase the % of mothers with a maternal card 
for the birth of the youngest child < 2 years from 
39.0% to 80.0% in SF/FdC and from 36.0% to 75.0% 
in NS (i.e., TT coverage). 

1.0) % of mothers with a maternal 
card 

antibiotics for CESAMOs 
3.3) CESAh40 staff training 
on ALRI 

1 .O) TOT refresher training on 
MCWFP 
1.1) Initiallrefresher training 
for CHVs on IEC MCHRP 
1.2) Education of mothers on 
key MCH/FP messages 
1.3) Key messages checklist 
for CHVs 

for quality assurance 
3.4) SCM providers use ALRI 
treatment charts/local terms 
3.5) Antibiotics used by the 
CESAMO care providers only in 
cases of pneumonia, strep throat, 
and otitis 
3.6) Adequate number of timers 
given to SCM providers and CHVs 

1 .O) 15 facilitators trained on 
MCWFP 
1.1) 12 CESAMO midwife and 
nurses trained on MCWFP 
1.2) 150 new CHVs selected in NS 
and 3 1 new CHVs selected in 
SFRdC 
1.3) 360 CHVs trained in MCH/FP 
IEC and use checklist for education 
1.4) 8,655 WCBA receive key 
MCH messages 

3.4) Observation 
3.5) CESAMO clinic 
records, drug inventory 
records 
3.6) Equipment 
inventory 

1 .O) Training report 
I. 1) Training report 
1.2) CHC monthly 
report 
1.3) CHV monthly 
report, training report 
1.4) CHV monthly 
report 



2.2) Training report 
2.3) CHC monthly 

key MCWFP messages 
report, training report 

for CHVs SFlFdC 2.5) CHV monthly 
2.4) 360 CHVs trained in MCHFP report 
IEC and use checklist for  education 
2.5) 8,655 WCBA receive key 
MCH messages 

3.0) Increase the % of pregnant women with 3.0) %of  pregnant women attending 3.0) Initiallrefresher training 3.0) 30 TBAs trained o n  STD 3.0) Training record 
children < 2 years old screened and treated for STDs prenatal care who are diagnosed and for CHVs on IEC MCHJFP referral protocols 3.1) TBA training 
in NS from 20.7% to 50% and from 33.9% to 75% treated for STDs 3.1) Education of mothers on 3.1) # of pregnant women referred curriculum 
respectively. MCWFP to a health facility 3.2) TBA monthly 

3.2) Training TBAs on STD report 
referral protocols 

4.0) Increase the % of pregnant women with 4.0) % of pregnant women attending 4.0) Initiallrefresher training 4.0) 30 TBAs trained o n  STD 4.0) Training record 
children 4 2 years old screened and treated for STDs prenatal care who are diagnosed and for CHVs on IEC M C W P  referral protocols 4.1) TBA monthly 
in SFlFdC from 21.7% to 50% and from 52.3% to treated for STDs 4.1) Education of mothers on 4.1) # of pregnant women referred report 
85.0% respectively. MCWFP to a health facility 

4.2) Training TBAs on STD 
referral protocols 

5.0) Increase the % of mothers with children 4 2 5.0) % of mothers who had at least 5.0) Training TBAs and 5.0) 30 TBAs trained o n  prenatal 5.0) Training record, 
years old who had at least one prenatal visit prior to one prenatal visit prior to the birth of midwives on antenatal care, referral protocols TBA training 
the birth of the last child from 28.3% to 60.0% in the last child recognition of danger signs, 5.1) # of pregnant women referred curriculum 
NS and from 32.6% to 75.0% in SFFdC. 6.0) % of pregnant women delivering and referral protocols to a health facility for prenatal care 5.1) TBA monthly 

by a health professional report, prenatal clinic 
records 
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physicians, RNs, and trained midwives (91% in 
SF/FdC and 86.7% in NS). 6.1) Service quality 

6.2) Referral protocol for 
(taxi, other community transport 

I I I I I 

Important Note: Listed below are the manuals ADRAMonduras, in cooperation with the MOH, developed on each of the six Child Survival interventions planned. (The 
complete manual can be available for referral on request). These manuals, to be used by CHVs during home visits, contain key health messages with pictorial illustration. (See 
Appendix S for cover pages.) 

I .  Manual Para Personal Voluntario: Lactancia Materna. Proyecto De Supervivencia InfantiVCS-VII, ADRA/Honduras, MSPH, 1994. 
2. Manual Para Personal Voluntario: Proyecto De Supervivencia Infantil/CS-VII. ADRAMonduras, MSPH, 1994. 
3. Manual Para Personal Voluntario: Salud Reproductiva Y Planificacion Familiar. Proyecto De Supervivencia InfantiYCS-VII, ADRAHonduras, MSPH, 1994. 
4. Manual Para Personal Voluntario: Inmunizaciones. Proyecto De Supervivencia InfantiVCS-VII, ADRAHonduras, MSPH, 1994. 
5. Manual Para Personal Voluntario: Manejo De Diarreas Y Uroc. Proyecto De Supervivencia InfantiVCS-VII, ADRAIHonduras, MSPH, 1994. 
6 .  Manual Para Personal Voluntario: Proyecto De Supervivencia InfantilUCS-VII. ADRAMonduras, MSPH, 1994. 7:- 
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Section C - Project Location population in the project area, except in Nueva Suyapa, 
where poor terrain creates logistics problems. Lack of 

c.1  ti^^ M~~~ (see ~ ~ ~ ~ ~ d i ~  A for maps running water in the house and inadequate latrine facilities 

indicating project location.) also lead to poor sanitation and diseases, which directly 
impact on CS activities. According to the State of the 

C.2 Location Description There are three 
project impact areas, San Francisco (SF), Flor del Campo 
(FdC) and Nueva Suyapa (NS), located in the marginal 
urban communities of Tegucigalpa Metropolitan Region, 
Honduras. San Francisco is located southeast of the city. 
The project covers two (Solidad, 5,412 pop., and San 
Francisco, 2,294 pop.) of SF'S 23 communities. Flor del 
Campo lies adjacent to San Francisco. The project 
operates in six (Flor del Campo, 13,682 pop.; Henry 
Mariam, 826 pop.; Olmos, 41 8 pop.; Rodus Alverado, 

World's Children, UNICEF, 1996, IMR in Honduras is 
4 111,000 live births. Nationally, respiratory infections and 
diarrhea cause nearly 50.0 percent of infant deaths (La 
situacion de la salud en Honduras: Retos Para la Decada, 
UNICEF, 1990). Twenty percent of infant deaths are 
related to perinatal complications. Accidents and violence 
cause 3.1 percent of infant deaths, followed by 
malnutrition problems at 2.1 percent as the major causes 
of mortality (ibid, 1990). (See Section 4g. 1 for MMR and 
the leading causes of maternal mortality.) 

Pop.; Torres, 5,946 Pop.; La 27388 POP.) Within the targeted impact areas, primary causes of infant 
of the eleven communities in Flor del Campo. Nueva and child mortality for FdC and SF are acute respiratory 
Suyapa, the third project impact area, is newly added. disease. The FdC CESAMO reports no mortality in 
Nueva Suyapa is located in the western part of under-fives as a result of diarrheal disease during the last 
Tegucigalpa city. The project operates in nine (Villa year. In NS, the primary causes of mortality are acute 
Neuva Suyapa, 7,045 pop.; Universidad, 4,425 pop.; respiratory infections, malnutriton, intestinal parasites, and 
Guillermo Matute, 545 pop.; Fettcollil, 425 pop.; La dermatitis (2). Recent survey data from IEF has shown 
Libertad, l , l 35  pop.; Brisas de S " ~ a ~ a ,  ',080 pop.; l 7  de that although Honduras has a wide of fresh 
Septiembre, 1,105 pop.; Flores de Oriente, 1,940 pop.; foods and mothers know foods that are high in vitamin A, 
Alda de Soyapa, 1,348 pop.) of the ten communities mothers do not understand the relationship between 
composing Neuva Suyapa. vitamin A and night blindness. According to this study, 

54.0 percent of children had results between 10-20 ugldl, 
The ~ o ~ u l a t i o n s  in all three project impact areas represent which falls within the pAHo standards for public Health 
the poor in Tegucigalpa city. The female literacy rate in significance. 
the project area is good, with 83.3 percent in NS, and 88.8 
percent in SFIFdC (project KPC survey, 1995), compared 
to 71 percent nationally (I). Unemployment rates range 
from 40 percent to 60 percent, with women being the most 
affected. Single motherhood is prevalent. The 
predominant religion is Catholicism. Ethnically, the 
population is mostly Mestizo (a mix of white, black, and 
indigenous Indians). 

There is a lack of perception by the community of the 
seriousness of the existing health problems in the project 
area. Although the female illiteracy rate is low, most 
mothers are not educated beyond elementary level. 
Violence, especially against women, is prevalent. The 
status of women is low. Women are not involved in the 
decision making process. Men make the decisions, even 
though these decisions affect women. For example, men 
receive more food, eat first, and dominate every aspect of 
life in the family and community. Due to poor economic 
conditions, the migration rate of population from rural 
areas to these marginal project areas of Tegucigalpa is 
high. The unskilled nature of these migrants inflates 
unemployment and crimelviolence rates. As a result, 
women and their children become vulnerable and 
husbands cannot support their families. The community 
health centers (CESAMOs) are accessible to the 

In FdC, approximately 35 percent of the children < five 
were reported to be malnourished (3). According to 1995 
data, 35 percent of mortality among those < 1 in NS was 
ALRI related and 42 percent was delinquencylviolence 
related (4). Nearly 20 percent of the mortality rate for 
WCBA in NS was maternity related (5). 

In San Francisco, there is one CESAMO with 77 staff 
including five MD's, two RNs, 13 auxiliary nurses, one 
dentist, one auxiliary dentist, one lab technician, one 
social worker, three sanitation workers, four pest 
controllers, one health administrator and 45 CHVs. This 
CESAMO infrastructure includes a pharmacy and a 
laboratory providing basic urine, stool and hematology 
tests. Flor del Campo has one CESAMO facility staffed 
by six MDs, two RNs, nine auxiliary nurses, five pest 
controllers, one dentist, two sanitation workers and 134 
CHVs. This infrastructure includes a lab unit, five 
consultation rooms, a pre-medical assessment area, an 
injection room, a pharmacy and dental care unit. Nueva 
Suyapa also has one CESAMO with three Mds, two RNs, 
ten auxiliary nurses, one dentist, one auxiliary dentist, one 
lab technician, one social worker, two sanitarians, four 
pest controllers, one health educator, one administrator, 15 
CHVs and 11 TBAlmidwives. This CESAMO 
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infrastructure incorporates a pharmacy, a laboratory, a 
dental clinic, three consultation rooms, a social worker 
room, a community-based drug store space, an archive 
unit, and a pest control room. Except for the CHVs and 
other TBAs who also work with this project on a volunteer 
basis, all health care workers are paid by the MOH. (See 
Section 4e. l b  for other private health facilities in the 
project area.) 

Section D - Project Design 

D.l Summary of Overall Project Design 
This project is designed to primarily support existing 
services through the CESAMOs, rather than directly 
providing services. Vitamin A and contraceptives 
distribution are the exceptions, as the project will monitor 
CHVs, who will be distributors. The project focuses on 
mothers as the primary care giver for the family. Mothers 
are given training and support in maintaining health by the 
project's trained CHVsITBAs. These volunteers will 
provide education and services on an individual basis 
during home visits and work through existing community 
organizations such as mothers' groups. The CHVs will be 
supervised by ADRA facilitators, who work closely with 
the CESAMOfMOH staff. Each ADRA facilitator will 
work with about 25 CHVs and each CHV will work with 
20-30 
households. This linkage with the CESAMOIMOH and 
the women of the community will promote project 
sustainability. 

As the project is an extension of CS VIII, it will continue 
emphases in the interventions of NutritioniGM, MCWFP, 
CMD, ALRI, vit. A, and EPI. As a direct service, CHVs 
will weigh infants and children regularly, focusing on 
under two years at growth monitoring sessions and at 
mothers' clubs, with results plotted on growth charts that 
are kept by mothers. Infants, children less than 24 
months, and children 24-60 months who are not gaining 
weight will be weighed every month in conjunction with 
counseling to mothers on appropriate nutritionallhealth 
care responses. The project will supply CHVs with scales. 
High risk or growth faltering children will be referred to 
the CESAMO for further attention. The GM event, 
coordinated by CHVs and facilitators provides a regular 
opportunity for food demonstrations and nutrition 
instruction, especially early breast feeding and exclusive 
breast feeding until six months of age, and appropriate 
introduction of an adequate, balanced diet thereafter. The 
special nutritional needs of pregnant and lactating women 
are also being emphasized during these educational 
sessions, which provide opportunity for promoting TT 
immunizations for pregnant mothers and EPI for under- 

- ones. 

The CESAMO staff will continue to receive refresher 
training in SCM of ALRI. In addition, ADRA will work 
with the CESAMO to establish quality assurance in ALRI 
case management targeting children under two years. 
Access to antibiotics is through the CESAMOs. 
Accordingly, the project will support existing public 
services through training CHVs in appropriate home care 
and recognition of signs of acute respiratory infections, 
with consequent referral to CESAMO when appropriate. 
CHVs will give messages to mothers during monthly 
home visits and through monthly mothers' club meetings. 

The project will achieve its objectives for SMIFP by 
supporting the CESAMOs' provision of direct services 
and by developing and upgrading the skills of community 
TBAs. The project will support existing TBAs and 
midwives through initial training and skiIls upgrading in 
the provision of antenatal and postnatal care, safe birthing 
practices, recognition of high risk and danger signs, and 
immediate referral. Midwives at CESAMO level will 
have skills upgrading in dealing with obstetric 
emergencies. Training will be coordinated through and 
conform with the MOH protocols/curricuIum. CHVs will 
be trained to detect and refer problems and begin 
education of mothers and weighing of babies during the 
postnatal home visit. CHVs will promote TT shots for 
WCBA, particularly pregnant women during home visits 
and at mothers' club meetings. Family planning will be 
promoted during home visits, postnatal visits, and at 
mothers' club meetings, through TBAs, midwives, and 
CHVs who will receive training in FP messages, including 
the need for birth spacing and the use of contraceptives. 
CHVs and TBAs will be supplied through the CESAMOs, 
with a small supply of condoms and other MOH approved 
FP commodities. The project will also include FP 
communication targeted to males through specially trained 
male CHVs and husbands of TBAs. 

The project will provide direct services through initial 
training and several refresher training sessions for CHVs 
in CMD messages to be given to mothers. These 
messages will include increased breast feeding, other 
foods and fluids, and use of ORSLitrosol during diarrheal 
episodes, as we11 as early referral in cases of severe 
dehydration of under two year olds. CHVs will also be 
trained to give sanitation and hygiene messages to 
mothers. Training for CHVs will be organized by the 
ADRA training coordinator and will involve the 
CESAMO staff. 

The project will provide direct services through training of 
CHVs in key messages on the need for EPI. CHVs will 
promote immunizations primarily at the monthly GM 
sessions as they note EPI coverage and encourage 
immunizations for those who have not completed 
according to age. Children under one year old will be 
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targeted for EPI. CHVs will be expected to record and 
follow-up defaulters. Special attention will be given to NS 
where EPI rates are not as high. The project will focus on 
areas of particular need for EPI mass campaigns in 
conjunction with the CESAMOs. 

The project will provide direct services in support of the 
CESAMOs with distribution of vitamin A mega-doses by 
CHVs at GM sessions. Children between age six months 
and five years old will be targeted. Supplies of vitamin A 
capsules will be provided by the CESAMOsIIEF. 
Appropriate educational messages will also be given by 
CHVs during home visits and weighing sessions. 

Because it is an ongoing project, relationships have 
already been developed and sustainability strategies are 
being adopted with the targeted communities in FdC and 
SF. This is the rationale for choosing the above project 
design. Thus, the community involvement was greatly 
facilitated and was an important part of the project 
development process. The CS VIII project initiated a 
sustainability committee with representatives from the 
local Patronatos or local government committees and 
CESAMOs as well as community members in both FdC 
and SF. These sustainability committees will work with 
the health committees in instituting the sustainability 
recommendations (see Section 4b.2f). NS representatives 
will form their own committees during CS XI following 
lessons learned from CS VIII project. 

D.2 Collaboration and Formal Agreements 
The project involves collaboration among the community, 
the CESAMO, MOH, UNICEF, local and international 
NGOs, and the Patronatos. Currently, the CESAMO and 
the community jointly select CHVs. ADRA participates 
through promotion and facilitation of the processes. 
ADRA also trains these CHVs. 

Criterion for selecting the CHVs includes the following: 
being between ages 18 to 50; acceptance by the 
community; public relations ability; availability of time to 
spend in the community; willingness and motivation to 
work with the community; residence in the community; 
and literacy. CHVs meet monthly at the CESAMO 
facility. ADRA provides logistics and stationary, and 
participates in these meetings. However, no financial 
transaction takes place between ADRA and the CHVs or 
the CESAMO. ADRA will continue to facilitate the 
formation of more small CHV committees in the 
community who will report to the CESAMO in their 
respective project areas. 

An arrangement has been made between ADRAmonduras 
and the Patronatos (powerful local governing 
organizations that look after the welfare of the 
community) that requires the Patronatos to recognize 

CHVs who have served. Recognition by Patronatos is 
considered to be prestigious and everyone in the 
community desires it. The patronato has a health wing 
called "committee de salud" represented at the CESAMO 
to facilitate these activities. 

UNICEF Honduras will continue to provide scales, bags 
for weighing, and educational materials. In addition, 
arrangements have been made where UNICEF will 
provide a TVIVCR set and furniture through ADRA to the 
two CESAMO centers ADRA uses to train CHVs and 
CESAMO staff. 

Among the local NGOs who will collaborate with ADRA 
in providing training, information, and educational 
materials are the following: Leaga de Lactancia Materna, 
AHLACMA, and UNISA. ADRA has reached an 
agreement with UNISA to enroll interested CHVs for 
training and provision of small capital for income 
generation activities such as starting basic community 
drug stores. UNICEF provides UNISA with the drugs. 
ASOMPLAFA, an indigenous NGO that specializes in 
family planning, will serve as a referral center for 
tubaligation procedures for those who desire it. 

The IEF will continue to provide the CESAMO with 
vitamin A to be distributed by CHVs. Each CHV has an 
identifying sign at hisher home. If clients do not show up 
to collect their vitamin capsules, the CHV, who has a 
record of all the homes under hisher assignment, visits the 
home. There is no financial exchange planned between 
ADRA and any of the above collaborating agencies. No 
other organization is subcontracted to help implement this 
project. 

In-country organizations, with which the project 
collaborated during the development of this DIP, include 
representatives from each of the CS XI project areas, 
including the CESAMOs, community leaders, a consultant 
with good knowledge of the Honduran health care system, 
ADRAmonduras project manager and technical staff, 
CHVs, MOH, social workers, and community nurses. 

D.3 Technical Assistance The project plans to 
obtain technical assistance in the intervention areas of 
ALRI, nutrition, DCM, and HIS from various local 
sources. Private consultants would be contracted to review 
the existing project HIS system and strengthen them by 
introducing a comprehensive "community friendly" data 
collection system. Ethnographic studies will also be 
conducted to identify cultural factors associated with food 
intake during pregnancy. Focus group studies would also 
be held on DCM and nutrition by the third quarter of 
1996. Results of these studies would be used to design 
persuasive health messages that are culturally appropriate. 
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Focused Ethnographic Study on ALRI was already 
conducted by Lisa Lynch, MS. Jerald Whitehouse, MPH, 
DrPH, served as the primary consultant on this project. 
Additional technical help in the areas of ALRI and 
sustainability will be sought from the PVO CSSP at JHU. 
This assistance is planned for the second or third quarter 
of the second implementation year. 
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percent and 47.5 percent respectively. The rate of mothers 
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D.4 Detailed Plans by Intervention 

D4.a Immunizations (5%) 

EOP 
(%) 

Metropolitan Sanitation Regional Team: E~aluation of Health 
Activities for SF CESAILIO, MOti Tegucigalpa, I-Ionduras, 
l OQA 

4a.l Incidence and Outbreaks According to 
Dr. Medina, Director of the CESAMO for SF, the MOH 
conducts weekly and monthly surveillance and monitoring 
of vaccine preventable diseases. MOH reports indicate 
that in the past five years in FdC and SF, there has not 
been an outbreak of vaccine preventable diseases. 

4a.2 Baseline Coverage Estimates DPT1, 
OPV3, and measles coverage rates for SFEdC are 84.3 
percent, 82.1 percent, and 80.0 percent respectively. 
Coverage rates for DPTI, OPV3, and measles for NS are 
72.8 percent, 68.8 percent, and 66.9 percent respectively. 
The drop-out rate for DPT in SFIFdC is 2.65 percent. The 
dropout rate for NS is 4.55 percent. The percentage of 
children 12-23 months who are completely immunized in 
SF/FdC, is 80.6 percent, and 65.0 percent for NS. The 
estimated percentage of births that are fully protected by 
TT immunizations in SF/FdC is 37.6 percent and 32.3 
percent in NS. The national EPI coverage rates for 
children 12-23 months old, for BCG, DPT, OPV, and 
measles are 95 percent, 95 percent, 95 percent, and 94 
percent respectively. The coverage rate for TT is 88.0 
percent (1). 

Objective 

4a.3 MOH Policies The Honduran MOH 
immunization policies do not differ from that of 
WHO/UNICEF guidelines. The immunization schedule 
followed is identical to the WHO recommended schedule. 
(See Appendix W.) 3 

4a.4 Knowledge and Practice Knowledge of 
mothers regarding timeliness of measles and 

Location 

immunizations for their children, and knowledge of TT 
vaccine protection against tetanus in SF/FdC are 66.6 

Baseline 
("/.) 

( 1. Increase the % of 1 NS 1 65 180 I 

1 2. Increase TT 1 NS 1 32.3 1 65 1 

12-23 month olds 
fully immunized 

I 

4a.6 Approach The overall quality of 
immunization service in Honduras is reportedly good. 
Honduras has the highest EPI coverage rate for children 
less than two years, in Central America. The drop-out rate 
in SFfFdC, according to the Baseline Survey, was only 
2.65 percent, and 4.55 percent in NS. However, some 
barriers exist, including problems associated with 
logistics,and the CESAMO running out of vaccines at 

SF/FdC 

coverage of WCBA 

times. Furthermore, the CESAMOs are closed on 
weekends and in the evenings. ADRA plans to play a 
supportive role for the CESAMO in the immunization 
activities. This includes training of CHVs and educating 
mothers, promotion of EPI during home visits and at 
monthly women's meetings. CHVs will also refer 
children and mothers to the CESAMO and other 
immunization campaign sites (usually there are two big 
and three small community EPI campaigns per year). 
ADRA provides logistics/vehicle for this activity. CHVs 
and CESAMO staff advertise the community EPI dates. 
Since these are national EPI campaign dates, the radio and 
TV will be used to promote announcements. The 
CESAMOIMOH role includes communication of EPI 
dates and sites utilizing the radio and TV, education 
through mass media and CHVs, vaccine and cold chain 
equipment provision, monitoring and supervision, 
administration, and community mobilization. EPI 
activities are already hnctional in both project areas. EPI 
services will be provided year round from a fixed facility 
at the CESAMO and during mass campaigns, through 
mobile units, at the community level. The vaccinators and 
CHVs have a list with addresses of all the children in the 
community. Those who missed the EPI campaign will be 
followed up by the mobile EPI crew. The search will not 
stop until they are found and vaccinated. CHVs, during 
monthly home visits and GM sessions, will examine the 
child's card to determine their EPI status and refer if 
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needed. Linking the EPI intervention to the GM 
component should improve the follow-up of defaulters. 

ADRA will not participate in training of staff on 
vaccination administration. The supply of vaccines is 
adequate although infrequent shortage is reported. 
Vaccines are obtained from UNICEF and channeled to the 
CESAMOs through the Central MOH vaccine supply in 
Tegucigalpa. 

4a.7 Individual Documentation (See 
Appendix C for MOH immunization card.) The MOH 
card will be used by the project for recording vaccinations. 
If the card is lost, mothers will be referred to the 
CESAMO and a new one is issued for 1 Lp (less than a 
dime). The vaccination information from the CESAMO 
EPI registry will be transferred to the new card, for those 
children who live in the area served by the CESAMO. 
During mass campaigns, the child's vaccination status will 
be recorded on their card; a copy is filed on the CESAMO 
registry. The mothers are taught to bring the child's card 
for each session. Cards are issued freely the first time. 
Women's TT vaccinations will be recorded on their 
antenatal card. Mothers are instructed to keep this card 
and bring it every time they visit the CESAMO. Records 
are kept at the CESAMO in case the card is lost. 
Appropriate retention of the antenatal cards by mothers 
will be promoted through education. 

4a.8 & 4a.9 Drop-out - Children and Women 
The major causes of drop-out for children and women 
include the following: mothers working outside the home; 
no one taking the baby to the CESAMO for 
immunizations; and occasional shortage of vaccines at the 
CESAMO, which creates a barrier to compliance with EPI 
schedule. (See section 4a.6 for strategies for reducing 
missed vaccination opportunities.) These strategies have 
one primary purpose: to increase effective vaccination 
coverage; that is, giving the right dose at the right time, 
and giving all doses before the first birthday. Mass 
campaigns, social marketing, and social mobilization are 
all solutions to perceived gaps in families knowledge and 
acceptance of vaccinations. The strategy for increasing 
the demand for TT immunization includes the following: 
education/motivation of mothers by CHVs to comply with 
TT schedules; assuring that the MOH policy of showing 
the proof of TT immunization for single mothers who 
receive a welfare bonus of 30 Lp per month for the 
nutrition of their children is complied with; and using the 
monthly women's meetings for promoting the importance 
of immunizations. 

4a.10 Population The project will target both 
WCBA and pregnant women for TT immunizations. 
While the MOH policy target group for primary 

immunization is 0-24 months, priority will be given to 
children 0-1 1 months. Beneficiaryltarget population 
breakdown includes: 4,547 children under two years old 
and 8,655 WCBA. The estimated number of children born 
in the project area per year is 1,532. The number of visits 
required to achieve full coverage for children less than 12 
months is five, including BCG, 3 DPTIOPV, and measles 
visits (100% coverage - 1,532 x 5 visits = 7,660). 

4a.11 Cold Chain Support According to the 
directors of each CESAMO in the project area, there is no 
significant problem with the cold chain system. This 
project does not intend to be involved in the monitoring or 
maintenance of the MOH cold chain links. 

4a.12 Surveillance The project plans to have no 
direct EPI disease surveillance activities. However, the 
MOH/CESAMOs keep track of measles, neo-natal tetanus, 
and polio cases which will be used to indicate impact. 

Reference Materials 
1. The State of the World's Children, UNICEF, 1996. 
2. EPI Essentials: A Guide for Program Oflcers. John 
Snow, Inc. 2nd Ed., August 1989. 
3. Negerie M., G. Ormsby and M. McHenry. Child 
Survival XI Baseline Survey Data (KPC survey for NS 
and SFIFdC project areas), ADRAIHonduras, 1995. 
4. The State of the World's Children, UNICEF, 1995. 
5.Training for Mid-Level Mangers (MLM.) Published by 
WHO, 1991. 

D4.b Nutritional ImprovementIGM (20%) 

4b.l Nutritional Improvement for Infants 
and Children 

4b.la Baseline Nationally, 2 1.1 percent of less than 
five year olds, suffer from moderate and severe 
underweight problems. These estimates are based on 
below -2 SD from median weight for age of the reference 
population for moderate malnutrition, and below -3 SD 
from median weight for age of the reference population 
for severe malnutrition (I). 

The project will use a multi-line weight chart (using 
Gomez classification) at the CESAMO level to determine 
degree of malnutrition (mild, moderate, and severe). A 
master chart showing weight levels at ten percent intervals 
for use in collecting information from mothers attending 
the CESAMOs will be introduced. This is simplified 
using reference (100 percent), -2 SD (approximately 80 
percent), -3 SD (approximately 70 percent), and -4 SD 
(approximately 60 percent). ( See Appendix V for Growth 
Monitoring Master Chart.) 
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Nationally, there seems to be adequate total quantity and 
variety of food available and no particular seasonal 
shortages are noted. The primary contributing factors to 
malnutrition in the target area seem to be economic 
constraints and selection of food, as well as the lack of 
knowledge of appropriate mother/child feeding practices. 
Community food stores have inflated prices, due in part to 
high cost of credit (up to 12 percent monthly) for the store 
owners. Knowledge of which foods are the most cost- 
effective and nutrient-dense is low, and family income is 
marginal. In addition, the prevalence of infectious 
diseases, including intestinal parasites, and low-frequency 
of feedings per day all contribute toward increasing infant 
and child morbidity/mortality. 

An increase in malnutrition is correlated with diarrhea 
episodes that occur mainly during the rainy season (May- 

children. When the child is ill, most mothers withhold 
breast feeding or feed the child beans (the staple food) and 
fruits. Another cultural practice that impacts the child's 
health is known as "empacho". Empacho is a belief that 
the food becomes stuck in the stomach and causes 
diarrhea. As a cure, children are sent to a "curandero" or a 
traditional healer, who will massage the stomach of the 
baby and introduce laxatives including chicken oil 
extracted by frying the skin of the chicken. The oral 
feeding oil sometimes misses the trachea and lodges in the 
lungs and causes respiratory problems inciuding 
pneumonia and sometimes death. The traditional healers 
also recommend no feeding for the child until the diarrhea 
stops. Sometimes Canada Dry is recommended because 
of beliefs that it has medicinal value. 

4b.lc Nutrition Obiectives 

1 1. Increase in the % of I NS 1 46.3 1 75 1 

" 
November). According to the CESAMO physicians, there 

The project is located in a mountainous slum area of 
Tegucigalpa where home gardens are difficult to grow. 
Currently, less than five percent of the families in the 
project area grow home gardens. Food for consumption is 
almost always purchased. There is occasional lack of food 
security and availability in the project area (2). 

is no age or sex difference in malnutrition rates seen at the 
CESAMOs. 

children < 6 months 

I 2. Increase the % of NS 
children between 6- I 1 92 1 loo 1 

Objective 

4b.lb Current Knowledge and Practice In SF 
and FdC, 80.6 percent of mothers initiate breast feeding 
within the first hour. The rate is 8 1.4 percent for NS. In 
SF and FdC, 87.3 percent of the mothers breast feed 
within the first eight hours. The rate is 88.4 percent for 
NS. 88.8 percent of the mothers in SF and FdC give their 
infants of 6- 10 months of age complimentary foods, while 
92.0 percent do the same in NS. Persistence of breast 
feeding up to 23 months in SF and FdC is at 32.5 percent 
and 50.0 percent for NS. 

Most of the babies are delivered by trained health 
professionals (9 1 percent in SF and FdC, and 86.7 percent 
in NS). Most mothers give the infant the colostrum within 
the first hour. TEAS will teach the same message. 
Mothers feed their children from their plate, using a spoon 
or fingers. The frequency of feeding is less, because it 
coincides with the number of times the mother eatslday 
(two to three times). The child does not get a variety of 
foods and sometimes exists on low nutritional junk food, 
such as salty Doritos, Coca-Cola, and sweets. Mothers do 
not always supervise their children, so children may ingest 
anything they find on the floor when they are hungry. 

Location 

Poor distribution of food within the family often means 
the child receives very little food and is a common cultural 
practice with a major impact on the child's health. Males 
usually eat the "best" foods, and leave leftovers for 

I 3. Increase the %of I NS ( 50 ( 75 1 
children between 20 

1 

Baseline 
("/.) 

EOP 
(%) 

4b.ld Approach Currently, auxiliary and registered 
nurses in SF and FdC CESAMOs provide nutrition 
counseling for mothers during pre and postnatal visits. 
CHVs in this project area also provide nutrition education 
to mothers during home visits. The government also 
provides 30 Lp to single mothers with children less than 
two years old to assist with purchasing of nutritious foods. 

and 24 months who 
are still breast- 
feeding 

In SF and FdC current nutrition awareness programs will 
be strengthened through cooperation with CESAMO staff. 
Nutrition activities will be introduced in NS. These 
activities will include training of CHVs on counseling 
techniques, with an emphasis on initiation, continuation, 
and persistence of breast feeding, and the introduction of 
semisolid foods at six months of age. These practices will 
be encouraged during illness and catch-up feeding. Food 
cooking demonstrations will be conducted by trained 
CHVs for mothers during community women's monthly 
meetings. The project will phase in nutrition activities in 
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NS by October 1996. (See Table C for Schedule of 
Activities.) 

Constraints to improving the child's nutritional status 
include economic problems, inadequate food distribution 
in the family, the "empacho", and sanitation problems 
(dirty water, over crowding, and animals in the house). 
The project will attempt to reduce these constraints by: 
a) teaching mothers to budget for food as the first priority; 
b) discouraging spending of limited funds on junk foods 
(soda pop, Doritos, sweets, etc); c) encouraging the use of 
the 30 Lp given to single mothers by the MOH to strictly 
spend on food for the child; d) encouraging the feeding of 
children adequately, meaning children first and adults last; 
e) encouragement to increase the frequency of feeding 
children; f) educating mothers on the harmhl effects of 
the beliefs related to "empacho"; and g) educating 
mothers on the importance of sanitation in handling of 
foods, drinking waterlmilk, and housing. This strategy 
should be successful, because in CS VIII, the same 
approach had a positive impact in improving the child's 
nutritional status, according to CSXI Baseline Survey 
Results (see CS XI Baseline Survey Results). 

Ethnographic study on nutrition will be conducted in the 
first year of the project to identify harmful cultural 
practices and beliefs that adversely affect the child's 
health, and to aid the development of appropriate health 
messages and educational materials. Among the questions 
asked would be the following: what foods women 
introduce to their breast feeding infants before six months 
of age; why they introduce these foods; what the culturally 
suggested foods for women during pregnancy and 
lactation are; and the beliefs about foods that limit a 
woman's acceptance of the variety and quantity of foods 
that the project is advocating. ADRA will obtain 
assistance fiom La Leche League and AHLACMA for 
educational and training materials for CHVs engaged in 
exclusive breast feeding promotion. 

The quality of project activities will be monitored through 
monthly CHV reports, CHV biweekly meetings, 
supervision of CHVs by ADRA and CESAMO staff, 
provision of training to CHVs, and introduction of 
checklists for CHVs to assure that the key messages are 
delivered. HIS should be practical. There will be 
feedback of reports with mothers, CESAMOs, and other 
CHVs during their respective monthly meetings to 
determine if performance has been effective. 

4b.le Low Birth Weight Babies The project 
will address LBW problems by encouraging exclusive 
breast feeding through CHVs and TBAs. Bimonthly 
weighing sessions for LBW children will be promoted to 
monitor progress. CHVs will refer LBW babies to the 
CESAMO for care, including treatment of neonatal 

infections. If the problem is beyond the CESAMOs 
technical capability and the child keeps faltering in 
weight, helshe will be referred to Escuela Hospital in 
Tegucigalpa for specialized care. A system for weighing 
newborns will be established. The CHVs will be given 
weighing scales. Currently, a newborn is weighed and 
given a card at Hospital Escuela and referred to the 
CESAMO to appear within ten days. The child is then 
weighed at the CESAMO on a monthly basis. One 
constraint is that children are stolen from mothers, and 
sold in Honduras and abroad to those who cannot have 
children. This is an increasing problem and is scaring 
mothers from bringing their children for monthly growth 
monitoring sessions at the CESAMO. The practice of 
weighing babies through CHVs during home visits may 
serve as an acceptable alternative. Currently, TBAs do not 
weigh babies. The project will encourage and train TBAs 
to refer newborns to either the CESAMOs or CHVs for 
GM. 

The provision of home care will be encouraged. This 
includes prolonged breast feeding practices, keeping the 
baby warm and clean, and providing "kangaroo" care. A 
referral system for infants needing additional services at 
the CESAMO, especially for treating infections, 
deworming, treating ALRI, and dysentery, will be 
established. (See section 4b.3 for Nutrition Related 
Intervention to Prevent LBW Babies.) 

4b.2 Growth Monitoring 

4b.2a Baseline 91.2 percent of children under two 
years in SF/FdC, and 67.5 percent in NS attended growth 
monitoring sessions in the past four months. Children are 
weighed on a monthly basis at the CESAMO or at the 
CHVs home. The program attempts to reach the 
population at risk (children less than two years old), 
through CHVs during their home visits and CESAMOs 
during postpartum GM sessions. 

4b.2b Knowledge and Practices Currently 
mothers are encouraged to bring their children once a 
month to the CHVs home or the CESAMO for GM. 
CHVs reinforce this message during their home visits. 
The CHVs give the mothers feedback in how their 
children are growing and educate them in how to interpret 
the GM chart. Not all mothers are motivated to attend GM 
sessions. However, according to CSXI baseline data, the 
trend of maternal GM seeking behavior is improving and 
this is due mainly to CHVs' encouragement. Mothers 
believe there is a direct relationship between "good" food 
and growth of the child, but their definition of "good" 
food is the problem. "Good" food includes meadchicken 
which is expensive to purchase. Junk foods such as 
sweets, sodas, and Doritos are also classified as "good" 
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foods. As an infant's teeth appear, mothers force feed 
them with meat and junk foods. In many cases, vegetables 
are not considered "good" since they are comparatively 
cheaper than meat. Some mothers do not consider the 
traditional foods such as beans and rice as good for the 
child, especially when the child is ill and the practices 
surrounding "empacho" are initiated. (Source: CESAMO 
directors/physicians in each of the project area.) 

4 b . 2 ~  Growth Monitoring: Obiectives 

1. Increase the % of 
children < 2 years 
old who have GM 
cards and weighed 
in the past 4 months 

- - 

2. Improve the nutritional status of children < 2 years 
old who attend GM sessions by at least 10% in NS and 
SFIFdC as recorded and monitored on the GM 
cardICESAM0 GM registry (10% fewer in the 
severlmoderate malnutrition categories using the 
classification described under section 4b. 1 a) 

4b.2d MOH Protocol and Practices The MOH 
recommends e M  visits per year for under five 
children that are normal or healthy. If the child is ill or 
under weight, the number of visits will be increased to 
twice per month for closer monitoring. A standard 
UNICEF provided "Salter" scale is used for weighing 
children. A weighing bag is attached to the scale. The 
CESAMO conducts GM and counseling activities every 
month during weighing sessions, but the quality of service 
providers is sub-standard. Poor attitudes and motivation 
of CESAMO staff affect job output. Although the 
problems stem from dissatisfaction related to poor 
remuneration and working conditions, quality control 
measures are said to be introduced by the CESAMO 
management to solve the problem. 

for a replacement. The card has space for recording 
vitamin A doses. It also has advicelinstructions on breast 
feeding practices, weaning, ALRI, CMD, EPI, sanitation, 
GM, and nutrition. The card is complete with illustrations 
and important dates. 

4b.2f Approach Training in GM will be provided 
for both CHVs and CESAMO staff to strengthen their GM 
skills and overcome attitude problems common at both 
professional and auxiliary levels. The GM system 
established by the MOH uses weight for age, and will be 
the method used for measuring the nutrition status of 
beneficiaries, and for the education of mothers in 
appropriate interventions. The CESAMO staff will be 
given additional training on how to use the "master chart" 
shown in Appendix V to help determine the degree of 
malnutrition. The role of CHVs, however, will be to refer 
(to the CESAMO) all children falling below the normal 
curve of the standard RTH. 

Mothers will be encouraged to adopt traditional 
"anthropometric" prompters such as the fit of bead strings 
or cloths which could provide valuable early warning 
signs of malnutrition. This approach will actively involve 
mothers in monitoring their children's growth, and this 
process will make it a home based/community centered 
a&vity, with far reaching potential where mothers can 

N l@e growth related advicelsupport to neighbors. At the 
community level, the mother would receive nutrition 
advice and follow-up during home visits by the CHV. 
Where problems persist, the referred child would receive 
further attention including assessment/treatment for 
infections and dewonning at the CESAMO. The CHV 
will re-visit the baby in two weeks and evaluate the 
situation. If the weight still does not improve, the social 
worker will send the child to a nursing care center. Fifty 
percent of the cost at the nursing care center is paid by the 
MOH and 50 percent by the family (usually 10 Lp per 
month or $1.00.) The baby will be given supplementary 
feeding and medical attention until he recovers. If the 
child does not recover, he will be referred to Escuela 
Hospital where specialized care is provided. 

4b.2e Individual Documentation (See Growth monitoring activities are ongoing at SF and FdC. 
Appendix D for the MOH Growth Monitoring Card.) If The project will continue to strengthen these activities. 
the GM card is lost, a new one will be issued. The However, both nutrition and GM activities will be phased 
information on the original record is kept at the CESAMO in NS project area by the fourth quarter of 1996. (See 
and will be transferred to the new card. The first GM Table C for Project Activity Chart.) At the community 
cards and forms are given free to mothers, but if the level, the CHVs are responsible for weighing the child, 

loses her card, she will have to pay I LP for a new interpreting their grnwth card, and providing nutrition 
card. All educational materials produced by the MOH and counseling to mothers. At the CESAMO level the 
used for teaching mothers are free. Emphasis will be registered and auxiliary nurses will also counsel mothers. 
placed on the importance of keeping cards safe. UNICEF Supervision and training activities will be jointly 
supplied plastic pockets will be provided by the conducted by CESAMOtMOH and ADRA staff. The 
CESAMOs to protect the card. Experience shows that MOH GM training module will be followed. (See 
most mothers keep their GM cards secure to avoid paying Document for CHV training curriculum.) Joint 
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CESAMOIADRA staff meetings will be conducted to 
share reports and project progress. 

Among the constraints to weighing children is lack of 
motivation of CESAMO staff, CHV attrition rate, and the 
types of scales used for weighing. The standard UNICEF 
"Salter" scale is good and ADRA will obtain them. 
ADRA has made arrangements to obtain 80- 100 new 
weighing scales from UNICEF. The locally made scale is 
occasionalIy inaccurate and is damaged easiIy. The lack 
of motivation among CESAMO staff could be solved 
through the measures discussed earlier. The CHV attrition 
rate can be reduced by providing incentives, including free 
medical care to CHV families, recognition by Patronatos, 
and creating training opportunities. As the project 
expands, the CESAMO is willing to hire or recommend 
CHVs to train as auxiliary nurses. These career ladder 
rewards will be available based on performance. Some 
CHVs have already become auxiliary nurses, and the 
opportunity is competitive and attractive to many. The 
quality of GM and follow-up activities will be monitored 
through joint ADRAICESAMO supervision, monthly 
reports and meetings, feedback sessions with community 
womens' groups, quality assurance check lists, and 
periodic training of CHV and CESAMO staff who deliver 
these services. 

4b.2g Follow-up on Children The project will 
track children who do not gain weight in the last three 
months by monitoring the records kept by the CHVs made 
during their home visits, and using the CESAMOs GM 
registry. The child's GM card will be the primary source 
of information for monitoring malnutrition status. The 
project HIS Coordinator will monitor monthly GM reports 
and will instruct CHVs to follow-up on growth faltering 
children (see section 4b.2f for follow up on growth 
faltering children). The counseling provided to mothers 
with growth faltering children will include continued 
breast feeding, provision of a variety of food, regular 
growth monitoring, and referral if indicated. (See 
Appendix G for key nutritional messages for mothers.) 
The nutrition education will underscore the importance of 
weight gain, rather than nutritional status, and accurate 
plotting and interpretation of the growth chart. 

4b.2h Population 4,547 children under two years 
old will be targeted for monthly GM in the project area. If 
each of these children are weighed monthly a total of 
54,564 visits would be required. However, children 24 - 
59 months (8,135 pop.) will also qualify for GM which 
means an additional 97,620 visits would be needed. All in 

all, 152,184 visits are required to reach full coverage for 
all eligible children in a year. Each CHV has the addresses 
of 25-30 homes assigned to herhim. Eligible children in 
those homes will be enrolled during monthly CHV visits 
and targeted for GM and nutrition intervention. 

4b.3 Nutrition Improvement for Pregnant 
and Lactating Women 

4b.3a Baseline Major causes of nutritional problems 
that contribute to maternal and child illness and death 
include premature cessation of breast feeding, poor 
weaning practices, lack of iron resulting in anemia, eating 
inadequately during pregnancy, and poor economic 
situation associated with over-work and inadequate caloric 
intake. Low birth weight babies and very short stature 
among women are two rough indicators of maternal 
nutrition but no data on the prevalence of these was 
available. 

4b.3b Knowledge and Practices 69.3 percent of 
pregnant women in SF and FdC report eating more than 
usual during pregnancy. The rate is 59.3 percent in NS. 
The percent of women who know that a pregnant woman 
should eat foods rich in iron during pregnancy in SF and 
FdC is 49.0 percent, and 30.0 percent said they eat leafy 
green vegetables. The rate is 32.0 percent and 2 1.6 percent 
respectively for NS. Only 6.33 percent in SF/FdC and 
4.33 percent in NS believe, incorrectly, that during 
pregnancy a woman should gain only the same amount of 
weight as the baby will weigh at birth. Among the cultural 
practices that influence the diets of pregnant and lactating 
women are the beliefs that when the baby is born, the 
mother should eat a lot of cheese, chicken, and tortillas for 
the first 40 days to prevent from getting sick. Beans, 
green vegetables, avocados, and h i t s  are also avoided 
during that time. During pregnancy, where they can 
afford it, mothers drink a lot of sodas, Coca-Cola, and 
junk foods. Some mothers drink "Litrosol" (ORS), 
thinking it enhances lactation. The majority of the 
mothers know that their health status affects their ability to 
breast feed successfblly, but they do not understand how 
to stay healthy. Most mothers belong to the lower 
socioeconomic class and do not have the economic luxury 
to refrain from hard labor during pregnancy or lactation. 
Most of the mothers only seek advice from the CESAMO 
andlor TBAs late during pregnancy. Little advice is sought 
during lactation. Most mothers receive iron supplements 
during pregnancy, and vitamin A at birth, if they visit the 
CESAMO. 
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4 b . 3 ~  Nutritional Objectives 

I 1. Increase the percentage of mothers with < 2 year old children who ate more I NS 1 59.3 1 75 I 
Objective 

1 2. Increase the percentage of mothers with < 2 year old children who know I NS 1 4  1 40 I 

I I I 

Location 

than the usual amount of food during their last pregnancy 
FdC 

I 

4b.3d Approach CHVs will be assigned 20-30 
homes each in their neighborhood. They will register 
every woman's name and address assigned to them and 
visit on a monthly basis. This way, both pregnant and 
lactating women will be identified, enrolled, and followed 
up for education, counseling, and promotion of 
antenatal/postnatal care. Mothers who need urgent 
antenatal care will be referred to the CESAMO for a 
checkup. TBAs will make home visits for similar 
educational and referral purposes. Women will also be 
reachedlidentified by CHVs and CESAMO staff during 
monthly women's club meetings. As described earlier, the 
main constraints to improving maternal nutritional status 
are related to economic problems, cultural practices, and 
lack of awareness. These constraints will be partially 
overcome through education, training on budgeting, 
cooking demonstrations, nutritional advice, and 

Baseline (%) 

69.3 

- 
that a woman should gain at least 8-10 kilos during pregnancy 

counseling. The project anticipates reaching high risk 
groups through monthly women's club meetings and 

EOP (%) 

85 

messages on the importance of early and exclusive breast 
feeding. 

Reference Materials 
1. The State of the World's Children, UNICEF, 1995. 
2. Ibid, 1995. 
3.Analysis de Situation dela MFANCIA, MUJER. Y 
JUVENTUD, Honduras, Unicef, 1995. 
4.Growth Monitoring and Promotion: Behavioral Issues in Child 
Survival Programs, USAIS, Ref. # PNABG 752. 
5. Negerie, M. G. Ormsby, M. McHenry. Child Survival XI 
Baseline Survey Report. PVO Child Survival Rapid Knowledge, 
Practice and Coverage (KPC). Colonial Nueva Suyapa, 
Tegucigalpa, Honduras, December 1995. 
6. Negerie, M. G. Ormsby; M. McHenry. Child Survival XI 
Baseline Survey Report. PVO Child Survival Rapid Knowledge, 
Practice and Coverage (KPC). Colonial San Francisco and Flor 
del Campo, Tegucigalpa, Honduras, December 1995. 

50 
I 

D4.c - Control of Vitamin A (5%) 

FdC 

home visits. 
4c.l Baseline Night blindness is not prevalent in 

4b.4 Supplementary ~~~d~ ~h~ project will not this project area. According to Drs. Medina and Torres 

provide supplementary foods. (Directors of SF and FdC CESAMOs respectively), there 
were less than five cases of Xerophthalmia or other 

15 

vitamin A deficiency related diseases in the past year in 4b05 Messages (See Appendix for key the project area. This is attributed to the good distribution 
health messages given to mothers to improve their of vitamin A capsules to children less than five years old 
nutritional status and promote healthy development of (the high risk group targeted) and to mothers during 
their children.) Ethnographic studies focusing on nutrition postpamm visits. This project will not address other 
will be conducted to identify harmful traditional practices micronutrient deficiencies. 
detrimental to the healthfnutritional status of the mother 
and child. The educational methods used for mothers will 
include lectures, videos, flip charts, posters, pictures, 
stories, slogans, participatory dialogue, and cooking 
demonstrations. Lectures and participatory dialogue will 
occur during women's monthly meetings where mothers 
will be involved in the message design. One-on-one 
counseling will take place during CHV home visitations, 
at the CESAMO, and at the CHV homes. Here, counseling 
cards and action posters that provide advice for specific 
nutrition conditions and age levels will be used. Videos 
will be shown during scheduled women's monthly 
meetings, and followed by mother-to-mother exchange of 
ideas. The project will train CHVs on IEC skills to 
facilitate this process. Pregnant mothers will also receive 

4c.2 Knowledge and Practice The percent of 
children 12-23 months of age who have received at least 
one vitamin A capsule as documented on the home based 
card in SF and FdC is 57 percent and 45.5 percent in NS. 
The percent of children six to 23 months of age receiving 
foods rich in vitamin A in SF and FdC is 5 I .3 percent, and 
40.7 percent in NS. Mothers do not have to add iodized 
salt to the child's meals because all nationally 
manufactured salt is iodized. Knowledge among mothers 
about vitamin A preventing night blindness is relatively 
low, with only 37.7 percent in SF and FdC, and 13.4 
percent in NS responding correctly to the survey question 
on this association. 
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Foods that are rich in vitamin A, such as papaya and during off seasons. These foods are not pursued as a 
carrots, are seasonally available in the market. Green source of micronutrient by families in the project area. 
leafy vegetables are also available but not easily accessible Among the obstacles to children eating foods that are rich 
due to location of the markets and economic conditions in vitamin A are high costs and a lack of awareness about 
which do not allow the purchase of these food items the food's nutritional value. 

4c.3 Vitamin A Obiectives ., 
Objective 

1. Increase the percentage of children < 2 years in SF/FdC who have received 
their first and second doses of vitamin A capsules 

4c.4 MOH Protocol and Practices The 
government protocol for supplementation of vitamin A to 
mothers is only within thirty days after delivery. Iron is 
given to pregnanulactating mothers only by CESAMO 
staff and recorded on their charts at the CESAMO. 

2. Increase the percentage of children < 2 years in NS who have received their 
first and second doses of vitamin A capsules 

Vitamin A is distributed only for the prevention of night 
blindness. Mothers receive 200,000 IU once during the 
first month after pregnancy. Children receive the first 
dose of half capsule (100,000 IU) at six months of age, the 
second dose at year one (one capsule equals to 200,000 
IU), and one capsule every six months after that until five 
years of age. 

I I I 

Doses 

I st 

2nd 

4c.5 Individual Documentation (See 
Appendix D for MOH card used for recording vitamin A 
capsules.) The regular child's GM card has a space for 
recording vitamin A distribution. A space for recording 
iron supplementation for mothers is available on the 
maternal card that remains in the CESAMO files. This 
project will use the same MOH GM card for recording 
vitamin A distribution for children less than five years of 
age. 

1st 

2nd 

If the child's card is lost, the mother will receive a new 
card following the same procedure described earlier. 
During mass campaigns, vitamin A will be recorded on the 
child's regular GM card. This project does not participate 
in the distribution of iron capsules to pregnant mothers. 

Baseline (%) 

57 

17 

The source of vitamin A capsules will be the CESAMO 
who obtains the supplement from the IEFMOH. So far, 
no irregularities have been reported in supply. ADRA 
facilitators will monitor vitamin A distribution through the 
CHVs, who distribute them to children and mothers during 
home visits. The vitamin A distribution activities adapted 
by the CHVICESAMO and the MOH are similar with the 
protocol followed by IEF in non-ADRA project areas. As 
part of a long-term strategy the project will educate 
mothers about the importance of consuming dark green 
leafy vegetables, and other locally available h i t s  as 
sources of vitamin A. (See previous section on 
availability of vitamin A rich foods in the project area.) 
The hillylrocky nature of most of the project area will 
make home gardening difficult. For iron and folate 
capsules, pregnant and lactating women will be referred to 
the CESAMO. 

EOP (%) 

75 

45 

45.5 

10.4 

4c.7 Population Children six months to five years 
old, numbering approximately 10,782, will be targeted in 
both project areas. This project's protocol for vitamin A 
supplementation will be the same as the MOH protocol 
described in section 4c.4. Assuming that a child will need 
ten visits (every six months between the ages of six to 60 
months), 107,820 visits will be required each year to reach 
full coverage of target groups. CHVs will examine the 
child's GM card during monthly home visits to determine 
eligibility for vitamin A supplementation. Subsequent 
doses will be given during follow-up visits by the CHVs. 

70 

40 

4c.6 Approach This project will educate mothers Note: GM visits will coincide with vitamin A distribution and 
other CHV activities to reduce the need for excessive number of 

about the importance of vitamin A in preventing night visits. 
blindness through CHVs. The purpose of vitamin A 
supplementation is to prevent vitamin A deficiencylnight Reference Materials 
blindness. (See Section 4c.4 for vitamin A distribution I. The State of the World's Children, UNICEF, 1995. 
schedule.) 2. Ibid, 1995. 
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D4.d - Diarrhea Case Management (20%) 

4d.l Baseline On the average, in the project area, a 
child gets three diarrheal episodes per year. The figure 
increases to four or five during the rainy seasons of May 
to November (1). In SF and FdC, two to five percent of 
all diarrheal cases among children under two years is 
dysenteric. The rate is five percent in NS. About 16 
percent of the diarrheal cases are persistent and the 
remaining 80 percent, acute (2). Unlike morbidity, 
mortality from diarrhea is low, with less than one percent 
in each of the project areas (3). If it occurs, it is usually 
due to acute diarrhea associated with cholera. Dysentery 
resistance to antibiotics is not reportedly a major problem. 
Generally, patients respond well to deworming drugs and 
antibiotics in the project area. 

them. Often when mothers do not see an immediate cure 
for diarrhea with the use of ORT, they lose confidence and 
revert to other forms of treatment including anti-diarrheal 
medications and antibiotic (teramycin being the drug of 
choice), or any injection they can obtain from the local 
private clinics and pharmacies at cost. The Baseline 
Survey indicated that 50 percent of mothers in NS and 
52.5 percent in SF and FdC sought medicationslantibiotics 
for diarrhea. According to the Baseline Survey, in NS, 
61.4 percent of the mothers provided the same amount or 
more breast milk than usual during the child's diarrhea. 
The figure was 80.9 percent for SF and FdC. In NS, 79.1 
percent of the mothers provided the same amount or more 
fluids (other than breast milk) than usual during the child's 
diarrhea. The rate was 86.2 percent for SF and FdC. The 
percentage of mothers who provided the same amount or 
more food (other than breast milk) than usual during the 
child's diarrhea in NS, was 45.5 percent. The rate for SF 4d.2 Knowledge and Practice When the flavor 
and FdC was 56.6 percent. 

of ORS is resisted by children, mothers do not force feed 

4d.3 Case Management of Diarrheal Diseases Objectives 

I I. Increase the percentage of mothers who continue to give foods to their 1 NS 1 45.5 1 70 I 

- " 

Objective 

1 2. Increase the percentage of mothers who treat their children < 2 years ( NS 1 47.4 1 70 1 

children < 2 years during diarrheal episodes 

1 3. Increase the percentage of mothers who continue to breast feed their 1 NS 1 61.4 I 80 I 

Location 

SF/FdC 

Baseline (%) 

children < 2 of age-during diarrheal episodes 

1 5. Reduce the % of children < 2 years experiencing diarrhea in the past 2 I NS 1 25.3 1 15 I 

EOP (%) 

56.6 

4. Increase the percentage of mothers who continue to give fluids to their 
children < 2 years during diarrheal episodes 

75 

SFIFdC 

4d.4 MOH Protocols and Practices (See 
Appendix H for MOH protocol for case management of 
diarrheal disease.) The first choice recommended by MOH 
is to use ORS during diarrhea. Second choice, in the 
absence of ORS, is feeding camomile tea, rice water, juca 
juice, or other home available fluids. The recipe for 
making cereal base home fluids (to be promoted in the 
absence of ORS) is as follows: 

NS 

SFIFdC 

weeks 

-Grind the soaked rice in pestle and mortar (or any 
grinder) until it becomes paste. 
-Put two and a quarter glasses of water (about 600 ml) in a 
cooling utensil and mix with the paste. 
-Stir well and bring the mixture to boil until the first 
bubbles appear. Take the pan off the fire and allow to 
cool. 
-Add one "three finger" (up to the first crease finger) 
pinch of salt to the mixture and stir well. 

80.9 

-Take one fistful of dry rice grain or other cereallstarch 
food. Note: The solution should be kept in a cool and clean 
-Soak in some water until soft. place. The solution once prepared should be used within 

six to eight hours, after which it should be discarded. 
Mothers will be told that this mix is not a food. 

95 

79.1 

86.2 

I 
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4d.5 Approach The projeci intends to do the 
following: 1) Train CHVs to identify, recognize, and treat 
dehydrated children due to diarrhea using the MOH 
standard protocol (See Appendix H); 2) Train CHVs on 
CMD IEC skills (See CHV a,i ing module in Document 
D); 3) Educate mothers o CMD through CHVs with 
emphasis on sanitary waste 0 ~sposal, clean water supply, 
and hand washing after toilet use and before handling 
foods; 4) Strengthen the ORT posts in SF and FdC, and 
establish new ORT posts (at the CHVs' home) in NS. ORS 
will also be distributed from CHVs' postslhomes; 5) 
Participate in the periodic community sanitation 
campaigns through CHVs who will help organize the 
event along with the CESAMOs, Patronatos, and the 
army. 

Following the MOH CMD protocol, CHVs or mothers will 
manage all plan A cases. For plan B, CHVs will send 
patients to ORT stations in the community for rehydration 
and further evaluation. If there is progress within two 
hours, the baby is sent home. If not, helshe is referred to 
the CESAMO. The CESAMO will assess the situation and 
provide plan B treatment. If the baby shows no progress in 
two to four hours, helshe will be referred to Escuela 
Hospital. Based on the results of diagnosis, for dysentery 
and persistent diarrhea, medication will be given at the 
CESAMO/hospital. Antibiotics are used for bloody 
dianheajcholera and deworming drugs for parasites. 
Project CMD activities will be phased in in NS by the 
second quarter of 1997. (See Table C for project activities 
chart.) 

The project will reach high risk populations through CHVs 
who will be assigned 20 - 30 homes in their neighborhood. 
All the children under two years of age within the 20 - 30 
homes will be registered by the CHV responsible. The 
target children will be reached during home visits for 
CMD education and ORT distribution. The CHV will 
make the necessary follow up visits, in case ORS is 
needed. The home of the CHV will also serve as an ORT 
post for the 20 - 30 homes. The quality of the case 
management of dysentery at the CESAMO and hospital 
referral levels is hampered by the following: 1) 
Scheduling problems (the CESAMO is closed at night and 
weekends); 2) Long waiting time in emergency cases. 
Some cases may even be rejected; 3) Insufficiency of 
supplies (IV, NG tubes, antibiotics, and deworming 
drugs); 4) Poor attitudes of CESAMO care givers due to 
lack of motivation associated with low pay; and 5) 
overcrowded working conditions. ADRA has discussed 
these problems with the CESAMO doctors and as a result, 
a quality control program will be gradually introduced, 
including the following: 1) Monthly evaluation of the 
chart of the child who received ORT to determine the 
effectiveness of the diagnosis and treatment given by the 
health care providers; 2) Accepting complaints from 

mothers and following up on them with the care giver; 3) 
Providing sensitization training on patient care to the 
CESAMO care givers by the MOH; 4) Conducting 
monthly meetings to discuss ways of improving patient 
satisfaction. Due to a shortage of drugs, the patients will 
obtain free consultancy from the referral facility and then 
purchase drugs at a low cost from the community drug 
stores, which are being organized, or private pharmacies 
for those who can afford it. 

4d.6 ORS The ORS distribution system, at least in 
Tegucigalpa, is satisfactory. The chain of distribution 
follows from UNICEFPAHO to MOH to Metropolitan 
Health Regional Office to CESAMO to ADRAICHV to 
CHV to mother and finally the child. So far there have 
been no ORS shortage problems experienced by the 
project. ORS is also available at the CESAMO, CHVs 
home, community ORT posts, and the hospitals. It is 
MOH policy to make ORS available to mothers at no cost. 
The quality control system of monitoring mothers' skills 
in ORS preparation and use includes explanation before 
distribution of the ORS by the CHV on how ORS is 
prepared, and watching how the mother administers it. If 
there is a mistake, it will be corrected during the 
consultation. Also, during ORS use at the CHVs' 
home/community ORT post, mothers will be asked to 
administer the ORT with the CHVs' supervision. 

4d.7 Home Available Fluids The project does 
not promote use of home-based ORT unless there is no 
other alternative. This in harmony with the MOH policy. 
However, the project will promote cereal-based ORS. The 
MOH developed this working policy due to lack of 
adherence to correct measurement practices, unsanitary 
conditions, and availability of ORS. (See Section 4d.4 
"MOH Protocols and Practices" for the two most cereal- 
based home solutions, and their content.) 

4d.8 Health Education (See Appendix I for key 
CMD messages given to mothers on ORS administration 
and when to refer children to the hospital.) 

The educational methods used to communicate with 
mothers will include one on one dialogue with CHVs 
during their home visits, group presentations, and informal 
discussions during women's clubs meetings. Periodic 
focus group discussion with women groups during 
monthly women's meetings and other special educational 
sessions will be arranged by the CHV and 
CESAMOIADRA staff. In addition, videos and films 
available at UNICEF and ADRA, will be used to teach 
CMD concepts occasionally. These educational sessions 
would be organized by the CHVs during their home visits. 
To remind women of the upcoming monthly meeting, the 
CHV will send an invitation card (see Appendix J for the 
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card) which will be carried by a child from the 
neighborhood to each home reminding the mother of the 
time, date, and place of the meeting. 

The quality of health education will be evaluated through 
unannounced home visits by ADRA staff and the 
CESAMO social worker who will ask the mother what the 
CHV taught and assess the mothers7 knowledge of the 
information. The CHV will receive feedback on these 
evaluations during the monthly meeting. Careful analysis 
of the monthly CHV report and discussion with the CHVs 
during the monthly meeting will provide an opportunity to 
address quality assurance issues. This will be followed by 
CHV refresher training to improve skills on case 
management of diarrhea. ADRA facilitators and the 
CESAMO social worker will also observe the CHVs as 
they present health education messages. The project has 
and will continue to develop educational materials for 
mothers. The materials, already tested, developed, 
approved, and endorsed by the MOH and local USAID 
mission include key messages on CMD in the form of 
posters, leaflets, flip charts, and a complete manual. 

4d.9 Prevention The project will teach caretakers 
ways to prevent diarrhea. This will include education on 
breast feeding and improved weaning practices and 
sanitation principles (washing hands before and after toilet 
use, cleanliness in handling foods, appropriate disposal of 
garbage, community sanitation campaigns). CHV 
efectiveness in teaching sanitation principles will be 
evaluated in the same way as for ORT messages, which 
were described earlier. 

46.10 Population The beneficiary population of O- 
23 months is estimated to be 4,487. Assuming that 
approximately three visits by a CHV to a mother will be 
sufficient to cover ORT knowledge and use, the total 
number of home visitslmother contacts needed for fi l l  
coverage is 13,46 1 (4487x3). 

Reference Materials 
1. Drs. Hippolito, Torres, and Medina. Directors of NS, SF, and 
FdC CESAMOs, Tegucigalpa, Honduras. 
2. Negerie, M. Ormsby, G.,  McHenry, M.; Child Survival XI 
Baseline Survey report. PVO Child Survival Rapid Knowledge, 
Practice and Coverage (KPC). Colonial Nueva Suyapa, 
Tegucigalpa, Honduras, December 1995. 
3. Negerie, M. Ormsby, G., McHenry, M.; Child Survival XI 
Baseline Survey report. PVO Child Survival Rapid Knowledge, 
Practice and Coverage (KPC). Colonial San Francisco and Flor 
del Campo, Tegucigalpa, Honduras, December 1995. 
4. Statistical Information of the Annual Operational Plan of the 
MOH for the Metropolitan Health Area, Tegucigalpa, Honduras, 
1994. 

D4.e - Pneumonia Case Management (20%) 

4e.l - Providers Effectively Trained and 
Supervised in SCM and Supplied with 
Adequate Quantities of Appropriate 
Antibiotics 

4e.la MOH Policies The Honduran MOH allows 
only public/private physicians, pharmacists, trained 
CMBs, and RNs to prescribe antibiotics. However, 
antibiotics are sold everywhere without prescription, and 
those found selling them illegally are not prosecuted. The 
MOH has pneumonia training programs and materials for 
every level of health workers from CHVs to physicians. 
The MOH protocol for assessment and treatment of 
children with acute ALRI is consistent with the WHO 
protocols except that CHVs are not permitted to 
administer antibiotics. 

4e.lb Current Situation The 
facilitieslpractitioners currently providing some form of 
ALRI care in the project area include the following: six 
private clinics, one CESAMO, one health post, and 16 
TBAs in NS; seven private clinics, one CESAMO, one 
health post, two pharmacies, six CMBs, and five TBAs in 
FdC; two private clinics, one CESAMO, one health post, 
one CMB, and four TBAs in SF. It seems CMBs are more 
aware of the dangers of antibiotic abuse than pharmacies. 
Pharmacies are willing to sell partial prescriptions. CHVs 
are trained to detect ALRI cases and refer to CESAMOs 
for treatment where physicians and registered nurses are 
authorized to prescribe antibiotics. According to the 
CESAMO directors, in the CS project areas, all MDs and 
RNs are trained in pneumonia case management. The 
ALRI case management protocols at the CESAMOs are 
consistent with those of the WHO and MOH. However, 
shortage of antibiotic supply at the CESAMO hampers the 
effectiveness of the program. On the other hand, antibiotic 
uselabuse in the community is rampant. Private physicians 
and pharmacists tend to over-prescribe antibiotics since 
they are more concerned with client satisfaction than safe 
and effective treatment. If the mother gets what she asks 
for, lots of injections and pills, she is more likely to return. 
Some pharmacies give antibiotics for common colds. One 
private physician interviewed said she likes to give two or 
more kinds of antibiotics (some injectable and others oral) 
to make sure the child recovers. Although, according to 
the Baseline Survey, maternal recognition of ALRI cases 
is reasonably good, timely care seeking and adherence to 
SCM, adequacy of antibiotic supplies at the CESAMO, 
referrallcounter referral systems, and adequate supervision 
of CHVs are issues needing attention. 
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4e.lc Plans for Current Providers An 
ethnographic study using focus groups on the management 
of ALRI in the project area by service providers was done. 
Results show that at the CESAMO level, although 
supervision and program strengthening is needed, staff get 
sufficient training from the MOH. For quality assurance, 
the CESAMO facility will be surveyed to evaluate the 
needs for improving SCM. The case management 
practices of providers will be observed, and progress 
towards objectives will be assessed using clinic records 
and questionnaires. However, the project staff will not 
assess provider knowledge about pneumonia case 
management or practices andlor monitor antibiotic 
supplies at the private clinic or hospitals. At the 
community level, further training and supervision is 
needed to upgrade skills in ALRI management for CHVs. 
Project staff will assess the CHVs knowledge of 
pneumonia case management through observation and 
check lists. Per MOH policy, CHVs are not allowed to 
manage a case with antibiotics. Cost and sustainability 
issues also make it difficult to allow CHVs to handle 
antibiotics. CHVs can however, detect, advise and refer 
ALRI cases at any time of day or night to the hospital or 
private clinic. The "mothers' home care advice box" will 
be given to CHVs, local pharmacies, drug dealers, health 
centers, and hospitals to serve as an education tool for 
mothers as well as health practitioners. 

4e.ld Involvement of Workers not Currently 
Treating Pneumonia The project plans to provide 
pneumonia-related training to CHVs who do not currently 
treat a child with pneumonia. The responsibility of these 
workers regarding pneumonia case management will 
include provision of education and detection of symptoms 
and referral to the CESAMO. The role the CHV plays in 
the management of ALRI cases will be effective and 
credible without antibiotic treatment because it involves 
education of caretakers in prevention, early detection, and 
referral of cases. (See Appendix Lp for modified home 
care advice box C W s  will follow for education of 
mothers on ALRI case management.) At the CESAMO, 
antibiotic treatment is cheap (approximately 1 Lp for the 
whole course of antibiotics). The community would rather 
pay 1 Lp at the CESAMO at this early stage of ALRI, 
versus dealing with the problem at a later stage. The 
project will monitor and improve the quality of services 
provided by CHVs through training, supervision, review 
of monthly reports and check lists, referral analysis 
through clinic records (if the right cases are being referred 
to the CESAMO), and weekly meetings with 
CHVsICESAMOs to share information about project 
activities. 

4e.le Training Program The ALRI training 
methods and materials used include didactic (lecture, 

dialogue, discussions, audio visuals); practical, 
(observation of cases at the CESAMO and practical 
demonstration, counting RR of children under five in the 
field, exercises on classification of treatment using 
hypothetical cases); evaluation (interviewing key 
informants, classification and treatment of hypothetical 
cases, simulated situations, orally testing the knowledge of 
the CHVs); and empirical techniques (asking and 
answering questions, personalized messages, 
demonstrations, giving feedback, reinforcing, and use of 
printed materials). The director for training at the 
CESAMO coordinates the training for the CESAMO staff. 
Trainers include experienced MDs, RNs, auxiliary nurses, 
and social workers from the CESAMO who have had 
daily patient contact. The training course lasts 15-20 
hours for CHVs, and a five hour refresher course is 
provided every other month. A total of four hours will be 
devoted to practicing assessment and treatment of children 
(one hour communication with mothers, one hour for role 
plays with trainees, and two hours for clinical sessions 
with sick children). The training will include the use of a 
timer to enable the CESAMO staff to take an accurate one 
minute reading without forcing them to look away from 
the child's chest. The training will emphasize that the 
focus of the health provider's attention should be on the 
breathing of a child rather than on the severity of the 
cough or the presence of fever. There is no written exam. 
However, oral tests will be given on a one-on-one basis. 
Each trainee will be observed in herlhis assessment and 
case management. The project plans to introduce a pre- 
and post-test to evaluate the effectiveness of the training. 

4e.ld Assessment The CHV will refer all infants 
under two years of age for antibiotic treatment if the 
following symptoms are present: irritability; increase of 
respiratory frequency greater than 50 minutes; lack of 
appetite or no breast feeding; pus secretion through ears; 
and fever. For older infants the following symptoms 
would lead to referral and antibiotic treatment: increased 
respiratory frequency; lack of appetite; fever; chest in- 
drawing; cough; respiratory difficulty; wheezing signs; 
flaring nose; and pneumonia. If the pneumonia is severe, 
an IV is given by the CESAMO staff. The indications for 
antibiotics for children 12-59 months include the above 
symptoms and tonsillitis. (See Appendix Y for protocol 
used to assess and manage ALRI cases.) The respiratory 
cut-off for fast breathing for infants under two months of 
age is 60 breathslminute or more, as assessed through 
direct observation. For older infants (two to 12 months), 
the cut-off rate is 50 breathsiminute or more, and for 
children 13-59 months of age it is 40 breathdminute or 
more. The respiratory rates will be measured through 
direct observation of the chest and counting per minute 
using timers. CHVs will be trained to recognize chest in- 
drawing through observation--the space between the ribs 
will be increased and a depression is easily seen. Non- 
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pneumonia groups can be distinguished through observing 
wheezing disorders, chronic cough and simple coughs, and 
colds. 

4e.le Malaria Malaria treatment will not be part of 
this project's activities as the area is not malaria endemic. 

4e.lf Antibiotic Treatment After assessment, 
CHVs will refer to the CESAMO all children of all age 
groups needing medical attention. The MDs and RNs are 
already trained to treat ALRI cases. 

For children less than two months, the drug of choice for 
uncomplicated ALRI is procaine penicillin. Infants older 
than two months receive bacterin. Children 12-59 months 
old get either procaine penicillin or bacterin. Tylenol is 
given to treat fever for each age group. If the pneumonia 
case is complicated, the CESAMO refers children to 
Escuela Hospital. The project has no control over 
providers of antibiotics. Even the government has failed 
to control the use and abuse of antibiotics in the 
communities. However, MDs at the CESAMOs will be 
encouraged to follow appropriate prescription guidelines. 

The project will monitor the effectiveness of the program 
as a whole by evaluating mortality rates of children under 
five in the project area. Mortality rate is determined by 
the "National Registry of Mortality", an MOH program 
that covers the project area. CHVs will also send monthly 
reports of mortality in the households of their assignment 
live to the CESAMO. The success or failure of each 
treatment provided will be assessed through follow-up 
appointment of each patient. When the child returns to the 
CESAMO for follow-up, the doctor will assess if he has 
responded to the antibiotics favorably. If the child has not 
responded well, a different antibiotic drug will be tried. If 
the child does not respond to the second drug, heishe will 
be referred to Escuela Hospital. The project will monitor 
the percentage of cases referred to the hospital by 
recording rejected cases who normally return to the 
CESAMO. About five to ten percent of referred cases by 
the CESAMO to the hospital are currently rejected. In 
these cases, the CESAMO refers them to another hospital 
(a lung institute for such cases), or a private clinic. Also, 
the CHV's who originally referred the child will make 
follow up visits at home to evaluate compliance with 
referral protocols and adherence to SCM. 

The project does not plan to monitor pneumonia treatment 
rates by age group or by provider. However, a checklist 
will be introduced for use by the CESAMO staff, to 
improve the quality of service delivery for ALRI. (See 
Appendix X for the service quality checklist on ALRI for 
the CESAMO.) During the monthly meetings between 
ADRA and CESAMO directors, these QA checklists will 

be evaluated for compliance and recommendations to care 
providers. ADRA will encourage the CESAMO directors 
to follow-up with the recommendations made. 

At the CESAMOs, despite type and dosage, antibiotics are 
sold to parents for only 1 Lp per course. At private 
clinics, one course of antibiotics costs at least 50 Lp plus 
a consultation fee. Using a matching fund, the project will 
assist in supplementing antibiotics to assure continued 
supply at the CESAMO. Community drug stores are 
currently being organized by other community groups 
where antibiotics will be sold more cheaply. This project 
is supported by UNICEF as a revolving fund. Once these 
community drug stores are in place (in two years time 
according to current plans), ADRA will encourage the 
establishment of linkages between the CESAMO and the 
drug stores where mothers would be referred for 
antibiotics in case of supply shortage at the CESAMO. 

4e.2 Sufficient Access of the Target 
Population to SCM 

4e.2a Current Access (See Section 4e.lb for types 
of pneumonia care providers in the project area.) Two-way 
traveling costs for residents of the project area to obtain 
antibiotics at the CESAMO are approximately 80 centavos 
by bus. On average, the CESAMO is five minutes 
walking distance from the closest residents and 40 minutes 
for the firthest residents. Waiting time at the CESAMO is 
15-30 minutes if the patient has been referred by the CHV, 
which a little faster than usual. The hourly rate in 
Honduras is 3 Lp, so up to 1.5 Lp will be wasted during 
this waiting time. For those referred to Escuela Hospital, 
it takes on average 1.5 hours by bus from the project site. 
If patients are referred by a CHV or the CESAMO, the 
waiting time at the hospital is only one hour. If they are 
not referred by CHVs or the CESAMO, the wait could 
range between two to four hours. 

There are no staff shortages at the CESAMOs. Weather 
situations may affect utilization of services because 
mothers avoid taking their children with ALRI to the 
CESAMO when it rains due to beliefs that rain and cold 
will further complicate the illness (called the "hot and cold 
belief '). 

4e.2b Sufficient Access Apart from the times they 
are closed, access to the CESAMOs for ALRI SCM is 
good. A partial solution to this problem is to train CHVs to 
detect and manage ALRI uncomplicated cases at home. 
For complicated cases, the CHV may give Tylenol and 
refer the patient to the CESAMO or to Escuela Hospital. 
Tylenol is relatively cheap and widely available in 
community shops. During nights, ALRI cases could be 
seen at ORT centers (home of the CHV), which provide 
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service 24 hours a day. If the community developed the 
habit of early care seeking from the CHVs, the problem 
would be partially solved. The spouses of CHVs know 
that their house is like a "health center" and expect to be 
called on any time of the day. In fact, some of the CHVs 
have devoted a roomlsection in the home for counseling 
and provision of health care, and have posters outsidethe 
home indicating the services available. There is one CHV 
for every 20-25 homes. Considering this scenario, there 
will be 100 percent access for ALRI care at the CHVs' 
homes. However, year-round availability of antibiotics for 
SCM at the CESAMOs is questionable. To assure year- 
round availability of antibiotics, ADRA is planning to 
supplement the CESAMOs supply of antibiotics for ALRI 
SCM purposes only. The CESAMOs will account for the 
use of these antibiotics on a monthly basis to ADRA. 

4 e . 2 ~  Increasing Access (See Section 4e.2b for 
what the project would do to increase the level of access 
for ALRI case management.) The project will not increase 
the number of SCM providers at the CESAMO level. At 
the CESAMO level, the focus will be on improving the 
quality of SCM, improving year-round antibiotic 
availability, and strengthening the referral system. It will 
be necessary to make a facility assessment using the 
number of trained providers; number of outpatient visits; 
pneumonia related deaths; records kept; antibiotics used; 
availability of timers; and case management. At the 
community level, the focus will be on training the CHVs 
on parental education for prompt recognition and care 
seeking, referral of mothers for SCM, and 
monitoringlimproving parental compliance with SCM. 
Considering the recruitment and training of additional 
CHVs, the level of access and opportunity for parental 
education, promotion, detection, referral, and counter 
referral of ALRT will be increased. 

4e.3 Prompt Recognition of Pneumonia 
Symptoms by Caretakers, and Prompt 
Seeking of, and Compliance with SCM 

4e.3a Methods A focused ethnographic study on 
ALM was conducted in the project area to identify 
information about local beliefs, practices, vocabulary 
related to symptom recognition, care-seeking, and 
compliance with treatment. (See document C.) The 
results of this study will be used to develop appropriate 
educational materials and messages. There are no 
additional plans for further investigation in ALRI. In 
addition, a baseline study was administered using the PVO 
CS rapid KPC survey on ALRI. 

4e.3b Findings 46.3 percent of the mothers in 
SFlFdC, and 54.3 percent in NS, said their child has been 
ill  with a cough or difficult breathing in the 2 weeks prior 

to the survey. Of these children with coughldifficult 
breathing, 37.4 percent in SFIFdC, and 38.3 percent in NS 
experienced rapidldifficult breathing (dyspnea) when ill. 
80.0 percent of the mothers in SFIFdC and 66.1 percent in 
NS sought treatment. Of those who sought treatment in 
SFIFdC, 18.2 percent went to a hospital, 45.4 percent to a 
health post, 22.7 percent to a private clinicldoctor, and 6.8 
percent to a pharmacylchemist. In NS, 20 percent went to 
the hospital, 44.4 percent to a health centerhealth post, 
24.4 percent to a private clinic, and 1 1.1 percent saw a 
relativetfriend. The following table lists maternal 
recognition signstsymptoms of ALRI. 

Local terms for fast breathing, difficult breathing, and 
chest-in-drawing have been identified though FES. (See 
Appendix M for glossary of local ALRI related terms 
identified.) The project will train CHVs to use these terms 
in their education of mothers. Motherslcare takers consider 
fever, cough, and "drowning" as the most dangerous signs 
that would lead them to seek help from a trained health 
professional. Mothers frequently use old medicine left 
over from the last household illness and administer it to 
children before seeking care outside the home. Self- 
medicating delays their care seeking behavior for several 
days. If mothers have the money, they bypass the health 
center altogether and buy drugs from pharmacies without 
prescription. Sometimes traditional healers, TBAs, and 
relatives are contacted for help. In general, mothers decide 
when and from whom to seek outside care. 

Barriers to recognition of ALRI, prompt care seeking, and 
compliance to treatment include: 1) Mother's beliefs and 
practices related to homemade expectorants and chest rubs 
for ALRI treatment (a chest balm of grease and gasoline is 
often used to open up airways); 2) Shortage of antibiotics 
at the CESAMOs; 3) Self-medication which contributes to 
diminished effectiveness since mothers do not complete 
the entire course of antibiotics; 4) Mothers quitting 
medication when the child shows signs of improvement 
and keeping the remaining antibiotic regimen for future 
use; 5) Mothers lack of knowledge of prompt recognition 
and care seeking for ALRI. 
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4 e . 3 ~  Communications Strategy 

I 1. Increase the percent of mothers who sought medical treatment from a health I NS 1 58 1 80 I 

- - 

2. Increase the percent of mothers of children aged 0-23 months who know three See the table below for 
alarm signs in cases of cough that would cause them to seek medical care percentage measurements 

Objective 

facility for inf i ts  < 2 years with cough andrapid, difficult breathing in the previous 
two weeks 

I 1 I 

Location Baseline (%) 

(See table below for measurement of objective 82 above.) 

EOP (%) 

SF/FdC 

least 100% (measured by clinic records) 

The key components in this project are recognition of 
cough and difficulty in breathing by mothers as signs that 
should lead to seeking care; establishment of appropriate 
referral to health facilities by CHVs for SCM; appropriate 
case management at the CESAMO; and establishing a 
counter referral system for follow-up of cases in the 
community. The priority age group for MOH ALRI 
intervention includes infants less than two months of age, 
infants greater than two months of age, and children 12-59 
months old. This project will focus on children less than 
two months of age as they constitute the highest group at 
risk of death from pneumonia. However, the project will 
also target mothers of children less than five years for 
education, early detection, and care seeking for ALRI. 
The key messages to be emphasized will include those 
already developed by the MOH and are available in the 
local language. (See brochure and key ALRI massages in 
Appendix N.) An ALRI manual with key messages and 
pictorial illustration has been developed by ADRAIMOH. 

SFFdC 

CHVs will be trained to communicate key ALRI messages 
to mothers. ADRA will facilitate this training and the 
CESAMO staff will conduct the actual training. Mothers 
will be educated by the CESAMO staff during SCM and 
by CHVs during monthly home visits and womens' group 
meetings. The quality of these communication efforts will 

I 

be monitored through the monthly CHV reports and 
checklists, the CESAMO monthly reports, and on-site 
observation of CHVs during on-the-job supervision by 
ADRA facilitators. Mothers will be encouraged to bring 
back the child two days after treatment to see if the child 
has improved. This is a standard CESAMO procedure. 
Assessment will be made during this follow-up and a 
decision will be made to continue treatment or change 
antibiotic. Another follow-up will be scheduled within 
seven to ten days. However, mothers usually do not 
comply with the consecutive appointments. The 
assumption is that the child got better. Compliance to 
treatment will be monitored through CHV follow-up home 
visits. During these visits, messages emphasizing 
continued breast feeding, increased semisolid foods (as 
applicable), increased fluids, and catch-up feedings will be 
recommended. Tylenol is used to reduce fever and the 
mother is encouraged to complete the antibiotic course 
even if the child gets better. 

71.1 

Reference Materials 

88 

1. Acute respiratory Infections In Children: Case Management In 
Small Hospitals In developing countries. A Manual for Doctors 
and Others Senior Health Workers, WHO. 
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2. Lynch, L., Esquival Raina. Focused Ethnographic Study on 
Acute respiratory Infection. ADRA CS Project, Tegucigalpa, 
Honduras, 1995. 
3. Negerie, M. Ormsby, G., McHenry, M. Child Survival XI 
Baseline Survey report. PVO Child Survival Rapid Knowledge, 
Practice and Coverage (KPC). Colonial Nueva Suyapa, 
Tegucigalpa, Honduras, December 1995. 
4. Negerie, M. Ormsby, G., McHenry, M. Child Survival XI 
Baseline Survey report. PVO Child Survival Rapid Knowledge, 
Practice and Coverage (KPC). Colonial San Francisco and Flor 
del Carnpo, Tegucigalpa, Honduras, December 1995. 
5. Primary Health Care Management Advancement Programme, 
Modules 5 and 6. Aga Khan Foundation, USA, 1993. 

D4.f - Malaria Control Not planned. 

D4.g - Maternal and Newborn Care (30%) 

4g.l Baseline The maternal mortality rate in 
Honduras is 2211100,000 live births (1). 83 percent of the 
maternal mortality cases are due to obstetric causes of 
which pregnancy and interpartum hemorrhages, post 
partum infection, hypertensive problems, and dystocic 
deliveries are ranked in descending order of importance 
(2). In San Francisco and Flor del Campo area, 39 percent 
(1 171300) of the mothers had maternal cards indicating 

4 e 2  Maternal Care Obiectives 

37.6 percent (1 131300) TT coverage, and 32.6 percent 
(981300) antenatal visits prior to the birth of the last child. 
In Nueva Suyapa, 36.7 percent (1 101300) of the mothers 
had maternal cards showing 32.3 percent (971300) TT 
coverage and 28.3 percent (851300) antenatal visits prior 
to the birth of the last child among mothers who had 
maternal cards. 

In the best case scenario, the TBAs' friend or relative of 
the woman with an obstetric emergency will be contacted 
to provide transportation to the CESAMO or a taxi may be 
hired. During weekends or nights when the CESAMO is 
closed, mothers will have to go to Escuela Hospital, the 
government delivery facility about 30 minutes away by 
taxi or 1.5 hours by bus from the project area. In the worst 
case scenario, someone from the family will call the 
untrained or poorly trained TBA for delivery. If 
compilations occur during delivery, the TBA will contact 
the CESAMO, often when it is too late. The mother is 
carried to the CESAMO which is accessible by foot (about 
an average of ten minutes walking), but closed at nights 
and weekends. At the CESAMO, only emergency cases 
are seen. If the emergency is at night or the weekend, a 
bus will be taken to the hospital. 

1. Increase the percent of mothers with a maternal card of the birth of the 
youngest child less than 24 months of age 

2. Increase the percent of pregnant women (with children < 2 years old) 
screened and treated for STDs in NS 

-- 

3. Increase the percent of pregnant women (with children < 2 years old) 
screened and treated for STDs in SFIFdC 

- - -  

4. Increase the % of mothers with children < 2 years old who had at least one 
pre-natal visit prior to the birth of the last child 

5. Maintain current high level of women delivering by health professionals such 
as physicians, RNs, and trained midwives 

Screened 

Treated 

Screened 

Treated 

86.7 Same or ( better 1 
Same or 

4g.3 Prenatal Care In each of the three project and FdC project areas, with a physician providing prenatal 
areas, there is one CESAMO providing prenatal care. On care services at high costs. NS has two such private 
the average, one physician, two RNs and two auxiliary clinics. The following prenatal care services are available 
nurses are assigned to each of these prenatal care units. In in the 0 s :  vitamin A and iron supplementation, 
addition, there are three private outpatient clinics in SF TT, weight monitoring, BP monitoring, detection and 
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treatment of STDs and UTIs, identification of problem 
pregnancies, detection of danger signs in pregnancy, and 
referral systems which includes the Hospital Escuela. 

4g.4 Delivery/Emergency Care Each of the 
CESAMOs in the project area have limited intrapartum 
delivery care facilities which are used only during 
emergencies by a physician and RNs. The quality of the 
CESAMO facility is poor because of the inadequacy of 
supplies and inaccessibility of services for non-emergency 
cases and closure during weekends and nights. Nearly 90 
percent of mothers are referred by the CESAMOs to the 
hospital outside the project area. About eight to 13 percent 
of the deliveries are performed by TBAs in each of the 
project areas, and less than two percent by CESAMOs. 
Private clinics in the project areas do not provide 
deliveries. There is a total of 13 TBAs in the project area 
(three in SF, four in FdC and six in NS), who deliver 
babies at the mother's home. Although some of the TBAs 
are given basic training by the MOH, the quality of their 
services are hampered by lack of refresher courses, 
unhygienic practices, and efforts to manage complicated 
cases. As a result of the above limitations, the essential 
elements of obstetric services at each level of care are 
obstructed. All emergency deliveries referred to Escuela 
Hospital are provided with a slip indicating the priority 
service needed by the mother. 

There are six ambulances from the fire department and 
Red Cross serving the whole city. It takes one to two hours 
before an ambulance arrives. If the ambulance does arrive, 
it takes an additional ten minutes from SF, 20 minutes 
from FdC, and 30 minutes from NS to reach the hospital. 
The mother may die while waiting, unless she is rich 
enough to hire a taxi or has a relative who can provide 
private transportation. On the average, it takes five 
minutes from the closest area and 40 minutes from the 
furthest home to reach the CESAMO by foot. It takes 
about ten minutes from the furthest home to the CESAMO 
if the mother is transported by a car. 

4g.5 Postpartum Care Mothers are referred back 
to their respective CESAMOs for postpartum care by 
Escuela Hospital within ten days after delivery. CHVs 
and TBAs are also trained to refer mothers. Postpartum 
counseling includes the following: nutrition advice, 
detection and treatment of postpartum infections, breast 
feeding1 
procedure difficulties, and FP services. In addition, the 
child is immunized and mothers receive a pap smear test 
to detect uterine cancer. Postpartum care is given by a 
physician and a RN, with a maximum of 20 minutes to a 
two hour session spent with each mother. Unless there is 
an infection, in which case the mother will be seen again 

in 72 hours, a follow-up session will be scheduled in two 
months. 

4g.6. Constraints Postpartum referrals from CHVS 
and TBAs are poor. Training on the importance of 
postnatal care and supervision of TBAs and CHVs may 
help overcome this constraint. In some cases, illiteracy of 
mothers and lack of awareness as to where to seek 
maternity care can be the problem. Education of women 
will help. Developing a system where the CHVs and 
TBAs are given more training opportunities, recognized 
by Patronatos, given free medical care at the CESAMO, 
and recommendation of civil service by the local 
government authorities may be motivating to CHVs. A 
major problem is the difficulty in organizing emergency 
referrals to hospitals. However, by providing good 
prenatal care and improving maternal prenatal care 
seeking behavior, the chances for emergency obstetric 
transportation can be reduced. 

4g.7 Population A total of 8,655 WBCA will 
benefit. 

4g.8 Approach 

4g.8a Maternal Care Providers and Birth 
Attendants In the project areas of FdC, SF, and NS, 
there are four, three, and six TBAs respectively. Only half 
of these TBAs were trained numerous years ago. In SF 
and FdC, 91 percent of the births were attended by trained 
medical professionals (MD and RN). Eight percent were 
attended by TBAs and less than one percent by a family 
member. No mothers reported delivering their own baby. 
In NS, 86.7 percent of the births were attended by trained 
medical personnel while TBAs delivered about 13 percent 
of the babies. No mothers nor their family members 
reported delivering the baby. (See Section 4 g . 8 ~  for 
description on TBA training.) 

According to the baseline data, family members of 
mothers do not significantly participate in delivery, so 
training them will be limited to education on the 
importance of pre- and postnatal care via visits by CHVs 
and TBAs. ADRA will collaborate with UNISA, a national 
PVO specializing on TBA training, and the CESAMO to 
train TBAs. 

The TBAs will be monitored through their monthly 
reports, monthly meetings with the CESAMO, and 
community health committees they are required to attend. 
In addition, the TBAs will be given on-the-job supervision 
by the CESAMO trainer during delivery for the first three 
to four births and irregular follow-up visits. A standard 
form will be developed to include the number of 
deliveries, obstetric complications referred, and other pre-, 
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intra- and postpartum activities TBAs perform. To keep 
TBAs motivated, the CESAMO will provide them with 
free medical care. Cotton, soap, and clean razor blades 
will also be available from the CESAMO to be released at 
the time the TBA returns her report. 

4g.8b Prenatal Care This project will limit its 
activities to training TBAsICHVs, promoting attendance 
of mothers for pre- and postnatal care, and educating 
pregnantllactating women and their family members via 
home visits and womens group meetings. Prenatal care 
will be provided at each of the CESAMOs. The CESAMO 
physicians, UNISA, and MOH experts will train the 
CESAMO staff. Pregnant women will be instructed to 
make a minimum of three prenatal visits (once per quarter) 
to the CESAMO. In cases of high risk pregnancy, as 
determined by the CESAMO physician, the mother will be 
advised to visit every month. At the CESAMO, the 
prenatal care will include the following: nutrition advice, 
detection of risk and correction, weight control, BP check 
up, STD screening, FP counseling, and pap smear for 
cancer detection. A TT vaccination is also given by the 
CESAMO staff at the CESAMO facility. 

Each pregnant woman will be weighed to determine 
weight status. If her weight is excessive, krther 
examination will be conducted to determine the risk 
factors associated with excessive weight such as edema, 
cardiac problems, renal problems, pre-eclampsia, etc. The 
information on BP will help determine if she has high 
blood pressure and pre-eclampsia. Such cases will be 
referred to Escuela Hospital since they are high risk 
pregnancies. If mother's weight is low, malnutrition may 
be indicated. The mother will be given nutrition 
counseling to reduce the problem of low birth 
weight/premature birth. In addition, she will be taught to 
recognize danger signs in pregnancy, their implications, 
and what to do. Danger signs include the following: 
vaginal bleeding anytime during pregnancy, excessive 
tiredness and or paleness which may signify severe 
anemia, swelling of the hands and face as warning signs 
for pre-eclampsia, and fever that may be associated with 
the breakage of water. Each of these conditions should 
alert the woman to seek care before the emergency 
situation arises. If the mother realizes these complications 
early on, timely transport and referral could be planned, 
access to the health care facility improved, and possibly 
lives saved. The gestational age will be determined using 
the following formula: date of the last menstruation period 
plus seven days minus three months plus one year = date 
of birth. This information will be used to determine the 
normalness of the growth of the baby and fetus 
presentation. If the prenatal care providers (RNs) who will 
be trained to determine fetal presentation detect breech or 
transverse lie, they will refer the case to the CESAMO 

ADRA/Honduras CS XI Detailed Implementation Plan -April 1996 

doctor who will perform further investigation and refer the 
case to Hospital Esquela for surgery. Breech or transverse 
cases so far have been about five percent of all prenatal 
cases seen at the CESAMO (3). Although it is not 
completely complied with, it is mandatory MOH policy to 
screen all pregnant women for STDs and UTI. Those 
having STDs or UTI will be given antibiotics for 
treatment. There is an adequate supply of antibiotics 
provided by the MOH for these cases. Condilomatosis and 
vaginal fungus are two of the most prevalent conditions 
among pregnant women. The CESAMO only prescribes 
medication as they do not have drugs for them. The same 
principle applies for chlamydia and trichomoniasis. The 
CESAMO keeps a record (mothers name, number of 
visits, prenatal services given by type, STD status and 
treatment given, counseling session, vaccination, 
irodfolate distributed, etc.) documenting all treatment 
and prenatal consultations made at the center. 

The pregnancy risk factors to be identified are: multi- 
parity (less than four children), maternal age ( 4 8  or >35), 
child spacing (less than two years). For multi-parity 
problems, FP services will be provided. For maternal age, 
education, exclusive breast feeding until age six months 
(according to MOH policy) and prenatal care will be 
given. For child spacing, FP services, GM, and counseling 
will be provided. If followed, such actions will benefit 
mothers by improving their own health and the chances 
for delivering a healthy child. The child will also have 
increased immunity to fight infections. Early detection and 
reduction of high risk pregnancy may translate to better 
economic status for mothers. Mothers will be informed of 
these risk conditions that require her to seek care from a 
health care provider for evaluation. Thirty to 60 capsules 
of Iron and Folate are provided free of charge to pregnant 
women during each consultancy period. Malaria 
prophylaxis is not provided, since it is not an endemic area 
for malaria. The project will use several promotional 
means including puppets, informal discussions, lectures, 
and one on one counseling to educate mothers and 
members of their families. The Seventh-day Adventist 
radio station in Tegucigalpa, "La Voz Adventista", will be 
used for promotion of maternal health programs. Mothers 
will be given the schedule of broadcasting. Radios are 
widely available in homes in Tegucigalpa. TBAs and 
CHVs will receive their training through lectures and 
audiovisual resources. 

(See Appendix P for key messages women will be given to 
promote prenatal care; the risk or danger conditions that 
mothers will be taught and what they will have to do if 
these conditions occur; and screening procedure health 
workers will follow to identify women with problems.) 

When problems are identified, CHVs or TBAs will refer 
mothers to the CESAMO. During nights or weekends 



when the CESAMO is closed, emergency cases will be 
referred to Esquela Hospital. 

4g.8 Delivery/Emergency/Newborn Care 
The project will use the standard MOH curriculum for 
training TBAs. The curriculum will, however, be modified 
to assure the inclusion of principles in the "Gold Standards 
in Maternal Care Curricula" developed by PVO CSSP 
JHU, 1995. (See Document E for MOH TBA training 
protocol for obstetric first aid procedures, and Appendix Z 
for "Gold Standards in Maternal Care Curricula".) 

The TBA will be trained on referral procedures to the 
CESAMO for all complicated or emergency cases. Shelhe 
will accompany the mother to the referral facility and 
provide support such as holding the head of the baby if 
required. The identification of complications and danger 
signs (when vaginal bleeding is significant, when 
convulsions have occurred, when she has passed 
uncontrollable fluid that is not urine, signs of pre- 
clampsia, etc.) during the antepartum period is an 
important component of this TBA training. The training 
will focus on early contact with pregnant mothers, 
recognition of danger signs, planning for emergencies, 
linking with a referral facility, and ensuring that a 
transport system is available if complications arise. (See 
earlier sections for the chain of referral and 
communication systems during emergency.) Women 
would be taught that premature contractions may be a sign 
of premature labor, putting the fetus at risk for early 
delivery, in which case women should palpate contractions 
and increase fluid intake during contractions until a health 
care provider is seen. Hard labor that has lasted for longer 
than 12 hours and pushing for more than two hours may 
also indicate a problem that requires the assistance of 
trained personnel. ADRA has a good working relationship 
with the CESAMOs in the project area. There will be 
monthly meetings with the CESAMO directors to review 
reports and a discussion of problems affecting the referral 
program. All TBAs and mothers will be given an ID card 
which will be shown to the referral facility personnel to 
allow recognition and swift care. The project will make 
prior arrangements with each referral facility to accept 
women with obstetric emergencies as priority cases. 
Women that cannot afford to pay the 70 Lp for normal 
delivery will receive free service at the 
CESAMO/hospital. The social worker in the area will 
arrange this with the referral facility where an 
understanding has already been reached with these referral 
facilities. (See Section 4g.8d for immediate care of the 
newborn.) 

The TBAs will be monitored/supervised through the 
monthly report they submit to the CESAMO and ADRA 
and weeklylmonthly meetings with the CESAMO staff 
and ADRA during community health committees. An on- 

the-job supervision plan of up to three births after training 
and irregularly after that is planned. The date of birth of 
the women is determined during prenatal care. The 
facilitator will use that information to provide spot-checks 
when the TBA delivers babies in the community. 

(See Section 4g.8b for key advicelmessages that 
motherslfamily members will be given on delivery and 
emergency care; the danger signs; and the actions needed 
to be taken.) 

4g.8d Postpartum Care Educational messages 
about the care of the newborn are a key component of this 
project. The CESAMO staff, TBAs, mothers and family 
membersfbirth attendants will all be taught to clear the 
airway of the newborn and stimulate breathing and crying. 
The baby should be dried off immediately, kept warm, and 
the umbilical cord cared for properly. Breast-feeding 
should be initiated within the first hour of birth. This 
action causes the release of pitocin that will stimulate 
uterine contractions and potentially reduces the risk of 
post-partum hemorrhage. The newborn will be examined 
for congenital defects, size, and weight and referred if 
required. 

The project intends to educate and promote mothers to 
attend postpartum care provided by the CESAMOs. The 
postpartum care provided by the CESAMO is divided into 
immediate and later postpartum periods which lasts up to 
six weeks after delivery. The services include: counseling 
on nutrition, detection and treatment of infection (UTI), 
bleeding and retained placenta, care of the nipples (nipple 
massage), physical exam of the uterus, and continuation of 
TT vaccinations until the women gets five doses following 
the MOH schedule. (See Appendix W for MOH TT 
vaccination schedule.) Postpartum education to women 
will be provided through CHVs/TBAs during their home 
to home visits (the first one within 72 hours after 
delivery), and during monthly womens' group meetings. 
All postpartum mothers are encouraged to visit the 
CESAMO within ten days after delivery. The CESAMO 
will set up subsequent visits, usually within 30 days, and 
then make FP visits unless there is complication in which 
case she will be referred. Asamplafa, a local NGO, also 
supplies both ADRA and CESAMO with contraceptives. 

4g.9 Documentation (See Appendix Q for the 
copy of CESAMOIADRA mothers' cards and other 
maternal care record keeping documents. How lost cards 
are replaced is discussed earlier.) 
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del Campo, Tegucigalpa, Honduras, December 1995. TBAs will be trained in FP communication skills. The 
CHVs and TBAs will also refer mothers who wish to have 

D4.h - Family Planning tubaligation to ASOMPLAFA and those needing 
contraceptives other than condoms to the CESAMO. 
Mothers will be told where FP devises can be obtained 

4h.l Baseline According to the baseline data, in (CESAMO, CHVsITBAs, hospitals, pharmacies, and even 
SF/FdC project areas, modem contraceptive usage rate is shops for condoms). The CHVs/TBAs will receive 
50 percent and 53.5 percent in NS. National estimates for condoms from the CESAMO, who in turn receive them 
contraceptive prevalence is 47 percent (1). directly from the MOH and distribute them during their 

home visits. Mothers and fathers can also obtain condoms 
4h.2 Family Planning Objectives from the CHVsITBAs home any time to guarantee an 

uninterrupted supply of condoms over time. During their 
monthly report to the CESAMOIADRA, CHVsITBAs will 
give an inventory of their contraceptive stock, at which 
time it will be decided if replenishment is necessary. This 

mothers of children will help maintain a constant supply of FP commodities. 
< 2 years of age who 
wish to delay their The quality of FP services will be monitored and 
next pregnancy by improved through the monthly reports of CHVsITBAs. 
two years who use a Key indicators to be monitored in the report will be trends 
modem birth control in the number of mothers using contraceptives, FP drop- 

off rates, maintaining constant supplies of contraceptives, 
permanence of services, and referrals made for vasectomy. 

4h.3 Current Family Planning Services and 
Constraints Each of the three CESAMOs in the 
project area provide family planning services to women 
who come for postpartum care. The contraceptive 
commodities available from the CESAMOs are condoms, 
IUDs, and pills. Women can obtain contraceptives from 
two other sources: The TBAsICHVs who distribute 
condoms during their home visits and the two 
ASOMPLAFA FP posts located in FdC. ASOMPLAFA 
also provides referral services for vasectomies at its own 
FP center in Tegucigalpa for about 40 Lp ($4.00). The 
MOH is the source of contraceptives. The supply level is 
good and accessibility is satisfactory. However, promotion 
and education are needed to increase usage. As Honduras 
is a predominantly Catholic nation, there is a considerable 
level of resistance to contraceptive use. Talking with the 
religious leaders and community groups individually may 
help reduce the effect of this constraint. In addition, the 
"machismo" culture of not ceasing procreation until males 
are born to the family is another constraint. If husbands 
know their wives are using contraceptives, they may cause 
trouble. 

Using male CHVs and also targeting men for education 
during home visits and community gatherings may help 
reduce the problem. The project will include as many men 
as possible in promoting FP usage. The project will train 
male CHVs as promoters of FP, in particular, the husbands 
of the village birth attendants. FP classes for both genders 
will be given as a whole family and separately during 
CHV home visits. The approach to FP services promoted 
by the community based workers and CESAMO based 
practitioners is similar in promotionleducation. The only 
difference is that CHVs are limited to distribution of 
condoms and refer to the CESAMO for other FP services. 
This project's FP intervention is in harmony with MOH 
policies for promoting contraceptives. Couples will be told 
of the pros and cons of using contraceptives during 
counseling sessions and the final decision to use it or not 
will be theirs. There will be no imposition on them. 

4h.6 Health Education Messages (See 
Document D for CHV FP training curricula.) (See 
Appendix R for key messages on family planning.) 
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4h.7 Documentation (See Appendix U for the 
project HIS forms family planning documentation.) 

References 
I .  The State of the World's Children, UNICEF, 1995. 
2. Negerie, M. Ormsby, G., McHenry M. Child Survival XI 
Baseline Survey report. PVO Child Survival Rapid Knowledge, 
Practice and Coverage (KPC). Colonial Nueva Suyapa, 
Tegucigalpa, Honduras, December 1995 
.3. Negerie, M. Ormsby, G., McHenry, M. Child Survival XI 
Baseline Survey report.PV0 Child Survival Rapid Knowledge, 
Practice and Coverage (KPC). Colonial San Francisco and Flor 
del Campo, Tegucigalpa, Honduras, December 1995. 

ADRA/Honduras CS XI Detailed Implementation Plan -April 1996 36 



ADMHonduras  CS XI Detailed Implementation Plan - April 1996 37 

D.5 Schedule of Field Project Activities 

DIP Table C: Field Schedule of Activities 



Section E - Human Resources 

E.1. Organizational Plan See Appendix T for an organizational chart of the ADRAIHonduras CS project 

E.2. Training and Supervision Summary 

DIP Table D: Training and Su~ervision Summary 

CESAMO technical (and 2 for CHVs 
staff I 
CESAMO MD and TBA training 
RNImidwife curriculum for TBAs 

worker orientation (CHC and 
Patronatos) 

consultants, ADRA 

@ = See Honduras MOH TBA Training Manua 

20 

- 
30 

(Docume 

I ADRA HIS, and 
the training 
coordinator 
CESAMO 
training 
coordinator 

0 CESAMO 
training 
coordinator 

5 CESAMO 
training 
coordinator 

5 Nelson Tabares, 
Project Director 

E.3 Training and Supervision Plan 
The overall training design focuses on three groups: First, 
basic training on key messages, HIS, and specific skills for 
CHVs will be provided by the CESAMO and ADRA 
facilitators using the traditional MOHIPHC training 
modules. (See Document C for CHV training modules, 
and Appendix E for recruitment and training schedule of 
CHVs.) TBAs will also be trained following the MOH 
curriculum by the CESAMO personnel (MDs, RNs and 
midwives.) Second, TOT training and refresher courses 

I and HIS (See document D 
for CHV training 
curriculum) 

4 Prenatal care, safe 
delivery, postnatal care, 
IEC skills, HIS, and 
referral protocols 

2 Leadership, HIS, and 
supervision skills 

ALRI SCM c 
HIS, supervision, and 
monitoring 

for ADRA and CESAMO staff will be held with outside 
technical help (MOH experts, NGO experts, and ADRA 
HQ technical staff.) The CESAMO staff will be trained on 
SCM of ALRI by the CESAMO physician and RNs. 
Third, orientation will be provided to the Patronatos and 
CHCs on management and supervision skills by the 
CESAMO and project staff. (See the following table for 
description of training and supervision plan.) ADRA's role 
will mainly be to facilitate and help coordinate these 
training activities. 

Training and Supervision Plan 

ADRAIHonduras CS XI Detailed Implementation Plan - April 1996 3 8 

Type of Trainees and 
Training Objectives 

CHVs: To train CHVs on basic IEC 
skills on all interventions and HIS 

TBAs: To train TBAs on prenatal 
care, safe delivery, postnatal care, and 
referral protocols 

Number of 
Trainees 

181 new 
179 old 
(refresher 
course) 

13 old 
17 new 

Ratio of ADRA 
FaciIitators to 

CHVs 

1 :23-25 

Approx. 1:2 

Number of 
Facilitators 

15 (ADRA) 

15 

Evaluation * 

-Pre- and post-test 
-Observation 
-Interview 

-Observation 
-Interview 
-Pre- and postest 



Type of Trainees and 
Training Objectives 

TOT: To train field facilitators and 
trainers in all interventions and 
supervision skills 

CESAMO Staff: To train the 
CESAMO staff on SCM of ALRI 

Community Leaders: To orient the 
Patronatos and CHCs on the roles that 
they play in support of the CS project 

* See Appendix K for a generic trail 

15 ADRA staff 
12 CESAMO 
staff 

1 -6 new groups 

NA 15 ADRA 
12 CESAMO 

-Pre- and post test 
-Written exam 

I I I 
ng report form. 

2 CESAMO sup. 

N A 

-Pre- and post test 
-Observation 
-Interview 

-None 
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Training Concepts For CHVs, TBAs, and Community Groups 

Key Concepts/Skills 

Correct method of weighing; checking accuracy of recording date of birth; plotting weight by age 
and connecting point to last point charted; interaction with the mother (educational, informative, 
sensitive, motivational); distinguishing problem cases and prompt referral for medical attention and 
lor nutritional rehabilitation; askinglanswering questions giving appropriate counseling 
explanations and recommendations; significance of the six immunizable diseases; consequences, 
benefits of vaccination; key messages for parents and community; identification of high risk 
children and referral for vaccination at the CESAMO or mass EPI campaigns and follow up of 
defaulters. 

Signs of malnutrition and specific deficiencies (marasmus, kwashiorkor, night blindness, anemia, 
etc.); key messages and cooking demonstrations teaching balance, variety, a sufficient amount in 
each meal, especially for children and pregnanulactating mothers; positive, respectful, interaction 
with families and community, listening skills; building on what people know, since food beliefs and 
thinking are deeply rooted and difficult to change; sources of vitamin A and their inclusion in each 
meal; the importance of timely breast feeding, exclusive breast feeding, introduction of foods, and 
persistence of breast feeding. 

Understand the spread of gastrointestinal microbes (fecal-oral route) and prevention; key messages 
on diarrhea prevention, treatment, and rehabilitation; promotion of ORS packets; promotion of ORT 
corners; know and teach on the danger signs which mean child needs immediate medical attention; 
referral of severely dehydrated children or those with dysentery. 

The essentials of male and female reproductive systems; the purpose and importance of FP; 
answers to commonly asked questions and potential conflicts; listening and observation skills; key 
messages (content and presentation); positive non-inflammatory interaction with couples1 
community; basic types of contraceptives available and easily accessible in the project area; 
knowledge of correct use; possible difficulties (and solutions); side effects and actions to be taken; 
general health education targeting pregnant women (nutrition, rest, good hygiene, danger sings 
which require immediate medical attention, etc.); promote early TT vaccination and refer to the 
nearest CESAMO; emphasize the critical need for timely and appropriate prenatal care, provided 
either by a TBA or at the CESAMO; educate the community on the importance of maternal health 
and involve community leaders committees in ensuring the health of mothers; arranging a system 
for transporting obstetric emergencies; key messages delivered to all WCBA and community; CHV 
should be a resource person for all mothers with questions or concerns. 

Key messages on ALRI; management of a child with a cough or difficult breathing; recognition, 
assessment of ALRI cases; signs and classification and referral protocols for ALRI cases; home 
care; management of the child with an ear problem or sore throat; referral and counter referral 
protocols; follow-up to assure compliance with treatmenuantibiotics prescribed by an authorized 
health professional. 

Trainees 

CHVs 

Major 

Interventions 

GM/EPI 

Nutrition and 
Vitamin A 

CMD 

FPIMCH 

ALRI 



E.4 Community Health Workers A total of 360 (150 in NS, 60 in SF and 150 in FdC) CHWs will take part in 
this project. A breakdown of those already trained and active from CS VIII versus those to be recruited by CS XI, is given 
in the table below. 

Trainees 

TB As 

TOTS 

Commun- 
ity groups 

CHVs To Be Trained or Recruited 

Although the CHVs are jointly monitored by ADRA field 
facilitators and the CESAMO staff, they are mainly 
community women who do not work for any organization 
for a salary. The ratio of CHVs to the number of families 
in the community is approximately 1.20 - 30. The 
supervision plan for CHVs includes review of CHV 
monthly report by ADRA/CESAMO and feed-back during 
CHVs monthly meeting. The ADRAICESAMO facilitators 
will also do spot-checks both with and without the CHV to 
determine if the CHV had visited that home and mothers 
have received education. The CHV attrition rate is 
estimated to be about 12 percentlyear. Reasons for this 
attrition rate include lack of motivation, employment, and 
relocation to other communities. Plans for minimizing the 
rate of replacement include: provision of free consultation 
and treatment for the CHW and the entire family at the 

Interventions 

Prenatal care, 
safe delivery, 
and postpartum 
care 

All 
interventions 

General 
orientation 

CESAMO (this arrangement is already made with the 
CESAMO/MOH), priority care for CHVs at Escuela 
Hospital, recognition and provision of recommendation 
letter from the Patronatos (local civic government), 
creation of training opportunities, and a career ladder to 
become an auxiliary nurse1TBA. 

Key ConceptsJSkiIls 

Present key messages (timely and appropriate prenatal care, TT immunizations); physical 
assessment of pregnant women; take an obstetric/medical history; identifying high-risk mothers and 
referring; education and counseling on proper nutrition (iron rich feeds, adequate weight gain)and 
other pregnancy related issues; education on danger signs/possible complications and when to 
access medical help immediately; preparation of the women for labor and delivery; maintenance of 
a safe-birth kit; normal deliveries performed cleanly and safelylmanagement of appropriate first aid 
if needed; arranging for a quick response system (transportation) in the event of an obstetric or 
neonatal emergency; care of the newbom and immediate initiation of breast feeding; counseling 
mother on child care, EPI, k~clusive breast feeding; counsel and educate parents on FP (see 
Appendix Z). 

IEC skills in every area of intervention; HIS skills; monitoring and supervision skills; facilitation 
skills; key messages for each intervention and public relations skills. 

The importance of each intervention to the community; support for CHVs and TBAs; motivational 
efforts to raise awareness of the existence of these services; sensitivity training; supervision and 
monitoring skills; key messages on the importance of early prenatal care; promotion of the trained 
CHVs in the community; obstetric emergency plan of action for the community; key messages on 
ORSIORT comers; good hygiene; mass EPI activities. 

E. 5 Community Committees and Groups 
The project will work with various health committees and 
community groups. ADRA has a facilitator for each of the 
three project impact areas who along with a facilitator will 
meet with these community groups and serve as the liaison 
person. The table below shows the types of groups, 
frequency of contact, meetingslyear, and their 
responsibilities in each of the three project locations. 
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Communitv Committees 

Patronatos 

Community 
Health 
Committees 

Committees 

Organized 
Women's 
Groups/ Mothers' 
Clubs 

#OC Location 

Inter-institutional 
Committee 

tCOC=# of organi 
M/Y=# of meetil 

TBO 

FdC 1 5  

FdC 4 

SF 1 

NS 0 

FdC 1 

PC/M 

NS 1 

;ed committees; TBO=# 
;sly ear 

Local government, recognition, approval and 
endorsement of CHWs 

M/Y 

Planning community health activities, support 
Patronato and CESAMO activities, support 
cleaning/EPI mass campaign 

Purpose/Responsibility of the 
Committees 

Teaching, sewing, cooking, income generation 
activities, support CESAMO and Patronato 
activities 

Coordinate all NGO activities in the project area 

; PC/M=# of project contact/month; 

E.6 Role of Country Nationals The project is staff will be encouraged to attend short term skills 
fully staffed and managed by qualified nationals. (See enhancement training workshops conducted locally by 
Appendix F for resumes of key CS XI staff.) Short-term other NGOs, MOH, and UNICEF periodically during the 
plans for project staff skill enhancement include the life of the project. 
following training activities. In addition, the project CS 

Staff Training 
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Area of SkiHs 

MCH/CS (PIE) 

Same 

Formative 
Research 

Management 
(Financial and 
Personnel) 

Administration 

Computer Use 

Personnel 
Management 

Trainer 

ADRA HQ staff 
consultants 

Same 

Lisa Lynch 
(consultant) 

ADRA HQ staff 

HADER (local 
agency 

Isaac Coello 
(local consultant) 

Jair Guarim (local 
consultant) 

Trainee 

Project director/ 
health coordin. 

Sameltrain.lhealth 
coords. 

Same 

CountrylCS 
project directors 

CS management 
staff 

HIS and CS proj. 
coord. 

Key CS personnel 

Length 

15 days 

15 days 

15 days (theory & 
practice) 

15 days 

3 days 

3 days 

4 days 

Venue for Training 

Nairobi, Kenya 

TBA 

Tegucigalpa 

Silver Spring, MD 

Tegucigalpa 

Tegucigalpa 

Tegucigalpa 

Planned Date 

Nov. '95 

Nov. '97, '99 

Nov. '95 

March '97,'98, '99 

March '96 

April '96 

January '97, '98 



Area of Skills 

E.7 Role of Headquarters Staff Milton table describes the names and individuals from the 
McHenry (Senior Administrator at ADRAII) will provide PVO/Regional and HQ offices who are responsible for 

administrative backstopping for this project. Dr. Mike technical and managerial backstopping of the project. 

Negerie (Associate Director of Health) will provide (See Appendix B for the resumes of staff backstopping 
technical backstopping from ADRAII. The following this project at the HQ level.) 

Computer Use 
(FOX PRO SW) 

HeadauartersfRegional Staff Visits 

Trainer 

HADER - Honduran Center for Training of Human Resources Development 

Juan Burgos 
(consultant) 

Gail Ormsby I HQ 

Trainee 

- 

Dr. Mike Negerie 

Milton McHenry 

Same 

Name 

Walter Britton Regional office 
1 

Length 

Wally Amundson Regional office 

Venue for Training 

15 days 

Office 

Once I up to 10 

Managua, Nicaragua 

Visitlyear 

February '96 

Once 

0.5 

Dayslvisit 

Up to 10 

Up to 21 

Twice 

Technical 

Purpose 

Up to 5 

Twice 

Once 

Technical 

Up to 7 

Up to 5 

Evaluation 

Administration/ 
Financial Compliance 

Management 

Management 

Section F - Project Monitoring Health to the ADRA and CESAMO facilitators on a monthly 

Information System basis. The ADRA and CESAMO staff will review the 
information gathered and determine if any action needs to 

F.1 HIS Plan ADRA has identified a full time 
HIS coordinator who is computer literate to organize and 
monitor the project health information system. Esther 
Argeta is a college graduate with training in Economics 
and has extensive experience in management, training, 
information gathering, and statistical analysis with Child 
Survival activities in Honduras. The focus of the HIS will 
be to create a simple and community friendly data 
collection system. The project wiIl monitor activities and 
services provided to beneficiaries at different levels. (See 
Section F.2 for description of the levels and data collection 
systems.) 

F.2 Data Variables Data will be collected for 
every intervention to monitor project progress. Four levels 
of information flow are identified. The first level falls at 
the household/CHV level. The CHV collects pertinent data 
(i.e., number of women visited per month, number of key 
messages given to mothers using a check list, number of 
follow-ups made, number of childrenlmothers referred, 
number of children weighed, number of FP devices 
distributed, etc.) according to the information from 
mothers after each house visit, or encounters with the 
mothers' clubs. The information is compiled and 
summarized in a simple report by the CHV and submitted 

be taken to augment work strategies or correct errors in 
data collection and reporting. A feedback activity will take 
place during the CHV monthly meeting. The ADRA and 
CESAMO facilitators are responsible for ensuring that the 
CHVs are adequately and accurately collecting the 
information at the community level. Copies of the 
summary reports will be filed at the CESAMO and ADRA 
office. A feedback session will be arranged every month 
with the community through the community health 
committees representing the Patronatoes. The ADRA HIS 
facilitator will coordinate these activities and report to the 
director of the CS project every month. 

F.3 Data Analysis and Use Data gathered will 
be analyzed and used to support decision making at 
appropriate levels of project functions. Results of 
intervention monitoring/evaluation will be shared at the 
level they were generated. Summaries of the monthly 
reports submitted by each CHVITBA to ADRAICESAMO 
will be compiled and results will be disseminated to 
project staff (by the HIS coordinator), MOH authorities 
(by the CESAMO director1ADRA project director), the 
community committees (by the CESAMO social worker), 
CHVsITBAs (by the CESAMOIADRA facilitators), 
womens' groups (by the CHVsITBAs), and Patronatos (by 
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the CESAMO and CHC representative) during their 
respective monthly and quarterly meetings. By observing 
trends, data collected on specific variables will be used to 
improve coverage rates or quality of specific 
interventions. This also allows the assessment and 
evaluation of intervention activities implemented in the 
field (i.e., coverage rates, drop off rates, maternal 
attendance rates, CHV attrition rates, etc.). The PVO home 
office and donors will receive copies of all quarterly 
reports and annual reports, and results of mid-term and 
final evaluations and the final project report. Collaborating 
organizations will also receive feed-back on project 
progress. 

The MOH keeps track of annual maternal and child 
mortality rates in the project area through local vital 
events registries. Using CESAMO records, morbidity 
trends for diarrhea, ALRI, measles, polio, and neonatal 
tetanus will be monitored. These indicators will be used to 
measure impact. The major effect measurement tool is the 
mandated KPC 30 cluster sample survey which has been 
conducted as a baseline and will be repeated at the end of 
the project. (See accompanying Baseline Survey document 
for further information.) The following report forms will 
be used to monitor project progress. 

R e ~ o r t  Forms - Monitoring 

Training report on: CHVs, TBAs, TOT, 
ADRA staff, CESAMO staff, community 
orientation 

- 

Per training activity 

Report Type 

-ADRA training coordinator 
-CESAMO training coordinator 

I Community Health Committee minutes I Monthly / -ADRA training coordinator I 

Reporting Frequency 

-Patronat0 committee 
-CESAMO social worker 

Responsible Entity 

I TBA report 

CHV report/checklist 

CESAMO EPI report 

Monthly 

Monthly 

Monthly 

-ADRA facilitator 
-CESAMO supervisor 

-ADRA facilitator 

1 CESAMO clinic records I Monthly I -CESAMO statistician I 
CESAMOIADWCHV meeting minutes 

CHVImothers' clubs meetings report 

CESAMO antibiotic inventory report 

Project report 

Project financial statement 

Monthly 

Monthly 

Monthly 

Quarterly 

Monthly 

-ADRA facilitators 
-CESAMO social worker 

-ADRA facilitator 
-CESAMO social worker 

-CESAMO pharmacist 

-ADRA project director, HQ 

-ADRA projectlcountry director, HQ 
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Health Information Data Movement Route 

Health workers and community groups at each level are expected to report their activities periodically. Below is the health 
information/monthly reports movement route. Origin, destination, bearer of the report, supervisor, and report type are 
given. 

Origin/Destination Bearer Management Report Type 

1. Community Health Volunteers 
Household to CHV CHV CESAMOIADRA staff CHV monthly report/checklists 
CHV to CESAMOIADRA CHV Same CHV monthly reportkhecklists 
CESAMO to CHC CESAMO s0c.w. CHC committee CHV monthly report 
CHC to Patronato CHC chairman Patronato committee CHC monthly report/minutes 

2. Traditional Birth Attendants 
Household to TBA TBA CESAMOJADRA staff TBA monthly report/checklists 
TBA to CESAMOIADRA TBA Same TBA monthly reportkhecklists 
CESAMO to CHC CESAMO s0c.w. CHC committee TBA monthly report 
CHC to Patronato CHC chairman Patronato committee CHC monthly reportlminutes 

3. Community Committees 
(See CHC and Patronato groups above.) 

4. Training and Orientation Information 
CHV to ADRA ADRA training coord. ADRAfionduras CHV training report 
TBA to ADRA Same Same TBA training report 
CHC to ADRA CESAMOIADRA CESAMOIADRAIH CHC orientation report 
Patronato to ADRA Same Same Patronato orientation report 
ADRAJH to ADRAJHQ Project Director ADRA country director CS XI project report 
ADRA/HQ to USAID Senior Administrator ADCOM CS XI project report 

(quarterlyiannuaVfina1) 

F.4 Other HIS Issues Confidentiality of Section G - Budget The following four pages show 
personal health data will be maintained since the summary the working budget for the CS XI project. The first two 
of activities will not include names of mothers or any pages indicate the part of the budget that is allocated to 
other form or identification. Information is gathered and HQ and those costs that will be handled at HQ for reasons 
summarized only on activities and behaviors of mothers. of currency and Point of Payment. The second two pages, 
The materials and equipment used for HIS include a Honduras field costs, are the actual expenses to be 
project computer with a hard disk and printer, a photocopy incurred in the field. 
machine, calculators, stationary, and forms. (See 
Appendix U for HIS formsJcharts used.) Technical 
assistance for HIS will be provided as necessary, which 
includes hiring a local computer expert to provide further 
training on relevant computer programs to the HIS 
coordinator and project director. The HIS coordinator will 
also make a trip to Nicaragua for computer training in the 
development, reviewing, analyzing, and evaluating of HIS 
materials. Further technical help will be obtained locally 
in the third quarter of 1996. The project HIS will be fully 
operational by January 1997 in NS, and by October 1996 
in SFIFdC. 
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ADRA HONDURAS CHILD SURVIVAL XI 
Headquarters budget 

First Year Second Year Third Year Fourth Year All Years 
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1 % infl. 

I I 1 I , I 

YEAR 1 YEAR 2 YEAR 3 YEAR 4 ALL YEARS 
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Section H - Sustainability Strategy 

H.1 Sustainability Goals, Objectives, and Activities 

DIP Table E: Sustainability Goals, Obiectives, and Activities 

-Establish functioning 
community health committees 

. " 

-Establish functioning 
community womens' 
groupslclubs 

-Strengthen local Patronato 
committees 

Activities Required Sustainability Goals 

-Each community/CESAMO 
assumes responsibility for 
running its own CS activities 

I 

Objectives 

-Improve linkage between 
CESAMOIMOH and the 
community groups 

-Empower mothers as primary 
health givers 

-100 percent (8) of the CHCs provide 
support to the CHVs 

-6 new CHCs organized, oriented 
-Follow-up supervision of CHCs by Patronato to 
institutionalize the support 
-CHCs supervise CHVs, review CHV reports, recognize 
CHVs, and replace CHV dropouts 
-Obtain monthly reports from CHCs 
-CESAMOs provide technical support to CHVs 
-CHC chairmanships rotated yearly 
-CHC reps attend CESAMOIADRA and CHV monthly 
meetings 

-100 percent (1 1) of the mothers clubs 
will be organized 

-6 new mothers' clubs formed, oriented, and trained 
-5 old mothers' clubs retrained 
-Periodic follow uplsupervision of all mothers' clubs by 
CHVs, CESAMO staff, and ADRA 
-Monthly meetings of mothers' clubs 
-Educational activities held 

- -- - - 

- 100 percent (I 1) Patronato 
committees oriented and given 
oversight reponsibiity of CHCs 

-100 percent (360) of the CHVs will 
be active 
-CHVs are not salaried but supported 
by community 
-100 percent of CHCs will collaborate 
with CESAMO to supervise CHVs 
-A financial system for the up-keep of 
CS activities/purchase of supplies will 
be designed 
-TOT for CESAMO staff on 
management 
-Integrate community CS activities 
with the CESAMOA4OH PHC plan of 
action 

-- - - - - - - 

-Monitor monthly CHC reports 
-Reps attend CESAMOIADRA and CHC monthly 
meetings 
-Organize community health events (EPI mass 
campaigns, cleaning) 

- 1 8 1 new CHVs recruitedltrained 
-1 79 old CHVs retainedlretrained 
-CHVs recognized by Patronato publicly 
-30 TBAs trained 
-Monthly CHV meeting held 
-Fee for serviceslsupplies introduced as decided by the 
community 
-Community and CESAMO staff trained on supervision 
of CHVsITBAs 
-Coordination of existing community organizations 
-Involvement of CHVs in PIE of CS project 

-Open communication between 
community groups and 
CESAMOIMOH 
-Demonstrate sensitivity to community 
needs as voiced by CHC and 
Patronatoes 

-Regular meeting between CESAMO/MOH and 
PatronatoICHC 
-MOH representatives attend monthly CHC committees 
and vice versa 
-Sharing information and feedback on monthly reports 
-Referral and communication protocols established with 
the CESAMO/Hospital Esquela 

-Recruit and train 360 CHVs to 
educate mothers 
-Recruit/train 30 TBAs to educate 
mothers 

-CHVs and TBAs educate mothers on each CS 
intervention during monthly home visits and womens' 
club meetings 
-CHVs/TBAs monitored and supervised 
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H.2 Sustainability Plan At the conclusion of 
this program, the Child Survival project expects to leave in 
place the following: 1) 360 trained CHVs and 30 TBAs; 2) 
Eight hnctioning community health committees; 3) 
groups from the community that are supportive of the CS 
activities including 1 1 Patronato bodies and 11 womens' 
clubs; and 4) CESAMO staff trained in CS interventions 
and management. The local institutions and organizations 
that will continue to finance and provide support after CS 
funding is over include Ministerio Comunitario Integral 
(MCI). MCI will provide medical assistance and primary 
schooling for children, and Familia de Nifios Adelnntados 
(FANIA), a Canadian supported local NGO, will introduce 
micro enterprise development activities. The 
CESAMO/MOH is committed to continue with the CS 
activities in the project area. While the CS project does not 
directly address economic issues, the small micro 
enterprise development program associated with this 
project will impact on the mothers' economic status. 

H.3 Community Involvement Plans for 
community involvement and sustainability include the 
active participation of key community institutional 
committees such as the Patronato. The project will build a 
community network with key persons from the civic and 
non-civic leaders. Meetings will be held for generation of 
ideas and creation of proposals for solutions to the barriers 
to CS sustainability. Patronatos will be continuously 
informed of the CS needs, and will present them to higher 
government authorities, a common method used to solve 
community needs. The CS interventions will be 
implemented mainly through mothers' clubs and health 
committees at the Patronato level. (See Appendix V for 
the relationship of community groups with ADRA 
administration.) The authority for maintaining community 
committees rests on established Patronatoes, with 
supervision from the CESAMO, which should assure 
continued participation and sustainability. 

Community priorities are diarrheal diseases, ALRI as a 
major cause of morbidity of children less than two, 
intestinal parasites, dermatological infections, and family 
planning. There is a high incidence of teenage pregnancy, 
gynecological, and maternal complications. 

The fact that CHVs have been utilized effectively in CS 
VIII shows that the community is interested in CS 
services. The Baseline Survey has also shown 
improvement in every intervention since the CS project 
began in 1992, serving as evidence that the community 
wants and is responding to the provision of CS services. 
Continued public involvement will be encouraged through 
social marketing. All the community groups and CHVs 
discussed so far will keep motivating the public through 
education which would increase awareness as to the 

importance and availability of CS services in the project 
area. 

H.4 Phase-over Plan The ownership of the CS 
project would be the CESAMOs and the community at the 
end. At present, the CESAMO in SF and FdC are already 
responsible for 40 percent of the program. It is planned to 
increase 15 percent ownership of the program every year 
during the four years of the project life so that at the end, 
100 percent ownership would be theirs. In NS there is 
currently 20 percent ownership of CS interventions by the 
CESAMO. The first two years there will be 15 percent 
transfer of responsibilities and 25 percent per year during 
the last two years of the program. This will be achieved 
through training and developing the linkage between the 
CESAMO and community health functions. (See Section 
H. 1 and H.3 for details on sustainability of activities.) 

H.5 Cost Recovery In line with the MOH policy, 
ADRA will not participate in any cost-recovery activities 
(i.e., sale of condoms, drugs, charts). However, the MOH 
guidelines stipulate that the community costs are based on 
what the CESAMO charges. These charges are minimal 
and heavily subsidized by the MOH. Although ADRA is 
not involved with cost recovery, its companion SED 
project (matching funds) does seek to improve the 
economy of the community. 

Section I - ADRA's Matching Fund - the SED 
Project During the initial funding cycle, a trial SED 
project was funded through the GOH that gave loans to 
some of the health workers as an incentive to continue 
their volunteer activities. Although there were some 
problems with the design and administration of the SED 
project, the results from the beneficiaries' standpoint were 
very encouraging. Anecdotal reports said that those who 
benefited from the program were better able to attend their 
volunteer duties. 

ADRAIHonduras will seek funding again to provide a 
similar loan program for selected health workers during 
this project cycle. 

The program will be organized so that those health 
workers who want to participate can apply to ADRA for 
the funds. The actual loan management will be done by 
ADRA facilitators of the community under the control of a 
staff member who will be funded by the SED project. 
Fifty to $300 dollar loans will be lent for periods of three 
to four months. About 80 loans will be maintained by the 
second year of the project, 100 more loans will be added 
the third year, and 40 would be added the final year, for a 
total to 220 rotating loans. Interest levels would be such 
as to be able to cover the administrative costs (coordinator 
salary, transportation needs) of the project, as well as to 
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protect the value of the loan fund. The SED project water to areas near the project area, it is still not accessible 
should be self-financing at the end of the CS project and to most of the population in these areas. ADRA will work 
will be set up to continue on in a sustained fashion. with the Patronatos of the barrios and with the municipal 

infrastructure engineers to extend the piping of the water 
Section J - Sanitation Component In support of to make it more readily available to the beneficiaries in the 
the CMD intervention, ADRAlHonduras will also seek to project area. In the NS area, some latrines will be 
fund a water distribution project in the area of ADRAs constructed. 
interventions. Whereas the GOH has installed potable 
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Appendix A 
Map of Project Location 
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Appendix B 

ADRA Headquarters Staff Resumes 
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Education: 
1968- 1972 

Experience: 
1993-present 

Milton D. McHenry 
12309 Treetop Drive, #13 
Silver Spring, MD 20904 

(301) 680-5 129 

Bachelor of Science, Industriai Technology 
Pacific Union College, CA 

Senior Manager 
Adventist Development & Relief Agency Internationai, 4 Silver Spring, MD 

Assistant Director. Community Deveiopmcnt,  ont tracts Manager 
ADRNTnternational, SiIver Spring, MD 

Owner/Operator 
McSemices Constxuction, Paradise, CA 

Crew S upemisor 
Paradisewood Development, Paradise, CA 

Country Director 
ADRAlBolivia 

Business Manager 
Lake Titicaca Training School, Juliaca, PERU 

Maintenance Manager/Constn.xction Supervisor 
Bolivian Educationai Center, Cochabamba, B O W  
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Gail Ormsby 
12501 Old Columbia Pike 

Silver Spring, MD 20904 USA 
301-680-6383 

Education 

Bachelor of Education 
Avondale College, NSW, Australia 

Diploma of Secondary Education (Applied Arts) 
Avondale College, NSW, Australia 

Master of Public Health (Nutrition) 
Loma Linda University School of Public Health, Loma Linda, CA, USA 

Work Experience 

Dec 1995 - Present Director of Health, ADRA International 
Silver Spring, MD 

1993-Nov. 1995 Senior Manager, ADRA International 
Silver Spring, MD 

1990-Oct. 1993 Director, Human Resource Development, ADRA International 
Silver Spring, MD 

Director, Nutritional Education Service, Sanitarium Health Food 
Company, Sydney, NSW, Australia 

Associate Director, Adventist Health Department, South Pacific Division 
Sydney, NSW, Australia 

Director of Health & Temperance Department, 
North New South Wales Conference of SDA, Hamilton, NSW, Australia 

1983 Feb-Jul Nutrition Consultant, Nutrition Project with Government 
St Lucia, Inter American Division, FL, USA 

1982 Oct-Jan Assistant to Program Planning & Evaluation, Seventh-day Adventist World 
Service (predecessor to ADRA), Takoma Park, MD, USA 

1981-1982 Field Practicum, Bandung Adventist University, Indonesia 

Teacher, Avondale SDA High School, Cooranbong, NSW, Australia 
Teacher, Mt Gravatt SDA High School, Brisbane, QLD, Australia 
Teacher, Strathfield SDA High School, Sydney, NSW, Australia 
Teacher, Mt Gravatt SDA High School, Brisbane, QLD, Australia 

Professional Membership American Dietetic Association 
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Mekebeb Negerie 
12501 Old Columbia Pike 

Silver Spring, MD 20904 USA 
301-680-5138 

Education 

DrPH 
Lorna Linda University, School of Public Health, Loma Linda, CA 

Graduate Study for six months 
University of the Philippines, Philippines 

MPH 
Philippine Union College, Philippines 

BSc, Agriculture 
University of Eastern Africa, Kenya 

Work Experience 

Aug 1995 - Present Associate Director of Health, ADRA International 
Silver Spring, MD 

Refletron Lab Technician and Counselor, Center for Health Promotion 
Loma Linda University, Loma Linda, CA (part-time) 

Circulation Desk Technician, Loma Linda University Library 
Loma Linda, CA (part-time) 

Project Director for ADRAISouthern Sudan 

Mother and Child Health Project Consultant, Egypt (part-time) 

Mother and Child Health Coordinator, ADRAISudan 

Conducted Smoking Cessation Program for Military Personnel 
Philippine Union College 

1983 Farm Shop Supervisor, Kenya 

1980-1 982 Painting, Construction, Gardening, Kenya 

1979- 1980 Music Instructor and Choir Director, Ethiopia 

Consultancies (Primary Health Care and Child Survival) 
1987- 1995 Egypt, Sudan, Uganda, Eritrea, Honduras, Kenya 

Languages English, Amharic, Oromo, Arabic, Swahili 
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Solomon Wako 
12501 Old Columbia Pike 

Silver Spring, MD 20904 USA 
301-680-5118 

Education 

1984 Doctor of Philosophy, Sociology 
Western Michigan University, Kalarnazoo, MI, USA 

1979 Master of Social Work 
Western Michigan University, Kalamazoo, MI, USA 

1977 Master of Divinity 
Andrews University, Berrien Springs, MI, USA 

1975 Master of Arts, Systematic Christian Theology 
Andrews University, Berrien Springs, MI, USA 

1973 Bachelor of Arts, Major in Religion, Minor in History 
Newbold College, Bracknell, Berkshire, ENGLAND 

Positions 

1992 - Present Director of Evaluation 
Adventist Development and Relief Agency International, Silver Spring, MD 

1988-1990 Coordinator of MSW Program 
Indiana University at Fort Wayne, Fort Wayne, IN, USA 

1987-1988 Assistant Professor of Social Work and Sociology 
Nebraska Wesleyan University, Lincoln, NE, USA 

1984-1987 Assistant Professor of Social Work and Sociology 
Kearney State College, Kearney, NE, USA 

1979- 1982 Medical Social Worker 
Michigan Department of Social Services, USA 

Professional Membership 

National Association of Social Workers (NASW) 
Academy of Certified Social Workers (ACSW) 
African Studies Association 
Midwest Sociological Society 
American Sociological Association (ASA) 
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Education 

1990 

1976 

Employment 

1993 - Present 

Lars Gustavsson 
12501 Old Columbia Pike 

Silver Spring, MD 20904 USA 
301-680-6381 

Masters Degree in Business Administration 
Andrews University, Berrien Springs, MI, USA 

Graduate studies in Business Administration 
University of Tennessee, Chattanooga, TN, USA 

Bachelor of Science in Business Administration 
Southern College, Collegedale, TN, USA 

Associate of Science in Industrial Arts 
Southern College, Collegedale, TN, USA 

French Language studies 
French Language Institute, Seminaire Adventiste, Collonges-sous-Saleve, France 

Senior Administrator, Adventist Development and Relief Agency International 
(ADRA), Silver Spring, MD, USA 

Director for the Office of Food Supported Development, ADRA International 
Silver Spring, MD, USA 

Assistant Director for Community Development Programs, ADRA International 
Silver Spring, MD, USA 

Full-time study program--completing MBA 

Country Director and Chief of Party for ADRA in Rwanda 
Kigali, Rwanda, East Africa 

Director for the Adventist Health Systems for Rwanda 
Kigali, Rwanda, East Africa 

Assistant Business Manager, Adventist University of Central Africa 
Gisenyi, Rwanda, East Africa 

1980 - 1982 Telephone Technician, Ooltewah-Collegedale Telephone Company 
Collegedale, TN, USA 

1979-1980 Architectural design and delivery of European high-end market specialty 
business and home furnishings, Luminaire, Miami, FL, USA 

Languages English, Swedish, French, Pigeon - excellent; Norwegian, Danish - good 
Spanish, Dutch, German - some 
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Appendix C\D 
MOH EPI Card/Growth Monitoring Card 
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TARJETA DEL NINO 
IDENTIDAD EDAD 
FECHA DE NAClMlENTO 
DlRECClON 
RESPONSABLE 
ESTABLEClMlENTO 

MlNlSTERlO DE SALUD PUBUCA 
REPUBLICA DE HONDURAS 
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Appendix E 
Recruitment and Training Plan for CHVs 
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Recruitment and Training of Volunteers 

Nueva Suyapa 
1996 

January 1 8-February 29 

March 11 -15 

March 25 - 29 

April 15 - 19 

April 20 on 

May 6 - 10 

May27 -31 

Volunteers recruitment and contact with leaders of organized groups 

Training--CESAMO and ADRA staff . 
Training (first module)-50% of volunteers recruited in Flores de Oriente and 
sector Universidad 

Training(first module) - the next 50% of volunteers recruited in Flores de 
Oriente and Sector Universidad 

During this period we will organize the groups of volunteers (the whole group) 

Training (second module) first group of volunteers 

Training (second module) second group of volunteers 

June and July will be used to supervise, monitor and refresher training of the 45 
volunteers of Flores de Oriente and Sector Universidad trained in the two 
modules. This includes monthly meetings with the CESAMO field staff, report 
submittance and weekly meetings with volunteers. 

San Francisco 
1996 

August 12 - 16 Training - TOT - interventions in which the staff needs reinforcement 

August and September Recruitment of community leaders and volunteers for the area of Nueva Suyapa 
(45 volunteers) 

October 7 - 11 Training on the first module for the first group of volunteers 

October 28 - November 1 Training on the second module for the second group of volunteers 

November and December Refresher trainings, follow-up and monitoring of all the activities carried on by 
the volunteers 
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San Francisco and Flor del Campo 
1996 

February 19 - 23 To train 36 volunteers - 6 of them are midwives 

September 9 - 14 Training on the second module in San Francisco and Flor del Campo 

January 13 - 17 Training on the first module for volunteers (25) in San Francisco and Flor del 
Campo 

August 25 - 29 Training on the second module - 25 volunteers 

Nueva Suyapa 
1997 

January 20 - 24 

January 10 - 14 

Third week of March 

April 

May 5 - 9 

July, August, September 

Training on the second module for the first group of volunteers 

The last week of January and first week of February, will be used for refresher 
training in a continual bases of knowledge in the second module and logistic 
support to volunteers 

Training on the second module for the second group of volunteers 

The two last weeks of February and the month of March will be for supervision, 
monitoring and refresher of the 90 volunteers recruited and trained. 

Training of ADRA-CESAMO and PVO staff 

Recruitment of volunteers in Brisas de Suyapa (7) La Libertad (8) 

Training on the first module to volunteers - Brisas de Suyapa and La Libertad 

Refresher, follow-up, and monitoring with all the volunteers that have been 
trained and are active 

Recruitment of leaders and volunteers of Aldea Nueva Suyapa November 17 - Dec 12 

1998 

January 12 - 16 Training on the first module for volunteers of Aldea Nueva Suyapa 

February 16 - 20 Training on the second module of volunteers of Aldea Nueva Suyapa 

April 20 - May 20 Recruitment of volunteers in the area of FECHOVILI and Guillermo Matute 

June 8 - 12 Training on the first module - 2 1 volunteers 

August 3 - 7 Training on the second module of the areas FECHOVIL and Guillermo Matute 
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Appendix F 

Resumes of Key CS XI Staff 
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Education 

1984 - 1992 

1982 - 1983 

Work Experience 

1995 

1993- 1994 

1991-1992 

Citizenship 

Blanca Esther Hidalgo Carias 
ADRA/Honduras, Colonia 15 de Setiembre 

Tegucigalpa, HONDURAS 

MD in General Medicine and Surgery 
National Independent University of Honduras 

Bachelor of Science 

Honduras Public Health Ministry, Roatan, Bahia Islands. Control and Prevention of 
Cholera. 

Valle de Angeles Adventist Hospital. General Medicine. 

Santa Teresa Departmental Hospital, Comuyagua. General Medicine. 

Honduras 
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Esther Elizabeth Rodriguez de Argueta 
ADRAIHonduras, Colonia 15 de Setiembre 

Tegucigalpa, HONDURAS 

Education 

1991 Economical Science Degree (Economist) 
Honduras National University 

1986 Economical Sciences 
Central American University, JosC Simeon Canas, El Salvador 

1981 Secondary School, Central American Adventist Institute, Alajuela, 
Costa Rica 

Post-Graduate 

Small Enterprise Management - PROPEMI, San Salvador 

Small Enterprise Accounting - national Associate of Private Companies 

Pedagogical Training 
Central American Post Graduate Course in Economics and 
Development planning - Tegucigalpa, M.D.C. 

Maximization of Health Volunteers Work Course 
International Eye Foundation, HOPE/Honduras OWHonduras 

Work Experience 

1994 HIS Coordinator, Child Survival, Project ADRA Honduras 
/ 

1993 Project Design "Mother's Enterprises" Tegucigalpa, ADRAmonduras 

1992 Project Design, Child Survival, Valle de Angeles, F.M. 

1990 Consultant Assistant to Susan Fleck for "Survey over Boarding Women"0moa Cortes for 
UNIFEM 

Nationality Salvadoran 
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Ana Gloria Ortiz Lainez 
ADRAIHonduras, Colonia 15 de Setiembre 

Tegucigalpa, HONDURAS 

Education 

Bachelor Degree - Nutritionist 

Secondary: Adventist Educational Center, Pena Blanca, Honduras 

Work Experience 

1984 Nutritionist at the Valle de Angeles Hospital, Honduras, C.A. 
Talks and Seminars Diests Coordinator - Valley de Angeles Hospital, Honduras, C.A. 

1993 Training Coordinator, Child Survival Project XI, ADRAtHonduras 

Nationality Honduran 

Education 

1971 

Nelson Tabares Rodriguez 
ADRA/Honduras, Colonia 15 de Setiembre 

Tegucigalpa, HONDURAS 

B.A. (Adventist Theological faculty, Adventist University Cooperation, Medellin, 
Colombia) 
Major in Theology 
Minor in Education and administration 

1967 Secondary Diploma 
Colombo-Venezolano Institute, Medellin 

Work Experience 

1993 - Present Director, Child Survival Project, ADRA/Honduras 

1989 - 1992 Director, National Committee for Social Well-Being, Center for Attention of Minors of 
Tegucigalpa 
Director for Community Center of Juticalpa and Gracias Lempira 

1987 - 1989 Program Department Director, Save the Children, Honduras 

1985 - 1987 Assistant Director for National Education Extension Program, Consuplane 

1984 Field Delegate, Red Cross, Honduras 
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Appendix G 

Key NutritionMealth Messages for Mothers 

ADRAIHonduras CS XI Detailed Implementation Plan -April 1996 70 



BreastmiUc alone is the best possible food 
and drink for a baby. No other food or 

I 
drink is needed for about the first six months 

I of life. 
I 
I 
I 

Babies should start to breastfeed as soon as 
I 

possible after birth. Virtually every mother 
can breastfeed her baby. 

3 Breastfeeding causes more milk to be 
produced. A baby needs to suck frequently 
at the breast so that enough breastmilk is 
produced to meet the baby's needs. 

5 A variety of additional foods is necessary 
when a child is about six months old, but 
breastfeeding should continue well into the 
second year of a child's life and for longer if 
possible. 

Breastfeeding gives a mother 98% protection 
against pregnancy for six months after giving 
birth - if her baby breastfeeds fi-equently, day 
and night, ifthe baby is not regularly given 
other food and drink, and ifthe mother's 
periods have not returned. 

4 Breastfeeding helps to protect babies and 
young children against dangerous diseases. 
Bottle-feeding can lead to serious illness 
and death. 
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1 Breastn\ilk alone is the best possible food and drink for a baby. No \ other food or drink is needed for about the first six months of life. 
I 
0 Frorn the ~nonient of birth up to the age of about six months, 1 llre;stn~ill~ is all the food and drink a baby needs. lt is Hie best food a child 

1 will ever have. All substitutes, including cow's milk, infant formula, milk- 

I 1mwde1 solutions, wal cereal gruels. are inferior. 

) 0 Even in hot, dry climates, breastmilk contains sufficient water for a 
1 young baby's needs. Additional water or sugary drinks are not needed to 

quertclt the bitby's tliir-st.'Ikey can also be harnhl.  If the baby is also I give11 water, or drinks made with water, then Nie risk ofgetting diarrhoea 
I i u ~ d  olJier illnesses increases. 
I 0 Otliel- foods HIIO [Irinks are necessary when a baby reaches the age of I about six months If rnonthly weighing shows that a c l i i  under six / niostlis of age is not growing well, then the child may need more frequent 

breaslfeeding. If the child is already being breastfed h-equently, then lack 
of weight gain shows either that the child has an illness or that other 
foods, in  addition to breastmilk, are now necessary. 

0 Until the age of nine or ten months, the baby shoultl be breastfed 
before other foods are given. Breastfeedig should continue well into the 
second year of Life - and for longer if possible. 

Babies should start  to breastfeed as soon as  possible after birth. 
Virtually every nlother can breastfeed her baby. 

0 Mothers ant1 newborn babies should not be in different rooms. l i e  
baby should be allowed to suck at the breast as often as he or she wants. 

0 If it mother b~ves birth in a maternity unit, then she has a right lo 
I expect that her newborn baby will be kept near her in the same room, 
I 

24 I~oius a clay, :ultl tha~ 11o ot11(.1. foot1 or t l ~ i ~ ~ l c  will given 10 her bab 
except breashnilk. 

0 Starting to breastfeed immediately after birth stimulates the 
production of breastmilk. Breastfeeding should begin not later than o 
hour after the delivery of the baby. 

0 The thick yellowish milk (calletl coloslrum) that the mother produ 
in the first few days after b'lrth is good for babies. It is nuhitious and ht 
to protect them against conlmon infections. The baby does not need a 
other food or drink while waiting for the mother's nulk to'come in'. In 
some countries. mothers are atlvisetl not to fcetl this colostn~m to thei 
babies. 'Ihis advice is wrong. 

0 Many mothers need help when they begirl to breastfeed, especial\: 
the baby is their Erst. An experienced and sy~r~pad~etic adviser, such s 
wolnan who has successfully breasded, can help a mother avoid or so 
many common problems. 

0 The position of the baby on the breast is very i~nportant A bad suc 
position is the cause of problems such as: 

(3 sore or cracked nipples 

(1 not enough milk 

0 refusal to feed. 

0 Signs that the bahy is in a gootl position for breastfeedirlg are: 

( >  the baby's whole body is turned towards the mother 

0 tile baby [;\lei lorig, deep sucl<s 

0 the baby is relaxed and happy 

L )  the mother does not feel nipple pain. 

0 Alrnost all mothers cam protluce enough niilk if: 

0 the baby takes the breast into his or her mouth in a good position 

0 the baby sucks as often, and for as long, as he or she wants, includ 
during the night 

0 Crying is not a sign that a baby needs artifkid feeds. I t  nonnally 
nienrls that the 11;tby ricctls to he heltl ant1 ~-lrtltllcd more. Some bnbie 
need to suck the breast simply for comfort If the baby is hungry, mor 
sucking will produce more breastnlilk. 

0 Mothers who are not confitlent that they have enough breastmilk . 
give their babies other food or drink in the first few 111onths of life. I3u1 
means that the bahy s i~cks  at the breast less often. S;o less breasbnilk 
produced.'I'o stop this happening, mothers need to be reassured that 
they can feed their- young babies properly with 6reast)nilk alone. 'Il~ey 
need the encouragement and practical support of their families, the cl 
father, neighbours, frientis, health workers and women's organizalior 
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0 Mothers employed outside the home need adequate maternity leave, 
breastfeeding breaks during the working day, and crkches where their 
babies can be looked after at the workplace. So employers and trade 
unions also have a part to play in supporting breastfeeding. 

0 Husbands, families, and communities can help to protect the health of 
both mothers and babies by making sure that the mother has enough 
food and by helping with her many tiring tasks. 

0 Breastfeeding can be an opportunity for a mother to take a few minutes 
of much-needed rest. Husbands or other family members can help by 
encouraging the mother to lie down, in peace and quiet, while she 
breastfeeds her baby. 

Breastfeeding causes more milk to be produced. A baby needs to 
suck frequently a t  the breast so that enough breastmilk is 
produced to meet the baby's needs. 

0 From birth, the baby should breastfeed whenever he or she wants to- 
often indicated by crying. Frequent sucking at the breast is necessary to 
stimulate the production of more breashdk. 

0 Frequent sucking helps to stop the breasts from becoming swollen 
and painful. 

0 'Topping up' breashnilk feeds with &-powder solutions, infant 
formulas, cow's milk, water, or other drinks, reduces the amount of milk 
Ltie baby takes from the breast. Thus leads to less breastxnilk being 
produced. The use of a bottle to give other drinks can cause the baby to 
stop breastfeeding completely. It can also confuse the baby because the 
sucking action of bottle-feeding is very different from sucking at the 
breast. Babies who are confused between sucking at the breast and 
sucking at the bottle may drink less breastmilk. This will cause less 
breastmilk to be produced. 

Breastfeeding helps to protect babies and young children against 
dangerous diseases. Bottle-feeding can lead to serious illness and 
death. 

0 Breastmilk is the baby's first 'immunization'. It helps to protect the 
baby against diarrhoea, coughs and colds, and other common illnesses. 
The protection is greatest when breashnilk alone is given to the baby for : 

1 about the first six months. 1 

0 Cow's milk, infant formulas, milk-powder solutions, maize gruel and 
other infant foods do not give babies any special protection against 
diarrhoea, coughs and colds, and other diseases. 

0 Bottlefeeding can cause illnesses such as diarrhoea unless the wate~ 
is boiled and the bottle and teats are sterilized in boiling water before 
each feed.The more ofkn a child is ill, the more likely it is that he or she 
will become malnourished. That is why, in a community without clean 
drinking water, a bottlefed baby is many times more likely to die of 
diarrhoea than a baby fed exclusively on breastmilk for about the b t  si: 
months. 

0 Mothers should be helped to breastfeed their babies. Iffor any reaso 
a mother does not breastfeed, then she should be helped in other ways 1 
give her baby good nutrition and protection against disease. 

0 The best food for a baby who, for whatever reason, cannot be 
breastfed, is milk squeezed from the mother's breast It should be given 
in a cup that has been very well cleaned. Cups are safer than bottles and 
teats because they are easier to keep clean. 

0 'The best food for any baby whose own mother's milk is not available 
is the breastrnilk of another mother. 

0 If non-human milk has to be used, it should be given from a clean cul 
rather than a bottle. Milk-powder solutions should be prepared using 
water that has been boiled and then cooled. 

0 Cow's milk, infant formula, or milk-powder solutions can cause poor 
growth if too much water is added in order to make them go further. 

0 Cow's milk and &-powder solutions go bad if left to stand at room 
temperature for a few hours. BreashTlilk can be stored for at least eight 
hours at room temperature without going bad. 

0 In low-income communities, the cost of cow's milk or powdered milk 
plus bottles, teats, and the fuel for boiling water, can be as much as 255C 
of a family's income. 

A variety of additional foods i s  necessary wlten a child is about si 
months old, but breastfeeding should continue well into the secon 
year of a child's life and for  longer if possible. 

0 Although children need additional foods after about the first six monl 
of life, breastrnilk is still an important source of energy and protein, and 
other nutrients such as vitamin 4 and helps to protect against disease 
during the child's second year of life. 



0 A mother can continue to breastfeed her child for as long as she 
wishes, but it is best for her own and her children's health if she avoids 
becoming pregnant again until her youngest child has reached the age of . 
two years. Most methods of avoiding pregnancy - including condoms, 
IUDs, and voluntary sterilization - do not affect breastfeeding. 'Minipills' 
and injectable contraceptives also have no effect on breastmilk providing ; 
that they contain no oestrogen. But conventional contraceptive pills can . 
reduce the amount of breastmilk. I 

0 Babies get ill frequently as they learn to crawl, walk, and play. A child 
who is ill needs breastmilk. It provides a nutritious, easily digestible food ; 
when the child loses appetite for other foods. 

0 Between the ages of one and two, a baby benefits from breastmilk as 
well as needing family foods. Breastfeeding is good for the child as part 
of a meal, or between meals, or whenever the child feels hungry. But at 
this time, all children need other foods. In the second year of life, 
breasdeeding should be an addition to, not a substitute for, normal meals. 

0 Breastfeeding also comforts a child when he or she is frightened, hurt, 
angry, or tearful. 

Breastfeeding gives a mother 98% protection against pregnancy , 
for six months after giving birth -if her baby breastfeeds I 
frequently, day and night, ifthe baby is not regularly given other i 
food and drink, and if the mother's periods have not returned. 

0 It is now known that the sucking of the baby on the mother's breast 
causes a delay in the return of the mother's fertility. For some women, 
breastfeeding delays the rehun of menstrual periods for up to 12 months- 
or even longer. For other mothers, menstrual periods return only three 
or four months after giving birth. I 

0 How often the baby sucks at the mother's breast is the most important 
fact in deciding how long it will be before the mother's periods return. , 

Ha baby sucks very frequently at the breast (whenever the baby wants to, 
including at night) then the rehun of the mother's periods will be delayed 
for much longer. But if breastfeeding is restricted to a regular routine, 
then the mother's periods wiU return much more quickly. Or ifa mother 
gives other food or drink to a baby who is less than six months old, then 
the baby may suck less often at the breast and the mother's periods are 
likely to return much sooner. 

0 The return of menstrual periods lets the mother know that she can 
become pregnant again. i 
0 It is possible for a mother to become pregnant again before her 
monthly period returns. This becomes more likely when six months have 1 

I 
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passed since the birth of the baby. A woman who wants to be protected 
against another pregnancy should choose another method of family 
planning if any of the following apply 

0 her baby has reached the age of six months 

0 her monthly periods have returned 

0 the baby is starting to take other food and drink in addition to 
breastmilk. 

0 Whether or not a mother intends to breastfeed a newborn child, 
parents should be provided with advice on family planning at the 
maternity unit or hospital where their child has been born. If the child is 
born at home, trained b i i  attendants can also give advice on hmily 
planning. 



1 Children from birth to the age of three years 
should be weighed every month. If there is 
no weight gain for two months, something 
is wrong. 

I 

2 Breastmilk alone is the best possible food for 
about the first six months of a child's life. 

6 All children need foods rich in vitamin A- 
breastrnilk, green leafy vegetables, and 
orange-coloured fruits and vegetables. 

7 After an illness, a child needs one extra meal 
every day for at least a week. 

3 By the age of about six months, the child 
needs other foods in addition to breastrnilk. 

I 

4 A child under three years of age needs food 
five or six times a day. 

5 A child under three years of age needs a small 
amount of extra fat or oil added to the family's 
ordinary food. 
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i Clrildrcn from birtlr to the age of' three years should be weighed 
every month. If there is no weight gain for two months, something 
is wroeg. 

I 0 i?rgular n~ondlly weight gain is the most important sign of a child's 
overall health and development. It is the child's own weight gain which is / hiportant, not how the child compares in weight to other children. 

/ 0 It is therefore important to weigh young children every month. Ifa 
child does not gain weight over a two-month period, then parents and I health workers should act The child is being held back either by illness, , 
or poor food, or lack of attention. The following paragraphs cover the 
most likely causes of poor growth, and the most important actions 
parents can take to keep a child growing well. 

I 0 Breastfeeding helps protect a baby from common illnesses and ensure 
its growth for the first few months of life. A full course of immunizations in 
the first year of life is also essential - it protects against diseases which 

I cause undernutrition. 1 
/ 0 \Vhen additional foods are given, the risk of infection increases. From ' 

I now on, it is specially important to check that the child is putting on 
weight regularly from one month to the next. Ifa child under the age of 
three is not gaining weight, and if the child has good food, these are the 
10 most important questions to ask: 
0 is the child eating h-ecluently enough? (a child should eat five or six 
times a day) 

I (1 do the child's meals have too little energy in them? (small amounts of 

( oil or fats should be added) 

/ is d,e rliild kequenuyy ill? (needs medical attention) 

I (3 has the child been refusing to eat when ill? (needs tempting to eat 
when ill and extra meals to catch up afterwards) 

0 is the child getting enough vitamin A? (needs dark green vegetables 
every day) 

0 is the child being bottle-fed? (bottle and water may not be clean, 
sugary drinks may be being used instead of milk) 

0 are food and water being kept clean? (if not, child will often be ill) 

0 are faeces being put into a latrine or buried? (if not, child will often 
be ill) 

0 does the child have worms? (needs deworming medicine from heall 
centre) 

0 is the child alone too much? (needs more stimulation and attention) 

Recording the child's weight with a dot on the child's 'growth chart' an( 
joining up the dots after each monthly weighing gives a line which 
enables a mother to see her child's growth. An upward line means the 
child is doing well. A flat line is a cause for concern. A downward line is 
sure sign that all is not well with the child. A child who is given only 
breastmitk will almost always grow well in the lirst few months of life. 
Seeiig this good progress on a growth chart helps give the mother 
confidence. 

Breastmilk alone is the best possible food for about the first  six 
o~onths of a clrild's lift!. 

0 From the moment of birth up to the age of about six months, 
breastmilk is all the food and drink a baby needs to grow well. In these 
early months, when a baby is most at risk, breastmilk helps to protect 
against diarrhoea and other common infections. 

0 Breastmilk is the best food a cluld will ever have. If possible, 
breastfeeding should continue well into the second year of life and for 
longer if possible. 

n y  tlre age ot'about six moatlrs, t h c  cltiltl actcr1.s othc~r foods in 
t~tltiitiolr to breastnulk. 

0 At h e  age of about six months, most infants need other foods in 
addition to breastmilk. Before the age of six months, an i h t  who is n 
gaining enough weight may need more frequent breastfeedig. 
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Appendix H 

MOH Protocol for Case Management of Diarrhea 
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PLAN B 
PARA TRATAR DESHIDRATACION 

POR VIA ORAL 

CANTLDAD APROXIMADA DE SUERO ORAL 
PARA LAS PRIMERAS 4 HORAS S1 CONOCE EL PESO 
(50 - 100ml/l(g) TANTO PARA Nlti0S C W O  PARA Admnlslrar Laclo 

ADULTOS 

Se ccrlcula mull~pl~cando el peso en kg p r  M-la)  ml segun 
intens~dad de deshldralacldn Lm casm mAs deshdralados sln 

s h x k  pueden reclblr hasla 150 mVkg 

(usualmente en 2.3 hcfas). 

. @value al paoenle para 
A. B o repell! Ran C 

500 - IWO 

I5 750 - 1500 60 3000- 60W Use este cuadro para 
a no con- el peso: evaluar pacientes con: 

Dar suero wal mnrinuemenle con vaso o wchara 
hasla que e l  paciente M desee mas. 20.30 mlfighora hasla Iota1 do 120 mlLg Diarrea liquida 

EvalJe al padante conanuarnenle 
St mueslra senales de recuperacldn r Conlinue tl tralamenlo 

OBSERVAR AL PACIENTE CONTINUAMENTE SI vomlla, o pesenta ddstanodn 
abdomnal. dale 5-20 rri/kg/ha'd 

DURANTE LA REHIDRATACION Y AYUDAR - SI no m l w a  despr6s da 2 hordr, ellre. 
nele a adm~nlst~ar el suuro duranle el 

AL FAMILIAR A DAR EL SUERO ORAL 

OESPUES DE CADA 4 tMRnS, EVALUAR AL PACIEKIE 

USANOO CUADRO DE EVALUACION. LUECO SELECClONAR 

PLAN PARA CONTINUAR TRITAMlEh'TO 

. St no hay sylnos de dg;nldralaclbn w a r  Plan A 

5 mnllnua a l gum deshldrprrkln,  rep~ia Plan B por 
2 horas y reevalua aI pacmnle 
SI a m b ~ b  A d*sh ldra lac lh  con shock, carnb~e a 
P1*11 C 

S1 LA MADRE 0 FAMILLAR DEBE IRSE ANTES DE 

COWLRAR TRATAMENro 

1 . SI dtspubs de 2 horas el paoenle esla rec~blendo men 
I el sueto wal, no esld vomllando. y nluuslra senales ae 

recupetaudn, lnd~que a1 lamll~ac cnmo conllnuar el 

lralamlenlo en 04 hognr (Plan A) 

ORGANIZACION PANAMERIcANA DE LA SALUD 

O R G A N ~ ~ A C I O N  MUNDIAL DE LA SALUD 

I P r o g r a m a  amplrado c o n t r o l  de enfermedades 
diarre~cas 1 co le ra  

/ Minislerio de  Salud Publics, H o n d u r a s  
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Appendix I 

Key Messages on Case Management of Diarrhea 
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1 Diarrhoea can kill children by draining too 
much liquid from the body. So it is essential 
to give a child with diarrhoea plenty of liquids 
to drink. 

2 A child with diarrhoea needs food. 

6 Medicines other than ORS should not be used 
for diarrhoea, except on medical advice. 

7 Diarrhoea can be prevented by breastfeeding, 
by immunizing all children against measles, 
by using latrines, by keeping food and water 
clean, and by washing hands before touching 
food. 

4 A child who is recovering fi-om diarrhoea 
needs an extra meal every day for at least two : 
weeks. 

5 Trained help is needed if diarrhoea is more 
serious than usual, if it persists for more than i 
two weeks, or if there is blood in the stool. j I 
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I Diarrhoea can kill children by draining too much liquid from the 
body. So it  is esseritial to give a child with diarrhoea plenty of 
liquids to drink. 

0 Dim-hoea is dangerous. Roughly one in every two hundred children 
who get diarrhoea will die from it. 

0 Most often, diarrhoea kills by dehydration. This means that too much 
liquid has been drained out of the child's body. So as soon as diarrhoea 
starts, it is essential to give the child extra drinks to replace the liquid 
being lost 

I 0 Suitable drinks to prevent a child from losing too much liquid during 
I diarrhoea are: 

(1 breasbnilk 

1 ~ m e l s  (mixtures of cooked cereals and water) 

) soups 

'1 rice water 

fresh fruit juices 

' 3  weak teas 

'3 green coconut water 

0 water from the cleanest possible source (iipossible, brought to the boil 
and then cooled) I 
) oral rehydration salts solution. 

0 In almost all countries, special drinks for children with diarrhoea are I 
available in phamlacies, shops, or health centres. Usually, these come in ' 

the form of packets of oral rehydration salts (0%) to be mixed with the : 

recommended amount of clean water (see box). Although ORS is i 
especially made for the treatment of dehydration, i t  can also be used to i 

Do not add ORS to liquids such as milk, soup, h i t  juice or soft drinks. 

0 If ORS is not available, dehydration can be treated by giving thechild 
drink made from four level teaspoons of sugar and half a level teaspoon I 

salt dissolved in one litre of clean water. 

This is less salt and less sugar than reconunended in the first edition 
of Factsfor Life. In practice, too much salt and sugar have sometimes 
been used because spoon sizes differ ant1 because parents 
sometimes add more salt and sugar in the belief that this will make 
the treatment more effective. But too much sugar can make the 
diarrhoea worse and too much salt can be harmful to the child. 
Therefore a more dilute for~nula is now recommended. If the 
mixture is made a little too dilute, no harm can be done, and there is 
very little loss of effectiveness. 

0 To replace the liquid being lost from the child's body, one of these 
drinks should be given to the child every time a watery stool is passed: 

between a quarter and a half of a large cup for a child under the age 
of two 

(3 between a half a ~ d  a whole large a lp  for older children. 

0 The drink should be given directly from a cup or by a teaspoon - not 
from a feeding bottle. Lf the child vomits, wait for 10 minutes and then 
begin again, giving the tlrirlk to the child slowly, small sips at a time. 

0 Extra liquids should be given until the diarrhoea has stopped. This \ 
usually take between three and five days. 

ORS - a special drink 
A special drink for diarrhoea car1 be rnatie by using a packet of oral 
rehydration salts (ORS). This drink is used by doctors and health 
workers to treat dehydrated children. But it can also be used in the 
home to prevent dehydration. 

I~issolve the contents of the ~)ncke! in the amount ofwaler 
indicated on the packet. Lf you use too little water, the drink could 
make the diarrhoea worse. If you use too much water, the drink will 
be less effective. 
'1 Stir well, and give to die child to drink in a cup or feed with a spoon / prevent dehydration. I 

I 

1 - - - - _ - _ - . .  . -- - - - - 



I A child with diarrhoea needs food. ! 

0 It is often said that a child with diarrhoea should not be given any food ' 

or drink while the diarrhoea lasts. This advice is wrong. Food can help to 
stop the diarrhoea Also, diarrhoea can lead to serious malnutrition un- 

after the illness. 

I 
less parents make a special effort to keep feeding the child during and I 

1 
0 A child with diarrhoea usually has less appetite, so feeding may be 
difficult at first But the child should be tempted to eat - as frequently as 
possible - by offering small amounts of his or her favourite foods. 

0 After the age of about six months, all children need extra food in 
addition to breastmilk. They should be given soft well-mashed mixes of 
cereal and beans, or cereal and wellcooked meat or fish. Add one or two 
teaspoonfuls of oil to cereal and vegetable mixes ifpossible. Also good for 
the child are yoglliirt and fruits. Foods should be freshly prepared and 
given to the child five or six times a day. This diet should be continued if 
the child has diarrhoea 

Wen a breastfed child has diarrhoea, it is important to continue 
breastfeeding. 

0 Mothers are sometinles advised to give less breastmilk if a child has 
diarrhoea ?his is wrong advice. Breastfeeding should continue - and if 
possible d ~ e  child should be fed more often. 

0 If the child is being fed on milk-powder solutions or cow's milk, then 
feeding should continue as usual. 

A child who is recovering from diarrhoea needs an extra meal 
every day for at least two weeks. 1 I 
0 Extra leetling after the diarrhoea stops is vital for a full recovery. At 
this time, the child has more appetite and can eat an extra meal a day for 

from diarrhoea until he or she is at least the same weight as when the 

I at least a week. ?his will help the child to catch up on the food lost' while : 
the child was ill and the appetite was low. Achild is not fully recovered 

' 

illness began. 

; 0 Breastfeeding more frequently than usual also helps to speed up 
I recovery. 

Trained help is needed if diarrhoea is more serious than usual, 1 

I it persists for more than two weeks, or if there is blood in the stc 

0 Parents should seek help £ram a health worker without delay if the 
child: 

0 hasafever 

0 is extremely thirsty I 0 will not eat or drink normally 

0 vomits frequently 
0 passes several watery stools in one or two hours 

0 passes blood in the stool (a sign of dysentery) 

0 if the diarrhoea persists for more than two weeks. 

0 If a child has any of these signs, qualified m e d i d  help is needed 
quickly. The doctor or health worker will give the child a drink made H 
special oral rrhydration salts (see bar). In the meantime, keep trying to 
make the child drink liquids. 

Medicines other than ORS should not be used for diarrhoea, 
except on medical advice. 

0 Most medicines for diarrhoea are either useless or harmh~l. The 
diarrhoea will usually cure itself in a few days. The real danger is usual1 
not the diarrhoea but malnutrition and the loss of liquids from the child 
body. 

0 Do not give a child tablets or  other medicines for diarrhoea unless 
these have been prescribed by a trained health worker. 

0 Antibiotics should be given - after seeking medical advice - if a child 
diarrhoea with blood in the stool. Other drugs should not be used. 
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Diarrhoea can be prevented by breastfeeding, by immunizing all 
children against measles, by using latrines, by keeping food and ; 

water clean, and by washing hands before touching food. I 
0 Diarrhoea is caused by germs from faeces entering the mouth. These I 

I germs can be spread in water, in food, on hands, on eating and drinking , 
utensils, by flies, and by dirt under fingernails. To prevent diarrhoea, the i 
gems must be stopped from entering the chid's mouth. 

0 Poverty and lack of basic serrices such as clean drinking water mean 
that many families find it diflicult to prevent diarrhoea But the most 
effective ways are to: 

0 give breastmilk alone for about the first six months of a baby's life ! 
(breashnilk helps to protect babies against diarrhoea and other illnesses) ' 

0 at the age of about six months, introduce clean, nutritious, well-mashed; 
semi-solid foods and continue to breastfeed 

0 if a milk-powder solution or cow's milk has to be used, give it to the child 
from a cup rather than a bottle , 

0 use the cleanest water available for drinking (water from wens, springs 
or rivers should be brought to the boil and cooled before use) I 

1 , 
0 always use latrines to dispose of faeces, and be sure to put children's 
faeces in a latrine immediately(or bury them). (Children's faeces are even 
more dangerous to health than those of adults) I 
0 wash hands with soap and water immediately after using the latrine 
and before preparing or eating food 

0 cover food and drinking water to protect it from germs 1 
0 ifpossible, food should be thoroughly cooked, and prepared just befor 
eating. It should not be left standing, or it will collect germs 4 
0 bury or burn all refuse to stop flies spreading disease. 

0 Measles 6-equently results in serious diarrhoea. Immunization against 
measles therefore also protects a child against this cause of diarrhoea 
There is no vaccine to prevent ordinary diarrhoea 
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1 Illnesses can be prevented by washing 
hands with soap and water after contact 
with faeces and before handling food. 

2 Illnesses can be prevented by using latrines. 

3 Illnesses can be prevented by using clean 
water. 

6 Illnesses can be prevented by keeping food 
clean. 

7 Illnesses can be prevented by burning or 
burying household refuse. 

4 Illnesses can be prevented by boiling 
drinking water if it is not from a safe piped 
supply. 

5 Raw food is often dangerous. It should be 
washed or cooked. Cooked food should be I 

eaten straight away - not left to stand. 
Warmed-up food should be thoroughly 
reheated. 
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Appendix J 
Community Women's Monthly Meeting Reminder 
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Appendix K 

Generic Project Training Report Form 
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Date: 

GENERIC PROJECT TRAINING REPORT FORM 
ADRAICESAMO CHILD SURVIVAL PROJECT 

TEGUCIGALPA, HONDURAS 

Venue: 

1. Type of training heldlfor whom 

2. Number of health workers trained 

3. Number of hours of training on (fill as applicable) 
EPI 
CMD 
NutritionIGM 
SMFP 
ALRJ 
Vit. A 
Supervisionitraining skills/HIS 

Total # of hours 

4. Names and qualifications of trainers 

5. Average score of post-test evaluation 

Average score of pretest evaluation 

Total score percentage difference 

6.  Number of field trips made, if any 
Sitels 

7. Total budget used in US $ 

8. Typels of resource materials used 

9. Reported by: 

Job title: 
Date: 

ADRAIHonduras CS XI Detailed lmplementation Plan -April 1996 
90 



Appendix L 

Modified Home Care Advice Box for ALRI 
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I 

MODIFIED HOME CARE ADVICE BOX 

(See Appendix E for Spanish version of Home Care recommendations.) 

Modified Home Care Box 

If your child has a: Cough 
Runny Nose 
Teary Eyes 

He/She probably has a COLD 

Care for himther at home with: 
Herb Tea 
Steam vapors with herb 
Keep the nose dean 

If you child has: Fever 
Cough 
Runny Nose 
Rapid Breathing 
Loss of Appetit 

He may have PNEUMONIA or ASTHMA 

Care for the child: 

* 
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DANGEROUS BELIEFS 
Never put oil with gas on childs 
chest 
Never give Vick's orally 
Never give animal grease orally 
to rid child of phlegm 

ALL OF TfIESE PRACTICES 
WILL MAKE THE CHILD 

WORSE 

Do Not Self-Medicate 
Using old medication only wastes 
time while the child gets sicker 

Finish aU prescriptions that the 
doctor recommends 

Go to the Health Center or Hospital 
A 

If you child has: Loss of Appetit 
Rapid Breathing 
Chest In-drawing 
Wheezing 
Sleepy 
Fever 
Purple Lips or 
Nails 
Drowning 

He probably has PNEUMONIA 

Do Not Self-Medicate 
Using old medication only wastes 
time while the child gets sicker 

Finish all prescriptions that the 
doctor recommends 

Go to the Health center or Hospital 



Appendix M 

Glossary of ALRI Related Local Terms 
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GLOSSARY OF ARI RELATED SIGNS AND SYMPTOMS 
(List wed for matching illness to signs and symptoms game during FES interviews) 

R SIGNS AND SYMPTOMS 1 
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SPANISH 
Fiebre/ Calenture 

Ojos Rops 
Ops Mojados/LLorosos 

Tos 

ENGLISH 
Fever 

Pink Eye 
Teary Eyes 

Cough 
Escalofn'o 

Nariz Tapada/Mocos 
Mal/dolor de Cabeza 

Cansancio 
Respiracicin Ripida/Agitado 

Pkrdida del Apetito 
Dolor de Oido 

Gir-gir 
Sibilancia/Estridor 

Tiraje 

Chills 
Blocked or Runny Nose 

Head Ache 
Tired/Finst breathing 

Fast Breathing 
Lose of appetite 

Ear Ache 
Wheezing 

Wheezing/Stridor 
Chest indrawing 

Se le mete/hunde las costillas 
Hemor en el Pecho 

Ataques/Convulsiones 
Pie1 PAlida 

Labios y Uiias Morados/Cianos3 
Tos Seca 

Tos de P m  
Gargajo/Flema 
Aleteo Nasal 

Oido Reventada 
Labios Secos 

Desganado/D6bil/Decaido 
Se Pone Triste 
Pecho de Gato 

Chest indrawing 
Wheezing 

Convulsions 
Pale 

Purple Lips and Nails/Cyanosis 
Dry Cough 

Deep Whooping Cough 
Flem 

Flaring Nose 
Fluid in the Ear 

Dry Lips 
I(mdown 

Sad/Enesgyless 
Wheezing 

Uo~oncito/Imtable 
Ma1 de Pecho 

Mocp~era 
Somnolencia 

Se ahoga 
V6mitos 

Desesperado 
Ronquera/Mal de Garganta 

Respiraci6n Ruidosa 

Chest Cold 
Runnyrose 

Sleepy 
Drowning/ARI 

Vomiting 
Desperate/ARI 

Sore Throat 
Dyspnea/ Wheezing 



Appendix N 

Key ALRI Messages for Mothers 
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1 If a child with a cough is breathing much 
more rapidly than normal, then the child is , 

at risk. It is essential to get the child to a 
clinic quickly. 4 

2 Families can help prevent pneumonia by 
making sure that babies are breastfed for at 
least the first six months of life and that all 
children are well nourished and fully 
immunized. 

4 A child with a cough or cold should be kept 
warm but not hot, and should breathe clean, 
non-smoky air. 

A child with a cough or cold should be helped 
to eat and to drink plenty of licluids. 

I 

I 

I 
I 
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Children who are not being breastfed should be coaxed into eating 
frequent small amounts. Periods of 'starvation' caused by illness and lost 
appetite are a major reason for poor growth. When the illness is over, a 
child should be fed an extm meal each day for a week. Recovery is not 
complete until the child is at least the same weight as when the illness 
began. 

0 Give plenty of fluids 

All children with coughs and colds need to drink plenty of liquids. 

A child with a cough or cold should be kept warm but not hot, and ! 

should breathe clean, non-smoky air. 

0 Keep warm not hot 

Babies and very young children lose their heat easily, so it is important to , 

keep them covered and warm, but not too hot or too tightly wrapped. 

Fever is not always a sign of severe illness. But if a child has a fever, 
I 

paracetamol (or other temperature-reducing medicine) can be given. j 
0 Help in breathing I 
Achild's nose should be frequently cleared, especially before 
breastfeeding or when being put to sleep. A moist atmosphere can help 
to ease breathing. It can also help if the child inhales water vapour from a 
bowl of hot but riot boiling water. 

The air in the child's room should be kept fresh by opening a door or 
window hvo or three times a day. But a child with a cough or cold should 
be kept away from draughts. 

0 Clean air 1 
Children who live and sleep in smoky surroundings, either because of 
cooking fires or tobacco smoking, are more likely to get pneumonia. 
Tobacco smoke in the air that a child breathes can cause long-term 
damage to the child's health. 

Spitting and sneezing by other people close to children also increases the 
risk. People with coughs and colds should be kept away from young 
babies. 

I 

I 
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Appendix 0 

CESAMOIMOH Support Letters for CS XI Project 
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Junta Pro-Mejoramiento Comunal Colonia Flor del Campo 
Fundada d 5 de  Diciernbre de 1979 

-No : . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Afiliada FEDPTEN;H - CGT - CCT - C U T  - 

Personeria Juridica No 57 
Cumayagiiela, D. C., ;C-Ionduras. C .  A 

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

T e g u c i g d p a  L:.3 .C! , 
7 de Dicienbre  2.e 1995 

Licencizdo 
ITels on Tab z r e s  
D i r e c t o r  2 royec to  k33A 

1,by D i s  t in@ do ami,o : 

E l  pa t rona to  de l a  c o l o n i z  F l o r  & e l  C a p o ,  l e  p a t e n t i z a  a un afec-  

tiroso s a l a d 0  d e s e a d o l e  Q x i t o s  en las l z b o r z s  que ~ ~ ~ a m e n t e  de- 

s empeiia, 

Nues trs! n o t a  l l e v a  p a a  us t e d  como 1ns tikircio'n e l  m6.s c i nce ro  agra-  

d e c i n i e n t o  y  lzs bendic iones  d e l  todopoderoso por  e l  b e n e f i c i o ,  Que 
ha r e c i b i d o  es  ta comxi.dzd e n  e l  p royec to  s-:;pervivencia infantil. 

y a1 n i s m o  tiempo s o l i c i  t a l e  que nos &en o p o r t a i d a d  a que e s  t e  
con t inue ,  para b i e n  de a q u e l l o s  que t m t o  l o  n s c e s i t m ,  

ITosotros con0 p a t r o n a t o  s e  l o  szpl icamos o f r3c i endo le s  a c m b i o  nues- 

t r o  apoyo inconci ic ionsl  a z s t e d e s  y a todos 10s organisnos  que i n t e -  
garnos  e l  c o a i t e  2e Znergencia.  

Atentznell te  

--UaQ 

n D o n i l a  C 
=2s i2en ta  
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Appendix P 

Key Messages on Maternal and Newborn Care/EPI 
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1 
I 

The risks of childbirth can be drastically 
reduced by going to the nearest health 
worker for regular check-ups during 
pregnancy. 

1 2 A trained person should assist at every birth. 
i 
i 
! 

I 

6 Girls who are healthy and well fed d i~ring their 
own childhood and teenage years have fewer 
problems in pregnancy and childbirth. 

7 If a woman who is pregnant smokes, or takes 
alcohol or drugs, her child may be damaged in 
the womb. 

3 To reduce the dangers of pregnancy and 
childbirth, all families should know the 
warning signs. 

! 
All woman need more food during pregnancy. 

1 ! 4 All pregnant women need more rest. 
i 
I 

5 Spacing pregnancies at least two years apart, 
and avoiding pregnancies below the age of 18 
or above the age of 35, drastically reduces the 
dangers of child-bearing. 
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Tlic risks of cl~ildbirth call be drastically reduced by going to the 
ne:irest 1ic;ilth worker for regular check-ups during pregnancy. 

0 how to keep the birth clean and reduce the risk of infection 

0 how to cut the cord cleanly and safely 

0 what to do if the baby is being born in the wrong position 

0 what to do if too much blood i s  being lost 

0 what to do if the baby does not begin breahng straight away 

0 how to help the mother to start breastfeeding immediately after the 
birth 

0 how to dry and keep the baby warn1 after delively 

0 how to help the mother prevent or postpone another birth. 

0 If serious problems arise during childbirth, a trained birth attendant 
will know when medical help is needed and how to get it 

0 Many of the dangers of pregnancy and childbirth can be avoided if 
the mother-to-be goes to a health centre as soon as she believes she is 
pregnant A health worker will help ensure a safe b i i  and a healthy 
baby by: 

0 checking the progress of the pregnancy so that if problems are likely 
the woman can be moved to a hospital for the b i i  
0 checking for high blood pressure, wlich is a danger to both mother 
and child 

0 giving tablets to prevent anaemia ('dlin blood') 

0 giving the two injections which will protect the mother and her 
newborn baby against tetanus 

(3 checking that the baby is growing properly 

'3 giving anti-malarial tablets where necessary 

0 preparing the mother for the experience of childbirth and giving 
advice on breastfeeding and care of the newborn 

0 advising on where to go or how to get help if problems arise during 
chiidbirth 

0 advising on ways of delaying the next pregnancy. 

2 
11 !r;iinrtl person slloirl(1 assist at every birth. 

0 With any pregnancy, it is inlportant to ask the advice of a health 
worker about where the baby should be born and who should attend the 
birth. Ifa family knows that a birth is Likely to be diBicult or risky, it  may 
be possible to have the baby in a hospital or maternity clinic. Or it may be 
possible to move, temporarily, closer to a clinic or hospital so that the 
mother is within reach of medical help. 

0 So it is impottant for pregnant women, their husbands, and other 
hrnily members to know the signs which indicate that extra care, and 
regular visits to a health worker, are needed. 

Warning signs before pregnancy begins: 

0 an interval of less than two years since the last birth 

0 mother-bbe is less than 18 o r  more than 35 years old 

0 mother-to-be has had four or  more previous children 

0 mother-tube has had a previous baby weighing less than 2 kilograms 
at birth 

0 mother-to-be has had a previous difficult or Caesarian birth 

0 mother-to-be has had a previous premature birth 

0 mother-to-be has had a previous miscarriage, abortion or stillbirth 

1 0 A trained birth attendant will know 0 mother-to-be weighs less than 38 kilogmns before prebqlancy 

0 when labour has gone on for too long (more than 12 hours) and a 
move to hospital is necessary 

0 mother-to-be is less than 145 crn in height 



Warning signs developing during pregnancy: 

0 failure to gain weight (at least 6 kilos should be gained in pregnancy) 

0 paleness of inside eyelids (should be red or pink) 

0 unusual swelling of legs, arms, or face. 

Four signs which mean get help immediately 

0 bleeding from the vagina during pregnancy 

0 severe headaches (sign of high blood pressure) 

0 severe vomiting 

0 high fever. 

0 Dangerous problems can arise during the process of giving birth. In 
at least half of all cases, there are no warning signs in pregnancy. 
'Therefore all couples should know - in advance - where the nearest 
hospital or maternity unit is to be found and how to get there. In case , 
problenls arise during labour, the father-tebe should make advance ' 

anmgements for moving the mother-tebe to the nearest hospital or 
maternity unit. In particular, transport should be arranged in case it is 
needed. 

0 rile husband and family of a pregnant woman should ensure that she 
has a variety of extra foods every day -starting as soon as pregnancy is 
confirmed. She should also have more rest than usual during the daytime, 
especially in the three months before the birth. 

0 A pregnant woman needs a variety of the best foods available to the 
family: nlilk, fruit, vegetables, meat. fish, eggs, pulses, and grains. There is 
no reason to avoid any of these foods during pregnancy. 

0 If possible, a woman should be weighed as soon as she knows that she/ 
is pregnant It is important to gain weight every month during pregnancy, i 
and to try to gain a total of 810 kilos before the baby is born. 1 

0 One of the most effective ways of reducing the dangers of pregnanc 
and childbirth - for both mother and child - is to plan the timing of birth 
'Ihe risks of child-bearing are greatest when the mother-to-be is under 
or over 35, or has had four or more previous pregnancies, or when the1 
is a gap of less than two years since the last bi. 

0 Avoiding births by having an unsafe abortion can be very dangerou 
Illegal abortions carried out by untrained persons kill between 100,00( 
and 200.000 women every year. 

Girls who are healthy alltl well f'ed doring tltcir o ~ n ~  cl~iltlllood iir 
tCCllil#! YCilrS I l i l ~ C  fk\Vtlr ~ ) I W ~ ) ~ ( ~ I I I S  i l l  ~ ~ l ~ ~ ~ f i I l i L l l ~ ~ ~  i l l l (I  (~~li~(t l ) i r t  11. 

0 Safe and successful childbearing depends most of all on the health i 
readiness of the mother-to-be. So special attention should be paid to tht 
health, feeding, and education of adolescent giris. The first pregnancy 
should wait until at least the age of 18. 

0 A pregnant woman can damage her unborn child by smoking tobac 
drinking alcohol, and using narcotic drugs. It is particularly important r 
to take medicines during pregnancy unless they are absolutely necess 
and prescribed by a trained health worker. 
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- - - - . -- .- - - 1 1 - - - ( kmunization scl~rdule for infants* 1 
DISEASE TO BE IMMUNIZED AGNNST 

I , 
I 

I 
1 

Tuberculosis (and polio in some countries) Birth 
- - - .- -- 

Gweeks 
- 

10 weeks 

14 weeks 

Diphtheria, whooping cough, tetanus, polio 

I 1 9 r n o n G  

Diphtheria, whooping cough, tetanus, polio 
.- - - --- -- 

Diphtheria, whooping cough, tetanus, polio 

Measles (12-15 months in industrialized countries 
and polio in some counhies) 

I 'Nationel imm~mhation schedules mqy diaer d @ d y h  oounhy to m h y .  

.~ .~ .- -- I 

O One of the main reasons why parents do not bring their cltilclren for 
i~nnlunization is that the child has a fever, a cough, a cold, clia-rhoea, or 
sonie other mild illness on the day the child is to be in~munized. Even if 
tlle child with a case of nlilcl iltness or malnuhition is brought for 
i~n~nuniz;~tio~l. liealtli workers may aclvise against giving the injections. 
'lliis is wrong aclvice. I t  is now known that it is safe to imniunize a chiltl 
who is sr~lferillg from a niinor illness or ~nalnutritiori. I 
0 Aftrr all injection the child may ciy, develop a fever, a rash, or a small 
sore. As with any illness. a child should be given plenty of food and 
liquids. Breastfeeding is especially helpful. If the problern seems serious 
or. lasts Illore tl1:ui three clays, the child slioi~ld I)? take11 lo a Iiealtl~ centre. 

0 In many 11.x-t~ of the world, mothers give birth in unhygienic 
corltlitions. 'lhis puts boUi uiotlier and child al risk fro~n tetanus, a major 
Iiillcr of tlie ncwl~onl. Ii the motllei. is 11ot iinmunized :~g:inst tetaius. 
t l lc~r l  one bill~y il l  eLrcly 1(X) uill (lie fi-n~n the cliseasc. 

1 l'c.t;ulr~s Kcrills gi ow in tlir~y cuts 'lliis can 1inl)pt~n. for cx;unl)le, if an 
t~liclca~l Ic~iilc. is usetl to cut tile uml~ilicnl c.o~-tl 01- i f  ;uiylliirlg unc.lc:tn is 
1)ut on lllc s1111np ol'tlle corcl. (Aiytlling usecl to c ~ r t  the cord shoultl firs1 
I)(, cli.iunc~tl ;illtl tllcli 1)oilcd or Iientetl iri a fl:uiir :uitl allowetl to cool.) 

Lf the tetanus genns enter the mother's body, and if she is not irnrnuni; 
against tetanus, then her liie will also be al risk. 

0 AU women of child-bearing age should be irtununizetl against tetan 
All women who become pregnant should check to make sure they ha\ 
been immunized against tetanus. In this way, both mothers and their 
new-bun1 babies will be protected. 

0 If a woni:tn is not zdreacly imrnunizetl. a fils1 close of telan~~svaccinf 
should be given as soon a s  slie becomes pregnant. The second dose c 
be given four weeks after the first This secontl close shot~ld be given 
befire Ihc lasl two weclts of die pregnancy. 

A third dose should be given 6 to 12 months after the second dose. or 
during the next pregnancy. 

These three tetanus vaccinations protect tile inother, and her newbori 
baby, for five years. All infarlts should b? inlmt~nizecl against tetnnus 
during the fir-st yeas ol liie. 

0 If a girl or a woman has been v:~cci~iarcd five tirlies ;~gairist letiuit~s. 
then she is protected against the disease throughout her yews of 
child-bearing. Any childreri she  may Uleri have will also be protectetl k 
the h t  few weeks of life. 
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CESAMONOH Maternal Card 
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7ROYE.CfO SOBREVlVENClA INFANTIL 'kll 
ADRA 

CONTROL PRENATAL 
NOM~RE. F E W  DE NACIMIENTO: 
DIRECCION: 
ESTAOO CIVIL: 

. CONTROL PRENATAL 

1 2 

CRlTERlOS DE RIESGO REMISION POR SER EMBARAZO DE RIES 
b 

! - .  . 

11 - ANEMIA 

12.- DOLORES DE CABEZA 

13 -VISION BORROSA 1 . -  
14. -  SUMBIDO DE OlDOS 

15 - DlSMlNUClON 0 AUSENCIA 
DE MOVlMlENTOS FETALES 

ADRAtHonduras CS XI Detailed Implementation Plan - April 1996 
113 



MUJERES EN EDAD FERTIL 
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NOMBRE 

REMlTlOA FOR: CITOLOGIA . TOXOIOE. PLANlFlCAClON FAMILIAR 

EDAD 

I 1 I 1 I 

METOOO 
ANTICONC 

TOXOlDETETANlCO DOSlS 
lera. ( 2da. I 3era. ( 4ta. ( 5ta 

REMlTlOA 



Appendix R 

Key Messages on Family Planning 
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1 Becoming pregnant before the age of 18, or 
after the age of 35, increases the health risks 
for both mother and child. 

There are many safe and acceptable ways 
of avoiding pregnancy. Farnily planning 
services can give couples the knowledge 
and the means to plan when to begin having 
children, how far apart to have them, and 
when to stop. 2 The risk of death for young children is 

increased by up to about 50% if the space 
between births is less than two years. 

ADRMHonduras CS XI Detailed lrnpleinentation Plan - April 1996 116 



Beconlirlg pregnant before the age of 18, or aft.er tlic age of 35, 
increases tlic 1ie:ilt.h risks for both mother and cllild. 

0 Evev year over hrdf a million worneri die from problcms linked to 
pr-egnaricy and cl~ildbuth, leaving behind over 1 nlilliori rnotherless 
childtpn. Most of thcse deaths could be prevented by acting on today's 
krlowledge about tlie importance of plaru~ing pregnancies. 

All girls shoul(l be allowed the time to becorne women before becorning 
rrlother.~. In swieties where many girls rnany at an early age, couples 
should delay the first pregnancy until at least the age of 18. 

0 For- Iiealth reasons alone, no gir-l should become pregnant before the 
age of 18. A \voriian is not physically ready to begin bearing clliltlr-en urltil 
she is about 18 years of age. Babies born to wornen younger than 18 are 
rnor-e likely to be born too early aid to weigh too little at bir-th. The bit211 
itself is likely to be rnor-e diflicult. Babies born to mothers who are too 
yourlg a-e also much more likely to die in the first yea- of life. Tlie risks to 
rhc rnotlier-'s own I~calth are also gr-eater. 

I 0 Aftcr the age of 35, the health risks of pregnalcy and cllildb~rth begin 
to iricr.ease again. If a worrlar is over the age of 35, and has had four or 
more previous pregnancies, then another pregnancy is a serious risk to 
hcr otkn Iiealth and that of her unborn child. 

Tlle risk of tlei~th for young chiltiren is increasetl by aboot 50% if 
tlie space bilt~veen births is less tllan two years. 

0 For tlie health of both mothers and children, parents should wait until 
tlleir youngest chiltl is at least two ycxs old before having another baby. 

0 Cl~iltlr-crl l~oril too close together do not rlsually develop as well, 
physically or riientally, as ctiildren bonl at least two years spat 

0 One of the greatest threats to the health ant1 gi-owtti of a child unde, 
the age of two is the birth of a rlcw baby. Breastfeeding stops too 
sutldenly, and tlie mother has less tirne to I)rel)nre the sptu-id footls a 
young child needs. Also, she may not be able to give ttie oltlerchild tht 
care and attention he or she  needs, especially during illness. As a resul 
the child often fails to gr-ow and develop properly. 

0 A niother's body needs two years to recover fully Ikon1 pr.egliancy a 
childbuth.The risk to the motl~er's health is tllerefore greater if the rte 
bi1211 follows too closely upon the last ?he mother needs to give herse' 
tirne to get her strength arid energy back before she becomes pregnar 
again. 

0 If a wornarl becomes pregnant before she is hrlly rcrovcred from 
bearing a previous chiltl, tller-e is a higher cliarlce that Iier new baby w 
be bonl too early and too light in weight. Inw-bil-tli-weight babies are 11 
likely to grow well, rnore likely to fall ill, ancl four times Inor? likely to d 
in the Grsl ye,u of life than babies of nonnal weight. 

1i:iving nlore t.lian four t*l~ildrrn incre;tsrs t l ~ e  I~r;tltl~ risks of' 
j)rcgnuncy arltl c l~ i ldb i r t l~ .  

0 After a wornan h i~s  1i;rtl forrr chiltlrrri, hrr-ttlc~ ~)re~yi~rlcic~s l~rirlg 
greater risks to the life and Ileallh of both rnuther and chiltl. 

I%pecially if the previous births have not bceri spaccd rrio~c tliarl hvo 
years apart, a wotnarl's body can easily become exhaustctl by repeated 
pregnancy, childbirth, breastfeeding, and looking after snldl cltildren. 
Further pregnancies usually rrtean that her owl health brfins to suffer 

0 After four- pr-egnancies. tlier'e is all irlcreased rislc of serious llcaltll 
problerns such as anaemia ('tllin blootl? and Ilaenior7-hag? (Iieawy 10s: 
blood). The rislc of giving birth to babies with disal~ilities, or with low 
birth weight, also illcreases after four pregnancies and after Ule mothe 
reacltes the age of 35. 

'I'l~cre are  111ii11y s:tf'e aritl :ic.c.rl)f;il)lc. wi1j.s of' ;lvoidirlg ~~rrg~i;ir~c.! 
Fanlily planning services crril give couples the krio~vlctlgc and tli l  

means l,o plan \vlien to t~egin Il;~\,ing children, how far ;lp:irt. t,o h 
t,hem, and when to stoj). 

0 Most health clirlics can offer different riietf~ods of frmiily plalrting s 
ha t  all couples can clioose a rnctliotl nhiclr is ac.ceptablr, snfr. 
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Cover Pages of ADRAmonduras CS 
Key Health Messages Manual 
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ADRA / HONDURAS 
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USAID 
ADHA / HOBDIJRAS 
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i PARA PERSONAL VOLUNTARIO 

MANEJO DE DlARREAS 
Y UROC 

ADRA / HONDURAS 
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MINISTER10 DE SALUD PUBLICA 
REGION SANITARIA METROPOLITANA 

INFORME DE VISITA DOMICILIARIA 

CESAMO : FECIiA 

INTERVENCION 
DLARREA (PREGUNTE DESDE ~ESTA DESHIDRA- 

.,. - .. EDAD: 7 . .. . 
. . . _ . I  . - - 

.... .- ... , .. . . .. .. 
.,. .. . { . ., ... -. .-. . 
I R A  

:- . . v 
DESDE CUAMX) - : ?A RESPFRACION 

. . -, -w.U .;,; ij-ELg-*hES , . - .  . . 
, . ' , ; ,. ,;::'>.*-% --...=.. J . L ; ~ ~  - -  I 

. . 

I t NUTRICION 1 J E N S ~ E  E MDIQUE 
' 

mmRE.9 P E S O  

EDAD 

EDAD 

EL GRAD0 NUTRI- 
CIONAL 

1 I I VACUNAS 
Y0MnP.E DEL m s ,  

I-"" -4 

PlDA EL CARN ET 
Y REVlSEI.0 

DE Ll7ROSOL 
ENTREGADOS 

DE EDUCACION 
SOB& -A-. 
CION DEL m O  

BFSNDE EDUCACION 
EN PAI 

iR EN LA INTERVENCION 
~sJZ~JEALAMADRE LA ( R E R E R A A L N ~ O S I  I REGRESEA 
'REPARACION DEL ES NECESARIO 
UTROSOL 

TOTUSOBR-DE, DIGALEAMMADRE REFERAAL.l.f63C _.. " I  ,.- 
LmrOSOL -&S MALES SON LAS SI FS NECESARIO 

F I , ' ,  

' S~KUBDE RE~RESE 
NaRdONlA A VISITARLO 

N3mEsmE COMO MAN- 

INDICADO - 
W S l S  DADA 

I 
ERERALO N C E m O  REGREST: A COMPRODAR LA 
IE SALUD 0 PUESTO DE API.ICACION DE LA V A C l M A  

'ACIJNACION 
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EDAD - -- TAL APLICACION DE LA PART0 Y LACTANCLA 

EDAD - -- VACUNA hlATEMA 

EDM - -- - 

R.UZSGO REPRODUCTII'O Y No. DE HUOS ENFEWDAD CRONICA DE LA Cut% T1ENE VACUNA TOXOWE USA ALGUN METOW No. DE CONDONES - 
PLANLFXCACION FkMlLIAR E PmEcE PENDIENTE DE PtAMFICACiON DKRIBUUXlS 

~ ~ U r c u r W ~ r u E s o o ~ ~  * PRESION DIABE- PROBLEMAS DE : S1 NO CUAL : 

N O W B R E  W A D  $ 4 5 a,-* ITS VENAS C O W N  - - 
- - -- - - - - ,  DIO EDUCACION 

1 - - - - REFlRIO 
, . -. .. . . 

S1 NO 

SRWOM. E S P .  (TOSEDORES) . ~ E N E G A R ~  Dl0 U VASO PARA MUESlRA ,g luCAaON 'MU , REORESEA VERmChR SI LLENO 

N O U B R B  QXU> Sl NO SI No LA hfmsrQA 

-- - - 

OTRAS ATENCIONES MOTIVO DE REFERENCIA 

H O M B R E  WAD 

I 
fWCIh!ff%TOS ATENDIO P ART0 TlPO DE PARTO TIPO DE WACMENTO 

H O ~ R E ~ ~ H A C ~ W  DL4 MES AN0 M F MEDICO PhRTERA N O W  CESARE& ANTES DE 9 hi. DESmSES SI NO S I NO 

1 I I I I I I I I I - -  - - 
'4OMBRE MMREDEL RN 

MUERTES S E X C E C f U  MUERTE CAUSA DE LA EXUERTE. LUGAR DE MUERTE REPORTADO EN RNP 

N O M B R E  EDAD M F D m  MES a0 SI N 0 

DEI+XE Y REFIERA IREVISE EL CARNET DE 

U E M D h R N h D A  IYACUNACION Y REFIERA 

ORENIT SOBRE LA 

IMPORTANCU DEL I E k l B m D A S  E s T h  EN CONTROL REGRESE A C O ~ ~ P R O  

BAR EL CONTROL DE 

EDUQUE SODRE EL 

CONTROL h LOS 10 , 



BEST A VAILABLE COPY 

NOMBRE DEL VOLUNTAHlO MANZANA LOCALIDAD 
COM I 

ESTABLEC MES 

P i  ldora 
D i  v 

R i  lmo 

~ n y e c c  i 6 n  

J a  leas 

NOMBRE DE IA PERSONA 

I 

C 

T 

- 

- 

- * -. 

I 

I 

- 

1 

I 

.a -- 

UNiC - RSM - DEPTO EST PLANlEICACION FAMILW 
t I I 

m m u  
I SUB TOTAL 

Y r3mwx DE SUL-CLNx- 
I 

S 

. - -  -- -. 

I I 

- 

- 

.... .= -.--- -.-- - 

I 

- 

I 



- - - - - - -  I - - - - - - - - - - - - - - - - - - - - - - - - - I - - - - I - .  I - - - -  1 - - - - - 1 - - - - - - - - 1 - - - - - - \ - - - - - - - - - - -  
1 I I I 4PT IPOLIO/RNISARAnPIVISITIVIT 

CODICO . NOMBRE I P E S O I N I V . I B C G  1 1 - 2 - 3 1  1 - 2 - 3  1 1 - 2 - 3 l D O M I C I " A '  
' - - - - - - -  1 - - - - - - - - - - - - - - - - - - - - - . - - - - ~ - - - - l - - - - l - - - - - j - - - - - - - - l - - - - - - l - - - - - . - - - -  

I I I I I I I 
I - - - - - - - [  - - - - - - - - - - - - - - - - - - - - - - - - - I - - - - I - - - - [ - - - - l - - - - - i - - - - - - - - [ - - - - - - l - - - - -n  - - - -  

. .  . . . I .  I I I I I !. . 
I - - - - - - - I - - - - - - - - - - - - - - - - - - - - - - - - - I - - - - I - - - - l - - - - ~ - - - - - ~ - - - - - - - - ~ - - - - - - l - - - - - l - - - -  
I . .  I I I I \ I  I I I 
I - - - - - - - I - - - - - - - - - - - - - - - - - - - - - - - - - I - - - - I - - - - ~ - - - - ~ - - - - - ~ - - - - - - - - ~ - - - - - - ~ - - - - - , - - - -  

! I 1 I I I I 
' - - - - - - - I - - - - - - - - - - - - - - - - - - - - - - - - - ~ - - - - l - - - ~ ~ - - - - ~ - - - - - ~ - - - - - - - - ~ - - - - - - ~ - - - - - * - - - -  

I I I I I I I 
I - - - - - - - I - - - - - - - - - - - - - - - - - - - - - - - - - I - - - . - ~ - - - - ~ - - - - ~ - - - - - ~ - - - - - - - - ~ - - - - - - ~ - - - - -  I - - - -  

I I I I I I I 
I - - - - - - - I - - - - - - - - - - - - - - - - - - - - - - - - - I - - - - I - - - - ~ - - ~ - ~ - - - - - ~ - - - - - - - - ~ - - - - - - ~ - - - - - l  - - - -  

I I I I I I I I 
I - - - - - - -  I -------------------------~----~---*~----~-----~--------.~------~-----l - - - - .  

I I I I I I I I 
I - - - - - - - I - - - - - - - - - - - - - - - - - - - - - - - - - I - - - - I - - - - l - - - - [ - - - - - l - - - - - - - - l - - - - - - l - - - - - a  - - - -  

, - - - - - - - # - - - - - - - - - - - - - - - - - - - - - - - - - I - - - - I - - - - ~ - - - - ~ - - - - - ~ - - ~ - - - - - ~ - - - - - - ~ - - - - - , - - - -  
I I I I I I I I I 
I - - - - - - - ( _ - _ - - - - _ - _ - - - - - -  - - - - - - -  , - - - - - - -  - - - - - - - - - - - - - - - - , , - - - - - I - -  - - - -  = = = E E I = ' Z ' s ' I = ( - - - - - -  - - - - - - / - - - - - I  - - - - -  =:1= 

I -- - 
I I I I I R E V I S .  I T O X O I D E  I 

-=== ' 
I C O D I G O  I NOMBRE l P E S O l N I V  1 CAUSA 1 1 - 2 - 3 - 4 - 5 1  T I P 0  DE C H A R L A  

1 %  I I I I 
VIS ITA CCHICILLAP,'AS , - - - - - - - I - - - - - - - - - - - - - - - - - - - - - - - - -  I - - - -  I - - - - l - - - - - - - l - - - - - - - - - l - - - - - - - - - - - - - - - - - - -  

I 1 I I I I , - - - - - - - I  - - - - - - - - - - - - - - - - - - - - - - - - - I - - - - I - - - - l - - - - - - - l - - - - - - - - - l - - - - - - - - - - - - - - - - - - -  
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MINISTER10 DE SALUD PUBUCA - CESAMO 
CONTROL DE REHIDRATACION ORAL 

u RO'CS 

Nombre del nifio: Fecha Nac: €dad - 
Nornbre de la madre: Direccion 
Fecha inic~o diarrea: Caracteristicas: cantidad consistencia 
mom: sangre Vomitos: S I  No N' veces al dia 

Fecha y hora de ingreso 

Indicaciones: Alta con plan "A" continua con plan "8" se rafirio 

1 

EVALUACION DEL PACIENTE 
SIGNOS Y SINTOMAS I PLAN 'A' I PLAN '8' 1 PCAN 'C 

Fecha y hora de egreso Nornbre de la persona que 
atendio a1 niiio 

Observe 
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1 
CONDlClON 18ien alerta 

I 
OJOS ]Normales 

lntranquilo 
Irritable 

Hundidos 

LAGRl MAS 

Cornatoso 
Hipotonico 

Muy hundidos y sews 

Presentes 

SED l ~ e b e  normal 

1 

BOCA Y LENGUA l~ l imedas  

I 

1 

Sediento.rapido 
y avidamente 

Ausentes 

Secas 

Bebe rnal o no es ca- 
par de beber 

AUSENTES 

Muy secas 

Desaparece muy len- 
tarnente por m k  de 2 
segundos 

Presenta 2 6 m& sig- 
nos del plan "C' 

EXPLORE. 
SIGN0 DEL PLIEGUE 

DECIDA 

I 

1 
Desaparece IDesaparece 
rapidarnente (lentarnente 

EVOLUCION Y MANEJO 

No tiene signos de 
deshidratacion solo 
un signo de plan "8" 

TlEMW UQUIDOS 

1 HOR4 
2 H O R A S  
3 H O R A S  
4 H O R A S  

Presenta dos o 
m b  signos del 
plan " 8  

REEVALUACION 
5 H O R A S  1 1 1 I 
6 H O P A S  

NUMERO V O M ~ O S  

1 I 1 

I I 1 

NUUERO EVACUACIOH I OR~NA 

I 4 

AUMEKTOS 



PROYECTO DE SOBRNIVENCIA INFANTIL Vlll 
. ADRA 

DIRECION: 
SEXO: F M / FECHA NAC. 
FECHA INCORPORACION: 
FECHA SALIDA: 

1 dosis 2 dosis 3 dosis 4 dosis 5 dosis 6 dosis 7 dosis 8 dosis 9 dosis 10 dosis 
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- 
VACUNA primera segunda tercera REFU ERZOS 

BCG 

DPT 

POLIO 

SAAAMP , I 



Alimentac ion  
DEL NINO 

GRAFICA DE PESO PAHA EDAD """"""& - - ---.- A --"---I- 

PESO AL NACER Historia Clinica 
. 2 1  

20 

19 

18 

17 

16 

15 

14 

13 

12 

11 

10 

9 

8 

7 

6 

5 

4 

3 

2 

1 

0 

EDAD EN M E S E S  ler Afio 

BAJO 
A ~ O  EL NIGO D E U i  COMER DE TODO SUBIO PESO MAN---- PESO- 

- TUVC PESO 



I NOMBRE: -- 
NOMBRe : 1 

W L E U M I W O h t  CUAL R e n E R E  

VOWKTAIUO DE WJJD 

. . - - . -- - . . .- - . - . - . . . . . . . - - 
MINISTBRIO DB SALUD PUIlLlCA I MlXlSTERIO DE S U U O  PUDLlCA . "" ' 1'" ~ l h l ~ l 0  DE SALUD PUBLICA 

I REOlON SIWlTARL4 1 REGION SANITARlA I FLEGION SANITARIA 

MElROPOLrrANA I MSTROPOLI'rANA I MaTROPOLITANA 

COPlA # 0001 I ReFERENCIA 0001 I CONTRA-REPERENCIA OOO1 
I I 
1 NOMBRE: 1 

NOMBM : 1 I NOMDRE : 
I 

1 COMUNIDAD : 

m o  ESPEaFlOUB I 
~ ~ I E N T O  AL CUAL RENRE 1 

I I VOLUKTARIO DE ZALOD 
I 

Sinlo 
R a  ir. 

CQWNIDAD I m o  ~ ~ e a ~ r a u ~  1 ~ A B U ~ M I W O  
VOUMThRIO D e  SALUD I eSrAELeCIMIEhT0 AL CUAL ReFlERE I 

1 COMUNIDAD I NOMBRE DEL R U d m  

I V O W ~ A R I O  ~e s u m  I 
FECHA I F E W  IFFCHA - 

M I N I ~ l O  D B  S A t U D  ?UBLICA 

REOION SIWITARLA I REGION &WIT ARIA 1 REOION M I T N U A  

MEIROPOLrrANA 1 MBTROPOLLTANA I MBIROPOLITANA 
COPlA I OOO1 I R E F B R E N C U  * MMI 1 CONEU-REPERENCIA + 0001 

I 1 
~ N O M B R E :  - I 
I € 0 ~ 0 :  1 NOMDRB : 
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Appendix V 

Growth Monitoring Master Chart 
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Appendix W 

WHO Immunization Schedule 
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Vaccination Schedules 

1. Schedule recommended by WHO to assure protection at an 
early age is as follows: 

AGE VACCINE REASON 

Birth BCG, OW,' BCG given at the earliest possible 
age protects against the possibility of 
infection from other family members. 
The extent of protection against polio 
is increased the earlier the OPV is 
given. 

6 weeks Dm,, ow, An early start with DPT reduces the 
chances of severe pertussis. 

weeks DPT2, O W 2  Four week intervals between doses 
give effective protection, and 

weeks Dm3, ow, reduce the time a child is exposed 
without protection, particularly to 
~ertussis. 

9 months Measles At ieast 80% of measles in children 
in the third world can be prevented 
bv vaccination at this age. 

- 

'OW: Oral Poliovirus Vaccine (dose at birth is in addltron to the standard schedule of 3 doses) 

2. WHO sample schedule for contacts at intervals from four weeks 
to four months: 

AGE VACCINE REASON 

Less than BCG, OPVo This schedule is useful where popula- 
6 weeks tions are dispersed and accessible 

Above 6 BCG (if not mostly to outreach services; protec- 

weeks alreadv siven) tion is not optimal I 
DPT,, DPT;. 

Above 9 Measles 
months 
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Careful screening is 
essential if women and 
children are to receive 
euery vaccine they are 
eligible for when they 
visit a clinic. 

3. WHO sample schedule for contacts every six months: 

AGE VACCINE REASON 
- - 

Less than 3 OPV as often as Semi-annual schedules inadequately 
years contacted; DPT up protect against pertussis, polio, and 

to three doses; measles. These schedules should 
BCG once only be used in the most remote 

areis where it is infeasible to vac- From 6 Measles, two cinate more often. 
months to 3 doses if the first is 
years given below 9 

months, otherwise 
one dose 

- - 

4. Semi-annual single day "pulse" campaigns (as used in Brazil): 

AGE VACCINE REASON 

All children OPV After mass vaccination with OPV, 
0-59 months old (up to 10 doses) the vaccine virus replaces 

the naturally occurring 
disease-causing virus in the 
environment. 

All children measles Giving a second dose of measles 
9-23 months old (up to 2 doses) vaccine increases effective 

coverage. 

A11 children DPT Third DPT through regular 
2-1 1 months old (2 doses) primary health care services in 

clinics; 2 doses of DPT are 
partially effective (50-60s) 
against pertussis. 

Continue 
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5. Special vaccination for women against tetanus with tetanus 
toxoid : 

AGE VACCINE REASON 

Puberty or as n1 Begin as close to childbearing age 
early in any as possible (no protection 
pregnancy as against neonad tetanus 
possible. with one dose unless DPT 

previously given in childhood) 

At least four % Gives 3 years protection 
weeks later 

At least six 
months later, % Gives 5 years protection 
or in next 
pregnancy 

At least one year later, TT, Gives 10 years protection 
or in the next pregnancy 

At least one year later, Expected to protect all infants 
or in the next pregnancy born to that mother 

\ 

Tetanus toxoid schedules for women are more flexible than childhood 
vaccination schedules. Women should be vaccinated at least twice with 
tetanus toxoid before the first birth, or anytime during pregnancy. Note that 
the first dose can be given as soon as early puberty when girls may still be 
in school. A woman who received three doses of DPT in childhood and/or 
two doses of DT at school age may need only one TT booster when she 
reaches childbearing age. 

Vaccination Session Records 

All vaccination sessions need a record of vaccinations per- 
formed by vaccine and age group. The easiest way to maintain 
records is to keep a simple tally, as shown in the form at the right,. 
TaIly records should also show the number of vials of vaccine 
used. In addition to recording vaccine stocks, the record allows 
vaccinators to compare the number of doses used to the number 
of children vaccinated. This gives an estimate of wastage which 
is used to estimate future vaccine orders. 

ri. 
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Appendix X 

Service Quality Checklist for ALRI 
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PHC service quality checklist 
Acute respiratory infection 

This checklist is intended for use in the observation of service delivery for acute respiratory 
inlection. Before using it ,  the national treatment protocol should be reviewed in order to adapt 
the tool to the local situation if necessary. I t  is also recommended that you review the checklist 
carefully before using it to be sure that you understand the questions and know how to use 
the form For observation of service delivery, mark "yes" if the service provider carries out 
these activities during service delivery. For interview questions, mark "yes" if the respondent 
answers correctly. 

1. Health facility 
2. Service provider 
3. Observer/supervisor 
4. Date 

Medical history 
Did the service provider: 
5. YES NO Ask about presence/level of fever? 
6. YES NO Ask about duration of cough? 
7. YES NO Ask about activity level? 
8. YES NO Ask about ability to drink? 
9. YES NO Ask about presence of sore throat? 
10. YES NO Ask about presence of earache? 

11. YES NO Ask about any .past history of respiratory problems (e.g. 
ast hma)? 

12. YES NO Ask about family history of TB or other respiratory illness? 
13. YES NO Ask about any treatment administered? 

Physical examinat ion 
Did the service provider: 
14. YES NO Assess general status (alertness, muscle tone)? 
15. YES NO Count respiratory rate? 
16. YES NO Take temperature? 
17. YES NO . Observe breathing for chest indrawing? 
18. YES NO Listen for stridor, wheeze, and/or hoarseness? 
19. YES NO Auscultate chest? 
20. YES NO Examine throat for discharge, enlarged tonsils, or inflamed 

pharynx? 
21. YES NO Examine neck for tender glands? 
22. YES NO Examine ears? 
23. YES NO Observe colour of lips, ears, face, and nail beds? 

Classification, t rea tment  and referral 
Did the service provider: 
24. YES NO Classify child by severity of illness (cold, pneumonia, severe 

pneumonia)? 

25. YES NO Administer/prescribe antibiotics for pneumonia, stref 
or otitis (per local policy)? 

26. YES NO Refrain from using antibiotics for colds? 
27. YES NO Administer or prescribe drug for fever (per local polic 
28. YES NO Administer or prescribe cough mixture (per local poli 
29. YES NO Refer children with severe pneumonia or cough lastir 

than 30 days? 

ARI e d u c a t i o n  
Did the service provider: 
30. YES NO Explain how to administer antibiotics? 
31. YES NO Explain the importance of completing entire treatme 

course? 
32. YES NO Explain how to administer cough mixture (how muck 

often, how long)? 
33. YES NO Explain how to drain child's nose (especially if mothe 

breast feeding)? 
34. YES NO Tell mother to give extra fluids, continue feedindbre, 

ing during illness? 
35. YES NO Tell mother to maintain a neutral temperature for thc 
36. YES NO Tell mother about at least three of the signs/symptor 

moderate/severe ARI? '  
37. YES NO Tell mother to return for further consultation if  the cl 

condition worsens or does not improve? 
38. YES NO Verify that mother understands key messages? 
39. YES NO Ask mother if  she has any questions? 

Essent ial  s u p p l i e s  fo r  ARI t r e a t m e n t  
Ask the service provider about the following supplies: 
40. YES NO Do you have a watch with a second hand or other tin 

to assess respiratory rate? 
41. YES NO Were antibiotic supplies adequate during the last mor 
42. YES NO Do you have a thermometer to  measure the patient's 

ature? 

Interview w i t h  m o t h e r  
Mark "yes" if the respondent answers correctly: 
43. YES NO How will you treat your child at home?2 
44. YES NO What danger signs indicate that you should bring chi1 

health centre?' 
45. YES NO I f  antibiotics were prescribed: How will you administc 

medicine? 
46. YES NO If  antibiotics were prescribed: When will you stop giv 

medicine to your child? 

1 Danger signs include stridor, chest indrawing/rapid breathing, inability to drink, cyanosis, ar 
weakness or lethargy. 

2 Supportive home treatment includes extra fluids, continued feeding, maintaining a neutral ter 
clearing the nose, and using cough medicine or antihistamine (per local policy). 
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lntervtew with h e a l t h  w o r k e r  
Mark "yes" I f  the respondent answers correctly: 
47. YES NO What are the signs and symptoms of pneumon~a?l 
48. YES NO How can you differentiate a cold from pneumonia? 

49. YES NO , How can you differentiate pneumonia from severe pneumo- 
nia?' 

50. YES NO When do you prescribe antibiotics? 
51. YES NO What home treatments do you recommend for colds and 

pne~rnonia?~  
52. YES NO When should you refer a child to the health centre/hospital? 

1 Severe pneumonia is defined as cases with respiratory rates over 50 for children from 2 months to 5 
years old (over 60 for children under 2 months), and with danger signs such as severe chest indrawln~ 
inability to drink, or stridor. 

I 
2 Supportive home treatment includes extra fluids, continued feeding, maintaining a neutral temperature, 

clearning the nos% and using cough mediclne or antihistamine (per local policy). 



Rapid quality assessment - Acute respiratory infection 

I i 

This checklist is intended for rapid assessment of service quality in the observation of service 
delivery for acute respiratory infection. To use the checklist, mark "yes" if the service provider 
carries out the task during service delivery. For interviews, mark "yes" if the respondent 
answers correctly. If you would like to assess this service in more detail, please refer to the 
appropriate service quality checklist. The checklist item numbers below correspond to that 
list. i 

1 
1. Health facility 
3. Observer/supervisor 
4. Date 

Did t h e  service provider: 
i 5-12. Y E S N O  Ask at least two medical history questions? 

13. Y E S N O  Ask about any treatment administered? 
15. Y ES-NO- Count respiratory rate? 
24. Y E S N O  Classify child by severity of illness? 
25. YES-NO- Give antibiotics for pneumonia, strep throat or otitis? 
26. YES-NO- Refrain from using antibiotics for colds? 
36. Y E S - N O  Tell mother about at least three signs of pneumonia?' 

Ask mother: 
(If antibiotics were prescribed): 
45-46. YES-NO- How will you administer the medicine (how much, how often, 

for how long)? 

I 

1 1 Signs include stridor, chest indrawindrapid breathing, inability to drink, cyanosis, anxiety 
! and weakness or lethargy. 
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Appendix Y 

Assessment/Management Protocol for ALRI Cases 
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MANAGEMENT OF THE CHILD 
WITH COUGH OR DIFFICULT BREATHING 

ASK: LOOK, USTEN: 

: * M See dlmcull ll Ihe chAd lo wake. Is abnormally a l r ? ~ .  

Look lor awrra  mc*lutrlIlar. 
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THE CHILD 
AGE 2 MONTHS UP TO 5 YEARS 
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SIGNS: 

CLASSIFY AS: 

TREATMPTT: 

SIGNS: 

CU\SSIPIAS: 

TREATMEM: 

Not  able to drink. 
' m k " ~ ,  

AbnotmaUy sleepy or 
dAcuk to wake, 

* Stn'dor in calm chikf, or 
Sewre malnutrition. 

VERY 
SEVERE DISEASE 

. Refer URGENTLY to hcspii. 
c Give first dose of an antibiotic. 
b Treat f ~ r ,  if pre~ent 
b Treat wheezing, if present 
b If cerebral malaria is passble, 

give an antimalarial. 

ChestindrafhxJ. 

U f * m w h e e d n g .  
go~ed ly lo  

Treat Wheezing] 

SEVERE PNEUMONIA 

b Refer U R G W  to hospital. 

.GivefPstdaseofanantl%otk . Treat fever, if present 

Treat wheezing, if present 

(If referral is not feasible, beat 
with an antibiotic and fdIow 
dose.) 

1 I 

No chestindrawing, 
and 

a Fast- 
( 5 0 p e r m i r d e ~ m a ~ ~ d  
2 ~ ~ b l 2 m w l h s ;  ' 

40permirrdeamaeifdild 
12lllorlhupto5years)). 

PNEUMONIA 

b Advise mother to give home care. 

bGiveanantibiotjc. 

• Treatferer,%present 

b Treatwkzhg, if present 

Advise  math^^ to rehrm with d18d in 
2 days for reassessment, or eartier 
%!hechildisge!!ingworse. 

SIGNS: 

TREATMEKT: 
1 

r Nodresthdmiy, 
and 

• No fast breathing 
(iesshn5opermbulea:chad 
2rnaXbuplo12ronths; 
Less tlran 40 per minde if chad 
12mcrrthsupto5ye;~s). 

NO PNEUMONk 
COUGH OR COLD 

refer for assessmerd 

c Assessandtreatearpmbiemu 
sorethroat.#preSent(~eedrarq. 
AssessandtreatctherproMems. 

w Advisemothertogirehomecare. . Treat fPrer, a presffh 

c Treat wheenirg. if present 

Reassess in 2 days a child who is taking an antibiotic for pneumonia: 

IMPROVlNG 
Breathing dower. 
Lessfever. 
Eahng better. 

F w  5 days of anbbiotic- 

WORSE 
Not able to drink. 
Has chest indrawing. 
Has other danger signs. 

Refer URGENTLY to hospital. 

M E  SAME 

Change antibiotic a Refer. 



THE YOUNG INFANT 
(AGE LESS THAN 2 MONTHS) 
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SIGNS: 

CWlN AS: 

IBEATMENT 

! 

SIGNS: 

CLASSIFY AS: 

TREATMENT: 

i 

Stopped feeding well, 
Conwlsions, 
Abnormally sleepy or 
d . c &  to wake, 
Stridor in calm chiid, 
Wheezing,or 
Fever or low body temperature. 

VERY 
SEVERE DISEASE 

Refer URGENTLY to hospital. 

Keep young infantwarm. 

Give first dose of an antibiotic. 

. Severe chest indrawing, 
M 

Fast breafhiig 
(60 per minute or MORE). 

SEVERE PNEUMONIA 

Refer URGENTLY to hospital. 

Keep young infant wann. 

Give first dose of an antibiotic. 

(If referral is not feasible, treat 
with an antitic and follow 
cfw-) 

e No severe chest indrawing, 
and 

e NofastbreAhing 
(ESS than 60 per minute). 

NO PNEUMONIA: 
COUGH OR COLD 

b Advise mother to give the fonowing 
home me:  
b Keep young infant warm. 

Breast-feed frequently. 
Clearnoseifit 
interferes with feeding. 
Return quickfy if: 

Breathing becomes dfficult 
N Breathing bemnes fast 

Feeding becomes a problem. 

N The young infant becomes 
sicker. 



b Treat Fever 

) Give an Antibiotic 
r Give fim dose of antibiotic in dinic. . i 
r Instruct moiher M how to give the mkiot ic for frfe dayi 'at home (or to CeMn to dinic for daily procaine penicillin injection). 

AGE oc WEIGHT 

~ c n ~ 2 m o n m ~ ( c 5 k g ) *  

2 r o c u t r u p l o 1 2 ~ ( 6 - 9 k g )  

12 mamS up to 5 yeas (1419 kg) 

- 
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+ Give oral antibiotic for 5 days at home only if referral is not feasible. 

If the chiid is less tha 1 monrh dd, give 1R p e d i ' c  Wet or 1.25 ml twice daily. 
Amid m~moxazde  in infantt less than one month of age wtro are premature or jaundiced. 

b~ dvise Mother to Give Home Care FW me child age 2 months up to s years)* . 

Feed the child. Soathe the throat and relieve the cough with a safe remedy. 
c Feed the child during illness. 
D Increase feeding after illness. Most important: In the child classified as having No Pneumonia: Cough or 

Clear the rose if it interferes with feeding. Cold, watch for the following signs and return quiddy I f  they occur: 

r Breathing becomes dficult 
Increase fluids. . ~ n g b e c M n e s f a n  
c Offer the &Id exba to bink W I d  is not able to drink have pneumonia. 

Increase breast-feeding. 
c Child becomes sicker. 

S e e s e a b n m ) o u r g ~ b r h m e ~ ~ ~ b m N a o m ~ I ~ a p ~ m c q .  

)   re at Wheezing 
CMmm*r i thFkntEpLod.dWh. . r ing 

Qgdrrn*rith--g-) 

.bkr.w.cop- 

. - u n ~ - w n * U t . l l  

IF: T H U t  

~ ~ ~ O F I ~ ~ ~ / T ~ ~ W S E M R E P N N U ~ U ~  
-SON V W v - a S W E M .  

~ ~ T O R Y O l S T F l E g L K Z .  

F x s  WSATHNG T r U W P y 3 M U u  
tk.drilcmd 

M FAST BREA- T ~ k w r n p I N u o H I ;  
CCUOlORCOU). 
~ 4 -  

O R U Y L a n w l  

I IR)HCHOMUTDR 
. wur* --- 

COlRlMOXAZOLE 
airnethoprim + sulphamethoxazole 

eTwotininesdai7yfa5dqs 

AdJIT&& Pedarric T a w  synrp 
*le .*enah. 

[80mg m g t r k n w  (40mgbimeLhcpnm 
+ m m g  + 100mg +mmg 

adpham&uxazde) wdphamethaxazde) ~ ~ a z c l e  
Per 5ml) 

114' 1' 25 IIP 

112 2 5 rrd 

1 3 7.5 ml 

AIAOXYCILUN 

r ThreelimesdaJy 
k S d a V r  

TaMe( Syw 
125 mg 

250mg h5mI 

114' 25ml 

la 5ml 

1 1oml 

AMPICILLIN 

. Fcutjmesdady 
krsdays. 

TaMe( Syrup 

250m9 %I? 
a 25ml 

1 5ml 

1 5ml 

unp 
w 

114 

In 

2- r+r 12 ~m 

(< 14 QI 

(re19 QI 

PROCAJNE 
PENICILLIN 

r Cncedadyfa5 
days. 

M d  
InjFxtiion 

2M],000 IJ& 

400,OM)units 

800.000uniLs 

2- 
my 

IR 

1 



MANAGEMENT OF THE CHILD WITH 
AN EAR PROBLEM OR SORE THROAT 

EAR PROBLEM SORE THROAT 

IS the child able to drink? * Feel the front of the neck for nodes. 
Look lor exudate on the throat. 

. w e  11114.1. on mmrL 

Treat fmt, ii ptasm T1e.1 I w r ,  H ~ m e m  

a h  wacetamd Irr pain . Gka p.rlw.md lor cdn. 
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Appendix Z 

Gold Standards 
in 

Maternal Care Curricula 
PVO Child Survival Support Projects, 1995 
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GOLD STANDARDS 

IN 

~ T E R N A L  CARE CURRICULA 

For Use by Child Survival Projects 

Helga Morrow and Frank Anderson 
Johns Hopkins University School of Hygiene and Public Health 

PVO Child Survival Support Program 

1. EDUCATING MOTHERS 

2. CONTENT FOR TRAINING TBAS 

3. CONTENT FOR TRAINING NURSE-MIDWIVES 

Revised October 1995 
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GOLD STANDARDS 

Content for Training TBAs 

A. Antenatal Care 

I. Identifying pregnancy 
2. Counseling pregnant women on: 

appropriate and timely prenatal care 
immunizations 
nutrition 

3. IdenMying common pregnancy discomforts and how to regeve discomforts 
4. Identifyhgfdetecting camptications or danger signs: 

vaginal bleeding with or without pain 
comnrIsionslCsevere headachehlurred vision 
passing fluids other than urine 
fever and chiIls 
swollen hands, face and feet 
paleness and othersigns of anemia 

5. Risk Analysis: All pregnant women are at risk for maternal mortality. Screening, identification and, if 
indicated, referral of pregnant women with 'risk condions- can occur only in areas with good health 
infrastructure capable of.concretefy addressing these conditions. ("risk conditions" are often based on local 
or national MOH guidelines that put women at increased risk for low birthweight or poor newborn outcome) 

I st pregnancy at < 15 years or > 35 years 
> 5 pregnanaes 
preeMng medical condiions, such as 

'diabetes, heart disease, hypertension 
short stature .: 150 cm 
previous F o r  obstetric history or previous Gsection 
pregnancy spaced < 2 years apart 

6. Assessing nutritional status and referring undernourished women 
7. Providing: 

iron and folic acid prophylaxis 
malaria prophylaxis (id appropriate) 

8. Linking with a referral health care center and establishing procedures for referral 
9. Assessing traaonal practices 
10. hbhbhing and using a safe-birth kit 

B. Labor and Del'iiery 

1. Using hygienic practices dunng labor and delivery 
2. Managing uncomplicated labor and deliery 
3. tdenwng complications during labor and delivery: 

excessive bleeding 
cormisions 
fever and chills 
no progress during 12 hours 
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4. Managing-first aid during labor and delivery: 
(These are po.sible options and depend on the local conditions, regulations and supervisionfor TBAs) 

nipple st'mulafion 
oxytoac drugs 
sedatives 
massage abdomen (fundus) 
external bimanual compression - uterus 
manual removal of the placenta 
antibiotics 
oral rehydration fluids 

5. Refemng women with complications and securing transport 

C. Care of the Newborn 

1. Estabfishing ainnray and stimulation of immediate 
2. Appropriate cutting and caring for the cord 
3. Immediate( drying and warming 
4. Putting the @by to breast immediately or within the first hour 
5. Examining the newborn for congenital defecis, size and weight and referring 

1. Counsefing mothers on: 
brea&eeding 
nuhition 
cord care 
hygiene 
post-partum check-up 
family planning 

2. Identifying post-partum complications: 
infection, 
severe abdominal pain, 
hemorrhage 

3. Refemng women with postpartum complications 

E. Farniiy Planning 

I. Counseling mothers on pregnancy spacing and methods of contraception 
2. Refemng mothers to heatth unit for counseling and contraceptive usage 
3. Replenishing non-clinical contraceptive supplies 
4. Counseling on unsafe abortions and referral for abortion cornplicafions 

ADRA/Honduras CS XI Detailed Implementation Plan -April 1996 

163 



GOLD STANDARDS 

Content for Training Nurse-Midwives 

A. Antenatal Care 

I. Taking history, conducting physical examination and diagnosing condition 
2. Risk Analysis: All pregnant women are at risk for maternal mortality. Screening, identification and, if 
indicated, referral of pregnant women with "risk conditions" can occur only in areas with good health 
infrasbudure capable of concretely addressing these conditions. ("risk conditionsw are often based on local 
or national MOH guidelines that put women at increased risk for low birthweight or poor newborn outcome) 

1st pregnancy at < I S  years or > 35 years 
> 5 pregnanaes 
pr-g medical conditions, such as 

diabetes, heart disease, hypertension 
short &re < 150 cm 
previous poor obstetric history or previous Gsedion 
pregnancy spaced < 2 years apart 

3. Counseling and promotion of healthful life styles: 
nutrition: adequate weight gain, iron rich foods 
cornprince with iron and folic acid supplementation 
compliance with malaria prophy1a.s (id appropriate) 
early bieast feeding 
child spang 
safe deliverytechniques 
benetits of trained attendant 
recognition of danger signs: 

vaginal bleeding 
excessive tiredness 
swollen hands, face and feet 
fever 
passing fluid other than urine 
labor pains longer than 12 hours without progress 

4. klentifying common pregnancy discomforts and how to relieve discomforts 
5. Providing tetanus toxoid immunizations 
6. Providing iron and folic acid supplementation and malaria prophylaxis 
7. Assessing nutritional status and targeting supplemental feeding 

adequate weight gain 
8. Detecting, managing and referring for complications: 

hemoglobin status to detect anemia 
bleeding with or without pain 
blood pressure and check for proteinuria to detect preeclarnpsia 
fever indicating reprodudive tract infection or malaria 
rupture of the membranes without labor > 12 hours 

9. Supporting and training community maternal heatth workers and TBAs 
10. Managing heatth clinics or maternity waiting homes 
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I. Manq1pg:fabor and delipry 
2. ~ & $ w r a p h  
3. ldenfifyins cprnplications during labor and delivery: 

bleeding , 

, a a - n  (ma) 
W ? . ~ . $  c o m ~ e o n  - rh3rus 
qg@- g f a e ' m n t a  

. .. cg' . .  . . . . . : * c .  <. .,;a; ,f >. 

ori.~uids ... .,. '2. .. . . -'..-,-' . 
5. M a n a i c a f i O n s  (based on the local a i d  natbakeg&$iom) 

4!0p!m0ns . - 
Caqrean section 

6. Referraland . ;  4ranspottto referral hospital 
, .  - 

- .  .' ..- -"d-- 
1. Establkhmg .- . . airway and stimulation of immediate crying 
2- ca %.&& :, g3oi:$Qcp@ 
3- 'I-rtm ,=:+&,, d g h g  and warming 
4. irnrn- breadeeding or within the first hour 
5. ~xa;N'nin~ the newborn for congenital defects, size and weightand refemng 

1. Comsdhg mothers on: 
breadfeeding 
n h b n  
cord care 
hygiene 
ps&partum Check-up 
f a r n  planning 

2. Identifying post-parturn compGcafions: 
infection, severe abdominal pain, hemorrhage 

3. Refemng women with post-partum complications 

E. Family Planning 

I. Counseling mothers on pregnancy spacing and methods of contraception 
2. Providing famify planning services 
3. Replenishing contraceptive supplies 
4. Counseri  on unsafe abortions and managing abortion complications 
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Document A 

Response to Proposal Review Comments 

ADRAIHonduras CS XI Detailed Implementation Plan - April 1996 166 



Response to Proposal Review Comments 

The following is a narrative explanation of how the DIP responded to each "concern" submitted to ADRA as a 
result of the project proposal's technical review committee. 

Immunization 

Please look under sections 4a.6,4a.8 and 4a.9 for details on how the community health volunteers will identify and 
follow-up defaulters. What the vaccinatorsIEP1 crew and CHVs will do with defaulters, when, where and how often 
immunization activities will occur is also described under this section of the DIP. 

Nutrition 

For nutrition component, the project will measure the percent of children who are faltering using the assessment 
method described in section 4b.la. Read sections 4b.2f and 4b. 2g for follow up and referral of children identified as 
having growth faltering. 

This project will obtain technical assistance in the area of nutrition (ethnographic study on nutrition) in the first year 
of the project to identify harmful cultural practices and beliefs that adversely affect the child's health, and aid the 
development of appropriate health messages and educational materials. 

Promotion of breast feeding will be an integral part of the TBA/CHV educational effort during home visits. Read 
the "approach" sections under nutrition and MCWFP interventions. ADRA will also obtain assistance from La 
Leche League and AHLACMA for educational and training materials for CHVs engaged in exclusive breast-feeding 
promotion (read section D.2.) 

Pneumonia Control 

Technical assistance was obtained to conduct a focused ethnographic study to identify what the main problems 
related to ALRI are (see document C for full report on the ethnographic study). Read section 4e.l b for current 
problems related to ALRI in the ADRA project area. 

See sections 4e. le, 4e. If, 4e .2~  and 4 e . 3 ~  for what will be done to address the needs related to ALRI problems. 

As described in section 4e. l a  of the DIP, CHVs are not allowed by the MOH to prescribe antibiotics. The CHVs 
role in pneumonia control intervention will be limited to provision of education to care takers, detection, referral to 
a health facility for SCM and follow up of ALRI cases. 

The project has included "the proportion of all ALRI visits to a health facility where SCM is appropriately applied 
by a trained worker who has antibiotics available" as an indicator. Please look at "Table B" (Pneumonia case 
management) for a complete list of objectives, indicators, planned inputs, outputs and measurement methods for 
outputs. 

The key components of the ALRI intervention addressed in the DIP are: Recognition of cough and difficulty 
breathing as signs that should lead to seeking care from the appropriate health facility; prompt referral by CHVs to a 
health facility; development of a counter-referral system; correct SCM at the CESAMOs; and community follow-up 
by CHVs. CHVs will be trained to enhance their ALRI IEC skills. Read sections 4e.2b and 4 e . 2 ~  for issues related 
to increasing accessibility to SCM. Supervision and monitoring of CHVs at the community level and the CESAMO 
staff at the CESAMO level will be provided. See section 4e. l f  for a description of SCM quality assurance plans to 
be introduced at the CESAMO level. 
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Human Resources 

To deal with the overall issue of CHV motivation and reduce CHV attrition rate, the project has devised numerous 
plans including: 

-making an arrangement with each CESAMO and Esquela Hospital for provision of free medical care for 
the CHV and herhis family 
-Provision of a special ID card to allow CHVs to have easy access to the CESAMOsfEsqela Hospital 
-Recognition by patronatos 
-Recommendation by patronatos for further training and employment opportunities in the community 
-Creating training opportunities and career lader rewards based on performance 
-As the project expands, the CESAMO is willing to hire or recommend CHVs to train as auxiliary nurses 
(some CHVs have already been employed as auxiliary nurses.) 

So far, CHV attrition rate has been kept as low as 10%-12%, and hture problems are not anticipated. 

Health Information System 

Please see Table B for indicators by intervention and how these indicators will be evaluated. Also, see under 
"Baseline Information" for each intervention in the DIP. Both project area and national statistics are quoted. 
Sections F.2 and F.3 address issues related to data variables collection and use. 

The performance of the CHVs in relation to weighing and counseling mothers, on advising care givers on ALRI and 
FP and other interventions will be monitored through joint ADRAICESAMO supervision, TBA monthly reports, 
monthly CHV reports and meetings, feedback sessions with community womens' groups and quality assurance 
check lists. 

Budget 

The 4.7% of the budget that is spent purely on evaluation is as high a percentage as for any intervention or other 
activity. Adding to that, the percentage of the time that the administration and technical staff that are not directly 
involved with evaluation, spend with evaluation issues, and the total expenditure would be a much higher 
percentage of the total. It is expected that the key staff will be spending as high as 10% of their time on 
HIS/evaluation monitoring, or issues. 

Sustainability 

The kind of support that the community health committees will provide to the CHVs is not technical. The 
community health committees, in conjunction with the CESAMOs will provide CHV supervision, recognition and 
replace the dropouts. Some of these supervisory activities are already being performed by both the CESAMO and 
the community health committees. Technical support to the CHVs is given by the CESAMOs. Read section H.4 for 
how much of the project responsibility is already in the hands of the CESAMO in Flor del Campo and San 
Francisco areas. This section also describes the plan for phasing out ADRA supervisors and turning over CHV 
technical support to the CESAMOs. By taking over these responsibilities, the CESAMO will not incur additional 
costs. The CHVs are volunteers. Read section H. 1 for the sustainability goals, objectives and activities planed. As 
recommended by the review committee, the midterm evaluation of this project will focus on how well the 
sustainability plans are proceeding and firther adjustments will be made based on lessons learned. 

The local institutions and organizations (CESAMO/MOWPatronato) are committed to continue to finance and 
provide support to this project after CS funding is over. There is ample evidence to demonstrate that including 
willingness to support CHVs, organization of community health events, joint supervision and monitoring of CHV 
activities, sharing information and holding periodic joint meetings. A strong linkage between the CESAMOJMOH 
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and the community groups is in the process of being formed. Financial commitment from the CESAMO comes in 
the form of salary for its outreach workers devoted to this project (social workers in each CESAMO, the EPI 
mobile team, the CESAMO staff who will jointly supervise CHVs with ADRA facilitators.) 

The micro lending program that was initiated in the first project was based on a GOH model that was not efficient. 
Since the start of that program, the project director and key staff have had experiences with more refined and 
appropriate models, that approach self sustainability. If funding is received for this segment, the target of 300 
families reached should not be difficult using ADRA's Jump Start technology. 
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Document B 
Baseline Survey Report 

(for SF/FdC and NS) 

Separate Document 
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Document C 
Focused Ethnographic Study on ALRI 
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ABSTRACT 

This paper reports results from an 18 day focused ethnographic study (FES) on acute 
respiratory infection (ARI) conducted in October and November of 1995 in 
Teguagalpa, Honduras with the help of the Adventist Development and Relief 
Agency (ADRA) Child Survival project staff. 

Using the World Health Organization (WHO) FES protocol, the research team 
gathered data using the following methods: 

I) Interviews with key informants (ADRA staff). 
2) Fourteen semi-structured home-based interviews with mothers and traditional 
bir th attendants. 
3) Ten semi-structured facility-based interviews of mothers seeking care for 
children with A N  at the health clinics and hospitals. 
4) Seven semi-structured interviews at health clinics, private clinics and hospitals 
with doctors who are responsible for the diagnosis and treatment of children with 
ARI. 
5) Fourteen hypothetical childhood A N  illness scenarios with nurses, pharmacists 
and community drug suppliers. 

The main objectives of the study were: 

Document signs and symptoms and identify terms by which mothers 
recognize illness that correspond in whole, or in part, to clinically diagnosed 
pneumonia. 

. 
Identlfy factors that facilitate or deter seeking prompt care from a trained 
health provider. 

Identify relevant maternal expectations concerning antibiotics and other drug 
therapy, and anticipate compliance problems. 

Identify relevant cultural characteristics and conditions that are likely to 
strongly influence community response to program activities. 

Improve didactic materials used at the community level to include local 
terminology, perceptions and practices. 

Develop effective home care advice and other recommendations for 
appropriate communication with caretakers of young children. WHO ARI 
program planning 1992) 
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The study found that child mortality from ARI is low but morbidity is very high. 
Mothers often call fast breathing cansancio (tiredness), agitado (irritable), ahogando 
(drowning) and desesperado (desperate). Mothers refer to chest in-drawing as se le 
mete o hunde Ias coslillas (the ribs sink in) but this was not mentioned as a reason 
mothers would seek: care for a child sick with an ARI. Mothers recognize fast 
breathing but do not distinguish between moderately fast or very fast nor do they 
count breaths per minute. Mothers consider fever, cough and drowning as the 
most dangerous signs that would force her to seek help from a trained health 
professional. 

Although mothers use the term asthma when referring to pneumonia and give 
almost identical descriptions of their signs and symptoms, they seem to realize the 
two illnesses are not one in the same and that pneumonia can be more severe. 

Mothers frequently use old medicine left over from the last household illness and 
administer it to children before seeking care outside the home for children with 
ARI. Self-medicatk~g greatly contributes to the delay in care seeking for children 
with ARI. Mothers may waste two or three days using expired medicine when they 
should be seeking care from a trained health professional. 

In addition to the use of old medidne in the home, mothers have several 
traditional remedies for A N  treatment. Some are harmless, some are beneficial and 
some are dangerous. Mothers almost always give the child a tea infused with local 
herbs to soothe the throat and honey with lemon juice to soothe a cough. Mothers 
are aware that children with an ARI should be kept warm and dry. The beliefs that 
could be dangerous are those related to homemade expectorants and chest rubs. A 
chest balm of grease and gasoline is often used to open up airways. As an 
expectorant, mother's mix animal grease with Vick's vapor rub and give it orally to 
the child. Traditional birth attendants (TBAs) were the most common source of 
dangerous ARI holr~e treatment practices. 

Homemade ARI treatment and the use of old medicine are popular among mothers 
who would otherwise be unable to buy prescribed treatment. Government run 
health clinics rarely have an adequate stock of medicine and patients are often given 
a prescription that they must buy from a private pharmacy. If mothers have the 
funds to buy modem medicine they often bypass the health clinic altogether and go 
directly to the pharmacy to purchase the mediane that was used for the previous 
ARI. Pharmacies commonly sell medicine without a doctor's prescription. 

Self-medicating contributes to diminished medication effectiveness since mothers 
rarely give an  entire course of treatment and are impatient with the recommended 
time expected before the medication will provide an effect. Mothers commonly 
expect mediane to take affect the same day it was administered and generally 
suspend treatment as soon as the child shows signs of improvement. Mothers need 
to be taught the appropriate use of antibiotics; when they are and are not necessary 
and the importance of finishing the recommended dosage. 
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Communication activities should focus on encouraging mothers to seek care from a 
trained provider as soon as fast breathing appears, even when no fever or cough is 
present. It is important to emphasize the use of safe home treatment before seeking 
help and the appropriate use of medication. 

Doctors, nurses and community health workers should unlfy their language and 
treatment of ARI. They need to be conscious of explaining ARI treatment to 
mothers at a level in which she can understand. At this point, there is very little 
standardized ARI protocol and everyone seems to recommend what in their 
opinion is the best treatxnent. This contributes to mothers' confusion and 
ineffectiveness in ARI home care. 
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INTRODUCTION 

In 1990 acute respiratory infections (ARIs) were responsible for 4.3 million deaths of 
children under five in developing countries, an estimated one-third of infant and 
child mortality in those countries (WHO 1992). Bacterial pneumonia, which can be 
controlled by antibiotics, is the principal cause of ARI related mortality (UNICEF). 

In Honduras, ARTS, specifically pneumonia, are the principal cause of morbidity 
and mortality in children under five years of age. (Epidemiology and Family Health 
Survey/EFHS 1991-92) 38% of the children in Tegucigalpa and San Pedro Sula had 
A N  in the 15 days prior to the Epidemiology and Family Health Survey conducted 
in 1991-92. The Adventist Development and Relief Agency (ADRA) report 61% 
prevalence of ARI in the Child Survival (CS) project area of Nueva Suyapa (KAP 
survey 1995). Statistics gathered from the CESAMO in the project area report that 
ARI comprised 30% of all doctors' consultations during the months of March, April 
and May 1995. In San Francisco, a barrio in the project area with a population of 
6,440, there had been two reported deaths from pneumonia. In Nueva Suyapa, a 
barrio in the project area with a population of 19,048, there were two unofficial 
reports of ARI related infant death (report given by traditional healer/midwife). 
The health center in San Francisco claims to have a 25% increase in ARI: related 
consultations from 1994 to 1995. (MOH annual report 1995) 

ARIs are of two basic types: Acute Upper Respiratory Infection (AURI), which 
includes colds, rhinitis, tonsillitis and ear infections, and Acute Lower Respiratory 
Infection (ALRI), which is primarily pneumonia. Effective treatment of children 
with ALRI involves early detection of ALRI related symptoms (cough, fever and 
rapid breathing) and appropriate use of antibiotics prescribed by a health provider. 

Caretakers of young children at home have a strategic role in assuring early 
diagnosis and appropriate treatment of ARIs. They detect symptoms that warrent 
health facility treatment, and decide how prescribed medications will be used at 
home. Thus it is key to ARI program development that we identify what mothers 
know, how they refer to AH, how they treat ARI and how health workers can best 
communicate information about ARI to caretakers of young children in a language 
that is most familiar to them. 

A focused ethnographic study (FES) is designed to help national ARI programs do 
the following: 

Document signs and symptoms and identify terms by which mothers 
recognize illness that correspond in whole, or in part, to clinically diagnosed 
pneumonia. 
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Identify factors that facilitate or deter seeking prompt care from a trained 
health provider. 

Identify relevant maternal expectations concerning antibiotics and other drug 
therapy, and anticipate problems affecting compliance with treatment. 

Identify relevant cultural characteristics and conditions that are likely to 
strongly influence community response to program activities. 

Improve didactic materials used at the community level to include local 
terminology, perceptions and practices. 

Develop effective home care advice and other recommendations for 
appropriate communication with caretakers of young children. (WHO ARI 
program planning 1992) 

A key output of FES research is a series of suggestions for home care messages that 
health workers can discuss with mothers, including advice on when children with 
a n  ARI should be taken for care. The FES research in Tegucigalpa, Honduras was 
conducted in October and November of 1995. This paper reports the key results of 
research. 

Research Setting 

The research was carried out in three peri-urban barrios of Tegucigalpa, Honduras 
where the ADRA Child Survival project has been working. The barrios are San 
Francisco, Flor del Campo and Nueva Suyapa with a collective population of 
approximately 40,000 people. The population of Tegucigalpa is 800,000 and growing 
by an approximate rate of 2.8% annually. Rural to urban immigration is a common 
phenomenon. Such immigration creates an increased demand on already scarce 
housing. Immigrants typically live in makeshift houses built from scrap material. 
Potable water is a continual problem. People in the barrios are forced to purchase 
their rations of daily water because the few rivers that intersect the city are 
contaminated. The area is situated on steep hills accessed by day surfaced roads that 
alternate between dust and mud, whose ruts are often channels for liquid waste 
runoff. Hygiene and sanitation are a challenge with limited and expensive fresh 
water supplies. 

Tegucigalpa is a hilly aty at 2000 feet above sea level. The climate is cooler than in 
the coastal lowlands and has a distinct wet and dry season. The dry season runs 
from October to April, roughly. The wet season runs from May to September. 
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Research Design 

The FES research was designed to be conducted in a fairly'short time period, (3 to 6 
weeks), using in-country research staff familiar with community-based social 
structure. To implement the study, the core research group consisted of one 
external consultant as the principal investigator (PI) and nine Honduran ADRA CS 
personnel as the research assistants (RAs). Though a smaller research team could 
have been used, all ADRA staff was involved in the FES research to insure that the 
entire project could benefit from the learning process. The study was designed to 
encourage ADRA staff participation in creating and conducting an ethnographic 
survey. The staff collected and processed the data to help refine their Child Survival 
project interventions and interactions with mothers. 

The ADRA CS staff were well versed in conducting surveys at the community level, 
thus little training was needed. FES objectives were reinforced to insure qualitative 
rather than quantitative research techniques were understood. It was important to 
clarify that the interviews would be very open-ended and that there were no right or 
wrong answers. 

The ADRA staff assisted in the planning and translation of the interview questions. 
(See appendix A, B & D) The methods used for FES data collection were: 
Unstructured interviews, hypothetical case scenarios, recall of past ARI episodes and 
a matching of illnesses to signs and symptoms card game. Data collection procedures 
were decided upon collectively by the research team to instill a sense of ownership 
in the research design. The cards used for paired comparison of illness to signs and 
symptoms (Appendix A & B), which were designed and cut out by the ADRA 
research staff, proved to be a successful method to ascertain local beliefs about the 
names and characteristics of different illnesses in the context of playing a game. 
This method was used with mothers, traditional healers (TBAs) and drug 
sellers / community medicine banks (CMBs). 

The FES Manual suggests five different groups should be interviewed: mothers at 
home, mothers at the health facility, health providers, traditional healers and drug 
providers (See appendix D) 
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The number of respondents for each type of data collection procedure is as follows: 

The study was conducted over a two and a half week period in October and 
November of 1995. The research staff rotated responsibility by having three teams of 

e three RAs. The PI was present for all interviews. Questioning and conversation 
duties were shared between the PI and one RA while the other two RAs took notes. 
Notes and observations were consolidated at the end of each day to insure fresh 
analysis. 

RESPONDENT 

Traditional Birth 
Attendant 

Mothers at Home 

Mothers at Health 
Facility 

Doctors 

Nurses 

Drug Sellers (CMB) 

Pharmacy 

Also relevant to this study are the quantitative results gathered during the previous 
baseline survey. An ARI annex was added to the KAP survey conducted in August 
of 1995. Information was gathered pertaining to medication usage, ARI related 
terminology, home treatment of ARI, ARI prevention and nutrition during A N .  
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QUANTITY 

3 

1 1 

10 

7 

6 

5 

3 

TYPE OF INTERVIEW 
Open-ended exploration with 
matching and severity rating of 
illness, signs and symptoms. 
Open-ended exploration with 
matching and severity rating of 
illness, signs and symptoms. 
Open-ended exploration with 
matching and severity rating of 
illness, signs and symptoms. 

Unstructured interview. 
Hypothetical illness scenario. 

Hypothetical illness scenario. 

Presentation of staged illness. 



RESULTS 

Principal Investigatois Questions and Answers 

Global questions: 

What is the overall severity of A N  in the target area? 
Are significant numbers of children actually dying of pneumonia? 
How do cultural beliefs and customs help or hinder the prevention and 
treatment of AM? 

Specific questions: 

[ 1. Recognition and interpretation of ARI signs and symptoms. 1 

Do mothers recognize fast breathing, can they describe it in beats per minute? 

33% (7/21) mothers recognized fast breathing as an ARZ sign with one mother of the 
21 interviewed knowing what number of beats per minute constituted fast 
breathing. Mothers often define fast breathing as cansancio (tiredness), agitado 
(agitated or irritable), ahogando (drowning) or desesperado (desperate). Chest in- 
drawing is often referred to as se le hundelmete las costillas (the chest sinks in). 
None of the mothers interviewed mentioned chest in-drawing as an ARI symptom 
but 4 of 21 (33%) mentioned chest in-drawing when asked to define rapid breathing. 

Do mothers consider fast or difficult breathing to be a serious sign and 
indication to seek help? 

Mothers are aware of rapid breathing, 67% (14/21) mentioned cansancio (rapid 
breathing) as a serious ARI sign that would force her to seek help. However, there is 
no distinction between fast and very fast breathing nor do mothers know how to 
count breaths per minute. 

What other signs do mothers consider serious? 

  others mentioned fibre o cnlentura (fever), tos (cough) and se ahogo (drowning) as 
serious signs that would force them to seek help. Mothers commonly refer to 
wheezing as hervor en el pecho but do not appear to consider it a sign of danger. 
Four mothers (19%) mentioned chest indrawing (se Ie mete o hunde Ias costillas) as 
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a danger sign. Overall tiredness or weakness (debiI/desganado/desesperada/triste) 
are general terms that mother uses to explain dangerous ARI symptomology. 

Although asthma is often used to refer to ARI rather than pneumonia, most 
mothers realize that pneumonia is more dangerous (14 out of 24 - 58%). 
Interestingly, 100% of doctors interviewed said mothers could not define 
pneumonia. Many mothers confused iI1ness names with signs or symptoms names, 
for example, when asked the name of the sickness that the child had, the mother 
might respond with moquera (runny nose) or tos (cough). (See appendix A & B for 
a list of local terxninology of illness, signs and symptoms.) 

Are mothers aware of how rapidly young infants can become sick and die 
from respiratory infection? 

It would seem that mothers are aware that a child can die rapidly from an ARI since 
they are less likely to wait a long time if the child is presenting signs of pneumonia. 
Five out of nine sought help the same day when presented with a case of 
pneumonia, as opposed to one mother who would have sought help for a child sick 
with the common cold. 
Although ARI morbidity is high in Honduras, the mortality rate is low. Of the 44 
people interviewed only two mentioned knowledge of infant death due to ARI, and 
those were unofficial reports from mothers and traditional birth attendants. 

I 2. ARI household management practices I 

Who takes care of the child? 

Mothers or grandmothers are most commonly sited as caretakers with an occasional 
mention of an older sibling or other family member. 

Do mothers change the amount of food or liquids given to the child when 
sick? 

Mothers predominantly provide less food (86%) and less fluids (52%) to a child sick 
with ARI. Mothers explained that the child had no appetite and refuses to eat. 
Interestingly, of the six mothers who did say that they give their child more fluids 
during an ARI episode, four of those were mothers at home and only two were 
mothers in the health center. Mothers at home seem to be keeping their children 
more adequately hydrated than mothers in the health center. 

Do mothers use homemade remedies to treat cough and fever? 
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Mothers most predominantly use an herb tea infusion with camomile, eucalyptus, 
mint, oregano or cinnamon for children with a cough or cold. They also use drops 
of camomile tea to clean a runny or stuffed up nose. Vick's vapor rub is routinely 
used for congestion. or steam vapors from boiling water. Some mothers have been 
told to give the child spoonfuls of animal grease and Vick's to get rid of phlegm and 
others use a combination of animal grease and gasoline as a chest rub for congestion. 
Lemon with honey is a commonly used cough syrup. For a fever, mothers are more 
likely to buy a n  aspirin or acetaminophen tablet than use a luke warm bath. 

Are these remedies unsafe? 

The use of animal grease as a laxative or animal grease with gas or Vick's as a chest 
rub is very dangerous. Any one of these combinations could cause chemical 
aspiration pneumor?.ia, skin irritation and severe stomach upset. Mothers need to 
be taught the dangers of these practices! 

What over-the-counter or prescribed medicines do mothers generally use and 
what are their dangers? 

Mothers often use antibiotics, decongestants, bronchodilators, antipyretics and 
expectorants. Used according to the doctors orders, there should not be a large 
health risk. Unfortunately, all of these medicines are readily available without a 
prescription. There is one type of bronchodilator, Theophylline, that is particularly 
dangerous if not administered correctly. Due to its long lasting effect, the mother 
can chemically intoxicate a child if she gives too much of this drug or couples it with 
other medications. Salbufamol, another bronchodilator, is a safer choice since it 
does not last as long. Salbutamol, is often used in nebulization as well as syrup 
form. 

Some doctors mentioned their dissatisfaction with expectorants in small children 
since an infant is unable to spit. The expectorant produces phlegm expulsion and 
the infant ends up swallowing the excess phlegm. The overuse and self-medicating 
with antibiotics is a continual community health problem. Antibiotics are used for 
anything from the common cold to acute pneumonia. The general preference is the 
injectable form rather than oral due to the perceived immediate effects. Mothers 
rarely finish an entire course of antibiotics because they want to save the medicine 
for the next bout of ARI or other sickness, thus creating a vicious cycle of drug 
dependance and reduced effectiveness. 

What are mothers being told by drug sellers /pharmacists about drug 
- treatment of ARI? 

Two types of pharmacies were contacted, one which was a community based 
medicine bank (CMB) with donated supplies by UNICEF and the other which was a 
privately owned pharmacy. The former gave far better attention than the latter. 
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The community based drug sellers have a basic supply of medicine (See appendix C) 
and have been well trained by UNICEF as to the appropriate use and potential abuse 
of medications. The CMBs are run by community health volunteers. When asked 
what treatment one CMB would give to a child with a common cold, her response 
was: 

"The mothers pressure me to give them antibiotics for everything and they only 
want to buy a little bit. I won't sell them anything other than the full dose and only 
if the child needs it. Then I refer them to the health center. " 

This is in stark conwast to the pharmacy. None of the three pharmacies visited gave 
instructions on how to use the suggested medication and all were willing to sell any 
quantity of antibiotics without a prescription. The only additional question they 
asked regarding the child was its age. No referral for follow-up care was mentioned. 

1 3. Patterns of care seeking I 

Who decides when a sick child needs treatment outside of the home and who 
takes the child for care? 

Mothers or grandmothers are the decision makers for ARI care. An older family 
member or neighbor are often consulted for advice before taking the child to a 
health practitioner. Mothers are almost invariably the ones who bring the child to 

0 
the health center. If the child is severely ill with ALRI, the father is more likely to 
accompany the mother. (Three of five mothers interviewed at the emergency room 
in the hospital were accompanied by their husbands, none at the health center were 
accompanied.) 

Is there practitioner preference among mothers? What is the sequence and 
timing of care-seeking and how does it depend on perceived severity? 

Practitioner preference depends on the severity of the illness. If a child had a 
common cold, the mother would be more likely to look for help from a community 
health volunteer or drug seller/CAB. With signs of pneumonia, mother would go 
to the health center (or hospital if the health center was closed). 14 out of 21 
mothers preferred the health center over a private clinic or CHV. The main reasons 
were economic; consults and medicine are largely free. Close, easy access to the 
health center was also mentioned as well as less waiting than in the hospital, with 
the exception of hospital emergency room (ER) service. If mother did choose a 
private clinic over the health center it was because the clinic had a larger medicine 
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supply and gave service 24 hours a day. Mothers generally felt satisfied with the 
quality of care they received although one mothers said, 

"You have to know someone at the health center to get good service, otherwise you 
just wait in line like all the rest. At the hospital they treat you right away." That 
mother had visited the ER. 

In should be mentioned that not one mother mentioned seeking help from a 
community health volunteer or CAB. This should be improved. 

What are the common causes of delay in care-seeking that could be modified 
or improved upon? 

There are both modifiable and nonmodifiable causes for delay in care-seeking. The 
nonmodifiable is socio-economic. Mothers save medicine from previous ARI 
episodes for future occurrences. This way they don't have to buy the same 
medication twice. Two of the three TBAs visited also save mediane to give to their 
clients when necessary. One TBA held up an old bottle of Trimetropin Sulfa 
(antibiotic) and said, 

"I save this for the neighbors when they come in with a fever or cough. I give them 
a spoonful and send them to the health center if they need a doctor." 

Fortunately, she said she sends her clients to a doctor if they need it. Unfortunately, 
the old medicine has often lost its effectiveness and mothers waste time with 
useless home treatments when they should be going to the health center. Mothers 
also wait until the child is very ill rather than seeking help for a common cold 
because they know the health center has very little medicine and they will most 
likely receive a prescription for something that must be bought at the local 
pharmacy. We need to teach mothers the importance of finishing all medication 
and that old medicine is often useless. TBAs should always be involved in the 
health education workshops since they are the source of much home treatment 
advice and the main culprits for recommending dangerous practices. Mothers 
could also benefit from some reinforcement in the recognition of fast breathing and 
the importance of prompt care seeking. The socio-economic obstacle will be difficult 
to overcome. 

Concerning infants less than 2 months of age: 

What is the sequence and timing of care-seeking, are they taken out of the 
home for care at a health facility? 

Both mothers in te~iewed who had children less than two months of age were at 
the health facility and said they gave no home treatment before seeking help and 
that they went immediately to the health facility since young children can get sick SO 

quickly. One mother mentioned rapid breathing and the other mentioned inability 

ADRNtlonduras CS XI Detailed Implementation Plan -April 1996 185 



to cough as the reason for seeking help. Economic reasons for delay seem to be 
more applicable for older children, but when they are under two months, mothers 
seek medical aftention very rapidly. 

1 4. Maternal expectations concerning ARI treatmenUcompliance I 

What do mothers expect when they seek care from a health worker for a child 
sick with ARI? 

Mothers expect to receive medicine. They are not overly concerned with a thorough 
examination nor explanation of how to use the medication or prevent further 
complications. To a mother, a good doctor is one who sends her on her way with a 
bottle of medicine. 

What do mothers expect medications to do and how quickly do they expect 
these effects to occur? 

Few mothers realize antibiotics are only useful for bacterial infection. Most mothers 
expect drugs to take effect the same day (nine out of 21). One physician mentioned 
the use of corticosteroids for airway obstruction due to an asthma attack or ARJ. 
Corticosteroids give an immediate anti-inflammatory effect and should only be used 
for extreme cases. Unfortunately some mothers have seen the immediate effect of 
this type of drug and demand it from the doctor not realizing it has an additive 
toxicity effect if used long term in addition to immune system suppression, 
osteoporosis and Gushing's disease. Both doctors and mothers abuse corticosteroids 
because of the immediate effects. This also skews mothers perception of how 
quickly other types of medications should take effect. 

When do mothers consider a medication has failed and another txeatment is 
needed? 

Eight of 21 mothers said if the child had not shown signs of improvement in 24 
hours she would seek help from another doctor or health care provider that would 
prescribe a good medicine. 

Do mothers complete a course of medication or stop when the child is better? 
.. What other factors affect medication compliance? 

17% (4/24) of mothers and TBAs say they finish the full course of prescribed 
medicine. Most suspend treatment when the child appears to be better. As 
previously mentioned, mothers tend to save medicine for reuse. Medicine is 
expensive and they cannot afford to buy it every time a child gets sick. Also, the fact 

ADWHonduras CS XI Detailed Implementation Plan -April 1996 186 



that pharmacies are willing to sell small doses of antibiotics affects medication 
compliance. 

Why would a mother be likely to return to the health center? 

Because the doctor gave her free medicine or it is the closest health facility to her 
home. 

15. Practitioner information/~ersuectives on maternal recognition and care-seekha 1 

Who are the practitioners providing care for children with ARI? 

Nueva Suvapa: FIor del Campo: San Francisco: 
6 Private clinics 7 Private clinics 2 Private clinics 
1 Health Center 1 Health Center 1 Health Center 
1 Health Post 1 Health Post 1 Health Post 
16 TBAs 2 Pharmaaes 1 Pharmacy 

6 CMB I CMB 
5 TBAs 4 TBAs 

Which health workers are authorized to provide antibiotics? Who else 
provides antibiotics? 

Private and public physicians and pharmacists are authorized to provide antibiotics. 
CMBs also provide antibiotics and have been well trained by UNICEF. It seems that 
CMBs are more aware of the dangers of antibiotic abuse than pharmacies. 
Pharmaaes are very willing to sell partial prescriptions. 

Private physicians tend to over prescribe antibiotics more than public physicians 
since they are more concerned with client satisfaction. If they give a mother what 
she asks for, lots of injections and pills, she is more likely to return. The one private 
physician interviewed said she likes to give two or more kinds of antibiotics, some 
injectable others oral, to make sure the child responds. She even mentioned the use 
of antibiotics for a common cold. The other six physicians interviewed did not 
recommend antibiotics for the common cold but all would prescribe antibiotics for 
pneumonia type symptoms. 
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Do health workers think there is a delay in mothers care seeking and why? 

Five of seven (71%) doctors interviewed said mother does not bring the child to a 
health professional on time. Most feel that the mother doesn't know any better and 
doesn't realize how serious ARI can be. The doctors at the health center said the 
mother most likely sought help at a private clinic before coming to the health center 
since she is guaranteed medicine there. 

What do health workers say are the signs and symptoms that mothers pay 
attention to? Are there other terms that they feel mothers should know and 
are these terms concurrent with mothers' language? 

Four of seven doctors interviewed said mothers recognize rapid breathing and 
cough as ARI danger signs, three mentioned fever. Doctors said the most important 
sign to recognize is cansancio (tiredness or rapid breathing). Cyanosis was also 
mentioned as well as decaimienio (energy less or loss of appetit). One doctor 
thought it was important for mothers to be able to distinguish between intercostal 
chest in-drawing and subcostal chest in-drawing. Since only four of 21 mothers 
mentioned it as a danger sign, recognition of either form would be a n  
improvement. 

1 6. Communication with mothers I 

In general, doctors realize the importance of speaking to mothers in a language that * they understand but few practice what they preach. Most doctors said ARI morbidity 
could be reduced with continued education for mothers but there was little 
consensus on who should be responsible for providing that education. It was 
discovered that doctors are not aware of the work that CHVs do. Not one of the 
doctors interviewed mentioned CHVs as a viable place for mothers to seek help 
before coming to the health center. 

It should be mentioned here that the Honduran MOH is in the process of 
reclassifying bronchitis. There was a lot of conflicting information on the treatment 
and classification of bronchitis. It was very confusing and must have an effect on 
the success of home treatment and prevention. There was also a lot of conflicting 
ARI treatment advice between doctors and nurses. If mothers receive a different 
suggestion from every health practitioner they'll probably give up and do nothing or 
resort to old dangerous habits suggested to by the traditional healers. Unification of 
practitioner terminology and treatment would help with the success of ARI 
treatment in general. 
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V. MODIFIED HOME CARE ADVICE BOX 

(See Appendix E for Spanish version of Home Care recommendations.) 
- - -- - - 

Modified Home Care Box 

If y o u  child has a: Cough 
Runny Nose 
Teary Eyes 

He/She probably has a COLD 

Care for himher at home with: 
Herb Tea 
Steam vapors with herb 
Keep the nose dean 

If you child has: Fever 
Cough 
Runny Nose 
Rapid Breathing 
Loss of Appetit 

He may have PNEUMONIA or ASTHMA 

Care for the child: 
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DANGEROUS BELIEFS 
Never put oil with gas on childs 
chest 
Never give Vick's orally 
Never give animal grease orally 
to rid child of phlegm 

ALL OF THESE PRACTICES 
WILL MAKE THE CHILD 

WORSE 

Do Not Self-Medicate 
Using old medication only wastes 
time while the child gets sicker 

Finish all prescriptions that the 
doctor recommends 

Go to the Health Center or Hospital 

If you child has: Loss of Appetit 
Rapid Breathing 
Chest In-drawing 
Wheezing 
Sleepy 
Fever 
Purple Lips or 
Nails 
Drowning 

He probably has PNEUMONIA 

Do Not Self-Medicate 
Using old medication only wastes 
time while the child gets sicker 

Finish all presaiptions that the 
doctor recommends 

Go to the Health Center or Hospital 



VI. RECOMMENDATIONS 

The following recommendations, in addition to those in the Home Care Box on 
page 18, are intended for ARI program planning: 

1. The MOH personnel have little unification in their terminology and treatment of 
ARI. Though it would be difficult to change this on a national level, we can make 
an effort to include doctors and nurses from the health centers in the project area, in 
not only the workshops given to CHVs but also in the training we receive at the 
administrative level. 

2. The mother's Home Care Advice Box should be posted in not only in the CHVs 
home, but should also be given to TBAs, local pharmacies, drug sellers, health 
centers and hospitals. This would serve as an education tool for mothers as well as 
health practitioners. 

3. There are some good beliefs and some bad beliefs regarding home ARI treatment. 
ARI program planning should attempt to incorporated the good beliefs while 
teaching the dangers of bad beliefs. For example, mothers think bathing a child who 
has a cold is dangerous because the child is more likely to get chilled. Though 
mothers should keep the child clean, it is good that she recognizes the importance of 
keeping the child warm and dry. 

Some of the more dangerous beliefs are mentioned in the Home Care Advice Box. 
TBAs are the predominant teachers of dangerous ARI home treatment. For 
example, one TBA explained in detail how to prepare a chest rub of lard and 
kerosene which helps to open-up the childs airways. Spoonfuls of Vick's 
mentholatum with grease is also mentioned as a method of getting rid of the child's 
phlegm. Needless to say, TBAs need to be more involved in ARI education. The 
percentage of mothers using TBAs rather than doctors as a birth attendant is rising 
(6% used a TBA in the 1993 ADRA/JHU KAP survey, 15% in 1995). TBAs are much 
more affordable than the local hospitals. In recognition of that fact, CS programing 
should include TBAs when choosing CHVs. 

4. It was discovered in the course of the interviews that the local drug suppliers 
(CMBs) were a good source of ARI infomation as well as medication. The public 
pharmacies were far worse in their abuse of antibiotics and haphazard way of 
checking into the childs illness than the Ch/iBs. Most CMBs are run by volunteers 
that have been trained by UNISA/UNICEF. Several of the CMBs volunteers are 
als.0 ADRA CHVs. It would be worthwhile to continue to include CMBs in ADRA 
activities. They are a great example of how mothers at the community level are 
capable of understanding and teaching appropriate ARI treatment. 

5. Mothers need to be taught to finish the full course of medication, specifically 
antibiotics, as prescribed by the doctor. Only 10 out of 24 mothers said they finish a 



full course of medicine. Most mothers save medicine for the next illness not 
realizing it will have expired. This habit of self-medicating with old medicine 
contributes to the delay in care seeking. Mothers might waste days home treating a 
child with useless medicine when they should be seeking professional help. 

Mothers also need reinforcement in the recognition of fast or difficult breathing. 
Mothers realize when a child is not breathing normally but do not know how to 
count breaths per minute nor check for chest in-drawing. 

Mothers generally don't ask the health provider to explain what their child is sick 
with when visiting the health center or hospital nor do they ask for an explanation 
of medicine usage. Not only should doctors and nurses be trained to give more 
basic information to mothers, but mothers should be taught that it is their right to 
ask questions about their childs health. If a mother is able to demand antibiotics 
from the health professionals as she often does, she should be able to demand basic 
explanations of treatment as well. This is another reason why MOH staff should 
always be involveti in ADRA training. 

6 .  Lastly, a general note about household hygiene. The level of filth in the home 
directly relates to the likelihood of infection. If a child has a runny nose and is left 
shoeless and undressed to eat, play and sleep with other children, the other children 
will surely contract the same cold. Personal and household hygiene needs to be 
emphasized when discussing ARI prevention with mothers. This may seem like a 
socio-economic topic, but it does not have to be viewed as such. Poor mothers are 
capable of wiping their childs nose and washing its face, even if water is scarce. 

7. The ADRA staff requests an ethnographic study to look at nutritional habits of 
mothers in the project area. The reasoning is similar to that for the A N  FES. 
Although mothers have received vast quantities of nutritional training and 
education, malnutrition continues to be a problem in peri-urban Tegucigalpa. In 
addition to a nutrition FES, I would suggest some research be done in the area of 
H I V / A I D S  prevention. The CSXI project proposal mentions both of these as 
potential concerns. 
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APPENDIX A 

GLOSSARY OF ARI RELATED TERMS 
OBTAINED DIJIUNG FOCUSED GROUP INTERVIEWS 

(List used for matching illness to signs and symptoms game during FES interviews) 

I1 ILLNESSES 1 
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APPENDIX B 

GLOSSARY OF ARI RELATED SIGNS AND SYMPTOMS 
(List used for matching illness to signs and symptoms game during FES interviews) 

1 SIGNS AND SYMPTOMS 1 
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SPANISH 

Fiebre/Calenture 
0p.s Rojos 

Ops Mo jados/LLorosos 
Tos 

Escalofrio 
Nariz Tapada/Mocos 
Mal/dolor de Cabeza 

Cansancio 
Respiraci6n RApida/Agitado 

Perdida del Apetito 
Dolor de Oido 

Gir-gir 
Sibilancia/Estridor 

Tiraje 
Se le mete/hunde las costillas 

Hervor en el Pecho 
Ataques/Convulsiones 

Pie1 PBlida 
Labios y Ufias Morados/Cianosis 

Tos Seca 
Tos de Perm 

Gargajo / Flema 
Aleteo Nasai 

Oido Reventada 
Labios Secos 

Desganado /Debil/ Decaido 
Se Pone Triste 
Pecho de Gato 

Llonroncito /Irritable 
Ma1 de Pecho 

Moquera 
Sornnolencia 

Se ahoga 
V6mitos 

Desesperado 
Ronquera/Mal de Garganta 

Respiracidn Ruidosa 
* 

ENGLISH 

Fever 
Pink Eye 

Teary Eyes 
Cough 
Chills 

Blocked or Runny Nose 
Head Ache 

Tired/Fast breathing 
Fast Breathing 
Lose of appetite 

Ear Ache 
Wheezing 

Wheezing/Stridor 
Chest indrawing 
Chest indrawing 

Wheezing 
Convulsions 

Pale 
Purple Lips and Nails/Cyanosis 

Dry Cough 
Deep Whooping Cough 

Flem 
Raring Nose 

Fluid in the Ear 

Dry Lips 
R~ridown 

Sad/Energyless 
Wheezing 

Won't stop crying/Imtable 
Chest Cold 
Runny nose 

Sleepy 
Drowning/ARI 

Vomiting 
Desperate/ ARI 

Sore Throat 
Dyspnea/Wheezing 



APPENDIX C 

GUIDE USED FOR COMMUNITY MEDICATIONS 

Salbutamol (bronchodilator) 
Usage: Deep cough, asthma, cough due to change in climate. 
Presentation: Synp 2 mg x 5 cc orally 

Tablets - orally 
Acetaminophen 
Usage: For pain or fever 
Presentation: Tablets or capsules 500 mg and 100 mg orally 

Syrup 100 mg x 5 cc 
Suppository 300 mg rectal 

Ampicillin (antibiotic) fX f r f  ~ i w j &  
Usage: ARI, skin infections, urinary tract infections 
Dosage: 500 mg and 250 mg capsules orally. 
Trime tropine Sulfa (antibiotic) 
Usage: For penicillin resistance, due to allergy, urinary tract infection, 

bacterial respiratory infections, ear infections. 
Presentation: Tablets 80 mg 

0: (4. 
Syrup 40 mg 

Amoxicillan (antibiotic) 
Usage: Moderate respiratory infections, skin infections, urinary tract 

infections, tonsillitis with pus. L T ~  2-P 
Presentation: tablets or capsules 250 mg and 500 mg envelopes. 

Usage: 250 mg orally 

COMMON MEDICATIONS AVAILABLE TO THE COMM'LTNITY 
Acetaminophen - tablets or syrup 
Folic add 
Allergil - Capsules and serape 
Amoxicillan - tablet and liquid 
Ampicillin - tablet and liquid 
Antispasm 
Aluminum hydroxide 
Mebendazol - tablets and liquid 
Metronidazole- syrup, vaginal suppositories 
Neomycin 
Nystatin cream suppositories 
Salbutamol - syrup (decongestant) 
Ferrous sulphate 
Tetracycline 
Gentian violet - vitamins, syrup and capsules 
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APPENDIX D 

Interview with Doctors 

1. How frequently do people bring infants or small children to you for treatment of 
A N  each day? 

2. What kind of healer or faality do people usually use when seeking care for their 
small children with ARI problems? 

3. What are the types of respiratory infection you see most often? 

4. In this community, which of these are the cause of death among small children 
and infants? 

5. What are the midn signs and symptoms that mothers pay attention to? Which 
do they consider serious? 

6.  Do you think mothers know what pneumonia is? 

7. Are there other names or terms that you hear for pneumonia or ARTI? 

8. Are there signs and symptoms of possible pneumonia that mothers should 
recognize, but don't seem to notice or pay attention to? 

9. What local terms do mothers use for signs and symptoms in comparison to the 
more scientific terms used by the medical community for pneumonia? 

10. Do you think mothers bring their kids in for ARI care on time or too late? If 
not, what are the reasons? 

11. What recommendations would you give to mother regarding home care of 
ARI? 

12. In general terms, who do you usually treat the following ARI cases: 

A child with a pneumonia? 
A child with a cough? 
A child with bronchitis? 

13.' What do you think could be done to reduce the numbers of deaths from 
pneumonia and other ARI? 

14. Who should take responsibility for these ations? 
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Interview with Nurses 

Q: I would like to read to you two hypothetical cases, and ask you to tell me what 
you think the mothers in the community would be likely to do in each situation. 

Scenario A: A six month old child with cough and runny nose. 

Scenario B: A six month old child with cough, runny nose, rapid breathing, fever 
and chest indrawing. 

1. What would mothers call their illness? Which signs and symptoms are most 
alarming to mother which would force her to seek help? 

2. What home remedies would she use? 

3. How many days would she wait to seek care, and where would she go first? 

ADWHonduras CS XI Detailed Implementation Plan - April 1996 196 



Scenario Presented at the Pharmacy 

Scenario A: Six month old child with cough and runny nose. 

Scenario B: Six month old child with cough, runny nose, rapid breathing, fever, 
chest indrawing. 

Things to look for ... 

1. Antibiotic prescribed? 

2. Other medications? 

3. Recommendation to seek help? 

4. Referral of where mother might look for additional help? 

5. Additional questions asked about the case? 

6.  Other options for cheaper medication? 

7. Explanation of usage and dosage of medicine? 
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Interview with Traditional Healers 

I. Name 

2. Community 

3. Number of years working as traditional healer, midwife. 

4. Do you attend children with respiratory illness? (Or have you at some point 
taken care of a child with respiratory illness?) 

5. What signs and symptoms are most important to mother, what gets her attention 
to compel her to seek advice for a sick child? 

6.  What type of counsel or suggestions do you give to a mother with a child who 
has ARI? (Referral and treatment) 

7. Do you give follow-up care? 

8. When do mothers think medicine will start to have an effect? 

9. Do mothers finish the entire course of medicine prescribed or do they stop 
administering medicine when the child shows signs of improvement? 

10. Why do you think some mothers wait to seek help for a sick child? 

11. Do you know of any children in this community that have died from an ARI 
related illness? 
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Interview with Mothers at Home 

I. Name and community? 

2. Age of the child? 

3. Who watches the child while mother is away? 

4. Has your child been ill with ARI ? 

5. What was the illness called? 

6 .  What were the signs and symptoms, how did the child look when sick? 

7. What did you do at home to treat the sick child? (home remedy, beliefs, 
costumes) 

8. What signs or symptoms do you consider dangerous and make you seek help for 
a child sick with ARI? 

9. Who did you seek advice from and why? (preference, good senrice, etc.) 

10. If you didn't look for help, why not? (Who decided when the child should be 
brought to a health provider; mother, husband, grandparents?) 

11. When your child became sick, how long did you wait before looking for help? 

12. Was the help of use? 

13. How long does it take for the medicine to take effect? (Did you finish all the 
medicine or stop when the child got better?) 

14. How long before the medicine makes the child well again? 

15. When your child was sick, what was the quantity of food and drink you gave 
them and why? 

16;. Have you or any one you know had a child die from ARI? 

17. Card game with signs and symptoms ... 
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Interview with Mothers at the Health Center 

1. Name and community? 

2. Age of the child? 

3. Who watches the child while mother is away? 

4. Has your child been ill with ARI ? 

5. What was the illness called? 

6.  What were the signs and symptoms, how did the child look when sick? 

7. What did you do at home to treat the sick child? (home remedy, beliefs, customs) 

8. What signs or symptoms do you consider dangerous and make you seek help for 
a child sick with ARI? 

9. Who did you seek advice from and why? (preference, good service, etc.) 

10. Where did you seek help before coming the health center/hospital? (note 
preference, other options, where she is most comfortable ...) 

11. When your child became sick, how long did you wait before looking for help? 

12. Was the help of use? 

13. How long does it take for the medicine to take effect? (Did you finish all the 
medicine or stop when the child got better?) 

14. How long before the medicine makes the child well again? 

15. When your child was sick, what was the quantity of food and drink you gave 

a them and why? 

16. Have you or any one you know had a child die from ARI? 

17. Card game with signs and symptoms ... 
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Interview with Community Medicine Banks 

Q: I would like to read to you two hypothetical cases, and ask you to tell me what 
you think the mothers in the community would be likeIy to do in each situation. 

Scenario A: A six month old child with cough and runny nose. 

Scenario B: A six month old child with cough, runny nose, rapid breathing, fever 
and chest indrawing. 

I. What would mothers call this illness? Which signs and symptoms are most 
alarming to mother which would force her to seek help? 

2. What home remedies would she use? 

3. How many days would she wait to seek care, and where would she go first? 

4. When does mother think the medicine will take effect? 

5. Does mother finish a full course of medication? If no, why not? 

6 .  What recommendations do you have for mother? 
(Follow-up care or referral to other clinic?) 
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ENFERMEDADES RESPIRATORIAS 
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' ~ i  su niiio se pone con ... Entonces tiene (enfermedad) i*..:':.': '.'-.."- 

I I 

Gripe o catarro (resfriado com0n) Cuidelo en casa con: 
! i 

1 

, 
, - 

>. 

I 

Tos 
Moquera (rinorrea) 
lrritadito ( fehricula) 
~ j o s  ilororor ( la~rimeo) 
Lloroncito (irritable ) 

i 
I 
I 

! 

I 
i ! 

: 
! 

yick o meninllna. I 
I 

[ i 
I 

-TB de manzanilla. I -  Nunca le de aceites como 

I 
buena, litrosol. o de cualquier tipo. 

i 
eucalipto, hierba ber de gallina. zorrillo. mono f 

! 
limon m n  miel a 

t 
I 1 

1 
:- Todas Bstas costumbres : 
son peligrosas el niiio puede i 
empeorar o morir. 

I 
I 

manzanilla. euca- 
1 

i 
t 

- Limpiar la nark con gotitas de agua 
, de manzanilla. 
I 
I 
i- Baje la fiebre con pafios de agua ,, , 

iibia. , . 

j 'Y, ' 
! . . . - ! 
1 -.- .-...-.-- -- . . . . . . . . .. 

-& 

!- Nunca ponga manteca 
: 
c o n  gas en el pechilo. 

' -  Nunca frole con alcohol 

! 
!- Nunca le dB a comer I 



Puede tener Neurnonia 6 puede E AUTOMEDIQUE CON 

(La medicina v i e j a  pier- 
de su  efect iv idad y e l  
niiio puede empeorar). 

Na quiere comer '( f a l  to de  ape- 
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Si su niiio se pone con,.. Entonces tiene (enfermedad) 

MUY PROBABLEMENTE 
TlENE NEUMONIA 0 MUY . 

PR0BABLEMT;NTE TlENE 
ASMA. 

f 

-D&jganado ( s i n  apeti to) 

Muy cansado (respiracibn rApida) 
Decaldo 
Se le hunden las costillas (liraje) 
Tiene h e m r  en el pecho, girgir 
(sibilancialeslridor ) 
Adormitado (somnolencia) 
Calentura (fiebre) 
Uiias y labios morados (cianosis) 
Piel pAlida 
Ahogo 

-Li*.:. . .. . ,! . .... ::, . ..;,( , .  ,. ;., . ~ * ~ b m  {fi,~to;;~.~;J~,~*;;a-; 
. - . - a .  . . - .  .. 7 ~ A  . 

a :.,er&dicas. Peligmsas ... - : ---. -." --..-,-- -.-..... - .  ....-...-.-- 
j 

I 
! 

i 
NO SE AUTOMEDIQUE C O N  i 

VlEJA 0 USADA. 
PUEDE SER MORTAL. 

:(La mdic ina  vieja p i er -  
de  su efectividad y el 
nifio puede empeorar). 

. .  j 
i 
j 
I 
? 
i 

I 

! 
I 

f -  Llevelo inmediatamente at Centro 
be Salud. 6 a i  hospi t h l  . 
Madre ICuidadol si su hijo padece de 
asma, tarnbibn pudiera tener . 
Neumonla. 

: i Atencih! 

;-Tennine todo e l  tratamient 
; como el  medico l o  indica. 

I 

I ' .  
I 

----.- ...---.....--,.-....--..-..-- -.., ..-..-.-. . . 
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Dado que esle proceso es dilerente a1 desarrollado prevta- 
nlente y ha probado que SI induce carnbios lanlo en las parteras, 
corn0 en el personal supervisor, el Minislerio de Saltid prelende 
qt~e el 100% de las personas que alienden pnrlos (parleras 
Aclivas) en el pais Sean capaciladas bajo esta nileva melodolo- 
gia, independienlernPnle de quian realice y q~ricn linancie las 
aclividadcs dc capacilacibn. 

Los nulores esperan que la conlribucion qtre esle rnan~ral 
aporte at procpso de capacilacion de Parleras Trntjicionnlcs y st1 
relacicin con loda la red de servicios produzca realrnenle un 
irnpaclo posilivo en la reduccibn de las rntrcrles de riiadres y 
ninos y dcdican la obra a1 Pueblo Hondureno. 

11.- ANTECEDENTES 

Aunque la exislencia de la Parlera Tradicional se remonta a 
liempos inmemoriales fuB hasla en la dbcada de los cincuenta 
que el Minislerio de Salud Publica de Honduras did los primeros 
pasos para participar de alguna forma en su orientad6n. En los 
anos sesenla se iniciaron 10s primeros cursos de capacilacidn y 
se logrb el reconocimienlo de la "PARTERA EMPIRICA' por el 
Colegio MBdico. 

En 10s anos setenla la capacilacibn de las parteras lradicio- 
nates se organizo y sislemaliz6. El proceso se suslentd en 
documentos como programas, proyectos y manuales. La melodo- 
logia era predominanlemenle escolAslica y aun conlinua en la 
misma forma hasta la fecha en las localidades en que aun no son 
alendidas con el nuevo proceso. 

El analisis de la situacibn Malerno lnfanlil especialmenle la 
eslruclura y caracterislicas de la motlalidad materna e infanlil 
condujo a 10s lecnicos nacionales a concluir que la capacilacih 
de parteras no eslaba produciendo 10s resullados que se 
esperaba de ella, y que por lo tanlo se hacia necesario revisar el 
proceso. 

Se eslablecio entonces que la melodologla escolAstica 
traditional y la falta de supervisi6n son las responsables de que 
la capacitacibn no sea efecliva y no logre producir cambios en las 
aclitudes y praclicas de la partera y por ende en los indicadores 
de salud. 

Como respuesta se planteb reorienlar el proceso para lo cual 
a inicio de 10s anos novenla se elaborb, en la Regidn Sanilana 
No. 4, una primera propuesla melodolbgica para la capacilacih 
de parteras tradicionales la cual fue probada e implementada en 
la Regibn Sanilaria No. 8 (La Mosquilia). 

Con las experiencias vividas en la Mosquitia y en olros 
lalleres con las Regiones de Salud # 2 y # 5 se hizo una serie de 
ajusles que permilieron oblener una propuesla melodolbgica que 
sirvib de base para la ejecucion a nivel nacional de un proyeclo 
con la participation directa de organizaciones privadas de 
desarrollo, la supervision del Ministerio de Salud Publica, la 
asesoria tbcnica de OPSIINCAP y el financiamienlo del Banco 
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Mul.,<jial a [raves del Forldo Horidurcrio dt? I r~vc rs~o~ i  Socral. Urio 
de ldj, produclos de esle prOyeC10 es la incorporacidn do las 
nlodlficaciones a la lernalica y al diseho ~nelodoloyico asi corno 
dc. lecnicas parlicipalivas y molivacionales que tian surgido en 
el transcurso de ocho meses de aplicacion del proceso para 
capacitar aproxi;nadarnente Ires mil parteras. 

Ill.- DEFlNlClONES OPERATIVAS 

1.- FACILITADOR: Recurso capacilado que induce al 
grupo a la reflexidn y anhlisis, modera y conduce con 
melodologias parlicipalivas el desarrollo de actividades 
en el proccso de capacilacidn. 

2. - PARTERA (0): persona que aliendc parlos. 

3.- PARTERA TRADlClONAL CAPACITADA: Persona quo 
aliende parlos y parlicipa en 10s procesos educal~vos. 

4.- PARTERA (0) ACTIVA: Toda persona que aliende 
parlos. cxccplo la que aliende un parlo circunslancia1- 
menle. 

5. - PARTERA VINCULADA: Toda persona quo aliende 
partos y eslablece relaciones con el M~nislerio de Salud 
a lravcs de reunioncs. infornles elc 

NOTA: En lodas las definiciones de "PARTERA" se debe 
considerar que hisloricamente la comunidad le 
asigna personalrnenle otras funciones relacionadas 
con 10s diferentes mornenlos de la vida reproducli- 
va de la mujer. 

6. - SUPERVISOR. Recurso cal)acilado que ha dcsarrollado 
un proceso de capacilacion inicial y que guia, orienla y 
apoya a la parlcra eri el desarrollo de sus aclividades. 

7.- MUJER EN EDAD FERTIL: loda persotia de sex0 
fernenino con edad co~nprendida enlre 10s doce y 10s 
cuarerlla y nueve ahos. 

8. - SEXO. es la caraclerislica biologica~ncnle dclerniinada 
que def~ne a la persona corno masculine o femenino. 

9. - GENERO: es el rol socialrnenle asiqnado a las pcrso- 
nas que las define corno mujer u hombre 

10.- ATENClON INTEGRAL A LA MUJER: accidn de salud 
que debe considerar a la mujer corno una persona que 
liene un problema condicionado no solamenre por una 
causa biolbgica (enfermedad) sino tambibn por su 
entcrno socioecon~mico-cultural. 

11.- ENFOQUE D E  RIESGO REPRODUCTIVO: es la cslra- 
tegia que permile el abordaje integral de las causas quo 
condicionan l a  enfermedad y la rnuerle relacionadas 
con el proceso d e  la reproduccion humana. 

12.- ENFOQUE DE RIESGO REPRODUCTIVO NO OBS- 
TETRICO (PRECONCEPCIONAL): es la eslratcgicl que 
permile la idonlificacion de mujeres con FACTORES DE 
RIESGO REPRODUCTIVO y su captacion para la 
prevencibn de embarazos de alto riesgo medianle la 
utilizacidn de METODOLOGIA ANTICONCEPTIVA. 

13.- ENFOQUE D E  Ri ESGO REPRODUCTIVO OBSTETRI- 
CO (CONCEPCIONAL): es la estrategia que permile la 
utilizacibn de l a  capacidad instalada para dar respuesla 
a la alencion del embarazo y el parlo en un nivel de 
complejidad adecuado a su grado de riesgo. 

14.- FACTORES D E  RIESGO REPRODUCTIVO: son 
aquellas condiciones, biolbgicas o socio-cullurales, que 
cuando estan presenles en la mujer aurnenlan la 
probabilidad de que ella o su produclo polencial en 
caso de embarazarse puedan enferrnar o morir. 

Se consideran faclores de riesgo reproduclivo 10s 
siguienles: 

a) SOCIALES: 
- vivienda rural o urbano marginal, 
-bajo ingreso econonlico (descrnpleo 0 subem 

plea), 
- baja o ninguna escolaridad, 
- soltera. 

b) BIOLOGICOS: 
- edades extrernas (menor de 18 o mayor de 35 

anos) . 
- paridad mayor de cualro hijos, 
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23.- PUERPERIO: es el pcriodo q~rc  sc lnicia despucs del 
al~~rnbrarniento(expulsron de la placenta) y se exliendo 
hasla el rnomenlo en que el organisrno do la rnujcr 
reclrpera las condiciones anatomicas y luncionales que 
presenlaba antes del ernbarazo. Durn al)roxirnadarnenle 
seis selnanas. 

24.- PUERPERIO DE ALTO RIESGO: c?s aquel cn el cual 
ocirrreri hechos relacionados con cl 1);lrln OIIC c0rnl)ro- 
rllclen la salud de la mujer. 

Los signos y sinlomas que indlcan cornl)l~cac~ones 
j)[rerp?rales son 

- s;lngr;lclo ulerino abundant@. 

Generalmenle es produclo dc nlenclon ~nadecuacla 
del pnrlo. puede ser scclrndarla a relenciorl total 0 

parcral de la placerita o las membranas. Es la causa 
mas frecuerile de mitertc materna en Honduras y puede 
prcvenlrse con unn adec~rada alerlcion del alurnbra- 
~nicrilo. Pucde dcberse larnbien a olras catrsas corno 
ruplura ulerina. desgarros cervicales. vaginales 0 
pcriricalcs y olras 

- F~el)re con o sin lelidez de 10s lmluios. 

Son slgnos de inleccion ptrcrlwral. gencralrnenle 
secundaria a alencion NO LlMPlA 0 NO ASEPTICA del 
l~arto. en menor frec~~encia a rupt~rra prcrnalura de 
rnenbranas. Es la segunda causa de rnuerte en Hondu- 
ras. ~mdria prevenlrse con alencion d(?l parlo liri\pio. 

25.- CONTROL PUERPERAL: es la alcnc~on qire ~Wrriille la 
valoracron rrilegral de loda rnujer puerpera y que se 
clcbe brlndar de prelercncia en 10s pri~neros 10 dias del 
puerpcrlo. con el frn de deleclar complicaciones, ya que 
es en esle periodo donde ocurre el rnayor nutnero de 
muerles puerperalcs. 

26.- LACTANCIA MATERNA: lodas las acciones que 
perr~i~tcn garantlzar qtrc todo nrr'io(a) Iiondtrrefio(a) 

reciba el aliment0 clnl pecho malerno d~:rjnle su 
pritneros arios de vida. Ello le previenr! i~rol)lema 
inrnunol6:)icos y nutricionalns, forfalecc: los viriculo 
larniliares y conlribirye a la economia Irtrlirliar. S 
incluyen en el conceplo las actividades que duranle I 
elapa prenatal preparan a In rnujer para la laclar~cia, la 
quo la apoyan duranle el parto y el puerperio. cl r~iancj 
de las cornplicaciones y el proceso de dcslclc. 
LACTANCIA MATERNA EXCLUSIVA: es al arilarllarl 
tamienlo al pecho rnalerno duranle 10s prirneros sei 
rneses dc vida del nino, duranle 10s cuales no se 11 
debe surninistrar ninguna olra suslancia que no sea I. 
LECHE MATERNA. 
APEGO PRECOZ: es la interaccibn enlre la madre y 6 
recihn nacido en la prirnera hora post-parlo. Puede I 
no haber amarnantamiento en esle periodo; lo ma! 
importante es el contaclo fisico piel a piel. 
ALOJAMIENTO CONJUNTO: significa que loda madrt 
que tuvo un parto con recikn nacido sano debe com- 
partir su mismo lecho con el o ella duranle loda si 
eslancia en el lugar de ocurrencia del parto. 
PLANlFlCAClON FAMILIAR: aunque en realidad es ur 
conceplo mAs arnplio, para efectos de comparaciones 
inler-instilucioinales e internacionales se define corno 
la aplicacibn y uso de rnelodologias anliconceptivas y 
lodos 10s procedimienlos adminislralivos necesarios 
para garanlizar las alenciones y el suminislro de 10s 
melodos en buen estado. 
USUARIA DE PLANlFlCAClON FAMILIAR: loda mujer 
adecuadamente informada que volunlariamienle decide 
ulilizar un melodo anliconceplivo natural o artilicial. 
temporal o perrnanenle. 
USUARIA DE PRIMERA V U  EN EL PROGRAMA: 
loda usuaria que NUNCA ANTES habia utilizado 10s 
servicios de planilicacibn familiar del Ministerio de Salud 
en ninguna parle del pais. 
USUARIA DE PRIMERA VEZ EN EL ANO: loda 
usuaria que en el ano en curso acude por primera vez 
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a oblener servicios de planificacion familiar en alguna 
U.P.S. del Ministerio de Salud. 

34.- USUARIA DE CONTROL: loda usuaria que en el ano 
en curso ya recibib por lo menos una atencion en 
planificacibn familiar en alguna U.P.S. del Ministerio de 
Salud. 

35.- LISTADOS DE MUJERES EN EDAD FERTIL: os el 
inslrumenlo instilucional y comunitario quo lwrmite 
deteclar a fodas las mujeres de cada espacio poblacidn 
determinado y conocer sus condiciones socio-econ6- 
micas y su situacibn de riesgo en sal~id mnterna y 
perinalal. 

36.- LISTADOS DE LAS MUJERES EMBARAZADAS, es el 
inslrumento inslilucional y comunitario que pcrmitc la 
deteccibn y caplacibn de loda rnujer ernbarazada de 
cada espacio-poblacibn asi como el anhlisis y segui- 
mienlo de su embarazo. 

37.- Mortalidad Perlnetal: es la muerte de fetos rnayores 
de 28 semanas de edad geslacional o de nirios duranle 
el primer rnes de vida. 

38.- Mortalidad Materna: Se refiere a mujeres que mueren 
por cualquier causa durante un embarazo, un aborto. 
un parto o duranle los prirneros 42 dias del puerperio. 

IV. 1 OBJETIVOS GENERALES: 

1 .  Conlribuir a d~sminuir la modalidad y la morbilidad malerna 
y perinalal rnedianle la capacitaci6n de las Parteras Tradi- 
cionales. 

2.- lnlegrar a la Parlera Tradicional al luncionamienlo de la Red 
de Servicios de Salud. en un proceso que garanlice el 
acceso a la atencibn en salud malerno-perinalal. 

3.- lnducir un cambio real en las aclitudes y prfidicas de la 
partera Iradicional, medianle el uso de una metodologia de 
capacilaci6n analilica, reflexiva, participativa y vivencial. 

4.- lntegrar a1 personal instilucional al proceso de capacitacibn 
y seguimiento de la partera lradicional para garantizar el 
funcionamiento adecuado de la red de servicios en funcibn 
de la solucion de la problemhtica materno infanlil. 

5.- Forlalecer la organizacibn cornunilaria y la participacibn 
social en la solucidn de su problem8tica de salud materno 
infanlil utilizando en el proceso de capacilacibn el enfoque 
de Sislemas Locales de Salud. 

IV.2 OBJETIVOS ESPECIFICOS: 

1.- Capacilar al 100% de las parteras a nivel nacional en 
atenci6n malerno infanlil, enfoque de riesgo reproductive, 
atencibn del parto limpio y alumbramiento seguro, utilizando 
la metodologia descrita en esle documento. 

2.- Capacilar a la Partera en la idenlificacibn y manejo de 10s 
factores de Riesgo Reproductive en lorma oporluna y 
adecuada para incrementar el acceso a la alenci6n integral 
de la mujer en edad fertil, estb o no embarazada. 

3.- Capacilar a la Parlera Tradicional para que identifique y 
reconozca a las embarazadas de BAJO RIESGO a las que 
ella SI puede alender, con una mejor calidad, garanlizando- 
les un PART0 LlMPlO y u n  ALUMBRAMIENTO SEGURO. 
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4.- Concientizar a la Partera Trad~c~onal y a la cornunidad sobre 
la irnpodancia de referir EFECTIVAMENTE y de acuerdo at 
grade de riesgo, a las rnujeres con Factores de Riesgo 
Reproduclivo o sinlomas y signos de ALTO RIESGO a las 
UPS de mayor complejidad, de esla manera se contribuirfi 
a disminuir'las complicaciones y las rnuertes en el nivel 
co~nunilario. 

5.- Capacitar a la Partera Tradicional en la prevenci6n del 
telanos neonalal tnediante la aplicacibn de Toxoide Tethnico, 
por ella rnisrna o por referencia a la UPS. 

6.- Capacitar a la Parlera Tradicional en el uso adecuado y 
distribucibn de rnbtodos anliconceptivos nalurales y de 
barrera y en la referencia para uso de olros m6todos a las 
diferentes UPS de mayor complejidad a fin de re fmar  la 
aplicacibn de la estrategia de Enfoque de Riesgo Reproduc- 
livo. 

7.- Capacilar al 100% del personal instilucional de 10s diferentes 
niveles de alenci6n en salud en la aplicaci6n del proceso de 
capacitacibn y seguimienlo de la partera traditional. 

V.- DESCRlPClON GENERAL DE LA METODOLOGIA 

El Proceso de capacitacibn de parteras esth dirigido a inducir 
cambios, en las aclitudes y practicas de la Partera Tradicional, 
orienlados al reconocirnienlo de su papel como parte de un 
sislema inlegrado de atencibn en salud que tiene como objetivo 
fundarnenlal disrninuir el ntimero de muertes de rnadres y nifios 
en su cornunidad. 

Para lograrlo, la estrategia de capacitacibn de Parteras 
Tradicionales, debe garantizar que el proceso: 

1 .- lormara parte de la respuesta integral de la cornunidad a su 
problema de rnuerle rnaterna y perinalal. 

2.- se desarrollara aplicando la matndclAgia participativa, 
reflexiva, analitica y vivencial en su antbienle de trabajo. (En 
la rellexion y analisis se &be considerar el Enfoque de 
Genero), 

3.- incluirh contenidos educativos que respondan a la imple- 
mentacibn del enfoque de nesgo reproductive, obslelrico y 
neonatal, 

4.- Se desencadenarh a partir del conocimiento de la realidad 
local, 

5.- garantice la utilizacibn de  tbcnicas participalivas para facililar 
el proceso de APRENDER HACIENDO, 

6.- garantice que el personal institutional identifique su rol corno 
part0 integral de la respuesta a la problemAlica rnaterna y 
perinalal. 
El proceso contempla dos rnornentos importantes que se 

~omplementan entre si: e l  primer0 un taller inicial de concentra- 
ci6n y el segundo una etapa de seguirniento. 

V.1.- TALLER INlClAL 

El taller inicial se &be desarrollar considerando los siguien- 
tes elementos: 

Participantes: - En la composicibn del grupo de perso- 
nas participanles en un taller existen &s 
aspectos importantes: 
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El numero total de parlicipantes no 
&be de exceder de 13 y la relacibn de 
parteralpersonal inslitucional no debe de 
exceder de 311 respectivamente. 

I - Entre 8 y 10 parteras las que serhn 
seleccionadas del grupo de personas 
que atienden parto en las Areas de in- 
fluencia y sede de la midad productora 
de s e ~ c i o s  de salud (UPS). 

- La auxiliar de enfermeria de la UPS a la 
que las parteras pertenecen. 

- El facilitador(a). 
- La supervisors de Area o seclor al que la 

UPS pertenece (cuando sea necesario). 
- Un futuro(a) lacililador(a) que no estd 

capacitado(a) cn la rnetodologia. 
- Mujeres de la comunidad, de cualquier 

edad, embarazadas y no embarazadas. 

- El ambienle principal a utilizar para las 
reuniones de discusidn de preferencia 
&be ser la casa de una de las parleras 
parlicipantes, pudidndose usar lambidn, 
escuelas, centros comunales, elc. y en 
ultimo cam un saldn del Cenlro de Sa- 
lud. 

- Las casas de rnujeres embarazadas para 
las atenciones vivenciales en prenatal, 
parto y puerperio. 

- Los consultorios de 10s CESAR y CESA- 
MOS para presenciar las atenciones 
instilucionales. 

- Los hospilales y clinicas materno infanti- 
les (cuando eslhn accesibles a lugar de 
la capacitacibn), para observar las insla- 
laciones y si es posible la atencibn insti- 
tucional del parto. 

- Casos comunales, alcaldias, escuelas 
iglesias, elc. para realizar las reuniones 
comunitarias. 

Rol del facilitador: 
- Discutir previo a) inicio del taller la meto- 

dologla con el personal inslitucional. 
ldenlificar th icas participalivas que se 
adecuen al tema que se estti desarro- 
Ilando. 
lnducir a lodos los participantes a la 
discusih sobre el lema en desarrollo. 
lnducir en los parlicipantes la apropia- 
cibn de conceptos a travds del mdlodo 
deduclivo. 
Propiciar la idenlificacibn de prticlicas 
inocuas, beneficiosas y perjudicialss, su 
discusih e intercambio de experiencias. 
Promover durante el desarrollo de todo 
el proceso la disminucibn de barreras 
entre 'facilitadores' y 'parlicipantes', 
eliminando la ulilizacih de lilulos y 
eslimulando el lrato de personas por su 
nombre. 
Utilizar ldcnicas participativas para man- 
lener la motivaclbn del grupo participan- 
le. 
Apoyar al personal inslitucional en la 
direccidn de la reun ih  cornunitaria. 

Rol de Participantes Institucionales: 

- Recordar que el personal inslitucional 
NO SOlAMENTE ES UN OBSERVA- 
DOR sino un parlicipante m8s. 

- En cualquier momento puede asumir el 
rol de Facilitador. 

- Debe utilizar en forma permanenle la 
metodologia participativa, evitando inter- 
venciones que influyan negalivamente 
mmo ser: 
- actiludes que evidencien la 

relacibn maestro alumno. 
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El seguimienlo sc real~zaTA lomando en coenla 10s SlguienTes 
elemenlos: 

VISITAS A LA COMUNIDAD: El lacililador analizarh con la 

1 partera la s i luacih meterno 
infanlil de su poblacibn. 

VISITAS A LAS EMBARAZADAS 
CON FACTORES DE RIESGO: El lacililador y la partera visila- 

ran a las embarazadas que 
eslAn en conlrol con esla ulli- 
ma. a fin de analizar la aplica- 
cibn de 10s conocimienlos 
adquiridos duranle la capacila- 
ci6n. 

'EVISION DEL MATERIAL: El lacililador revisarh el Malelin 
de la partera. 

VISJTA A LA UPS: El facililador visitara la UPS a la 
que perlenece la partera a fin de 
analizar coberluras, relerencias y 
aplicacibn del Enfoque de Riesgo 
Reproduclivo. 

REUNION CON LA 
COMUNIDAD: Se organiza una reunibn con la 

comunidad a fin de evaluar el pro- 
ceso de aplicacibn del Enfoque de 
Riesgo Reproduclivo. 

REUNJONES DE SEGUIMIENTO: 
Peri6dicamenle se realizara en la 
UPS reuniones con el personal 
institutional y las parleras para 
evaluar el grado de avance del 
proceso y relorznmiento de conoci- 
rnicnlos de acuerdo a necesidades 
~denlificados. 

SO debe revisar la disponibilidad de 
rnaleriales, equip0 y se prepararhn 
10s paquetes eslkriles. 
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NOTA: Cuando el seguimienlo sea realizado con personas 
ajenas a la UPS se debe elaborar un inlorme de la 

V.3.- EVALUACION 

Hay dllerenles lorlnas do evaluar el proceso: 

Evaluaciones en el taller lnlclal: 

3, D!lra~llc cl dr!sarrolIo del laller inicial al final de cada dia o 
catla tellla, el gtul~o ir~slitucional se reunirh para analizar las 
acl~victades realizadas. Per~nanentemenle el grupo debe 
cbaluar el grado de caplacidn o asimilacidn de 10s temas en 
rJiscusi0n. No se podrfi iniciar un Iema rnientras el anterior 
:lo Inya sido ns~~iiilado por la mayoria (80%) de 10s parlici- 
llanles. La evaluacidn de cada aclividad se harh a lravbs de 
preguntas verbales para valorar el logro de cada objelivo. 

b) periodicarnente se realizard evaluacibn con lodo el grupo 
participanle a fin de conocer el estado rnolivacional y de 
asicnilaci6n de 10s conocirnienlos en discusion. 

c) Se realizara evaluacibn al final del laller inicial para analizar 
el desarrollo cle las aclividades, el grado de asimilacidn de 
cfiriocirnientos, la aplicacibn de la metodologia y 10s elemen- 
10s ind~spensables en el desarrollo del laller inicial (partici- 
panles, rol del lacilitador, rot del personal inslilucional, l ~ ~ a l ,  
liln~larlles y lacililanles elc.) 
Evaluacl6n durante el segulmlento: 

d) Durante el seguirniento se evaluara el grado de asirnilacibn 
de conocimientos, carnbio de aclitudes y prhclicas de la 
partera; coberlura de atencibn por la partera y el nivel 
institutional y revision de exislencia de insumos. 
Evaluaclbn de lmpaclo: 

e) La evaluacibn de impaclo del proceso se harh a lravhs de la 
medicibn de indicadores tales como: 

I .  CkN100 DEL PLAN EOUCATIVO 

La capacitacibn inicial debe desarollarse en mddulos que 
permilan al capacilado la interiorizacih de la importancia del 
enfoque de riesgo reproductlvo en atemidn materna y perinalal. 
Debe tambibn asegurarse que la  mayor parts de 10s participantes 
hayan cornprendido el lema en discusidn anles de conlinuar al 
lema siguiente. Como ya se ha dicho anteriormenfe, la metoddo- 
gia debe ser participativa, reflexiva, analilica y vivencial; se 
evitardn (as exposiciones rnagistrales y se promoverP el uso de 
l6cnicas participalivas que permilan el aprendizaje mediante la 
accidn y la deduccidn. Tambidn se utilizarhn tdcnicas motivacio- 
nales cuando sea necesario. se evilare el uso excesivo de 
ellas. (ver anexo 1 ). 

El plan educative contiene las siguientes actividades: 

Presenlaci6n de 10s participantes, conceplo de iesgo 
conceptualizaci6n del Enfoque de Riesgo Reproduclivo, idenlili- 
:aciOn de Faclores Riesgo Reproduclivo. Alencidn prenatal y 
3mbarazo de alto riesgo, atencidn de parto limpio y alumbramien- 
'o seguro, atenci6n inmediala del recibn nacido, atenci6n 
puerperal, atencibn en planiftcacibn familiar y sislema de inlorma- 
:ibn. 

Vl. 1 .- CONTENIDOS DEL TALLER INlClAL 

A C T I V I D A D  1 

PRESENTACION DE PARTICIPANTES 

- rcferencias .- Romper el hielo enlre 10s participantes. 
- Inorbilidad y nlortalidad malern0 perinatal par sector .- Establecer Un clima de confianza mediante la identificacih 

area. de cada participante por su nombre. 
- oarl~c~[)aclOri sOClal. 
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El. M E T O D O L O G I A  

La presenlacibn deilos participanles &be hacerse a lravbs 
de lbcnicas parlicipalivas lales como: El baile de presenlacih, la 
presenlacidn por parejas el complemenlo de mi corazbn, imilacih 
de varios animales y olros. 

NOMBRE LAS FlGURlTAS EN PAREJA 

PARTICIPANTES: Se puede aplicar a grupos pequenos y 
grandes, de preferencia que 10s partic- 
panles en lolal lorrnen un nurnero par. 

No importa si son o no alfabelas. En 
caso de no lener las figuras se pueden 
utilizar nombres de animales. (En la1 
caso el grupo debe tener ins~rucclbn 
minima). 

MATERIALES: - Carlulina 
- Figuras repelidas de anirnales y obje- 

10s 
- Pegamento 
- Marcadores. 

PREPARACION: En un pedazo de cartulina se dibujan 
varios circulos, se recoilan, se remarcan 
y luego se van pegando figuritas en 
pareja. (Hasta elaborar 10 parejas como 
minimo). 

DESARROLLO: So coloca un grupo en circulo, y se les 
reparle una tarjela con una figurila a 
cada parlicipante. Lucgo se les dice que 
busquen su pareja y en caso de que no 
hayan figuritas se les pone nombres 
repetidos de animales. Cada persona 
enconIraIra su pareja irnilando las voces 
de tos aniniales que aparecen en su 
larjela. 

Una vez que so han formado las 
parejas, se busca un lugar apropiado 
para dialogar sobre sus dalos generates 
lales corno: nornbre, lugar de proceden- 
cia, cuanlos hijos liene, etc. Se les asig- 
nan unos minulos y despues se reune 
nuevamente at grupo y cada parlicipanle 
presenla a su cornpanera (0) narrando lo 
que esle le conto. 

REFLEXION Y 
ANALISIS: Con esla din8mica se prelende presentar 

a lodas las participanles, se conocen sus 
nombres, de donde vienen cada una de 
ellas y sirve para romper el hielo en lodo 
el grupo. 

NOMBRE: LA DELICADEZA 

PARTICIPANTES: Un grupo de 10 a 12 parleras con ins- 
lruccibn minima, que viven en una zona 
geogrhlica cercana 

MATERIALES: Una llor Nalural. 

ADRAIHonduras CS XI Detailed Implementation Plan - April 1996 
220 



(seuos~ad 9)  sodn~0 souanbad ua obanl 
-3)a 'JaDeq elsnb a1 spw anb p e p p  
-!lse 'I!A!~ opelsa 'e!l!uJEj s l  alqos solep 
'ua!nb epe3 ap elqtllou 'sajeuos~ad 
selual aJqos ue3!1eld uel!eq scJlua!u 'se! 
-aJed sej ueur~e as A c q s n ~ u  el a u d  a s  :OllOHHVS30 

' S C J J U C ~  

-U03 SnS ap c3JqtilOU lap aSJCpJO3C ClCd 
sapep!unl~otlo se!lch apep epualu103a1 
as enb oj ~ o d  cz~!u~cu~p cj ~ o d  sgJalut 
uap~a!d A ilcicl!uesap as leiu!ue un ap la 
~ o d  sclla ap o~q111ou la ua!qwe3 opuen3 

'a~le l~ laS3ld c epnAv 'op~a!nbzi 
ope1 lap clap?tliuo3 EI e ~ o l j  el ope6aliua 
p q s g  eA anl~lrne 'alqulou la elunGa~d 
a( 4 anlann as ep!nlo a1 as !s A 1011 oj op 
a) enb e~aucOtuo3 el ap aJqulou la ~ e p  
- J O ~ ~ J  ua sa~alu! ue~lsantu s c ~ a l ~ c d  se7 : s ~ s l l t f N V  

N O I X ~ ~ ~ ~ H  

.odnl6 
lap salairr! ~c ~eu!l3ap je eAnpuo3 otian! 
la 'IE~II!UC 1111 ap la ~ o d  o!do~d alqulou 
ns C J C I ~ ~ I I C ~  sal as solauedu103 sns 
ap snlqiuou sol ap!hjo a1 as enb euos 
-lad cl v ' loll el aluaiu~h!sa3ns uescd 
!se A alclulou ns ~~euo!3uau1 u?!qulnl 
lenr, lap 'oqnalap opcl lap la e!hua el ant) 
opuop~p A alqiuou la ~ o d  alopueulell 'op 
-~a!nbz! opel lap OJIO le loll nun eGa~lua 
(e )o~o~~c( l~uon  (c)un 'o!l!s ap t?!qwe3 
as opcl lap lo 1103 a3ouo3 as ounGle !s 
'o~n3113 113 trc30103 as sa1ucd1311~bd s o l  :of 70HHVS30 



e $ 8  

' se inlereamb~e Is ~nlo,lrlaciu~~ % 14 L~III- 

panera. 

Las participanles comenzarbn a cono- 
cerse enlre si y a entrar en confianza. 

A C T I V I D A D  No.2 

CONCEPT0 DE ENFOQUE DE RIESGO 

Que 10s parlicipanles comprendan que hay grupos 
poblacionales que lienen mayor probabilidad de experimenlar un 
problerna que olros. 

El grupo debe reflexionar que en una poblacion puede 
ocurrir cualq~~icra dc las siguienles siluaciones. 

1 .-  Hay un grupo de personas que cstan mas expucslos a sufrir 
un dano que olros. 

2.- En el grupo de 10s que eslan lnas cxpucslos no lodas 
sulriran el dano. 

3.- En el grupo de las rnenos exl)uar,lzs. algunas larnbidn 
sc~fren el dario. 

4.- Es imposible predecir de las que estan expuestas quienes 
van a sulrir el dalio. 

C. 1 

1IOMBNE: TECNlCA DEL ARBOL DE PELIGRO 

PARTICIPANTES: Pucdc ulilizarse en un grupo m nlayor 
dc 15 pcrsonos, no cs rolcvanlo c l  nivel 
dc inslruccion. 

MATERfALES: Pucdc liaccrse corl un jrbol o ralno que 
sc corisiguc cri la co~rlur~idxJ. 

PREPARACION: Se pucdc ulilizar cuolquicr objelo que 
rcl)rcscnlc irldividuos. 

DESARROLLO: SC colocan 10s objclos qttc rc1)rcsontnn , 
intllviduos, algur~os dc cllos 11jos en d ' 

arbol olros dcs~xcndiblcs dcl arbol y olro 
grupo dc cllos dcbajo dcl 6rbol. 
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Se mueve o se sopla el a r h l  para ob- 
servar que sucede con 10s d)jotos. 

REFLEXION Y 
ANALISIS: Se induce al grullo a la reflcxioti de lo 

ocurrido: lralando dc diferenciar que 10s 
individuos que eslnban debajo del arbol 
no lenian ninguna tmsibilidad de caer, 
mienlras que 10s que eslaban ubicados 
en el Brbol lodos lenian la posibilidad de 
caer, sin embargo, solo algunos de ellos 
cayeron. Era imposible predecir cuales 
caerian. 

Iransporlan denlro de de un bus que va por la 
cnrrelcro lienen psibilidades de golpearse o 
rnorir. si esle luviera un accidenle. No a lodos les 
pasara algo. las que no eslen en el bus no lienen 
probab~l~dad de acccidenlarse en ese bus). 

A C T I V I D A D  No.3:  

CONCEPTUALIZACION DEL ENFOOUE DE RIESGO 
REPRODUCTIVO 

1 - 2  A O B J E T I V O S  

Oue 10s parlicipanles e s l h  en capacidad de idenlificar que 
exisle un grupo de mujeres en edad fdrtil que lienen mayor 
probabilidad de que ella o su probable hijo puedan mfermar o 
rnorir en caso de que ocurre m embarazo. 

El grupo reconocerh que en  lodas las poblaciones exislen 
mujeres en edad fbrlil con diferenles caraclerislicas (edad. estedo 
civil, nivel soclo-ewnbmico, paridad) algunas de las males 
condicionan un mayor peligro si ocune un embarazo. 

Se rellexionarA sobre el hecho de que NO TOOOS LOS 
EMBARAZOS SON IGUALESs, pueden existir diferencias mlre i 
varias mujeres embarazadas. o enlre varios ernbarazos de la ! 

misma mujer. 
Recardas que dos lerceras partes de las muetles malernes 

perinalales ocunen en mujeres am factores be riesgo reproducti- 
vo y que solo una tercera parle ocune en mujeres que no lienen 
riesgo. 1 
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NOMBRE: LAS FLORES OUE CAEN AL AGUA 

PARTICIPANTES: Grupos cle 15 ~crsonas cuyo nivel de 
~t~slruccior~ no es rc levar~l~.  

MATERIALES: Pal,cl higienico. tiilo. carlulina. rnaskin 
1al)c. ~~alanyarla corl agua. 

PREPARACION: Sc clsbortlrl llorcs c!c I)LIIICI. unas gran- 
des quc tcl)rescr~lar~ a 135 cnadres y 
o l r x  I)L'(IUC;I~S ~ I J C  rcytrcscnlan a 10s 
Iiijos Se slan a uria llor grarlde 3 flores 
~)equcrias quc rcl)rcselitarl rnujer sin 
rlcsyv o bajo riosyo y a olras flores 
gra~idcs sc ILI atmr 5 y G llorcs rcllresen- 
tar~tlo alto riesgo (lor oaridat!. Se pega 
url pcclazo clc cartuliria alrcdedor de una 
l~alar~gana sobrc el cual se colocan 
I~ja~ncrilc vartos grirl)os de flores de 

riesgo y olros grupos no se fijan. La 
palangana se coloca en una mesa s o h  
la cual sa distribuyen grupos de notes de 
bajo riesgo. 

I 

DESARROLLO: El grupo de parlicipanles se dislribuye 
alrededor de la mesa. y una de ellas 
produce rnovirnienlo a la carlulina que 
estii pegoda a la palangana, las flores 
que no estdn pegadas caerbn a1 agua. El 
grupo reflexionaril sobre lo ocurrido. 

REFLEXION 
Y ANALISIS: Con esta actividad se pretende que los 

parlicipantes comprendan el ENFOQUE 
DE RIESGO REPRODUCTIVO. Hay 
mujeres con bajo riesgo (flores que 
estan sobre la mesa) y mujeres con alto 
riesgo (Ilores que esfAn en el borde de la 
palangana), de estas ullimas no lodas 
caen cuando se mueve la carlulina. 

NOMBRE: EL TUTIFRUTI 

PARTICIPANTES: G ~ p o  de hasta 15 parlicipanles cuyo 
nivel de instrucci6n no es de importan- 
cia. ! 

MATERIALES: Repollos, frulas de la lemporada, cuchi- 
Ilo. tabla, palangana, vasos, cucharh y 
cuchara. 

PREPARACION: Se divide el grupo en 3 conformado p r  
canlidades diferenles, unos mAs grandes 
que olros. Se prelende que cada grupo 
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DESARROLLO: AI p r i ~ ~ ~ c r  g r u l ) ~  st! le 1)1c'c quc h3ga un 
~ ) l c~c lo  de rcl)ollo y sit Ic' (13 totlo lo que 
ncccsila, (uru cabeza dc rel~ollo, un 
cucli~llo, una 131113 y i11\3 ~ ) a I a ~ ~ g a ~ i a )  y 
lrabajari 2 persor,rls. 

A1 scgundo grirl)o sc Ic pide que 
clabore 1111 l u l~ l ru l~  y clue adc~lias lo 
I)rcl)arcrr para coliicr (I~slu para servir) a 

sc Ic cfar~ ~0131lie1lle 2 o 3 Irulas, un 
cucll~llo, illla labls. urla 113131ig3na (no Se 

le d a ~ l  vasos. nl cucl~aras) y lrabajan 3 o 
-I 1)ursorlas 

A1 lcrccr grupo sc Ic ~)ltle lo lllismo 
y se dari las ni1s11i3s Irulas que al grupo 
alitcl~or y lodas 13s que sc puedan, 
aclc~nas se Ics da 3 cucl~rllos. 2 lablas, 1 
1)31311y3na, vasos y cucllaras y un cu- 
char011 par3 servirlo y hay varias perso- 

REFLEXION 
Y ANALISIS: Con esla aclividacl se j ~ ~ e l c ~ l d e  que 10s 

1131 I~cil)a~lleS I ~ L ' I I ~ ~ ~ ~ ~ U C ' I I  I:> 31ericion por 
cli IL'I~S cle co~ill~lcjidad. quo co~nprendan 
(111~' cad9 I ~ I J C ~  lielie cierla CAPACIDAD 
nESOLUTlVA y que cxisler~ li~iiilanles 
cuarido 110 se cuerlla COII lodos 10s ele- 
IIICIIIUS I I L ' C ~ S ~ ~ ~ O S  1)3r;1 rcalizar una 
~c I Iv~~L~(J .  

La ~)rirnura aclividad, en la que se 
tla a1 subyrur~o ctlui()o y lilcrlerial minim0 
o31a rcalizar U I I ~  acllvidad NO COMPLI- 
CADA, 1)ucdc cutiil)ararsc con el lrabajo 
quo liace 13 ~ a r l e r a  en la alencion del 
par10 rlc I)alo rlcsgo. La scyunda, sirve 

para hacer comprender la necesidad de 
que cuando se realiza una aclividad 
cornpleja, se necesrla conlar con lodos , 
10s maleriales y equipos necesarios. Se 
evidencia el hecho de que hay un grupo 
que tiene que elaborar y servir EL TUTI- , 
FRUTI pero no liene 10s maleriales y 
equipos necesarios; a t e  seria el caso 
de medicos, enferrneras y parteras, que 
alienden e n  el dornicilio, CESAR, CESA- 
MO o CLINICAS MATERNO INFANTI- 
LES frenle a un embarazo o parlo de 
alto riesgo. Los hospitales se compara- 
rian con el grupo que tiene lodos 10s 
maleriales y 10s ingredienles y pudieron 
hacer y servir el lutifruli. 

1 I 

NOMBRE: LA MANTA DE COCINA 

90 39 
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PARTIIL,PANTES: ;rupo c)e haslz ~5 personas c. ,o nivel 
de preparacibn no es relevanle. 

MATERIALES: 3 pedazos de tela de manta corribnle, 
madejas de hilo de varios colores, 3 
agujas. 

PREPARACION: Se divide el grupo en tres sub grupos de 
canlidades diferenles, unos m l s  grandes 
que otros. Se pretende que cada grupo 
trabaje con los rnateriales que se le 
asignan. 

DESARROLLO: A1 primer grupo se le pide que borde un 
dibujo que previamenle se ha hecho en 
un bozo de manta (se le limila en lo que 
necesita a la rnanla unicarnenle). 

Al segundo grupo se le pide que 
borde elmisrno dibujo que el grupo ante- 
rior en olro lrozo de manta (se les pro- 
vee aguja y manta unicamenle). 

AI tercer grupo se le pide lo rnisrno 
y se le proporciona olro lrozo de manta 
y todo lo necesario para bordarla (ma- 
dejas de hilo de colores y aguja). 

I 

REFLEXION Y 
ANALISIS: Despues que cada grupo realiza su 

trabajo se reflexiona y analiza lo ocurrido 
con todo el grupo se observa que las 
parteras se identifican con el primer 
grupo, ademas identifican la importancia 
de la atencibn por niveles. 

NOMBRE: SOCIODAAMA DE LOS GRADOS DE 
RIESGO EN LA ATENClON DEL PAR- 
TO. 

PARTICIPANTES: Grupos de hasla 25 personas no es 
relevante el nivel de preparation. 

MATERIALES: Petate o catre, sabana, muneco, liquid0 
rojo (refresco de fresa o uva), agua, 
bolsas pl8sticas, lazos delgados que 
simulen venoclisis o venoclisis reales, 
esparadrapo. 

PREPARACION: Se instruye a 10s pariicipantes que ac- 
luarhn en el sociodrama, se preparan las 
bolsas pldslicas como si fuera una pinla 
de sangre y un bole de suero. 
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Se p~do a1 grupo clue dramaticen Ires 
situaciones diferenles que se presentan 
a1 mornento clel parto. 

1.- Einbarazo y parlo sin riesgo. 
2.- Embarazo de alto riesgo con pari- 

dad de 5 hijos y mayor de 35 aiios, 
con parto complicado por retencidn 
de placenta que la lleva a la muer- 
le. 

3. - Ernbarazo de alto riesgo que NO es 
alendido por la partera. esla la lleva 
a1 hospital donde el medico le 
aliende su parto. Se le reliene la 
placenta y se le exlrae manualmen- 
Ic bajo aneslasia, se le pone suero 
y sangre por hemorragia. La pa- 
ciente no muere. queda hospitaliza- 
da. 

REFLEXION Y 
ANALISIS: El grirpo debe ser capaz de comprender 

el enfoque de riesgo y la importancia de 
la atencion en salud por niveles. 

A C T I V I D A D  No.4: 

IDENTIFICACION DE LOS FACTORES DE RIESGO 
REPRODUCTIVO 

Otrc 10s parlicipanles puedan idenlificar 10s factores de 
3iesgo l7eproduclivo presenle en las mujeres en edad fertil. 

Que el grupo reflexione sobre el hecho de que en la mayoria 
de las rnujeres que han muerlo o que han tenido rnuerles 
perinatales o complicaciones del embarazo, parlo o puerperio en 
su comunidad, exislen algunas CARACTERISTICAS COMUNES 
(10s faclores de riesgo reproductivo). 

La discusibn se hard e(l base a las experiencias conocidas 
por las participanles sin que necesariamenle se refieran a casos 
alsndidos par ellas mismas. E l  facilitador(a) debe asegurar que 
en la busqueda de las CARACTERISTICAS COMUNES se 
idenlifiquen y disculan 10s factores de riesgo biolbgico y social 
lales como edad, paridad, condiciones socioeconbmicas, cultura- 
les, marginacibn y otras. 

C. TECNICAS PARTlClPATlVAS 

Se pueden utilizar las siguienles lbcnicas participalivas de 
reflexibn y anAlisis: El naufragio, las senales de peligro (El 
soldadito versidn ernbarazadas. la muerle acecha, rompe 
cabezas. 

NOMBRE: ROMPE CABUAS 

PARTICIPANTES: Se puede aplicar a grupos con inslruc- 
ci6n minima, con experiencias conocidas 
por ellas por prdclica o referencias de 
olras comparieras y propias. Los grupos 
se IimitarAn por el nurnero de piezas del 
rompecabezas, como maxim0 6 partici- 
panles. 

I1 B. METODOLOGIA I[ 
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la ntrcva 
nltrdida: rnas de l r e l n t a y . c i n c o ~  no W, lo 

que lenia era hijos muy-se~uidos. 

asi susccs~vamenle 

REFLEXION Y 
ANALISIS: Lo que se quiere con esla dinarnica es 

reforzar 10s conocimientos adquiridos por 
el grupo e idenlificados por ellas mis- 
mas, que 10s repitan con un juego en 10s 
cuales recordaran el de la misma perso- 
na y el de 10s demas. 

Las parleras deben identificar estas 
seriaies como peligros que han de ser 
enconlrados en cualquier mujer que ellas 
encuentren, no necesariamente las con- 
lroladas por la parlera o la UPS, el esta- 
do de hnirno es de espectacibn para 10s 
que llarnan por la serial que representan 
y alegria a1 reconocer olra y utilizarla 
para cambiar de persona. 

C.4 

NOMBRE: 

PARTICIPANTES: Se puede aplicar a grupos con 
1nslrucci6n minima, utilizando las 
experiencias adquiridas por ellos 
durante su liernpo de lrabajo en la 
comunidad, que sepan expresar sus 
conocimientos aplicAndolos a la 
dinhmica. Se pueden ubicw en 
circulo sin importar el numero de 
parlicipantes. 

MATERIALES: 

PREPARACION: 

DESARROLLO: 

RELFEXION Y 
ANALISIS: 

E11t1e /:Is l:Llj:l!; ( I I lV  ! ; o r 1  ( ! a 8  ,.111t1*; 

l3111a110s, sl! l!!;coge 1.1 lll;lL; !; f : l l l ( l t !  

y se lc ll:l(:c t111a ~)e(~lrl!rl:l ~ l ! l ~ ~ l l ~ l l ; 1  
el l  Id j)~llIl! C I C  i 1 l ) ~ l j O  y SC (:IJI~)cI;I PII 

el c ~ r l t r o  clel clrctrlo clc I)ar l~c~;)ar~lc!s 
dc II~O(JO C ~ ~ I C  l~clo:; :II)I~><;IL~II (?I 
tIc:;;lr I 0110 dc /:I (111 la~ll~c:;~ 

Las cnjas se ut)icafl CIIIICIIIL~ (!L' lot; 
j>arlicij)arllcs y sl! colocdr~ crl 13 

paila. 

En cacla caja (clue so11 de clisl~rilos 
Iarr1ail0s) se colocarl clilercnlas 
carilidadcs de j~iedras, sir) exceder 
a la caja de larnario rnediano cle 
rnas de 4 plcdras. En la de rilayor 
lariiailo sc colocarl las pierlras nc- 
ccsarlas Ilasla clue la caja sc I l l~f lda 
derilro de 13 ~)a~l;l, ell la peqtrcr'~a sc 
culoca urla j~iedra, hay que obscr - 
var lodas las cajas por varios rninu- 
10s. 

Las pafleras al arlallzar que (~ucde 
rellresenlar cad2 caja de dislrrltos 
lalllarios: clan a enlcrldcr que sorl 
las rrlujcres corl edad CII l)cIiqro, la 
caja ~)equcria sorl Ias r~lujcrcs dc 18 

3 35 arlos clue ~ )ucdc r~  rio lerlcr 
pcllgro y la caja grclrlclc es la lilujcr 
cvrl rrlas de 35 iirios. 
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Se debt darenllzar que Partera TradEional capecitBd'a sea 
capaz de: 

Oetectar a1 100% las embarazadas de la comunidad. 

ldentificar 10s laclores de riesgo en la embarazada. 

Revisar signos de anemia (conjuntivas, mucosa oral, 
echos ungueales o reflujo capilar). 

Deleclar prcsencia de edania. 

Diagnoslicar si luacih y presentacibn del produclo (mas 
recornendado en el ultimo Irimeslre). 

Evaluar el eslado nutricional de la ernbarazada y hacer 
las recomendaciones necesarias. 

Preparar a la embarazada para una lactancia materna 
exilosa. 

Conocer la importancia de la aplicacibn Toxoide TetBni- 
co. Analizar la posibilidad de aplicacidn por la partera o 
por la UPS. 

Decidir sobre el lugar donde se debe atender el parto. 

Evaluar aclilud de la embarazada y la familia y sus 
posibilidades econbrnicas. geograficas y cullurales para 
lraslado en caso de referencia. 

Disculir sobre las lbcnicas del sobado, ulilidad, practica, 
perjuicio o inocuidad. 

Praclicar tecnicas de evaluation del tarnano del utero 
(cinla obstelrica). 

Otras que espontaneamenle surjan del grupo. 

ATENCION DE PART0  LlMPlO 
Y 

ALUMBRAMIENTO SEGURO 

1.- Reflexionar sobre la imporlancia de la atencibn del parlo 
limpio y alumbramiento seguro. 

2.- Garanlizar la atencion del parlo limpio y del alumbramienlo 
seguro. 

Se procurare una atenci6n conjunta de partos que ocurran 
duranle la semana del laller inicial. si eslo no es posible debe 
realizarse en las visilas de seguimiento. 
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Irl(]ooc~l(l~c?rilc!~l~rlle de lo anterior durante el desarrollo del 
-. 

taller st:, tlrn1ii;lli7nra Ill nlencion de partos sirnulando diferenles 
sitr~iic~r)tios cle c!rl~l);trnzatlas. Se dejara a la partera que simule 
In 1cnr11r:;l t l t r i 3  c i l ;~ trlili7a para la alencidn del parto en su 
co~~i t r r~~t l i~c l  sct trncc rcflexion y analisis despues de cada situacibn 
~)rcsoril;irla ~ r i  !;I tlrn11iali7acibn. 

Si llay un hosl)tlnl o clinica Malerno lnfantil cercanos a la 
sedc tlol Inller. st? visilaran las areas de maternidad y quirhfanos 
para eslnblecer las dilerencias de niveles de atenci6n y forfalecer 
la irnportancia de la relerencia. 

El grupo dcbc reflexionar sobre la imporfancia de la atenci6n 
del [)art0 lirnpio y el al~rrnbramienlo seguro, asi como tambibn la 
utilizacidn de rnaniobras perjudiciales como las que aumentan la  
presibn inlra-abdominal (Kristelerl, colgado de vigas, amanabs, 
elc. 

Activldades minima6 para garanllrar la alencibn del parto 
Limpio: 

Diagnbslico de riesgo 
Situacibn del feto 
Movirnienlos felales. presencia de meconio 
Ruplura premalura de rnernbranas 
Duracibn del lrabajo de parlo 
Eslado general 
lngesla del alcohol 
Occitocicos inyeclables (efeclo sobre el teto, produce 
muerle y ruplura ulerina) 
Posici6n vertical de la madre: parada, sentada, incada 
o en cuclillas (favorece para la salida del nirio) 
Apego precoz. 
Disposici6n de ropa lirnpia para la alenci6n del parto, 
para la madre y el r e c i k  nacido. 
Aseo personal de la partera. bario diario, ufias cortas y 
lirn pias 
Lavado de las manos ( y de cualquier otro miembro 
ulilizado por la partera para proleccidn del perinb) con 
agua y jab6n. 

- Uue la parturienla se bane y se lave el perink con agua 
y jabdn. 

- Oue el ambienle donde se alienda el patio esle li~npio. 

PAOUETE ESTERIL 

Para garanlizar el parto limpio es conveniente reflexionar 
sobre la irnporlancia, elaboracidn y uso del paquele esleril, el cual 
debera llevar 10s siguientes rnateriales que deben ubicarse de 
acuerdo al orden en que se ulilizara: 

1 gasa para elinlinacion de flcmas 
Cinla urnbilical ( 3 pedazos o canamo o tiilo) 
112 Hoja de afeilar nueva para corlar el cordon umbilical 
2 gasas para la proleccion del murion urnbilical ( 1  enlera y 
1 corlada). 
4 lorundas de algodon para lirnpieza ojos recien nacido 
2 gasas para la revision de la placenla 
Papel para hacer el paquele 
Uolsa plaslica para guardar el paquelc 
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ESIV ~);lcItlelt? se tiace y se esteriliza en la UPS durante el 
lallc?r lr\lci;lI y se coloca en una bolsa plastics para evitar que se 
~ l ~ o l o  y nsi 0nraril17ar sir calidad. 

SO cla1)orara y eslerilizard con la partera un stock de 
I,;,(~II~?IPS ~ltr ivnlcntes a la canlidad maxima de parlos que 
;,IEIKIC (311 t1r1'111os. sc! reslituyen el nlimero que haya gaslado en 

II~CS illlt~!rIOr. 
Hay cllro recalcar que lodo el contenido del paquete esteril 

cs desectrable. se debe colocar de nuevo todo el material en la 
lmlsa plastics y tirar a la basura. En cam que se use lijera para 
cl corle del cordon siempre debe ser 'HERVIDA", no se debe 
illili~nr strcia. ni lirnpiada con antiskplicos ni flameada. 

E ESTAR ESTERIL 0 POR LO 

- Apego Ilrecoz duranle el perrodo de al~t~l~brarn~enlo 
- Man~ollras t>enefrcrosas dt~ranle la e x l ~ ~ ~ l s t n n  

. Sol)lnr la Imlella 

. Toser 

. Mnsaje suave en el londo del utero 

- Duracion del period0 del alumbramienlo (no mayor de 30 
rnini~los). 

NOMBRE: SOCIODRAMA DE ATENCION 
DE PARTOS 

Alumbramiento seguro: 

Se debe recordar en lodo momenlo que el mecanismo de 
desl)rendimienlo de la placenta SIEMPRE depende de CON- 
TRACCIONES UTERINAS Y en el parlo normal S ESPONTA- 
NEO, por lo tanlo NO SE DEBE halar el cord611 ni utilizar 
rnaniol)rns perjudic~ales. 

Actividades minimas: 

- No crnpular el ulero 
- Reconocirniento de 10s signos de desprendimiento placenta- 

rio 

Alnrgarnier~lo del cordon 
. Sangrado 
. Camtios en la forrna y consistencia del ~jtero 
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cuales debe haber personas que hayan 
atendido partos y madres. 

MATERIALES: Un murieco, una placenta o cordon, un 
catre o carna, algo que simule un fogon 
y malelin de parteras. 

PREPARACION: Una participanle que harA de paciente se 
coloca el muneco y la placenta bajo la 
ropa. 

DESARROLLO: Una partera sirnula la alencibn de parto, 
se explica a las parleras que debe aten- 
der el parto la1 como lo haria realmente, 
se observan las actividades minimas, 
colocaci6n del equipo, lavado de manos, 
proleccidn del perink, corte del cordon. 
alencibn del recibn nacido, etc. Se 
repite con varias parteras y parturientas. 

REFLEXION Y 
ANALISIS: Se prelende que el grupo revise y prac- 

lique las actividades minimas para aten- 
cibn de parto lirnpio y alumbramiento 
seguro. 

NOMBRE: DlNAMlCA DEL SOMBRERO 

PARTICIPANTES: Grupo de hasta 15 participanles; no es 
relevanle el nivel de preparacibn. 

MATERIALES: 3 Sombreros de junco, lela roja, hilo, 
canamo, algoddn, gaza. 

PREPARACION: Se utiliza la copa de 3 sombreros de 
junco, plAstico o cualquier malerial lirrne 
y flexible para representar el cuerpo del 
i~lero. 

Se preparan 3 placenlas con una 
capa de algodbn. por un iado descubier- 
la y por el otro forrada con lela roja. 

Una de las placentas, el algoddn 
estA completamente adherida a la tela. 
olra placenta se adhiere parte del algo- 
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dbn a la tela y un fragment0 a la capa REFLEXION Y 
del sombrero y la tercera placenta, la ANALISIS: Con estas Ires aclividades las partici- 
tela y el algodh se adhieren a la capa 

I pantes cornprenderan que el rnecanisrno 
del sombrero segun el siguienle dibujo: I 

de desprendimienlo de la placenta son 

! 
las contracciones uterinas y que cuando 
se hala el corddn p ~ e d e  haber retencio- 
nes placenlarias de diverso grado o 
inversion ulerina. 

C.3 
I 

i 
i ' NOMBRE: LA BOMBA 

DESARROL .LO: 1.- Primero se simula el mecanismo normal 
de desprendimiento. La placenta (1) se 1 

coloca en el fondo del sombrero, el 1 
facililador presiona desde afuera cons- 
tantemente la capa del sombrero hasta 
que esta placenta se desprende sin 
halarla. 

2.- Una partera lira del cordbn de la placen- 
ta (2). el pedazo de algod6n que esta 
costurado a la copa del cord6n se que- 
darA en el londo del sombrero y el resto 
saldrh. Eslo simulara la relenci6n parcial 
de la placenta. 

3.- Otra partera lira del cord6n de la pla- 
centa (3) .  mientras olra participante 
sosliene 10s exlremos de la capa del 
sombrero, como la piacenta estA adheri- 
da al londo de la capa, estA se invertir4 
demostrando el mecanismo de la inver- 
sibn ulerina. 

PARTICIPANTES: Se puede aplicar a grupos pequenos y 
grandes, que hayan tenido experiencias 
vividas en la alencion de partos a muje- 
res mayores de 35 anos y que lengan 
rnAs de 5 hijos. 

: MATERIALES: Un cond6n 

Un muriequilo 

PREPARACION: Denlro del condbn se inlroduce el murie- 
quilo simulando que el condbn es el 
ulero y que el rnuriequilo es el produclo. 

DESARROLLO: Se explica a 10s participanles que se 
inflarh el condbn con el produclo adenlro 
por varias veces lornando en cuenta la 
prirnera geslacion y con un nlimero 
delerminado de embarazos de 8 a 9 en 
total. 

REFLEXION 
Y ANALISIS: Con esta dinArnica pretendernos que la 

partera analice la conlextura y la llacidez 
que ocune en el ulero con cada emba- 
razo, ademas el grupo evidencia que la 
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dinAmica se asocia con alg~flas expe- 
riencias mrno por ejemplo: la hemorra- 
gia, retencih de placenta, ninos de bajo 
peso y prolapso ulerino a causa del 
mucho estira y encoge del utero de la 
madre. 

ACTMDAD 7 

ATENCION INMEDIATA DEL RECIEN NAClDO 

- Garanlizar que las participantes pueden brindar una adecua- 
da alencibn inmediala al r e a h  nacido. 

Siempre que sea posiMe se alenderh a recihn nacidos, si no 
se hace en el taller inicial se debe hacer ecr las visilas de segui- 
miento, se &be garantizar la realizacidn de las aclividades 
siguienles: 

- El recikn nacido NUNCA se debe soslener de 10s pies y 
colgarlo con la cabeza hacia abajo ( esto puede producir 
hemorragias inlracraneales), debe soslenerse siempre en 
posici6n horizontal. 

- El recibn nacido no puede conlrolar su temperatura, el frio 
y la humedad lo hacen consumir excesos de energia que lo 
pueden conducir hasta la rnuerte; por lo tanto EL RECIEN 
NAClDO NUNCA SE BANA. En cuanlo nace debe secarse 
y abrigarse con ropa limpia y seca. 

- Aunque en el parto NORMAL no es necesario .ASPIRAR 
LAS FLEMAS, se recomienda eliminar el exceso de ellas 
con gasas del paquele esleril. 

- El cordon umbilical se coda cuando Bste deja de pulsar 

- De ser posible se pueden utilizar suslancias anlisbpticas 
para hacer la prolilaxis oftiilmica, evitando el uso de produc- 
10s cuya lecha de vencirniento ha caducado. 

- Hay que medir el perirnelro celalico y braquial con la ClNTA 
NEONATAL a fin de delerminar si el recien nacido es de 
bajo peso o no. Si lo es debe referirse al hospital mhs 
cercano inmedialarnente, garantizando que vaya bien 
allrigado. 

- El rcci4ri nacido necesila alimentarse tinicamente con pecho 
rnalerno, praclicar APEGO PRECOZ y cornentar sobre la 
necesidad de no usar chupones. 
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grupo las aclividades a iealizar para la idenlificacibn de 10s signos 
normales y anormales. 

El grupo reflexionart5 sobre el hecho de que la mayor k f l e  
de las muerles maternas y neonatales ocurre en 10s prirneros 
siete dias despubs del parto y principalmente en las primeras 24 
horas, por lo que ss  importante idenlificar la presencia de factores 
de riesgo duranle el puerperio. 

Se harh enfasis en Im signos y sintornas para detectar las 
principales complicaciones: 

- Hemorragia: Hipolonia ulerina, retencih total o parcial de 
placenta ( Palidez, sudoracibn, desmayo, hipolerrnia). 

- Infeccidn (fiebres, felidez de loquios). 

Actlvldadee minlrnas a reallzar: 

- Inlerrogar sobre funciones organicas generales, fiebre, 
caracteristicas de 10s loquios, cefalea, otros. 

- Examinar mucosas, conjuntivas abdomen, globo de seguri- 
dad de Pinard (ulero conlraido), caracterlsticas de loquios. 

- Dar recornendaciones sobre laclancia malerna exclusiva 
hasla 10s seis rneses de vida. 

- El grupo analizare la importancia de referir las pubrperas con 
problernas en forma oportuna al nivel de atencibn en salud 
que corresponds. 

DlSCUSlONES GRUPALES 

ATENCION EN PLANlFlCAClON FAMILIAR 

A. O B J E T I V O S  

Lor; participanles seran capaces de: 

1 .-  ncflexionar sobre las acltvidades necesarias y faclibles para 
la ~~rcvencion de embarazos en rnujeres con faclores de 
F3iescjo Reproduclivo No embarazadas. 

2. - neferir a la Unidad Produclora de Salud las rnujeres en edad 
ferlil que libre y expontaneamenle hayan decidido ulilizar un 
rnelodo de Planificacion Familiar. 

- Discusion de grupo, retomar nuevarnente lo que se discutio 
sobre Riesgo Reproductivo en las aclividades 2 y 3 y que el 
grupo reflexione sobre las actividades necesarias y faclibles 
para la prevencibn de embarazos en rnujeres con faclores 
de Riesgo Reproductivo NO embarazadas ( Enfoque de 
Riesgo Reproductivo no obsletrico), ya que Bslos pueden 
conducir a la rnuerte rnaterna y perinatal. 

- Discusion sobre rnelodologia anticoncepliva y capacilacion 
en uso de melodos naturales y dislribucion de melodos de 
barrera. 

El grupo reflexionara sobre la posibilidad que lienen las 
familias de su comunidad de espaciar 10s embarazos asi, 
como la existencia de creencias. mitos, lradiciones que 
evitan el uso de melodos anliconceplivos arlificiales. 
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Se anZli7nra adernas la posibilidad de orienlar a las parejas 
Sobre lodo aqtiellas en que la rnuier lenga laclores de desgo 

1 reprcductiva. 

DISCUSIONES GRUPALES 

ACTMDAD No. 10 

SISTEMA OE INFORMAClON 

I .- Reg~slro y anal~sis sistcrnalico de la informacion de las 
alenciones brindadas par las parteras en la Unidad Produc- 
tora de Servicios 

1 . -  Se realizaran d~scusiones de grupo para conocer y analizar 
tos lormularios COM-P4 y COM-PS, asi corn0 los folm~la- 
rios para la referencia. 

2.- El grupo analizara la informacion brindada p o r  la partera Y 
la cornparara con la existente en la UPS para: confirmar 
cobaluras y analizar las refetenuas de las embarazadas 
con factores de riesgo. 

V1.2.- CONTENIOOS DEL SEGUlM1ENTO 

A r n D A D  1 

VlSlTA DE INDUCClON A LA UPS. 

A. O B J E T I V O S  
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I I - Dnr n corincer el obletivo de  la aclividad de seguimienlo 

1 (i izla ol~lctrvo se curnplird en caw, de que el seguimiento 
scln ;~poyndo o realizado por otra persona). 

7 Plntal~cnr In real17acibn del segtlimiento en forma conjunla 
I cori el personal (le la UPS. I 

1 - ne~~rlrnrl 1)revrn a la aclividad en el eslablecimiento de salud 
cnrl cl ~wrsonal ~nslilucional donde se analizara la faclibilidad 
t l ( !  rc?nl~~ar el scqtrlrnrenlo y se planificara. 

3 - Pl;~rl~l~car el sn(jlrrrnien10 de acuerdo a prioridades: (parteras 
qtrc tltrrarilc el taller inicial inleriorizaron rnenos 10s conoci- 
riilcnlos. partaras qtre alienden mds partos, parteras de las 
corntrn~dades donde presentan problemas de morbi-mortali- 
tlatl rnalerrla ~~er~na la l .  

VlSlTA A LA PARTERA EN LA COMUNlDAD 

A. O B J E T I V O S  

1.- lnvestigar el Iota1 de rnujeres embarazadas que exislen en 
la cornunidad. 

2.- lnvesligar el n~dmero de mujeres embarazadas que eslbn en 
control prenalal con la partera. 

3.- Revisar si la partera identifica factores de riesgo en las 
embarazadas que tiene en control (aplicacibn del mfoque de 
nesgo reproductive) . 

El facililador ylo supervisor v is i larh a cada partera de la 
localidad en su casa para observar las aclividades siguientes: 

- Referencias de ernbarazadas con factores de riesgo 
- Numero de embarazadas que esthn vacunadas con toxoide 

let8nico. 
- Los partos atendidos en el periodo y 10s problemas presen- 

tados durante los rnisrnos. 
- Numero de muertes maternas y perinatales ocurridas en el 

periodo. 
- Revisar lugar de atencibn de parto en caw, de que exista. 
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A ~ D A D  3. e 

VlSlTA A LAS EMBARAZADAS CON LA PARTERA 

Observar las alenciones que brinda la partera a sus emba- 
razadas y olras aclividades relacionadas con la misma. 

Se hare a travbs de la visila a la embarazada para: 
- Realizar control prenatal. 
- Idenlif~cacibn de factores de riesgo. 
- Conversar con la embarazada y su lamilia sobre sus 

hallazgos. 
- Decisibn sobre el nivel que se ha recornendado para la 

atencibn del parto. 
- Si hay psihilidad de realizar alencibn del parto con la 

partera debe hacerse. 

* I I I I - dbrervar la realizecih M, olras %clividades como atencibn 
en planificadbn familiar, puerperio y m c i h  nacido. 

ACTWIDAD 4 

REVISION DEL MATERIAL DE LA PARTERA 

Verificar las existencias y condiciones del material y equipo 
con que cuenta la partera para atenci6n del parlo. 

/ -  

Se hard a travks de: 

- Revisibn del maletin o del material y equipo - _  
- Verificar la exislencia y limpieza de insumos 
- Enfalizar en el uso y manejo del paquete esteril 
- Elaboracibn y esterilizaci6n del paquele cuando sea necesa- 

rio 
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- Reonenlar sobre el conlenido del malelin ( no guardar otro 
material que no sea para alencibn de parto) 

- Retorzar lhcnicas domicilianas para esteriliracih de material 
y equipo ( hervido de la tijera. bar70 maria del paquete 
eslbril, olros). 

A r n D A D  5 

VlSlTA DE ANAUSIS A LA U.P.S. 

Analizar coberturas, referendas y aplicacibn del enfoque de 
riesgo reproductivo. 

Esla aclividad se realizarh medianle la ejecucibn de las 
siguienles actividades: 

1.- Revisibn de referencias enviadas por la PTC. 
2.- Revisidn de LISEM de la UPS para observar si las mujeres 

alendidas y referidas por la partera eslhn incluidas en el 
mismo. 

3.- Revisar agendas de reunimes mensuales para verificar si se 
han incluida conlenidos relacionados con la problematica 
materno infantil. 

4.- Reflexicmar sobre la situacih idenlificada y busqueda de 
altemalivas de solucidn a la problemhtica rnaterno-perinatal. 

Oar seguirniento a la aplicacibn dei proceso de enfoque de 
riesgo reproductivo. 

Se harhn 3 tipos de reuniones: 

a.- Reuniones Mensuales de  Personal Comunitarlo: 

Son las ya establecidas actualmente.- Se debe reorient81 la 
metodologia, ademas de recibir inforrnacibn se debe discutir 
sobre la aplicacibn del Enfoque de Riesgo Reproductive, 
dificultades que las parteras tengan en su trabajo y siluacio- 
nes especiales. Ademas se deb elaborar y esterilizar 10s 
'paqueles eslbriles". 

b.- Reunlbn con la6 Perteras: 

Son reuniones especificas con Parleras Tradicionalss 
Capacidadas, soliciladas por ellas mismas; en las que sf3 
reflexionara sobre la aplicacibn del enfoque de riesgo 
reproductivo, refrescarniento de conceptos, cambios de 
aclitud y prhcticas de la partera. 

c.- Reunihn con la comunidad: 

Se organizarh durante la visila de seguimienlo una reunih 
cornunitaria en la que se reflexionarh sobre: 

- La problernAtica materno perinatal 
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- Capel dc la part& y la cornunlcl& Irer\lt: a esa & ~ e -  

mhlica. 
- Btisqueda de allemalivas de solucibn a la problern&lim 

rnalerno perinatal. 
- Casas comunilarias para atenci6n de parlos. 
- Hogares malernos. 
- Fondos comunales para traslado de pacienles. 

AllorJr. Cenlro dr  Estudlor y Publlcrclones: T k n l c r r  prrtlclpallvrs para Ir 
Educrcl6n Populrr, Tomos I y 11.- 1989. 

Crntro Lrllnoamadmno d r  Prrlnrlologlr y Deurrol lo Humrno: Mrnur l  dr 
Salud Mrterno Perlnrtrl p r r r  Promotores Comunltrrlos. lQQ3. 

D u d n  A. Rrglnr, Ochor VLsquer. Jos6 C. Documanlo BIH Program. 
Naclonrl de Prrterrs, Teguclgrlpa, Hondurrs, Agosto 1987. 

Progrrmrr p r r r  el Deurrollo de t r  Inianclr y Ir Muler (PRODIM): Mrnur l  do 
dlnlmlcrs partlclprtlvrs para up rc l t r c l 6n  a prrterrs Irrdlclonrles. 
Teguclprlpr. Honduras C.A.. 1993 

Manual de Normra y Procodlmlrnlor para la Atrnclbn Infegrrl r Ir mujrr (con 
enloqua de dr8go nproducllvo) sagundo borrrdor. Toguclgrlpr, ~ o n d u r r s  
C.A. 

MarlInez Laura, drl.. .I. Metodologir para Ir rsorlentrcl6n del proceso d r  
crprcltrclbn de Parterrs Trrdlclonrles en Honduras. Toguclgrlpr. M. D.C.. 
1992-1993. 

Psrelrr Marta Solele. 182 Juagor. 8 Edlclbn Dlc. 1991. 

Poncr Mlrthr L. MI... rl Proyuto de Forlrleclmlenlo del Procew dm 
Crprcltrcl6n de Parterrs T r rdk lon rk r  madlanle el anloqua d r  desgo 
reprcductlvo, M.S.P.. Tegucigalpa. Honduras. C.A.. Dlclembrr 1992. 
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N ~ ~ B R E :  @EL FUTBOL 
PARTICIP4NTES: GRUPOS CON MINIMA INSTRUCCJON 
MATERIALES: DOS OSJETOS PEQUENOS 
PREPARACION: NINGUNA 
DESARROLLO: 

Se pide al conjunto de participanles que formen un circulo y se 
numeran del 1 al 2. 

Los numero 1 representan un equipo y 10s numero 2 a1 olro; 
se nombra un capitan por cada equipo. Los capilanes quedan 
uno al lado del olro y se les da a cada uno un objeto que 
puede dilerenciarse, de dislinla forma o por su color. 

A1 dar una senal el grupo uno pasa el objeto de mano en 
rnano hacia la izquierda y 10s companeros del grupo dos hacia 
la derecha hasla llegar nuevamente donde el capitan y cuando 
eslo sucede, se anola un punlo al equipo, ganando el grupo 
que acurnule rnAs punlos. 

REFLEXION Y ANALISIS: 
A1 aplicar la dinarnica las parteras se entusiasrnas y . r i m  
cuando alguna companera se confunde al momento de entregar 
el objeto. 

Ayuda cuando las parteras tengan cansancio o esl6n aburri- 
das. 

Tambibn ayuda a que las parteras sepan coordinar y ocgani- 
zarse en grupos. 

NOMBRE: BESO AL MUNECO 
PARTICIPANTES: ADAPTABLE A GRUPOS DE DIFERENTES 

TAMANOS Y NO TlENE RELEVANCIA EL 
NIVEL DE INSTRUCCION. 

MATERIALES: UN MUNECO PEQUENO. 
PREPARACION: NINGUNA. 
DESARROLLO: 

El grupo se coloca en circulo y el murieco pasarb de mano en 
mano, cada parlicipanle debe en su oporlunidad hacer lo que 
desee al mutieco: besarlo, abrazarlo, pellizcarlo, pegade, etC, i 

Cuando el muneco ha sido pasado por todos 10s miembros 
del grupo, se vuelve a ernpezar, pero esta vez las @cariciasm 
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REFLEXION Y ANALISIS: 
Ayuda a que las parleras se concenlren en posibles 6rdenes 
recibidas, ayuda en momenlos de aburrimienlo o despuds de 
algun tema y se desea que las parteras se relajen. 

NOMBRE: HORN0 CALIENTE. 
PARTICIPANTES: DlRlGlDA A UN GRUPO DE PARTERAS 

DlSTRlBUlDAS EN CIRCULO SIN IMPOR- 
TAR EL NUMERO. 

MATERIALES: NINGUNO. 
PREPARACION: NINGUNA. 
DESARROLLO: 

Se escoge un volunlario que se aleje del grupo. Se le explica 
que 61 debera buscar un horno calienle locando la cabeza de 
10s inlegranles del grupo. 

Previarnente a 10s demds rniernbros sc les advierle que uno 
de ellos deberh ser el horno calienle y que cuando el volunlario 
loque la cabeza del elegido, lodos deberhn grilar y locarle la 
espalda. Iralando de asuslarlo, es convenienle ulilizarla al inicio 
de una sesibn de lrabajo, utilizando 1 o 3 volunlarios. 

REFLEXION Y ANALISIS: 
Con esta dinhmica adernhs de romper hielo. se prelende tralar 
que las parleras sepan lomar inicialiva, cuando la cornpahera 
loque a la volunlaria se levanlen, grilen y palpen a la compa- 
nera, todas al mismo liernpo y les sirva de anslisis para que 
interpreten que lodas unidas pueden encorllrar soluci6n a un 
problerna o llarnar la alencibn de olra cornpanera cuando esta 
no actue de acuerdo al comportamiento aprendido durante 
las seslones de trabajo. 

h 

la doble rueda 

I. OBJETIVO: 
ANlMAClON 

11. MATERIALES: - Un lugar amplio. 
- Ntimero illmilado de partlclpantes. 
- Un radio potent6 o &gun material que 

haga ruido 

Ill. DESARROUO: 

Se divlde a 10s partlclpantes en dos grupos Iguales, (sl un grupo 
puede ser de mujeres y otro de hombres, mejor). 

Se coloca a un grupo 
formando un clrculo to- 
rnados de los brazos, 
mlrando hacla afuera 
del clrculo. 
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a e a 
El pueblo rnanda que saquen la lengua, 
El pueblo rnanda que se rasquen la panza con la otra mano. 
El pueblo rnanda que se rasquen mAs tuerte. 
lQub griten! 

Es oonveniente poner a dirigir esla dinarnica a personas que la 
mnocen Men, para que no plerda agilldad. 

mar adentro - mar afuera 

I. OBJETIVO: ANlMAClON 

11. OESARROLLO: 

Todos los prticipan- 
les se ponen de pie. 
Puede ser un clrculo o 
en una fila, segun el 
espaclo que ee tenga y 
el n~imero de partlcl- 
pntes. Se marca la 
llnea que represenla la 
orllla del mar, los par7l- 
clpmtes se ponen de- 
trAs de la Ilnea. 

Cuando el coordina- 
dor de la voz de mar 
adentro, tcdos dan un 
salt0 hada adelante 
sobre la raya. A la voz 
de mar afuera t d o s  
dan un salto hada atr& 
de la raya. Debe hacer- 
se de lorma r8plda. 10s 
que rn equlvocan =)en 
del juego. 

el alambre pelado 

I. OBJETIVO; ANIMACION 

11. DESARROLLO: 

S e  le pide a un compariero que salga del salbn. El resto de 
companeros se forrnan en un circulo de pie y tornados del brazo 
y se les explica que el circulo es un circuilo el8ctric0, dentro del 
cual hay un alambre que estA pelado, que se le pedirh a1 
compariero que estA afuera que lo descubra tocando las cabezas 
de ios que eslAn en el circulo. Se ponen todos do acuerdo que 
cuando toque la cabeza del sexto compaliero (que es el que 
represenla el alambre pelado), todos al mismo liempo y con toda 
la fuena pegarhn un grilo. 
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Se llama al cornpanero que esla fuera, se le explica sblo lo 
referenle al circuilo elbclrico y se le pide que se concentre pra 
que descubra el cable pelado. 

Esta dinamica es muy simple pero rnuy impaclanle; debe 
hacerse un clrrna de concentracibn de parle de todos. 

CANASTA REVUELTA 

I. LPARA OUE SE HACE ESTA TECNICA? 

Para conocerse enlre lodos y animar a1 grupo. 

II. cCOMO SE HACE? 

Todos 10s participontes se sienlan en un circulo. El coordinador 
queda en el centro, de pie. Si hay rnucha genle, se puede formar 
mhs de un coordinador de pie en cada uno. 

En el momento en que el coordinador seiiale a cualquiera 
dicibndole iPiiia!, bsle debe responder el nornbre del cornpafiero 
que eslb a su derecha. Si le dice iNaranja!, debe decir el nornbre 
del que liene a su izquierda. Si se equivoca o tarda rnhs de 3 
segundos en responder pasa a1 cenlro y el coordinador ocupa su 
puesto. 
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LA PANTOMIMA 

I. cQUE ES LA PANTOMIMA? 

._- _ ,--. I I .  LPARA QUE SE 

MA 

La pantomima permite 
representar situaciones y 
analizar las reacciones que 
frente a ellas se tiene. 

La pantornima se caracte- 
por representar las 

de las personas 
L ----------- 

frente a diferenles situacio- 
nes o hechos de nuestra 
vida real. 

Ill. SE RECOMIENDA: 

Esta dinarnica debe hacerse rdpidamente, para que mantenga 
el inter&, porque cada vez que se diga 'canasta revuelta', las 
personas al lado de uno cambian. 

Esta dindmica se uliliza para refonar el conocirnienlo de 10s 
nombres de los participanles en un curso o taller, per0 no es la 
mds adecuada para iniciar una presenlaci6n. 

Generalrnenle se aplica al segundo dia o en la segunda 
reunibn, despuks de haber realizado olra dinhmica de presenta- 
ci6n. 

EJEMPLOS: 
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N. tCUANDO SE PUEDE UTlLlZAR LA PANTOMIMA? 

Sabemos que la pan- 

"*$. 
tornirna va a tratar de las 
condiciones que descri- 

I I 1 .  
ben los factores de ries- 

q- I 3) 
go reproductivo o 10s 

!I problernas de las emba- 
razadas que podrlan 

(7.. i\. sufrir una preeclampsia. 
Ya hemos conversado 

* ? mucho sobre el lema. -- - /' 

Ly. 
En este paso 10s gru- 

pos deben poner cuida- 
do en escoger las actilu- 

des o reacciones que puedan lrasmilir mejor el rnensaje. Luego, 
deben ensayar un poco y utilizar expresiones conocidas por lodos 
para hacer mAs claro lo que quieren decir. Es bueno exagerar 
algunos gestos o movimienlos. 

Reirsc para 

expre5ar alegr:~  . Tcmblsr para 

- /& - expresar frio 

. Abanicarse para 
exprcsar calor 

Se puede usar la pantomima: 
* para empeter a esludiar un tema (diagnbslico) 

para ver una patte de un tema 
a1 termlnar de estudlar un tema (como condusibn o slntesls) 

EJEMPLOS: 

$7 $,i 

I, .. ..(. ,... 
I.. &., C *, 
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V. SE RECOMIENDA ... 

Es convenienle usar la panlomima cuando hay mucho ruido y 
es dilicil que las voces Sean escuchadas por lodos. La pantomi- 
ma, por ser muda, va a exjgir que el ptiblico se concentre m l s  en 
la actuacibn. 

Es util para personas que nunca han hecho pantomima, hacer 
como ejercicio algunos juegos antes, corno la thcnica 'Cuerpos 
expresivos', ver la pAgina 100. 

CUERPOS EXPRESIVOS 

I. LPARA OUE SE HACE IA TECNICA? 

Se hace la Ibcnica para 
animar a1 grupo 
antes de empezar la reunilrn. 

11. LCON OUE SE HACE LA 
TECNICA? 

Se necesilan papeles pequefios. 

Ill. LCOMO SE HACE? 

Se escriben en los papelilos de animates (macho y hembra). 
ejemplo: Lebn en un papelilo, en olro Leona (lantos papeles 
como parlicipantes. 

Se distribuyen los pa- 
pelitos y se dice que. 
durante 5 rninutos, sin 
hacer sonidos deben 
actuar como el animal 
que les loc6 y buscar a 
su pareja. Cuando creen 
que la han encontrado. 
se toman del brazo y se 
quedan en rllenclo 
alrededor del grupo; no 
se puede deck a su 
pareja que animal 6s. 
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ADRA INTERNATIONAL CHILD SURVIVAL XI 
Multi-Country Budget Summary 

First  Year Second Year Third  Year  F o u r t h  Y e a r  All Years  
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Match 27.63% 


